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Communicable Disease Surveillance, Outbreak Alert
and Response

1. During the period under review, health security, globally
and within the SEA Region, faced repeated threats with the
emergence of newly-recognized pathogens, and the occurrence
of epidemics including avian influenza. These challenges were
addressed through improved international and intercountry
partnership, advocacy and strengthened public health capacity
at the country level. In this context, the IHR - 2005 provide a
regulatory framework and opportunity to scale-up core
capacities for global surveillance and intervention measures
focusing on protection against international spread of
communicable diseases, with minimum restriction on
international trade and traffic.

2. To develop a common approach against emerging diseases
throughout Asia, the WHO Regional Office for South-East Asia
in collaboration with the Regional Office for the Western Pacific,
developed and published the “Asia-Pacific Strategy on Emerging
Diseases”. This document provides a strategic framework for
strengthening national capacities for preparedness, prompt
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detection and rapid response to emerging diseases in order to
protect national, regional and global health security. This strategy
was discussed by the WHO Regional Committees for both South-
East Asia and the Western Pacific. At a bi-regional meeting held
in Bangkok, in June 2005, Member countries discussed
implementation of the Asia-Pacific strategy and stressed on the
need for greater inter-regional and intercountry collaboration in
combating emerging diseases such as Severe Acute Respiratory
System (SARS) and avian influenza. The WHO vision for
communicable disease prevention, control and elimination/
eradication was articulated in the Regional Office publication
entitled “CDS Profile and Vision”.

3. During the period under review, WHO provided technical
support to Member countries in building capacity in disease
surveillance through training in field epidemiology and in
further strengthening laboratory services. During 2004–2005,
WHO engaged Member countries in a national, intercountry
and global consultation process leading to the revision of the
IHR, subsequently adopted by the World Health Assembly in
2005. Efforts are now under way to build core capacities
necessary for implementing IHR-2005 at the county level. Direct
assistance and support including through missions was provided
to all Member countries in the formulation of National Avian
and Pandemic Influenza Preparedness plans. (Figure 1.1).

Figure 1.1::::: Areas affected with avian influenza in the SEA Region

Source: WHO/SEARO
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4. Fellows from Bhutan, Maldives, Myanmar and Sri Lanka
participated with WHO support in a three-month Field
Epidemiology Training Programme (FETP), conducted by the
National Institute of Communicable Diseases (NICD), Delhi.
Technical and financial support was provided to Bhutan, Maldives
and Timor-Leste in conducting FETPs tailor-made for them.

5. WHO assisted Member countries in the investigation/
management of outbreaks of avian influenza (in Indonesia and
Thailand), Nipah virus (in Bangladesh), Japanese encephalitis
(in India), myocarditis (in Sri Lanka), dengue (in Indonesia and
Maldives), botulism (in Thailand) and other communicable
diseases. Support for confirmation of the etiological agent was
provided on an ongoing basis through shipment of laboratory
samples and provision of diagnostic reagents.

6. In the aftermath of the tsunami, which struck in December
2004, WHO continued to assist and coordinate technical support
to affected Member countries specifically Indonesia, Maldives
and Sri Lanka, in establishing an emergency surveillance and
rapid response system during the emergency phase and in
strengthening public health infrastructure during the
rehabilitation phase. The fact that no major outbreak of
communicable diseases occurred post-tsunami in any of the
tsunami-affected countries underscores the efforts put in by
public health personnel, both national and international, in
disease surveillance and rapid response activities.

7. To rapidly exchange information during outbreaks and
public health emergencies, a Strategic Health Operations Centre
(SHOC) was established in the Regional Office, along with a
24-hour hotline service.

8. To supplement the work of the Regional Office, a WHO
Regional Communicable Disease Surveillance and Response sub-
unit in Bangkok and another at the NICD, Delhi were established.

