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INTRODUCTION 

Many of the issues relating to health and disease in the South-East Asian Region are 
common to most of the countries in the Region as these are developing countries which are 
striving hard to provide basic health care to their people. While the burden of communicable 
diseases has not yet been effectively controlled, with the increased life span combined with 
urbanization/industrialization in the countries of the Region, coupled with environmental 
pollution, the increasing incidence of non-communicable diseases has added to this burden. 
Even while there has been significant changes in terms of reduction of maternal and child 
mortality and a perceptible increase in life expectancy, new diseases like AIDS and 
resurgence of well-known diseases like malaria, kala-azar (leishmaniasis) and, more recently, 
plague in lndia have added new dimensions to the health problems in the Region. 

COMMUNICABLE DISEASES 

Communicable diseases still contribute to the disease burden of lndia as well as the other 
South-East Asian countries. These include bacterial infections like tuberculosis, leprosy, 
cholera and other enteric infections; sexually transmitted diseases; viral infections especially 
HIV, hepatitis, dengue, Japanese encephalitis; and parasitic diseases, including malaria, 
leishmaniasis and filariasis. 

The infectious diseases can be broadly categorized into those which are absolutely new 
ones like the HIV infection, and, to some extent, hepatitis B and E. The re-emerging 
infections are malaria, kala-azar and plague. HIVIAIDS, which has exposed the vulnerability 
and inadequacy of collective human intellect and preparedness, is a classic example of how 
devastating a newly-emerging infection that totally destroys the immune system could be. 

Many factors individually or in combination contribute to disease emergence or re- 
emergence. New or emergent infections can result from changes in or evolution of the 
existing organisms; known diseases may spread to new geographic areas or new human 
populations; or previously unrecognized infections may appear in persons living or working 
in areas undergoing ecologic changes, such as deforestation or even reforestation, which 
increases their exposure to insects, animals, or environmental sources that may harbour new 
or unusual infectious agents. 

Re-emergence of infectious diseases occurs due to various reasons, some well-known 
and some not yet clear. They include the development of antimicrobial resistance andlor 
insecticide resistance in vectors as seen by the re-emergence of malaria in various parts of 
lndia from the deserts of Rajasthan in the west to the north-eastern states bordering 
Myanmar, Bangladesh, etc., tuberculosis, and a host of other opportunistic infections 
associated with AIDS. The breakdown andlor inadequacy of sanitation, hygiene and other 
supporting public health systems, natural calamities like floods, earthquakes and unnatural 
situations like the Bhopal gas leak can also lead to not only outbreaks of diseases but 
emergencies which demand immediate solutions from the public health machinery. 



SEAIRC49115 
Page 2 

Ever since its first report in 1986, HIV infection has been known to pose a hazard as a major 
infectious disease in lndia in common with other parts of the world. By mid-1996, an 
estimated 20.4 million infected people are in the developing countries constituting about 94% 
of the global burden. A rising trend in the infection is observed all over South-East Asia, this 
Region having about one million cases with the addition of 4000 new infections every-day. 

The major high-risk groups, i.e. the commercial sex workers, intravenous drug users and 
those with other sexually transmitted diseases are receiving particular attention in lndia as 
an alarming incidence has been noticed in these groups. First initiated in 1986, by the Indian 
Council of Medical Research (ICMR) the surveillance system has been taken over by the 
Deptt. of Health, Government of lndia, through the National AIDS Control Organization 
(NACO) in 1987. The main components of the NACO include: strengthening the programme 
management capacity at the national and State levels; surveillance and clinical management; 
ensuring safety of blood; control of STD; and public awareness and community support. The 
World Bank is assisting NACO in these activities. 

CHOLERA AND OTHER ENTERIC DISEASES 

Diarrhoea1 diseases continue to be a major concern for the developing countries as a leading 
cause of childhood morbidity and mortality, besides contributing significantly to the problem 
of undernutrition in infants. Estimates show that over 3 billion episodes of diarrhoea occur 
each year in children under five years. The toll is equally significant accounting for nearly 40 
million deaths of children every year, over two-thirds of them aged two years or below. 

