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Communicable disease surveillance,
outbreak alert and response
1. The South-East Asia Region continues to
face challenges posed by the emergence of newly
recognized pathogens, and the occurrence of
epidemics including avian influenza (AI). During
the reporting period, these challenges were
addressed through advocacy, improved
international, bi-regional (with the South-East
Asia and the Western Pacific regions) and
intercountry partnerships, and strengthening of
public health capacity at the country level. With
the International Health Regulations (IHR–
2005) entering into force on 15 June 2007, a
regulatory framework and opportunity are
available to scale up core capacities for global
surveillance and intervention measures. The focus
now is on protection against the international
spread of communicable diseases, with minimum
restrictions on international trade and traffic.

2. To facilitate the implementation of IHR–
2005, the first meeting of the Asia-Pacific
Regional Technical Advisory Group (TAG) on
emerging diseases was held in Manila in July

2006. After considering the Asia-Pacific Strategy
for Emerging Diseases (APSED) workplan,
several recommendations were made stressing
the development of a national plan to support
the implementation of IHR–2005.

3. To provide rapid support to Member
countries, WHO established two regional sub-
units on communicable disease surveillance,
outbreak alert and response (CSR) – one in
Bangkok and the other at the National Institute
of Communicable Diseases, New Delhi. Formal
agreements to make these two sub-units fully
functional were signed between the ministries
of health of the two countries and the WHO
Regional Director – on 27 October 2006 for the
Bangkok sub-unit and on 4 April 2007 for the
New Delhi sub-unit.

4. Country missions were fielded by the
Regional Office, as well as by the CSR subunits
in Bangkok and New Delhi, to assess national
pandemic plans for AI and core capacities for
the implementation of IHR–2005. During the
assessments, which were carried out in eight
of the eleven Member countries of the Region,
gaps were identified and recommendations
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made. A regional meeting to assess the status
of IHR implementation in Member countries
was held in Male, Maldives in April 2007.
National IHR focal persons from 10 countries
of the Region and from the Regional Office
participated in the meeting, where a regional
plan for IHR implementation was developed.

5. Twelve countries from the Asia-Pacific
Region (including six from the SEA Region)
participated in the bi-regional crossborder
meeting on emerging infectious diseases held
in Bangkok, Thailand, jointly organized by the
Regional Offices  for South-East Asia and the
Western Pacific in February 2007. A strategic
framework for crossborder collaboration in line
with IHR–2005 and APSED was developed at
the meeting.

6. During the reporting period, technical
support was provided to Bangladesh during the
initial AI outbreak, including AI laboratory
diagnosis, capacity building and sharing of
communication material. Support efforts were
focused on AI, based on lessons learnt from AI
outbreaks in India, Indonesia, Myanmar and
Thailand. Two countries in the Region reported
human cases of AI.

7. Approximately 60 participants took part
in the two Training of Trainers’ workshops
organized for Rapid Response Teams in
Bangkok and New Delhi. These teams further
carried out training in India, Myanmar, Nepal
and Thailand. Furthermore, district-level
training is planned in Myanmar later this year.
An assessment tool was developed to monitor
the process, outputs and outcomes of these

Ministers of health and agriculture from nine Member countries in the Region adopted the Delhi Declaration on avian influenza.
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training activities to adjust and adapt the
curriculum of Training of Trainers to the
evolving situation of preparedness and response
on human AI. During the reporting period,
Bangladesh, India, Indonesia, Maldives,
Myanmar, Nepal, Sri Lanka and Thailand
conducted table-top exercises to test national AI
preparedness plans.

8. Since AI requires an integrated and multi-
sectoral response, WHO organized a meeting of
health and agriculture ministers from nine
Member countries in the SEA Region and two
from other regions in New Delhi in July 2006.
The meeting culminated with the adoption of the
“Delhi Declaration” for the control of AI and
pandemic preparedness in Asia. The Regional
Office staff participated in the meeting of the task
force that was established to follow up the Delhi
Declaration. Staff support was also provided to
implement and monitor the recommendations
of the Declaration. The first progress report was
distributed to all ministers who participated.

9. Substantial progress was also made in the
areas of the national influenza pandemic
preparedness plan (NIPPP), stockpiling, capacity
building, preparation of guidelines for table-top
exercises, as well as in providing technical support
through country missions to Bangladesh,
Indonesia and Myanmar for AI management and
response, including outbreak investigations.
WHO was instrumental in documenting and
sharing best practices in AI prevention and control
in Thailand through village health volunteers.