9. In the area of avian and pandemic influenza preparedness
and response, all Member countries have developed national
pandemic preparedness plans with WHO support. A regional
pandemic plan was also developed. In addition, various
technical guidelines and information materials related to
prevention and control of avian influenza were also prepared,
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namely, an Information kit on avian influenza; Preparing
Influenza Pandemic Preparedness Plans: A Step-by-Step
Approach; Guidelines for the Management of a Regional
Stockpile of Oseltamivir, pamphlets on ‘What you need to
know and do’; Preventing Bird Flu: Some questions and
answers. Considerable technical support was mobilized for
pandemic preparedness and response in some countries such
as Indonesia. Although concern relating to avian influenza
remains high among Member countries, financial resources
for implementation of pandemic plans and building capacities
remain a major constraint. Nevertheless, comprehensive
assessment and formulation of plans of action for integrated
disease surveillance and response were conducted in several
Member countries of the Region. A dialogue was initiated
between programme managers responsible for avian influenza
and generic manufacturers of oseltamivir in the Region to
promote regional production of antivirals.

10. In spite of the persistent challenge posed by emerging
diseases such as avian influenza, Member countries face major
constraints in terms of financial and human resources, lack of
health infrastructure, and capacity to effectively and efficiently
respond to emerging diseases. Concerted efforts are being made
to overcome these challenges, which require partnership and
collaboration between various sectors.

Prevention and Control of Priority Communicable
Diseases

HIV-AIDS

11. Playing a leading role in health sector response to HIV,
WHO’s work is driven by the Regional HIV/AIDS Strategic
Framework (2002-2006) and the Regional TB/HIV Strategic Plan
(2003-2005) with the long-term objective of achieving the
United Nations General Assembly Special Sessions (UNGASS)
and MDGs.

12. During the period under review, WHO stepped up efforts
in normative guidance and capacity building in various areas
of HIV/AIDS prevention, care and treatment. Guidelines for HIV
diagnosis and monitoring of antiretroviral therapy and a
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training toolkit on HIV care and antiretroviral treatment
recording and reporting system were developed. In addition, a
nursing training curriculum and training modules on TB/HIV
and HIV surveillance were developed. Expert consultations on
HIV/AIDS Clinical Staging, HIV/AIDS Case Definitions and Use
of HIV Rapid Tests for Diagnosis and Surveillance as well as
regional strategies on TB/HIV surveillance led to the development
of new tools for use at country level. All these publications are
available on the HIV web site of the Regional Office.

13. WHO missions to countries were fielded to provide
assistance on resource mobilization, HIV surveillance, adaptation
of tools and guidelines for ART recording and reporting, HIV
testing and counselling, STI control, Trade Related Agreements
and Patents (TRIPS). Other areas covered included antiretroviral
drug production, as well as procurement and supply
management logistics.

14. The annual meeting of national AIDS programme managers
and joint technical briefings of UNAIDS and WHO staff held in
December 2005 contributed to increased commitment towards
HIV prevention and control, moving towards universal access
to HIV prevention, care and treatment.

15. Collaboration with the WHO Regional Office for the
Western Pacific continued with participation in bi-regional
meetings and sharing of technical expertise, particularly in the
area of TRIPS. The two regions collaborated in developing a Bi-
regional Strategy on HIV and Injecting Drug Use.

16. Collaboration was strengthened with various UN agencies,
UNAIDS and other international agencies such as Centers for
Disease Prevention and Control (CDC), Atlanta, USA, USAID
and Family Health International in developing guidelines and
training materials on various aspects of HIV.

17. WHO performs a leadership role in health response to HIV/
AIDS; scaling-up of prevention, care and treatment, and moving
towards universal access are key priorities. WHO support to
Member countries within the framework of the ‘3 by 5’ initiative
led to rapid expansion of ART; the number of people on ART
increased four-fold from 37 500 at the end of 2003 to more
than 160 000 as of December 2005 (Figure 1.2), as against the
target of 450 000.

The number of
patients on

ART increased
four-fold between
2003 and 2005
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18. With considerable extrabudgetary funds, WHO’s technical
assistance capacity increased substantially through long-term
staff posted in six Country Offices (Bangladesh, India, Indonesia,
Myanmar, Nepal and Thailand) as well as in the Regional Office.
In addition, resources were mobilized for Timor-Leste through
Round 5 of project funding proposals for the Global Fund to
fight AIDS, TB and malaria (GFATM). The Regional Office
established coordinating mechanisms to mainstream HIV
prevention and care into ongoing WHO programmes, including
sharing of financial resources.

