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COMMUNICABLE DISEASES

Communicable Disease Surveillance
During the period under review, several outbreaks of diseases
were reported in the countries of the Region (Figure 1.1). WHO
extended support in terms of technical, material and human
resources to enable the countries to respond effectively to these
outbreaks.

The capacity of the health services in the Member Countries
to prepare for and respond to any public health emergency,
be it from natural or man-made causes, is generally
inadequate. Therefore, efforts were made to strengthen the
preparedness of the health sector towards public health
emergencies through a proactive role in the preparation and
dissemination of information on possible public health
emergencies (disease outbreaks/biological/chemical agents) and
related training.

During the outbreak of plague in India and scrub typhus
in Maldives in 2002, timely technical support was provided
to the Governments of India and Maldives in controlling
these outbreaks. Similarly, WHO coordinated a global
response to the reported outbreak of severe acute respiratory
syndrome (SARS) in some countries of the Region, taking a
proactive role in the dissemination of information on SARS
through WHO web sites, which included daily updates and
other relevant information. Services of international experts
were provided to Member Countries for enhancing their state
of preparedness to combat SARS. Personal protection
equipment comprising masks, goggles, coveralls etc. were
provided to various Member Countries. ELISA and IFA tests
are under development and are likely to be available soon.
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The Regional Office is planning to organize a regional
consultation to strengthen national response mechanisms as
well as a training workshop on good infection control practices
to create a core of national trainers in Member Countries. In
addition, provision of essential supplies and reagents is being
continued as per the requirements and requests of the Member
Countries.

Regional training institutes in Thailand, Indonesia and India
continued to be used for capacity building in epidemiology
and training in the management of priority communicable
diseases. WHO supported the training of medical officers and
paramedical staff from Bangladesh, Bhutan, DPR Korea,
Maldives, Myanmar and Nepal at these institutes. The 10-day
Course on Epidemic Preparedness and Response, developed by
WHO, has been adapted by several Member Countries. A
number of national courses were held. At the request of
Member Countries, WHO developed training modules for a
five-day course for the first contact doctor at the primary
health care level. Technical support was also provided for
training courses in DPR Korea in November 2002 and in
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Figure 1.1: Major outbreaks of diseases in the SEA Region
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Sri Lanka in April 2003. Two intercountry training courses
were conducted at the National Institute of Epidemiology
(NIE), Chennai, India, in June 2003.

Training manuals for managing priority communicable
diseases, one for health workers and the other for doctors at
the PHC level, were developed. These manuals use a systems
approach to promote integrated management. Following a peer
review and field-testing in India, Nepal and Myanmar, both
manuals have been printed.

A Regional Strategic Plan for Integrated Disease Surveillance
(IDS) was developed by the Regional Office. An intercountry
consultation, held in Yangon in August 2002, discussed the
strategic plan and agreed on the broad framework, concept
and content of the document for integrated disease surveillance.
The strategy envisions that by 2010 all Member Countries in
the Region will have established a functional, effective and
coordinated integrated disease surveillance system that would
satisfy all disease surveillance partners and ensure continuous,
accurate, timely and complete information for disease
prevention, control, elimination and eradication. Technical
guidelines, standardized protocols, training manuals and
advocacy documents for assisting Member Countries in the
implementation of IDS are being developed.

Technical and financial support was provided to Sri Lanka
to conduct a comprehensive assessment of the surveillance
system in March 2003. It was noted that Sri Lanka had a good
surveillance system. This, coupled with the existence of a
competent and well-staffed epidemiology unit, is a major
strength and a sound base from which to progress to a strong,
effective and integrated surveillance system.

Support to the Government of India continued on
the implementation of the national Integrated Disease
Surveillance Programme (IDSP). Technical support was also
provided for the development of an operational manual and
a training strategy.

Sharing information on outbreaks through the web sites and
the Outbreak Verification List (OVL) has resulted in speedy
retrieval of relevant information for use by the countries for
timely action.
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Communicable Disease Prevention,
Eradication and Control
Leprosy

The Region accounts for 74 per cent of the globally registered
and 80 per cent of the new cases of leprosy detected in 2002.
India alone accounts for 90 per cent of the regional and 66
per cent of the global caseload. Bangladesh, Bhutan, DPR Korea,
Indonesia, Maldives, Sri Lanka and Thailand achieved the
elimination goal (prevalence rate <1 per 10  000 population)
at the national level before the target date of December 2000.
Myanmar achieved the goal in January 2003. India, Nepal
and Timor-Leste are targeted to achieve the goal by 2005
(Table 1.1).

