
Chapter 13 

Disease Prevention and Control 

13.1 Immunization 
Compared to 1990, the 1991 and 1992 immunization coverage in the Region has 
been sustained (Figures 1 and 2). Political support and the cooperation of Member 
Countries with WHO and other agencies such as UNICEF, UNDP, the World Bank, 
Rotary International, bilateral development agencies and nongovernmental 
organizations has been a critical factor for this sustainabiity. Surveys conducted 
during EPI Reviews in 1992-93 showed that the immunization coverage at some 
subnational levels is considerably less than the reported national figures. As compared 
to other EPI antigens, measles and tetanus toxoid immunization coverage continued 
to be low. Additional efforts to increase and sustain immunization coverage in 
children under one year of age are being promoted. 

At current coverage levels it can be estimated, on the basis of the vaccine eflicacy 
rates and the disease attack and mortalityrates, that during the biennium, immunization 8 
programmes in the Region saved 1.5 million lives from measles and neonatal tetanus. 
In addition, the estimated number of cases of poliomyelitis prevented in 1991 all 
over the Region was 160 000. There is, however, an urgent need to sustain and 
further increase immunization coverage levels; there are still 403 000 deaths occurring 
annually from measles and neonatal tetanus and 40 000 cases of poliomyelitis that 
could be prevented through immunization (Figures 3 and 4). Nevertheless, the impact 
of immunization coverage on the reduction of incidence. es~eciallv mliomvelitis and ., . . , . 
neonatal tetanus, has already been observed. This is confirmed also by mortality and 
morbidity surveys carried out in Bangladesh, India and Nepal. The reported incidence 
of EPI diseases in the Region is shown in Table 7. 

EPI managers were sensitized to the subject of disease surveillance at regional 
consultative meetings, held in Nepal in 1991 and in Indonesia in 1W. An Intercountry - 
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Figure 1. Immunla(1on coverage, Soulh-Eart Asla, 1992 
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Workshop held in Delhi in 1992 emphasized accurate recordingireporting and use 
of the computerized EPI information system (CEIS). All countries of the Region 
have established an EPI information system based on national needs. The development 
of computeri.xd EI'I information system software with more sophisticated 
programmes, needed for disease reduction activities, is being promoted by WHO in 
collaboration with bilateral and other international agencies. In 1992, a seminar 
on the use of CElS and the coverage survey analysis system (COSAS) was held 
in Delhi in collaboration with Resources for Child Health (REACH)/USA for EPI 
Managers. 

Table 7. Reported incidence of €PI diseases, SEAR, 1991-1992 

In Thailand, more than half of the provinces have reported "zero" poliomyelitis 
cases for the last three years while, in India, there was an increase in poliomyelitis 
cases in 1992 (8756) as compared to 1991 (6016 cases), probably due to the improved 
surveillance system. DPR Korea, Maldives and Bhutan have not reported any case 
of poliomyelitis for the last four years. Since 1992, India, Sri Lanka, Thailand, 
Indonesia and Mongolia have promoted reporting of acute flaccid paralysis. Regional 
poliomyelitis rcference laboratories have been established in India, Indonesia, Sri 
Lanka and Thailand, while national polio laboratories are functioning in Bangladesh, 
India, Indonesia and Mongolia. 
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In 1992, DPR Korea, India and Indonesia conducted International EPI Reviews. 
Each country of the Region has reviewed EPI plans of action with the emphasis on .- 
improving disease surveillance. In May 1993, a workshop on EPI planning was 
conducted in the Regional Office to facilitate EPI managers modify country EPI 
plans with a view to accelerating disease reduction!elimination/eradication activities 
to meet the changing needs. 

Cold-chain activities during the period involved testing of cold-chain equipment 
produced in the Region, including ice-lining refrigerators and solar refrigerators at the 
Asian Institute of Technology (q, Bangkok, and voltage stabiizers at the Singapore 
Institute of Standards and Industrial Research in Singapore. The third and fourth Solar 
Refrigeration Repair and Maintenance Training Courses were also conduded at AIT 
using new and improved training materials. A computer programme to assist in making 
decisions on the types of cold-chain equipment needed d e n  new vaccines are introduced 
and where vial size changes, was introduced in Thailand. In some countries, a reverse J 
cold chain to cope with transport of polio faecal specimens has been introduced. In 
Indonesia, 100 solar refrigerators were introduced in rural areas recently. 

A major constraint which the EPI will encounter in 1993 concerns the considerable 
shortfall in funding for vaccine requirements, mainly as a result of withdrawal of 
funds for vaccines by many donors. Further, funding for the whole EPI from 1994 
to the year 2000 is not yet assured. In some countries the programme is dependent 
upon external donor support and funding. Long-term strategies for progressively 
achieving self-reliance in vaccine rcquirements and other components of the 
programmes need to be developed. In the meantime, WHO is reviewing vaccine 
needs and examining various approaches, and also exploring diversifled resources 
and options to meet the immediate needs and fill the widening gap. 

13.2 Disease Vector Control 
Until recently the application of insecticides was one of the main measures for vector 
control as well as control of diseases transmitted by vectors. However, prolonged 
and indiscriminate use of insecticides in public health, but more so in agriculture, 
together with accelerated rural economic development and rapid urbanization have 
resulted in a situation in which many species of disease vectors are not amenable 
to control with insecticides alone. In view of these changes, vector-borne disease 
control programmes are gradually evolving towards an integrated control approach 
in order to solve technical problems and to overcome economic and operational 
difficulties. 

WHO continued its collaboration with the Member Countries in making increased 
efforts in operational research, technology development and its application, and 
training and health education in the light of new strategies for the prevention and 4 
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control of vector-borne diseases. An Intercountry Workshop on the Development 
of Tools and Methods for Vector Control in PHC was held in the Regional Office 
from 14 to 18 October 1991 to review the various methods of vector control applicable 
at the community level in a cost-effective manner, the priority areas of research, 
and training needs for the implementation of appropriate technology in vector control. 

Malaria 
Despite long-term application of indoor residual spraying for its control, malaria 
persists more strongly in forest fringes and forested hilly areas of the South-East 
Asia Region. 

Residual spraying with DDT over a number of years has resulted in vectors 
becoming refractory in one or more of the following ways: avoiding the insecticides 
and surviving in exophily, changing the degree of contact with man, and becoming 
resistant to insecticides. Eight important malaria vector species, viz., Anopheles 
minimus, A. dims, A. fluviatilir, A. aconirus, A.annularis, A.sundaicus, A.philippinensis 
nnd A.ntaculanrs, have either become exophagous or have shifted their feeding 
behaviour with regard to the time and place of biting. Also, ecological changes 
occurring due to developmental activities have resulted in changes in the environment1 
ecosystem which in turn are destabilizing the species, some times with adverse effects. 

WIIO continued to extend technical support for trials on personal protcction 
methods under the PI1C approach towards those malaria vectors which have been 
demonstrated to be amenable to control. Other remedial measures based on 
stratification of malarious areas supported by WHO include: field trials of biological, 
environmental and personal protection methodologies and vector control measures; 
and promotion of communication and dissemination of technical information, 
espccially in respect of integrated vector control management (see also 13.3). 

Dengue Haemorrhagic Fever (DHF) 

In Indonesia, Myanmar and Thailand, DHF continues to be an endemic disease. 
Sporadic cases have been reported from Maldives, India and Sri Lanka. During the 
last few years, cases of DllF have become more common in several cities of India. 
The vector brccds almost entirely in man-made receptacles, and urbanization increases 
the number of suitable habitats for Aedes n e ~ p r i  breeding. Vector control remains 
a challenge, the best method being source reduction, and greater community 
involvement is needed in order to prevent breeding places of Aedes aegypri being 
sited in and around houses. 

Two volumes of the Dengue Newsletter (Vol. 17 & 18), brought out during the 
period under review, highlight the latest information on the DHF situation and on 
the control and prevention of the DHF vector, Aedes aempri. 



Japanese Encephalitis (JE) 
Japanese encephalitis (JE) is a major public health problem in India, Nepal, Sri + 
Lanka and Thailand. The most important vector species are Cu la  nitaenwrhyncus, 
Culer gelidus, Cula  vishnui, Culcr pseudovishnui and Culer fuscocephala. 

It is difficult to forecast outbreaks of JE because of the unpredictable nature of 
its epidemiology, and control measures have therefore to be initiated generally after 
the outbreak has occurred. Because of the sporadic distribution of the disease, the 
areas involved are generally veq  large and the bjooomics of all vectors involved io 
JE do not lend themselves to simple and straightforwardmethods of vector control. 
L a ~ c i d i n g  is impractical due to vast breeding habitats. Focal spraying and fogging 
of outdoor tracts with insecticides is being carried out in most countries. Mass 
vaccination was attempted in Sri Lanka and similar trials have begun in India. A 
WHO-supported study on the impact of selective insecticide spray against JE vectors 
in Burdwan, West Bengal, India, is in progress. * 

Filariasis 
Lymphatic filariasis caused by Wuchereria bancrofti is endemic in Bangladesh, India, 
Indonesia, Maldives, Myanmar, Nepal, Sri Lanka and Thailand. India and Thailand 
present the diversity of filariasis in two forms, i.e., W bancrofti and Brugia malayi, 
while Indonesia is affected by Bnrgia timon. Urban W bancrofri is mainly found in 
slum areas and is transmitted by Culer quinquefasciarus, while in rural areas this 
species is also spread by Anopheles sp. B. malayi is transmitted by Mamonia sp. 
and Anopheles sp. while B. rimori, transmitted by A. barbirosnis, is localized in the 
lesser Sunda Islands of eastern Indonesia. 

Filariasis control, using antilarval measures, has been practised in the Region 
but has not been very successful in reducing transmission. Bancroftian fdariasis, 
especially in urban areas, is essentially a problem of environmental sanitation and, -* 
since the disease does not take an epidemic form, long-term environmental control 
methods with drug treatment are an ideal approach (see also 13.4). 

Leishmaniasis (VL) 
Visceral leishmaniasis (Kala-azar), which resurged in a big way in north Bihar, parts 
of Uttar Pradesh and West Bengal in India, and to some extent in Nepal and 
Bangladesh, has shown increasing incidence. The principal vector is Phlebotomus 
argentipes, which breeds in moist soil with debris. 