Acute infectious diarrhoea1 diseases are caused by a number of bacterial, viral and 
parasitic agents. The bacterial pathogens include Vibrio cholerae, enterotoxigenic Escherichia 
coli, enteroinvasive E.coli, enteroaggregative E.coli, Shigella, Yersenia, Aeromonas, 
Campylabacter, etc. Rotaviruses are also known to be a leading cause for infantile diarrhoea, 
while a few other viruses can also cause diarrhoea. Intestinal parasite infestations, especially 
due to Entamoeba histolytica, Giardia lamblia, are well-known causative agents of diarrhoea. 
Cryptosporidiosis is also assuming increasing significance due to its pathogenesis in immuno- 
compromised patients, particularly those with HIV infection and AIDS. 

The isolation. oriain and s~read of V.cholerae 0139 in 1992 in certain parts of lndia, and . - 
other neighbouring countrie; of South-East Asia once again underlines the need for 
continued vigilance both in terms of ~lanning effective preventive strategies as well as making 
more inten2ve efforts towards cdntaining such epidemics, especially in the vulnerable 
sections of our populations in villages and urban slums. 

lndia has all the necessary expertise and experience to handle outbreaks of cholera 
which can be contained quickly by using preventive as well as curative measures. This was 
amply demonstrated in the recent epidemic of cholera in parts of Kerala which could be 
handled promptly and effectively with the assistance of Central Research agencies like the 
National Institute of Cholera and Enteric Diseases (ICMR), Calcutta, and the National Institute 
of Communicable Diseases (NICD), Delhi. 
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The re-emergence of 'plague' during 1994 in Maharashtra and Gujarat has underlined 
the importance of continued biological monitoring in addition to the application of state-of-the- 
art technology for combating the emerging diseases. 

TUBERCULOSIS 

TB has always been a major infectious disease in this Region. Nearly 3 million people were 
reported to have died from TB in 1995 with the annual incidence worldwide estimated to be 
about 8 million, of whom 95% are in developing countries. South-East Asia accounted for 
over 22 lakh cases in 1991. A new dimension added to the problem of TB is the emerging 
threat of co-infection of TB with HIV. Those with such a dual infection are at a far higher risk 
of developing active TB with an estimated 60-80% of AIDS cases in countries like lndia, 
Myanmar, Thailand, etc., having TB. 

Some countries in the Region namely Bangladesh, Indonesia, Nepal and Sri Lanka have 
revised their National Tuberculosis Programme policies based on providing standardized 
short-course chemotherapy to at least all sputum-positive TB patients. lndia too is revising 
its strategy of National Tuberculosis Programme. The main aim is to attempt cure of TB 
patients through Directly Observed Treatment (DOTS) with short course chemotherapy; in 
improving the quality of diagnosis by strengthening laboratory infrastructure and taking the 
services to the doorsteps of the community. DOTS strategy would place the responsibility for 
curing TB patients mainly on the health workers and not on the patients. 

MALARIA 

The re-emergence of malaria - a disease which was considered nearly eradicated in the 
1960s in lndia as a major public health menace since the mid-70s is attributed to several 
eventslfactors - the major one being the withdrawal of DDT spray, coupled with other 
technical, financial and operational factors. In 1993, 3 million cases of malaria were reported 
in SEA Region, lndia accounting for about two million. In fact, it is claimed that since 1994, 
malaria incidence has been static at 2 million. Major issues of concern at present are the 
emergence of drug-resistant malaria, the greater proportion of which is of the falciparum 
variety, as well as resistance of the malaria vector itself to the commonly-used insecticides. 

