
Emerging Disease Surveillance and Response

Emerging infectious diseases are a growing threat to health
security worldwide, particularly in the South-East Asia Region.
Hitherto unrecognized infectious diseases continue to emerge,
challenging the health systems in Member States. The pandemic
of SARS and the outbreak of avian influenza, which were both
unprecedented in their scale and pace of spread, caused
significant economic losses. These emerging diseases highlight
the Region’s inherent vulnerability and pose a significant threat
to health and socioeconomic development.

During the reporting period, there were outbreaks of a
number of infectious diseases in the Region including those of
avian influenza, encephalitis caused by Nipah virus, dengue
fever, meningococcal disease, and leptospirosis. Moreover,
dengue/dengue haemorrhagic fever and a new strain of cholera
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(Vibrio cholera 0139 Bengal) are spreading to new areas. The
outbreak of avian influenza led to 97 cases among human
beings, with 53 deaths – a case fatality rate of 54.6% in three
countries of Asia, namely Vietnam, Thailand and Cambodia
from December 2003 up to the end of May 2005 (Figure 1.1).
The avian influenza H5N1 virus, with its potential to cause a
pandemic, therefore continues to be a major source of concern.

The main challenges in combating emerging diseases include
weak health systems, limited resources and inadequate
preparedness. Therefore, building national capacity to recognize
early and contain such threats through a strong national
surveillance and early warning and response system should
be considered a long-term investment. While there has been
encouraging progress in advocacy and mobilization of
additional resources, efforts must be enhanced to ensure
sustained technical and logistic support to Member States,
particularly to improve epidemic preparedness, and to verify
and mobilize rapid response to disease outbreaks. This applies
also to emergency and crisis situations such as post-tsunami.

WHO, through its “vision paper on emerging infectious
diseases in the SEA Region” emphasizes the need for regional
partnerships and measures for improving capacity for
surveillance and outbreak response through application of

Figure 1.1: Cumulative number of confirmed human cases
of avian influenza A (H5N1) in Asia reported to WHO

(as of 26 May 2005)

Source: FAO/OIE/WHO, Country reports
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proper public health tools. This vision document, developed
in consultation with experts from the Region, provides the
policy and strategy framework for action at regional and
country levels. Within this context, an assessment of national
surveillance systems was carried out in Bangladesh, India,
Indonesia, Maldives, Myanmar and Sri Lanka. In addition,
many countries have established outbreak verification and
response systems to monitor reports and rumours of
outbreaks, and to mobilize technical and logistics support.

Epidemic preparedness plans are being developed in order
to strengthen surveillance and laboratory capacity, risk
communication, strategic stockpiling of essential drugs,
vaccines and diagnostics and research capacity. Thailand has
already developed an influenza pandemic preparedness plan
while Indonesia is finalizing the draft. Other countries are in
the process of developing epidemic preparedness plans. A
Strategic Health Operations Centre is being established in the
Regional Office, with a help desk and other communication
facilities to improve information exchange during outbreaks
and other crises. Technical guidelines on outbreak investigation
and case management have been developed. The Regional Office
prepares and distributes a “Daily Outbreak Update” and a
quartely “Communicable Disease Newsletter”. An Asia-Pacific
strategy on emerging diseases has been developed in
collaboration with the Regional Office for the Western Pacific
and in consultation with experts from the Region. A
communicable disease surveillance and response sub-office is
being established in the WHO Representative’s office in
Thailand.

The field epidemiology training programme (FETP) is being
strengthened. Over the past years, officials from Member States
attended FETP courses at the WHO Collaborating Centre for
Epidemiology Training, National Institute of Communicable
Diseases (NICD), Delhi, India and at the Bureau of
Epidemiology, Ministry of Public Health, Thailand.
Additionally, selected paramedical personnel from Bhutan,
Maldives, Myanmar and Sri Lanka attended a four-week
training course on prevention and control of communicable
diseases at NICD, Delhi.

Communicable diseases surveillance and response will be
further strengthened through implementation of the revised
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International Health Regulations (IHR). The Regional Office
facilitated consultations among countries leading to the
adoption by the World Health Assembly of the new
International Health Regulations. These regulations will help
manage public health emergencies of international concern,
such as outbreaks of avian influenza, severe acute respiratory
syndrome (SARS), polio and Marburg haemorrhagic fever.
They replace the current regulations, which were adopted in
1969. The purpose of the new regulations is to ensure
maximum protection of people against international spread
of diseases while causing minimum interference to world
travel and trade.