19. In keeping with the resolution presented at the 59th World
Health Assembly in May 2006 on WHO’s contribution towards
universal access to HIV prevention, care and treatment, WHO
headquarters prepared the strategic directions for the
Organization’s work during 2006-2010. The Regional Office is
developing a Regional Strategic Plan for HIV/AIDS Control
(2007-2015) in consultation with national AIDS programmes,
the Regional Technical Working Group (RTWG) on HIV/AIDS
and other partners involved in HIV and STI control in the Region.

20. While funding gaps have been addressed for the short term,
the challenge is to work effectively with partners and secure
long-term support for expanding and sustaining HIV/AIDS
prevention and care programmes in the Region.

Figure 1.2::::: Number of people on ART in the SEA Region,
2003-2005

Source: WHO/SEARO, HIV/AIDS Unit - 2006
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Tuberculosis

21. Following a resolution adopted by the World Health
Assembly in 2005, on sustainable financing for TB control, the
Regional Office developed a Regional Strategic Plan for TB Control
(2006-2015) in consultation with national TB programmes,
the RTWG on TB and other partners involved in TB control in
the Region. The plan is based on the new expanded strategy to
stop TB which, while building on and enhancing the existing
DOTS strategy. The plan introduces additional interventions
under programme conditions namely: addressing HIV-related
and drug-resistant TB; forging partnerships including those with
communities; ensuring an equitable access to an essential
standard of care to all TB patients; and contributing to health
systems strengthening.

22. WHO assisted the national TB programmes in all Member
countries in preparing five-year plans of action. Engagement
with donor agencies and other partners continued during the
reporting period.

23. The WHO targets of 85% cure rate and 70% case detection
were achieved by DPR Korea, Bhutan and Nepal. Support is being
provided to other countries to help them achieve the targets.

24. WHO’s technical support was substantially augmented
through long-term staff posted in five countries (Bangladesh,

Concerted efforts are being made to control TB by expanding DOTS coverage.

The WHO targets of
85% cure rate and

70% case detection
for TB were achieved

by three countries



8
THE WORK OF WHO IN THE
SOUTH-EAST ASIA REGION

India, Indonesia, Myanmar and Nepal). In India and Indonesia,
a network of WHO national consultants provided assistance in
scaling up implementation at the intermediate and peripheral
levels. Technical and monitoring missions were fielded to provide
assistance in training, strengthening laboratory quality
assurance, surveillance and drug procurement and logistics.

25. To build capacity in countries, intercountry training courses
were organized on TB/HIV, and on leadership and strategic
management. A workshop on HIV surveillance among TB
patients was held in Delhi in November 2005. National-level
training programmes were also supported in Bangladesh, India,
Indonesia, Myanmar and Nepal. WHO’s technical expertise was
provided to other organizations, such as the SAARC and the
International Union against TB and Lung Disease, to facilitate
their programmes. The three WHO-CCs for TB control in the
Region (two in India and one in Nepal), were actively involved
in technical and research activities.

26. Technical publications, advocacy and training materials on
TB were also made available electronically through the TB
website of the Regional Office.

27. Bi-regional collaboration with the WHO Regional Office
for the Western Pacific continued with exchange visits,

Figure 1.3::::: DOTS case-detection and treatment success rates in
Member countries of the SEA Region, 2005

Source: Country Reports
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participation in bi-regional meetings, sharing of technical
expertise and organizing a joint training course on TB/HIV. The
first bi-regional report on TB control in the South-East Asia
and the Western Pacific regions was published in 2005.

28. Rapid expansion of high-quality DOTS services in the
Region continued during the review period. All countries have
achieved nationwide DOTS coverage, including India which
carries the highest burden. Nearly two million TB patients were
registered and put on treatment in the Region during the past
year alone.

29. WHO assisted countries in mobilizing resources from the
Global Fund and in securing TB drugs from the Global Drug
Facility (GDF) through its direct procurement and grant
mechanism. While Bangladesh and Indonesia will receive
additional funding through Round 5 of the Global Fund, the
free grant of TB drugs from GDF will continue in DPR Korea
and Myanmar for an additional period of three years.

30. The annual meetings of national TB programme managers
and the RTWG continued to help guide decisions on policies
and strategies leading to adoption and further scaling-up of
innovative interventions. The private and public partnerships
for TB are being scaled-up in seven Member countries. NGOs
are fully involved in providing TB services, in at least nine
countries, and community care interventions are in place in
eight countries. In India, Indonesia and Myanmar, private-public
partnership projects resulted in an additional 25% cases being
brought under treatment. Collaboration between TB and HIV
programmes continued in Bangladesh, India, Indonesia,
Myanmar, Nepal and Thailand. Pilot projects to manage drug-
resistant TB were assisted in India, Nepal and Timor-Leste.

