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Communicable Diseases

Communicable Disease Surveillance and Response
During the last two years, countries in the Region witnessed more
than 20 epidemics or outbreaks of cholera, acute diarrhoeal
disease, mysterious disease (possible atypical measles), dengue/
DHF, malaria, Japanese encephalitis, anthrax, rabies and hand,
foot and mouth disease (Figure 1.1).

Figure 1.1: Major outbreaks of diseases in SEA Region, 1999-2000

Source: WHO/SEARO
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The Regional Office provided timely technical support to
countries during many of these outbreaks, which included the
provision of necessary technical materials for control and
prevention, diagnostic test kits and reagents and consultancy
support. Building a sensitive surveillance system for early detection
of outbreaks was emphasized.

During the Orissa super-cyclone in October 1999, WHO
provided technical assistance to devise an emergency surveil-
lance system in the 12 cyclone-affected districts to get an early
warning of impending disease outbreaks. Training of staff was
undertaken and formats for disease surveillance provided for
use at district and PHC levels. This helped in averting potential
epidemics of fatal diseases. Recognizing this, the disease
surveillance programme was extended to the rest of Orissa.
Similarly, following the earthquake in Gujarat (India) in January
2001, which destroyed the health infrastructure in many areas,
WHO played the lead role in supporting the Government of
India and the state government in establishing disease surveil-
lance systems in the affected areas, including development of
an early warning system and capacity for rapid response to
epidemics. WHO immediately redeployed its medical officers
working on the polio and TB programmes in India to support
the emergency work. Resources were also provided for the
establishment of an Epidemiological Cell under the district
authorities. The rapid surveillance teams worked under WHO
guidance and many potential epidemics were averted.

For regional capacity building in epidemiology training,
WHO has developed two-year Field Epidemiology Training
Programmes (FETPs) in Thailand, Indonesia and India. WHO
continued to provide technical support to the training institu-
tions in these countries. As a result, regional and national
capacity is being built. A joint review of the regional FETPs,
conducted in February 2000, confirmed the high quality of work
by the training institutions in imparting training to national as
well as international participants. Short-term FETPs are also
being conducted regularly for medical officers and paramedical
staff.

The Regional Office is conducting 10-day intercountry
training courses on “Epidemic Preparedness and Response”

WHO played the
lead role in support-
ing the Government
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annually to develop regional capacity in early detection and
response to disease outbreaks. Training materials were developed
for trainers at the central level. These courses were refined and
have progressively incorporated regional case studies.

The Regional Office developed two draft training manuals,
using a systems approach, for managing priority communicable
diseases. The manuals are for health workers and doctors at
the PHC level.

WHO assisted in developing a national plan for streng-
thening the surveillance system in India. To enhance USAID-WHO
collaboration in strengthening disease surveillance in the country,
a task force was constituted and regular meetings were held to
establish a national programme for disease surveillance. An
assessment of the implementation of disease surveillance
programmes in the pilot districts of seven states was completed
and an inventory of laboratories that can assist in disease
surveillance was prepared.

For information sharing and networking, WHO has already
developed an Outbreak Verification List (OVL), which is shared
on a weekly basis with focal points in all the regions of WHO,
WHO Representatives, selected institutions and individuals. The
information is derived from multiple sources (government and
private, including the media). Sharing of information is limited
in order to prevent panic resulting from unconfirmed media
reports. The Regional Office regularly shares selected informa-
tion pertinent to Member countries with institutions and indivi-
duals. This system is working reasonably well since this is a
trigger for interaction amongst the stakeholders. It is proposed
to widen its scope by including other health conditions and
problems of public health importance. However, it is important
to streamline the system and regional strengthening is necessary
to monitor more closely important events in the countries. WHO
is assisting the National Institute of Communicable Diseases
(NICD), India, in the preparation, printing and distribution of “CD
Alert”, a monthly newsletter published by NICD. The Early
Warning Reporting System (EWARS) bulletin in Nepal and the
Early Warning Outbreak Reporting System (EWORS) in Indonesia
share information on communicable disease outbreaks with
national health staff. It is also available on the electronic media.
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Sri Lanka publishes a Weekly Epidemiological Bulletin, which is
shared regularly with national staff as well as with the SEAR
Member countries. As for sub-regional networking, the Mekong
Basin Disease Surveillance (MBDS) bulletin is distributed among
the Mekong Basin countries, which is also accessible through
the web site. The Regional Office has developed a web site for
CDS Information. It is proposed to make this information
accessible to a wider audience, through the Internet.

