
Chapter 13 

DISEASE PREVENTION 
AND CONTROL 

13.1 IMMUNIZATION 

Substantial progress in EPI has been made in the Region. Thc majority of thc 
countries achieved immunization coverage of 80 per cent or morc during the year 
1990. The  infant coverage in 1990 was 86 per cent for the  third dose of 
diphtheria-pertussis-tetanus vaccine, 87 per cent for the third dose of oral polio 
vaccine, 80 per cent for measles vaccine and 95 per cent for BCG vaccine against 
tuberculosis. Tetanus toxoid coverage in pregnant women was reported as 68 per cent 
(Figure 1). 

In some countrics, the impact of immunization coverage on the reduclion of'diseascs, 
especially poliomyelitis, diphtheria, and pertussis, can be  seen (Figure 2). In order 
to achieve reductions in morbidity, disability and mortality from the six EPI targrt 
diseases, it is important to sustain and augment activities for the control of EPI target 
diseases with a strong health services infrastructure and adequate financial support. 
An epidemiological approach for the control of EPI diseases will be  stressed during 
thc 1990s. Much of the success of this approach is dependent upon implementation 
and improvement of survcillancc. The integration of thc Expanded Programme on 
Immunization with Matcrnal and Child Health and Primary Health Care continues 
to be  encouraged. This will help to achieve self-reliance in the delivery of 
immunization services within the context of comprehensive health services. An 
Intercountry Consultative Meeting on Financial Management of EPI was held in New 
Delhi in January 1991 to strengthen EPI managers' capabilities in financial planning 
and management. Plans of action, country timetables and general guidelines on 
financial management were the outcome of the meeting. 



Figure I .  Immunization Coverage 
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WHO supports self-sufficiency in EPI vaccines through indigenoub production. 
While viral vaccines are mostly imported, Bangladesh, DPR Korea, India, Indonesia, 
Mongolia and Thailand produce bacterial vaccines. Efforts are bcing made to 
develop national vaccine quality control systems to ensure that the indigenous 
production of EPI vaccines conform to the WHO standards. Efforts in measles and 
polio vaccine5 production are going on in India and Indonesia. The production of 
Edmonston-Zagreb strain (E-Z) of measles vaccine is being carried out at the Serum 
Institute,Pune, India, anda  pilot study of LheE-Zvaccine isunderway at the National 
Institute of Virology, Pune. 

The recent results of oral polio vaccine potency testing in India are encouraging. 
Compared to previous results, improvement is significant with more than 90 per cent 
of samples meeting the minimum requirements. Similar results wcre reported by 
Thailand. 

Poliomyelitis Eradication/NeonataI Tetanus 
EIimination/Measles Reduction Initiatives 

The global targets (polio eradication by 2000, neonatal tetanus elimination by 1995 
and measles reduction by 00 per cent by 1995) have becn cndorsed by all the countries 
of the Rcgion. However, the annual national targets and approaches differ from 
country to country, based on the local health infrastructure and available resources. 

Eradication of Poliomyelitis. Based on the annual country reports, thc regional polio 
incidence rate decreased significantly, even considering the factor of underreporting. 
In Sri Lanka, Thailand, Mongolia, DPR Korea, Bhutan and Maldives, with high 
sustained coverage, the trend in the incidence indicates that the targets of polio 
eradication could be achieved before 2000. Currently, polio-free zones are observed 
in parts of Indonesia, Mongolia, Sri Lanka, Thailand and Maldives. 

The use ~f epidemiological approachcs is nccessary to achieve results. High coverage 
is not enough. The concept of mopping up and special attention to high-risk arcas 
will be needed. The strengthening ofbasic health services management, improvemertt 
of surveillance and laboratory services, and enhancement of public awareness arc 
necessary to achicvc thc eradication of poliomyelitis. A regional polio laboratory 
network plan, which will be the basis for devclopinglaboratory diagnosticscrviccs for 
additional EPI and other infectious diseases, is being established. 

Elimination of Neon;tt;tl Tetanus. The target of eliminating neonatal tetanus can bc 
achieved by timely tetanus toxoid immunization of pregnant women and all women 
of child-bearing age and by aseptic delivery and post-delivery care. All countries in 
the Region are committed to the global elimination target. The integrated approach 
through MCH and PHC is considered to be essential. In 1990, tetanus toxoid 
immunization coverage of pregnant women increased lo a level of68 per cent. Thc 
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regional coverage excludes DPR Korea and Mongolia which do not at present have 
national policies on the use of tetanus toxoid for pregnant women. The majority of 
the countries in the Region follow the policy of immunizing pregnant women. The 
WHO immuni7ation schedule of 5 tetanus toxoid doses for all women in child-bearing 
age is being examined by the countries. A few countries have introduced tetanus 
toxoid immunization among all women of child-bearing age. Recording and reporting 
of neonatal tetanus cases are deficient. As a result, the true impact of tetanus Loxoid 
immunization and clean delivery practices on the incidence of neonatal tetanus is 
difficult to determine (Figure 2). 

Reduction of Incidence of Measles. Although EPI started in 1977, measles 
vaccination was introduced by some Member Countries only in 198411985, In 1990, 
a dramatic increase occurred in the regional measles coverage (52 per cent in 1988, 
59 pcr ccnt in 1989 and 80 per cent in 1W). Some countries declared a coverage of 
over 80 per ccnt (Figure 1). The annual number of reported measles cases did not 
change during the period 1981-1990. This is duc to a number of problems, including 
very limited surveillance systems and inadequate routine reporting. 

Compnterized EI'I Information System (CEIS) 

Ten countries of the Rcgion havc established their vcrsion of the Computeri/ed EPI 
Information System (CEIS), based on national needs. The development ol CEIS 
software with more professional and sophislicated programmes is encouraged hy 
governmcntlnational programmers, REACH and other bilateral and international 
agencies, as well as private organizations. Software and hardware system 
improvements are needed for the sustainability of EPI management information 
systems. National and local computer programmers are needed to manage current 
programmes and to develop other software. For the next two years, outside 
programmers are needed in some Member Countries, and certain countries, such as 
DPR Korea and Mongolia, require hardwarc as well. 

Cold Chain and Logistics 

Adequate central cold stores arc established in most countries of the Region. 
Bangladesh, Nepal, India and Myanmar have established very good cold chain 
systems in spite of difficult geographical conditions. Reviews of the cold chain using 
cold chain monitors have been conducted in selected areas in India, Nepal, Mongolia, 
Myanmar, Bangladesh, Bhutan, DPR Korea and Sri Lanka. 

The Asian InstituteofTechnology (AIT), Bangkok, isaccredited as a WHOIUNICEF 
training centre for solar refrigerators. AIT conducted the first training course on solar 
refrigerator repair and maintenance in July 1990 and a second course in May 1991. 
SEAR countries are now making plans to use solar refrigerators in remote areas. 
Indonesia has already procured more than 100 solar refrigerators for use in small 
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islands and held its first national Solar Fridge Training Course in early 1991. 
Myanmar and Maldives received new Japanese-made equipment for field trials in 
199011991. A solar-powered sterilizer was field-tested in India. 

Responding to the goal of country self-sufficiency for EPI, India, Indonesia and 
Thailand have produccd some of their own cold chain equipment. Two cold chain 
equipment testing centrcs in India and Thailand are accredited by WHO for testing 
the suitability of cold chain refrigerators and cold boxes for EPI. 

Training and Kesearch 

Following the Intercountry Consultative Meeting on Financial Management of EPI 
for National EPI Managers of SEAR countries, New Delhi, January 1991, emphasis 
was laid on national training workshops with coursc material suitably adapted to thc 
local situation. An intcgratcd approach to training was encouraged. New rcvised 
training modules were field-tested in Thailand in May 1991. The Eighth National EPI 
Managers Consultative Meeting on the main subjects of EPI sustainability and 
surveillance was held in Nepal in June 1991. 

EPI coverage surveys were organized in all the Member Countries of the Region. 
National EPI reviews were conducted in Nepal, Mongolia, Thailand, Bhutan and 
Bangladesh and it was found that impressive progress in the Programme had bccn 
achicvcd. 

13.2 DISEASE VECTOR CONTROL 

Vector-borne diseases, i.c. malaria, denguclDHF, filariasis, Japanesc encephalitis 
and leishmaniasis, continue to be public health problems in several countries of the 
Region. Prolonged use of insecticides, both in agriculture and in the field of public 
health, together with accelerated rural economic development, rapid urbanization 
and other human activities, have resulted in changes to agreat extent in the ecology, 
bionomics and susceptibility status of many species of disease vectors. As  a result, 
many of them arc not amenable to control with insecticides alone because of changes 
in their seasonal and geographical prevalence, behaviour or  susceptibility to 
insecticidcs that have bccn commonly used in the past. Therc is undoubtedly a 
growing opposition to the use of insecticides by environmentalists as well as 
householders. The trend, thereforc, is not towards sole reliance on chemical control 
but towards integrated approaches for vector control. 

The International Irrigation Management Institute (IIMI), Sri Lanka, has been 
designated as a WHOIFAOIUNEP Collaborating Centre for Vector Control, to 
provide technical support lo the countries of this region. 
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WHO confirmed its collaboration in research on the development and application of 
innovative and cheaper control methods in the context ofprimary health care through 
community participation. 

Malaria 

In spite of the long-term residual insecticide spraying of premises for malaria control, 
the control of malaria vectors still poses problems. The widespread resistance to the 
commonly-used insecticides in the vector population and refractory behaviour of 
some of the vectors, notably several sylvatic species in the forested hilly areas, are of 
concern and have resulted more often ina setback to anti-vector operations, primarily 
due to the decreasing coverage. Apart from vector resistance, insufficient and erratic 
supply of insecticides, increasing cost and unwillingness of householders to acccpt 
residual insecticide spraying are contributing factors for setbacks in vector control. 

Consequently, remedial measures supported by WHO are: stratification of the most 
affected areas for rational use of available resources; and promotion of cost-effective 
integrated bioenvironmental measures as an alternative to chemical wntrol. 

The use of impregnated bednetsicurtains and other personal protection methods, 
such as repellents and coils etc., which are useful components in integrated vector 
control interventions, are also being promoted. Field trials of these methods continuc 
to be undertaken in the countries of the Region. 

A WHO-supported study on the effectivencss of environmental measures against 
anopheline vectors in the Terai region in Nepal is in progress. 

A WHOIUNDP project to determine the impact of residual spraying with 75 per cent 
DDT wdp on malaria control in the highly malarious areas of Bangladesh, whcre 
A~~ol?l~eles dinrs is the principal vcctor, is in progress. 

WHO is continuing its support for the cylogenetic study of sibling specics,A~roplreles 
crilicifocies and Anopheles subpichrs, in Sri Lanka. 