31. The challenges for sustaining and building on the
achievements of past years were addressed. These include
strengthening human resources, health care systems, greater
involvement of other sectors to enhance accessibility to services,
and planning and implementing interventions to address TB/
HIV and MDR-TB under programme conditions.
Communication and social mobilization approaches to improve
community awareness and utilization of services; improved
capacity for better surveillance, monitoring and evaluation to
report on the MDGs; and finally, securing long-term support

The private and
public partnerships
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Member countries
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for sustaining TB control activities, remain important issues
being addressed by the Member countries.

Malaria

32. The Regional Office has developed a revised malaria control
strategy based on a workshop in August 2005 and after further
discussion during the Malaria Programme Managers meeting
in January 2006. The revised strategy for malaria control, while
emphasizing on the etiological, environmental and behavioural
factors, calls for adoption of a multisectoral approach.

33. Technical support was provided to Member countries in
developing the proposals and in implementation of projects
under the Global Fund, particularly in Bangladesh, Bhutan,
Myanmar, Nepal and Timor-Leste.

34. Five countries, namely Bhutan, Bangladesh, Indonesia,
Myanmar and Thailand revised their national treatment policy;
ACT was adopted and implemented. India introduced ACT in a
few pilot districts. Long-lasting insecticidal nets (LLINs) were
introduced on a small scale in many countries. The coverage
with the existing insecticide-treated nets ranges from 2% to 20%
in the Region.

35. Bi-regional collaboration continued between countries in
the Greater Mekong Sub-region of the South-East Asia and the
Western Pacific regions. This helped in coordinating the activities
in drug resistance and drug quality monitoring. An ongoing
project on information, education and communication (IEC)
supported by the ADB and WHO provided an opportunity to
national staff in improving their knowledge and skills in
empowering ethnic groups in the Mekong Region. Collaboration
involving the People’s Republic of China, the Republic of Korea
and DPR Korea was further strengthened for control of vivax
malaria especially at the border between the Republic of Korea
and DPR Korea.

36. Malaria is a major public health problem in the Region
and has been accorded high priority. WHO, in partnership with
the Ministry of Health, UNICEF, Japan International Cooperation
Agency (JICA) and Department for International Development
(DFID), carried out an external programme review of the malaria
control programme in Myanmar in October 2005. WHO also

Malaria is a major
public health problem
in the Region and
has been accorded
high priority
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supported Myanmar in development of a national strategic plan,
and preparation of proposals for alternative funding following
the termination of the Global Fund grant.

37. The proportion of P falciparum malaria which increased
from 15% in 1970s to approximately 50% in 2000 continues
to be a challenge. The rapid spread of multidrug-resistant
falciparum is another concern. The critical problem has been
the poor performance of programmes as shown by the low
coverage with IRS which is limited to 40% of the high-risk
population. The poor capacity of the control programme in
implementing IRS, the high costs of insecticides, and vector
resistance to insecticides are limiting the use of IRS as a vector
control strategy. Moreover, in several countries, decentralization
and integration of control programmes have resulted in loss of
focus and weakening of the programme, especially regarding
the disease surveillance and management aspects.

38. The quality of diagnosis and drugs remains a major
concern. Substandard and counterfeit antimalarials were
reported in some countries of the Region, especially at
international borders. Efforts are being made to establish
sustainable mechanisms for quality assurance of drugs and
diagnosis. All these issues were addressed, through wider
partnership in the Region.

Simple tests are available for malaria diagnosis.
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Dengue

39. A concept paper on dengue prevention and control was
developed for discussion at the meeting of partners in Chiang
Mai, Thailand in March 2005. The RTAG and the programme
managers meeting planned for the third quarter of 2006 will
further review the concept paper. Once finalized, it will provide
the framework for action at the country level.

40. WHO continued to monitor and document the occurrence
of dengue in the Region and provided technical and operational
support during the outbreaks. In addition, advocacy documents
were prepared to be shared with Member countries and partners.
The Meeting of Partners on Dengue Prevention and Control in
Asia-Pacific was organized in Chiang Mai, Thailand in March
2006. Based on its recommendations, a strategic partnership
for dengue prevention and control is being established across
Asia and the Pacific.

