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COMMUNICABLE DISEASES

Communicable Disease Surveillance

During the reporting period, countries in the Region witnessed
epidemics or outbreaks of communicable diseases including
cholera, acute diarrhoeal disease, a mysterious disease (possible
atypical measles), dengue/DHF, malaria, Japanese encephalitis,
anthrax, rabies, hand, foot and mouth disease (HFMD) and
plague (see Figure 1.1). Member Countries were supported with
technical, material and human resources to enable them to
effectively respond to the outbreaks. Stockpiling by the Regional
Office of essential reagents and diagnostic test kits as part of
epidemic preparedness helped in responding rapidly to disease
outbreaks.

In the aftermath of the terrorist act in the USA in September
2001, the countries in the SEA Region reiterated the need to
upgrade the preparedness of the health sector towards potential
emergencies resulting from terrorism. The capacity of the health
services in the Member Countries to prepare for and respond
to any public health emergency, be it from natural or man-
made causes, is generally inadequate. WHO played a proactive
role in the preparation and dissemination of information on
possible biological/chemical agents through fact sheets,
frequently-asked questions on how to deal with suspicious
letters or packages, guidelines on prophylaxis/treatment on
exposure to anthrax, guidelines on smallpox vaccination etc.
Laboratory support was provided and an intercountry
Workshop on Laboratory Diagnosis of Anthrax was held in
Bangkok in December 2001. WHO also provided timely
technical support to the Government of India in controlling
the outbreak of plague in February 2002. A consultant assisted
the national authorities in analysing the data, identifying any
gaps and making recommendations for future prevention and
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control of plague outbreaks. This included drafting of specific
guidelines for outbreak management and precautions to be
taken at the hospital.

Technical support was provided to the countries in
establishing or strengthening rapid response teams (RRTs) at
national, provincial and district levels to enable them to detect
early and respond rapidly to disease outbreaks and epidemics.
To improve the quality of surveillance data, the countries were
encouraged to adopt the standardized case-definition guidelines
for priority communicable diseases based on the document
“WHO Recommended Surveillance Standards”.

Support was provided to strengthen national and regional
surveillance of communicable diseases through further
strengthening of regional training institutes in India, Indonesia
and Thailand for capacity building in epidemiology and training
in the management of priority communicable diseases and
using these institutes for developing a critical mass of skilled
epidemiologists and paramedical staff. WHO also organized
four intercountry workshops on Epidemic Preparedness and

Figure 1.1:  Major outbreaks of diseases in the SEA Region

Hand, Foot
& Mouth 
Disease

Nepal

India

Bhutan

Myanmar

Thailand

Sri Lanka

Maldives

DPR Korea

Bangladesh
Meningitis
Dengue/DHF
Malaria

Anthrax
Leptospirosis

Anthrax
Rabies
Dengue/DHF

Japanese 
Encephalitis

I n
d o n e s i a

Dengue/DHF
Japanese Encephalitis
Hand, Foot & 
Mouth Disease

Plague, Cholera
Acute Diarrhoeal Disease
Measles Atypical
Dengue/DHF
Leptospirosis

Dengue
Acute Diarrhoeal
Disease

Source: WHO/SEARO



THE WORK OF WHO IN THE
SOUTH-EAST ASIA REGION

3

Response at the National Institute of Epidemiology (NIE),
Chennai (India) in November 2001 and January 2002 where
more than 80 medical officers were trained.

WHO is developing two training manuals for managing
priority communicable diseases, one for health workers and
the other for doctors at the PHC level. These manuals use a
systems approach to integrate management. The manual for
health workers was peer-reviewed and field-tested in India,
Myanmar and Nepal and is ready for printing. The manual
for the first contact doctor was reviewed at an informal
consultation, held in Bangkok in December 2001, and is being
finalized. At the request of the Member Countries, the Regional
Office is developing training modules with the help of a Delhi-
based NGO, for a five-day course on Epidemic Preparedness
and Response for the first contact doctor, with a facilitator’s
guide. To evaluate the teaching package, an intercountry course
was held in Agra (India) in January 2002 in the presence of
experienced observers, with the aim of getting a feedback from
both observers and participants before its finalization.