On 26 December 2004, when the tsunami struck suddenly
causing severe devastation in six countries of the Region, the
response by WHO was swift. With the massive international
outpouring of concern and offers of support including from
the Global Outbreak Alert and Response Network (GOARN) and
from other partners, the Regional Office coordinated and
facilitated Organization-wide technical support to all affected
countries. This included the establishment of an emergency
surveillance and early warning system (see an example in the
box), verification of and response to outbreaks, mobilization
and rapid deployment of more than 200 experts and WHO staff
from within and outside the Region, provision of nearly 90
technical guidelines and best practices, and ensuring stockpiling
of life-saving drugs and vaccines, as well as of diagnostics. The
fact that no major communicable disease epidemics occurred
in the Region following the tsunami is proof of the
commendable work done by public health professionals in
Member States, in close collaboration with WHO and other
partners.

A success storA success storA success storA success storA success stor y fry fry fry fry from Aom Aom Aom Aom Acehcehcehcehceh

An early warning system for targeted epidemic-prone diseases was established jointly by WHO’s Epidemic
Alert and Response team and the Provincial Ministry of Health in Aceh, Indonesia by the first week of January
2005. WHO established excellent collaboration and coordination with all operational agencies providing health
care to the affected populations. This resulted in weekly reporting on syndromes and immediate alerting of
suspected cases for a rapid response to epidemic-prone diseases, including field case investigations and
institution of appropriate interventions. The fact that so far no epidemics have occurred in the tsunami-affected
province of Aceh where there are approximately 400 000 internally-displaced persons living in temporary
housing, is a testament to this remarkable accomplishment.
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Communicable Disease Prevention and Control

HIV/AIDS

According to WHO estimates, there are 6.2 million people
living with HIV/AIDS in the South-East Asia Region, the second
most affected in the world after sub-Saharan Africa (Figure
1.2). The adult HIV prevalence rate in the Region varies from
1-2% in Myanmar and Thailand; to 0.1-1% in India, Indonesia
and Nepal, and to below 0.1% in other countries of the Region,
namely, Bangladesh, Bhutan, DPR Korea, Maldives, Sri Lanka
and Timor-Leste. Commercial sex and injecting drug use are
the two main factors driving the HIV/AIDS epidemic in the
Region. “Bridging” populations such as migrant workers, truck
drivers, rickshaw pullers, sailors, fishermen, and manual
labourers in border areas who are more likely to become clients
of commercial sex workers are spreading the infection to low-
risk populations (such as spouses and children).

Although effective interventions to prevent HIV
transmission and to provide effective care and treatment are
currently being implemented, the HIV epidemic is yet to be
reversed in the Region, with the exception of Thailand. This is
because countries are faced with numerous challenges, such
as inadequate health systems, lack of trained human resources,

Figure 1.2: Estimated number of people living with HIV/AIDS,
WHO regions, 2004

South-East Asia Region
has the second highest
burden of HIV/AIDS

Source: WHO/SEARO, HIV/AIDS Unit - 2004
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limited strategic information, and high costs of drugs and
reagents that prevent access to prevention and care for people
with HIV/AIDS.

In accordance with the Global Health Sector Strategy, the
Regional Office is taking the lead in the health sector’s response
to HIV and working towards the Millennium Development
Goals of halting and reversing the spread of HIV/AIDS by
2015. The national AIDS programmes, with support from
WHO and other partners, are accelerating HIV prevention, care
and treatment interventions.     The Regional Office continued to
expand its role of providing technical and programmatic
support, advocating scale-up of prevention, care and treatment
services, collecting adequate strategic information to monitor
programme progress and surveillance, supporting capacity
building, and providing normative guidance to Member States.
Other activities included resource mobilization and recruitment
of additional staff and consultants for intensified country
support. The situation of HIV/AIDS and programmatic
experiences in the Region were articulated in a book entitled
“AIDS in Asia”.

With WHO support, surveillance activities are being
strengthened. In particular, the second generation surveillance
system has been established in most countries of the Region.
As part of the efforts to build capacity for data collection,
analysis and use at the country level, guidelines on HIV, STIs,
as well as behavioural surveillance have been prepared and
widely disseminated for use by the national programmes. The
Regional Office has played a pioneering role in preparing
monitoring and evaluation tools in support of the “3 by 5”
initiative.

Efforts of Member States towards management of STIs,
particularly in the private sector, have been reinforced. Efforts
to scale up interventions for preventing mother-to-child
transmission are under way in India, Indonesia, Myanmar and
Nepal. A bi-regional strategy for harm reduction was developed
in 2004, in collaboration with the Regional Office for the
Western Pacific. However, interventions addressed towards
injecting drug use such as substitution treatment for harm
reduction are still in the pilot project stage in most countries.

