
lmmunization During the 1993-1995 biennium, there has been a dramatic 
expansion of disease-reduction activities in the countries of the 
Region. Immunization coverage in the Region as a whole has been 
sustained at 80 per cent (Figures 3 and 4). However, concern has 
begun to be voiced regarding the maintenance of this percentage 
of coverage at country and sub-national levels, since, in some * 
countries, there has been a drop in coverage recently. WHO continued 
to give priority to increasing immunization coverage in all 
areasldistricts within the countries. 

I Figure 3. Immunization coverage in SEAR, 1988-1994 
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EPI target diseases oontinue to show a declining trend in 
incidence in the Regron (Figure 4). In regard to poliomyelitis, this 
trend can very largely be attributed to the results of the programme 
in India. An analysis of the trend of reported cases of poliomyelitis 
suggests that perhaps India has now reached a national level of 
control where the occurrence of paralytic poliomyelitis is 
predominantly endemic rather than epidemic (Figure 5). This finding 
strongly supports the Government's decision to conduct an All-India 
National Immunization Day for polio eradication in December 1995. 

While Thailand and Sri Lanka have been consistently monitoring 
and evaluating poliomyelitis surveillance indicators, the other 
countries are currently taking steps that will significantly enhance 
the sensitivity of acute flaccid paralysis (AFP) reporting. In 1993. 
the SEAR Poliomyelitis Laboratory Network, consisting of 11 
laboratories, processed approximately 2000 stool specimens. There 
is a critical need to expand and improve public health laboratory 
services for the eradication of poliomyelitis in the Region. 

It rs estimated that half a mill~on deaths from newborn tetanus 
are prevented annually in the Reg~on, through tetanus toxo~d 
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Figure 5 Reported cases of paralytic poliomyelitis, neonatal 
tetanus and measles, SEAR, 1987-1994 

Figure 6. Reported poliomyelitis cases by month, India, 
January 1992 -December 1994 
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immunization of pregnant women and women of childbearing age, 
as well as clean delivery practices. The reported and estimated : 
data suggest that Bhutan, Maldives, Mongolia, DPR Korea, Sri Lanka 2 
and Thailand may already have achieved the neonatal tetanus 
elimination goal of less than 1 case per 1000 live births in all , 

districts (Figure 7). Other countries, such as lndia, lndonesia, 
Bangladesh and Nepal, have accelerated their activities for neonatal 
tetanus elimination by the identification of high-risk areas, tetanus 
toxoid immunization of women of childbearing age and pregnant 
women in those areas, and the promotion of clean delivery practices. 
The high-risk area approach has been promoted in all the countries 
and is considered to be critical for the elimination of neonatal 
tetanus in the Reg~on 

Immunization with an overall coverage of about 80 per cent of 
infants has significantly contributed to the control of measles. There 
is a declining trend in the number of measles cases. It is estimated 
that 22 million cases of measles are prevented and 700 000 
measles-associated deaths are averted annually in the Region. The 
countries are controlling measles by increasing routine immunization 
coverage and by adopting the high-risk approach to identify and 
immunize children not previously reached (eg. large urban 
agglomerates with pockets containing unimmunized children). This 
approach has been implemented in lndia (such as in the State of 
Delhi). In order to reduce mortality, countries have implemented 
clinical case management of measles as a part of outbreak response. 

Hepatitis-B vaccination has been implemented in phases as 
part of the EPI services in Indonesia, Mongolia. Maldives and 
Thailand. In view of the relatively high cost of HE vaccine, other 
countries are not yet in a position to use the vaccine because of 
lack of financial sustainability in the long run. 

Given the progress made so far, efforts to eliminateleradicate 
neonatal tetanus and poliomyelitis and to bring about a significant 
reduction in measles, diphtheria, pertussis and child tuberculosis 
cases must continue. Routine immunization services must be 
improved and achievements sustained. Further resources will, of : 
course, be required and the international community must come 
forward to assist in the spirit of human solidarity. 
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Figure 7. Neonatal tetanus in SEAR, 1993 I < 
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During 1993-1995, the Regional Oftice organized a number of 
meetings and workshops and provided technical support to the 
countries. It also mobilized financial and moral support from the 

' international community at large and voluntary organizations in 
particular. Many of these organizations contributed generously to 
the eradication of poliomyelitis and other preventable diseases. 

With technical support from WHO, stratification of malarious areas 
has been carried out by all the malarious countries in the Region 
to facilitate cost-effective and selective vector control in highly 
endemic areas. Training of staff in the control of dengue and 
Japanese encephalitis and the integration of filariasis control 
programmes into other vector control activities, with community 
participation. also received support. Since 1993, integrated 
vector-borne disease control has been conducted in those areas 
of India. Bangladesh and Nepal where kala-azar continues to be 
a health problem. 

In 1993, there were about 3 million reported malaria cases in the 
Region. Overall, the malaria situation has remained somewhat static 
for the last ten years, with the reported case incidence ranging 
between 2.5 and 3.0 million cases. The proportion of 
Plasmod~um falciparum malaria went up to 41.4 per cent of total 
malaria cases in 1992 but came down to 39.7 per cent in 1993. 
During 1993, the slide positivity rates in the Region ranged behveen 
2 and 4 per cent except in Myanmar ( I 6  per cent). Sri Lanka (24.4 
per cent) and Bhutan (35.9 per cent). The proportion of Pfalciparum 
was highest in Myanmar (84.9 per cent) followed by Thailand (59.2 
per cent) and Sri Lanka (22.5 per cent). In the remaining countries 
(except Nepal), it varied from 13 to 15 per cent. The malaria profile 
in the countries of the Region is shown in Figure 6 and Table 7. 

The malaria s~tuation in forest and forest-fringe areas has 
remained serious owing to highly efficient vectors, multiple-vector 
transmission, prolonged transmission seasons and drug-resistant 
P.falciparum malaria combined with large-scale and uncontrolled 
population movements. P. falcfparum resistance to various 
antimalarials still constitutes one of the main technical problems in 
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Figure 8. Malaria profile of South-East Asia Region 
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Table 7. Malana pmhle of South-East Asia Region 
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malaria control in the countries of the Region. The foci of P.falciparum 
malaria resistant to various antimalarials have been gradually 
spreading in all the malarious countries and the degree of resistance 

i has been increasing from SlRl to RII and RIII. ++ 

There are some 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. 
However, only Anopheles culicifacies is resistant to DDT and 
malathion and Anaconitus is resistant to DOT. 

Other administrative and operational constraints to the control 
of malaria include inadequate national budgets, fluctuations in budget 
allocation, acute shortages of trained personnel, 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. 

