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1. COMMUNICABLE DISEASES 

A study of the national expenditure on communicable diseases, which 
continues to make up an appreciable proportion of health budgets in the Region, 
shows that these expenditures a r e  mostly related to a few major problems - 
malaria, smallpox and yaws eradication on the one hand, and the control of 
tuberculosis, leprosy and trachoma on the other. However, apart from the 
work on malaria and yaws, in which cwsiderable progress can be reported, 
only a start has been made with these diseases: much still remains to be done. 
For example, it is estimated that only about 10% of the total number of leprosy 
patients in India have so far been registered and put on treatment, and the 
technical discussions held a t  the sixteenth session of the Regional Committee 
pointed to the fact that tuberculosis remains the greatest single unsolved public 
health problem in the Region. Other examples of programmes in which the rats 
of progress continues to be discouraging are  those pertaining to filariasls and 
venereal diseases. 

In view of the above situation, several reappraisals of efforts and re- 
sources were made during the year, with a view to: 

(a) Pressing on with long-term plans for national programmes 
for the eradication of malaria, smallpox and yaws; 

(b) Directing increased efforts against leprosy, tuberculosis 
and trachoma, more critically than in past years, and con- 
centrating on selected areas with the highest prevalence. 
In Mia, for example, the Central Government will provide 
100% assistance to concentrate efforts in thwe States known 
to have the highest prevalence of leprosy and trachoma; 
similarly, in Burma, the previous organization for limited 
case-finding through contact tracing and school surveys is 
being strengthened by house-to-house surveys in those 
districts known to have the highest prevalence of leprosy; 

(c) Accepting a s  part of these programmes the necessity for 
routine assessment and independent appraisal a t  different 
stages of the campaign; 

(13) Continuing to strengthen and expand basic rural health 
s en ices  and to plan how, when and in which way these 
services should participate in, and subsequently take over, 
in an orderly manner, from specific disease-control campalgDa 
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in the consolidation and maintenance phases. Such a 
development cannot be rapidly attained without employing 
very large numbers of trained multi-purpose health 
auxiliaries to work under the supervis~on of professional 
personnel. .kt thc last session of the Regional Committee, 
it  was accordingly recommended that governments should 
take up well-planned five to ten-year programmes to train 
these health auxiliaries, with WHO assistance if required. 

The morbidity and mortality from otherpreventable diseases such as  
the enteric group, diphtheria, whooping cough and tetanus - even if judged only 
from hospital returns - remain heavy. Admissions in one infectious-disease 
hospital in a principal city of India amounted to over 5 700 cases of diphtheria 
and over 4 000 cases of typhoid during the year, whilst case-fatality rates in 
respect of tetanus admissions appeared to average 40 - 48%, and among newborns 
up to 76%. Yet no systematic study of and approach to these diseases, for all of 
which an effective vaccine is available, have so far been made. Further reference 
is made to this group of diseases in Section 1.4.1 (5) below. 

A s  long a s  one is faced with a relatively high level of typhoid morbidity, 
maintained by very low standards of sanitation and food hygiene, immunization 
retains considerable importance. Studies carried out in Yugoslavia a d  British 
Guiana under WHO auspices have shown striking protection with an acetone-killed 
typhoid vaccine and, again, g o d  results with the heat phenol vaccine. There is, 
thereforc, a strong case here for systematic programmes of protection, particular- 
ly among accessible and susceptihie age-groups such as  school-children. It was 
recently noted that three-fifths of the typhoid cases admitted to a hospital in Delhi 
belonged to the age-group of five to fourteen years. 

Concern was also expressed during the year at t h ~  unexpected change in 
the epidemiological pattern of certain diseases within the Region, notably haemor- 
rhagic fever of the dengue group complex, cholera El Tor, poliomyclitis and 
plague. Haemorrhagic fever continued to occur in a severe and frequently fatal 
form in urban areas of Thailand and broke out in epidemic form, for the first 
time in history, in Calcutta, in the s$cond half of 1963. A large outbreak also 
occurred in the Rangoon area, due either to classical dengue or chikungunya 
viruses, probably the latter. Several distinct and different types of dengue and 
chikungunya viruses were responsible for the 1962, 1963 and 1964 outbreaks in 
Thailand, India and Burma, and because of the variety of different strains which 
may be involved, one cannot entertain any immediate hopes of a specific vaccine, 
and the urgency, therefore, remains for stricter and more organized Aedes aegypti 
control measures and for making the disease notifiable in the principal urban areas. 
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Haemorrhagic fever also spread to.some countries in the Western Pacific 
Region. Cholera El Tor, previously cc nfined to Sulawesi Selatan (South 
Celebes), and mostly affecting debilitated persons, not only has caused 
periodic outbreaks of increased severity similar to that of classical cholera, 
spreading to other parts of Sou#-East Asia (principally to other islands of 
Indonesia, and to Thailand and Burma) but also appears to have secured a 
"permanent" foothold in Java, possibly in Sumatra and in the Philippines. 
Poliomyelitis is endemic in all countries of the Region, and the epidemic in 
Mongolia in 1963, the one in Ceylon in 1962, those in Andhra Pradesh, 
Gujarat and Rajasthan in India in 1961, and the one in an island of Indonesia 
in 1959 a re  all reminders that careful watch must be kept for increases in 
the incidence of paralytic poliomyelitis. How much of this increase is due 
to improvements in environmental conditions (which lead to the postponement 
of infection until later in life) or in better reporting, and how'much is due to 
the introduction of fresh virulent strains or  to a mutation in virulence of the 
strains, is a matter for conjecture and further study. The persistence of 
human plague in South India and in some provinces of Burma, and the ' 

presence or suspected presence of sylvatic plague in Indonesia, Mongolia, 
India and Burma all call for renewed surveillance. 

1 ' .  
In the preceding pqragraphs, examples have been cited of problems 

important enough to give cause for greater concern than in past years, but 
for which preventive and control measures are  fortunately available. How- 
ever, these measures cannot be adopted to the best advantage in view of the 
many gaps in knowledge of basic facts, resulting m a situation when health 
departments can act only in the face of an emergency, rather than in 
anticipation of such emergency or  chan-e in the epidemiological or imrnuno- 
logical pattern of a disease. The need ror ep~demiological intelligence and 
reporting, and for surveillance of the major commun~cable diseases, on a 
national, regional and global basis has become increasingly evident, and 
this in turn calls for the speedier development within the Region of the three, 
so  far neglected, inter-dependent disciplines - epidemiology, microbiology 
and health statistics - a s  reviewed in other sections of this report. 

Considerable emphagis has been placed on the independent epidemiological 
assessment of mass campaigns against communicable diseases. The careful work 
by independent appraisal teams which have assessed the smallpox eradication 
programmes in various districts in India proved to be of the greatest value in 
revealing certain gaps in the programme in time to allow further improvement. 
The methodology of these teams and also their findings are  probably applicable 
to most other smallpox eradication or  control programmes in other countries of 
the Region. In addition to assisting with the annual assessment of the national 
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malaria eradication programme of India, WHO teams have also carried out 
assessments of the Ceylon and Afghanistan malaria eradication programmes 
in line with the resolution adopted at  the fifteenth session of the Regional 
Committee (see SEA/RC~S/R~). WHO teams cllso assisted in the assessment 
of the leprosy control program~m in Burma, the BCG vaccination programmes 
in Burma and Indonesia and the trachoma control projects in some States of 
India and in North-East Thailand. 

