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MINUTES OF THE MEETING OF THE BOARD OF

TRUSTEES, ICDDR,B DHAXA, 6-8 DECEMBER, 1982,
: ¥

»
[

Yembers Present:

Mr M.K. Anwar

Dr H. Al-Dabbagh

Dr F. Assaad

Dr D. Bradley - Chairman
Dr W.B..Greenough - Secretary
Maj. Gen. Shamsul Hag
Dr J. Holmgren

Dr G. Jones

br J. Fostrzewski

Dr L. Mata

Dr M.A, Matin

Dr J. Sulianti Saroso

Pr ¥, Takeda

Dr M. Were

Merbers Absent:

Prof, D. Bell, Dr V. Ramalingaswami

At 2 a.m. the Chairman opened the meeting and welcomed the three new
Board members:

Major General Shamsul Haqg

Dr Yoshi Takeda

Prof. David Bell

He noted that Professor Bell had informed the Board prior to his

appointment that he cbuld not attend this meeting due to a lorg stand-




ing commitment prior to his nomination to the Board.

Major General Shamsul Haq (Doc. 1/BT/Dec. 83) addressed the Board

and observers. He expressed pleasure at serving on the Board and
mentioned that the external review process in 1982 and current
attention to programme planning by the Board as helpful in guiding
the Centre in the most eifective path., Since his home village is

in Matlab Thana he has long knowﬁ and admired the work of the Centre
and its predecessor, the Cholera Research Laboratory. The support

ip cash, facilities and the donations of land indicates strong support
of the Centre by the Government of Bangladesh. He expressed
appreciation at the recent close coordination of the Centre's work
with the Eealth Ministry, emphasizing the importance of communicatien
of knowledge to other developing countries to emhance the Centre's

international character.

Dr Takeda then expressed his pleasure at becoming a Member of the
Board. He noted that as.a, bacteriologist he especially looks forwax?
to learning more about the Centre's work in the area of his discipline

which is fundamental to the control of diarrhoeal illness.

The Chairman remarked on the high quality of previous Chairmen as a

standard to emulate. He thanked the Director and his staff for their
successful efforts in the past six months in improving the Centre's
finaﬁcial position. He welcomed the representatives of doncr agencies
and counlries who had taken part_in the previous week's programme review
both as observers and reviewers neoting the wide participation which in-
cluded Australia, Belgium, Switzeriand, United States, UNDP, UNICEF and
WHO. Special thanks were offered to Dr Kraysko of WHO/SEARC for his

active participation.

bdagenda L: Approval of Agenda

The Agenda was approved.




Agenda 2: Approval of Draft Minutes of Bodrd Meeting, June 1982

The minutes of the meeting 14-15 June, 1982 were approved alony with
the additional two resolutions circulated before the present meeting,

and confirmed them, namely, -

Resolution 23/June 82

Resolved: ' The Board authorizes the Director to negotiate with
the Centre's bankers for a temporary overdraft amount
of $1,000,000 which will be utilized to bridge the gap
arising from the timing of cash inflow against cash
expenditure. This overdraft facility is to be retired
against funds as and when they are received from the

Centre's donors.

Rasolution 24/June 82
Resolved: The Board authorizes the Director to transfer the present
Severance Pay Fund held in Taka, te an external Dollar

depoait account with a Bangladeshi natidnalized bank, pend-
ing coversién of the Severance Pay Account into a Staff

Pension Scheme.

Agenda 3: Matters Arising

There were no matters arising.

Agenda 4: Director's Report

The Director presented his report {Doc. 4/BT/Dec. 82). The Trustees

indicated appreciation on the cooperation of all staff in achieving

the positive financial results gegortéd; The transfer of patients

to the new building on 29 Novembér, 1982 was noted. Analysis of
failure to meet an earlier target date coui&savoid over optimistic

scheduling during the second phase of coqstfuétion. Early mobiiizatih"




RESOLUTION
1/DEC. 82

RESQLUTTION
2/DEC. 82

of funds was urged for the second phase. The organization of the
Ordinance~mandated Programme Coordination Committee was acknowledged
and formal action by the Board deferred to the agenda on Programme
Review. The tax exemption status was noted and further action
encouraged. The discovery of diseases such as Re@e's Syndrome,

Yersinia enterocclitica and necrotizing enterocolitis for the first

time in Bangladesh was noted. The importance of recruiting new
leadership in science and training was stressed as most essential

for continued pre-eminence of the Centre. A recently completed

slide and sound presentation on the ICDDR,B was shown to the Trustees

and observers.

The Centre is encouraged to continue to pursue the matter of exemption
from income tax for its Bangladeshi staff. It was noted that this is

consistent with the policy of the Government of Bangladesh not to tax

the Bangladeshi staff of UN agencies in Bangladesh.

The Chairman of the Board then outlined principles to be followed in
the remainder of the meeting. He noted that an individual Trustee
had interacted with each programme and its staff; The points raised
by the recent External Reviewers were addressed. Improvements in the
finaﬁcial system allow the programme to be linked to the budget and

priorities set which will be reflected in the final budget documert.

The Board expresses its appreciation of the work of the external
reviewers, and has incorporated their numerous important comments into

its own review of the programme and budget for 1983 and beyond.

Agenda 5: Resources Development Report

The Associate Director, Resources Development presented his report
{Doc. 5/BT/Dec. B2). BAppreciation was expressed by all members on
the excellent results of the efforts at raising funds. Members inquired
carefully concerning the security of projected incomes for 1983. 1t
was noted that projectsare now fully costed and all overhead is
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recovered. An example of such a project was USAID supported assistance
in contreol of a cholera outbreak provided by the Centre to the Government ot
Indonesia this summer. It was noted that the contribution by the
United States is due for renewal in October 1983. A review of the

work of the Centre is currently in preogress by a Techn%cal Tedm

from USAID. Funding at the current level seems quite certain but

an increase will be hard to achieve. It was menticned that the U.S,
National Institutes of Health are exhibiting renewed interest in
research on diarrhoea and overseas grants may be available again

from this source. It was noted that the Arab Gulf Fund through
UNICEF would cover existing commitment in Sexvice Training and
improvements on Matlab and Teknaf facilities. Interest in reviewing
this proposal was expressed by several Board Members. In connection
with the efforts by the Centre in Saudi Arabia and the Gulf Region a
conference organized by UNICEF in Riyadh in 1982 and in 1983 in UAE
gives excellent opportunity to ICDDR,B to communicate knowledge about
the Centre in that region. With reference to the function of such
conferences the usefulness of the technical participation of ICDDR,B
in an International Conference on Oral Rehydration Therapy to be hosted
by the United States in Washington D.C., and funded by USAID was noted.
fhis conference will also be an opportunity to expand contact in the

PAHO region. Later in 1983 a confereénce on Campylobacter in cooperation

with ﬁelgium will also be co-sponsored by ICDDR,B in Brussels.

The need of careful coordination with WHO was stressed to avoid
competition or unnecessary overlapping of efforts. It was noted that
recently the head of CDD/WHO, Dr Michael Merson, had visited ICDDR,B
and coordination of visits by staff from the Centre in each region
had taken place through the appropriate Regional Offices. The
complementary nature of the activities of the Centre to WHO/CDD was
noted. Insecurity of funds from the Middle East was mentioned, but
Dr Al-babbagh reported that the Kingdom of Saudi Arabia was ready nhow

to sign a contract with the Centre to assist in establishing the




AN
nacessary diagnostic, epidemiologic and clinical base from which a

control programme in the Eastern Region could be mounted.

The difficulties and complexities of fund raising were discussed.

It was remarked that the Centre had exceeded its plﬁnned targets for
income in.each of the last three years. ‘To aveid 1éading donors to have
excessive expectations an effort to establish further policy guide-
lines would be worthﬁhile. Caution was mentioned in expectations

from UNDP and Japandue to income reduction and - ¢hange in Govern-

ment.

The Chairman noted measures that could assi#t the alrdady highly success-
ful efforts of the Centre's fund raising were (1) formulation of policy
guidelines, (2)‘early information to the Board of new initiatives and
briefing .. Trustees ©n.. how they could assist in bringiﬁg them to
fruition, (3) establishing the strongest and most effective possible

programues in research and training.

A group of three Trustees, ﬁr F. Assaad, Dr D. Bradley and Prof. J.
Kostrzewski were asked to suggest guidelines for ICDDR,B technical
cooperation with countries in the field of diarrhoeal disease research
and training. They suggesied the following£ _
"Before negotiating technical coopération between the ICDDR,B
and country authorities ICDDR,B may request WHO Regional 0Office
for Scuth Eagt Asia, if the country is within that Region, or
the appropriate Regional Office, if the country belongs to
another Region, for information on national diarrhoeal disease

control programmes.

WHO should be informed about the result of negotiation and the

proposed technical cooperation programme for comments.

WHO Headguarters will inform ICDDR,B of national programmes in

the ICDDR,B priority areas in the field of diarrhoeal disease




RESOLUTION
3/DEC. 82

research and training.

ICDDR,B involvement in countries outside Bangladesh will
primarily be in the area of laboratory, clinical and field
research including operaticnal and health services resesrch:
in training for researxch; in development of laboratory and
other facilities; and in information on research and training

in diarrhoeal disease.

The Board was informed that a special source of funds was available
through UNDP. During discussions with UNDP it was indicated that
unutilised funds totalling approximately $1 millisn remaining in the
account of the defunctAUnited MNations Relief Operation in Bangladesh
(UNROB) could be made available for services and training in Bangladesh,
provided concurrence of the Government of Bangladesh was obtained. The

Government of Bangladesh has difficulty in concurring with the dishburse-

Q!' . a i
ment- 0f"this money as an outright grant but may be agreeable
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interest-free loan to the ICDDR,B. The negotiations for
this fund have been complex and extremely strenuous. However, the
Director is pleased to report that the Fund should beo released to -

ICDDR,B by the close of this vear.

The following resolution was passed concerning the Consultative Group

Meeting to be held in 1983:

The Board approves coavening a Consultative Group meeting in New York

in June 1983 in conjunction with the UNDP Governing Council meeting.




Agenda 6: Report of the Finance Committee (Doc. 6/BT/Dec. 82)

The report of the Finance Committee was presented. The Board
complimented the Associate Director, Administration & Finance
for his remarkable success in reducing costs. It .was felt that
perhaps with the éxcepﬁion of the cessation of travel of younger
scientific staff to meetings to pfesent their work there had -
been little constraint to the programmes involved in the cost
reductions. This makes possible the requisite increases in the
1983 budget for conversion to WHO pay scales together with
contingency for possible further pay increases. The two million
dollar budget increase over the current 4.5 million dollar
performance will not permit significant expansion of programmes.
A very conservative position hds-been presented on cash flow and
contingency against the budgeted pay increases. The importance
of the Reserve Fund was explained. The importance of using this
opportunity to seek matching funds from interested donors was
stressed. The need for a careful formulation of the. rules of this

fund and its early approval by the Board was stressed.
The information on the UNROB fund from the Resources Development
Report was noted and the Centre was encouraged to seek their

release.

The following resolutions were passed relevant to the Report of the

Finance Comittee.
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RESOLUTION  When the total donor support for FY 1982 of $6.48 million is reached
and received by January/February, 1983, it is expected that a credit
balance of $914,000 will be available in.FY 1983. }The Board therefore
ingtructs the Director to set aside $700,000 to start off the
"Reserve Fund" and to prepare regulations for its operation to be

reviewed by the Finance Committee and reported to the Beard at its

meeting in June 1983,

RESCLUTION The Board reguests the Director to further pursue the possibility of
5/DRC. 82 R . . X .
/D attracting matching funds from interested donors against the Reserve

Fuand account.

RESCLUTION  The Board recognises the necessity of temporary cash shortfalls resultant fx
&/DEC. 82 differences in timing of receipts of donor support against operating
expenditure. The Board authorises the Director to negotiate hridging
facilities in the form of bark overdraft up to a maximum eguivalent

of US Dollars one million. Since the American Express International Banking

Corporation, Dhaka, has approved an overdraft facility in Taka of up

to Taka 7.0 million, the Board authorises the Director to finalise this

overdraft arrangement.

RESOLUTION The Board further authorises the Director, if it is absolutely necessary
T/0BC. 82 . . S . “l . : . . .
/H and required by the bank, to vtledge and charge the assets of the Centre
to the bank as collateral for this total overdraft facility of

$1.0 million.

RESOLUTION Since cash shortfalls need te be minimized, the Board instructs the

8/pEC. 82 Director that ne projects  above the budget ceiling set will be allowed
to commence until pledged funds for the project are received. Until
such time as the donor has demonstrated its interest in the project by
mokilising the requirédwfund5 tﬁégmngrammehead or scientist responsible

i-
s

will not be allowed to start the proﬁebtﬁ_




REZLLUTION

QAR A
RESOLUTION
1G/DEC. 82

To protect the severance pay account from further erosion in
real terms; and also to earn interest,to make up the current
shortfall in this account, the Board instructs the Director to
pursue the possibility of converting the severance pay account
into US Dollars and place this in time deposits: Pursuant to
claugse 17(2) of the Ordinance; the Board requests the Director
to take this matter up with the nationalised banks in
Bangladesh. This resclution supercedes Resolution 24/June 82

and any other previcus resolutions in this regaxd.

The Board authorises the Directcr to negotiate terms and conditions
and enter into an agreement with the appropriate authorities for the

release of the UNROE funds.

Agenda 7: Programme Review, Project Development and Branches

As an introduction to the programme review and formulation process
by the Board, the representative of WHO/SEARO, Dx Krzysko, whao

had actively assisted during the review, presehted some of the
axpectations of ICDDR,B that Regional Diarrhoeal Disease Programme
Manégers had expressed at their recent meeting in Yogyakarta. Eight
countries weré present at the Yogyakarta meeting and three absent
(Bangladesh, Mongolia and Xcrea). The focus of the regional
programme was on service delivery training, cther training and
operations research. Most countries have 3-5 persons focussing on

diarrhoea as an integral part of their main health programmes.

../10.




Somge expectations of ICDbR,B from the region are as follows:-

{1} Training to establish functioning labdrat?ry facilities.

Most people now in place have heen trained at the Centre.

{2) Production of national teachers to implement national courses
is B0O% complete. Most have been trained at the ICDDR,B which
is considered a prime regional and international resource for

this purpose,

(3 Specialized training is now needed in epidemiclogy and
evaluation, operations (health services) research, clinical
research, research design and formulation and up-dating

courses.

Research needs wexre stressed. The ICDDR,B is viewed as pivotal to
achievement in this area. Emphasis was placed on (1) operational
research turned to useful and timely programmatic feedback to programmes,
{2} information on morbidity and mortality as related to home use of

ORT with alternate means to the péckets.-(S] sociological research,

:{4) the role of volunteers, (5) how to utilize existing logistical
systems;mté) tranémission studies, (7) nutritional aspects, (8] community
acceptance of intervention plans, (9) testing the value of traditional

medicines.

It was mentioned that sometimes visitors are confused by the broad

scope of ICDDR,B research in relation to diarrhoea. This has not been
wall explained as vét in specific courses. Long term plans through

1985 are needed now by regional managers. Any results of operational
research should be made available at an early time. Glimpse would

he more useful if it had more news and details of research. A mechanism

for this is needed. Ferhaps the DISC project will serve this need.

The participatior by ICDDR,B at all regional conferences and scientific

R




working group meetings is very much desired. The need of field
research areas where accurate information could be gathered was

discussed together with simpler sampling approaches. A great

interest was expressed to learn how ICDDR,B assi%ts the Government

of Bangladesh in its national health programmes. It was felt that
the Centre was paying insufficient attention to health sexvices
research. Several examples of the Centre's work were noted as

ideal to teach certain important elements such as the apprcach to

the recent cholera outbreak or the rapid transition of rice ORT

from clinical research to field testing.

Programme Review

During the week prior to the meeting of the Board each Programme

of the Centre was reviewed by several Trustees and one presented

the results to the Board. The comments of the External Review

were carefully considered in the final report to the Board. Initially,
the Trustees were presented a suwmmary overview by Programme Heads

and then intensive meetings with the Programne Heads and members of
each working group took place. Each Programme provided a report of
activities for 1982 and a plan for 1983 and beyond. The External
Reviewer comments were addressed. On the pgsis of these documents

and conferences with the scientific and training staff a statement

to the Board was prepared and is summarized in these minutes.

One full day of the Board Meeting was spent in discussions of the
Centre's programmes. Attention was focussed on the future with
special empﬁasis given to the setting of priorities and overall
conceptual formulation in relation to stated goals. The importance
of retaining within each programme as well as across the Centre of
funds not specifically assigned to ongoing projects was emphasized.
In science unless there is a pogsibility of new initiatives as

opportunities arise and discoveries open new paths a research




institution will stagnate and rapidly lose its leadership. The
Centre on the basis of its recent performance is in the forefront
of research in several important areas. This leadership position
should be fostered and characterize all programmatic areas. Some
arojects will have to be delayed or dropped to insure guch

inti.iative funds.

fal Training {Reference Doc. 7.1/BT/Dec. 82)

Dr J. Sulianti Saroso presented the programme for the Board and

Drs J. Kostrzewski and M. Were were designated discussants.

The Centre possesses certain unique gualities as an international
institution. .These strengths should be utilized in the Training
Programme. An example would be the availability to trainees of
practical settings for genuine experience in the hospital and field

in Bangladesh.

Although it was agreed that the Training Programme had accomplished

a great deal in its first three years, it was felt that in the plans
as presented there was not an adequate focus on how and where to

place priorities or what were the overall conceptual goals. With the
presentation and discussion a consensus developed that agreed on the

following guiding principles:-

() There should be an increase in specificity both of the courses
and other modalities of Training. The special areas should
correlate with areas of work in which the Centre excells and
where a practical field, hospital or bench experience are
available. For example, instead of a course on field epidemiclogy

a course on the spread and control of cholera would be given.

Training by the Centre outside of Bangladesh should be specific
and limited to the expertise of Centre staff. Larger projects

can be developed in conjunction with other countries for




discussion with the Board., They would be entirely contingert

on external funding.

There should be a decreased dependency on imported teachers

with time. The Programme is now mature enough to do much of

its work with internal faculty.

There should be active internal and external evaluation of

all training including a good féllowvup of what each trainee
does in subsequent years. Based on this sharper criteria for
selecting participants can be evolved.

There should be a serious plan to present refresher courses

for previcus trainces. These would serve as current “"state of
the art" courses for some selected new trainees. These might
5e termed "Advances in Diagnosis, Management, etc. of Diarrhceal
Diseases”. They should be focussed on specific areas such as
newer courses of diarrhoea, nutrition during and aftex diarrhoea,
improvements in ORS, etc.

., The participants to be chosen should be sharply defined such as
Professor of Pediatrics for advances in ORS, or Chiefs of
Emergency and OPD's for approaches to Epidemic Management using
the Dhaka Treatment Centre as a model,

There should be increasing emphasis on preparing outstanding

rersons for research careers in their own countries.

There was a uniform agreement that the Centre should nct develop a core
of people who are exclusively doing teaching-or training. It was felt
very important to keep all the research staff participating in training
within reasonable time limits. The idea that 20-25% of time dedicated
for training was agreeable. 1In recruiting staff tkis commitment should

ke emphasized.

it was felt that attempts should be made to providé individual on-the-

job training in research for 1-2 years to a few international trainees.

There was also a strong consensus that there should be a far greater

internal treining effort for the younger staff of the Certre. As a




part of this much-moré attention ig necessary to the basic quality
of the laboratories, hospital and all other facilities. It was
szated that a strdng upgrading was needed in microbiclogy, the
hespital and treatment centre as well as in the fiélé#etations.
This upgrading must inclvde simultaneously training thle younger

staff improving both organization and level of function.

The forthcoming review in January 19283 of training by UNDP/WHO will
provide a good opportunity for Dr K.M.S. Aziz to prepare a sound and
sharpened forward programme. It was noted that WHO plans to continue

funding 3-4 courses each year at the Centre.

There was general support for the concept of regicnal conferences
such as the Asian Conference as a forum for younger scientists to
present their findings and thereby gain experience. This goal should

be clearly spelled out in seeking support for future such conferences.

With respect to preparation of materials it was felt that the present
weakness could be overcome by use of some short term consultation.

It was also noted that more use could be made of WHO materials,
particularly in relation to the standardization of laboratory methodology.
There should be a concerted long term effort to develop the intrinsic -
capability of the current staff. It was noted that there was great
strength in graphics and all the components for an excellent ability

in materials development.

There was concern expressed that Dr K.M.S. Aziz was carrying too many
activities and required more time for planning as rationalizing over-
all the Training functions. It was mentioned that Dr Laila Akbar
should receive training for short specific areas of Training Methodology
outside of Bangladesh.

There was general. agreement with the comments by the External Reviewers

which were congruent with those noted herein.

-./15.




{b) Community Services Research Programme (Doc. 7.2/BT/Dec. 82)

Ur Gavin Jones presented the review and Dr Miriam Were was the
de-signated discussant. _

*x
There are two dimensions of the Demographic Surveillance System (DSS).
Jne 1s its unigue value as a longitudinal data source during a
transitional period in a developing country, Bangladesh. In no other
such setting does an accurate instrument exist. The second aspect is

whether it should be exported perhaps in a simplified form to provide

longitudinal sources of accurate information elsewhere. Beyond this

data source lie the issues of the interventions in health which must
alsc be assessed in terms of their cost, effect and transferability
out of the Matlab setting.

The External Scientific Reviewers have raised the following points:-

(1) Could the DSS be made simpler and cost less without the loss
of accuracy? This gquestion is particularly important to
considerations of its usefulness to other countries. A high
priority has been given to research on this subject in the
1983-85 period. Some data addressing the frequency of visits

and accuracy exists and needs analysis.

(2) For incorporation into the country setting outside of Matlab,
sample surveillance approaches are required. Examples now
underway are the MCH-FP Munshiganij, Sirajgani, Noapara methods
and the BRAC block evaluation approach. WNeither of these has

been integrated into the main stream of CSRWG researxch as yet.

(3) Investigation of improved cause of death feporting by non-

physicians is well underway, and is seen as important.
(4) Analysis of socio-economic data is well advanced and important.

(5} The linkage of records in DSS is needed. This requires a more

advanced computer.
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{6} The analysis of family health inputs of the MCH-FP program
Matlab requires analysis. This is planned.

(7 The need for a health economist was noted. , The CSRWG sees
this as a high priority. - K
{8) The need for integration of proijects requiring health services

research which have been under Extension or Project Development

was noted as a necessary goal.

The budget of this group is mainly tied to project funds. There is
little scope for reductions for this reason. The budgets of individual
protocols listed were very small and do not reflect “the actual value
of the time of the scientific staff. There was not a prioritization
of these projects. There was génaral agreement with the high premium
get on analysis of existing data. A careful thinking through of what
jdeas are to be tested next in the large and intensive data collecting
in Matlab MCH-FP is very urgently required. fb do this sensibly,
analysies of current data is needed. There is a conspicuous lack of

small scale'soéio-anthrbpélogical studies designed to establish sound
hypotheses which could be tested often by analysis oﬁzcurrent or past
data directed at specific answers to important questions. There was
a clear consensus that a more advanced computer is needed and should

be sought together with support for its continuing operation.

A severe weakness was nated in the area of health services research.
Most such projects were outside of this group and the main thrusts,

past and present, are principally demographic and socio-economic. It
was felt that leadérship in the area of health services research and
operations research was the highest priority to fully realize the
assets of the'very good demographic base developed here. It was noted
that control of diarrhoeal diseases does not seem to have much priority.
There is need to assist and solve procblems in the National Control

Programme: for Diarrhoeal Diseases, in particular the services delivery:

- -/17.




component. It was felt that the e two components, demography and
health services research, shonld be kept together. It was there-
fore felt that altﬁough some points of the external review had

been addresseﬁ the lack of focus and prioxity on thc\health services
area made the programme document presented unsaulsfactory since it
lacked what was considered a crucial dimension. An adequate frame-
work with the appropriate cross programme groupsings is needed.
Censultation and recruitment will he necessary to solve this problem.
Clearly much of the Extension (PDC) work belongs in C§§WG given the
proper staffing and leadership in the necessary disciplines.
Preservation and Ffurther strengthening demographic research is:also
very important but this aspect has had much more attention recently

making significant advances.

(c) Disease Transmission Programme {Doc. 7.3/BT/Dec. 82)

A review of this programme was given by Prof, J. Kostrzewski. Dr L.

was the designated discussant. The basis of the comments were presented.

The programme and its priorities as presented were felt to be only a
compilation of various projects resu}tlng from past ICDDR,B experience
and individual interests without conceptual focus. It was proposed to
accept the programme as presented for the time being as basis for

research activities in 1983. There must be modifications during this

vear that will lead to a well conceived and focﬁssed programme in 1984.

Tt was deemed essential that the Direchtor, ICDDR,B monitor and seek

modification as soon as possible to lead to a sound programme.

For the year 1984 and the following year a new well-conceived and
justified research programme should be prepared by the DIWG assisteaq
by a consultant experienced in epidemiclogical research on diarrhoeal
diseasee. In this new programne vriority areas for research should
be defined for 4-3% years. In sétting these priorities the following

approaches should be taken into consideration:-

(1) Etiology of diarrhoeal diseases by causative agent taking into

-LALEL
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account what-is known angd what is not with respect to etiology,

pathogenesis epidemiology and ecdlogy.

(2) In approaching the communities affecteq atpention should
focus on groups at special risk (low or hihh). Social,
economic, behavioural as well as environmental factors should

be addressed.

{3} Interventions applicable for diarrhoeal diseases prevention
and control éhould be reviewed such as human behaviour e.q.
hand washing or technological.éuch as immunization, etc.
Attention to the status of present knowledge is essential to
set priorities. Special attention smust be given the situations
in Bangladesh and coﬁntries which have the greatest problems.
The priorities already set by WHO/CDD shculd be carefully

addressed and consciously incoxporatéd or rejected for explicit

reasons,

The new programme for the Disease Transmission Programme should be

presented to the Board by June 1983.

There was a strong consensus among all Trustees that urgent attention
was needed to recruit a senior epidemiologist, microbiologist, and a
younger epidemiologist.‘ Special attention is-required to take advantage
of the unique situations with cholera epidemics in defined populations
such as Matlab. Emphasis on follow up of the hand washing observations
and on water ecological studies is needed. There was full agreement
with the External Reviewers emphasis in this area. In addition it was
noted that a capacity in virology was ﬁecessary for any properly
comprehensive approach to diarrhceal diseases. An added note was the
comment that field trials need planning well in advance and such

planning was not evident on the programme presentation.

{d) Nutrition Prograrme (Doc. 7.4/BT/Dec. 82)

Dr Leonardo Mata presented the report.
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The Nutrition Working Group is a well organised, coordinated and
productive research team, judged by the various recent publications,
documents and evaluations by visiting scientists to thevCentre.

This general impression was confirmed by several digcussions with the
members of the Nutrition. .Working Group and a review'of the plans for

the future.

The objectives of the programme for 1983-~85 are clear in that they
address to the nature and deterxrminants of diarrhoea-- . - .
malnutrition with the aim for its eventual contrel and prevention.

To comply with the objectives, efforts will be directed at field and
laboratory studies: the first with a strong component of epidemiology

supported by laboratory studies; the latter with a good base on the

experimental method relying on modern laboratory techniques.

The prospectus for 1983-85 clearly took into account priorities of
Bangladesh ~~ which are similar to those of many other less developed
countries —- hoping for generating results of imminent broad

application for the control and prevention of diarrhoea and its sequelae.

The programme of the Nutrition Working Group will focus on expansion

of present knowledge on:-

(1) Pathophysiology of consumption, digestion, absorption and

utilization of nutrients during diarrhoea in malnourished

individuals.
Management of diarrhoea in the malnourished person.

Socio-cultural determinants and child-rearing practices
affecting food-utilization, nutrition, health and growth of
children.

Interventions in the community to curtail or prevent diarrhoea

and nutrient wastage.

Interventions to increase fcood consumptions during the




diarrhoea attack.

{5) Techniques for alimentation of children during the acute phase

and convalescence of diarrhoea.

:

{7) Methods for rapid recuperation of severél& malnourished
children.
(8) Systems for delivery of materxnal and child health care in

rural areas.

(9) Promotion of miternal and family care practices to reduce the

risk of diarrhoea, malmutrition and death,.

The Nutrition Working Group Programme is ambitious and contermplates
priorities difficult to rank in view of their relevance. Knowing the
scientific contribution of the group in the last three years, in
elucidation of the role of diarrhoea in the deterioration of the
nutritional status, further contributions are to be expected. Further-
more, the demonstration of simple interventions to curtail infection
and diarrhoea, and to reduce the risk of death suggest that field
activities of the Nutrition Working Group will yield other benefits

in the future,

&) Hospital-based activities

The demonstration of a reduction in food consumption apd nutrient
absorption, and the finding of a protein-losing enteropathy in some

diarrhoeas (rotavirus, enterotoxigenic Escherichia coli and Shigella)

in the last three years, has been followed by other contributions,
namely the development of an effective rice powder-electrolyte solution
and the discovery of adequate absorption of Vitamin A during the course
of diarrhoeal diseasg. These last two developments have potential
immediate application to the solution of common problems in developing

countries.

The original observations on the negative effects of diarrhoea on host
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nutrition should be expanded to understand other specific diarrhoeas,
rnamely, Campylobacter, Giardia, StrOngyloides and Cryptosporidium.

Research on health services should translate ‘the observations on the

new oral rice-salt and pogsibly oral riceﬂsalt-Vit.¥A preparation to

the field situation to measure their potential beneficial effects.

(B) Fiéld~-based activities

The nutrition field studies, at Teknaf, are of an ecologic nature and
involve the systematic collection of data on growth, morbidity,
nutrition and survival of young infants through childhood. The data
are complemented by unique detailed microbiologic studies of the
pathogenic intestinal flora and by census and nutrition information
on the general population especially mothers. Due to the longitudinal
nature of the Teknaf studies, and to the magnitude and complexity of
the data, the analysis has been limited and expectedly is receiving
new impetus by full-time dedication to analyses by the Programme Head.
5o far, the available information has dealt with the effect of

interventions on diarrhoea attack and on overall survival.

However, other analyses are expected, hameiy, the inter-relationships

between intrauterine growth, méternal morbiﬁity and nuérition, breast-
feeding and ﬁeaning, diarrhoeéi disease and nutritibn and growth.
Analyses should focus on the relationships of dlarrhoea to wasgtage

and stunting phenomena.taking into account other factors such as fetal
ﬁaturity, breast~feeding and the nutrient value of food supplements.
Such analysis will provide answers regarding the natural history of
growth retardation, of the risk of malnutrition, and on onset of

severe protein-energy malnutrition.

The examination of reports and discussions by the External Scientific




Review Committee indicate a general agreement with the views
expressed in the summary report. One imgortant aspect deserving
‘nmediate attention related to weaning foecds and the home technology
o prepare them and to keep them safe from contamigation, and
especially the technology to transfer that to the éarget population.
For this specific recommendation, the skills of a dietician and a

food chemist are reguired.

In this regard the Nutrition Working Group consists of a multi-
disciplinary team of young scientists, strongly biomedical, but with
the benefit of two anthreopologists, approaching the desirable socio-
biomedical model, the group lacks, however, an epidemiologist, a

data analyst and a dietition-nutritionist. The collaboration of
professionals with such capacities, and the addition of non-Bangladeshi
scientisﬁs will strengthen its multidisc¢iplinary and international

status,

{e) Pathogenesis and Therapy Prograrme (Doc. 7.5/BT/Dec. 82)

br M.A. Matin presented the programme review with Dr J. Holmgren as'
discussant. The programme plan was well ptesented; It was well
focussed and conceptualized. As presented there seemed excessive
emphasis on pathogenesis with less attention to treatment, but in

the depioyment of the budget a good balance was noted; The point

of the External Raviewers that more physiological studies could be
done has been well attended to. It was felt that there could be
significant ;ﬁbrovement in the Treatment Centre and this must receive

the attention of the programme.

It was felt that there should not be an emphasis on antibiotic

testing., There should be increased use of laboratory animals for test-
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ing clinical and physiological ideas. This should include
looking for models which mimic some complications such as the
hemolytic uremic syndrome of hypoglycemia.
There was an agreement that work on ORS could be moved to the

Nutrition Programme.

Chronic diarrhoea could receive an increased priority but the
many implicationg of this should be noted. The chlamydia studies
seem over balanced and too expensive, It was ncted that this
could be rationalized with the laboratory infra structure for
virology if wished. There are excellent laboréfories working

on chlamydia in Kuala Lumpur, Singapore and Dakar. Comnunication
should be established with these regicnal institmtions. There

are many problems with setting up this technology in Dhaka. It
was also noted that mycoplasmae deserved attention and were easier

to handle.

(£) Host Defence Programme ({(Doc. 7.6/BT/Dec. 82)

Dr J. Holmgren presented the programme review.

The revised programme of the HDWGE for 1983-84 focusses on how the

local immune system of the gut responds to etiologic agents of gﬁs
RS

diarrhoeal disease and how the immune response can be stimulated by

vaccination to confer protection against diarrhoeal diseases.

Four project areas have been identified as being of the highest
pfiority {priority I) and another three projects as being of lower

priority (priority II).

The top priority subjects are:-~

{1 Studies of mucosal antibody production and immunclegic memory




to entero-pathogens and theéir products (V. cholerae, ETEC,
Shigella, 5. typhi, rotavirus).

‘Three protocols are approved or planned under this heading
and one~two others may be started in 1983, %

Studies to optimize the mucosal immune response by oral
vaccination with purified or complex vaccine candidate

immunogens.

Immunization of mothers to increase breast milk antibodies to
defined pathogens and evaluation of protective vole for the
breast-fed child.

(4) Gastric acid as a protective barrier against infection.

The second level of priority projects are:

(1) Experimental studies of local antibody production in animals.

1

One protocol is approved on "Effects of V. choleraé on antibody

production by gut lymphoid tissue of mice”.

Passive immunity for treatment and prevention of diarrhoeal
diseases.

. One protocol is approved on "Modulation of cholera-by immune

" 2

bovine colostrum". .

Effect of malnutrition and intestinal parasites on gut immune

responses to oral vaccines.

It was noted that the Exteinal: Scientific Review gave three main

recommendations to the Host Defence Programme: (1) With rqgard*to:

scientific content a highhpriorityrarga should be "Studies on local
intestinal immunity in response to infection on living or killed

vagciges {protective immunog?gfif: (2) As to staffing "the lack of




a senior scientist at the Centre with experience in medical
immunclogy is strongly felt"; (3} Thé need for external
c¢ollaboration is quite obvious. Such collaboration is established

but may have to be enlarged.

The Board found that the revised programme describes reasonable
priorities within the scope of the HIMG. 1In view of the importance
of the top priority areas, listed as priority I in the progranme

plan, the programme should concentrate itself on these projects.

The main problem is to which extent these priority project areas

can be addressed with the existing Working Group which has only few
members. Most severe is the lack of a senior scientist who is
professional in gut immunology for at least medical immunology).

The early recruitment of such a person is urgently needed, and even
with such a person in place there will remain a need for consider-
able collaboration with visiting and outside immunologists. At
least one clinical investigator or physician with a full-time
research interest in HD projects is also urgently needed. Dr Ahmed,
recently returned from a training period in Australia, should be
encouraged to take up research on the top priority projects of

human gut immunology where the Centre has a much stfonger possibility
te be first-rate than in basic cellular immunology. Attempts should
be made to attract scientists and physicians from other Working
Groups to become assaciate members of the HDWG and participate in
protocols to improve the current scientific staff deficiency
situation. With regard to research support staff it is competent

in most of the methods recently used in the HP programme laboratories.

Some new equipment is needed to strengthen Host Defence:

1 ~70° Deep~freeze
1 Mini computer ("Osborne")
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1 water bath

1l microbalance

Gel filtration and lyophilization equipment would alsc be needed
if not available elsewhere in the Centre. '

The need for electron microscopy facilities are probably greater
for DIWG and PTWG than for HDWG. The Board felt that any funds
for establishing electron microscopy facilities should bhe sought

as a “total package" and be kept separate from individual procgramme

budgets.

{g) Preject Development Committee (PDC)

The initial function served by the PDC of collecting projects not
under any sinéle programme and coordinating across programmes was
acknowledged. It was agreed that many of the projects currently
listed under this Committee should be turned over to the appropriate
Programmes since they were sufficiently matured. However, the
relevant Programme had to have the required expertise and motivation
to successfully attend to the requirements of each assigned project

for this to succeed.

Specific comments on the projects presented were as follows:—

{1) The MCH-FP Sirajganij, Noapara, Matlab, Teknaf and Munshiganj
" project should be under the CSRWG as soon as adequate expertise

is recruited in the area of health services research.

(2) The community initiative cluster of projects could form an
interesting subject of a National Workshop. This could help
develop these ideas further.

(3) The embankment project is large and could distort the overall
focus of the Centre. However since it will inevitably affect

the DSS in Matlab it must be considered. Overall responsibility
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for this large project could be outside the Centre in an

appropriate National institution.

Cereal-based ORS should go to the Nutrition Programme, as

should the Diarrhoeal Growth monograph.
There wag enthusiasm for the project to be taken up with National
institutions. It was recommended that the Centre pursue vigorocusly
the link with BMRC to establish 2 research cell for the training of
National scientists.

The implications of projects outside of Bangladesh were considered.

It was agreed that there was merit in those projects which emphasized

research training of scientists in other developing countries. It

was noted, however, that such projects could only proceed if funds and
staff were available to address the needs. Policy guidelines have been
suggested by the Board (pp. 5-6 these minutes) with specific reference
to good coordination with the WHO/CDD programme. There was a discussion
of the distinction between “core" versus "generally ear-marked" funds.
At present the Centre does not distinguish those funds noted as
"generally. ear-marked” from those to the “"core". Project funds are

clearly in a separate category.

{h) Programme Coordination Committee

'ne work of the organizing body of the Ordinanée—mandated Programme
Coordination Committee was bresented by Dr M.A. Matin, The COmboéition
and proposed by-laws were reviewed., It was agreed that the overall
committee should be an open one with as many members as were interested.
There was a suggestion that there might be some ceiling set on member-
ship but during initial stages it was felt open encouragement to
scientists and institutions to participate was desirable. The small
Standing Committee would serve to efficiently manage the affairs of

the larger Committes.

The following resolutions were passed:




RESOLUTION The Programme Coordination Committee of the following composition
L1/DEC. 82 1o egtablished:

Ex~officio members -

1. Vice Chancellor, Bangladesh Agricultural University

2. President, BIRDEM
3. Director, Institute of Nutrition and Pood Science
4, Chairman, BARC '
5. Director, NIPSOM
6. Directox, BFRP
7. Executive Director, Bangladesh Rural Advancement Committee
8. Chairman, BCSIR
9. Director, Institute of Public Health
1o0. Vice Chancellor, Dhaka University
11. Director
12, Director, MIS
13. Director, IPGM&R
Director, Shishu Hospital
Director, Children's Nutrition Unit (Save the Children Fund)
Director, IPHN
Principal, Paramedical Institute
Chairman, BIDS
Project Director, National Oral Rehydration Project
Director, IBS, Rajshahi
Director, BMRC
Representatives from the Board of Trustees and Director,
Programme Heads, including Associate Director, Training and
Extension of ICDDDR,B.

Individual Members -

1, Dr (Brig) M.R. Chowdhury, AFIP&T
Dr Hajera Mahtab, BIRDEM
Dr Farida Hug, IPH
Dr Ghyasuddin Ahmed, NIPSCM
Dr Anwarul Azim Chowdhuxy, Microbiology Dept., Dhaka University

Further individuals may be co-opted at the discretion of the Programme
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RESOLUTION

12/DEC.

B

Coordination Committee.

g.

1

1l-member Stariding Committée is recommended as follows:-

Dr Kamaluddin Ahmed, INFS .
Mrs Gole Afroz Mahbub, MIS k
Dr A.K. Khan, BMRC

birector, NORP

Dr A.K.M._Aminul Haque, BAU, Mymensingh

Dr (Brig) M.R. Chowdhury, AFIPST

Director,; ICDDR,B

Dr M,A. Matin (Trustee member)

Dr X.M.S. Aziz, ICDDR,B (Chaiman, RRC}

10 & 11 Government nominations

The Board approves the following By-laws of the Programme Coordination
Cormmittee (PCC):

)

(2)

(3)

(4)

There would be a bigger body to be named as a PCC to meet at
least twice a year and a smaller body, a Standing Committee
which shall meet at least once a quarter of the year.

The heads of organizations engaged in research in the relevant
fields would be members of the PCC. Membership of the Committee
may be in the individual capacity of ex—off;cio. A head of an
organization can permanently nominate a suiﬁable senior person
from that institution to become a member of PCC. Individual
members shall be appointed for three years.

The Standing Committee with representatives of the Government
would be formed by the Board of Trustees on recommendation of
the PCC. There would be 11 memwbers in the Standing Committee

inclusive of 2 representatives of the Goveranment.

A running inventory of the work done in this field (diarrhoeal
digeases and related subjects) and of workers in Bangladesh

would be prepared by the Standing Committee and presented to
the PCC.

0.



The PCC shall identiff overlaps between the work of the
Centre and other organizations in the field of diarrhceal

diseases and related subjects.

The PCC shall discuss and offer to mediate any inter-

instithtional controversy regarding gndesirable overlaps

and competition in diarrhoeal diseases and related subjects.

The écc shall be supportive on request of national institutions
in breparation of research protocols, training and in securing
funds for approved research protocols, in' addition to providing
Centre's facilities for carrying out research as feasible.
(Protocols approved by PCC or its Standing Committee.) The
Standing Committee will be responsible for scrutinising such
protocols either by itself or by any other suitable committes(s}.

The Research Review Committee of'ICDDR,B on approval of ICDDR,B
protocols shall forward the approved protocol to PCC, so thet
the Committee can identify and report to the Board actions
prejudicial to the interest of research in similar fields carried

out by cther organizations in Bangladesh.

The nomanated members from the Government to the Standlng

Commxttee w111 alsc be members of the PCC.

At least 1/3 members of the Committee (Standing and PCC) will
form a quozun for the meeting There would be 15 days notice

for PCC and 7 days notice for Standlng Commlttee.

The Standlng Committee will nomlnate one of ita members to
ICDDR B, namely Research Review COmmlttee and Ethical Review

Oommlttee, for better coordlnation between these 3 Commlttees.

RESOLUTION In compliance with the proﬁisibn of Section 12, Sub-section 3, of the

/OB, ‘
1y/e 82 Ordinance the following resolutions are adopted:

(a) External Scientific Review will be carried out in the first

quarter of every alternate year.
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(o) In view of the fact that the last exterhal review was
convened during 1982, the next such review will be completed
during the first quarter of 1984.

{c) Selection of personnel for external review must be finaliged
in the mid year Board meeting of the year immediately preceding
the year of commencement of the review.

{d) The report of the reviewers with comments of the Director on

the report will be placed before the Board meeting irmmediately
following the review.