WHO assisted the Government of India in developing a
Project Implementation Plan for the Integrated Disease
Surveillance Programme (IDSP). IDSP will provide essential data
to monitor the progress of disease control programmes, help
in the allocation of resources and will be crucial in obtaining
political and public support for the programmes. The plan will
help to identify areas of health priority as well as resources
from the World Bank and USAID for strengthening the
surveillance system.

Outbreak Verification Lists (OVLs) continued to be provided
to the countries in the Region to share information on outbreaks
and encourage timely action. The establishment of web sites
by some countries and the Regional Office has helped in speedy
retrieval of relevant information.

Communicable Disease Prevention,
Eradication and Control

Leprosy

The Region accounts for 75 per cent of the global leprosy
caseload. Nine out of the ten Member Countries of the Region
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are endemic for leprosy. Currently, India accounts for
90 per cent of the regional and 66 per cent of the global caseload.
Bangladesh, Bhutan, DPR Korea, Indonesia, Maldives, Sri Lanka
and Thailand have already reached the elimination goal
(prevalence rate <1 per 10 000 population) at the national
level. Myanmar, Nepal and India are targeted to reach this goal
by 2005 (Figure 1.2).

In India, the prevalence of leprosy is high in the states of
Bihar, Jharkhand, Uttar Pradesh, Madhya Pradesh, Chhattis-
garh, Orissa, West Bengal, Andhra Pradesh, Maharashtra,
Karnataka and Tamil Nadu. WHO provided technical support
for the integration of leprosy into the general health services
as well as for systematic monitoring of leprosy elimination
activities. State-level periodical reviews and Partners Meetings
were also supported in all the endemic states. A Guide to
Eliminate Leprosy, published in English and 13 Indian
languages, was distributed to all the affected districts. As part
of the IEC activities, posters and diagnostic cards in Hindi,
Oriya, Bengali and English were distributed to all primary
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Figure 1.2:  Prevalence of leprosy in the SEA Region by country, as of June 2002
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health centres and sub-centres during the Modified Leprosy
Elimination Campaigns (MLEC) during October-December
2001. A total of 132 083 new cases were detected during MLEC
and put on MDT treatment. WHO has supported capacity
building and management as well as monitoring and
surveillance of the implementation of leprosy elimination in
India through the National Institute of Health and Family
Welfare (NIHFW). In May 2002, training programmes were
held for 360 state and district leprosy officers and chief medical
officers in 12 endemic states where leprosy elimination
monitoring (LEM) has been carried out. WHO supported the
clinical trial for the treatment of pauci-bacillary (PB) leprosy
cases with a single dose of rifampicin, obloxacin and
microcydine (ROM), undertaken by the National Institute of
Epidemiology, Chennai, India (WHO Collaborating Centre for
Leprosy).

To advocate and enhance political commitment to leprosy
elimination, an Intercountry Meeting of National Leprosy
Programme Managers was held in New Delhi in December
2001. The meeting enabled updating of knowledge and
experiences in the march towards the goal of leprosy
elimination.

In Myanmar, WHO supported the assignment of three
national consultants for the Leprosy Programme. Support was
also provided for leprosy elimination campaigns (LECs) in 151
townships as well as for strengthening supervision at the
township level.

In Nepal, WHO supported the development of electronic
mass media, printing of a Guide to Eliminate Leprosy in the
local language, LECs in 16 endemic districts, provision of
transport for supervision and monitoring, and recruitment of
six National/Regional Coordinators for the Leprosy Elimination
Programme. In October 2001, following leprosy elimination
campaigns, 5 803 new cases were detected and put on MDT
treatment.

The Second Global Alliance for Leprosy Elimination was held
in Brasilia (Brazil) in January 2002. Staff from the Regional
Office, the WHO country office in India as well as from the
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national programmes in India, Indonesia, Myanmar and Nepal
attended.