During the year, a * 3 H 0  consultant assisted in a general and specific 
appraisal of the larger infectious-disease hospitals in India, with regard to 
their quality as  instruments for dealing with communicable diseases and their 
potential value as  teaching centres. His report showed up a much neglected 
service. This subject merits further attention in all countries. Four points 
need stressing: (1) Infectious-disease hospitals must be radically improved so 
that they may be recognizable as  institutions in which adequate medical care and . 

attention are  available and in which intensive investigative work is carried out; 
(2) It is an important task of the infectious-disease hospital to supply accurate 
records of a sample of all the infections with which it deals. These demand a 
much higher quality of clinical and bacteriological endeavour and closer collabo- 
ration with epidemiological services than is  discernible today; (3) There is 
need for more attention to be paid to the planning of such hospitals, for if they 
a re  properly constructed and properly maintained, they could, with a minimum 
of expense, have their function changed a t  some subsequent date so as  to be able 
to treat other conditions; (4) It is necessary to recognize that infectious-disease 
hospitals should be suitable a s  teaching centres for health personnel. They are  
not so today. 

As part of the global medical research programme of WHO, assistance 
has also continued to be given to fundamental and applied rcsearch in the wide 
field of communicable diseases (see Chapter 8). In this comcction, the following 
developments in chemotherapy and prophylaxis are  noteworthy. In tuberculosis 
important developments are  the preliminary observations of the Madras Tuber- 
culosis Chemotherapy Centre that treatment through supervised, intermittent 
(twice weekly) dosea of isoniazid plus streptomycin is  3s effective a s  the standard 
regimen of daily unsupervised isoniazid plus PAS. bi cholera, recent work in 
Calcutta demonstrated that all paticnts admitted in shock with bacteriologicnlly 
proven V. cholera infection markedly improved, becoming normotensive and able 
to stand unassisted within four hours of admission, following the intravenous 
administration of an average of 3 000 CC of isotonic saline and 1 300 cc of '/6 molar 
sodium lactate, supplemented by the oral administration of green cocoanut water, 
which is a potassium-rich fluid. Studies demonstrated that therapy could be 
further improved by the addition of tetracycline to this fluid replacement regimen. 
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Trials with anti-viral drugs in the chemoprophylaxis and chemotherapy of 
smallpox were continued in Madras. A WHCbassisted controlled field trial 
with classical cholera vaccines, covering a population of 100 000, was started 
in Calcutta in March 1964. 

1.1 Malaria Eradication 

This year marks a further step towards the eradication of malaria in 
this region, and WHO has continued to collaborate with UNICEF and USAID in 
assisting Member Countries to implement their malaria eradication 
programmes. 

.The following data. based on reports received from the governments. 
summarize the present status of malaria eradication in South-East Asia: 

Total population 664.3 million 

Population at  risk (originally 
malarious areas) 626.4 million 

Population protected 582.7 million 
Under attack phase 212.1 million 
Under consolidation phase 276.0 million 
Under maintenance phase 94.6 million 

Population under preparatory phase 9 miilibn 
Population still unprotected 34.7 million 

The major achievements of the programmes have been the expansion of 
areas under consolidation in Afghanistan, Burma, Ceylon, India and Thailand; 
the entry of a population of 15.4 million in Jndonesia into the coaaolldatios phase 
and of 93.1 million in India into the maintenance phase, and the extension of 
activities in Nepal for spraying in the East Zone and for making preliminary 
surveys in the West Zone. It is noteworthy that Ceylon is the first eountry in 
the Region to withdraw spraying from the whole country. 

During the year, plans of operations were concluded for a pre-eradica- 
tion programme in the West kian Province of Indonesia and for malaria eradica- 
tion programmes in Ceylon and India covering the entire period of eradication, 

With the advance of national programmes, WHO assistance is being 
re-oriented to meet changing needs. Thus, with the entry of more and more 
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areas into consolidation, considerable ~mphasis  has been laid on the develop- 
ment of epidemiological services necessary for the surveillance activities of 
the programmes. With the collaboration of the National Institute of Communi- 
cable Diseases, Delhi, and the National Malaria Eradication Programme of 
India, a course on advanced malaria epidemiology was held in the Regional 
Office for the benefit of senior national malaria officers. Participants from 
Ceylon, India, Nepal and Thailand and from Pakistan and Iran of WHO'S 
Eastern Mediterranean Region attended this course. Opportunities were also 
provided, under the scheme for the exchange of scientific workers, for senior 
nationals to visit other programmes. 

The annual assessment of the Indian programme by a panel of three 
consultants and nine teams and the methodology of evaluation that bas been 
thus evolved continued to attract considerable international interest. As 
mentioned above, independent assessments of the programmes in Afghanistan 
and Ceylon were also undertaken during the year. 

Training of personnel, both professional and sub-professional, formed 
a major activity. All the countries in the Region which have malaria eradica- 
tion programmes have training centres for sub-professional staff; however, 
it has been the experience of most of them that their training centres lack suffi- 
cient numbers of full-time national staff with adequate experience to undertake 
the training effectively. WHO personnel assigned to the programmes continued 
to assist in the training activities. For all these countries (except India, which 
has adequate training facilities), the training given to professional staff within 
the country is supplemented by attendance at international training centres, and 
WHO has provided felIowships for such training. However, for various reasons 
it has not been possible for some of the Member Countries to make candidates 
available for these fellowships. 

So far, technical problems have not been a serious hindrance to the over- 
all progress of the programmes. The resistance to insecticides of the vectors 
A. sundaicus and A. aconitus in Indonesia and A. culicifacies and A. stephensi in 
India continue to present problems in localized areas: these have been dealt with 
generally by suitable changes in the method of attack, either by increasing the 
dosage of DDT or  by changing the insecticide, and by a judicious use of drugs 
through an intensified surveillance organization. In India, antilarval measures, 
using aviation petrol, have been intensified in urban areas to deal with the vector 
A. stephensi,breeding in wells. A few instances of chloroquine-resistant strains 
of plasmodia have also been reported from Thailand and in some of the neighbour- 
ing countries in the Western Pacific Region, but so far this has not presented any 
serious problem for eradication 
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Shortage of imported commodities and limitation of national funds have 
continued to be the major handicaps to country-wide expansion of some of the 
programmes. In one country, even the sprayiog operations had to be tempo- 
rarily suspended for lack of funds. Even so, it is gratifying to note,that in 
spite of the limited financial resources, governments continued to give high 
priority to malaria eradication in the allocation of national funds. 

Assistance in the exchange of technical and operational information and 
in co-ordinating malaria eradication activities between countries with common 
borders continued to be important activities of WHO. 

The following intercountry meetings were held during the year: 

O The Seventh Burma-India-Pakistan Malaria Co-ordination Conference, 
in Tounggyi (%an States, Burma), from 25 to 27 November 1963. 