Agenda 8: Approval of Budget, FY 1983

On the basis of the Programme Review first by the External Reviewers
then by the Trustees, the 1983 Budget was congidered. The over-
whelming immediate concern was to insure that funds were present for
the recruitment of scientific leadership in 1983. Most of the discussion
then focussed on this issue. It was noted that there were eight (8)
international level positions for recruitment in 1983. This was
sufficient to achieve the desired result. The déiéils of recruitment
are contained in the Personnel and Selection Committee report

(Doc. 108T/Dec. 82). After further intensé probing of expected income
a budgetary ceiling of 6.5 miliion dollars was agreed to. Internal
shifts, to achieve the necessary programme changes for implementing

reviewers suggestions, were left to the judgement of the Director.

To avoid further over-commitments it was agreed that new projects

outgide of the budget ceiling could only be started after funds were
received.

The budget for the next External Review as mandated by the Ordinance
should be in 1984. The present review process was compieted in 1982
thus the next mandated two year review would be in 1984.
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RESOTITION
YTasoEc. 82

RESOLUTION
15/DEC. 82

RESOLUTION
16/DEC. 82

The following resolutions were passed:

The Board approves the budget ceiling of $6.5 million for FY 1983,
The amount of 3$600,000 budgeted for expected increases in local WHO
scales can only be utilised to heet such salary increases. Any
amounts remaining from this provision cannot be expended for any

other purposes, except with prior approval of the Board.

The Board authori ses the Director to proceed with fully funded
projects which have not been included in the budget of $6.5 million,
provided that he obtains prior approval from the Chairman of the

Beard.

Agenda 9: Report of the Ad Hoc Search Committee

The position of Director of the Centre for a period of three years
commencing from July 1985 will be advertised in January 1983 giving
necessary particulars including the order of emoluments etc. Besides,
the Board members are invited to send names of probable candidates
including those from the existing personnel working in the Centre.

All these names will be screened by a Selection Committee consisting

of Drs Bradley, Matin, Holmgren and Mata and a panel of about ten names

wil) be placed before the Board in its meeting in June 1983.

The following resclution was passed:

The Roard is pleased to re-appoint Dr W.B. Greenough as Director of
the Centre.

In view of the tenure limitation of a Pirector to a total pericd of

six years provided in Section 13(1) of the Ordinance, this re-

appointment will be for a period of two years commencing from 1 July,
1983,




' 4
[ ) Agenda 10: Report of the Personnel and Selection Committee

The report of the Personnel and Selection Committee {Doc. 10/BT/Dec. 82)
f}; was presented by Dr M.A. Matin. The suggested resclutions were
reviewed. It was agreed that the Centre should follow the WHO rule

of 6 dependents allowance but all Trustees registered a strong regret

e PPy

that this rule encourages a large family in the context of the Centre's

and Bangladesh's efforts to encourage small families. It is hoped that

Y

the WHO would change this rule to be consonant with the goal of health
for all by the year 2000, since a policy of a family size of six if
pursued would lead to a health disaster by the year 2000 or before.

There was discussion of the definition of international level. At
present this has been defined by the Beoard as P4 or above. Dr F. Assaad
was asked to inquire of WHO and inquire concerning their definition and
whether the whole P scale should ultimately come under the "international
- level®”. Should this occur the Board would be required to appoint all
staff entering any P graded position. At present the P level positions
and those in the Extended Levels are appointed by the BDirector and

| reported to the Personnel and Selection Committee. For all positions

i below P4 it has been suggested that the Personnel and Selection

¥ Committee should finally appoint these. Further study is needed on

! this matter and on the best means for staff evaluation.

It was agreed that the next meeting of the Personnel and Selection
Committee, including Drs. M.A. Matin, J. Sulianti Saroso, F. Assaad

and W.B. Greenough III, should be in Geneva on Thursday, 10 March, 1983.

" The following resclutions were passed:

RESCLUTION All resolutions passed by the Board in previous years which are
Y7/uEC. 82 . X . ; i
om inconsistent with the WHO Rules and Requlations cease to apply with

effect from Januvary 1, 1983, unless specified thereafter.

-

RESCLUTION In pursuance of clause 14(1) and (2) of the Ordinance the Board
18/DEC. 82 :
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RESOLUTION
19/DEC.’82
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ﬁ; PESCULION

=i HO/DEC. B2

approves that the WHO Rules and_Regulations as faf as the same are
applicable to ICDDR,B be adopted except where it is in direct
conflict with the Centre's Ordinance. Where the WHO Rules and
Regulations are in direct conflict with the Ordinance, the provisions

in the Ordinance will override the WHO Rules affected,

Where the administrative machinery differs and where it is impossible
for the Centre to adopt such procedures, the Centre will adopt its
own administrative procedures in the application of WHO Rules. The

following are such deviations:

Section 12 on Appeals

Rule 1210,1 reworded where necessary
1210.2 n " “
1220.2 " " "
1220.3 " " "
1230.2 v " "
1230.3.1 " " "
1230.3.2 " " "
1230.3.3  deleted
1230.4 "

1230.5 "
1230.6 becomes ICDDR,B Rule 1230.4

1230.7 " " " 1230.5 and reworded
1230.8 " " " 1230.¢ ™ "

1230.9 deleted

1240 reworded as necessary
1240.1 deleted

1240.2 "

1245 "

1250 reworded as necessary

The Board recognises that the Ordinance under clause 14(1) and (2)

only provides for Bangladeshi international staff and local general
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RESOLUTION
21/DEC. 82

RESOLUTION
22/DEC, 82

RESOLUTION
23/DEC. 82

PESOLUTION
24/DEC. 82

- 35 -

gervices categories for their conversion to the WHO salaries and
benefits scheme. The Board resolves that since the Centre has stai
in levels 7 and 8, the Centre adopts the WHO extended level scales
to fit such staff. Such extended ievel scales are existent in some
WHO offices outside Bangladesh.

In recognition of clause 14(l) of the Ordinance the Bocard approves
the departure from WHO Rules and Regulations, and allows the
Education Grant to be enjoyed by both expatriate and local incumbents

in internaticnal level positions.

The Board further approves that effective 1 January, 1983 all staff

in General Services Categories, Levels 7 and 8 and international level

staff be put on full WHO payscales and benefits. All previous bene-

fits in cash or kind hot conforming to the WHO scales and benefits
shall be withdrawn except the education grant for local internation=al
level staff and the severance pay and provident fund which will remain
until an improved scheme called the pension plan or similar can be
implemented. The fotal amount of contribution to the severance pe:
and provident fund shall not exceed the combined total of both
contributions of staff and Centre which under present staff rules

are 7% and 14% respectively. 1In implementing full WHO payscales anr’
benefits t?e previous resolutions restricting dependants to twe child-
ren is withdrawn from 1 January, 1983 and that the Ce.tre follow the
dependants rule as provided by WHO.

Resolutions 17 through 22/Dec. 82 indicate completion of the trans-
ition of the Centre from the former Cholera Research Laboratory to
the current International Centre for Diarrhoeal Disease Research,
Bangladesh. 'The provisions of Clause 30(b) of the Ordinance will
cease to apply with this transition. The. Beoard asks the Director
to ensure that all staff conform to WHO staff rules and pay scales
by 1 January, 1983 with a report to the Board.

The Board instructs the Director to seek membership of the Centre in
the UN Joint Staff Pension Fund in order to give the Centre's staff
the opportunity to participate in the same or similar pension fund z-
WHO. The Director is to report on this at the next Board meeting.
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RESCLUTION The Board authgrises the establishment of the following at Pl
25/DEC. 82 c s
positions:
{a) 3 scientific positions including one for Library Sciences;
(b} 3 administrative positions including thcse of the Computer
Manager, Finance Controller and Supply Officer.
As and when such positions are budgeted and when funds permit

candidates will be appointed into these positions accordingly.

RESOLUTION The Director is authorised to proceed with the recruitment of the
26/DEC. 82 following international staff:

' Dr Selwyn Baker

Dr Ivan Ciznar

br Bogdan Wojtyniak

RESOLUTION The following international level staff are reappointed from

27/DEC',82 1 July, 1983 for the follewing periods and levels:

Dr M.M. Rahaman Senior Scientist 3 yrs fr 1.7.83 to 30.6.86
Dr M.I. Hug Scientist 3 yrs fr 1.7.83 to 30.6.86
Dr M.U. Khan Scientist 3 yrs fr:1.7.83 to 30.6.86
3
2

Dr A.M. Molla Scientist vrs fr 1.7.83 to 30.6.86

Dr A.K.M.A. Chowdhury Scientist yrs fr 1.7.83 to 30.6.85

Since these are reappointments there will be no special increase in
steps or level except by action by the Board for'all ranked at these
levels. ’

RESOLUTION The reports of the Finance Committee and Personnel and Selection
28/DEC. 82 (Committee are accepted by the Board.

Agenda 1l: Varia

(1} It was agreed that the next Board Meeting would be in New York
City, USA on Monday, Tuesday and if required Wednegday, June
13-15, 1983, The Internaticnal Conference on Oral Rehydration
Therapy, Washington, D.C. will involve some Trustees and staff

of the Centre the week before June 6-10, 1983. The Consultative




Group Meeting will be scheduled on Thursday, June 2 or
Thursday, June 16, 1983 in New York. This will minimize
travel costs to the Centre for thegse meetings as USAID is

expected to provide support for those attending the ICORT
Meeting.

In reccgnition of Professor Donald Mackay's contribution to
the health of workers on the tea gardens of Bangladesh, the
Centre may provide the facility for receiving and accounting
for contributions in his memory. A copy of the Memorial

Fund document ig available (Doc. 11/BT/Dec. B82).

The following resolution was passed:

RESOLUTION  The Board approves the setting up of the Denald Mackay Memorial
29/DLC. B2 Fund. The Director is instructed to open a Bank account in the name
of Donald Mackay Memorial Fund. All donations ané proceeds received
for this fund will be deposited into this account. The Board
further authorises the Director te receive such donations on bhehalf
of the Fund and that the Director and Assogiate Director,
Administration & Finance be the authorised cheque signatories for

operation of this account.
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RESOLUTIONS
BOARD OF TRUSTEES MEETING
6-8 DECEMBER, 1982

RESOLUTION 1/DEC. 82 v

RESOLVED: :

The Centre is encouraged to continue to pursue the
matter of exemption from income tax for .its
Bangladeshi staff. It was noted that this is
consistent with the policy of the Government of
Bangladesh not to tax the Bangladeshi staff of UN

agencies in Bangladesh.

RESOLUTION 2/DEC. B2

RESOLVED:

The Board expresses its appreciation of the work of
the external reviewers, and has incorporated their
numerous important comments into its own review of

the programme and budget for 1983 and beyond.

RESOLUTION 3/DEC. 82

RESOLVED:

The Board approves convening a Consultative Group
mesting in New York in June 1983 in conjunction

with the UNDP Governing Council meeting.
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* IESOLUTION 4/DEC. 82

- TEOLVED: When the total donor support for FY 1982 of $6.48 million
is reached and received by January/February 1983, it
is expected that a credit balance of $914,000 will be
available in FY‘1983. The Board therefore instructs the
v Director to set aside $700,000 to start off the "Reserve
Fund" and to prepare regulations for its operation to be

reviewed by the Finance Commlttee and reported to the

Ly

Board at its meeting in June 1983.
RESOLUTION 5/DEC. 82
! RESOLVED: The Board requests the Director to further pursue the
l possibility of attracting matching funds from

interested donors against the Reserve Fund account.

RESOLUTION 6/DEC, 82
RESOLVED: The Board recognises the necessity of temporary cash

shortfalls resultant from differences in timing of

e T

receipts of donor suppert against operating expenditure.
The Board authorises the Director to negotiate bridging
facilities in the form of bank overdraft up to a maximum
equivalent of US Dollars one million. S$ince the American
Express International Banking Corporation, Phaka, has
approved an overdraft facility in Taka of up to

Taka 7.0 million, the Board authorises the Director to

finalise this overdraft arrangement.

LW/3.




RESOLUTION 7/DEC. 82

RESOLVED:

The Board further authorises the Director, if it is
absolutely necessary and required by the Bank, to
pledge and charge the assets of the Centre to the Bank
as collateral for this total overdraft facility of
$1.0 million.

RESOLUTION 8/DEC. 82

RESOLVED:

Since cash shortfalls need to be minimised, the Board
instructs the Director that no #rojects above the budget
ceiling set will be allowed to commence until pledged
funds for the project are received. Until such time as
the donor has demonstrated its interest in the project
by mobilising the required funds, the programme head or
scientist responsible will not be allowed to start the

project.

RESOLUTION 9/DEC. B2

RESOLVED:

To protect the Severance Pay account from further
erosion in real terms, and also to earn interest to
make uvp the current shortfall in this account, the
Board instructs the Director to pursue the possibility
of converting the severance pay account into US Dollars
and place this in time deposits._ Pursuant to Clause
17(2} of the Ordinance, the Board requests the Director
to take this matter up with the prationalised banks in
Bangladesh. This resolution supercedes Resolution

24/June 82 and any other previous resolutions in this

regard.
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RESOLUTION 10/DRC. 82

RESOLVED: The Board authorises the Director to negotiate terms and

conditions and enter into an agreement with the appropriate

authorities for the release of the Uﬂgca funds.

RESOLUTION it/DEc. 82

RESOLVED: The Programme Ccordination Committee of the following
composition be established:

Ex-0fficlo members -

l.
2.

3.

4.

12.
i3.
14.
15.

1e.
17.
18.

19.

20.
21.

Vice Chancellor, Bangladeshaﬁgricultural tniversity

President,

Director,
Chairman,
DPirector,
Director,
Exccutive

BIRDEM

Institute of Nutrition and Food Scierce
BARC '
NIPSOM

BFRP .

Director, Bangladeaﬁ'Rural Advancement

Committee

Chairman,

Director,

BCSIR :
Institute of Public Health

Vice Chancellor, Dhaka University
Pirector-General, NIPORT

Director,
Director,
Director,
Pirector,

MIS

IPGMER

Shishu Hospital

Children's Natrition Unit (Save the

Children Fund)

Director,

IPHN

Principal, Paramedical Institute

Chairman,

BIDS

Project Director, National Oral Rehydration Project

Director,

Director,

IES, Rajshabi
BMRC
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22, Representatives from the Board of Trustees and
Director, Programme Heads, including Associate

Directer, Training and Extension of ICDDR,B.

Individual Members -

1. Dr’ (Brig) M.R. Chowdhury, CMH

2. Dr Hajera Mahtab, BIRDEM .

3. Dr Farida Huq, IPH

4. Dr Ghyasuddin Ahmed, NIPSOM

5. Dr Anwarul Azim Chowdhury, Microbiology Dept.,
Dhaka University

Further individuals may be co-opted at the discretion of

the Programme Cocrdination Committee.

1l-member Standing Committee is recommended as follows:-
Dr Kamaluddin Ahmed, INFS l
Mrs Gole Afroz Mahbub, MIS
Dr A.K. ¥han, BMRC
Director, NORP
Dr A.K.M. Aminul Haque, BAU, Mymensingh
Dr {Brig} M.R. Chowdhury, AFIP&T
Director, ICDDR,B
Dr M.A. Matin {Trustee member)
bDr K.M.5. Aziz, ICDDR,B (Chairman, RRC)

& 11} Government Nominations

RESOLUTION 12/DEC. B2
RESOLVED: The Board approves the following By-laws of the Programme
Coordination Committee (PCC):
(1} There would be a bigger hody to ke named as a PCC
to meet at least twice a year and a smaller body,

a Standing Committee which shall meet at least

once a quartex of the year.




The heads of organizations engaged in research
in the relevant fields would be members of the
PCC. Membership of the Committee may be in
the individual capacity or ex-officio. A head
of an organization can permanently nominate a
suitable senior person from that institution to
becore a member of PCC. Individual members
shall be appointed for three years.

The Standing Committee with representatives of
the Government would be formed by the Beoard of
Trustees on recommendation of the PCC. There
would be 11 members in the Standing Committee

inclusive of 2 representative of the Government.

‘AR running inventory of the work done in this
field (diarrhoeal diseases and related subjects)
and of workers in Bangladesh would be prepared by

the Standing Committee and presented to the PCC.

The PCC shall identify overlaps between the work
of the Centre and other organizations in the

field of diarrhoeal diseases ahd related subjects.

The PCC shall discuss and offer to mediate any

inter-institutional controversy regarding
undesirable overlaps and competition in diarrhoeal

diseases and related subjects.

The PCC shall be supportive on reguest of national
institutions in preparation of research protocols,
training and in securing funds for approved research
protocols,';n addition to providing Centre's
facilities for carrying out research as feasible.
(Protocols approved by PCC or its Standipg Committees.)
The Standing Committee will be responsible for




scrutinising such protocols either by itself

or by any other suitable committee(s).

The Research Review Committee of ICDDR,B on

approval of ICDDR,B protocols -shall forward the
approved proteocol to PCC, so that the Committee
can ildentify and report toc the Board actions
prejudicial to the interest of researeh in
similar fields carried out by other organizations

in Bangladesh.

The nominated members from the Government to the

Standing Committee will aldo be members of the
PCC.

(10} At least 1/3 members of the Committee (Standing
and PCC) will form a quorum for the meeting,
There would be 15 days notice for PCC and 7 days

notice for Standing Committee.

(11) The Standing Committee will nominate one of its
members to ICDDR,B,:namely Research Review
Committee and Ethical Review Committee, for

) : better coordination between these 3 Committees.

RESOLUTION 13/DEC. 82
RESOLVED: In compliance with the provision of Section 12, Sub-
section 3, of the Ordivance the following resclutions

are adopted:

‘ {a) External Scientific Review will be carried out

N in the first quarter of every alternate year.

[

' (b) In view of the fact that the last external review
\ ¢ _ . was convened during 1982, the next such review

will be completed during the first quarter of 1284
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Selection of personnel for external review must

be finalised in the mid year Board meeting of
the yvear immediately preceding the year of

comnencenent of the review.

The report of the reviewers with comments of
the Director on the report will be placed before
the Board meeting immediately following the

review,

RESOLUTION 14/DEC. 82

RESOLVED: The Board approves the budget ceiling of $6.5 million
for FY 1983. The amount of $600,000 budgeted for
expected increases in local WHO scalps can only be
utilised to meet such salary increases. Any amounts
remaining from this provision cannot be expended for
any other purposes, except with prior approval of the
Board. i

RESOLUTION 15/DEC. 82°

RESOLVED: The Board authorises the Director to proceed with
fully fundéd projects which have not been included in
the budget of $6.5 million, provided that he obtains

prior approval from the Chairman of the Board.




o oay

RESOLVED:

RESOLUTION 16/DEC. B2

The Board is pleased to re-appoint Dr W.B. Greenough

as Director of the Centre.

In view of the tenure limitation of a Director to a
total periocd of six vears provided in Section 13(1)
of the Ordinance, this re-appointment will he for a

period of two vears commencing from 1 July, 1983.

RESOLUTICON 17/DEC, 82

RESOLVED:

Ali resolutions passed by the Board in previous years
which are inconsistent with the WHO Rules and Regulations
cease to apply with effect from January 1, 1983, unless

specified thereafter.

RESOLUTION 18/DEC. 82

RESOLVED:

In pursuance of clause 14(1}) and (2) of the Ordinance
the Board approves that the WHO Rules and Regulations
as far as the same are applicable tc ICDDR,B be adopted
except where it is in direct conflict with the Centre’s
Ordinance. Where the WHO ERules and Regulations are in
direct conflict with the Ordinance, the provisiong in

the Ordinance will override the WHO Rules affected.
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RESQLUTION 18/DEC. 82

RESOLVED: Where the administrative machinery differs and where
it is impessible for the Centre to adopt such procedures,
the Centre will adopt its own administrative procedures

in the application of WHO Rules. The following are such

deviations:

Section 12 on Appeals

Rule 1210.1 reworded where necessary

1210.2 " "

1220.2 "

1220.3 v

1230.2 "
1230.3.1 .

1230.3.2 "

1230.3.3 deleted

1230.4 Y

1230.5 "

1230.6 becomes ICDDR,B Rule 1230.4

1230.7 " 1230.5 and reworded
1230.8 E 1230.6 " "
1230.9 deleted

124¢C reworded as necessary

1240.1 deleted

1240.2 "

1245 "

1250 reworded as necessary




ESOLUTION 20/DEC. 82

RESQLVED:

The Board recogniseg that the Ordinance under
clause 14(1} and (2) only provides for Bangladeshi
international staff and local general services
categories for their conversion to the WHO salaries
and benefits scheme., The Board resolves that since
the Centre has staff in levels 7 and B, the Centre
édopts the WHO extended level scales to fit such
staff. Such extended level scales are existent in

some WHO offices outside Bangladesh.

RESOLUTION 21/DEC. 82

RESQLVED:

In recognition of clauge 14(1) of the Ordinance the
Board approves the departure from WHO Rules and

Regulations, and allows the Fducation Grant to be

enjoyed by both expatriate and local incumbentg in

international level positions.




FELSOLUTION 22/DEC. 82

RESOLVED:

The Board@ further approves that effective 1 January,
1983 all staff in General Services Categories,
Levels 7 and 8 and internatiocnal level staff be put
on full WHO payscales and benefits. All previous

benefits in cash or kind not conforming to the WHO

' scales and benefits shall be withdrawn except the

education grant for local international level staff
and the severance pay and provident fund which will
remain until an improved scheme called the pensgion
plan or similar can be implemented. The total
amount of contribution to the severance pay and
provident fund shall not exceed the combined total
of both contributions of staff and Centre which

under present staff rules are 7% and 14% respectively.

In implementing full WHO payscales and benefits the

previous resolutions restricting dependants to two

children is withdrawn from 1 January, 1983 and
that the Centre follow the dependanta rule as provided
by WHO.




RESOLUTION 23/DEC. 82

RESQOLVED: Resolutions 17 through 22/Dec. 82 indicate completion
of transition of the Centre from. the. former Cholera
Research Laboratory to the current International
Centre: for Diarrticeal Disease Research, Bangladesh.
The provisions of Clause 30{b} of the Ordinance will
cease to apply with this transition. The Beoard asks
the Director to ensure that all staff conform to WHO
staff rules and pay scales by 1 January, 1983 with a
report to the Board.

RESOLUTION 24/DEC. 82

RESOLVED: The Board instructs the Director to seek membership of
the Centre in the UN Joint Staff Pension Fund in order
to give the Centre's staff the opportunity to participate
in the same or similar pension fund as WHO. The Director

is to report on this at the next Board meeting.

RESOLUTION 25/DEC. 82
RESOLVED: The Board authorises the establishhment of the following
to Pl positions:

(a) 3 scientific positions including one for Library

Sciences;
(b) 3 administrative positions including those of the
Computer Hanager, Finance Controller and Supply

Officer.

As and when such positions are budgeted and when funds
permit candidates will be appointed into these positions
accordingly.




RESOLUTION 26/DEC. 82 _ k

RESQLVED: The Director is authorised to proceed with the

recruitment of the following international staff:

Dr Selwyn Baker
Dr Ivan Ciznar

Dr Bogdan Wojtyniak

FESOLUTION 27/DEC. B2
RESCLVED: The following international level staff are re-
appointed from 1 July, 1983 for the following periods

and levels:

Dr M.M. Rahaman Senior Scientist 3'yrs fr 1.7.83 tS 30.6.36
Dr M.I. Hug ., . ' 'Scientist 3 yrs fr 1.7.83 to 30.6.8%
Dr M.U. Khan - 'Sciéentist 3 yrs fr 1.7.83 to 30.6.86
Dr A.M. Molla ' Sclentist 3 yrs fr 1.7.83 to 30.6.8¢
Dr A.K.M.A. Chowdhury Scientist 2 yrs fr 1.7.83 to 30.6.85

s Since -these are reappointments there will be no special
anreabe in steps or level except by actlon by the Board
for all’ ranked at ‘thése ‘levelg. - 77> .t v

MR I I o i .. S
= : S S Cilat

KESOLUTION 28/DEC. 82
RESCLVED: The reports of the Flnance Commuittee and Perzonnel

and Selecta.on Committee are accepted by the Board.

by e




KESOLUTION 29/DEC. 82

RESOLVED:

The Board approves the setting up of the Donald
Mackay Memorial Fund. 7The Director is instructed to

open a Bank account in the name of Donald Mackay

Memorial Fund. All donations and proceeds recelved

for this fund will be deposited into this account.
The Board further authorises the Director to receive
such donations on bshalf of the Fund and that the
Director and Associate Director, Administration &
Finance be the authorised cheque signatories for

operation of this acgount.
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- DISEASE TRANSMISSION REPORT




INTERNATIONAL CENTRE FOR
ODIARRHOEAL DISEASE

RESEARCH, BANGLADESH

_ﬁlemamnhum:

T0 Board of Trustees, ICDDR,B

FROM Director CZ{V/ . 23.5.83

SUBJECT FPORMULATION OF DISEASE TRANSMISSTION
FROGRAMME

i am responding to the following request by
the Board at their December 1982 meeting:-

"The new programme for the Disease Transmission
Programme should be presented to the Board by
June 1983."

The following senicr epidemiclogists and
microbiclogists were contacted -

Dr Eugene Gangarosa
Dr bhiman Barua
Dr Robert E. Black

A plan was established for Drs Barua and
Gangarosa to jointly assist us in formulating
the Disease Transmission Programme in April,
Unfortunately Dr Gangarosa broke his leg and

Dr Barua felt it unwise to do a partial job.

Dr Black could not be gquickly available. to fill
in for Dr Gangarcsa. Accordingly, we have gone
back to a prior detailed review by Dr James
Hughes of CDC done in 1981 and re-examined the
carrent and future plans and priorities.

Dr A.R. Samadi has submitted the attached working
paper for the information and suggestions of the
Board members. In support of the serious efforts
of Dr Samadi and his group I would say that the
review cf the Disease Transmission area was less
complete than most other Programmes. The rapid
response to shift priorities to take advantage of
the unique situation with respect to cholera in
Bangladesh and the world speaks well for this
Programme's function. I attach 3 important papers
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accomplished since the last Board meeting.

1. Samadi Lancet  Cholera
2. Shahid submitted BMJ
3. Hug JDDR in press
We intend to pursue further consultation as requested anc

shall welcome suggestions in this respect as to available

and effective experts in the field of diarrhoeal illness
gpidemiology.




Report on Consultation with Disease Transmission
Working Group
International Centre for Diarrhoeal Disease Research, Bangladesh

January T7-23, 1981

James M. Hughes, M,D., Chief
Water-Related Diseases Activity
Enteric Diseases Branch
Baoterial Diseases Division
Center for Infectious Diseases

Centers for Dis¢ase Control

Atianté.‘éeofgia' 30333
Ve e ot -

-
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Objectives

1. Review and su arize studies which have been conductad at CRL/ICDDR,B
and focused on mode of transmission of enteric pathogens.

2. Review and summarize results of studies conducted in Bangladesh which
have attempted to assess the impact of water quality, water availability,
and/or excreta disposal facilities on indicators of disrrheal disease.

3. Davelop a 1list of studies focusing on mode of transmission of
Selected enteric pathogens which might be undertaken by members of the Disedse
Transmission Working Group,

g, Devélop a list of potential interventions in water supply and
sanitation which might be evéiuated for their impact on diarrheal dissass
transhission.

Hethods

Lists of publications by members of the CRL/ICDDR,B staff between 1960
and November, 1980, were reviewed to identify papers, abstracts, Working
Papers, Scientific Reports, and Special Publications which may have focused on

aspects of transmission of enteric pathogens. Details of study design and

findings regarding modes of transmission were summarized. Reéports ¢ontaining

data on the descriptive epidemiology of enteric pathogens were also réviewsd
and data on peak age~-specific incidence rates and seasonality were summarized.
Prior to developing a 1ist of potential areas for future res&irch and
possiﬁle-intgrventtons whose impact could be evaluated, conversations were
held with members of the Disease Transmission Working Group to leéarn of thair

interest and suggestions regarding potential interventions. Draft sumnaries




. of epidemiologic characteristices of enteric paﬁhogens and results of studies

on modes of transmission were shared with members of the Working Group who

made a number of valuable comments snd suggestions which have been
incorporated into this final report.
Results

Data on the peak incidence, aée group aﬁd peak season for enterie
pathogens studied at CRL/ICDDR,B are summarized in Table 1. The agents are
divided into a group of known enteric pathogens and a second group of
potential enteric pathogens. Results of studieé which have focused on mode of -
transmission of enteric pathogens are summarized in Table 2, With the

exception of both eclassical and El Tor V. cholerae and Shigella, data on

transmission are limited. For classical ¥V, cholerae..studies indicate that
use of tubewell water for drinking does not appear to be protective and that
the use of éénal_and ﬁossibly river water for drinking and bathing may be
important in transmiasioﬁ. For E1 Tor V. cholerae, use of tubewell water for
drinking also does nﬁt appear to be protective, use of surface water for other
purﬁoses. (especially cooking and bathing) éppears to play some role in
transmission, and contamination of water seems to ocour more frequently at the
source than in the home. One study also indicated that eating meals outside
the home may be important in transmission of El Tor Y. cholerae. For
Shigella, use of tubewell water for drinking again does not appear to be
protective. Use of surface water for drinking.has heen 1dentified_as a risk
fﬁctor in some but not all atudies, the volume of water used per person per
day appears to be invefseiy related to risk of developing shigellosis, and.the-
use of soap for washing dramatically reduces Shigella transmission in families
in Dacca, suggesting that improved personal hygiene may result in decreased

transmission of this agent by the fecal-oral route.




EPIDEHIOLOGIC CHARACTERISTICS OF ENTERIC INFECTIONS

_Agents

AT CRL/ICDDR,B

,Known_Pathogens

Y. cholerae (E1 Tor)

MAR Y. cholerae

y. cholerge (classical)
Nori O=1 V. cholera¢ (NAG)

y. parahaemolyticus

EF = 6 (Group F vibrios)
Enterotoxigenic E. coll
Shigella

Salmonella (non-typhi)

Salmonella typhi

Campylobacter fetus asp
Jejuni¥®e. ‘

“Yersinia enterocolitica®t

Rétavirus .

27 nm agents

Glardia lamblia+

Entamoeba histolytlea

Potential Pathogens

Aeromonas hydrophila
Plesiomonas shigelloides
adenovirus
astrovirus
calicivirus
coronavirus

Setiologic significance in Bangladesh uncertain

‘ "Peak Incidence

2=4 yrs.
Hean 15 yrs
2-4 yrs
Kb yrs
?
LU yrs
6 mos-3 yrs
L4 yrs

Median 12 yrs

?

L4 yrs
?

£24 mos
L4 yrs

2=3 yrs
?

quk Season

Sept-Nov (Mar-May}
Sept~Jdan

‘Nov~Jan (Mar-May)}

Mar<June (Oct-Nov)
?
Oct<May
Mar-Sept
Aug-Dec; (June-Aug
in Matlab and Teknaf)
Jun<Aug
. ?

?

? ‘
Sept-Dec(Apr~June)

?

?

?

+studies focusing on deseriptive epidemiology of these agents in prograss
%¥initial studies indicate that this agent may be 1nfrequent1y asscoiated

with diarrhea in Bangladesh
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Seven conérolled studies comparing rates for diarrheal disease indicators
in people exposed to different levels of water quality, water availability,
and/or excreta disposal facilities have been conducted in Bangladesh (Table
3). Results of these studies have not been consistent but have sugéested that
using tubewell water for drinking does not consistently result in a decreased
incidence of diarrhea or cholera.

Recommendations

Studies conducted by members of the Disease Transmission Working Group
should attempt to identify modes of transmission of specific enterié‘pgthogens
S0 that appropriate interventions with the potential to interrupt transmission
can be identified. implemented, and then evaluated for their impaet on
morbidity due to- specifie aggpbs and to diarrheal disease in general.

After completion of this review, a number of issues concerning
transmission of entéric pathogens were identified which seem worthy of future
study (Table 4). The priority of the issue is lndicated. potential study
designs which could be used to address the 1ssu§ are briefly summarfzed and

¢

the need for additional laboratory technigques to support such studies is

indicated. Finally, a number of potential interventions in the water and

sanitation sector were identified (Table S)}; a priority for each study is
assigned and a possible study design is indicated.

Acknowledgment

I am grateful to Dr. A.R. Samadi and the members of the Diéease Transmission
Working Group for their assistance and suggestions and to Ms. 5. Chowdhury for

assistance in the preparation of a preliminary draft of this material.




Pathiogen

Y. cholerae
{E1 Tor

*

TABLE 2

RESULTS OF STUDIES OF TRANSMISSION OF ENTERIC PATHOGENS®, CAL/ICDDR,B

Reference Area Population Study Design fesulta/Conclusiona
Sommerl Matlab Field Rome viaits for Cholera infection rates similar in children living cloaa
culture and serology to and further froa tubewells.
(196%-1970)
Curlin? Hatlab Field Family studies Source of water for drinking, cooking, bathing, and washing
{1379 a8 risk factor for ahkolera infection, but type of source and
esposure not apeoified.
Hughea3 Matlab Field Family studies Increased risk of infeotion in families associated with use
(1774 ~ 2/78) of oculture-positive sources for drinking, cooking, batihing or
washing and same sourcs used by index famlly for drinking,
cooking, or bathing; incremsed riak of infection for indivi-
duals agsociated with using water from culture-positive sour-
ces for cooking (p<.0l}, bathing (p<.0l) or washing (p<.0L}
and with using same soyrce uaed by index family for bathing
{p£.05),
Khan® Daaea Inpt/Outpt Cases Case—contiol No difference hotween casas and controls stratified by scoio-
{1974-1975) economic atatus in frequenay of use of tap/tubewell versus
surface water source for drinking or bathing or sanitary
versus open latrine; cases in all age groups more liksly to
have eaten outside the house during the previous 5 days (p<.05=
<.001){ nigh rlsk exposures were roadaide hawkers (p<.05)
houses of families with disrrhea (p<,.01) and charitable mesla
(p<.001),
Khan¥ Dacca Refugee Camps Survelllance in campa Cholera rates in camps with taps, tubewells and sanitary
(1974-1975) 1atrines lower than in two oampa with both taps/tubewells
and tanks as well as only open latrines (p<.0l and <,001)
Knanil Dacea Outpt /Cutpt Index Tetracycline to family Mo difference in frequency of diarrhea in family contacts
(Cases) aontacts and tableta but hospltalization less frequent in intervention families
for water disinfection; {(p<.00%).
follow~up visit at
10 days (197%)
Curlin® Motiad Inpt/Outpt Record review; home In 2 of 6 two-month periods, cholera rates bigher in tubewsll
’ viaits for water use users than noo-users (p<.05 and <.001) but in one of tha
(1975) pericds, an ocutbreak pcourred in one village whers >90%
drank tubewell water.



Pathogen

¥. cholerae

(£1 Tor)

Y. cholerae
{elasalcal)

Non 0.1
Y. cholerae

Reference

Araa

Spirab Hatlab
Knan? Daoos
Khand flayer
Bazar

Khan? Rayer
Bazar

Sommer ¥ Hatliab
Levine 10 Matlab
Levinell Matlab
Kngni? Matlab
Khanl3 Dasca

Population

Fleld

Field

Fisld

Field

Field

Inpt/Gutpt

Inpt/0Outpt

Inpt/Qutpt

Inpt/Qutpt,
Field

-

Tablie 2 (cont)

Study Design

Resulta/Conelusions

Family studies and
microblologie sur-
veillance
(10/76-277T)

Outbreak investigs-
tion {1962)

Home viasita
(1965-1968)

Culture of boatmen,
community survelllancs
{1966)

Home visits for
culture and
serology
(1968~19£9)

Record raview:
cbservation and {nter-
view for water use
(1964~1974)

Record review
(1964-1974)

Record review, inter-
vied of 10% sample of
households
{1966-1975)

Family studies
(1977

Increased risk af infection in Tamilies when househald water
used for drinking or 2ooking was contaminated with ¥. choleras
{p<.001); contemination oceurrsd most frequently at the souroe,

In large single Tamily outhreak, scme gases may have resulted
from ingestion of contaminated water,

Cholera case rates higher in arsas near canal.

Boatmen introduced infection to the community: transmission
to community by canal water used for drinking or bathing.

Cholera infection rates lower in children living close to
tubewells than in those living further away (p<.02).

Tubewell use not protective since tubewsll users had higher
eholera rates than non-usara, .

Cholera ineidsnce higher in families using canal water than
in families not using and living nearby (7 signiftioant) or
living further from the hoapital (p<,001).

Fanilies in high rate villages significantly more likely to
drink and bathe in oanal and river water and significantly leaa
likely to drink and bathe in tank water; tubswell use for
drinking simiisr; familiss with cholers more likely than

those without oholera to drink and bathe in canalas and rivers
and less likely to drink and bathe in tanks (? significant).

Water sources fraquently positive (tanks, canals and rivera);
infection rate higher (? significant) in families using
water from mixsd Sources than for these using water only
from closed sources,



Table 2 {(cont)

Pathogen Reforence Aros Popuistion Study Design Resulta/Conolusions
5. flexneri Khan2! Lacea Field Family studies Infection rate in household contacts higher in families using
(8-12/72) water from some surface souraes (not significant); no

difference for use of open versus olosed latrine,

3. sonnei Huq25 Daocae Field Qutbreak investiga- Vehicle may have been water from shallow tubewells.
tion {2-5/76)

Salmonella Bilaser2t Dacea, Inpt/Outpt Clinical and micro- Ho association with type of water source; cases
{non-typhi} Matlab biologia record less likely to wash hands sfter defeoation.

. review (1977-1979).
Campylobacter Blaser?? Dacca, Inpt/Outpt Stool cultures (2-3/79) Secondary Spread uncommon; only 43 of householda
fetus sap Matlad Field {DG atudy) Stool cultures (2-3/T9) tested had fwultiple infections,
Jejuni

*No data for S, typhi, C. fetus ssp jejuni, Y. enterosolitica, A. hydrophila, P, shigelloides, rotavirus, 27 nm agents, other cendidete viral gastro-

rr———

enteritis agents, G. lamblia, E. histolytica,

R B -—-v-%_




Reference Area Population

Table 2 {eont}

Study Design

Results/Conclusiona

Pathogen

¥. parahagmoly- Hughealu
ticus

Chandpur Inpt/Outpt

EF-6 Khanl3
Huql5 Pacea Inpt/Outpt,

Fleld

Black 16 Natlab Field

Shigella
species Khan 17 Rayer

Qutpt, Field
Mosley‘a Bazar

Boyce 19 Hatlab Field

Curlin® Matlab Inpt/Outpt

Rahaman20

Knan?!

5. dysenteriae

S. dysenteriae Inpt/Qutpt
provisional
serotype

3341-55)

Outbreak invest{ga-.
tien (1975)

Family studkes
{10/76-6/17)

‘Family studies

(10/77-5/178

Stool cultures in
elinic and home

Family studiea
(2-3/74)

Record review; home
viaits for water use
{1475}

Prospective, home
visits (1976)

Handwashing inter-
wvention; Family
sfudies (1978)

Family studiéa
(8-12/72)

Outbreak investiga-
tion (7/TD1)

Vehicle of transimiaston probably hila and ruhi fish from
Meghpa (p=.10),

63 of water sources contaminated; only 1 secondary
case idantified,

Case femily water sources more likely positive than control
family sources; infection rats in household aontacts higher
in households with poaitive water or cooked food cultures;
source positivity: ditcheadtanks>canalsdtubewellsdrivers but
differences not significant

Higher rates of shigellosais in areas where surface water
sources were more frequently used (p<.05).

Use of water from surface sources not a risk factor for
infeation. ’

Shigellosis rates lower in tubewell users than non-usera
but difference not significant.

Decrease in dysentery and shigelloals attack rates with
increasing water use (< 20 lped versus > 30 lped, p<.01),

67% reduction i{n infection rate and 84S reductien in case
rate in housechold contacts; greatest reduction in those
<10 yrs; rate lowsr in atudy families bathing and washing
in > 25 lped; vater alone not effective.

Infection rate in household contacts significantly higher
in families using water from some surface sourcea (p<.01});
no difference for use of open veraus closed latrine.

Implicated meal consisted of cooked fish and vegetable, ‘rice,
lentil soup, and fresh pineapple.




P

Reference

Sommer !

Levine 10

Curlind

Skoda28

TABLE 3
SUMMARY OF STUDIES OF RELATIONSHIP OF DIARRHOEAL DISEASE
TUDICATOR RATES TO WATER QUALITY, WATER AVAILABILITY, AND/OR
EXCRETA DISPOSAL IN BANGLADESH

Sponsoring
Agency Area Parameter Study Desian Ingicator{s) Results/Conclusiona
CHL Hatlab Water quality, Prospective, Claasical cholera Rate lower in children living ocloss to tube-
water avallability longitudinal infection incidence wella than in those living farther away
(field) (p<.02).
(1968 -~ 1970
CAL Matlab Water gualivy Retrospective, Non-cholers diarrh«~ Rate highar in tubewell users than none
longitudinal oea incidence userg (p=.07).
(hoapital)
(1964-1974) '

CRL, UNICEF Matlab

UNICEF ,WHO 120
) villages

€lassical end El
Tor cholersa

incidence
Water quality Prospactive, biarrhoes
longitudinal incidence

{f1eld, hospi-
tal) (197%

£1 Tor cholera
inecidence

Shigelloaia
inoidence

Water quality cfoss-aectional Diarrhoea and
dysentery
incidence

Rate higher in tubewsll users than non-
users {p=z.08).

Rate higher in tubewell users for drinking
in 3 of 1l villages (p<.001), higher in
non~usars for drinking in 2 of 11 villages
{p<.05 and <.01).

Hate higher in tubeuall users in 2 of &
two-month periods (p<.05 and <.00%).

Rates similar in tubewell users and
non-users,

Rate lower in tubewell usera (3.9%) then
surface water users (7.5%) but siasilar
to ringwell users (3.93) for drinking




Reference

Rahaman29

Sponsoring
Agency

CRL 20 thanas

Area

sttt ———

CRL, UNICEF, Teknaf

1pac

Matlab

pParameter

water quality.
sxcreta diaposal

Water availabllity
{use)

Viater quality
(10/76 = L/TD

-

Table 3 {oont}

Study Design

Crosa-sectiqnal

Prospective,
longitudinal
(riela){(1976)

Prospective,
longitudinal
(field)

Indicator(a}

plarrhoea and
dyaentery incli-
dence in families

Dysentery incidence

Shigellosis
incidence

El Tor cholera
incidence

Results/Conclustons

Family rate in tubewell users (15%) lass

than users of tanks (19%) or dug wells (20%);
family rate with samitary 1atrines {15%) less
than with unsanitary latrines (23%).

Rats lower with use of larger volumes
of water (p<.01).

Rate lower with uas of larger
volumes of water (p<.0M),

Rate higher in families with housshold
water for drinking or cooking conta-
minated with V. choleras (p<.00L).




TABLE 4
CUTLINE OF POTENTIAL STUDIES OF TRANSMISSION OF ENTERIC PATHOGENS
FOR DISEASE TRANIMISSION WORKING GROUP

Agent.

