
Chapter 13 

DISEASE PREVENTION AND CONTROL 

During the period under review, Member Countries made progress 
in achieving the main objectives of EPI towards the goal of 
Universal Child Immunization by the end of 1990. 

The first objective, viz., reducing morbidity, disability and 
mortality from the six EPI-target diseases, has been achieved 
by improving the surveillance system in the countries. Member 
Countries are committed to obtaining valid information on EPI 
diseases incidence (see Table 7 and Figure 1) and, together 
with the increasing coverage, to confirming, even at district 
and sub-district levels, the impact of immunization coverage on 
disease reduction. Sri Lanka, Indonesia, Thailand, Myanmar and 
India have achieved this objective in some areas. Maldives and 
Sri Lanka have declared that they achieved Universal Child 
Immunization in May 1989 and December 1989 respectively. 
Immunization coverage all over the Region has been increasing. 
The coverage so far achieved is 69 per cent for the third dose 
of diphtheria-pertussis-tetanus vaccine (DPT3), 66 per cent for 
the third dose of oral polio-vaccine (OPV3), 78 per cent for 
the vaccine against tuberculosis (BCG), 54 per cent for measles 
vaccine (MSL) and 51 per cent for the second dose/booster of 
tetanus toxoid in mothers or women in child-bearing age (TTZB) 
(see Figures 2 and 3 ) .  



TABLE 7. Cases of EPI target diseases reported by SEAR countries, 1989 

Diseases BAN B W  DPRK IND IN0 HAV MOG MPlR NJlP SRL THA SEAR 

Diphtheria 1229 l* .. . 10626 8 0 7 171 3 0 81 12126 

Measles 27327 554 ... 144470 4456 0 2176 1930 171 409 11270 192763 

Pertussis 83057 219* 126501 256 0 0 2678 18 17 1065 214174 

Polio 449 0 8* 10376 107 0 0 50 21 4 17 11032 

Neonatal tetanus 1105 2 4* 9613 531 . . . 0 58 3 8 270 11594 

All tetanus 4137 9. 24* 24794 .. . . . . 0 1005 ... ... .. . 29969 

All tuber 
culosis 23856 174* ... 940664 ... 216 2237 10558 ... 6429 16993 1001127 

*Data for 1988 

... = Data not available 
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Figure 3. PERCENTAGE OF IMMUNIZATION COVERAGE* AMONG 
CHILDREN OF LESS THAN 1 YEAR OF AGE AND 
PREGNANT WOMEN IN SEAR COUNTRIES, 1989 

I.!.. 

The need for more active involvement of curative health 
facilities in the actual implementation of EPI was stressed 
during the period under review. It is encouraging that the 
countries of the Region specifically mention the provision of 
immunization at some fixed curative centres as an integrated 
approach through the health infrastructure. In the context of 
PHC, the countries have integrated EPI along with CDD, ARI and 
MCH. This is important at this stage of the programme, taking 
into account the second objective, promoting self-reliance 
among the countries in the delivery of immunization services 
within the framework of comprehensive health services. Details 
of this strategy were widely discussed at the meeting of EPI 
Managers, held In Balt, Indonesia, in June 1989, and at the 
Integrated Poliomyelitts/Neonatal Tetanus/~easles/MCH Workshop, 
held in New Delhi in March 1990, in which plans of action for 
the countries were reviewed and updated. 

As regards the promotion of quality control and vaccine 
production, which is the third main objective, some countries 
sre already producing EPI bacterial vaccines. Most of them are 



importing measles and polio vaccines. India has taken the 
initiative to manufacture measles (5-dose vials) and polio 
vaccines by 1993 in collaboration with USSR and France; 
Indonesia, through her domestic Bio Farma Company, has taken 
similar steps in collaboration with Japan. An intercountry 
practical training in recent technology on laboratory 
diagnosis, cell culture and potency-testing of polio vaccine 
was held in Coonoor, India, in March-April 1990. 

The results of the OPV vaccine potency testing were not 
encouraging in some countries in the Region. A national EPI 
review, undertaken in India, in MarchIApril 1989, showed that 
about 40 per cent of the testing was unsatisfactory in one 
state, while in another State the results were even more 
discouraging with 60 per cent unsatisfactory testing. In 
Indonesia, about 50 per cent of health facilities at district 
and sub-district levels, in eight randomly-selected provinces, 
were considered to have "cold chain failure" in their storage 
systems. However, tests conducted during the reporting period 
have revealed that the situation has improved significantly, 
and more satisfactory results (about 90 per cent) have been 
reported in India while further relevant training and 
supervision have been provided in Indonesia. Following the 
training in Coonoor in March-April 1990, Regional Office and 
headquarters staff have planned to visit some countries to 
assist in the strengthening of laboratory capacity to support 
polio eradication activities. 

Computerized BPI Information System (CEIS) 

All countries of the Region are expected to establish their 
basic CEIS by the end of 1990. During the period under review, 
Phase I (1987-1990) of the system was finalized. This was made 
possible through the assistance of the concerned government, 
WHO, UNICEF, and other agencies, such as USAID and REACH. 
Bangladesh started CEIS in 198611989, Bhutan in 1990, India in 
198611989, Indonesia in 1987, Maldives in 1990, Mongolia in 
198911990, Myanmar in 198811989, Nepal in 1988189, Sri Lanlca in 
198911990 and Thailand in 198811969. DPR Korea plans to start 
CEIS in 1990. Bangladesh, Bhutan, Indonesia, Myanmar, Nepal, 
and Thailand plan to expand, or have already expanded, their 
systems to sub-national levels. In Phase I1 (1991-19941, based 
on country needs, the development of CEIS software with more 
sophisticated programmes will be encouraged by inputs from 
governments and national prograornes and from other inter- 
national agencies. 



Cold Chain and Logistics 

Cold chain reviews, using cold chain monitor cards, were 
conducted in DPR Korea, Bhutan, Myanmar and Sri Lanka. Similar 
reviews have been planned for Indonesia, India and Thailand 
leading to routine use of monitor cards in order to ensure a 
reliable cold chain. A newly-developed 'refrigerator watch' has 
been introduced in Rajaethan state in India to monitor the 
operation of refrigerators, and will be gradually introduced in 
the other countries of the Region if the trial is successful. 

Assisted by the World Bank, solar refrigerators are now in use 
in problem areas in Irian Jaya, and 100 more are being procured 
for Indonesia. Some new makes of solar refrigerators are under 
field trial in India, Maldives, Myanmar and Thailand. The Asian 
Institute of Technology has established facilities, with 
assistance from WHO, for conducting routine training courses 
for solar refrigerator repair and maintenance technicians. The 
Institute has also been recognized by WHO as a test centre for 
cold chain equipment. 

Pressurized steam sterilization of injection equipment is being 
widely promoted in all the countries. A solar ateam sterilizer, 
developed in France, is under field trial in India. 

In view of the sustainability of the cold chain, efforts are 
being made to develop and test indigenous cold chain equipment, 
including ILKS, refrigerators, deep freezers, vaccine carriers 
and cold boxes in some countries. 

Training and Research 

Training in the management and technical aspects of EPI has 
been a high priority for the programme. The emphasis now is on 
national, rather than intercountry, training workshops. This 
allows adaptation of course material to local situations. EPI 
is encouraging an integrated approach to training, utilizing 
materials from CDD, ARI and other relevant programmes in the 
same workshop. During the period under review, two regional 
workshops were organized: one for UNICEF-EPI State Managers 
from India and some other countries (with the technical 
leadership of WHO headquarters and the Regional Office) and the 
aecond, the Integrated Polio/Neonatal Tetanus/~easles/~CH 
Workshop, for national EPI managers. Following these, a similar 
workshop was held in India in May 1990 and will be followed by 
another in Thailand in November 1990. Preparations are in 
progress for an interregional training course in solar 



refrigerator maintenance, to be organized jointly by WHO and 
the Asian Institute of Technology, in Bangkok in July 1990. 

EPI promotes other studies, such as the development of 
pertussis and live rubella vaccines in Thailand, and cold chain 
monitoring in India and Sri Lanka. Immunization coverage 
surveys in Mongolia (7), Nepal (4), Indonesia (71, Bangladesh 
(111, Myanmar (26) and Sri Lanka (1) were conducted in order to 
justify the findings of routine reporting of immunization 
coverage and to boost immunization activities. These were in 
addition to national EPI reviews conducted in Sri Lanka 
(December 19891, Mongolia (~pril/May 19901, Nepal (May 1990), 
Thailand (May/~une 1990, and possibly in December 1990 as well) 
and Bangladesh (June 1990). 

In Indonesia, a study of the surveillance model to monitor 
adverse reactions is being developed in Yogyakarta in 
collaboration with Bio Farma. India produced a paper on adverse 
reactions of immunization (1989) and will participate in a 
seminar on this subject in Geneva in July 1990. 

Assessment of Progress 

Regionwise, the immunization coverage of children below one 
year of age for BCG was 78 per cent , for DPT3 69 per cent, for 
OPV3 66 per cent, for measles 54 per cent and for TT2 51 per 
cent. Achievements and problems in EPI activities in the Member 
Countries were discussed and analyzed in the Integrated 
Poliomyelitis/Neonatal Tetanus/Measles/MCH Workshop, mentioned 
earlier, in which plans of action for the countries were 
discussed and updated. India, Sri Lanka, Bangladesh, Nepal, 
Thailand and Mongolia conducted international EPI reviews in 
1989-1990 in which the remarkable progress of EPI on immuniza- 
tion coverage among under one-year children was confirmed. In 
spite of the increase in immunization coverage in each country, 
no dramatic decrease in EPI target diseases has been observed. 
Thus, in order to achieve the EPI targets, efforts have been 
concentrated on intensifying and improving national surveillance 
systems (at national and sub-nationalldistrict levels), 
implementing country EPI and MCH plans in the context of PHC, 
and on enhancing disease control at the sub-national level. 

