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 Eradication/Elimination of Specific 

Communicable Diseases 

Since June 1996, no case of dracunculiasis has been detected 
or reported in India, the only country in the Region where this 
disease was present. To achieve certification criteria, WHO 
supported an independent evaluation of the guineaworm 
eradication programme in India with the participation of the 
international certification team in 1999. The report of this 
evaluation confirmed that India had been free from guineaworm 
transmission for the past three years. 

In February 1998, WHO officially certified Bangladesh, 
Bhutan, Indonesia, Maldives, Myanmar, Nepal and Sri Lanka free 
from dracunculiasis transmission. It is expected that DPR Korea, 
India, and Thailand will be certified as “free from dracunculiasis 
transmission” at the next meeting of the International Commission 
for the Certification of Dracunculiasis Eradication (ICCDE), to be 
held in Geneva in February 2000. 

The South-East Asia Region accounts for 79 per cent of the 
global case burden in respect of leprosy; India contributes 90 
per cent of the cases in the Region. The prevalence rate per 
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10 000 population varied from 0.5 in Thailand to 3.7 in Nepal 
and 6.0 in India in December 1998. Since MDT was introduced, 
8.8 million patients have been cured. At present, more than 10 
per cent of the new cases are single lesion cases (PB cases). 

While Bhutan, Maldives, Sri Lanka and Thailand have 
already achieved the national elimination target (prevalence rate 
below 1/10 000), Bangladesh, Indonesia and Myanmar are 
expected to achieve elimination by the year 2000. India and 
Nepal are expected to achieve the target by 2002. 

Emphasis has been laid on the need for continued political 
commitment to eliminate leprosy. Cooperation from the media 
for community mobilization is important. In this context, press 
briefings were carried out in India and Bangladesh in 1999. 
Vertical programmes will be gradually integrated into primary 
health care programmes by training medical officers and health 
staff from primary health centres. 

The WHO policy and strategy since 1996 has been to find 
hidden/undetected cases, particularly in difficult/isolated/ 
neglected/tribal and slum populations. 

Leprosy elimination campaigns (LECs) were carried out in 
1997–1999 in Bangladesh, India, Indonesia, Myanmar and 
Nepal. The campaigns have helped in the detection of hidden 
cases. Special action projects were carried out in Bangladesh, 
India, Indonesia, Myanmar and Nepal during 1997-99. 

In 1988, the World Health Assembly resolved to eradicate polio 
globally by the year 2000. The epidemiological block of 
countries, Indonesia, Myanmar and Thailand, have not isolated 
wild poliovirus for more than two years. 

Critical for achieving a zero polio status has been the 
development of surveillance of acute flaccid paralysis (AFP). AFP 

Poliomyelitis
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surveillance relies on establishing a well-organized, facility-based 
network of reporting units dispersed throughout the country. 
Epidemiological and virological information is collected from 
each reported AFP case. Virological support is provided by a 
network of 16 WHO-accredited laboratories in the Region that 
conduct poliovirus isolation from stool specimens collected from 
AFP cases. The results of clinical follow-up and virus isolation 
studies are used to classify AFP cases as polio or non-polio. AFP 
surveillance is evaluated by two key performance indicators: 
(1) the sensitivity of AFP reporting (target: non-polio AFP rate of 
>1.0 case per 100 000 children aged <15 years); and (2) the 
completeness of specimen collection (i.e. two adequate stool 
specimens from >80 per cent of persons with AFP). 

The non-polio AFP >1.0 was  achieved in Indonesia (1997), 
India (1998), Thailand (1998) and Nepal (1999). In 1998, the 
percentage of AFP cases with two adequate stool specimens 
collected for virological culture within 14 days of paralysis onset 
reached 60 per cent in India, 70 per cent in Myanmar, and 78 
per cent in Indonesia, Sri Lanka, and Thailand. Bhutan, 
Maldives, and Sri Lanka have had no wild poliovirus isolates for 
more than five years. 