Leprosy elimination monitoring (LEM) was completed in
Sri Lanka.

Since 1985, over 10 million persons have been cured with
multidrug therapy (MDT) (Figure 1.3). It is estimated that
around 1.5 million additional patients in the Region will have
to be detected and put under MDT treatment by the end of
2005 to achieve the target of elimination. Strategies are based
on improving access to treatment, early detection and change
in the societal perception of leprosy. WHO will further intensify
its technical support and provide MDT drugs to Member
Countries. WHO is continuing intensive work with partners,
including The Nippon Foundation, Novartis, NGOs, the World
Bank, DANIDA and others to attain the goal of leprosy
elimination in the three remaining countries, viz. India,
Myanmar and Nepal, by the end of 2005 and to sustain
elimination levels and progress towards sub-national
elimination in other countries.

Figure 1.3:  Trend of leprosy cases in the SEA Region, 1985-2002
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Soil-transmitted helminthiasis

At any given time, more than one billion people, mostly in
developing countries, are infected with soil-transmitted
helminths with about 300 million having severe morbidity. It
is a major public health problem in all countries of the Region.

Significant reduction in the burden of these diseases can be
achieved through regular treatment of those at highest risk of
morbidity with a single dose of an anthelminthic drug which
costs less than three US cents. This strategy was endorsed by
the Fifty-fourth World Health Assembly in May 2001. The
target is to treat 75 per cent of school-aged children at risk by
2010.

A draft regional strategic plan for the prevention and control
of soil-transmitted helminthiasis was prepared and reviewed
in WHO headquarters. This draft will be further discussed at
a regional meeting with national authorities and experts.
Member Countries identified national focal points for
coordinating activities related to the control and prevention of
these diseases. Meanwhile, deworming activities were carried
out in many countries of the Region. WHO also played a
mediatory role in getting donor assistance for deworming
activities. Myanmar implemented a new programme to cover
deworming of 100 000 school aged children in 350 schools
with technical and logistical support from WHO. Technical
assistance was also provided to countries to assess the burden
of the diseases. Maldives, Sri Lanka and Thailand showed a
decline in the prevalence of helminthic infections among some
sectors of the population.

Under the WHO programme for the elimination of
lymphatic filariasis, mass drug administration, with a
combination of two drugs which includes albendazole, an
effective anthelminthic drug, provides significant deworming
benefits to the community. WHO sponsored a study to assess
the impact of this intervention on soil-transmitted helmin-
thiasis in Sri Lanka.

Rabies

Ninety per cent of the approximately 50 000 human deaths
due to rabies worldwide occur in Asia. In addition, the majority
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of the 10 million rabies cases receiving post-exposure treatment
worldwide are in Asia. The disease, which is caused mainly by
infected dog bites, is fatal but preventable through an effective
vaccine. It is a disease of poverty affecting vulnerable peri-urban
and rural populations and currently kills more people than
yellow fever, dengue or Japanese encephalitis (JE).

The disease is endemic in seven of the ten countries of the
Region. WHO is encouraging the Member Countries to pay
increasing attention to rabies. Though the WHO Expert
Committee on Rabies in 1992 had recommended disconti-
nuation of the nerve tissue vaccines (NTVs) and replacement
with the modern tissue culture vaccines (TCVs), four of the
seven endemic countries, viz. Bangladesh, India, Myanmar and
Nepal, are still producing and using NTVs. Except Sri Lanka
and Thailand, the other countries do not have an effective rabies
control programme.

In order to address these lacunae, WHO organized two
meetings in December 2001 at New Delhi - Joint WHO/NICD
workshop on promoting TCVs in India and the First Steering
Committee Meeting on Rabies Control in Asia. Bangladesh,
India, Myanmar and Nepal have agreed in principle to phase
out NTVs and replace them with TCVs. WHO will provide
technical support to these countries in developing strategic plans
of action and assist in the development of the required
infrastructure, procurement of equipment/reagents, and
developing capacity building to produce TCVs.