Poliomyelitis ~radication/~eonatal Tetanus 
Hlimination/Measles Reduction Initiatives 

All Member Countries are committed to the implementation of the 
World Health Assembly resolution on this subject. This implies 



polio eradication by the year 2000, neonatal tetanus elimination 
by 1995, 90 per cent reduction of measles by 1995, and 
reductions of diphtheria, pertussis and child tuberculosis. 
However, the targets differ from one country to another, based 
on the local health infrastructure and available resources. 

In regard to polio eradication initiatives, national plans of 
action were prepared at the meeting of national EPI managers in 
Bali, Indonesia in 1989 and were subsequently revised during 
the Integrated Polio/Neonatal TetanusIMeasleslMCH Workshop in 
New Delhi, in March 1990. The coverage with oral polio vaccine 3 
increased from 11 per cent in 1982 to 66 per cent in 1989. With 
marked reductions in reported cases of poliomyelitis in DPR 
Korea, Maldives, Mongolia, Sri Lanka and Thailand, the stage 
has been set for possible eradication of the disease even 
before the year 2000, at least in some sub-national areas of 
these countries. Further strengthening of the surveillance 
system at state, district, sub-district, and other sub-national 
levels, which is an essential tool for these initiatives, is 
envisaged for the coming years. 

Neonatal tetanus elimination initiatives have been undertaken 
in collaboration with MCH and PHC programmes. Immunization 
coverage by TT2 has slowly increased in the Region in the last 
six years; in 1989 it crossed 50 per cent. The regional 
coverage does not include DPR Korea and Mongolia, which do not 
have national policies on the use of TT in pregnant women. Most 
Member Countries have implemented two or more doses of TT to 
eliminate NNT before 1995. A few countries have introduced TT 
among all women of child-bearing age. UNICEF, India, in 
collaboration with the Regional Office and WHO headquarters, 
conducted a Neonatal Tetanus workshop for UNICEF statelcountry 
EPI Managers in September 1989. The issue of adequate dosage of 
TT was also discussed during the Integrated Polio/Neonatal 
~etanus/~easles/MCH Workshop of EPI Managers in March 1990. 

In some countries, initiatives for the reduction of measles 
through vaccination were introduced only in 1984/1985. The 
immunization coverage has been lower compared to other antigens 
(54 per cent in 1989). Because of the limitation of the 
surveillance system for measles in Member Countriea and the 
lower immunization coverage achieved in some countries, no 
impact of immunization coverage on the incidence of the disease 
has been observed. Immunization coverage, together with 
strengthening of the surveillance system and development of a 
new E-Z measles vaccine for children of six months of age, is a 
good starting point for the reduction of the disease in the 
future. 



Expanded Programme on 
Immunization 
Accelerated efforts by all countries in the Region 
have led to a substantial increase in immunizaton 
coverage. 

Tuberculosis 
Tuberculosis control programmes as components of primary health care are being 
strengthened with WHO collaboration. Early casefindtng and short-course chemotherapy are 
important elements of the programme. 



Malar~a cont~nues to ~e a major ~ U D I I C  nealtn promem or tne neglon. 
Collecting blood smears. promoting effective vector control measures and strengthening 
national vector surveillance systems are part of the control measures being adopted to tackle 
the nrnhlem 



Resources 

A l l  Member Countries a r e  t ry ing t h e i r  best  t o  achieve the goal 
of Universal Child Immunization by the end 1990. However, 
government inputs (about 63 per cent of t o t a l  EPI cos ts  i n  the 
Region during 1985-1988) may not yet be adequate fo r  more 
intensive a c t i v i t i e s  i n  the areas  of polio eradicat ion,  
neonatal tetanus elimination and measles reduction planned fo r  
t h e  next t en  years. 

I t  is necessary t o  develop a basic framework f o r  country-level 
t ra in ing i n  f inancia l  management fo r  EPI Managers i n  order t o  
achieve E P I  ta rgets  i n  the next 5-10 years with the l imited 
funds available.  This issue w i l l  be discussed during the 
meetings on Financial Managernet~t and Susta inabi l i ty  of EPI i n  
January and June 1991. The principles of resource mobilization, 
recommended by the  meeting of t h e  Task Force f o r  Child Surs ival ,  
held i n  Bangkok from 1 t o  3 March 1990, have been fur ther  
promoted i n  the  countries. 

13.2 DISEASE VECTOR CONTROL 

Several countries of the Region have a long h i s to ry  of seriou8 
vector-borne disease problems. A t  present, these infect ions ,  a s  
a group, const i tu te  the leading public heal th  problem; the  most 
c ruc ia l  is  malaria. ~enguefdengue hemorrhagic fever (DHF), 
Japanese encephali t is  (JE), f i l a r i a s i s  and v i sce ra l  le ish-  
maniasis (VL) a r e  a l so  of considerable importance. 

So f a r ,  the principal  method of control  of these diseases has 
been, and probably w i l l  remain, the use of chemical insect i -  
cides.  However, the i r  more e f f i c i e n t ,  economic and se lec t ive  
use presents a r e a l  challenge. A gradual s h i f t  i s  taking place 
towards reshaping the s t ra tegy of vector-borne disease control  
with greater  emphasis being placed on environmental management 
and design of integrated methods of control  with varying 
degrees of community part icipation.  

Emphasis i s  a lso  being la id  on technological development, 
applied f i e l d  research and t ra in ing towards the control  of 
vector-borne diseases. 

The control  of malaria vectors continues t o  pose problems. Due 
t o  technical  obstacles,  such a s  the problem of insect ic ide  



resistance in vector species, the exophilic and exophagic 
nature of vectors, lack of interest by the community in accept- 
ing residual insecticide spraying and the increasing cost of 
insecticides, the achievement of the desired goals is being 
impeded. WHO has continued to collaborate wlth national 
programmes in developing effective control measures for carrying 
out field trials of new methods as well as assisting in research 
and training of personnel engaged in vector control programmes. 

With technical collaboration from WHO and financial assistance 
from UNDP, investigation is in progress to determine whether 
indoor residual spraying with 75 per cent wdp DDT has any impact 
on Anopheles dirus, the malaria vector in south-eastern parts 
of Bangladesh, while in the Terai region of Nepal a study is 
being carried out on the effectiveness of environmental measures 
against Anopheles fluvistilis and Anopheles maculatus. The effi- 
ciency of biological control agents, auch as larvivorous fish, 
Bacillus thuringiensis H-14 and Bacillus sphaericus is being 
aetermined, especially for use as a tool in intearated disease 
vector control-strategies in India, Indonesia and Thailand. 

Steps for the cytogenetic study of sibling species, Anopheles 
culicifacies and Anopheles subpictus, funded by the Regional 
Office, have already been initiated in Sri Lanka. 

Dengue Haemorrhagic Fever 

In Indonesia, Myanmar and Thailand, dengue haemorrhagic fever 
(DHF) continues to occur as an endemic disease. Sporadic cases 
of dengue fever with haemorrhagic manifestations have also been 
reported from India and Sri Lanks. 

During 1989, Myanmar reported 899 cases and 52 deaths due to 
DHF; Indonesia 8 216 cases and 333 deaths; and Thailand 
reported 53 625 DHF cases with 1 053 cases of DSS. The number 
of cases reported is approximately double that reported in 
1988, but is still close to the median number of cases reported 
during the period 1984-1988 (median DHF cases reported 49 829, 
DSS 981). 

A multi-centre project to control DHF vectors with community 
participation, sponsored by the Regional Office, has been in 
progress in Indonesia and Thailand since 1988. The project was 
initiated with the objective of identifying the type of control 
activities that are best suited to community participation and 
which are focused on source reduction of the vector in the 
context of the local situation. 



The results of entomological surveys were generally 
satisfactory but those of KAP and socio-anthropological studies 
indicated the need for a new direction in the IEH strategy, 
from the general to the target-specific approach, which should 
include fewer, specific messages for target groups, mothers, 
grandmothers (older people) and health workers. This should 
remove particular misconceptions which prevent people from 
undertaking DHF control measures. 

The WHO Dengue Newsletter (volume 15), containing the latest 
valuable information on the DHF situation and control activi- 
ties, especially community-based control of Aedes aegypti, was 
issued in February 1990. 

Japanese Encephalitis 

Japanese encephalitis (JE) is predominantly a rural disease 
associated with rice cultivation. Outbreaks occurred recently 
in India, Nepal, Sri Lanka and Thailand. The average case- 
fatality rate ranges between 10 per cent and 50 per cent in 
these countries. The virus is maintained in nature by mosquitoes 
and non-human vertebrates. Culex tritaeniorhynchus, a paddy 
field breeding mosquito, is the principal vector, and feeds 
mainly on larne animals and birds. Elsewhere in the area of - -~~ - -  

distribution, Culex gelidus, Culex fuscocephala i d  Culex 
vishnui group mosquitoes are also involved. The virus has been 
isolated from other Culex spp as well as Aedes and Anopheles 
mosquitoes. 

Control measures in affected areas were primarily devoted to 
vector control by focal spraying and fogging of outdoor tracts 
with insecticides. However, the areas involved are generally 
very large and the bionomics of all vectors involved in JE do 
not lend themselves to any simple and straightforward method of 
vector control. Mass vaccination is advisable in highly endemic 
areas. 

Filariasis 

Bancroftian filariasis is essentially a problem of 
environmental sanitation in many urban areas in the Region. 