Dengue Haemorrhagic Fever (DHF) 

DHF continued to persist in Indonesia, Myanmar and Thailand, where it is prevalent 
in endemic form and the control of its vector Aedes aegypti remains a challenge. 
Sporadic cases of DHF have also bcen reported from India, Maldives and Sri Lanka. 

The control of DHF has been far from simple. Greater community involvement is 
needed to prevent breeding places ofAedes aegypti in and around houses. 

Phase I of the multicentre project to control DHF vectors with community 
participation, supported by the Regional Office, was completed both in Indonesia 
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andThailand in 1989. The project in Myanmar was, however, interrupted and could 
not be implemented. 

A Technical Advisory Committee meeting was organized by WHO headquarters and 
the South-East Asia, Western Pacific and American Regions in Bangkok from 4 to 6 
October 1990. Thirty members, including the WHO secretariat, participated in this 
meeting to update the scientific knowledge being gained in various aspects of DHF, 
including the vector situation and control. 

The W H O  Dengue Newsletter (Vol. 16), brought out during the period under review, 
highlighted the latest information on the D H F  situation and community-oriented 
control and prevention of the DHFvector Aedes aegvpli. 

Japanese  Encephal i t i s  (JE) 

Japanese encephalitis (JE) has become a major health problem in India, Ncpal, 
Sri Lanka and Thailand. 

Several culicine species seem to play a significant role during outhreaks of JE.  The 
most prominent species are C u l a  Infaertiorliyrtchtrs.~, Culer gelidtrs, Ctrlex vishrtrii, 
Ctrlex psetrdovishrttri and Ct~lex fitscocephala. The virus has been recovered from 
approximately 30species of mosquitocs belongingto fivegenera, i.e.Clrlex,Artopheles, 
Aedes, Martsortia and Amtigeres. These mosquitoes generally breed in groundwater 
habitats, particularly in rice fields and major components of irrigation systems, 
groundpools and shallow ditches. The important factors governing the spillover of 
the disease to man arc the relative abundance of the vectors, the availability of the 
amplifying hosts, thc density and absolute number of infected mosquitocs, adequate 
man-mosquito contact and the longevity of the vector. 

Control measurcs in affected areas have been primarily devoted to vector control by 
focal spraying and fogging of outdoor tracts with insecticides. Limited insecticidal 
coverage achieved by ground application and space-spraying cannot be  expected to 
achieve a significant impact on the overall mosquito population in these areas due to 
large-scale production of vector densities and immigration of mosquitoes. 
Larviciding is impracticahlc due to vast breeding habitats. Human vaccination has 
been triedin Sri Lanka for the control of Japanese encephalitis. 

F i lar iss is  

Lymphatic filariasis caused by Wtrdtereria bartcroffi is endemic in Bangladesh, India, 
Indonesia, Maldives, Myanmar, Nepal, Sri Lanka and Thailand. India and Thailand 
present the diversity of filariasis in two forms, M bartcrofi and Bnlgia malayi, while 
Indonesia is affected by Brugia timori in addition to W. barlcrofi and B. ritalayi. 
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Urban W. bartcrofli is mainly found in the slum areas of citiesltowns and transmitted 
by Culerqirinquefasciahrs while in rural areas it is spread by the species ofA~toplteles, 
in addition to C. qrrinq~refasciahis. 

The strains ofB. ntalayi are transmitted by Mansonia spp. and Anopheles spp. while 
B. ti~nori is localized in the Lesser Sunda Islands of eastern Indonesia and is 
transmitted byAnoplteles barbiroslris. 

At present, most of the programmes depend heavily on anti-larval measures for the 
control of filariasis. 

WHO-TDR continued to extend technical and financialsupport for the development 
of integrated approaches to the control of this disease, including various 
chemotherapy approaches. Research studies are in progress in India, Indonesia and 
Thailand. 

A national seminar was organized in Calicut, Kerala, India, in October 1990, with 
financial support from WHO, to review operational research needed to improve the 
efficiency ofvector control under the National Filariasis Control Programme in India. 
WHO provided support to the longitudinal study of filariasis in Nepal. 

Leishmaniasis (VL) 

Visceral leishmaniasis or Kala-azar continues as a public health problem in some 
parts of Bangladesh, India and Nepal. Although this disease virtually disappeared in 
the 1960s from these countries following intensive indoor spraying with DDT for 
malaria control, it has recently reappeared. The principal vector is Plrleboto~~i~is 
argentipes, but the possibility ofPlrlebotomirspapatasi as the secondary vector cannot 
be ignored. 

In India, Bihar and West Bengal states account for the highest incidence of thc cascs. 
A total of 56 971 cases and 607 deaths were reported in 1W. 54 000 cascs and 590 
deaths were reported from Bihar and 2 917 cases and 16 deaths from West Bengal. 
In Bangladesh, 4 893 cases and 18 deaths were recorded. In Nepal, 327 Kala-azar 
cases and 14 deaths were reported during 1990 from several districts bordering Bihar 
state in India. 

The strategy for control is through DDT spraying, activelpassive detection of cases 
and trcatment. However, owing to administrative and financial constraints, the 
control of Kala-azar in these countries is not effective. 

Manpower in Entomology 

In view of the scarcity of qualified entomological expertise to deal with the complex 
nature of vector-borne diseases and more efficient deployment of entomology teams 
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in the context of primary health care, countries of this region are trying to strengthen 
their entomological manpower. 

WHO continues to promote the training of personnel in the field of vector biology 
and control through regular in-service training and refresher courses for various 
categories of entomological staff involved in vector-borne disease control 
programmes. 

The National Institute of Communicable Diseases (NICD), Delhi, India, conducts 
advanced courses in medical entomology for medical officers and entomologists from 
time to time. 

Assistance continues to three institutions in the Region, namely, the Vector Control 
Research Centre, Pondicherry, India; Mahidol University, Bangkok, Thailand; and 
Bogor University, Bogor, Indonesia. These institutions provide academic training in 
medical entomology (M.Sr. courses). 

13.3 MALARIA 

All malaria cndemic countries of the Region continued to implement the revised 
malaria control strategy through the primary health care system. Special attention 
was given to the harmonic development of all components of malaria control 
programmes so as to avoid exclusive dependence on one particular measure, such as 
the use of residual insecticides. The malaria stratificationapproach hadbeen fostered 
by all malaria control programmes in the Region since it has proved to be useful, 
particularly in situation5 with limited resources. In the course of the malariogenic 
stratification exercise in the countries of the Region,various problems and constraints 
which were held responsil)le for the slow progress of malaria control have been 
identified. An analysis of these factors has resulted in the identification of malaria 
priority areas. Forests, forested foothills and hills, forest-fringe areas, and 
developmental project sites - dams, irrigation and road construction in the forest and 
border areas-were accorded the highest priority in almost all countries of the Region. 
Infants, young children and pregnant women have been identified as malaria high-risk 
groups, followed by mobile population groups, particularly those engaged in 
forcst-related economy, gem mining, fishing, industrial and road construction work 
and the like. Ethnic minorities, refugees, displaced persons, tourists and pilgrims 
constitute malaria high-risk groups in a few countries of the Region. 

Malaria control programmes have been fully integrated into the basic health services 
in Bangladesh, India, Indonesia, Maldives, Myanmar, Nepal and Sri Lanka at the 
intermediate and peripheral levels, while at the national level a core group of 
specialists is entrusted with the task of planning, technical support and supervision, 
training, research and coordination. In Bhutan and Thailand, malaria control 
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Figure 3. Profile of Malaria in Selected Countries of WHO 
South-East Asia Region, 1985-90 
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continues to be implementedas aspecialprogramme, although effortsare being made 
to involve basic health service personnel in the diagnosis and treatment of malaria 
cases and in referring severe and complicated caseQto the appropriate institutions. 

Overall, the malaria situation in the Region has remained somewhat stationary for 
the past 5-6 years, with the case incidence remaining between 2.5 to 2.8 million cases 
and the slide positivity rate (SPR) remaining at about 3 per cent. The proportion of 
P. falcipamrl~ continues to be about 40 per cent of the total malaria cases, the highest 
being in Myanmar (more than 85 per cent) and the lowest in Nepal (about 10 per 
cent). There has been no indigenous case of Malaria inMaldives for the last few years. 
The malaria profile in the countries of the Region is shown in Figure 3. 

P. folcipan~rn resistance to various antimalarials, vector resistance to different 
insecticides and the development of exophilic and exophagic habits by the principal 
malaria vectors constitute the main technical problems to malaria control in the 
countries of the Region. In addition, large-scale uncontrolled population movement, 
increasing economic constraints, socio-cultural barriers and the like, played a major 
role in the transmission of malaria in the South-East Asian countries. The foci of 
P. folciporunt malaria resistant to various antimalarials in the malarious countries of 
the Region have been gradually spreading. The resistance to Caminoquinolines is 
most pronounced in all the countries except Maldives. Resistance of P. falcipanrn~ to 
sulfa-pyrimethamine combination (SP) has also developed in vast areas of Thailand, 
some parts of Myanmar, Bangladesh, Bhutan and Indonesia. An increasing trend of 
P. falciparum resistance to the triple combination of Mefloquine-Sulfadoxine- 
Pyrimethamine (MSP) has been reported recently from the Thai-Cambodian border, 
particularly from Borai district. Somewhat reduced sensitivity to quinine has also 
been seen in the same areas. The problem of insecticide resistance in malaria vectors 
has also been increasing in some of the countries of the Region, i.e. DDT resistance 
among the principal vectors in India, Indonesia, Sri Lanka and Nepal. Other major 
administrative and operational problems and constraints encountered during the 
programme implementation included the shortage of trained manpower, especially 
at the district level, and financial constraints and difficulties in procuring insecticides 
from abroad. 

The principal components of malaria control programmes in the Region continue to 
be case detection, drug treatment and vector control measures along with 
programme-oriented field trials and development of required manpower. Residual 
sprayingis still the main strategyforvector control in the malaria control programmes 
in the Region - DDT, malathion, HCH and a few other insecticides being widely used. 
Focal spraying in areas of unstable malaria is practised in some countries to 
prevent/control epidemic outbreaks. 

Attempts have been made recently by some of the programmes to reduce the use of 
residual insecticides, and savings resulting therefrom were being earmarked for 
development and operational use of bioenvironmental and personal protection 
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measures. The use of larvivorous fishes was operational in Indonesia but was mostly 
confined to trial areas in India, Myanmar, Nepal and Thailand. Mosquito nets, coils 
and repellents increasingly attracted the attention of the national authorities for study 
and research, with the hope of using them on a larger scale. 