Communicable Disease Prevention and Control

Roll Back Malaria

The incidence of malaria in the Member countries has fluctuated
between 2.8 and 3.7 million cases reported each year during
the last five years. The problem of Plasmodium falciparum is
increasing and spreading to new areas. Malaria continues to
challenge national development and the health of the people.
Progression from mono to multidrug resistance and its spread
is of great concern. The prohibitive cost of insecticides and the
emerging resistance is becoming a serious problem. The magni-
tude of resurgent malaria is compounded by the increasing

Some countries of the Region are providing microscopic facilities for malaria
control in the rural areas.
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population migration within the countries and across inter-
national borders. The rise in urban malaria poses a grave threat.

While resources continue to be limited, the economic crisis
in some countries has further affected the control efforts and
caused focal outbreaks. Conflict and civil unrest resulting in the
breakdown of the health infrastructure has exacerbated the
situation in several countries.

Countries sharing common borders have agreed to tackle
the problem of border malaria jointly through bilateral or
intercountry cooperation. WHO has supported these efforts and
responded through biregional collaboration to address the
challenges. The RBM Mekong Malaria initiative involves the
national governments of six countries jointly addressing cross-
border problems. The partnership has involved academic
institutions, bilateral and multilateral agencies, NGOs and the
media to address the multidrug resistance problem in the sub-
region. A consensus on case definitions has been reached and
common protocols for addressing the problem of drug resistance
developed. To ensure the availability of quality drugs, WHO has
promoted a mechanism for coordination, monitoring and
exchange of information on inferior and counterfeit drugs. To
intensify closer cooperation, Thailand and Myanmar have agreed
to jointly address the problems of priority communicable diseases
like malaria, TB and HIV/AIDS in border districts. A collaborative
programme with a similar framework amongst four SAARC
countries – Bangladesh, Bhutan, India and Nepal has been
initiated to combat four priority diseases – malaria, kala azar,
HIV/AIDS and TB in 11 border districts in these countries.

Under the RBM initiative, WHO established three technical
support networks (TSN) in 2000. These include a network on
transmission risk reduction; surveillance, information manage-
ment and epidemic preparedness response, and drug resistance
and policy. These networks help scientists and programme
managers to collaborate and facilitate evidence-based decisions
for policy and strategy development. National focal points have
been identified and guidelines prepared for TSN.

Seven countries of the Region viz. Bangladesh, India,
Indonesia, Nepal, Myanmar, Sri Lanka, and Thailand, have
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completed a situation analysis in selected districts. Being the most
peripheral level of administration, districts have the power and
authority to mobilize the community to support malaria control.
These countries have decided to initiate the implementation of
RBM in pilot districts (Figure 1.2).

Guidelines on implementation of RBM at the district level
have been developed by WHO in consultation with these
countries. A strategic plan and plans of action for pilot districts
have also been developed. After implementing RBM in the pilot
districts, it is proposed to expand the initiative progressively to
achieve the target of mortality reduction to 50% of the current
levels by 2010.

In collaboration with other partners and institutions, WHO
supported the development of ACTMalaria (Asian Collaborative
Training Network for Malaria). ACTMalaria focuses on training

Figure 1.2: RBM pilot districts/areas in SEA Region
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of national staff in the management of malaria field operations,
drug policy formulation, malaria case management, health
education and community mobilization. ACTMalaria has also
established a web site. WHO collaborating centres and national
centres of excellence in the countries are being increasingly
involved in capacity building on priority areas in the control of
malaria and other vector-borne diseases.

Evidence-based WHO support has helped to prevent post-
flood epidemics in Bangladesh, post-cyclone epidemics in Orissa
(India) and control of focal epidemics in Myanmar, Thailand and
Central Java in Indonesia. The problem of malaria continues to
be contained through surveillance, particularly in the state of
Gujarat (India) following the devastating earthquake in January
2001.

The Region is progressing towards self-sufficiency in
drugs, diagnostics and equipment. Dipstick, for rapid diagnosis
of malaria, is available at an affordable price. Drugs for the
treatment of malaria are produced locally.