41. Active collaboration and interaction continued with many
WHO-CCs, including the National Institute of Virology, Pune,
India and the Queen Sirikit National Institute of Child Health,
for the clinical management of dengue; the Hospital for Tropical
Diseases, Faculty of Tropical Medicine, Bangkok for clinical
management of malaria; the Vector Control and Research Centre,
Pondicherry, India for Integrated Vector Management and
Control; and the Faculty of Tropical Medicine, Mahidol
University, Bangkok for the environmental management of
vector control.

42. To build capacity in epidemic preparedness and response in
Member countries, guidelines were provided, especially on vector
control operations. Since dengue vaccine is unlikely to be
available for at least another decade, vector control, vector and
disease surveillance, clinical management and community
mobilization will continue to be the major strategies for dengue
prevention and control. Dengue Bulletin, a specialized journal
on the subject, was published as a joint bi-regional publication.
For effective response to the escalating dengue situation in Asia,
resource mobilization remains a critical bottle-neck; additional
resources are therefore being mobilized to prevent and manage
dengue outbreaks. Efforts are being made to mobilize resources
through partnerships.

A strategic
partnership for
dengue prevention
and control is being
established across
Asia and the Pacific
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Diseases Targeted for Elimination/Eradication

43. WHO has identified four diseases for eradication (besides polio
which is dealt with separately) and elimination. These include
leprosy, lymphatic filariasis, kala-azar and yaws. To provide
necessary advice and guidance on strategies, RTAGs have been
established for leprosy, lymphatic filariasis and kala-azar. Meetings
of the RTAGs on leprosy and lymphatic filariasis were held during
2005.

44. A three-day meeting of partners and interested parties was
organized in Bangalore, India in November 2005 for advocacy
with national governments and partners, and to draw their
attention to the possibility of eliminating/eradicating these
tropical diseases. The participants endorsed the ‘Bangalore
Declaration’, which among others, urged national governments
and national/international agencies to accord high priority to
the elimination/eradication of these communicable/tropical
diseases and include them in their national development plans.
The meeting generated interest among the participating agencies
with indications of support. The progress on specific diseases is
as follows:

Leprosy

45. Much progress was made in the Region towards leprosy
elimination. Of all Member countries, nine including India,
achieved the leprosy elimination target by 2005. Nepal and Timor-
Leste are making concerted efforts to achieve the goal in 2006.

46. WHO continued its proactive support to national
programmes in planning, implementation, monitoring and
evaluation. The bi-regional “Strategy to Sustain Leprosy Services
Following Elimination in Asia and the Pacific”, developed during
2005, addresses the post-elimination efforts and highlights the
issues and challenges faced by low-endemic countries due to
decreased political commitment and resources as well as
insufficient capacity for timely detection and treatment. A
regional strategy complementing the global and bi-regional
strategies was developed during 2005, which further provides
a framework for the future, with ample scope for flexibility for
adaptation by Member countries.

Of all Member
countries in the
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leprosy elimination
target by 2005
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47. The leprosy control programmes in many endemic
countries in the Region have been successful in reducing the
disease burden. At the same time, some of the major operational
challenges are being addressed. These are: (1) maintaining quality
of essential services in the integrated systems under low-endemic
situations; (2) strengthening surveillance, drug supply logistics,
information, education and communication, job-oriented
capacity building of general health workers and an efficient
referral network, and (3) expanding the coverage of leprosy
control activities to difficult-to-reach, underserved/marginalized
communities.

Global Leprosy Programme

48. In view of the changing trends in leprosy, the Director-
General of WHO placed the management of the Global Leprosy
Programme under the Regional Director, SEA Region, considering
that this region has the highest burden of disease globally. The
office and staff of the Global Leprosy Programme moved from
Geneva to the Regional Office for South-East Asia, New Delhi
as of 1 July 2005.

49. During the period under review, the Global Strategy for
Further Reducing the Leprosy Burden and Sustaining Leprosy
Control Activities 2006-2010 was developed. It evolved from

Steady progress is being made towards leprosy elimination in the Region.
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the Strategic Plan for Elimination of Leprosy 2000-2005. The
Global Strategy has been widely endorsed by all partners.
Operational Guidelines were developed for implementation of
the Global Strategy at the country level. Through concerted
efforts of all the stakeholders, the gains made by the elimination
strategy will be sustained to reduce disease burden steadily over
the coming years.