There has beenincreasing emphasison the diagnosis and treatment of clinical malaria 
cases with the objective of shortening disease episodes and preventing deaths, 
especially in areas where prompt laboratory facilities were lacking. Community 
involvement in simple drug treatment and referring severe cases to nearby health 
centreslhealth institutions, as well as intersectoral collaboration have been 
progressing in many countries. The establishment of malaria clinics in inaccessible 
areas, particularly in areas with the problem of drug resistance, has facilitated quick 
microscopic diagnosis and treatment with appropriate drugs in Thailand. This 
approach is being gradually adopted in Myanmar and Nepal. III vitro and i11 vivo drug 
sensitivity tests are being carried out in all the countries except Maldives as no 
indigenous P.falcipanrrlt cases have been recorded in Maldives since 1976. These 
studies have proved to be helpful not only in providing a basis for early warning of 
reduced sensitivity of P.falcipanrm to antimalarials, but also in facilitating the 
development of national drug policies. The foci of resistant P. falciponrn~ have been 
promptly dealt with using the second or even third line of drug treatment and the 
monitoring of movements of malaria high-risk population groups. 

WHO collaboration in the smooth implementation of malaria control activities and 
in the solving of both technical as well as operational problems in thc Mcmbcr 
Countries was continued. Support was provided to the programmes in staff 
collaboration, manpower development, organizing study tours and workshops, 
p r o c u r e m e n t  of e s sen t i a l  supp l i e s  a n d  e q u i p m e n t  a n d  in conduc t ing  
programme-oriented field studies. Country long-term staff collaborated with the 
national programme authorities in the planning, implementation, supervision and 
evaluation of the control activities and in organizing staff training courses on malaria 
for mid-level staff. They also assisted in carrying out field studies. Efforts were made 
to improve trained manpower at all levels of the country programmes, using for this 
purpose either WHO country budgets or the assistance of bilateral agencies and 
international agencies. Fellowships were provided for regional as  well as 
extra-regional training courses and study tours on malaria. A number of health 
services staff at the peripheral level in most of the countries were given training in 
malaria and malaria control activities. As usual, Thailandlltaly basic courscs on 
malaria and planning of antimalaria activities were held during January-April 1991 
and were attended by middle-level staff engaged in the implementation of malaria 
control programmes. A series of seminars on the management of acute and 
complicated malaria was being conducted for both health services staff and private 
practitioners in India. The Regional Office published the third edition of 77le Clirticol 
Mo~~age~ilntl of Acufe Molaria (Regional Publication Series No. 9). Seminars were 
organized for architects and engineers engaged in the construction of water-resource 
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development projects (WRDP) in India to prevent the creation of mosquitogenic 
potential in their respective projects. 

A travelling seminar, sponsored by WHOIUNDP, was organized in Thailand in 
December 19W for newly-appointed Directors of Malaria Control Programmes in 
Bangladesh, Bhutan, India and Thailand. Since drug resistance in their respectivc 
countries is an acute problem, they had an excellent opportunity to exchange views 
on epidemiological data and acquired experience on the subject. Moreover, the 
participants visited those areas on the Thai-Cambodia border where reports of 
reduced sensitivity to mefloquine had been recently reported. 

An informal consultative meeting on Forest-related Malaria in the countries of the 
SEA Region was organized in New Delhi from 18 to 22 February 1991. Participants 
included country representatives who were Directors of malaria control programmes 
andlor research institutions, epidemiologists and other senior level officials, and 
WHO malariologists working in the countries of the Region and in WHO 
headquarters, Forest-related malaria constitutes about 40 per cent of total malaria 
and about 60 per cent of the P. fulcipunrm cases in the countries of South-East Asia, 
and forests are becoming more accessible due to the exploitationof natural resources. 
Very often population movements result in malaria outbreaks. Malaria control in 
different forest settings is cxtrcmcly difficult since malaria transmission in the% arcas 
is intcnsc due to highly cfficicnt vectors, prolonged transmission, and drug resistance 
combined with large-scale uncontrolled population movement. Recognizing that the 
current general objectives of prevention of malaria mortality and reduction of 
morbidity are highly relevant in various forest settings and that the problem of 
forest-related malaria in the countries of the Region varies in magnitude and extent, 
it was recommended that the populations at risk in different forest settings be 
identified and stratified together with relevant information relating to malaria 
situations and vectors, to enable appropriate remedial measures to be adopted. In 
addition, studies may be taken up to investigate the impact of a changingenvironmcnt 
on various factors involved in malaria transmission, to identify the problems and to 
undertake possible control measures as suited to local situations. 

Programme-oriented operational research continued in the countries of the Region, 
particularly in the field of malaria control through the primary health care approach. 
Several research projects aimed at promoting biological, environmental and personal 
protection measures and projects on community participation in case-finding and 
treatment continued. New areas for operational research were identified in thc 
course of the meeting on forest-related malaria, and included the study of thc 
epidemiology of severe and complicated malaria as well as the impact and 
cost-effectiveness of the use of residual insecticides under different epidemiological 
situations, etc. 

International, bilateral and multilateral agencies, such as SIDA in India, CIDA in 
Myanmar, USAID in Sri Lanka and Nepal, ODA (UK) in Nepal and Bangladesh, 
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and the World Bank and JlCA in Indonesia, are actively collaborating with the 
countries concerned in their malaria control activities. UNDP continued to provide 
funds for conducting training courses and seminars on in vitro microtechniques and 
for providing test materials. It also providrd support for manpower development and 
carrying out field studies in Bangladesh. A total of 733 supervisors and field staff 
were trained in malaria in 1 M .  Two field trials - one on the efficacy of antimalarial 
drugs (MSP vs Larium) and the other on the impact of DDT coverage plus 
chemotherapy vs chemotherapy alone - were carried out. 

13.4 PARASITIC DISEASES 

WHO continued to providc technical cooperation to countries in thc conlrol and 
management of parasitic diseases, mainly intestinal parasitic infection, filariasis, 
leishmaniasis, schistosomiasis and guineaworm disease. 

In tes t ina l  Pa ras i t i c  Infections 

Intestinal parasitic infections continued to be a public health problem in this Region 
and a rc  closcly associated with undernutrition, poor pcrsonal hygiene and 
environmcntal sanitation. Many countries are engaged in research and control of 
these parasitic diseases through ongoing projects such as those in family planning, 
school health, etc. 

As a result of the studies carried out in India, Indonesia, Nepal, Sri Lanka and 
Thailand, mass treatment of children and women of child-bearing age, which are the 
main target groups for intestinal parasitic infections, has been rstablished in highly 
infected areas. 

In India, WHO supported a national Workshop on Intestinal Parasitic Diseases for 
District-Level Health Programme Managers, held in Calcutta in September 1990. 

Visceral  Leishmanias is  (Kala-azar)  

Visceral Leishmaniasis continued to be a health problem of importance in the rural 
areas of the states of Bihar and West Bengal in India, as well as in Bangladesh and 
Nepal. In Bihar, almost 44 million people, covering 28 districts, and in West Bcngal 
5.5 million people covering 8 districts, are at risk from Kala-azar. 

During 1993,54 000 cases with 590 deaths in Bihar, and 2 917 cases with 16 deaths in 
West Bengal, were reported. Sporadic Kala-azar cases have been detected in Uttar 
Pradesh, Assam and Delhi. In India, the total number of cases reported was 56 971 
with 607 deaths. In Bangladesh, 4 893 cases and 18 deaths were recorded. In Nepal, 
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327 Kala-azar cases and 14 deaths were reported during 1990 from several districts 
bordering Bihar state in India. 

WHO supported a national Workshop on Visceral Leishmaniasis for Medical 
officers, on Efficient Management through PHC Services, which was held in Patna, 
Bihar, on 21 January 1991. A training course on visceral leishmaniasis, with special 
reference to epidemiology, diagnosis and treatment, held in Patna from 20 to 22 May 
1991, was also supported by WHO. 

Sera-epidemiological studies, supported by WHO, were carried out in some endemic 
districts of Bangladesh, India and Nepal. WHO also provided laboratory equipment 
to ~angladeshwhile some research &dies were supported in Bangladesh and Nepal. 

Lymphatic filariasis continues to remain a public health problem in eight countries 
of the Region. In India alone, 374 million (275 million rural and '99 million urban) 
people are exposed to the risk of filariasis and 25 million are microfilaria carriers, 
whilc 19 million are suffering from filarial diseases. WHO continued to encourage 
integrated control strategies and facilitated TDR-sponsored operational projects in 
India, Thailand and Indonesia, especially those concerned with chcmotherapy trials 
of different doses of ivermectin in microfilaria carriers and paticnts with filarial 
diseases. 

WHO alsosupported a nationalSeminar onoperational Rebearch on Vector Control 
in Filariasis, held in Calicut, Kerala, India, on 9-10 October 1990. This seminar was 
attended by state-level National FilariaControl Programme officers, epidemiologists, 
entomologists and public health engineers. The seminar reviewed the problems and 
constraints in the implementation of filaria vector control measures, operational 
rescarch nccded to improve the efficiency of vector control under NFCP, and ihc 
feasibility of extending filaria control measures to rural endemic areas. 

Schistosomiasis 

Schistosomiasis is endemic in limited areas of lndonesia (Scltisrosorita Japo~~icrr~it) 
and Thailand (Scltisroso~na Mekortgi). WHO supported a national Seminar o n  
Parasitology, held from 22 to 26 June 1990 in Surabaya, East Java. This seminar was 
organized by the Indonesian Parasitic Control Association. The results of filariasis 
and schistosomiasis research conducted by various institutions in lndonesia during 
the last two years were also presented in this Seminar. 

Control activities were continued in the endemic valleys in lndonesia and Thailand. 
Research studies were also supported under TDR. 
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Gu ineaworm Disease  (Dracuncul ias is )  

The problem of guineaworm disease is present only in India in the South-East Asia 
Region. The National Guineaworm Eradication Programme (NGWEP) was initiated 
in 1984 with W H O  assistance. At the beginning of the programme, about 40 000 
guineaworm cases were recorded in 1 284 villages of seven endemic states in India. 
Tamil Nadu has been frce from guineaworm disease since 1985. Andhra Pradesh, 
Gujarat, Karnataka, Madhya Pradesh, Maharashtra and Rajasthan continue to be 
endemic states. Gujarat is on the verge of being declared a 'no case' state. Major 
problems are faced by Rajasthan, which contributed 70 per cent of the total cases in 
1990. Based on the latest evaluation report, 4 978 guineaworm cases were reported 
in 2 592 villages in I990 as against 7 881 cases in 3 596 villages reported in 1989. 

WHO supported the thirteenth Task Force Meeting on Guineaworm Eradication, 
held in Ncw Dclhi in January 1991. The meeting stressed the importance of active 
search, propcr survcillancc and community participation in the Programme. It was 
proposed to add twomore surveillance teams for Rajasthan to thc ten already cxibting. 

