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15 
Control of Other Communicable 
Diseases 

Vaccine production in the South-East Asia Region covers all EPI 
vaccines, including Hepatitis B vaccine. 

In India, recombinant hepatitis B vaccine is being produced 
on a small scale in collaboration with the government of Oman. 
Hepatitis B immunization has been introduced in the regular 
immunization programme in Bhutan, Indonesia, Maldives, 
Thailand, and, to a certain extent, in DPR Korea. Bhutan faced 
major problems with hepatitis B vaccine supply in 1997 and 
1998, due to insufficient resources. Bangladesh is planning a 
gradual introduction of hepatitis B vaccination in EPI in 1999, 
initially in urban areas. India and Myanmar also have high 
hepatitis B carrier rates but financial constraints have so far 
prevented widespread implementation. In India, hepatitis B 
vaccine is being administered through the private sector. Nepal 
is planning a burden of disease study in 1999, to assess in detail 
the need to introduce hepatitis B vaccine in the country. 

Studies on the burden of disease of Haemophilus influenzae b 
(Hib) are being carried out in India, Indonesia and Thailand, and 
will hopefully provide useful information as to whether 
introduction of Hib vaccine is indicated. 
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The Regional Office is supporting Thailand in the 
development of a dengue recombinant vaccine. 

Acute Respiratory Infections (ARI) and Control of Diarrhoeal 
Diseases (CDD) Programmes have been implemented in all SEAR 
countries since 1982. Since 1996-97, most countries have tried 
to combine the training in these two areas to save on cost and 
provide for a better approach to clinical management of sick 
children. A CDD health facility survey (HFS) in Bangladesh in 
December 1997 showed a significant improvement in the quality 
of case management among health workers. A collaborative 
(WHO, UNICEF, John Snow Inc., HMG Nepal) ARI 
strengthening programme was implemented in five districts in 
Nepal. The programme assessment results indicate that 
regardless of the level of the health worker, the quality of training 
and regular follow-up leads to correct management of sick 
children. 

Among the ten Member Countries in the Region, Bangladesh, 
Bhutan, Indonesia, India, Myanmar and Nepal, have relatively 
high under-five mortality ratio (>80 per 100 000 live births). 
These countries are considered as the IMCI target countries. By 
the end of 1998, Indonesia and Nepal had completed the early 
implementation phase in pilot districts (one district in Nepal and 
two districts in Indonesia). Adaptation and translation of training 
materials have been completed in both countries and used for 
training health staff at the district level. Training of first-level 
health workers has also been completed in pilot districts. A 
review meeting was also conducted in Nepal in September 
1998. A draft plan of action for the expansion of IMCI to two 
newly-selected districts has been prepared. 

Bangladesh organized an IMCI orientation meeting in March 
1998. Since then, an IMCI working group has been formed and 
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adaptation of training materials started. In November 1998, the 
CDR Medical Officer from Indonesia visited Bhutan to assist the 
national authorities in initiating IMCI in the country. A 
national-level consultation was organized by the Ministry of 
Health and Family Welfare, Government of India, in January 
1999, for orientation of different programme managers on IMCI. 
An orientation workshop was conducted for members of the 
India Academy of Paediatrics in Delhi. Myanmar has started the 
Integrated Management of Maternal and Childhood Illness 
(IMMCI) programme with support from UNICEF. 

Some initial activities on IMCI pre-service training have been 
started in 15 medical colleges in Indonesia. In Nepal, the 
Institute of Medicine at Tribhuvan University, Kathmandu, 
organized, in collaboration with WHO headquarters, a Planning 
Workshop on IMCI Pre-service Training in December 1998. 

An Intercountry Workshop on Promotion of IMCI Training for 
Basic Health Workers was held in Chandigarh, India, in April 
1998. Thirty participants attended the Workshop. Representatives 
of all countries agreed to introduce the IMCI training package 
for Basic Health Workers (BHWs) into their child health 
programmes. In countries where IMCI has not yet started, this 
kind of training may be started simultaneously with standard 
IMCI training (11-day course) for first-level care health facility 
staff. Assistance was provided to the Ministry of Health, 
Indonesia, for developing an IMCI training course for BHWs 
based on the experience in India and Nepal. Through an 
agreement with a group of paediatricians in Nepal, the national 
version (in English) of IMCI training materials is being reviewed 
and finalized. 