Wuchereria bancrofti is prevalent in Bangladesh, India, 
Indonesia, Maldives, Myanmar, Nepal, Sri Lanka and Thailand. 
Lack of general sanitation, maintenance and repair of drains, 



septic tanks and the sewerage system result in conditions 
suitable for the breeding of the ubiquitous mosquito Culex 
quinquefasciatus. 

Brugian filariasis is mostly confined to rural areas and occurs 
on the West coast of India in Kerala, on several islands in 
Indonesia and in some parts of Thailand. Strains of B+ugia 
nalayi are transmitted by M~nsonia apE and Anopheles spp, while 
Brugia timori is restricted to the Indonesian islands of Plores 
and Timor. The only known vector of 8. timori is Anopheles 
barbirostris. 

Filaria control, using antilarval measures has. been practised 
over the years in the countries of the Region, but has not so 
far yielded satisfactory results. Since vector control has a 
slow effect on the prevalence of filariasis infection in a 
population, WliO has continued to extend technical support for 
the development of integrated approaches to the control of this 
disease, including chemotherapy with DEC and Ivemectin. 

Visceral leishmaniasis (VL) or Kala-azar, caused by Leishmania 
donovani, is a problem of public health importance in some 
parts of Bangladesh, India and Nepal. The most lmportant vector 
in the Indian sub-continent is Phlebotomus argentipes. 

In India, Bihar and West Bengal were the most affected, with 
34 174 cases and 486 deaths reported in 1989, of which 30 601 
cases with 466 deaths were from Bihar and 3 753 cases and 20 
deaths from West Bengal. In Bangladesh, 2 303 cases and five 
deaths were recorded. The control of Kala-azar has been 
undertaken by insecticidal spraying and treatment of cases. 
However, owing to administrative and financial reasons, 
spraying operations were very limited and the supply of drug 
was inadequate. 

Manpower in Entomology 

In order to deal with the complexities of vector-borne disease 
problems and to make effective use of the limited, available 
resources, there is a great need for contributions by medical 
entomologists and vector control specialists to operations and 
research in the control of disease vectors. WliO support has 



been focused in particular on the strengthening of national 
entomological services through training. These institutions in 
the Region, i.e. the Vector Control Research Centre, 
Pondicherry, India; Mahidol University, Bangkok, 'Thailand; and 
Bogor University, Bogor, Indonesia, continue to provide 
academic training in medical entomology (M.Sc. courses). The 
National Institute of Communicable Diseases, Delhi, India, 
conducted advanced courses in medical entomology for medical 
officers and entomologists. Regular and refresher training 
courses for different categories of entomological staff have 
also been carried out in several countries, while certain 
countries of the Region also have their own education and 
training facilities to varying degrees. Bhutan and Maldives 
still depend entirely on other countries of the Region for 
routine and job-specific training of staff. 

With financial support from WHO headquarters, an intercountry 
Training Course on Detection of Sporozoites in Anopheline 
Mosquitoes by the ELISA technique was held in Bangkok, in 
December 1989, to enable entomologists to gain up-to-date 
information on modern techniques and their application in the 
field. 

Malaria continued to be one of the main public health problem 
in the majority of the countries of the Region, since more than 
85 per cent of the total population reside either in areas with 
active malaria transmission or in areas with great potential 
for malaria outbreaks or epidemics. The revised malaria control 
strategy through the primary health care system has been 
adopted by all malarious countries of the Region. The 
malariogenic stratification concept, based on recognition of 
the diversity of malaria epidemiological situations, was 
considered to be the main approach to malaria control in the 
Region. The malaria control programmes in all the countries of 
the Region have already completed broad stratification of 
malaria endemic/epidemic-prone areas and identified high-risk 
groups of the population. Further progress was observed in the 
process of detailed stratification employing various innovative 
methods, in order to formulate cost-effective operational plans 
of action. The latter have been fully integrated into the basic 
health services in Bangladesh, India, Indonesia, Maldives, 
Myanmar and Nepal at the intermediate and peripheral levels in 
order to meet the principal objectives of the programmes in 



Figure  4 .  PROFILE OF MALARIA IN SELECTED COUNTRIES OF 
WHO SOUTH-EAST ASIA REGION, 1984-89 
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terms of prevention of mortality, reduction of morbidity and 
control of malaria epidemics. In Bhutan, Sri Lanka and Thailand, 
malaria control continued to be implemented as a special 
programme, although the links with the basic health services 
were further strengthened, particularly in relation to the 
diagnosis and treatment of malaria cases. Community involvement 
in case-finding, simple drug treatment and referring severe 
cases to nearby health centreslhealth institutions, as well as 
intersectoral collaboration. es~eciallv of deoartments of ~. ~ - 

agriculture, fishing, forestry, irrigation, public works, etc., 
have been progressing in many countries. Further attempts have 
been made by some of the programmes to reduce the dependence on 
residual insecticides to the extent possible under prevailing 
epidemiological conditions, while savings on the purchase of 
insecticides have been earmarked for development and operational 
use of bioenvironmental and personal protection measures. 

Malaria control activities continued in nine countries of the 
Region. During the period under review, the situation in the 
malarious countries did not show any remarkable change over the 
previous year. A provisional report indicates that 2.46 million 
cases were reported in 1989 as against 2.7 million in 1988. In 
Maldives, no indigenous case has been detected during the past 
several years. However, the number of imported cases from 
neighbouring countries almost doubled as compared to last year. 
Though the country at present is free from local malaria trans- 
mission, the Government continues to pay high priority to 
vigilance activities. The overall malaria situation in 
Indonesia, Nepal, Sri Lanka and Thailand showed slight improve- 
ment, while it remained unchanged in India and showed an 
upward trend in Bangladesh and Bhutan. The Plasmodium falciparum 
rate showed an upward trend in Bangladesh and Bhutan among 
indigenous cases, and in Maldives, among imported cases. The 
malaria profile in the countries of the Region is shown in 
Figure 4. 

Though the principal elements of malaria control programmes in 
the Region continued to be case detection, drug treatment and 
various vector control activities, there has been an increasing 
emphasis on prompt diagnosis and treatment of cases and 
increasing trends in reducing the use of chemical insecticides 
for indoor house spraying, in introducing bioenvironmental 
methods and in fostering integrated vector control approaches 
through active community participation and intersectoral 
collaboration. In areas where malaria vectors have developed 
resistance to DDT and HCH, more effective and potent 
insecticides replaced their use, i.e. fenitrothion was being 
used in Indonesia, and malathion and a few other insecticides 



were used in Sri Lanka, India and Nepal. However, countries 
experienced some difficulties in procuring insecticides from 
abroad due to high costs and shifts in emphasis of some donor 
agencies. WHO assisted the countries to overcome the problem, 
particularly through the involvement of bilateral agencies. The 
foci of P.falciparum resistance were promptly dealt with 
through the intensification of vector control, providing 
radical treatment of P.falciparum with the second or even the 
third line of drug treatment, and through monitoring the 
movement of malaria high-risk population groups. 

Technical problems of P.falciparum resistance to various 
antimalarials and vector resistance to a range of insecticides 
aided by large-scale population movements, resulting in 
changing epidemiological patterns of the disease, continue to 
exist in the Region. Inadequate field supervision due to the 
shortage of trained manpower, especially at the district level, 
was felt by most of the programmes. In this regard, WHO 
collaboration to solve both the technical as well as operational 
problems in the Member Countries was continued. Support was 
~rovided to the programmes to carry out staff training, study 
tours and workshops and for the procurement of needed supplies 
and equipment. Efforts were made to improve trained manpower at 
all levels of the country programmes using for these purposes 
either WHO country budgets, or the assistance of bilateral 
agencies such as CIDA, SIDA, etc. and international agencies 
such as UNDP. A number of health services staff at the 
peripheral level in most of the countries were given training 
in malaria and malaria control activities. Technical manuals 
and guidelines on malaria control were updated. Basic courses 
on malaria and planning antimalaria activities were held in 
Thailand and Italy and were attended by middle-level staff 
engaged in the implementation of control programmes. A series 
of seminars on the management of acute and complicated malaria 
is being conducted for both health service staff and private 
practitioners in Bangladesh, India and Sri Lanka. To facilitate 
these seminars, WHO reprinted, in 1989, the second edition of 
the publication "The Clinical Management of Acute Malaria" and 
organized and financially supported the meeting of a task force 
to review the second edition of the said book. The members of 
the task force, who were eminent clinicians from the countries 
of the Region, came up with an updated version of the third 
edition, which is currently in press. 

Programme-oriented field studies continued, especially on 
malaria control through the primary health care approach. To 
develop cost-effective intervention measures through research 
and developent approaches, the countries of the Region have 



taken up several research projects aimed at promoting 
biological, environmental and personal protection measures. 
Studies on community participation in case-finding and 
treatment were continued in India, Indonesia and Thailand, with 
encouraging results. 

In vitro and in vivo drug sensitivity tests continued in eight 
of the nine malarious countries of the Region. These studies 
proved to be helpful not only in providing a basis for early 
warnings of reduced sensitivity of P.falciparum to anti- 
mslarlals , but also facilitated the fornulation of national 
drug policies. The present status of drug resistance in 
malarious countries of the Region shows a very mosaic picture. 
Resistance to chloroquine is most pronounced in all countries 
except Maldives. Long-acting sulfa- yrimethamine drug combina- i tions (SP) - FansidarR. Metakelfin , etc. - were introduced 
in countries with a high degree of resistance to the 4-amino- 
quinolinea. Experience has shown that eventually resistance 
develops to the SP combination, a situation that has been 
reported throughout Thailand, parts of Myanmar, Bangladesh, 
Bhutan and Indonesia. The Thailand experience detected mostly 
falciparum cases giving an RII-RIII response, a major setback 
that required the introduction of the triple combination 
mefloquine-sulfadoxine-pyrimethamine (FansimefR) into the 
country programme in early 1985. Though a cure rate of about 96 
per cent following treatment with MSP continued to be achieved 
by the Thai malaria programe, after four years of operational 
usage there have recently been reports from the Thai-Combodia 
border of a decreasing trend in the cure rate of the triple 
drug. 