13.5 TROPICAL DISEASES RESEARCH 

The UNDPiWorld BankiWHO Spccial Programme for Research and Training in 
Tropical Diseases (TDR) is a goal-oriented global programme with two main 
objectives: research and development to obtain new and improved tools for the 
control of major tropical diseases, and strengthening of research capabilities of 
endemic countries. The programme has identified four thrust areas for the 1990s, viz., 
field research; product development, including rational drug development; social and 
economic resci~rch; and research capability strengthening. In this context, emphasis 
is laid on malaria research out of thesix target diseases, while leprosy and tuberculosis 
are heing considered together in the search for newer drugs and other control tools 
and operational research. A Product Development Unit was established within TDR 
in order to better implement the various development activities such as determining 
priorities for urgently needed drugs, collaboration with industry, funding 
arrangements and emphasis on product development in developing countries. 

A fresh approach towards research capability strengthening (RCS) is heing 
considered and a policy paper on the Programme's RCS activities is being prepared 
for consideration by the Joint Coordinating Board. 

There is a shift in support to least developed countries in tropical diseases research. 
In this context too, the FIELDLINCS programme, which focuses on young 
researchers from developing countries, and their research project development, are 
emphasized. There are  in effect 2 programme-based grants in Thailand, 1 
TDR-Rockefeller Foundation grants in India, Sri Lanka and Thailand, and 
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4 long-term institutional strengthening grants in lndia (I), Indonesia (1) and 
Thailand (2). There has been good progress in the ongoing projects, and onc new 

~- . 
grant was initiated. A new grant proposal for institutional strengthening was 
submitted by Nepal, which has not previously been supported. 

The number of training activities supported by the Special Programme has beeti 
substantial, i.e. 172 up to the end of 1990, with the result that institutions have 
benefited immensely from fully-trained personnel. Specifically, the training has had 
a strong local component and linkage with disease control. A total of 15 new R&D 
projects have been initiated in the South-East Asia Region. 

Malaria 

Among thc TDR target diseases, malaria received the highest share of its budget - 
almost one-third of the total research and development budget during 1YM-1YlI. 
Non-chemical methods of control of vector mosquitoes, including community 
participation and use of larvivorous fish, are being investigated, but it is too early to 
assess their usefulness. These ongoing antimalarial studies have been largely focuscd 
in India, Indonesia and Thailand. Studies to identify potentially uscful surface 
antigens for possiblc malaria vaccine development have been initiated in Sri Lanka. 

Leprosy 

The multicentre field trials of leprosy vaccine, including the armadillo-derived WHO 
vaccine recently initiated, is an important ongoing activity. Several projects with 
strong emphasis on the social sciences have been initiated in relation to the control 
of Leprosy. Most ofthe leprosy research activities are focused in India andThailand. 

Filariasis 

The evaluation of clinical trials usingivermectin in the treatment oflymphaticfilariasis 
has moved to the second phase where the drug is being compared to DEC in its 
eflicacy. The results of completed studies have indicatedgood microfilaricide activity 
and minimal toxicity. Five new designs for further study have been developed jointly 
by TDR and Indian and Sri Lankan scientists. These new projects arc both 
hospital-based and community-based, and emphasis is laid on the trcalrncnt and 
prevention of infection and disease. In Indonesia, a monkey modcl has bccn 
developed and is being used for screening newer antifilarial drugs. Future field trials 
of ivermectin will also be largely focused in India, Indonesia and Sri Lanka. A DNA 
probe for the detection of L.3 stage W. bancrofti has been developed in Sri Lanka. 
Further studies are in progress. 
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Leishmaniasis 

Leishmaniasis still continues to be a problem disease in three countries of the Region, 
i.e. India, Bangladesh and Nepal. So far, the support has been minimal, but greater 
participation is strongly encouraged, especially in the area of vector control, drug 
treatment and epidemiology. 

13.6 CONTROL OF DIARRHOEAL DISEASES PROGRAMME 

Since 1979 the Control of Diarrhoea1 Diseases (CDD) has been one of the priority 
programmes of the countries of the South-East Asia Region with the primary 
objectives of reducing diarrhoea-associated deaths in children under 5 years of age 
and prevention of diarrhoea morbidity. The former objective is being promoted 
through effective case management at home and at health institutions, primarily with 
the use of oral rehydration therapy (ORT). The second objective is being addressed 
by the promotion of preventive measures such as exclusive breastfeeding, improved 
weaning practices, use of plenty of clean water, handwashing, use of latrines, proper 
disposal of babies' stools and measles immunization. WHO continues to assist the 
countries in achieving these objectives. 

In all SEAR countries, the national CDD programmes are being implemented as part 
of the primary health care services. National CDD programmeltraining plans were 
developedor revised during thisreportingperiod inThailand, Indonesia, DPR Korea 
and Mongolia. A comprehensive programme review was conducted jointly in 
Myanmar with the participation of the Government, UNICEF and WHO. 

Somc of thc highest priorities in the C'DD programme are training in clinical 
managcmcnt, programme management and supervisory skills. 

Intcrcountry clinical management courses were conducted in India, while an 
intercountry programme management course was held in Kathmandu in 1990. 
Training modules were translated into the local languages in Myanmar, Mongolia, 
Nepal and DPR Korea. Additional diarrhoea training units (DTU) were established 
in Bangladesh, India, Indonesia and Myanmar. 

During thc reporting period, national courses on different aspects of CDD werc 
conducted in most of the SEAR countries. 

Nine of the eleven SEAR countries produce ORS locally. The majority of 
ORS-producing countries of SEAR continue to strive towards self-reliance by 
improving their technical and managerial capabilities. In 1989, the most recent year 
for which data are available, SEAR countries produced over 106 millionlitrcs of ORS. 
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National programmes are giving high priority to conducting CDD household case 
management surveys. Such surveys were conducted in Bangladesh, Indonesia, 
Maldives, Myanmar, Nepal, and Sri Lanka. In addition, a health facility survey to 
evaluate diarrhoea case management practices was carried out in Bangladesh. 

ORS acccss and ORT use rates are two common indicators used by all Membcr 
Countries to measure programme performance. In 1989, the ORS access ratca 
increased slightly to 64 per cent from 63 per cent in 1988. In six SEAR countrics 
(Maldives, Sri Lanka, Indonesia, Thailand, DPR Korea and Nepal) the access rate 
reached 80 per cent or higher. The regional ORT use rates declined in 1989 to 19 
per cent from 28 per cent, largely due to more reliable estimates based on recent 
household case management surveys undertaken in Bangladesh, India and Indonesia. 
Health education, information and communication activities in the Region were 
further strengthened by country reviews. These were considered in detail during the 
programme managers meeting in 1W. 

CDD strongly promotes integration with primary health care and collaboration with 
other programmes in implementing CDD preventive strategiessuch as breastfeeding, 
improved weaning practices, use of clean water, handwashing, proper disposal of 
human excreta and measles immunization. 

Most diarrhoeal diseases research in the Region continues to focus on 
problem-solving-orientcd operational research. 

The WHO collaborating centres at the National Institute of Cholera and other 
Enteric Diseases (NICED), Calcutta, and International Centre for Diarrhoea1 
Diseases Research, Bangladesh (ICDDR, B), Dhaka, continued to work closely with 
the Regional CDD Programme in the areas of training and research, while UNICEF, 
UNDP and US AID continucd their support for the implementation of CDD 
aclivilies at thc national level. 

13.7 ACUTE RESPIRATORY INFECTIONS 

Acute respiratory infections (ARI), especially pneumonia, together with diarrhoeal 
diseases and malnutrition, arc still the leading causes of death among children and 
attcndancc at out-patient departments of all the health services. 

Sincc the beginning of the programme, national committees or advisory groups on 
ARI have been constituted in almost all the countries for promoting prevention and 
control activities. Increased awareness of the problem has stimulated the countries 
to include, in their health plans, the control of ARI in children as one of the most 
important components. In 199U and in the first months of 1991, long-term plans of 
action were prepared or revised, with the collaboration of the Regional Office, for 
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nine out of the eleven countries of the Region. In all these countries, a national 
programme manager has been appointed. The new supervisory skills module 
'Management of a Child with ARI' and the training video, field-tested in Thailand, 
and the new programme managers course, field-tested at a WHO interregional course 
in Thailand in 1989, have given a new input and created interest in the programme. 
The manual for doctors has been considered as a technically very good and useful 
reference document for doctors dealing with children. As a result of this, countries 
have now started sending their requests for bulk copies of this document for wide 
distribution. 

In all Member Countries, reduction of mortality from pneumonia has been 
considered the main immediate objective and the most important priority of their 
national programmes. For this reason, some countries, such as India, Indonesia, 
Myanmar, Nepal and Sri Lanka, have decided to focus on the training of handling 
pneumonia only. W H O  modules have also been developed accordingly. In all 
countries, the new classification of ARI has been well accepted. 

One of the major concerns has been to have the agreement of paediatricians to the 
programme before starting it. In SEAR countries, national paediatric associations 
and professors of pacdiutrics at the university level have been involved in the 
programmes. Policy mattcrs have always been discussed with them to seek their 
agreement and support for the implementation of the programmes. In India alone, 
there were 40 meetings of the paediatric association, with a total number of 1 400 
participants. The programme is being implemented in 15 districts in India. Though 
the coverage is still limited, implementation of the programme in 15 districts in a 
country like India means coverage of a population of more than 30 million people. 

Programme managers courscs were also organized in India, Indonesia, Myanmar, Sri 
Lanka and Thailand. Some of these were attended by participants from smaller 
countries such as Maldives. 

W H O  had close collaboration with UNICEF. Some NGOs, such as CARE, 
DANIDA, PATH, USAID, John Snow and SWACH, were involved in planning and 
training activities. 

Thailand has been selected by UNICEF for an intensified ARI programme to which 
the Regional Office, along withJohn Hopkins University, hasgiven technical support. 

Supervisory skill courses were conducted in India, and were attended by 1 000 
participants. Similar courses have also been started in Indonesia. It has taken a long 
time to have the modules adapted, translated, reviewed by paediatricians and finally 
printed. Bangladesh, India, Indonesia and Thailand have already produced their own 
modules and started training activities. In Myanmar, Nepal and Sri Lanka, the 
translation of the material into the local languages is under process. 
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New training videos have been prepared in India and Thailand and in other countries 
(i.e., Bangladesh, Indonesia), the WHO videos are being dubbed in the local 
languages. Posters, leaflets and other communication material have been produced 
in almost all the countries. 

A monitoring system for training activities has also been set up in India, in 
collaboration with the SWACH foundation, Chandigarh, and the same methodology 
will also be utilized in other SEAR countries. 

An intercountry Meeting on Prevention and Control of Acute Respiratory Infections 
was held in Jakarta, Indonesia, in 1990, and was attended by programme managers 
of SEAR countries, UNICEF representatives and observers from NGOs. The 
objectives of the meeting were to review the progress of the programme; to stimulate 
countries that did not have a national programme to initiate activities; to ascertain 
the acceptability of standard case management of pneumonia at different health 
facilities levels; and to share experience in training, methodologies and materials 
utilized. 