A modified plan of operation (MPO) of the National Malaria Eradication Programme 
(NMEP) is in operation since 1977. The NMEP, which is considered as the largest 
programme of its kind, involves a range of expertise from epidemiology, vector studies, 
parasitology, clinical evaluation of anti-malarial drugs, use of bioinsecticide, malariogenic 
stratification, etc. An Expert Committee has suggested in 1995 further modification in the 
NMEP keeping development in perspective. 

As malaria continues to be a serious public health problem in the South-East Asian 
region, it may be worthwhile to evolve a regional strategy to contain this disease. 
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VISCERAL LElSHMANlASlS (KALA AZAR) 

Kala-azar, which also was considered a disease of the past in the mid-60~ (due to effective 
vector control), has re-emerged now in Bihar State of northern lndia and neighbouring areas. 
The wide-scale use of DDT for malaria control in the 1960s had led to the collateral benefit 
of eliminating the sandfly vector of Kala-azar, but due to the same reasons as in the case of 
malaria, the disease staged a comeback. Now several areas in Bihar, West Bengal and Uttar 
Pradesh are endemic for Kala-azar with over 75 million people at risk. The disease is 
associated with considerable morbidity and mortality. 

The Government of lndia has re-launched the Kala-azar control scheme in 1992. The 
main control strategy is aimed at early diagnosis, interruption of transmission through regular 
DDT spraying at specific intervals and intensified IEC activities and training programme for 
health personnel. This strategy seems to have led to an appreciable decline in the morbidity 
and mortality in those areas where the various measures were vigorously adopted. 

LEPROSY 

In the South-East Asian Region, leprosy has been a major public health concern, particularly 
in lndia, Myanmar and Nepal which are highly endemic to the disease. In fact, lndia alone 
contributes 87% of the registered leprosy cases in this Region and over 58% of the cases 
worldwide. However, with persistent efforts after the launching of the National Leprosy 
Eradication Programme in lndia in 1983 (essentially based on the early detection and prompt 
domiciliary treatment and with the recent focus on Multi Drug Therapy), the leprosy cases on 
record in lndia currently are only 0.54 million, as compared to 4 million cases in 1981. There 
is every hope that lndia will be able to 'eliminate' leprosy by 2000 A.D. It would be desirable 
to achieve this in all the countries of the Region endemic to leprosy and Indian would be 
happy to share its experience and expertise with other countries. 

COMMON STRATEGIES FOR THE CONTROL OF COMMUNICABLE DISEASES 
AT THE REGIONAL LEVEL 

Surveillance is recognized as the key for combating the emerging as well as re-emerging 
infections. The main elements of surveillance include: data collection; data analysis; proper 
interpretation of information; dissemination of focused, integrated information to users and 
prompt action by those who receive the information; and evaluation of the effectiveness of 
surveillance system which should lead to effective action. The prevention and control of 
infectious diseases can be done only through the prompt recognition by alert clinicians and 
subsequent co-ordinated effort by microbiologists, public health personnel, behavioural 
scientists, etc. 

HIVIAIDS is an infection which needs not only multi-sectoral collaboration but inter- 
countrv and regional efforts also. Easy access and enhanced movement of people with HIV 
infection acrosr borders into other countries has made this a truly global hazard. Commercial 
sex workers (CSWs) in lndia (nearly 30% of CSWs in Mumbai are said to be Nepalese), truck 
and transpoi drivers, resettle'mentof migrant populations within lndia, drug trafficking across 
borders which encourages the use on intravenous drugs, as in the North-eastern region of 
lndia (from Myanmar, Thailand, etc.). 
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For vector-borne diseases like malaria, filariasis, kala-azar, the control strategies again 
are common and the countries could share experience, and lndia, Thailand and Indonesia 
can assist in training programmes for scientists and health personnel, like the introduction of 
newer and more efficient insecticides to eliminate mosquito vectors and effective IEC 
activities. 

Special emphasis needs to be given to bio-environmental control measures and the use 
of bio-cides which have been proven to be quite effective for vector control. Involvement of 
community for disease control has been the major reason for ICMR's success in the control 
of filariasis in some parts of Kerala and Orissa, and malaria control in several parts of lndia. 
Use of insecticide-impregnated bednets and the active involvement of the community is now 
well-recognized to be of great significance in the control of vector-borne diseases. 