In December 1998, an Intercountry Workshop was organized 
in Yangon to review the progress of CDD, ARI control 
programmes and IMCI strategy and to plan for initiating and 
improving IMCI strategy in Member Countries. Recommendations 
were made to improve the quality of three components of IMCI, 
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particularly in six target countries (Bangladesh, Bhutan, India, 
Indonesia, Myanmar and Nepal). 

Advocacy materials, which include desk calendars and 
posters, were printed and distributed to all Member Countries. 

To increase the pool of trainers and course directors in the 
Region, two intercountry IMCI courses were conducted in 
Indonesia (June 1998) and in Nepal (October 1998). There is a 
substantial improvement in the IMCI training capacity in the 
Region. By the end of 1998, at least 2-3 medical officers from 
each target country had been trained in the standard 11-day 
IMCI course. 

Standard training courses were conducted to cover all 
first-level health facilities in three districts of Indonesia and Nepal. 
Two follow-up after-training activities were carried out in each 
country. Findings from the follow-up visit in Mahottari District in 
Nepal demonstrated the importance of follow-up and supervision 
after training. The performance of health workers on IMCI and the 
health system, particularly drug logistics/management and health 
facility support, improved as a result of the visits. 

A training Workshop on Regional Capacity Building on 
Breastfeeding Counselling was conducted in New Delhi, in the 
latter half of 1998. Six facilitators, 22 participants from six states 
of India and four course director trainees from Myanmar, Nepal 
and Sri Lanka were trained. As a follow-up, similar workshops 
are planned at national and state levels in each country. 

Unique among the WHO regions, all countries in SEAR have 
accepted the WHO-recommended strategy of Directly Observed 
Treatment, Short-course (DOTS). The countries have begun 
implementation, and are reporting on programme performance. 
In the period covered, the population coverage of DOTS in the 
Region expanded dramatically, from 95 million to an estimated 
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370 million. The number of patients treated under DOTS 
annually increased from 30 000 to 111 000, including an 
increase from 18 000 to 70 000 in the number of new smear-
positive cases. However, this represents an increase of only 2.5 
per cent of the estimated number of new smear-positive cases, 
as against the global target of 70 per cent detection. The quality 
of diagnosis in DOTS areas has been good, with more than half 
of the patients with pulmonary tuberculosis having laboratory 
confirmation of their disease. Treatment success rates in DOTS 
areas remains high, at approximately 77 per cent, compared 
with the global target of 85 per cent. Compared with non-DOTS 
areas, patients evaluated in DOTS areas are more than twice as 
likely to have an accurate diagnosis and are more than thrice as 
likely to be treated successfully. 

As a result of DOTS programmes, more than 50 000 deaths 
have been averted, most of them among young adults in the 
most productive years of their lives. WHO has collaborated 
closely with the World Bank, which is supporting tuberculosis 
control programmes in India and Bangladesh, as well as with 
bilateral donor agencies. In the next biennium, the challenges 
will be, first, to expand DOTS nationally in the remaining 
countries and, second, to improve DOTS implementation in 
order to meet global targets for tuberculosis control. 

The South-East Asia Region is particularly vulnerable to the 
occurrence and spread of communicable diseases, accounting, as 
it does, for more than 40 per cent of the global disease burden. In 
view of this, the importance of developing a sensitive and efficient 
epidemiological surveillance system has been brought to the 
attention of policy-makers and health authorities. To address the 
problems relating to communicable diseases, and to focus on the 
border problems, bi-regional meetings were held in Beijing in 
1997 and in Chiang Mai, Thailand, in 1998. Malaria, HIV/AIDS, 
polio, TB and cholera were covered. The meetings helped to 
strengthen political commitment and bi-regional cooperation. 
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Case definitions for ten important communicable diseases 
were developed and field-tested in Myanmar and Indonesia in 
1998 to develop regional guidelines. The Regional Office is 
developing a computerized disease surveillance database system 
to monitor the trends of priority communicable diseases with 
epidemic potential. Further, a system of regular monitoring of 
outbreaks and epidemics was established and more than 30 
epidemics were monitored, information analysed and assistance 
provided to Member Countries, where needed. 