In all SEAR countries, ARI will be an essential and integrated component ofthe PHC 
programme even if, being a relatively new programme, case management training on 
ARI needs more consideration. and more time has to be devoted to it. 

13.8 TUBERCULOSIS 

Tuberculosis continues to be a major public health problem in the countries of the 
South-East Asia Region and yet most countries have achieved less than 50 per cent 
coverage in respect of case finding and consequential treatment. With the sprcad of 
HIV infection, countries such as India, Myanmar and Thailand, arc likely to have a 
surgr in infections with tubercle bacilli. 

WHO has recently formulated a draft Medium-Term Plan (1992-1995) for 
implementing new strategies for the control of tuberculosis and for promoting 
operation support, research and coalition building. 

Twomajor activities that WHO undertook during the reporting period need mention. 
First, a meeting on Tuberculosis Control and Research Strategy for the I1MOs was 
held in Geneva, on 26-27October 1990, which was attended by participants from lndia 
andThailand, besides a representative from the Regional Office. In this meeting, new 
strategies for implementing tuberculosis control, emphasizing operation support and 
research development were discussed. According to the new strategies, the primary 
objective of the tuberculosis control programme is to improve the cure rate and the 
second objective is to expand the coverage of tukrculosis services. Toachieve bctler 
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case treatment results the meeting recommended the introduction of 6-8 month short 
course chemotherapy (SCC). 

The  second important activity was the Task Force Meeting on Research in 
Tuberculosis, held in the Regional Office from 3 to 6 December 1W to identify 
research priorities on tuberculosis in the countries of the Region. This meeting, held 
in response to the recommendations of SEAIACHR, anaiysed the problem of TB in 
SEAR countries and developed nine research protocols for the consideration of 
researchers. These protocols are in the areas of identification of risk factors for 
diseases, risk factors for infection, operational research for improving the cure rate, 
programme monitoring and disease surveillance, assessment of the protective effect 
of revaccination with BCG, the role of chest X-ray examination, centralized sputum 
examination to improve the quality of coverage, relative efficacy of different drug 
regimens, thc usc of combined drug tablets for the treatment of tuberculosis and 
operations research for the attainment of a high cure rate in district TB control 
programmes. 

In general, the countries were supported through fellowship placements, provision 
of supplies and equipment to strengthen projects and subsidies for holding 
national-level training activities. Bangladesh was assisted in the procurement of 
anti-TB drugs and X-ray films. Motivation units for TB patients havc bccn started in 
all the TB clinic to reducc thc default~.r ratc considcrably. Thcrc arc 44 static units 
with the facility topcrform thesputum AFB stain in the460 upazilla health complexes 
and 24 district hospitals. 

In Bhutan, tuberculosis ranks fourth among ten diseases which cause mortality. A 
review of the National Tuberculosis Control Programme was undertaken by the 
national T B  Task Force members in September 1W. One of the recommendations 
of the review was to have short-course chemotherapy uniformly implemented 
throughout the country. 

India continued to receivc WHOISIDA assistance for improving casc finding and 
trcatment, including SCC and essential supplies and equipment. The second 
international Training Course on Tuberculosis was organized by the National 
Tuberculosis Institute, Bangalorc, from 14January to 22 March 1991. In this Course, 
six international WHO participants received training. One national was awarded a 
fellowship in TB and clinical epidemiology for 12 weeks in the USA. Laboratory 
facilities wcrc strengthened through the SKrE component of  the National 
Tuberculosis Institute (NTI), Bangalore, and the Tuberculosis Research Centre, 
Madras. The national workshops for senior teachers of medical collegcs and 
state-level administrators were conducted by NTI, Bangalore, in November 1990, with 
WHO support. 

Inclonesi:~ usr  prsnidcd tc:hnical ,upport through a consultant for onc month, in Jul) 
l')'/tl,tt~,~,>c>,:~n~l rc\,icu lhc Ndi<~n:tl'l'ti P r ~ ~ g r . t n ~ n ~ c  i ~ ~ t c r m ~ , ~ i t h c F i f t h  Fi \c .Y~. i r  
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Development Plan of Indonesia. A national attended the WHO-Japan International 
TuberculosisCourse inTokyo from2July to 20 October 1990, followed by a two-week 
post-course study tour to South Korea. 

Support was extended for a participant to attend a workshop on tuberculosis 
treatment in adults and children in Geneva from 2 to 4 July 1990. Besides, the project 
was strengthened with the provision of a vehicle and an overhead projector. 

Mongolia received subsidies support for conducting a national Seminar on Early 
Diagnosis of Tuberculosis. WHO support also included supplies. The number of 
registered cases of active TB cases in the country as of 1 January 1990 was 10 897. 

Myanmar was assisted through fellowships and provision of supplies for sputum 
testing. During 1990,69535 persons were examined by theTB centres with a coverage 
rate of 35 per cent. 

In Nepal, reports on TB cases arc sent by health posts and other nongovernmental 
organizations to the National Tuberculosis Control Programme for compilation. 
Hospital treatment is done only in Kalimati Hospital by the Nepal Anti-TB 
Association located in Kathmandu. WHO support was extended for two participants 
to attend a Regional Seminar of the Eastern Region of IUAT, Beijing, from 16 to 20 
October 1990. 

WHO assistance to Sri Lanka included the procurement of computers, an 
airconditioner and subsidy assistance for holding national-level meetings for the 
evaluation and monitoring of the TB Control Programme. 

Thailand was extended support for holding a meeting on accelerated case finding and 
application of short course chemotherapy in tuberculosis control in December 1990. 

13.9 LEPROSY 

The South-East Asia Region has witnessed a steep decline in the registered cases of 
leprosy, from 3.7 million in 1985 to 2.7 million in 1990. Of these 2.7 million cases, 1.8 
million or over 66 per cent are currently on MDT, and over 1.0 million patients havc 
already completed MDT. 

In Bangladesh, as of December 1990, about 25 000 leprosy patients were receiving 
treatment, out of which over 16 000 or 65 per cent were on MDT. During the past 
year, 21 technicians of upazilla health complexes were trained with assistance from 
WHO. WHO also provided an anaesthesia machine with accessories and other 
supplies and equipment as well as rifampicin and clofazamine. Leprosy control 
services are integrated with general health services, particularly with TB control 
activities. 
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Despite the constraints of communication and logistics, because of the difficult 
terrain, Bhutan has achieved93 per cent coverage with MDT. The prevalence, based 
on registered cases, has been reduced by 92 per cent over the past nine years. The 
incidence has also decreased by approximately 50 per cent during the same period. 
Political will and strong commitment at the highest level have been instrumental in 
achieving this. The National Leprosy Review Workshop, held recently with the 
participation of WHO, recommended that the strategy of the programme, which is 
currently based on domiciliary visiting, be reviewed with a view to integrating leprosy 
control senices with those of primary health care in a phased manner. 

In India, the estimated number of leprosy cases was 4 million in 1981. However, with 
intensified and effective programme implementation, this figure has been reduced to 
3 million in 1990. The National Leprosy Eradication Programme aims at achieving 
arrest of the disease in all leprosy cases by the year 2000. To achieve this, MDT is 
being extended to endemic areas in a phased manner. During 1990,0.46 million new 
cases were detected and 0.64 million discharged as cured. At the end of December 
1990,2.4 million cases were shown in the records of NLEP, of which 1.4 million were 
on MDT. So far, over onemillion cases have beendiicharged on completion of MDT. 
The relapse rate is less than one per cent of the cases who have completed MDT, and 
complications arc very few. The disability among new cases, especially in those 
districts which have been under MDT for five years or more, has declined 
significantly. 

At present, 130 endemic districts out of 1% have been brought under MDT through 
the vertical approach. The Programme has plans to partially integrate the leprosy 
control senices with the basic health system in the remaining 66 endemic districts. 

Field trials of several candidate vaccines for leprosy, including WHO vaccine, are 
being undertaken by the Indian Council of Medical Research, with WHO support. A 
request for conducting Oflaxine trials, with the support of WHO, from 8-9 leprosy 
institutes is under consideration by the Ministry of Health and Welfare, Government 
of India. 

Since 1969, the Leprosy Control Programme in Indonesia has been integrated into 
the general health services. All provinces are implementing MDT. As of March 1990, 
there were 107 271 cases receiving treatment (prevalence 0.59 per 1000 population) 
with an MDT coverage of 50 per cent. More than 64 000 cases have received or arc 
receiving MDT, of which 26 000 cases have been released after treatment. The 
long-term objective of the National Programme is to reduce the leprosy prevalence 
rate to 0.1 per 1000 population by the year 2000 in order that it w i U  no longer be a 
public health problem. 

The prevalence of leprosy in Maldives has shown a steady decline from 12 per 1000 
in 1979 (1 654 registered cases) to 1.24 per 1 MX) at the end of 1990 (273 registered 
cases). Out of202inhabited islands, 120islands were reported as havingactive leprosy 
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cases in 1987. At the end of 1990, only 79 islands had leprosy cases. A unique 
~ ~ 

programme of zero transmission~chemoprophylaxis for leprosy was launchedin 
Maldivesin March 1991. This programme includesthe survey of the entire population 
of each island and physical examination of each person. ~ f i  new cases detected are 
put on MDT and all healthy people with no contraindications are given a single dose 
(20lkg body weight) of rifampicin. In the first phase, the chemoprophylaxis 
programme will be implemented on 16 islands, and will be continued on other islands 
after evaluation if found feasible, given the existing constraints. 

In spite of some slowing down in 1990 due to unavoidable circumstances, the Leprosy 
Control Programme in Myanmar is progressing satisfactorily. MDT was first 
introduced on a mass scale in six hyperendemic divisions of the country in 1988. Out 
of a total of 185 townships in these 6 divisions, 150 townships are currently covered 
by MDT. An overall MDT coverage of registered cases (in these 6 divisions) of 55 
per cent has been achieved. 

The Three-Year Plan, 1990-1993, has been approved by the Governmenl and 
envisages the integration of leprosy services with the general health services. In this 
connection, a number of training activities, with support from WHO, have been 
carried out. WHO is currently negotiating with donors with a view to obtaining the 
necessary drugs required for MDT in Myanmar. 

In Nepal, s~nce 1987, the Leprosy Control Programme has been intcgrdted in all thc 
75 districts where the major responsibility lies with the District Public Health Olfice. 
and at the regional level with the Regional Health Directorate. The long-term 
objective of theProgramme is to achieve areduction in the prevalence rate of O.1/1000 
by UMO. At the end of 1990, theprevalence rate was 1.36/1000 and an MDT coverage 
of 52 per cent (registered cases) had been achieved. 