Japanese encephalitis

Outbreaks of Japanese encephalitis (JE) are reported annually
from India and Nepal with high case-fatality rates. JE is a
public health problem in Sri Lanka and Thailand; sporadic
outbreaks occur in Indonesia and Myanmar.

WHO is supporting initiatives by India and Nepal in
procuring JE vaccine and providing technical assistance to
Member Countries in developing JE surveillance and rapid
response and in the development of guidelines for case
management.
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Plague

There was an outbreak of pneumonic plague in India in
February 2002, which occurred in two clusters – one in the
state of Himachal Pradesh and the other in Chandigarh. WHO
provided technical support to the Government of India in
successfully containing the outbreak.

Visceral leishmaniasis

With WHO support, the three countries reporting kala-azar
(visceral leishmaniasis) in the Region, viz. Bangladesh, India
and Nepal, agreed to tackle this common problem through
collaborative action. A plan of action for cross-border control
of kala-azar has been developed jointly by the three countries
for implementation in selected border districts in 2002-2003.

A WHO intercountry meeting, held in Kathmandu in
February 2002, decided to expand target diseases for cross-
border collaboration to include HIV/AIDS, tuberculosis and
malaria.

Trials on oral treatment with the new drug, miltefosine,
conducted in India with WHO support, have been completed.
The Drug Controller of India finalized the registration of the
drug in March 2002. WHO will support the introduction of
this drug at the village level during 2002-2003.

Dengue fever/Dengue haemorrhagic fever

Forty per cent of the global population (2.5 billion) in at least
100 countries are exposed to dengue fever/dengue haemor-
rhagic fever (DF/DHF). The South-East Asia Region contributes
52 per cent or 1.3 billion cases to this total. Seven countries –
Bangladesh, India, Indonesia, Maldives, Myanmar, Sri Lanka
and Thailand – regularly report incidences of DF/DHF
outbreaks. Bhutan and Nepal have not reported any case while
DPR Korea has not reported transmission of DF/DHF. All
endemic Member Countries have experienced frequent outbreaks
cyclically. The last major epidemic occurred in 1998 with
218 959 reported cases. The number of reported cases up to
September 2001 is 119 707. However, the case-fatality rate,
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which fluctuates between 2 and 5 per cent, has shown a
downward trend and now ranges between 1 and 2 per cent.

The notable achievements in dengue prevention and control
in the Region were: (1) development of comprehensive
guidelines on prevention and control of DF/DHF; (2)
development of guidelines for the treatment of DF/DHF in small
hospitals; and (3) publication of the annual Dengue Bulletin
in collaboration with the Regional Office for the Westrn Pacific.
Further, in collaboration with Queen Sirikit National Institute
of Child Health (QSNICH), Bangkok (WHO Collaborating Centre
for Case Management of DF/DHF/DSS), guidelines for the
diagnosis and management of DF/DHF are being developed
for use by physicians.

WHO had developed regional strategies for the prevention
and control of dengue in 1995. These strategies were revised
at the Meeting of Programme Managers of DF/DHF, held in
Batam (Indonesia) in July 2001. The six elements of these
regional strategies are: (1) establishing effective disease and
vector surveillance; (2) ensuring early recognition and effective
case management; (3) undertaking disease prevention and
control through integrated vector management with
community and intersectoral participation; (4) undertaking
activities to achieve sustainable behavioural changes and
partnerships; (5) establishing emergency response systems to
control outbreaks, and (6) strengthening regional and national
capacities for the prevention and control of dengue and to
undertake research.

Lymphatic filariasis

Lymphatic filariasis (LF) is endemic in eight countries of the
Region. Over 700 million people at risk of infection live in
filaria-endemic areas with 60 million already affected. This
represents 60 per cent of the global burden of the disease.