In India, the prevalence rate for leprosy is 3.23 per 10 000
population. The prevalence in four states is above 5 per
10 000 population, between 2 and 5 in six states and <2 per
10 000 in the remaining states. Technical support continued to
be provided for the integration of leprosy control into the
general health services and for all critical activities related
to elimination. WHO recruited state/zonal coordinators in the
most endemic states and provided anti-leprosy drugs to the
entire country and monitored its supply. Capacity building and

Table 1.1: Leprosy situation in the SEA Region, as of April 2003

Country Population 
(000) 

Registered 
leprosy cases 

Prevalence 
rate/ 

10 000 
population 

Newly-
detected 
cases in 
2002 

New case 
detection 

rate/  
100 000 

population 

Cumulative 
cured with 
MDT since 

1982 

Year of 
reaching 

elimination 
target 

Bangladesh 129 248 8 143 0.63 9 844 7.62 140 440 1998 

Bhutan 659 33 0.50 13 1.97 940 1997 

India 1 067 482 334 377 3.23 473 658 44.37 10 383 038 2005 

Indonesia 207 840 16 837 0.81 12 377 5.96 257 690 2000 

Maldives 270 19 0.70 29 10.74 1 163 1996 

Myanmar 52 827 4 965 0.94 7 386 13.98 226 698 2003 

Nepal 24 154 7 291 3.02 13 830 57.26 94 448 2005 

Sri Lanka 19 086 1 639 0.86 2 214 11.60 34 534 1995 

Thailand 61 879 1 905 0.31 1 000 1.62 56 561 1994 

Timor-Leste 849 249 2.93 281 33.10 N.A. 2005 

SEA Region 1 564 294 385 458 2.46 520 632 33.28 11 195 512 2005 

 Source: WHO/SEARO
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management as well as monitoring and supervision of the
implementation of leprosy elimination was supported.  A large-
scale leprosy elimination monitoring (LEM) exercise was carried
out in the 12 most endemic states. WHO provided technical
inputs and supported the simplification of a new leprosy
information system, which is being implemented since
November 2002. In order to give a further boost to the
programme, a joint WHO/NLEP-India meeting was organized
in February 2003 in Yangon in conjunction with the third
meeting of the Global Alliance for Elimination of Leprosy
(GAEL). This meeting, which was also attended by all the
partners, was useful in determining priorities and the steps that
need to be taken for achieving leprosy elimination by 2005.

In Nepal, there were 7 291 registered cases, giving a
prevalence rate of 3.02 per 10 000 population. The prevalence
is high in central, eastern and far-western regions. Support
was provided for intensified leprosy elimination activities
covering several areas.

In Timor-Leste, a total of 249 cases have been registered,
giving a prevalence rate of 2.93 per 10 000 population. The
high prevalence has to be considered in the background of the
pre-independence conflict which resulted in severe dislocation
of the health services. Therefore, most of the leprosy cases
registered in 2002 are likely to be backlog cases. Support was
provided for the preparation of a strategic plan for the
elimination of leprosy and for capacity building as the first
step in strengthening the national leprosy programme.

Myanmar achieved the goal of leprosy elimination at the
national level in January 2003. Ten of the fourteen states/
divisions have achieved elimination. WHO supported leprosy
elimination campaigns (LECs) in 120 townships in 2002.
Support was also provided to strengthen monitoring and
supervision at the township level and in “cleaning” of registers.

To advocate and enhance political commitment towards
leprosy elimination in the Region, an Intercountry Meeting of
National Programme Managers for Leprosy Elimination was
held in Colombo in November 2002. The meeting evaluated
the progress towards the goal of leprosy elimination and made
important recommendations. These included further
strengthening of efforts for integration of leprosy, phasing
out vertical structures in a definite time-frame and undertaking
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measures to prevent operational factors like “over-diagnosis”
and “re-registration” of cases leading to a high level of new
case detection in some countries.

