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1. COMMUNICABLE DISEASES 

Endeavours continued a s  in past years to strengthen communicable- 
disease control services through the promotion of large-scale national 
programmes against mass diseases, the creation or  improvement of epi- 
demiological services, and the concurrent development of a widespread 
network of basic health services. 

Much consideration is being given a s  to how far, when and in which 
way rural health services should participate in and subsequently take over 
from specific disease control campaigns in the consolidation and maintenance 
phase. The successful efforts in m?ss campaigns have outstripped the 
development of general rural health services, and there is therefore an 
urgency now to fill the gap in order that the heavy investments and achieve- 
ments of eradication programmes may be safeguarded. Top priority should 
therefore bs given immediately to the integr2tion of fis morlc of the various 
specific disease-control programmes into basic health services. A first 
step could be the training of personnel engaged in specialized mass campoligns 
to become multi-purpose workers so that they can continue the follow-up of 
the intensive measures started against one disease a s  part of a mass action 
aga in~t  enother. 

Such a "sequential approach" has already been adopted in Thailand 
and Inr!onesia (Java), where yaws workers are  being progressively used 
for leprosy case-finding and smallpox vaccination, whereas in India and 
Thailand attempts continue to he made towards a gradual transfer of the 
responsibility for trachoma control from specialized to other health workers, 
agd to schoolteachers, students and parents. 

This integration should proceed concurrently with the development 
of &equate population coverage by a network of health units (primary 
health centres, sub-centres, etc.) able, inter alia, to maintain, a s  soon 
a s  consolldation is reached, vigilance on at  least malaria, yaws and leprosy, 
and on smallpox vaccination and revaccination. 

L? the consolidation phase, the specific campaign services concerned 
should still remain responsible for technical guidance and critical periodic 
appreisals. A word of caution, however, is necessary in the case of 
malaria eradication, in which the elimination of residual foci by intensive 
surveillance calls for even greater effort in the late consolidation phase 
than in the earlier stages of the campaign. Employment of malaria surveil- 
lance staff for other public health activities should therefore be delayed until 
the end of f ie  consolidation phase. 
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It remains a fact, however, that such integration would not be laid 
on a firm foundation unless accompanied by the development of a strong 
cadre of supervisory staff and of epidemiological health intelligence services. 
An effort in this direction is reflected in the recent conversion of the Malaria 
Institute of India into a 'Central Institute for Communicable Diseases", one 
of the main functi ons of which will be to provide training facilities in epi- 
demiology and in applied research in communicable-disease control. Some 
similar development is visualized in Ceylon. 

The malaria eradication activities in this Region continue to 
constitute the bulk of the global malaria eradication effort in which the 
Organization is assisting. The national malaria eradication services in 
South East Asia have gained considerable experience, and, with the assistance 
of UNICEF, WHO and USAID, the programmes in most of the countries 
continue to make steady progress. With the extension of areas from which 
spraying has been withdrawn in 1963 in India, Ceylon and Afghanistan, today 
programmes covering 43.3% of the population exposed to malaria risk in 
this region are  in the consolidaUon phase. 

Much greater attention should now be given to the economically 
important (because disabling) disease, tuberculosis. Experience from 
WHO/UNICEF-assisted pilot area projects is showing that a gradual expansion 
of activities from such areas into a national control programme is feasible, 
but that it  does require, apart from an assured supply of drug8 for the treat- 
ment of all cases found, sound planning and a very strong organization, 
especially for the distribution and supervision of ambulatory treatment. The 
establishment of complex and extensive case-finding facilities without the 
simultaneous development of a treatment organization to cope adequately 
with the cases found should be avoided. 

This year saw the launching of the largest national smallpox eradica- 
tion campaign, i. e., in India. Some other countries in the Region are  also 
showing more determination in embarking on smallpox control although their 
resources and organization need much greater development before they can 
undertake eradication. A much wider use of freeze-dried smallpox vaccine 
is being promoted and assisted because i t  is believed that much of the past 
failure has been due to the poor keeping qualities of the wet vaccine in  these 
tropical climates. Still more remains to be done, however, to build up a 
more effective smallpox supervisory organization and to overcome popular 
prejudices to vaccination and revaccination, particularly revaccination. 

A mass vaccination campaign againat cholera wae being organized 
in Calcutta and Greater Calcutta during the year for full Lmplementation 
in 1964. 
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Steady development of leprosy control, through domiciliary treatment 
programmes aimed at giving coverage to endemic areas, is being maintained. 
While case-finding and treatment services have been relatively easy to 
establish, adequate supervision has been very difficult to organize. To 
meet the appreciable expansion which has taken place in all the WHO-assiated 
leprosy control campaigns, international assistance is being correspondingly 
increased. 

As for yaws, it has been reduced in Thailand to such a low level 
that mass resurveys a r e  no longer required, and its surveillance has been 
integrated into the existing rural health services in 45 provinces; WHO 
assistance is now being directed towards strengthening integration through 
these basic health services. 

Anti-trachoma activities in India, in the States of Punjab (79% 
prevalence) and Rajasthan (76% prevalence), passed from the pilot phase to 
more intensive and extensive control operations, employing "blanket" treat- 
ment of all children under ten years of age. Much useful information has 
been collected on the epidemiology of trachoma in Thailand, and treatment 
control trials are being continued. 

Assistance was given to various countries in evaluating their 
communicable-disease campaigns by providing independent assessment 
teams - for the malaria programme in India and Indonesia, the leprosy 
programmes in Thailand and Burma, the yaws programme in Thailand, the 
BCG vaccination programme in Burma, the smallpox eradication programme 
in Delhi and the trachoma control pilot projects in some States of India. 

As part of WHO'S global medical research programme, assistance 
also continued to be given to fundamental and applied research in the wide 
field of communicable diseases (see Chapter 8). 

There occurred during the year a large-scale poliomyelitis epidemic 
in Ceylon, with about 1 8 0 0  paralytic cases, an outbreak of haemorrhagic 
fever in the Bangkok area, with over 4 000 cases, and an outbreak of 
virus encephalitis in children in Mysore State in M i a .  There was an 
exacerbation of the incidence of smallpox and cholera in India and of smallpox 
in Java (Indonesia) and Kathmandu (Nepal), while cholera El Tor appeared 
for the first time in West Irian (Indonesia). There has also been a reported 
increase in venereal diseases in Thailand and in the Colombo area of Ceylon. 
Moreover, certain vector-borne diseases, which had previously markedly 
declined in incidence, are  showing signs of resurgence, especially in those 
areas where residual spraying operations for malaria or  dusting operations 
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against lice have been withdrawn. This has recently been brought to light 
with the occurrence of an outbreak of typhus outside Kabul, the persistence 
of plague in southern India and signs of possible recrudescence of kala-azar 
in certain Indian cities. 