In line with the Global Programme for the Elimination of
LF by 2020, a Regional Strategic Plan was developed in 2000.
Subsequently, all endemic countries developed national plans
aimed at reaching the goal of elimination. The two main
strategies are: (1) reducing the spread of infection by
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interrupting transmission through mass drug administration
with a combination of two safe and effective drugs
(diethylcarbamazine and albendazole) to all those living in the
endemic areas, and (2) disability alleviation through morbidity
management and relieving and preventing suffering.

WHO facilitated the free supply of albendazole by donors
for mass drug administration in the endemic countries. These
countries were divided into two groups to be separately
reviewed by two Sub-Regional Programme Review Groups with
regard to the progress made in the elimination of LF and to
review applications for free supply of albendazole. The Mekong-
Plus Programme Review Group, which was established in
collaboration with the Western Pacific Region and the group
for the Indian sub-continent, had its first meeting in January
2002. WHO also arranged a training workshop for programme
managers, a workshop for mapping of LF cases, and an
international workshop on morbidity management of
lymphoedema as part of WHO technical support to Member
Countries.

In 2001, Bangladesh conducted mass drug administration
(MDA) covering a population of 808 697, while India covered
a population of 14.2 million, Myanmar 1.9 million and
Sri Lanka 1.7 million. In 2002, Bangladesh will be extending
MDA from one district to three to cover 5.4 million people.
India increased its coverage to 21 million. Nepal has planned
to commence mass drug administration in 2002 covering a
population of 250 000. Indonesia conducted a round of MDA
with combination drugs covering one million people. In June
2002, Sri Lanka extended MDA with combination drugs to
cover the entire population at risk (9 million) living in endemic
areas. Thailand covered a population of 200 000.

Vector control

Vector-borne diseases are a major cause of morbidity and
mortality in the Region and hence, vector control assumes
importance in the prevention and control of these diseases.

Selective transmission control of malaria has been
emphasized and practised resulting in a reduction in the use of
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DDT in the Member Countries by approximately 50 per cent.
India and Thailand are phasing out DDT for indoor residual
spraying while many countries have introduced pyrethroids
for the control of vectors. Countries have been urged to revive
and strengthen their insecticide policy for public health use
for the guidance of decision-makers. Countries are also
encouraged to use WHO specifications for insecticide use in
public health and to establish and further strengthen quality
control of insecticides and dispensing equipment.

A WHO Regional Training Course on Comprehensive Vector
Control (CVC), was organized at the Vector Control Research
Centre (VCRC), in Pondicherry (India), in August-September
2001. Considering the importance of vector control, countries
have now started sending additional participants for training
in CVC at their own cost. In addition, WHO assisted Myanmar
in conducting a course on CVC for its nationals in September-
October 2001. The CVC training course in Pondicherry, would
be an annual feature, with WHO providing technical support.

Member Countries need to be further sensitized regarding
bio-environmental aspects when taking up major development
projects like dams and hydroelectric schemes to ensure
minimum disturbance to the ecology and vector balance in
the area.

Collaborative studies to evaluate the operational impact of
insecticide-treated bednets on malaria control have been planned
through the RBM Technical Support Network to be imple-
mented in 2002. Bangladesh, India, Indonesia, Myanmar and
Thailand will carry out these studies.

Research and Product Development for
Communicable Diseases
The Tropical Disease Research (TDR) Programme was established
in 1975 with two interdependent objectives: (1) to undertake
research and development of new and improved tools for the
control of major groups of tropical diseases (malaria,
schistosomiasis, lymphatic fi lariasis, onchocerciasis,
leishmaniasis, Chagas disease, African trypanosomiasis and
leprosy), and (2) to strengthen research capabilities where these
diseases are endemic. Now, dengue and tuberculosis have also
been included in TDR activities.