The strategy for control of VL consists of DDT spraying, activefpassive detection 
of cases and treatment. Impregnated bed nets and curtains have been reported to 
be effective against sandflies, and this is an important factor in their acceptability " 
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and affordability by the communities. WI-I0 has continued to extend technical support 
for the development of integrated approaches to the control of this disease (see also 
13.4). More intensive DDT spraying for vector control in Bihar State in India was 
started in 1992 and will continue for three consecutive years. No regular vedor 
control by insecticide spraying has yet been established in Bangladesh and Nepal. 
W H O  is assisting Nepal in the import of 1)DT from Indonesia, which has offered 
to send 2M) M'r - an excellent example of TCDC. 

13.3 Malaria 
WIlO continued to collaborate closely with Member C:ountries in their malaria 
programmes and f<)cuscd strongly during the biennium on dcveloping new malaria 
control stratcgics and on preparing revised guidelines, paramcters and criteria to 
implement the stratcgies. 

In preparation for the Global Malaria Conference of Ministers, held in October 
1')92 in Amstcrdam, an lnterrcgional Meeting on Malaria in Asia and the Western 
Pacific was co~ivened in thc Regional Office in February 1992 to rcview the malaria 
situation, assess malaria control activities, and de\clop inputs for thc global strategy 
for malaria control. Thc main recommendations of the mceting included: critical 
revicw of current malaria strategies; prompt diagnosis and effective treatment of 
malaria cascs in all malarious arcas with special emphasis on areas of multi-drug 
resistance; development and strengthening of an information system to guide 
programme management; application of selective vector control measures based on 
local epidemiology and available resources; identification of epidemic-prone areas 
and readiness for prompt epidemic control measures; training of staff in the reoriented 
malaria control ajnccpt, and programme-oriented operational field research. 

The 45th session of the WIIO Rcgional Committee for South-East Asia, which 
was held in Kathmandu in September 1W2, reviewcd the preparations for the 
Ministerial Conference on Malaria. The Committee adopted a resolution urging 
Mcmber Countries inter nlia to carry out a critical review of their malaria control 
programmes, todevelopinfrastructure, continuestratification, and undertake selective 
and cost-effective vector control and epidemic control measures. The Committce 
also requested the Rcgional Director t o  assist and support  the overall 
<~pcrationalization of the ncw global malaria control strategy in the countries. 

Ministers of health or their representatives, along with the chiefs of malaria 
control programmes from all the countries of the Region, attended the Ministerial 
Conference on Malaria in Amsterdam in October 1992. The objectives of the 
Conference were to focus attention on the worsening worldwide malaria situation, 
adopt an effective strategy for malaria control, and strengthen commitment by 
political and health lcaders as well as donor agencies for this purpose. The Ministerial 



Conference endorsed the Global Malaria Control Strategy and adopted the 
Declaration on Malaria Control. The objectives of the Global Malaria Control rL 
Strategy are to prevent mortality and reduce morbidity and social and economic loss 
due to the disease through the progressive improvement and strengthening of local 
and national capabilities. The main emphasis in this revised malaria control strategy 
is on the disease (people) rather than the infection (parasite), and on four technical 
elements, i.e., provision of early diagnosis and prompt treatment; planning and 
implementation of selective and sustainable preventive measures; early detection, 
containment or prevention of epidemics, and regular reassessment of a country's 
malaria situation, in particular the ecological, social and economic determinants of 
the disease. 

A Regional Working Group Meeting to implement the revised Malaria Control 
Strategy was convened in the Regional Office from 22 to 26 March 1993. Project 
chiefs and representatives from supporting international and bilateral agencies + 
attended the meeting. The objectives of the meeting were to discuss various aspects 
and issues relating to current malaria control activities and their impact on the 
malaria situation and to develop technical and operational guidelines, indicators and 
criteria for the implementation of the new Global Malaria Control Strategy in the 
Member Countries of the South-East Asia Region. The central theme of the meeting 
was the reorientation of malaria control programmes using the epidemiological 
approach, and the recommendations made related mainly to the development of 
technical guidelines, epidemiological and operational indicators and criteria for 
disease management, disease prevention, epidemic control, a management information 
system, training and health education, and operational field research. The resolution 
of the 45th session of the Regional Committee on malaria control as well as two 
other documents on the Global Malaria Control Strategy and the World Declaration 
on Malaria Control have set the tone for the implementation of the programme. 

WHO continued to provide support to the nine malarious countries of the Region 
through long-term staff and short-term consultants for external assessment of the * 
national malaria control programmes, organization of national workshopdseminars, 
~lanning, implementation and evaluation of control activities, and carrying out 
drug-sensitivity tests and other operational field studies. The Organization assisted 
in carrying out external assessments of the malaria control programmes in Bangladesh, 
Bhutan, Indonesia, Nepal and Sri Lanka. An in-depth review of the malaria control 
programme in Bhutan has also been carried out. WHO helped in organizing a task 
force on malaria control in India to review the activities and to recommend strategies 
for overall malaria control in the wuntry and specific strategies for tackling the 
malaria problem in the tribal areas in 14 States. With the utilization of country 
allocationsas well as theintercountry budget for research promotion and development, 
increased emphasis is now being placed on the development of capabilities in applied 
research methodology with particular reference to stratification, epidemiology of a 
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severe and drug-resistant P.falcipanrm malaria and its control, clinical trials of new 
drugs, insecticide-impregnated bednets, evaluation/output parameters and indicators 
for measuring the dynamics of the disease in the populations, and early warning 
systems for impending epidemicsloutbreaks. 

Overall, the malaria situation in the Region has remained somewhat static for 
the last ten years, with the case incidence ranging between 2.5 and 2.9 million cases 
and the slide positivity rate (SPR) remaining at about three per cent. The proportion 
of P.falcipanrm malaria increased from 36.8 per cent in 1990 to 42.7 per cent in 
1991. Though India, with the largest population in the Region, has been reporting 
the highest number of cases, i.e., about 1.8 million per annum, its slide positivity 
rate has been rather low at about 2.5 per cent. The malaria slide positivity rate has 
been the highest in Bhutan, at around 33 per cent, and lowest in Indonesia at 0.5 
per cent. The slide positivity rates in other countries have been ranging between 2 
and 4 per cent except in Myanmar (16 per cent) and Sri Lanka (29 per cent). The 
proportion of P.falciparum has been highest in Myanmar at about 80 per cent and 
lowest in Nepal at about 18 per cent. It has also been higher than 50 per cent in 
Bhutan and Thailand. In the rest of the countries it varies from 30 to 50 per cent. 
The malaria profile in the countries of the Region is shown in Figure 5 and 
Tahlc 8. 

In Maldives, there havc not been any indigenous malaria cases since 1984, and 
a close watch is being kept on international travellers from neighbouring 
malaria-endemic countries and also on inter-island travellers in the country. Every 
year 15 to 30 imported cases are detected among travellers. A vigilance scheme to 
prevent importation of malaria cases from abroad is being developed. 

The malaria situation in forest and forest-related areas remains serious due to 
highly efficient vectors, multiple-vector transmission, prolonged transmission seasons, 
and drug-rcsistant P.falciprmm~ malaria combined with large-scale and uncontrolled 
population movements. Malaria outbreaks and epidemics have become frequent 
events since the middle of the 1970s when a wave of post-eradication epidemics 
occurred in practically all the countries of the Region. 

P.falcipanmr resistance to various antimalarials constitutes one of the main 
technical problems lo malaria control in the countries of the Region. The foci of 
P.fulcipnnml malaria resistant to various antimalarials have been gradually spreading. 
The resistance to 4-aminoquinolines is pronounced in all the malarious countries 
except Maldives. P.falcipnnrm resistance to sulfa-pyrimethaminc combination (SP) 
bas also developed in many areas of Thailand and some parts of Myanmar, Bangladesh, 
Bhutan and Indonesia. An increasing trend in P.falcipanmt resistance to the triple 
combination of mefloquine-sulfadoxine-pyrimethamine (MSP) has been reported 
rccently from the Thai-Cambodian border, particularly from Borai district. A 
somewhat reduced sensitivity to quinine has also been seen in the same areas. 
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Figure 5. kkrk  profile of SoUlh-East Asla flqion 
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Table 8. Malaria profile - South-East Asia Region 

country 

Bangladesh 

Bhutan 

PT. Inf. 

34 061 
30 283 
50 185 

4 231 
13 138 
14 092 

India 

Indonesia 
(Jave and 
Bali) 

1990 40611 133049 11.59 112 928 
Myanmar 1991 37 868 126 967 12.23 107 079 

1992 38633 88771 14.34 72 781 

1990 
1991 
1992 

Maldives 

Nepal 

Sri Lanka 

Thailand 

1990 
1991 
1992 

- 
1990 1 134 373 2 582 582 2.96 1 007 597 

SEAR 1991 1 120385 2967383 3.07 1 267 442 
1992 1 496 494 2 768 950 3.05 1 123 753 

803 000 
B01660 

8 1 6 ~ 7 3 ~  

1990 
1991 
1992 

NOTE: Fiiure's for 1992 are provisional 

110 359 
97 631 

9 9 ~ 8 3 ~  

Per cent r- 
1 777 253 
2117460 
2 W3283 

220 
223 

~ 2 6 ~  

'Mid-year estimates of people living in rnalarioun regions. 
b~roiected from last yeer'r report. 
'lmponed cases. 

26 028 
15 506 
13655 

2.62 
2.77 
2.64 

16' 
27C 
25' 

616 078 
921 214 
828 694 

0.23 
0.16 
0.19 

7 636 
7 544 
6 863 

0.05 
0.08 
0.07 

3C 
7< 
7= 



Vector resistance to insecticides and changes invector behaviour to avoid sprayed 
surfaces are considered to be some of the contributory factors impeding malaria P 
control efforts in the countries. There are about 25 Anopheline species known to 
be primary or secondary vectors of malaria in endemic areas. Of these, six species 
have major operational implications for disease control, three due to their resistance 
to one or more insecticides (A.culicifacies, A.aconitus, A.annularis) and three species 
due to their refractory behaviour (A.dks,  A.sundaicus and A.minimus). 

Other administrative and opefational constraints to the control of malaria include 
inadequate budgets, problems of tinding donors, fluctuations in budget allocation, 
acute shortages of trained personnel at all levels, uncontrolled large-scale population 
movements, lack of intersectoral collaboration and community participation, and . . 
excessive delays in reporting from the periphery to the centre as well as irregular 
feedback from the centre to the periphery. 