10. During the reporting period, staff from
the Regional Office and country offices assisted
Member countries in investigating
communicable disease outbreaks, including
outbreaks of chikungunya in Kerala, India;
dengue fever in India, Nepal, Sri Lanka and

Maldives; AI in Indonesia and Thailand; and
malaria in Nepal. Surveillance of AI among
humans was enhanced in Indonesia through
active case-finding in the areas where poultry
outbreaks were reported and by strengthening
laboratory capacity.

11. The Regional Office continued support to
Member countries in the control and
containment of communicable diseases through
its surveillance and response programmes with
major assistance from donor agencies, such as
the Asian Development Bank, the World Bank,
USAID, CDC Atlanta, USA, AusAID and CIDA.

Prevention and control of priority
communicable diseases
HIV/AIDS
12. Of the six WHO regions, the SEA Region
has the second highest burden of HIV and
AIDS. According to WHO/UNAIDS estimates,
by the end of 2006, there were 7.2 million
people living with HIV in the Region. During
the same year, 0.8 million new infections and
half a million deaths were reported. The HIV
epidemic in this Region is largely confined to
the population groups most at risk, such as
sex workers, injecting drug users, men who
have sex with men and transgender persons.

13. The momentum of the global response to
HIV has steadily increased following the WHO
3 by 5 initiative, which had for the first time
set global targets for antiretroviral therapy. This
initiative was followed by the call on
governments to make plans and set targets
towards universal access to HIV prevention,
care, treatment and support by 2010 and to
ultimately reach the Millennium Development
Goal on HIV/AIDS – to halt and reverse the
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spread of the epidemic by 2015. Thailand has
achieved this target well in advance and there
are indications that HIV prevalence trends may
have halted and reversed in Tamil Nadu, India,
and in Myanmar (Figure 1.1).

14. During the period under review, WHO
worked closely at the country, regional and
global levels through teams of public health
professionals, taking a leading role in the health
sector response to HIV and other sexually
transmitted infections (STIs). It provided
technical and operational support to Member
countries in the following areas: prevention of
HIV and other STIs; HIV testing and
counselling; care, support and treatment;
strengthening of health systems, including
AIDS programme management and access to
medicines; and strengthening strategic
information systems for second-generation
HIV surveillance, monitoring and evaluation
and research. WHO also took the lead in
organizing national AIDS programme reviews
in Bhutan, Indonesia, Maldives, Myanmar, Sri
Lanka and Thailand. These reviews led to the

revision of national strategic plans for the
prevention and control of HIV and other STIs,
which were developed in all Member countries.

15. Consistent and effective advocacy and
technical support from WHO resulted in an
increase from less than 5% to more than 20%
in the public-sector coverage of people in need
of antiretroviral therapy in this Region since
December 2003 (Figure 1.2). Advocacy for
accelerating the scaling up of interventions to
prevent the transmission of STIs including HIV
that are targeted at population groups most at
risk resulted in the introduction of national
programmes targeting these groups, although
the overall coverage was still low.

16. The Regional Office continued to organize
annual meetings of national AIDS programme
managers and other key stakeholders, which
helped to build rapport and trust, networking
and exchange of intercountry experiences.

17. During the period under review, WHO
activities to mobilize resources resulted in an
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Figure 1.1::::: HIV prevalence among antenatal attendees
in selected countries of South-East Asia, 1991-2006

Source: WHO/SEARO
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Figure 1.2::::: Number of people on antiretroviral therapy

in South-East Asia, 2003-2006
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increased flow of funds for HIV/AIDS
prevention, control, care and treatment. This
included more than US$ 836 million from the
Global Fund to fight AIDS, Tuberculosis and
Malaria (GFATM).

18. The following regional guidelines and
training materials were developed for capacity
building:

• Antiretrovirals for HIV: A compilation
of facts and product information;

• Clinical manuals on management of
HIV infection and antiretroviral
therapy in infants and children as well
as for adults and adolescents, and

• Training modules for strengthening
HIV second-generation surveillance and
AIDS programme management and
HIV care and antiretroviral treatment
recording and reporting.

19. The limited capacity of health systems and
strategic information systems were the most
important constraints in scaling up
interventions for HIV and other STIs. To
address these constraints, the important
priorities for future action in the Region
include:

• Promoting the commitment of national
and local government resources to the
strengthening and expansion of health
systems for vigorous scaling up of
interventions in a sustainable manner
while using additional resources
available, such as the GFATM; and

• Investing in strategic information to
guide a more effective response.

Tuberculosis

20. Among the 22 countries that account for
80% of the tuberculosis (TB) burden globally,
five (Bangladesh, India, Indonesia, Myanmar
and Thailand) are in the SEA Region. In 2005,
an estimated five million people were affected
by the disease and every year about half a
million people in the Region die of tuberculosis.
This is, however, substantially lower than the
figures in 1990, when the number of TB cases
and deaths due to TB in the SEA Region were
estimated at 6.8 million and over 650 000,
respectively. This decline is attributed to the
introduction and expansion of directly observed
treatment, short-course (DOTS) since the early
1990s. The HIV epidemic has had a variable
impact on TB control in countries, with nearly
half of the estimated 7.2 million people living
with HIV/AIDS (PLWHA) being co-infected
with TB. While the true extent of multidrug
resistant (MDR) TB in the Region is unknown,
the overall rates are estimated at under 3%
among new TB cases.

