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1. COMMUNICABLE DISEASES 

Specialized mass campaigns for the control of communicable diseases 
have of necessity been a prominent feature of the early development of health 
scrvices in countries of the Region. However, it is  increasingly realized that 
such campaigns cannot in themselves lead to a satisfactory end-point. The 
continued effort necessary to maintain initial gains is too expensive, in terms 
of multiplication of staff and facilities, particularly when most countries have 
been simultaneously engaged upon more than one mass campaign. The further 
development and rapid expansion of permanent and fully participating basic 
health services capable of providing adequate health coverage to the total 
population are now our primary aims, and the bulk of available resources must 
now be concentrated on them. This has been underlined consistently during the 
year in the preparation of future national health plans, which have taken into 
consideration the fact that the burden of specialized disease-control programmes 
is absorbing approximately 50% of the total financial resources available for 
health services. 

Many countries are  today committed to as many as eight specialized 
mass campaigns, against malaria, smallpox, yaws, tubcrculosis (including 
mass BCG vaccination), leprosy, trachoma and venereal diseases. In addition, 
there is often the mobilization of specialized personnel to deal with epidemics 
of diseascs such as cholera, o r  to tackle other serious though localized 
problems such as  filariasis, plague o r  mosquito-borne haemorrhagic fever. It 
is evident that a serious reckoning is needed on how to develop effective co- 
ordination of activities as between mass campaigns and basic health services, 
so as to avoid multiplication of effort and personnel and excessive recurrent 
expenditure. 

Recent advances include an increasing acknowledgement of such a need, 
and three methods of integration of specialized campaigns into the general 
health services are being used, which may be referred to as  the sequential 
approach, the approach in the late stage of an eradication programme, and the 
approach which is integration from the start. 

The "sequential approach", implying integration disease by disease, has 
already been adopted successfully in Indonesia (Java) and in Thailand. In 
Indonesia, yaws workers have been gradually trained to become multi-purpose 
workers, able to diagnose and treat leprosy and communicable eye-diseases 
(trachoma, conjunctivitis), to immunize against smallpox, cholera and typhoid 
and to treat minor ailments - all these activities being carried out in areas not 
adequately covered by pcrmanont health serviccs but in co-operation with those 
services that do exist. In Thailand, it has been possible to follow this pattern 
because the health workers were initially trained as health assistants o r  
sanitarians and therefore have a suitnble background. With this approach, with 
the gradual acceptance of direct BCG vaccination without prior tuberculin test- 
ing, and with the availability of a potent, stable BCG vaccine, it is not unreal- 
istic to foresee that in the immediate futurc both BCG vaccinators and all 



general health staff will be able to undertake BCG and smallpox vaccinations 
simultaneously in all countries of the Region. 

The second approach is one by which the specialized workers in the 
late stages of the specialized campaign are taken into the general health 
services, thw strengthening these services and enabling them to carry out 
the surveillance necessary to prevent resurgence of the special dieease. This 
method is being followed in many countries in respect of the malaria eradica- 
tion programme, in which, in the last phase of the programme, the aim is to 
develop such basic health services concurrently with a national malaria service. 
The means to achieve this end will be the topic of the technical discussions to 
be held during this year's session of the WHO Regionkl Committee for South- 
East Asia. Worthy of mention in this connection also is  the Government of 
India's plan to integrate trachoma control into the existing and developing health 
services strengthened to deal with surveillance of malaria. It is estimated that 
the present specialized trachoma control programme to cover a population of 
122 million, if continued as  such, will cost nearly five million dollars over a 
five-year period,with no assurance of eliminating the disease. The present 
plan is to integrate this programme, particularly in those endemic arena which 
have entered the maintenance phase of malaria eradication. The peripheral 
basic health workers required for malaria surveillance as  well as  other health 
duties will also be trained to undertake trachoma controL 

The approach which is integration from the start of the campaign is 
exemplified by the efforts being made to develop national tuberculosis control 
programmes (see Section 1.2 below), by placing the diagnostic, treatment and 
prevention services within the existing peripheral general health services from 
the outset and ilrqiting the work of the specialized tuberculosis services to 
consultation, training, co-ordinatiorl and assessment of the programme. 

It is apparent that the present somewhat meagre specialized venereal- 
disease control services, with separate clinics and laboratories, are making 
little or no impression on tho problem of venereal diseases. It is the experience 
in many parts of the world that people will seek diagnosis and treatment of 
venereal diseases more readily in general health units than in specialized clinics 
which give undue publicity to the disease. It is gratifying to note that in Thailaml 
special venereal-disease laboratories are gradually being converted into health 
laboratories to form a framework for a future health laboratory service. Sufferers 
from venereal diseases are encouraged to seek treatment in general hospitals, 
health centres and maternal and child health centres. 

It is also difficult to justify the establishment of separate and specialized 
cholera control programmes, with special cholera workers and special mobile 
units. Cholera control should be integrated into the existing health services and 
hospitals rather than being based on mobile field units; it should be the responsi- 
bility of the communicable disease/epidemiological unit in health directorates 
and be dealt with through the permanent health services, including envirom8ntd 
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sanitation services, throughout the health organization. For this work all 
hospitals and health centres should be equipped with readily utilizable rehydra- 
tion sets for combined replacement regimen and antibiotic therapy, which have 
brought case fatality rates down to the minimum (see WHO Bulletin 1963, 28, 
297- 305). 

The consensus among health authorities now seems to be that the only 
practical approach to communicable-disease control in developing countries is 
to consider mass campaigns as  only temporary expedients within long-range 
plans for development of basic health services. Such campaigns can only be 
absorbed by carefully preparing realistic, over-dl national henlth plims, aimed 
at building permanent, workable, referral systems and at eventually covering 
the total population. This implies that future plans for the development of 
health, including rural health, should be phased as  one plan, integrating maternal 
and child health, community water supply and communicable-disease control 
services, the training of health personnel, etc. The integration of mass 
campaigns against specific diseases into the general health services was reviewed 
by a WHO study gMup in 1964 (see WHO Technical Report Series, 1965, 294). 

To provide a proper basis for the control of communicable diseases, the 
major objective and long-term task must be the satisfactory development of 
effective epidemiological services within a framework of health administration 
at different levels and should include health laboratory and statistical services. 
Unfortunately,of all the kinds of public health services in countries of this region, 
the laboratory and statistical services are the weakest, and the least exploited. 
Their improvement is proving both difficult and slow. 

Efforts made towards strengthening the epidemiological, laboratory and 
statistical services are described in the respective sections of this report. 

A s  will be seen from the general review of activities described in subse- 
quent chapters,priority has continued to he given to the following categories of 
communicable-disease control programmes: 

(1) Programmes either being carried out on a nation-wide scale 
(malaria, yaws, smallpox) or gradually being extended to 
larger areas from the pilot-control stage (tuberculosis, leprosy, 
trachoma). 

(2) Those concerned with conditions which are prewntable because 
of the availability of effective immunizing agents (typhoid fever, 
diphtheria, whooping cough and tetanus). These are receiving 
increasing attention. Here the need is  threefold - namely, to 
collect epidemiological baseline data in order to determine the 
groups at greatest risk, to develop appropriate vaccine production 
facilities, and, a s  immunization campaigns once embarked upon 
are long-term, to arrange for these campaigns to be integrated 
into the existing, permanent henlth services from the beginning. 
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(3) Programmes for the development of vaccine production. 
At present, there are centres for freeze-dried smallpox 
vaccine in Burma, India (four), Indonesia and Thailand; 
for purified adsorbed diphtheria and tetanus toxoids and 
pertussis vaccine in Burma, India, Indonesia and Thailand; 
for oral live attenuated poliomyelitis vaccine in India, and 
also for freeze-dried BCG vaccine in India. In addition, an 
endeavour has been made to promote the production of the 
acetone-dried typhoid vatcine in principal vaccine-producing 
centres, since this vaccine has proved to afford greater 
protection with fewer injections than TAB vaccine. 

@) Problems demanding priority attention in view of their 
changing or  rapidly spreading epidemiological pattern. 
These include the dengue and chikungunya group of viruses 
(especially haemorrhagic fever), poliomyelitis, cholera El 
Tor, plnguo, venereal discases and W. Bmcrofti filariasis. 