In 1990, leprosy control efforts in Sri Lanka were intensified with the objective of 
detecting and treating at least 12 000 new cases by 1995, and reducing the active 
case-load to below 1000 by that time. A number of novel steps, such as a social 
advertising campaign launched in February 1990 using all available channels of the 
media, have been taken. This has led to a significant increase in self-reporting (from 
10 per cent in 1989 to 42 per cent). Another step has been the training of all the basic 
health staff in the country and about 1000 doctorsin leprosy. As well, dermatologists 
and general practitioners have been provided with free MDT blister packs, in return 
for which they will provide anonymous patient information. In 1990 there were 3 000 
patients on register, all of whom were on MDT. 

In Thailand, the Leprosy Control Programme has been integrated since 1972. As of 
1 October 1990, an MDT coverage of 93.7 per cent has been achieved, with a total of 
12 164 cases on MDT. The number of patients who have completed MDT since the 
beginning of MDT in March 1984 is 29 486. A reduction in the prevalence rate from 
0.911 000 in 1984 to 0.24/1000 in 1990 has been achieved. The programme in future 
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will concentrate on the strengthening of all aspects of leprosy control activities. A 
national programme of disability prevention will be launched in the near future. The 
development of biomedical research, especially in immunology and animal 
experiments, will be given emphasis. The Programme hopes to achieve the goal of a 
prevalence of 0.111 000 by the year 2WO. 

In spite of the satisfactory progress made by the leprosy control programmes in the 
Member Countries there are still a number of areas requiring further intensification 
of efforts. They are: to estimate the number of cases as accurately as possible, the 
urgent need to close the wide gap between the number of registered patients and the 
estimated number of cases, promoting more efficient use of available human 
resources, evolving cost-effective strategies for disability prevention and 
rehabilitation, improving coordination among all parties concerned with leprosy, and, 
above all, mobilization of adequate resources for the programme. 

13.10 ZOONOSES 

Thecountriesof theRegion were assisted by WHO in their efforts tolaunch measures 
for the prevention and control of rabies and to take some steps for effective control 
of brucellosis. 

The Rabies Control Programme in India has been further strengthened. The 
Government constituted an intersectoral task force, including a WHO staff member, 
for coordinating the activities of the departments of Health and Agriculture and for 
providing further technical and financial inputs to activate the programme in several 
states. 

In Indonesia, preparatory activities for the rabies intcgrated reduction programme 
were conducted in West Java, South Kalimantan and Central Kalimantan. In August 
1990, vaccinations were carried out and the coverage among the dog population 
ranged from 70 to 80 per cent. 

Plague surveillance activities were carried out in the plague foci in Central Java and 
East Java to detect human plague as well as Y. peslis among the rodent and flea 
populations. Surveillance activities were carried out in seven villages in the districts 
of Samarang and Boyolali in Central Java which have reported human anthrax cases. 
In a population of 23 000 people, 90 per cent of cutaneous type and 10 per cent of 
gastrointestinal human anthrax reported cases were confumed. Necessary manpower 
was trained in laboratory diagnosis, epidemiology and control of taxoplasmosis, and 
WHO provided assistance in obtaining information on the surveillance of Ebola virus 
in monkeys for the country. 
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Eradication of plague and effective control of brucellosis are the main aims of the 
ZoonoticControl Programme in Mongolia. The services of two consultants, on vector 
biology and on brucellosis, were made available to the Programme. Three nationals 
were trained in vector biology, diagnosis and treatment of brucellosis and in 
epidemiological surveillance of plague. Supplies and equipment needed by the 
Programme were also made available to the country. A seminar on brucellosis wntrol 
is scheduled to be held in June 1991. 

In Nepal, the Control of Zoonoses and Food Safety Programme aims at strengthening 
the zoonotic disease control section of the Epidemiology Division, Ministry of Health, 
through developing and implementing a surveillance and wntrol programme of 
zoonotic diseases, strengthening food legislation and implementing food 
safetylsanitation activities. Preparatory work for the activities specified in the plan 
of action is in progress. Four nationals were trained in zoonotic disease control and 
study of meat-borne diseases in Thailand and India. WHO provided supplies and 
equipment to meet the requirements of the project. Surveillance, prevention and 
control of zoonoses and related food-borne diseases, including food safety sanitation, 
hygiene and sanitation of restaurants and hotels, are still in a rudimentary stage. The 
lack of food legislationlregulations and trained manpower in the field have been the 
major obstacles to the implementation of the project activities. 

In Sri Lanka, medical supplies, including journals and other publications, were madc 
available to the project. Production of a TV documentary on rabies in Sinhala, with 
Tamil translation, was scheduled for January-May 1991. The production of 5 000 
pamphlets on rabies wntrol is also on the cards. A review of the rabies control 
activities with provincial staff has been in progress since January 1991. A consultant, 
supported by AGFUND, helped thecountry in the preparation oftheNational Rabies 
Control Programme. 

13.11 SEXUALLY-TRANSMITTED DISEASES 

A high incidence of sexually-transmitted diseases continues to persist in many 
countries of the Region. All countries of the Region now have clinical and laboratory 
facilities to treat persons affected by these diseases, and preventive steps, such as 
promotinghealth education and banningprostitution, have been taken by them. Some 
countries have launched special programmes to control these diseases and have 
included them in the priority list. However, inadequate reporting and recording 
systems are an obstacle in estimating the exact magnitude and dimensions of the 
problems. The main problems are an increase in antibiotic resistance, the scarcity of 
physicians in remote areas, self-medication by patients, difficulties in case finding, 
poor community participation and motivation, and limited health education. 



WHO support was provided to assist the Government of India in organiring national 
workshops on clinical management of AIDS, in Delhi and Hyderabad. Laboratory 
equipment, reagents and chcmicalswerc supplied to Safdarjung Hospital, New Delhi, 
to strengthcn the Regional STD Reference L;~boratory. Two workshops werc held - 
one for district and peripheral level medical officers in Bangalore and one for nurses 
and hcalth cducators in Lucknow in August 19OOand nine fellowships werc providcd 
for highcr training in STI) contrnl. 

In Indonesia, the AIDS programme was integrated with the programme for STD 
control. A national Workshop on Yaws, held in 1989, resulted in the revision of 
strategies for the control and eradication of yaws. Surveys arc being conducted to 
focus on sch1111l childrcn of 6-12 years of age. During the liscal year 1989-90, 15 IM 

'ISLS of yi~ws werc dctcctcd during surveys ciirricd out in all ihc pro\' c, ,. '~nccs. 

Assisl;~ncc w:rs provided to rcvicw the stalusof lhc STD Control Progr;tmmc in Nepal 
with the ol!jcctivc of dcvcloping close collahorati~m between the AIDS Conlrol 
Programme and the STD Control Programme. 

In Sri  lank;^, the possibilities of intervention-linked research directed at reduction 
0fHIV ir;~nsmission by STD con~rol amongst groups at greater risk of infection, wcrc 
supported. 

13.12 RESEARCH AND DEVELOPMENT IN TIfE 
FIELDOF VACCINES 

WHO continued to support counlrics i n  the resc:irch and devclopmcnt of  v;iccincs. 
Wilh technical and fin;tncial inputs, WHO has strcnglhcncd f;~cilitics for thc 
producl inn of hactcrial and somc of ihc viral v;~ccincs in India, ln~loncsia, illy;tnm;jr 
and Thailand. 

India has dcvcloped capabilities for the production of DPT, rabies and poliomyelitis 
vziccines. Several nationals wcre trained and new technology using fermentation was 
introduced. In Indonesia, excellent facilities have been established for the production 
of hactcrial v;~ccincs. In Th;~il;~nd, thcrc is scll'rcliancc in the production of bacterial 
vaccincs. Bi1;tlcral assist:~ncc has hcerr provided for establishing facililics for rhc 
produelion of viral vi~ccii~cs. 

Wl4O's major thrust in thc South-East Asia Region was to establish expertise in 
quality control of bactcrii~l and viral vaccines. Nationals from several countries of the 
Rcgion were trained in quality conlrol procedures and techniques. Intera~untry and 
national seminars wcre organized for training nalionals in qu;ilily control of DPT, 
poliomycliiis ;ind mcaslcs vaccincs. A nctwnrk of WHO collnhoraling ccrllrcs has 



been established in India, Indonesia and Thailand, where facilities are available for 
quality controlof DPTvaccineand training of nationafs in qualitycontrolprocedures. 

Dengue vaccine and snake venom vrrccine are now being developed in Thailand and 
Myanmar respectively. Plans for clinical trials of these vaccines are now at various 
~ tagcs  of implementation, with support from WHO. 

In future, WHO will concentrate (In the transfer of technology for the development 
of newer vaccines, particularly viral vaccines for hepatitis and rabies, and ncw 
bacterial vaccines, and will develop training programmes for the production and 
quality control of thcse vaccines. 

13.13 AlDS 

AlDS has now emerged as a serious problem in some countrics of the South-East 
Asia Region, particularly Thailand, India, and Myanmar. 

In Thailand, in 1987 less than one per cent (if a group of IVDUs wcre infected with 
HIV, hut by 1090, nearly 50 per ccnt o f  IVDUsseen in treatment facilities in Bangkok 
wercpositivc for HIVinfection. Similarly, less than oneper ccnt offemaleprostitutes 
in the various cities in Thailand, surveyed in 1987, were positive for HIV infection, 
whereas in 1990, the prevalence rate amongst female prostitutcs in at least three 
provinces ranged between 25 and 70 per cent in small groups in some areas. 
Mother-to-infant lransmission has also been recorded, both in Thailand and India. 
A sequential infection has been noticcd. Initially, rapid transmission among IVDUI 
was noted. After some lime, incrc;lscd prc\'alencc amongst fcmale prostitutcs was 
noted. Sobsequcntly, incrcascd prcvalcncc amongst proniiscuous persons visiting 
prostitutes, patients attending STD clinics and in the gcneral community was also 
reported. 

In India, in 1987, less than one per cent of fcmale prostitutes surveyed were infected, 
but now, in Maharashtra alone, 20 to 70 per cent of selected groups of prostitutes arc 
infected. The HIV serological surveys in India have not hccn comprehensive enough 
to allow an estimate of thc total HIV-infccted persons, but from thc trend it is clear 
that, with the high-risk bchavioor of pcrsons observed in a number of Indian cities, a 
rapid increase in HIV prevalcncc will occur. A new dimcnsion, in addition to the 
existing heterosexual transmission of HIV, has been noted with the rapid transmission 
of HIV infection amongst intravenous drug users in Manipur where, among 2 124 
IVDUs, 1 Olhwere found positive for HIV infection (43.7 percent) as of 30November 
1YN. Thc spread of infection to ncighhouring states from Manipur has also hccn 
observed. 