21. Due to the rapid expansion of high-
quality DOTS services, the overall case-
detection rate in the Region increased to 64%
in 2006, while a treatment success rate of over
86% was maintained. Five countries, namely
Bhutan, DPR Korea, Indonesia, Maldives and
Sri Lanka achieved or surpassed the global
targets of 70% case detection and 85%
treatment success in 2006. Others made good
progress. A significant impact on TB morbidity
and mortality also began to be demonstrated
in some countries (Figures 1.3 and 1.4).

22. The new Stop TB strategy and the
Regional strategic plan for TB control 2006-
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2015 towards reaching the MDGs were
discussed and supported by Health Secretaries
of Member countries of the Region at their
meeting held in June 2006. National TB control
programmes (NTPs) were either initiated or
continued to implement several additional

interventions under the new Stop TB strategy.
WHO’s technical support to countries was
further enhanced during the reporting period
through horizontal collaboration between
country offices to provide support to countries
with limited TB programme capacity.

23. Countries were assisted in preparing
applications to the GFATM, the global drug
facility (GDF) and bilateral donors. Eight
countries in the Region began receiving
considerably increased funding for TB control
through the GFATM. The GDF support to ten
countries in the Region was continued more
effectively, through GDF focal points based in
the Region.

24. Assistance was provided to a number of
Member countries in the preparation of
national operational plans, updating of
national manuals and guidelines, strengthening
of laboratory capacity, surveillance, drug
procurement and supply management and for
national workshops and training in a number
of key areas. These included laboratory
strengthening, programme management,
public-private partnerships, TB/HIV and
management of MDR-TB and research.

25. Intercountry workshops on strengthening
national laboratory networks for TB diagnosis
and on improving TB surveillance and
monitoring were organized. The TB reference
laboratory in Thailand was designated as the
second supra-national reference laboratory in
the Region. Programme monitoring missions
to review the progress were undertaken in
several countries. A meeting of Partners for TB
Control in the Region was organized in Jakarta
in November 2006 in conjunction with the
Eleventh Meeting of the Stop TB coordinating
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Figure 1.3::::: Fall in TB prevalence: Indonesia
(1980-2004)
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TB patients by 7-fold

Figure 1.4::::: Impact of DOTS on case fatality: India

Sources:
1 RNTCP India: quarterly and annual cohort analysis published as quarterly and
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2 NTP deaths: Datta M, Radhamani MP, Selvaraj R, et al. Critical assessment of

smear-positive pulmonary tuberculosis patients after chemotherapy under the
district tuberculosis programme Tubercle and Lung Dis 1993;74:180-186
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board of the Global Stop TB partnership. A “call
to stop TB in Asia” was endorsed at this
meeting. Collaboration with over 30 technical
and development partners and the three WHO
collaborating centres on TB in the Region will
continue.

26. Despite the impressive progress, national
TB control programmes continued to face many
challenges. These included uncertainties
regarding long-term financing; lack of sufficient
numbers of skilled staff at all levels of national
health systems; weak laboratory networks and
surveillance mechanisms; and low community
awareness and utilization of services.

27. The Regional Office and country offices
will continue to assist national TB control
programmes to adopt best practices, as well as
revise and further improve national-level
planning and implementation of all
components of the new Stop TB strategy.

Malaria

28. Malaria is a major public health problem,
with the burden of the disease in the Region
being second only to Sub-Saharan Africa.
Approximately 1.3 billion people in the Region
are “at risk” of malaria. Although morbidity
and mortality due to malaria have been
reduced, the trend of the disease over the past
five years was stationary. The coverage of
malaria prevention interventions (i.e.
insecticide-treated nets and indoor residual
spraying) remain very low. The key issues in
the Region are the rapid spread of malaria
parasites, resistance to antimalarial drugs,
vector resistance to insecticides, under-
reporting of malaria, frequent focal outbreaks,
problem of neglected vivax malaria, poor

capacity of the control programme to cope
with rapid socio-ecological changes and
shortage of skilled staff.