Since 1982, over 11 million persons have been cured with
multidrug therapy (MDT) (Table1.1). During the period 1985-
2002, the prevalence has reduced by 92 per cent. All countries
of the Region are integrating leprosy services into the general
health services. Countries that have achieved elimination at
the national level are concentrating on efforts to achieve sub-
national elimination. India, Nepal and Timor-Leste are
intensifying and accelerating their activities to achieve
elimination by 2005. All countries are committed to
implementing the Final Push Strategies, recommended by
WHO, and have forged partnerships to further reduce the
burden of leprosy. Through improved and easier access to
early detection, treatment and intensive education and
awareness programmes, there is a positive change in the public
perception of leprosy in all countries.

WHO will continue to provide technical support and supply
free MDT drugs to Member Countries. Close, intensive
collaboration is continuing with partners, including The
Nippon Foundation, Sasakawa Memorial Health Foundation,
Novartis, the World Bank, DANIDA as well as NGOs and others
to attain the goal of leprosy elimination in the Region.

Rabies

The Region continues to account for approximately 70 per
cent of the estimated 50 000 annual human deaths due to

The third meeting of the Global Alliance for Leprosy Elimination was held in Yangon.
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rabies globally. The disease is endemic in eight of the 11
countries, with India accounting for about 85 per cent of the
deaths. The disease is invariably fatal but is preventable
through an effective vaccine.

Member Countries are being encouraged to give priority
to rabies control. A Steering Committee for Rabies Control in
Asia has been established to provide advice and guidelines.

One of the priorities is to obtain realistic estimates of the
burden of rabies, especially in Bangladesh, India and Myanmar.
WHO is supporting a study to collect baseline data in India.
The study commenced in March 2003 and involves 22 medical
colleges and 32 veterinary colleges as sentinels. A similar study
is ongoing in Myanmar.

Four countries - Bangladesh, India, Myanmar and Nepal -
continue to produce and use the outmoded nerve tissue vaccine.
A policy decision, however, has been taken in all countries to
phase out these vaccines and shift to the modern tissue-culture
vaccine (TCV). WHO is promoting the use of intra-dermal
administration of TCV which is as potent and more cost-
effective compared to intra-muscular administration.

Japanese encephalitis

Outbreaks of Japanese encephalitis (JE) are reported annually
in India, Nepal, Sri Lanka and Thailand. Sporadic cases have
also occurred in Bali (Indonesia), Myanmar and Timor-Leste.
The affected countries are being supported in developing JE
surveillance and appropriate outbreak response.

The strategies for prevention and control of JE include
health education, capacity building of concerned health staff,
vector control and vaccination. Though effective vaccines are
available, none is pre-certified by WHO. However, in view of
the need, WHO recommends the use of vaccines produced in
Japan and Korea.

Plague

The Region was free of plague during the reporting period.
Three countries - India, Indonesia and Myanmar – have rodent
plague foci. The last outbreak occurred in Himachal Pradesh,
India, in February 2002, which was successfully contained
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rapidly. In order to assist Member Countries in establishing
and strengthening plague surveillance and prepare them for
appropriately tackling outbreaks, an intercountry consultation
was organized in Bangalore, India, in July 2002. During the
consultation, draft regional guidelines for plague surveillance
and control were prepared. These have now been finalized.

Leptospirosis

Leptospirosis is an infectious disease caused by “leptospire”, a
group of bacteria and is mainly transmitted through human
contact with the urine of rats. This is an emerging public health
problem in some countries of the Region. In 2002, outbreaks
occurred in Jakarta and in some states of India. WHO assisted
Indonesia in the development of a fact file on leptospirosis.

Soil-transmitted helminthiasis

Around two billion people, mostly in developing countries,
harbour these infections, while 300 million are severely ill
with worms. Of these, at least 50 per cent are school-age
children. This group of infections, caused mainly by
roundworms, whipworms and hookworms, is a major public
health problem in all countries of the Region.

Member Countries have identified national focal points to
coordinate activities related to the control and prevention of these
diseases. WHO played a catalytic role in mobilizing donor

Plague surveillance activities are being strengthened in the Region.
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assistance for deworming activities. Myanmar scaled up the
implementation of its school deworming programme in two of
the four ecological zones. WHO provided technical assistance for
all aspects of implementation, including  development of proposals
and obtaining funds from the donor agency, German Pharma
Health Fund (GPHF). Similar activities have been launched in
Bhutan. Technical assistance was also provided to other countries
to implement deworming activities which include school feeding
and deworming programmes in Nepal, supported by WFP and
UNICEF, and the UNICEF-funded school deworming programme
in Maldives. Over the last decade, Maldives, Sri Lanka and Thailand
have shown a decline in the prevalence of helminth infections.