Baseline data collections in various countries continue to 
report susceptibility to quinine, although some reduced 
sensitivity has been recorded on the Thai-Combodia border. 

In addition to the WHO financial inputs, UNDP provided funds 
for conducting training courses in in vitro microtechniques and 
for providing test kits. A study was carried out to determine 
an appropriate dosage regimen of primaquine for radical cure of 
P.vivax malaria in Thailand. Two field research projects are in 
progress in Bangladesh - on the efficacy of combination 
mefloquine-sulfadoxine-pyrimethamine (MSP) against chloroquine 
and Fansidar-resistant P falci arum strains and on the impact 
of residual spraying -0therapy in high malaria 
transmission areas. Studies for the determination of 
sporozoites in Anopheles vectors and identification of the 
human plasmodia involved, by using the ELISA technique, were 
conducted in Sri Lanka. 



International evaluation of the malaria control programme in 
Bangladesh was carried out jointly by WHO and the Government of 
Bangladesh with the participation of JICA (Japan) and ODA (UK) 
in October 1989. The main findings of the review were that in 
spite of all the efforts of the health services, malaria 
remains a major health problem in certain parts of the country, 
and has the potential to worsen due to various technical, 
operational and administrative causes. To improve the situa- 
tion, the assessment team suggested a package of corrective 
actions, which the Government of Bangladesh accepted. The 
most important development was the prompt preparation of a 
suitable plan of action by the malaria control programe to 
implement the recommendations of the assessment team, which was 
endorsed by the Director-General of Health Services in December 
1989. 

The ~HOlGovernment of India independent appraisal of the 
malaria programme took place in November/December 1989. The 
independent appraisal team agreed, in principle, with the 
outlines of the Eighth Five-Year Plan of NMEP aimed at 
considerable reduction of spraying operations in areas under 
its purview and expansion of integrated vector control 
methodologies, particularly those related to bioenvironmental 
and personal protection measures. Particular attention of NMEP 
was drawn to the protection from malaria of labour in various 
sectors of the economy - in intensive agricultural areas, with 
special reference to irrigated areas, in urban areas and in 
areas with high malaria transmission. 

External assessment of the malaria control programme in Nepal 
and Sri Lanka took place in June 1990. 

Some bilateral and multilateral agencies, such as SIDA in 
India, CIDA in Myanmar, USAID in Sri Lanka, ODA (UK) in Nepal 
and Bangladesh, and the world Bank and JICA in Indonesia, are 
actively collaborating with the countries concerned in their 
malaria control activities. 

13.4 PARASITIC DISEASES 

h e  main activity during the period under review was facili- 
tating effective control of parasitic diseases of public health 
importance, mainly leishmaniasis and guineaworm disease, and, 
to a limited extent, filariasis, intestinal parasitoses and 
schistosomiasis. 



Intestinal Parasitic Infections 

Intestinal parasitic infections, such as roundworm, hookworm, 
amoebiasis, giardiasis, etc., which are closely associated with 
undernutrition, poor personal hygiene and environmental 
sanitation, continue to be public health problems in the 
Region. Many countries are engaged in research and control of 
these parasitic diseases through ongoing projects such as those 
in family planning, school health, nutrition, etc. Surveys of 
intestinal parasitic infections, undertaken by the National 
Institute of Communicable Diseases (NICD), Delhi, in rural 
areas of Maharashtra and Rajasthan in 1989 and 1990, revealed 
high infestations with Giardia intestinalis (11.8 per cent and 
24.4 per cent respectively). The Central Health Laboratory in 
Kathmandu conducted an intestinal helminthic survey in five 
regions of Nepal. The survey demonstrated a prevalence of 23.7 
per cent of Ascaris lumbricoides; 24.8 per cent of hookworm and 
8.7 per cent of Trichuris trichiura out of a total of 16 515 
stool samples. 

Antiparasitic actions are linked with MCH, EPI, CDD, ARI and 
environmental sanitation, since the main target groups are 
children and women of child-bearing age, and approaches towarda 
training and community involvement are addressing the same 
categories of health personnel and population groups. Masa 
treatment of target groups in highly-infected areas is 
envisaged. 

Visceral leishmaniasis is a health problem of importance in 
rural areas of the three states of Bihar, West Bengal and Uttar 
Pradesh in India, as well as in Bangladesh and Nepal. The 
disease affects people in the underprivileged and lower 
socioeconomic groups mostly in the age-group under 20 years. 

During 1989, a considerable increase in morbidity and mortality 
was reported from India, particularly from Bihar. Since the 
morbidity data derive mainly from passive case detection, a 
three to four times higher actual prevalence is expected. 

A WHOIUNDP intercountry project on the control of visceral 
leishmaniasis was in operation from 1986 to 1989 in these three 
countries. The terminal Tripartite Review elucidated the 
achievements and constraints of the project. Research 
capabilities and training facilities have been adequately 



developed. By multi-centre chemotherapy research, different 
schedules for first and second line treatment were elaborated. 
Sero-epidemiological studies were carried out in some endemic 
districts of Nepal, Bangladesh and India. Monthly training 
courses for medical officers of primary health care centres 
continue to be held at the Kala-azar Unit of NICD in Bihar. 
Similar courses were organized by the Institute of Epidemiology, 
Disease Control and Research, Dhaka, for 40 district medical 
officers in 1989/1990. 

WHO recommended the development of national programmes for the 
control of visceral leisbmaniasis in the context of primary 
health care, making the disease reportable and earmarking 
budgets in order to better coordinate and integrate existing 
activities. So far only Bangladesh has worked out a national 
control programme. India has yet to decide on the reportability 
of the disease. 

Lymphatic filariasis remains a public health problem in eight 
countries of the Region. No major changes in prevalence rates 
or control strategies have been reported. WHO cantinued to 
encourage integrated control strategies and facilitated TDR- 
sponsored operational projects in India, Thailand and Indonesia, 
especially chemotherapy trials with diethylcarbamazine, 
Ivermectin, CGP 20376 and other new drugs in microfilaria 
carriers. The encouraging results now need implementation in 
well-planned action models in highly infested areas. 

Schistosomiasis 

Schistosomiasis is endemic in limited areas of Indonesia 
(Schistosoma japonicum), and Thailand (Schistosoma mekongi). 
Control activities were continued in the endemic vallevs in 
Indonesia to interrupt the transmission cycle and to prevent 
further spread in these development areas. 

TDR-sponsored research, which continued in Thailand, is 
envisaged for India and Indonesia. 

Guineaworm Msease (Dracunculiasis) 

India, the only country in the Region affected by guineaworm, 
entered the pre-final phase of its guineaworm eradication 



programme, initiated in 1984 with WHO assistance. Tamil Nadu is 
free from guineaworm. Of the remaining six states, Gujarat, 
with only 6 reported cases in 1989, is closer to the goal of 
zero incidence. Major problems are faced by Rajasthan, which 
contributed 62 per cent of the total cases in 1989, followed by 
Madhys Pradesh, with 18 per cent. Based on the latest evaluation 
report, the number of reported cases is declining in all the 
six states where guineaworm infection is still prevalent, the 
total cases reported in 1989 being 7 881 as against 12 023 
cases reported in 1988. 

The twelfth Task Force Meeting on Guineaworm Eradication, held 
in New Delhi in January 1990, stressed the importance of active 
search and proper surveillance as well as the need for increased 
community participation to achieve the goal of zero incidence 
by the end of 1991. With the assistance of WHO, ten epidemio- 
logical surveillance teams were deployed in December 1989 under 
Technical Service Agreements. 

13.5 TROPICAL DISEASES RESEARCH 

The UND~lWorld Bank/WHO Special Programme for Research and 
Training in Tropical Diseases (TDR) is a gosl-oriented global 
programme with two main objectives: (1) research and 
development to obtain new and improved tools for the control of 
major tropical diseases, and ( 2 )  strengthening of research 
capabilities of endemic countries. 

The Special Programme has identified four priorities or major 
thrust areas for the 1990s, viz., (1) field research; (2) 
product developnent, including rational drug development; (3) 
social and economic research; and ( 4 )  research capability 
strengthening. 

Research capability strengthening has been allocated 25.9 per 
cent of the total budget of the Special Programme for the 
1990-1991 biennium. Serious efforts have been made by the 
Special Programme to see that plans in research capability 
strengthening are made operational during the biennium. For 
this purpose, site visits have been made by TDR executives to a 
number of institutions in Indonesia and India. The response has 
been very positive. Two programme-based grants were awarded to 
two institutions in Thailand; four long-term grants have been 
extended to four institutions, in India, Indonesia, Sri Lanka 
and Thailand. In addition, three institutions, in India, Sri 



Lanka and Thailand, were found worthy of extended support by 
the TDR-Rockefeller Foundation joint venture, based on their - 
initial performance in research efforts in malaria. 

The number of training activities supported by the Special 
Programme has been substantial - 157 up to the end of 1989 - 
with the result that the institutions have benefited immensely 
from trained personnel. 