Issue

Priority

Study Design

Additional Laborstory
Techniques Reguired

¥. cholerae (El Tor)

Explanation for cholera
seasonality

infectivity and mode of
tranamission of MARV versus
non=MARY strains

Definition of "protected®
tank and effect of use on
cholera ratea

Hole of contaninated dbathing
water in tranamiasion

Survival and tranamissibility
of candidate oral vaccine
stralna

1

2

1)Review of case rates, rainfall,
temperature data (in progress)

. 2)Case control and/or family

studies during non-cholera and

aarly and late cholera season,
3)Systematic environmental
surveillance including assessment

of piological, physical, and chemical
parameters.

1}Famlly atudies with envircnmental
sampling (in progress) .
2)Systematic environmental
survelllance

t)Correlation of tank features with
coliform counts and V. choleras
isolation rates

2)Surveillance of families in high
rate villagas using protected vs
unprotected tanks,

1) 3urvetllance of throat and gostro-
lntestinal infection rates in bathers
in contaminated and uncontaminated
sources.

1}In vitro atudies

2)Environmental studies
3)Fanily studias,

None

Nene

Improved mathods for environmental
isolation,

Improved methods adapted to MARV isola-
tion from the environment.
L]

HNone

None

Technique for selsotive isclation

vaccine strains.
]

L




Agent

Campylobacter

G. lamblia

E, nistolytica

+ typhi

C. difficile

Issue Priority

Table & {cont)

Study Design

Additional Laboratory
Techniques Required

Mode of transmission 1
Environnmental reservolrs 1

Virulence factors

Incidence and risk factors
HMode of transmiasion
Incidence and risk ractors
Mode of transmiassion
Incidence

Mode of transmiasion

Incidence

1)Family studles {in progress}
1JEnvironnental sampling
1¥Serstyping, plasmid analysis
pathogenicity teating of human,
animal, and environmental isolates
(in progress),

1) Review survelllance data (in progress)
1}Case-control and family studies
$1Review zurveillance data
t)Case-control and family studies
1}Record review

Y)Case iavestigations

1)Stoels from clinle and hospitalized
patients for culture and cytotoxin

None

Improved methods for environmental
isolotion.

Campylobacter serotyping

Method for detection in environmental
sagmples

Method for detection in environmental
samples

Ncne

None

Anazerobic isolation techniques; tissue
culture assay for cytotoxtelity




e hgent

V. cholerae

Tolasaical)

ETEC

Retavirus

Issue

Priority

Source and mode of trana-
miasion

Role of drinking water and
food in transmiasion

Significance of animal
reservoirs

Virulence properties of case
and envircnmental isclates

Transmisaibility of CFA
poaitive and negative
strains

Tranamissibility of multiply
antibiotic sensitive and
resistant strains

Transission of different
serotypes:food/water versus
person-to-person (fecal-
oral) versus airborne;
importance of animal contaot

Source and mode of trana-
misston in families and
baria

Transmisaibility and mode
of spread of diffarent

. asrotypes.

Table 4 (cont)

Study Design

aampling.

1)Case~control and family studfies
2}Environmental studies

1)F.xily studies
2)Environmental studies

1)Animal stool cultures in family
studies

YYCFA, type | pili, enterotorin
production, antiblotic sensiti-
vity plasmid profiles,
hemagglutination patterns

t)FPamily studies

1}Family studies

1)Handwashing intervention
(3ee Table 5)

2)Family studies with environmental .

sampling when methcdology .-
avallable.

1)Family studles with environmental

1)Family studies with environmental
sampling

Additicnal Laboratory
Techniquea Required

None
Hone

Simplified methadology for prompt
detection of ETEC (7Elek test)
a

Identification of appropriate indicator
organisns

Technique for demonstration of rotavirus
in environmental specimens,

Inproved methods for environmental
isolation,

Improved methods for environmental
iaclation




Syndrowe or Agent

Diarrhoea

Y. cholarae

Rotavirus

ETEC

Shigella

TABLE 5

OUTLINE FOR POTENTIAL INTERVENTIOMS FOR EVALUATION BY DISEASE TRANSKISSION WORKING GROUP

Location

and/or Matlab

Hatlab

Dacca

and/or Matlab
and/or Matlab
and/or Hatlab

snd/or Matlab

Matlab

Dacca and/or Matlab
Dacca and/or Matlab
Matlab and/or Teknaf

Dacca

Priority
1

(!

Intervention

Study Destign

Disnifection of household water sources

Flood control/irrigation scheme

Oxfam sanitation units in refugee campa

Duckweed in tanks

"Protected” tanks

Household water filters

Disinfection of housshold water sources

"Protected" tanks for bathing

Handwashing
Mainfection of household water sources
Handwashing

Simplified handuashing {natruction

Family studies

Surveillanee in 1-2 villages in both areaa;
diarrhoea morbidity data in both areas.

Surveillanoe In fam{lies using and not using
Oxfam units or in camps or other areas prior
to and after provision of units.

Surveillance in 1-2 villages with and without
duckweed in tanks.

Survelllance of familtes using "protected"
and unprotected tanks.

Surveillance of familles using and not using
filters,

Family studies (MARY and non~MARV)

Surveillence of families using "protscted®
and unprotected tanks.

Family studies
Family atudies
Family studies

Family studies
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DISEASE ‘TRANSMISSION PROGRAMS AND PRIORITIES (1984-1987)

A.R. SAMADI, MD,, DPH.

The DTWG will carry out studies on how the diarrhoea spread so that intervention to
interrupt transmission can be identified. In setting up the priorities: (1) the
state of current knowledge on causative agent, cycle of occurrence, mode of trans-
mission and population at risk (high/low); (2) the extent of the problem of each
.specific diarrhoea in Bangladesh; (3} external reviewers recommendations; (4) WHC
priorities; and (5) consultation yéport of Dr J. Hughes (a senior epidemiologist
in diarrhceal disesses, fxom CDC who reviewed all studies of DTWG from 1960-1980)
have been taken into consideration. In fact, the upgrading of the laboratory
capability, facilities (space, preper washing rooms} and recruitment of young and
senior staff for Microbiology Branch and DTWG form the most important priority
without which high quality rasearch cannot be achieved.

In order, starting with highest priority, these subjects are as follows:

A. V. cholerae Ol: The reappearance of classical cholera overrides the priorities
and thus studies on cholera stand as the first priority of DTWG. The mechanism
by which classical biotype achieves such a crucial blolegical advantage to displace

the existing El Tor strain in Bangladesh may be a key peint in global control of
cholera, ' - ' :

1. Pplasimd, molecular genetic, surface protéin analysis, phage typing and otherx
conventional micorblolegical studies: Such studies preferably in collaboration
with other institutions may define some importdnt characteristics of the few
strain beyond those conventionally known and thus will provide significant
clues to future epideémiological and vaccine developmént studies. '

2, Study of ‘survival and écolegy of V, cholerag Ol: The epi-fluorescent -
technique in detection of V. cholerae from water facilitates ecological studies
of V. cholerae in agquatic environment during the inter~epidenic and epidemic
pexieds, This study will be focussed on ecology and survival of V. cholerae

in aquatic envivonment. The influence of fonic concéntration, pH, salinity,
temperature, other agquatic flora, plankton and shellfish etc. on the comparxa-
tive growth of classical and El Tor will be studied and correlated with
incidence of cholera in both area. '

3., Studies on mode of tranmission: A number of studies in the past have been
carried out on the subject and many factors.such as geurce of water for
drinking, cooking, bathing; type of latrine, role of visitors; food; role of
beatman etc. have been indicated to play role in cholera tranamission, R
well designed . case control family study to test the importance of all

these factore in the chain of transmission of cholera in hoth rural and uxban
araa# his to be undartaken,

4, Yatervantion studiss: Recently both El Tor and classical bilotypes of V,
cholérae have Dean isotated from handwashings of the family contacts of
index cases, A protocol to implement handwashing intervention is well
justified to test the role of hands and personal hygiene in both rural and
urban conmunities, o




5. Vaceins dsvelopment: Collaborative studiss on vaccine development by
genetic engineering (mutation by transducing phage), B-subunit, etc. will be
continued.  In addition, new information frem plasmid, molecular genetic and
surface protein anelysis may hopefully give mora sccurate clues towards
vaccing development. :

B. Studies -on Rotavizus: Rotavimis is the post. common diarrhoea in children <
years of aga and accounts for about 40% of dAiarrhoeal admimsion in this age group .
Therefore stuides on rotavirus form  the 2nd priority area. However, the laboratory
at present stage is not cspable to initiate indepth studies on rotavirus. Therefore
upgrading of laboractry capability {establishment of serological technique, procure-
ment of electron microscope, culturing facilities) and recruitment of a virologist
are pre-requisites for thorcugn studias of rozavirus,

1. Studies on mode of trxansmission of rotavirus infection: The faecal-oral
routs has been reporteé Sor rotavirua transmission, but the vehicle of trans-
migsion is not knowri. In addition the air-borne spread still remains a
controversial issue. Case control family studies to test the role of hands,

food, water, upper respiratory infection and flies remain important to address
the vehicle of transmission.

2. Stuides on epidemiology of rotavirus: The specific immunolegical response
to rotavirus by serotype and cross-protection against diffaerent serotypes as
well as animal rotavirus is a key isgue is regard to future vaccine development.
A community-based cohert study may provide important information on the subject
but such study cannot be done unless the upgrading of the laboratory as
mentioned above is achiswved.

3. Intervention studies: On the basis of feasibility study that showed high
detection rate of rotavirus from the handwashings of attendants of children with
rotavirus diarrhoea a community based study to test handwashing intexrvention on
rotavirus has been started in Nandipara. Depending on the results of this study
such an intervention can be carried out in Tural area.

C. sShigella: Shigella bacause of its ghigh mortality and contribution to malhutri-
tion forms the Jrd priority of DTWG. Review of past studies shewed that water and
particuiarly personal hyglene are important in the spread of infection. Although
sero-epidemiclogical studies have not been carried out in the past, the trends in age
distribution of shigellosi® may indicate scme protection to dimease in older age
group. In fact, we do not know whether shigella infection can give significant pro-
tection against homologous or heterclogeus spasies, iIn oxder to get this information
it is iwportant te establish simplified techniques for identification and sevo-
epidemiological studies by species and subserotypa.

1. Establishment of techniques for detection and characterization of Shigella.
Studles on development of a selective wediz, plasmid profile, molecular genetic,

colicin typing, serology etc, are soms areas to be feocussed for establishment
of simplified technique. ‘

2. Extension and accaptability of handwashing intervention in xural area:
Controlled community b&sed studies 1in Teknaf where the incidence of shigellosis
is high may test the efficacy, acceptability and cost-effectiveness of hand-
washing with scap and water,

3. Serc-spidemiological studies: With deveicpmant cf simplified techniques
gero-epldeniological studies could be carried out, 'Such study is key issue
fox vaccine development attempt.




i ,
D. Enterotaxigenic E. coli: ETEC 1s the second common agent raspongible for
diarrhoea and 4th priority area for research. In the past only few studies on ETEC
has been carried out.

1. Development of simplified technigues: BELEK tast (already established),

i  davelopment of techniques for uss of gene probde, gel-diffusion, coaglutination,
tdentification of B. coli by a phage and serelogy may provide us with tools
for epidemiological studfes. -~ -~

2. Studies on mode of trangmission: Case control family studies to focus on
role of water, food, hands and aignificance of animal reservoirs may give
important information on chain of transmission of BTEC.

3. Sero-epidemiological studies: Community-based sero-epidemiological studies
along with establishment of a surveillance systemn for ETEC may provide useful
information towards any vaccine development attempt.

E. Campylobacter studies: Campylobacter forms the 3rd ccmion agent isclated from
diarrhoea cases and healthy persons. Bowever, the extent of the prcblem yet remains
to be determined. The characterization of Campylobacter aa a cause of diarrhoea
and further studies on the subject form the next priority area.

1. Studiés on pathogenic machaniam of Camp

typing schema: The ongoing protocol on pathoganic mechan

and establishment of serological standaxd and biotypifig scheme will be continued
in ordar to provide us with tools for propér epidemiological studies. -

2. Sero-epidemiological studies: A cohert study of newborns with obtéining
baseline sero-epidemiological data for both infants and their fémily contacts
followed by establishment of a surveillance system for Cafipylobactexr diarrhoea
and serclogical studies may address the trends in imilupological response to
Campylobacter. Additionally, the role of animal and poultyy in infection and
_ cross protection against different biotypés of Campylobactar can be studied.
Such information is pre-requisite to Ahy attémpt towards vaccine davelopment.

3. Studies on mode of transmission: Casie control family studies to test the
role of hands, water, food and flies in the chain of trandmisdion along with
rectal swabbing of animal and poultry may give important information on node
of transmission. o ‘ '

4, Interventions: Depending on mode of transmissien appropriate protocols
for intervention on its transmission can:be developed. _ '

F. Studies on Protozoa: Studies on epideniclogy of Qjﬁlﬁiblit and B, histolytica
in the past were limited. With improved and sizplifted. techniques, ‘studies on mode
of transmission, immunological regponses and risk factors for these agents can be
carried out. ) . _ : : .

G, Miscallanadus:
1. Haspital-baged surveillance systes £or Teknafs A surveillance system similar
to Dhaka and Matlab for Teknaf will be fnitisted In future with a view to
monitoring the pattarn of dissase thare, '

2. MARV mehitoring system: This study will ba centinnsd.

3. lIdentitication and characterization ¢f new ox ahiiﬁbzrﬁﬂ' nsibleé for diarrioea:

tsolation and characterizatlon of new agents res ible Ior C

YROed W e
continued.
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CLASSICAL VIBRIO CHOLERAE BIOTYPE
DISPLACES EL TOR IN BANGLADESH

A. R. SAMADI M.l Hug
N. SHAHID M. U. KHAN
A. Eusor A. 8. M. M. RAHMAN
M. YUNUS A. S. G. FARUQUE ~

Iniernational Centre for Diarrhoeal Disease Research,
Bangladesh, G.P.O. Box 128, Dhaka-2, Bangladesh

The El Tor brotype of Fibrio cholerae caused
.~ all endemic and epidemic cholera in
Bangladesh from 1973 until Sept. 3, 1982, when the first

classical strain was isolated from a patient in Marlab. Since:

then the number of isolations of the classical biotype has
increased very rapidly and spread to other districts, replacing
the El Tor biotype as the main epidemic strain, The classical
strains isolated in the 1982 outbreak were indistinguishable
by the standard tests from those isolated a decade ago and the
very few isolates in 1979, 1980, and 1981. This suggests that
beyond the taxonomic traits used to identify the classical and
El Tor strains, there may be other more crucial biological
characteristics that have given this new strain an advantage

. .over the existing strains. The mechanism by which a new

biotype of V. cholerae 01 achieves such a crucial biclogical
advantage to displace the existing strains may be a key point
in control of the global spread of cholera.

INTRODUCTION

THE classical biotype of Vibrio cholerae caused both
endemic and epidemic cholera from the time of its discovery
in 1883 until about 1960. The El Tor biotype discovered in
1905 caused four outbreaks in the Celebes (Indonesia) in
1937-38, 1939—40, 1944, and 1557-58. [n 1961-62 El Tor
began major epidemic spread through South-east and South

_ Asia, then westward.! Since then the E1 Tor biotype has not
only swept previously uninfected areas but has also displaced
the classical biotype from areas such as the Ganges river
basin, where it remained endemic and epidemic until 1972.2

In Bangladesh the El Tor biotype of V. cholerae was first
isolated in Chittagong in 1963, then in Dhaka in 1964; but
The first important outbreak was not reported until 1968."
Sporadic cases were reported each year until 1972.% In 1973
the classical biotype of V. cholerae was replaced entirely by the
Ei Tor biotype in Bangladesh. Sincc then each year in
thousands of isolates from patients and environmental
samples only El Tor was found until October, 1979, when 5
cases of cholera due to classical biotype were detected.® There
was | further isolation in 1979, 3 isolations were made in
1980 and 2 in 1981. On Sept. 3, 1982, a classical strain was
isolated from Hajiganj, Matlab. Sincc then the number of
isolations of the classical biotype has increased very rapidly
and spread to other districts, replacing the El Ter biotype as
the main epidemic strain of 1982. In the last outbreak of this
epidemic more than 90% of clinical cases were due to the
classical biotype. '

METHODS

The International Centre for Diarrhoeal Disease Research,
Bangladesh{L.C.D.D.R.,B.), operates three main treatment centres

Brakmoputre
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[ ]
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Fig. 1—Districts where classical strains of V. choferae have been -
isolated from patients by date of isolation (S =September,
0 = October, D = December).’ '

for diarrhoeal diseases in Dhaka, Matlab, and Teknaf {fig. 1).
Support is provided for urban and rural community treatment
centres, and five medical teams were active in other parts of
Bangladesh together with Government health workers. Some
samples for culture were sent independently from several
communities. .

A total 16 819 rectal-swab specimens from most districts were
processed by the Microbiology Branch of 1.C.D.D.R.,B., between
Sept. 1 and Dec. 31, 1982. Specimens from Dhaka included rectal
swabs from a 4% tandom sample of all patients who visited the
1.C.D.D.R.,B., treatment centre. Addittonal rectal-swab specimens
were collected from patients admitted to the Dhaka centre for
special care or studies. Swabs from family contacts of 100 index
patients were cultured during the same period. The Matlab and
Teknaf data consisted of, respectively, 2348 (Sept. 1-Dec. 31) and

" 355 (Oct. 1-Nov. 30) rectal swabs from patients who came to these

treatment centres. 504 rectal-swab specimens from suspected
cholera patients- were sent to the microbiology branch from
Noakhali, Mymensingh, Chittagong, Comilla {excluding Martlab
area), Rangpur, Pabna, Tangail, Sylher, Barisal, and Faridpur
districts and outer Dhaka by the LC.D.D.R.,B., teams and
Government  hospitals during diarrhoea outbreaks. The
[.C.D.D.R.,B., teams investigated the outbreaks and trained the
health staff in management and control of cutbreaks of diarrhoea.
Rectal-swab specimens obtained from districts were limited to
severely dehydrated patients suspected of having cholera.

A cotton rectal swab impregnated with potassium tellurite was
streaked directly onto gelatin agar and taurocholate-tellurite-gelatin
agar (TTGA) and transferred for enrichment in taurocholate-
tellurite-peptone water medium. After 6-18 h on enrichment
medium the material was subcultured onto TTGA medium. All
plates were incubated overnight at 35°C and read. In the field the
culture plates were incubated at room temperature for.a longer |
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Fig. 2—Number of V. cholerarisolates b

v biotype per week for Dhaka,
Sept. 4 to Dec. 31, 1982, : .

period. Colonies that on culture plates resembled V. cholerae 01

. were confirmed by means of slide agglutination with polyvalent 01
and monospeciic Inaba and Ogawa antisera. -

All serologically confirmed V. cholera. were checked for

agglutination with 2-5% chicken erythrocytes, sensitivity to a

polymyxin B 50 IU didc, and sensitivity to Mukerjee’s classical
phage group v and E] Tor phage group 5. A strain was designated
“classical” if it did not agglutinate chicken erythrocytes, was
sensitive o the classical group-v phage, resistant 1o El Tor group-3
phage, and sensitive to polymyxin B. ’

-RESULTS

" Cholera is both endemic and epidemic in many countries.
The seasonal peak incidence of cholera varies from one
country to another. Cholera has two seasonal peaks in
Bangladesh, the major peak between August and December

and a smaller one in late spring.” The major peak of epidemic. -

cholera in 1982 lasted from the third week of November until
the second week of December and subsided rapidly, despite
enhanced reporting and case-finding by the health
authorities. Qwing to rapid reporting and déspatch of
Government and I.C.D.D.R,B., teams, deaths were
minimised in all areas, as well as within the LC.D.D.R.,B.,
arcas of direct responsibiliry. o : :
In Dhaka between Jan. | and Sept. 3, 1982, 1958 rectal-
swab specimens out of 13 111 werc found to be positive for V.
choferae. All were of the El Tor biotype of both serotypes,
** Inaba-and Ogawa. The first isolationof the classical biotype
in Dhaka was made on Sept. 4 from an 80-year-old wotnan

™
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from Narayanganj, 12 miles south of Dhaka. Fig. 2 shows the
number of V. cholerae isolates by biotypes per week for Dhaka °
between Sept. 4 and Dec. 31, 1982. The replacement of El
Tor by classical biotype progressed steadily. In the last week
of December it accounted for about 90% of all cholera cases.

" -The first isolation of the classical biotype of V. cholerae in

Bangladesh as a whole was made on Sept. 3 from a patient
admitted ‘to the Mailab centre from Hajiganj in Comilla
district, 20 miles away. The number of isolations of V.
cholerae by biotype and serotype for each district is shown in
the table. All except two isclates of the classical biotype were
due to the Inaba serotype and belonged to phage type 3.
Classical strains isolated in the 1982 outbreak were
indistinguishable by the same standard tests from those
isolated a decade ago and the few isolates in 1979, 1980, and
1981. Clinically, classical cholera could not be distinguished
from El Tor. Fig. 1 shows the districts where the-classical
biotype of V. cholerae has been isolated with date of isolation.
This includes the Southern part of Dhaka district and some
areas in Comilla, Barisal, Faridpur, Rangpur, -and -
Chittagong districts. 3 to 4 weeks after the first isolation of the
classical biotype of V. cholerae in Matlab (Sept. 3)and Dhaka '
.- {Sept. 4) isolates were received from other districts,  ~.-
DISCUSSION
From 1960 the El Tor biotype of V. cholerae 01 gradually
- replaced the classical biotype from all its prior geographical

+loci; rarely, isolated cases due to the classical biotype

occurred.?® On Sept. 3, 1982, a new strain of V. cholerae with
the markers for “classical” biotype appeared in Bangladesh
and rapidly displaced the long-dominant El Tor strain. It is
not yet known if such a shift has also taken place in other
regions where cholera exists, since biotyping may not be done
routinely. Nonetheless, the replacement of El Tor by classical
- biotype in Bangladesh suggesis that beyond the taxonomic
traits used to categorise as “classical” or “El Tor”, there may
be other more crucial biological characteristics not detected
so far that have given this new strain an advantage over the
existing strain. Such an advantage may also pertain in other
countries. The nature of the biological advantage of the new
biotype is not known. :
Genetic analysis may allow these important characteTistics
to be defined. Factors such as special modes of survival in
ecological niches outside the human body, modification of
determinants of adhesion to gut epithelial cells, resistance’to

“Tgastric "acid, 'improved  competitive traits- against other.

bacteria in and outside the gut should also be studied. .

NG, OF ISOLATIONS OF V. CHOLERAE BY RIOTYPE AND SEROTYPE FOR DHAKA AND OTHER DISTRICTS, SEPT. 1 TO DEC. 31, 1982

Classical El Tor

. Toral rectal swabs and- - : - .

Districis stool examined [naba Ogawa Total Inaba Ogawa Total Total
Dhaka 13 630 2628 2 2630' 764 987 1751 " 4381
Comilla* 2419 859 0 859 175 264 439 1298
Chittagong | 335 T i I .23 1 24 25
Barisal - 163 63 o 63 1 3 4 67
Sylhet 87 1] ] 0 8 i) 8 [
Mpymensingh B3 0 4] ] 50 2 52 52
Noakhatit 14 0 0 0 1 2 3 3
Pabna 5 0 0 0 2 0 2 2
Rangpurt 73 1 \] } 13 11 24 25
Faridpur 3 1 0 1 0 1 1 2
Khulnat 2 L 0 0 0 1 1 1
“Tangailt 3 0 0 4] T 1 1 2 "2
Total 16819 3553 2 3555- 1038 1273 2311 . ..5866

«Allbut 71 samples are from Matlab treatment centre.

+Samples sent by health workers.

~
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[.C.D.D.R,,B,, is investigating the characteristics of this
new epidemic strain. The centre will be happy to collaborate
;;with other international institutions for exchange of
‘information and strains for further studies which may
identify important new traits. It is an urgent matter to apply
at an early stage the best current technology and expertise to
[ this new strain and identify what characteristic has allowed its
emphasise the importance of routine testing of all V. cholerae
01 strains for their biotypes by ail laboratories with
appropriate facilities.

We thank Dr W. B. Greenough, 11, the director, Dr K. A. Monsur,
consultant microbiologist, Dr K. M. 8. Azgz, associaie dircctor,
I.C.D.D.R.,B., and Dr K. Wachsmuth of the Centers for Discase Control for
their critical reviews of the manuscript and Mrs S. Chowdhury and Mr B.
Banerijee for sccretarial assistance,

* rapid spread and current dominance in Bangladesh, We also -
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Hospital Practice

WHY ADMIT STROKE PATIENTS TO HOSPITAL?

DERICK T, WADE RICHARD LANGTON HEWER

Department of Neurology, Frenchay Hospital, Bristol BSI6 ILE

Stroke patients’ consume nearly one-
twentieth of all National Health Service

. Summary

patients with acute strokes to hospital. However, patients
rarely need to be admitted for dlagnosnc or therapeuiic
reasons, and rehabilitation given in hospital is sometimes
inappropriate. The major reason for admission relates to
nursing during the acute illness, yet this could be done at
home in more cases than at present. It is suggested that
rehabilitation services should be more readily available to
patients at home, so that fewer need to be admitted and so that
those admitted can return heme sooner. This might lead 10 a
more appropriate rchabilitation, less anxiety and depression
in the patient and his family, and a more efficient use of
limited resources.

INTRODUCTION

STROKE consumes 4-6% of all National Health Service
resources,’
hospitals. Stroke patients account for 6% of all hospital
running costs and occupy 13% of all general medical bed-days
and 25% of geriatric bed-days.' Stroke is the third commonest
single cause of hospital admission (after tonsillectomy and
myocardial infarction),” and about 8—11% of admissions to
acute medical wards are for stroke.?

Many patients will be in hospital for only a small part of the
total duration of their illness. Most have their strokes at home
(138 of the first 170 in a personal series), and 82—85% of all

" survivors will return to the community within a year.% At
present it is assumed that hospital admission is important for
stroke  patients. The World Health Organisation
recomnmends admission® for all strokes, and some American
neurologists consider it essential,” On the other hand, some

i authors**!° have proposed that there should be more

emphasis on-care and rehabilitation at home. Before this
proposal is taken further, it is important to consider the
possible reasons for admitting patients to hospital.

resources, and much of this is attributable to the admission of

and most of this expenditure occurs within

ADMISSION FOR DIAGNOSIS «

“Stroke” is a clinical diagnosis, and as such it has a
differential diagnosis. This includes space-occupying lesions
(e.g., umour, abscess, subdural hacmatoma), infection (e.g.,

- bacterial meningitis, encephalitis), metabolic disease (e.g., -

hypoglycaemia), and post-epileptic (T odd’s) paralysis, as well

as other acute medical illnesses presenting with stroke {e.g.,

myocardial infarction). How many patients given a diagnosis
of stroke actually turn out to have an alternative (remediable)
disease. is difficult to determine, because most reported
studies are biased by selection arising from the original
criteria for referral.

Nevertheless the clinical diagnosis of stroke is ‘probably
fairly accurate. In a series' of 206 patients referred toa stroke
unit with a diagnosis of stroke or transient ischaemic attack
(TIA), 2 were found to have had a myocardial infarction, 1
had Liscerta meningitis, 1 had post-epileptic paralysis and 1
had Bell’s palsy. In another series'? of 1004 stroke patients
admitted to a geriatric ward, only 4 were found to have a
tumour on further investigation. In a third series'® of 821 ~
patients admitted to an acute stroke ward, 108 were found to
have a non-vascular cause for their symptoms. 42 of thege
were recovering from seizures. More importantly, 9 of the
108 had a malignant cerebral umour, 3 had a subdural
haemorrhage, and 1 had acute multiple sclerosis. That study
also showed that the introduction of routine early
computerised tomographic (CT) scanning did not reduce the
rate of misdiagnosis but that clinical experience (and the
passage of time} increased diagnostic accuracy.

Some authors have suggested that misdiagnosis may be
more common. Early studies'*'* found a misdiagnosis rate of
2-3%, whereas a report'® based on CT investigation gave a
tate of 8%. However, these studies were on patients usually
selected by virtue of their suitability and need for. further
investigation, and most of the diagnostic errors were in young
patients and those with atypical strokes.

Clinical differentiation of the various types of stroke is less
certain. In the series!! of 206 patients referred to a stroke unit
with a clinical diagnosis of stroke or TIA, 177 had a final
diagnosis of stroke (23 had a TIA and 6 had another disease, as
discussed above). In 144 of these 177, the initial diagnosis of
the type of stroke (embolic, thrombotic, haemorrhagic, or
indeterminate) agreed with the final assessment. Cerebral
haemorrhage was the least likely to be diagnosed correctly: of
20 initially diagnosed as haemorrhage, only 6 were correct,
and a further 12 true haemorrhages were initially diagnosed
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as thrombotic, embolic, or indeterminate. strokes. The
Canadian study'?® found that clinical experience also
improved the diagnostic accuracy of the type and location of
stroke.

Enthusiasm for diagnostic accuracy should always be
tempered by thrée considerations. First; the need for
increased diagnostic accuracy (particularly of the type or
location of the stroke) should depend on the extent to' which
management will be altered as a result, Secondly, most
investigations can give both false-positive and false-negative

results (e.g., asingle CT scan ¢an be normal in the early stages

afier a thrombotic or embolic stroke,'” electrocardiographic

changes seen after stroke may be a consequence of the stroke -

and not indicative of its cause™)., Thirdly, many
investigations entail some risk’ for the patient (e.g.,

_arteriography may lead to deterioration,'® some patients are

allergic to CT-scan contrast material). _
Clinicians realise that diagnostic investigation is often
unnecessary, In Manchester in 1974 Brocklehurst® found
that of 92 patients who were admitted to hospital and
survived 2 weeks, only 2 had angiography, 4 had lumbar
punctures, and 6 had EEGs. In one study in the U.S.A.
patients discharged from hospital had had an average of only
nine of the twenty iests then currently recommended for

" stroke patients.?!

ADMISSION FOR TREATMENT

After a stroke there are three major aims in treatment. The
first is to support life. The second is to minimise irreversible
brain damage. The third is to maximise .the patient’s
functional recovery. . . .

It has been suggested®? that all stroke patients should be
admitted to special stroke intensiye-care wards, but there is
1o evidence from controlled trials to warrant this. However,
many patients cannot receive the amount of nursing care they
require at home, and they have to be admitted for this reason.
In the Manchester study,” the general practitioners
indicated that “social reasons for admission” were present in
89% of those admitted, as against “‘medical reasons’ in 50%.
Analysis of the details relating to the stroke showed that
admission was related to severity but that social factors (e.g.,
living alone) were equally important. Hoquer,} itmust not be
forgotten that in many cases the relatives, aided by the district
nursing service, can give sufficient nursing care.

. Many treatments-have been recommended for ‘réducing
cerebral damage, but a British review™ concluded: “No

specific method of trestment that has been efficienty
evaluated has been convincingly shown to be of benefit”.
Similarly, American reviews”** agree that no treatment has
been shown to be of definite benefit by controlled clinical
trials, although they do still suggest that anticoagulation or
steroids may help some patients. S
Surgery is rarely necessary. It can be worth while in

_patients with intracerebellar haematoma,?® but a randomised

controlled trial showed that’ largescale evacuation of
intracerebral haemorrhage is not of benefit.®® The role of
arterial bypass surgery is being evaluated,” and the value of
surgery on the carotid artery has yer to be established.”

Maximisation of the patient’s recovery is usually the’

responsibility of the various therapists, although there isone
unconfirmed report® that naftidrofuryl may be of benefit. At
least two studies®®* have confirmed that rehabilitative
therapy is beneficial. However, whereas referral to hospital
may be necessary ko gain access to rehabilitation, there is no
suggestion that it needs 10 be carried out there. ’

~ of problem, Patients may learn skills.in hospital that they do

| |
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ADMISSION TO ESTABLISH THE CAUSE ,
AND PREVENT RECURRENCE

Some underlying diseases may warrant treatment after, \
stroke.? Control of hypertension®® and reduction of the,
haematocrit in polycythaemia rubra vera® reduce long-termi’
morbidity and mortality after an’ acute siroke!
Anticoagulation will probably benefit patients who havel
rheumatic heart disease with atrial fibrillation,*® despite the:
problems associated with control of these drugs.* However, .
there is less evidence that warfarin will benefit other patients
with presumed embolic strokes, and this may reflect the.
difficulty in controlling anticoagulation,® particularly for
short courses of treatment. There is no evidence yet that any
specific treatment will benefit patients found to have carotid
atheroma.

WHEN IS ADMISSION NECESSARY?

No study has attempted to evaluate specific criteria for
hospital admission, and any criteria will anyway need to be
interpreted flexibly. Nevertheless we suggest the following.
guidelines: ‘ :

1. When the diagnosis 1s in doubt. —Because the clinical diagnosis is
usually accurate, only those patients who are unusual by virtue of
their age, presentation, or progress need admission for diagnestic
reasons, '

2. When the nursing care necessary cannot be given at home.—This
will depend on the combination of the degree of disability and the
social circumstances for each patient. It is likely that more patients
could be nursed at home by relatives if more use was made of the
district nursing service. X

3. When active therapeutic intervention is possible.—In practice this
is very rare, because no therapeutic manoeuvre has beenshowntobe |
of benefit.

4. When the underlying cause needs investigation.—This will rarely
be ‘necessary. Further investigetion to clucidate any underlying
causes for the stroke can usually be carried out from home by the
general practitioner, with outpatient hospital attendance if
necessary. ’

DISADVANTAGES OF HOSPITAL ADMISSION

Rehabilitation in hospital is sometimes not apbrbrpriate to
the patient’s needs at home, and this can lead to several types

not use at home,? either because they are not needed or
because they are not appreciated by the patient or his family.
‘After discharge from hospital many patients and their
families feel rejected and depressed,® and this is particularly
likely if preparation for discharge is inadequate. Smith and
others® noted that 8% of stroke patients discharged from
medical wards were not provided with the commode that they
needed. '

There are also some physical risks. It has been
suggested ' that the transfer of a patient soon after a stroke
could increase his chances of dying, although there is no
evidence to support this contention.®" There are also
iatrogenic risks associated with hospital stay {e.g., infection
with resistant organisms, complications  arising from ‘
investigations). ’ ' ‘

|

Lastly it must be recalled, as mentioned in the introduction,
that the management of strokes consumes large amounts of|
hospital resources, At present this amounts to about £70 to
£100 per day. More importantly, a hospital bed occupied by a
stroke patients is unavailable to other, perhaps more needy,
patients.
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Summary

In 1973, the classical blotype of Vibrio cholerae was ‘replaced
entirely by the El'Tpr bictype in Bangladesh.l Since then El Tor was the‘.
main strain responsib;e féé endemic and epidémié'cholera{ however a few
classical isolates were éetectgd iﬁ 1979,. 1980 and 1981. In an oﬁtbreak
in 1982 the El Tor biotfpe was displaced.by€1new strain (classical).

This presented a unique oppertunity to study the epidemiology of both

biotypes simultanecusly. The results of our findiﬁgs¢show that the

hospitalization rate of family. contacts was higher if they aéquired the
classical biotyre suggésting that disease due to the classical strain

was more severe, similarit§71n age attack rates for both Classical and
El Tor strains might be éugéeétive of 1@enti§;1 antigenicrdeterminants.
Infection rates were higher in children than adqlts';n both classiqal

and El Tor. However with infection by the classical biqtype case rates
were higher in children than in the adults. Infection rates with classical
V. cholerae were higher in females thaq in males among family contacts.
Although isolates of‘g, gﬁg&gﬁgg from water sources weré similar in both
biotypes, the handwashinﬁs of family contacts .of cases infected by.El Tor |
were positive more often thaﬁ for contacts of classical 1nfec£ion. These
observations do not pinpoint‘aﬁvgntage of the neW'classic;l strain'enabiinq
it to displace the entzenched = EL Tor biotype. However £ﬁe greater
virulence and low presence in handwashings éuggesté more gfficient

infective mechénisms with a lower infectivé dose.




Intvoduction

In i961 a pandemic of cholera due to the El Tor biotype began
spreading across the chld from its endemic focus in the Celebesl.
However, it was ﬁot until eleven years later that V. cholerae El Tor
replaced the "classical" biotype as the cause of endemic and epidemic
cholera in Bangladeshz. From 1973 until 1982 rare isolates of the
classical biotype occurred in 1979, 1980 aﬁd 19813'4. From September
1982 onward the El Tor was rapldly replaced by the classical biotype

during an epidemic of choleraé.

The first case of the classical biotype early during this epnﬂenic
was isolated from a patient admitted to the Matlab Treatment Centre on
September 3, 1982. The next case observed was admitted to the Dhaka
Treatment Centre on September 4. Since then cases were seen from many
other districtsq. Dhaka'experienced a sharp rise in cholera cases

during September and October due to both biotypés.

The exceptional concurrence of two different biotypes in a single:

epidemic presented a unique opportunity to study their comparative epl-

demioclogy simultaneously. .
Materials and Methods,

All cases of watery diarrhoea coming to the D}.-ka Treatbent Centre,

International Centre for Diarrhoeal Disease Research, Bangladash (ICDBR,B)




and suspected forﬁcholera were enrolled sequentially for the study.
Rectal swabs wers taken from all enrolled patients and cultured for V.
cholexae. The first bacteriologi&ally cgnfirmgd case of classical cholera
each day was taken as an index case and was matched for age and type of
housing (socio-economic‘stétus)Awith the next El Tor case in sequence from
the patients treatéd on the same day as & control.
!

The first case in a family admitted to hospital was define& as an
index case, hll-fam;ly members of the index cases living at home were
‘considered as family contacts. A fatily was défiﬁed as membérs Yiving
together and eating from the same cooking pot. The term neighbourhood
contact was used for t@oée living in the same céurtyarﬂ but not eéting
frﬁm the same céok;ng pot. In this paper contacts mean both family and
netghbourhood contacts of an index case and Inféction indicates that
V. cholerae was isolated fxom his/her stool by culture. Infected contacts
who had 3 or more loose mottons per day were defined as secondary cases.
Patients with diarrhoea were tféated with ORS except for severe caées.
who were admitted to the hospital. Severe diarrhoea was defined and

assessed by WHO guideliness.

The families of the index cases and controls were visited on the

second day of thetr selectionVCan day of admission). ’Demographic

information and history of diarrhoea in each family membér was obtained.




Daily rectal swabs from all memberé}6f the family and the neighbourhaod
contacts were taken for ?-successive days. In. families with positive
cultures the daily rectal swab was continued after 7 days until the last
positive case became culture négative for V. cholerae on 3 consecutive

. days.

Fiteld workers swabbed the hands of the family contacts of cholera
cages with 100 ml of 1% bile peptone, pH 8.5 in sterile bowls for isolation
of V., cholerae for 5 days. Water samples were collected from the sources
used by the families of index cases (tap/tube wall/pondé/rivérs/canals)

for five succéssive days Ln”%riple strength bile peptone water.

A potassium tellurite impregnated cotton rectal swabs was streaked
directly onto gelatin agar {GA) and taurocholate tellurite dgelatin agar
{(TTGA) and inoculated in taurocholate tellurite peptone water {(TTP)
media for enrichment, Subcultures were made onto TTGA medium after the
6-18 hours enrichment, All plates were incubated overnight at 35%
and read. 1In the field the cﬁlture plates were kept a§ room temperatpre
(about 25°C-30°C) for a longer pericd.. Colqniés on cultu?e plates
resembling V. cholerae Ol were identified by-slidelagglutination with
polyvalent Ol and mono specific Inaba and Ogaﬁa antisera. The anti-
genically confirmed V. cholerae strains were checked for agglutination

with 2,5% chicken erythrocytes, sensitivity to Mukexjee's classical

phage group IV and El Tor phage group V and polymyxin B {50 ug disc}.




A strain was designated as "classical® if it did pot -agglutinate

chicken erythrocytes, was sensitive to the classical group phage IV

resistant to El Tor group phage V and sensitive to polymyxin B4.

Analysls of data was done by hand tabulation with testing for

significance by z test, chi-square or Fisher exact test.

Results

The family and neighbourhood contacts of 45 index cases of classical
and 45 index cases of El Tor were followed, There were 434 contacts in

the classical and 395 in B} Tox group.

Table I presents case rate, infection rate, infection-to-case ratio
_and hospitalization rate. Among all éontacts.hospitalizatiOn rates were
higher in those infected by classical as compared to El Tor {p = 0,005).
.Family contacts wére even more often hospitalized (p = D,01), In contrast
case rates, infection rates and infection—to«case-fétios were not

significantly Aifferent (p>0.05).

‘The infection rate was higher in family contacts of an:index case

infected with the classtical biotype than in the ‘neighbourhood contacts

{p<0.01}, This was not so if the index case was due to El Tor.




In family contacts of clasﬁical index cases, both infection and
case rates were respectively higher in children (<15 years) than in
adults (215 years) (p<0.05; p<0.0l) whereas in family contacts of El Tor
index case only the infeétion rate was higher in children (p<0.05)
but not the case rate (p>0.05). Comparison of case and infection rates
between young children (;5 years) and-adults (315 years) followed the

same trends (Table II).

Infection rate Qas higher in adult fem;les than‘lin adult males
{p<0.0l) if the index case was due to the classical strain (Table III).
‘This was not true for contalts bf an El Tor index case. The infection
rates among the family contacts of classical cholera were 26.1% (6/23)
when the index case wis male and 35.1% {26/74} when the index case was a

feale (p>0.05), whereas in El Tor group the infecﬁion rates were 30.0%

{3/10) vwhen the index case was male and 44.0% (11/25)'when the index case

was female (p>0.05}.

'g. cholerae was isolated from handwasﬁing of the El Tor family contacts
" more frequently than from élassiéal family.contacté (p<0.0l1) . Thefe was
no difference in rate of isolation of V. cholerae from water samples
between thé two groups (p>0.05). 1Isclation of mixed biqtypes.from‘wagér

was contton during this epidemic..




Discussion

The results of our study confirm the eaxlier'findinés of Xhan et 31?-
that the differences in case and infeétio; rate and infection-to-case
ratio between the classical #4El Tor contacts were not signifiéant.
However, aisegsa.due to the new strain (classical) was clearly more
severe leading to more frequent hogpitalization. This would conforg to
the observations of Woodward gg_g&? and Bart g&_g}? that the percentage
of infected family contacts déveloping severe disease was hdghe; for

classical than fn El Tor cholera,

Similarity of rates of age attack indicate that differences in levels
of immunity {local or systemic) did noﬁ play an important seiective role,
for if the new classical strain had antigenic determinants important for
Infection it would be expected that age incidence would be shifted toward
older individuals and smali infants would not have been as well protected

by breast milk antibodyg.

Infection rates were significantly higher in young children for
»oth classical and El Tor. This was seo.a.n‘pz.-ev3.10115}.1{6“8 and UOﬁld be due
to closer association of young children with the patients, contaminated
enviromments and poor 1ﬁmun1ty. The higher_casg rate in ’Eﬁildren than
in the adult ' gontacts of cla;sical_index case could be possibly due to
greater potency of toxin in classical stréin since in classical grouwp
the disease was more severe than in El Tor group as indicated by higher

hospitalization rate in the classical group.