In pursuance of a resolution adopted by the Regional Committee at its 
last session (SEA/RC17/3), a study was made during the last year in selected 
infectious-disease hospitals to determine how to bring about improvemente, 
particularly in the laboratory diagnostic services and in-patient care, by link- 
ing these hospitals with the nearest paediatric hospitals and medical schools, 
so that their senior staff (physicians, paediatricians, bacteriologists and 
pmfessors of preventive and social medicine) can be interchangeable, and 
the infectious-disease hospitals also be used as suitable centres for student 
instruction on infectious diseases and as a starting point for further epidemio- 
logical investigative work, This effort w i l l  be conthued. 

During the year three important vaccine field-trials were carried out 
with WHO assistance : (I) a second, large-scale, controlled ficld trial with 
cholera vaccines, (2) a continuation of the measles vaccine studies, with live 
attenuated measles vaccine, and (3) a controlled field trial of B N C ~ ~  vaccines 
(see Chapter 8). 

1.1 Ndaria  Eradication 

Steady improvement in the malaria eradication programmes was main- 
tained, as greater percentages of the population in the Region were brought 
into the consolidation and maintenance phases. WHO continued'to collaborate 
with UNICEF and USAD in its assistance to Member Countries. 

The present status of malaria eradication in South-East Asia is shown 
in the following table, based, as usual, on reports from govement s  and other 
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information available in the Regional Office: 

Total population 682.3 million 

Population at  risk (in originally 
malarious areas) 643.7 million 

Population protected: 
Under attack phase 150.0 million 
Under consolidation phase 281.6 million 
Under maintenance phase 171.3 million 

Population undef preparatory phase 5.4 million 

Population still unprotected 35.4 million 

The major increase in areas and population going from the attack to the 
consolidation phase h'as been in Indonesia, where withdrawal of spraying has 
occurred in 35 out of a total of the 42 zones in the central group of i s h d s .  In 
West Java only one zone is in the attack phase; in Central Java there a re  three. 
and in East Java also three. However, this withdrawal of spraying and the 
consequent entry of the affected population into the consoLidation phase wiU have 
to be watched with great care. The areas in the Region now entering the mainte- 
nance phase a re  all in India, and this entry to maintenance has reduced the o v e r  
all figures for consolidation. Afghanistan and Burma continued to show some 
progress, and there has been a great improvement in the plan* of the Thai 
programme,and in 1966 it will be possible for the first time to extend spray opera- 
tions to cover the entire population at risk. Ceylon, unfoi-tunately, bad a setback 
at the end of the last quarter of 1964 and the beginning of 1965, when some 170 
cases of indigenous malaria were repoirted. These consisted of P. fdlcimrum W 
fi malariae infections only; it was interesting to note that no indigenous case of 
P. vivax occurred. A short-term consultant is being assigned to advise the 
Government on the prevention of any further episodes of this nature. In Nepal, 
the programme has been expanded, and by the end of 1965 the Western Zone will 
also receive protection with insecticides. Steps were taken to examine the malaria 
situatioh in the Maldive Islands and to start a pilot spraying project in Male Atok  

' 
During the year, new plans of operations were completed for Nepal and 

Thailand. In Thailand it has been planned to assign five WHO sanitarians, one for 
each of the five regions, to assist in supervision and tr'aining. 

With the advance of national programmes, the type of WHO assistance also 
needs to follow the changing requirements. The increase in areas entering the 
consolidation phase has resulted in greater attention being paid by WHO Btaff to the 
improvement of the epidemiological services necessary for surveillance activities. 
As mentioned earlier in this report, further increase in areas going into the 
malntenance phase demands rapid integration of the existing malaria services into 
the general health services of each country, and there is also a growing necessity 
for buLlding up these health services so that they can take over the responsibility 
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for the maintenance phase,once malaria is eradicated Opportunities were 
provided under the Scheme of Exchange of Scientific Workers for national staff 
to visit programmes in the maintenance phase as well a s  other programmes. 

The annual independent assessment of the Indian programme was carried 
out by the Government, WHO and USAID from mid-January to the first week of 
February 1965. As usua1,there was a panel of consultants which discussed the 
findings and recommendations of each of the twelve assessment teams. This 
year's assessment included a large number of units planned for entry into the 
maintenance phase. An assessment of the Nepal malaria eradication programme 
was also made by a joint WHO/USAID team from the end of April to June 1965. 
This type of assessment is now a regular feature of our work. 

Training of personnel, both professional and sub-professional, continued 
to be a major activity. All the countries have training centres for sub-professional 
staff, and WHO personnel assigned to the programmes continued to assist in 
training activities. In respect of all the countries (except India, which has full 
training facilities), the training given to professional staff within the country has 
been supplemented by attendance at international training centres; WHO has 
provided fellowships. However, for various reasons it has not been possible 
for spme countries to propose candidates for these fellowships. 

So far, technical problems have not been a serious hindrance to the progress 
of any of the programmes, although the extent of resistance to insecticides by 
A, sundaicus and A. aconitus in Indonesia has spread considerably and might be a 
reason for outbreaks of malaria in localized areas. In India, in certain localized 
areas A. culicifacies and A. stephensi present problems, which have been met by 
judicious. increases in the dosage of DDT or  by changing the insecticide. The use 
of lead-free aviation petrol in wells against A. stephensi breeding in urban areas 
has been continued. The problem of chloroquine resistance in Thailand was further 
investigated by the local authorities, and a WHO team was provided to assist in 
these studies. 

Shortages of imported commodities and limitations of national funds have 
become a major handicap to the expawion of programmes in some countries, and 
this has resulted in premature withdrawal of spraying in some places and 
temporary breakdowns. This may become a serious threat to further progress. 

WHO continued to assist in the exchange of technical and operatiom1 
information and in co-ordinating malaria eradication activities between countries 
with common borders. 

The following intercountry m e e e s  were held during the year: 

Q) India-Nepal Border Malaria Co-ordination Meeting, held 
at Babirahawa in Nepal on 15 and 16 September 1964. 



GRAPH 3 - POPULATION AT MALARIA RISK IN THE AREAS UNDER VARIOUS 

PHASES OF MALARIA ERADICATION IN THE SOUTH- EAST ASIA 

REGION - I AUGUST 1963, 1964, 1965. 

POWLATION 
(Mtlllons) ( SOURCE GOVERNMENT R E P W S  AND REGIONAL OFFICE RECORDS ) 

Preporatory Phma Attack Phore C a n r o l ~ d a t ~ ~  Phars Mantaancc Phore N d  Cavared by M E  
oparotbonr 

Population in million 
- ~~ .~ - -~ -~ - 

Year Preparatory Attack Consolidation Maintenance , Not covered by 

I ! malaria eradication 
phase phase phase phase 

I operations. 
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(2) India-Pakistan Border Anti-Malaria Co-ordination Meetings, 
held near Ferozepur (India) on 24 October 1964 and at 
Sulemanki (West Pakistan) on 27 April 1965. 

(3) Eighth Burma-India-Pakistan Malaria Co-ordination Meeting, 
held in Chandignrh (Punjab) from 21 to 23 December 1964. 

The Fifth Asian Malaria Conference and the Anti-Malaria Co-ordination Meeting 
a re  scheduled to be held in Colombo at  the end of October 1965. 

WHO participated in the annual meeting of malaria and filaria workers 
of India, held in Calcutta from 17 to 20 June 1965. 

A circular letter has been issued to the Governments of Afghanistan, 
Burma, Indonesia, Nepal and Thailand, stressing the need to utilize the facilities 
available at the WHO centre in Kasauli for the cross-checking of blood smears 
from malaria eradication programmes. It is very discouraging that this facility, 
provided at  the request of the Regional Committee, is so little utilized and for 
this reason may have to be discontinued. 

1.2 Tuberculosis 

It is generally recognized that tuberculosis is the most important specific 
communicable disease in the world a s  a whole1 and that even in countries with 
m t e d  resources all the basic requirements to make an impact on the problem 
can be met to-day, with a good understanding of the epidemiological and social 
situation, reliable diagnostic tools and preventive and curative measures 
that a re  efficient and cheap. 