29. In view of the changing scenario related
to socioeconomic status and ecological changes
and the fact that global malaria control
strategies are not suitable in Asian countries,
the Regional Office revised its malaria control
strategy in consultation with experts and
malaria programme managers. The revised
strategy recommends strengthening of the
existing malaria control programmes through
a multisectoral approach and partnerships. The
key elements of the revised strategy include (i)
programme planning and management; (ii)
strengthening surveillance; (iii) targeting
interventions to populations “at risk” of
malaria; (iv) scaling up the control of vivax
malaria; (v) increasing the coverage and proper
use of insecticide-treated mosquito nets; and
(vi) monitoring and evaluation. Integrated
vector management (IVM), one of the strategic
elements of the revised strategy, requires strong
multisectoral involvement to cope with rapid
ecological changes.

30.  Following the adoption of the revised
malaria control strategy during the Twenty-
fourth Health Ministers’ meeting in Dhaka in
August 2006, an intercountry meeting was
held in Chiang Mai in March 2007 to share
the strategy with partners, programme
managers and representatives from non-health
sectors. Member countries reported on the
progress made in incorporating the revised
strategy into national workplans.

31. Bi-regional collaboration between
countries in the Greater Mekong Sub-region
of the South-East Asia and the Western Pacific
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Government of Japan to review knowledge on
vivax malaria and establish an Asia-Pacific
vivax network. On the recommendations of the
meeting, networking of research institutes and
preparation of an inventory of researchers on
vivax malaria were undertaken, and priorities
for research on vivax malaria were identified.

33.  WHO provided technical support to
Member countries in resource mobilization and
to strengthen national capacity in programme
implementation through the GFATM and the
World Bank programme. Efforts to mobilize
more funds were continued.

34. Technical support was provided to conduct
household and health facility surveys in India.

regions was continued. The deterioration in the
situation regarding falciparum drug resistance
at the Thai-Cambodian border was reviewed
in January 2007. An ongoing project on
information, education and communication
(IEC) supported by the ADB and WHO provided
an opportunity for national staff to improve
their knowledge and skills in empowering
ethnic groups in the Mekong region.

32. A bi-regional meeting was organized in
January 2007 to review the progress of control
of vivax malaria in the Korean peninsula. In
conjunction with the bi-regional meeting, the
first conference on vivax malaria was organized
in collaboration with the Western Pacific and
the Eastern Mediterranean regions and the

Member countries are supported in strengthening surveillance.
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These surveys, conducted prior to programme
review, proved to be useful tools for national
programme reviews. WHO provided technical
support for national programme reviews in
Bhutan and India. A programme review is
needed to revise the policy on prevention,
diagnosis and treatment and surveillance.

35. The key issues to be addressed for over-
coming the numerous constraints include the
following: Low coverage of prevention inter-
ventions; growing drug resistance and the low
uptake of artemisinin-based combination
therapy (ACT); shortage of skilled staff at all
levels; monitoring the quality of diagnosis and
drugs and evolving mechanisms
for improvement; and integrated
vector management and healthy
public policy.

Dengue

36. Dengue has emerged as a
serious public health problem in
countries of the Region over the last
few decades. While reported cases
are high, with an increasing trend, the case
fatality rates have been maintained below 1%
through improved case management. But the
disease is spreading to new geographical areas,
and the frequency of outbreaks has increased.
Indonesia and Sri Lanka have reported the
highest number of cases during the last few
years. For the first time, dengue was reported
in Bhutan in July-August 2004 and in Nepal
in November 2006.

37. In response to the rising trend of dengue,
an advocacy kit was prepared and disseminated
to Member countries. Following the first
meeting of Partners on Dengue Prevention and

Control in Asia-Pacific held in Chiang Mai,
Thailand in March 2006, the Asia-Pacific
Dengue Partnership (APDP) was established and
a strategic framework for the partnership was
developed. This was discussed and approved at
the first meeting of the core group held in
Singapore in February 2007. The core group
discussed the governance of the partnership
and prepared a road map for advocacy and
resource mobilization. The Regional Office will
function as the secretariat for the APDP. The
strategic plan for prevention and control of
dengue in Asia-Pacific (SPDAP) for 2007-2015
was developed by the Regional Office and

reviewed in-house. The plan and
important technical issues will be
discussed at the first meeting of
the RTAG prior to implementation.

38.  A multi-departmental group
has been convened in the Regional
Office, which regularly reviews
the progress of prevention and
control of dengue in the Region.
The first outbreak of dengue in

Nepal was investigated with the help of the
WHO Collaborating Centre in Thailand. A
training course was organized with WHO
support in India during 2007 to increase the
capacity of 50 doctors in the case management
of dengue.

39. Given the increasing trend of dengue and
other vector-borne diseases, WHO continued to
promote the concept of IVM for control of
vectors and transmission-risk reduction.
Regional strategies for IVM were developed and
disseminated for control of vector-borne
diseases. An intercountry workshop was
organized at the Vector Control Research Centre
(VCRC), Pondicherry, India, in December 2006,

Given the increasing
trend of dengue and the

increasing trend of
vector-borne diseases,

WHO has been
promoting the concept

of integrated vector
management (IVM)
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where 52 persons were trained in IVM. The
workshop also led to the development of course
curriculum and training modules for an
international training course.