(2) The Anti-malaria Co-ordination Board Meeting, in Saigon (Viet-Nam) 
from 10  to 13 December. This conference was attended by delegates from 
Thailand, Laos, Malaysia, and Viet-Nam and by WHO staff from Member Countries 
and from the Regional Offices of the Western Pacific and South-East Asia Regions. 
There were also observers from USAID. 

(3) The Third India-Nepal Border Malaria Co-ordination Conference, in 
Darjeeling (India), from 5 to 6 June 1964. 

A significant advance in the evolution of malaria eradication is the entry of 
a population of 93.1 million into the maintenance phase in India. Prevention of 
the re-establishment of endemicity in the areas concerned presents a serious 
challenge to the general health services. The Government of In& has made 
elaborate arrangements to augment and expand its health services to enable them 
to meet the vigilance needs required to sustain malaria eradication. This is an 
experiment that will be watched with great interest by health workers in many 
countrie s. 

In April 1964 a preliminary study was made of the malaria situation in 
the Maldive Islands, where plans will be made for anti-malaria activities, in 
collaboration with the existing WHO-assisted project for strengthening public 
health admjnistration. 

L 2 Tuberculosis 

The recognition which tuberculosis control is increasingly receiving in 
all countries of the Region was reflected in the selection of the theme "Case- 
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Finding and Domiciliary Treatment in ruberculosis Control" for the technical 
discussions held during the last (sixteenth) session of the Regional Committee. 
The recommendations arising from these discussions underlined the fact that 
since the onset of tuberculosis is insidious (entailing many difficulties in 
control), measures invoked to deal with the problem have to be carefully 
planned so a s  to obtain the maximum benefit within the resources available, 
and control programmes must be continued for a long period. Although the 
discussions centered on finding realistic procedures through which case-finding 
and treatment programmes would ultimately contribute to control, they also 
emphasized the continued major importance of adequate BCG vaccination 
programmes. It was recognized that even the most community-oriented case- 
finding programme would be of no value per s unless the patients found could 
be effectively treated. This requirement, it was pointed out, demands an 
adequate free issue of anti-tuberculosis drugs a s  well a s  an extensive treatment 
organization, which, together with the diagnostic services, could be provided 
most economically by an integrated programme to be developed along with, 
and a s  part of, the general health service*. 

Pilot control projects in India, Indonesia and Thailand have reinforced 
the concept that the establishment of adequate and effective treatment services 
must take the lead in any tuberculosis control programme. This concept is 
now generally accepted. Early integration into existing general health services 
i s  the aim of the recently started tuberculosis control projects in Rangoon and 
in the rural districts of Malang in East Java. The district tuberculosis control 
programme in India is also designed to use to the maximum the general health 
services in the district a s  the peripheral extension of the respective district 
tuberculosis centre. In Nepal, it i s  pAanned to combat tuberculosis and leprosy 
in a joint project, with the long-term objective of paving the way for gradual 
integration of tuberculosis and leprosy control, a s  well a s  other communicable- 
disease control programmes and hLalth measures, into a general health service 
organization. 

WHO and UNICEF have continued to give assistance to BCG vaccination 
and tuberculosis control programmes in Afghanistan, Burma, India, Indonesia 
and Thailand,and plans a r e  also in train for WHOIUNICEF co-operation in 
tuberculosis control prognmmes in Ceylon and Nepal. A WHO short-term 
consultant visited Mongolia to study the BCG vaccination and tuberculosis 
control services and to advise on further progress. 

In Afghanistan, BCG vaccination of all school-children in Kabul was 
completed, and arrangements were made to ensure that in future all new entrants 
to schools and those who leave should bc covered. BCG vaccinations a r e  now 
being carried out not only in the Tuberculosis Centre but by the maternity home 
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and the maternal and child health centres in Kabul. The work of the Kabul 
Tuberculosis Centre was reviewed, and it i3 now intended to expand the 
ambulatory treatment services throughout the city, with further extension to 
the adjacent Shewaki District. 

In Burma, the integration of the BCG vaccination programme into the 
rural health services made good progress. A community-oriented tuber- 
culosis control project,designed to give first priority to the expansion of 
treatment services throughout the city of Rangoon a s  an internal part of the 
city's health scheme, has been started Later, when case-finding operations 
are  geared to treatment capacity, it is planned to collect epidemiological 
base-line data by means of systematic case-finding amongst a randomly selected 
sample population. It is hoped that a similar control programme may be 
developed in Mandalay. 

In Ceylon, the proposed new riJn+ prnjert han for its objective the study 
of the useful employment of a mobile x-ray unit in a rural area. It is aimed 
at  developing a more satisfactory treatment organization in such areas, at  
working out methods by which a mobile unit can best be employed for rural ca* 
finding, and at  ensuring that treatment services operate to capacity. Here, a s  
in other c o w r i e s  of ,the Region, the introduction of freeze-dried BCG vaccine 
is plamed,in order to overcome the difficulties due to the instability of liquid 
vaccine. 

. ,  , 

In India, the Tuberculosis Chemotherapy centre in Madras continued 
with itsvaluable research on effective and economic anti-tuberculosis treat- 
ment regimens. The national tuberculosis: programme. is receiving full support 
and has so Ear been fully imple~aented in.£ifteen districts, WICEF equipment 
has been released to 39 districtqwhere specia1ly:trained .personnel a re  in 
position . . I . . .  , . ;  . , 

1 

In Indonesia, the operations at Jogjakarta, (the original urban pilot area) 
were continued by means of a streamlined mass approach. A similar programme 
is being started in Surabaja. In the non-urban qrea of Malang Regency in East 
Java, another pilot project is being planned, with the purpose of making the 
maximum use of the existing rural hqialfi services for organizing treatment and 
case-finding. The quality of the J3GG yacoination programme has been improved 
by the introduction of freeze-dried m i n e ,  although expansion to more wide- 
spread operations is hampered by administrative difficulties. The WHO inter- 
country BCG assessment team continued to give assistance in the reorganization 
of the programme. 
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In Thailand, the rural pilot area project in the north has been completed. 
Recommendations for an economical and efficient tuberculosis control programme 
in rural areas are  being formulated. In Bangkok, a city-wide case-finding and 
treatment scheme proceeded according to plan, with the employment of five mobile 
x-ray units. The question of more permanent tuberculosis control services 
following the "first round" has been further studied, with the aim of making the 
maximum use of the health centres and maternal and child health centres already 
in existence. 

1.3 Quarantinable Diseases 

The figures of notifications of quarantinable diseases reported for the 
countries of the Region for the years 1961, 1962 and 1963 are  given in the table 
on the following page. 

1.3.1 Smallpox 

The year 1963 proved to be a relatively bad year for smallpox in the 
Region, with epidemics occurring in Afghanistan, India, Indonesia and NepaL 
Previous epidemic peak years were 1951, 1957 and 1958. In all, 70 545 
cases and 19 714 deaths were notified in the Region in 1963 (see table), 

In spite of this, tangible progress and encouraging prospects can be recorded. 
At its sixteenth session, the Regional Committee recommended that the attention 
of the World Health Assembly be drawn to the urgent need for the supply of freeze- 
dried smallpox vaccine, and emphasized the necessity of promoting the synchroniza- 
tion of smallpox eradication activities in adjoining areas of countries where small- 
pox is endemic (see SEAIRClGIR4 and R8). It also decided to hold technical 
discussions on the subject of smallpox eradication at i ts  seventeenth session in 
1964. The keynote of this programme is the determination of governments to 
undertake long-term intensive vaccination campaigns, utilizing exclusively freeze- 
dried vaccine whenever possible - campaigns aimed a t  the ultimate elimination of 
the disease from the Region. 