Since the endorsement of the Global Malaria Control Strategy - 
(consisting of early diagnosis and prompt treatment, selective and 
sustainable preventive measures, prevention and control of 
epidemics and regular assessment of the programme management) 
by the Ministerial Conference on Malaria held in Amsterdam in 
November 1992, collaboration between the Regional Office and the 
eight Member Countries where malaria is a problem has been 
accelerated. Greater support and technical guidelines, i.e. training 
at regional level, country programme assessment and country 
working groups, have been provided for the implementation of the 
Revised Malaria Control Strategy. As recommended by the Regional 
Working Group Meeting on Malaria held in March 1993, WHO also 
extended technical support for carrying out critical reviews of the 

* 
malaria situation and malaria control activities in Bangladesh, 
Indonesia, Maldives, Myanmar and Nepal. It actively collaborated 
in country working group meetings to implement the Revised Strategy 
in Bangladesh, Bhutan, Indonesia, Maldives, Myanmar, Nepal, Sri 
Lanka and Thailand. With the active collaboration and support of 
the Regional Office, all the malarious countries have completed 
their country reviews of the malaria situation and have adopted the 
recommendations of the Country Working Group on Revised Malaria 
Control Strategy. Most of them have started implementing the 
revised strategy. 

-- .. - -- 
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An lntercountry Consultative Meeting to review the progress of 
implementation of the Revised Malaria Control Strategy was held 
in the Regional Office from 20 to 24 March 1995. The central theme 

'of the meeting was the operationalization of the recommendation 
of the Country Working Group on the control of multidrug-resistant 
malaria, through coordinated control programmes among the 
countries and with the support of the Regional Office. 

WHO continued to provide support to the nine malarious countries 
for: external assessments of their national malaria control 
programmes; organization of national workshopslseminars; planning, 
implementation and evaluation of control activities; and carrying out 
drug-sensitivity tests and other operational field studies. Increased 
emphasis is now being placed on the development of capabilities 
in applied research methodology with particular reference to 
stratification, epidemiology of severe and drug-resistant Pfalcipawm 
malaria and its control, clinical trials of new drugs, 
insecticide-impregnated bednets, evaluationloutput parameters and 
indicators for measuring the dynamics of the disease in the 
populations, and early warning systems for impending 
epidemicsloutbreaks. 

The Region has also initiated the revival of the Regional 
Collaborative Programmeon Drug-resistant P. falciparum. Situational 
analyses of the status of Pfalcparum drug resistance have been 
completed in all the malarious countries. Detailed plans have also 
been made for carrying out operational field research, as well as 
a programme management and reporting system for the prevention 
and control of drug-resistant malaria. Preparations have begun for 
launching a BI-regional Collaborative Programme on Drug-resistant 
Malaria jointly with the Western Pacific Region. 

Many international agencies continued to support the malaria 
control programmes in the Region. The World Bank has granted 
a credit of US$.6.4 million to Bangladesh for Integrated Control of 
Vector-Borne Diseases (ICOVED). The Bank is also providing US$100 
million for five years (1989190-1993194) for the improvement of the 
health infrastructure, including malaria control, in Kalimantan and 
Nusatenggara Barat (NTB) in Indonesia, while OECF Japan is 
providing a grant for malaria control. UNDP is providing Myanmar 
with US$ 1.6 million for reducing malaria morbidity and mortality 
through upgrading infrastructure and increased community 

- 
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participation. DANIDA and Japanese Debt Relief Fund supported 
: Nepal with US$0.8 million and US00.4 million, respectively, for 

malaria control activities. 
7 

Parasitic India, Nepal, Sri Lanka and Thailand have carried out programmes 
Diseases for the mass treatment of children in highly infected areas. Significant 

progress has been made in Indonesia, which has taken steps for 
the mass stool examination and treatment of school children for Intestinal 

Parasitic intestinal parasitic infections (IPI). 

Infections A WHOMlorld Bank pilot project for the control of intestinal 
parasitic infections has started in Bangladesh. Technical support 
has been provided for the training of project staff, development of 
methodology, and the monitoring and evaluation of activities. WHO 
supported national workshops, seminars and training courses on 
intestinal parasitic infections in various countries and provided 
necessary supplies and equipment. A project proposal for the control 
of IPI in Maldives has been prepared for donor support. * 

ViSceral Since 1987, kala-azar has been a major health problem in the rural 
Lei~hmaniasis areas of the States of Bihar and West Bengal in lndia as well as 

(Ka'a-Azar) in Bangladesh and Nepal. Approximately 75 million, 30 million and 
5.3 million people respectively live in kala-azar-affected areas in 
these countries. Table 8 shows the number of kala-azar cases and 
deaths in Bangladesh, lndia and Nepal during the period 1981-1994. 

WHO organized a consultative meeting on visceral leishmaniasis 
(vL) in July 1993 to formulate guidelines for the prevention and control 
of the disease. As a result of the implementation of the control strategy 
on VL in lndia in 1993, a decline in the incidence of VL cases and 
deaths was seen during 1993-1994. In Bangladesh and Nepal, some 
progress has been made in the control of VL through its integration 
with the vector-borne disease control programmes. 

WHO supported national training courses for medical officers 
on clinical and laboratory diagnosis, treatment and reporting of VL 
cases. Support was also provided for seminars on VL with specific 
reference to vector control. The Organization's assistance also 
included the procurement of drugs for treatment. 
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Lymphaticfilariasis persists as a public health problem in Bangladesh, Filoriaris 
India, Indonesia, Maldives, Myanmar, Nepal, Sri Lanka and Thailand. 
A recent assessment of available information shows that in lndia 
alone there are an estimated 36 million microfilaria carriers. 

Table 8. Visceral leishmaniasis in Bangladesh, lndia and Nepal, 
1981-1994 

WHO'S operational research projects in lndia, Indonesia and 
Thailand facilitated development of new control strategies for 
lymphatic filariasis infection and diseases, which were formulated 
at a WHO Consultative Meeting held in Penang, Malaysia, from 22 
to 24 August 1994. WHO continued to provide technical support to 
endemic countries for the development of integrated control of the 
disease with community participation. 

Schistosomiasis is endemically present in Nepal, the Besoa Valley Sthistosomiosis 
of Central Sulawesi. Indonesia, and in very limited areas of Thailand. 
It has shown a downward trend in prevalence due to multipronged 
interventions, including chemotherapy. 

' 

WHO has been supporting annual meetings of the Task Force on Guineaworm 
Guineaworm Eradication in lndia. The meetings held in 1994 and Disease 
1995 recommended a strategy to bring down the incidence of the (Dr"unmQliasis) 
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Tropical 
Diseases 
Research 

disease to zero by 1995. WHO supports epidemiological surveillance 
in the guineaworm-endemic states of lndia under the National 
Guineaworm Eradication Programme. 