Diseases targeted for elimination/
eradication
40. The Region accounts for a dispropor-
tionate burden of tropical diseases such as
leprosy, lymphatic filariasis, kala-azar and
yaws, which are targeted for elimination or
eradication. It accounted for 68% of the globally
reported new leprosy cases, 65% of the
population globally “at risk” of lymphatic
filariasis, 20% of the globally reported kala-
azar cases and about 5500 new cases of yaws
in 2005 in India, Indonesia and Timor-Leste.
These diseases primarily affect the poorest of
the poor and vulnerable, such as migrants,
women, children and other marginalized
population groups.

41. At its Fifty-ninth session held in Dhaka
in August 2006, the Regional Committee for
South-East Asia adopted a resolution calling
on Member countries to accord high priority
to the targeted diseases identified for
elimination/eradication and increase the
allocation of resources. WHO has been
advocating strongly with Member countries
and partners to accord greater attention,
priority and resources for the elimination/
eradication efforts since simple, safe and cost-
effective interventions to tackle many tropical
diseases are available.

42. The Second Meeting of Partners on
Tropical Diseases targeted for elimination/
eradication was held in Jakarta in February

2007, and was attended by representatives
from 21 partner agencies and senior health
officials from seven Member countries. The
meeting was co-sponsored by the German
Development Cooperation (BMZ/GTZ), Global
alliance for elimination of lymphatic filariasis
(GAELF) and the Sasakawa Memorial Health
Foundation, Japan. The partners urged WHO
to assist governments in the development of
national plans for integrated delivery of
interventions and activities, wherever feasible.
It was also suggested that, in collaboration
with other partners, a mechanism be
established for drug security to ensure free
supply of drugs required for treatment of the
targeted diseases.

43.  Regional training courses on tropical
diseases are being developed in collaboration
with the National Institute of Communicable
Diseases (NICD), India, and the Department of
Tropical Medicine, Mahidol University,
Thailand.

Leprosy

44. Nine of the 11 Member countries in the
Region have attained the goal of elimination
of leprosy as a public health problem (i.e.
prevalence rates below 1 case per 10 000
population). The remaining two, Nepal and
Timor-Leste (with prevalence rates of 1.8 and
1.89, respectively), have shown a declining
trend, and are making concerted efforts with
support from the Regional Office to achieve the
elimination goal by 2007. The prevalence of
leprosy has stabilized at below 0.9/10 000
population in India, which traditionally
accounted for the highest leprosy burden, both
globally and regionally (Figure 1.5).



THE WORK OF WHO IN THE SOUTH-EAST ASIA REGION 11

45. WHO has been assisting Member
countries in strengthening the integration of
leprosy services into the general health system
through capacity building and in maintaining
quality services in order to further reduce the
burden of leprosy through timely case detection
and prompt treatment. The regional prevalence
rate declined from 0.86/10 000 population in
2005 to 0.79/10 000 population in 2006. The
control efforts have to be sustained to achieve
sub-national targets.

46. A schedule for conducting national studies
on the current magnitude of leprosy disabilities
and impact of stigma and discrimination was
developed at a regional workshop held in
Jakarta, Indonesia in February 2007.

47. Leprosy Elimination Monitoring (LEM)
exercises were conducted in Indonesia and
Myanmar to assess the progress of leprosy
elimination and the quality of services. Leprosy
elimination monitoring will help Member
countries to sustain quality services and
further reduce the burden of leprosy. It is

necessary to sustain political commitment and
ensure adequate resources as well as quality
leprosy services.

48. It is essential that community awareness
be maintained through IEC and advocacy,
working in partnership with other
stakeholders. Prevention and treatment of
disabilities; prevention of displacement of the
leprosy-affected and ensuring community-
based rehabilitation; and reducing the stigma
and addressing the human rights issues are
priorities to sustain the programme for
elimination of leprosy.

Global Leprosy Programme

49. The global burden of leprosy measured in
terms of new cases detected continued to decline
during 2006-2007. The registered prevalence of
leprosy at the beginning of 2007 was 224 717
cases. The Global Leprosy Control strategy
continues its emphasis on sustaining high-
quality diagnostic and patient care services that
are easily accessible, equitably distributed and
provided free of cost in all endemic areas.

50. In comparison to 122 countries in 1985,
there are only four countries where leprosy
remains a public health problem – defined as a
prevalence rate of one or more cases per 10 000
population. These four countries are: Brazil, the
Democratic Republic of Congo, Mozambique
and Nepal (countries with populations less than
one million are not included). The gobal leprosy
situation is summarized in Table 1.1.