1.1 Malaria Eradication 

In collaboration with UNICEF and the USAID, WHO continued to 
assist Member States in the implementation of their malaria eradication 
programmes. 

The present status of malaria eradication in the Region may be 
summarized a s  follows (this includes figures from West Irian, which, a s  
part of Indonesia, has been included in the South East Asia Region since 
1 January 1963): 

Total population 835.4 million 

Population at risk 600.3 million 

Population protected 544.9 million 
Under attack phase : 284. 1 
Under consolidation 

phase : 259.3 
Under maintenance 

phase : 1. 5 

Under preparatory phase 8. 9 million 

Population still unprotected 46.4 million 

The population protected bas thus increased by 35 million from the 
figure of 509.9 million reported last year. 

The following were the main achievements of the prograrnmerr during 
this period: 

In Afghanistan, by extensive surveys and improved geographical 
reconnaissance, more authentic data on the population at risk have been 
obtained. Ceylon, which had only two cases of malaria (both imported) 
during the period July-December 1962, discontinued spraying in more than 
50%of the areas in the attack phase. In India, withdrawal of spraying was 



GRAPH 3-POPULATION AT MALARIA RISK IN THE AREAS UNDER VARIOUS PHASES OF 
MALARIA ERADICATION IN THE SOUTH EAST ASIA REGION- 

1 AUGUST 1961, 1962 AND 1963 
(Source : Government returns--WHO qnestionrmire) 

Preparamry Phase Attack Phrre Conrolldar~on Phaxc Nor Covered by ME 
Operarronr 

' Excludes 17 .3  mentioned as in the preparatory phase in the 1961 report far M'orld Health Assembly. 
** Includes 17.3 mentioned abovr. 

Year 

1961 

1962 

1963 

Note: ?be increase in population not coverrrl by the malaria rradication operations is duc to (a) the inclusion of West 
Irian, and (b: inclusion of areas in 'Thailand originally considered non-malariuun but rcccntly detected as 
rnalariuus. 

Population in millions 
--- - ---- - ------- - - - --- - 

I Not covered by 
Preparatory phase ! Attack phase ! Consolidation phase malaria eradication 

operations 
----- ~ 

3.5' 501.3 6 . 6  50.8** I 

2 3 . 2  365 .!) 162.4 37.2 

8.9 284.1 239.3 46.4 
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extended to areas covering 97.5 million people during 1963, thus placing 
about 251 million in the consolidation phase. In Indonesia, with the extension 
to all the zones in Java, the entire islands of Java, Bali and South Sumatra 
are now covered by spraying operations. 

Long-term planning of programmes formed an important activity. 
Comprehensive plans of operations covering the entire period of eradication 
have been prepared for Afghanistan, Ceylon and Thailand, and a detailed 
plan of action for 1963 has been worked out for the Indian programme pending 
the preparation of a long-term plan. Considerable progress has been made 
in Indonesia in the collection of information and compiling of logistic data 
relating to the outer islands (particularly Kalimantan, for which plans have 
been drawn up for the concurrent development of rural health and malaria 
services as a prelude to embarking on a malaria eradication programme). 
Some of the governments in the Region have also taken steps to plan the 
utilization of malaria eradication staff for the expansion of rural health 
services; this is a welcome support to rural services and will also provide 
the total coverage necessary for sustaining malaria eradication during the 
maintenance phase. 

In addition to the routine assessment made bv the national malaria . 
eradication services, independent appraisal a t  different stages of the 
programmes, a s  recommended by the Regional Committee a t  its last 
session (resolution S E A / R C ~ ~ / R ~ ) ,  has become a feature of programmes 
in this region. The assessment of the areas in the pre-consolidation stage 
of the Indian programme by a panel of three consultants and seven teams of 
three (each composed of a representative from USAID, WHO and the 
Government of India) has attracted considerable interest even in countries 
outside the Region. The extension of consolidation areas in 1963 in India 
was based on this assessment. 

Independent appraisals of the Indonesian and Thai programmes by 
joint WHO and USAID teams have also been completed. The assessment of 
the Indonesian programme has focussed further attention on the urgent need 
for extending activities to the outer islands, in order to prevent the importa- 
tion of cases into the existing operational areas. Plans a r e  also under way 
for the independent assessment of the programmes in Afghanistan, Ceylon 
Rnd Nepal to be completed before the end of 1964. 

In Burma WHO assistance was limited to fellowships. 

Training courses were continued. In Indonesia, in addition to the 
training being provided for sub-professional staff a t  the national training 
centre and the provincial centres, fifteen newly recruited medical officers 
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were given preliminary training in the principles and techniques of malaria 
eradication, with emphasis on the epidemiology of malaria. In India, in 
order to meet the requirements of the units entering the consolidation phase, 
special reorientation courses in surveillance for 200  officers in charge 
of malaria units were held at the Central Institute for Communicable 
Diseases in Delhi. WHO continued to provide fellowships, including those 
under the Headquarters' scheme for the "Exchange of Scientific  worker^^^, 
to augment national training efforts toward the preparation of personnel 
for malaria eradication programmes. Some countries have, however, not 
yet been able to utilize fully the fellowships offered because of difficulties 
in finding suitable candidates. 

As in previous years, promotion of the exchange of technical and 
operational information and the co-ordination of effort in malaria eradication 
programmes among neighbouring countries formed an important activity 
of the Organization. The Fourth Asian Malaria Conference was held in 
Manila from 27 September to 3 October 1962. It was attended by the directors 
of malaria eradication services and senior health administrators from 
Afghanistan, Ceylon, India, Indonesia, Nepal and Thailand from this region 
a s  well a s  participants from countries of the Western Pacific and from 
Pakistan in the Eastern Mediterranean Region. Some members of the 
malaria staff from Headquarters, the Regional Offices and from the field, 
a s  well a s  observers from UNICEF, USAID and the South Pacific Commission, 
also attended. At this conference, advantage was taken of the presence of 
participants from countries who are members of the Anti-Malaria Co- 
ordination Board (Cambodia, Laos, Malaya, Thailand and Viet Nam) to 
discuss problems of mutual interest relating to inter-country border areas. 
The Sixth Burma-India-Pakistan Malaria Co-ordination Conference was 
held at Lahore in November 1962, and the Second India-Nepal Border Malaria 
Co-ordination Conference in Kathmandu in February 1963. 