Assistance was given in evolving and carrying out smallpox control and 
eradication programmes, by provision of personnel and freeze-dried smallpox 
vaccine, either directly by WHO or  arranged by WHO from bilateral sources. 

The need to establish and maintain an independent organization for appraisal 
of smallpox eradication programmes has already been stressed earlier in the 
chapter @age 5). 
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quarantinable Diseases Notified for Countries of the 
South East Asia Region. 1961 to 1963 

(Sources: WHO Epidemiological and Vi t a l  Statistics Report, 
1963, l6, 279-350, 1964, l7, 153-234) 

Country 

Afghanistan 

Burma 

Ceylon 

India 

Plague Cholera 

Indonesia 

Nepal 

Thailand 

*Figures 

Year 

1961 
1962 
1963 
1961 
1962 
1963 
1961 
1962 
1963 
1961 
1962 
1963** 

Cases 

- 
- 
- 

41 
73 
34 
- 
- 
- 

402 
697 

Cases 

- 
- 
- 
1 
1 

2 481 
- 
- 
- 

48 028 
25 566 

Typhus and 
other 

rickettsia1 
diseases* 

**Recorded cases and deaths are  69 768 and 21 341 for smallpox, 51 156 and 18 307 for 
cholera, and 204 and 24 for plague respectively (communication from the E H S ,  
India, 2 July 1964) . Data not available 

+Data not yet available 
-Nil or of negligible magnitude - 
=Revised data 
aIncludes one imported case 
%3ther rickettsia1 diseases 
S ~ c r u b  typhus 

E T f t ~ l  Tor" cholera 

Deaths 

- 
- 
- 
12 
16 
16 
- 
- 
- 
55 
88 
24 

Deaths 

- 
- 
- 
- 
- 

516 
- 
- 
- 

16 436 
8 671 

Cases 

6 
12 
39 
- 
- 

39R 

1961 
1962 
1963 
1961 
1962 
1963 
1961 
1962 
1963 

generally 

... 

..a 
T "' 

... ... ... ... ... ... . . ... ... 
- - - 
- - - 

2 204 15# - 

Smallpox 

Deaths 

- 
- 
9 

- 
- 
- 

... ... .-. ... 

. - a  ... 
- 
- 
- 

Cases 

174 
303 
571 
88 
21 
1 8  
34 
12 
1 

45 204 
42 478 
60 971 

t ... ... ... 
- 
- 
- 

epidemic typhus 

Deaths 

- 
- 
1 
5 
- 
- 
8 
4 
- 

12 341 
11 402 
19 452 

4 894 
3 582 
8 213 

5 
t 

779 
33 
2 
- 

refer to 

... 
- 
+ ... 

.a. ... 
- 
- 
- 

2 ... ... 
... 
... 
? + 

2 
t 

261 

- 

louse-borne 

... ... ... 
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Of particular significance has been WHO and UNICEF assistance in 
establishing or expanding local production of freeze-dried smallpox vaccine 
in countries of the Region& order to produce the quantities required in the 
maintenance phase of the programme. The introduction of the shelf-drying 
technique, with automatic filling and sealing, has made such increased produc- 
tion targets a practicable proposition (see Chapter 4, Vaccine Production). 

The WHO-assisted smallpox control pilot project in Afghanistan,which 
was started at  the end of 1962 in Kabul City,was successfully completed, with 
more than 80% of the population vaccinated. Although outbreaks occurred in 
the Logar Valley area, which is connected by a main road to Kabul, Kabul itself 
remained unaffected. In view of the results, the Government decided to embark 
on a national eradication programme, to be carried out over a period of five 
years. A WHO medical officer has been assigned to this project, and supplies 
of freeze-dried vaccine a re  provided by the Organization. 

In Burma, preparatory to planning a country-wide eradication programme, 
pilot projects were started in Rangoon City and seven districts in 1963. The 
Government launched, early in 1964, a national long-term programme, utilizing 
freeze-dried smallpox vaccine supplied by the USSR and WHO. The Burma 
Pharmaceutical Institute is being assisted by WHO and UNICEF in shifting from 
the production of glycerinated lymph to that of freeze-dried vaccine. 

With respect to Ceylon, a satisfactory immunization state is maintained 
through the general health services. 

In India, from the start of the national smallpox eradication programme 
at the end of 1962, a total of 224 511 461 vaccinations - 25 484 375 primary and 
199 027 086 revaccinations - were performed up to March 1964. At the end of the 
year there were 150 eradication units working;each unit consis t~of  72 vaccinators, 
12 supervisors, 2 health educators, 1 para-medical officer and 1 medical 
officer. A total of 450 million doses of freeze-dried vaccine has been donated 
by the USSR, and much of this has already been received However, the require- 
ments of the programme during 1964 exceeded the amount which could be delivered 
monthly. As a result of an appeal by the Director-General of WHO, additional 
supplies of freeze-dried vaccine were obtained early in 1964 from the United 
Kingdom, the Netherlands and Switzerland. Following the independent assessment 
of the programme in the Union Territory of Delhi, reported last year, the Indian 
National Institute of Communicable Diseases,was entrusted, a s  from September 
1963, with the assessment and evaluation of the programme at the end of the attack 
phase in each district; its findings have proved most valuable. A careful review 
of the progress of the programme was made at an all-India smallpox workers' 



SEA/ RC1712 
Page 15 

meeting held in New Delhi in February 1964. The r e m e n d a t i o n s  of the first 
meeting of the WHO Expert Committee on Smallpox held in January 1964 were 
taken into consideration at this meeting,and useful revisions of the programme 
were suggested. The national programme has now been extended up to the end 
of the Third Five-Year Plan period, i. e. until March 1966, with the intention 
of vaccinating by then over 85-9058 of the population. WHO and UNICEF 
assistance & the production of freeze-dried vaccine in India is mentioned in 
Chapter 4. 

Emergency vaccination programmes were undertaken in Indonesia to 
control outbreaks of smallpox as  they occurred during the year, moatly in West 
Jaw. A WHO consultant recommended additional equipment necessary for 
further production of freeze-dried vaccine in that country. 

In Mongolia, smallpox is not endemic. 

The vaccination activities in Nepal's smallpox control pilot projact were 
intensified within the valley of Kathmandu, with greater health education efforts 
to overcome current prejudices against vaccination. A WHO smallpox control 
officer assisted the project, and freeze-dried vaccine was supplied by the 
Organization, 

Iq Thailand, the country-wide vaccination campaign is being maintained, 
with no cases recorded in 1963. The production of freeze-dried smallpox YBCEine 
in the WO/UNICEF-assisted centre is satisfactory. 