Many international agencies continued to support malaria control programmes .) 

in the Region. UNDP provided USS227 300 to India for the five-year period 1989-1993 
to carry out a serological profde for malaria control in Jabalpur. In India, UNICEF 
made available a sum of Rs 2.5 million for maternal prophylaxis and treatment of 
preschool children for malaria through the Integrated Child Development Scheme 
(ICDS) in a district of Orissa. Further, aTask Force on the MalariaControlProgramme 
is preparing a project document for a World Bank loan of tJS$100 million for the 
tribal malaria control programme in the country. 

The WorldBank has granted a loan of USs.6.4 million to Bangladesh for integrated 
control of vector-borne diseases (ICOVED). 

The World Bank is also providing US$lM) million for five years (1989/90-1993D4) 
for the improvement of the health infrastructure including malaria control in Kalimantan 
and ~ u s a t e n ~ ~ a r a  Barat (NTB) in Indonesia, while JITA providing a grant for supplies 
and equipment, including fenitrothion for malaria control, in Java-Bali and Sumatra. 

T 

13.4 Parasitic Diseases 
During the period under review, WHO continued to provide technical cooperation 
to the countries in the epidemiology, diagnosis, treatment, control, prevention and 
management of intestinal parasitic infections, visceral leishmaniasis, filariasis, 
schistosomiasis and guineaworm disease. 

1. Intestinal Parasitic Infection 
Intestinal parasitic infection is widespread in the Region. It is closely associated with 
poor personal hygiene, malnutrition and environmental sanitation. *. 
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India, Indonesia, Nepal, Sri Lanka andThailand have carried out mass treatment, 
mostly amongst school children, on a limited scale. WHO supported a national 
workshop for district-level health programme managers on the "Epidemiology and 
Control of Ascariasis, Hookworm and other Intestinal Parasitic Infections", which 
was held in New Delhi from 4 to 6 February 1992. During 1991-92, two seminars 
on intestinal parasitic disease were supported in Indonesia. Starting from February 
1W3, a WIlOiWorld Bank pilot project on intestinal parasite control has been in 
progress in Bangladesh. It is proposed to start pilot projects on intestinal parasite 
control in Maldives and Myanmar from the middle of 1993. 

2. Visceral Leishmaniasis (Kala-azar) 
Visceral lcishmaniasis continues to be a health problem of importance in rural areas 
of the States of Bihar and West Bengal in India, as well as in Bangladesh and Nepal. 
Recently, the incidence of the disease has increased significantly in India, especially 
since 1990. 

In India, 187 580 cases with 1040 deaths were reported for the period 1980 to 
1989, but 57 742 cases with 606 deaths, 61 263 cases with 835 deaths and 76 262 
cases with 1416 deaths were reported in 1990, 1991 and 1992 respectively. The State 
of Bihar accounts for more than 95 per cent of the total visceral lcishmaniasis cases 
in India, followed by Wcst Bcngal (4 per cent). Sporadic cases of kala-azar have 
been reported from Uttar Pradesh and Assam, and some imported cases from Bihar 
have been detected in Maharashtra, Tamil Nadu and Delhi. Bangladesh reported 
7832 cases, and Nepal 1303 cases with 66 deaths during 1991-1992. 

WHO supported training courses and seminars on visceral leishmaniasis with 
specific reference to entomology, epidemiology, diagnosis and treatment during 
19!!1-19!)2. Thc Organi~ation's assistance to India included the procurement of 
Pcntamidine for the treatment of patients with visceral leishmaniasis. The Organization 
continued to encourage the establishment of visceral leishmaniasis control programmes 
and their integration under the umbrella of vector-borne disease control activities. 
It also facilitated TDK-sponsored operational projects. Plans were being made for 
a consultative meeting on visceral leishmaniasis to be held in 1993. 

3. Filariasis 
Lymphatic filariasis continues to remain a public health problem in Bangladcsh, 
India, Indonesia, Maldives, Myanmar, Nepal, Sri Lanka and Thailand. filariasis in 
the Region is predominantly caused by Wuchernria bancrofti. In India alone, there 
are 25 million microfilaria carriers and 19 million are suffering from filarial diseases. 

WHO continucd to lend technical support to the development of an integrated 
approach with community participation for the control ofthis disease. It also facilitated 



TDRRIQ-supported operational research projects in India, Indonesia and Thailand, 
especially those concerned with the efficacy of Naria vector control measures and a 
with chemotherapy trials of different doses of Ivermectin in microfilaria carriers and 
patients with filarial diseases. 

4. Schistosomiasis 
Schistosomiasis is endemic in Lindu, Nupu and the Besoa Valley of Central Sulawesi, 
Indonesia (Schistosomia japonicum), and in limited areas of Thailand (Schisrosoma 
mekongi). It has shown a downward trend in prevalence due to a multidisciplinary 
approach including chemotherapy. Research studies were supported under 
TDR. 

5. Guinea worm Disease (Dracunculiasis) 
India continues to be the only country in the South-East Asia Region where 
guineaworm disease is a problem. Under the National Guinea worm Eradication 
Programme (GWEP), initiated in 1984 with WHO assistance, about 40 0 guinea 
worm patients were detected from 12 840 endemic villages of 89 districts in seven 
States. While Tamil Nadu has been free from guinea worm disease since 1985, 
Gujarat and Maharashtra are on the verge of being declared "no case" States. 
Andhra Pradesh, Karnataka, Madhya Pradesh and Rajasthan continue to be endemic 
areas. During 1992, the State of Rajasthan accounted for 73 per cent of the total 
guinea worm cases in India, followed by Karnataka (15 per cent), Madhya Pradesh 
(9 per cent) and Andhra Pradesh (3 per cent). 

The trend showing guinea worm infection during 1984-1992 is given in Table 9. 

Table 9. Reduction in guinea worm ceses in India. 79847992 P 
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WHO supported the Fourteenth and Fifteenth Task Force Meetings on 
Guineaworm Eradication, which were held in New Delhi in January 1992 and January 
1993 respectively. The meetings reviewed the epidemiological activities, incountry 
implementation and performance of various operational components of GWEP during 
1991.1992, The Fifteenth Task Force Meeting made recommendations for efficient 
and effective planning, implementation, surveillance and evaluation of GWEP lo 
achieve zero incidence of the disease in the country. WHO continued to support 
12 epidemiological surveillance teams in the guineaworm-endemic States under the 
GWEP during the period under report. 

13.5 Tropical Diseases Research 
The UNDPWorld BanWWHO Special Programme for Research and Training in 
Tropical Diseases (TDR) is a goal-oriented global programme with two main objectives: 
research and development to obtain new and improved tools for the control of major 
tropical diseases, and strengthening of research capabilities of endemic countries. 
The Programme has identified four thrust areas for the 1990s, viz., field research; 
product development, including rational drug development; social and economic 
research; and research capability strengthening. A prospective thematic review of 
the scientific directions of TDR has been carried out, and the report of this review, 
"TDK towards the year 2000: strategic consideration in R&Dn, was submitted for 
endorsement by the 16th session of the Joint Coordinating Board in June 1993. 

TDR continued to support countries in the Region through institution strengthening 
grants. Two institutions in Thailand have completed their activities with respect to 
these grants, and the reports have been accepted and favourably commcnted on. 
Four requests for the renewal of institution strengthening grants in India, Indonesia, 
Nepal and Thailand were approved. Another project for a similar grant in India 
was considered by the Special Programme in June 1993. Two programme-based 
grants have already been awarded to Thailand. In addition, two new grants were 
approved - one in Myanmar (awarded in 1992) and the other in Thailand (in 1991) 
- and have been funded. Three ongoing TDR-Rockefeller Foundation grant projects 
in India, Sri Lanka and Thailand have made satisfactory progress and have been 
further supported. Two training institutions were supported through the provision 
of grants for trainccs - one for Ph.D. at the SEAMEO-TROPMED, Bangkok, and the 
other for a Master's Degree programme in health economics at Chulalongkorn 
University, Bangkok. Two new initiatives for institution strengthening have been 
launched, viz., (i) linkage grant for training, and (ii) partnership grants for institution 
strengthening. Applications for both these initiatives have been invited from the 
Member Countries. One career development grant was awarded to a candidate from 
India (in 1992). This is a highly competitive grant for the career development of 
researchers. 
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Overall, trainimg activity in the Region has been substantial. During the period 
under review, 29 training grants were supported by TDR, making a cumulative total & 
of 201. Similarly, 42 research projects were supported and funded, making a total 
number of 283 research projects funded so far by TDR. 

Another innovative stepin the form of aSmal1 GrantsScheme has been formulated. 
This scheme for "anti-malarial drug utilization and policy" was promoted in the 
form of a bi-regional activity involving SEAR0 and WPRO and will include scientists 
from countries bordering the Indo-China Region. One more Small Grants Scheme 
for joint funding by SEAR0 and TDR is under consideration. 

Malaria 
Research in malaria has been further strengthened and given renewed emphasis 
after the Ministerial Conference in Amsterdam in 1992. Several new initiatives and 3 
studies have been planned and implemented in countries of the Region affected by 
this disease. Such studies include the use of impregnated bednets, drug resistance 
and drug utilization, experimental chemotherapy, pharmacokinetics, molecul'ar 
entomology, vector control, vaccines, pathology, epidemiology, and the socioewnomic 
aspects of the target disease. 

Leprosy 
Multicentric studies in India and Myanmar on field trials of ofloxacin-containing 
drug regimens in leprosy were initiated. In addition, other studies on immunology, 
pathology, combined chemotherapy, diagnosis and socioeconomic aspects of the 
disease were also supported. 

Filariasis 
An ongoing comparative study of ivermectin and DEC is being pursued with the 
development of five new study designs. These studies were designed and initiated 
by Indian and Sri Lankan scientists. Two workshops were held in India, one in 
Bhubaneswar and the other in Pondicherry, to assess the social and economic impact 
of lymphatic filariasis in countries of the South-East Asia, Western Pacific and 
African Regions. Screening of filaricides in monkey models continued to be supported. 

Leishmaniasis 
Leishmaniasis is an emerging problem in three countries of the Region - Bangladesh, 
India and Nepal. Several projects have been funded concerning the diagnosis, 
epidemiology, vectors and drug treatment of the disease. I' 
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13.6 Control of Diarrhoeal Diseases Programme 
Diarrhoeal diseases continue to pose a serious threat to the well-being of children 
in this region. A global perspective of this problem (Figure 6) shows that the 
South-East Asia Region contributes almost one-fifth (18 per cent) of the total global 
diarrhoea episodes. 