50. Leprosy control has been successful in most of the endemic
countries largely due to the efforts of the national programmes
and its partners, both local as well as international, in ensuring
that patients are diagnosed and treated on time. The following
are some highlights:

• Through integration of leprosy activities within the
primary health care system, a considerable increase in
coverage of leprosy services has been achieved.

• Multidrug Therapy (MDT) drugs were provided free of
charge in all endemic countries through WHO. Leprosy
patients are currently receiving MDT drugs free of cost
at a health facility nearest to their home.

• There is now increased community awareness about the
disease along with reduced stigma in most of the affected
communities.

51. Although the leprosy control programmes in many
endemic countries have been successful in reducing the leprosy
burden, some major remaining challenges are being addressed.
These include:

• Maintaining the quality of essential services in the
integrated systems under low endemic situations;

• Strengthening surveillance, drug supply logistics, IEC, job-
oriented capacity building of general health workers and
an efficient referral network;

• Expanding coverage of leprosy control activities to
difficult-to-reach, underserved/marginalized communities;

• Developing cost-effective, locally appropriate tools for
prevention of disabilities and provision of rehabilitation
services;

• Further reduction of stigma and discrimination against
affected persons and their families;
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• Strengthening partnerships and collaborative working
arrangements with all the partners.

52. With the consolidation of the gains made so far and placing
emphasis on sustaining quality services at the peripheral levels,
the disease burden in endemic countries is expected to decline
further in the coming years.

Lymphatic filariasis

53. The nine countries still endemic for lymphatic filariasis
scaled up annual MDA with DEC + albendazole, from 52 million
in 2004 to 82 million in 2005. Soil-transmitted helminthiasis
(STH), which mainly affects school-age children, can also be
effectively controlled through mass administration of
deworming drugs. While Bhutan, Maldives, Myanmar, Sri
Lanka, Thailand and Timor-Leste targeted the entire school-age
population, Bangladesh initiated deworming in two districts.

54. All countries, except India have adopted a two-drug
(albendazole and DEC) regimen. India uses DEC alone in its
national programme and is conducting pilot testing of the two-
drug regimen in seven districts. The outcome of this trial is
expected to lead to a policy change in favour of a two-drug
regimen in India like in other countries.

Kala-azar

55. After signing the Memorandum of Understanding by
Bangladesh, India and Nepal in May 2005, to reiterate their
commitment to the elimination of kala-azar from the Region by
2015, partners and stakeholders reviewed the regional strategy
and reached a consensus in August 2005. Implementation plans
for kala-azar elimination were developed by all three endemic
countries, with WHO support in September 2005. WHO is
developing standard operating procedures, tools and guidelines
for capacity building and a monitoring and evaluation framework
to assess the progress towards elimination of kala-azar.

Yaws

56. India has achieved yaws eradication, i.e. no new cases were
reported in 2004 and 2005. Indonesia, the country with the

Implementation
plans for kala-azar
elimination have been
developed by all three
endemic countries,
with WHO support
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highest burden of yaws, and Timor-Leste plan to intensify efforts
to achieve eradication. WHO provided a forum to share country
experiences and develop plans for accelerated implementation
of yaws eradication efforts in Indonesia and Timor-Leste.

57. Efforts to achieve elimination/eradication of the above-
mentioned tropical diseases face many challenges that are being
addressed such as (a) ensuring and sustaining political
commitment and adequate resources; (b) wider coverage of
health services particularly in remote areas and unreached
population; (c) capacity building and skill development, (d)
developing newer and more cost-effective intervention strategies,
and (e) improving drug supply management. In addition,
ensuring quality services and prevention of stigma/
discrimination and integration of disabled persons into the
community is proposed through increased community
awareness, sustained advocacy and IEC. Existing partnerships
in the Region are proposed to be strengthened and new partners
co-opted. Elimination/eradication of tropical diseases which
primarily affect the poor, the vulnerable and the marginalized
sections of society is, indeed, achievable in the foreseeable future.