Of concern is the less rapid development of AFP surveillance 
in DPR Korea and Bangladesh. In 1998, DPR Korea reported no 
cases of AFP compared to three cases in 1997; however, in 
1999 it has reported eight cases. The non-polio AFP rate in 
Bangladesh was 0.26 in 1998 compared to 0.14 in 1997. 

The epidemiological block of countries consisting of 
Bangladesh, India, Myanmar, Nepal and Thailand, 
synchronized NIDs (National Immunization Days) in December 
1997 and January 1998 – the low season for poliovirus 
transmission. Synchronized NIDs were first initiated in 1996. 
Pakistan in the Eastern Mediterranean Region and China in 
the Western Pacific Region joined this effort, resulting in a 
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total number of >243 million children vaccinated, 
representing approximately 38 per cent of the world’s children 
aged <5 years. Similar synchronized NIDs were repeated in 
December 1998 and January 1999 with intensified activities 
along the Myanmar–China border. In India, the biannual 
NIDs have been the largest public health campaigns ever 
conducted in a single country, reaching more than 130 
million children in 1999. In 1997, Maldives and DPR Korea 
joined the eight other Member Countries of South-East Asia in 
conducting NIDs. 

During the period from January 1998 to July 1999, wild 
poliovirus types 1 and 3 were isolated only in Bangladesh and 
India. In 1997, no wild poliovirus type 3 was isolated in 
Bangladesh, suggesting that improvements in surveillance led 
to its detection in 1998. Wild poliovirus type 2 was last 
isolated in SEAR in Bihar and  Uttar Pradesh, India, in 1998.  
Despite improved surveillance, wild poliovirus was last 
isolated in Sri Lanka (1993); Indonesia (1995); Myanmar 
(1996); and in Thailand (1997). 

The South-East Asia Region has over 25 per cent of the 
world’s population and includes the largest polio endemic 
country (India); therefore, progress in SEAR is critical for the 
success of the global polio eradication initiative. To sum up, 
Indonesia, Myanmar and Thailand appear to have interrupted 
transmission and joined other polio-free countries in the 
Region – Bhutan, Maldives, and Sri Lanka. India has made 
substantial progress in surveillance, but continues to have 
widespread circulation of polioviruses type 1 and 3 with 
circulation of type 2 in 2 states. Bangladesh and Nepal are 
progressing less rapidly, and data are lacking regarding 
progress in DPR Korea. 

Despite high NID coverage in India, 10 per cent of missed 
target population each year represents approximately 
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13 million children, often residing in areas of low coverage 
and crowded conditions. Reaching zero polio cases in India, 
Bangladesh, and Nepal by the end of 2000 will require: 
improving the quality of NIDs by strengthening supervision, 
adding extra rounds of NIDs and sub-NIDs and conducting 
house-to-house mopping-up immunization campaigns in 
areas with persistent transmission. Other countries will need to 
sustain their progress for certification of polio eradication. 
DPR Korea will need to provide an accurate assessment of its 
polio situation to ensure that the target is reached. 

Five countries are considered as having eliminated neonatal 
tetanus (NT). The remaining countries, viz. Bangladesh, India, 
Indonesia, Myanmar and Nepal, are developing and 
implementing plans, based on the high-risk approach, to reach 
the global target of less than 1 NT case per 1 000 live births by 
the year 2000. They aim at immunizing all women of child-
bearing age (WCBA) in high-risk areas with at least three doses 
of TT vaccine. 

Bangladesh is planning a combined measles-neonatal 
tetanus campaign, targeting 2.65 million women of child-
bearing age with three doses of TT. The first round is scheduled 
for implementation in September 1999. In addition, 1.22 million 
children aged 9-36 months are targeted for immunization with 
measles vaccine. 