Figure 6. The global Imporlance of dlarrhwal diseases 
among children <5 years, 1990-1991 
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Figure 7 shows the regional perspective. The estimated median annual incidence 
of diarrhoea in the Region is 1.8 episodes per child per year. Jn absolute numbers b 
this amounts to almost 320 million episodes of diarrhoea in children below five years 
of age.The specific objective of the CDD Programme is to reduce diarrhoea-associated 
mortality, morbidity and malnutrition among children below five years of age. 

Cholera is endemic in a number of countries. During 1992, 7382 cases and 114 
deaths were officially reported from sixcountries-Bhutan, India, Indonesia, Myanmar, 
Nepal and Sri Lanka. The 1992 revised "Guidelines for cholera control" and other 
documents on cholera prepared by WHO have been distributed in all the Member 
Countries. 

Within the CDD Programme, high priority has been given to training activities 
in the Region. The CDD targets and the 1990 status of the Programme are given in 
Figure 8. All the countries in the Region have national CDD programmes with well 
developed plans of action which are periodically revised. In all countries the .+ 
programmes are being implemented through the primary health care system. To 
support CDD activities at country level, WHO medical officers have been assisting 
programmes in Bangladesh and Indonesia. 

~ . ~~~~ ~ ~~~ -.-- ~ ~ p~ ~ ~~ . ~~~~ ~ 1 
Figure 8. Programme statu*, 1990, and targas lor 1995 
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Regional CDD programme managers meetings are held annually. The ninth 
meeting was held in June 1992 in India. These annual meetings serve as a useful 
forum for sharing country experiences and new developments in the field of diarrhoea] 
diseases control. 

T o  improve clinical management of diarrhoea cases, "hands on" training is 
conducted at the established diarrhoea training units (DTUs) with WHO support. 
Ten countries have established one or more DTIJs. For example, India has 26 DTUs 
and plans to establish about 20 more in 1993. One hundred and twelve national 
clinical management courses have been held so far, and more than one hundred 
such courses are planned for 1993. Two intercountry courses were also conducted 
during thc reporting period. 

A ncw shorter training course entitled "Guidelines for conducting clinical training 
courses at health centres and small hospitals", developed by WHO, was field tested 
in India at an intercountry course in 1991. Another such course was held in Calcutta, 
India, in 1992 and a national course was conducted in Indonesia in 1993. 

Ten countries in the Region now conduct supervisory skills training courses on 
thcir own, using WF10 training materials. Most of the countries have adapted and 
translalcd thc WIIO training materials into local languages. By the end of 1992, with 
WIIO supporl, 139 510 first and middle-level workers had receivcd this training. 
One intcra)untry and thrcc national courses on programme management wcre held 
during the pcriod under rcview. 

Indonesia is the first country in the Region to initiate the PRI'TECHIWHO medical 
education teaching programme, which has now been introduced in fourteen 
government and four private medical colleges. A workshop on strengthening the 
tcaching of (:1)1) in the curriculum of medical students was hcld in lndia in 1992 -- 
the first such workshop to be held in this region. The heads of dcpartments of 
pacdiatrics and community medicine from five Indian mcdical colleges participatcd. 
Similar workshops are scheduled to bc held in Nepal, Myanmar and India in 1993. 

The Distance Learning Correspondence Course is another recently developed 
activity which is now being field tested in Sri Lanka. Based on the Sri Lankan 
experience, it is proposed to conduct a similar course in Maldives soon. 

National COI) programmes are reviewed periodically and, in NovembcrIDccembcr 
1991, a comprchcnsivc programme review was carried out in Nepal following which 
the progriimmc was revised. A recently developed Focused Programme Rcvicw 
(FPR) methodology was field tested in Bangladesh in 1991 and in Sri Lanka in 1992. 

Management of diarrhoea cases by mothers a t  home was evaluated through 
household case management surveys in 1992 in Mongolia (I), Bhutan (1) and lndia (2). 
In 1992, a combined CDDiARI household case management and breast-feeding survey 
was field testcd in Sri Lanka when, in addition to national consultants, six international 
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consultants were trained in this new survey methodology. In addition to household 
surveys, two health facility surveys were carried out in India in 1992 to evaluate the 

i 
management of diarrhoea cases in government health facilities. Also, two mortality 
surveys were conducted in Indonesia and Bangladesh. 

ORS is now widely available in all countries of the Region. Technical know-how 
on the formulation, quality control, presentation, packet size and quality of packing 
material is freely shared with the local producers of ORS. Regular site visits are 
made by the WHOIUNICEF Industrial Engineer. High priority is now given to the 
promotion and use of fluids available in the home for the prevention of dehydration. 

Research in diarrhoeal diseases in the Region is primarily coordinated by the 
Global Programme of CDD, although the Regional Office coordinates these activities 
between the Member Countries and Headquarters. Research activities are mainly 
in the areas of case management, nutrition and vaccine evaluation for the effective 
management and control of diarrhoea1 diseases. *r 

13.7 Acute Respiratory Infections 

Acutc respiratory infections (*I) are the most common cause of death in young 
children. According to WHO estimates, Bangladesh, India, Indonesia and Nepal to- 
gcthcr account for about 40 per cent of the global mortality in young children caused 
by pneumonia. The infant mortality rates are above 4011000 live births in seven 
countries. The case-fatality rates due to pneumonia among hospitalized children are 
4.2-18.3 per cent. 

For these reasons, ten countries in the Region have already decided to undertake 
the control of ARI in children, the main objective of these control programmes being 
the reduction of mortality due to these infections. Among the different strategies, 
WHO recommends standard case management of ARI in the control of mortality F 
due to these infections. In the prevention of ARI, immunization by vaccines included 
in the EPI programme is emphasized. Detailed plans of operation have been prepared 
for eight of these countries, and all the ten countries have drafted technical guidelines. 
Programme managers have been appointed for these ARI control programmes and 
they are assisted by full-time staff in five countries. In three countries, the programme 
managers are supported by national advisory committees. 

WHO, in collaboration with UNICEF, has actively been assisting the activities in 
the countries. UNICEF supported Thailand in its intensified programme, and the 
World Bank is assisting the programme in Bangladesh. Both the World Bank and 
UNICEF are cooperating with India in its child survival and safe motherhood 
programme, of which ARI control is an integral part. WHO provides technical support 
for these efforts. Many NGOs such as CARE, PATH, USAID, JOHN SNOW and the o 



Survival for Women and Children (SWACH) Foundation have been actively involved 
with the programmes in the different countries. 

An interregional course on out-patient management of young children with M I  
was organized in Bangkok in June 1992 in order to introduce the new training 
material produced by WIiO. This was followed by a similar intercountry course in 
Bangladesh in April 1993 and training-of-trainers courses in Nepal and Indonesia 
in June 19513. A programme managers review meeting was held in New Delhi in 
October 1992 to assess the progress of ARI control programmes, identify obstacles 
and discuss solutions. The participants were also provided with an update on WHO 
training and technical materials, evaluation protocols and appropriate technology. 
Training materials produced by WHO have been adapted on the basis of technical 
guidelines and policy in the Member Countries. Subsequently, translation and printing 
ol  the materials havc bccn completed in Bangladesh, India, Indonesia, Mongoli;r, 
Myanmar, Ncpal and Thailand. In India, the material has been translated into ten 
languages. Training has been completed for 454 programme managers, 1050 
hospital-based doctors, 6 838 doctors working in health centres, 17 986 health workers 
andXl000 healthvolunteers. The quality of trainingwas monitored by the Government 
of lndia in collaboration with the SWACH Foundation, and a total of 48 out of 291 
training courses was monitored. In selected districts in Indonesia and Ncpal, training 
of a~mmunity health workers includes the use of antibioticsat homcin cdrsesoipncumonia. 

Involvcment of paediatricians in the control of ARI has been ensured right from the 
inception of the programme, for which national seminars were organized in India, 
Indonesia, Maldives, Mongolia, Myanmar, Nepal, Sri Lanka and Thailand with support 
from WHO. Fellowships were awarded to candidates from Mongolia, Myanmar and Ncpal. 

Cotrimoxazolc has beensclccted as the lirst-lineantimicrobialdrug inthe treatment 
of pneumonia in young children, and is being included in the rational use of drugs 
within the essential drugs programme. The monitoring of the programme in lndia 
showed that cotrimoxazole was made available to 92.8 per cent of the districts 
implementing the programme while second-line antibiotics were provided t o  78.5 
per cent. Maldives and Mongolia have procured oxygen concentrators. 

Evaluation instruments such as focused ethnographic studies, combined household 
survcys of AI<I, CIID and breastfceding, health facility surveys and mortality surveys 
havc bccn dcveloped hy WIfO. Focused ethnographic surveys were carried out in 
India, Indonesia and Thailand so  as lo help in preparing specific health education 
messages lor mothers and caretakers. A health facility survey was carried out in 
India, a combined household survey in Sri Lanka and mortality surveys in Bangladesh 
and Indonesia. Several intervention studies were completed in Bangladesh, India, 
Indonesia and Nepal. The findings of these studies are to be utilized in the promotion 
of standard case management. Meta-analysis is being undertaken to further establish 
the validity of the studies. 
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13.8 Tuberculosis - 
Tuberculosis continues to be a serious public health problem in the countries of the 
South-East Asia Region. More than 2.1 million cases were reported in 1991, 
representing about half of the total cases reported worldwide (Table 10). Nearly 
one million people in the Region die of tuberculosis annually. The majority of these 
cases were reported from India (72 per cent) followed by Indonesia (21.6 per cent). 
Notification rates per 100 000 population (all forms) were highest in India, Indonesia, 
Bhutan and Maldives. The notification rate of smear-positive cases was above 50 
per 100 000 in Thailand, Maldives and Bhutan. It was extremely low in Mongolia 
(5 per 100 000) and low in Bangladesh, Sri Lanka, Myanmar and Nepal (17, 19,28 
and 22 per 100 000 respectively). 

Table 10. Tuberculosis notification and notification rate (per 100 000 population) .c 
in countries of the South-East Asia Region, 1991 

I Country 

Bangladesh 
Bhutan 
DPR Korea 
India 
Indonesia 
Maldives 
Mongolia 
Myanmar 
Nepal 
Sri Lanka 
Thailand 

. = Data not available. 