Nearly 5000 researchers, worldwide, in rich and poor 
countries, are cooperating with TDR in developing new drugs, 
vaccines, diagnostic tests and control methods for carrier 
insects and snails, and in investigating the social and 
economic circumstances that can either help or impede treatment 
and control. As a result, several new tools for disease control 
and treatment - drugs, vaccines, traps, insecticides, and 
diagnostic tests - are now in different stages of development 
and trial. 

Malaria 

Among the TDR target diseases, malaria received the highest 
share of the budget - almost one-third of the total research 
and development budget during 1990-1991. TDR has provided 
support to several projects in the area of field and clinical 
trials of antimalarial drugs (such as mefloquine, artemisinin, 
halofantrine) to the development of immuno test kits and DNA 
probe kits, and to the development and field-testing of 
biological control agents against some vectors. The Social and 
Economic Research component of the Special Programme has been 
supporting, by way of social research, the "Pattern of 
Utilization of Antimalarial Drugs", and studies of vectoral 
bionomics of the various anopheles species (such as Anopheles 
dirus and Anopheles minimus) identified as potentially important - 
vectors of malaria. Bednets impregnated with insecticides are 
currently undergoing field-testing, but it is too early to 
assess their usefulness. These antimalarial studies have been 
largely focused in India, Indonesia and Thailand. In Sri Lanka, 
good progress has been made in the study of 
transmission-blocking antigens of P.vivax. 

Leprosy 

Amongst the TDR-funded activities in leprosy research were 
several studies related to clinical trials of newer drugs plus 



the formulations of multidrug therapy and their field trials. 
In addition, sero-epidemiological studies using new specific 
antigens have been initiated in the Region. The multi-centre 
field trial of leprosy vaccine is an important ongoing 
activity. Most leprosy research activities are focused in 
India, which is the largest reservoir of the disease. 

Filariasis 

TDR continues to provide strong support to the development of 
new drugs for this disease. The evaluation of clinical trials 
using Ivermectin for the treatment of lymphatic filariasis is 
in progress. This has moved into the second phase, in which 
Ivermectin is being compared to DEC in its efficacy. In 
Indonesia, a monkey model has been developed and is being used 
for screening new antifilarial drugs. Field trials of 
Ivermectin have largely been focused in India, Indonesia and 
Sri Lanka. 

Leishmaniasis and Schistosomiasis 

Field trials of commonly-used antimonial drugs and the 
introduction of new compounds have been continuing. Five small 
projects have been funded by TDR in these two target diseases, 
including studies on the vectors of leishmaniasis in Nepal, 
drug susceptibility of schistosome parasites in Thailand, and 
the treatment of Kala-azar in Bangladesh. 

13.6 DIARRHOEAL DISEASES 

The Control of Diarrhoea1 Diseases Programme (CDD) has been 
recognized as one of the priority programmes of WHO in the 
countries of South-East Asia. This programme came into 
existence in 1979. The short-term objective of the Programme is 
to reduce diarrhoea-associated mortality among children 0-4 
years of age through proper case management and extensive use 
of oral rehydration therapy (ORT). The long-term objectives are 
to reduce morbidity due to diarrhoea among children 0-4 years 
of age through the promotion of improved maternal and child 
health care practices, to encourage improvement in 
environmental sanitation, and to control epidemics. A11 



countries of the Region are implementing their programmes as 
part of their primary health care systems. 

Training continued to receive high priority during the year. 
The main training activities included clinical management, 
supervisory skills, programme management, and, to a lesser 
extent, laboratory techniques. Courses in programme management 
were held at the intercountry level in India and Nepal. 
Eighteen supervisory skills courses were conducted in 
Bangladesh, India, Indonesia, Myanmar, Nepal and Sri Lanka. An 
intercountry Course on Clinical Management was conducted in 
India while over 50 national courses were held in Bangladesh, 
Bhutan, India, Maldives, Myanmar, Nepal and Thailand. 

In order to improve qualitative services in diarrhoea case 
management and provide clinical management training for medical 
officers, about 48 new diarrhoea training units (DTUs) were 
established in Bangladesh, India, Maldives, Myanmar, Nepal, 
Mongolia and Thailand. Two courses on laboratory aspects of 
diarrhoea1 diseases were conducted in Bangladesh. 

In eight countries, viz., Bangladesh, DPR Korea, India, 
Indonesia, Maldives, Mongolia, Myanmar and Nepal, priority was 
given to the translation and adaptation of CDD training modules 
and other relevant training materials into the national 
languages. 

To achieve the training targets, as outlined in national 
programmes, the Regional Office staff assisted in developing 
training plans. Nine countries revised their national plans for 
training and operation. These were discussed at the meeting of 
programme managers, held in Bangkok, in May 1990. 

Two common indicators used by the Member Countries to measure 
programe performance are ORS access rates and ORT use rates. 
The estimated ORS access rates and ORT use rates for 1988 were 
62 per cent and 28 per cent respectively. The regional targets 
for ORS access and ORT use rates for 1991 have been set at 85 
per cent and 60 per cent respectively. 

Local production and importation of ORS in 1988 increased to 
over 107 million litres, compared to 83 million litres in 1986 
and 99 million in 1987. Visits were made to India, DPR Korea, 
Indonesia and Sri Lanka by the WHO ORS Production Engineer to 
assess the quality of ORS production. 

CDD health education and communication activities in the Region 
were further strengthened by the provision of technical 



information and printed materials on ORT and on preventive 
strategies for reducing the incidence of diarrhoea. CDD 
communication guidelines were of significant interest to the 
meeting of programme managers, held in May 1990. 

National CDD programmes collaborated with other programmes in 
both training and preventive strategies, as an integrated 
approach. Some training courses are combined with EPI or ARI. 
Coordination of programmes was carried out in the areas of 
breast-feeding, improved weaning practices, use of clean water, 
handwashing, proper disposal of human excreta and measles 
immunization. Breast-feeding intervention strategies were 
discussed at the meeting of programme managers. 

Comprehensive programme reviews on CDD are being planned for 
Bangladesh, DPR Korea, Myanmar, Nepal and Sri Lanlca during 
1991. In India, a review of the ongoing ORT programme was 
completed in six randomly-selected states. 

Household case management surveys were conducted in Maldives 
and Sri Lanka with a view to obtaining data on correct 
household treatment practices and other programme indicators. 
Plans to conduct similar surveys in Bangladesh, Bhutan, 
Indonesia, DPR Korea, Myanmar and Nepal are under way. 

Most diarrhoea1 diseases research in the Region is coordinated 
through three CDD global scientific working groups while 
regional activities focused on research related to solving 
operational problems of national programmes. 

The WHO Collaborating Centres at the National Institute of 
Cholera and other Enteric Diseases, Calcutta, International 
Centre for Diarrhoea1 Diseases Research, Bangladesh, Dhaka, and 
the Regional Training Centre in Jakarta continued to work 
closely with the regional CDD programme in the areas of 
training and research. Other major agencies such as UNICEF, 
UNDP, and USAID continued their support in the implementation 
of CDD activities at the national level. 

13.7 ACUTE RESPIRATORY INFECIIONS 

Acute respiratory infections (ARI), together with diarrhoea1 
diseases and malnutrition, are still the leading causes of 
death among children in all the countries of the Region. The 
central objective of the WHO programme is to reduce, in the 



countries morta l i ty  from ARI especia l ly  from pneumonia, among 
children 0-4 years of age. 

The death r a t e  due t o  ARI i n  children varied from 20 t o  30 
per cent during the  period under review, while the  in fan t  
mor ta l i ty  r a t e ,  i n t e r  a l i a ,  due t o  ARI was higher than 40 per 
1 0 0 0  i n  many countries.  Because of the  magnitude of the  
problem, the ARI Programme must be seen a s  an important part  of 
e f f o r t s  directed towards chi ld  survival  and a s  an  e s s e n t i a l  
component of primary heal th  care. 

Over the years, various types of na t ional  committees o r  
advisory groups on ARI have been consti tuted i n  almost a l l  the  
countries,  f o r  promoting prevention and control  a c t i v i t i e s .  By 
ea r ly  1990, national  plans had been developed i n  many countries.  
Bangladesh, India,  Indonesia, Myanmar and S r i  Lanka have 
already developed long-term plans of operations. Technical 
guidelines on case detec t ion  and management have been 
formulated and programme managers appointed t o  implement the  
a c t i v i t i e s .  

Nepal and Thailand have prepared technical  guidelines and 
draf ted  long-term plans of ac t ion .  Thailand has been se lec ted  
by UNICEF for  an  in tens i f i ed  ARI programme, t o  which the 
Regional Office has given technica l  support. 

National seminars and workshops on ARI were organized i n  
Bangladesh, India ,  Indonesia, Mongolia, Myanmar, Nepal, S r i  
Lanka and Thailand. Paediatr icians and paedia t r ic  associat ions 
were very much involved i n  meetings and courses i n  Bangladesh, 
India,  Indonesia, Mongolia and Thailand. 

A new supervisory s k i l l s  module "Management of a Child with 
ARI",  and a t ra in ing video were f ie ld- tes ted  i n  Thailand. 
Similarly,  the  new "Programme Managers' Course Modules" were 
f ield-tested a t  a  WHO in ter regional  course i n  Bangkok i n  1989 
with the  par t ic ipat ion  of programme managers, senior heal th  
o f f i ce r s  and paediatr icians from 30 countries,  and representa- 
t i v e s  of UNICEF, the  In ternat ional  Children's Centre, Pa r i s ,  
and the  US Center f o r  Disease Control, Atlanta, USA. Courses 
u t i l i z i n g  new material  have already s t a r t e d  i n  India ,  Indonesia 
and Thailand. These countries have already t rans la ted  or  
adapted the  new t r a in ing  material.  