HIV/AIDS

The AIDS epidemic continues to cause serious concern in the
Region. It is the second most affected region in the world after
sub-Saharan Africa. Based on sentinel surveillance and other
available data, WHO and the Joint United Nations Programme
on HIV/AIDS (UNAIDS), have estimated that about 36 million
persons were living with HIV infection in the world at the end of
2000 – nearly 6 million of them were in the SEA Region. As of
March 2001, 173 299 cases of AIDS have been reported from
the Member countries of this Region (Table 1.1). This represents
an increase of 87% over 92 427 cases reported by May 1999.
More than 95% of the reported cases were from Thailand, India
and Myanmar.

HIV/AIDS is considered a priority health and development
problem by the Member countries. Each country is implementing
a national strategic plan involving all concerned government
sectors, nongovernmental organizations (NGOs) and the
community. A syndromic approach to sexually transmitted



The Work of WHO in the South-East Asia Region

8

infections (STI) case management has been accepted as a
national policy. Emphasis has been given to high-level
commitment to the programme with Thailand providing an
excellent example.

A number of successful target-specific interventions are
being implemented in the countries. The 100% condom use
programme in Thailand, which has received worldwide attention,
has led to a decline in the incidence of HIV infection. With peer
education among sex workers in Sonagachi in Kolkata (India),
HIV prevalence among the sex workers in the project area
continues to be low and the prevalence of STI is declining. The
interventions among injecting drug users, including the needle
exchange programme, are being implemented successfully in
Nepal. In Myanmar, educational interventions and the
community-based approach have helped to change the
behaviour of injecting drug users and to reduce HIV prevalence
rates. Blood transfusion safety has improved in all countries; for
example in Myanmar, screening for HIV in donated blood

Table 1.1: AIDS and HIV infections in SEA Region,  
December 2000 

Country 
Reported 

AIDS 
cases 

Date of 
last report 

Estimated 
HIV infections 

Rate per 
100 000 

population1 

Bangladesh 17 9/2000 13 000 16 

Bhutan 1 9/2000 <100 <16 

DPR Korea 0 9/2000 <100 <1 

India 12 239 6/2000 3 860 000 380 

Indonesia 411 9/2000 52 000 12 

Maldives 5 9/2000 <100 <25 

Myanmar 3 817 9/2000 510 000 760 

Nepal 383 9/2000 33 000 66 

Sri Lanka 117 12/2000 7 300 32 

Thailand 156 309 12/2000 740 000 1 345 

Total 173 299  ~ 6 000 000 >362 

1Based on WHO/UNAIDS Report, December 2000. 

Source: NACO HIV estimation meeting, March 2001.    
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increased from 5% in 1988 to nearly 100% at present. HIV sentinel
surveillance is being carried out in all countries to monitor the
trends of the epidemic and to estimate the burden of HIV in the
community. Behaviour surveillance is now increasingly used in
Member countries.

The priority issues that need to be addressed to tackle the
problem include increasing the application of successful inter-
ventions; sustained commitment at the highest level with
adequate allocation of resources; mobilization of and sustained
partnership among the public sector, the private sector, NGOs,
community groups, affected persons and donor agencies;
integration of prevention into the general health services;
providing continuum of care to persons with HIV/AIDS; improving
access to antiretroviral drugs, including their use in the
prevention of mother-to-child transmission; and reducing risk
behaviour among those with high-risk sexual behaviour and
injecting drug users.

WHO continued to provide technical and financial support
to national AIDS control programmes. As a cosponsor of UNAIDS,
the Regional Office played a leading role in the health sector
response to HIV/AIDS. Country experiences are regularly shared
at the annual programme managers’ meetings and through the
quarterly newsletter, “AIDS Watch”. HIV/AIDS was discussed at the
18th Meeting of Ministers of Health in August 2000, and also
during the CCPDM/Regional Committee meetings in Dhaka,
Bangladesh. The need to institutionalize cross-border inter-
ventions and establish a system of monitoring the epidemic
through HIV/STI and behaviour surveillance was emphasized.