As Malaria is now recognized as a complex problem its management requires 
decentralization and approaches based on local transmission involving multi-sectoral action 
and community participation. In view of this, under the auspices of the South Asian 
Association for Regional Cooperation (SAARC), a week-long training programme for the 
officers of the member countries is being organized by lndia since 1994. Such training 
programmes(s) can be held for the health managers of the SEA Region for other vector- 
borne diseases also. 

NON-COMMUNICABLE DISEASES 

Countries like lndia are encountering the dual burden of endemic communicable diseases as 
well as the new load of non-communicable diseases like cancer, cardiovascular diseases, 
metabolic diseases like diabetes, most of which are related to particular lifestyles adopted by 
Indians in the past few decades. W~th increased life expectancy, this dual burden has 
acquired high visibility. While the communicable diseases continue to plague large 
populations due to poor sanitation and lack of basic civic amenities, the urban populations 
are getting more and more prone to diseases of lifestyle like cardiovascular diseases. Rapid 
urbanization and changes in dietary habits, tobatco use, sedentary lifestyle, environmental 
pollution affecting the food chain, have led to higher incidence of non-communicable 
d~seases. The care of the elderly has now been recognized as an important public health 
concern (as in the developed countries). 

CANCER 

The incidence of cancer is on the rise in lndia with about 0.7 million new cases added every 
year, two-thirds in an advanced incurable stage even at the time of diagnosis. As longevity 
increases and competing causes of death also increase, cancer is considered as a major 
killer in countries like lndia. 

Based on certain baseline data obtained through the National Cancer Registry 
programme, the Government of lndia launched the Cancer Research & Treatment 
Programme in 1975-76. In 1984-85, the National Cancer Control Programme was introduced 
with emphasis on early detection and prevention. The revised strategy includes primary 
prevention of oral cancer by health education, secondary prevention of oral and uterine 
cervical cancer by screening methods and patient education on self-examination methods, 
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strengthening of existing therapeutical services and providing palliative care in terminal a 

cancers. An integrated approach to prevention of noncommunicable diseases (NCD) with 
common etiologicallpre-disposing factors associated with specific lifestyles is on the anvil and 
this approach could be adopted at the national as well as regional levels. 

MENTAL HEALTH 

With modern lifestylelpattern due to urbanization/industrialization and the breakdown of joint 
family system, mental health disorders are on the rise in the developing countries. 
Epidemiological surveys carried out in lndia point out that the prevalence rates of certain 
mental health problems are almost comparable to those of developed countries. The National 
Mental Health Programme has now been revitalized. While there are major institutes like the 
NIMHANS, Bangalore, and a few others which have been doing pioneering work in this area, CI 

what is required is certain basic counselling even at the Primary Health level with provision 
for referral centres in appropriate cases. In the area of mental health there is a great need 
to tap the traditional wisdom of countries like lndia which have a holistic approach and can 
therefore play a very vital role in modifying lifestyles through inculcation of old socio-cultural 
values. ICMR supported projects have successfully demonstrated the feasibility of 
incorporating aspects of mental health care service delivery through primary health centres. 

NUTRITIONAL DEFICIENCIES 

Malnutr~tion in various degrees exists in the Region and often plays a crucial role in the 
etiopathogenesis and course of both communicable and noncommunicable diseases. The 
Government of lndia has launched several programmes like the Integrated Child 
Development Service Scheme, mid-day meal programme, etc., to combat malnutrition, 
particularly among children under five years and school children. Other problems like the 
micronutrient deficiency disorders can be handled where in the deficiency of iron, iodine and 
vitamin A need to be corrected by providing appropriate supplements. lndia has been 
handling these successfully through its various National Programmes. 