During the period under review, collaboration with the Tropical 
Diseases Research (TDR) Special Programme continued and the 
Regional Office extended support in promoting research capability 
strengthening in six Member Countries of the Region. There was 
a total of eleven projects (including long-term institutional grants, 
short-term institutional grants, programme-based grants and the 
TDRlRockefeller grants), and two new grants were approved for 
funding in 1993 - one for linkage between Myanmar. Sri Lanka 
and Thailand, and one partnership grant. The linkage grant involves 
collaboration between institutions within the Region, and the 
partnership grant helps promote collaborative arrangements between 
institutions in both developing and developed countries. Another 
new initiative is a small grants scheme for improvement of the use 
of antimalarials in the South-East Asia Region. In this regard, a 
total of four grants were approved for this region. Further, thirteen 
research training grants were approved. Site visits were undertaken 
to six countries, mainly for monitoring and follow up of on-going 
projects, and for initiating the promotion of research capability 
strengthening in one country. Two new collaborative research 
projects were initiated in the Region. A three-centre study was 
carried out for the field evaluation of an antigen dip-stick test for 
falciparum malaria. This joint activity was funded by TDR and SEARO. 
Another ioint research proiect on leishmaniasis involving three 
countries was started; this is also a joint TDRICTD HQISEARO activity. 
A total of eighteen research projects were funded in 1993 by the 
TDR Special Programme. = 

In the area of research capability strengthening, a total of 
thirteen projects in Thailand, Nepal, Myanmar, lndonesia and Sri 
Lanka were approved for funding in 1994. In regard to research 
and development, 29 projects were approved in 1994, out of which 
21 projects were awarded to lndia, four to Thailand, two to Sri 
Lanka, and one each to lndonesia and Myanmar. Major programmes 
supported through this effort were in the fields of filariasis, leprosy. 
leishmaniasis and malaria in countries such as lndia and lndonesia. 

-- 
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The objective of the Regional Control of Diarrhoea1 Diseases (CDD) C0ntr0l of 
Programme is to reduce mortality, morbidity and malnutrition caused ! Diarrhoeal 
by diarrhoea1 diseases. Towards this end, the Programme assists Diseases 
national CDD activities in promoting standard case management at " 
home and at health facilities so as to prevent diarrhoea-associated 
deaths in the most efficient manner. 

The current status of selected indicators together with the 
targets for 1995 and 2000 are presented in Figure 9. Access to 
ORS has been increasing steadily; by the end of 1995 it should 
reach the mid-decade goal of 85 per cent. In addition, training rates 
for supervisory and clinical management staff should have reached 
the target of 40 per cent by the end of 1995. 

CDD programme activities may be divided into operations. 
planning, training, communication and evaluation. 

The operations are carrted out by a reglonal staff of four - a 
team leader and a techn~cal officer supported by two general servlce 
staff In addlt~on, the CDD and ARI programmes share the cost of 
two med~cal officers, one posted in Bangladesh and the other In 

Figure 9.  CDD programme status of selected indicators and 
targets for the years 1995 and 2000 
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Indonesia, and an associate professional officer in Nepal. It is 
planned t o  assign two more associate professional officers, one 
each in Bangladesh and Myanmar. The production or import of 
ORS reached 121.5 million litres in 1994, and nine out of the eleven 9 

countries in the Region now produce the major part of their 
requirements locally. 

Regarding planning, by July 1995 all the countries had well 
established CDD programmes and had implemented plans of action, 
most of which have been revised. 

As for training, WHO has continued to develop and distribute 
useful training materials to assist the Member Countries' national 
CDD programmes in providing health workers high quality "hands 
on" training in the clinical management of diarrhoea. It has supported 
the establishment of 133 diarrhoea training units (DTU) located at 
major hospitals and medical colleges in nine countries of the Region. 
In 1994, at least 320 five-day clinical management courses were 
held in theseDTUs. In addition, one intercountly Clinical Management 
Course was held in New Delhi to train prospective DTU directors 
in establishing new units in their respective countries. 

The other training courses organized in the Region are shown 
in Table 9. 

Table 9. Courses in diani~oeal disease control 

Country 

-- 

Bangladesh 
Bhutan 
OPR Korea 
India 
Indonesia 
MaldNes 
Mongolia 
Myanmar 
Nepal 
Sri Lanka 
Thailand 
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WHO has developed the package "Strengthening the Teaching " 
i of Diarrhoea1 Diseases in Medical Schools" (MedEd) to help medical 

schools upgrade their curricula and improve the theoretical and 
practical knowledge of medical students in respect of the 
management and prevention of diarrhoea1 diseases. By July 1993, 
Indonesia, the first country to hold a medical education workshop, : 
had completed an evaluation of the participating schools. During 
1993-1994, similar MedEd workshops were held in Bangladesh and 
Myanmar, where heads of departments and key medical educators 
from these countries and Nepal revised their curricula. 

Regarding evaluation. WHO has developed three major tools 
for the evaluation of CDD programmes: the Focused Programme 
Review, the Household Case Management Survey, and the Health 
Facility Survey. In 1993-1994, a focused programme review was 
conducted in lndonesia and similar reviews are planned for Mongolia 
and Myanmar. Household surveys were completed in lndonesia 
and Myanmar, and a survey is planned for Bangladesh. Health I 
facility surveys were conducted in lndonesia, Myanmar and Nepal, 
and a diarrhoea mortality survey was completed in Bangladesh. 

Since the end of 1992, when a new strain of V~brbrro cholerae 
0139 (Bengal) was discovered in outbreaks of diarrhoea in India 
and Bangladesh, additional cases have been identified in 
Bangladesh, India, Myanmar, Nepal, Sri Lanka and Thailand. WHO 
has assisted governments in carrying out further laboratory ' 
characterization, and is also supporting the production and supply 
of 0139 antisera (used for isolating the new strain) available in the 
Region. In the meantime, the Regions\ Office has advised Member 
Countries to report all cases of both V. cholerae 0139 and V. 
cholerae 01 as cases of cholera. 

According to WHO'S estimates, ARI and diarrhoea together account 
for 60-70 per cent of the visits of sick children to health facilities 
in most developing countries. Each episode of infection contributes 
to malnutrition and when episodes of infection are prolonged, their 
negative impact on growth is increased. Bangladesh, India, lndonesia 
and Nepal together account for about 40 per cent of the global 
mortality caused by ARI. At least seven countries in the Region 
continue to have infant mortality rates (IMR) exceeding 4011000 live 

Acute 
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i births. The case-fatality rates among children who are hospitalized 

1 continue to be high in the countries of the Region. For these 
3 reasons, all the countries with high IMR, as well as Sri Lanka and 
1 Thailand, have established national ARI control programmes. ~* 

The main objective of the Regional ARI control programme is 
to assist the Member Countries in reducing the mortality and 
morbidity resulting from ARI in children under the age of five years. 
Standard case management is the central strategy to achieve the 
objective of reducing the mortality. For prevention, immunization by 
the vaccines included in the EPI programme is emphasized. 

The ARI programme maintains a regional staff of hvo -a  medical 
officer and a secretaly. In addition, it shares with CDD the cost of 
medical officers in Bangladesh and lndonesia and an associate 
pmfessional officer (APO) in Nepal. Additional APOs' positions with job 
descriptions covering both CDD and ARI are pmposed in Bangladesh 
and Myanmar. All the 10 countries with an ARI programme have 
allocated funds for the control of ARI separately or as a part of * 
communicable-disease control efforts or child survival activities. In all 
the countries, the programme continues to receive technical and other 
assistance from WHO, which collaborates with UNICEF and other 
international organizations, including the World Bank. Collaboration 
with national and international NGOs was initiated in Bangladesh, 
lndia and Nepal during 1994-1995. 