WHO support to AIDS prevention programmes includes
condom promotion in situations of risk, blood transfusion safety,
STI management using the syndromic approach, prevention of
mother-to-child transmission and ensuring safe injection practices
at health care settings. Management of STIs is an important
intervention for prevention of HIV. However, most of the STI
patients seek care from the private sector. In this context, an
informal consultation was held in Bangkok in February 2001 to
develop strategies for enhancing the role of the private sector
in STI prevention and care, including surveillance, case reporting
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and syndromic case management. Transmission of infection
across international borders poses a major problem in the
control of communicable diseases. Joint plans of action for the
control of priority diseases (including HIV/AIDS) in the border
areas were prepared at an intercountry meeting jointly organized
by SAARC and WHO in March 2001.

To strengthen national capacities in coping with the
increasing demand for care of persons with HIV/AIDS, the
Regional Office conducted two training courses in October
2000, one on voluntary counselling and testing (VCT), and the
other on clinical management of AIDS. Plans of action for
establishing or developing VCT services were prepared.
Numerous guidelines and technical materials have also been
developed to assist in the planning and implementation of HIV/
AIDS comprehensive care. These were widely distributed in the
Member countries.

The Regional Office accords high priority to HIV surveil-
lance. Guidelines have been prepared for behaviour and STI
surveillance. The Regional Office has collaborated with the
Western Pacific Regional Office in further developing the
guidelines for behaviour surveillance which were reviewed at a
meeting held in Manila in February 2001. The Regional Office
also prepared a protocol for the evaluation of HIV surveillance.
Data generated from surveillance are being used to estimate
and project the number of infected persons and to design
appropriate interventions.

Tuberculosis

Every year 8 million people develop TB worldwide of whom
3 million, or 38%, are in the South-East Asia Region. An
estimated three-quarters of a million people died of TB last year
in the Region. TB kills more women compared to all causes of
maternal mortality put together. It is the most common cause of
death among adults in their economically most productive years,
directly affecting the national economies.

The close association between TB and HIV is well estab-
lished. HIV infection rates as high as 30-40% have been noted
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among patients with tuberculosis in Mumbai (India) and in
Northern Thailand. Between 60% and 75% of AIDS patients in
various countries develop tuberculosis. TB is the most common
life-threatening opportunistic infection associated with HIV in the
Region.

In 1993, WHO declared TB a global emergency and advo-
cated the use of the DOTS strategy for TB control. All Member
States have adopted the strategy and considerable progress has
been made with its implementation. Nearly 45% of the Region’s
population now has access to TB control through DOTS
(Figure 1.3). Over 500 000 patients have so far been treated with
a success rate of around 80% under programme conditions. The
quality of diagnosis has been good; however the number of
cases detected is still low – an overall 30% of estimated cases.

In 1991, the World Health Assembly set global targets of
85% cure rates and 70% case detection. While small and
medium-sized countries in the Region are expected to achieve
universal coverage with DOTS by the end of 2001, the five high-
burden countries, (Bangladesh, India, Indonesia, Myanmar and
Thailand) are scheduled to complete DOTS expansion and
achieve targets between 2003 and 2005.

The South-East Asia Region has five of the 22 countries
which account for 80% of the global tuberculosis burden.
Bangladesh has covered virtually the entire country with DOTS;
case detection is being enhanced. India is implementing DOTS
rapidly and successfully and countrywide coverage is expected
by 2005. Indonesia is expanding DOTS and has demonstrated
a strong political commitment. Technical strengthening is under
way. Myanmar is implementing DOTS well with plans to expand
coverage to the entire country provided sustained resources are
available. Thailand is expanding DOTS rapidly; supervision is
being enhanced in order to improve treatment outcomes while
reporting mechanisms have been strengthened.

Amongst the smaller and medium-burden countries,
Bhutan has achieved nationwide coverage. Fully ambulatory
DOTS and strengthening of the quality of reporting from the
district level is now a priority. DPR Korea has covered one-third
of the country with DOTS during 1999-2000 with good outcomes
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being reported. Maldives achieved and has maintained global
targets since 1995. Sri Lanka has 95% coverage; managerial
capacity is being strengthened so that cure rates in a few districts
can be increased to 85% or more. Nepal has expanded DOTS
to cover 85% of the country with good treatment success rates.
With interventions planned to improve treatment outcomes and
case finding, Bhutan, Nepal and Sri Lanka could be expected
to achieve global programme targets by end-2002.

Rapidly expanding the access to DOTS services while
simultaneously ensuring quality remains a top priority for the
Region. The regional objectives are to achieve nationwide
coverage in Member countries by 2005 and to reach or exceed
global programme targets.