I All forms 

Number 

169.6 

Smear-poalve 
(of total reported) 

Per cent 

40.6 
39.6 

31 53.4 

Total notifications have increased steadily in the Region since 1980, but this trend 
mainly represents increased notification of smear-negative cases from India, where 
the programme has expanded steadily in the past decade and the use of X-rays for 
diagnosis has increased. Notification rates have remained fairly stable in most other 
countries of the Region. The risk of infection continues to be one to two per cent 
per year and no significant decrease has been observed. Prevalence of tuberculosis 
is low in the age group of 0-14 years in most of the countries, and there is a 
preponderance of males as compared to females. The low prevalence in the younger 
age groups could be due to good coverage with BCG. Most of the countries have 
had tuberculosis control programmes for a long time, but the impact of these 
programmes is not perceptible. Integration of tuberculosis programmes with the i, 



Expanded Programme on 
Immunization 
Substantial progress has been made in EPI in the Region, 
with a majority of countries having achievedacoverage of 
over80 percent. In some countries, an impact on diseases 
such as poliomyelitis, diphtheria and pertussis can be 
seen. The main focus now 1s on how to sustain the 
achievements. 

Tuberculosis 
control 
Tuberculosis is a major 
public health problem in 
the Region. Early detec- 
tion and treatment 
facilities are being 
promoted to control the 
disease. The spread of 
HlVinfection has added a 
new dimension to the 
problem. 



AlDS 
Considering the serious health, social and economic implications of the AlDS pandemic, all countries in 
the Region have Initiated broad rnultisectoral programmes to tackle the situation effectively. These 
programmes includecreation of public awareness to reduce high-riskbehaviour, sfrengtheninglaborafory 
facil~ties for screening blood etc. 
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general health services has often not succeeded in producing the desired results. In 
many countries, national tuberculosis control programmes have been evaluated but 
few of the recommendations have been implemented. Case-finding has been the 
mainstay of the programme in most of the countries but evaluation of cure rates 
continues to be poor. Diagnostic services are still weak in some areas, and in many 
areas the X-ray is still the sole diagnostic tool. The use of the X-ray can result in 
false positive diagnosis and thus leads to initiation of drug administration in persons 
who are false positive. Resistance to the standard regimen of either a single drug 
or more than one drug has been demonstrated in many countries. Short-course 
chemotherapy has been initiated either in full or in part in almost all countries of 
the Region. 

Therc is renewed interest in the control of tuberculosis with the emergence o l  
this disease along with tIlV and A1l)S. It is estimated that in 1992 about 1.5 milliulr 
people wcre infected with HIV in South-East Asian countries. If some of thesc 
people develop tuberculosis, then this will aggravate with the existing tuberculosis 
problem. The political will for undertaking effective tuberculosis control measures 
is now evolving in many countries of the Region. Most of the countries have accepted 
the targets recommended by World Health Assemhly resolution WHA44.8, which 
arc to achieve a cure rate of 85 per cent of smear-positive cascs and to detect 75 
per cent or such cases by the year 2000. The World Bank and many dcvclopmental 
agcncies have shown interest in the control of tuberculosis in countries of thc Region. 
The NGOs which had earlier been active in tuberculosis control bul later showed 
diminished interest, have again renewed their interest in the control of tuberculosis. 
Pilot projects are being envisaged or initiated in order to demonstrate the feasibility 
of short-term chemotherapy within the context of primary health care. The main 
thrust of WIIO activities is in assisting the countries to achieve the target set by the 
World Health Assembly resolution. Technical support is being provided for 
reorganizing the existing tubcrculosis control programmes through evaluation, 
implementation and better management, particularly at the district level. 

Intercountry and national workshops are being organized on various aspect of 
tubcrculosis control. WffO continues to support Member Countries by providing 
fellowships, limited quantities of drugs, logistics support, training and other technical 
assistance as and when required. It coordinates the activities of tuberculosis control 
programmes supported by bilateral agencies and the World Bank. 

13.9 Leprosy 
All the nine leprosy-endemic countries in the Region have initiated action to intensify 
leprosy control activities further in response to World Health Assembly resolution 
WHA44.9 calling for the elimination of the disease by the year 2000. 
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With the introduction and increased application of MDT (multi-drug therapy) in 
the countries, there has been a dramatic decline from 3.75 million cases in 1990 to 
2.9 million cases in 1992, accounting for 71 per cent of all registered cases in the 
world. More than 2.6 million patients have been released from treatment after 
completion of MDT. The total number of cases which have completed MDT since 
the inception of the MDT programme is 3 500 000. In 1991t1992, registered cases 
totalled 1 459 338, of which 517 000 were newly detected cases. 

Field trials of several vaccines for leprosy, including the WIIO vaccine, are being 
undertaken by the Indian Council of Medical Research with WHO collaboration. 
The Organization is also providing support to the Ofloxacin Multicentre Field Trials 
on Paucibacillary Leprosy in three leprosy institutions in India. The SIDA project 
executed by WHO provided support to the MDT programme in India. This project 
will end in March 1994, and a similar project funded by the World Bank and executed 
by WHO is in the final stages of negotiation. This project is expected to cover 143 
endemic districts in India with the MDT programme. 

The leprosy control programme in Indonesia has been integrated with the general 
health services since 1969. By the end of September 1992, all the 27 provinces had 
implemented MDT, and there was a total of 74 683 registered cases with a prevalence 
ratc of 3.9 per 10 000 population. The health centre (1-1C) MDT coverage was 69.4 
per ccnt and patient MDT coverage was 58.99 per cent. By the end of Scptembcr 
1592, more than 100 000 cases had undergone MDT, and a cumulative total of 74 113 
cases had been released after treatment. WHO provided technical support and 
awarded eight fellowships in leprosy control during the period under review. 

In Maldives, out of 202 inhabited islands, 120 islands were reported as having 
active lcprosy cases in 1987. By the end of 1990, only 79 islands were reporting 
leprosy cases. A unique programme of zero transmission/chemoprophylaxis for 
leprosy was launched in Maldives in March 1991 with assistance from ClHA Geigy 
and technical support from WHO. a 

In Myanmar, the leprosy control programme has been integrated into the basic 
health services (BHS) since 1978. BIIS staff are responsible for routine leprosy control 
activities, while the leprosy programme staff are responsible for technical and logistics 
support and other specialized activities. MDT was introduced in 1988 in six 
hyperendemic divisions of the country, using leprosy control staff. The MI)T 
programme was integrated into the activities of the BHS in the latcr part of 1991. 
The six MDT divisions out of the 14 Statestdivisions of the country constitute 70 per 
cent of the total population. Altogether, 163 townships were covered by MDT and 
the coverage of each individual township was 100 per cent at the end of October 
1992. The number of cases on MDT was 32 331 out of 57 087 registered cases, giving 
a coverage of 56.6 per cent. The cumulative completed MDT cases numbered 93 368, 
giving a cumulative coverage of 83.5 per cent. Myanmar conducted an independent 



DIaaaae Prevention and Control 

evaluation of the leprosy programme in March 1993 with the technical support of 
WHO. Under WHO fellowships of three months each, six senior medical officers 
completed their study tour of Indonesia, Sri Lanka and Thailand to observe MDT 
activities. 

In Nepal, where the leprosy control programme was integrated into the general 
hcalth scrvices in 1987, there was a total of 22 812 registered cases by the end of 
July 1'992, including 5953 new cases detected during the years 199111992. 
Implementation of MDT was started in 1982. So far, 22 735 patients have been 
released from treatment after MDT, and 15 318 patients were on MDT treatment in 
1992. The MDT coverage is 67 per cent. 

Sri Lanka continued the social marketing programme in leprosy, begun in 1990. 
to detect hidden cases and early cases of leprosy. In 1992, self-reporting was 46 per 
ccnt. Active case-finding by way of school surveys and contact examinations continued, 
yielding 16.5 per cent of the total case load. In 1992, there were 21U) patients on 
treatment (841 multibacillaryll289 paucibacillary) and 4795 on surveillance. This 
corresponds to an active case prevalence rate of 0.12 per 1000 and an incidence 
rate of 0.14 per 1000. 

In Thailand, the leprosy control programme was integrated with the general 
health scrvices in 1972, and the MDT programme has been implemcnted since 1984. 
As of 1'492, the cumulative number of leprosy patients treated by MDT was 36 054. 
Case coveragc of MUT was 98 per ccnt in 1992. The prevalence rate in the same 
year stood at 1.2 per 10 000 while the annual detection rate was 2.5 per 100 000 
population. The number of registered cases was 6 819 in 1992. Currently, the leprosy 
climination programme (so called "leprosy-free province") is being implemented 
and included in the Seventh Health Development Plan (1992-1996). The national 
criteria for declaration of an area (leprosy-free province) as free from leprosy call 
for a prcvalencc ralc of undcr one per 10 000 and an annual dclection rate of under 
one per 100 000 together with a confirmed and acceptable performance target of 
leprosy control activities for at least three consecutive years. 

Leprosy control activities were intensified in the endemic countries of the Region 
while MDI' helped to reduce leprosy as a whole. WHO collaborated in reviewing 
and modifying national plans of action for leprosy control, including rcsourcc 
mobilization and coordination. The Regional Consultative Meeting on Formulation 
of Strategies for Leprosy Elimination was held in the Regional Office in August 
1992 and a WllO Regional Strategy for the elimination of leprosy was formulated 
so as to provide a technical basis for the development of leprosy control programmes. 

The Regional Committee adopted the Regional Strategy for Leprosy Elimination 
at its 45th session in 1992. An Intercountry Consultative Meeting of Leprosy 
Programme Managers was held in the Regional office from 8 to 12 February 1993. 
Based on thc regional strategy for the control of leprosy, the national programme 
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managers developed guidelines for updating national strategies and plans of action 
which would be utilized by the national programmes for preparing their updated 

.a 
plans of action. There is a clear need to update the figures for estimated prevalence 
annually in order to monitor the progress towards the goal of elimination and 
intermediate targets. Maldives forged ahead with its programme with a view to 
achieving elimination of leprosy in a span of three to four years. Similar programmes 
were prepared for initiation by Bhutan, Sri Lanka and Thailand, which will be 
gradually followed by the other countries in phases. 