Bangladesh, Bhutan, lndia and Nepal have revised the technical 
guidelines for ARI. The control efforts are being progressively 
integrated with the child survival programme or communicable 
disease control in lndia, lndonesia, Myanmar and Nepal. In other 
countries, action has been initiated to combine the ARI and CDD 
programmes in accordance with the national policy. After the 
completion of the training of national programme managers, the 
emphasis is now on the training of programme managers at the 
district and provincial levels. Training courses were organized with 
WHO support in Bangladesh, Bhutan, lndonesia and Nepal. It is 
now proposed to undertake combined CDDIARI training of programme 
managers. In Bangladesh, since the CDD programme coordinators 
at the district level are also responsible for the monitoring and 
supelvision of the ARI programme, they have been given training 3 

I in this task. The national policy in Mongolia and Thailand is to 
; support the introduction of standard case management in the 
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pre-service training of undergraduates. Similar efforts are being 
made in Bhutan and Nepal. 

Training of the doctors and health workers responsible for the 
treatment of children with ARI visiting first-level health facilities and 
small hospitals has been given priority. All the countries have 
adapted and translated the required range of training materials and 
are using them in the programme. They have also expanded the 
coverage of training in standard case management of ARI (Table 
10). In addition to the achievement of training targets, the programme 
lays stress on the quality of training. For this purpose, the training 
of trainers was undertaken, with WHO assistance, in Bangladesh, 
India, Indonesia, Maldives, Mongolia. Nepal, Sri Lanka and Thailand. 
Training units have been established in Bangladesh, Mongolia and 
Thailand. The monitoring of training courses has been initiated and 
the follow-up supervision is being increasingly incorporated in the 
programmes. 

Table 10. Summary of training in the control of ARI 
in Member Countries 

~ ~~-~~~~ ~. ~ 

Programme 

~ -- ~p~ .... 

Bangladesh 

lndla 1 875 4 673 
lndones~a 4 470 5 637 19 404 
Maldives 
Mongolia - 425 500 - 
Myanmar - 1 400 977 
Nepal 40 1 359 734 
Sri Lanka 12 899 1 119 - 
Thailand 53 2 000 16 000 30 000 

~ ~- ~~ -. 

Total 543 10 100 31 123 53 362 

Source: Estimates based on Countty Programme Profiles received from SEAR 
countries 

-- -- 

Dlsease Preventton and Control 95 



Tuberculosis 

To extend the impact of the programme to difficult and unreached 
areas, meetings were organized with NGOs in Bangladesh and 
Nepal. The programme is beginning to combine the training in CDD 
and ARI. In India, Indonesia, Myanmar and Nepal, it is proposed 7 

to integrate the management of the sick child through the sick child 
initiative or child survival projects. 

For long-lasting results, training in standard case management 
has been introduced in pre-service settings. The ARI standard case 
management has been introduced in the training of auxiliaries in 
Bhutan, and in a medical school in Nepal. The curriculum for the 
training of nurses was revised in Thailand. Changes in the curriculum 
of undergraduate medical students are being made in Mongolia 
and Thailand. 

In order to secure endorsement of the programme and to seek 
the advice of paediatricians and professionals, support was provided 
for organiz ing nat ional  and internat ional  meetings. 
Seminars/symposia on ARI were supported in Bangladesh, India. - 
Mongolia. Myanmar and Thailand. 

The WHO ARI control programme has finalized the survey 
instruments on household survey, health facility survey and focused 
ethnographic studies. Two health facility surveys were carried out 
in Thailand, and similar surveys are proposed in Bangladesh. 
lndonesia and Mongolia during 1995. A mortality survey is in 
progress in Myanmar. Focused ethnographic studies were carried 
out in Mongolia. Focused groups were organized in Myanmar and 
Thailand to strengthen the communication messages. 

Studies on bacterial drug resistance were completed in Thailand. 
Similar studies are proposed to be initiated in Bangladesh in 
collaboration with the Shishu Hospital and the International Centre - 
for Diarrhoea1 Disease Research. Studies on indoor air pollution 
are in progress in Nepal. 

The burden of tuberculosis in the Region is immense. The estimated 
incidence of new tuberculosis cases for 1995 is 3.5 million, which 
represents about 50 per cent of the global burden of the disease. 
It includes 2.3 million new cases in India, 0.5 million in Indonesia, 
and 0.4 million in Bangladesh. An estimated 1.2 million people will 
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die of tuberculosis in the Region in 1995 - nearly 50 per cent of 
all deaths from tuberculosis world-wide. The co-epidemic of TBIHIV 
will cause substantial numbers of deaths during the next ten years. : 
Inappropriate control measures in the past have resulted in a high j 
number of treatment failures and chronic cases with mu l t i d~g  
resistance. Available information suggests that cure rates range 
from 20 per cent to 40 per cent in most countries of the Region. 

In response to the above challenges, WHO continued to provide 
technical assistance and support to Member Countries, mainly in 
the areas of internal evaluations; review and revision of plans of 
action; training activities, and providing financial support for control 
efforts. Regional and national training workshops, based on the 
WHO modules for "Management of Tuberculosis at the District 
Level", were held so as to prepare skilled trainers at the national 
level. Since then, many countries have initiated such training. With 
the assistance of WHO, Indonesia, Nepal and Thailand have carried 
out reviews of their national tuberculosis programmes. India, Indonesia, 
Nepal, Bangladesh and Sri Lanka now have national plans for 
tuberculosis control and have developed operational manuals based 
on the revlsed strategy. Bangladesh, India, Indonesia and Nepal have 
established pilot projects based on the WHO strategy. 

Technical discussions on the resurgence of tuberculosis were 
organized during the 47th session of the WHOISEA Regional 
Committee in August 1994, and were followed up at the 43rd 
Meeting of the Regional Director with the WHO Representatives in 
November 1994. A workshop was held in April 1995 to develop a 
drafl "Strategic Plan for Tuberculosis Control in the South-East Asia 
Region, 1995-2000". An Intercountry Meeting of National 
Tuberculosis Programme Managers in the South-East Asia Region 
was held in Thailand in June 1995 to review the WHO global policy 
and strategy for tuberculosis control, review the development and 
management of NTP in Member Countries, finalize the 
above-mentioned draft document on the Strategic Plan, and develop 
a plan of work for its implementation. 

Several constra~nts limit the rapid expansion of the revised 
strategy for tuberculosis control. Solutions to address such problems 
~nclude government commitment, intensification of passive case 
detection based on sputum smear examination, establishment of a 
laboratoly network, standardized short-course chemotherapy. 
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Leprosy 

continuous and uninterrupted drug supply, training, supervision. 
monitoring and evaluation. Other issues that need attention are 
advocacy, a coordinated policy for TBMIV, tuberculosis control in 
urbanlperi-urban areas, cooperation with NGOS and the private * 
sector, and operational research. 