The major constraints that could offset progress include the
lack of: (1) commitment at all levels and sustained resources to
maintain effective control programmes;  (2) capacity including
availability of trained personnel within national programmes to
effectively implement DOTS; (3) involvement of other major
health care providers such as the private sector and medical
teaching institutes; (4) supplies of drugs, equipment and essential
consumables, and (5) control of cross-border spread of
tuberculosis.

Figure 1.3: Implementation of DOTS in SEA Region,
1997-2000
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Serious efforts, however, are being made by Member
countries to address these problems and to achieve the targets
set by WHO.

Tuberculosis continues to be a significant health concern.
It is therefore essential that the DOTS strategy is rapidly made
universally available. To advocate for enhanced support for TB
control, WHO organized a meeting of Directors-General of
Health and national TB programme managers on the STOP TB
initiative in Myanmar in August 1999. Tuberculosis was also on
the agenda of the meeting of Health Ministers, held at Yangon
in October 1999, and of the meeting of Health Secretaries, held
at New Delhi in February 2000. Tools were developed to prepare
five-year strategic plans in Member countries. Assistance was also
provided to complete the development of these plans by August
2001.

WHO has continued to provide technical support in the
planning, implementation and monitoring of national TB control
programmes. This has been through WHO medical officers in
Bangladesh, India, Indonesia and Thailand and through national
consultants in some other countries.

In the area of capacity building, the Regional Office conti-
nues to prepare and disseminate technical and training materials
and hold several national and intercountry training courses.
Teaching material developed include: (1) training material for
an annual training course on TB control in Nepal; (2) laboratory
methods for TB control in Indonesia; (3) epidemiological basis
of TB control in India; (4) leadership and strategic management,
India; (5) training on EPICENTRE, a software programme to
facilitate recording and reporting at the country level, and
(6) guidelines on cross-border control of TB.

In order to promote awareness about DOTS in medical
schools, a meeting of Professors of Medicine and Community
Medicine, Deans and Medical Council Members within the Region
was held in July 2000. Model DOTS projects are being established
at medical institutes in India (at  the All India Institute of Medical
Sciences, New Delhi, and Surat Medical College), Nepal (B.P.
Koirala Institute, Dharan), and in Indonesia. WHO is also
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supporting national-level meetings to actively promote the
involvement of medical colleges in national TB control
programmes. A second meeting between private practitioners,
their professional associations and medical faculty on enhancing
the role of private practitioners in STI and TB control was held in
Bangkok in February 2001. Various initiatives on public-private
partnership in the Region are currently being supported by WHO.
These are being documented and widely disseminated as
successful models.

Following the recommendations of the Health Ministers
Meeting in 2000, the Regional Office organized an Intercountry
Workshop on Cross-border Initiatives for TB, HIV, Malaria and
Kala-azar together with the SAARC TB Centre, Kathmandu, in
March 2001. Joint action plans for cross-border collaboration
between Bangladesh, Bhutan, India and Nepal were developed.
WHO has also mobilized funds for cross-border activities for
HIV/AIDS and TB control along the Myanmar-Thai border.

Dengue fever/Dengue haemorrhagic fever

An estimated 20 to 30 million cases of dengue fever with
approximately 0.4 million cases of DHF occur annually in the

School students and NGOs participating in a rally on the occasion of
World TB Day.
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Region. To combat this problem, WHO is assisting countries in
improving clinical management of cases and in carrying out
effective vector control activit ies through community
participation.

During the biennium, WHO supported the countries in
conducting training in case management for reducing case-
fatality rates. The manual on Case Management in Small
Hospitals, prepared by the Regional Office, as well as the publi-
cation on Comprehensive Guidelines for Prevention and Control
of Dengue Haemorrhagic Fever was distributed to the countries.
Support was also provided in translating these documents into
respective national languages. The Dengue Bulletin continued
to be jointly published annually with the Western Pacific Region.
The Queen Sirikit National Institute of Child Health, Bangkok,
was designated as a WHO Collaborating Centre on Clinical
Management of DF/DHF. As a result of the regional inputs to
capacity building in clinical management, there has been a
substantial reduction in the case-fatality rates to less than 1%.