It may be recalled that recognition of the above view was reflected in the 
discussions and recommendations arising from the technical discussions on the 
subject of "Case-finding and Domiciliary Treatment in Tuberculosis Control", 
held during the sixteenth session of the Regional Committee in 1963, and in the 
extensive review, made at the seventeenth session, of the general policies being 
followed by WHO with respect to tuberculosis control activities throughout the 
Region. Until very recently, some of the principles of present-day policy appeared 
unacceptable to many concerned with tuberculosis control, although these had been 
evolved after carefully a ~ l y s e d  observations from pilot projects in the countries 
of this region It was thcrcfore gratitifying that,in its Eighth'Report, the WHO 
Expert Committee on Tuberculosis, meeting in Geneva in August 1964, endorsed 
many policies and methods of approach which have for some time been followed 
in this region, and framed clear and specific guidelines concerning epidemiological 

lWId Health Org. Tach. Rev. Ser. 1960, 195, 4 

2 ~ l d  Health Orr[. Tech. Rep. Ser. 1964, 290 
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indices, case-finding, chemotherapy and BCG vaccination in the formulation of an 
efficient tuberculosis control programme. It considered that technical, administrative 
and economic considerations make it mandatory for tuberculosis services to be integ- 
rated into the general health serviccs and that the specialized tuberculosis services 
should be concerned particularly with consultation, training programmes, and co- 
ordination and assessment of the programme. It also reviewed the studies carried 
out on direct BCG vaccination, that is, vaccination without prior tuberculin test, and 
recommended this as a public health procedure. The advantages are  obvious: a re- 
duction of operational costs by more than 50%; the elimination of the loss in coverage 
that occurs when many of those tested do not come for vaccination; a simplification 
of training, and an easier integration of the work with other existing public health 
activities such as smallpox vaccination, maternal and child health and other public 
health services. 

The foregoing basic considerations and recommendations were discussed at 
the WHO Inter-regional Seminar on Tuberculosis, held at Kuala Lumpur in November 
1964. The principal conclusions of the Seminar were that systematic case-finding 
should not start until the majority of persons known to suffer from infectious tuber- 
culosis can get adequate treatment and that suspected cases should be followed up 
until a clear diagnosis has been made. The Seminar agreed that the backbone of a 
national tuberculosis programme is efficient BCG vaccination and that mass case- 
finding and treatment must be considered only in the total context of the epidemio- 
logical, social and economic development of a country. 

The pilot area projects which are in operation in India, Indonesia and Thailand, 
in preparation for comprehensive country-wide tuberculosis control programmes, were 
already progressing on the lines of the report of the WHO Expert Committee, and the 
recommended new orientation is also being followed in the preparation of plans of 
operation o r  addenda to existing ones in respect of the other countries of the Region. 
In Afghanistan, for example, the scope of the tuberculosis advisory services has been 
reviewed with the object of promoting n community-oriented tuberculosis control 
programme for Kabul and the Shewaki community development area. 

Briefly, the activities in some of the countries of the Region are  as follows: 

In Burma, a programme concentrating on the infectious reservoir detected 
through bacteriological exanlinations of people suffering from broncho-pulmonary 
symptoms has already been developed in a relatively short time, and is being integ- 
rated into the existing structure of the Greater Rangoon Health Scheme. Preparations 
for an expansion of the programmc to the north of the country are under way. 

Tuberculosis still remains a serious public health problem in Ceylon, where 
for many years great efforts have been made to reduce it. In order to intensify 
control measures, the Government has planned to embark upon a comprehensive 
provincial tubexculosis control programme, integrated into the existing and develop 
ing network of basic health services but technically guided and supervised by the 
provincial tuberculosis officers. 

In India, the national tuberculosis programme has progressed, with a steadily 
increasing number of district programmes being started. The determination of the 
Government to get on with this programme is reflected in the large-scale planning 
for the Fourth Five-Year Plan - planning which has been considerably assisted 
by the recommendations made by responsible national tuberculosis and BCG 
workers at an all-India conference held at Ahmedabad in February 1966. 



At this conference it was advocated that tuberculin testing should no longer be 
used as a routine in the Indian BCG vaccination programme. Based on the 
experience of a number of studies concerned with direct BCG vaccination, which 
has been given to children up to the age of six for some time, the conference 
recommended that direct BCG be given to all persons up to the age of twenty, 
and that the older population be disregarded altogether, in order to exploit to 
the full the operational advantage of this method. The research work being 
carried out in Madras and Bangalore is  described in Chapter 8. 

In Indonesia, direct BCG vaccination has also been shown to carry no 
serious risk and to be no less acceptable to the people than vaccination after 
tuberculin testing. The urban service programmes at Jogjakarta and Surabaja 
have developed well, and the rural pilot area project at Malang has also made 
progress. 

In Mongolia, the Government has planned to intensify its tuberculosis 
control activities, with WHO assistance, particularly with respect to ambulatory 
and.domiciliary services. The means of collecting further epidemiological 
information required for future planning is also under consideration. 

Nepal now has a combined tuberculosis and leprosy control programme, 
recently started, in which the collection of certain epidemiological base-line 
data is planned. Here too, direct BCG vaccination is expected to be introduced 
after a preliminary study of local acceptability. 

Thailand is considering possibilities of formulating plans for tuberculosis 
control on a country-wide scale. Based on the experience and results of the two 
WHO assisted pfiot-projects, urban and rural, it is hoped to evolve a tuberculosis 
control programme using one province as the smallest workable administrative 
unit, and then extending the pattern to other provinces of the country. 

Late in 19.64, visits were paid to the tuberculosis programme in Thailand 
and the National Tuberculosis Institute in Bangalore, India, by some of the parti- 
cipants in the Inter-regional Seminar on Tuberculosis mentioned above, following 
the meetings in Kuala Lumpur. 

1.3 Quarantinable Diseases 

During the seventeenth session of the Regional Committee, useful discus- 
sions on cholera took place, cspccially on the possible role of carriers in the 
international spread of the disease, and on the existing provisions under the 
International Sanitary Regulations in respect of cholera and other quarantinable 
diseases. 

Representatives of Ceylon, India and Pakistan met in New Delhi in April 
1965 to review the sanitary and quarantine measures which are being taken by 
the three countries in respect of yellow fever. 

The figures of notifications of quarantinable diseeeee reported for the 
countries of the Region for the years 1962, 1963 and 1964 are  given in the table 
on the following page. 
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Quarantinable Diseases Notified for Countries of the 
South-East Asia Region, 1962 to 1964 

(Sources: WH * Me 
1964 VoL 17, 2, 153-165, and l0, 501-512; 
1965 VOL 18, 3, 163-175) 

*Figures generally refer to louse-borne epidemic typhus 
**Recorded cases and deaths are 69 768 and 21 341 for smallpox, 51 156 and 18 307 

for cholera, and 204 and 24 for plague respectively (communication from the 
DGHS, India, 2 July 1964) 

' ' ' Data mt available a Includes one imported case 
'Data not yet available r~evised data 
-Nil or of negligible magnitude Rother rickettsia1 diseases 
$~relimiuary, approximate or estimated data S~crub typhus 

T t l ~ l  Torw cholera 

Country 

Afghanistan 

Burma 

Ceylon 

India 

Indonesia 

Nepal 

Thailand 

I 

1.3.1 SII~B~~DOX 

In l964 there wae a feU in the number of cams and deaths from 
smallpox h this region. when ampared with the correepondfng total in the 
preceding three years (me table above). This decrease in incidence muat be 

Year 

1962 
1963 
1964 
1962 
1963 
1964 
1962 
1963 
1964 
1962 
1963** 
1964 
1962 
1963 
1964 
1962 
1963 
1964 
1962 
1963 
1964 

Typhus and 
Other 

Rickettsial Smallpox plague 

Cases 

12 
39 
1 ... ... ... 

3 2 k  
24& 27 ... ... ... 
los 

... 

... 

... 

Cases 

303 
571 
168 
32 

193 
23 
66r 
1 
- 

42 478 
60 971 
32 480 
3 582 
7 971 

+ 
+ 

779 
+ 

za 
- 
- 

Coeae 

... ... ... 
73 
34 
- - 
- 
- 

697 
205 
109 
... ... ... 
... 
... ... - 

- 
- 

Diseases* 
Death2 

- 
9 
- 

... ... 
. ... ... ... ... . ... ... ... - 
... ... ... ... ... ... ... ... 

Cholera 

Cases b a t h s  Deaths 

- 
1 - 
1 

21 
1 

12r - 
- 

11 402 
19 452 
9 118 ... ... 

+ 
+ 

261 
+ 
za 

a -  

- 

Deaths 

... ... ... 
16 
16 - - 
- 
- 

88 
24 
15 
... ...... ...... ...... ...... ...... - 

- 
- 

- 
- 
- 
1 

- 
- 
- 
- 

3 019' 783 
922 172 - - 

- - 
- - 

25 566 8 671 
51 082 8 298 
52 960 
1 6 5 9  

471$ 
326 
... ... ... - 

2 2MET 
95arET 

7 015 

525;; 

3 
... 