-. 
1.3.2 Cholera 

- 

The year 1962 was one of relatively low incidence of cholera in India, 
but, as  may be seen in the table given above, it occurred in severe epidemic 
form in 1963, with a total of 51 (182 notified cases and 18 298 deaths. The 
following States in particular were affected: Orism (3 91311 421), West Bengal 
(16 575/5 999), Maharashtra (4 53111 064) and Bihar (6 359/2 049). This 
necessitated mass vaccination measures and emergency chiorination of the 
raw water supply in Calcutta City. A most useful all-India cholera workers1 
meeting was held in Delhi in November 1963, at which new knowledge on the 
subject was reviewed; several observers from WHO and other agencies in two 
regions attanded. Noteworthy were the very encouraging results in Calcutta 
from the combined use of improved methods of rehydration and antibiotic 
therapy, as mentioned earlier @, 6) in this report and also described in the WfIO 
Bulletin (1963) a 297-305. Plans were under way to organize training courses 
in these techniques at the Infectious Diseases Hospital, Calcutta.for workers from 
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those States mostly affected. WHO is planning an international training course 
for cholera workers in June 1965, in Calcutta, where the latest developments 
in epidemiology, patho-physiology and treatment, a s  well a s  in prevention, 
will be reviewed. 

The concern over the spread of cholera El Tor in the Western Pacific 
and South East Asia Regions has been referred to earlier @. 5). During the 
year, a WHO consultant was assigned to review the present situation in the 
countries affected. Outbreaks occurred in 1963 in five provinces of Thailand, 
in Djawa Tengah (Indonesia) and in five districts of Burma The facilities 
established in Calcutta at  the Indian Institute for Biochemistry and Experimental 
Medicine proved most helpful in constituting a reference centre for various 
countries for phage-typing in the differential diagnosis between strains of 
classical cholera and of El Tor vibrios. 

At the sixteenth session of the Regional Committee, We desirability of 
ascertaining the degree of effectiveness of vaccination for classical cholera 
and for cholera El Tor was expressed. In this connection, a controlled field 
trial of cholera vaccine was started in Calcutta in March 1964 a s  a joint under- 
taking of WHO, the Government of West Bengal and the Indian Council of Medical 
Research (see Chapter 8). 

Pending further research, the Organization has recommended that the 
countries concerned concentrate their efforts on the following practical actions 
to combat cholera: 

(1) Management of cholera: The modern management of cholera based 
on the combined use of rehydration and antibiotic therapy, referred to above. 
should be made available t i  all concerned, by (a) establishing a national centre 
(or centres) for the treatment of cholera in each country, @) organizing in such 
centres national training courses for medical personnel and auxiliaries, and 
(c) establishing the production of rehydration fluid of approved quality, properly 
packed, so that it can be readily and easily used not only in hospitals but also 
in the field. These measures will facilitate and improve the present standards 
of treatment .and considerably lower the high fatality rates. 

(2) Sanitation: Although sanitation, particularly the provision of an 
adequate and safe water supply. is a long-term and costly undertaking, this is 
certainly the most effective measure for cholera control available at  present. 
In national programmes and projects for sanitation, high priority should be 
given to all those areas where cholera is endemic. 
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(3) Other measures: Other measures such as  immunization and quaran- 
tine should be more vigorously pursued than in the past. 

1.3 .3  Plague 

In Asia, plague was reported from three foci, all already known - i. e., 
in South-Central India, Burma and Viet-Nam. 

In India, cases of human plague continued to occur in adjoining districts 
of Mysore, Madras and Andhra Pradesh, notwithstanding the control measures 
in operation. The statistics are  as  follows: 

States 1962 1963 1964 1961 - 
(Jan. - April) 

Mysore 
(Kolar, Bangalore) Cases 383 5 73 120 . 5 

Deaths 48 66 11 3 

Madras 
(Salem, Coimbatore) Cases 18 105 33 46 

Deaths 6 20 , 7 1 

Andhra Pradesh 
(Chittoor) Cases 19 51 46 

Deaths 2 6 Y) 

A11 States Cases 402 697 205 97 
Deaths 55 88 24 14 

The responsibility for co-ordinating investigations and control in these 
three States of India is now that of a team of the National Institute of Communicable 
Diseases, Delhi. The first co-ordinating meeting on plague, attended by WHO, 
was held in October 1963. Early in 1964 a WHO consultant assisted in the study 
of factors responsible for the persistence of plague in South India; he successfully 
isolated P.pestis from field (wild) rodents or their fleas in some of the affected 
zones (see India 198 in Part  III). 

In Burma, a few cases occurred in the Mandalay (Myingyan) District. 
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In Indonesia, no cases have been notified since 1960. During the year, 
anti-plague services ceased to be a separate division of the Cepartment of 
Health and were integrated into the epidemiological services. 

In view of the persistence and possible reactivation of natural 
foci in countries of the Region, in particular Burma, India and Indonesia, the 
need for vigilance, research and search for sylvatic foci becomes more 
evident each year, the more so in view of reports of alarmingly increasing 
uncontrolled rat  infestations. Regarding the latter, greater collaboration with 
the Ministries of Agriculture is urgently indicated. 

1.3.4 Typhus 

Cases of louse-borne typhus were reported from Afghanistan. The 
Government is aware of the risk of outbreaks, especially among the migrating 
population groups, and of the need to conduct tests on the resistance of human 
body lice to insecticides and also to keep vigilant for any notification so as to 
enable prompt action. 

1.4  Other Endemo-epidemic Diseases 

1.4.1 Bacterial Diseases 

(1) Leprosy 

The magnitude of the leprosy problem has already been referred to above 
(page 3). Sulphones a re  the main arm of anti-leprosy campaigns, but treat- 
ment must be continued in some cases for a s  long as  three to six years. WHO 
assessment teams in Burma and Thailand have observed that because of the 
prolonged treatment required, the regularity of treatment decreases with the 
length of treatment: 70% or 80% of patients may be regular in the first year, but 
a s  the years go by this proportion drops greatly unless there a re  constant super- 
vision and follow-up. This is the most difficult part. Therefore, these assess- 
ments serve a s  caution against expanding the campaign too rapidly to new areas 
without ensuring consolidation and maintenance of achievements in the original 
areas of operation, by further case-finding, contact-tracing and follow-up of 
regularity of treatment. With this in view, Burma, India, Indonesia and Thailand 
have renewed their provisions for long-term plans, giving priority to strengthening 
anti-leprosy activities in areas of high prevalence by means of more and better 
trained personnel, both senior and auxiliary. Afghanistan has planned to undertake 
a preliminary survey of the leprosy problem in the Hazarajat area with the 
assistance of a WHO consultant leprologist. 
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Although campaigns wi l l  still need to he carried out by special workers, 
more thought and action are needed to co-ordinate the work with that of the 
general health services. The latter should, whercver feasible, help in the 
treatment of leprosy cases and also follow up patients living within a reasonable 
radius from a health centre. However, these activities should not be handed 
over all at once or  to personnel who are  not well prepared. 

WHO-assisted campaigns in the four countries mentioned above - Burma, 
India, Indonesia and Thailand - continued to evolve along technically agreed 
lines, and the personnel assigned by WHO (leprologists, consultants and a 
leprosy advisory team), and supplies and transport from UNICEF have been 
increased. 