An Intercountry Consultative meeting on Epidemiological 
Surveillance and International Health Regulations was held in 
Colombo in December 1998. The meeting reviewed the current 
status of the epidemiological surveillance and reporting system 
and developed strategies for further strengthening rapid response 
to disease outbreaks. 

To improve regional and national capacities in 
epidemiological and disease surveillance, technical support was 
provided by WHO for the two-year Field Epidemiology Training 
Programmes (FETP) in Indonesia and Thailand. The Thai FETP 
based at MoPH, Thailand, is under consideration for being 
designated as a Regional Training Centre for the two-year Field 
Epidemiology Training. Two participants from Myanmar, 
supported with WHO funds, are attending this programme. 
Technical and financial support was also provided for the three-
month training course conducted by the National Institute of 
Communicable Diseases (NICD), Delhi. A total of 26 public 
health officers from India, Maldives, Myanmar, Nepal, and 
Sri Lanka were trained in 1997 and 1998. In addition, two ten-
day workshops were held for the training of trainers on outbreak 
investigations and response at the WHO Collaborating Centre 
for Epidemiology, NAMRU-2, in Jakarta, in November 1997 and 
in Kathmandu in October 1998. 

The protocols of the Revised International Health Regulations, 
developed by WHO, were field-tested by India, Sri Lanka and 
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Thailand and the constraints identified shared with WHO 
headquarters. To strengthen coordination with WHO 
collaborating centres and other centres of excellence, a 
consultative meeting was held in September 1997 to address 
possible areas of coordination on emerging and re-emerging 
infectious diseases. 

In 1997 and 1998, Bangladesh, Bhutan, India, Indonesia, 
Myanmar, Nepal and Sri Lanka notified cholera to the Regional 
Office. In 1997, all isolations were found to be Vibrio Cholera 
01, serotype Ogawa or Inaba. No O139 sero-group was 
isolated. However, in 1998, most of the above countries had 
evidence of O139 sero-group. Antisera was provided to 
countries by the Regional Office. The very low case-fatality rate 
achieved is an indication of the importance of good case 
management and access to treatment facilities. 

All Member Countries have been encouraged to comply 
with the current International Health Regulations by notifying 
cholera cases to WHO and not to impose inappropriate 
measures (e.g. trade and travel restrictions) against the affected 
persons. 

Together with WHO headquarters, the Regional Office 
conducted a Meeting on New Initiatives for Vaccines against 
Japanese Encephalitis (JE) in October 1998 in Bangkok. The 
meeting reviewed the existing epidemiological situation of JE in 
the endemic countries of the South-East Asia and the Western 
Pacific Regions. Recommendations were framed regarding 
surveillance, requirements and conditions for the use of JE 
vaccine based on scientific evidence, improvement in the quality 
of vaccine and policy on the adoption of JE vaccination as part 
of national immunization programmes in highly-endemic 
countries. 
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WHO continued to support hepatitis B control programmes in 
the countries of the Region. Hepatitis B vaccination, under the 
framework of EPI, was extended to more provinces in Bhutan, 
DPR Korea, Indonesia, Maldives, Myanmar and Thailand. A 
demonstration project on hepatitis B immunization continues in 
New Delhi. Plasma-derived hepatitis B vaccine is produced in 
DPR Korea, Indonesia and Myanmar. India had developed DNA 
recombinant hepatitis B vaccine for which field trials are under 
way. Mandatory screening of blood and blood products for 
hepatitis B is now being carried out in all the countries of the 
Region except Bangladesh. WHO supported the efforts of the 
countries in investigating outbreaks of hepatitis A and hepatitis B 
through technical support and provision of diagnostic reagents. 