13.10 Zoonoses 
Rabies continues to be a major public health problem in some countries of the 
South-East Asia Region. WHO support to control programmes continued during the 

D 
period under review, through the assignment of consultants, provision of supplies 
and equipment, training of health personnel and the organization of workshops on 
rabies control. 

A WIIO-supported national workshop on "Surveillance and Control of Rabies" 
was held at Bangalore (India) from 12 to 15 February 1992 which discussed in detail 
the concept, scope and machinery for the surveillance and control of rabies. The 
main focus was on ensuring accurate data collection and reporting, analysis of reports 
from field units by a surveillance cell and dissemination of the data to the participating 
units, health education and community participation, and streamlining vaccine 
production, procurement and distribution and other related issues so as to facilitate 
improvement of the strategy for rabies control. 

Wl10 collaborated with Indonesia in organizing a workshop on 'Strengthening 
of Rabies Control Programme' in July 1992. Upgrading courses on rabies control 
including Pasteur Treatment courses were conducted in Central Kalimantan in March 
1992 and West Sumatera in June 1992. Provincial intersectoral meetings and * 
discussions including the methodology of rabies control through intersectoral 
collaboration were conducted in Sumatera, Jambi and West Sumatra. In June 1992, 
field investigations of a rabies outbreak were carried out in two localities of South 
Kalimantan (Tablong and Tapin districts) and one of Central Java (Cilacap District). 
The ring vaccination system among the dog population and stricter rabies regulations 
were implemented in the provinces concerned. WHO supported the participation of 
the Chief of the Zoonoses Sub-directorate and the Chief of Administration, VRDC 
Directorate, in the International Epidemiology Association Meeting held in Bali in 
January 1992. 

According to the Division of Epidemiology in Nepal's Ministry of Health, there 
are about 120 000 stray dogs in the Kathmandu Valley alone - the main cause of 
the growing incidence of rabies-related deaths in cities and rural areas of Nepal. 
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The Government is taking intensified action for the control of rabies by way of better 
public awareness and the management and treatment of dog bites, including 
immunization, reduction of the dog population and the immunization of pet dogs. 

In Sri Lanka, the special project supported by WHO and AGFIJND contributed 
to evolving efficient strategies to reduce the number of human deaths. WIiO supported 
two training programmes for rabies control at Pradeshiya Saba level - one at Galle 
(on 30 April 1992) and the other at Kandy (on 20 August 1992). A four-week 
fellowship was awarded for training in Thailand in data collection/documentation 
on rabies control. Support was provided for four quarterly performance review 
meetings held by the project to review the performance of provincial VPH units, 
assess the rabies situation in the provinces, collect statistics, evaluate the control 
activities and develop plans of action. 

In Mongolia, thc main emphasis is on eradication of plague and effective control 
of brucellosis. In 1992, there were 12 cases of plague and four deaths. A WHO 
consultant visited Mongolia in AugustISeptember 1991 to assist in mapping the 
natural foci of infection and the trend and prevalence of plague. WHO provided 
supplies and equipment for plague control activities and two fellows were trained 
in plague epidemiology and vector biology. 

Thc main activities of the plague control programme in Indonesia consisted of 
Vaking regular samples from both the human and rat populations in Pasuruan District 
of East Java, of which 320 specimens were examined in Surabaya laboratory but 
none was found positive. Provincial meetings and discussions were held in Semarang, 
Central Java, in April 1992 following an increase in positive serological tests against 
plague antibody from human and rodent serum specimens. In order to reduce the 
rat flea index, dusting in Selo and Cepogo sub-districts of Boyolali district was 
carricd out with Fcnitrothion 2.0 per cent in kaolin during May 1992. 

Also in Indoncsia, routine surveillance of human anthrax was conductcd in Ccntral 
Java and West Nusa Tenggara in December 1992 and also in West Nusa Tenggara. 
In October 1992, there was an outbreak of leptospirosis in North Sumatra with 49 
cases and four deaths (case-fatality rate 8.3 per cent). Of the 34 sera specimens 
tested, four were positive. The four serotypes detected are: Leprospirosis 
rcterhnmtorrhn~ine, jflvnnicn, celledoni and mhmnri. 

13.11 Sexually Transmitted Diseases 

Although no comprehensive data exist on the prevalence and incidence of sexually 
transmitted diseases (STD) in many countries of the Region, the available information 
indicates that ST1, represent a serious health problem. Studies show that prevalence 
is as high in rural areas as in urban areas. In India, a baseline survey in Madras and 
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a rural area in Tamil Nadu showed an STD prevalence of 10 per cent in antenatal 
clinic attenders. ST0 rates are shown to be high also in Myanmar, Nepal, Sri Lanka * 
and Indonesia. In this era of HIV pandemic, the behavioural risk factors for sexual 
transmission of HIV are the same as those of other STDs. Furthermore, the existence 
of STDs, particularly genital ulcer disease, potentiates transmission of HIV. Since 
most of the STDs which cause genital ulcers, particularly syphilis and chancroid, are 
curable, early diagnosis and treatment of S m s  are now being given high priority. 

In the South-East Asia Region, strengthening of SID services is, therefore, of 
paramount importance. STD control programmes in most countries are fairly weak 
and mostly based on the special clinic approach. Lack of regular drug supplies is a 
major constraint. Moreover, there is a tremendous need for the training of primary 
health care workers at the peripheral level in STD management. In a number of 
countrics, AIDS and SIT1 control activities have now been integrated as one 
programme. 

C 

Besides health education for behavioural change, STD services are now promoting 
the use of condoms. During 1991-1992, a number of projects in the Region 
demonstrated the efficacy of condom use in reducing the incidence of STDs. One 
of thc projccts implemented in Thailand showed that, with increase in condom use 
by clicnts of female sex workers, the incidence of STD declined dramatically among 
both sex workers as well as their clients. By the beginning of 1993, such a programme 
had bcen eaended to all provinces in Thailand. Similar intervention projects are 
also presently being carried out in India, lndonesia and Myanmar with WHO support. 

Overall, WHO collaboration with the countries during 1991-1993 has included 
the provision of technical support in the formulation of STD services as a part of 
the plan for the prevention and control of AIDS; the provision of financial and 
technical support in the conduct of STD baseline surveys; and technical assistance 
in the planning and implcmen~ation of targeted interventions, in the development 
of guidelines and in reviews of STD services. As a part of AIDS prevention efforts, 
major emphasis is now being laid on the strengthening and expansion of SID services 
in each country. 

13.12 Research and Development in the Field of Vaccines 
Tbc Children's Vaccine Initiative (CVI) was launched in 1991 under the aegis of 
WHO, UNICEF, UNDP, the World Bank and the Rockefeller Foundation. CVI is 
dedicated to the generation of a global commitment to produce and deliver a new 
generation of "ideal children's vaccines" that could provide protection against a wide 
range of diseases at affordable cost and which would be simple to administer. 
Advances in science are to be applied in the development, manufacture and efticient 
delivery of new and better vaccines for the world's children. CVI is expected to have 
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a salubrious impact on the EPI programmes as well as on vaccine research, production, 
supply and delivery in the Member Countries. 

WHO has been promoting among Member Countries the development of new 
vaccines and facilitating the transfer of technology for the production of vaccines 
and sera. The production of plasma-derived hepatitis B vaccine in Mongolia and 
Myanmar is in its final stages. After the completion of the pilot-scale production at 
the Departmcnl of Medical Research, Yangon, possibilities are being cxplored for 
mass production of the vaccine for the Universal Child Immunization Programme. 
Dengue and Japanese encephalitis vaccines in Thailand and the Russell's Viper 
Venomtoxoid in Myanmar were tested clinically. 

In Bangladesh, re-establishment of tetanus vaccine ('IT) production at the Institute 
of Public Health, Dhaka, was supported in February 1992. The quality of the finished 
product has bcen givcn special attention to ensure that it conforms to the international 
standard. Bangladesh also received technical support in. preparations for the 
production of snake venom anti-sera and their quality control in October 1992. 

Support was provided to India in respect of strengthening the quality control 
capabilities and quality assurance in the production of biologicals. 

Indonesia's programme on biopharmaceuticals has gained a new dimension with 
the production of measles and oral poliomyelitis vaccines on the basis of bilatcral 
coopcration with Japan. W110 has been instrumental in developing and strengthening 
the technical capability in the quality assurance of vaccines used in the EPI programme. 

In Thailand, support was provided for undertaking vaccine development and trial 
activities. Improvement of the efficacy of EPI vaccines and the production of other 
vaccines against dengue haemorrhagic fever, Japanese encephalitis and DPT werc 
promoted. Vaccine research and development were strengthened through direct 
financial cooperation in providing research grants, supplies and equipment. 

13.13 AIDS 

In the South-East Asia Region, lllV was first recognized in 1984 in Thailand. In 
most other countries IllV was not reported until 1986 or  later. Since then, however, 
thc infcction has spread extremely rapidly and WHO estimates that there are at 
present morc than 1.5 million IIIV-infected people in the Region (Table 11). 

As of 10 Junc 1993, a total of 2026 cases of AIDS had been reported in South-East 
Asia. Howcver, it is estimated that about 20 000 AIDS cases have occurred till now. 
Thailand and India have reported thc largest number of cases, 946 and 307 respectively, 
accounting for morc than 95 per cent of the cases reported from the Region to date. 
Two countries, namely, Bhutan and DPR Korea, are yet to report HIV infections. 
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Data based on seroprevalence surveys confirm the alarming increase in HIV 
infection rates in selected high-risk populations. In Thailand, ITIV rates of zero to 
less than one per cent among injecting drug-users (IDIJ) in Bangkok were found in 
various nd hoc surveys from 1985 to 1987. However, HIV rates had increased sharply 
to 40 per cent by September 1988 and have now stabilized almosl at that level. Rates 
similar to those in Bangkok were also seen in various other provinces around the 
country. This wave of IIIV epidemic in IDU was followed by that among female 
prostitutes. Male clients of female prostitutes then pass the infection to their wives 
and other sex partners. The prevalence rates in June 1992 were 38.2 per cent for 
IDU, 22.9 per cent in low-charge prostitutes, 5.7 per cent in male SrD patients and 
one per cent among pregnant women. Based on the data currently available, it is 
estimated that there are at present about 450 000 HIV-infected persons in Thailand. 
The "Thai working group" on AIDS predicts that there will be 2-4 million cumulative C 

HIV infections by the year WOO. Sequential infection noted in Thailand, starting with 
IDUs, then female sex workers, STD patients and finally the community, has also 
been observed in Myanmar. 