In Burma, a WHO leprosy advisory team assisted in an evaluation of 
the programme. Considerable progress was notedgs evidenced by the fact 
that the number of cases under treatment rose from 46 000 in 1958 to over 
114 664 at the end of March 1964; of these, 88 216 were in 14 districts of the 
thirteen WHO-assisted project areas. Case-finding, contact-tracing and treat- 
ment were intensified. Additional leprosy medical officers and auxiliaries were 
recruited and trained for appointment to existing project areas and to new ones 
to be opened. A WHO leprologist continued to assist the project, and, in view 
of the increase and extension of activities, the services of a second such 
leprologist have been arranged In April 1964, a WHO team began assistance 
in a long-term trial of BCG in the prevention of leprosy (see Chapter 8). 

In India, the national cxpzrt committee on lcprosy made a critical 
review of the achievements and difficulties encountered and prepared a priority 
plan of action,designed to intensify leprosy control activities in areas with the 
highest prevalence, principally in the States of Madras, Andhra Pradesh and 
Orissa, and to open ten additional training centres for thc purpose. The number 
of WHO Ieprologists was increased from two to three, and UNICEF gave additional 
support to the field activities and training centres. The Danish "Save the 
Children" Organization's leprosy control project in Srikakulam District of Andhra 
Pradesh, India, which is  also being assisted by WHO, has progressed satisfactori- 
ly. From a total of 81 patients in attendance at the start of the project in 
January 1962, the number of registered and treated cases rose to 15 283 in April 
1964. The estimated number of leprosy cases in the project area i s  between 
20 000 and 25 000. Expansion to new districts i s  under consideration. 

An assessment of the WHOassisted leprosy control programme in 
Indonesia indicated satisfactory progress in Java and Bali, where activities have 
been integrated into the general health services. Programmes in Sumatra and the 
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uuter islands are  a t  an early stage of development. A WHO leprologist is  
assisting with the project, and it is planned to extend the provision of UNICEF 
su2plies and equipment to 192 regencies in fifteen provinces by tho md of 1965. 

Following a visit by a WHO consultant leprologist to Nepal, preparations 
h ~ v e  been made to start a combined leprosy and tuberculosis pilot control 
proj6ct in the ~ i thmandu Valley. 

In Thailand, based on recommendations made by the -WHO leprosy assess- 
ment team in 1962 and by a 'WHO consultant leprologist in 1963, the leprosy 
control programme was satisfactorily strengthened in all areas of operation. 
WHO has increased the number of its personnel from four to five, and the 
Government has appointed additional senior and auxiliary staff. The programme 
now covers a total of 26 provinces, in addition to the Bangkok, Thonburi and 
Prapradaeng areas. 

The past year has been one of maintained surveillance to detect and 
control any remaining foci of yaws in Ceylon, India, Indonesia (Java and Bali), 
and Thailand. However, yaws remains a public health problem in some islands 
of the Indonesian archipelago other than Java and Bali, and UNICEF has provided 
supplles to ~ n a ~ e  a total mass treatment programme possible. 

In Thailand, after a period of thirteen years of determined mass treatment, 
yaws has now been reduced to an insignificant level. An equally great achievement 
is the integration of yaws surveillance into general health services in all the 
45 provinces in which yaws has been endemic. WHO assistance has been directed to 
another project concerned with the strengthening of rural health services, starting 
on a pilot basis in a selected province. 

(3) Venereal Diseases 

Venereal diseases - syphilis and gonorrhoea in particular - remain a 
growing problem in the principal cities of the countries of the Region. Partly 
responsible is the scarcity of doctors wo'king in venereology; also, the extent 
of the problem, which continues to be masked by indiscriminate and inadequate 
use of antibiotics, is not sufficiently appreciated; there is  also a shortage of 
suitable preparations of penicillin in some countries; diagnostic laboratory 
facilities and follow-up a re  often inadequate, and there is insufficient co-ordination 
between the anti-venereal disease. services and maternity and child health services, 
with the consequence that congenital syphilis is still seen in paediatric wards. 
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In April 1964 a WHO consultant was assigned to assist in a study of 
the nature and extent of venereal diseases in Thailand. He advised on practical 
control measures. A WHO laboratory technician continued work on the upgrad- 
ing a d  expansion of diagnostic laboratory services. Another consultant was 
assigned to Ceylon in July 1964 to introduce and demonstrate immuno-fluorescence 
techniques in diagnosis. 

(4) Diarrhoeal Diseases 

The morbidity and mortality caused by diarrhoeal diseases in the Region 
remained unchecked. In Ceylon, for example, 20% of all hospital beds continued 
to be occupied by patients suffering from intestinal infections, which also caused 
24% of the deaths among children under five. The problem is indeed a formidable 
one, intimately linked with wide-spread insanitation. h-iority approaches to the 
prevention, treatment and control of enteric diseases have to be developed by each 
country. Epidemiological investigations need to be carried out,to determine and 
guide on a realistic &lance between programmes for prevention of disease and 
prevention of mortality. Educational programmes, especially guidance a s  to 
weaning practices, through maternity and child health services and peripheral 
health centres, should be more actively pursued, the people at  the same time 
being made aware of the need to seek medical attention in the early stages of illness. 
This in turn calls for greater organization and improvement of oral and parentera1 
rehydration centres. 

In Ceylon, a WHO bacteriologist assisted in the improvement of diagnostic 
services in diarrhoea1 diseases a t  the Infectious-Disease Hospital and other 
hospitals, a s  part of a diarrhoea1 diseases study and control pilot project in 
the Colombo area. 

In India, studies on the subject were continued,uoder the sponsorship of 
the Indian Council of Medical Research,in Delhi and in Vellore. 

In Indonesia, the results of surveys conducted by the University of 
Djakarta are  being processed and analysed. 

On WHO fellowships, participants from the Region attended the WHO 
I\raining Course on Enteric Infections held in Teheran in1963 andthe m e  given 
in Alexandria in 1964. 

(6) Diphtheria. Whooping: Cowh and Tetanus 

In all countries of the Region there is a growing awareness of the importance 
of this group of diseases. Reliable data are  not available, but recenUy limited, 
but well-planned, epidemiological surveys and studies of hospital statistical data 
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have been started in Ceylon, India, Indonesia and Thailand, to determine the 
nature and extent of these diseases and to define the most susceptible age- 
g r q s  and the most practical and economical immunization schedule. Ceylon 
decided to start  a systematic diphtheria, pertussis and tetanus immunization 
programme in the Western Provinces, and Burma in the Rangoon area, in the 
first instance, both with WHO and UNICEF assistance. Burma, India, Indonesia 
and Thailand are  actively planning to establish o r  increase local production 
of triple vaccine, in anticipation of further immunization programmes, but 
critical epidemiological and immunological studies need to be carried out 
urgently. 

(6) Streptococcal Infections and Their Sequelae 

With improvements in medical care, the importance of rheumatic fever, 
rheumatic heart affections and glomerulo-nephritis and their association with 
sbrep~aco~ 7-1 infections a re  being increasingly noticed. A more critical appraisal 
throuefi a study of hospital and laboratory data is indicated, along with education 
of the medical profession and the public. 