Vector control
assumes importance
in the prevention
and control of
vector-borne
diseases, which are
a major cause of
morbidity and
mortality in the
Region
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The TDR programme continued to support activities and
research focused on malaria (Bangladesh, India, Myanmar,
Nepal, Sri Lanka, Thailand); lymphatic filariasis (India,
Myanmar, Nepal, Sri Lanka); leprosy and tuberculosis (India);
and kala-azar (Bangladesh, India, Nepal); studies on drug
resistant malaria (Myanmar, Thailand); vaccine development
(India, Thailand); vector control (Sri Lanka); monitoring of
drug efficacy (Indonesia, Myanmar, Sri Lanka); and new drug
regimen (Bangladesh, Thailand).

The studies on kala-azar, undertaken in India, focused on
the development of an animal model and clinical studies with
aminosidine and miltefosine.

Roll Back Malaria

Malaria continues to challenge national economies and the
health of the people in the Region. While resources continue to
be limited, the recent economic crisis in some countries has
further affected control programmes and consequently caused
the re-emergence of endemicity in vulnerable areas. WHO, in
collaboration with partners, mobilized emergency support and
assigned experts to provide technical assistance for the control
of malaria in two Member Countries.

To reduce case fatality, WHO, in collaboration with experts
from Member Countries, developed Guidelines on Management
of Severe Malaria for Small Hospitals. The guidelines will be
disseminated to Member Countries to strengthen small

WHO advocates the use of insecticide-treated nets for malaria control



14

THE WORK OF WHO IN THE
SOUTH-EAST ASIA REGION

hospitals in remote areas. Guidelines on Implementation of RBM
at the District Level have been finalized for adaptation by the
countries to be used in the RBM pilot districts during 2002-
2003. Support was provided to countries in translating the
documents into respective national languages.

Realizing the importance of collaboration among six
countries in the Mekong region, WHO assigned a consultant
to coordinate efforts by the countries and to work with partners
in addressing the problems of multidrug resistance.

Following the Meeting on Technical Support Networks, held
in Chiang Mai (Thailand) in March 2000, WHO supported 21
proposals developed jointly by control programmes and
scientists to solve operational problems in their respective
countries.

In view of the spread of multidrug resistant malaria in the
Region, WHO, in collaboration with Member Countries and
partners, has established surveillance networks for drug
resistance monitoring in the Mekong region (six countries)
and in Bangladesh, Bhutan, India, Nepal and Myanmar. WHO
provided technical support to Member Countries in collecting
data on the therapeutic efficacy of first and second line
antimalarial drugs. The work will be completed in October
2002 for use by the countries in formulating their antimalarial
drug policy.

An Intercountry Consultative Meeting of National Malaria
Programme Managers was held in Yogyakarta (Indonesia) in
November 2001. As a follow up, the countries developed a
Malaria Strategic Plan which was later used to respond to a
call from the Global Fund to fight AIDS, TB and Malaria
(GFATM). WHO provided technical support to five countries
in submitting proposals for malaria to the GFATM Secretariat.

Tuberculosis

The Region accounts for nearly 38 per cent of the world’s
burden of TB (Figure 1.4), with 3 million new cases and nearly
750 000 deaths reported every year. The incidence of the disease
is highest in the 20-45 age group, thus seriously affecting
economic development. The spread of HIV in the Region and
the emergence in recent years of multidrug-resistant strains
of tuberculosis pose additional threats.

The recent economic
crisis in some
countries has affected
malaria control
programmes resulting
in the re-emergence
of endemicity in
vulnerable areas
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DOTS coverage now extends to 56 per cent of the Region’s
population (Figure 1.5). Under the DOTS strategy, nearly 2
million patients have been treated with a success rate of around
80 per cent in areas where the strategy has been applied. The
quality of diagnosis has been good; however, the number of
cases detected is still low at fewer than 40 per cent of the
estimated cases.