Support was provided to India, Indonesia, Maldives,
Myanmar and Sri Lanka in reviewing the dengue/DHF situation
and in evaluating control activities. The problems identified were:
occurrence of epidemics, especially in India and Indonesia, high
case-fatality rates during outbreaks, and poor participation of
communities in control activities.

Following an external evaluation of Thailand’s national
dengue control programme in March-April 1999, an initiative
to control dengue to coincide with the 72nd birthday celebrations
of His Majesty the King was started. In June 2000, an external
evaluation was carried out in Indonesia, which had experienced
the largest outbreak of DF/DHF in 1998. The recommendations
made by the mission are being implemented.

The First International Conference on Dengue/DHF,
supported by the Regional Office and attended by over
700 public health specialists from 41 countries, was held in
Chiang Mai, Thailand, in November 2000. The Conference
adopted the Chiang Mai Declaration on Dengue/DHF to
strengthen efforts to control dengue in the new millenium.
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Disease Vector Control
Vector-borne diseases are important causes of morbidity and
mortality in the Region. In the absence of vaccines and specific
drugs, vector control assumes greater importance in the
prevention and control of these diseases.

The first and second WHO Regional Training Courses on
Comprehensive Vector Control were held at the Vector Control
Research Centre (VCRC – WHO Collaborating Centre for
Integrated Method for Vector Control) in Pondicherry (India) in
1999 and August-September, 2000. Problem-based training
modules developed by experts were used at the training. These
modules were further refined and used at a national training
course conducted in India in March 2001.

Unfortunately, most countries of the Region, while
undertaking development projects, do not adequately consider
their adverse health impact. To address this issue, an Intercountry
Workshop on Adverse Effects of Development Projects on
Mosquito-borne Diseases was held in Bangkok in October 1999.
The workshop focused on medium and small-sized projects
where health aspects are usually not addressed. Based on the
case studies presented at this meeting, a working model for
incorporating health impact assessment and remedial actions
was developed.

Communicable Disease Eradication and Elimination

Leprosy

The South-East Asia Region accounts for 80% of the global
leprosy caseload (Figure 1.4). While Bangladesh, Bhutan,
Indonesia, Maldives, Sri Lanka and Thailand have already
reached the elimination goal (prevalence rate <1 per 10 000
population), Myanmar (prevalence rate: 2.37/10 000) and Nepal
(prevalence rate: 3.60/10 000) are likely to reach the goal by
2003. India (prevalence rate: 3.73/10 000) is expected to achieve
elimination by the end of 2005.
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With the use of multidrug therapy (MDT) since 1985, around
9.5 million persons have been cured. An estimated 1.5 million
additional patients in the Region will have to be detected and
covered by MDT by the end of 2005 to achieve elimination targets.

In India, prevalence of leprosy is high in Bihar, Jharkhand,
Uttar Pradesh, Uttaranchal, Madhya Pradesh, Chhattisgarh,
Orissa, and West Bengal. In Nepal, leprosy prevalence is high
in the central, eastern and far-western regions. In Myanmar, the
prevalence rate is high in Bago, Magwe, Mandalay, Sagaing
and Irrawaddy divisions and in Chin and Kayah states. Know-
ledge of this distribution has enabled leprosy elimination efforts
to be more focused and concentrated during the final push
towards the elimination of leprosy as a public health problem.

Advocacy at the highest level was undertaken by the
formation of the Global Alliance for Elimination of Leprosy in
Abidjan in November 1999. This was followed by the first
meeting of the Alliance in New Delhi in January 2001. WHO
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further intensified its technical support by assisting in the
preparation of detailed plans of action for each endemic country.
National coordination committee meetings have been regularly
organized with the involvement of all partners. Staff is provided
at the state and provincial levels for monitoring and problem
solving. During the final push for elimination, WHO is continuing
intensive work with partners, including the Nippon Foundation,
the International Federation of Anti-Leprosy Associations (ILEP),
the World Bank and others. The following important strategies
are included in leprosy elimination programmes:

• Promotion of community awareness to remove stigma
through media campaigns, IEC activities and advocacy
meetings for intensification of leprosy elimination
activities in districts where leprosy prevalence is high;

• Strengthening of the integration of leprosy services into
general health services and training of general health
staff;

• Improvement of MDT services through leprosy
elimination campaigns (LEC), and

• Ensuring uninterrupted supply of MDT blister packs free
of cost to all Member countries.