Table 11. AIDS and HIV ~nfections ~n SEAR countries 
(as Or 30 June 7993)  

In Myanmar, explosive increases in HIV seropositivity were reported among 1I)Us 
from 17 per cent in 1989 to 59 per cent and 71 per cent in 1990 and 1991 respectively. 
In addition, the rates among STD patients increased from 1.9 per cent in 1990 to 
15.9 per cent in 1991 and increased from 8 per cent to 15.9 per cent among female 
prostitutes during the corresponding period. About 150 000 persons are currently 
suspected to have been infected with HIV in Myanmar. 

In a study in the north-east Indian State of Manipur, none of the 2322 IDUs seen 
from 19%-1989 were seropositive for HIV. However, the rate increased to 54 per 

Country 
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cent during the period October 1989 to June 1990 and at present it is almost at the 
same level. Sequential infection as observed in Thailand and Myanmar is understood 
to have occurred in Manipur. In Bombay, HIV seropositivity rates among prostitutes 
increased from two per cent in 198&1989 to nearly 40 per cent in 1991. Although 
there is cvidence of increase in HIV prevalence among blood donors and women 
attending ante-natal clinics, the rates are still less than 0.5 per cent. It is estimated 
that there are now about one million people infected with HIV in India. 

Given the prevailing sexual behaviour and experiences in the three countries 
described above, there is a possibility of similar scenarios being repeated in other 
countries of the Region. The risk behaviours which promote spread of HIV are 
present in all countries, including injection of drugs, male patronage of prostitutes, 
high rates of S K I >  and low condom usage. 

In response to the growing pandemic in South-East Asia, the governments in the 
Region have accorded AIDS prevention high priority. National AIDS committees 
have been established, education of health care workers and the general population 
has started, and laboratory facilities have been strengthened for screening donated 
blood for HIV and for diagnosis of HIV. Universal precautions against transmission 
through contaminated injecting equipment are being promoted. All countries are 
currently implementing mcdium-term AIIIS plans (MTP) which were developed in 
collaboration with the WHO Global Programme on AIDS (GPA). These plans have 
established the aims, targets, strategies and activities directed at N D S  prevention 
best suited to each country situation. The plans were earlier funded by WHO GPA 
and the donor agencies. However, given the global economic situation and resource 
constraints, the governments are now increasingly shouldering themselves the burden 
of AIDS prevention and care in their respective countries. This can be exemplified 
by Thailand's plan to spend about llS$45 million in 1993 from government sources, 
India having obtained a loan of US$85 million from the World Bank for AIDS 
prevention and Myanmar having established a National AIDS Committee at the 
centre with N D S  committees at township levels. NGOs and the private sector arc 
actively participating in AIDS prevention activities in all countries. 

Besides assisting countries in the formulation of national control programmes, 
WHO, through the intercountry programme, has been providing support in thc 
implementation and review of these programmes. This support includes training to 
improve AIIX diagnosis and reporting and the institution of sentinel surveillance of 
r4Iv infection; strengthening laboratory diagnosticcapacities through technical advice 
and on-the-job training; providing health education materials and promoting 
dissemination of information; strengthening all aspects of blood transfusion services; 
and, finally, developingladopting various guidelines including those for counselling 
and clinical management. WHO is also promoting advocacy against discrimination 
towards persons with IIIVIAIDS. 
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So far as country responses and activities are concerned, much has been achieved 
in terms of increasing knowledge about epidemics and strengtheningsupport capacities 
through laboratory health education and establishment of management structures. 
In many countries, all donated blood is now being screened prior to transfusion. S; 

There is evidence now as to which approachestinterventions work and can result in 
behavioural change. For example, innovative strategies such as establishment of "1M) 
per cent condom-use only brothels" and other interventions in Thailand have resulted 
in an increase in condom usage rates, to 90 per cent from 40 per cent prior to 
intervention, and in the dramatic decline in STD rates among female prostitutes as 
well as in the number of male gonococcal urethritis cases at STD clinics (Figure 9). 
In Indonesia, too, intervention projects in Bali and Surabaya demonstrate an increase 
in condom usage among prostitutes and transvestites, from less than 5 per cent to 
35 per cent within 6-9 months of study. In 1991-92, a massive AIDS awareness 
campaign called "Universities talk AIDS" was launched in India in which more than 
60 universities participated. This was a collaborative effort between the Ministry of 
Human Resources Development, the Ministry of Health and WHO. In Nepal, training 
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of health care workers has resulted in an appreciable decline in the number of blood 
transfusions during 1992 compared to the previous year. Early diagnosis and treatment 
of STDs are being given high priority as primary prevention measures against HIV 
infection. S1'U senices are being strengthened as, in most countries, the STD 
programmes are fairly weak, based primarily on the special clinic approach. The 
drug supply is also inadequate in most countries. 

Country-level activities are monitored on a regular basis supported by WHO 
through country visits and analysis of quarterly and annual programme reports. 
Moreover, during 1991-1993, WHO participated in the review of national AIDS control 
programmes in Thailand, Sri Lanka, Myanmar, Nepal and Bangladesh. These reviews 
resulted in specific recommendations for further strengthening of the programmes. 
Support was also provided to a number of countries (Thailand, Maldives, Nepal, 
India) for thc development of their strategic plans or the second generation of 
medium-term plans for the prevention and control of AIDS. Similar reviews and 
programme formulation are planned in four other countries during 1993. 

13.14 Other Communicable Disease Prevention 
and Control Activities 
The main objective of this programme is to improve capabilities in the surveillance, 
prevention and control of emerging or existing communicable diseases in the countries 
of South-East Asia. The most important diseases covered under this programme 
include dengue haemorrhagic fever, viral hepatitis, Japanese encephalitis and 
meningococcal meningitis. 

Dengue Haemorrhagic Fever (DHF) 

Three countries in the Region - Indonesia, Myanmar and Thailand - continued to 
bc highly endemic for DIIF. The numbers of DlfFcases and deaths and the case-fatality 
rates (CFR) from these countries during 1986-1992 are given in Table 12. 

Sporadic cascs and some outbreaks of dengue fever with haemorrhagic 
manifestation have also heen reported from India, Maldives and Sri Lanka. 

During the last lour-five ycars, all the four dengue vaccines, monovalent, bivalent, 
trivalent and terravalcnt live attenuated, have been developed by the Centre for 
Vaccine Development of Mahidol University, Thailand, with support from WHO. 
The results of the clinical trial of these vaccines on adult volunteers have shown that 
they are safc and that the immunological response is encouraging. The vaccines have 
not shown any disabling or untoward effects on the volunteers who were vaccinated. 
The Tenth Peer Review Meeting on DllF Vaccine Development was held in Bangkok 
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from 24 to 26 August 1992. The Peer Group reviewed in detail the results of clinical 
trials of the tetravalent dengue vaccine in adult volunteers and recommended that 
the proposed Phase I and Phase I1 trials of the vaccine in school children should 
proceed. The dose for all serotypes should be the same as that used in adults. Other 
activities in the period under review include WHO support for Sri Lanka in 
strengthening technical capabilities for the virological diagnosis of dengue and DHF 
cases. WHO fellowships were awarded to four biologists from Indonesia for a 
two-week study tour on "Environmental Management of Malaria and DHF Vector 
Control" in Thailand and Malaysia. A WHO-supported seminarlworkshop on 
vector-borne disease control, including DHF, was held at Kalasan, Yogyakarta, in 
October 1992, and was attended by 20 provincial entomologists, WHO also continued 
its collaboration with India, Indonesia, Myanmar, Sri Lanka and Thailand in 
operational research, technology development and its application, and training and 
public health education in the light of new strategies for the prevention and control 
of vector-borne diseases, particularly DHF. J 

Table 12 DHF oases, daaths and case-fatality rates in Indonesia. h4yanmar 
and Thailand, 1W1992  
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Viral Hepatitis 

r 

1986 
1987 
1- 
1989 
1993 
1991 
1992. 

Hepatitis A virus (HAV) infection is common in Bangladesh, India, Mongolia and 
Nepal, and 85-95 per cent of children in the age group of six-ten years are immune 
to HAV. In these countries, HAV cases in adults are very few. In the last four-five 
years, it has been observed that the morbidity of FiAV infection in adults has increased 
in Indonesia and Thailand. During May 1992, in the Seeno Hithadhoo island of 
Maldives, an outbreak of HAV infection occurred in children and adults. Some 
outbreaks of HAV infection in children have been reported from India, Indonesia 
and Thailand, and WHO supplied diagnostic reagents to these countries. 

.Data available up to Nwsrnbsr 1982. 
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The prevalence of hepatitis B virus (HBV) infection and related diseases, such 
as chronic hepatitis, cirrhosis and hepatocellular carcinoma, differs widely and these 
continue to be major public health problems in the Region. It is estimated that about 
78 million HBV carriers are living in countries of the South-East Asia Region. During 
1991-1992, WHO continued its support to laboratory research for the production of 
Hepatitis B plasma-derived vaccine in DPR Korea, Mongolia and Myanmar. Through 
WHO fellowships, personnel from DPR Korea, Indonesia, Mongolia and Myanmar 
were traincd in the production of hepatitis B plasma-derived vaccine. 

Model immunization programmes of HBV vaccine integration into EPI were 
conducted in Indonesia, Mongolia, Myanmar and Thailand. WHO prepared protocols 
to study the prevalence of hepatitis B virus in Bangladesh, Bhutan, Maldives and 
Sri Lanka, where the epidemiological situation was not known. Three studies were 
carried out in 1992, and the results of these studies will be used for the planning 
and implementation of preventive and control measures for HBV infection. 

The prevalence of hepatitis C virus (HCV) infection in the Region is still not 
known. A WHO multicentric collaborative epidemiological study of HCV infection 
was started in Indonesia, Myanmar, Mongolia andThailand. WHO supported training 
in HCV diagnosis by serological methods for an Indian scientist in Switzerland. 

Delta virus (DV) is common only in Mongolia, where a high prevalence of DV 
infection markers in healthy populations, as in HBV cases, has been reported. India, 
Myanmar and Thailand reported only a few cases of mixed HBV and DV infections. 