A WHO-sponsored study, conducted in Sri Lanka to assess
the impact of mass drug administration for elimination of
lymphatic filariasis on soil-transmitted helminthiasis, showed
an overall reduction in the transmission of infection.

Dengue fever/Dengue haemorrhagic fever (DF/DHF)

Globally, 2.5 billion people live in areas where dengue viruses
can be transmitted. It is estimated that 50 million dengue infections
occur each year with 500 000 cases of DHF and at least 22 000
deaths, mainly among children. Dengue/DHF is endemic in eight
of the 11 countries in the Region. As of August 2002, there
were 85 197 reported cases and 252 deaths. The case-fatality
rate is on the decline.

In response to the resolution of the Fifty-fifth World Health
Assembly on the prevention and control of DF/DHF, WHO
headquarters created an Internet-based global surveillance
system called “DengueNet” to collect and analyse standardized
information in a timely manner and to present epidemiological
trends as soon as new data are entered.

The notable achievements on dengue prevention and control
in the Region were: (1) As a follow-up of the revised regional
strategies, a Workshop on Communication for Behavioural
Impact (COMBI) was organized in collaboration with WHO
headquarters and the Western Pacific Regional Office, in Lao
PDR in January 2003. Indonesia and Thailand participated in
the workshop where COMBI work plans were developed for
implementation in 2003; (2) Guidelines for physicians for
diagnosis and management of DF/DHF are being developed in

School teachers are being
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order to improve case management; (3) The Queen Sirikit
National Institute of Child Health, Bangkok, has been
redesignated as a WHO Collaborating Centre for Clinical
Management of DF/DHF for another four years from 2003;
(4) WHO assisted countries to develop five-year (2003-2007)
national strategic plans for prevention and control of DF/DHF.

Lymphatic filariasis

Eight Member Countries of the Region account for 60 per
cent of the global burden of lymphatic filariasis (LF). These
countries have developed national plans to reach the
elimination goal by 2020 by adopting two main strategies,
i.e., mass drug administration (MDA) of diethylcarbamazine
and albendazole, and disability alleviation.

The second meeting of the Regional Programme Review
Groups (RPRGs) of the Indian Subcontinent and Mekong-Plus
was held in Bali, Indonesia, in July 2002. The meeting  reviewed
the progress on the elimination of lymphatic filariasis, and
recommended the supply of albendazole to Bangladesh, India,
Indonesia, Myanmar, Sri Lanka and Thailand for the second
round of MDA and an additional supply to Nepal for its first
round of MDA which was postponed last year. As part of
technical support, in conjunction with the above RPRGs’ meeting,
WHO organized a bi-regional meeting  which was attended by
programme managers from the South-East Asia and the Western
Pacific Regions, among other significant partners of the Global
Alliance for the Elimination of LF.

With technical and financial support from WHO, national
task forces for the elimination of lymphatic filariasis are
functional in each endemic country.

Mapping of the distribution of LF cases was completed in
Sri Lanka and Thailand and is expected to be completed by
2005 in all endemic countries. The Region placed a high
priority for social mobilization as the cornerstone for
achieving a high coverage of MDA. The COMBI plan to increase
peoples’ compliance for taking medication and involving the
private sector advertising firms was implemented in Sri Lanka
and in Tamil Nadu, India. There was evidence that this approach
helped significantly in increasing the coverage of MDA.
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Nepal also implemented MDA in May 2003 where the
principles of COMBI were applied to obtain a high coverage.

During the year under review, Bangladesh scaled up MDA,
by six-fold, compared to the previous year, and covered a
population of 4.86 million. India covered 24 million people
with a combination of DEC and albendazole. Sri Lanka targeted
the entire population at risk and covered 8.63 million people
achieving a coverage of 86 per cent. Nepal too has planned to
commence MDA in 2003 covering a population of 500 000.
Indonesia conducted one round of MDA with combination
drugs covering 255 000 people. Thailand also targeted the high
risk areas comprising a population of  about 138 000 of which
118 000 people were covered with combination drugs.