I ... ... 
I - 

15gET 
3oET 
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interpreted cautiously, however. Whilst possibly due to the intensified mass 
vaccination efforts in 1964, it may also correspond in part with cyclical declines 
in incidence; it will be recalled that 1963 was a relatively bad year for smallpox, 
with epidemics in Afghanistan, India, Indonesia and Nepal. Also in some countries 
the reporting system is still incomplete. 

The subject of the technical discussions held during the last session of the 
Regional Committee was "Smallpox Eradication". The discussions took the form 
of a useful and active review of the extent of the problem in the countries of the 
Region, the epidemiological factors responsible for the persistence of infection, 
and the planning, organization and execution of the national anti-smallpox 
programmes wherever the disease is still endemic. 

During the year, varying degrees of progress were achieved in the 
programmes being carried out in Afghanistan, Burma, India, Indonesia and Nepal. 
For these programmes, the Organization continued to provide personnel, some 
transport and equipment, and also consultants in vaccine production and for 
assessment of progress. The WHO Smallpox Assessment Team visited Afghanistan 
and Burma, and a WHO medical officer went to various States in India and Nepal 
in order to study the smallpox eradication programmes, especially in regard to 
progress, speed of campaign and needs. The total amounts of freeze-dried smallpox 
vaccine distributed by the Organization in 1964 and up to June 1965 from the 
quantities donated by various vaccineproducing countries to the WHO Smallpox 
Eradication Special Account, were: to Afghanistan, 1 020 000 doses; Burma, 1 500 000 
doses; India, 7 750 000 doses; Nepal, 200 000 doses. Also, the USSR has made a 
generous donation of about 400 million doses to Afghanistan, Burma and India during 
the past three years on a bilateral agreement. The assistance given in vaccine 
production is described in Chapter 4. 

In Afghanistan, the campaign was extended to a few provinces outside Kabul. 
A Five-Year Plan was agreed upon, aiming at  completing,within the next five years, 
the attack phase, entailing mass vaccination in all provinces and at  the same time 
laying the foundation for the health services in the provinces to take over the 
maintenance phase of the programme. This is an ambitious target,which will require 
much greater resources and an even greater degree of field organization than 
seems likely at present. Vaccination of women presents a serious problem also. 

In Burma, there was continued progress in the country-wide programme 
launched in 1963. This programme is based on dividing the districts into units of 
operation, in which mass vaccination is carried out in one third of the area of 
each unit every year, whilst primary vaccination, including that of new-born infants, 
is maintained in the remaining two thirds,so that,by rotation, the whole area could 
be covered by mass vaccination in three years. 

Ceylon continued to be free from smallpox and maintained routine vaccination 
through its general health services. No cases have been reported since 1963, when 
there was one suspected case. 
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In India, 38 039 632 primary vaccinatiotvl and 287 139 237 re-vaccinations 
were carried out up to the middle of March 1965, covering 74.3% of the population 
(1961 census). There was a sharp decrease in the reported number of cases and 
deaths from smallpox in 1964 a s  compared with 1963 (the figures were: 35 627 
cases and 10 067 deaths in 1964, and 60 971 cases and 19 452 deaths in 1963). Four 
conferences of zonal smallpox workers were held to review the programme and to 
recommend ways and means d achieving the principal objective of vaccinating 
more than 90% of the population in each age-group by the end of the Third Five-Year 
Plan, i. e. March 1966. 

Intensified mass vaccination was continued in Indonesia, mostly in areas 
affected by the disease. 

In Mongolia, smallpox is not endemic, and no cases have been reported. 
Periodic routine vacdnations and re-vaccinations a re  maintained through the health 
and medical services. 

Systematic vaccinations continued in the Kathmandu Valley in Nepal, as 
part of the WHO-assisted smallpox control project. It was planned to extend the 
vaccination activities to fifteen districts within the next five years from mid-1965, 
with the aim of covering most of the country's population. Owing to Insufficient 
resources,and the difficulty of communications, this may take a longer time, 

In Thailand, no cases of smallpox have been reported since 1962, when 
there was one autochthonous case and one suspected case. Periodic vaccinations 
and re-vaccinations a re  being given by the general medical and health services 
and by the treponematosis control teams. 

1.3.2 Cholera 

Cholera continued to be prevalent in India and also occurred in small ~ u t -  
breaks in Burma, Indonesia and Thailand. 

In India the incidence (52 960 cases; 17 015 deaths) remained a t  approximately 
the same level a s  in 1963, but it was noted that over 41 443 cases (78% of the total) 
were notified from four States alone: Maharashtra (12 783 cases), Andhra Pradesh 
(12 252), Madras (11 121) and West Bengal (5 277). The very high incidence in 
Maharashtra in the City of Bombay, in which cholera was reported for the first 
time since September 1958, represented a new development. The typing of strains 
suggested that there a re  several independent foci in India. Of concern was the 
demonstration that the El Tor vibrio was playing an important aetiologic&l role in 
the 1964 cholera outbreaks in Calcutta, constituting one more example of the 
progressive Wasion of many Asian countries by the El Tor vibrio since 1961. In 
Burma, Indonesia and Thailand there were fairly small outbreaks of cholera EL Tor. 

In anticipation of a possible major epidemic year in 1967-1968, forecast on 
the basis of the known cyclical epidemicity of cholera, the Government of India 
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completed a detailed study of all available data in the past ten years, in order 
(a) to define 2s closely a s  possible districts or  community blocks most affected 
and (b) to carry out the necessary surveys and make preliminary engineering 
and budget estimates for providing safe water supplies to thcse hyper-endemic 
areas, undcr a special priority programmc for implerncntation undcr the forth- 
coming Fourth Fivc-Year Plan. This is  n bold and imaginative approach which 
deserves full support. As described in Section 6.4 (Environmental Health), 
the Organization continucd to give high priority to national programmes for the 
provision of safe water supply and sewage disposal, particularly in those areas 
where cholera is  endemic. 

Of major importance was also thc still relatively high case-fatality rate 
reported. Between 1954 and 1963, for example, the rates recorded were as 
high as 54.9% in Kerala, 53.2% in Assam, 47.1% in Orissa, 43.8% in Andhra 
Pradesh and 39.6% in West Bcngd. This may be attributed partly to (a) poorer 
notification of cases than of deaths, and @) lack of adequate and prompt treatment 
facilities. As reported last year in the Sixteenth Annual Report of the Regional 
Director, the treatment studies undertaken at the Infectious Diseases Hospital 
in Calcutta have shown that. with ~ r o m ~ t  rehvdration. correction of acidosis. - .- 

restoration of the electrolyte bal&cc &d coL~bined antibiotic therapy (WHO ' 
Bulletin 28, 297-305 and 3 3  795; Bulletin of the Calcutta School of T r o p z d  
~ e d i c i n e 3 9 6 4 ,  34), the case fatality rate has been brought down to less 
than 3%. Prompt and early rehydration is  the most important life-saving measure, 
and immediate thought needs to be given to the establishment of rehydration 
centres in all existing medical and health facilities in cholera cndemic areas, 
and also to the provision of readily available intravenous infusion sets and the 
training of staff. The feasibility of local production of cheap, disposable infusion 
sets (consisting of a plastic container with isotonic saline, plastic tubing and 
needle) must be urgently investigated. 

A detailed "Review of recent trends in research and control of cholera", 
prepared by a WHO consultant1 and presented at a WHO seminar on cholera which 
was held in Manila from 12 to 18 November 1964, is recorninended to all concerned 
in the control of cholera. 

Both this seminar and a training course in cholera control organized by 
WHO in Calcutta in May 1965, which were attended by several cholera workers 
from countries of the South-East Asia and Western Pacific Regions, emphasized 
the newest methods of diagnosis, prophylaxis and treatment. 

The field trials of cholera vaccines being carried out in Calcutta and the 
work of the WHO International Centre for Vibrio Phage Typing, which was also 
established in Calcutta, are described in Chaptcr 8. 

l ~ r  0. Felsenfeld, Geneva, 1965. WHO Headquarters unnumbered document. 
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WHO grants for medical research and training were awarded to junior 
and senior research investigators in the Region in order to broaden their fields 
of interest and experience. 