So far, no serious technical problems have hampered the progress 
of malaria eradication in this region, although resistance of vectors to 
insecticides has presented a few local problems both in India and in Indonesia. 
In India, the resistance of A. stephensi to DDT and BHC in some of the 
urban areas has necessitated the introduction of anti-larval measures 
coupled with intensive surveillance to meet the situation. In Indonesia, 
focal outbreaks of malaria due to increased tolerance of A. aconitua to DDT 
have occurred in areas where this vector has been reported a s  resistant 
to dieldrin. This problem has been solved by increasing the dosage of DDT 
and intensifying surveillance activities. The problem of vector resistance 
to insecticides continues to receive attention. Special investigations into 
the development of resistance of vectors were undertaken by the Government 
of Indonesia in Central Java, with assistance from WHO. 
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Limitations in national finances and delays in the allocation of funds 
continued to be major handicaps in the programme in some countries. Lack 
of adequate numbers of experienced supervisory personnel also presents 
serious difficulties in certain cases. In Indonesia, uncertainty a s  to the 
availability of imported commodities for extension of activities to the outer 
islands has also been an obstacle to the carrying out of pre-eradication 
programmes. 

Another problem confronting some of the advanced malaria eradica- 
tion programmes stems from the tendency to involve the malaria eradication 
staff prematurely in other mass campaigns, such a s  those for smallpox 
eradication. 

In accordance with the terms of resolution SEAlRC14lR5, adopted 
by the WHO Regional Committee for South East Asia at its fourteenth session, 
a regional centre for external cross-checking of blood films for malaria 
eradication programmes in the Region has been established in Kasauli (India). 

1.2 Tuberculosis 

It is recognized in all the countries of the Region that control of 
tuberculosis deserves very high priority amongst the prevailing communicable 
diseases, not only because of the seriousness for the patient but also because 
of the size of the public health problem it creates; it is a community ailment, 
which, after malaria, affects, more than does any other single disease, 
the economic development of the country. 

The modern concept and practice of tuberculosis control calls for 
an active case-finding and mass treatment organization on a domiciliary1 
ambulatory basis, together with systematic protection of the susceptible 
age-groups in the community by BCG vaccination. For practical considera- 
tions (technical, financial, staff shortages, training requirements, etc.), 
tuberculosis control is most profitably started a s  a pilot project, thereafter 
gradually to be expanded in the light of experience gained. The basic need for 
developing an effective control programme, however, requires a long-term 
and permanent organization. Every attempt should also be made to make 
maximum use of all existing health facilities; if they a re  not yet readily 
available, active measures should be taken to promote and develop a network 
of basic health services into which such a specialized tuberculosis programme 
can be integrated. Experienoe in WHO-assisted projects reveals that in 
several programmes a disproportionate amount of available resources, both 
in staff and in finances, is  being committed to case-finding (or even survey) 
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activities, to the detriment of an organization which will ensure Droper 
treatment being administered to all cases detected. The fact that case- 
finding by itself is not a control measure but only a preliminary to treatment 
of infective or potentially infective patients is not always kept in mind, the 
latter entails not only the provision of a sufficient quantity of drugs and 
establishment of treatment centres but the setting up of an  efficient 
organization directed to persuading patients to maintain the recommended 
treatment. It has now become obvious that in this region the efficiency and 
success of a tuberculosis control programme will be measured ultimately 
by the number of patients who have completed the recommended minimum 
treatment schedule, and not by the number detected. 

During the year, WHO and UNICEF continued to give guidance and 
assistance to tuberculosis control and BCG vaccination programmes in 
Afghanistan, Burma, India, Indonesia and Thailand. In Nepal, the Government 
and the Regional Office a re  considering how best to introduce BCG vaccina- 
tion and to set up realistic tuberculosis control services. In Ceylon, control 
services a r e  continuing effectively without further international assistance. 

In Afghanistan, BCG vaccination coverage was increased in Kabul 
and its environs; the work of the Tuberculosis Clinic in Kabul is being 
reviewed and reorganized so a s  to develop an operative nucleus for a future 
national programme. 

In Burma, under the national ECG programme, vaccinations were 
given in areas so far not covered, and work was continued on integrating 
this activity into the rural health services. A WHO team undertook an 
assessment of the achievements and operations of the programme, and such 
assessments now have been taken over a s  a permanent feature by a national 
team. In Rangoon, the tuberculosis control service is planning a community- 
wide expansion of ambulatory treatment, with WHO and UNICEF assistance. 

In India, the Tuberculosis Chemotherapy Centre in Madras continued 
its most important studies on anti-tuberculosis drugs and on the applicability 
of different treatment regimens. The National Tuberculosis Institute, 
Bangalore, also contributed to this research by operaticma1 studies and test 
runs for a nationally applicable district tuberculosis programme, a s  the 
basis for a national tuberculosis control scheme. 

In Indonesia, the WHO and UNICEF-assisted pilot area project at  
Jogjakarta, although its work is not yet completed, has gained enough 
experience to pave the way for the start of similar programmes in Surabaja 
(Java) and in Makassar (Sulawesi). A rural pilot area project in East Java 
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wffl be the next step towards preparing for a national tuberculosis control 
programme. The BCG vaccination activities are  to be intensified and 
expanded, and a WHO BCG Assessment Team has started to help in this task. 

In Thailand, the rural pilot project in the Province of Chiengmai is 
nearing completion. Expaasion from the urban pilot area project in Bangkok 
to a city-wide case-finding and mass treatment programme has started. The 
national tuberculosis programme has further developed, with the establish- 
ment of another regional tuberculosis control centre at  Khon Kaen, a s  part 
of intensive community development activities in the north-eastern provinces. 

1.3 Quarantinable Diseases 

The figures of notification of quarantinable diseases reported for 
the countries of the Region for the years 1960, 1961 and 1962 are  given in 
the table on the following page. 

1.3.1 Smallpox 

Smallpox continues to take a heavy toll of life. In all, about 40  000 
cases and 10 000 deaths were notified in the Region in 1962, the majority 
from India. 

As a follow-up of resolution WHA15.53, adopted by the Fifteenth 
World Health Assembly, governments in the Region were asked to prepare 
firm plans and estimates of costs which would be involved in the eradication 
of smallpox in their respective countries. 

Assistance in evolving and implementing smallpox control programmes 
was given, particularly with personnel, equipment and the supply of freeze- 
dried smallpox vaccine, either directly by WHO or  through WHO. The 
Governments of M i a ,  Indonesia and Thailand, with assistance from WHO, 
a r e  continuing to increase their present production of freeze-dried smallpox 
vaccine; the necessary equipment is being provided by WICEF. 

In Afghanistan, a WHO-assisted smallpax control pilot project was 
started in order to evolve practical vaccination procedures and techniques 
and to train the personnel required for the work, first in Kabul and 
subaequently in other areas of the country. A WHO medical officer ia 
assigned to this project. Further quantities of freeze-dried vaccine, a8 well 
a s  transport snd equipment, were supplied by the Organization. 
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Quarantinable Diseases Notified* for the Countries 
of South East Asia Region, 1960 to 1962 

(Soucesr WHO Epidemiological and Vital  Statistics Report, Vol. 15, No. 4, nrd 
WHO Weekly Epidemiological Records, Vol. 37, No. 1,1962 to Vol. 38, No. 3,1963) 

*The data for 1962 do not include provisional figures. 
**Figures generally refer to louse-borne epidemic typhus. 