In India, most NT cases occur in the states of Rajastan, Uttar 
Pradesh, Madhya Pradesh, Orissa, Assam, and Bihar. A 
campaign, organized in Rajastan in 1998-1999, was the start of 
intensified neonatal tetanus eradication (NTE) activities in India. 
Some 3.5 million married women between 15 and 30 years of 
age, plus 500 000 pregnant women were immunized with two 
doses of TT in April/May 1998, accounting for approximately 80 
per cent of the target group. The third round is planned for early 
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1999. The campaign was organized with strong UNICEF 
support. India is currently developing a plan of action for 
neonatal tetanus elimination. 

In Indonesia, a strategy to eliminate NT has been developed, 
using a four-pronged approach: routine childhood immunization 
with DTP3, routine TT immunization of pregnant women, 
campaigns targeting WCBA in high-risk areas, and school-based 
immunization of primary school students. The combination of the 
four strategies will hopefully allow Indonesia to stop routine TT 
immunization of pregnant women from 2008 onwards. All 
districts have been ranked as having either “eliminated NT”, 
“controlled NT”, or being at “high risk for NT”, using a scoring 
system based on TT2+ coverage and safe delivery practices. The 
highest-scoring districts are targeted first with extra rounds of TT 
vaccine, targeting all WCBA. November has been declared 
“School Immunization Month (“BIAS”)” in Indonesia; during that 
month health workers visit all schools nationwide to administer 
one dose of DT or TT. 

Myanmar has identified 88 townships as high-risk areas, 
based on the occurrence of more than 1 NT case per 1000 live 
births and/or low routine TT2+ coverage. Women of child-
bearing age in these townships will be targeted for three extra 
rounds of TT vaccine in 1999/2000. 

Nepal has developed a plan of action for neonatal tetanus 
elimination. 

Measles continues to be a major cause of morbidity and mortality 
in the Region, with 114 000 cases reported in 1997. The true 
incidence is likely to be several million cases. In the absence of a 
regional elimination target for measles, UNICEF, CDC/Atlanta 
and WHO have jointly agreed on a regional strategy for morbidity 
reduction (Bangladesh, DPR Korea, India, Myanmar and Nepal) 
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and outbreak prevention (Bhutan, Indonesia, Maldives, Sri Lanka 
and Thailand). All countries are recommended to strengthen 
routine immunization services, with special focus on the high-risk 
areas for measles (poor, underserved, densely-populated areas, 
such as urban and periurban slums). Countries aiming at 
outbreak prevention should also implement campaigns in high-
risk areas, and, after careful review of the data, possibly catch-up 
or follow-up campaigns. Surveillance is to be strengthened, and 
should be linked to AFP surveillance after it has been shown that 
AFP has reached internationally-accepted standards. 

Bangladesh implemented special immunization activities in 
flood shelters in September 1998, during which some 15 000 
children between 9 and 59 months received OPV and measles 
vaccine. A larger campaign, combined with TT for WCBA, is 
planned for 1999-2001. Bhutan has implemented a campaign 
targeting all children 9 to 59 months (as well as school children 
under 15 years), and may need to secure the achieved level of 
measles control through the implementation of a follow-up 
campaign. Similarly, Maldives has immunized all children aged 
5 to 14 years with a supplemental dose of measles vaccine. In 
India, 20 cities are targeted for intensified measles immunization 
activities in high-risk areas in 1999 with UNICEF support. 
Indonesia plans to carry out a pilot study, looking into the 
feasibility and efficacy of adding a second measles dose to the 
school-based immunization programme. In Myanmar, a special 
campaign was organized in Yangon and Mandalay, targeting all 
children aged 6 or 9 months to 59 months of age. The 
campaign was followed by an evaluation, revealing that more 
than 90 per cent of the targeted children had been reached, but 
also that about 1 in 3 unvaccinated children was missed by the 
campaign. 

Maldives, Sri Lanka and Thailand have established laboratory-
based measles diagnostic capacity and are using this facility to 
confirm outbreaks. 