Till recently, low priority was being accorded to influenza in the 
countries of the Region. However, after the “bird flu” in Hong 
Kong with a new influenza strain (H5N1) in 1997, there is keen 
interest. WHO provided technical information and necessary 
laboratory diagnostic reagents to the countries. During April-May 
1998, technical assistance was provided to Sri Lanka and 
Bhutan in conducting investigation and laboratory confirmation 
of cases of outbreak of influenza, by involving WHO 
collaborating centres in the UK and India. In both the Member 
Countries, the influenza outbreak was associated with influenza 
A H3N2 viruses, antigenically similar to a new variant, 
represented by A/Sydney/5/97/strain. 

The regional guidelines for the prevention and control of 
dengue/DHF, developed and finalized at the Peer Review 
Meeting, held in Yangon, in November 1997, were published in 
1999. The Regional Office developed simplified guidelines for 
case management of dengue/DHF in small hospitals, which were 
published in March 1999. The Queen Sirikit’s National Institute 
of Child Health, Bangkok, was designated as the WHO 
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Collaborating Centre on Clinical Management of DF/DHF. The 
Institute trained several physicians from the Region in clinical 
management of dengue/DHF. A training video was also 
produced. 

In 1998-99, a total of 17 dengue training/curative wards 
were established in endemic countries. WHO provided technical 
information kits containing WHO guidelines on different aspects 
of prevention and control of dengue infection. 

WHO supported an independent review of the dengue/DHF 
prevention and control programme in Thailand. The Review 
Mission identified constraints with dengue vector control activities 
and the lack of community involvement in the preventive 
measures. 

Technical support was provided to Indonesia in the 
containment of the dengue/DHF epidemic. Two consultants were 
assigned to India to suggest how to improve prevention and 
control of dengue/DHF with the special emphasis on epidemics. 

WHO continued to provide up-to-date information to Member 
Countries regarding prevention and control of meningococcal 
meningitis, with the emphasis on early detection and treatment. 
Special attention was given to mass vaccination campaigns and 
active surveillance of pilgrims going to Mecca. 

Technical assistance was provided to the Government of 
Maldives for analysing the existing situation relating to 
meningitis/encephalitis. Particular attention was paid to the 
development of national guidelines and a plan of action for 
prevention and control of meningitis/encephalitis and conducting 
laboratory investigations on the specimens collected from 
suspected patients. 
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WHO-supported research on predictive surveillance of plague in 
some countries of the Region has demonstrated that dog sero-
surveillance is more cost-effective and sensitive than sero-
surveillance of rodents. In the period under review, India and 
Indonesia were supported for the production of plague diagnostic 
reagents. The Regional Office also provided technical information 
and diagnostic reagents for hantaviruses, leptospirosis and 
brucellosis, on request, to countries of the Region. 

Following the informal consultation on rabies elimination, held in 
March 1998, countries of the Region are in the process of 
revising their respective national strategies for rabies control. 
Urban rabies eradication activities are likely to be undertaken in 
the next biennium. 

As of March 1999, a total of 92,427 cases of AIDS have been 
reported in the Region – an increase of more than 40 per cent 
from 1 July 1997. Thailand, India and Myanmar account for 
more than 95 per cent of the cases reported from the SEA 
Region. Bhutan and DPR Korea have not yet reported AIDS 
cases, although Bhutan has diagnosed persons with HIV 
infection. It is estimated that less than 25 per cent of the total 
AIDS cases have been reported. An analysis of the recent data 
shows that 91 per cent of those affected were between the ages 
of 15 and 49 years and 4.6 per cent were children. The male to 
female ratio was 4:1. 