Since the introduction of multidrug treatment (MDT) more than ten 
years ago, the leprosy situation in South-East Asia has improved. 
although the Region still accounts for about 65 per cent of the 
global caseload. The percentage of registered cases covered with 
MOT in the countries in 1994 was 54, while the prevalence rate 
was 8.5110 000 population - higher than in any other WHO region. 

An Intercountry Consultative Meeting of Leprosy Programme 
Managers was held in February 1993 in the Regional Office to 
develop guidelines for updating national strategies and plans of 
action. Another consultative meeting was held in November 1994, 
with the objective of finalizing practical and acceptable national - 
plans of action for the period 1995-2000 towards attainment of the 
goal of leprosy elimination by the year 2000, or earlier. 

In response to a recommendation of the Intercounty 
Consultative Meeting of Leprosy Programme Managers, held in Bali 
in November 1994, that "It is highly important that accessibility to 
MDT further improves particularly in the high leprosy-endemic 
countries of Bangladesh, India. Indonesia. Myanmar and Nepal 
through extension of MDT coverage to 100 per cent of the geographic 
area", a series of donors' meetings have been held in the countries 
to obtain NGOs' commitment in respect of assistance and cooperation 
in accelerating leprosy elimination by covering 100 per cent of the 
geographical area with MDT by the end of 1995, and to reach the 
global target by the year 2000. 

The International Conference held in Hanoi, Vietnam, in July 
1993, ~nter aha, recommended creation of a Steering Committee 
on Special Action Projects for the Elimination of Leprosy (SAPEL). 
The Steering Committee held its first meeting in January 1995 to 
discuss the purpose and the working mechanism of SAPEL. The 
objective of SAPEL, which is a part of the global plan of action for 
the elimination of leprosy as a public health problem, is to identify 
special situations and areas requiring rapid action towards leprosy 

-- 
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Environmental Health 
The main aim of community water supply and sanitation programmes is to ensure that safe water and 
adequate sanitation facilities are made available to the people. 

Health Laboratory Services 
Health laboratory servlces play a crucial role in epidemiological surveillance and in supporting PHC 

programmes in the Region, WHO collaboration in this area is focussed on strengthening these services. 



Essential Drugs 
A major thrust of the essential 
drugs programme in the Rcg~on 
is on assurlng the provlslon of 
safe and effective drugs of 
good quality and ensurlnq their 
rational use. Sfrengthenlng of 
quality assurance systems ?*.I 
manpower development are 
the other priority areas o f w ~ o , s  
collaboration. 

Leprosy 
Leprosy is an important public health problem in the Region, 
accounting for more than half of the estimated cases in the world. 
Through efforts at early detection and rapid implementation of the 
standard multi-drug treatment regimen, however, significant 
improvements have been noted and the Region is confident of 
achieving the target of elimination of leprosy by the year 2000. 

Malaria 
Tne malar a stt..at on n tntx 
Regton is  b e ~ n q  c o s r l y  
mon tored w l h  tne h gt. 
ncloence of falctparum ma ar a 

causing nor nus concern T l v  
rev.sPrl maoarma-conf ro  
slratrqles nr  .!d? sfralrfcnt on 
of ma artot.s areas. 1,r;ll ng 
pos I ve cases dlagno-ec! 
cl ncal  y and by laboralow 
trstlng. -s ng new trcnn q .m 
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ellmlnat~on, and to develop and Implement lnnovatlve and feas~ble 
strategles 

! 
Leprosy elimination programmes are beginning to have an i 

impact on the problem in Bangladesh. India, Indonesia, Maldives. 
Myanmar and Nepal, thanks to MDT, international support and 
funding. WHO'S technical cooperation, and the coordinated efforts 
of governments. NGOs and others. While lndonesia expects to 
eliminate leprosy by 1996, lndia, Myanmar and Bangladesh expect 
to attain this goal only by the turn of the century. Maldives. Bhutan 
and Nepal are also advancing towards the goal. Sri Lanka and 
Thailand are now in a position to implement postelimination 
strategies and concentrate on pockets of prevalence. 

During the period under review, countries in the Region received Zoonoses 
WHO assistance in their efforts to launch measures for the prevention ': 

and control of rabies, anthrax, toxoplasmosis, brucellosis. : 
cysticercosis, food-borne diseases and plague. 

WHO provided support through consultants, supplies and 
equipment, training health personnel and organizing national 
workshops on rabies control programmes and on zoonotic diseases 
in lndia, lndonesia. Nepal. Sri Lanka and Thailand. 

Large-scale dog vaccination programmes are being carried out 
in lndonesia, Sri Lanka and Thailand. WHO provided fellowships to 
two Mongolian officials to study brucellosis control in Kazakhistan 
and to one from lndonesia to study rabies control in Canada. 

Some steps for the effective preventlon and control of anthrax, 
toxoplasmosis, brucellos~s, cystlcercos~s and food-borne dlseases 
have been taken 

Seven countries of the Reglon produce more than 50 m~lllon 
ml and 100 million ml of nervous tlssue vacclne (NTV) for human 
and anlmal use respect~vely Durlng the last 3-4 years, WHO has 
prov~ded support to Indla, lndones~a and Thalland in the development 
and product~on of cell-culture vacclne 
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Plague During the period under review, lndia. Myanmar and Mongolia 
reported cases of plague. During 1994, Mongolia reported 19 cases 
of bubonic plague and Myanmar reported six. No death was reported 
by either country. i 

Between 1967 and 1993, lndia did not report any case of 
human plague. The 1994 outbreak of plague in lndia started in 
Mamla village in Beed district of Maharashtra State. In this village, 
rat-fall was reported on 5 August 1994 followed by reports of flea 
nuisance. On 26 August, thirty-three patients with lymphadenitis 
were reported. During September and October 1994, suspected 
bubonic cases were reported from other villages of Beed district 
and some other districts of the State. A total of 3701 clinically 
suspected cases (including 596 presumptive cases, i .e with positive 
serology) of bubonic plague (without any death) were reported. The 
last case of bubonic plague occurred in Beed district on 2 October 
1994. The patient was isolated, cured and discharged on 7 October. 

The outbreak of acute respiratory illness characterized by fever, -. 
cough, haemoptysis and pneumonic infiltration seen in radiographs, 
occurred in Surat, Gujarat State. in September-October 1994. This 
infection occurred with greatest frequency in young adults. It did 
not respond to treatment with penicillin, but responded well to 
tetracycline. The case fatality was high during the early stage of 
the outbreak. Based on the above clinical picture and the plague 
outbreak in the neighbouring State of Maharashtra, a diagnosis of 
suspected pneumonic plague was made. A total of 1088 clinically 
suspected and 146 presumptive (seropositive) cases and 54 deaths 
due to plague took place during the period 19 September to 22 
October 1994. Seroactivity to the F1 antigen of Yersinia pestis was 
found among the affected patients. 