Of the  four intenrention s tud ies  on ARI, one each i n  Nepal 
(Kathmandu) and India (Haryana) have been completed while one 
i n  Indonesia (Kediri) and one i n  Nepal (Jumea) a re  continuing. 
The r e s u l t s  of these s tudies  indica te  that  the  in tervent ions  



are feasible and effective in reducing morbidity and mortality 
from pneumonia. 

Information on biomedical and epidemiological research 
priorities in ARI was disseminated to all countries. 

There is an encouraging trend towards the intervention of 
operational A i l 1  control programmes with programmes for 
diarrhoea1 disease control, imnunization, nutrition and 
essential drugs, in the HCH and PKC systems since many of the 
activities concerned are similar and implemented by the same 
health personnel. 

13.8 TUBERCULOSIS 

Tuberculosis is a major public health problem in the countries 
of the Region. WHO'S efforts have been concentrated on the 
strengthening of the tuberculosis programme as an integral 
component of primary health care. The strategy for tuberculosie 
control depends mainly on the detection of new cases of 
tuberculosis and the provision of appropriate treatment. The 
main strategies of the countries were: intensification of 
case-finding and highly effective case-holding and training 
activities to upgrade the knowledge and skills of tuberculosis 
workers for better implementation of national tuberculosis 
programmes. Despite the existence of national tuberculosis 
programmes in the Member Countries, the problem of tuberculosis 
has-been further confounded by the appearance of HIV infection. 
Dual infection with M. tuberculosis and the human immuno- 
deficiency virus is likely to result in increasing incidence of 
tuberculosis. WHO has been assisting Member Countries in 
epidemiological surveillance of the prevalence and incidence of 
infection and disease, which is useful in assessing the 
magnitude of the problem and impressing on the countries the 
importance of allocating substantial resources for tuberculosis 
control programmes at the country level. 

WHO provided to the countries, through regular and extra- 
budgetary resources, technical inputs, supplies including drugs, 
and X-ray equipment. Support was also provided for training 
personnel and in arranging study tours to upgrade the knowledge 
and skills required for effective implementation of programmes. 

In Bangladesh, diagnosis of TB patients through sputum 
examination and their treatment at Upazila health complexes 



were accelerated. Diagnosis and treatment facilities for TB 
patients were introduced in district hospitals which did not 
have TB clinics. In India, WHO assisted in strengthening 
clinical research activities and providing training facilities 
for district-level officers as well as training in micro- 
biological techniques, and in the planning, conducting and 
evaluation of multi-centre controlled clinical trials. Apart 
from supplies and equipment, Indonesia was provided with 
support for a workshop on diagnosis of TB and on treatment 
regimens of anti-TB drugs. A W O  consultant was provided to 
assist the Government in assessing and reviewing the National 
TB Control Programme to suit the Fifth Five-Year Development 
Plan of Indonesia commencing in 1990. WHO also provided a 
subsidy for conducting a national workshop on TB in March 1990. 
In Nepal, the number of new sputum-positive TB patients 
detected has increased and the total number of TB patients 
under treatment was reported as 10 305. A WHO consultant 
assisted Sri Lanka in assessing the disease situation. The 
Tuberculosis Division in Thailand is continuing its intervention 
studies, including field studies on chemotherapy and chemo- 
prophylaxis, under a tripartite agreement between Thailand, 
Japan and WHO. 

The sixteenth session of the South-East Asia Advisory Committee 
on Health Research, held in Chisng Mai, in April 1990, 
discussed research on tuberculosis as one of the agenda items 
and recommended further intensification of research in 
tuberculosis, including a review of effectiveness of BCG as a 
tool in EPI. 

WHO has been making efforts to assist Member Countries in 
expanding case-finding and case-holding and in promoting 
short-course chemotherapy for improving management of the 
treatment system. The lack of adequate support by donor 
countries inhibits the mobilization of extrabudgetary 
resources. A concerted effort therefore needs to be made to 
mobilize resources in order for the programme to have a real 
effect on control of the disease. 

13.9 LEPROSY 

The implementation and further expansion of the multidrug 
treatment (MDT) regimen within the framework of primary health 
care is the key strategy for leprosy control in the Region. 
While in most countries the integration of leprosy control into 



primary health care is in progress, in a few countries, 
especially in the hyperendemic areas, leprosy control is 
implemented as a vertical programe. During the period under 
review, noteworthy success has been achieved in early case 
detection and MDT coverage in nine endemic countries indicating 
steady progress in the implementation of individual five-year 
plans. Increasing awareness of patients and the general public 
and their confidence in MDT as well as the political commitment 
at various levels have contributed significantly to tNs. 

In the area of chemotherapy, the search for a new and more 
effective drug against M. Leprae is being continued with the 
support of the TDR Programme of WHO headquarters, while clinical 
trials of ofloxacin and long-acting sulphone drugs in the 
treatment of lepromatous leprosy are also being pursued. Field 
trials with a number of candidate vaccines are being carried 
out in India. These vaccines include heat-killed M. Leprae 
combined with BCG, and cultivable mycobacteria related to 
M le rae used in a live form (e.g., BCG) or in a killed form 
e.g., ICRC bacillus, Mycobacterium W, or Mycobacterium Habana). i-e 
Of these, Phase I1 vaccine trials of M. leprae, combined with 
BCG are progressing satisfactorily in a study being carried out 
by ICMR with support from the TDR Programme. 

Thanks to early detection of cases resulting from extension of 
facilities as well as increased self-reporting, followed by 
effective treatment, a steady, declining trend in deformity 
rates has been witnessed. 

In October 1989, an intercountry Consultation on Implementation 
and Evaluation of Multidrug Therapy, Prevention of Disabilities 
and Rehabilitation of the Disabled in leprosy control programmes 
was held in Madras, India, with the participation of senior- 
level programme managers from eight countries. The meeting noted 
with satisfaction the progress made by the Member Countries in 
implementing their respective programmes while urging them to 
continue to give high priority to the extension of MDT coverage 
and integration of leprosy control programmes with primary 
health care. As the significance of leprosy as a public health 
problem diminishes, it is envisaged that rehabilitation of 
former leprosy patients with deformities will emerge as a 
problem of increasing importance. WHO will continue to 
collaborate with Member Countries in the area, especially in 
promoting community-based rehabilitation. 

The third independent evaluation of the National Leprosy Eradi- 
cation Programe in India, jointly organized by the Government 
of India and WHO, was carried out in October 1989. Several 



international expert. were associated with the exercise. With 
the MDT coverage extending to nearly 65 per cent of the leprosy 
cases residing in 112 districts and involving 2.1 million 
population, the task of the evaluation team was a formidable 
one. The results of the evaluation have shown that the 
performance in regard to case-detection and treatment are 
satisfactory, with the majority of states exceeding the targets 
set. It was also observed that the completion of treatment 
following the detection of disease is also very high. With 
these encouraging results, it is targeted that all the 196 
endemic districts should be brought under MDT by 1992. Some of 
the areas recommended by the evaluation teams to receive 
greater attention were: training of medical officers in 
leprosy, optimum utilization of existing training capacity, 
improvement of laboratory services including mechanisms for 
quality control, strengthening of administrative and technical 
supervision, exploration for alternative approaches to the 
integration of leprosy services with primary health care, 
strengthening of rehabilitation services, increasing health 
awareness within the community in relation to leprosy and 
promotion of operational research in leprosy. 

In Myanmar, a three-year plan of action for increased coverage 
of MDT has been prepared and is expected to be implemented with 
support from extrabudgetary resources. In Maldives, a plan of 
action to achieve zero transmission is being implemented with 
support from a voluntary organization and technical assistance 
from WHO. WHO also continued to collaborate with six other 
endemic countries in their leprosy control programmes and 
provided support through regular and extrabudgetary resources, 
technical inplts, supplies including antileprosy drugs as well 
as equipment. Support was provided for training leprosy workers 
and for other group educational activities. 

13.10 ZOONOSES 

The aim of the regional programme on zoonoses is to support 
Member Countries in their endeavours to reduce the incidence 
and prevalence of these diseases, with the ultimate aim of 
preventing them in man. 

WHO provided financial support to India for conducting three 
workshops - on laboratory techniques in rabies, on vaccines and 
treatment of rabies, and on surveillance and control of 
leptospirosis and treatment of snakebite. In addition, 
fellowships were awarded to two health personnel to study 



rabies control activities in the countries of the Region. The 
National Institute of Communicable Diseases, Delhi, received 
equipment for strengthening its laboratory services in the 
surveillance of rabies control. 

The zoonoses project in Indonesia carried out various activities 
on surveillance and control of rabies, plague, anthrax and 
tapeworms in collaboration with the veterinary services. 
Surveillance of rodent and human plague in Boyolali and other 
plague foci was continued. WHO assisted the country in organiz- 
ing regional and extra-regional study tours to train nationals 
in the epidemiology and operational aspects of toxoplasmosis, 
in the epidemiology of plague and in rabies control. 

A WHO-assisted project for the control and elimination of 
rabies is being implemented in Nepal in collaboration with the 
French organization, Veterinarians sans Frontleres (VSF). 
Assistance was also provided for the strengthening of manpower 
in Nepal by arranging training of health personnel in the study 
of zoonotic diseases through courses in Master of Public Health 
(MPH) abroad. A National Zoonoses and Food Hygiene Consulting 
Centre was established in the country in December 1989 with a 
view to conducting epidemiological surveillance on zoonotic 
diseases, such as rabies, brucellosis, Japanese encephalitis, 
visceral leishmaniasis, snakebite, etc. among its main 
objectives. 