Goitre resulting from the deficiency of iodine (IDD) is an important problem in the South 
East Asian Region, and there are an estimated 167 million people at risk to IDDs. By taking 
steps which allow use of only iodized salt and banning the use of non-iodized salt in 27 
States and Union Territories (UTs), a slow but steady progress has been achieved. 

Iron deficiency anaemia, the most common problem affecting children as also pregnant 
and lactating mothers and the elderly, is quite common in lndia with over 60-70% of all 
pregnant women and 56% of pre-school children being anaemic. Under the Child Sunrival 
and Safe Motherhood programme, there is a provision of free distribution of iron and folic 
acid tablets to combat iron deficiency anaemia. 

Blindness due to vitamin A deficiency was quite widespread in lndia among pre- and 
school-going children, adolescent boys and girls and other population. Under the Child 
Survival and Safe Motherhood Programme, children from nine months to three years are 
being given a massive dose of vitamin A in lndia once in 6 months to prevent this disorder. 
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ACTION PLAN 

To combat the multitude of health ~roblems encountered in countries like India, a multi- 
pronged and multi-sectoral approach will be needed. Such a strategy is not only the need of 
the hour but also demands a co-ordinated and active ~art ici~ation of all the Government 
Departments and voluntary agencies concerned with thk welfire of people. 

In the area of communicable diseases, particularly for diseases like malaria, kala-azar, 
etc., interaction, collaboration and coordination is required from different sectors such as the 
Department of Health, Department of Welfare (associated with resettlement colonies which 
contribute to mosquito populations), Agriculture Department (for a rational use of pesticide), 
as also Departments of Sewage Disposal (for general health and hygiene), the Forest 
Department (to check the spread of forest malaria), etc. It is now very clear that unless there 
is a properly co-ordinated inter-sectoral approach, infectious diseases cannot be controlled. 

There is a need for thinking in terms of a regional action programme in view of the 
increasing movement and migration of populations across borders, leading to persistence (or 
introduction of) several diseases like drug resistant falciparum malaria, tuberculosis, cholera 
(new strains), etc. AIDS has clearly demonstrated the need for vigilance, as it is at the border 
areas and port cities that the disease spread is maximum. 

There is an urgent need to think in terms of South-South Co-operation in the area of 
health. India, with its vast experience, expertise and valuable lessons learnt in the post- 
Independence era, can offer assistance through training programmes in various areas of 
health (Annexures 1 &2) ScientistslTechnical staff and health planners from the SEA Region 
can be trained in India. Strong networking and co-ordination and inter-Governmental 
coordination are the need of the hour. 

South-South co-operation, networking and partnership between advanced developing 
countries and the less developed countries does make tremendous sense at present because 
the countries in the Region have to deal with common health problems in almost similar 
soc~o-economic as also similar cultural (and perhaps), political milieu and constraints. 
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Annex I 

TRAINING FACILITIES PROVIDED UNDER AUSPICES OF ICMR 

1. REGULAR PROGRAMMES 

The following are the training programmeslcourses provided through ICMR lnstituteslCentres 
or though other institutions with ICMR support, annually or at regular intervals. 

Medical Entomology 

( 1 )  Two years Msc Course on Medical Entomology at VCRC, Pondicherry. 

Leprosy 

(2) Orientation course on Leprosy for Medical Officers at the CJIL, Agra. 

Medical Virology 

(3) One year P.G. Diploma Course in Medical Virology at NIV, Pune 

Oncology 

(4) Courses for CytotechnologistslCytotechnicians (at ICPO. New Delhi). 

Haematology 

(5) Courses on 'Transfusion Medicine', Blood Banking Technology and 
lmmunohaematology for Medical Officers and Technicians (at IIH, Bombay). 

Occupational Health 

(6) MDIDIOH Course on Occupational Health at NIOH, Ahmedabad. 
(7) Orientation Course on Occupational Health for Industrial Medical Officers at NIOH, 

Ahmedabad. 