The infection rate in family contacts of classical index case
was significantly higher than in neighbourhood contacts whereas this
was not so in El Tor contacts. This might indicate that classical
strain_may spread its infection by a more direct faecal~oral route to
tlose contaacts. The infection rate in El Tbr contacts was equally
distributed between family and neighbourhood. This might suggest that
El Tor in ad@ition tg direct faecal-oral manner of transmission possibly
due to its hardier nature and longer survival could spread infection
more freely, even to the distant contacts (neighbourhood). This
argument is further supported by the evidence of higher infection rate
seen among the adult female contacts of classical index cases than in
the males. Even though adult females were directly in contact with
excreta and utensils of patients in both groups. Furthermore, the
isolation of V. cﬁéléraé from handwashing of family contacts of
classical index case was significantly lower than that of El Tor,
This also may support the direct faecal-oral manner of spréad of

infection to close famlly contacts by classical strain.

Isolation of both classical and El Tor biotypes of V. cholérae
from storage containers and sources of water suggests tpat water is
important in the transmission of both blotypes of the cholera. h
Nonetheless the higher isolation of El Tor from tﬁe: HandwasRing of
family contacts and similar dxstribution of infection fate betwaen

family contacts and neighbourhood contacts in El Tor group may suggest




that in addition to water-borne transmissionlo and direct faecal-oral
manner of spread of infection, person-to-person transmission of
cholera dué to El Tor biotype may also bhe of impoftance. This finding
supports obgservation of Stock11 who suggested person-to-person
transmission of cholera'iEl Tor} in deserté of Chad and North Camexon .

during festivals, feasts and funerals.

The results of tnis study suggest that the new strain of classical
biotype of V. cholerae has the same antigenic aetefminants, however
the causes more severe illness. The‘main guestion to be answered ig.
how did the new classical strain reappear, displace the existing El Tor
epidemic strain and what would be its behaviour in fﬁture? These.
are important points whiéh have to be cbnsiéered ;n relation to vaccilne

development and the glcbal control of cholera.
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TABLE I - CASE RATE, INFECTION RATE, INFECTION-TO—CASE "RATI0 JAND HOSPITALIZAEION QQTE RATE, ?VVECTIﬁruif-,

OF CLASSICAL AND EY, TOR BIOTYPE OF V. CHOLERAE CF LIAGHICAT, AND B

Contacts - , Classical € oo Bldore ¢ P-value

n/N{s)

e e i b e £ 1 52 A ok W, - e e s st SR 8 3 1

Family Contacts:

Case rate 19/255(7,5%) 16/233(659%)

Infection rate ' 44/255(17.3%)a 39/233(16L7%}J1P NS
Infection-to-case~ratio 44:19 (2,3:1) 39 165{2 gLy caEe g Lo’
Hospitalization rate 9/19(47.4%)- 1/16(6:38) "evien *3“5—0 ol

. Neighbourhood antaéts: L '”““leh o3 Cantaris:
Case rate . 8/179(3. 4%)y 77162 (433%)
Infection rate 12/179(6.7%) 21/162(13”0%)
Infection-to-case ratio | = 12:6 (2)0:1) . 2:73le: 1)*L
Hospitalization rate P 1/6 {(16)7%) 0/7F(0y

S | ,
- Contacts(Family & Neighbourhood): o Cenbastsifaniiy s Reig

- Case rate - ?, .25/434i5;85} 237/395(5;8%) ;ﬁiﬂl*;
Infection rate C i 56/434(12,9%) © 60/395(1502y) i : : &
Infection-to-case ratio $6:25 (2,2:1) 60/23 (2:6% 1}n CASE YNGR Vel

Hospitalization rate - . 10/25 ({40.0%) 17237 (433gyati v mp=o.oos mQ{EJ

SRR A TR L e e ] b e h e s e o s e it

YN e e L b e e e e v

*Two tajled Fisher exact test - TEen Latled Tlshe
2 x 2 chi Square test: a vs b = .p<0,01 ‘ ©on ol end S




TABLE II - CASE RATE AND INFECTION RATE IN RELATION TO AGE

. Classical . E1l Tor.

A g e - - :
Case Infection Case ; . Infection
_Total (Male & Female) i
<5 years 1/93(11.8)% §  21/93(22.6)° 8/90(8.9)  22/90(24.4)°%
5-14 years 8/133(6.0) §  20/133015.6) " 8/124(6.5)  19/124(15.3) ’
>15 years  e/20802.90° 15/208(7.2)% 7/181(3.9)  19/181(10.5)
Total 25/434(5.8) 56/434(12.9) 23/395(5.8)  60/395(15.2)

2 x 2 Chi square test: a vs b p<0.0); ¢ vs d p<0.0l; e vs £ p<0.01

- g vs b p<0.05; h vs 4 p<0,01; {1 vs £ p<0,05




TABLE III - CASE RATE AND INFECTION RATE IN RELATION TO SEX

Classical

T o T

Case

Infection

'infection

Male
<5_ye§rs
- 5=14 years
»15 yéars

Female

<5 years

5-14 years

315 years

4/36(11.1)
2/64(3.1)
1/92(1.1)

7/57(12,3)

6/69(8.7)

5/116(4.3)

©1/92(1.1)

7/36(19.4)

9/64(14.1)
a

. 14/57(24.6)

11/63(15,9}

'14/116(12;1)b

5/50(10,0)
3/7114.2)

- 3/76(4.2)

3/40(7.5)
5/53(9.4)

4/105(3,8)

11/50(22.0)
9/71(12.1)
9/76(11.8) %1

11/40(27.5)

10/53(18.9)
10/105(9.5)

By z test: a vs b p<0,0l;

¥

a vs a, p<0.001




TABLE IV ~ ISOLATION OF V... CHOLERAE FROM- HANDWASHINGS OF FAMILY
. CONTACTS AND WATER SAMPLES

Isolation of V. choletae

Classical Group El Tor Group

Yo, No. No. No.
- Samples . Isolation Sample Isclation

Bandwashings:

Family contacts

Water:

Tube Wall 5 5
Pond/river/canal 124 . 61

*The El Tor bigtype was isolated from water container of
families of classical cholera., - Wy

s W e 5 .,"-u. K - AP I
. . - AR .
Loty . [ = AR+ i R

**2 out of 7 strains were classical biotype frcm water source
of families of El Tor cholera.

Fishe: exact test (2 tailed)- ‘a: vs‘b p<0 Ol‘s'h

- e A s - e
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Abstract

The change from qlassical to the El Tor biotype of !ibrio cholerae during tha

early seventies in Bangladesh remains to be elucidated. The shift in 1982 from
El Tor baék to the classical was not predicted, but proYided an opportunity to
study both the biotypes occurring simultaneously in nature, compared with earlier
isplates. Comparative studies showed f&BS ﬁo be as good as TTGA for isdiation of

the two biotypes. Replacement of the El Tor by the classical biotype as the

. dominant epidemic strain, occurred over four months. Isolates of both bilotypes

from 1982 Qere found to be slow in mannitol fermentation. The isolates of EllTor
were frankly haemolyfié‘and belongeélto‘phage type 4. The classical strains were
of phage type 3. V. cholerae strains isolated in the late sixties and early
seventies were similaé in these amrkers. This.suggested that the epidemic was
caused by strains indig;nous to Bangladesh. A classical strain of V. cholerae
isclated in 1969 was-évergrown by an El Tor strain of the same year when grown
tqgecher.in pepto;e:;ater. Classical stfains of 1982; however, grew competitively
w;th 1969 and 1982 strains of El Tor. One classical isolate Qf 1982 survived for
50 days when grown witﬁ an El Tor strain of 1969, These findings suggest that the

classical V. cholerae strains of 1982 successfully compete with the El Tor strain.

They are more toxigenic' than the prevailing El Tor biotype.

Key words: ~Vibrio. cholerae; Cholera
* . T e +

Introduction

The El Tor biotype of Vibrio cholerae was Eirst recognized as a causative

agent of cholera in Bangladesh in 1968 (2). 1In 1973 it replaced the classical
biotype. Despite the apparent ahsence of the classical biotvpe after‘i973, this
Centre continued regular biotyping of V. cholerae strains. In 1979 (11), 1980
and 1981, several strains of classical biotype were found.with El Tor remaining

dominant until August 1982. A case of cholera due to classical V. cholerae was
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found on September 3, 1982. From then onwards, che isolation of this biotype
increased and by the last week of December 1982, nearly 90% of the isolates werg

of the classical biotype.

x L]

The earlier shift from classical biotype to El Tor and the present return of
classical cholera remain an enigma., The current change in biotype provided an
unique opportunity to study simultaneously isolated strains of both biotypes. and

-

“compare them with strains of previous years.to determine what. gave rthe classical

. biotype the capacity to displace the El Tor biotype.

Materials and methods

% "

isolation and tdentification:

Freshly passed stool specimens collected in sterile aglass containers, or

" .obtained by rectal swabs placed in Carry and Blair transport medium, were
o ' '
transferred to the laboratory within an hour. Taurocholate tellurite gelatin

n
¥ » .

{TTGA) agar (14) and Thiosulfate citrate bile salt sucrose (TCBS)

1
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i s

o
o

_éga;f(l3) plaﬁés”ﬁe&b 1noculated'by'sw§bbing the agar surface in a

A3 o
1 B Y i

'cxxculat fashion,over an area of ca., 3.75 cn in diameter. After'
"‘;ﬁ-l K 3
R

inoculating the TTGA plate. the swab was rotated to expose a fresh
side prior to inoculating a TCBS plate The plates were then streaked
with a wire loop to-obtain iseolated colonies. MacConkey and Sahmonella

Shigella agar plates were inoculated similarly to exclude other enteric
bactéria. All the plates were incubated overnight at 37%.
ER R TR SR B '

) ‘.. T
A )

SusPect colonies of v. cholerae'were inoculated into several
medla Kligler iron agar. motility indole urea medium, Mceller's ly91ne

and;ognlthlne;decorboxylases and .the argine dihydrolase media, M-R

V—P'mgdium,'peptoné wééer containinglo to 8% sodium-chloride, and

Andrhée's peFEonl:Wagef‘which.oontainéd 1% mannitol, sucrose, arabinose
orompnnosé.xnf13€né'tQSts were done following the methods of Cowah and
Stééi'(ﬁi; The coloniés were also tested for agglutination with O-group

e A f n

— fl'anq_monospecifio‘Ogawa and Inaba antisera. Biotype differentiation

. w
eas T

'waoiéonéuﬁy §ﬁ?fmodifiéd:tube haemolysis method {20) and agglutination
of 5:5% chiokon egftnrocytes (8). Sensitivity to 50 U polymyxin B (17).
claoéical group Iv{(iS) and E| Tor Group 5 (35 phages was also tested.
Phoge'typingnof the otrafns of classical and {-] Jorbiotypes was done,

'following the methods of Mukerjee (1&) and Basu and Mukerjee {3).

Growth Of the'ciassital and L ﬂh*biotypes of Vibrio cholerae’

-'fo'compénergrowth of the clgssical and -] Tbrstrainé isclated during
the'1982-epidemic=with that of the isolates obtained in earlier years, TweC
strains ‘of each’ biotype isolated in 1969 and 1982 were grown in

.overnight culture using TlN medium (Trypticase, 1l%; sodium chloride,

.
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and dis’ﬁined-_i'oo ml), 'i‘h;e broth was diluted 10'4 with sterile

\
q

aeptone water and' 1 ml amounts were added to 100 ml guantities of the

¢

T ' A R
same medium. prepared in ‘flasks. The inoculated flasks were incubated at

37%. The p;a;ing of loffold dilutions of the cultures incubated tor

' ) £ - B
0,2,4,6,8510,12 apd 2ﬁ¢hours was performed in duplicate on gelacin

agar by spread.p;ating:and,cdlony forming units {cfu) were recorded

L . . a0, ‘ '
folloWing overnightwincubation.
o DR
- . LI

Interactlon between strains of Vibrio cholerae classical and
-bl1}1’biotypes in vitro.;

To determine whether the classicél and {z] Terstrains could bhe
grown together ih.tﬁé same flask culture, two strains of each biotype
{solated in.1969 and 1982 were selected for study. The £/ oY strains
were of Eée Ogawqféggrghe classicai‘the Inaba serovars, respectively.
Overnight growth‘of'éhe ;trains of classical Inaba and i oy Ogawa
Strainé in TiNy brotﬁ were diluted éerially to 10-6 and 1 ml of each
was added tolloélml of, peptone water and incubated at 37°¢. Plating for
viable counts was' done at specific éime intervals for 24 h. The viable
éounts_gére,checkedjby uéing agglutination Qitﬁ monospecific antisera.

In one experiment with a classical biotype of 1982 and £| Torbiotype of

1969, this observation for survival was continued upto 50 days.

Lysogenicxty

‘Thirty strains, 15 of each biotype isolated during the current

epidemic, were examined for lysogenic properties. The strains were grown

in TlNi broth for 5 h,éna then treated with chloroform. The supernaté

was diluted serially 10-fold to 1:100 and one loopful each of the original
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T T g T g o b e

; -;' . i ’
d the diluted lysate was inoculated onto the middle of lawns

.'.‘,4 -h,' .»"

-
B

of individual str iﬁ'

for'toxigenicity testing Five or six colonies were plcked up, following

'c b»;np,*

. d-‘

nedium (16) in SO ml conical flasks and incubated overnight in a Shaklng
!"’- o "l’
water bath (120 oscillations/min)at 37 C. The cultures were centrifuged

: _.»\

at 4- C for 30 min: at 22 , 000Xy . The supernates were passed through membrane

fllters of- o. 22 pm average pore diameter and stored at 20 C:
- . )‘-

W

- Rabbit,ileal loop test This was done following the method of De and

o

Chaterjee (b), as modified by Annapurna and Sanyal (1) and using the

s
" ,.-

aboveﬁcultu;e'filtretes Physxological saline and culture filtrates of

Y

toxigenic\ZJ:chblerae st;ain 5695 prepared simultaneously,served as

A . Y

5 .

negati&e'and»positiﬁe cdntrols,reSpectively. All experiments were

perfo#medﬁiﬁ t;iplieate;

“’-« :“ f

Skin permeability‘factor {PF) This experiment was carried out following
the methods of Craig (5) Dubey and Sanyal (7) using the above culture
'v.q *-—

S

‘ filtrates. -

ST

- LR _:“_'l"-".‘;’. : 1

Titration of. toxin in’ culture filtrates was done for nine and six

v

! .

strains of eacﬁ biotype isolated during 1969-72 and 1979 82)respectively
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The culture filtieﬁes;ﬁere initially diluted to 1:20 and serially diluted
' IR ’
2-fold. To'determieelgﬁé titres, culture filtrates were diluted as required

. Sy , .
and tested again to-measure the nearest end points (BD,)}.

GMlELISH'and CHQ.pelfﬁeesays: GM, ganglioside immunosorbent assay (26)

and Ch;neeeyheﬁeter“ovérien cell . assay (9 ) were done and using 34
: oy :
L 1

culturleiitraeesipieéaredufrom strains of the 1982 set of isolates.

i

Results

4

A total of 4401 strains of V. cholerae Ol were isolated from
f — i
September 3 to December 30 1982 (TableL ). The growth of the organisms

" was readily observed on’ TTGA and TCBS plates. Biotyping revealed that
2620 strains were of the classical and 1781 were of the £l Ter biotype.

of the clasSLCal strains, 2617 were. Inaba serovar and 3 Ogawa, whereas

L

among the El Tov, 783 were Ogawa and 998 Inaba. A steady increase in the

number of weekly’ isola;;ons of classical strains was noted and by the
first week of.Decembeg; the eltor strains constituted less cthan 10% of the

total isolations.

Biochemlcally, t e\étraxns that_uxo 1solated were identified as
V. cholerae Ol, but were late mannitol fermenters. The £l Tor strains

haemolysed sheep'eryt'rcCQtes in tube, but the classical strains did not.
The strains offbeeh;b:otypes were of Heiberg group 1. The classical
strains were.phagéfe;ﬁe 3 ang the ] Ter type 4. A number of the 1 Tov
strains were.lyaegen¥C; but none of.the classical strains were posit;ye

Y
for thig characteristic.
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T

fl

No significant difference was observed between the growth

curves for the qlassical and ‘£l TeT strains isolated in 1969 and 1982.

3

Preliminary étudies of in vitro interactions between the classical and

£l Tor strains SHowed that, when grown together after inoculation with almost
sxmilar number of cells, both strains of the blotypes isolated in 1969

in Bangladesh grew rapidly upto 6 h, but the classical strain lagged by
more than 1 log( By B h, the cla§sical strain was completely overgrown
by the lebr'(TablezT; In contrasﬁ, the classical isolates from 1982
seem to grow together at ‘about equ?l rates, with the £/ Ter isolates of
1969 and 1982 for upto 24 h of observation. In one experiment, where the

curatidn of observatipn was extended upto 50 days, a classical isolate

of 1982 survived équally‘well in the presence of an £/ Tor isolate from

1969. -

"All the strains tested for toxigenicity by rabbit lodp} skin PF,

CHO and GMl ELfSA asSays, were positive. The mean PF titres of the

clasgical and &} For strains isolated in 1969-72 and 1979 82, indicated
that-strains of -the former biotype were more potent toxin producers

v

(Table fi) . The diffe:ences were more obvious for the 1979-82 isolates.
¥

Discussion

It may be recallﬁd that 1968-72 was a tranéitional period, in the

sense thaL the claqsa al biotype was slowly replaced by £} Tor, During

1979-82, especia;ly a;nce September 1987, the reverse has occurred.
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No sfgnificant difference hags been observed to date with respect to the growth

rate of Indivfdué?&dl§qstcal or El Tor strains isolated in 1969 and 1982. However,

competitive growthfgégéies show that the earlier El Tor biotype had a definite
growth advantage‘oveffghe entire classical biotype. Experiments carried out with
the classtc&l Strains-isolated in 1982 seem to indicate that the present classical

biotype ts different from those isolated in the sixties as it can survive with the

El Tor biotype of L969¢and 1982 However, the anture of change in the emergent

classical strainé-haSmno§ yet been identified.

The biochehibal'charactéristics {19) and the phage typeé {21) of strains
belonging to both the ﬁiotypes-isolated during the current épidemic are similar
to those of the earlier classical and El Tor strains, These observations suggest

that they mtghf'have"priginated in Bangladesh,

[

The classical and El Tor strains isclated during the current epidemic were
. 3 .

all toxigenic bﬁ ﬁhe rabbit loop, skin PF, CHO cell culture and GM, ganglioside

assays, v Tltration of toxin produced by both the biotypes indicated that under

"

the same conditions of growth the class;cal stralns of 1979<82 were stronger

'producers of toxin than those of the El Tor biotype of 1969v72 and 1979 82.

u “:.".-i

TCBS medium has been considered very useful for isolation of the El Tor

o

biotype (11} and is widely used throughout the world. However, little is known
regarding its efficacy fn tsolating strains of classical biotype. Iq the present
study, we'wefe aﬁié‘to iéoléte equal numbers of- V. cholerae strains of both the
bxotypes f£rom TTGA Ll2) and TCBS media, indicating that TCBS is egually

: 4
efflcient in £solating V. cholerae strains regardless of thexr blotype
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e e

The 1982 cholera epldemic in Bangladesh was caused by the

re-emergence of the classical biotype of V. cholerae. This new
¢\ tor
classical biotype is able to compete with the - and is more
' zb jor
toxigenic in comparison to the prevailing _biotype and may be

- ™

indigenous to Bangladesh. A continuous surveillance system based on

the biotyping of V. cholerae strains to monitor shifts between

biotypes in cholera in endemic regions is valuable for better

understanding of epidemiology of the disease.

Bangladesh
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Table IL-Weekiyf&solations of Vibrio cholerae biotypes  classical :

and £/ 7or from September -3 to December 30, 1982.

o

"

“eoks | Classicai Fl1or

. _ Ogawa  Inaba Total Ogawa Inaba  Total
03 Segt.vo9‘3ept,. o 19 19 -3 65 96
10 Sépt.-lG.Sééé;‘l o 38 38 27 a4 7
17 Sept.-23 Sep;.)f\ ) 68 68 29 éa 52
24 Sept.—BOVSept. 0 66 66 18 ?37 55
ol. Oct. —O?.Oct;. 0 88 88 43 a1 84
08 Oct. -14 Ogt;  _, o " .117 117 54 ;48 102
15 oct. -21 0ct: | o© 137 137 91 51 142
22 oct. -28 0ct. | o 13 130 71 65 136
29 Oc;..-oa'u¢v; 1 o ° 113 113 77 101 178
05 Nov. fli’nci: 1 o 129 129 85 58 143
12 Nov. -18 Nov. . v 273 274 121" 70 191

" 19 Nov. -257§;6; 1o 286 287 109 76 185
26 Nov. -02 Dec. o 304 304 88 54 142
03 Dec. -09 Dec. | o 236 236 74 23 97
L0 Dec. -16 Dec. o . 202 . 202 40 14 54
17 Dec. =23 Dec. | © 231 231 28 7 35
24 Dec.-30 Dec. 1 180 181 Fl2 6 . 18
3 2617 2620 398 783 1781
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Table JL - In vitro interacﬁion between Vibrio cholerae biotypes
- 1 oted
Ar

classical and _using isolates of 1969 and 1982

Colony forming units per ml

Classical £{7or |[Classical Eil_Tor 1 classical El Tor
.(1969)  (1969) (1982) {1982) {1982) {1969)

. 1
o.6x16-  0.7x10% | 1.9x10°  9.ox1o} | 9.oxlod 1.ixio!

v 3 5
1.0x10 ox10°] 4.9x10°  1.3x10° | 3.2x107  2.1x10

3 4 1 )
.0x10 .8Bx10o ND ND

6

’ . B . 8
O . 3x10 4.Ox108 : 7.2%10 4.1x108

8 8
0 1. 5x10° | 1.7x10° 8.0x10°  6.0x10°

8 8 9
.leog 4.0x10 9 9.5x10 1.2x10

not doqe
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. [ "

Tabieﬁﬂﬂmskfn_ﬁ?ﬁﬁ#tﬁés.of Vibrio choler:: .otypes cl: 3ical
" .and’£LTor ‘strains isolated duri: . J69-72 and 379-82.

. E
AR
C e e s

'} Isoaltion |  Number Mean of
|+ :period of stra’ PF titre
R R .o (reciproca

Biotyp&‘.'

N e
Y. ™

Classical 2 L 7_ 1969e72 o 93.33
o1 1979-82 6 130.00

1969-72 . 61.66
- 1979-82 46.66
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DIRECTOR' REPORT

I am pleased to present an improved Annual Report
for 1982 to the Board of Trustees. The intent was to communicate
what we.are doing more briefly with less scientific jargon to both
technical but especially non-technical people. The editorial staff
have done an excellent job digesting what came to them as technical

material. An expanded financial report including most of the audit

is incorporated as our participating countries and agencies

frequently ask for this.

My introduction to the Annual Report 1982 serves
as my-Director's Report to the Board. I have little to add in this
short statement except to inform you of events of importance since

the end of 1982.

The first is to let you know that two of the
approved candidates, Drs Ivan Cizpar and Bogdan Wojtyniak, will
join our staff this summer or early fall thus strengthening immunology,
demography and statistics. France has agreed to send several physicians
to our Centre this year and World University Services of Canada is
actiQely seeking people for us which will be supported by Canada.

We have had an excellent response to our advertisements,

Our financial position is much improved and will

'\.,,

" be reported on in detail.

We have already had several very important

publications out in 1983 and a partial list of these is available.




T

The first issue of the Journal of biarrhoeal
Diseases Résearch has gone to press and we have sufficient material
now for three issues. We are curfently having to turn down more
than 50% of subilssions. L

A full team is in the field in Damiham, Saudi
Arabia in ouf first major overseas project. I am also happy to
. report that the qréup we had worked with and supported in Kenya
have been sel_ected as one of five principal sites for Clinical
Research by the WHO/COD Programme; the ICDDR,B has been designatad
as the principal Clinical Research Training Centre by this '
Prografme. We will hold a working meeting of the key scientific
staff of all five Centtes at Dhaka in November this year. The
Centre will receive five years of core support from WHO to bolster
this effort.

We have fully implemented the WHO Rules and

pay scales.

The new hospital building is in full operation and
the vacated space is being readied fqr accommodating our most
cramped activities.

We are looking forward to the new scientific staff
that will cofe from present recruitment to infuse addéd dimensions
and enthusiasm into our work.

[
-
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ICDDR,B PUBLICATIONS - 1983

Original Scientific Published Papers, Book Chapters and Review
Articles (including_thOSe_"in'press“‘as confirmed):

Ahmad A, LaBrooy JT, Rowley D. Modulation of antibody responses to
Vibrio cholerae in mice by adoptive transfer to PeYer's patch lymphocytes
from orally immunised donors. RAust J Exp Biol Med Sci 1983 (in press)

Bins MM, Vaughan S, Sanyal SC, Timmis KN. . Invasive ability of Plesiomeonas -
'shigelloides. Lancet 1983 (in press)

Black RE, Merson MH, Brown KH. Epidemiological aspects of diarrhea asso~ - -
ciated with known enteropathogens in rural Bangladesh. In: Chen LC,
Scrimshaw NS, eds. Diarrhea and malnutrition: interactions, mechanisms,
and interventions. New York: plenum 1983:73-86 . : .
Black RE, Chen LC, Harkavy 0, Rahaman ‘MM, Rowland MGM. Prevention and
control of the diarrheal diseases. In: Chen IC, Scrimshaw NS, eds. :
Diarrhea. and malnutrition: interactions, mechanisms, and interventions.
New .York: plenum 1983:297-304 .
Butler TC. Yersinia enterocolitica infection. In: Hunter's tropical
medicine, 6th ed. Philadelphia: Saunders, 1983 (in press)

Chandra RK, Greenough WB III, Guerrant RL, Martorell R, Mata LJ, Warren
KS, Wu C-C. Dbiarrhea and malnutrition research priorities, 1In: Chen Lc,

Scrimshaw NS, eds. Diarrhea and malnutrition: interactions, mechanisms,:
and intervention. New York: plenum 1983:305-8

*

- Chowdhury AKMA. Application of marriage model in rural Bangladesh, J
Biosoc Sci 1983 (in press)

Chowdhury AKMA. Calendar month'improves_fertiiity estimate in Béngladesh.
Rur Demogr (Dhaka) 1983 (in press)

Chowdhury AXMA. Infant mortality in relation to internal migration in
rural Bangladesh. Soc Biol 1983 (in press)

*

Glass RI, Speelman P. Amebiasis and giardiasis. ' In: Current therapy in
infectious diseases. 1983 (in press) . . -

Glass RI, Huq MI, Lee JV, Therfall EJ, Khan MR, Alim ARMA, Rowe B, Gross RJ.
Plasmid-borne multiple drud resistance in Vibrio cholerae serogroup 01,
biotype El Tor: evidence for a point~source outbreak in Bangladesh., J-
Infect Dis 1983 Feb;147(2):204-9 . C
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Glass RI, Svennerholm A-M, Stcll BJ, Hossain KMB, Huq MI, Holmgren J.
Protection against cholera in breast-fed children ... breast-milk. N
Engl J Med 1983; 308 (in press)

Haider K, Hug MI, Ahmad K. Gram negative pharyngeal bacterial flora in
malnourished children with shigelloides. Bangladesh Med J 1983 (in press)

Hossain MM, Glass RI, Xhan Mﬁ, Buq F, ﬂierholzer JC. Outbreak of entero-

virus 70 conjunctivities in Bangladesh -~ 19Bl. Trans R Soc Trop Med Hyg
1983;77(2):217-8

Huq A, Small EB, West PA, Hug MI, Rahman R, Colwell RR. Ecological rela-
tionships between Vibrioc cholerae and planktonic crustacean copepods.

Appl Environ Microbiol 1983 Jan; 45(1) :275~83

Hﬁq MI, Kibriya AKMG, Gl&ss RI. Characterisation of Campy lebacter jejuni
strains isolated from patients suffering from gastroenteritis in
Bangladesh. Asian Med J 1983 (in press)

Hug MI, Sanyal SC, Samadi AR, Monsur KA. Comperative behaviour of classical
and El Tor biotypes of Vibrio cholerae Ol isolated in Bangladesh during
1982. J Diar Dis Res 1983 Mar;1(1): (in press)

[

Hug MI, Islam MR. "MLcrobiological and clinical studies on diarrhea duve to
Plesiomonas shigelloides. Indian J Med Res 1983 {in press)

Kabir 5, Aali S. Characterization of surface properties of Vibrio cholerae.
Infect Immun 1983 Mar;39(3):1048-58

Kabir S. Immunochemicél properties of the major outer membrane protein of
Vibric cholerae. Infect Immun 1983 Jan; 39(1):452-55

Khan MU. Breast feeding, growth and diarrhoea in rural Bangladeshi
children. - Hum Nutr: Clin Nutr 1983 (in press) .
¥han MU, Shahidullah M, Ahmed WU, Barua DK, Begum I, Purification D,
Rahman N. Changes in the trend of shigellosis in Dhaka: family study on
secondary infection, clinical menifestation and sensitivity pattern: 1980.
Trans R Soc Trop Med Hyg 1983 (in press)

. Khan MU, Munshi MH. cClinical illnesses and causes of death in a Burmese
refugee camp in Bangladesh. Int J Epidemiol 1983 (in press)

Khan MU. Diarrhoeal disease in infant and children: epldemiology. In:
Arther E, ed. Pediatric practices in tropical countries. 1983 (in press)

khan MU, Shahidullah M, Ahmed WU, Purification D, Khan MA. EI Tor cholera
epidemic in Dhaka, 1974 and 1975. Bull WHO 1983 (in press)
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Molla A, Molla AM, Sarker SA, Khatoon M, Rahaman MM. Effects of acute
diarrhea on absorption of macronutrients during disease and after
recovery. 1In: Chen LE,  Scrimshaw NS, eds. Diarrhea and. malnutrition:
interactions, mechanisms, and interventions. ' New York: plenum, 1983:
143-54

Molla A, Molla AM, Sarker A, Khatun M. Whole-gut transit time and its
relationship to absorption of micronptzients during diarrhoea and after
recovery. Scand J Gastroenterol 1983 (in press) '

Molla AM, Molla A, Sarker SA, Rahaman MM. Food intake during and after
recovery from diarrhea in children. In: Chen IC, Scrimshaw NS, eds.
Diarrhea and malnutrition: interactions, mechanisms, and interventions.
New York: plenum, 1983:113~24 :

~ Monsur KA, Greenough WB,III. Cholera. In: Conn RB, ed. Current
Diagnosis 7.-1983 {in press) '

Mutaﬁda LN, Kan MR, Atfq N, Kibriya AXMG. Antibjotic-resistant entero-
bacteria in river and pond water in Dhaka. Indian J Med Res 1983 Apr;

77:423-6

Rahaman MM, Wahed MA. Direct nutrient loss and diarrhea. In: Chen Lc,
Secrimshaw NS, eds. Diarrhea and malnutrition: interactions, mechanisms,
and interventions. New York: plenum, 1983:155-60

Rizvi N. Food categories in Bangladesh and its relationship to food
beliefs and practices in wvulnerable groups. In: Khare RS, Rac MSA, eds.
Food Systems of South Asia. 1983 (in press)

Rohde JE, Cash RA, Guerrant RL, Mahalanabis D, Molla AM, Valyasevi A.
Therapeutic interventions in diarrhea. In: Chen IC, Scrimshaw NS, eds.
Pidrrhea and malnutrition: interactions, mectranisms, and interventions.
New York: plenum, 1983:287-96

Samadi AR, Hug MI, Shahid N, Khan WU, Busof A, Rahman ASMA, Yunus M,
Faruque ASG. Classical Vibrio cholerae biotype displaces El Tor in
Bangladesh. Lancet 1983 Apr 9:1(8328) :805-7

Samadi AR, Wahed MA, Islam MR, Ahmed SM. Consequences - of hyponatraemia
aqﬁ hypernatraemia in children with acute diarrhoea in Bangladesh. Br Med
J 1983 Feb 26;286(6366) :671-3

Samadi AR, Hugq MI, Ahmed QS. Detection of rotavirus in handwashings of

attendents of children with diarrhea. Br Med J 1983 Jan 15; 286 (6360) :
188-9 .
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B Abstracts, Letters and Talks:

ygi Akhter SQ. Studies on antimicrobial susceptibility pattemn and presence
7= of plasmids in Campylocbacter jejuni isolated in Bangladesh from patients,
/ carriers and animals. In: abstracts. Proceedings of the 2nd Asian

? Conference on Diarrhoeal Diseases. Calcutta:1983:25

‘ Akhter $Q. Studies on Campylcobacter. In: abstracts. Proceedings of the

3 8th Bangladesh Science Conference, Dhaka:1983:193 '

i Az iz KMA, Hasan KZ, Aziz KMS, Rahaman MM. Behavioural changes in water

;& use following health education in a rural area of Bangladesh.. In:

g abstracts. Proceedings. of the 2nd Asian Conference on Diarrhoeal Diseases.

¥a _ Calcutta:1983:63 ~

Aziz KMS, Morshed MG, Islam MS, Hug MI, Rahim MZ, Chowdhury AA. Bacterio-:

logical study of water in three different locations of the Buriganga river.
| In: abstracts. Proceedings of the 8th Bangladesh Science Conference,

Dhaka:1983:196-7 T

. Aziz KMS, Rahaman MM, Munshi MH, Hasan KZ, Alam N. Shigellosis in Teknaf,
a community baseéd study in -Bangladesh. In: abstracts. Proceedings of the
2nd Asian Conference on Diarrhoeal Diseases. Calcutta:1983:2

Banu NN, Ali SB, Huq MI. Isolation of coliform bacteria in household tank
water in Dhaka city. 1In: abstracts. Proceedings of the 8th Bangladesh
Science Confererce, Dhaka:1983:193, _ *

. Begum YA, Hug T. Studies on the causative organisms reSponsible for
lnfantlle diarrhoea. 1In: abstracts. Proceedings of the 8th Bangladesh
Sclence Conference, Dhaka:1983:197 )

Cook WL, Wachsmuth K, ?eeley J, Hug I. The question of class;cal cholera
{letter). Lancet 1983 Apr 16;1(8329) : 879

Engleberg NC, Mitra AX, Haque E, Chowdhury MK, Glass RI. Dysentery—rplated
deaths in rural Bangladesh. 1In: abstracts. Proceedings "of the 2nd Asian
! Conference on Diarrhoeal Diseases. Calcutta:l983:5

.. 2Faruque ASG, Rahman ASMM. Incidence of diarrhoea in young children of
* ] “rural Bangladesh: role of the others and village practitioners in treatment.
In: abstracts, Proceedings of the 2nd Asian Conference on Diarrhoeal
Diseases. Calcutta:1983:64

Greenough WB,III. Mechanisms of bacterial diarrhoea: where do we go from
here? 1In: abstracts. Proceedings of the 2nd Asian Conference on Diarrhoeal
Diseases. Calcutta:}983:29
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Samadi AR, Hug MR, Monsur KA, Kibriya AKMG. First isolation of Yersinia
intermedia from stool during an epidemioclogical investigation in Bangladesh
Trop Geogr Med 1983 41n press)

Samadi AR, Islam MR, Huq MI " Replacement of IV fluid by ORS in a large
treatment centre in Bangladesh Bull WHO 1983:;61{3):471-6

" Samadi AR, Chowdhury MK Huq MI, khan MU. Seasonality of classical and El

.

Tor cholera in Dhaka, Bangladesh: seventeen years trends.- Trans R Soc Trop
Med Hyg 1983 (in press)

Sanyal SC. Mucosal defense against enteric pathogens. Indian J Pediatr
1983 Jin press)

Saraswathi B, Agarwal RK, Sanyal SC. Further studies on enteropathogenicity

: and pathogenesis of Plasmid shigelloides. Indian J Med Res 1983 {in press)

‘Strimshaw NS)- Brunser 0, Teusch GT, Molla A, Ozalp I, Torun B. Diarrhea

and nutrient requirements In: Chen LC, Scrimshaw NS, eds. Diarrhga and
manutrition: {nteractions, rechanisms, and interventions. New York: plenum

1983: 269-86

Seaton B, Ali MA. Simplified manual high performance clinical chemlstry

methods for developing countries. Med Lab Sci 1983 (in press)

Shahid NS, Rahman ASMM, Aziz XMA, Faruque ASG, Bari MA. Beliefs and
treatment related to Giarrhoeal episodes reported in association with
measles. Trop Geogr Med 1983 (in press) ‘

Shahid NS, Claguin P, Sheikh K, Zimicki S. Long-term complication of
neasles in rural Bangladesh. J Trop Med Hyg 1983 (in press)

Speelman B, Struelens MJ, Sanyal SC, Glass RI Detection of Campylobacter
jejuni and other potential pathogens in traveller's diarrhoea in Bangladesh.
Scand J Gastroenterol 1983;18(suppl.84):19-23

Stoll BJ, Glass Rl, Bahu H, Alam M, Enteric fever in patients admitted tc

a diarrhoeal diseaae hospital in Bangladesh. Tran R Soc Trop Med Hyg 1983
{in press) :

Stoll BJ, Glass RI, Banu H, Alam M. Typhoid fever in patxents admitted to

a diarrhoeal disease hospital in Bangladesh. Trans R Soc Trop Med Hyg
1983 (in press) .

Stoll BJ. et al. The Galue of the stool examination. Br Med J 1983 (in
press) e

Svennerholm A-M, Holmgren J, Black R, lLevine M, Merson M. Serologic
differentiation between antitoxin responses to infection with Vibxio

“cholerae and enterotoxxn-producing Eschexichia. coli. J Infect Dis 1983

Maxr; 147(3): 514-22




PROVISIONAL

ICDDR,B Publications - 1983

Basan KZ, Aziz KMA, Munshi MH, Alam MS, Aziz KMS, Rahaman MM. Medical
consultation prior to death among children in a rural area of Bangladesh.
In: abstracts. Proceedings of the 2nd Asian Conference on Diarrhoeal
Diseases. Calcutta:1983:58 "~ '

Hossain MM, Glass RI, Khan MR. Antibiotic use in a rural community . in
Bangladesh. 1In: abstracts.. Proceedings of the 2nd Asian Conference on
Diarrhoeal Diseases. Calcutta:1983:59

Hug MI, Khan MU. Association of corneal diseases and night blindness with
diarrhoea. In: abstracts. Proceedings of the 2nd Asian Conference on
Diarrhoeal Diseases. Calcutta:1983:37

Islam A. Aspirin as an antisecretory agent: a clinical trial in cholera
patients. 1In: abstracts. Proceedings of the 2nd Asian Conference on
Diarrhoeal Diseases. Calcutta:1983:12

Islam MS, Shahid NS, Haque E. Beliefs and attitudes related to food pre-
ferences and food avoidance during Pregnancy in a rural population of
Bangladesh. 1In: abstracts. Proceedings of the 8th Bangladesh Science
Conference, Dhaka:1983:329-30

Islam MS, Morshed MG, Aziz KMS, Hug MI, Rahim MZ, Chowdhury AA. Ratio of
Escherichia coli and Klebsiella SpP. in sediments of the Buriganga river.

In: abstracts. Proceedings of the 8th Bangladesh Science Conference, Dhaka:
1983:195

Islam MS, Harun-or-Rashid M, Aziz KMS, Hug MI, Chowdhury AA, Rahim MZ. A
preliminary survey of isolation of vibrios from water plants, water and
soil sediments in ponds of Dhaka city. In: abstracts. Proceedings of the.
2nd Asian Conference on Diarrhoeal Diseases. Calcutta:1983:23

Islam MS. Socio-economic differentials of diarrhoea morbidity and mortality
in selected villages of Bangladesh. In: abstracte- . Proceedings of the 2nd
Asian Conference on Diarrhoeal Diseases. Calcutta:1983:69

Kabirx I, Rahaman MM, Ahmed M, Akhter $Q., Comperative efficacy of pivmeci-
llinam and ampicillin for shigellosis in Bangladesh. 1In: abstracts.

Proceedings of the 2nd Asian Conference on Diarrhoeal Diseases. Calcutta:
1983:6 : . T

Khan MU, Samadi AR, Hug MI, Greenough WB, III. Appearance of classical
Vibrio cholerae in Bangladesh: an epidemiological consideration., 1In:
abstracts. Proceedings of the 2nd Asian Conference on Diarrhoeal
Diseases. Calcutta:1983:8 :

Khan MU, Huq I, Rahman M. Aésociation for retinal deficiency ocular
diseases with diarrhoea. In: abstracts. Proceedings of the 8th
Bangladesh Science Conference, Dhaka:1983:296-7
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Khan MU, Greenough WB III. Epidemiology of diarrhoeal diseases in
Bangladesh. In: Proceedings of the International Symposium on Diarrhoeal
Diseases, Osaka, Japan, 1983 (in press)

Lindenbaum J, ed. Annotated Bibliography of Asian Literature on Diarrhoeal
Diseases by Iftekharul Islam, HM Nasirullah. J Diar Dis Res 1983 {in press}

Molla A, Molla AM, Khatun'M. Effect of shigellosis, a colenic disease, on
the absorption of nutrients in the small intestine. In: abstracts.

Proceedings of the 2nd Asian Conference on Diarrhoeal Diseases. Calcutta:
1983:4 S

Molla AM, -Molla A. Effect of childhood diarrhoea on the intake and
absorption of macronutrients (abstract). In: Proceedings of the XVI Annual
Meeting of the: European Society for Paediatric Gastroenterology and
Nut¥ition. Graz, Austria: the society, 1983:64

Molla AM, Molla A, Khatoon M. Impact of oral rehydration therapy on intake
and absorption, of nutrients  during acute cholera in children. In: abstracts.
Proceedings of the.2nd Asian Conference on Diarrhoeal Diseases. Calcutta:
1983:55
Morshed MG, Aziz KMS, Islam NS, Chowdhury AA. Ratio of Escherichia coli
and Klebsiella spp. in the water of the Buriganga river in Bangladesh. In:
abstracts. Proceedings of the 8th Bangladesh Science Conference, Dhaka:
19813:196 .