In Sri Lanka, the objectives of the programme, inter alia, are: 
to coordinate the activities of the rabies control programme in 
achieving its objective of eliminating human and canine rabies; 
to study dog ecology in rural areas in relation to rabies 
epidemiology; to strengthen rabies surveillance; and to 
implement mass vaccination of the dog population. The programme 
includes consultantships for the redesigning of programes, 
fellowships for training in veterinary public health and the 
utilization of national expertise. Identification of dogs after 
vaccination, implementation of the new Rabies Control Act and 
establishment of two diagnostic laboratories - one in Gslle and 
the other in Kandy - to strengthen rabies surveillance, are 
some of the activities planned for 1990 with WHOIAGFUND support. 

13.11 SEXUALLY-TRANSMITTED DISEASES 

With the advent of acquired immunodeficiency syndrome (AIDS) in 
some countries of the Region, control of sexually-transmitted 
diseases (STD) received a high priority in these countries. 



WHO supported Member Countries in strengthening national 
capabilities in the collection and analysis of epidemiological 
data for assessing the magnitude and impact of STD and AIDS and 
for developing suitable control strategies. 

A meeting, held in Geneva under the auspices of the Global 
Programme on AIDS and Programme of STD, from 4 to 6 January 
1989, identified STD as a risk factor for HIV transmission and 
reached a consensus that both these programmes should work 
together and identify future research priorities and 
methodologies for better understanding of the biological 
interactions between HIV and STD. 

WHO supported Bangladesh with supplies and equipment needed by 
the STD control programme during the year under review. In 
Indonesia, health personnel were trained abroad in the control 
of sexually-transmitted diseases. 

Support was provided to Sri Lanka by way of supplies and 
equipment, development of manpower through training abroad 
in sexually transmitted diseases, and by providing subsidies 
for organizing national training programmes in sexually- 
transmitted diseases for its medical officers, as well as a 
Consultative Conference on National Policy on Safe Blood in 
Relation to HIV Infection and AIDS, held during the last 
quarter of 1989. 

13.12. RESEARCH AND DEVELOPMENT IN THE FIELD OF VACCINES 

Health laboratory services play an important role in supporting 
programmes of research and development of vaccines. WHO 
continued to assist countries in promoting self-reliance in the 
~roduction of vaccines, and strengthening the monitoring 
process and quality control capabilities, besides introducing 
newer technologies for research and development of new vaccines. 
A regional strategy for self-sufficiency in EPI vaccines has 
been formulated with the premise that several countries in the 
Region have no vaccine production facility and that starting 
such a facility in each country will not be cost-effective. 
Myanmar and Mongolia are being assisted through a UNDP 
programme in the development of expertise in the production of 
hepatitis B vaccine, while Thailand and Indonesia are 
developing expertise through international collaboration. 
Support was also given to countries for improving their vaccine 
distribution and storage systems. 



In the efforts for global eradication of poliomyelitis by the 
year 2000, national laboratories for the diagnosis of 
poliomyelitis as well as vaccine-potency testing are being 
strengthened. Towards thls effort, and to improve the expertise 
of nationals in vaccine potency-testing and serological and 
tissue culture techniques for polio as well as measles, WHO 
conducted an intercountry Workshop on Viral Vaccine Potency- 
testing in March-April 1990, in Coonoor, India. 

13.13 AIDS 

Acquired immunodeficiency syndrome (AIDS) is not yet considered 
a priority health problem in many countries of the Region. It 
is nevertheless a matter of concern for the countries given the 
pandemic nature of the disease. WHO has so far endeavoured to 
give proper direction to Member Countries in the effective 
prevention of the spread of HIV infection through the formu- 
lation of short- and medium-term plans of action. In view of 
the fact that no cure for the disease is in sight, the focus of 
WHO attention has been on its prevention through health 
education. 

Epidemiological Situation 

Three epidemiological patterns of AIDS can be identifled 
worldwide, viz. I, I1 or 111. But this classification is not 
static and changes occur according to the epidemiological 
situation. Thailand, which was earlier in pattern 111, can now 
be considered as being in patterns I and III, whereas other 
countries continue to be in the pattern 111 classification. 

The overall epidemiological situation indicates that the 
problem is most serious in Thailand and India (see Table 8). 

In India, where HIV infection has so far been identified, 
mostly amongst female prostitutes, more and more seropositive 
cases are being identified in other categories of high-risk 
population groups indicating that heterosexual transmission of 
HIV is becoming predominant. Most of the HIV seropositives in 
India are in the age group of 20-40 years, wtth promiscuous men 
and women forming the single largest group. As of 31 May 1990, 
altogether 486 804 persons, the majority of them belonging to 
high-risk groups, were screened in 42 surveillance centres. 



TABLE 8. Si tuat ion of AIDS and H I V  infect ion i n  
SEAR countries,  as of 30 April  1990 

Country Number of Number Number Month 
persons of H I V  of l a s t  

examined posit ives eases reported 

Bangladesh 
Bhutan 
DPR Korea 
India 
Indonesia 
Maldives 
Mongolia 
Myanmar 
Nepal 
S r i  Lanka 
Thailand 

42 266 
2 172 
7 580 

461 118 
96 963 

2 606 
9 665 

18 274 
15 897 
98 834 

1 700 000* 
-- 

*Information a s  of September 1989. 

Of these,  a t o t a l  of 2 575 were found t o  be H I V  seroposit ives 
(5.311 O O O ) ,  including 48 AIDS cases and 2 527 H I V  asymptomatic 
ca r r i e r s .  Table 9 shows the break-up of seroposit ives i n  India. 

I n  Thailand, the d i rec t ion  and the  magnitude of the  epidemic 
has changed over the past  few years. The number of HIV-infected 
persons increased sharply between 1987 and 1989 (Table 10) and 
was a t t r ibu ted  mainly t o  the problem of intravenous drug users 
i n  the country. 

I n  Indonesia, of the  96 963 persons examined, 16 were found t o  
be H I V  posit ive while seven were AIDS cases. S r i  Lanka a l so  
had four AIDS cases and 21 H I V  posit ives among the 98 834 
persons examined f o r  H I V  infect ion.  In  Myanmar, recent 
serological  s tudies  indicated tha t  transmission of H I V  among 
intravenous drug users was a major problem. 

Regional Plan of Action 

Member Countries a r e  endeavouring to  implement the regional 
plan of ac t ion f o r  prevention and control  of AIDS i n  the best 
possible manner through short- and medium-term plans. With WHO 



TABLE 9. Break-up of seropositives, by group, in India 

Group Males Females Total 

Indians 

Heterosexually promiscuous 590 825 1 415 
Homosexuals 6 - 6 
Blood donors 527 5 532 
Patients on dialysis 3 0 3 
Antenatal mothers 0 7 7 
Recipient of bloodlblood products 48 5 53 
Relatlves of HIV patients 11 18 29 
Suspected ARCIAIDS cases 29 8 37 
Drug Users I/V 2 13 1 2 14 
Others 130 30 160 

Sub-total 1 557 899 2 456 

Non-Indians 

Students 
Others 

Sub-total 96 23 119 

Total 

TABLE 10. Situation of AIDS and HIV infection 
in Thailand, 1984-1989 

Year AIDS AIDS-related HIV Total 
cases 

Total 34 103 13 349 13 486 



collaboration, short-term plans have been implemented in ten 
countries of the Region while medium-term plans have either 
been implemented or are in the process of being implemented. 
AIDS knows no geographical boundaries and may represent a 
threat to Health for All if it is not contained through appro- 
priate measures. An increase in the number of cases in the 
countries of the Region may be expected in the near future. 
The need for coordinated action at all levels is evident. 
Under the regional plan of action, an epidemiologically-based 
strategy for the control of HIV/AIDS has been developed. In 
the absence of a cure for the disease and the lack of a 
vaccine for its effective prevention and control, the emphasis 
in the Member Countries has been on epidemiological surveil- 
lance to learn the extent of the disease and its prevalence 
among the high-risk groups, detection of HIV-infected persons, 
improved public health information through the mass media, 
counselling of seropoaitives and education of the target 
groups and the community, promotion of condoms and sex 
education, safe use of blood and blood products and on the use 
of sterilized syringes and needles. 

13.14 OTHER CONMUNICABLE DISEASES PRBVENTION 
AND CONTROL ACTIVITIES 

The main objective of this programme is to improve national 
capabilities in communicable diseases surveillance, prevention 
and control, with international coordination where necessary, 
and with special reference to vector-borne diseases. The 
important diseases which come under this programme include 
Japanese encephalitis, meningococcal meningitis, viral hepa- 
titis and dengue haemorrhagic fever. The type of assistance 
that WHO provides to Member Countries for the containment of 
the diseases mainly includes the provision of consultancy 
services, fellowships, and supplies and equipment, as well as 
organization of consultative meetings. 

Japanese Encephalitis 

Japanese encephalitis is a public health problem in India, 
Indonesia, Nepal, Sri Lanka and Thailand. WHO has been 
providing technical assistance, and insecticides and sprayers 
to the countries. During the reporting period, eight health 
personnel from India were sent on study tour to Thailand, 



Japan and China for acquainting themselves with the latest 
knowledge on the control of JE. In Nepal, a detailed work plan 
on mass vaccination for JE has been prepared. Nepal was also 
supported by way of supply of malathion and JE diagnostic 
kits. A WHO consultant from Japan assisted the Government of 
Sri Lanka in evaluating the efficacy of vaccination programmes 
and advised on a long-term plan for the control of JE. The 
incidence of the disease in 1989 was only one-third of that 
reported in 1988. 