Based on sentinel surveillance data, it is estimated by WHO 
and UNAIDS that 5.5 million people in the South-East Asia 
Region are already infected with HIV (Table 5). This represents 
nearly 18 per cent of the global burden. The cumulative number 
of HIV infections is expected to rise dramatically in the Member 
Countries. 
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Table 5.  AIDS and HIV infections in SEAR countries 
(As of 1 March 1999) 

Country Reported AIDS 
cases 

Date of last 
report 

Estimated HIV 
infections 

Rate per 100 000 
population1 

Bangladesh 10 3/97 21 000 16 

Bhutan 1 8/98 <100 <16 

DPR Korea 0 11/96 <100 <1 

India 6 252 3/98 4 000 000 418 

Indonesia 230 2/99 25 000 12 

Maldives 5 3/98 <100 <25 

Myanmar 2 312 3/98 440 000 760 

Nepal 183 1/98 25 000 66 

Sri Lanka 77 3/98 6 000 32 

Thailand 83 357 3/98 950 000 1 345 

Total 92 427  ~ 5 600 000 >358 

 
1  1996 population estimates for all countries except Bhutan are based on UN population 

figures for mid-1994, with annual growth rates applied as appropriate. 

While the AIDS epidemic continues to grow in the Region, all 
countries are responding to this threat with urgency. National 
AIDS Programmes have developed strategic plans and are 
implementing activities in partnership with various sectors 
concerned, including NGOs and the private sector. The 
emphasis of WHO support was on: (1) prevention and control of 
STD; (2) ensuring blood safety; (3) clinical care and counselling, 
and (4) epidemiological surveillance. 

The Regional Office developed, printed and distributed 
numerous technical and advocacy materials, e.g. (1) AIDS: The 
challenge; (2) AIDS in South-East Asia: No time for complacency; 
(3) Clinical management of HIV and AIDS at district level; 
(4) Strategies for safe blood transfusion; and (5) Planning and 
implementing HIV/AIDS care programmes: a step-by-step 
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approach. In addition, the Regional Office continued to publish 
the quarterly newsletter AIDSWATCH. 

A regional review of the HIV/AIDS control programme has 
been completed. Advocacy kits were prepared and disseminated 
to Member Countries, including those for World AIDS Day. 

To assist Member Countries strengthen STD control efforts, the 
Regional Office developed guidelines on STD management as 
well as a set of training modules on STD syndromic 
management. A Training of Trainers Workshop on STD 
Syndromic Management was organized in Yogyakarta in April 
1998. In March 1999, the Regional Office conducted an 
Intercountry Training on HIV/AIDS Clinical Management in 
collaboration with Bamrasnaradura Hospital, Nonthaburi, 
Thailand (WHO Collaborating Centre). Physicians responsible 
for future training at the country level were trained. Three 
participants from Nepal were nominated for a Training Course 
on Community-based HIV/AIDS Prevention and Care Strategies, 
held at Bangkok in March 1999. The training course was 
organized by the Asian Centre for Population and Community 
Development, Thailand. In December 1998, the annual meeting 
of national programme managers was held in Yangon. The 
meeting provided an opportunity to the participants to share 
country-level experiences and lessons learnt on STD/AIDS 
prevention and control activities. 

The border areas between Thailand, Myanmar, Lao People’s 
Democratic Republic and China are recognized as the new 
epicentre for multidrug-resistant malaria. Widespread resistance to 
chloroquine and sulfonamide/pyrimethamine combination has 
been reported in Myanmar and Thailand, while resistance to 
quinine and mefloquine is confined to border areas between 
Thailand and Myanmar in the north, and Thailand and Cambodia 
in the east. WHO headquarters supported a joint proposal from 
the South-East Asia and the Western Pacific Regions for the 
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control of malaria in six Mekong countries affected by multidrug-
resistant malaria. 

The standard protocol for monitoring the therapeutic efficacy 
of antimalaria drugs, adopted in early 1997, has been 
implemented in Bhutan, Indonesia, Myanmar, Nepal, Sri Lanka 
and Thailand. 