The Regional Committee at its 1964 session expressed concern over: 
(a) the known or suspected presence of foci of sylvatic plague in India, Burma, 
Indonesia and Mongolia, (b) the persistent occurrence of human cases of plague 
in the central areas of southern India and in Magwe, Meiktila and Myingyan 
Districts of Burma, and (c) the obseryation that the flea vectors had developed 
resistance to some types of insecticide, in particular to DDT. 

The Organization has kept in contact with all the governments of the 
Region in order to ascertain the nature and extent of the problem, to assess the 
arrangements for the establishment o r  maintenance of plague surveillance 
programmes and to stimulate and assist in starting a regional survey of the 
susceptibility of fleas to insecticides in known o r  suspected endemic areas, so 
that base-line data for speedy action will be available when the disease flares 
up. WHO also offered assistance in giving senior personnel the necessary 
training in the epidemiology and control of p'lague. 

Further reports were received of an alarming increase of uncontrolled 
rat infestations in countries of the Region. In India, for example, according 
to a rough estimate made through sample surveys, there a r e  approximately 
2 400 million rats, i. e. five times more than the human population There is 
an enormous economic loss in food grains due to rats, and the need to establish 
close co-ordination of the work of the Ministries of Health and of Agriculture in 
this regard is imperative. 

As reported last year, a WHO consultant assisted in the study of factors 
responsible for the persistence of plague in South India. His recommendations 
are  being followed up by the National Institute of Communicable Diseases in 
Deihi, which is currently making a stucb. of the epidemiology of resurgent plague 
in the areas adjoining the inter-state borders of Andhra Pradesh, Madras and 
Mysore. Investigations were continued in South India on the role of peridomestic 
and field rodents a s  reservoirs of plague infection, and a detailed, comparative 
evaluation of DDT, BHC, diazinon water-dispersible powder and dust formulations 
against rat fleas in endemic villages was carried out. The results so far obtained 
have given unequivocal evidence that sylvatic foci a re  present in thi? above- 
mentioned areas, where P. pestis was isolated from species of Tatera indica and 
Bandicota bendens is  and from X collected from their bodies and from their 
burrows. Some reports from Iran indicate that P. pestis can survive not only in 
animal hosts and vectors but also in carcasses and in the soil of burrows, but this 
may not have practical implications, since the soil contamination seems to be 
rather low. 
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In Burma, the Central Epidemiological Unit organized, in 1965, a pilot 
study in Mciktila and Myingyan Districts, to clarify the various factors responsible 
for persistence 3f plague in endemic areas, as  n preliminary part of a plan for 
a long-term surveillance programme. 

In Thailand, plague has n ~ t  been reported since 1952, but surveillance 
measures are being maintained. 

1.3.4 Typhus 

Sporadic cases of louse-borne typhus wcrc reported from Afghanistan, 
especially among migratory groups. In Ceylon, India nnd Thailand sporadic 
cases of scrub, as well as murinc, typhus occurred. Some investigations have 
been conducted by the Epidcmiological Unit, Colombo, thc National Institute 
of Communicable Diseases, Delhi, and the Faculty of Tropical Medicine, Bangkok. 

1.3.5 Ycllow Fever 

As mentioned in Chapter 4 ,  during the year, for the first time, the Central 
Research Institute in Kasauli, India, was ablc to produce its first batch of yellow- 
fcvcr vaccine. 

WHO was reprcsented at the sixteenth meeting of the Ycllow Fever Advisory 
Committee of the Government of India (sce list in h e x  4). 

1.4 Other Endcmo-epidemic Diseases 

1.4.1 Bacterial Diseases 

(1) Leprosy 

Leprosy is  endemic in all the countries of the Region except Mongolia. 
The magnitude of the problem in India, where there are  approximately 2.5 million 
cases, with a high concentration in imdhra Pradesh and Madras; in Burma, with 
approximately 200 000, mostly distributed in the central provinces; in Thailand, 
with ab&t 150 000 in the North-east, North and Ccntral provinces, md, to a 
lesser extent, in Indonesia, Afghanistan, Ceylon and the Maldive Islands is now 
better known. Recent data also emphasize that most cases occur in the age- 
group o f 5  to 14 years. In Burma, for example, in highly endcrnic districts, 
as  many as  26 to 40 cases per thousand were detected in children of school- 
going age. Also the frequency of disabilities in these children may be as  high 
as 11 to 19 per cent. 
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A natural corollary is the need for special attention to the child population and 
the household contacts of the children affected, 

For leprosy, a s  for other chronic diseases requiring long-term treatment, 
the efficiency of a control programme cannot be measured in terms of the number 
of cases detected but by the number of those on regular treatment. Surveys -, 
with no simultaneous, adequate provision for long-term treatment, should not be 
encouraged. In control programmes, a public health approach with a more critical 
study of administrative and operational requirements, is required, so that the 
best possible use of the resources, personnel and equipment may be made. Full 
advantage is still not being taken of existing resources and knowledge so a s  to 
discover and treat the maximum number of patients, priority being given to those 
who are  infectious o r  who are  liable to become so. This is all the more important 
in that treatment with sulphones or other drugs must be continued in lepmmatous 
and borderline patients for a long period - over three years a s  a minimum. The 
"acceptance rate of the drug" constitutes the greatest challenge in leprosy control. 

WHGassisted campaigns continued to evolve along technically agreed lines 
in Burma, India, Indonesia and Thailand, with emphasis on areas of high prevalence, 
regularity to treatment and the supervision, teaching and training of all categories 
of personnel, and on achievhg the closest collaboration with the existing health 
services. The co-operation of school-teachers and village headmen was sought 
through a more enlightened health education approach WHO continued to provide 
leprologists, leprosy control officers and consultants, and UNICEF assisted with 
supplies and transport vehicles in most of the countries. 

In Burma, case-finding has evolved gradually and soundly, a s  has the 
establishment of a treatment organization capable of dealing with the increasing 
case-load. A five-year plsn for an extension of the leprosy control programme 
has been approved, and emphasis continued to be placed on the training of permnneL 
A WHO leprosy research team continued its work in the Mandalay region (see 
Chapter 8). 

In India, a review of the national leprosy control programme showed that 
in the last five years 12.2 million people were examined,250 000 cases registered 
and 227 074 put on treatment. A progressive step was taken in March 1965, when 
the voluntary agencies working in India established a natianalleprosy o r g m i m t h  
to co-ordinate all anti-leprosy work. In the project in the Srikakulam District 
in Andhra Pradesh, jointly assisted by WHO and the Danish Save the Children 
Organization, there was a considerable expansion of activities. In three years of 
work in this project, 24 359 patients hkve been brought under treatment. 

In Indonesia, leprosy control activities are fairly well established in Java 
and Bali, where they have been integrated into the existing health services. During 
the year some work was undertaken in assessing the extent of the prevalence of 
leprosy and existing control activities in some of the islands outside Java, principally 
in Sumatra. 
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In Thailmd, tEc stl-cngthcning of apcratians and consolidation of aehizvc- 
ments of the lcprosy campaign procccded satisfactorily. The project now aperates 
in 26 provinccs, and thcrc is a total of about 70 000 registercd cases. f, stricter 
systccl of control of the admissian, registration, follow-up nnd discharge of 
patients was introduced. 

VJHO also gave zssist2ncc to idgh,mistan, where a WHO consultant carried 
out 3 leprosy survey in Gamiynn Province, in which it was confirmed that the 
disease constituted a lscalized p r~b lcm among the Haarajats;  t,s the M,aldive 
Islands, whcrc trcatment of leprosy cascs in Male was organized with thc 
nssistancc of the TIHO incdicnl officer assigned t~ the public health pmgrammc, 
and to Nep,?l, ~vherc, as mcnti~ncd enrlicr, 2 cxnbincd lcprosy/tubereulosis 
control pilot pr3jcct in the K2.thmnndu Valley has l~cen started with thehelp of 
a WHO team. 

In Ccylon, there werc 4 194 cascs 3f leprosy an trcatment in 1964, and 
218 ncw cases werc registered, as csmpared to 2G4 during 1963. 

On the whole, thc c~n t ro l  of lepr?sy will remain a slow and prolonged 
affair in this licgian. 

For practical purposes, yaws transmission can bc considered to have 
ceased in Ccylon and Thailand, to havc been reduccd to an insignificant level in 
the yaws-endemic areas of the Statcs of Orissa, fddhm Pradesh and Madhya 
Pradesh in India, and t3 havc ccascd in Java and Bali in Indonesia; in some of 
the other islands 3f the Indanesian archipelago, however, it is  still a public 
health problem. 