***Recorded cases and deaths are: 43 ooo and 11 757 for smallpox, 25 597 and 
7 560 for cholera and 686 and 87 for plague respectively (communication 
from the DGHS, India, dated lo May 1963). 

toutbreak notified 
. . .  Data not available 

Sporadic cases Cl ther rickettsia1 diseases 
T ~ c r u b  typhus in West Irian 

Note: Figures for the Maldive Islands and Mongolia are  not available. - 

Typhus and 
other 

rickettsia1 Country 

Afghanistan 

Burma 

Ceylon 

India 

.Iadonesia 

Nepal 

Thailand 

diseases** 
Cases 

7 
6 

lo 
... 
... 
. . .  
3> 
11 

... 

... 

... 
sT 
sT 

... 

... 

... 

... 

... 

... 

. . .  

Plague Year 

1960 
196 1 
1962 
1960 
196 1 
1962 
1960 
196 1 
1962 
1960 
196 1 
1962*** 
1960 
196 1 
1962 
1960 
196 1 
1962 
1960 
196 1 
1962 

Deaths 

3 
- 

... 

... 

... 

... 

... 

... 
- 

. . .  

. . .  

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

Cases 

. . .  

... 

... 
22 
37 
47 

. . .  

. : . 

.... 
78 

402 
665 

5 - 
... 
... 
... 
... 
. . .  
... 
... 

Deaths 

... 

. . .  

... 
14 
lo 
12 

... 

... 

... 
26 
55 
95 
4 
- 

... 

... 

... 

... 

... 

... 

. . .  

Smallpox Cholera 

Cases 

111 
174 
3 15 
392 
88 
2 1 
- 

34 
20 

31 052 
45 195 
35 903 
5 196 
4 677 
1917 

S t  
5 

. . .  
32 
33 

1 

Cases 

899 
- 

.,. 
259 

1 
2 

. . .  

... 

... 
15 895 
48 028 
17 224 

... 

... 
724 
... 
... 
... 
... 
... 
... 

Deaths 

- 
- 

22 
53 
5 
- 
- 
8 
4 

7 876 
12 340 
9 811 
1 ooo 

t 
46 
§+ 
2 

. . .  
11 
4 

... 

Deaths 

199 
- 

.., 
200 

- 
- 

... 

. . .  

. . .  
5 799 

16 436 
5 748 

. . .  

. . .  
178 
30 
+ 

... 

. . .  

. . .  

... 
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In Burma, preparatory to planning a country-wide eradication 
programme, a pilot project has been started in which freeze-dried vaccine 
supplied through WHO will be used. 

The end of 1962 saw the implementation of the national smallpox 
eradication programme in all the States and Union Territories in India. 
It is expected that the attack phase, in which it is hoped about 80% of the 
total population will be vaccinated, will be completed within two years. A 
total of 68.69 million vaccinations, inclusive of 12 million previously 
performed in the pilot projects, was carried out up to the end of March 
1963 - with 7.01 million primaries and 61.68 million revaccinations. Efforts 
continue to be made to ensure that freeze-dried smallpox vaccine is employed 
a s  widely a s  possible and also to improve on coverage through intensive 
health education and by securing the co-operation of all Community Development 
Blocks and Panchayats. With the assistance of an independent team (including 
a WHO medical officer) an assessment has been ma& of the vaccination 
campaign carried out in the Union Territory of Delhi: the protocol to be 
followed in the assessment of vaccination campaigns in those States which 
will have completed the attack phase has been worked out on the basis of the 
experience gained in the Delhi assessment. A WHO short-term consultant 
found that two more centres could be assisted to establish freeze-dried 
fimallpox vaccine production units, thus raising the total number of centres 
in the country to four. WHO will provide fellowships for the necessary 
training of personnel and has recommended that UNICEF provide the equipment. 

In Indonesia, following outbreaks of smallpox in parts of Java, a 
"crash programme" of vaccination was carried out. Large-scale vaccination 
is contempl~ted, and the Government has requested additional equipment to 
allow for further production of freeze-dried vaccine. Initial batches of 
freeze-dried vaccine have been produced at  the Bio-Pharma InstLtute in 
Bandung and tested. 

In Nepal, the WHO-assisted smallpox aontrol pilot project in 
Kathmandu Valley experienced difficulties in obtaining satisfactory coverage, 
owin% to the people's reluctance to accept vaccination. Health e+cation is 
being intensified. A WHO public health nurse is attached to the project, and 
the required freeze-dried vaccine has been provided through the Organization. 

In Thailand, the country-wide vaccination programme and the 
production of freeze-dried smallpox vaccine in the WHOIUNICEF-assisted 
centre have progressed satisfactorily. 
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1.3.2 Cholera 

(1) Cholera 

In the Region, so-called 'Iclassicalt' cholera has remained confined 
to India, mostly in  i ts  endemic and epidemic foci in areas of the middle and 
lower Ganges. In the past decade, the highest incidence in India occurred in 
1957 (with 52 078 deaths) and in 1958 (with 5 0  179), followed by two years of 
relatively low incidence (annual average 5 500  deatha), and a definite rise 
in 1961 (16 436). In 1962, the number of deaths declined to 5 748, but the 
outbreaks which occurred in the first half of 1963 portend a bad year: they 
necessitated emergency chlorination of water and mass vaccination measures 
in the Calcutta and Greater Calcutta areas. 

A meeting on laboratory and field studies of cholera vaccines was 
held in Geneva in November-December 1962, with representation from the 
Region. Controlled field studies to evaluate the effectiveness of cholera 
vaccine in man have so  far not been done, and a t  W s  meeting i t  was strongly 
recommended that WHO should encourage such a trial in Calcutta. In 
preparation for this, two epidemiologists from West Bengal were sent to 
the United Kingdom and Yugoslavia on WHO fellowships to study the principles 
and practice of controlled vaccine studies, and a WHO consultant undertook 
a study of the organizational and methodological aspects of the mass cholera 
vaccination campaign in operation in Calcutta. With assistance from WHO 
and the Indian Council of Medical Research, it was agreed that in 1963 a 
pilot study would be started there in order to gain experience in methodology 
both in the laboratory and in the field, and that it would be followed in 1964 
with a controlled field trial. 

Other research studiee being carried out in India a r e  described under 
"Assistance to Research", Chapter 8. 

(2) Cholera El Tor 

Cholera caused by the El Tor vibrio,, previously confined to South 
Sulawesi (Celebes) in Indonesia, spread in 1961 and in 1962 to other parts 
of South East Asia and the Western Pacific. During the year, it  Continued 
to occur sporadically in Java and Sumatra, and broke out in epidemic form 
in the Aghats and Kokonau area of West Irian, where it was subsequently 
controlled. 