Immunization and Vaccine Development
58. In order to accelerate programme gains in the area of
immunization and vaccine development, WHO changed its
programme strategies as follows:

• Monovalent oral polio vaccine (mOPV) was developed,
licensed and used in mass polio immunization campaigns
in selected areas in Bangladesh, India, Indonesia and Nepal
in addition to the use of the conventional trivalent vaccine.

• WHO modified its strategy of using the Surveillance
Medical Officer (SMO) network for polio surveillance to
support the surveillance of other vaccine-preventable
diseases (VPDs).

• Instead of continuing to support the traditional cascade
method of training of immunization health workers,
WHO focused attention on supporting and involving
national training institutes in selected countries in the
Region for capacity development.
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• The WHO-supported polio surveillance network was
expanded to include surveillance of other vaccine-
preventable diseases.

59. One of the new tools that has had a major impact on polio
eradication in India, and in other countries in the Region which
have experienced polio importation, i.e. Bangladesh, Indonesia
and Nepal has been the use of the mOPV type 1 and mOPV
type 3. Between January 2005 and June 2006, a total of 436.5
million doses (36 million in Bangladesh, 390 million in India,
10 million in Indonesia and 500 000 in Nepal) were used during
the national and sub-national immunization days for polio
eradication in these countries.

60. In Bangladesh and Nepal, the WHO-supported polio
surveillance network was expanded to include surveillance of
other VPDs. The network was also used to provide support and
guidance in measles and rubella immunization campaigns. In
Nepal, SMOs also facilitated surveillance for Japanese
encephalitis (JE). In India, the surveillance network now
supports the monitoring of routine immunization sessions and
data analysis. Additionally, the network also supports measles
and rubella control in the southern, polio-free states.

61. To provide training to immunization workers, WHO
designed and launched a regional training initiative to support
training institutes in Bangladesh, India, Indonesia and Nepal.

62. In India,     use of monovalent oral polio vaccine contributed
to restricting polio transmission to just 66 (as of 20 March, 2006)
cases in the states of Uttar Pradesh and Bihar. Despite the
occurrence of cases in known reservoirs in early 2006, India is in
a very favourable position to eradicate polio in 2006. The response
to importations in Bangladesh, Indonesia and Nepal was also
very aggressive and timely, with the use of monovalent vaccine
in large areas. While Bangladesh and Nepal are expected to stop
transmission of polio very quickly, the bigger challenges faced
by Indonesia may take longer to overcome. Nonetheless, Indonesia
too is favourably positioned to stop transmission in 2006.

63. Due to effective functioning of the SMO network in
Bangladesh, India and Nepal, surveillance for polio is at
certification level in the Region. Moreover, a regional network
of 16 fully-accredited polio laboratories continues to provide

The WHO-supported
polio surveillance
network was
expanded to include
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vaccine-preventable
diseases
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timely results for the programme. Subsequent to the expansion
to surveillance for measles and rubella control, a regional measles
laboratory network of 14 national and one regional reference
laboratories was also established. The measles laboratories
additionally helped to highlight the rubella burden in several
countries of the Region. Based on the quality of surveillance
data generated, large-scale measles catch-up campaigns were
implemented, and, with improvements in routine
immunization, the Region made major strides towards its
measles mortality reduction goal.

64. WHO is tackling the following main issues and challenges:

• interrupting polio transmission in the endemic reservoirs
in India;

• controlling the polio outbreaks in Bangladesh, Indonesia
and Nepal following importations of the polio virus;

• mobilizing the resources required to achieve the above;

• maintaining polio-free status in polio-free countries;

• transitioning from polio eradication to an increased
emphasis on strengthening routine immunization delivery;

• ensuring a future expanded role and sustainability of the
SMO network;

Member countries are endeavouring to cover over 10 million children missed for
DPT3.
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• effectively implementing the Reach Every District (RED)
strategy so as to cover more of the 10 million infants
who are missed for DPT3 in the Region each year; and

• supporting the regulation of vaccines from development
to point of use. Such regulation would include overseeing
the clinical trials and establishing strong, post-marketing
surveillance for new resources, such as for JE, and
mobilizing adequate in-country resources to sustain the
procurement of auto-disabling (AD) syringes, and waste
disposal once the financial support from the Global
Alliance for Vaccines and Immunization (GAVI) ceases.