In Thailmd, yaws survcill,?nce has been integrated into the general health 
serviccs in-211 the 46 provinccs in which the disease was endemic 

(3) Venereal Discnscs 

Venereal discascs - syphilis, gansrrhoea, chancroid and nan-g~nococcal 
urethritis - arc n pcrmmcnt and ever-growing prablcn~ in our principal cities. 
Unfortunately, the existing scrviccs arc not yet gcarcd to provide reliable and 
comprehensive informati311 an the variety and incidence of the infection, far 
less to provide adequate trcg.t.mcnt. Thcre is a gcncral lack of interest in the 
problem of venereal diseases. VJhcrc facilities for diagnosis and training are 
available, ,it is  apparent that they . . are not being fully utilized. 

Thcrc would seem to bc an urgcnt need to pay much mare attention to 
teaching about venereal dismses at thc undergraduate level. While special 
campaigns arc inadvisablc and impractical, with more adequately trained personnel, 
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the existing medical and health services would be in a better position to use 
facilities for diagnosis and treatment, a s  mentioned in Chapter 1 (Communicable 
Diseases). Congenital syphilis is still to be seen in general and paediatric wards, 
and it is a great pity that even today routine ante-natal blood testing is not a 
universal procedure. This speaks very poorly of our maternal and child health 
services. 

The epidemiological significance of the loss of relative cross-immunity 
to syphilis following mass campaigns against yaws in the rural areas, and the 
possibility of infiltration of venereal syphilis from the cities into these rural 
areas, from which yaws has now been practically eliminated, needs to be watched. 
However, this will again depend on the effectiveness of basic health services. 

Assistance was given to several countries of the Region in upgrading 
diagnostic facilities for venereal syphilis and gonorrhoea - in Ceylon, particularly 
with respect to the introduction of fluorescent diagnostic techniques. 

The recommendations of the WHO consultant who last year studied the 
problem of the control of venereal diseases in Thailand are  being followed up 
by the Government. 

Plans have been made to provide a WHO consultant to review the nature 
and extent of the problem of venereal diseases and control measures being taken 
in India. 

(4) Diarrhoeal and Enteric Diseases 

Diarrhoeal Diseases 

The significance of this group of diseases a s  a leading cause ofmorbidity 
and mortality among infants and children has repeatedly been stressed. 

Meeting last year, the WHO Expert Committee on Enteric Infections 
reviewed available knowledge and indicated the policy to be followed in the complex 
field of enteric infections, including diarrhoeal diseases. 1 

In Ceylon, much progress has been made in the long-term studies on 
diarrhoea1 diseases since the start of the WHO-assisted project about two years 
ago. Supporting services have been provided o r  established by the Epidemiological 
Unit,@ the Children's Hospital, Ragama Hospital, the Angoda Fever Hospital 
and the Medical Research Institute, Colombo. Valuable preliminary data on the 
prevalence and incidence of Shi~ella, Salmonella, pathogenic -, E. histolvtica 
and intestinal worm infestation were collected. Improvements in basic sanitation 
and health education were initiated in an attempt to reduce the load of diarrhoeal 
diseases in infants and children in a rural community. A pilot project on ascariasis 
control, with blanket treatment with piperazine citrate, was started. 

  WHO Tech. Rep. Ser,_g64, 288. 
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In India, studies on the subject were continued in Delhi and Vellore, under 
the sponsorship of the Indian Council of Medical Research and by the National 
Institute of Communicable Diseases. 

Assistance continued to be given to a few laboratories requesting 
identification and classification of enterobacteriacae and enteroviruses through 
the WHO network of international and national reference centres for Salmonella, 
Shigella, Escherichia and the enteroviruses. 

Twhoid Fever 

At the last session of the Regional Committee, attention was called to the 
relatively high level of typhoid morbidity in the Region, particularly in children, 
and emphasis was placed on the importance of introducing systematic programmes 
of immunization among school-children, through the co-ordinated efforts of the 
Ministries of Health and Education The striking protection shown to be given by 
the acetone-dried typhoid vaccine and i ts  administrative advantage over the heat- 
killed, phenol-preserved vaccine were noted. As a follow-up of the resolution 
adopted on this subject (SEA/RC17/R2), a survey was started to determine the 
feasibility of converting the production of all principal typhoid vaccine production 
laboratories from the present heat-killed, phenol-preserved typhoid vaccine to 
the heat-killed, acetone-dried variety. 

(5) Diphtheria, Whooping Cowh and Tetanus 

Although reliable data are  not available, recent limited epidemiological 
surveys and studies of hospital statistics indicate that more attention needs to 
be given to this large group of preventable diseases. 

Efforts were made to collect pertinent information in Kabul, in the Rangoon 
area of Burma, in Ceylon and in the principal cities of India, Indonesia, Mongolia 
and Thailand. In M i a ,  for example, diphtheria occurs in both the urban and the 
rural areas, and, on an average, 3 000 to 5 000 cases a r e  annually admitted to 
each of the principal infectious-diwase hospitals. In Ceylon, hospital figures 
average about 1 000 cases annually, the 1-6 year age-group being most affected. 
In Kabul and Rangoon an increase in incidence in recent years has been recorded. 

Whooping cough is known to contribute to much morbidity and mortality 
in infants and toddlers,from secondary complications. Seasonal epidemics occur 
regularly. 

Theimportance of the problems of tetanus, tetanus neonatorum and 
puerperal tetanus is illustrated by the fact that fatality rates in respect of tetanus 
cases admitted to hospitals are  often quoted a s  reaching 40 to 46 per cent; among 
newborns the rate is up to 76%. 

WHO and UNICEF co-operated in giving assistance to the estabLishment 
o r  strengthening of existing local production of triple vaccine (see Chapter 4),and 



systcmatic diphtheria, pertussis and tetanus immunization programmes were 
started in the Rangoon area of Burma and continucd in the Western Province of 
Ceylon. 

1.4.2 Virus Diseases 

(1) Trachoma 

Experience m the trachoma control programmes being carried out in the 
Region has shown how increasingly difficult it  is to continue to maintain and develop 
them as specialized programmes, because of the cost of employing the large 
number of specialized staff required for an indefinite number of years in order to 
accomplish a single objective. With the chronically uilsatisfactory conditions of 
environmental sanitation prevailing in endemic are& gnd the indufficiency of 
drugs, thbee programmes have necessarily to last a long time. As mentioned 
earlier, the consensus now is that the broad objectives of such long-term 
programmes can be achieved only by integrating trachoma control work into the 
general health services and by training trachoma and other communicable-&ease 
control personnel as  multi-purpose workers so that they may perform a number 
of selected health functions. In this scheme it is important that health education 
be given a prominent place. 

In Afghanistan, the attack phase of the trachoma control pilot project 
being c&ied out in a part of Herat City and in several neighbouring villages has 
been co~p le t ed  and the consolidation Phase started. 

In India, most of the comp~unity development blocks selected for the 
control of tradhoma and associkt&3 cdni~unicable eye diseases have now been 
covered by mass treatment. The majority of those blocks in which treatment 
has been given are  located in the States of Punjab, Rajasthan and Gujarat, where 
the prevtilence of the disease is over 50%, and in highly endemic areas of the 
States of Uttar Pradeeh, Bihar, mdhya Pradesh and Jammu and Kashrnir. A 
scheme for the gradual integration of the trachoma control activities into the 
.work of the primary health centres, in selected areas where the malaria eradica- 
tion programme has entered the maintenance phase, has been adopted. This 
plan contemplates the appointment and training of peripheral multi-purpose basic 
health workers able to cope with a workload of three to four thousand people, ss 
against the previously agreed workload of 10 000 people for the malaria workers 
in the maintenance phase of the malaria eradication programme. This f irst  step 
towards btegration should pave the way for further development of the rural 
health services, increasingly involving maternal and child health and selected 
communicable-disease control activities. Quarterly meetings to review the 
progress of the national trachoma control programme and to achieve greater 
coverage were organized by the Government, and a National Symposium on 
Trachoma was held in March (see list of meetings, Annex 4). 
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In Thailand, trachoma control extended to additional districts in 
Nakornrajsimha and Khon Kaen Provinces. The trial integration of trachoma 
control into the health services in fifty villages showed encouraging results: 
the prevalence of active trachoma was reduced in the various agegroups of the 
population By systematic and repeated health education it was possible to 
obtain better participation of the people in purchasing antibiotic ophthalmic 
ointment, at a reduced price, for self-application of the drug. In the above- 
mentioned area, about 90% of the households in which there were active cases 
of trachoma bought at least one tube of antibiotic eye ointment. 