There is considerable interest and commitment to the
“3 by 5” initiative in the Region, reflected in the rapid scale-
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up of anti-retroviral treatment (ART). The number of people
in the Region on ART increased from 37 500 in January 2004
to 90 000 by April 2005 (Figure 1.3). Although it is still too
low compared to the target of 400 000 in the Region, the
experience provides a firm basis for scaling up ART access at
a faster rate. There is also an increase in the number of sites
offering voluntary counselling and testing (VCT) services
which are entry points to care and treatment. Resources have
been mobilized from the Global Fund to fight AIDS,
Tuberculosis and Malaria (GFATM) for Bangladesh, India,
Indonesia, Maldives, Myanmar and Nepal.

The TB/HIV collaborative projects ongoing in many
countries are following the regional TB/HIV strategic plan
developed in consultation with experts from the Region. WHO,
the Centers for Disease Control (CDC) Atlanta, and the Research
Institute of Tuberculosis, Japan, jointly developed training
materials on TB/HIV to build capacity for implementation of
the regional strategic plan.

Tuberculosis

Significant progress has been made in the implementation of
Directly Observed Treatment, Short course (DOTS), the
recommended strategy for TB control. The goal is to sustain
and then surpass the case detection and treatment success

Figure 1.3: Number of people on ART in the
South-East Asia Region

Source: WHO/SEARO, HIV/AIDS Unit - 2005

TargetOn ART
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targets set for end-2005, in order to reduce by half, TB
prevalence and mortality, as per the MDGs,     in all countries in
the Region by 2015.

Due to rapid expansion in the coverage with DOTS in all
Member States, almost 90% of the Region’s population lived
in areas with access to DOTS services by the end of 2004
(Figure 1.4).

The first of the two global targets, that of achieving 85%
treatment success among all new smear-positive TB cases
registered under DOTS, has already been achieved in the Region,
while progress is rapid in achieving the second target – 70%
case detection. While DPR Korea, India and Maldives have
already surpassed the 2005 global targets, Myanmar and Nepal
are within reach of the target. Other countries are making steady
progress. The overall case-detection rate in the Region has shown
a steep increase from 15% in 1999 to nearly 55% in 2004, getting
progressively closer to the target of 70% set for end-2005
(Figure 1.5). This is largely attributable to a significant increase
in case-detection rates in India, which alone accounted for 39%
of the global increase in cases detected under DOTS in 2003.

A wide range of issues, however, need to be addressed in
order to continue to expand the reach of DOTS, sustain
achievements made and to improve the current quality of
services. The most important is the need to develop adequate
technical and managerial expertise, at all levels of national
programmes, particularly in countries where health care has

Figure 1.4: DOTS implementation in the
South-East Asia Region, 1997-2004

Source: WHO/SEARO, TB Unit - 2005
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been decentralized. Necessary infrastructure and logistics
support are required to ensure uninterrupted supplies of high
quality drugs and laboratory consumables to provide quality-
assured diagnostic and treatment services for TB. Ensuring
that all cases of TB diagnosed and registered for treatment are
then effectively reported on by national TB control
programmes     (NTPs) continues to be a major challenge. Greater
collaboration with other health care providers including the
private health sector, medical schools, NGOs and business and
industry, is needed to ensure that all TB patients receive care
under DOTS, and are also reported to the national programme.
Effective advocacy, communication and social mobilization
approaches are equally essential to overcome the continuing
low community awareness of TB and the traditional stigma
attached to the disease. The parallel epidemic of HIV/AIDS and
the emergence of multidrug resistant TB (MDR-TB) necessitate
the adoption and urgent implementation of comprehensive and
feasible approaches to address HIV-related TB and drug
resistance.

While most countries are benefiting from the increased
resources made available through international initiatives such
as GFATM, the Global Drug Facility (GDF) and through
bilateral agreements at country level, concerns remain
regarding disbursement and long-term financing of TB control
activities. . . . . The four previous rounds of country proposals to

Figure 1.5: Trend in case detection in the
South-East Asia Region, 1995-2004

* Data from National TB Programmes in the SEA Region (as of May 2005)
Note: The circles indicate the number of new smear-positive cases notified under DOTS, expressed as a percentage
of the estimated cases for each year. The dotted line is an extrapolation, based on the current annual increment.
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GFATM have generated financial commitments totalling
US$ 228 million over five years to nine Member States in
the Region for TB control. The Global Drug Facility, through
grants or direct procurement mechanisms, is assisting in
ensuring quality TB drugs in Bangladesh, DPR Korea, India,
Indonesia, Maldives, Myanmar, Nepal, Sri Lanka and Timor-
Leste. Regional and national-level coordination and
collaboration are essential for optimal planning,
implementation and evaluation of the utilization of current
resources and to ensure sustained and adequate financing in
the longer term.