51. A set of Operational Guidelines to
implement the Global Strategy have been
developed in close collaboration with
national programmes and international

Source: Country reports
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nongovernmental organizations that are
supporting leprosy control activities in endemic
countries. These guidelines were endorsed by
WHO’s Technical Advisory Group (TAG) at its
eighth meeting held at Aberdeen, United
Kingdom in 2006. All partners working at
country level have adopted these guidelines in
implementing their activities as well as for
capacity building of their health staff.

52. Because drug resistance is an emerging issue,
informal discussions were held to explore the
possibility of using recent advances in genomic
research in the global surveillance of rifampicin
resistance in selected countries. Laboratories in
Brazil, France, India, South Korea, Japan and the
United States have agreed to participate in
establishing a laboratory network to support the
global surveillance, with no additional cost to
WHO’s Global Leprosy Programme.

53. With the support of WHO’s Goodwill
Ambassador for Leprosy, Mr Yohei Sasakawa,
a global appeal to reduce stigma and
discrimination was launched in Manila,
Philippines in January 2007. Various national
programme managers from endemic countries

representing the South-East Asia and the
Western Pacific regions, along with people
affected by leprosy, were present.

54. During the period under review,
collaboration with partners at the global as well
as country level was further strengthened. This
helped to coordinate support provided to
countries by various partners. Endemic
countries have been able to sustain their leprosy
control activities and are ensuring that the
disease burden (number of cases, disablities and
leprosy-related stigma) continues to decline
further.

Lymphatic filariasis

55. Nine countries in the Region account for
64% of the global burden of populations “at
risk” of developing lymphatic filariasis (LF).
The disease is targeted for regional elimination
as a public health problem (defined as a
microfilaria prevalence rate of less than 1 case
per 10 000 population) in all endemic districts
by 2020. The main intervention is Mass Drug
Administration (MDA) using two drugs – DEC
and albendazole – which are given to the entire
at-risk population once annually for five to six
years. All nine endemic countries in the Region
are implementing MDA. In 2006, approxi-
mately 100 million people were administered
MDA. India, which was so far implementing
the two-drug regimen only on a pilot basis in
seven districts, recently announced a policy
shift to adopt the two-drug regimen in a
manner consistent with the WHO strategy.

56. Mapping for endemicity, essential for
planning MDA and other elimination activities,
was completed in all countries except Indonesia,
which is expected to complete its mapping in

Table 1.1: Global leprosy situation at the beginning
of 2007

WHOWHOWHOWHOWHO
RRRRRegionegionegionegionegionaaaaa

RRRRRegisteregisteregisteregisteregisterededededed
prprprprprevalenceevalenceevalenceevalenceevalencebbbbb at at at at at

beginning of 2007beginning of 2007beginning of 2007beginning of 2007beginning of 2007

New casesNew casesNew casesNew casesNew cases
detecteddetecteddetecteddetecteddetectedccccc during during during during during

20062006200620062006

African 29 548 27 902

Americas 64 715 47 612

South-East Asia 116 663 174 118

Eastern 3 986 3 261
Mediterranean

Western Pacific 9 805 6 124

Total 224 717 259 017

a-Population data from the United Nations Population Division (Reference: 2006
Revision, POP.DB.WPP.Rev.2006.2.F1. www.un.org/popin)
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2007. WHO assisted countries in scaling up MDA
activities, as well as social mobilization, capacity
building and monitoring. Sri Lanka completed
five rounds of MDA – the first country to achieve
this milestone. A decline in the microfilaria rate
was also observed (Figure 1.6).

57. At the meeting of National LF Programme
Managers of the Region, organized by WHO
and held in Jakarta in July 2006, it was
recommended that global, regional and
national advocacy, targeting the highest
political levels, development partners and key
groups such as industry, private sector
foundations and media, be accorded top
priority.

58. The LF programme was reviewed as part
of a joint monitoring mission with WHO
support in India in February 2007. The
important recommendations of the mission
included maximization of coverage through
supervised administration, identification of
new districts on the basis of surveys and use
of line-listing of clinical cases.

59. Rapid scale-up of MDA to cover the entire
population “at risk” by 2010, in order to ensure
that all countries can complete at least five
rounds of MDA by 2015, is a major challenge.
WHO is providing support to Member
countries in addressing other challenges, which
include ensuring a high level of MDA coverage
and compliance through pre-MDA social
mobilization and post-MDA mopping
operations supplemented by surveys to achieve
the desired coverage.