Nutrition 

(8) M.Sc. Course in Applied Nutrition at NIN, Hyderabad. 
(9) Certificate Course in Nutrition at NIH, Hyderabad. 

Endocrinology 

(10) Certificate Course on Endocrinological Techniques and their Applications at NIN, 
Hyderabad. 
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Laboratory Animal Services 

(11) Courses for Laboratory Animal Technicians and Laboratory Animal Supervisors (at the 
NCLAS, NIN, Hydrabad). 

Apart from the above, most major ICMR InstituteslCentres are recognized for training 
Ph.D. students. 

2. ADHOC TRAINING PROGRAMMES 

Several ICMR InstituteslCentres organize training programrneslworkshops from time-to-time 
on subjects of topical interest. Examples of such courses conducted are: 

Diarrhoeal Diseases 

(1) Supervisory skills for District Health Officers on Diarrhoeal Diseases Control 
(2) Laboratory aspects of Diarrhoeal Disease Control Programme. 

Virology 

(3) Application of Cell cultures. 
( 4 )  Detection and isolation of arboviruses using mosquito inoculation and mosquito cell 

culture. 

Reproductive Biology 

(5) Use of non human primates in research in human reproduction handling and 
surgical procedures. 

(6) Hormone Assay Methods. 
(7) EClSA in reproductive medicine. 

Oncology 

(8) In-situ Molecular Hybrididisation using oncogene probes. 
(9) Fine needle aspiration Cytology. 
(10) Colposcopy for management of precancer and cancer of the uterine cervix. 

Occupational HealthlEnvironmental Health 

(1 1) Disastermanagernent of hazardous chemicals in industry (for Industrial Physicians, 
Chemists, Safety Officers and Hygienists). 

(12) Asbestos and related disorders. 

Reproductive Biology 

(13) lmmunoassay techniques (at lnstt. for Research in Reproduction, Mumbai). 
(14) Current Trends in Management of Infertility and Reproductive Disorders (at lnstt. 

for Research in Reproduction, Mumbai). 
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Medical Biostatistics 

(1 5) Planning and Evaluation of Health Programme. 
(16) Research Methodology in Biomedical Research. 
(17) Statistical Techniques in Medical Research. 
(18) Statistical Techniques in Controlled clinical trials. 

Biomedical Communication 

(19) Biomedical Communication (for ICMR and non ICMR middle level scientists). 

Research Proposal Preparation 

(20) How to prepare better research proposals (for young scientists) for submission to 
various Research Agencies. 

3. SHORT TERM VISITING FELLOWSHIPS 

Scientists from non-ICMR institutions are provided TAlDA for upto 3 months to visit ICMR or 
non-ICMR laboratories within the country to update skills or learn new techniques not 
available in their parent institutions. 

4. SUMMER STUDENTSHIPS 

Medical undergraduates are provided a stipend of Rs.2501- per month for 2 months during 
their summer vacations to work with a faculty member of their college on a project in order 
to get acquainted with research methodologies, techniques/technologies etc. to which they 
are not normally exposed in their regular curriculum. 
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Annex 2 

TRAINING PROGRAMMES OF LABORATORIES UNDER THE 
COUNCIL FOR SCIENTIFIC 8 INDUSTRIAL RESEARCH 

Laboratory Training programme in biomedical areas 

CBT, Delhi Allergy, diagnostics, oligonucleotide synthesis for 
(Centre for Biotechnology) developing sense compounds, cloning and expression. 

CCMB, Hyderabad Gene techniques of biotechnology, cloning and 
(Centre for Cellular & Molecular expression, medical genetics and associated molecular 
Biology) biology, diseases of the eye including cataract 

biochemistry, endemic aspects of cataract research. 

CDRI, Lucknow Medicinal chemistry, parasitology, microbiology & 
(Central Drug Research micxrobial genetics, drug metabolism & disposition, 
Institute) isotopes in drug research, drug delivery system & quality 

control, clinical pharmacology, laboratory animal 
breeding, health and genetic monitoring of inbred strains. 