1.4.2 Virus Diseases 

(1) Trachoma 

The experience of previous pilot studies on trachoma and associated 
bacterial conjunctivitis and results of their treatment have enabled the develop- 
ment of a practical methodology for mabe treatment, applicable to countries of 
this Region. However, the difficulties inherent in any control programme relating 
to a mass disease affecting populations living in insanitary and overcrowded 
conditions, and often not provided with adequate basic health services, a r e  being 
increasingly realized. The continuation of such programmes on a long-term 
basis is prwing logistically and financially difficult. The present approach is 
therefore to try to induce the people themselves to participate actively in their 
own treatment from the very beginning, by making attractively-priced antibiotic 
ophthalmic ointment available on the local market, and to persist in attempts to 
change habits and attitudes by means of health education of the people. 

In Afghanistan, following the training of national ophthalmologists and 
other workers on WHO fellowships, the Government has started a trachoma control 
pilot project in Herat Province, to which WHO has assigned a consultant and has 
provided transport and drugs. 
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In India, the pilot skgcs of projects in two States were completed, 
andron the basis of the experience gained, the Government decided to embark 
on a national trachoma control programme in the States of Punjab, Rajasthan, 
Gujarat and Uttar Pradesh, where trachoma and bacterial conjunctivitis occur 
in hyperendemic forms. Intensive training of medical officers and auxiliaries 
was carried out. A WHO trachomatologist has continued to assist in this work, 
and UNICEF has provided the necessary transport and drugs. 

In Thailand, the WHO-assisted trachoma control pilot project in the 
North-Eastern Provinces showed that it would be possible to establish an 
economical control programme leading to self-treatment by the population with 
ointment provided by the Govenunent at subsidized prices, and an expansion on 
this basis was therefore undertaken. UNICEF gives supplies and equipment for 
this programme a s  well. 

(2) Poliomyelitis 

Immunological surveys and strict notification of paralytic poliomyelitis 
a re  essential to forewarn governments of changes in the epidemiological picture. 
This has been amplified earlier @. 5). The Organization can assist in forwarding 
to WHO reference laboratory centres the sera necessary for these surveys. 

Following the outbreak of poliomyelitis in Ceylon in 1962, a national 
immunization campaign was started in May and July 1963,to protect children 
in the age-group 0 - 8 years a s  rapidly a s  possible,with two doses of 
stabilized live attenuated oral polio vaccine: 81.6% of the children were immunized 
in the first round but only 66.9% in the second round. In 1963, a further 166 cases 
of paralytic poliomyelitis were recorded, giving a morbidity rate of 1.6 per 
100 000, with 90% of the cases occurring among children under eight years of 
age. In 1963, the highest incidence vras in Batticaloa and Jaffna, whereas in 
the Vavuniya area, which in 1962 had the highest incidence (73.41100 000) and 
had the most successful immunization programme, there was only one case in 
1963. There is now urgent need to make a critical assessment of this immunization 
programme, the first of its kind in this region, so a s  to benefit from the lessons 
learnt and to advise on further immunization of susceptible age-groups and of 
areas requiring further attention. 

In India, the Enterovirus Unit of the Indian Council of Medical Research 
continued immunological studies in various urban and rural communities, 
Satisfactory progress was ma& in the establishment of production facilities 
for oral polio vaccine at the Pasteur Institute, in Coonoor, South India. WHO 
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fellowships were given for training in ~roduction and in virologic and neuro- 
virulence testing, The first batches of oral polio vaccine are  expected to be 
produced in the second half of 1964, and WHO has agreed to assist in the testing 
of the seed virus and the first batches before the vaccine is released. 

In Mongolia, a limited outbredt of poliomyelitis occurred in 1963 in Ulan 
Bator and some of the main towns in the provinces. The WHO epidemiological 
team which is carrying out serological surveys for brucellosis in Mongolia has 
started utilizing these surveys for a simultaneous study of the immunological 
levels of poliomyelitis in the population in  various parts of the country, in 
coIlaboration with a WHO reference laboratory. 

(3) Dengue and Haemorrhagic Fever 

There are  many so-called hemorrhagic fevers in the world, a number 
of which are  of recognized arbovirus aetiology. The haemorrhagic fever 
reported here is a very severe and frequently fatal syndrome caused principally 
by members of the dengue virus complex, but quite certainly not by a single 
immunological type of this complex In some of the same areas a disease closely 
resembling this, but probably never or rarely fatal; is caused by chikungunya 
virus and possibly by other viruses not yet isolated. The severe disease is due 
to agents of the dengue virus complex, transmitted principally, if not entirely, 
by Aedes a e m t i  in urban areas. Chikungunya virus has been isolated most 
frequently from A. aesrpti and occasionally from Culex quinauefasciatus (fatigans). 

Haemorrhagic fever was first described a s  an epidemic disease syndrome 
in Manila in 1954. In 1958, a major epidemic occurred in Bangkok (with about 
3 000 hospitalized cases and 300 deaths),and subsequently there were many urban 
epidemics throughout Central and South Thailand. The largest one occurred in 
1962 in the Bangkok areqwith about 6 000 hospitalized cases. The year 1963, 
which was expected to be one of minor incidence in the usual sequence, turned out 
to be a major one, with 1 500 hospitalized cases and 150 deaths in the Bangkok area; 
substantial numbers of cases were still occurring in early 1964. Haemorrhagic 
fever has recently also involved Singapore, Penang, at  least two areas in Viet-Nam, 
including Saigon (1963), and Calcutta in the second half of 1963. A dengue-like 
epidemic also occurred in the Rangoon area in July 1963, reaching its peak in 
August and tapering off from September onwards. 

In Thailand, viruses of dengue types 1, 2, 3, 4, 5 and 6,and probably 
others, have been isolated from patients and/or mosquitoes (A. aemuti). 
Chikungunya virus causing disease in the same epidemics has also been isolated 
in Thailand. In the 1963 Calcutta epidemic, both dengue viruses and chikungunya 
virus were active: here haemorrhagic fever appeared in a severe and fatal form 
among adults a s  well a s  in infants and children, thus revealing that its potential 
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for causing morbidity and mortality was even greater than was previously 
recognized in areas to the east, since in Thailand only children and infants 
had been affected. The Rangoon epidemic was due to either classical dengue 
or chikungunya viruses, more probably the latter. 

As a result of making a study of the epidemiological trend of 
haemorrhagic fever in the Western Pacific and South East Asia Regions, a s  
described above, a WHO consultant concluded that, under modern conditions 
of transport and in areas of unrestricted Aedes aegvpti breeding,viruses of 
the dengue-complex had become endemic and epidemic in a rapidly growing 
pattern now extending through major ports from Manila to Calcutta. He found the 
disease presenting a pattern and threat essentially similar to urban yellow 
fever, to which it is closely related epidemioiogically (vector and host cycle), 
aetiologically (arbovirus group B) and pathologically (liver pathology and liver 
function tests). The consultant recommended that cases of haemorrhagic fever 
caused by viruses of the dengue complex should be made reportable nationally 
and internationally and that much stricter disinsection be enforced at  ports and 
airports. It is not possible to recommend vaccine prophylaxis a t  this time, since 
none is available. He suggested that before attempting large-scale general 
control, it would be wise for each municipality to set up one or more field 
control areas to obtain epidemiological and immunological information and to 
determine the most effective and economical method o r  methods for vector 
control in their particular areas. By the term "control", eradication is not 
implied and is probably not a reasonable goal for the near future; control itself 
will be difficult enough. 