Midwives creating community awareness about leprosy.
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Eradication of guineaworm disease

Intersectoral partnerships were established and sustained to
achieve the goal of eradication of guineaworm disease. WHO
assisted Member countries in partnership with other agencies. A
landmark in public health was reached when guineaworm disease
was eradicated in India. Following the visit of the International
Certification Team to India in November 1999, the International
Commission for Certification of Dracunculiasis Eradication
(ICCDE), at its fourth meeting held in Geneva in February 2000,
certified that guineaworm disease was eradicated from India, DPR
Korea and Thailand. Thus, the South-East Asia Region of WHO
became the first WHO region to eradicate the disease.

Visceral leishmaniasis (Kala-azar)

Kala-azar is more pronounced along the international borders of
Bangladesh, India and Nepal. It has shown a declining trend since
its last peak in 1992. The three most affected countries reported
20 359 cases and 336 deaths in 1999. Guidelines for kala-azar
control have been developed. Although early diagnosis is a
problem, a recombinant 39 amino acids (K-39) antigen-based
rapid test is seen as an excellent development. The K-39 test is
simple and suitable for use at the periphery. The available anti-
leishmaniasis drugs have to be given parenterally. An oral alkyl
phosphocholine, miltefosine, a new and promising drug, has been
tested extensively in India and will be used for the treatment of
kala-azar in endemic countries. Cross-border collaboration is
being strengthened for the control and elimination of the disease.

India has launched a kala-azar elimination programme
with 2012 as the target year. DDT is cost-effective in kala-azar
control and spraying would continue in Bangladesh and India
to control Phlebotomus argentipes.

Lymphatic filariasis

Lymphatic filariasis (LF) is a disease that is targeted for elimination
as a public health problem globally. This infection is widespread

Banwari Lal of district
Jodhpur, Rajasthan – the last
case of guineaworm disease
in India (1997).
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in eight countries of the Region. It is estimated that over 600
million people are living in filaria-endemic areas with
approximately 60 million persons infected. This represents 60 per
cent of the global burden of this disease. A global strategic plan
for the elimination of filariasis was developed in September 1999.
The two main strategies are: (1) reducing the spread of infection
by interrupting transmission – through mass drug administration
(diethyl carbamazine and albendazole) to populations at risk,
and (2) relieving and preventing suffering and disability – through
intensive local hygiene.

Following an informal Consultation on New Initiatives on
Elimination of Lymphatic Filariasis, held at Bhubaneswar (India)
in February 2000, a regional strategic plan to eliminate filariasis
was developed. Key indicators and milestones were established
and targets for five years (2000-2004) set. Subsequently, all
endemic Member countries developed national plans with the
goal to eliminate LF. WHO has agreed to provide free supplies
of albendazole to Bangladesh, India, Maldives, Myanmar,
Sri Lanka and Thailand for the elimination of LF.

Communicable Disease Research and Development
(including TDR)

Tropical Disease Research (TDR) is a special programme co-
sponsored by the United Nations Development Programme
(UNDP) and the World Bank, with WHO as the executing agency.
It is financed almost entirely by voluntary contributions from
governments, intergovernmental and nongovernmental agencies,
foundations and other external sources. A five-year strategic plan
(2000-2004) has been developed. TDR has adopted dengue and
TB to its portfolio. The programme is moving towards a functional
approach with the stress on capacity building in research in least
developing countries, and with a focus on implementation
research.

In the SEA Region, the TDR programme continued to
support activities and research which focused on malaria,
lymphatic filariasis, leprosy and kala-azar.
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Research activities on malaria included studies on drug
resistance (Myanmar, Thailand), vaccine development (India,
Thailand); vector control (Sri Lanka); monitoring of drug efficacy
(Indonesia, Myanmar, Sri Lanka); and new drug regimen
(Thailand).

Studies on lymphatic filariasis emphasized the impact of
mass chemotherapy with DEC or albendazole (India, Myanmar
and Sri Lanka); filariasis endemicity (Myanmar, Sri Lanka); and
insecticide impregnated curtains (Sri Lanka).

Capacity building in research on tropical diseases was
undertaken in Nepal. Studies on kala-azar covered the
development of an animal model (India); clinical study with
aminosidine and miltefosine (India); impregnated bednets
(Bangladesh); field evaluation of test kit (Nepal), and
epidemiology and control (Nepal).