60. Timely procurement and supply of drugs
is another area of concern. Activities like
disability alleviation and the scale-up of MDA
have been slow due to insufficient political
commitment and inadequate resource
allocation. WHO will seek more partners to
increase political commitment, resource
mobilization and effective implementation
while continuing to provide technical support.

Kala-azar

61. Kala-azar is a public health problem in
109 districts in Bangladesh, India and Nepal –
with about 189 million people “at risk” of
infection. Progress in implementing the
elimination programme was reported by the
three countries in a review meeting, which was
chaired by the Minister of Health of
Bangladesh. Technical support provided by
WHO and the partners was appreciated by the
countries. The meeting recommended that the
affected countries should implement the
elimination strategies recommended by WHO
and its partners.

62. The Second Regional Technical Advisory
Group (RTAG) meeting on Kala-azar
Elimination was followed by a meeting of
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Figure 1.6::::: Impact of MDA on the microfilaria rate,
Sri Lanka, 2000-2005

Source: WHO/SEARO
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programme managers in Kathmandu, Nepal
in October–November 2006. The meeting
reviewed and updated the technical issues
related to the kala-azar elimination
programme. Programme managers from
Bangladesh, India and Nepal reported on the
progress made in the kala-azar elimination
programme, including future plans to scale up
the activities.

63. A household and a health facility survey
on kala-azar were conducted in India during
2006. These surveys were conducted by the
national programme in India and imple-
mentation research was supported by WHO’s
Special Programme for Research and Training
in Tropical Diseases (TDR). The surveys revealed
that the problem of kala-azar was 5-10 times
greater than the cases reported. It was also
observed that 50% or more cases were
diagnosed and treated in the private sector. A
programme review was conducted in February
2007 by a joint monitoring mission in India.
The recommendations of the mission were used
in refining the policy and providing strategic
direction to the programme in the elimination
of the disease.

64. Guidelines and standard operating
procedures for diagnosis, treatment, vector
control operations and disease surveillance were
developed and finalized by experts and
programme managers from the three endemic
countries in April 2007 at a meeting organized
by WHO in Kolkata, India. Algorithms were
developed for diagnosis and complete treatment
of kala-azar and reporting formats were
finalized. Research on vector control and
treatment was supported by the TDR. The
progress of these research activities was
reported at the Meeting for Analysis of the

Multi-centre studies on Vector Control and
Treatment of Visceral Leishmaniasis, held in
Varanasi, India, March–April 2007.

65. The kala-azar elimination programme
would require sustained advocacy, mobilization
of resources and capacity development for
implementation of strategies and policies.
Partnerships formed in this area need to be
sustained through multi-country efforts
coordinated by WHO.

Yaws

66. During the reporting period, cases of yaws
were reported from two countries, Indonesia and
Timor-Leste. India has not reported any new
case of yaws since 2004. That country is now
in the process of conducting sero-surveys in
children under five years old and is aiming to
declare eradication of yaws by 2010. Indonesia
reported about 5 000 new cases in 2006. Reliable
data are not available from Timor-Leste, but
about 500 cases were estimated annually.
However, both countries developed national
strategic plans and accelerated their efforts to
eliminate the disease.

67. A regional workshop involving India,
Indonesia and Timor-Leste was held in Bali,
Indonesia in July 2006, at which the Regional
Strategic Plan 2006-2010 was finalized. The
regional strategy document and the report of
the intercountry workshop were distributed.

Blood safety and clinical technology
Blood safety

68. Strengthening of national blood
transfusion services through the application of
WHO’s Strategy for Safe Blood continues to
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be accorded priority by all Member countries.
But despite increased government commitment,
blood transfusion services in several countries
lack resources, and have inadequate systems
to monitor the safety and quality of blood and
to improve its access. About 60% of the collected
blood is obtained from voluntary donors.
Universal hepatitis C screening of donated blood
has yet to be achieved in the Region.

69. National blood policies enunciating the key
elements of the WHO strategy were finalized
with technical support from WHO in Bhutan
and Maldives. WHO provided technical support
to donor-funded projects for improving the
quality and safety of blood in
Bangladesh, DPR Korea,
Indonesia, Sri Lanka and
Timor-Leste. The regional
external quality assessment
scheme for blood grouping and
screening for HIV-antibody
continued to function
effectively in seven countries.

70. The status of blood
transfusion services was
reviewed at the Bi-Regional
Meeting of National
Programme Managers for
Blood Safety, held in Kuala
Lumpur. Experiences gained in
countries of both the SEA and
the Western Pacific Regions
were shared, and innovative
mechanisms for strengthening
blood transfusion services
were developed. WHO also
supported national quality
management training for

officials from blood banks and laboratories in
Myanmar.