Vigorous control measures undertaken by the Government of 
lndia and the State Government in subsequent days resulted in no 
transmission of pulmonary plague outside of Surat. The last case 
of presumptive pneumonic plague in Surat city occurred on 11 
October 1994. The patient was isolated, cured and discharged on 
15 October 1994. The surveillance capabilities were adequate to 
detect suspected cases of human plague. Case containment, case 
treatment, contact tracing, and the administration of prophylactic 
antibiotics to populations at risk were timely and comprehensive. 
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WHO provided support for control and containment measures 
in lndia. In collaboration with the National Institute of Communicable 
Diseases (NICD), a daily bulletin on the plague situation in lndia 1 

*was communicated to WHO Headquarters, other Regional Offices 
and to WHO Representatives in the countries of the Region. The 
Director-General of WHO, accompanied by the Regional Director. 
visited Surat on 7 and 8 October. WHO provided the services of 
international experts (three from USA and two from Russia) who 
trained national personnel in the laboratory diagnosis of plague. 
WHO supported a study tour for four Indian researchers to WHO 
reference laboratories for plague in the USA, France and Russia. 
In addition, two \aboratory workers have been trained in the USA 
in the production of diagnostic reagents for plague. 

On 7 October 1994, the Director-General of WHO announced 
the formation of an independent international team to investigate 
the plague situation in lndia. The Regional Director was designated 
as the Team Leader. Following investigations, the team concluded, 
jnter alia, that: 

A limited outbreak of bubonic plague occurred in Beed District 
of Maharashtra State in August-September 1994 which was 
preceded by an epizootic of plague in commensal rodents in 
Mamla village. The clinical, epidemiological and serological 
findings suggest that Ypestis was the probable cause of the 
outbreak of respiratory illness in Surat, Gujarat State, in 
September-October. Sulveillance capabilities were adequate to 
detect suspect cases of human plague. Case containment, case 
treatment, contact tracing and the administration of prophylactic 
antibiotics to populations at risk were timely and comprehens~ve. 

The Government of lndia established a Technical Advisory 
Committee on Plague to elucidate factors responsible for the outbreak 
of plague and to make recommendations for the future control and 
prevention of outbreaks. This committee, in its interim report, concluded 
that it was possible to establish conclusively by culture and other tests 
that Ypestis was the causative organism of the outbreak. 

WHO convened, in March 1995, an Interregional Meeting on 
Prevention and Control of the Plague Epidemic. The main objective 
of this meeting, which was held in the Regional Office, was to learn 
lessons from the 1994 outbreak of plague in some parts of lndia and 
to make recommendations on the development of new strategies for 
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strengthening the exlsting system of surveillance of plague and other 
emerging, reemerging and new infectious diseases around the globe 

The main conclusion of this meeting was that there is increasing .t 

concern about the global prevalence of infectious diseases as a 
leading cause ofdeath. The recent plague epidemic in India highlights 
the threat posed by the new, emerging and reemerging infectious 
diseases, most of which have an epidemic potential. 

Sexually Although reliable data on the prevalence and incidence of sexually 
Transmitted transmitted diseases (STD) are not available in many countries, 

Diseases studies indicate that STDs remain a serious health problem. An 
attempt is being made by the Regional Office to collate available 
information on STDs in the Region. WHO is actively promoting STD 
case management as a part of general health services based on 
the syndromic approach. During the programme managers meeting 
in November 1993, the issue of STD prevention and control as a 
part of primary health care was discussed. All countries in the * 
Region are now actively promoting condom use to reduce the risk 
of HIV infection and STDs. 

During 1993-1994, WHO collaboration with the countries included 
the: provision of technical and financial support in strengthening 
STD services as a part of national AlDS prevention and control 
programmes, development of STD treatment guidelines, and the 
conduct of national AlDS programme reviews, including the evaluation 
of STD activities. Consultancy services were provided in Bangladesh. 
India, Indonesia and Myanmar. In October 1993, the Regional OKie 
supported an intercountry meeting of national STD programme 
managers in Chiang Mai, Thailand. In June 1995. participants at 
an intercountry meeting on Integrated Approach to STD Prevention 
and Control in Sri Lanka discussed the integration of the STD 
programme as a part of primary health care. 

Since sexual transmission accounts for 80-90 per cent of HIV 
infections in the Region, WHO is urging countries to focus most of 
their efforts and resources on: prevention; promotion of safer sexual 
behaviour by educating population groups through the use of mass 
media and interpersonal methods; targeted interventions among 
people with high-risk behaviour, including promotion of condom 
use; and the provision of early diagnosis and treatment of sexually 
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transmitted diseases, particularly those which facilitate HIV 
transmission. Although difficulty in the promotion of condom use 
from the religious and cultural points of view has been one of the 
' major handicaps in some countries, efforts have been made to 

make condoms available in as many outlets as possible. Condom 
social marketing is at present in operation in Bangladesh, India. 
Indonesia, Nepal, Sri Lanka and Thailand. 

An lntercountry Workshop on Condom Social Marketing for 
AIDSISTD Prevention was convened in Nepal in November 1994. , 
In view of the association between HIV and STD and the role played 
by STD, particularly genital ulcer disease, in the acquisition and 
transmission of HIV, the Regional Office is focusing its support on 
strengthening STD services in the countries. Early diagnosis and 
treatment of STDs is being given high priority as primary preventive 
measures against HIV infection, and STD control is a standing agenda 
item at annual meetings of programme managers. As a result, the 
programmes are now trying to focus on the diagnosis of STD using 
the syndromic approach and providing the most effective drugs at the 
first contact with health services. In many countries, STD and AIDS 
programmes have now been integrated. However, the lack of drugs 
to treat STD is a major constraint in many countries. 

The Regional Office has supported headquarters in encouraging 
Member Countries to promote research in: disease-specific 
vaccinology concerning bacterial and viral diarrhoea; meningococcal 
meningitis and pneumococcal pneumonia; tuberculosis and leprosy; 
new measles vaccines for early infancy; and dengue and Japanese 
encephalitis. The general objective is to improve vaccine 
immunogenicity and simplify vaccine delivery. 

Research and 
Development 
h the Reld of 
Vaccines 

Most researchers in the countries of the Region have focused on 
subjects related to operational services rather than on basic studies 
of EPI vaccines. Strengthening of the research capability of national 
personnel is being continued in collaboration with research training-related 
unitdagenciedinstitutes within and outside their countries. 

WHO prov~des support to natlonal AIDS control programmes on the AIDS 
prevention of HIV transmlsslon and on HIVIAIDS care in varlous 
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areas such as health education and targeted interventions, treatment 
i and prevention of sexually transmitted diseases, condom promotion 1 and quality assurance, counselling, sentinel surveillance and 
i laboratory diagnosis, and the provision of supplies and equipment. * 
I Technical support was given to Bhutan. India, Thailand, Bangladesh, 
i Indonesia, Mongolia. Myanmar and Sri Lanka for carrying out 

external programme reviews. Second medium-term plans 
emphasizing the multisectoral approach and the involvement of 
NGOs were formulated during 1993-1994 in Thailand, Maldives. 
Myanmar, Nepal, India, Mongolia and Indonesia. 