Rabbani GH, Gilman RH. Comparison of six anthelmintic agents Fasciolopsis
buski infection. In: abstracts.. Proceedings of the 2nd Asian Conference
on Diarrhoeal. Diseases. Calcutta:1983:60 :

Rabbanli GH, Gilman RH, Spira WM. Intestinal £luid loss.in shigella
dysentery: role of oral rehydration therapy (letter). Lancet 1983 Mar 19;
1{8325) : 654 ' T

Rahman ASMH, Al-Mahmud KA, Islam KMN. Haematological values of clinically
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Proceedings of the. 8th Bangladesh Science Conference, Dhaka:1983:303

Rahman ASMM. Time trend in performance of family members and village
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in a Bangladesh community. In: abstracts. Proceedings of the 2nd Asian
Conference on Diarrhoeal Digeases. Calcutta:1983:65

Rahman T, Chowdhury AA, Hug MI. 1Isolation of bacterial pigments and their
antibacterial effect. 1In: abstracts. Proceedings of the Bth Bangladesh
Science Conference, Dhaka:1983:194 :
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Samadi AR, Hug MI. Classical cholera (letter). Lancet 1983 May 28;
1(8335):1228

Samadi AR, Wahed MA, Islam .MR, Ahmed SM. Consequences of hyponatraemia
and hypernatraemia in children with acute diarrhoea in Bangladesh (abstract).
Int Syncpses USA 1983 (in press)

Samadi AR, Hugq MI, Ahmed Q. Detection of rotavirus in handwashings of
attendants of children with diarrhoea (abstract). Int Synopses USA 1983
(in press) ’

Sanyal SC, Alam K, Neogi PXB, Hug MI, Al-Mahmud KA. A new cholera toxin
(letter). Lancet 1983 (in press)

Sanyal SC, Hug MI, Alam K, Neogi PKB, Kabir MI, Rahman ASMH, Islam KMN.
Vibrio mimicus: a neoenteropathogen in Bangladesh. 1In: abstracts.
Proceedings of the 2nd Asian Conference on Diarrhoeal Diseases. Calcutta:
1983:28 :

Shahid NS, Aziz KMA, Rahman ASMM, Faruque ASG, Bari MA. Beliefs and

treatment related to diarrhoeal episodes reported in association with
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TO REVIEW THE FUNCTIONS OF THE PROGRAMME COORDINATION
COMMITTEE : (PCC) AND THE STANDING COMMITTEE (SC)

DIRECTCR'S REPORT Iﬁ REGARD TQ PCC AND SC MEETINGS

The Board of Trustees in its meeting of December 1982 (Resolution
No.1ll) constituted the PCC and its SC. Since then the SC his convened
two meetings, first one on March 6,1983 and the second one on May 15,

1983. The PCC has held only one meeting on May 15,1983.

In the meeting of May 15,1983, the PCC has taken a rumber of
decisions and formulated the operational guidelines both for PCC and

the SC. The draft minutes and the operggional guildelines are enclosed.

While considering the coperational gﬁideline_for 8C, it was felt
thét‘Bangladesh Medical Research Council (BMRC) should have a represen-
tative in the SC. PCC recommends that the number of SC members be 13
of which 10 members will be nominatéd by the Board of Trustees for a
period of three years an the recommendation of the PCC and one member
from BMRC (nominated by BMRC) along with two members nominated by the

_Government.

In view of the above, the Board of Trustees is requested to approve

the following:

1. To approve the number of membership of the Standing Committee
as 13 instead of 1l.

To approve the membership of Bangladesh Medi¢al Research Council

(BMRC) Representative and Joinit Secretary, Population Division in
the existing Standing Committee set up by the resolution of Board
meeting in December 1983, -

To review the operational Guidelines of the PCC and SC,
To note the proceedings of the PCC on May 15,1983 and SC on
March © and May 15,1983,




DRAFT

RESOLUTION / JUNE 1983

RESOLVED: On the basis of the recommendation of the Programme
Coordination Committee {PCC) during its meeting of
May 15, 1983, the Standing Committee (5C) of PCC

consists of 13 members, as follows:
(a) i) 10 members to be recommended by the PCC,
ii) 1 member to be nominated by the BMRC,
iii} 2 members to be nominated by the Government.

(b} That the members of the SC may either be by name or

designation as in case of PCC.

{c} That the Jeint Secretary, Population Wing of Ministry
of Health and Population Control be included as a

member of the sC.




DRAFT

MINUTES OF THE FIRST MEETING OF PROGRAMME
COORDINATION COMMITTEE (PCC) HEID ON 15 MAY
1983 IN THE AUDITORIUM OF IPH, AT 4 P.M.

Members present Members present

Dr,A.K.M.Aminul Hague L7. Dr.aA.X.Khan

Dr.Md. Ibrahim 18. Dr.A.H.M.Abdus Sattar
Dr . Kamaluddin Ahmad 19. Prof. M.A.Matin

Prof. M.Mobarak All 20, Mr.M.K.Anwar
Dr.Shafiqur Rahman 21. Brig.M.R.Chowdhuny
Mr.F.H.Abed 22. Pr.Hajera Mahtab
Dr.Monowara Binte-Rahman 23, Dr.Farida Huq
Dr.A.K.M.S5iddig 24, Pr.Ghyasuddin Ahmed
Mr.Jalaluddin Ahmed 25. Dr.Anwarul Azim Chowdhury
Prof.Nurul Islam . 26. Dr.Abdur Rahman

11. Dr.M.S.Akbar 27. Dr.Atigur Rahman Khan
12. Dr.M.H.Rahman ) 28. Dr.W.B.Greenough

13. Dr.A.T,.M.Hussain 29, Dr.K.M.S.Aziz

14. Dr.M.R.Khan 30. Dr.Stan D'Souza

15. Dr.Mofazzal Hossain 31. Dr.A.R.Samadl

6. Dr.S.A.Akanda

»>

.
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Members absent

Dr.K.M.Badruddoza
Dr.A.K.M.Shamsul Hug
Mrs. Gole Afroz Mahbub
Mr.R.J.Isherwood
Maj.Gen. M.Shamsul Haque
Dr.M.Mujibur Rahaman
br,Thomas . Butler

=~ T U s g S e

Agenda~l: Electicon of President, Viece-President and Member-Secretary
of Programme Coordiration Committee (PCC) of ICDDR,B.
At the outset, Dr.Greenough,Director, ICDDR,B gave a brief bagkground
of the formation of Programme Coordination Committee (PCC) and Standing
Committee (8C). Dr.Aziz of ICDDR,H also informed the members present,
of the informal discussion among the members of the SC that the President;

Vice-President and Member-Secretary of SC may be the same for PCC for




-2 -

efficient operatfion and coordinaticn between these two committees.
Thereafter, Dr.Greenough requested the house to elsct the President
of the Committee. Prof. M.A.Matin, Member, Board of Trustees was

proposed, seconded and unanimously elected as President of PCC.

Dr.Greenough then requésted Prof, M.A.Matin'tﬁ take the Chair.

Thereafter, the Piesiﬁent called for the election of Vice-President
and Member-Secxetary. Mr.M.K,Anwar, Member of Board of Trustees was
proposed, seconded and unanimously elected as Vice-President of

PCC. Mr. Anwar accepted this election and with the permission of

the Chalr, expressed his opinion that the post of Vice-President
should go to a person who is not a member of the Board of Trustees,
and suggested election of another perscn in his place. The President
.appreciated and accepted his views and requested the house to elect
the Vice-President. Accordingly, Prof. Kaquuddin Ahmad was.proposed.
segonded and unanimously eleéted as Vice-President of PCC.. The house,
thereafter, proposed, seconded and unanimously elected Dr.K.M.STh:iz
as the Member-Secretary of PCC. |

Agenda-2: Consider the minutes of the meeting of Standing
Committee (SC) held on 6th March 1983 and 15th May 1983.

The minutes of the meeting cf SC dated 6 March l§83 and 15 May 1983
were circulated in the meeting. The President requésted the Member-
Secretary to read out the minutes and accordingly the Member-Secretary
read out the minutes of SC dated 6 March 1983 and 15 May.i983. aembers
of PCC noted the same and started discussion on the basig of these

minutes for the subjects in the next agenda item.

contd...



Agenda-3: Discuss the draft proposal for operaticnal guidelines
both for SC and PCC.
(a) on the basis of the discussions, the house decided to recommend
to the Board of Trustees that SC should consist of 13 members,

as follows:

i) 10 members to be recommended by the PCC

1i} 1 member to bs nominated by the BMRC

iiid) 2 members to be nominated by the Government

{b} PCC will recommend 1O members either by name or by designation.
The PCC further noted that the members of SC as noted in the
Board of Trustees resolution are members by name and will

serve in their indiwvidual capacity.

The PCC approved the draft operational guidelines both for
8C and PCC with modification which have been incorporated

and attached as per Annexure 'A' and 'B'.

As per Annasxure 'A' recommendations, the PCC recommends that
the Joint Secretary, Population Wing of Ministry of Health and

Population Control be a member of the SC.

Agenda-4: Review the list of all ongeling protocels of ICDDR,B.

The list of ongoing protocols were circulated in the meeting for
kind perusal of the members. The President requested the members
to go through the list and bring up their considered opinion in

the next meeting.




Agenda-S: Evaluvation of activities of
National Oral Rehvdration Programme {(NORP).

¥

Dr.Mofazzal Hossain briefed the committee on the need for proper
evaluation of NORP. Dr.Greenough emphasized that ICDDR,B would
like to do whatever it could for this evaluation. ICDDR,B and
NORP will sit together and f£ind cut the bottlenecks so that a

proper evaluation can be done.
Agenda-6: Miscellaneous.

(a) Dr.Kamaluddin Ahmad asked to strengthen NORP énd requested
ICDDR,B to take up the matter of the epidenic of diarrhoeal
disease and concentrate on the areas of direct relevance to
ICDDR,B objectives. Dr.Greenough welcomed the statemen£ and
mentioned that ICDDR,B cannot do the job a%one and asked

national institutions to take up more activities.

Prof. Nurul Islam emphasized the need of national programmes
_ for dessemination of information, which may help us to combat

the incidence of diarrhoeal disease in epidemic form.

Dr.Md.Ibrahim invited ICDDR,B to join the Government efforts

of Primary Health Care and expressed his opinion that ICDDR,B
should actively jeoin the Training Activities of Primary Health

Care Programme of the Government of Bangladesh.




(d)_ Dr.K.M.S5.Aziz referred to the "Tentative List of ICDDR,B
Collaborative Efforts with National Institutions™, which
were circulated in the meeting and invited any addition

or suggestions from PCC members.

The President thanked the members for their cooperation and clese
the first meeting of the PCC. The meeting was closed at 6.30 p.m.

with a vote of thanks to the-chair.

d




COMMITTEE

e oS OF E FIRST ﬁﬁﬁiihé OP
{SC} HELD ON MARCH &,

THE STANDING °

19583 IN THE

TRAINING LECTURE ROOM AT 3:00 P.M. °

MEMBERS PRESENT:

Pr. Kamaluddin Ahmed
Dr. K.M.S5. Aziz

Dr. M.R. Chowdhury

Dr. W.B. Greenough

Dr. A.X. Khan

Dr. M.A. Matin

Mrs. Gole Afroz Mahbub
Dr. A.K.M. Aminul Haque

Dr. Mofazzal Hossain

MEMBERS ABSENT : *

Two (waiting for gowvernment nemination).

CHATRMAN :

The meeting started under the Chairmanship of Dr. M.A,
Matin, who was the Chairman of the Steering Committee, responsible
for the recommendation of the formation of the Standing Committee.

1t was proposed that following this meeting, Programme
Cocrdination Committee meeting should be held and should spell out
the operating guidelines of both- the Committees (PCC & 5C).

The resclutions of the Board, in full, vwere circulated to
all members present.

Dr. M.A. Matin, Dr. Kamaluddin Ahmed and Dr. K.M.5. Aziz
were elected unanimously as President, Vice President and Secretary
of the Standing Committee.

Item no. 3 of the circulated Agenda dated February 3, 1983:
“Discussion on the proposed collaborative” programme - between ICDDR,B

‘and BMRC (Attachment No. 1)" was taken as Agenda No. 1 and the rest

of the agenda.items were accepted with re-numbering.

Contd...p/2
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ACENDA l‘.”rqhiscussion on the’ proposed.collaboratxve programme'v
betwaen ICDDR,B and BMRC (Attachment No. 1).

Dr. A.K. Khan described the process so far and a document
was czrcalated which ha§ been submitted to BMRC. It was also noted

that a sum of $10,000 were committed to this cell from ;CDDR B Core
funds for the first year.

‘ It was noted that the document will be finalized in the
next meeting of the BMRC. Final decision in this regard will be
taken by Standing Committee in a2 subsequent meeting.

AGENDA 2 : Initiation of research pro.ocols by National Institu-
tions and procedure for secaring funds (including
discussion on USAID Program for Science and Techno-
logy Cooperation (PSTC) as a source of funds
(Attachment No. 2).

In addition to the already circulated attachment no. 2, 3
document no. IGP BSM OOL.003 dated January 24, 1983 was circulated.
Dr. W.B. Greenough explained the possible ways funds could be secured.
It was resolved that these two documents be circulated to all members
of the PCC to share with the Scientists of these organizations for
awareness of the Scientists and for application for research grants
from USAID and WHO. It was also noted that the investigators could
receive additional remuneration from research protocol.

AGENDA 3 : Briefing on the procedures for preparation and review
of protocols in ICDDR,B.

Dr. K.M.S. Aziz described the process of review of protocols
through the Research Review Committee and Ethical-Review Committern.
Dr. Greenough also mentioned that this is a process of strengthening
research proposals for external funding.

AGENDA 4 : Steps to be taken to prepare a running invertory of
work. done in the field of dlarrhoeal diseases and
-related subjects. . :

One method of,preparation of 1nventory is to get an 1nventory
and then get addit;onal input from National Library of Medicine Documentaiios
Centre &BANSDOC. DISC in ICDOR,B should be asked to undertake the
inventoxy for what is going on in Bangladesh.




: Review of the list of ongoing and approved protocols
of ICDDR,B for forwarding to the Programme Coordina~
tion Committee’ (Attachment No. 3},

This attachment (## 1), the list of ongoing and approved
‘protogcols is to be circulated to all the members of the PCC.

AGENDA & : Nomination of one of the members of the Standing Com-
mittee for membership in the Research Peview Committee
and the Ethical Review Committee as per Board of
Trustees resolution No. 13/Dec.’'82(11).

The name of Brig. M.R. Chowdhury was proposed, seconded
and unanimously approved as a member of Research Review Committze.

The name of Dr. Kamaluddin Ahmed was proposed, seconded
and unanimously approved as a member of Ethical Review Committee.

AGENDA 7 : Discussion on the letter of Professor Hefazuddin Shaikh

of Bangladesh Agricultural University (Attachment. No. 4) .

The Chajirman read out the letter of Prof. Hefazuddin
Shaikh. Dr. A.K.M. Aminul Hague explained further the provisions eof
the oxdinance of the Bangladesh Agricultural University in this con-
nection. ICDDR,B has to write to BAU for recognition.

This proposal {attachment no. 4) is sent to the Management
of the Centre to determine whether ICDDR,B will take this up with BAU.

AGENDA 8 : Current status of ICDDR,B collaboration with national
' institutions.

A tentatlve 1ist of collaborative activities, both in

---res%?rch-and training, wag,; circulated This 1ist is to be updated
L L

3'; The'nature of wnrks"column is to give more details about
each oF the activities listed:

Contd...BP/4




AGENDA 9 : Proposals for agenda items for the next Standing

May, 1983.

. the 3C mee

"AGENDA 10

Committee meeting.

. The Secrétary is requested.to write, 3-4 weeks ahead of
the meeting, to-all members asking for propdsed agenda items.

The next Standing Committee should meet in the middle of

Programme Coordination Committee (PCCY will meet {oilowing

ting on the

Miscellan

same day.

T

ecous (Honorarium for PCC members:

It was noted

ICDDR,B, weuld not be

TE.500/= u

The members
er meeting.

the same day, it will

5:30 p.m.”

The meeting

cthat the number o>f 2CC members, 2Xternai ¢

exceeding the
of PCC and SC

However, when
be considered

was adjourned

number of 35.

will receive an honorariun of
rhe two Commictees Wwili ;
as one meeting only.

with thanks to the Chair ac




RESOLUTION 12/DEE, 82 =~ . L
RESOLVED: The Programme-Coordination Committee of the following
cbmpbéit}on'bé established:

Ex-officio members -

Vice Chancellor, Bangladesh Agricultural University
‘President, BIRDEM

Director, Institute of Nutrition and Pood Scierce
Chairman, BARC

Direétor, NIPSOM

Director, BFRP

Executive Director, Bangladesh Rural Advancement

Committee

Chairman, BCSIR ‘

Director, Institute of Public Health
. Vice Chancellor, Dhaka University

Director, NIPORT

Director, MIS

Director, IPGMSR .

Director, Shishu Hospital

Director, Chiidréﬁ‘s ﬁﬁtrition'Unit (Save the
L¢h£33?§n>F“h§)**-

__':;i?,?itiP“N o y

P{Inciﬁé;, Paramegical Institute

Chairman, BIDS

Project Director, Natiopal Oral Rehydration Project

Director, IBS, Raishahi

Direcﬁor, BMRC




Representatives from the Board of Trustoo
Director, Program Heads, including Assourat:

Director, Training and Extension of ICDDR,B.

Ind1v1dual Members~~,w

1. Dr (Brig) M/R. Chowdhury, CMH
' D+ Hajera Mahtab, BIRDEM
‘br'FarYéa Huq;'IPﬂ -
Dr Ghyasuddin Ahmed, NIPSOM
or Anwarul Azim Chowdbhury, Microbiology Dept.,
Dhaka University '
Purther individuals may be co~opted at the discretion of

the Programme Coordination Committee.

An li-member Standing Committee is recommended as follows:-
Dr Kamaluddin Ahmed, INFS
Mrs Gola Afroz Mahbub, BIRDEM-—s MmiS
‘Dr A.K. ¥Xhan, BMRC
pirectox, VORP" o

Dr (Brig) M.R. Chowdhury, €Mi~ ﬂ'F'P+T

Director, ICDDR,B

Dr M.A. Matin (Trustee member)

1

2

3

4 _

5. Dr A.K.M. Aminul Haque, BAU, Mymensingh
6

7

8

9

Dr K.M.S5. lez, ICDDR B (Chairman, RRC)

10 & 11 Government Nam;natxons

RESOLUTION 13/DEC. 82 _ _ _
RESOLVED: The Board approve {following B&~1aws_6f the Programs
Coordinatlon Comm;ttee (pee) :
(1) There would be a bigger body to be named as a
to meet at least twice a year and a smaller bo.t-
a Standing Committee which shall meet at lea.”

once a quarter of the year.




The heads of crganizations engaged in research
in the relevant fields would be members of the
PCC.  Membership of the Commit;ee may be in

the individual capacity or ex-officic. A head
of an organization can permanently nominate a
'sditablé'ééhfﬁt péfSQn from” that institution to
become a member of PCC. Individual wembers

shall be appointed for three years.

The Standing Committee with representatives of
the Government would be formed by the Boardrof
Trustees on recommendation of the PCC. Thers
would be 11 members in the Standing Committee

inclusive of 2 representative of the Government.

A running inventory of the work done in this
field (diarrhoeal diseases and related subjects)
" and of workeérs in Bangladesh would be prepared by

the Standing Committee and presented to the PCC.

The PCC shall identify overlaps between the work
of the Céntre and other organizétions\in the

field of diarrhoeal diseases and relatéh cubjects.

The PCC shall discuss and offer to medlate any
lnter-lnstitutlonal controversy regaraxng
undes;rgb} :overlaps and competition in diarrhoeal

/related subjects.

Lo r

:i-ba supportxve on request of national
institutiﬁns 1n preparatlon of research protocols,
training and in securing funds for apprqved_research
protocols, in addition to preoviding Centne s

facilities for carrying out research as fea51ble

(Protocols apﬁrovgd by PCC or its Standing Committee ®

. L . - s
The Standing :.mmittee will be responsible for
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scrutinizing such protocols either by itself

cr by any other suitable committee(s).

The Resecarch Review Committee o§ ICDLER, B on
approval of ICDDR,B protocols shall forward tho
approved protecol to PCC, so that the Commitiec
can identify and report to the Board actions
prejudicial to the interest of research in
similar fields carried out by otﬁer organizations

in Bangladesh..

The nominated members from the Government to the
Standing Comfrittee will also bo members of the

pCC.

At least 1/3 members of the Committee {(Standing

and PCC)-will form a quorum for the meeting.
There would be 15 days notice for PCC and 7 days

notice for Standing Committee.

The Standing Committee will nominate one of its
membérs Yo ICDDR,B, namely Research Review
Committee and Ethical Review Committee, for

better coordination between these 3 Committees.




DRAFT PROPOSAL ON OPERATTONAL GUIDELINES FOR PROGRAMME
COORDINATION COMMITTEE {PCC})- OF ICDDR,B

In pursuance of the decision of the Board of Trustees of e,

vide resolution No. 13 of December 1982, the following guidelines aze
laid down for better understanding and working of th ProqLammL Toard-

nation Committee (PCC) of ICDDR I

Membership of the Committee:

Membership of the PCC shall consist of the following: -

a}) Ex-officio members from different organizations,
b) There may be individual members,

c) The SC members including the nominated members will be
" members of the PCC.

d) ICDDR,B internal members:
i) Bangladesh members of the Board of Trustees
ii) Director (Ex-officio)

iii) Associate Director, Training & Extension of ICDDR,B
{Ex-officio)

iv}) Programme Heads (Ex-officio).

e} Further individuals may be co-opted at the.discretion o}
the Programme Coordination Committee (PCC), subject to the
condition that the non-ICDDR,B members should not nopwmalls

" exceed 35 (thirty-five).

2. Duration of Membership:

a) Ex~officio members will remain so long as the institutiocn
is represented in the Programme Cbordination Committee (PCC).
A head of an organization can nominate a suitable senicy
person from his institution to act as a member of the PCC,
in case of his inability to accept the membership of the Py,
Such membership will be valid so long the nominated persons
remain with the institution and subject to the condition that
the head of the institution retain the right to rencminate
him, nominate some other person of his institution or he
himself wish to be a member of the PCC, when the Programme




Coordination Committee is reconstitited. In case, a head
of an- institution cannot attend a éarﬁicular meeting of the
PCC due to official preoccupaticn he may nominate a senior
person of his institution for that partigular meeting. For
this prupose prior official intimation willibe required.

b) Individual members shall be appointed for a period of 3
(three) years by the Board of Trustees of ICDDR,B and they
shall hold office from January following the decision by the

board meeting in June, when the board reconstitutes the PCC.

¢} ICDDR,B internal members, by designation, are permanent in
nature. ' '

d) Membership of organizations will be decided by the Board of
“Trustees of ICDDR,B and will) be reconstituted every 3 (three}

yvears,

3. President, Vice-President and Member-Secretary .of PCC

a) The President of the PCC will be elected-from among the
members of the Board of Trustees.

b) If~£he President remains absent dﬁiing a scheduled meeting
of‘PCC,<Vicé—President will preside over the meeting. In
“case, the Membef-Secretary remains absent he ‘may designate
a hember of the’PCC during his absence, to aét as Member-
Secretary. ‘In casé both the President and Vice-President
~are absent, the members present will elect a President for
that mééting. _

4. Meetings

a) The;Proéramme Coordination Committee (PCC) shall meet at

least twiee in a year. The meetings will be convened by“
""" the Mémbar-Secretary of the Coéﬁifﬁee in cdnsuliétibnlgith*
the President of the Cdmmittee, with at least 15 (fifteen)
days notice.




b} The notrce for the meetlng should 1nd1cate the items of;
aganda, tlme, date and venue of the meetxng and sent to
_ the members through Peon Book or by regxstered post, to
" the last known address of the members
¢} The Member—sécretary shall invite itemr ofi agenda from the
members of the commrttee at least 4 (four) ‘weeks prlor to

T

the scheduled date of meetlng

-t . .‘

-

4} The quorum of the meeting shall require presence of 1/3rd

members of the commzttee

.

5. Terms 6f referende of.the'cdmﬁiitee'

The Programme Coordxnatlon Commlttee (PCC) shall act ag advisory
body to the Board of Trustees of ICDDR,B with regard to research works

in the field of diarrhoeal disease and related subjects and ensure the
following:

a) To identify the undesirable overlaps between the work of the
Centre ‘and other organlzatJOns involved in' research in the

aforesaid flelds.

To act as referée and mediate any inter-institutional contro-
versy regarding undesirable overlaps and competition in

diarrhoeal disease and related subjéctsr-

c) To evolve a central mechanism for conducting research in
the field.

"d) To maintain a running inventory of the wark done in the field
of diarrhoeal disease and related subjects, both'by ICDDR,B
and outside institutions in Bangladesh. Similarly, inventory
of the relevant Scientific personnel working in. thosze insti~-

tutions should alsc be maintained.




e¢) To support the national institutions in preparing research
protocols and in securing funds for the approved research
protocols and provide Centre's facilitles for CArrving out

such research works' as feasible.,

To consider - any other related éubjects/responsibilities

assigned by the Board of Trustees of ICbDR,@.




DRAFT PROPOSAL ON OPERATION GUIDELINES FOR
STANDING COMMITTEE OF PROGRAMME COORDINATION
COMMITTEE QF ICDDR,B

+

In pursuance of the decision of the Board of Trustees of ICDDR,B
vide resolution No!’l3 of December 1982, the following guideiines are

laid down for better understanding and working of the Standing Committee (57

1. MEMBERSHIP OF THE COMMITTEE : Membership of the Standing Committee

{8C) shall consist of 13 members, 10 members will be nominated by the
Board of Trustees for a period of 3 years on the recommendation of CC

and one member from BMRC along with two members nominated by the Governrent.

2. DURATION OF MEMBERSHIP:  The members of the SC selected by the 3
Board of Trustees of ICDDR,B will serve a term of 3 years and accordinglf,
the present members of the S5C shall centinue in. office for a perlod of
3 years beginning January 1983. The memberéhip will be on an indivigdual

basis (by name), or by deéignation as indicated.

The Board will reconstitute the SC every 3 years during its June
meeting and start functioning with effect from the lst of January next
year. The old SC will continue to function until the new SC is constitutes

by the Board.

3. MEETINGS:

{a) The SC shall meet at least once a quarter of the year and

meeting may be convened by the Member-Secretary of the Committece

in consultation with the President, SC, with at least 7{seven)

v

days notice.

(b) The Member~Secretary shall invite items of agenda from the

members of the Committee at least 3(three) weeks prior to the

date of scheduled meeting.

b v st i AL e



(¢} The notice for the meeting shall indicate the items of
agenda, time, date and venue of the meeting aznd be sent to
the members of the Commitree through Peon Book or by regis-

tered post, to the last known address of the members.

The members may however propose for inclusion of any important

‘issues as additional agenda item in the beginning of the meeting.

{d} The quorunm of the meeting shall fequire presehce of 1/3rd

members of the Committee.

TERMS OF. REFERENCE OF THE COMMITTEE: The SC shall be m::épons.ible

for the following:-

{(a) Receive report/comments from the Research Review Committee
of ICDDR,B with regard to both ongoing protocols and new protocols

for diarrhoeal disease and related subjeacts.

(b} Compilation of reports/comments in respect of. {(a) above

and submit the same to the PCC for information and necessary action.

{c) To receive ressearch protocols from outside organizations/

individuals {other than iCDDR,B) and submit the same to the PCCi

- with recommendations. including the source of fund, where such

- ~

protocéis have been approved by the RRC and ERC but have not

received funds.

{d) To prepare énd update, from time to time, & running
inventory of the work done in the Field of diarrhoeal disecase
and related subjecfs, both by ICDDR,B and other organizations
in Bangladesh. Similarly, inventory of scientific personnel

working in those institutions should be maintained.

-
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(e) To review and encourage collaborative research, training

and service activities.
(£) To discuss agenda items accepted by the SC.

(g) Any other responsibilities assigned by the Programme

Coordination Committee (PCC}, from time to time.

5. Any casual vacancy will be notified to the Board and the Board

will take appropriate steps.




[Published in the Bangladesh Gazette, Exiraordmary, dated the 9r}z December
1978 )

 GOVERNMENT OF ‘THE PEOPLE’S REPU’BLIC GOF BANGLADESH
* MINISTRY OF LAW AND PARLIAMENTARY AFFAIRS
vl o NOTIFICATION ' ’

- Dacea, the 9th December, 1978, . . <

No, 920-Pub.—The following " Ordinance made by thie President of the
- People’s Republic ‘of Bangladesh, on the 6th December 1978 is hereby pub-
lished for general information :—. :

INTERNATIONAL CENTRE FOR DIARRHOEAL DISEASE RESEARCH,
BANGLADESH ORDINANCE, 1978, ‘ .

" Ordinance No, LI of 1978.
A_:'N B
ORDINANCE

to provide jor the establzshmem of an International Centre for Dzarrhoea!
‘ . Disease Research, Bangladesh

WHEREAS it is expedient to provide for the establishment of an. mternatlonal

* gentre for diarrhoeat research in ‘Bangladesh with multinational scientific- colla~
boration and financial contributions to conduct research in diarthoeal diseases
and directly rclated subjects of nutrition and fertility with specm.l relevance to-
developing countnes and for matters ancillary thereto; ’

Now, THEREFORE in pursuance of the Proclamations- of the: 20th August .
1975, and the 8th November 1975, and in exercise of all powers: enabling him- .’
-in that behaif, the Presxdent is pleased to make and promulgate the followmg

Ordinance:— _

#

1. Short htle and Duratlon —(1) This Ordmance may be called the inter-
national Centre for, Diarrhoeal Disease Research, Bangladesh,

)1 shall.cor_ltmue in force for a period of 25 years.

- Price. 35 paisa.:




2

2. Definitions.—In this Ordinaincs, unless ‘thero is anything repugnant in
the subject or context,— : _

(a) “Board” means the Board of Trustees for the Centre constituted under
section &,

(b) “Centre” means the International Centre for Diarrhoeal Discase
Rescarch, Bangladesh' established under section 3; :

_(¢) “Chairman” means the Chairman of the Board;

(d) “Cholera Research Laboratory” means the Cholera Research Labora-

tory established in Bangladesh under an agreement executed on 15th

. May, 1974, between the Government of the People’s Repu_bhc of
Bangladesh and the Government of the United States of America and

others; - : : :

(e) “developing countries” mean those countries who have been put under-
' this -classification by the, United Nations;

v !.;

(/Y “Dircctor” means Director of the Centre;

(g) “douor” means an agency, organization, or government which contri- -
butes in cash or kind to the Centre; .

(k) “employee” includes regular, contractual and probatioxllers‘ employed
- by the Centre; o _ . : ,

(f) “member” means a member of the Board;

() “officer” includes advisor, consultant and expert: employed by the
Centre; ) L ‘ | 7
(k) “prescribed” means prescribed by by-laws made under this Ordinance. -

.

3. Establishment and Yncorporation of the Centre.—(J) There shall be an
international centre to be called the “International Centre for Diarrhoeal Disease
Research, Bangladesh” for carrying out the purposes of this Ordinance. -
oL . ) ' . }

* (2) The Centre shall. be a body corporate having perpetual succession ‘and

- .common scal with power, subject to the provisions of this Ordinance, to
acquire, hold and. dispose ‘of property, both movable and - immovable, and shall

by the said name sue and be sued. . : _ ‘ -

’

(3) The Ceotre- shall be an autonomous, - international, philanthropic, ‘and
non-profit cemire for research, education ang training as well as clinical service. - -

" 4. Headguarters of the Centre.-;(l) The Headquarters of the Centre éhal]' -
be at Dacca, o : ‘

(2) The Centre may establish such ‘subsidiary offices of research stations as
may be decided by the Board as being necessary for effective conduct of its
programme- subject to the approval of the respective governments.
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S, "Aims and objectives of the Centre.—(1) Tl}é,aims and objectives of the

- Centre shall "be: - : : .
(a) To function as an institution to undertake and promote study,
research and dissemination of knowledge in diarrhoeal diseases and

directly related subjects of nutrition-and fertility with a’view. to deve-

loping improved methods of health care and for the prevention and
control of diarrhpepal diseases and improvement of -public health pro-

grammes with special relevance to. developing countries. - = .,

(b) To provide facilities for training to Bangladeshi and other nationals in

- areas of the Centre’s competence in collaboration with national and

international imstitutions, but not to include conferring of ‘academic
degrecs, o - e Yoo

(2) In fulfilling the above aims and objectives, the Centre shall have respon-

sibilities: ‘

" demiological and survey ‘research, field investigaticns,” demonstration

. projects; within - the applicable laws and regulations, or concurrence

- where necessary; of the Government and other countries where it may

" be appropriate; to hold meetings add to arrange lectures, - seminars,

-+ cal medicine, epidemiology, basic medical sciences, bio-statistics
demograpby, fertility and othier social sciences relating to - studies of

as .the studies.

papers on the studies.

*{¢) To establish and maintain contact with scholars and their work on the
- . studies through collaborative studies, seminars, exchange of visits or
otherwise, " :

(d) To undertake studies on behalf of or in collaboration with other
~ ' Inslitutions, ' -, . )

~ libraries, reading rooms, scienfific . equipment and “instruments, as
well as vehicles, boats and other transport for its proper functioning,

{f) To cosure the rights and oinortun'ities of Bangladesh scientific person-
nel lo participate in the programme and activities of the Centre,

(g) To underlake & systér_natic staff development programme,

(h) To institute fellowships for different categories "of professional wor-
kers on the studies. ‘ . , =

" (a) To conduct clinical research, laboratory aix_d‘animal experiments, epi- -

discussions and conferences, both international and national, on clini-

roa

diarrhoeal disease control and public health, in this section rcfe'r_red ..

(b) To publish books, periodicals, reports and research and working -
s . . &

{(e) To maintain hospitals, clinics, laboratories, animal fcsearch facilities, -

(i) To create within itself, from time to time, branches, divisions, scciious
and other units for proper and efficient conduct of the activitieg of tha
Centre in different ficlds of the studies ’

(3 To accept endowments, gifts, donations, grants, other funds, payments
for-services and to earn income. : ’

_ (k) To take such other actions as may. further the aims and obj'ec;tiv'es.-:“ot'
the Centre, ; ‘ : ST
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6 ‘Inteﬂm ln!emaﬁonal Committee —(I} There shall be an Tnterim Inter-
national Committee for the purpose-of assisting in the establishment of the
Qentre. The -interim Committee shall’ consist of the United Nations Develop-
-ment Programme which shal] be 1ts Chairman and the following mmal members, -
‘pamely;es. ‘ _ _

a) .the Government of Australm =
! (b) the Government of Bangladesh . ) S
' J(c) the Governmiént of the United Kingdom; R o
{d) the Government of the United States of Amenca, - S
(e) the Ford Foundation; . S .
- {f) the Interpational Development Researoh Centre, . ey
{g) the United Nations Fund for Populanon Acuvmes,
* Kh) 4he’ United Natlons Children Fund; and .
i) . tlhe World Health Organisation,

. .

"(2) The ‘Chairman of the. Interim Committee’ may invite any other Govern-
'mént oi Organisation to become members of the. Imenm Co:mmttee or to attend '
its mieting as observers. - :

" () '"The Tterim Committee shall functlon through the representatwes of lts
members, It shal] meet at the call of the Chairman and shall conduct its,busi-
ness -at such: meeting. The.decision of a meeting shall be taken ‘either by con-
seasus or by a majority of votes of the members. present and woting, including
the Chairman, each member having cane vote. Majority of the members of the -
Interim ¢ Comrmltee including its Chairman shall ‘constitute 2 quorum. ~Subjcct

- to ithese provisions, the business of the Interim Committee shall be regulated by
thc rules of procedure ‘adopted by it . \

. “(4) "Unless otherwise decided’ by the Intenm Committes the Secretariat of the

Tnterim Committee shall be located in thc premises of the Cholera Research
‘Laboratory. _ :

«(5)The. ﬂntenm fCommlttee shall * take “steps” for the estabhshment of the
‘Board.  For.this, purpose it shall elect not less than_seven nor more than eleven
“mienibers for ‘the first, Board. to be. constituted under this Ordinance, It shall

also specify the date on which the ﬁxst Board shall assume its funcuons undér
this Ordinanca. .« K t b '

(6) The Iriterim Committée shall stand dissolved on the day on which. the
Board holds its first meeting, unless the Board by a Resolution continues the
existence of the Interim Committee for’ such penod -and for the purposwas may
Jbe. .specxﬁed in the Resolution,

Ce C St - [

7. Poweys and F\mctmns :of the Board (1) The!.general du:ectlon,

. ‘matiagement and administration of the affairs of the .Centre shall vest in' the

- Board which shall have full authority to determine and execute the policies and
-undertakings iof the. C:nt;e within* the f:a.mework of tbu Ordmance
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(2} Without prejudice ‘6 the gemefality ot ‘the fOrEgomg pro\nsmns, the
‘Board shall, in particular, - have power- -

a) to exefcise general supemswn over the affairs of the Centre; |, .,

(b) fo approve courses of studies and research work and other feldted
.activities to be conducted in"the Centre in broad outlines;

' (c) to approve the plan, programme.and o;ga.msatxon of the Centre;_

(d) to authorize the Centre to request and ‘feccive. grafifs-in-aid from aid-
- giving agencies, Governments and ‘other mshtuﬂons, with mtlmatmn
of such receipts to appropriate governmental agenmes,

(e)to authorize the -Centré, if and when necessary, to borow . money or_'
raise loans inlaccordance with the applicable laws and. regulations .of
the countnes m whlch the funds are being scught;

. () to select and’ appomt the Director and terminate his services;

(g) to approve estabhshment of all international level positions in the .
Centre and approve the appointments of persons to these positions, and -
" in its description, delegate to the Director authority to appomt pérsons
'to other staff positions;

(h) to determine employment policies. and practices of the Centre;
(i) to éxamine anid approve ‘the" budget for the Centre; and - 4

(/) to do and perform all other acts that. may ‘be considered neceséary.'
suitable and proper for the attainment of any or ‘all of the _purposes,
4 b .activities and.objectives for .which the Centre is. estabhshed 1y

*

teig h1

8. Constllutlon of the Board.—(!) The Board shall consxst of sixteen

" members who shall serve in their individual capacity ‘as follows*a-— TR g
P ko
(a) three members nommated by the Government ;

¥ (b) a member nommated by the Duector-Genera.l of tho World Health
Orgamsauon, .

(c) ke Director 6f the Centre, and - w L .

(d) eleven members at large who shall be -chosen initially by ‘the Tnterim -
Cominiittee, " com émsmg as members of, the Interim Committee those
governments  an orga.mzatlons under sub—secuons (I) and (2).

of ‘section 6;
(2) ‘At any givén time, no country shall liave: paore- than two menbers except
for Bangladesh ‘under sub-sectioni{2). . . . b o

(3) At any given time, the Board shall be 50 composed that, not countm
the members nominated by the World: - Health Organisation, more ‘than 50%
thust come from the developing countries, including the -members nominated by
Bangladesh, ‘and not less than one-third from developed countries. Thie Director
shall te counfed as coming from the developed or developing countries. depend-‘ :
ing upon natlonallty

(4) The members shall be individuals quhﬁed to serve by tcason of smcntlﬂn.
research, administrative or other appropnato expenence ‘

¢ e m.v'
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(5) ‘Except for the Director, all members shall be appointed to fill three-year
- terrms, except for members of the initiai Board. In the iwual Board, all members
excepr lie pirector shatl be divided mio three classes Ol approximalely equal
numbers, these classes serving terms of one, two and three years respectively. The
Board shali decide how many members shall be in'each class, and the members -
of each class-shail be ¢hosen by lot. B : "

(6) Vacancies in seats of members at large shall be filled by the Board".j
A member appomted to a vacancy arsing from a cause other than the noymal
explizuon OL a Lerm shall serve for the remainder of the term ol tbe memoer
being replaced. No member may serve more than two consecutive three-year
termg or portion thereoi, excepl thar a member serving a term of less than
tiuee yews on the uniial Board may. serve .Iwo comseculive liree-year Lgrms

immediately thereafter. :

; -9, -The Chairman—(I) The_m::ml'aers 'shall elect one of ti;em except the
Director as Chaxtmam_.'fo]r a term to be ‘d‘ewrmjned' by the Boarc_l.

(3) The Chairman shall preside ovér the Board meetings. |

(3) In the ‘absence of the Chairman, the members -present may appoint'
one of them ag the Chairman tor thay meecting: T . -

10. Meetings of the Board.—(J) The meetings of the Board shall be
held at such time, place and manner as may be prescribed:. A majority of the
. siting membership shall constitute a quorum. . L

_ (2) .Except for the first year, atleast two mettings of the Board shall be held
/in one calendar year. o - . .

(3) In the meeting of the Board, each member shall have one vote, but in the
event of equality -of votes, the Chairman shall bhave the second or casling vote.

' . e - N
11. Validity of Proceedings.—(/) No act or proceedings of the Board
ghall be invalid merely on the grounds of the existence of any vacancy.in or
. defect in the constitution of the Board. A vacancy in the Board or a temporary
absence of a member for any reason shall not impair the Tight of the ‘remaimng -
members to act, . ) ' : : :
" (2) All .acts done by a_person acting in good faith as the ‘Chairman’ or
memuoer shall be valid, notwithstanding that it may afterwards 'be discovered
that his appointment was invalid by reason of any defect or disqualification or
had terminated by virtue of any provision of law for the same being in force;
but, nothing in this section shall be deemed to give validity to any act of the
' Chairman, member ‘or Director after his appointment has been shown to be

invalid or to have been terminated. -

- 12, Committees.—(I) Thé Board may designate an Exceutive Committee
‘of its members who shall have the power to act for the Board in the interim
between Board meetings on all matters which the Board delegates to it. The .
Director and at least one of the Bangladeshi members shall serve as members

.of the Executive Comumittee. ‘ _ R
2). 1l interim actions of the Executive Committee shall be reported to the

‘Board at its next subsequent meeting,
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(3) The Board shall.. convene, at least once in two years, an- external
Scientific Review Committee from developing and developed countries of such
numbers as the Board may decide for the purpose of carrying out a technical
review of the scientific progrommes of the Centre. :

(4Y The Board shall create a Pfogramme Cd-c;rdination. Committee for the

purpose of co-ordination of research in Bangladesh and may create such other
standing cominittees or ad hoc conunittees as may be deemed necessary for
carrying out the responsibilities of the Centre., The Centre shall be supportive
of, and aveid actions prejudical to, the interest. of research in similar fields
carried out by other organizations in Bangladesh. A standing committee with
representatives from the Government shall be set up for the purpose of co-
ordinating rescarch by the Centre with that of other organizations specifically
in fertility and related ficlds in Bangladesh. .

" (5) The Board shall authorize the creation of an Bthical Review ‘Committee
with representation from the Bangladesh Medical Research Council, '

(6) The Board may delegate ifs functions é.nd powers to such committeén §
as may be prescribed. . o - o

- (7) The powers, ,tunctio'ns and dutieg of diﬂ'erém committees shall be such
as mmay be prescribed. ) : : T .

13.  Pirector.—(1) Thq Centre shall be adnﬁpiste'réd by a Director who
shall be selected and appointed by the Board for ‘a term of three years which
may be renewable for another term. - . o

; (2) The Director shall be the Chief executive of the Centre and subject to
. the provisions of this Ordinance. and the by-laws made thereunder, he shall
administer and manage the affairs and funds of the Centre. - o

(3) The Director shall be resvonsible for implementation of the 'd_e;:islom.z o

of the Board in difecting, condycting and carrying out research and other acti-
vities of the Cenire. } '

(4) The Director mav be assisted by a Deputy Director who shall be
selected and appointed by the Board, in all -matters assigned to him by the
Director and shall act ag the Director. during, the Director’s absence, serving as
Y mteﬁnb%r ofc'lthe Executive Committee but not assuming the seat of the Director
on the Board. . . e . .