Blood Safety and Clinical Technology

65. WHO’s Strategy for Safe Blood is accepted by all Member
countries. Its key elements include nationally coordinated blood
transfusion services, collection of blood from voluntary blood
donors, quality testing to ensure freedom from infectious
markers and rational use of blood in clinical settings. The
Guiding Principles for Human Organ Transplantation developed
in 1991 are in the process of being revised to match the
contemporary knowledgebase and practices.

66. WHO provided technical support to Bangladesh, Bhutan,
Indonesia, Myanmar and Sri Lanka in drafting their respective
National Blood Policy. Several donors were approached to provide
resources for strengthening blood transfusion services. An
assessment of regulated and unregulated blood banks was
supported in Bangladesh to ascertain the units of blood donated
by paid donors. Technical and logistics support was provided to
the Central Blood Bank in Timor-Leste and transfusion services
in DPR Korea. The Regional External Quality Assessment Scheme
(EQAS) continued to function effectively in seven countries.

67. In the area of laboratory support, WHO facilitated
confirmation of diagnosis of avian influenza through the WHO
Reference Laboratory in Hong Kong where a hands-on training
course for participants from all Member countries was also
organized. Bhutan, DPR Korea and Timor-Leste were supported
in the designing and construction of modern laboratories.

WHO’s Strategy for
Safe Blood is
accepted by all
Member countries
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68. An intercountry training workshop on CD4 T lymphocyte
enumeration was organized in Bangkok for high HIV burden
countries to increase the capacity in diagnosis and treatment of
HIV. A bi-regional (the South-East Asia and Western Pacific
regions) consultation of experts was organized to incorporate
their experiences in the revised WHO Global Guiding Principles
on Human Organ Transplantation. Bangladesh, Bhutan, DPR
Korea, India, and Sri Lanka organized national training courses
on blood safety.

69. India, Nepal and Thailand have a comprehensive national
blood policy that articulates the structure, function and
regulation of their respective blood services. WHO’s efforts in
mobilizing resources for blood safety programmes resulted in
support to Bangladesh (World Bank), DPR Korea (European
Union), Indonesia (Luxembourg Government) and Timor-Leste
(Global Fund). Initiation of national EQAS was supported in
Bangladesh, India, Indonesia, Myanmar and Sri Lanka. Due to
WHO’s sustained support and efforts, the percentage of paid blood
donors in Bangladesh declined to 16% in 2005 from 70% in 2000.

70. The role of efficient laboratory services and their
networking was highlighted in the regional and national
influenza pandemic preparedness plans. The Bureau of
Laboratory Quality and Standards, Ministry of Public Health,
Thailand was designated as a WHO-CC. Guidelines on HIV

Collection of blood from voluntary donors is being promoted.
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Diagnosis and Monitoring of ART were revised. Standard
Operating Procedures for blood processing were disseminated.
While guidelines for implementation of quality standards were
developed, guidelines to establish a tissue bank and ethics in
organ transplantation, are being drafted.

71. However, WHO is facing many challenges. For example,
against an estimated requirement of 15 million units, only 9.3
million units of blood are collected annually in the Region.
Replacement donors contribute approximately 40% of total blood
donated. Only one quarter of donated blood is converted into
components. Indonesia, Myanmar, Maldives and Timor-Leste
have yet to achieve screening for hepatitis C in all donated units
of blood. Five countries do not have nationally coordinated blood
transfusion services.

Research and Development
72. In the area of tropical diseases, technical support was
provided for undertaking research, particularly in the least
developed countries.

73. Furthermore, the Regional Office, in collaboration with
Tropical Disease Research (TDR), WHO headquarters, organized
a Proposal Development Workshop in September 2005 which
led to the formulation of research proposals for small grants
(US$ 7 000 per proposal).

74. During the period under review, 32 proposals were received.
Of these, 11 were funded through WHO’s small grants
programme, including those from Bhutan, Maldives and
Timor-Leste, on the recommendation of the Research Review
Committee. These grants covered tropical diseases such as
dengue/dengue haemorhagic fever, lymphatic filariasis, kala-
azar, tuberculosis, leprosy and malaria.

75. Continued and sustained support to Member countries,
particularly those with limited capacity in research, continues
to be an important priority for the Regional Office.

Of the 15 million
units of blood
required annually in
the Region, less than
two thirds are
collected