1 

To enhance the technical capacity at the national level, the 
Regional Office organized the first Programme Management Course 
in June 1994. Based on the modular approach, the course provided 
skills in planning, implementing and evaluating national AlDS control 
programmes. A facilitators training programme for this course was 
organized in May 1994. 

In Thailand, major business houses, both multinational and , 
national, have come together to form a "business coalition against 
AIDS" and to mount an appropriate business response to AIDS. In 
India, the Confederation of Indian Industries has developed plans 
of work for AlDS prevention activities to be carried out by industry 
NGO activities have increased tremendously over the last 1-2 years 
in all countries, particulariy in peripheral areas. Collaboration between 
NGOs and national programmes and among NGOs themselves is 
being increased. In Myanmar, community involvement in AlDS 
prevention, including contributions made by NGOs and the private 
sector, is particularly noteworthy. In Nepal, various ministries have 
committed themselves to participating in HIVIAIDS prevention; so 
have ministries in Mongolia, Sri Lanka, Indonesia, India and Thailand. 
A workshop on enhancing private sector involvement was held in * 
January 1995 in the Regional Office. 

Political commitment is well established. Besides focusing on 
HIVIAIDS prevention, provision of comprehensive HIVIAIDS care as 
a part of primary health care is now a major priority for the Region. 

To respond to this need, an intercounty workshop was held 
in the Regional Office from 29 March to 2 April 1993 to discuss 

i the HIVIAIDS continuum of care at various levels, i.e. institution, 
community and home. 
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In spite of the progress achieved in the implementation of : 
national AlDS control activities, there still remain constraints in 
mounting an effective response to the expanding pandemic in some - countries of this region. Table 11 gives the situation in respect of : 
AlDS and HIV infections in SEAR countries. 

Table 11. AlDS and HIV infections in SEAR countries 
(as of 15 May 1995) 

Reported I Estimated Countly 
AIDS cases HIV infections 

Bangladesh 

Bhutan 
DPR Korea 
lndta 
lndonesla 
Maidlves 
Mongolla 
Myanmar 
Nepal 
Sn Lanka 
Thalland 
- -- -- 

Total 

Major priorities for national programmes include the following: 

Translating high-level political commitment to the ground 
level, in terms of both finances and trained manpower, so 
that national programme activities can be planned, 
implemented and evaluated in an efficient and coordinated 
manner. 

Mounting a multisectoral response with the involvement of 
all relevant government ministries, nongovernmental 
organizations including community-based organizations, and 
the private sector, both in prevention and care activities. 

Expanding programmes to the most peripheral level, with 
the full participation of communities, groups and individuals. . Focus~ng llmlted resources on the prevention of sexual 
transmlsslon of HIV, slnce up to 90 per cent of all HIV 
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Other 
Communicable 

Disease 
Prevention 

and Control 
Act~ties 

infections in the Region are caused by sexual intercourse. 
predominantly heterosexual. 

Avoiding measures such as mandatoty HIV testing and 
short-term travel restrictions based on HIV status because ' 
these are not only ineffective and wasteful of resources but 
are also counter-productive. 

The main objective of this programme is to improve surveillance, 
prevention and control capabilities in SEAR countries to cope 
effectively with problems of dengueldengue haemorrhagic fever, 
viral hepatitis. Japanese encephalitis and meningococcal 
meningitis. 

Dengue/Dangw Dengueldengue haemorrhagic fever (DHF) is the most important 
Haernorrfiagic and rapidly increasing arbovirus infection in the world. It is the ,, 

Fever leading cause of hospitalization and death among children in many 
countries of this region. DenguelDHF continues to persist in 
Indonesia, Myanmar and Thailand in endemic form. Sporadic 
outbreaks of DHF have also been reported from Bangladesh, India, 
Maldives and Sri Lanka. DenguelDHF is a notifiable disease in 
Indonesia, Myanmar and Thailand, where national denguelDHF 
control programmes have been developed with technical support 
from WHO. 

The Regional Office brought out a monograph on denguelDHF 
w~th full and updated information on its prevention and control 

- 
WHO and the Rockefeller Foundation jointly organized an 

International Conference on DHF in February 1994. The Conference 
; recommended the inclusion of DHF in the list of notifiable diseases. 

WHO has provided consultancy services for reviewing the control 
programmes in Myanmar and Thailand and for assisting in the 
preparation of a national strategy for control of dengue1DHF in India. 
A national workshop on denguelDHF in New Delhi in Februaty 1995 
was also supported. 
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The Organization continued its collaboration with endemic j 
countries in operational research, technology development, training " 

of health staff, and health education on dengue1DHF. 
i 

2 i 
The Regional Office participated in the review and revision of i 

VvHOguidelineson "Dengue Haemorrhagic Fever: Diagnosis, Treatment i 
and Control". The revised version will be available in late 1995. 

The Vaccine Development Centre of Mahidol University, 
Thailand, with technical and financial support from WHO, successfully 
developed a tetravalent vaccine. This was a major and significant 
achievement in the Region in vaccine development. The results of ' 
the clinical trials of this vaccine in adult volunteers have shown 
that it is safe and that the immunological response to it isencouraging. 
The Phase I and II trials of this vaccine in children were carried 
out during 1993-1995. WHO supported two important Peer Review 
Meetings on Dengue Vaccine Development in 1993 and 1994. 

The impact of viral hepatitis, as indeed of almost all other infectious Viral Hepatitis 
diseases, poses a serious health problem in SEAR countries. 

Hepatitis A Virus (HAV) infection is very common in all countries 
of the Region. Some outbreaks of HAV infection in children have 
been reported from India, Indonesia and Nepal. Increase in morbidity 
of HAV infection has been observed in children and young adults 
in Mongolia and Thailand. WHO has provided technical information 
and diagnostic reagents to these countries. 

The prevalence of hepatitis B virus (HBV) infection and related 
diseases, such as chronic hepatitis, cirrhosis and hepatocellular 
carcinoma, remains a public health problem in the Region. Every 
year, approximately 12-14 million people are infected with HBV. It 
is estimated that there are 78 million HBV carriers in the Region. ' 

During the period under review, a WHO-supported 
sero-epidemiological study on hepatitis B virus was initiated in 
Bangladesh, Bhutan and Sri Lanka. The results obtained so far 
show a high prevalence of HBsAg (more than 20 per cent) in 
pregnant women and in the general population in Bhutan, indicating 
that vertical transmission of HBV infection is very common. Very j 
low prevalence of HEisAg (0.1-0.2 per cent) was found in these : 
groups of population in Sri Lanka. 
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About a decade ago, only some of the SEAR countries had 
: developed mandatory screening of blood and blood products for 
; HBsAg. Now, in a majority of the countries, this screening has been 
? established. As a result of WHO support, DPR Korea, India, Indonesia, * 
: Myanmar and Thailand are producing diagnostic tests for detection 

of HBsAg. WHO has also supported the development of hepatitis 
B vaccine (plasma derived) in DPR Korea, Mongolia and Myanmar. 
During 1994-95, these countries produced some quantities of 
hepatitis B vaccine for conducting field trials. The testing of the 
hepatitis B vaccine produced in Myanmar in chimpanzees shows 
that it is safe and gives protective immunity against HBV infection. 