Vector control

Vector-borne diseases are a major cause of morbidity and
mortality in the Region. In the absence of vaccines and specific
drugs, vector control assumes greater importance in the
prevention and control of these diseases.

The countries in the Region still rely on indoor residual spray
(IRS) as their main vector control strategy. Most countries have
already phased out DDT while many have introduced synthetic
pyrethroids. However, only India, Myanmar and Thailand are
still using DDT. Member Countries have been urged to revive
and strengthen the insecticide policy for public health use.
Guidelines in this respect are being developed in collaboration
with WHO headquarters and other regions.

WHO is supporting the use of insecticide-treated nets (ITNs)
as a personal protective measure against malaria and vector-
borne diseases. A regional strategic plan to scale up the ITN
programme has been developed and operational guidelines on
the use of ITN are being prepared.

To strengthen national capacity on disease vector control,
the fourth WHO Regional Training Course on Comprehensive
Vector Control (CVC) was held at the Vector Control Research
Centre (VCRC - WHO Collaborating Centre for Integrated
Method for Vector Control) in Pondicherry, India, during
August-September 2002. The CVC training course is now an
annual feature of the Centre with participating countries

Countries in the
Region still rely

on indoor residual
spray as their

main strategy for
vector control



THE WORK OF WHO IN THE
SOUTH-EAST ASIA REGION

12

providing their own funding and WHO providing technical
support. In addition, other Member Countries are being assisted
to extend the CVC training course to their nationals.
Preparations are under way to strengthen national capacity in
Indonesia by organizing a six-week international CVC course
in Salatiga on the lines of the course being held in Pondicherry.

For strengthening the RBM technical support network on
transmission risk reduction, funding support was provided
for three projects in Myanmar and two in India on biological
control of malaria vector and ITNs. In addition, multi-country
collaborative studies to evaluate the operational programme
of ITNs have been developed for implementation in 2003 in
India, Indonesia, Myanmar and Thailand.

Research and Product Development for
Communicable Diseases

TDR is a UNDP/World Bank/WHO special programme for research
and training in tropical diseases. WHO is the executing agency of
the programme which is financed by voluntary contributions from
governments, intergovernmental and nongovernmental agencies,
foundations and other external sources.

The TDR programme continued to support research and
product development focusing on priority diseases of the
Region, such as malaria, lymphatic filariasis, leishmaniasis
and leprosy. Studies on drug resistance in malaria, vaccine
development, vector control, monitoring of drug efficacy and
new drug regimen were also supported. Studies on lymphatic
filariasis emphasized the impact of mass chemotherapy with
DEC or albendazole (India, Myanmar and Sri Lanka), filariasis
endemicity (Myanmar, Sri Lanka) and use of insecticide
impregnated curtains (Sri Lanka).

Through a joint initiative by the Regional Office and TDR,
Member Countries are being provided small grants. Under this,
one fellowship of 12-24 months would be awarded by WHO
headquarters while 10 small grant proposals up to a
maximum of US$ 7 500 each from four countries in the
Region (Bhutan, DPR Korea, Maldives and Timor-Leste) would
be invited and supported.
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Malaria
Countries of the Region have seen a resurgence of malaria, which
continues to be a leading public health concern. Over the past
two decades, countries have switched over to the control concept
by decentralizing malaria control through the primary health
care system. The global malaria control strategy (GMCS) was
evolved in 1992 as a model approach and has achieved good
results; the rising trend of malaria  has been halted and has
now stabilized at 3 million cases annually. Malaria, however,
is still a problem in underserved and hard-to-reach areas largely
associated with poverty. To tackle the problem in the Region,
selected countries are vigorously pursuing the Roll Back Malaria
(RBM) initiative which aims at halving the malaria burden by
2010. The initiative emphasizes community-based action
through country-level partnerships, health sector development,
integration and intersectoral collaboration, as well as a high
level of advocacy for bringing about a change.

Three technical resource network groups, established
through intercountry cooperation, undertook 21 priority
operational projects in the field of drug resistance and policy,
transmission risk reduction, surveillance, information system
and epidemic response. National centres of excellence, WHO
collaborating centres as well as research and academic
institutions collaborated in the operational projects.