The Regional Office has developed guidelines and assisted
countries in developing plans for the implementation of TB
control activities in the next five years. A Regional Strategic
Plan for TB Control has been prepared and a Regional Partners’
Forum to mobilize commitment and resources to intensify and
further extend coverage with DOTS in the Region is planned in
the near future. Joint plans of action for initiating disease
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control in the adjoining border districts of Bangladesh, Bhutan,
India, and Nepal have been drawn up and will be carried forward
in 2002. The Thai-Myanmar border programme for disease
control is already in place. Assistance was provided to develop
a network of laboratories for smear microscopy in several
Member Countries and mechanisms to establish quality
assurance of microscopy services and for drug resistance
surveillance have been identified. Several Member Countries,
including India will receive assistance through the Global Drug
Facility (GDF) to ensure regular supplies of quality drugs;
Myanmar was among the first countries to benefit from this
facility.

A number of regional training courses on various aspects
of TB control were held during 2001-2002: annual
comprehensive training course on TB control; on laboratory
methods for the diagnosis of TB including drug resistance
surveillance, and on data management to facilitate recording
and reporting at the country level. A course on Leadership and
Strategic Management for national and intermediate level staff
of national TB programmes is being developed. In addition, a
number of technical and training materials have been developed
and widely disseminated.

There is a strong commitment in the Region for achieving
the global target and nationwide DOTS coverage by 2005.
Nearly 58 per cent or 875 million of the Region’s population

Tuberculosis can be cured and transmission interrupted through the DOTS
strategy

WHO has developed
guidelines and
assisted countries in
developing plans for
the implementation
of TB control
activities in the next
five years
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now have access to DOTS services compared with less than 10
per cent in 1997; however, case detection needs to be enhanced.
Though the quality of DOTS implementation has been good,
it is necessary to intensify and extend DOTS coverage to increase
the number of those successfully treated and cured. The
required key interventions have been identified and built into
the five-year plans of the Member Countries. The resources
required have also been identified and some commitments from
donors/partners already obtained. Resource gaps, however,
remain and must be urgently met. Given the current impetus
and the additional resources expected, the Region will reach
the global target by 2005.

HIV/AIDS

The AIDS epidemic continued to spread in the Region, which is
the second most affected region in the world, after sub-Saharan
Africa. Of the 40 million persons estimated by WHO and
UNAIDS to be living with HIV/AIDS at the end of 2001, more
than 5 million are in the SEA Region.

As of March 2002, 216 443 cases of AIDS were reported
from the Member Countries (Table 1.1). This is considered to
be a gross underestimate of the actual situation because of
reporting deficiencies. More than 99 per cent of the cases were
reported from three countries – India, Myanmar and Thailand;
the prevalence of HIV in these countries is much higher than
in the other countries of the Region. There is a potential for
rapid spread of HIV in all countries as risk behaviours and
vulnerabilities, which fuel the spread of infection, exist in all
countries. Indonesia and Nepal are already experiencing a rapid
increase in HIV prevalence among injecting drug users. Thus,
the epidemic in the Region is highly dynamic and evolving
rapidly.

Member Countries continued to give high priority to fighting
the AIDS epidemic and attendant problems. They are
implementing the national strategic plans with the involvement
of a number of government, private sector and non-
governmental organizations. Priority is being given to targeted
interventions and scaling up of effective interventions, such as
100 per cent condom use in sex work, syndromic management
of sexually transmitted infections, prevention of mother-to-
child transmission and harm reduction among injecting drug
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users. Many countries are undertaking behavioural surveillance
in order to monitor risk behaviours among selected groups.
As a result of these effective interventions, the number of new
HIV infections in Thailand is estimated to have decreased from
143 000 in 1990 to 25 800 in 2002.

Increasing attention is also being given to cross-border spread
of the infection with the preparation of joint plans of action
for cross-border interventions. The participation of NGOs and
the private sector is steadily increasing.

The Member Countries have given high-level commitment
to the control of AIDS. The Ministers of Health of the countries
of the Region accorded high priority to HIV, and on their
recommendations, WHO formed a Regional Task Force on
HIV/AIDS with the objective of mobilizing resources required
to combat the epidemic.