A national seminar on cholera El Tor was held in Indonesia, at  which 
present knowledge on the epidemiological and control aspects of this disease 
was reviewed and the importance of initiating a cholera vaccine trial stressed. 
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It will be recalled that the Fifteenth World Health Assembly endorsed 
the recommendation of the Committee on International Quarantine that 
chofera, under the definition of quarantinable diseases in Article 1 of the 
International Sanitary Regulations, should be considered a s  including cholera 
due to the El Tor vibrio, so that the measures permissible under the 
Regulations in respect of llclassicalv cholera could be applied to it. 

1.3.3 Plague 

In India, active foci of plague have persisted to this day in adjoining 
districts of Mysore, Madras and Andhra Pradesh States. The significance 
of the recrudescence of these foci in recent years is best illustrated by the 
following figures of reported human cases: 

Kolar District C 5 - 32 378 569 
(Mysore) 

D 1 - 9 48 64 

Salem District C 3 16 29 18 105 
(Madras) 

D - 5 14 6 20 

An epidemiological team was posted to Kolar District; P. pestis was 
isolated from flea pools; the rat involved in the houses was found to be 
Rattus rattus, and the flea index high. Susceptibility tests have shown that 
X. cheopis is solidly resistant to DDT and is developing a tolerance to 
gamma-BHC. It would appear that the reservoir of infection is in wild 
rodents (the species, infection status, etc., have still to be determined) 
and from time to time is transferred to domestic rodents either directly 
or via peri-domestic rodents such a s  Bandicotta bengalensia and Tatera 
species. This needs to be investigated. In this context, two 0bBe~ationS 
are  noteworthy: human plague has remained confined to rural areas, and the 
affected villages a re  rarely contiguous. 

Anti-rodent measures a re  being intensified, and a change of 
insecticide to gamma-BHC has been made for flea control. A WHO consul- 
tant will be provided in the second half of 1963 to assess and advise on this 
situation. 

In Burma, a small outbreak ooourred in Myingyan District. In 
Indonesia no cases were notified. 
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In Mongolia, no human caws  of plague have been reported since 
1950, but sylvatic plague has persisted in the following provinces: Bayu 
Hongor, Gobi Altai, Uros, Jabhai and Netei, where infected marmots and 
susliks have been found. 

1.3.4 Typhus 

In the last part of 1962 a WHO short-term consultant again visited 
Afghanistan, where he conducted a number of tests on the resistance of 
human body lice to insecticides. These tests confirmed the findings three 
years ago that the lice collected in the Kabul area were highly resistant to 
DDT but still susceptible to activated pyrethrins or malathion or to gamma- 
BHC. 

During the last three years, the numbers of reported cases of typhus 
were only 7, 6 and 10 respectively, but a t  the end of March 1963 an outbreak 
of louse-borne typhus occurred in an area outside Kabul. 

In view of this outbreak and of the risk of new outbreaks, especially 
among the migrating population groups, periodic dusting operations, which 
were stopped in 1962, may need to be renewed. 

1.4 Other Endemo-epidemic Diseases 

1.4.1 Bacterial Diseases 

(1) Leprosy 

There was increased activity in the national leprosy control campaigns 
in Burma, India, Indonesia and Thailand. Assistance from WHO with 
personnel (leprologists, consultants and the services of a leprosy advisory 
team) and from UNICEF with supplies was accordingly increased. 

In Burma, the number of cases under treatment has risen from 
46 000 in 1958 to over 92 000 at the end of 1962. Intensive case-finding and 
treatment services are  at  present in operation in fourteen internationally 
assisted project areas. Besides this, regular control of the disease is 
carried out in 16 other districts of Burma proper and of Kachin State. The 
staff of these project areas has been appreciably increased to meet the work- 
load. The Government also proposes to expand the programme into five 
more project areae in 1964 by recruiting and training additional staff a t  the 
end of 1963. 
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In January 1963, the WHO Leprosy Advisory Team, after completian 
of it8 surveys in Thailand, was transferred to Burma, where it finiebsd ite 
work in Jlme. A plan for research on the preventive value of BCG in 
leprosy was agreed to by the Government. 

In Mia, the consultant leprologist completed an extensive on-the- 
spot review of existing services in ten highly endemic States; he assisted 
in the preparation of plans to consolidate and expand the leprosy control 
programmes in these States on the lines laid down in the master plan of 
operations for a natiwl leprosy control programme, and made recommenda- 
tions on the international assistance required during the remainder of the 
period of the Third Five-Year Plan. WHO and UNICEF have started 
implementing these plans, and the Government's efforts in the various 
endemic areas will need to be intensified if full advantage is to be obtained 
from international assistance. 

In the Danish "Save the Childrent' organization's leprosy. control 
project in Srikakulam District of Andhra Pradesh, India, also assisted by 
WHO, increased case-finding and contact-tracing have brought to light 
a high attack-rate, particularly in schoolchildren and among contacts. The 
total number of registered and treated cases early in 1963 was 7 555. 

In Indonesia, under the leadership of the newly appointed director 
of the leprosy control programme, the control service was strengthened, 
and a plan was prepared for the extension of activities, on an integrated 
basis, to islands other than Java in 1964 and 1965. UNICEF assistance was 
accordingly requested, along with the continuation of the services of the 
WHO leprologist, until the end of 1965. The plan will include assistance to 
leprosy control in West Irian. 

In Nepal, a WHO consultmt leprologist completed a survey of the 
nature and extent of the leprosy problem in Kathmandu Valley. He estimated 
the prevalence to be 10 per thousand and made recommendations on how 
case-finding and treatment services could be introduced. 

The leprosy control programme in Thailand includes 17 provinces 
in the north-east and north of the country, plus the urban areas of Bangkok/ 
Thonburi, covering an area of over 200  000 sq. k p . ,  with a population 
of approximately 12 million and an estimated number of 81 000 leprosy 
cases. The total number of registered leprosy cases has increased from 
4 327 in 1956 to 67 847 at the end of 1962. The WHO Leprosy Advisory Team 
made a report on its surveys in 1962, and its recommendations a r e  being 
followed up. In view of the rapid expaneion of the programme and the wide 
area covered by the project, it was agreed that all effort6 and resources 
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should be concentrated on the further consolidation of activities and 
achievements in the existing areas, and that the proposed expansion to the 
south-eastern provinces should be postponed for some time. A WHO 
consultant leprologist was assigned to advise on the further administrative 
and technical requirements of the project, nationally and internationally, 
for the next three years. WHO staff assigned to the project, a t  present 
consisting of four, may later be increased to five, with the addition of the 
services of a senior leprologist consultant. 