AIDS 
In theabsence of a cure for AIDS. attention continues to befocussed on prevention through education and 
information. Member Countriesarealso strengthening laboratory, surveillanceand counsellingfacilitiesfor 
prevention and control of AIDS. 
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Myanmar, which had reported only one HIV positive belorc May 1988, started 
reporting large numbers of HIV positives amongst lVDUs by the end of 1989. The 
prevalenceof HIV attracts attcntionduring twopcriods. In the lirst phase, from 1985 
[(I 1989, low heterosexual transmission occurred, while in the second phasc, from 
January to Augusl lOXI, si;.c;~hlc numbers of female prostitutes were round positive 
with an increase in hdcroscxual transmission. This was similar l o  the trend observed 
in Thailand. 

The countrywisc situation of HIVIAIDS is given in Table 7 

Table 7. S i t r r u t i o ~ r  o f A I D S  a r r d  H I V i n f e c t i o r l  ~ I I  SEAR c o w l t r i e s  
(as o f  4 J u n e  1991) 

Ilangladeah 
I3hutan 
India 
Indonesia 
111'11 Korea 
Maldtves 
Mongulla 
Myanmar 
Sepal 
Sri Lanka 
l 'ha~land 

Month lilst 
rrporlrd 

W H O  has heen supporting Mcmher Coonlrics in the implcrnenlation o l  
medium-tcrm plans, which arc now operational in India, Thailand, Nepal, Mongolia, 
DPR Korea and Myanmar. Bangladesh, Indonesia and Sri Lanka are being supported 
by WHO for implementing interim plans of action. The short-term plan of action was 
extended in Maldives pending the formulation of a medium-term plan. It is 
anticipated that MTP will bc initiated in these countries during 1991. WHO has been 
;~ssisting the countries in rcsourcc mobilization for supporting medium-tcrm plans. 
WHO hasalso supported many interregional and intcrcountry (iEAs, not;~hlcami)ng 
lhcm hcing the Inlcrnalional C:onfcrcnce on AIDS in Asia and the Pacilic, held in 
Canberra, Australia, in August 1990, GEAs on thc involvemcnl of NGOs end 
women's organizations in the prevention and control of AIDS, and the Fourth 
International Course on Clinical Management of AIDSIHIV in Australia. 

Programme review is a continuing feature o l  the mcdium-term plan. Table 8givcs the 
status of the various reviews th;~t have been conducted in diflercnt countrics. 



Table 8. Slulrrs ofprogmri~ri~e review urlder MTP irt differertl SEAR cor~rllrics 

Review Exkrnal 

rul~nlry MTP 

donon) nornlncr 

Myanmar lind 1991 
- 

Tharland 1 1:;; 1 gm; Nepal 

Country Situation And Aciivilies 

WHO has intensified the rcgional activities in support of national AlDS prevention 
and control programmes taking guidance from discussions and resolutions of the 
World Health Assembly iind the Regional Committcc. The main programme 
activi~ics arc summarized hclow. 

I>one 
- 

Activities undcr thc short-term plan of action for prevention and control of AIDS in 
Bangladesh have bcen complclcd. The imporlant activilies included publicawareness 
through health educalion, sero-surveillance, blood transfusion services, and 
strengthening of laboratory services. At present, a work plan relating to the interim 
plan is being in~plementctl. 

A WHO c~,nsultant assis~cd thc government or Bhutan in integrating teaching of 
prevcntion and control o l  AlDS and S T 0  in the curricula for health and 
hcalth-rclatcd workers with thc introduc~ion of sex education in lho hcallh and 
population education cornponcnt of curricula. A W H O  lahoratory scientist helpcd 
the national authorities plan lalx~ratory supplies. 

End 1991 
- 

Allac~ivitiescnvisaged under the short-term plan for prevention andcontrolorAlDS 
in DPR Korca were completed. A medium-term plan (MTP) is now operational in 
the country. 

Done 
- 

India is the only country 111 the Region which has implcmen~cd the activiliescnvisagcd 
undcr the short-lcrm plan (STP) through its own resources. Activities undcr the 
medium-term plan (MTP) have been started. These focus on four metropolitan cities 
and north-castcrn states of  Manipur, Nagaland and Mizoram. 

A WHO consulIan1 visited Indonesia in October 1990 111 carry out activitics for the 
prcven~ion ancl control of AlDS under an interim plan. A draft plan for HIV 
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surveillance was prepared by him. Another WHO consultant provided technical 
support in epidemiological surveillance activities, development of AIDS education 
and counselling and other supportive activities. 

Maldives is expected to formulate its medium-term plan (MTP) for prevention and 
control of AlDS during 1991. So far it has implemented activities under the extended 
short-term plan (STP). WHO assisted the country in organizing a Workshop on 
Counselling for Prevention and Control of AlDS in March 1991. 

Mongolia has signed the MTP project document. Steps have been taken to expand 
laboratory diagnostic facilities. Blood donors are screened regularly. 

The Government of Myanmar signed a project document with UNDP and WHO in 
early 1991 to support the implementation of the National AIDSISTD control 
programme through the provision of technical expertise, training and equipment. 

A mcdium-term plan (MTP) for the prevention and control of AIDS in Nepal has 
been approved by the Government. WHO consultants assisted the country in 
assessing the present status of epidemiological surveillance, STD diagnostic 
treatment, and in strengthening close links between AIDS and STD control 
programmes within the context of MTP. 

Sri Lanka is currently implementing activities for the prevention and control of AlDS 
under an interim plan. A medium-term plan has been formulated. Assistance of 
UNDPISIDA is being sought to support the medium-term plan in addition to WHO 
resources. 

Thailand is implementing activities under year 3 of MTP. A resource mobilization 
meeting was held on 6 March 1991. The programme was reviewed in January 1991 
and a comprehensive review is planned towards the end of 1991. 

WHO, in consultation with the Member Countries, is promoting the concept and 
practice of sentinel surveillance for trend analysis. In some countries, particularly 
Thailand, sentinel surveillance is well established. Considering that most of the 
countries have implemented medium-term plans, WHO has been assisting the 
countries in the evaluation of the programmes. An external review by a team 
appointed by the Global Management Committee on AIDS, reviewed AIDS activities 
inThailand in April 1991 and in India in June 1991. A team from WHO headquarters 
visited India and Thailand in June 1991 to discuss with national authorities possible 
sites for the vaccine trials proposed to be conducted. 

Although, by and large, the programme is progressing in the anticipated direction, a 
sense of complacency has been noticed incountries that have low prevalences of HIV 
infection.   his could be harmful to the programme as the three countries which now 
have serious problems of HIV infectionlAIDS too had low prevalences two or three 
years ago. 



I 3 0  THE WORKOF WHO IN SEA 

13.14 OTHER COMMUNICABLE DISEASES 

This group of diseases includes, amongst others, dengue haemorrhagic fever (DHF), 
Japanese encephalitis (JE), viral hepatitis and meningococcal meningitis. The 
reporting of thisgroup of diseases is not adequate as these are not notifiable diseases 
in many countries of the Region. 

Dengue Haemorrhagic Fever 

Although the case-fatality rate is on the decline, the number of cases reported during 
1990 showed an upward trend in all the three endemic countries. Indonesia reported 
13 043 cases and 458 deaths, Myanmar reported 5 200 cases and 178 deaths and 
Thailand reported 102 312 cases and 360 deaths (Table 9). 

Table 9. DHFcases, deaths artd case-fafalily rates (CFR) lit lr~dor~esiu, 
Myar~n~ar and 7Itailarzd, 1985-1990 

For the control of dengue haemorrhagic fever, the Regional Office is supporting 
studies on the development oTan eKective vaccine against lour sero types ofdcnguc 
virus. The eighth Peer Review meeting was held in Bangkok on 29-30 September 
1990. The results of trivalent vaccine Dl, D2 and D4 were discussed and it was felt 
that this vaccine is safe and its immunological response good in human beings. This 
is an imoortant milestone on the road to a auadrivalent vaccine. The Peer eroun . ~~ r ~ ~~ - ,  
recommended trials again with different dilutions of each type of vaccine. The Peer 
group recummended a Phase 1 studv of D3 PtiMK30 passage and 3 passages in FR h l  

Indonesia 

- ~ 

to be conducted in adults. The Peer group approved the result of the study on the 
follow-up of volunteers who received monovalent Dl, and bivalent Dl-2, D2-4. A 
detailed report on the genetic stability ol virus isolates from Dl vaccine recipients, 
seed virus and stability of virus isolates from Dl vaccine recipients, and on seed virus 
and parental virus, showed genetic stability of the vaccine virus. The report on 
molecular studies, including Western Blot and Polymerase chain reaction tests, 
showed positive progress. 

No. 01 
cases 

Myanmar Thailand 

I I 

No. 01 
deaths 

No. of 
esscs 

CFR 
(%) 

CPR 
1%) 

I I 

No. 01 
deaths 

No. ol  
rases 

I I 

CFR 
(%) 

No. 01 
deaths 
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An International Symposium on Dengue Fever and DHF was organized by Mahidol 
University, Bangkok, from 1 to 3 October 1990. It facilitated the obtaining of 
information on recent advances on immunopathology and available diagnostics. 
WHO headquarters organized a Technical Advisory Committee Meeting on DHF, 
from 4 to 6 October 1990. It was attended by participants from SEAR countries. 
Reviews of DHF in the WHO regions were made and discussions were held 
concerning the revision of technical guidelines on the prevention of DHF. Through 
a technical services agreement, Sri Lanka was provided with assistance to conduct, 
from March to June 1991, interim studies on the isolation of the virus responsible for 
the present DHF cases in the country. 

Viral Hepatitis 

Hepatitis AVims (HAV) infection is common in Bangladesh, India, Mongolia, and 
Nepal, and 85-95 per cent of children in the age-group of 6-10 years are immune to 
HAV. In these countries, HAV cases in adults are very few. In recent years, it has 
been observed that the morbidity of HAV infection in adults has increased in 
Indonesia andThailand. Studies conducted inThailand during 1990 showed that only 
30-35 per cent of children in the age-group of 7-12 years are immune to HAV. 

The prevalence of Hepatitis B (HBV) infection and related diseases, such as 
chronic hepatitis, cirrhosis and hepatocellular carcinoma, differ widely and continue 
to be major public health problems in the Region. Every year, approximately 10-12 
million people are infected with HBV. It is estimated that about 6 per cent of the 
total population of South-East Asia are HBV carriers. 

WHO continued collaboration with respect to epidemiological studies, situation 
assessment and production of local HBV diagnostic reagents, particularly in India, 
Mongolia and Myanmar. 

Model immunization programmes aimed at exploring how best to organize 
Hepatitis B vaccine programmes before eventual integration into EPI, to improve 
overall EPI efficiency, are now under way in Indonesia, Myanmar, Mongolia and 
Thailand. WHO supported laboratory research for the production of Hepatitis B 
vaccine, which is in process in DPR Korea, Mongolia and Myanmar. 