Hepatitis E virus (HEV) infection continues to be an emerging problem in the 
Region. In the last three years, several outbreaks due to HEV infection have been 
reported from Bangladesh, India, Indonesia, Myanmar and Nepal. In epidemics, the 
clinical attack rate is highest in young adults and lower in the very young (one-four 
years) and very old. In India, the study on i1EV Pathogenesis in Non-human Primates 
continucd. WIIO supported clinico-epidemiological research in Nepal and Myanmar, 
particularly the study of subclinical forms of HEV infections in children and adults. 

A seminar on specific serological tests for the detection of IgM antibodies to 
HEV, supported by WHO, was held in New Delhi from 3 to 5 February 1992, as 
was a conference on gastroenterology and hepatology, which also took place in New 
Dclhi from 18 to 21 February 1993. Support was also provided for the conduct of 
an Expert Group Meeting on Viral Hepatitis. 

Japanese Encephalitis 
Japanese encephalitis (JE) has been a major public health problem in some areas 
of the South-East Asia Region, especially in Northern Thailand, the Indian States 
of Bihar, Uttar Pradesh and West Bengal, the terai areas of Nepal, and in Sri Lanka. 



Cases have also been reported in Bangladesh and Myanmar. Recent outbreaks in 
India, Nepal and Sri Lanka have prompted keener interest in control measures. - - 

National staff were trained in JE control in Japan, the Republic of Korea and 
Thailand through WHO fellowships. A fellowship was also awarded to a Nepalese 
worker for training in the USA in laboratory diagnosis and entomology. 

Meningococcal Meningitis 
Cases of meningococcal meningitis have occurred in many countries, but at present 
India, Nepal, Mongolia, Myanmar and Sri Lanka are the countries where outbreaks 
of this disease continue. 

During 1991-1992, India reported 20 107 meningococcal meningitis cases with 
3835 deaths; occasional epidemics have occurred at varying intervals in different 
parts of the country. Mongolia reported 1161 meningococcal meningitis cases and * 
the infection occurred mostly in children under five years during winter. Laboratory 
investigation has shown that Neirseria meningiridis type B was isolated from more 
than 80 per cent patients while type C was isolated from only 2 per cent. Types A 
and D have not been isolated. In Sri Lanka, 2568 cases with 392 deaths were reported 
during 1991. In Nepal, since the epidemic of 1983-84 in the Kathmandu Valley, 
meningococcal meningitis has emerged as a disease of public health importance. It 
also occurs almost every year on a small scale in Indonesia, Maldives and Thailand. 

WHO assistance is mainly through technical cooperation to help organiz 
surveillance and control measures and through the supply of vaccines to some 
countries. 

13.15 Blindness and Deafness 
Concerted efforts are being made in the countries to extend the screening programme * 
for the identification of blindness particularly to the unreached and underserved 
populations, and to improve the quality of eye care and strengthen training and 
educational activities. In India, support was provided for preparing guidelines and 
syllabi for a health-related vocational course in ophthalmology and for a pre-project 
assessment of the World Bank Mission on the prevention of blindness programme. 
The Organization also supported the participation of five officials from Indonesia 
in the International Conference on Prevention of Blindness held in New Delhi and 
their in-country computer training. Myanmar received assistance in conducting an 
ocular morbidity survey, in cataract intervention and in case-finding and treatment 
of blinding malnutrition. The ophthalmological curricula for both under- and 
post-graduate training have been revised with the help of a consultant. In Nepal, 
particular emphasis was laid on clearing the backlog of curable blindness due to 
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cataract through mobile eye camps and on the organization of outreach eye care 
senices to the rural population. The national programme of prevention of blindness 
in Sri Lanka was reviewed by a consultant, and meetings and workshops on the 
prevention of blindness were conducted. In Bangladesh, support was provided for 
the training of medical doctors and nurses of thana health complexes in primary eye 
care. With WtlO's support, representatives from Bangladesh, India, Indonesia, 
Mongolia, Nepal, Sri Lanka and Thailand participated in the First Regional Assembly 
for South-East Asia of the International Agency for the Prevention of Blindness 
(IAPB), held in New Delhi in March 1992. This assembly made a number of 
recommendations on many important aspects of the prevention of blindness to be 
pursued at both regional and country levels in the short and long terms. 

A Regional Workshop on the Formulation of Guidelines for Management of 
Programmes for the Prevention of Deafness - the fust of its k i d  - held in the Regional 
Olfice in September 1991, developed a framework for national programme formulation 
for the prevention of deafness. Efforts were continued for promoting epidemiological 
assessment of the problemsof deafness and hearing impairment, improvingdatacollection 
anddiemination, and trainingnationalcadres. Increased technicalcoUaborationbetween 
the Regional Office and the International Federation of Otorhinolalyngological Societies 
(IPOS) resulted in a coordinated technical input to the Thud Asian-Pacific Congress 
on Deafness held in Pattaya (Thailand) in August 1W. The Regional Office supported 
and collaborated with WIlO Headquarters and IFOS in the field-testing of the standard 
ear examination form in Thailand and India, which can be seen as an important and 
new area for hturc collaboration in the early detection and prevention of hearing 
impairment and deafness. 

13.16 Cancer 

The health scwicc capabilitics for cancer control are still limited in the countries 
of the Region, due to undue emphasis on highly expensive and sophisticated equipment 
for treatment, with less attention to early case detection and prevention. WHO 
continued to promote the development and implementation of comprehensive national 
cancer control programmes with the focus on prevention, especially of cancers related 
to tobacco usc including cancers of the oral cavity and the respiratory system, early 
detection of treatable cancers, especially ol the oral cavity and the cervix uteri, and 
palliative care for incurable cancer. Early detection efforts are unfortunately often 
limited to costly 'camps' with little public health impact. Since in this region as many 
as 80 per cent of cancer patients are diagnosed when the disease has already reached 
an incurable stage, palliative care assumes particular importance. 

However, palliative care is hampered in several countries by the lack of drugs 
for effectivc pain control. WIIO has therefore promoted the availability of oral 



morphine which is now available, to a limited extent, in India. However, even in 
India its availability is often limited to in-patients only. i 

A campaign to 'look your friend in the mouth' has been initiated in Sri Lanka 
and in some parts of India for the diagnosis of oral cancer. The feasibility of this 
approach will, however, need to be evaluated. An alternative, viz., self-examination 
of the oral cavity using a mirror, has been tried in India with some success. With 
the completion of post-graduate trainiig in radiotherapy of a further group of 
physicians in Sri Lanka with WHO support, the cancer services in that country are 
now geared towards absorbing the additional load of oral cancer which may be 
forthcoming with an intensified early detection campaign. 

In Bangladesh, a substantial cancer control programme has been initiated as part 
of the World Bank's Fourth Population and Health Project. In its initial phase this 
will aim at the establishment of a cancer registry and preparations for prevention 
campaigns. In the following phases, components of a comprehensive cancer control 4t 

programme will be added. WHO has assisted the country in the procurement of 
cancer treatment equipment through bilateral funding. 

13.17 Cardiovascular Diseases 

Cardiovascular diseases usually become the leading cause of death, followed by 
cancer, as the average l i e  expectancy in a country approaches 65 years. In the 
South-East Asia Region, this is already the case in DPR Korea, Mongolia and 
Thailand. In order to establish further epidemiological details regarding the prevalence 
of cardiovascular diseases and the mortality related to them, and in order to obtain 
data on the distribution of risk factors for these diseases in different population 
groups, some countries or centres in the Region are participating in the 
WHO-coordinated global MONICA network, which aims at the collection of 
standardized data on cardiovascular risk factors and their relation to cardiovascular 
morbidity and mortality. 

The public health importance of cardiovascular diseases, and specifically the 
importance of their prevention, was underlined during activities to celebrate World 
Health Day 1992, which had the theme of "Heartbeat - The Rhythm of Health". 
This day was obseded in most countries of the Region in collaboration with 
cardiologists and the participation of the public as well as considerable media 
attention to the importance of regular physical exercises, a low-fat diet, and cessation 
of smoking. 

WHO continued to coordinate an AGFUND-supported multicentre project to 
develop feasible and sustainable models for the effective control of rheumatic .- 
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feverlrheumatic heart disease (KF/RHD) in India, Sri Lanka and Thailand. Funding 
for this project resumed in mid-1992 after some interruption following the gulf war. 

Recognizing the growing importance of cardiovascular diseases, the Regional 
Advisory Committee on Health Research (SENACFIR) discussed research needs in 
this area at its eighteenth session. The Committee recommended further 
epidemiological studies of cardiovascular diseases and their relation to risk factors 
in order to improve existing databases for preventive interventions. Further, more 
studies on secondary and, where possible, primary prevention of RF/KHD, 
hypertension, and ischaemic heart disease were recommended. 

WltO supported the participation of senior cardiologists from India and Myanmar 
in the International Conference on Preventive Cardiology in Oslo, Norway, in 
Junc-July 1993. Two fellowships for training in cardiology were awarded to candidates 
from Bangladesh and Myanmar, while three fellows from Nepal received training in 
coronary care and seven from DPR Korea received training in special techniques in 
cardiovascular surgery. 

13.18 Other Noncommunicable Diseases Prevention 
and Control Activities 
Although cancer and cardiovascular diseases are the main causes of mortality in 
some of the more developed countries in the Region, as they are in industrialized 
countries, other noncommunicable diseases also pose a heavy burden on the health 
services. For example, thalassaemia has a high prevalence in some pockets in India 
and Thailand, and in Maldives. In Maldives, a proposal for a programme for 
thalassaemia control has been developed by a consultant, and WllO has assisted in 
sccking bilateral funding and continued technical assistance in its implementation. 
I t  is obvious that a thalassaemia control programme with its substantial implications 
in terms of laboratory facilities, drugs and reagents, blood banking, training and 
staffing needs, will make great demands on technical and financial resources. Such 
programmes require special bilateral assistance, and WHO can play a crucial role 
in this regard. 

Diabctcs mellitus is another example of a disease of high public health relcvance, 
the control of which requires resources beyond the reach of public health services 
in many, if not most, developing countries. WHO continued to support the Bangladesh 
Institute of Research in Diabetes, Endocrine and Metabolic Disorders, Dhaka, in 
its efforts to develop a feasible and sustainable model of diabetes control in the 
context of a developing country. 

Many countries arc showing greater interest in allergy problems and genetic 
disorders, especially of infants. 