14.  Salaries, etc.—(!) Persons including- Bangladeshi nationals appointed to -
- the international level positions of the Centre by the Board shall receive the -

same privileges and salaries for equivalent- positions; restrictions on' pay and
allo;yanbcies imposed by the Government upon its mationals shall not be
applicable, : & ' g

(2) Salaries and "cr_no]uménta of non-international Tevel posiﬁéns should b.e"
comparable to those paid by. the United Nations organizations in Bangladesh.

15. Indemnity; The Chairman, members, Director, officers and emplo ees
shall be indemnified by the Centre against all losses and expenses incurlr)edyby
- them In or in relation to the discharge of their duties,*except such as have been

caysed by. their wilful act of default or negligencs. '
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16. Publle Servant.—The Chairman, members, Director, officers and em-

ployees shall while acting or purporting to- act in pursuance of any provision of

this Ordinance or by-laws made thereunder, be deemed to be a public servant
within the meaning of section 21 of the Penal Code (Act XLV of 1860).

17. Fund.—(1) The Centre shall have its own fund which shall consist of—
(4) grants made by the Government; ) : )

(b) grants and contributions from other governments and their agencies,
international "organizations and private organizations; o

(¢) gifts and endowments; '

(d) sale proceeds and royalties of publications; -

(e) income from research and contractual undertakings; and
(f) other sources.

(2) All funds of the ‘Centre shall ordinarily be kept in. any natiopalized
Bank or Banks in Bangladesh as approved by the Board. - : : _

18, Accounts of Receipts and Expenditure.—YI) The Director shall
maintain the accounts of all receipts and expenditures of the Centre in the manner
"as may be prescribed and such accounts shall be audited annually by Chartered
Agcountants as may be appointed by the Board in. this behalf, a report of which
shall be submitted to the Board. ~ . :

(2) Copies of such audited reports shall be supplied to the donors. -

* 19.. Annual Report and Statement of Acconnis.—The Director shall, as
soon after the end of every financial year as may be directed- by the Board,
.prepare for the Board an annual report of the working of the Centre and a
statement of receipts and expenditure of the Centre. Following the approval
by the Board it shall be circulated to the donors. .

20, Fxemption from Labour Laws.—~(7) The Centré shall be exempted. .
from- the labour laws in force in the couptry. It shall be governed by its own

by-laws as may be prescribed.

(2) The Centre shall not be construed as a “shop”, “commercial establishe
ment”, “industrial establishment”, “factory” or “industry” within the meaning
of the Shops. and Establishment Act,- 1965 (VII of 1965), the Factories Act,
}ggg) (IV of 1965) or the Industrial Relations Ordinance, 1969 (XXIII o

T o - : oo

21. Exemption from tax, rate and duty.—(/) Notwithstanding anything
contained in any law for the time being in force relating.'to any tax,
rate or duty, the Centre shall not be liable to pay any tax, rate or duty other .
than those paid by any other person in respect of any movable or immovable
property which the Centre purchases or otherwise acquires from such person
and other than those payable in respect of public utilities like water, gas, elec-
tricity, telephone and municipal rates. _
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.+ -{2) All non-Bangladeshi experts, technicians and research scholars employed
by the Centte and working in Bangladesh for the furtherance of the objectives of
the. Centre shall be exempt, notwithstanding the provisions of the Income Tax
Act, 1922 (XI of 1922), from payment of income tax in respect_of any salary
or other remuneration received or deemed to be received by them or accruing
or arising, or deemed to accrue or arisc in Bangladesh to them; if such salary
or other remuncration of the person is also exempt from the payment of tax
in the country of his domicile or permanent residence and evidence in respect
. of the. said exemption is produced to the income tax authority concerned in
Bangladesh. Such person shall also be ‘accorded privileges for importation of .
personal and “household effects and articles for consumption free of customs-
" duty and sales tax 'as are accorded, under laws and regulation in force from
time to time, to the expatriate -experts, technicians and consultants working in
‘Bangladesh under international agreements. K o -
22, Immunities and privileges of officers and employees.~—~The Chairman,
‘Trustee, Director, Officers, and eniployces— . ,

(a) shall be immune from any legat process with respect to any acts per-
formed by them in their official capacity except when the Board or thé
Director  waives their immunity, which should be -reported to the
Board; and ‘ o :

(b} those who are natiohals of countries other than Bangladesh, and their-
spouses and dependents, shall’ be free from immigration testrictions,’
other than normal visa requirements, and alien registration require-
ments in accordance with the laws and regulations of the Government.

23. Immunities and privileges.—() The centre, its property .and assets '
wherever located and by whomsoever held, shall enjoy immunity from every
“form of judicial process except for criminal offences for which the Board or the
Director expressly waives its immunity for the ‘purpose of any proceeding.
Such. action 'shall be reported to the Board. ‘ B

" (2) ‘All property ‘and assets of the Centre shall be free from any restric-
tions, regulations,. controls and moratoria of any nature to the extent it is
necessary to carry out the objectives and functions of the Centre effectively.

R E)) Subject to national and international laws and regulations, the Centre
‘shall ‘be entitled to novement of biological materials in and out of the country.

24" Waiver or Immunity, Exemption ‘and Privileges.—The Board may
waive any of the privileges, immunities, and exemptions: granted under this
‘Ordinance in any particular case or instance, in such a manner and upon such

conditions as it may determine to be appropriate in the best interest of the
‘Centre. o '

25, Free_' gublicaﬁon and disscmination of research.—(7) The Centre shall :
enjoy the privilege of free publication and dissemination of its research and
_other scientific work. . T

(2) All research materials and 'scientific results shall be treated-as property
of the Centre” and shall not be used, published, duplicated or transferred - for
private advancements or other material gains or used by any other institution
without express approval of the Centre. o

.
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. 26, Pateuts and Copyrighis.——(J) The .Gentre shall .enjoy full nghts of
patents and copynghts with respect .thereto under-Bangladesh and forelgu laws.

[°(2) 1t shall be the respon51b1hty ‘of the Board to ensure ‘that appropriate
arrangcments are made concerning the public’ availability of patents, licences,
-gopyrights and: the hke anSmg from _the *Centre’s sclennﬁc results and
dxscovenes ) ) .

Cy-

' . 27. Benevolent fund ~—The Centro may. establish benevolent fund for its
ofﬁéers and employees for the purpose of providing welfaré amenities and facili-

"’ ties for thieir betterment and development and the same shall be regulated in the
‘manner as may be prescnbod .

i \28: Power to make by-laws. —The Board may make by-laws for. canymg :

out the purposes and provlsmns of this Ordinance.

' 29." Government snpport for faciliies.~The Government may _ provide
facdmes and privileges to the Centre for its proper deveIOpment and expans:on
including lease of land at nominal or no rent. -

LS I T !

' 30. ' Dissolution of the Chokera Research Laboratory.--On the commence-
ment of this Ordinance, the Cholera Research Laboratory,-in this section referred
to as the CRL, shall notwithstanding anything contained in.any other law for the

fime being in’ force or in any other instrument or -in the agreement under which

lt was estabhshed stand dissolved and upon the such’ dlSSOlUthIl——

(a) all assets and liabilities of the CRL shall staud transferred 10, and
‘vested in, the Centre. . +

. Explanatzon ~—(i) The term “assets” includes all nghts powers, authontl&c
and privileges, cash and bank balances, grants and all other interests
-and rights, I or arising out of, such property and all books of accounts,
registers, records and. all other documents or whatever nature relatmg
thereto; and all propertics, movable and immovable which were owned,

“used and or possessed by the CRL othm' than land and buﬂdmgs
_ thereupon wherever they may be situated. :

i . (ii) The. term “liabilities” shall be limited. to all obllganns to claims

“ . on behalf of ex.cmployees of the CRL at the time of disselution for

' ,‘compensation or under existing. employment agreements ‘or other
" contractual arrangements and vendors of goods and services to the CRL.

(b) all . officers, employees, consultants advisors, and other sta[f of the

CRL shall hold their respective offices on the same terms .and condi-
tions and with the same rights and privileges which were enjoyed by

them immediately before the commencement of this QOrdinance and

shall continue to do so until the same are duly altered by the Board.

31. Valioation, etc.—Notwithstanding the dissolution of the Cholera Research

Laboratory, anything done or action taken in good faith in or in relation to

the Cholera Research Laboratory before the commencement of this Ordinance

shall be deemed to have been validly done or tiken, and shall have.and shall

be deemed always to have had effect accordingly, and shall not be called i

quesuom in any court, except those currently ader. ad]udicatlon
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32, Disselution.—(I) At any time that the Board may determine by vote of
-not less than three-fourths of its sitting members, whether or not present and’
voting, that the Centre is no longer able to function effectively or is no longer
Eeguired, the Board may recommend to the Government the dissolution of the ,
Centre. .- - S ' :

(2) In the event of dissolution, any land. or other assets made available to
‘the Centre by the Government, and permanent fixed capital improvements there-
on, shall revert to the Government. The other assets of the Centre shall be
retained by the Government and by other governments where assets distributed
to institutions ‘having purposes similar to Goverament or otheér governments
where appropriate,” and the Board. _ . -

, ZIAUR RAHMAN, Bu-
: Dacca; - . o MaJOR GENERAL,
The 6th December, 1978. - i .. President. -

A. K. TALUKDAR
‘Deputy Secretary.




{Published in the Bangladesh Guzette, Extraordinary, dated the 23rd .December 1978]
GOVERNMENT OF THE PEOPLE’S REPUBLIC OF BANGLADESH

MINISTRY OF LAW AND PARLIAMEN’IARY AFFA[RS
CORRIGENDUM

In thc International Centre for Diartheeal Disease Research, Bangladesh
Ordinance, 1978 (Ordinance.No. LI of 1978), published in the Bangladesh
Gazette, Extraordinary, dated the 9th December, 1978, at pages 6285—6295,—

(1) At page 6285 in. secnon 1, i line 1, for‘ ‘international” read
' “Internauonal’ .

(2) At page 6289, in section 7, in clause 2, in sub-clausc (g), in line 3,
for “descnpuon read “dlscrenon

(3) At page 6289, in section 8, 'in clause (4), in line 'l, for “quliﬁed"
: read “quahﬁcd” : :

(4) At page 6290, in section- 10 m clause (2), in line 1 far metungs
read “meetings”; - _ )

(5) At page 6291 in section 12 in clause (3), in the last lme, ior
“progrommes” read * programmes ;

(6) At page 6294, in section 31, in liue 1, for “Valioation” read
“Vahdauon", - e

' (7) At page 6295, in section 32, in clause (2), in lme 3, for the words

“The other assets of the Centré shall be retaincd by the Government
and by other governments where assets distributed to institutions having
purposes similar to Government or other governments where appro-
priate,- and the Board”, read “The other assets of the ‘Centre shall be
retained by the Govérnment and by other governments: where assets
are located, and used for similar purposes of distributed to institu-
tions havmg purposcs similar to those of the Centre as may be agreed
bétween the Government or other govemments where appmpnate and .
the Board of Trustces”, _

A. K TALUKDAR
_D‘eputy Secretary.

BGP-T8/79-6976G-5,765—27-12-78. L . .
: - Price; 10 paisa, : ) |
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RESOURCES DEVELOPMENT

v .

The ReSOurceq Development Programme of the ICDDR,B has continued to

respond positively to the increaSLng financial needs of the Centre; che

o budget. which was $3.3 million in 1979 has increased to an income of

-li §7. 0 milliov over a short gpan of five years. This represents an income

$

of growth of over 100%. i

‘in e.werld_wherereYeilability of funds has become highly elastic

ro pqlitical.considerations and deterioratiné finantial‘conditioné; obtain~
ing coumitments from donors,Iboth'enisting“and ﬁe&; nas.ﬁeen a véfy'execting
exercise. The world-wide uncertain financial conditions are forcing ‘donors
not only to tighten, their belts. but a §0 to Scrutinize their aild budgets '
ever more closely and divert their priorities Coupled with this fact, the
competition among the international organizations for the shrinking multi-
lateral funds is becoming nore and more intenae. ICDDR B has thus far .
succeeded. in maintaining its lead over others in thia race, ‘and we hope will

continue to do so in the futuxe.

Success of the Resourcee Development Programme has been primarily due .

to our highly aggressive campaign to draw international attention to the

ICDDR,B, as a resource that holds the key to the solution of ‘the global

scourge of diarrhoeal diaeases. During the curreut repoxting period. we

have actively followed up with out existing donors and have pursued new

‘sources of funds.

- HEW COMMITMENTS

I am pleased to inform you, Mr. Lhairman. that during the first half
of 1953 the Centre received an important new financial commitment in the
amoun® of US $350,000 from the Arab Gulf Fund. Furthermore, ICDDR B has
now become a “listed projeet“ with them and hopefully we will receive

Civee ir SUPPOTE in 1984 and beyond.

in late 1982 ICDDR B had applied for the residual funds remaining in
now defunct United Nations Relief Operations in Bangladeah UNROB. Both




™
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UNDP ag the executing ageincy of this fund and thie Goverrimént 6f Béﬁgladééh
agreed to release thig fund to ICDDR,B, tﬁen'estiméted at US $1.0 million.
This money was to be made available to the Centre for providing services
exclugively in Bangiadesh.

Although UNDP insiated that the. UNROB fund be created as an outright
grant, the Government of Bangladesh found it wmore expedient to treat it
as a loan, With the concurrence of the Board. we agreed to accept this
money as an interest~free loan. Subsequently an agreement was signed with
the Government of Bangladesh and an amount of US $1.182 million was released
to the Centre in May, 1983,

We would like to extend our gratitude to the Government of Bangladesh
for making this money available to us at a time when the Centre was experienc-
ing a rather difficult cash-flow problem. ICDDR,B is a non-profit organiza-
tion, and the UNROB money is being used exclusively for delivery of health
services in Bangladesh and for providing treatment to 150,000 patients who
vieit the ICDDR,B treatment centres every year. Therefore, we would like

. to suggest that the Board of Trustees pass a resolution thanking the Govern-

ment of the People's Republic of Bangladesh and requesting the Honorable
Minister of Health and Population Control, Major General M. Shamsul Haq,
to kindly take up this matter with the Government for comversion of this
loan into sn outright grant.

In 1982, the world experienced serious currency fluctuation, with most
currencies sliding negatively against the US dollat;m Commitments made in
currencies other than the US dollars, such as the pound sterling, Swedish
Kroner and the_Australian dollar, fetched fewet US dollars than originally
estimated. However, the fluctuation of the Bangladeshi taka against the
Us dolliar resulted in a net galn for the Centre which amounted to US'$ 0.48
million. This extra b“dngfTY amwount is being carried over to 1983.

é

Mr., Chairman. our request for the regidual UNROB fund in 1982 was for

the purpose of meeting a reaource gap in the amount of US $1.0 million.

e
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However, the amount disbursed to us in May this year was US $1.182 million.
But due to exchange fluctuations, the actﬁal amount réceived in Bangladesh
tuka was equivalent to US $1.5 million. This extra budgetary US $0.5
million has also been added to the income of 1983.

. A new source of income.for the Centre this year will be rhe Saudi
ron project. The project will enable us to cover our overhead costs
»t 7180 to shift some of the core staff to the project. This will result

n saving of US.$150,000 to our core fund.
L ..

The Centre began discussions with UNICEF, with whom we share mutual
objectives. As a result of these discussions a proposal was submitted to
them for their support to our core fund. This proposal was also endorsed
by the Government of Bangladesh at the recent meeting of the UNICEF
Executive Board. Prior to this meeting, we held detailed .discussions with
Mr. James Grant, Executive Director, for UNICEF suﬁpott. Mr. Chairman, as™
you are aware, the UN system has again suffered drastic shortfall in their
funding for the current fiscal year. In view of this development, we think
.1t would be more prudent and realistic to estimate the support which the |
UNICEF may provide ia 1983 at approximately US $600,000. This represents’a
reduction of about 50% in the amount originally requested for 1983.

We are also in the final stages of our negotiations with the Ford
Faundation and the Government of Bangladesh for the evaluation of the current
status of ORé in Bangladesh. This tripartite agreement will generate US
160,000 during 1983. L

CENEWALS i - | |

»: Several existing agreements with our donors came up for renegotiation
ttiis-year-and we have been-fortunate-fb‘secure their'renewals. After expiry
of the current agreement in 1983, UNDP'will provide 2 second cycle of funds
for clinical research which wiil begin in 1984 and continue up to 1986. The
UNDP- contribution will be. at a somewhat reduced Ievel compared to the pre-

vious grant and will fund the:Centre direc;;y rather than through the WHO.
- .
' R



The Government of Switzerland, which had earlier extended its first
cycle of funding, has now agreed to renew its commitment up to 1986. The
Swiss Covernment has also agreed to increase its contribution to S.FR. 2,485,000
during the next three years.

The Overseas Dévelopment Authority of the United Kingdom has also notified

us of the renewal of its grant to ICDODR,B. This renewal will! include a modest

increase over the previous grant.

ot

Australia has also ' reneved its grant to the ICDDR,B. It is expected that

the new grant will make provisions to cover the loss to the Centre due to

currency fluctuation.
e =

The Aga ‘Khan Foundation has agreed to extend its support in 1984, but

f .

at a very modest level.

The Dhaka USAID Mission has renewed its commitment to the MCH-FP Extension
project of the Centre for 1983. The amount committed for this year is
US $459,000. '

- I T R - P N N T . - . '
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The Centre had.requested an increase in the Japanese contribution in 1983.
While there'was no increase’ in' their:grant this year,* the Centre achieved -
the unique distinction.of*becoming the first institution of its kind to be
given a budgéi line in Japan's national budget after only one year of funding.
We may thus é;pect“continued‘fundingafrom'Japanlapd;afg‘hopeful for an increase
in 1984. s R b I BN Co , N

In addition, Belgium and the World University Service of Canada have
agreed to support sclentists working at-the ICDDR,B: Belgium is interested
* in.supporting two Belgians now working-at .the Centre.” They have:.also agreed
to' recruit two more-scientists forius in the near future. The World University
Service of Canada has also agreed in principle to extend support by providxng
Canadian mid-level- ‘'scientists in various’ areas. - Obtaining the services of
these scientists will. result in considerable savings to our core fund. 1 may
mention here, Mr. Chairman, chat‘ihe Centre had received such scientists in

"‘{- B L syt ‘o
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the past from the United Kingdom, and we should once again approach the
ODA for the revival of these positions.

. COLLABORATIONS |
In the first half of 1983, ICDDR,B has entered into collaboration with
: bOmB of the major national health institutions of Bangladesh. Collaborative

3rxangements with Bangladesh Medical Resgearch Council, National Oral Rehydra-
 ridn Project and the Bangladesh Rural Advancement Committee will go a long way

in developing a closer and more harmonious relationship with our host country.

Discussions have also been initiated with China and other developing
countries, for scientific collaboration and technical assistance. We have
already approached some donors for funding such projects under tripartite
arrangement so that these projects could be fully funded and our overhead

expenditures covered.

CAPITAL DEVELOPMENT

The construction of the first floor of the Centre's new treatment centre
and clinical research building was completed with'the help of two grants from
the OPEC Fund, totalling US $1.5 million. This building was formally inauguratei
earlier this year by Dr. Ibrahim Shihata, Director General of the OPEC Fund.

We have already submitted a second proposal to the Fund for the completion of
the s;xfrgmaining floors of this building. I will visit the OPEC Fund head-
quarters in Vienna in July to discuss our second proposal. Should OPEC make
the funds available for the completion of this trqépment centre and clinical

research building, we suggest that we may name this building the "OPEC Building."

In addition to the above, we have also approached the Government of Japan

" for their support to our Capital Development Programme. This proposal

inrindes requests for both construction and equipment.

You may recall Mr. Chairman, that we had submitted a proposal to UNCDF
for funding the cost of conatructing and equipping the field stations of the
Centre.’> Land fo; this purpose has been acquired both in Matlab and Teknaf.
Our discussions with UNCD} revealed that they can extend their support only
if the Government of Bangladesh forwards our case. With your permission,

Yo
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. Lhairman, T would request the Honorable Health Mihister to kindlj re-
. @i mt our proposal to UNCDF. This will enable us to improve services at

g f rural treatment centres.

1933 INCOME STATUS AND FORECAST - .
ICDDR,B started the fiscal year 1983 with approximately US $5.0 milliou

in domor commitments. By the middle of this year we have more than US $6.0
million already pomﬁi;ted (Attachment A)., At this point of the year we
estimate another US $815,000 in additional domor commitment by the end of
1983, bringing the total income for the year to US-$7.34 million. Our
projection for 1983 was US $7.0 million; with hard work and a little bit of

good luck, Mr. Chairman, we hope to achieve this target.

1984 TINCOME STATUS.AND.FORECAST : :

The Resources Development Programme since it began in 1979 has been

successful in meeting the income forecasts each year. As I have already
stated, beginning with a budget of US $3.3 million we hope to achieve an
increase in our income by more than 100% to US $7.0 milllon in 1983, How-
gver. it must be recognized that the variables that we have to deal with are

ext i emely uhpredictable and all international agenciles, except ICDDR,B :

i
]

fravi ﬁuffgréd méjor cutbacks.

Based on our past expefience and taking into account the growing political
snd economic uncertainties in the world today, I hesitate to make an income
vrojection beyéﬁd the US §$7.0 million level for 1984 (Attachment B). None tha
less, we will vigorously continue to pursue our challenge and once again we

hope to_fulfilljour commitment.

CONSULTATIVE GROUP

)
The fourth meeting of the Consultative Group of the ICDDR,B will be

held in New York on June 17, 1983. As in the past, the Consultative Group
meeting will coincide with the UNDP Governing Council meeting to insure
wider paré}gipaﬁioq.;»At this point, Mr. Chairman, I would like to raise
soma fundgpental issues concerning the scope of our ConSgl;ative Group. We
have by now held three such meetings and time has come for us to assess the

s,
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results and draw up specific programmes and objectives for the future of

this Group.

ICDDR,B currently has the participation of 38 countries and inter-
national agencies, 21 of them are donors. Thé scope of the Centre'é
activities has increased and the need for wider donqr support is’alsc
becoming imperative. Side by side with the financial aspects, expansion
of the Centre's scientific collaboration with other countries must also
increase. This will represent the true manifestation of the Centre's
international character. I am afraid operating exclusively out of Dhaka
deprives the Centre of the high international visibility it must now have

to draw both donors and prospective recipients of our services.

-

L3
As I have already mentioned eariier, international fund raising has

become highly competitive. An analysis of our sources of income will show
that more than 30% of our budget is met by contributions from the North

American countries. These sources have to be actively pursued in view of

‘our future interest. Dissemination of the knowledge gained through research

at the Centre must be spread beyond Asia to Africa and Latin America in a
proper way. OQur experience in the recent International Conference on Oral
Rehydrafion Therapy (ICORT) has shown that scientific and financial c¢ollabora
tion are subject to political influence and must be effectively countered,

wherever necessary, to ingsure the stability of an international organization.

In vieﬁ of ‘the above, I request the Board to give due consideration
to the establishment of a permanent Consultative Group of the ICDDR,B under
the auspices of ‘the United National Development Programme in New York. I may
mention here that such a group already exists for agricultural research centres
of the world. A permanent Consultative Group will insure high international

visibility for the Centre, proper dissemination of knowledge among developing

countries, increased cooperation and collaboration with various health research

centres, and a sound financial base for the ICDDR,B.
1
In conclusion, @%. Chairman, I would like to say that the success of
Resources Developmen; depends on the continued scientific¢ productivity of

the Centre and our ability to disseminate the results. The expectation of



i

. donors and the developing countries.is.increasing. Political and
- o omic uncertainties of the world are making our efforts increasingly
ifficult. Time has now come to stabilize our financial commitments.

w.owever, as in the past, we will continue our vigorous efforts to meet

our annual income projections.

™
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Donor 1983 - , o .

e (In US §) T |

‘y , = o o T . o ' Cor - " ) . o

~ Committed .Prospective - - . ‘

UNRESTRICTED ' .1

-Australia ' | 163,000 - . 4
Bangladesh . 37,000 oo - :
Japan 200,000 - !
SAREC/Sweden 72,000 S | |
Saudi Arabia . S . 100,000 - :
Switzerland = ' . 270,000 -

_ . | _ . .
United Kingdom . 200,000 ' - ;
USAID i : 1,900,000 - - SRR

Sub-total - 2,942,000 - ‘
RESTRICTED !
. : ‘ : 1
~Aga Khan Foundation (ORT) . 25,000 - !
Arab Gulf Fund (mixed) 350,000 - ‘ f
Belgium S o 75,000 . - ;
CIDA/WB(Hand.-pumps) 179,000 _ - ' }
Ford Foundation (ORT evaiuatioﬁ) - ) 160,000 ?
France o T+ 60,000 - f
GTZ(Munshiganj) .  _ : .. = 56,000 L. ;
_IDRC-(DISC) - . . 66,000 IR _i
: _ LT ' o i
IDRC(San Impact phase-T & TI) 26,000 o 30,000
IDRC(Sc. Editor) ' P ~ 25,000 . ¥i
Prinéeton“and,POCQ o N 25,000 . P - fi
SAREC- Imnunity/Vaccine 76,000 - . - -
UNDP(Clinical Research) 250,000 - - '
. - . o - . ] . ) . '
- Sub-total - 1,188,000 215,000 ‘




" ~Committed-

ca e

b Lo .
Restricted contd. =~ ', " 7

-

Prospective "

215,000,

FC Tk}-Exchangé gains for '82

carried over to ‘83 '  480f000

“*B.E. 7 1,188,000 ]
'UNDP/WHO(Reg'l Training ) 85,000 -
UNFPA(MCH-FP) - . 66,000 -
'UNFPA (DSS) _ 426,000 . -
UNICEF/IDRC(Water/San Conf) 60,000 -
UNICEF (Global) : - 600,000
USAID(MCH/FP-Ext.) - ' 595,000 -
USAID/POCO (Ops Res) " 83,000 .
‘Saudi Arabia, - . 100,000 -
UNROB o 500,000 -
Sub- Total Restricted . 3,103,000 { 815,000
Sub- Total Un-restricted -~ =~ 2,942,000 -
" Total © 6,045,000

815,000

:_Grand-Total 7,340,000
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 atna
UNRESTRICTED "% -

RS

. R .

Aust£alia?.}_nn"a PR
Bangladesh i%:.

Japan - _Vr‘
SAREC/Sweden

-Saudi Arabia
Switzerland

United Kingdom

> USAID

Sub-total

RESTRICTED

Aga Khan Foundation.(ORT)
Arab Gulf Fund (mixed)
Belgium o

CIDA (DSS +computer)
CIiDA (Traihiﬁg) -
CIDA/WB (Hand-pumps)

France N

GTZ (Munishiganj) . -

IDRC (DISC) B

IDRC (San Impact,Phase-1I)
JIDRC (Sc. Editor)
Princeton & POCO

SAREC- Immunity/Vaccine
UNDP Clinical Research
UNDP (DWSS: wbﬁeﬁ & Water)

. Sub;totai_ '

Attachment (b)

Donor 1984
ae N .
" Committed - = "Prdsgecfive'

200,000 . -
35,000 -

1200,000 200,000
72,000 i
100,000 -
' 375,000 -
200,000 -
1,900,000 -

3,082,000 200,000

- 30,000

- 350,000,

- 75,000
1,000,000 -

- 100,000

" 95,000 .

60,000 40,000 -

. ' 30,000
75,000 .

- 62,000

- 50,000
25,000 .

76,000 24,000

250,000 -

- 100,000

1,581;000 , B61,000

contd. ..
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] Donor 1984 co Pey 2 o ; .

, v S
. ; » "

T R . e
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e A A AL S
. oo BT P ) LT T S
Restricted cdhld- . oo 7 Committed ", Prospective’

. : ’ B e o L . <0

B.F.  ° 1,581,000 861,000

UNDP/WHO (Reg'l Training) . - 30,000 ‘
' UNFPA (MCH-FP) . L 66,000 oL f1
UNICEF Global ‘ - - 500,000 . )
UNICEF (Country:ORT, Training) . = - . 50,000 '
USAID (MCH-FP/Ext) o ' 459;600 - -
' Ford Foundation .(Simmons) .~ ' 50,000
Saudi Arabia/UAE | ' - . 200,000

Sub-total Restricted, ° 2,106,000 1,691,000
Sub-total Unrestricted, 3,082,000 200,000

Total ! - 5,188,000 1,891,000

. Grand Total, 7,079,000
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6/BT/JUNE 1983

REPORT QF FINANCE COMMITTER

Bince the December 1982 meeéing of the Board the
Finance Committee has met twice, once in Dhaka at the Centre on
3 February, 1983, and once in New York at IIE on 12 Jine, 1983.
The financial position of the Centre was reviewed. It was noted that
in 1982 expenditure was below the budgetted amount of 4.5 being 4.3
million dollers. From the Tirst quarter report for 1983 the projected

expenditure for 1983 will be 6.2 million alsoc within the 6.5 million
dollar budget.

The cash position and cash flow were reviewed against
projections. There ieg still delay of actual cash receipt against fore-
cast. This requires an even. more cautious approach to cash flow projection=.
It also requires improved follow up Ly the Centre. The Resources
Development Office hes noted this as an urgent matter requiring staffing,
The Review of Financial Position 1983 is included. A reserve fund has

been established as requested by the Board in Resolution 6/Nov. 81,
point (d).

A special contribution from UNDP has been received {UMROB

Fund). This has been designated as a loan. A letter from the Government
of Bangladesh reads as follows:

"Please refer to the Loan Agreement between ERD and ICDDRB for the UNROE

funds to be used as interest-free loan by your organisation.

In this connection I would like to refer to Bangladesh Bank's letter

No. EDS:226/83 dated 10th May 1983 wherein they informed you and ERD

that e sum of TK.2,89,28,774.88 (Taka two crores eighty nine lacs twenty
eight thousand seven hundred seventy four and paisa eighty eight only}

has been deposited on Sth May 1983 to Agrani Bank, Principal Office,
Motijheel Commercial Area, Dhaka for credit to Account No. 7697 of ICODRE




with them. The loan become effective from 5th May 1983 as per Loan

Agreement signed between ERD and TCDDRE and this interest-free loan will

run for the period from Sth May 1983 to 4th May 1984,

In view of the above, I would request that this Agreement may be confirmen
in your next Board meeting and an undertaking be given that the amount

will be repald after one year.

Needless to mention that this amount is interest-free and it should he
ensured that the fund be used by ICDDREB for its current operations only

and not kept as term-deposit in Bank to earn interest. With regards,”

Tt is suggested that since this fund is designated for service to the
people of Bangladesh and is heing applied by the Centre for this purpose
that the following resolutions be passed Wy the Poard:

RESOLUTION /BT JUNE '83
The Board of Trustees of ICDDR,B accepts an amount of US$ 1,181,731
from the Govermment of Bangladesh out of the UNROB Fund and places on

record its deep sense of appreciation of the same.

KESOLUTION /BT JUNE '83

The amount given nominally as & loan for providing services exclusively
in Bangladesh has been of immense help,in continuing the activities of
the Centre. The Centre will face serious adverse financial crisis in

case the Centre is called upon to repay this amount.

RESOLUTION /BT JUNE '83

In view of the facts and position stated above, the Board of Trustees
unanimously requests the GCovernment of Bangladesh to convert this smount
of US$H 1,181,731 as grant to the (Ceptre in order

to enable the Centre to continue its sctivities in Bangladesh.




A report on the progress in Resources Development was
made and appears undex Agenda 5 of the Board Minutes.. It was
noted that income has increased over a five year period from 3.3 to
over 7.0 million US dollars. This was achieved during a period of
severe global economic recession.-'Although optimiétiéithe level of work
needed to sustsain such a growth rate is at the limit o% the Centre's
capacity. As new donors were enlisted the worklosd of timely follow up
and reporting hes increased rapidly. Trained staff are lacking to meet
further éxpansion of this requirement. Hence, a more conservative fore-
case of 7.0 million US dollars has been given for 1984. Important new
donors have Joined in and have been committed in 1983. These include
the Arab Culf Fund, UNICEF, Canada, UNROB, and Belgium. Renewals have
been associated with increases, as well as changes ﬁarticulariy in the
case of Japan which signed s long term commitment. With completion of
the first phase of the building & new approach to the OPEC Fund has
been made. It should be noted that the Director General of the OPEC
Fund, Mr Ibrahim Shibuta, personally visited Dhaka to'inaugurate this
facility. * -

The budget for 1984-85 was reviewed. A detailed menpower.
plan was presented and both appear as Document 8/BT Jﬁne '83 in the Poard
pepers. In view of the wish to be conservative in the forecast of income
for 1985, ceiling of 7.3 million US dollars is suggested. This would
provide for all requirements except new recruiting to international level
positions. The approach to this has already been initiated in discussiouns
with several donor sgencies and countries and indications are excellent
that staff can bé.recruited in this way without committing the Centre's
budgetted funds. Recruiting equivalent to $500,000 would be needed to

meet the needs of the Centre-would‘be necessary to meet the proposed man-

power plan.

The Finance Committee met with the representative of *he
auditor (Deloitte, Hoskins and Sells) in the absence of the MaNARems:, ¢




of the Centre and found the Centre's accounts to be as reported.

Suggestions for improvementis were received and will be acted upon whers

possible. ‘ -




FINANCIAL REPORT OF ICDDR,B TQ FINANCE COMMITTEE OF BOARD.AS OF 20.4.f

Operating Expenditure Statcment (see attachment)

The first four months adjusted expenditure is approximatoi;

5 1.66 million as against a budget of § 1,96 million. Thin

refiects that expenditure has been reduced by aboat § 300,00

for the first four months which has been largely dus to:

a) Savings from the delay in recruitment of "P" level stufl.

b} Savings as a result of improved control and timing of
purchases.

¢) Savings from printing and reproduction, rent communicarions

and utilities, transportation and other contractual services,

By the end of FY 1983 it is expected that most of the savings
in personnel costs will be wiped out with Ehe regularisation
of project employées salary scales to WHO scales. Subject to
the Beard's approval the conversion of project employees to
WHO scales would mean an additional vearly cost of some

§ 150.000 te.be funded fro% the cére Budget. The projected
expenditure by the end of 1983 is expected to he in the region

of $ 6.2 million as shown below:

4 months Budget  Projected
Actual Balance Acvual for
Yoar

Personnel services 1.366,700 . 211,300 SN 7R, D
Travel 95,720 238,740 334404
Transportation 4.550 42,900 47450
Rent,Comm.§& Utilities 12,330 66,600 79,150
Printing & Reproducticon 4,370 70,000 T4,370
ther ceontractual services 32.810 112.000 144 810
Supplies & Materials 158.640 526,600 685,240
Depreciation/Capital Replace-
ment 90.0600 184.900 275.900

Total 1.765.320 4,453,040 6,218,360




CASH POSITION

Although the operating statement indicates a possibie
reduction in expenditure of approximately $ 300.000 for FY 1983,
the cash position as it stands is not very good.

The cash flow statement for 4 months to April i983 shows as
accumulated deficit of cash of some $ 2.0 million. This has been
due to projected receipts not belng received as were scheduled.

Up to end April the bank overdraft position was $ 820.000. There
was therefore no way_that amount of-$ 700.000 could be set aside
in the Reserve Tund as planned:Rurthermqre.tO'help offset rhe bank

overdraft from increasing further § 400,000 was drawn from USAID two

months earlier than scheduled. The main problem in the cash

shortfall was the delay in the release of UNROB funds.

However the funds have since been released, but dve to the Tepayment
condition attached to the release of the money, the Centre's cash
picture which at the moment is not so bright, is further aggravated

by meney to be set aside for repayment of this "loan".

In order to set aside sufficient funds to amortize the loan of $ 1.18
million by May 1984, an amount of some $ 800,000 will be provided
this year, The projected income for FY 1983 is expected to reach

§ 7.2 million. To set aside $ B00.000 for loan repayment, the net
income for FY 1983 would be reduced at $ 6.4 million. This is agaiu
based on the assumption that the figures of income predicted for

FY 1983 will materialise as forecasted,

Based on this assumption the Centre should by the end of FY 1982

have approximately $ 200.000 in its reserve fund, a far cry from

the original provision of $ 1,050,000, Tt is Imperative that the

Board now address the issue a. hand and that is to instruct the Director

to seek immediate steps to convert the UNROB loan to a grant so that
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the Centre's financial position can be restored to the projected

levels as originally presented to the Board at the December 1982 meeting,

Otherwise more efforts must be directed at fund raiging in order

increase donor support to offset the anticipated shortfall,




For 4 months to 30 April,1983

Budget Actual Variance

+ (=)

Personnel Services . 1.473.600 976.681 .919§§;

Travel 74,580 '95.720 21.160)
Transportation 21.400 ‘4.5¢9 ‘ .851
Rent, Comm.& Utilities 33.500 12,525 L6758
Printing & Reproduction 34.800 4,368 432
Other Contract. Services 56.000 32.810 2190
Supplies & Materials L 300 158,634 . 104 .666
Total Expenditure 860 1.285.287 373

Adjustments

(1) Provision for salary '
increase 390,000 (398.000)

(2) Project travel of
Saudi to be reimbursed -
{extra budgetary) {20,000) 20.000

Total adjusted expenditure 1.956.860 1.655,287 301.573




-

CASH FLOW STATEMENT

At 30,4,83

Budget " Actudl Variance

Opening Bank Balance ' (241.936) - (760.085) (518.149)

Receipts Brought Over from
Previous Year '

.156.000 70.500 (1085, 500)
Receipts for the Year .850.000 1.403.059 (646.945)

Total Cash Available = - .764.064 713.474 (2.050.590)
Total Operating Exp: +956.860 1.285.287 671.573
Advances : 251.105 (251.105)

Total Cash Expenditures - .956.860 1.536.392 420.468
Amount to Reserve Fund 700.000 . ~ 700.000
Closing Bank Balance ‘ 107,204 (822.918) 930.122)




DONOR SUPPORT

Projected Receipts;VQnActugl Receipts
Up to April 30,83

Unrestricted

Kingdom .of Saudi Arabia
USAID

UNROB

JAPAN

SWITZERLAND

Total Unrestricted

Restricted

SHEIKH SALEH AL ASDUL AZIA
AUSTRALIAN HIGH -COMMISSION
AGA KHAN FOUNDATION
CIDA-WB

IDRC

FRANCE

SAREC

GTZ MUNSHIGAN]

UNDP-WHO REGIONAL
UNFPA-DSS

UNFPA-MCH

UNICEF WATER SANITATION
USAID-MCH/FP/EXTENSION
USAID-POP COUNCIL

USAID CLINICAL NUTRITION
UNDP WATER EMBANKMENT
Total Restricted

Total Donor Receipts

Budget

100,000
500, 000
1,000,000
200,000
270,000

25,000
214,000

-

60,000
56,000
75,000
106,500
16.500
20,000
297,500
41,500
2.400

-

3.006, 000

Actual

100,000
900,000

-

1,000.000

13,974
278

-

21,369
38,733
" 50,000
36,336
111.350
20.500

-

151.019

30,000
473,559

473,559

Variance

400.000
(1,000,000}
(200,000}
(270.000)

(1.070.000)

13,974
278
£25.006)
(214,000}
21.36¢9
{60,000
38,733
(6.000})
{(38.664)
4,850
4,000
(20.000)
(146.481)
- (41, 500)
{24, 000)
30.000
(462.441)

1,532,441
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INTERNATJONAL CENTRE FOR DTARRHOEAL DISEASE RESEARCH, BANGLADESH

!
BREAKDOWN OF PROPOSED 1984 BUDGTT .
RESEARCH AND TRAINING SUPPORT FACILITITS
T
l - .
I Travel & [ Transp. | Renht,, 1| Printing
Personnel ITransporta- I of ICmm. & I & _
Services Ition of pers] Things IUtilities-IReproduction] Services

I Other TSupplics e | I
IContractuall & ) Equipment }
Materials T ]

i ' . 1 1
Program] IPerson 1
Code ¥ I Year 1

Total
Description,

I

. 06

060109
oeozeé;
" 060300
H60101
060402
060501
QH0601
960700
0608061
“esosoo
061001
061101

061102,

e
e,

I 1 11 ¥ 21 122 X 23 1 24 1 .28 I 26 I 46 I

RESEARCH & TRN. SUPP,FACILITIES 272

_Phaka Station

Matlab Field Station
Teknaf Field Station
Micfobiology Department
I.V. Fluid Unit
Biochemistry Department
Immunolegy Depavtment
Statistics

Animal Resources
Computer

Comtunity Studies
Library Services

Publication

-

845,900
415,600

109,700

19,600

63,600
14,700
19,206

7,400

G,700

16,000

57,600
28,200
62,500

22,100

4,500 21,200

3

29,800

200
1,200.
600

3,600

1,100-
800"

1,600,

2,100

100

800

100 °

a0n

200

700 -

500

100

100 -

325,700

193,100

. 131,500

128,200

15,400

15,400

6,500

7,700

2,700
300
19,800

57,300

500

6,600
11,000
?dfooo

1,500

11,700

1,440,410

557,308
352,209

40,500
165,308

21 4

iBS,BQU
30,0060
90,200

46, 100




INTFRNATTONAL CEXNTRE FOR i.?.L\TZRI'(}F:,-\I. DISEASE

':l
RESEARCH

RANGLADESH

o .
L 1984 OPFRATING RUDGET ‘
i " (IN US NOLLAR} ‘
= T Y Travel T T Rent, 1 ¢ ) T T | ¥
Fogram] IPerson) Personnell& Transp] Transp. JCommuni- JPrinting] Other I Supplies { I 1984 i 1983 1 1985
fode 1 Descriprion " Y Year T Services | of I of Jcation § I & iContrac.y § IEquipment ¥ Total [  Pudget | Projectisn
i : I { Persons] Things IUtilitiesYReproducIServices} Materials) ¥ ¥ P
[ I 11 { 21 § 22 23 Y 24 ¥ 2% 1 26 1 46 I i Y
R j’ R o
RESEARCH PROGRAM (400 2,789,800 47,300 1,800 25,300 19,600 35,000} 273,000 27,900 3,220,200 2,663,190 3,703, /s
Pi Disecase Transmission 42 479:—600 6,800 500 7,000 2,900 56,500 53,606 7,200 564,200 653, Jon 648 i v
2 Pathogenesis § Therapy 35 524 800 8,000 200 5,400 1,500 " 4,600{ 60,900 3,500-° - 608,500 426,300 689G, ¢ 1
RSI Host Defense .16 246,200 5,500 200 1,100 1,100 - 1,300 22,000 a,700 (287,100 202,500 330,200
D4 Nutrition 767 403,560 2,000 200 4,100 2,400 . 7,700] 37,500 1, 300 465,700 439,500 538 &
DS Community Seivices Research 231 1,136,000 i8,6500 600 7,700 11,700 14,900 94, 000 6,200 1,294,600 913,406 1,488 ¢
16 RESEARCH & TRAINING
SUPPORT FACIIITIES 272 845,500 4,500 21,200 19,500 29,800 7001 325,700 193,100 1,440,400 1,065,800 1,056, 53¢
V7 TRAINING PROGRAM 28 301,700 29,300 600 3,600 9,100 4,9001% 42,700 10,000 106,500 305,400 467, 9
: - - - / —t— :
'8 MAINTENANCE-§ LOGISTICS . 94 258,100 83,000 44,200 23,700 00 4,100, 33,900 86,700 439,600 448 106 505, Lot
. . — . himasias T — * i ol
L MANAGEMENT 111 862,200 59,700 1,500 31,200 9,420 54,700 ) 110, 500 28 .20¢ 1,157,600  1,039.:90  1.33L.00
e | S SRR 2
. . _ i
|+ RESOURCES DEVELOPMENT. 5 138,900 49,700 .400 3,500 2,500 4,300 '? 6,400 2,800 208,500 20]@,;99; 239,5
5t MANDATORY COMMITTEE . 40,000 98,600 700 700 €00 1.006') 1,100 - 142,700 123,220 164,300
. ’ '
2 EMPLOYEE BENEFIT 21 43,400 200 200 300 B0O 20,100 29,000 800 94,800 66_2_?_9_ 109‘,.‘\‘5_{_.’_*2.
PROJECT DEVELOPMENT 141 344,500 45,700 10,000 17,190 72,700 40,300 | 5,600 4,400 600 , 300 505,100 690,350
‘- STAFF DEVELCPMENT 3 50,400 6,600 - 600 600 22,000 I| 8,800 - 89,000 30,000 102,400
al _
GRAND TOTAL 1, 5.674 900 350,100 80,600 125,500 146,400 192,100 | 896,500 333 000 7,800,000 6,500,000 8,870,000
P o X %13 === XT Toz=na= SoEgxT= sESSssSxs rms=sn= ==z oET= TEIXXITITN IIS'::::‘.:::
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INTERNATIONAL CENTRE FOR DIARRHOEAL DISEASE RESEARCH, BANGLADESH

e

1

BREAKDOWN OF PROPOSED 1984 hUDGET

TRAINING PROGRAM !