Meningococcal Meningitis 

Meningococcal meningitis poses a health problem mainly in 
India and Nepal. The reported occurrence of the disease is 
small scale, with the greatest variation seen during the last 
four years in Bhutan, where a minimum number of cases was seen 
in 1988 (3 cases with no deaths) and a maximum number in 1986 
(188 cases with 25 deaths). In India, the disease is reportable 
only in some states and union territories. According to a 
report of the National Institute of Communicable Diseases, the 
number of cases in Delhi was 2 630 and the number of deaths 
was 501 during 1988, while the corresponding figures for 1989 
were 2 018 and 307 respectively. Laboratory diagnostic 
facilities are available in most of the medical colleges, 
Imported bivalent (A<) vaccine is used for Haj pilgrims, 
close contacts of index cases, and for medical and paramedical 
personnel. Attempts are being made to develop an early warning 
system for early detection and reporting of cases, starting 
with the states of Gujarat, Madhya Pradesh, Orissa, Bihar, 
Rajasthan, Maharashtra and the union territory of Delhi. In 
Nepal, since the epidemic of 1983-84 in the Kathmandu Valley, 
meningococcal meningitis has emerged as a disease of public 
health importance. A mass vaccination campaign, using the 
bivalent meningococcal polysaccharide A, C vaccine was success- 
ful in containing the outbreak of 1983-84. Vaccination is now 
provided, on request, at the Epidemiology Division, Teku. 

WHO has been assisting Member Countries through the provision 
of meningitis vaccine, especially for Haj pilgrims. 

An intercountry Consultative Meeting on Surveillance and 
Control of Meningitis was held in Kathmandu, from 18 to 20 
October 1989. The meeting reviewed the situation of the 
disease in the countries of the Region and formulated improved 
guidelines for epidemiological surveillance to suit the 
changed trend in disease prevalence. 



Viral Hepatitis 

Hepatitis A Virus (HAV) infection is a common problem in 
South-East Asia where more than 70 per cent of sporadic acute 
hepatitis cases in children are due to HAV. Sero-epidemiologi- 
cal studies, conducted in Bangladesh, India, Myanmar, Mongolia 
and Nepal, showed that 85-95 per cent of children in the 
age-group 6-10 years are immune to HAV, and that HAV cases in 
adults in these countries are very few. It has been observed 
that the morbidity of HAV infection in adults has increased in 
Indonesia and Thailand. This might be linked to a higher 
proportion of infection occurring later in life when it is 
more likely to cause overt symptoms. 

Hepatitis B virua (HBV) infec-ion is a serious problem in the 
Region. It is estimated that about 70 million ( 6  per cent) of 
the total population in South-East Asia are HB carriers. Only 
Nepal and Sri Lanka have shown low HB carrier rates (0.9-1 per 
cent). Other countries of the Region have shown higher HB 
carrier rates (6-15 per cent). The overall prevalence of 
hepatocellular carcinoma and cirrhosis is high in countries 
with high HB carrier rates. 

Significant progress has been made in the implementation of 
demonstration programmes for the control of HBV infection in 
Indonesia, Mongolia and Thailand. 

WHO collaborated in the production of local HBV diagnostic 
reagents in India, Indonesia, Mongolia, Myanmar and Thailand. 

The prevalence of hepatitis C Virus (HCV) infection (post- 
transfusion non-A non-B hepatitis) in the Region is not known. 
Some cases of this infection have been reported in India, 
Mongolia and Thailand. 

Meagre information is available on the prevalence of Delta 
virus in the Region. Mongolia has reported a high positivity 
for the presence of antibodies to Delta virus in healthy 
populations and in HBV cases. India, Myanmar and Thailand also 
reported some cases of mixed infections (Delta and HBV). 

Enterically-transmitted non-A non-B hepatitis (HEV) is an 
emerging problem in the Region. Outbreaks of HEV occurred in 
India and Indonesia, with a large number of cases in adults 
and children and a high mortality rate, especially in pregnant 
women. WHO sponsored epidemiological studies of HEV in 
Indonesia, Mongolia, Myanmar, Nepal and 'Thailand and provided 
laboratory facilities, kits and reagents for diagnosis. An 



intercountry Meeting on HEV was organized in New Delhi, from 
10 to 13 July 1989. Based on the recommendations of this 
meeting, guidelines for future epidemiological studies of HEV 
and research were revised and circulated to the countries of 
the Region. WHO'S collaborative efforts to combat HEV 
infection continue through the promotion of research 
activities. In India and Myanmar, virological and laboratory 
studies of HEV in non-human primates are in progress. 

13.15 BLINDNESS AND DEAFNESS 

During the course of evaluation of the national programmes for 
the control of blindness in India, Nepal and Thailand, it was 
revealed that weakness in managerial skills amongst middle- 
level workers was the most significant constraint. As an 
initial effort to meet this shortcoming, a bi-regional 
Workshop on Prevention of Blindness and Eye Care Management 
was held in Korat, Thailand, in February 1990. This workshop, 
which was a cooperative effort of the Western Pacific and the 
South-East Asia Regions, brought together experts from WHO 
collaborating centres and national centres in the two Regions. 
Eleven participants from seven countries of the South-East 
Asia Region attended. A terminal evaluation of the workshop 
revealed that the participants gained insight into the 
concepts of management and acquired some basic managerial 
skills. 

Trends in blinding eye disease prevalence and incidence, as 
revealed in epidemiological studies carried out in India in 
the late 19808, show an increase in age-related blinding 
conditions such as cataract and glaucoma. However, there was a 
downward trend in the prevalence of communicable diseases such 
as trachoma- and malnutrition-related blindness. These trends 
have important implications for priority action. 

Several programmes in the Region have intensified activities 
to deal with the increasing backlog of blindness related to 
cataract. These activities include enhancement of the 
capabilities of programmes to reach out to underserved 
communities, such as in Myanmar, through the provision of 
mobile units and equipment. 

Human resource development, through both indigenous training 
and the fellowships programme, continued to receive high 
priority. 



Nongovernmental organizations have traditionally reflected the 
programme for the prevention of blindness, and there was a 
renewed commitment by several international nongovernmental 
organizations to assist Member Countries in the areas of 
strengthening of human resource development infrastructure, 
health systems research, and programe evaluation. There are 
indications that these complementary efforts would also be 
intensified in regard to sight restoration. 

Activities related to deafness control were initiated in some 
countries through the provision of consultancy services. Rapid 
assessment techniques are being introduced to ascertain the 
magnitude of the problem. Integrated approaches to deafness 
and control of visual impairment through various health 
services are being explored. 

13.16 CANCER 

With increasing life expectancy cancer is emerging as one of 
the leading causes of death in the countries of the Region. 
This situation is further aggravated by the fact that in 
several countries cancers which can be cured with early 
diagnosis and treatment are detected only at an incurable 
stage. This is particularly true of two leading cancers in 
most countries of the Region, viz., cancer of the oral cavity 
and cancer of the cervix uteri. Besides, palliative care and 
pain relief services are still lacking in most of the 
countries. 

A comprehensive National Cancer Control Programme exists in 
India, the implementation of which is coordinated by the 
National Cancer Control Board. This national mechanism is 
complemented by state programmes and boards. In Gujarat and 
Maharashtra, state-level activities have been initiated in 
line with the national programme. WHO has continued to 
assist the improvement and extension of existing cancer 
registries. 

WHO assistance in in-service training activities for non- 
specialized health staff has continued. 

In view of the great importance of prevention and early 
detection of the most common cancers, public education 
campaigns and development of educational material have been 
supported in Bangladesh, Bhutan, Sri Lanka and Thailand. 



13.17 CARDIOVASCULAR DISEASES 

Whereas the incidence and the prevalence of cardiovascular 
diseases are being controlled in some developed countries, 
hospital-based statistics from the countries of the Region, 
particularly from Sri Lanka and Thailand, seem to indicate a 
substantial increase in these diseases. The increase in 
ischaemic heart disease in Sri Lanka reportedly greatly 
outnumbers the decrease in rheumatic heart disease in the 
country. Knowledge on specific risk factors in the countries 
is still lacking. WHO is therefore supporting studies on such 
risk factors in India, Myanmar and Sri Lanka. 

Hypertension and the related risk, especially of stroke, is 
recognized to be highly prevalent in the countries of the 
Region. However, the initiation of large-scale hypertension 
control programmes is hampered by the relatively high cost of 
maintenance medication that may be required. Only Mongolia is 
reported to have achieved a high treatment coverage of 
hypertensive subjects, surpassing even most developed 
countries. 

WHO assisted Bhutan and Myanmar, through consultants, in the 
planning of control measures for cardiovascular diseases. A 
consultant also assisted DPR Korea in the improvement of 
services for vascular surgery. 

An AGFUND-supported programme for the control of rheumatic 
feverlrheumatic heart disease (RF/RHD) in some countries has 
entered the second phase. The incidence rates in school 
children found in these countries justify the specific inclu- 
sion of RF/RHD control measures into school health programmes. 

In Myanmar, extensive training programmes for the prevention, 
recognition and management of cardiovascular diseases were 
supported by WHO and a regular CVD Newsletter aims at helping 
to retain the gains in knowledge and expertise following this 
training. 

13.18 OTHER NONCOMMUNICABLE DISEASE PREVEWTION 
AND CONTROL ACTIVITIES 

WHO assistance in this sub-programme area has continued to 
vary according to the specific needs of the countries. 
Assistance was provided for further strengthening of 



diabetology and endocrinology in Bangladesh. Bangladesh has 
also continued to upgrade the expertise in renal trans- 
plantation in the context of total cases in diabetology and 
nephrology. India and Thailand have strengthened their 
activities for the control of thalassemia, which is a major 
cause for concern. Maldives has also initiated activities to 
study and control thalassemia. 

An expert committee on rheumatology in Thailand prepared an 
action plan in this field with WHO assistance. 
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