Sufficient progress has been made in hepatitis B control in 
some countries of the Region. Hepatitis B vaccination, integrated 
with EPI, has started in lndonesia, Maldives, Mongolia and Thailand. 
Sri Lanka has introduced this vaccination in medical personnel. 

The prevalence of Hepatitis C virus (HCV) infection in the Region 
is still not known. A WHO multicentre collaborative epidemiological 
study of HCV infection is under way in Indonesia, Myanmar. Mongolia 
and Thailand. Delta virus (DV) is common only in Mongolia, India. 
Indonesia, Maldives and Myanmar. Thailand reported only a few 
cases of mixed HBV and DV infection. 

Hepatitis E v i ~ s  (HEV) infection is an emerging health problem 
in the Region. Water-borne outbreaks of HEV infection have been 
reported from Bangladesh, India, Indonesia, Myanmar and Nepal. 
Sporadic cases of this infection have also been detected in other 
countries of the Region. WHO supported various national workshops, 
meetings and seminars on viral hepatitis. Technical information and 
diagnostic reagents have also been provided to Member Countries. " 

' r i e  Japanese encephalitis (JE) has been a major public health problem 
Entop lit'' 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. WHO provided technical 
support to the endemic countries in its control, and helped India. 
Nepal and Sri Lanka in the procurement of JE vaccine. 
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The majority of the meningococcal meningitis cases and outbreaks . Meningococcal 
are associated with serogroups A and C in children as well as in Meningitis 
adults. Only a small number of cases of this disease are connected r 
' with serogroup 0. 

During the first six months of 1994, Mongolia reported 2661 cases 
with 273 deaths among children under 5 years of age. WHO provided 
the sewices of two short-term consultants from the Centre for Disease 
Control, Atlanta. USA, to investigate the outbreak. Laboratory findings 
and investigations revealed that the epidemic was associated with 
Neissena meningitides serogroup A. To prevent recurrence of the 
epidemic, the country decided to vaccinate high-risk groups. WHO 
provided 450 000 doses of bivalent (A+C) meningococcal vaccine and 
30 000 doses of ciprofloxacin for chemoprophylaxis to persons having 
close contact with the disease. Some 213 000 children between the 
ages of 2 and 18 years were vaccinated. 

During 1994-1995, outbreaks of meningitis occurred in different 
parts of Bangladesh, India, Nepal and Myanmar. A small number 
of cases have also been reported from Indonesia and Thailand. 
WHO's assistance is mainly through the provision of technical 
cooperation to Member Countries to help organize surveillance, 
chemoprophylaxis, treatment and vaccination against meningococcal 
meningitis. 

The main thrust of WHO's collaborative efforts in the prevention of Blindness 
blindness in the Region is directed at further strengthening andlor and 
developing eye health care infrastructure, including referral and ~~~f~~~~ 
outreach services; expanding the coverage and quality of eye care 
to the unreached and underserved; training of personnel at all 
levels; and promotion of the local production of eye care supplies. 

As far as the prevention of deafness and hearing impairment 
programme is concerned, the main emphasis is on epidemiological 
assessment; identification of the principal causes of deafness; and 
support for the development and strengthening of national 
programmes for ear care, including training of personnel. 

In Bangladesh. Ind~a, Myanmar, Nepal and Srl Lanka, 
workshopsltra~n~ng courses on prlmary eye care for all levels of 
health workers have been organ~zed wlth WHO support Fellowships 
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have been awarded to ophthalmic personnel for advanced study. 
j Necessary equipment has also been provided. Technical support 

has been extended to community-based eye care programmes in 
1 most countries as well as to the World Bank-funded blindness ' 
; control programme in lndia. Indonesia is carrying out a major survey 
r on ophthalmic diseases and hearing impairment in three of its 

provinces with technical back-up from WHO. 

Cancer : Substantial funding has been made available by the World Bank 
for WHO execution of a project to establish an epidemiological 
surveillance system for cancer, and for public preventive education, 
in Bangladesh. In India, a cancer control project has been prepared 
with WHO assistance, for World Bank funding. Based on the National 
Cancer Control Programme (NCCP) in lndia, model district cancer 
control activities are being implemented, with WHO support, and 

a these district programmes are continuously being expanded with 
: the Government's own resources. An evaluation of some of those 

programmes has clearly shown that the rate of cancers that appear 
incurable at the time of diagnosis can be lowered substantially. 

A small follow-up study of patients with incurable cancer has 
shown the high prevalence of severe uncontrolled pain, and pointed 

: towards the urgency to improve palliative care in lndia. Unfortunately, 
the production of oral morphine is still not sufficient for effective 
use for severe cancer pain in the majority of patients in lndia and 

,' in other countries of the Region. 

CO~OVOSQ~I~  i Data from the SEA Region as well as from elsewhere show that. ... 
Diseclses ! with life expectancy having risen to above 60 years, cardiovascular 

' diseases tend to become the leading cause of death. WHO'S 
response to this situation so far has mainly been to support studies 
estimating the prevalence of risk factors in different populations 
and exploring the feasibility and effectiveness of lowering the 
prevalence of risk factors for cardiovascular diseases, hypertension, 
and diabetes mellitus. Smoking, sedentary lifestyle, and a diet kgh 
in animal fat contribute towards cardiovascular diseases. However, 
the impact of lowering the prevalence of risk factom on mortality 
has been disappointing, indicating the need for further research, 
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WHO has continued to execute an AGFUND-supported 
programme to establish the feasibility and cost-effectiveness of the 
control of rheumatic feverlrheumatic heart disease through an 

' integrated approach. This project is ongoing in India, Sri Lanka and 
Thailand. Bangladesh was assisted in the establishment of 
angio-surgery through the provision of equipment and consultancy 
services. Consultants also assisted DPR Korea in upgrading their 
angio-surgery and cardio-surgery facilities. 

WHO supports its Collaborating Centre, viz. the Bangladesh Institute ' Other Non- 
of Research and Rehabilitation in Diabetes. Endocrine and Metabolic communicable 
Disorders (BIRDEM) for research and training in the prevention and Diseases 
control of diabetes mellitus. An impressive model of integrated 
diabetes control has been developed. This public health approach 
to diabetes control can serve as a model for other countries where 
the prevalence of diabetes is rapidly increasing. In India, for example. 
the prevalence of diabetes is estimated at 2 per cent in rural areas 
whereas in a survey in Madras. 8 per cent of the population were 
found to be affected. 

WHO has assisted Maldives in developing a thalassaemia control 
programme. A consultant reviewed the possible etiological factors 
in the unusually high rates of kidney failure in the country. 
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