T 1 1 Y Travel § 1 Transp.] Rent, | Y Printing 1 Other | Supplies ¥ )1
- Program] . I Person] Personnel] Transp.of] of Y Comm., & [ & I Contrac.] § Equipment ¥ 1984
Code ¥ Description I Year I Services I persons ] Things JUtilities ] Reproduc.] Services] Materials [ ¥ Total
i 1 I SO Y I 22 '} 23 1 24 I 25 1 26 6 46 T
07 TRAINING PROGRAM 26 301,700 29,300 600 3,600 9,100 9,900 42,700 10, 000 406,900
070100 Training,Extension & Commu-
nication Working Group 225,500 - 500 2,100, 7,000 - 14,500 2,300 251,900
070500  Training Department 54,000 100 - 800 900 5,600 8,800 1,800 - 72,000
070400 Medical Illustration 16,100 100 - ~ 1} 200 100 1,100 900 18,500
070502 Feasibility of rice'baged on ORS 3,100 - - - - - - - 3.100
1070600 Training Activities - 28,300 100 700 800 1,200 5,100 4,400 40,600
070623  Urban Volunteer-Training Program 3,800 300 - - l 200 3,000 13,200 00 - 20,840
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INTERNATIONAL CENTRE FOR DIARRHOEAL DISEASE RESEARCH, BANGLADESH

BREAKDOWN OF PROPOSED 1984(BUDGET
MAINTENANCE & LOGISTICS

1 1 Y Travel & [ Transp. | Rent, | jPrinting [} Other JSupplies [ ]
Program] Descrintion JPerson | Personnel ] Transp.of | of ¥ Comm. & Y, 5 IContractuall § I - Equipment [  Total
Code ) Pt I Year -] Services I persons Y Things jitilities I Reproduction] Services JMaterials Y I

I - 11 1 21 I 22 i 23 3} 24 I 25 1 26 1 46 i
08 MAINTENANCE & LOGISTICS _g& © 258,100 8,000 44,200 23,700 ‘ 900 4 1G0 33,900 66,700 439!600
080100 Supply Department 69,200 3,400 41,500 300 } 500 1,200 9,100 8,200 136{,-5,000
080200  Transport 72,400 1,100 200 se0 |} 100 1,200 5,500 52,800 133,800
080300 Maintenance 116,500 3,500 2,500 22,300 { 300 1,700 19, 300 S ;700 171,806

. n e
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INTERNATIONAL CENTRE FOR DIARRHOFAL DYSEASE RESEARCH, BANGLADESH

of
BREAKDOWN OF PROPOSED 1984 BUDGETY

MANAGEMENT |

B T T Y Travel § 1 Transp.] Rent,  JPrinting § Other . ] supplies | 1
Program] IPerson] Personnel] Transp.of] of ] Comm.& ) [& JContrac. I & I Equipment ~ Y 1984
Conde ‘Description Y Year I Services] persons I Things I UtilitiesfReproduc.]Services I Materials I I Total
1 ' 11 p a1 f 22§23 yjo24r 125 3 26 - 1 3 9
09 MANAGEMENT : 111 862,200 59,700 ‘1,500 31,200 19,800 54,700 ‘110,300 28,200 1,157,600
090100 Director § Supporting Staff 272,300 7,700 100 14,000 {7,000 18,200 17,100 2,900 339,300
090102 Consultants - ' 40,000 28,900 - 300 | 200 600 200 - 7G,200 -
090103  Adviséry Council Meeting - - - - - 300 - - 300
. Scientific Advi Co i . ; ' ' =
090104 !cnég:t-lﬁé’zc visory Council ) _ _ _ . 600 _ _ 600
090105 Research Review Committee - - - - | 200 200 200 - L6000
090106 Ethical Review Committee - - - 300 | 100 2,100 300 - 2,800
090107 ° Directors Program Dev, - - ‘ - - i - 26,000 - - 26,000
090201  Associate Director & _ : i "_ o
‘Supporting Staff 162,400 9,900 100 . 2,700 100 600 4,500 200 180,500
090202 Personnel § General Services - ' !
granch _ 168,500 2,200 100 1,100 , 600 600 20, 300 1,400 . 194,800
090203  Travel Office - 8,800 1,200 - 600 }‘ 100 100 3,800 200 147,800
090204  Estate Office 30,200 100 - 3,000 1} - 200 4,500 3,300 41,330
090501 Controller § “‘Supporting Staff 119,000 8,800 100 5,400 if1,300 4,700 22,600 18,300 180 ;200
090601  Physical Plant Office 61,000 900 1,100 3,800 | 200 500 36,800 1,900 106,200
10 RESOURCES DEVELOPMENT 5 138,900 49,700 .'800 3,500 2,500 4,300 6,400 © 2,800 208,500
100100 Resources Development 131,100 46,900 300 3,300 ‘%2,200 2,600 4,200 2,500 193,100
) ‘
100200 Public . Relation §& Information oo ' - )
Service 7,800 2,800 100 200 I 300 1,700 2,200 300 15,400
!
1
4
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INTERNATIONAL CENTRE FOR DIARRHOEAL DISEASE RESEARCH, BANGLADESH

BREAKDOWN OF PROPOSED ‘1984 BUDGET
 MANDATORY COMMITTEE AND ‘BMPLOYEES| RENEFITS

R ' 1 I { Travel § 1 Transp.] Rent,} [ Printing | Other | Suppiies 1 1 _
| Program [ - I Person ] Personnel } Transp.of} of. 1 Comm. § 1 & I Contrac, | & I Equipment § 1984
: Code ) Description I Year Y Services ] persons I Things ] Utilitiés I Reproduc. ¥ Services ] Materials ] I Total
| ¥ - L X %y 21 22 i 2370 1 24y 25 Y 26 1 46 i
% ' 11 . . :
. [
11 MANDATORY COMMITTEE 40,000 98,600 700 700 1 : 9_[_)9_ 1,000 1,100 - - 142,700
110100  Board-of Trustees 40,600 80,400 250 500 400 900 1,000 - 123,450
N x ) !
110300 External Scientific Review . it : ; ‘
Meeting _ - 7,200 250 100 100 50 50 - 7,750
: ! "
110500 Consulting Group. - - 11,000. - -4 - - o= - 11,006
110600 . Program Cocrdination Committee . - - 200 100 f' 100 | 50 50 - v 500
12 E.‘JPLOYEE BENEFIT . ﬂ 43,400 200 _2_‘0_(2 300 ‘ ; 800 20,100 29,000 800 '2@;;80(_.‘-_
120100  Emplovees Clinic 10,200 100 100 50 ix 600 2,400 26,900 600 40,950
120206 Staff Welfare Association 7,600 100 100 . 250 ? 200 8,800 2,100 - 200 18,350
i .
120300  Subsidy to Cafeteria . 25,600 - . -} - 8,900 - - 34,500
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INTERNATIONAL CENTRE FOR DIARRHOEAL DISEASE RESEARCH, BANGLADESH

| g
BREAKDOWN OF PROPOSED 1984 BUDGET
PROJECT DEVELOPMENT § STAFF DEVELOPMENT

‘1
al

1 - 1 T 1 Travel § | Transp.} Rent,i IPrinting | Other [ Supplies ) ' I
Program | Description IPerson | Personnel j Transp.of] of | Comm.§ "\ { & I Contrac. ¥ §. I Equipment } 1984
Code | P I Year ¥ Services [ persons § Things TUtilitiesIReproduc.] Services I Materials | 1 Total

X L L 11 I 21 1 22 Y 23 1L 24 5 25 I 26 I 46- 1

13 ' PROJECT DEVELOPMENT 41 344,500 45,700 10,000  17,160] 72,700 40,300 65,600 4,400 €00, 300

‘ = 7 | . . ‘
130101  MCH-FP Extension - Dhaka 53,000 6,500 200 6,700 5,400-‘ 6,100 - 300 . 78,200

130102 MCH-FP Extension - Munshiganj ' 14,800 1,800 100{ 1,900 1,500 1,700 . 21,900
130103 MCH-FP Extension - Sirajganj 65,800 8,100 300} 8,400 6,700 7,600 - ' . 97,200
130104  MCH-FP Extension - Noapara 60,000 7,400 ' 1 7,600 6,100 7,000 : 88,600
130105  MCH-FP Extension - Teknaf 38,500 4,700 " 4,900 3,500 4,500 - : 56',900

150106  Community Training § * .
Outreach - Chandpur g 31,800 3,900 00~ 4,000 3,200 3,700 47,000

130200  MCH-Care Centre - Sirajganj - f% - . -

130300  Population Council Operation |
Research Activity l 42,900

130400  Cholera Epidemic
130500 Studies on Rotavirus - Kenya
130600 DISC

30700  Centre for Diagnosis §
Treatment of Diarrhoea in KSA

130800 Primary Health Care

~

STAFF DEVELOPMENT

-




SUMMARY OF MANPOWPER PLANNING
1984 i

“ADMIRISTRATIVE LOCATION - B BUDGETARY TCH-;iRGABI.E] LOCATION

ProgramT' I .
Code 1 Program Title Y Profes-1 Y General | Rl ! Profes-1 Y General I - 1
: I sional ] National] Services] Project;] Total sional 1 National] Services] Project ]| Total
B ) . .
RESEARCH PROGRAM %
Disease Transmission 5 2 ' 5 3
Pathogenesis & Therapy 6 3 6 6
Host Defense a 4 -1 4 2
04  Nutrition 4 3 40 26 - 73 4 3 43 26 78
: ]
05 Community Services Research 12}-/ 3 7 2 24 lz-l../ 6 153 . B0 231
¥ . '
06  RESEARCH & TRAINING SUPPORT FACILITIES 2 12 390 150 :§ 554 7 3 173 93 - 272
07  TRAINING, EXTENSION § COMMUNICATION al/ 5 16 3 it 28 Y 5 16 3 28
08  MAINTENANCE & LOGISTICS - 3 95 - 98 . 3 91 - 9
09  MANAGEMENT Y4 a 99 1 ; 113 L/ 4 96 2 111
10 - RESOURCES DEVELOPMENT - 2 2 3 - ) 5 2 2 1 . 5
i1 MANDATORY COMMITTEE _ - - - - - - - . . .
12 EMPLOYEE BENEFIT _ - - 5 - 5 ; ; 5 - 5
13 PROJECT DEVELOPMENT - - 26 100 ft 126 - - 42 ge 14
14  STAFF DEVELOPMENT . - - - ; - - 1 z . - 3
TOTAL OPERATING 48 . 38 687 283 1,056 . 48 38 689 284 1,059
15 NEW BUILDING - - - 2 1 3 - - - - -
17 CAFETERIA - - 14 2, 16 - - 14 2 16
I ——— - — _ — b - — I —
GRAND TOTAL 48 38 703 286 if L.075 4% 38 703 286 1,075
' " I/Includes one position of Executive Secretary. o - T o T
!




' INTERNATIONAL CENTRE FOR DIARRHOEAL DISEASE RESEARCH, BANGLADESH

PROPOSED 1984 PERSONNEL ‘COST
’ (IN US DOLLAR)

Program b - Person Regular § - Consultants
Code Description Year Project Overtim¢ Honorarium Tatal
—~ode Zescription ‘ : =

RESEARCH PROGRAM | 409 2,754,500 35,300 2,789,800

Disease Transmission Y '472,600 7,000 479, 600
Pathogenesis § Therapy 35 517,500 7,000 524,500
Host Defénse 16 243,200 3,000 246,706
Nutrition 76 398,200 5,300 40%,500
Community Services Research 231 1,123,000 13,000 1,136,000
RESEARCH § TRAINING

S 835,400 10,500 , 845,900

TRAINING PROGRAM 28 298,700 3,000 . 301,700

MAINTENANCE -§ LOGISTICS 94 254,100 4,000 258,100

MANAGEMENT 811,700 10,500 862,200

RESOURCES DEVELOPMENT ' 138,200 700 138,900 .

MANDATORY COMMITTEE - - 40,000

FMPLOYEE ‘BENEFIT 21 42,400 : _ 43,400

PROJECT ‘DEVELOPMENT 339,500 | 344,500

STAFF DEVELOPMENT 3 50,400/ - 50,400

TOTAL: 1,075 © 5,524,900 70,000 80,000 5,674,900

+ .
E 2o 1] TOPRNNIERT . ABTWNEE L 1§ 1-3-1- F4-EF- K181
1 ' .

' _1“/‘ -As .per computer print , ' - § 16,400 (for 3) ’
Additional . 34,000

$ 30,400°

-4+ 1]




ANTICIPATED INCOME FOR 1984

| 1983 i
1982 - Original  Wevised 1984
3,031,503 UNRESTRICTED ‘ 4,567,000 3,303,600 3,882,500
’ 163,133 Australia/ADAB 163,000 - 163,000 200,000
36,120 Bangladesh " 37,000 35,000 35,000
. " Ford Foundation | 200,000 ] -
200,000 Japan (625,000 200,000 425,000
2 100,000 Saudi Arabia | 100,000 100,000 100,000
[~ 148,800 Sweden/SAREC 2,000 30,100 72,000
271,000 Switzerland . 270,000 250,000 375,000
197,890 United Kingdom © ' 200,000 - 175,500 175,500
1,900,000 USA/USAID . 1,900,000 1,900,000 1,900,000
- UNICEF/AGEUND _ 1,000,000 350,000 500,000 -
14,560 Other - 100,000 100,000
> SRS
1,614,512 RESTRICTED 3,315,000 2,782,800 3,115,600
75,000 Aga Khan Foundation " 25,000 25,000 150,000
- Bel gium 75,000 75,000 75,000
. CIDA/Rursl Water Sanitation/WB 214,000 179,600 95,000
- 6T2 ‘ 56,000 56,000 50,000
< . France 60,000 60,000 100,000
71,335 IDRC/DISC | 66,000 70,000 73,600
43,552 IDRC/Sanitation Impect 126,000 29,000 62,000
27,746 IDRC/Infant Mortality - 7,800 -
) - Kuwait , : 400,000 - 100,000
> 110,722 SAREC/Immunity Vaccine - 76,000 38,700 100,000
~ - Sdudi Arabia | . 618,000 . 424,800% 200,000
250,000 'UNDP/WHO Clinical Research . _ .. . _ 350,000 - 250,000 225,000
75,901 UNDP/WHO Regional Training | 75,000 75,000 85,000
532,990 UNFPA/DSS 426,000 426,000 .
.. 58,925 UNFPA/MCH 66,000 66,000 66,000
- % 17020,836 UNICEF/Water & Sanitation 80,000 - -
i 438,658 USAID/MCH-FP Extension , 595,000 601,000 459,000
37,240 USAID/POP Council 83,000 86,900 .
. USAID/Cultural Nutrition “ - 24,00 12,000 12,000
[ —er= i < CIDA/DSS: T -+ - - - T TS 1,063,000
- UNICEF/ORS | - 300,600 300,000
71,607 cher - - : -
st '
§ 4,646,015 2/ ToTAL $ 7,882,000 $6,086,400% § 6,998,100
1/ $4354,000 will be spent for operation of Saudi Preject §
o, 8"79,800 wili,avs{lable for Core Support to ICDDR,B.

2/ Less 1981 Pund in the amount of § 672,373 received in 1982 and

plus 1882 Fund smounting to § 670,500 received in 1983, Therefore
‘1982 net income is § 4,644,142,

3/ Plus § 1,181,731 received from UNROB as interest free.
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PROGRAMME REVIEW & EXTERNAL SCIENTIFIC REPORT




"INTRODUCTION

As required by the ICDDR,B's charter, a biennial external scieatific review war

performed in 1982, followed by a further in-depth review by the Centre's Board

of Trustees. The two reviews highlighted rhe Centre's successes and problems.

First, a seven-member External Scientific Review committee completed an
intengive evaluation in two stages, ending in June. Then, 15 ICDDR,B Trustees

independently analyzed the Centre's progress, relating their conclusions to

those of the External Reviewers.

The following represents an attempt to integrate the two groups' major
Eindingé and suggestions, -madto show how the ICDDR,B plans to integrate the

1ost vital components,

Most important, the Trustees stated that, based on its recent performance,
¥
the Centre is at the forefront of research in several areas. -This leadershiy
position, the Truatees emphasized, should be fostered and should characterize

all Centre programs -~ even if some projects must be delayed or dropped to

assure continued supremacy in major research domzins.

Agreeing with this line of thought, the External Reviewers maintained
that, "For the next few years a tco great diversity in project orientation
must be avoided. Only carefully chosen projects, within areas of present

high priority, should be carried on or initiated.”




' PATHOGENESIS AND THERAPY WORKING GROUP

Assessing this program -~ which concentrates on studying the pathogens that

produce diarrhoeal disease, how the disease mechanisms work, and what effective

treatments and preventives can be developed —~ the reviewers said the scientific

quality of PTUG projects is generally high, and that pPrograms are competently

executed.

Results of several studies, it was said, are of great practical importance -—-
particularly findings relating to cereal-based oral rehydration solutiens (ORS); and
those involving an understanding of such diarrhoeal discase mechanisms as cholera=-

induced toxin secretion, and: its possible control with anti-secretory drugs.

Also highly praised was the ICDDR,B's excellent animal laboratory facilities
-— one of the world's finest —— for on-going pharmacological and physiological
eXperimepts. The Centre, it was'said, is better suited for aﬁimal studies than
many other research facilities, because here such studies can be done at much less
"xpense than is feasible in any laboratory in a developed country. Tt was
recoumended, hawever, that these facilities be more heavily utilized to test

clinical and physiological ideas.

Also lauded was the quality of the Centre's biochemistry laboratory, and the

recent introduction of external quality control.

—~As to the reviewers' suggestion that the animal testing facilities be more
fully utilized, PTWG scientists already have begun expanding their studies in this
direction. TFor example, they have begun searching for médels miﬁicking such severe
.diarrhoeal disease complications as hemolytic uremic syndrome and hypoglycemia.
Other projected studies will involve animal models of coleonic absorption and the

testing of anti-secretory drugs.




-

The reviewers gave special attention to two broad groups of proposed furuye
studies deemed important. For the first time, relating to the clinical aspeccs,

prevalence and nutritional consequences of rotavirus-caused diarrhoea, it was

suggested that a more ambitious epidemiological study should be done.

~—Responding to this suggestion, PTWG researchers have conferred with theiy
colleagues in the Disease Transmission Working Group, which is .focusing on field

studies of totavirus infectiom.

As to the second group of studies, relating to chronic diarrhoea, the
reviewers felt that the ICDDR,B's diagnestic and clinical facilities, as well as
patient care, must be upgraded, before any ambitious studies on this very

important subject are attempted,

Along these lines, ICDDR,B facilities already have improved significantly,
with the opening in March of the new treatment centre~cum~research facility. As
a result, endoscopy with colonoscopic biopsies are being carried out, and the

histopathology-postmortem service has been upgraded,

Finally, the reviewers suggested a decreased emphasis on antibiotic testing,

and increased attention to "treatment", as opposed to pathogenesis research.

L

~-Heeding this édvice, the PTWG only has one antibiotic trial in progress..
And several novel approaches are being tried in use of ORS and of bovine colostrum

antibodies. New (PTQ) antisecretory approaches to be tried include loperamide

and berkerine.




NUTRITION WORKING GROUP

The Nutrition Working Group was desecribed as a well organized, coordinated

and productive teawm, judging by its various recent publications, documents and

by the evaluations of scientists visiting the Centre.. NWG scientists were said

to be."ambitious" and to be "contemplating priorities difficult to rank in view
of relevance." However, one reviewer continued, "knowing the Group's scientific
contribution in the last three years, in elucidating diarrhoea’s role in the
deterioration of nutritiomal status, further contributions are to be expected.
Furthermore, the demoﬁétration of simple {nterventions to curtail infection and
diarrhoea and to reduce the risk;éf death, suggest that the MWG will yield other

benefits in the future."

The program's objectives for 1983-5 were déscribed as clear, in that they
address the pature and determinants of the diarrhoea-malnutrition cycle, and aim
tc eventually controi and péevent it. Méreo;er, the reviewers ééid, current NWG
plans rake into account.Bangladesh priorities ~— which are similar to those of
many other less developed countries —- with an aim toward generating results

applicable the world over,

Specifically, tﬁe reviewers praised WWG sciehtists for the valuable data
generated by their "excellent clinical/metabolic studies over the past decade,"
done with relatively simple clinical study set-ups. They cited the Group's work
with prolonged malabsorption, especially of nitrogen; its findings relating to
nutrient absorption, and metabolism in various dietary regimes, which "may lead

to optimum dietary intervention, and may help interrupt the diarrhoea-malnutrition

cycle;" the development of an effective rice powder electrolyte solution for oral-
rehydration therapy; and the discovery of adequate vitamin A abgorption during the

course of diarrhoeal disease.




Much of this work, it was said, has potential immediate application to solving
;
common problems in the develeping worid. Horeover, the work was said to be directly

relevant to WHO's Global Diarrhoeal Disease Control program,

As more and more ambitious ﬁetaﬁolic stpdies are at}empted, the reviewers
said, the physical set-up for ﬁatient care and élinical research should be
substantially improved. This effort, it was said, should ipclude manpower
developménc at all levels, e.g., clinical technicians, nursing staff ete., to be

developed from within the Centre. Also needed is a metabolic kitchen.

These metabolic studies, the reviewers said, should receive high priority
over the next five years, since the resulting data will be both scientifically

interesting and of great practical value.

-~-Agreeing with this assessment, NWG scientists are developing new studies
oriented toward answering many practical questions relating to metabolism. To
support these studies, a new metabolic ward and kitchen already are in place,

though more equipment and training of personnel is needed.

Turning to other suggestions for the future, the reviewers said NWG scientists
should expand their original observaticns about the negative effects on nutrition
of diarrhoeas caused by cholera, rotavirus, E. coli and Shigella, to include the

damage done by other enteric pathogens.

~~Responding, NWG researchers already have begun studying Giardia, and are

about to begin one on Cryptosporidium. Future studies are planned of Campylobacter,

Strongyloides and Fasciolopsis Bushki.

As to the nutrition fiecld studies at the Centre's Teknaf out-station, the

reviewers noted that these are of an'ecologic nature, and involve the systematic



collection of data on growth, morbidity, nutrition and survival of children.
Complewenting. this are unique microbiologic studies of intestinal pathogens, as

well as cengus and nutrition data on the general populace, especially mothers.

Due to the Teknaf studies’ longitudinal nature; apd to the data's magnitude
g nd ¢ agni tuc

- . . * - -‘ ‘i - - : a )
and complexity, the reviewers pointed out, analysis has been limited., It mainly
has dealt with the effects of interventions {principally ORT) on diarrhoeal attacks
. . 1 .
~and survival. These studies, the researchers noted, have shown, among ‘other - v

things, that free distribution of ORS packets has had a dramatic positive effect

on mortality,

Now, however, the reviewers contended, other analyses are expected: the
inter-relationships among intrauterine growth, maternal morbidity and nutrition,

breast: feeding and weaning, diarrhoeal disease and nutrition and. growth.,

—~= Agreeing with the need for more inudepﬁh analyses, NWG researchers pl%n
in 1983-5 to focus on relations of diarrhoea‘té wastagé and stunting, while
taking into account such factors as fetal maturify, bredst-feeding and the
nutrient value of food supplements., Suﬁh analysis is‘eipected to provide answers
relating to.the-natural history of growth retardation, the risk of malnutrition

and the on-set of severe protein-energy malnutrition,

Finally, the reviewers said that another important aspect of nutriiion
deserving immediate attention relates to weaning foods: how to deveiop a means of
safely preparing them at home and keeping them contamination-free—- and then how
to transfer this information to target populations. To accomplish this goal, the

reviewers said, the NWG needs to recruit a dietician and a food chemist.

Responding to this suggestion, the NWG already has hegun a research~cum-.

action project aimed at developing weaning foods that can be safely prepared at




home and kept contamination-free. Such foods alse would be culturally acceptab.o

and affordable to low-income pecple.

In concluding, the reviewers described thé NWG as a multidisciplinary team
of young scientists, strongly biomedical, but with the benefit of two anthropologists,
However, they said, the group Jacks and needs an epidemioiogist, a data analyst and

a dietician~nutritionist.

In the last analysis, the reviewers lauded the NWG, saying that "the coherence,

dedication and productivity of the Nutrition Working Group speaks highly of the

Centre's success in promoting national development, as expressed in the creativity

of good and relevant science by this group of Bangladeshi workers."




" 'HOST DEFENSE WORKING GROUP

ks the reviewers noted, the Host Defense Working Group's program for i983-%

focuses on how the local immune system of the gut responds to the pathogers that

cauge diarrhoeal diseases, and how the immune response can be stimulated by

vaccination to confer protection against diarrhoeal diseases.

Top priority has heen given by this group to studying how the body can be

induced to produce antibodies to enteropathogens and their diarrhoea-causing

products. To aécomplish this, the HDWG has three planned protocols:

Studies involving the possibility of oral vaccination with purified
or complex immunogens that, hopefully, would cause an optimal mucosal

inmune response;

Temunization of mothers, leading to the production of increased
breast milk antibodies against specific pathogens, and evaluation of

how much protection this may offer a breast~fed child;

Attempts to use gastric acid as a protective barrier against gut

infection.

In addition, secondary priority has been given to:

a,

Learning more about the workings of the immune system —— by challenging
laboratory animals' immune systems (especially those of mice) with,

'say, live cholera bacteriaj

Studying'the'possibility of providing "passive immunity" to, say,
cholera by inducing cows to produce high levels of cholera anti4toxin,

which are secreted in the cows’ "coloatrum”, or early milk.




c. Lavestigating the effect of malnutrition and intestinal parasites

on gut immune responses to oral vaceines.

While lauding these goals, the reviewers felt that, given the Group's
operating realities, for the next few years, tco great a diversity in :project
orientation must be avoided —- and that only carefully chosen projects, in high

priority areas, should be undertaken.

Basically,the reviewers said high pricrity should be given to studies of
local intestinal immunity, in relation to infection with live or dead vaccines ~—

leading to the development of protective immunogens.

Overall, it was said, the HDWG is hampered by several missing factors -- most
notably the lack of a senior scientist specializing in gut immunology (or at least
med1ca1 1mmunology), as well as an "almost non~existent working group." Here too

the problem is insufficient scientific personnel.

Given these realities, the reviewers sdid, for thq immediate future existing
colloboration, with v151t1ng and outside immunolegists,must be expanded and

maintained, even when a senior immunologist comes on board.

In addition, the reviewers said, the HDWG alsc needs at least one clinical
investigator or physician with a full-time research interest_in gut immunology ~—
a field where '"the Centre has a much stronger possibility of being first-rate than

in basic cellular immunclogy."

Moreover, it was suggested that attempts should be made to attract to the
HDWG researchers from other groups, whe would become associate members of Host

Defense, and would participate in protocols to improve the current scientific

staff deficiency.




As to the CGreup's research support staff, the reviewers found them to be

"competent in most of the methods recently used in the HD program laboratories."

Finally, the reviewers noted that the HDWG's projects would be significansly

strengthened with the addition of at least four pieces of equipment: a -70 degrees
: ,

deep freeze; a mini~computer; 2 water bath, and a microbalance.

~~Responding to the reviewers' corments, the HDWG is planning to reEruit'a :

Lo
. S

seniot immunologist from Czechoslovakia, and to strengthen the immunology

laboratory. Studies of gut immunity against Shigella is a - new area chosen-fbf ‘

- investigatien in 1983~4,




"CGHMUNITY”SERVICES'RESEARGH'WORKING GROUP

Reviewing the Centre's largest ptogram in terms of budget, the External Re~
viewers and the Board of Trustees mostly had praise for the Community Servires

Research Working Group (CSRWG) —— tempered by some suggestions for improvement.

Overall, the reviewers lauded the ICDDR, B for being‘an enormously important
source of demographic data and research over the paét 20 years -- noting that at
Matlab the Centre maintains the Demographic Surveillance System (DSS) -~ the
largest continuous system of accurate vital registration for any sizeable popula~-

tion in a developing country,

The Centre's contribution to improved understanding of population change
determinants in a developing country, the reviewers said, probably exceeds that
of any o%her single locale or country, Mofeover, there aré few demographic
issues that research based on ICDDR,B data has not helped clarify. The most
notable recent achievements: the extension of demographic surveillance and
certain health interventicns to Teknaf, an area‘at Bangladesh'é southeastern tip
tudt is vastly differeat ecologicaily from Matlab; and the clear documentation of

a major fertility decline in the Matlab treatment area, induced by an expanded

family plamming-cum~highly focused primary health treatment effort,

Maintaining that the state of present staff, facilities and work programs,
in general, seems quite healthy, the reviewers addressed some strong points and

problems:

I.  As to the CSRWG's major project, the DSS, the reviewers 'said:
Data appear to he of high quality in terms of completeness; and

accuracy of characteristics is good and improving. Field staff are very




-2 -
experienced, and take great pride in keeping records complete. All aspects of dalx
recording appear to enjoy a high degree of quality control. Successful iﬁplemanta
tion of computerization of records in the IBM System 34 has been undertaken.

Improvement of cause-of-death reporting by non-physicians is well undes way.

However, the question rose whether, by reducing the number of houschold visits,

the PSS could be made simpler and iess costly, without sacrificing accuracy.
o

This would be especially important if -the system were to be used surcessfully in.

_other countries.

~-Noting that some relevant data on this issue already exist, the TCDDRB -

+

plans that high priority be given to researching these issues in }933-5, R

'
5

2. Another msjor part of the CSRWG's efforts revolves around evaluation of
Family planning-cum~health intervention experiments at Matlab. There, the effects

of "trearment" versus "comparison' area services are- studied.

Thus, 'in the treatment area, intensive maternal-child health/family planning

- (MCH/FP) services are provided in people's homes, and/or at the Matlab Treatment

Centre or one of four sub-centres in the treatment avea. Offered are oral
rehédratiﬁn therapy (ORT) and, if necessary, intravenﬁﬁs rehydration for diarrhoea
victims; immunizations against measles and tetanus; other primary health care treat-
ments, such as for scabies and respiratory infections; pre~ and post—-natal .care;

health education; and provision of contraceptive advice, devices and follow-up.

Ca

On the other hand, in the comparison ares, only ORT is offe:ed in people's
homes ~~ though residents can go to the Matlab Centre for diarrhoea treatment;

contraceptives and primary health services.

This experiment, the reviewers said, appears to have been done with great care

and attention to detail. A high quality field staff and a tight supervigion/moni-

toring system exist. Family planning appears to be a great success, with crude birth

rates declining by about 10 per 1,000 more in the treatment than in the comparison arca,
or by 25 percent. Moreover, crude death rates dropped by 2.5 per 1,000 more in the




treatment area, or some 20 percent;

Equally impressive, it was said, s a highly reliable project evaluation
apparatus, which lends weight to estimated results. As the principal CSRWG
external reviewer stated, "The Matlab experiment is the best-documented, and
scientifically most aatisfactor& example cf family planning program evaluation in

a developing country". : ;

In an important critique, it was stated that careful thought is required
about what ideas should be tested next, using the large, intensive Matlab data
collection effort. To do this semsibiy, it was noted, analysis of current data

1s needed,

--Agreeing, the Centre responded that a new computer facility is very
badly needed. Further, assistance for the development of morbidity surveillance on a

consultative basis already has heen planned.

3. In addition to those noted above, reviewers pointed out that several
regearch areas are ripe for intensified activities. Enlistment of a ﬁealth
economist to evaluate the cost-effectiveness of various.health interventions at

; Yatlab seems clearly desirable. Also, the data could be used to address some
major issues in population economics, The successful family planning effért,

combined with the excellent data system (including a 1982 €ensus of socioceconomic

status and wealfh)-affords a unique opportunity to measure; for treatment versus
! comparison areas, the family planning programés aconomic impact 6n.incomes,
labor force participation, and levels of physical and human capital. Every effort
should be made to capitalize on the uniqueness of the Matlab data and the
éxperimeptal interveﬁtions whdée results are being registered in thgt data, the

reviewers said.

~~The CSRWG also sees the recruitment of a health economist as a high

priority.




4. The reviewers also noted al"conSpicious tack" of small+scale socio~-
anthropological studies, designed to esﬁablish sound hypotheses, which could bhe
tested to get specific answers to important issyes:

—~Concurring with this need, the CSRWG has beguﬁ aaseries of in~depth, rather
than longitudinal or cross;sectional studies —*iincluding%what possible role a
mother’s education may play in lowering child mortality; and ﬁhether_a."plateau"

is reached in terms of people accepting health interventions in family planning

-

and oral therapy, etc.

5, ‘Wifh regard to possiﬁle extension of the present CSRWG program, the
reviewers pinpointed a "severe" weakness in the health services research. Most
ICDDR, B health projects, it was noted, were being doﬁe outside CSRﬁG adspices;
and the Group’s main thrusts principélly have been demographic and socioeconomic.
A major concern was that these projects will "compromise the Centre's unusuaily

high data quality and research degign standards."

The reviewers noted that extenslon of the Matlab type MCH—FP programme to
two new thanas has been 1mplemented Lnltxally under rthe auspices of the Training
and Extenslon Working Group, and then under the Projgct Development Committee.
The major aim is to test the helief that the Matlab approach can be successfully
used elsewhere, by suitably training workers in the government health system. It
wag felt that the highest prioritf should g0 towar&s deve1oping,Ieadership in
health services and operationg research in order to fully realize the assets of

the Centre s very good demographic base.

6. Furthermore, the reviewers said the CSRﬁG-does not give much pribrity to

. kN . '
controlling diarrhoceal diseases, but should be helping the Bangtadesh Government
hs 28

in this campaign. Finally, it was said that demography and health services
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research should be integrally related in the future.

-~ The ICDDR,B's respounse was that, 1in the coming year, more emphasis will
be given to this area, through the recruitment of a medical epidemiclogist to re-
place the field coordinator who left the Centfe last year. Integration of the ex-
tension health services within the CSRWG is planped. With regard to dlarrhoeal

| diseases, the CSRWG has undertaken and evaluated one of the 1argest Oral Iherapv-i!*l'

g studies in the world, and alqo has provided consultancy services to BRAC Oral Therapy

program Londucted in several dlstrlcts in Bangladesh. . w:i‘

BE

Lo




DISEASE TRANSMISSION WORKING GROUP

Ovefall, each project was felt to he of high quality and the program was

seen as very productive, However, the DTWC's rogram and priorities were seen
y ’ prog P

as a compilation of various prejects, resulting from past ICDDR,B experieace and

individual interests, lacking in overall conceptual focus,

The reviewers and the Board of Trustees as a whole accepted the program as
presented as a basis for 1983 research activities. During the year, the Board
said, there must be modifications, leading to a well-conceived, well-focused
program of sound priorities for 1984, This new program plan is to be presented

to the Board by June 1983,

To develop such a soundlprogram, it was said, the DTWG should be assisted
by a consultant experienced in diarrhoeal disease epidemiological research. In
designiug a new program priority, research areas should be defined for 4-5 yéars.
And the following appreaches should be taken into consideration in setting these

priorities:

Diarrhoeal disease causes by specific pathogens, taking into account
what is known and unknown about the etiology, pathogenesis, epidemiology

and ecology.

Regarding the affected communities, attention should focus on groups at
special risk (high or low). Also, social, economic, behavioral and
environmental factors important in the spread of diseases should be

addressed.




c, Successful diarrhoeal prevention and control interventions sheuld be
reviewed -~ such as human behavior, particularly hand washing; and sueb

technological interventions as immunization. Attention to presenr

knowledge is essential in the setting of priorities, the reviewersg

said; and special attention should be paid tq priorities set by WHO, and

these priorities should be consciously incorporated or rejected‘ for

explicit reasons. Fimally, the programs should focus on the sxtuatlons

in Bangladesh and in other countrxes whlch have the greaLest problema., o

. .r' .
W
e

In addition, there was strong conSensus that the Centre urgently needs to oo

b4 ‘ M
recru1t a junior and senlor epldemlologlst as well as a senior m1croblologlst

i ’4. - _.'; EYR

Special attention should be given, the reviewers sald . to taklng a 1esearch

-

&

advantage of such unique sxtuatlonb as when a cholera epidemic strikes a deflned

population, such as that at Matlab. ' - i_‘ﬂ

—=-~ Responding to this critique, ICDDR,B leaders believe the program has been

successful in identifying the mode of tfansmission of important enteric pathogens,
Simple interventions, such as hand washing, have been proven effective, and now
are being applied on a broader scale to prevent the spread of a vatiety of
pathogens. Basic studies relating important phenomena, such as antibiotie
resistance or invasiveness, to the clinical or field situation have attracted
attention. This work foliowed an early, iﬁ—depth review and recommendation By

Dr. J. Rughes, a senior epidemiologist in diarrhoeal diseases from the CDC, when

.

he visited the ICDDR,B in 1981 on a consultation. The proposed program and.
priorities were preparad by etiology, taking into consideration the state of
current knowledge for such'ghteropathogens. Dr. Hughes reviewed studieéffrﬁm 1960g,1“'

to 1980, and emphasized the need to investigate each enteropathogen wiih‘prbposgd*

study design, to £fill in gaps in knowledge.




Successful diarrhoeal prevention and control interventions should be
reviewed -~ such as human behévior, particularly hand washing: and sueh
technological interventions as immunization. Attention to pPresent
knowledge is essential in the settiﬁg of priorities, thé.reviewers

said; and special attention should be paid to priovities set by WHO, and
these priorities should be consciously incorporated or rejected, for
explicit reasons, Finally, the programs should focus on the situations

in Bangladesh and in other countries which have the greatest problems.

In addition, there was sﬁrong consensus that the Centre urgently needs to
recruit a junior and senior epidemiologist, as well as a senior microbiologist.
Special attention should be given, the reviewers said, to taking a research
advantage of such unique situations as when a cholera epidemic strikes a defined

population, such as that at Matlab.

~--= Responding to this critique, ICDDR,B leaders believe thé program'has bheen
successful in identifying the mode of transmission of important enteric pathogens.
Simple intepventions, such as hand washing, have been proven effective, and now
are being applied on a broader scale to prevent the spread of a variety of
pathogens. Basic studies relating important phenomena, such as antibiotic
resistance or invasiveness, to the clinical or field situation have attracted
attention. This work followed an early, in-depth reviéw'and recommendation. by
Dr. J. Hughes, a senior epidemiologist in diarrhoeal diseases From the CNC, when
he visited the ICDDR,B in 198) on a consultation. The proposed program and
priorities were prepared by etiology, taking into consideration the state of

current knowledge for such enteropathogens. Dr. Hughes teviewed studies from 1960

to 1980, and emphasized the need to investigate each enteropathogen with proposed

study design, to £fill in gaps in knowledge.




It is agreed that the Centre urgently needs a senior epidemiologist, as

well as younger scientists with high skills in enteric and field epidemioc

T eryemar
Iogy.

VoL
(RSN R &

The assistance of a senior epidemiologist will be very helpful in improving

progran,




- 'TRAINING AND EXTENSION

The reviewers agreed overall that the Training Program Had achieved a great
deal in its first three years. Among its majotr accomplishments, said the reviewers,
were 'vigorous attempts to train local staff that have met with considerable

success, among both research and support staff.”

Noting that the Centre possesses certain unique qualities as an internafipnél
institution, the reviewers said these strengths should be capitalized on b}’thé..ﬁ'ﬁ
Training Program -- in order to better train individuals from other countries'as{
well as from Bangladesh., While this alreadflis being done, it was felt that such
efforts could be greatly enhanced, by more sharply focusing on overall cbnceptual
goals, and on how and where to place priorities. To reach this goal, the

reviewers suggested the following guidelines:

1, Increased specificity in both courses and other training activities,
Special training areas should correlate with activities the Centre
excels in, and where a practical field, hospital or bench experience
is available, For example, it was said, instead of a course on field

epidemiology, one on the spread and control of cholera should be piven.

Training outside Bangladesh should be specific and limited to the

expertise of Centre staff. With the concurrence of the Board of

Trustees, larger projects can be developed inconjunction with,bther 

countries. However, these would be entively contingent on external .

funding.

With time, there should be decreased dependency on imported teachers.

The training program, it was felt, now-is mature enough to do much of




its work with internal faculcey.

There should be active internal and sxternal evaluation cof atil

training, including good follow-up. of what each trainee dosos in

subsequent years. Based on this, sharper criterfa for selecting

participants can be developed,

A serious plan is needed to present upgrading expetiences for previous
trainees. These would serve as current "state~of<the-art" courses.fnr
somé selected new trainees. Such courses might be termed "Advances in
Diégnosis, Management, etc. oleiarrhoeal Diéeasés." The focus should
be on specific areas, such as new treatments for diarrhoea, nutrition

during and after diarrhoea, ORS. improvements, etc.

Participants chosen should be sharply defined, such as "professors of
pediatrics for advances in ORS," or "chiefs of emergency and OPDs''for
approaches to epidemic management, using the Dhaka treatment centre as

a model,

Increasing emphasis should be placed on preparing outstanding persons

for research careers in their own countiries,

Furthermore, there was consensus that the Céntre shéuld net develop a cote of
people who exclusively do training or teaching, It is.important, it was said, te
keep all research staff ‘participating in training, within reasonable fime limits,
perhaps 20 to 25 percent of total working time. This commitment should be

emphasized in recruiting new staff, the reviewers said.