In Ceylon, yaws has been practically eliminated, and close surveil- 
lance to detect the last cases that may occur is being maintained in the 
previously endemic areas by existing medical and health services. 

In India, anti-yaws activities are  being continued in the endemic 
districts of Orissa, Madhya Pradesh, Andhra Pradesh and Maharashtra. 
A focus was discovered in the Coimbatore area, from which the Treponerna 
pertenue strain was isolated and maintained in rabbits by the Institute of 
Venereology , Madras. 

In Indonesia, the campaign has reached a satisfactory stage of 
consolidation in most of Java, where an increasing number of "djurupateks" 
(yaws auxiliaries) a r e  now undertaking yaws and leprosy surveillance. A 
plan to extend the mass campaign to all areas outside Java with over 3 0  
million people has been approved and a request made for UNICEF suppliea As 
yaws is still prevalent and health services and communications are  less 
well developed than in Java, the treatment policy which will be followed in 
the other islands will be that of total mass treatment in the initial surveys. 

In Thailand, all the 45 provinces in which yaws had been endemic 
have, since the end of 1962, integrated yaws surveillance into the existing 
rural health services. However, in order to strengthen the functioning and 
output of these services and the surveillance of yaws and other communicable 
diseases, WHO assistance will be increased, with the assignment of a public 
health officer and a public health nurse. The southern region still has foci 
of infectious yaws, and a number of special yaws teams continued to pay 
special attention to this area. 

(3) Venereal Diseases 

The WHO study on world trends of early syphilis and gonorrhoea 
has confirmed that there has been a significant and persistent increase in 
the incidence of these infections during the later years of the decade in all 
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regions of the world. With reports of a growing problem, concern has been 
shown by the health administrations in Ceylon in respect of the Colombo 
area and in Thailand in the main cities. Laboratory surveys carried out 
in Thailand by the venereal-disease control campaign support the previous 
fear that there is an important increase of venereal diseases in the provinces. 

In Burma, India and Indonesia, national efforts to maintain existing 
venereal-disease control activities continued. These are  handicapped by 
the scarcity of doctors wishing to specialize in venereology. In Ceylon, 
the campaign continued to develop satisfactorily in Colombo and in the 
outstations, in respect of both diagnostic and control facilities. 

Laboratory services in Thailand were expanded in Bangkok and in 
some of the provinces, with the assistance of a WHO laboratory technician. 
The Government requested the assignment of a short-term consultant to help 
assess the nature and extent of venereal diseases in the country and advise 
on practical control measures. 

A primary need in the organization of anti-venereal disease 
programmes is the improvement of diagnostic laboratory services, includ- 
ing the introduction of facilities for gonoooccus cultures and for specific 
serum-testing with fluorescent antibody technique (FTA). By the end of 
1963, WHO or UNICEF will have provided the following laboratories with 
fluorescence microscopy equipment: the Venereal-Disease Laboratory a t  
the Institute of Venereology, Madras, the Bangrak Venereal-Disease 
Laboratory in Bangkok, the Colombo Venereal-Disease Centre in Ceylon, 
and the Venereal-Disease Institute in Surabaya, Indonesia. 

(4) Diarrhoea1 Diseases 

In this region, the seriousness of the nature and extent of diarrhoea1 
syndromes (including bacterial and viral enteropathogens, intestinal 
helrninths, non-specific syndromes and malnutrition) among infants and 
children needs no emphasis. It is one of the most formidable public health 
problems, intimately linked with widespread insanitation and general lack 
of health education, and any significant improvements in the near future 
a r e  not likely to take place. In the meantime there is a need to make 
intensive epidemiological studies and to strengthen eduoation, especially in 
weaning practices, through maternal and child health services and peri- 
pheral health centres,as well a s  to provide much better facilities for early 
treatment. 
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The WHO Headquarters Diarrhoea1 Diseases Advisory Team carried 
out epidemiological studies in the Colombo areas of Ceylon. During a survey 
in a rural area, it was revealed that 4.1 per cent of all examined specimens 
from children were positive for Shiwlla, 0 . 8  per cent for Salmonella and 
0.6 per cent for pathogenic E. coli. The same examination carried out in 
an urban area showed that from 2 per cent of the specimens Shigella was 
isolated, from 1.6 per cent, Salmonella and from 1 per cent,pathogenic 
E. coli, showing a tendency to an increase in the number of Salmonella. 

In the rural area, by studying records of one hospital, it was found 
that, yearly, 1 per cent of those under 10 years of age, a s  well a s  those 
above that age, were hospitalized for enteric diseases. 

An island-wide study of government hospital records showed that 
11-20 per cent of patients were hospitalized yearly for various types of 
intestinal infections. In 1959, 3.2 per thousand under one year of age died 
from dysenteries and gastro-enteritis. In the age-group 1-5 years, 
24 per cent of the total number of deaths were due to intestinal diseases. 

It was shown also that a large number of isolated pathogenic strains 
were resistant to the drugs routinely used. It was noted that "worm 
treatment" had become so  much of a routine that examination before and 
after treatment was seldom undertaken,and thus, unavoidably, the wrong 
type of drug was likely to be chosen. 

A comprehensive and detailed report of the stuclles carried out by 
this WHO team has been issued. 

The team also helped to set up a long-term pilot project w i b  WHO 
assistance, with the following objectives: (i) to improve detection of 
dtarrhoeal diseases and introduce more effective treatment of sick children 
in hospitals and a t  home through field and hospital studies; (ii) to improve 
basic sanitation and health education in a rural area (Horape) in order to 
control diarrhoea1 diseases in infants and growing children; (iii) to study 
breast feeding and nutritional habits in connection with improvement of 
nutritional status of infants and prevention of diarrhoea1 diseases, and 
(iv) to evaluate the results of improved sanitation supported by health 
education and mass treatment of worm infestations. 

In India, surveys sponsored by the Indian Council of Medical Research 
were continued in one area in the north and one in the south of the country. 

In Monesia, the findings of the surveys conducted by the University 
of Djakarta a re  being processed and analysed, and a report is expected. 
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In Mongolia, the problem of gastro-intestinal infections in infanta 
and young children is reoeiving the Government's attention, and tbe services 
of a WHO epidemiological team are  being provided. 

WIch year WHO is organizing in different regions an advanced 
trainiaa course on enteric diseases for epidemiologists and bacteriologleta. 
In 1962bree participants from this region attended such a course conducted 
at the Communicable Diseases Centre, Atlanta, Georgia, USA. 

(5) Tetanus 

In India, a tetanus control pilot project was started in the Punjab, 
with the assistance of a WHO epidemiologist. Its objectives a re  to collect 
epidemiological data on the disease in the Punjab and to conduct field 
trials of the tetanus tnxoid vaccine to be prepared a t  the Central Research 
Institute, Kasauli. h e  problems of tetanus, tetanus neonatonun and 
puerperal tetanus, their prevention and the standardization of treatment 
in the country were usefully reviewed in December 1962 a t  a special meetlng 
of the Indian Council of Medical Research. 