In view of the spread of multidrug resistance malaria in
the Region, WHO, in collaboration with Member Countries
and partners, established drug resistance surveillance networks
in the Mekong region (Mekong network of six countries) and
in Bangladesh, Bhutan, India, Myanmar and Nepal (South Asia
network of five countries). Technical support was provided
to Member Countries in collecting data on the therapeutic
efficacy of first and second-line antimalarial drugs.

Networks among countries in the Mekong region on drug
and rapid diagnostic test and quality assurance are being
developed by WHO and RBM-Mekong partners.

Malaria control interventions have been implemented by
using a stratified approach based on the local eco-
epidemiological situation. The operational tools were already
available for rolling back malaria in seven countries. To reduce
case fatality, “Guidelines on Management of Severe Malaria
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for Small Hospitals” have been developed. Similarly, efforts
are under way to establish a monitoring and evaluation system
at the country level, in line with the agreed framework
developed by the Regional Office to monitor the progress of
RBM and evaluate outcomes. To facilitate information
exchange, a user-friendly RBM web site and RBM Newsletter
are in the offing, while an updated database is on the Intranet.

Increasing access to diagnosis and treatment of malaria in
children, including vector control measures, is a priority to
reduce mortality in children under five years. This can be
achieved through collaboration between IMCI (Integrated
Management of Childhood Illness) and RBM. Community
mobilization is important to achieve success since poor and
unreached people suffer the most from the ill-effects of
malaria. Plans were prepared jointly by staff from WHO
headquarters and the Regional Office and RBM-IMCI
collaboration was initiated in the countries of the Region in
2002. An intercountry meeting was organized in November
2002 with the participation of programme managers of IMCI
and RBM from five most-affected countries, and WHO staff
from the countries, the Regional Office and WHO headquarters.
It was agreed that collaboration will be initiated in at least
one district in each country where the experience will be
carefully documented and then scaled up to cover larger areas.

WHO collaborating centres and national centres of excellence
and WHO supported ACTMalaria (Asian Collaborative Training
Network for Malaria) are being increasingly involved in
capacity building on priority areas in the control of malaria
and other vector-borne diseases. In addition, ACTMalaria
focuses on training of national staff on the management of
malaria field operations, drug policy formulation, malaria case
management, health education and community mobilization.
ACTMalaria has also established a web site.

Tuberculosis
The Region carries 37 per cent of the global burden of TB.
Three million new cases and nearly three-quarters of a million
deaths due to the disease occur in the Region every year. The
incidence of disease is highest in the most productive age
groups (15-54 years). Rising trends in HIV infection in some
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countries, together with the emergence of multidrug resistant
strains of tuberculosis, pose additional threats.

Considerable progress has been made in the expansion of
Directly Observed Treatment Shortcourse (DOTS) by Member
Countries (Figure 1.2), especially those carrying a high burden

of the disease, e.g. Bangladesh, India, Indonesia, Myanmar and
Thailand. Bangladesh has covered virtually the entire country;
case detection is being intensified. India has expanded the
programme rapidly, covering 560 million people by April
2003. Currently, it has the second largest DOTS programme
in the world, after China. Indonesia is expanding DOTS and
has demonstrated a strong political commitment during the
process of health sector reform. Myanmar has covered 85 per
cent of the country with DOTS. With support from WHO
and the Global Drug Facility (GDF), it is expected to cover the
entire country by end-2003. Thailand has achieved 86 per cent
coverage. DOTS implementation in the urban areas, TB-HIV
collaborative activities and strengthening of the key
components of DOTS during the ongoing health sector reform
are areas of focus for the TB control programme.

 Among the low burden countries, Bhutan has achieved
complete population coverage; improving the delivery of
ambulatory DOTS in remote areas and ensuring accurate
reporting are under way. DPR Korea is rapidly expanding
DOTS; current population coverage stands at 66 per cent.
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Maldives achieved and has maintained global targets since 1995.
Nepal achieved these targets in July 2002. Sri Lanka has
achieved 95 per cent population coverage with DOTS; fully
ambulatory DOTS has been introduced in 13 districts. With
improved cure rates, global targets are expected to be achieved
during 2003 and 2004.