An Intercountry Meeting of National Programme Managers, 
held in Pattaya, Thailand, in February 1999, endorsed the Roll 
Back Malaria Initiative of the Director-General of WHO and 
recommended country reviews of malaria programmes. The 
need for intersectoral cooperation in control efforts was stressed. 
Countries around India and Myanmar joined the collaborative 
programme and developed synchronized activities between 
adjoining border districts. For this purpose, two meetings of the 
Task Force on Border Malaria were held, i.e., between 
Bangladesh, India, and Nepal in Patna, India, in July 1998, and 
between Bangladesh, India, Myanmar and Thailand in Pattaya, 
Thailand, in August 1998. Intercountry collaboration between 
Bhutan and India; India and Nepal; Myanmar and Thailand was 
implemented through sharing of resources and training facilities. 

ACTMalaria (Asian Collaborative Training Network for 
Malaria), established by Thailand in 1996 with the support of the 
Regional Office, conducted the first eleven-week training 
programme on management of Malaria Field Operation for mid-
level staff during October-December 1997. Theory and laboratory 
sessions were conducted in Thailand followed by field visits in 
Yunnan Province of China. Field visits for the second batch were 
held in Indonesia in 1998. 

It is estimated that there are over 600 million people living in 
areas endemic to lymphatic filariasis in this region; over 60 
million have various forms of the disease. The disease is 
geographically distributed throughout the Region; both urban 
and rural areas are affected. All filariasis-endemic countries in 
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the Region have been urged to establish national programmes 
for control of lymphatic filariasis aimed at reduction of morbidity 
and/or elimination of the infection. 

Kala-azar is a major health problem in border areas shared by 
Bangladesh, India and Nepal. The Regional Office continues to 
support collaborative programmes between the three countries. 
Synchronized control measures for malaria and kala-azar in the 
border areas are being strengthened. 

The WHO Regional Office has been advocating minimizing of 
the use of insecticides for vector control. Member Countries were 
motivated to establish a national insecticide policy for use in 
public health. 

While the status of mosquito vector resistance to insecticides 
and monitoring systems are being reviewed, information 
exchange at national, regional and global levels is being 
strengthened. A publication “The Anopheline Species Complexes 
in South-East Asia” was issued under the WHO Technical 
Publications Series. 

A Consultative Meeting on Disease Vector Surveillance and 
Control at Ports and Airports handling international travel was 
organized in Bangkok in October 1998. Guidelines were 
developed following this Consultation. 

A regional Comprehensive Vector Control Course has been 
developed at the Vector Control Research Centre, Pondicherry 
(WHO Collaborating Centre for Research in Integrated Methods 
for Vector Control). The focus will be on control of all vector-
borne diseases. The course curriculum and training modules have 
been developed in close collaboration with WHO headquarters. 

WHO organized a Consultative Meeting on Alternative 
Approaches to Vector Control in Yangon in May 1999. This 
meeting helped to catalyze preparations of various interventions 
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and strategies at the local level to help minimize the use of 
insecticides. 

The TDR Programme continued to support activities and 
research in the Region focused on malaria (Bangladesh, India, 
Myanmar, Nepal, Sri Lanka, Thailand); lymphatic filariasis 
(India, Myanmar, Nepal, Sri Lanka); leprosy (India), and kala-
azar (Bangladesh, India, Nepal). 

Research activities on malaria focused on drug resistance 
studies (Myanmar, Thailand); vaccine development (India, 
Thailand); vector control (Sri Lanka); monitoring of drug efficacy 
(Indonesia, Myanmar, Sri Lanka) and new drug regimen (Thailand). 

Studies on lymphatic filariasis covered the impact of mass 
chemotherapy with DEC or ivermectin (India, Myanmar, and 
Sri Lanka); filariasis endemicity (Myanmar, Sri Lanka); and 
insecticide impregnated curtain (Sri Lanka). 

Studies on kala-azar focused on the development of an 
animal model (India); clinical study with aminosidine and 
Miltefosine (India); impregnated bednets (Bangladesh); field 
evaluation of test kit (Nepal); and entomology (Nepal). 
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