1.4.2 Virus Diseases 

(1) Trachoma 

An Inter-Regional Trachoma Conference was held in New Delhi in 
November 1962 and an Inter-Regional Training Course on Trachoma o w  
to precede the Conference. Both gave coneiderable impetus to cmsidera- 
tion of the trachoma problem by the national health authorities. The 
training course, of four weeks1 duration, was held a t  Aligarh (India), and 
was attended by twelve participants from Asia, Africa, the Americas and 
Europe. In the Inter-Regional Conference there were eleven participant8 
(eight from five countries of the South East Asia Region and one each from 
three countries of the Eastern Mediterranean Region) a s  well as three 
representatives from UNICEF and twenty observer8 from ten countries of 
the WHO South East Asian,Eastern Mediterranean, European and American 
Regions. 

During the year a WHO consultant visited Afghanistan and recom- 
mended starting a trachoma control pilot project in the Herat area. A 
national ophthalmologist attended the inter-regional Training Course snd 
Conference described above, and two other national workers took p r t  in 
the Conference. Two fellowships - one for a etatist la1 asatstant and the 
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other for a health education officer - have been offered, and it is expected 
that the pilot project will begin after the two fellows have completed their 
training. 

In Burma, following a llroadside" trachoma survey carried out by 
national experts, the Government has requested a fellowship and the 
services of a short-term consultant to assess the extent of the problem in 
that country. A national ophthalmologist on a WHO fellowship observed the 
work of the trachoma control projects in India and Thailand. 

In India, small-scale field treatment programmes were completed 
in five States (Bihar, Madhya Pradesh, Punjab, Rajasthan and Uttar 
Pradesh) and continued in the State of Gujarat. The survey on geographical 
distribution of trachoma in India was completed except in Uttar Pradesh, 
where it is continuing: reports heve been prepared on this survey and on 
the extension of the project during the period 1959-1962. A master plan 
of operations for a national trachoma control programme was prepared, 
with plans of action in respect of Punjab, Rajasthan and Gujarat States. 
Large-scale control activities were started in mid-1963 in Punjab and 
Ra jasthan. 

No further progress has been reported in the nationally run trachoma 
control activities in Central and East Java. 

In Thailand, the WHO/UNICEF-assisted trachoma control pilot 
project has continued to make satisfactory progress during its second year 
of operation. In addition to the control trials being undertaken with a view 
to assessing the effect of antibiotic treatment on the type of trachoma found 
in Thailand, much is being done to explore the possibility of integrating 
trachoma control activities into the general public health services. 

(2) Poliomyelitis 

The epidemiological picture of poliomyelitis in countries of South 
East Asia has been changing, with outbreaks of some severity occurring in 
both urban and rural areas. The epidemic in 1962 in Ceylon involving a 
total of 1 777 reported cases of paralytic polio tends to indicate that similar 
experiences may be expected to recur in the tropics. This outbreak was 
studied by a WHO short-term consultant and also by the Regional Office, 
and recommendations were made regarding the need for a mass immunization 
programme and for the care and rehabilitation of paralytic cases. The 
School of Physictherapy in Colombo, developed with the assistance of WHO, 
proved its great usefulness in the urgent rehabilitation of victims of the 
epidemic, by providing trained physiotherapists to meet the emergency 
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situation,who otherwise would not have been available. A WHO physio- 
therapist specialized in poliomyelitis gave valuable assiatanoe in further 
training in this field. A consultant on the manufacture of prosthetic 
appliances is under recruitment. 

In India, following the outbreak of poliomyelitis in the State of Andhra 
Pradesh in 1961, the Government has shown concern over the risk of new 
epidemics in future and is therefore preparing to be in a position to meet 
them with timely action. In view of this, WHO recruited a s  a consultant 
a well-known expert on the production of poliomyelitis oral vaccine, who 
visited institutes in the country and advised on the steps that should be 
taken to establiah production facilities for oral polio vaccine. A national 
virologist was trained on n WHO fellowship in this subject, and it is expected 
that a production centre will be established at the Pasteur Institute of South 
India, in Coonoor. 

(3) Haemorrhagic Fever 

An outbreak of hemorrhagic fever occurred in Thailand from April 
to October 1962, with sporadic cases being reported afterwnrds. The virus 
recoveries reported a r e  c h i k u n m a  (Group A) and dengue (Group B). 
During 1962 there were about 4 000 reported cases, with 3.5% fatality. 

A WHO consultant advised on the establishment of an Aedes 
control pilot project in a selected district of Bangkok. 

(4) Encephalitis 

An outbreak of a number of cases of suspected encephalitis occurred 
at  the end of 1962 rmong children in the Bangalore area of Mysore State in 
India. Investigations were undertaken by a team from the Virue Research 
Centre, Poona, and WHO is being kept informed. 

1.4.3 Parasitic Diseases 

(1) Filariasis 

Filarial infections a re  widely prevalent in Burma, Ceylon, Indoneefa, 
Thailand, and throughout India with the exception of the northern States. 
In India alone, over 64 million people are estimated to live in areas where 
tranamiseion occurs. 
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Difficulties encountered in the control of filariasie were discussed 
a t  the fourteenth session of the Regional Committee. In the light of the 
present limitations of mass treatment and prophylaxis and control of the 
principal vector, Culex fatigsns, it seems inadvisable to embark on large- 
scale special control campaigns at  this time. However, research 
through pilot projects to discover and apply practical methods of control 
must continue, and an organization of control activities should be built 
up gradually and permanently. Training of medical officers and entomolo- 
gists as well a s  of ancillary staff is needed, since these a r e  few in number. 
In the meantime, anti-larval measures and treatment facilities, prticularly 
for early overt cases of filariasis, must be increased, since they have 
proved useful whenever adequately carried out. These measures should be 
established immediately and should be maintained continuouely through 
the existing medical and health services. 

In Burma, in November 1962, WHO established in Rangoon a research 
unit for the control of mosquito vectors of filariasis. This project is 
described in Chapter 8 of this report. 

In Ceylon, human filariasis is largely confined to the urban area of 
the western and southern coastal borders - from one point, Negombo, to 
a point east  of Matara - and the population a t  risk is about one and a half 
million. It is due to Wuchereria bancrofti infection transmitted by 
Culex fatigans; filariasis due to Brugia malayi has been brought under 
control; a resurvey of one of the areas carried out recently confirms this, 
and further confirmatory resurveys a re  planned in other areas. The 
Department of Health Services has prepared a useful "Manual on Filariasis 
in Ceylonv, which describes the problem and gives clear instructio~s - 
techuical and administrative - on how investigation6 and control measures 
should be carried out. 