DOTS coverage now extends to over 60 per cent of the
Region’s population; under the DOTS strategy, over 700 000
patients are being put on treatment every year with a success
rate of around 80 per cent in areas where the strategy has
been applied. The quality of diagnosis has been good; however,
the number of cases detected is still low at fewer than 30 per
cent of estimated cases.

Though the quality of DOTS implementation in all Member
Countries is good, it is necessary to further expand and intensify
activities in order to increase case detection (see Figure 1.3) and
ensure that increasing numbers of those suffering from TB are
successfully treated and cured. Epidemiological issues relating
to this are being analysed. Continuing constraints for national
TB programmes are: a lack of adequate technical and managerial
expertise to sustain and improve the core functions of DOTS;
transitional difficulties in the implementation of DOTS
programmes during the process of health sector reform,
including insufficient commitment to TB control, particularly
at the level of local governments in countries where health care
has been decentralized; and the need to meet emerging challenges
such as HIV-associated TB and MDR-TB.

Partnerships with other key sectors have to be further
developed and operational research to increase the reach and
utilization of DOTS undertaken. The required key interventions
have been identified and considerable resources committed by
bilateral donors and partners as well as the Global Fund. Given
the current impetus and additional resources, it is expected that
the Region will reach the global targets set for TB control by
2005.

The Regional Office has developed guidelines and assisted
countries in developing plans for the implementation of TB
control activities in the next five years. A Regional Strategic
Plan for TB Control has been prepared. Member Countries
were assisted in developing proposals for the first  two rounds
of GFATM; five out of the six countries in the Region who
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applied for support for TB control qualified. Several Member
Countries, namely Bangladesh, DPR Korea, India, Indonesia,
Myanmar and Sri Lanka, have received, or will receive,
assistance through the Global Drug Facility (GDF) to ensure
regular supplies of quality anti-TB drugs.

Joint plans of action for initiating disease control in
adjoining border districts between Bangladesh, Bhutan, India,
and Nepal have been drawn up and will be implemented in
2003. Assistance was provided to develop a network of quality
assured laboratory services for smear microscopy in several
countries and for establishing drug resistance surveillance.

Initiatives to promote effective collaboration with other
sectors providing care for TB patients in order to increase access
to standardized care has led to the documentation and
development of successful models of public-private partnerships
in India, Indonesia, Myanmar and Nepal. Draft regional
guidelines for the introduction of DOTS in the workplace have
been developed. Joint meetings of national TB and HIV
programme managers have been held since 2000 to discuss joint
and collaborative activities. A regional framework for a
comprehensive approach to TB-HIV has been developed and
countries are being assisted in developing collaborative TB-HIV
projects. Operational research in priority areas such as gender
equity in access to health, DOTS services in urban areas and in
hard-to-access areas, for the marginalized and those co-infected
with TB and HIV, are also being supported.
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Figure 1.3: TB case detection in the SEA Region, 1994 - 2001

Source: WHO/SEARO



THE WORK OF WHO IN THE
SOUTH-EAST ASIA REGION

18

Several regional training courses on various aspects of TB
control were also held during 2002-2003. In addition, technical
and training materials were developed and widely disseminated.

The Global Fund to Fight AIDS,
Tuberculosis and Malaria

AIDS, TB and Malaria, which are closely linked with poverty,
have had a devastating global impact. To address these
problems, a Global Fund to fight AIDS, TB and Malaria
(GFATM) was established at the initiative of the UN Secretary-
General, to mobilize and rapidly disburse additional financial
resources through a new public-private partnership. The aim
of the Fund is to make a significant contribution to the
reduction of illness and death, and thereby contribute to
poverty reduction.

For the South–East Asia Region, which bears an extremely
high burden of communicable diseases, the availability of
additional resources could make a considerable difference. The
Fund, therefore, presents a good opportunity for the countries
to substantially enhance effective interventions to combat these
priority health problems.

Over the past year, the Regional Office supported Member
Countries in preparing proposals and in mobilizing resources
from the Global Fund. This resulted in an amount of US$1.4b
being allocated over five years during the first round of
proposals, of which US$ 282m was allocated to countries in
the South-East Asia Region.

In addition, the GFATM Board, in January 2003, approved
the second round of proposals,  including 9 components from
6 countries in the Region (Bangladesh, India, Myanmar, Nepal,
Thailand and Timor-Leste) with an allocation of US$ 275m
over five years.