The Regional Office continued to play a leading role in
providing support to all aspects of HIV/AIDS, such as
surveillance, STI prevention and care, blood safety, counselling
and care of affected persons. The members of the Regional Task
Force on HIV/AIDS were regularly briefed on matters related
to GFATM. The first meeting of the Task Force, held in the
Regional Office in January 2002, updated the participants on
GFATM, determined the terms of reference of the Task Force

Reported Estimated
AIDS cases HIV infections

Bangladesh 19 13 000

Bhutan 3 <100

DPR Korea 0 <100

India 29 007 3 860 000

Indonesia 671 100 000

Maldives 8 <100

Myanmar 4 598 510 000

Nepal 536 34 000

Sri Lanka 117 7 300

Thailand 181 484 770 000

      Total 216 443 ~ 5 294 600

Source : Country reports

Table 1.1: Reported AIDS cases and estimated HIV infections in the
SEA Region, as of March 2002

Country
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and proposed actions to be taken for resource mobilization to
fight the three diseases.

The Regional Office kept the WHO country staff informed
about GFATM and provided technical support in various
activities related to the Fund. It provided expertise at the regional
consultations held in connection with the Fund in Bangkok
(November 2001) and Beijing (February 2002).

The South-East Asia Region, in collaboration with the
Western Pacific Region, organized an Asia-Pacific meeting on
Global Health Sector Strategy on HIV/AIDS in Bangkok in
January 2002. The meeting reviewed the implications of
HIV/AIDS on the national health system and the health sector
response. It also discussed the global health sector strategy
for strengthening response to HIV/AIDS, identified the
essential components of the Asia-Pacific response strategy and
the areas and mechanisms for bi-regional collaboration in
this area.

In order to improve national capacity in STI management,
the Regional Office organized an intercountry workshop in
Yangon in July 2001. Apart from updating the participants
on STI prevention and care, the workshop reviewed and
finalized the guidelines for conducting an STI prevalence
study and the generic protocol for preparing the study
proposal.

Care of HIV/AIDS patients at the community level requires partnerships
between government, the private sector and nongovernmental
organizations
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Two intercountry training courses, each of two weeks’
duration, were conducted in Bangkok: one on Clinical
Management of HIV/AIDS in October 2001 and the other on
Voluntary Counselling and Testing, in November 2001. The
objective of the training courses was to build national
capacities in providing counselling and care to persons with
HIV.

The Regional Office continued to provide technical support
to Member Countries through country visits and corres-
pondence. It produced and distributed various publications, such
as guidelines and a protocol for the STI prevalence study, the
information package for World AIDS Day and the regular
newsletter, AIDSWatch.

Identifying effective interventions, increasing such
interventions and mobilizing resources for filling funding gaps
are the major challenges. GFATM is a welcome initiative to fill
the gap in funding. Active involvement of NGOs and the private
sector is very important for successful implementation of the
interventions. Sustained political commitment and adequate
resource allocations at the national level are vital issues for the
Member Countries. While prevention should be the primary
aim, people with HIV/AIDS also need adequate counselling
and care. The role of antiretroviral drugs in preventing mother-
to-child transmission and in the care of infected persons needs
to be studied.

Cross-border collaboration on
priority communicable diseases

Realizing the importance of intercountry collaboration in
ensuring effective response to cross-border health problems,
WHO organized an Intercountry Meeting on Cross-border
Initiatives on Priority Communicable Diseases in New Delhi in
July 2001. The meeting, attended by representatives from
Bangladesh, Bhutan, India and Nepal, reached a consensus on
effective strategies for the control of HIV/AIDS, tuberculosis,
malaria and kala-azar in selected cross-border districts. There
has been a major shift in the approach to cross-border health
problems. Realizing that targeting a single disease has been
ineffective  in solving cross-border health problems, the
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countries have jointly developed multi-disease control action
plans with WHO technical support and through consensus
building at the border district meetings for implementation at
pilot districts in an integrated and coordinated manner. WHO
will support capacity building, monitoring and evaluation
components of these pilot projects. WHO continues to support
similar cross-border collaborative programmes initiated by
Myanmar and Thailand.