Agreement was reached on setting up a WHO-assisted pilot project 
in Ceylon in 1963, with the aim of studying the problem further and exploring 
effective and practicable control measures. Difficulties are, however, 
being experienced in recruiting suitable international experts for this work. 

In India, useful applied research in all aspects of the problem 
(entomological, ecological, parasitological , chemothertqeutic)and training 
programmes for various types of personnel continue to be carried out a t  - - 
the Central Institute for ~&nmunicable Diseases and in its field projects. 

In Thailand, Brugia malayi filariasis is prevalent along the eastern 
coast of the peninsula in the south. A WHO consultant reviewed the nature 
and extent of the problem and made recommendations for further investi- 
gations through a pilot control project (see Part  111, project Thailand 12). 
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(2) Dracontiasis 

A WHO consultant visited the States of Rajasthan and Madras, in 
India,and confirmed that Guinea-worm is without question an important 
public health problem. In the Udaipur Division, which makes up about one 
eighth of the State of Rajasthan, there a r e  possibly a s  many a s  2 0 0  000 
cases annually, and in Madras, in the area in which Guinea-worm is 
endemic, there is a population of about sight million at  risk. During a 
considerable portion of the year, and especially during the crop period, 
guinea-worm infection is among the chief causes of incapacitating illness. 
Efforts to provide suitable and safe water supplies to combat this infection 
a r e  under way. 

There a r e  reports that kala-azar is reappearing in some 6tates of 
India, especially in those parts where residual spraying for malaria has 
been withdrawn. This is receiving the attention of the Central Institute for 
Communicable Diseases, and WHO has offered assistance should it be 
required. 

In Thailand, a WHO consultant assisted in a study of a limited focus 
of B. japonicum in man,which was discovered in 1960 in the southern 
province of Nakorn-Srithamaraj. This year the same cansultant returned 
to assess progress on the investigations being carried out. These have 
been concentrated on the life-cycle of the infection and have been pursued 
both in the field and in the laboratory. Recently, ova resembling thoee of 
B. mansoni have been found in water buffaloes in the same province, and 
similar investigations on the life-cycle have been started. 

Surveys which were begun last year by a WHO consultant in 
connection with the irrigation schemes along the Mekong River revealed a 
good deal of cercarial dermatitis in man; subsequent investigations carried 
out by the School of Tropical Medicine, Bangkok, have confirmed this to 
be due to B. spindale, a blood trematode of cattle. 

It has been agreed with the Government of Burma that the potential 
hazard of bilharziasis should be kept in view both by the Government and 
by WHO in the plsnnlng and implementation of the proposed irrigation project 
along the Mu River in Burma. 
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In India, the study of the B. haematobiurn focus in Gimvi, MahBraBhW 
State, is being continued, and a travel fellowship was awarded to the 
principal investigator. 

(5) Intestinal Helminthe 

On account of their widespread nature there i s  much interest in 
the control of intestinal helmhths, and an extensive review of the problem 
(exclusive of bilharztasie and filariaais) is to be made by a WHO Expert 
Committee later in the year. To obtain information that might be useful 
to that committee, a WHO consultant visited Ceylon and Indla. 

The consultant confirmed that the common intestinal helminths a re  
extremely prevalent in the western part of Ceylon, but it was not possible 
to get an equally objective assessment of the diseases caused by them. 
Howeyer, workers in that area have observed that hookworm and mal- 
nutrition together cause a great deal of severe anaemia, even in pre- 
school children; that diarrhoea and dysentery, commonly seen in younger 
children, a re  frequently caused by Trichuris, and that a significant propor- 
tion of deaths among children of one to five years of age is attributable 
to complications of ascariasis. 

In India, the consultant reviewed available literature on the subject, 
which indicates that the only important intestinal helminths in the country 
a s  a whole a re  the hookworm, roundworm and whipworm. Enterobius, 
although very frequent, is merely troublesome. Hymenolepis g occurs 
throughout, in some regions (especially the more arid ones) the rates 
may exceed those of the other helminths. Strongyloides stercoralis probbly 
causes considerable disease in Kerala and in some other coastal areas. 
Trematodes a re  reported only rarely. 

In Thailand, much work is being done by the Faculty of Tropical 
Medicine, Bangkdr, on the epidemiology, symptomatology and therapy of 
these infestations. The following survey findings illustrate the significance 
of the problem: Opisthorchis (29.8% in the north-east); hookworm (34.4% in 
the south); Ascaris (70.5% in the south); Trichuris (46.3% in the south); 
e, mostly T. saginata (3.4% in the northeast); Strongyloides (1.2% in  
the north-east) and Fascilopsis (1.3% in the Central Fkgion). 

The only known endemic area of paragonimiasis in the Region is 
in a district of Saraburi Province, Central Thailand, where the infection 
rate is estimated to be 22%. Recently, cases of ~ ~ s i s  were 
treated with the newdrug, Bithionol, with very encouraging prelbnhary 
results. 
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1.4.4 Zoonoses 

The extent and variety of zoonoses in man have still to be worked 
out in the Region, and much remains to be done to bring about effective 
co-ordination of efforts between the respective public health, veterinary 
and agricultural services. 

In Ceylon, the Veterinary Public Health Officer has been on a WHO 
fellowship. 

In India, studies on pathogenesis and immunizatian in rabies were 
continued (see Chapter 8). 

In Mongolia, brucellosis and hydatidosis constitute serious public 
health problems, and a WHO veterinary public health officer is being 
assigned a s  a member of the WHO epidemiological team to go to that 
country. 

In Thailand, an outbreak of trichinosis was reported for the first 
time in a district of North Thailand, with 56 cases and nine deaths. 
Leptospirosis has been reported from Bangkok, Pitsanuloke and Chiengmai 
Provinces, and from surveys of leptospira infection in rats it has been 
learned that L. bataviae is the prevalent strain in Bangkok, and 
L. icterohaemorrhagiae in the other two provinces. Other surveys have 
revealed that species of field rodents and the Trombicula deliensis chigger, 
in Rajburi and Chiengmai Provinces, harbour Rickettsia orientalis, the 
causative organism of scrub typhus. 

2. EPIDEMIOLOGY 

No communicable-disease control service could function adequately 
without the advice of epidemiological services, and the latter, to be 
effective, should have the support of health laboratories and health 
statistics units. WHO has continued to give priority to assisting government. 
in the creation or strengthening of such services in a step-by-step 
development. 

An essential move in this direction is the tr-g of public health 
officers in epidemiology. The special nine months' epidemiology course 
organized at  the University of Edinburgh for WHO fellows from South East 
Asia is usually followed by one to three months of practical training in the 
field, in Yugoslavia and other countries. To supplement this course, the 