An Aedes a e m t i  pilot control project has now been started in a selected 
area of Bangkok (see Thailand 70 in Part  UI). 

It is planned to advance the Inter-Regional Seminar on Haemorrhagic 
Fever from 1965 to 1964,on the recommendation of the laet seesion of the 
Regional Committee. It is to be held in October in Bangkok . . 

(4) Other Arbovirus Infections 

The viruses causing the arthropod-borne encephalitides, such a s  Japanese 
B encephalitis (JBE); fevers with and without rash and sometimes with arthralgia, 
such a s  dengue, West Nile, phlebotomus and chikungunya; the haemorrhagic 
fevers,such a s  Kyasanur Forest disease and haemorrhagic fever of the dengue 
group complex a s  described in (3) above, are  all being gradually unravelled in 
some countries of this region, notwithstanding the limited virological diagnostic 
facilities. 
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In India, the laboratory of the Virus Research Centre, Poona, continued 
its epidemiological studies on Japanese B encephalitis and West Nile infections, 
which were first confirmed in 1956 in South India. The hope that Kyasanur 
Forest disease, at least as  a human disease, was dying out has not been 
sustained in the last two years; new cases have occurred A study of cases 
in human beings and monkeys indicates that this disease seems to be slowly 
spreading southwest of the hitherto known infected area in Mysore State. The 
reasons why such a centrifugal spread is not also taking place in other directions 
are  still not understood, and Kyasanur Forest disease remains a public health 
problem of unaeeeesable importance. 

In Ceylon there was an increase in the number of cases of encephalitis 
admitted to the Children's Hospital, Colombo, in the first quarter of 1964; 
during the period from 1957 to 1963, on an average,l3O cases were treated 
annually in that hospital. During the same period (1957-1963) the average of 
cases treated annually in all government hospitals was 245, and the incidence 
of the disease appears to be increasing. Rising titres against a number of 
arboviruses were demonstrated in paired sera from cases of "influenza". 
Serological surveys, a s  well a s  specimens of blood from cases of encephalitis, 
have also revealed the presence of Japanese B encephalitis antibodies in high 
titre. 

Encephalitis cases in young adults and adults are  relatively frequent in 
Bangkok. Serological studies have shown a significant r ise of antibody level to 
Japanese encephalitis virus in many of these cases. 

(5) Respiratory Viruses 

A collaborative study in this field is  described in Chapter 8 (Assistance 
to Research). 

1.4.3 Parasitic Diseases 

(1) Filariasis 

Filarial infections continue to cause increasing concern in Burma, Ceylon, 
India and the south of Thailand The present difficulty in the control of 
Culex fatigans and in mass treatment and prophylaxis has been discussed in - 
earlier sessions of the Regional Committee. Satisfactory machinery for large- 
scale special control campaigns remains to be evolved. Anti-larval measures 
with oiling and drainage, along with chemotherapy, particularly for early overt 
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cases of fihbsis, are  valuable. In the meantime, research through pilot 
projects and the building up of trained medical officers, entomologists and 
ancillary staff should be pursued. Recruitment of WHO epidemiologists and 
entomologists for filariasis projects in Burma, Ceylon and Thailand has been 
greatly handicapped by the world shortage of these specialists. 

In Burma, the WHO Filariasis Research Unit carried out valuable work 
on the ecology and bionomics of mosquito vectors of filariasis in the Rangoon 
area. This is described in Chapter 8. 

In Ceylon, a WHO consultant reviewed the present problem of W. bancrofti 
filariasis in the coastal belt and advised on further parasitological and entomologi- 
cal surveys and on chemotherapeutic trials. 

In India, filariasis surveys were carried out in 1963 in Assam, Andhra 
Pradesh, Madhya Pradesh, Laccadive, Minicoy and Amindivi Islands, Goa and 
Cochin' Port. A pilot project for the control of B. malayi infection in Kerala 
State is proposed in 1964, and the prospects of control through residual insecticide 
house spraying against adult mansonoides and chemotherapy a re  encouraging. 
Control of W. bancrofti remains baffling, mainly because it depends on proper 
disposal of sullage and improvement in sanitary conditions, and such improvements 
remain beyond the reach of this region today. 

(2) Dracontiasis (Guinea worm) 

Attention was drawn last year to an important public health problem caused 
by Guinea-worm infections in India, which are  endemic in large areas of 
Rajasthan, Maharashtra, Andhra Pradesh, Madras, Madhya Pradesh, Mysore, 
Punjab and Jammu and Kashmir States. It is roughly estimated that a t  least 
five million people are  a t  risk in these endemic areas, the worst area affected 
being Udaipur District in Rajasthan. An agreement has been reached by the 
Government, WHO and UNICEF for the development of a rural water supply project 
in that district a s  a spearhead for an integrated environmental sanitation programme, 
and aiming, among other things, a t  the control of Guinea-worm infestation. 

(3) Bilharziasis 

Only two foci of bilharziasis - both limited in size - are  known to be present 
in the Region - one in South Thailand due to S. japonicum, and the other in Gimvi, 
Maharashtra State, India, due to S. haematobiurn. 

Three bilharziasis infections are  being studied, in particular, by the 
Faculty of Tropical Medicine in Thailand: (i) S. japonicum, which affects some 
people in locallzed area of Nakornsrithamaraj Province; (ii) S. spindale, a 



SEA/RC17/2 
Page 28 

natural parasitic infection of cattle and water buffaloes which causes cercarial 
dermatitis in man in the northeast, and (iii) Ornithobilharzia harinasutai, 
recently found producing S. mansoni-like eggs in water buffaloes in South 
Thailand. 

Surveys of bilharziasis carried out during the year in the Punjab State 
of India by a team of the National Institute of Communicable Diseases, Delhi, 
proved negative. 

The diseases of man transmitted from domestic animals and known 
or  suspected to be present in the Region would constitute a long list, including 
rabies, brucellosis, tuberculosis, hydatid diseases, anthrax, leptospirosis, 
Q fever, psittacosis and trichinosis, to mention a few. Yet our knowledge in this 
region is insignificant. There is need for fuller reporting of morbidity in man and in 
animals and for closer co-ordination of efforts between the respective public 
health, veterinary and agricultural services. Health departments a r e  consequent- 
ly feeling the need for veterinarian services. 

In Ceylon, a veterinary public health officer works within the Department 
of Health and closely with the Epidemiological Unit. Such an arrangement would 
be appropriate in other health departments as  well. During the year, preparations 
were made to launch an anti-rabies immunization scheme in dogs, using an 
avianized vaccine. 

In India, studies on pathogenesis and immunization in rabies were 
continued at  the Pasteur Institute, Coonoor, and at  the Central Research Institute, 
Kasauli, with assistance provided under the WHO research programme. Surveys 
of brucellosis were also started by the National Institute of Communicable Diseases 
in Delhi. 

In Mongolia, brucellosis and hydatid diseases are major public health 
problems. The work of the WHO epidemiological team, which includes a 
veterinary public health officer, is described in Part ILI (see Mongolia 1). 

In Thailand, vigilance for leptospirosis, trichinosis and anthrax is 
maintained through surveys and co-operation with the Departments of Health, 
Agriculture and Livestock and the provincial authorities. 