IICB, Calcutta Molecular-biology techniques of leishmania and cholera, 
(Indian Institute of Chemical recombinant DNA technology, molecular immunology 
Biology) techniques, cell separation especially separation of glia 

cells from neuroral cells, gene cloning and expression, 
construction of gene bank and allied techniques, for 
identification of DNA derived genes, neurological 
techniques. 

IMT. Chandigarh Monoclonal antibodies production, recombinant protein 
(Institute for Microbial and DNA technology, general aspects of microbacteria 
Technology) including genetics of immunology and drug targetting, 

yeast genetics as screens, fermentation, design and 
down-stream processing. 

ITRC, Lucknow Metal, metal compounds analysis, neurotoxicity of 
(Industrial Toxicology Research chemicals and pharmaceuticals, receptor binding assay, 
Centre) brain citochrome P450 signal transaction. 

RRL, Jammu Herbal drugs and traditional medicines formulation, 
(Regional Research Laboratory) cultivation, standardization of quality control. 
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Annex 3 

ALL INDIA INSTITUTE OF HYGIENE AND PUBLIC HEALTH, CALCUTTA 

Training Programme : At a Glance 

1. Regular university courses 

2. Short-term orientationlspecial courses for in-service personnel: 

(a) Health/paramedical 

9 

10 

11 

12 

Diploma in Health Education 

Diploma in dietetics 

Diploma in Public Health Nursing 

Master of Engineering (Public Health) 

1 yr. 

1 yr. 

1 yr. 

2 yrs. 

30 

20 

12 

30 
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(b) Community water supply/environmental sanitation 

Training Programme 

- Waste Stabilisation Pond Practices 

- New Development Water Treatment 

- Water Analysis Course 

- Solid Waste Management 

- Low Cost Sanitation 

- O&M of Water Supply and Sanitation Project 

- Waste Water Analysis 

- Design, O&M of IRP 

- WATSAN for Hilly Area (4 nos) 

- O&M of Handpurnp (2 nos) 

- Technology Options for Rural Sanitation (2 nos) 

- Flurosis and Excess Flurosis Control Strategies 
and Technologies 

- Water Quality Surveillance (2 nos) 

- Surface Water Treatment (2 nos) 

- O&M of Sewage Treatment Plant Engineers and 
Technicians 

- HRF and SSF Technology 

- Community Based Water Quality Surveillance 
(18 nos) 

Duration 

1 wk. 

10 days 

4 wks. 

1 wk. 

1 wk. 

10 days 

4 wks. 

1 wk. 

1 wk. 

1 wk. 

1 wk. 

1 wk. 

1 wk. 

1 wk. 

15 days 

1 wk. 

2 days 

Seats 

25 

25 

15 

25 

25 

25 

15 

20 

20 

20 

20 

20 

20 

20 

20 

16 

30 
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Annex 4 

NATIONAL INSTITUTE OF COMMUNICABLE DISEASES, DELHl 

Training courses conducted by NICD, Delhi 

The National Institute of Communicable Diseases has been regularly conducting several 
training courses on communicable disease and their control. Some of the important diseases 
that are covered in these courses include malaria, dengue fever, JE, Kala-azar, Cholera, 
Tuberculosis. AIDS etc. On an average the Institute is providing such training to about 700 
participants each year. 

Among the several courses that are being conducted each year the following are the 
major courses: 

1. National Course for field 
epidemiology of communicable 
diseases 

3 months(once a year) 

2. Course in Malariology 6 weeks(2 courses each year) 

3. Course in malaria Entomology 6 weeks (once a year) 

Courses now being proposed 

1. Regional field epidemiology 3 months (proposed for Oct. to Dec'96) 
training course (International) 

2. Regional course in 3 months (proposed for 1997) 
Malariology (for SEARO) 

Often participants from SEARO countries participate in the courses at Sr. No. 1-3. There 
is a scope for enhanced participation of SEARO countries in these courses. 