Another strong consensus was that there should be a far greater internal
training effort for younger staff. As-parﬁ of this, it.was said, more attention
must be paid to the basic quality of the laboratories,.hDSpital and all other
facilities. Tt was noted that a strong upgradlng is needed in m1crob1ology, the

hospltal and treatment centre, as well ag in the fxeld statlons.

On a broader scale, the veviewers supported the concept of regional
conferences, such as the Asian Conference, as & forum for younger sciemtists to

present their findings and thereby gain experience.

L

As to preparation of training materials, it was said that the present

weakness could be overcome by use of short-term consultations and WHO materials,

particularly relating to the standardization of laboratory methodology. 1In
developing training materials over the long term, the reviewers stated, there
should be a concerted effort to develop the intrinsi? capabilities of cufrentﬂ
staff. It was noted that the Centre has a great strength in graphies and all the

components for an excellent ability in materials development,

Turning to extension activities, the reviewers noted that plans are underway
for the Centre to extend some of the elements of its maternal-child health/family
planning progfam from Matlab to three other areas ofwﬁangladesh These areas have
been designated as targets for spec1a1 health care by the Bangladesh Mlnlstry of
Health., It was sald that the Centre has an opportunity to export its research
findings to: these areas, in close collahoration with both the Bangladesh Government
and with semi-autonomous and private organizations engaged in health care delivery.
This dces not mean, the reviewersvsaid, that the Cen;re should run the country's

health delivery services, but should assist in measuring their impact.
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- Requnding, the Training and Extenéion Group

te implement the reviewers' suggestions.




SCIENTIFIC COLLABORATION

In respect to collaboratiocn, which'currently encompasses virtually svery arc:
of the Centre’s activities, the raviewers noted, that "thisg should continue to ba
encouraged as long as it serves the aims and objectiygs of the Centre". Collaborative
research of theiCentre with ;pher institutions should prfharily reflect ICDDR,B
priorities. ICDDR,B is a valuable resource and has a potential role in a8315tlng

aovernments wanting to establish their national diarrhoeal disease research ‘centres,

The Board observed that largest projects can be develéped in conjunction with
other countries. These projects would be contingent on éxternal funding; Other
reviewers fecammended that outside researchers coming to the Centre in a collaborative
»ffort should be assigned counterparts, who should be chosen for their interest in
the subject. The counterparts thus would benefit,by gaining research or clinical

axperience. At the game time, they would also be of immense value to the outside

researchers.

—-In the December 1982 Board of Trustees meeting, it was noted that most

collaborative projects, including all of those being undertaken now, are fully

costed and overheads are being recovered.

Reviewvers commented that in 1981, of sixteen collaborative research protocols
only two are with institutions and brganizatiogs inEBangladesh. The reviewers said,
there was écope for greater cdllaboration with ﬁany.mnre Bangladeshi iﬁstitutions.
In the health services field, it was stated, the Bgngladesh_Ministry of Health is
an obvious partner. Moreover, where joint research projects are involved, the
reviewers said, several university, government, semi-autonomous and private

institutions and.organizations are likely to be interested-—providing the Centre

is prepared to spend money and considerable effort.




In the medical field ICDDR,B "is probably by far the most powerful
research institution" in Bangladesh. The Centre should support development

of research capabilities in Bangladeshi institutions. .The reviewers noted

that this may go a long way toward building uﬁ,ICDDR;B's credibility in the

Bangladesh point of view.

. == Agreeing with the reviewers! point, the Centre took a major
step in 1982, aimed at vigorously pursuing development of research capa-
bilities in Bangladesh as mandated in the ICDDR,B Ordinéncé. The Qentre's'*
Board éf Trustees formally established a Project Coordination Committee,
whose goal 1is to coordlnate, strengthen and fac111tate research by
Bangladeshi organlzatlons" The Centre has begun cooperatlon with the
Bangladesh Medlcal Research Council to establish a research celi to train -
Bangladeshi scientists in research and management of diarrhoeal diseases. *
Currently collaborative studies and assistance projects are ongoing with

more than 50 national institutions.

"ICDDR,B's scientific research is of excellent quality and of great
significance to the acquisition and spread of new knowledge about diarrhoeal
diseases. There is every reason to believe that the work of scientists at
ICDDR,B, which has in the pasf revolutionized thinking about these diseases,
will continue to contribute to the search for ways to address this criﬁical

public health problem.

A




" CONCLUSION

The completion of the first cycle of external review, coupled with the

Boeard of Trustees' own thorough analysis of the Centre's work, has provided

excellent guidance for strengtheningAthe ICDDR,B‘and'for}setting the goals and

priorities that will be the fdundation for the next five-year plan. The work
being done in 1983 represents the fourth year's effort in the present five-year
plan ~~ a plan which was preseﬁted to the Consultative Gréup meeting in 1980, av
the Consultative Group meeting of 1984.we hope to present our plans for the

period 1985-1990,
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WORLD HEALTH ORGANIZATION
DIARRHOEAL DISEASES CONTROL PROGRAMME

DEVELOPMENT AND FIELD TESTING OF AN ORAL CHOLERA VACCINE AT
TUE INTERNATIONAL CENTRE FOR DIARRHOEAL DISEASE RESEARCH,
BANGLADESH (ICLDR,B) N

Report of an Informal Consultation -
(Washingten, BC, 10-11 June 1983)

i

i, INTRODUCTION

The purpose of the consultation was to discuss the development and field
testing of an oral cholera vaceine at the International Centre for Diarrhoeal
Disease Research, Bangladesh (ICDLR,B). '

The participants included scientists who had developed two candidate
cholera vaccines, members of the ICODR,B Baard of Trustees, the Director of
the ICDDR,B, members of the Steering Committee of the WHO Diarrhoeal Discases
Control (CHD) Programme's Scientific Working Group on Bacterial Enteric
Infections, outside experts, and members of the WHO Secretariat (see Annex).

The consultation focused in particular on two experimental oral cholera
vaccines, uwamely: JBK-70, a live AR~ mutant of Vibrio cholerae El Tor :
- inaba (strain N16961) developed at the University of Maryland, USA, and a
combined B-subunit/whole-cell vaccine, developed by the University of
Goteborg, Sweden, the National Bacteriological Laboratory, Sweden, and the
Institut Mérieux, France.

2. REVIEW OF THE CANDIDATE ORAL VACCINES
2.1 JBK-70

The present status of this vaccine was reviewed although, for reasons
given below, it was not being considered for a field trial.

JBE-70 is a genetically engineered strain of V. cholérae constructed
spacifically for possible use as an oral-attenuated cholera vaccine. Using
the techniques of recombinant UNA, the genes encoding ¢holera toxin were
cioned from the V. cholerae El Tor Inaba strain N16961, a strain which has
been extensively studied in velunteers and shown to produce both disease and
immunity. The genes encoding both the A and B subunits of cholera toxin were
specifically and completely deleted in vitre by the use of restriction éndonu-
cledases, and a gene encoding mercury resistance was inserted in their place.
Inis mutation was then reinserted into the chromosome of N16961, displacing
(aad thereby deleting) the cholera roxin genes of that strain. Because this
mitaticn involves 4 complete deletion of the structural genes for cholera
toxin, the attenuated strain is incapable of genetic reversion and of becoming
toxinogenic. The mutation ig also specific in that no other genes encoding
cclonization factors or other antigens important for immunity were altered.

In initial velunteer studies carried cut at the Center for Vaccime
Development in Baltiwmore, USA, 14 volunteers were given 108, 108, or
1ol organisms of JBK-70. Mild to moderate diarrhoea was observed in 1 of
4, 2 0f 5, and 4 of 5 voluateers, respectively. Stool volumes ranged from 235
Lo 1878 ml and cramps were reported in all volunteers with diarrhoea; one
volunteer had some rice-water stools. Other side reactions ineluded anorexia
(5 volunteers), vomiting (1 volunteer}, and low grade fever (100°F in 2
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volunteers)., All but one of the 14 volunteers excreted JBK-70 in their stool.
The antibacterial (vibriocidal)‘immune‘rédﬁoﬁse cbserved in serum was compar-
able to that seen after challenge with pathogenic V. cholerae and was wuch
wigher than that observed with 3 doses of ‘the B-subunit/whole-cell vaccine.

Although the results in volunteers were encouraging with regard to
colonization and immune response, tha number of teactions observed at the
doses tested (100-1010 organisms) was unacceptably high., Additional
volunteer studies using fewer organisms (10‘-10“) per dose of vaccine are -
planned to see whether they will be adequately immunogenit without being
reactogenic. Research is also under way to identify the factor(s) responsible
for the observed diarrhoes and to clone the penes encoding this factor. Ounce
cloned, these genes can be specifically deieted from JBK-70 in the same manner
as the cholera toxin genes to produce, it is hoped, a highly effective,
inexpensive and non~reactogenic live cholera vaccine,

2.2 B-subunit/whole~cell vaccine

The present composition of this vaccine (Table 1) ‘is désigned to provide
sufficient amounts of the most suitable antigens currently available for
evoking intestinal nucosal antitoxic and antibacterial immuniity to protect
against V, cholerae.’ Experiments in rabbits have shows that ankitoxic and
antibacterial antibodies act synergistically in protecting against
experimental cholera, Protective antitoxic antibody is mostly directed
against the B-subunit, whereas ‘antibacterial impunity is mainly against the
cell-wall lipopolysaccharide (LPS). Antibodies against heat-labile antigens,
such as haemagglutinins, may zlso contribute to protectidm. All these various
antigens are inciuded in the vaccine. The vaccine is intended for oral use
because current. knowledge about intestinal immunology, supported by
experiments in humans with this vaccine, indicate that the oral route is
superior to the parenteral route for stimulating the formation of secretory
igh (SIgA} antibody in the But mucosa and local immunological memory. The
procedures for preparation and characterization of the vaccine are well
defined, thus assuring good bateh~to~batch reproducibility.

Vaccine safety: Initial studies in Sweden and Bangladesh demonstrated
that the vaccine, given orally, caused uoc detectable side-effects. 1In the
studies in Swaden, 10 adult volunteers received one or two doses of vaccine
containing 0.5 mg of E-subunit and 5 x 1010 organisms of the heat-killed
classical Inaba and Ogawa vaceine components (Table 1). In no instance were
any local or systemic side-effects observed within ane month after. '
immunization. 1In subsequent. studies, 30.adult Swedes and 16 Bangladeshi women
were given two doses of vaccine each containing 0.5~2.5 mg of B-subunir and
5 x 10 of the heat-killed classical Inaba and Ogawa vibrios, Surveillance
for side reactions was perforned for 10 days after each immunization by a
physician or a health worker; in no instance did these oral immunizations
give rise to any detectable side-effects.

; In more recent studies in Bangladesh, one or two doses {given one day
‘apart) of 1 mg or 5 mg 6f B-subunit alone were given orally to about 1 200
family contacts (aged 1~70 years) of patients with.cholera to evaluate its
possible effectiveness ag a toiin-receptor blocking agent. No local or .
systemic side-effects were obsérved,. :

Mucosal immunogenicity and serﬁm.antiquies,in volunteers: At the
ICDDR,B and in Sweden, mucosal immunogenicity studies have provided R
information on the ability of the vaccine Lo stimulate mucosal antibody in the,
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intestine of volunteers. .

consisted of the heat-kill

(2.5 x 1010 crganisms of e

vaccine (Table 1), 9 healthy Bengali women were

given 2 gor : i . : ine 28 days apart and vere
group (9 persons) of cholera convalescents given a singie

oral vaeccination, - The vaceine doses given are indicated in Tabie 2. Five

minutes before the oral lamunization 100 cc of 0.1 M NaHCO3 solution was

given Lo neutralize gastric acidity; the oral vaccine was then administered

in 100 ¢c of the same solution. lntestinal lavage was performed. ane fiuid

specimens were examined U, 3, 9, and 28 day

cholera convalescents) 9 aud 28 ¢ i Antitoxin

and antibacterial antibodies in ¢ i asured by an ELISA

test using purified cholera toxin and LPS, respectively, as solid phase

antigens. Total IgA was also determiped by ELISA to permit the expression of

all titres in relation to total Iga. :

The results showed that a single peroral adwinistraction of 2.5 mg of
B-subunit indyced a significant increase in antitoxin titre in most recipients
(Figure 1 and Table 3. Two immunizations with a 0.5 mg dose of B-subunit
also induced & significant mucesal antitoxin respomse in most instances.
Although intramuscular,injections also induced a rise in the antitoxin IgA
titre in many cases, the duration of the response was significantly shorter
than after oral adwinistration, The study thus showed the ability of
B-subunit, administered orally, to stimulate intestinal wucosal antitoxin
responses in Bangladeshi adults,

Measurements of the intesei y nti ¥ 3k response
revealed that although clinical ¢ induced a substantially increased
titre of intestinal IgA antibody to V. cholerae LPS in most recipients,
increases occurred less frequently and were of lesger magnitude foliowing a
single oral or intramuscular vaccination with whole~cell vaccine {Figure 2 and"
Table 3). However, following the second oral administration of the whole-cell
vaceline, intestinal antibacterial Tesponses were induced that were comparable
to those following disease in 12 cut of 13 vaccinees. Both the magnitude and
the duration of the mucosal response attained after two oral administrations
were superior to those obtained by the Z-dose parenteral immunization regime.

As its final objective, this Study explored the extent to which
immunization could induce (or, in the naturally-primed Bangladeshi volunteers,
perhaps hoost) immunological memory for a mucosal response., oral imnunization
with combined vaceine dppedred to be as effective as clinical cholera in
preparing the intestine for g local 1ga antibody tesponse to restimulation by
cholera antigens., Both the antitoxin and the anti~LPS responses were seen
within 3 days zfter the second immunizations, which was earlier than in the
case of the inirial vaccinations (Figs. i and 2). As regards the mucosal Iga
antitoxin, a rapid response was also seem in many volunteers who had been
vaccinated with B-subunit 15 months earlier, suggesting that angitoxic memory
was long-lasting,

The SIgh antitoxin and anti-LPS antibody responses in intestinal lavage
specimens following one or two lmmunizations with similar doses of combined
vaccine vere alse studied in adult Swedish volunteers. Significant titre
i es were observed in most vaccinees, but they were

observed i Bangladeshi.volunteers.
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Challenge studies: Studies of vaccine efficacy were recently performed
at the Center for Vacgine Bevelopment in Baltimore, USA. Nineteen adule
volunteers received 3 oral doses of combined vaccine at 2-week intervals.

Fach dose of vaccine consisted of § mg of B-subunit and 5 x 10 heat-killed
classical Inaba, 5 x 10i0 heat-killed classical Ogawa and 1 x igll -
formalin~treated El Tor Inaba organisms ~ i.e., the first three components of
the whole-cell vaccine {Table 1). Three hours prior to ingesting vaccine, the
volunteers ingested 300 mg of cimetidine; one minute before vVaccination, they
took 2 g sodium bicarbonaté in 156 gl of distilled water. ~Antibody responses
in jejunal fluid and serum were measured afcer each imnunizZation, Five weeks
‘after the last immunization, the'susceptibili:y of 11 vaccinees to oral
challenge with 2 x 10% 1jve E1 Tor ¥. cholerae organisms (strain N16%61)

~dministered with 2 g sodium bicarbonate was compared with that of unimmunized
rentrol veolunteers.,

No notable adverse reactions were observed in any vaccine recipients,
The results of the challenge studies (Table 4) showed that the vaccine gave
significant protection against an ID1gy challenge dase with live vibrics: &
of 11 vaccinated persons as compared with 7 of 7 controls developed diarrhoeal
iliness after challenge (64% vaccine efficacy, p = 0.01). The vaccination
afforded complete protection against severe disease; no vaccinee had
diarrhoea exceeding 1 litre, while 4 of 7 controls had diarrhoeal stools of 2
litres or more (Table 4). The vaceine had no effect on the rate of excretion
of V, cholerae organisms, though the quantity of excreted organisms was -

——

slightly less in the vaccinated group (Table 5).

Seventeen of 19 vaccine recipients wanifested significant rises in serum
vibriocidal antibedy (measured against Inaba serotype). There was no
" relationship between serum vibriocidal responses ang protection against
diarrhoea among the 11 vaceinees who participated in the chailenge study,
Three of 4 vaccinees who developed illness and all 7 proitected vaccinesgs had -
significant rises in vibriocidal antibody during and after vaccination.

.
All 19 vaccinees exhibited significant serum antitoxin Te@sponses
tollowing vaccinarion ang 13 vaccinees (68%) had significant rises in
intestinal SIgA antitoxin measured after only two doses of vaccine. There was
uc correlation between serum or intestinal antitexin responses and protection,

Measurements of intestinal antibody to Inaba LPS and outer membrane
proteins are in progress, Preliminary work has revealed significant rises in
S1lgA anti~LPS in intestinal fluids from about half of the vaccinees.

Possible field trial; on the basis of these results consideration can
now be given to a field tria}l of the B-subunit/whole-cell vaccine. The main
prrpose of such a trial should be to determine the protective efficacy of the
vaccine against cholera and the duration of protection. However, given the
particular nature of the vaccine, consideration should also be given to
detecting any possible cross protection afforded against Escherichia coli LT

disease by the B-subunit component of the vaccine. The opportunity should
also be taken to study the protection of infants via “immune milk" from
vaccinated mothers, as weil as prevention of the carrier state (asymptomatic
infection).
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3. FIELD TEST FACILITIES AT ICDDR,B

The ICDDR,B has the capabilities for field testing a cholera vaccine.
The part of the field area in Matlab Thana that is fully covered by the health
services has a population of ‘80 000 ard is immediately available for sueh a
field trial. Additional field ‘areas may be made available, if needed,
provided sufficient resources are forthcoming. 1t was felt that in designing
such a trial, it would be important to ensure that edch cell is large encugh
to provide definitive information -about the efficacy of ?he vaccine tested.
4, FUTURE STUDIES WITH B-BUBUNIT/WHOLE-CELL VACCINE - CONCLUSIONS AND

RECOMMENDATIONS - - = : : :

TIhe following are tha'cﬁnciuaioné and recommendations of the Group
regarding future studies to be undertaken with the. B-subunit/whole-cell
vaccine, based on its review of the above information:

(1) The Group ¢onsiders that the B-subunit/wholé~cell vaccine offers a
novel approach to protection against: cholera. It notes that the vaccine
has been shown to be unquestionably safe and impmunogenic (i.e., has the
capability to evoke antibodies) in volunteers in Bangladesh, Sweden and
the USA, The Group also recognizes that it is difficult to predict the
efficacy of the vaccine in a population in which cholera is endemic
based on the efficacy cbserved in American adult volunteers {(64%); in
naturally primed individuals protection is in fact likely to be Ereater
than in unprimed volunteers.

(2) The Group recommends that the highest priority be given ro the
following three studies;

(a) the whole-cell vaccine (with three strains) that has been
tested in combination with the B-subunit in American volunteers
should be tested alone for its immunogenicity and efficacy in these
volunteers. If its efficacy is found to be poor, consideration
should be given to excluding a test of the whole-ceil vaccine
component given alone in any subsequent field trial. _
(b) the acceptability of a tablet formulation for administration
of the B-subunit/whole—cell vaccine should be evaluated in a sample
of infants and young children in Bangladesh and Sweden.

(¢} if a tablet formulation is Found to be acceptable, liquid and
tablet formulations of the cémbined vaceine should be compared for
immﬁnogenicity in children and adults in Bangladesh and Sweden. 'In
this study the vaccine should be administered using the same
schedule and dosage as would be followed in any subsequent field
trial,’ ' '

{3) The Group agrees that there is sound justification for the
undercaking of & field trial with the B subunit/whole-cell. vaccine at
ICDDR,B following completion of the above studies, and recommends that a
proposal 'to this effect be submittéq_for'ébnsideration by the
appropriate authorities at 1CDDR,B, ‘the Bang ladesh Medical Research
Council, and the Government of Bangladesh., Such a trial should include
at least two groups - one receiving B—subunit/whq§?~ce11 vaccine and the

other a beneficial placebo (teo be determined). ‘& third group receiving
. - ; 3 ' i

.

i




the whole-cell vaccine should alse be included unless the study in
American volunteers (2a above) shows it to be ineffective. All the
vaccines in the trial should be given in a total of 3 doses administered
at appropriate intervals (to be decided) in the formulation (tablet or
liquid) determined by acceptability and imeunogenicity studies {see b
and 2c above). The whole-cell vaccine should contain a formalin-killed
classical Ugawa V, cholerae strain recently isolated in Bangladesh in
piace of the formalin-killed V. cholerae classical Ogawa strain (Cairo
50) (see Table 1). Each dose of vaccine should be the same in all
age-groups and should contain 1 my of B-subunit @nd/or 1 x 101} killed
V. cholerae organisms. The trial lots of vaccine should meet all WHO
and national {French, Ywedish, and Bangladeshi) requirements and should
be tested for safety and Lmunogenicity in a sample of the field trial
population before undertaking the trial.

(4) The Group recommends that, at the earliest possible date, studies
. be undertaken in animals to ensure chat the immunogenicity of the
individual whole-cell and B~subunit vaccine components remains stable
when the two components are mixed and stored for a 3-month perjod. A
range of temperstures (4-28°C) should be used in these studies,

(5) The Group comsiders that studies should, if possible, be undertaken
in American volunteers to assess the immunogenicity (and_efficacy) of
the tablec formulation and dosage used (if it is used) in the field
trial.

(6) The Group hopes that with this schedule a vaccine field trial can
be undertaken by ICDDR,B by the autumn of 1984. 1t emphasizes that the
mode of preparation and dosage of the vaccine component(s) recommended
for this trial have been selected to maximize the likelihood of
protection. If the vaccine tested should prove to be sufficiently
protective, subsequent trials will be necessary to define the optimal
forimulation and dosage schedule at the lowest cost for its use as a
public health tool.
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TABLE 1

PROPOSED B-SUBUNLT/WHOLE-CELL VACCINE

B-subunit component:

Oral chelera toxin B-subunit .
1 mg/ml in 1" ml of PBS buffer

Producer: Institut Mérieux, Lyon, France

Whole-cell vaccine component:

Oral inactivated whole-cell cholera vaccine
1 x 10}} cells in 8 ml of PBS buffer

Producer: The National Bacteriological Laboratory, Stockholm, Sweden

Contents:
~ heat-killed V. cholerae ¢classical Inaba
(strain Cairo 48

-  heat-killed V. cholerae classical Ogawa
(strain Cairo 50

- formalin-killed V. cholerae E1 Tor Inaba
{strain Phil 697

- formalin~killed V. cholerae classical Ogawa
(straia Cairo 50

- PBS

- Thiomersal

2.3 %
2.9 %
2.5 x

2.5 x

"8 ml

0.1 mg

1010
1610

1010

110

organisms

PTZanisms

organisms

organisms
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TABLE 2

IMMUNTZATION PROTOCOL FOR COMBINED CHOLERA
B-SUBUNIT/WHOLE~CELL VACCINE (WCV)

¢t

Immunizatien
initial ‘ éecond
Immunization Route™ B*suﬁ WCV {No Route™ B-sub  wCv (No
group (mg) of vibrios) {(mg) of vibrios)
Cholera
Convalescents Clinical cholara - PO 0,5 x 101C
I ?0 2.5 5 x 1010 PO 0.5 x 1010
1§ PO 0.5 5 x 1010 PO 0.5 x 1010
11 ™ 0.15 6 x 109 M 0.15 x 109

Ny

*p0 = per os;

IM

= intramuscular,




- 9 -

TABLE 3

FREQUENCY OF ANTITOXIN (ANTI-CT) AND ANTIBACTERIAL (ANTI-LPS) RESPONSES
IN INTESTINAL IgA AMONG CHOLERS CONVALESCENTS AND VACCINE RECLPIENTS

Responders to:

Immunization Initial immunization Second immunization
group ’
anti-CT anti-LPS ' *  anti=CT anti-LPS

Cholera )
Convalescents C 8/9% 8/9 /9 B/Y

I PO + PO 718 46 _ 8/8 5/6

1t PO + PO 3/8 4/8 5/7 ' 7/17

IIT IM + IM 6/9 478 411 4fo

*Number of volunteers with a »2-fold rise in ELISA IgA antibody/total IgaA
in intestinal lavage fluid in relation to day O/number vaccinated.




TABLE 4

CLINICAL RESPONSE OF VACCINEES (THREE ORAL DOSES QF B-SUBUNIT/WHOLE-CELL ¥V, CHOLERAE VACCINE)
AND CONTROLS 10 CHALLENGE WITH 2 x 10® EL TOR INABA V., CHOLERAE ' s

, Mean Diarrhoeal stool volume (in )
No. with incubation Mean number of
diarrhoea period (h) mcan median  range diarrhoeal stools

Controls g 28,8 3,5%%  2,9¢ 0,3-7.7 : 13.8

Vaccinees g ' 0.7%%  0.7* " 0.-l0 . 6.8

0.01 (Fisher's Exact Test), 64% vaccine efficacy
**p = £0.05 (t test)

*NS (Mann Whitney U test)




TABLE 3

SACTERIOLOGICAL RESPONSE OF VACCINEES (THREE ORAL DOSES OF B~SUBUNIT/KILLED WHOLE~CELL
V. CHOLERAE VACCINE) AND CONTROLS TO CHALLENGE WITH 10 EL TOR INABA V. CHOLERAE

No. with positive within Geometric mean®
V. cholerae No. with positive 24 hours after Ho. of V. cholerae
in stool direct cultures challenge per gram of scool

Controls 7 1.0 x 108

Vaccinees 191 3.2 x 100

*Mean of highest number of V. cholérae detected in stools of 9 vaccinees and 7 controls,
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FIGURE 1

LgA ANTITOXIN ANTIRODY RESPONSES IN INTESTINAL
LAVAGE FLUID AFTER IMMUNIZATION WITH COMBINED B-SUBUNIT/WCV
AND AFTER CLINICAL CHOLERA

100+

La
(=)
1

ELISA antodin 1A fiotai 195 (U g )

13-

'Dny:s after immunizetion

-FIGURE 2

Igd ANTIBODY RESPONSE TO V. CHOLERAL LPS IN INTESTINAL
LAVAGE FLULD AFTER LMMONIZATION WITH COMBINED B-SUBUNTIT/WCV
AND AFTER CLINICAL CHOLERA
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ANNEX

LIST -OF PARTICIPANTS

Vacecine Developers:

Pr Robert E. Black, Center for Vaccine Development, University of Maryland
School of Medicine, 29 South Greene Street, Baltimore, MD 21201, USA

Dr J. Holmgren, Department of Medxcal Microbiology, Unxversxty ef Goteborg,
Guldhedsgatan 10, 8-413 46 Go:ebo;g, Sweden 1

Dr J. Kaper, Chief, Bacterial Genetics Sectxon, Center for Vaccine Levelopumens,

University of Maryland School of Medicine, 29 South Greene Street,
Baltimore, MD 21201, USA

Dr M.M. Levine, Director, Center for Vaccine Development, University of
Maryland School of Medicine, 29 South Greene Street, Baltimore, MD 21201, USA

Dr J. Armand, Directeur des Recherches et Applications, Institut Mérieux,
i7, rue Bourgelat, Lyon Cedex 1, France

Professor H. Lundbeck, National ‘Bacteriological Laboratory, 10521 Stockholm
Sweden

ICDDR,B Board of Trustees:

Professor D. Bradley (alsc a member of CDD Technical Advisory Group}, Director,
Ross Institute of Tropical Hygiene, London School of Hygiene and Tropical
Medicine, Keppel Street {Gower Street), London WClE 7HT, England

Professor 'J. Kostrzewski (also a member of CDD Technical Advisory Group),

Chief, Department of Epidemiology, State Institute of Hygiene, Ulitsa
Choc1mska 24, Warsaw 00-791, Poland.

riajor Genmeral M. Shamsul Hug®, Minister of Realth, Government of the People's
Republic of Bangladesh, Dhaka, Bangladesh

1CDDR, B:

Dr W.B. Greenough, Directer, International Centre for Diarrhoeal Diseases
Research, Bangladesh, G.P.0. Box 128, Dhaka 2, Bangladesh

Steering Committee of the WHO/CDD Scientific WOrqug Group on
Bacterial Enteric Infections:

Dr N.F. Pierce (Chairman), Department of Hedicine, Baltimore City Hospitals,
4940 Eastern Avenue, Baltimore, MD 21224, USA

- Professov Y. Takeda (also a member of ICDDR,B Board of Trustees), Research
Institute for Microbial Diseases, Osaka University, Yamads—-Kami, Suita,
Osaka, Japan
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Bangladesh Medical Research Council:

Dr Farida Hug*, Head, Microbiology, Imstitute of Pubiic Health, Mchakhali,
Dhaka, Bangladesh

ggtside Experts:

Professor J.P. Craig, Department of Microbiology and Immunology, Downstate
Medical Center, State University of New York, 450 Clarkson Avenue,
Brooklyn, NY 11203, UsA.

‘Dr S.C. Palx, Director, National Institute of Cholera and Enteric Diseases
3, br M. Ishaque Road (Kyd Street), Calcutta 700016, India

¥

-

Observers (for ICDDR,B):

Dr Roger Glass
Dr J. Clements
Dr B. Clements

WHO Secretariat:

Dr M.H. Merson, Programme Manager, Diarrhoeal Diseases Control Programme, WHO,
Geneva, Switzeriand

Dr D, Barua, Consultant, Dlarthoeal Diseases Control Programme, WHC, Geneva
Switzerland

Dr A. Kafilludin, Medical Officer, Diarrhoeal Diseases, WHO Regional Office for
South-East Asia, New Delhi, India

*Invited but unable to attend
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REPORT OF THE PERSONNEL AND SELECTION COMMITTEE

The Personnel and Selection Committee of the Board has met on .
two cccasions since the full Board Meeting in December 1982. A
meeting on 19 March, 1983 was held in Geneva at WHO and a meetlng
before the Board Meeting was held on 12 June 1983 at 1IE 1n NEh-

“,,

York - . ‘1_,d€'

In the first meeting an organizational diagram was discussed‘éhd
it was decided that this matter should be left with the mandge-
ment of the Centre with regard to functions and assignment of
responsibilities. The number of positions and a manpower plan
was requested for the next meeting ©f the Committee; Staff rules
on recruitment, selection, appointment and promotion procedures
and geographical guotas were reviewed and compared consonant Qith
WHO for P1-3 level positione. Recommendations for new PBoard
nembers were agreed upon and an overall review of recruitment and
appointments was done. The minutes of the 19 March meeting ware

approved after incorporation of amendments.

In the meeting on 12 June 1983 a report on compliance to WHO staff
rules and scales was made. Complete compliance‘has been achieved
except-witﬁ respect to some project staff. Since their pay SCQlés_;

* were fixed in negotiation with donors no budgetary allowance wag

present to adjust their scales. It was estimated that if - .+

conversion were done cost overruns on projects of about $70,000 U.5

o/ 2




would occur. The following decisions are recomfeended:-

1. That all future projects should be budgetted according to

WHO scales with contingency for increases.

As soon as financially feasible all preject staff should
/

go to WHO scales. - ;

a

staff now designated community workers are neither project
nor core staff of the Centre but are related to community
or government scales and should remain so linked. WHG

does not have such workers or scales for them to the best

of the Centre's knowledge.

The Extended Scales were reviewed and recommen&ed for final

approval by the Board.

A working paper on the pension fund waé'discussedﬂ It was noted
that the Centre was rejected by the UN pension scheme -since it is
not a UN agency. ‘It is therefore ;;gggsted that maintaining a
Provident Fund and Severance Pay, préferably held in U.S5. dollars
in a nationalized Bangladeshi bank, would ke the best interim

solution to the need for a pension scheme.

It was agreed that in order to insure a proper geographical balance

of core staff thus demonstrating in fact thé internationzl character
of the Centre that a geographical quota should be established. The

WHO has a quote system based on cons;deratlons not appllcable to

the Centre., Since the composition of the Board was carefully woraed
ont it was believed that this should serve as a guideline for

geographical distribution of staff.

There was an in depth discussion of staff promoticn and surrounding
issues especially with respect to the extended scales. It was

agreed that WHO policy should be followed, A rsport was gubnmitted




to the Committee and the following procedure agreed upon to be

recommended to the Board.

'Any staff member whosze post is reclaésified to a new grade will
‘compete with other applicants for the reclasgified post. If the
staff member is successful he will be promoﬁéd ﬁ? the new level
‘into which the post has been classified. If unsﬁccessful and
another applicant is appointed to. the reclassified post the un-
successful staff member may as an alternative to termination of

his services request the Director to be reassigned.'.

Under this rule any reclassified post would be advertised and if
at the intérnational level internmational advertisement weuld be
mandatory. This avoids the problem of 'creeﬁing"promotion and
entry of persons into positions which require function beyond
their abilities. The promoticn procedures are recommended ag

presented.

The matter of the process for post classification was taken up,
found consisteﬁt with WHO, and is recommended for adoption with
some amendments which have been incorporated. It was noted that
the Management Committee gerves in an advisory'capacity to the
Director who may form and dissolve all except Ordinance or Trusteeé
mandated committees in the operation of the Centre. No committee

supercedes in decision-making power that of the full Board.

The WHO procedures for personnel recruitment and selection as
adopted to the Centre were reviewed amended and suggested for
approval by the Board. Several policy matters are contained in

these procedures:

- The Board would not usually continuously employ staff in P

(intefnational) level posts for more than 6~8 years.

-~ Contracts may ordinarily be for periods of two or three years.




All P level positions are considered as "international level'
and as required by the Ordinance of the Centre will be
appointed by the Board.

The selection of new staff to vacant posts has not reached the
point at which a list of agreed on candidates can be presented to
the Board at this June meeting. In order not to delay recruiting
vital new staff when the Pergonnel and Selection Committee has
reviewed the many applicants and agreed the concurrence of the
Board by mail or telex mey be reguested. Responée to the advertige-
ments has been very good. The closure date for receipt of
applications was May 30th due to the slowness of mailings to Dhaka.
The closure date in advertisements was 30 April,'1983; The full

lists and all applications are in New York available for Trustee

review,

A manpower plan was presented and recommended for adoptlon. ‘in
view of financial constraints the Director was asked to make a
priority listing for reecrmitment to vacant posts, This does nct

inciude posts already reclassified:

3 scientifi¢  positicens including one for

Library sciances;
3 administrative positions includingffhose of
the Computer Manager, Finance Controller and

Supply Offlcer.

This follows:




PRIORITY LISTING OF POSITIONS TO BE RECRUITED (VACANT AND NEW}

Millions

Cumulative UN
Cost Budget floor
of 6.3 million

1. Senior Scientist Disease Transmission

(Programme Head) .083 6,383
2. Senior Scientist Community Services

Regearch (Programme Head) .083 6.466
3 Microbiclogist : .083 H.5%4¢
4. Epidemiologist Disease Transmission ‘ .066 6.615
5. Pediatrician MCH-FP CSR .049 5.664
6. Personnel Officer © .058 6.722
7. Admin. Services Officer  Loek. 6.788
8 Programme Cooxdinator . 076 6.8064
9. Operxaticns Research CSk .065 6.929
10 Communications Specialist ..Q53 £.982
11  Nurse Trainer : .035 7.017
i2 Pediatrician Pathogenesis & Therapy .054 7.071
13 Nutritionist ‘ . 048 7.119
14  Health Economist - .048 7167
15 Computer Analyst E. . 065 7.232
16  Training Materials Development ) L0853 7.28%
17 Trainee Physician .048 7.333
18  Extension Coordinator T Lo3s 7.371
19 Immunologist : . 065 7.436
20 Clinical Researcher .065 7.501
2l  Head Hospital .065 7.592

In preparing the above priority listing the following considerations

were weighed in order of importance:-

1. Need for Centre.

2. Identification of sfrong candidates (stage of recruitment).



A proposed list of reviewers to carxry out the Ordinance mandated

external review early in 1984 is'preéented to the Board., It is
felt that in each categeory a minimam of three alternatives he

L
designated who could be contested to.insure cofmitting a full

term at an early date. The lists follow this.report.

The following list of new Trustees is suggested for appointment
£o the vacancies of those completing their terms. The balance
of geography, discipline and developed-developing country categories

have been considered and are maintained in these sgelections.

To be reappointed

Dr J. Sulianti Sarcso Research/Administration - Indonesia

New Appointments

Dr Immita Cornaz - Social Sciences -~ Switzerland
Pbr Akdul Al-Swailem - Pediatriclian’ -  Kingdom of Saudi Arabia

Dr Derrick Rowley ~  Immunologist - Australia

The Government of Bangladesh has sent the following letter nominating

a new individual to the seat now held by Mr M.K. Anwar.

'I am directed teo say that the Government of the People's Republic
of Bangladesh in the Ministry of Health and Populaticn Control hss
been pléased to nominate Mr A.B.M. Ghulam Mostafa, Secretary, Ministry
of Health and Population Control as one of the Directors of the Board
in place of Mr M.K. Anwar, the ex-Secretary of this Ministry whese

texrm will expire on 30.86.83.

2. This issues with the approval of the Minister for Health and

Population Control.'.




The recommendations from the Director in connection with
Mr Mark Tucker's retirement are sug gested for adoption and

implementation. |

A request from the Director to extend the contra¢ta of Drs Samadi.
and D'Souza beyond the period decided in the Decemher 1982 Board
Meetlng was considered and is not recommended. Any need for out
nlacement may be dealt with for short term action by the Director.
Dx Sanyal is on leave from his University which has agreed to
allow him to complete his research in Dhaka. He is considered as

a Visiting Scientist deputed from .a University and extension of

his stay is recommended up to 31 Janusry, 1984.

It was agreed that the positions now designated 'Programme Head'

would be redesignated as Associate Director in charge of Programmes.

A rewording of Resolution 23/Dec. 82 is recommended as follows:

'Resolutidns 17 through 22/bDec. 82 indicate the completion of trang-~
ition of the Centre from the former Cholera Research Laboratory to
the current Internaticnal Centre for DiarrhoeallDisease Research,
Bangladesh. The provisions of Clause 3 (b) of the brdinance will
‘cease to apply with this transition. The Board asks the Director to
ensure that all staff honform to WHO staff rules and pay scales by

1 January, 1983 with a report to the Board.

The requirement for a position of Deputy Director was discussed and

the establishment of such a pocition is not recommended.

Contracts for ﬁhe reappointments of staff to international level
positions were reviewed. It was noted that two contracts provided:
new benefits not given on previous contracts. Since it had been
stated in the minutes of this Committee when it met in December 1982

that 'there will be no special increase in steps or level except by




action by the Board for all ranked at these levels'. Tt was felt

that the matter of the added benefits were beyond the autherity of

the Director in these cases,". '

LIST OF CANDIDATES EXTERNAL REVIEW 1984

Person

C. Gadjusek
B. Rowe

J. Craig
Orskov
Makala
Holm
Smith
Ouchterlony
Harboe
-N. Cooper
Watanabke
Takeda
Robbins
Richmond
Allison
Westphal
Formal

o)

L in T

+

¥ -

o
M.
G
Y.
Y.
J.
M
A
B
3

N

Persgg

Klaus Gyr
Dilip Mahalanabis
D. Habhte

A5, McNeish
A.H.G. love
Henry Binder
Anne Ferguson
J. Keusch
Tytgat

I.H. Rosenberg
R. Hornick
H.I. DuPont

D. Powell

R. Zetterstrom
O.R. Kuti

J. Rohde

MICROBIOLOGY - IMMUNQLOGY

CLINICAL SCIENCES

Countrz

United States
United Kingdom
United States
Denmark
Finland

Sweden :
United Kingdom
Sweden

Norway
Australia
Japan

Japan

United States
United Kingdom
United Kingdom
Germany

United States

Eguntrz
Switzerland
India

Bthicopia
United Kingdom

Ireland

United States
United Kingdom
United States
Netherlands
United States
United States
United States
United States
Sweden
Nigeria
United States
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- IMMUNOLOGY
Person
Pearay Ogra
John Robbins
N.F. Pierce
Lars A. Hanson
EPIDEMIOIOGY

Ferson

A. Feinstein

E. Oseasohn

B. Rowe

G. Gibson ({(Health Services)
B. Cjetanovic

E. Gangarosa

A.S5. Muller

Country

Sweden

,United States

United States
Sweden

Country

United States
United States

‘United Kingdom

United Kingdom
Yugoslavia
United States
Netherlands

R. Wicholas

D.P, Mukherijee

¥.E. Knutsson {Soc. Anfhro)
J. Sirajaldin

A. Rosenfield

NUTRITION
Person
Vinodini Reddy
P, Viteri

J. Cravioto
N.S8. Scrimshaw
Kayardi.

A. Monto United States

J.M. Boggono Chile

E. Bermawy Egypt

R. Brupbacher Switzerland

Daid Mel Yugoslavia
BEHAVIOQURAL SCIENCES
Health Care and Development

Person Country

L. Ruzicka Australia

J. Plerre Habicht (Ec01. Nut) Switzerlanad

D. Banerijee India

G. Widstrand Sweden

Meli Tan Indonesia

W. Brass United Kingdom

J. Caldwell Australia

- M. Sringalingbum Indonesia .

United States
India

Sweden

Egypt

United States

Codntgz

India
Guatemala
Mexico

United Kingdom
Indonesia

A0
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NUTRITION {cont'd)}

Person Country

R. Whitehead
A. Ashworth

United Kingdom
United Xingdom

C. Gopalan India -
Lindguist Sweden .
D.B, Jelliffe United States
Bhumiratna Thatland’

J.C. Waterlow , United Kingdom
A. Lechtig Pern

SUGGESTIONS FOR EXTERNAL REVIEWERS POR 1984

Disease Transmission

Host Defence

Nutrition

Community Services
Research

Demise Habte
R. Zetterstrom
Klaus Gyr

Sr MUY, Wahdan
or Kenya

E. Gangarosa
Dr Bencic

Dr R. Feldman

Dr Pornchai Matangkasombut

Dr MN.T. Plerce

Dy Srikantia
Jane Kusin

1,. Chen

A. Pradilla
Allay Bammad
John Waternlow

Dr Gerhard Pfister

Programme Area ' Person Country
Administration/Finance Dr Omond M. Solandt Canada

Mr M.K. Anwar Bangladesh
Training Dr William Cutting LK.

Paul Touchetta u.s.a.

Ronald Hardin U.X.

A. Lechtigq Peru
Pathogenesis & Therapy G. Keutsch T.8.A.

.. -
Ethionia
Sweden
Switzerland

tgypt
Kenva

[ IO
Tugosnlavia

U5 AL

Thai land
U.S.A.

India

U.K.

U.S.0.
Colombia
Egypt - WHO
. K.

Switzerlandg
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Programme Area

CSR Demography

Microblology

Computer Sciences

Farson

br J.C. Caldwell

Dr Apichat Chamratrithireng
Dr Badrud Du=za

Dr R. Esquire

Dr .. Ruzicka

Richard Wyvatt
Ms E. Yabuuchi
Prof. Nzatse

Peter Smith
Walter Willett
Richard A. Kromwell

Countrv
Iy

Mustralia
Thailand
Bangladesh

Australia

United States
Japan - Glhu
Kenva

United Kingdom
United States .
United States