Laboratory support

71. Laboratory support to disease surveillance
and outbreak investigations for common
endemic diseases (for example cholera, viral
hepatitis, malaria, dengue fever and Japanese
encephalitis) was made available in all Member
countries. However, the infrastructure and
facilities for isolation of viruses and application
of modern molecular biological assays need
further strengthening in most Member
countries to investigate emerging diseases.

Laboratories have a critical role in early detection and confirmation of diagnosis.
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72. The Regional Office formulated a Regional
influenza pandemic preparedness plan and
supported all Member countries in the Region
in drafting their respective national influenza
pandemic preparedness plans. The critical role
of laboratories in research, early detection,
confirmation of diagnosis and characterization
of virus was highlighted in national plans. To
date, six countries have designated National
Influenza Centres.

73. Technical material on diagnosis of AI,
establishing quality systems, shipping of
infectious material and utility of rapid
diagnostic tests for influenza were developed
and disseminated. WHO provided technical
expertise on AI through its collaborating
centres and reference laboratories to several
countries in developing physical infrastructure
and performing diagnostic tests. As a result,
national capacity to diagnose AI was
strengthened in Bangladesh, India, Indonesia,
Myanmar, and Sri Lanka.

74. WHO facilitated the confirmation of
diagnosis of chikungunya outbreaks in
Maldives and Sri Lanka and of dengue fever in
Nepal through the relevant WHO collaborating
centres. Regional guidelines on the establish-
ment of a virology laboratory –  including
requirements of human resources, equipment,
reagents, biosafety and quality system – are
being finalized.

75.  An intercountry workshop on strengthening
quality systems and initiating accreditation for
health laboratories was organized at the WHO
Collaborating Centre on quality systems in
laboratories, Thailand. Guidelines on adopting a
novel approach for implementation of quality

standards in health laboratories were published
and disseminated. Technical support was provided
to Maldives to integrate a quality system into
the functioning of laboratories. Regional
guidelines on establishment of accreditation of
health laboratories were also prepared and are
being reviewed.

76.  The status of surveillance of resistance in
HIV in the Region was reviewed at an
intercountry workshop on HIV drug resistance
monitoring, held at the newly designated WHO
Collaborating Centre for HIV diagnosis and
monitoring of antiretroviral therapy, National
AIDS Research Institute, Pune, India. Participants
were provided hands-on experience for
strengthening laboratory-based monitoring of
resistance. WHO also supported the inclusion
of the National AIDS Research Institute, India
in WHO’s coordinated global network of
laboratories providing data on resistance in HIV
(HIVResNet).

77. A Regional external quality assessment
scheme for enumeration of CD4 lymphocytes
was initiated for high-burden countries of the
Region. This will enable quality monitoring of
the CD4 count during antiretroviral therapy.

78. WHO advocates and proposes to support
the establishment of state-of-the-art reference
laboratories for emerging infectious diseases;
strengthening of national capacity in handling
emerging pathogens under exacting biosafety
environments; and the forging a regional
network of national laboratories to foster a
collective response. This would help enhance
regional capacity to respond effectively to
emerging infectious diseases, thereby
contributing to international health security.
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Research and development
79. The Regional Office continued to work
closely with TDR in the fight against tropical
diseases. The Regional Office/TDR small grant
programme (SGP) continued to support
research on seven diseases (malaria,
tuberculosis, dengue, kala-azar, filariasis,
leprosy and schistosomiasis). Initially, the
programme was initiated to support research
in four countries – Bhutan, DPR Korea,
Maldives and Timor-Leste. However, it was
expanded later to other Member countries in
the Region. Each project received a maximum
funding support of about US$ 7500. In
addition, the Regional Office provided funds for
a few projects related to the seven diseases.

80. From 2004 to 2006, a total of 62
proposals were received by the Regional Office;
all 11 countries in the Region submitted at least
one proposal. The quality of proposals
continued to improve, and during the reporting
period there were 20 ongoing projects: malaria
(eight), TB (five), kala-azar (two), filariasis
(three) and dengue (two). All countries, except
DPR Korea and Nepal, had ongoing projects. In

2007, nine countries in the Region (except
Maldives and Timor-Leste) submitted 38
proposals to the SGP.

81. The above-noted improvement could be
attributed to efforts made towards capacity
development for research among young
scientists. This included holding of proposal
development workshops, setting up of
mechanisms to review project proposals and
provision of feedback to researchers during
country visits.

82. Training of trainers in basic health
research should be supported to ensure that
there is a pool of trainers to sustain the health
research capacity-building activities and
generate interest in research among young
professionals in Member countries.

83. WHO will continue to support the
strengthening of research capacity in Member
countries. It is proposed to organize workshops
for basic health-research proposal development
for clinicians and public health professionals
of Bhutan, DPR Korea, Maldives and Timor-
Leste to enhance the quality of proposals for
research grants.