The prevalence of Hepatitis C Virus (HCV) infection in the Region is still not known 
and WHO has prepared a protocol to study the prevalence of HCV in selected 
countries. 

Delta Virus (DV) is not common in the South-East Asia Region. India, Myanmar 
and Thailand reported some cases of mixed infections (DV and HBV). Only 
Mongolia has reported a high prevalence of DV infection markers in healthy 
populations and in HBV cases. 
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Hepatitis E Virus (HEV) infection is an emerging problem in the Region. Several 
outbreaks - large and small - due to HEV have been reported from Bangladesh, 
India, Indonesia, Myanmar and Nepal. In India and Myanmar, HEV has been serially 
passaged in non-human primates. WHO continued to support epidemiological 
research in Nepal. 

Japanese Encephalitis (JE) 

In this Region, JE outbreaks have occurred in many countries but at present India, 
Nepal and Sri Lanka are the countries where outbreaks of JE  continue. To mention 
some country specific support during the reporting period, lndia received support 
through a technical services agreement for a study on the impact of selective 
insecticidal spraying on JE vectors in Burdwan District, West Bengal, for a one-year 
period starting from December 1 W .  Five regional fellowship nominations of one 
month each, to study various aspects of JE control, have been processed during the 
reporting period. A workshop on JE was held in Varanasi, in August 1990, with the 
support of a WHO subsidy. Another workshop on disease surveillance was held in 
November 1990. Assistance was extended to Nepal for the procurement of JE 
vaccines. Thailand is being supported in a study of the stability of JE vaccine 
produced in the country. 

Meningwoccal Meningitis 

Meningococcal meningitis continues to affect Bhutan, lndia and Nepal in low 
endemicity outside the Kathmandu valley. WHO assistance is mainly through the 
provision of technical cooperation to help organize control measures and through the 
supply ofvaccines(biva1ent A + C) in some countries. InDecember 1990, the National 
Institute of Communicable Diseases, Delhi, was provided with a subsidy for 
conducting a workshop on surveillance of meningilis. 

Integration of Communicable Diseases 

In Indonesia, the integrated approach for the prevention and control of 
communicable diseases through primary health care was reviewed from 15 October 
to 8 November 1990 by a WHO consultant. The review results indicated that the 
project is feasible, beneficial, sustainable and effective. Significant progress by cadres 
was noted in the first stage of development of the control programme on selected 
communicable diseases. Case reports of ARI, TB, malaria and diarrhoea1 diseases 
increased considerably. The results of the review were presented at a workshop held 
in November 1990. A consultant was recruited in March 1991 for two weeks in the 
Regional Office, followed by two months as a national consultant to work on the 
documentation and preparation of a framework for the project. 
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13.15 BLINDNESS AND DEAFNESS 

The latest epidemiological studies carried out in India, Indonesia, Myanmar, Nepal, 
Sri Lanka and Thailand, amongst others, report a prevalence rate of 0.5 per cent to 
2 per cent blindness, with higher prevalence rates in undersewed areas of these 
countries. Cataract, as a rule, accounts for more than 50 per cent of blindness in most 
of the countriesof the Region which, in turn, accounts for more than half ofthe world's 
blind population. 

Various categories of health personnel in Nepal, Sri Lanka and Thailand were 
provided with training, both in the principlesof primary eye care and in the screening 
and referral of patients from outreach services. Efforts have also been made to 
5trcngthen the physical infr.tstructurr. for c)c carc delivery at the district lcvel as part 

the development of district health systems in support of PIl(J. Efforts ro meet ihc 
cataract backlog have been intensified in nearly all the countries, particularly in 
Indonesia, India, Nepal, Sri Lanka and Thailand. 

Various important activities in relation to the setting up of mobile units in Myanmar, 
training of personnel in public health ophthalmology in Bangladesh, Sri Lanka, 
Mongolia and Myanmar, studying of the feasibility of establishing low-cost spectacles 
manufacturing and small-scale production units for eye medication in Nepal and 
Sri Lanka, training in eye care of community health workers and primary health care 
personnel in Myanmar and Sri Lanka, etc., were carried out with financial support 
from different international organizations such as UNDP, Christoffel Blinden- 
Mission, Helen Keller International, AGFUND, etc. 

Funds from the Japanese Shipbuilding Industry Foundation (JSIF) have been 
provided to all Member Countries, particularly DPR Korea, India, Myanmar, Nepal 
and Mongolia, to help strengthen the eye care infrastructure, support outreach 
activities, provide training in eye care and for epidemiological surveys. 

As far as deafness is concerned, in spite of the expected high prevalence rate in SEAR, 
no reliable statistical data are available in most of the countries. Most of the data 
available are outdated and could not serve as a reliable base for important policy 
decision and elaboration of strategies for, and approach to, the problem. 

The report of the national survey conducted between 1973 and 1974 revealed that 
India had 0.83 deaf and 0.61 dumb per 1(MO population. A survey of school children 
in Yangon, Myanmar, indicated that 5.6 per cent of the children surveyed had hearing 
impairment. A sample survey conducted in Nepal in 1980, revealed the total disability 
rate to be as much as 3 per cent. Of these, 33 per cent were found to have hearing 
impairment, of which 9.78 per cent were deaf, 12.09 per cent were hearing 
handicapped, and 11.38 per ccntwere deaf-mute. In Sri Lanka, there are an estimated 
2.3 totally deaf people per 10 000 population. 
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In collaboration with the international Federation of Otorhinolaryngological Society 
(IFOS), efforts have been made to conduct a general overall renew of the deafness 
problem by a WHO consultant in Indonesia, Myanmar, Nepal and Thailand. 

Thc general assessment of the situation was submitted to the eighty-seventh session 
of Executive Board and modalities for further collaboration with IFOS in the 
prevention of deafness in SEAR are being further studied. The WHO Collaborating 
Centre for Prevention of Hearing Impairment and Deafness, Bangkok, conducted a 
training course to upgrade the knowledge and skills of public health otologists. A 
consultant was assigned to Myanmar to assess the hearing impairment problem and 
assist in the preparation of a national plan for the prevention and control of deafness. 

Fellowships and supplies and equipment were provided to most the countries 

13.16 CANCER 

Comprehensive national cancer cc~ntrol programmes have been formulated in 
Indonesia,SriLanka, andThailand. In India, such aprogramme hasbeen inexistence 
for several years and is being implemented in four states. Three WHO collaborating 
centres assist in its implementation. Four districts, each covering populations of 
several million and connected with a regional cancer centre, have been selected for 
full implementation of all activities as outlined in the national programme, with WHO 
support. Operational research will accompany the implementation of these district 
models in order to draw conclusions regarding operational and resource rcquire- 
mcnts for later expansion. The model activities will include campaigns for early 
dctcction, efforts at clinical downstaging, treatment, pain relicf, and palliative care. 
Thc availability of oral morphine for pain relief for out-patients will also bc assured. 
Furthermore, counselling services through volunteers, who arc operational in only a 
few cities, will be made available and their impact on the quality of life of cancer 
patients and their families assessed. During a WHO-supported national workshop a 
plan of action for the implementation of the National Canccr Control Programme 
was developed in Indonesia. In Sri Lanka, WHO continued 111 assist in thc 
postgraduate training of radiotherapists through a consultant. Public education for 
early detection of oral precancerous and cancerous lesions has begun in Maldives 
and continued in some parts of India and Sri Lanka. However, the rcferral ratc 
through basic health workers has not been as high as expected since health workers 
tend to feel the task of examining the oral cavity to be socially difficult. The promotion 
of self-examination is probably a more effective alternative. Audiovisual material for 
this purpose has been developed and field-tested by the WHO Collaborating Centre 
for Prevention of Oral Cancer in Bombay, India. 
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Consultants have assisted in reviewing and recommending improvements to the 
existing cancer registries in India. They have also commented on the relative paucity 
of epidemiological studies which emanate from these registries. 

Cancer control activities in DPR Korea were supported through a number of 
fellowships for specialized lields of training. 

13.17 CARDIOVASCULAR DISEASES 

Whereas the incidence of cardiovascular diseases (CVD) has shown a substantial 
decrease in some of the industrialized countries, there appears to be an increasing 
trend in many developing countries. The prevalence of cardiovascular diseases in 
India is estimated to be 40 million cases in 1991, according to the Indian Council of 
Medical Research, and is likely to increase to over 52 million by the year 2001. 
Hypertension and coronary heart disease affect about 9 per cent of people over 30 
years of age in India. In DPR Korea, Mongolia and Thailand, where the average life 
expectancy is close to or above 65 years, cardiovascular diseases are already the 
leading cause of death. Accordingly, countries in the Region are giving increased 
importance to the control of cardiovascular diseases. 

In Myanmar, the national CVD Control Programme has gained further momentum 
with the in-service training of large numbers of physicians and paramedical health 
staff. Training courses have also been held with WHO assistance in Bangladesh, 
Indonesia, Sri Lanka and Thailand. 

Rheumatic heart disease (RHD) continues to bc highly prevalent in some of the 
countries in the Region. WHO continues to support, through AGFUND, integrated 
RHD control programmes in India, Sri Lanka, and Thailand. In Bangladesh, such a 
programme is being implemented with bilateral assistance from Japan. R H D  control 
forms an important component of school health programmes. 

WHO continues to support different innovative approaches being undertaken by 
Member Countries, such as the development of vascular surgery in DPR Korea and 
rhc education of students and their peers in the identification of cardiac murmurs. 

13.18 OTHER NONCOMMUNICABLE DISEASES PREVENTION 
AND CONTROL ACTIVITIES 

With increasingly effective control of communicable diseases, the concern with 
noncommunicable diseases is increasing in all countries of the Region. Activities 
towards the control of some of these require relatively heavy investments in capital 
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and running costs sometimes putting difficult choices before countries. On the other 
hand, some countries are concerned about the expenses incurred when sending 
affected individuals abroad for specialized treatment. Such costs can offset some of 
the investments required for the establishment of the same treatment facility in the 
country concerned. 

WHO support to DPR Korea, where basic facilities of primary health care are 
available, has continued to focus on the development of skills and facilities of a higher 
degree of specialization. In the area of NCD, consultants have been supplied in 
various subspecialities of surgery, oncology, endocrinology and internal medicine. 
This has been complemented by a number of fellowships for related specialist 
training. 

In India loo, WHO support in this subprogramme area has mainly consisled of 
fellowship training in various aspects of NCD conlrol programmes. 

In Maldives, facilities to identify individuals who are heterozygote for thalassemia arc 
now available. This testingispresently offered on a limited scaleas a first step towards 
a full-fledged thalassemia control programme which will include surveys, genetic 
counselling, and blood transfusion services. 