(2) Poliomyelitis 

There is increasing evidence of the ever-present risk of outbreaks of 
poliomyelitis in the Region, and of the consequent need for further improvement 
in the notification of the disease and for serological surveys of representative 
samples of the population, to detect,in time,possible changes in the epidemiologi- 
cal pattern of the disease. Governments have been informed that WHO can assist 
in the planning and conduct of these investigations, in co-operation with the WHO 
reference laboratory centres or  national consulting laboratories established 
in various countries. 

In Burma, an increased number of cases of paralytic poliomyelitis in 
young children was reported from Rangoon in the last months of 1964 and the first 
part of 1965. 

In Ceylon also, there was an increase in poliomyelitis cases during the 
last months of 1964 and the beginning of 1965,in Colombo and in the Western 
Province. Most of the cases reported occurred among children under five years 
of age. Trivalent oral polio vaccine was used for the control of the outbreaks. 
A WHO consultant assisted in the assessment of the poliomyelitis immmization 
programme carried out in 1962 and 1963. Nuch stronger follow-up action is 
needed. Arrangements were made for testing samples of stools and sera from 
suspected cases at the Haffkine Institute, Bombay. 

In India, the Indian Council of Medical Research continued serological 
studies on the prevalence of infection from polio viruses in various urban and 
rural communities. The Enteric Virus Laboratory attached to the Central Public 
Health Engineering Research Institute, Nagpur, and located in Wadgaonsheri, 
Poona, continued its studies on the pollution of drinking water by viruses and their 
removal from contaminated waters, and succeeded in elaborating a method for 
the isolation of poliomyelitis virus from contaminated waters by tissue culture. 
This method is being tested for other enteroviruses of the Caxsackie and ECHO 
groups. Further progress was made in the establishment of facilities for the 
production of oral polio vaccine at the Pasteur Institute, Coonoor (see Chapter 4). 
WHO fellowships were awarded for training in production techniques and in 
virologic and neurovlrulence testing. 
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In Mongolia, a serological survey for poliomyelitis and other viral 
agents is being undertaken a s  part of the WHO epidemiological team's 
serological survey of brucellosis, in collaboration with the WHO Serum Bank 
at  the Institute of Epidemiology and Microbiology in Prague, Czechoslovakia. 

In Thailand, a, survey of polioviruses and other enteroviruses has 
recently been undertaken by the Government. 

(3) Mosquito-Borne Haemorrhagic Fever 

As brought out at  the WHO Inter-regional Seminar on Haemorrhagic 
Fevers, held in Bangkok in October 1964, haemorrhagic fever,as well a s  dengue 
and chikungunya infections, constitutes a problem of increasing importance in the 
Western Pacific and South-East Asia Regions and possibly also in some areas of 
the Eastern Mediterranean In aU countries so far affected, cases or outbreaks 
of haemorrhagic fever have occurred every year, with the disease threatening to 
spread to new areas. There was another major epidemic of haemorrhagic fever 
in Thailand in 1964, when, from January to December, there were 5 336 cases 
among hospital admissions in Bangkok/Dhonburi, with 274 deaths. Outbreaks 
also occurred in Korat, Ubol and Chiengmai. The fatality rate outside Bangkok/ 
Dhonburi was about 10%. 

Particularly in view of the changing epidemiological patterns and rapid 
spread of diseases such a s  haemorrhagic fever, the Organization is promoting 
a global surveillance programme (see Section 2.2), and in this connection all 
governments have been requested to send, by airmail, to the Division of 
Communicable Diseases at  WHO Headquarters, weekly reports, including 
negative ones, of cases and outbreaks of hemorrhagic fever and monthIy 
reports on epidemics of dengue-like diseases, specifying the aetiology whenever 
possible. WHO has arranged to circulate this information to all countries, when 
received To facilitate this reporting, an informational note on a "Suggested 
definition and nomenclature for diseases suspected to be of dengue o r  chfkunguqya 
virus aetiology", issued a s  part of the report of the WHO seminar mentioned 
above, was sent to ail governments in the Region It was also suggested to the 
governments that paired sera be collected from cases with clinical syndromes 
resembling haemorrhagic fever o r  that serological surveys be carried out in 
representative areas of each country, to determine the occurrence of antibodies 
against dengue and chikimgunya viruses, so that a clearer picture of the importance 
and extent of the problem could thus be gained 

As the control of AZdes a e m t i  is the only available and practical controI 
measure against haemorrhagic fever and dengue and chikungunya infections, all 
countries have been asked (a) to initiate o r  continue studies to determine the 
distribution of this mosquito, a s  well a s  its density index), seasonal 
variation and susceptibility to insecticides in the areas affected o r  likely to be 
affected by these diseases, and @) to i n t e n s e  efforts to keep ports and airports 
free from ABdes aemt i , i n  accordance with Article 20 of the Jnternational 
Sanitary Regulations. 
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The Organization has assisted in the planning and organization of studies 
on Agdes a.emti bionomics in Thailand and in developing a practical methodology 
for serological studies on haemorrhagic fever and dengue and ch&ungunya 
infections. Assistance has also been offered in forwarding the sera collected in 
those surveys or the paired sera from suspected cases to WHO arbovirus reference 
centres, to the WHO Collaborating Virus Research Centre in Poona, o r  to national 
consulting virus laboratories such a s  the Virus Research Institute and the Virus 
Unit of the SEATO Medical Research Laboratory in Bangkok In addition, pertinent 
reference antigens and sera, a s  well a s  test kits for studies on the AEdes aemuti 
o r  other vectors of haemorrhagic fever, can be supplied to govenunent-designated 
institutes o r  individuals. 

An Ai5des a e ~ p t i  control pilot project was undertaken in a very small 
selected area in a suburb of Bangkok, and a WHO consultant assisted in the 
continuation of studies of this vector, advising on the feasibility of embarking on 
an expansion of control measures to further areas of the city. 

In India, an outbreak of haemorrhagic fever occurred in Visakhapatnam, 
Andhra Pradesh, in October/November 1964. Earlier, a st* was made of the 
dengue group of diseases (dengue viruses of types 1, 2 and 4 and chlkmguya 
virus) at  the time of an epidemic of dengue-like fever which broke out in JuIy 1964 
in Madras and some other cities of South India, when more than 200 000 cases 
were reported: in this epidemic, all age-groups and both sexes were affected, 
including elderly persons; the mortality was low. 

(4) Other Arboviruses 

A WHO consultant visited the following laboratories which a re  undertaking 
investigations on the arboviruses: the Medical Research Institute, Colombo; the 
Virus Research Centre, Poona; the HaMrine Institute, Bombay; the Bio Farma 
Institute, Bandung, and the Virus Research Institute and SEATO Medical Research 
Laboratory, Bangkok. 

In Ceylon, serological evidence of the presence of Japanese encephalitis 
and dengue fever was obtained; expansion of laboratory activities in the field of 
arboviruses is planned. 

In India, further progress was made in  (a) obtaining evidence by serology 
of the circulation of 11 viruses in Southern India (Semllki, Dengue, West Nile, 
Zika, Ntaya, etc.); (b) a study of Japanese encephalitis, and (c) further studies 
of the K y a w u r  Forest disease. The Haffldne Institute continued its search for 
an effective and safe vaccine against Kyasanur Forest disease. The presence of 
African horse sickness and of a new virus of the Bunyamwera group (Chittoor vlrue) 
was established. The Chittoor virus was isolated from Anopheles tessellatus 
and some C-species, but not from man o r  from sick animals. 

In Indonesia, the Bio Fnrma Institute in Bandung carried out a serological 
study of arboviruses, when the presence of dengue type 1 and of Japanese 
encephalitis had been established. 
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Much work was done in this field at the Virus Research Institute, Bangkok, 
where, in addition to undertaking detailed surveys on the dengue viruses, dengue- 
like viruses and chikungunya viruses mentioned above, the Institute obtailled 
serological evidence on Japanese encephalitis in the northern part of the country, 

(5) Respiratory and Other Viruses 

At the Pasteur Institute, Coonoor, which has a Department of Respiratory 
Viruses and which is a WHO national influenza centre, work was continued on 
influenza epidemiology, isolation of influenza and other respiratory viruses, 
adenoviruses, para-influenza, etc. Other activities on respiratory viruses 
are  proceeding in the Department of Bacteriology of the All-India Institute of 
Medical Sciences, New Delhi, and in the Bacteriological Department of the Pate1 
Ghost Institute, Delhi. 

At  the Institute of Microbiology of the Medical Faculty in Djakarta, also 
a WHO national influenza centre, in addition to studies on influenza viruses, 
studies on human smallpox virus were continued. At the Bio Farma, Institute, 
Bandung, strains of influenza A2 virus were isolated last year, and studies on 
smallpox have continued. 

Interest in respiratory virus investigations was maintained at  the 
Respiratory Virus Laboratory of the Virus Research Institute, Bangkok, where 
studies on influenza, adenoviruses and smallpox viruses were started. 

(6) Viral Hepatitis 

The term "viral hepiititis" covers both infectious hepatitis and serum 
hepatitis, the two types usually being reported together, a s  there is at  present no 
sure way of differentiation between these clinically similar conditions, Reports 
from most countries of the Region received during the year, in particular from 
India, Mongolia and the Maldive Islands, showed an apparent increased incidence 
of these conditions. As viral hepatitis is increasing and spreading, much more 
attention will be required from all countries in the coming year to improving the 
diagnosis, reporting and follow-up of cases and thus help to determine the exact 
degree of severity in terms of sequelae and mortality. 

1.4.3 Parasitic Diseases 

(1) Filariasis 

Filarial infections have caused increasing concern in Burma, Ceylon, 
India and the south of Thai land In India alone, over 122 million people a re  
estimated to live in areas in which filariasis transmission occurs (the estimate 
in 1953 was 25 million and in 1963 over 64 million); W. bancrofti is very largely 
urban and is increasing rapidly in importance, with the excessively rapid 
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-tion, whereas B. malavi is rural and localized. In Burma, filariasis 
due to W. bancrofti i s  known to be prevalent in Rangoon, Mandalay, Tennasserim 
and in towns in the low-lying areas. In Ceylon, B. malayi infection, previously 
endemic, has disappeared since the early 19501s, but has been replaced by 
W. bancrofti, which has spread rapidly within the south-western coastal belt, 
mostly among urban populationk. In Thailand, B. malavi is confined to the 
rural areas in the eastern coastal belt of the peninsula in the south; the infection 
is almost exclusively due to periodic B. malayi, but there are  also foci with 
sub-periodic B. malavi and nocturnal periodic W. bancrofti. This species is 
known to be present in parts of West Irian and in the Maldive Islands. 

The control of filariasis remains disappointing, in the face of limitations 
of mass treatment and prophylaxis and difficulties in controlling the principal 
vector, Culex fatigans. However, research by means of pilot projects to discover 
and apply practical methods of control must continue, along with long-term 
improvements in environmental sanitation. The training of medical officers, 
entomologists and ancilliary staff should be pursued. 

In Burma, the WHO Filariasis Research Unit continued its studies on the 
epidemiology of f ilariasis and on the ecology and bionomics of C-in the Rangoon 
area (see Chapter 8). 

In Ceylon, parasitological surveys carried out throughout the island did 
~t reveal any foci of W. bancrofti outside the known endemic area in the south- 
western coastal belt. A WHO consultant and an entomologist have been assigned 
to the filariasis control project. An epidemiologist will join them later in the 
year. 

In Thailand, a WHO consultant assisted the Faculty of Tropical Medicine 
and Endemic Diseases, Bangkok, in its studies on the bionomics of Cdex ~ i ~ i e n s  
f a t i m s ,  in particular the larval habitat, and in evaluating the effectiveness of 
the newer insecticides which could be introduced for practical use. 

(2) Dracontiasis (Guinea Worm) 

As mentioned last year, India has a very large problem of Guinea-worm 
disease. The major causes a s  well a s  the methods of prevention a re  well known, 
but progress in tackling the disease is slow because the only solution would be 
the abolition of step wells and provision of protected water supplies - a long-term 
and expensive programme, the more so since water is not easily available in some 
of the areas in which the disease is prevalent. Progress was made in the develop 
ment of a rural water supply project, with the assistance of the Government, WHO 
and UNICEF in the most greatly affected area - Udaipm District in Rajasthan. 

(3) Bilharziasis 

In contrast with other communicable diseases in the Region, which a re  
well defined in number and in prevalence, bibarziasis is conspicuously restricted 
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to one focus of S. haematobiurn in Gimvi (Maharashtra State), India, and to one 
of S. jauonicum in a localized area of Nakornsrithamaraj Province in  the south 
of Thailand. 

No new foci were reported during the year. 

(4) Leishmaniasis 

In Afghanistan, cutaneous leishmaniasis is known to be prevalent in some 
provinces, such a s  Herat There a re  reports that visceral leishmaniasis is 
re-appearing in some States of India, especially in those areas from which residual 
spraying for malaria has been withdrawn. Vigilance is therefore required. 

(5) Paragonimiasis 

The only known endemic areas of paragonimiasis in the Region are  in a 
district of Saraburi Province in central Thailand, where the infection rate is 
estimated to be 22%, and in a localized area in southern Nepal. 

1.4-4 ~ e t e r i n a q '  Public Health 

The significance and extent of the zoonoses in man continue to be grossly 
underestimated in the Region because of the shortage of veterinarians working in 
public health, the lack of co-operation among departments of public health, animal 
husbandry and agriculture, inadequate laboratory diagnostic services, and in- 
complete statistics resulting from poor reporting. Unless veterinarians are  trained 
at  both the undergraduate and post-graduate level, the gap in this field of public 
health will continue. 

In India, a Department of Zoonosis has been established in the National 
Institute of Communicable Diseases. 

Brucellosis 

In Mongolia brucellosis is undoubtedly one of the most important health and 
economic problems. Because of its very complex nature, it is recognized a s  
a long-term problem. A WHO epidemiological team, working in Mongolia with 
national staff and also with interested institutions and services in the health 
and veterinary fields, has collected much new information on the epidemiology of 
brucellosis in man and in animals, and initiated well planned, controlled field 
trials of Brucella vaccines. 

The possibility that brucellosis might be of greater importance in other 
countries than previously thought is borne out by some data collected by a health 
laboratory in Punjab, India, between 1959 and 1964. In that laboratory, 87 strains 
of Br. melitensis and Br. abortus were isolated, 29 of them from blood cultures 
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of human cases of brucellosis. In previous years isolated human cases were 
reported in India from Kashmir, Rajasthan, Gujarat (Baroda), Maharashtra 
(Bombay), Kerala, Madras State, Andhra Pmdesh, Assam, Bihar and the Union 
Territory of Delhi. A closer collaboration among health laboratories, clinicians 
and officers of the departments of agriculture, and increased awareness of this 
disease, are  necessary before its pattern will become clear. 

In Nepal, the possibility of occurrence of brucellosis in the cattle-raising 
area of Siraha must be kept in mind for further study, a s  in this area a disease 
clinically resembling brucellosis has been recently reported 

Rabies 

Ceylon has launched a rabies control programme in Colombo and the 
Western Province. By April 1965 about 41 000 dogs had been vaccinated with 
avianized rabies vaccine. 

2. EPIDEMIOLOGY 

2.1 Epidemiological Services and Training 

Coptinued efforts were made in the further implementation of the resolution 
adopted at the eleventh session of the Regional Committee (SEA/RCll/R3) in 
September 1958, to establish or strengthen epidemiological units based on health 
laboratory and statistical services a s  an integral part of the national health 
administration. Since 1958, epidemiological units have been established in Health 
Directorates in Afghanistan, Burma, Ceylon, India (Central Government and in 
eight States), Indonesia (Central Government and in the provincial Health Directorate 
of Java), Mongolia, Nepal and Thailand The National Institute of Communicable 
Diseases, Delhi, started its first training course in epidemiology in 1964 and a 
second one in April 1965. Plans were made for setting up an epidemiology depart- 
ment within the Faculty of Tropical Medicine, Bangkok. 

Much greater progress in the development of epidemiological services is 
needed. This requires: 

(1) Periodic critical appraisals of the function of an epidemiological 
service and its proper place in the administrative structure, a s  well a s  its 
relationship with other existing elements of the health services. 

(2) Education and training in epidemiology, microbiology and health 
statistics, including training and apprenticeship experience under local conditions, 
wherever possible, and, later, study abroad for advanced workers, WHO has 
continued to give assistance in training to all the countries in the Region through 
both individual country projects and inter-country programmes. 