The Regional Office and country offices continued to provide
strategic direction and enhanced technical support to NTPs in
Member States during the period under review. The focus of
work was guided by four key strategies aimed at improving
TB control interventions in the countries. These were:
(a) sustaining and improving the quality of DOTS
implementation; (b) scaling up and strengthening effective
intersectoral partnerships for DOTS; (c) improving community
awareness and utilization of DOTS; and (d) addressing HIV-
related TB and anti-TB drug resistance, under programme
conditions. WHO continued to work closely with Member
States to raise the profile of TB on policy and development
agendas through advocacy at the highest policy levels.
Assistance was extended to countries in mobilizing increased

There has been remarkable progress in the implementation of the DOTS strategy

in the Region.
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funding through multilateral and bilateral donors and
development partners.

During the period under review, WHO deployed long-term
technical staff in Bangladesh, India, Indonesia, Myanmar and
Nepal. Technical missions were fielded to countries to provide
assistance in specific areas based on country needs, with special
emphasis on quality assurance mechanisms, surveillance, drug
procurement and logistic systems. Bangladesh, India, Indonesia,
Myanmar and Sri Lanka were assisted in the preparation of
proposals for submission to GFATM during the fifth round of
applications. Comprehensive reviews of progress made with
DOTS implementation were undertaken in Bangladesh, Indonesia,
Maldives, Myanmar, Sri Lanka and Timor-Leste during the
previous two years.

WHO also provided assistance in developing initial
proposals as well as in the implementation and monitoring
of activities supported through GFATM and other agencies
such as CIDA, DfID, KNCV Tuberculosis Foundation, USAID,
and the World Bank. India, Indonesia and Myanmar received
additional support under the multi-donor-funded Intensified
Support and Action for Countries. In collaboration with the
Regional Office for the Western Pacific, a bi-regional report
on the TB situation was prepared.

Intercountry training on TB control, leadership and
strategic management, surveillance, monitoring and
evaluation, and on the management of TB/HIV, have
contributed to capacity building. Similar training was
supported in several Member States. The annual meetings of
the Region’s NTP managers and the technical working group
on TB continued to provide a very useful forum for exchange
of information and experience. They also facilitated joint
decisions on future steps for improved implementation of TB
control activities in the Region.

Support for research aimed at increasing the utilization and
acceptance of DOTS, to reach poor and vulnerable populations,
to ensure gender equity, and to develop an evidence base for
new policies, particularly in the context of health sector reform
in several Member States, is equally essential. The three WHO
collaborating centres for TB control in the Region have been
actively involved in research and in several national and
intercountry activities such as training, technical workshops

Intercountry training
on TB control,
leadership and

strategic management
have contributed to

capacity building
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and consultations and in providing technical assistance through
missions to countries in the Region.

Malaria

Malaria remains a serious public health problem, with nearly
290 million people estimated to be at high risk. Although
reported morbidity and mortality showed a declining trend
(Figure 1.6), the proportion of Plasmodium falciparum cases
has increased significantly over the past many years. They
now constitute nearly 50% of all reported malaria cases
(Figure 1.7). Of the reported cases, India accounts for 77% of
the regional total, while 54% of all deaths are reported from
Myanmar. Maldives remains malaria-free, but the disease is
on the increase in Myanmar and Nepal. A decline in reported
malaria cases has been observed in Bhutan, DPR Korea,
Indonesia, India, Sri Lanka, and Thailand. The malaria situation
in Timor-Leste, however, remains unchanged since 2002.

Under-reporting of malaria cases and deaths is one of the
major challenges in the Region, mainly due to shortage of
laboratory facilities to confirm cases and weak surveillance
systems. Against the 2.4 million cases reported in 2003, nearly
20 million cases were estimated to have occured during the
same period. The number of deaths estimated was 80 000
compared to 4 500 reported in 2003. There is an urgent need

Figure1.6: Reported malaria cases and deaths in the
South-East Asia Region, 1993-2003

Source: WHO/SEARO, Malaria Unit - 2004
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to improve disease surveillance and conduct special surveys
to better estimate the actual disease burden.

In 2004, a review of drug resistance was carried out to
provide evidence-based information for policy revision. An
increase in drug resistance was observed in Bangladesh, Bhutan,
India (particularly the north-eastern states), Indonesia,
Myanmar and Thailand. As a result, Bangladesh, Bhutan,
Myanmar and Thailand revised their national treatment policies
and adopted artemisinin-based combination therapy (ACT) to
treat drug-resistant P falciparum. Thailand introduced ACT
nation-wide, while India initiated it in some areas.

The coverage of indoor residual spraying (IRS), with
insecticides remains low (42%). Insecticide-treated nets (ITNs)
have been introduced in almost all countries to supplement
IRS efforts, but the coverage of ITN remains extremely low.
Preparation of a revised strategic plan to control malaria is
under way, representing a shift from the traditional approach
to that which emphasizes ecological, social, behavioural and
environmental aspects; with priority given to intersectoral
cooperation, social mobilization in scaling up effective
interventions such as ITN, indoor residual spraying, and early
diagnosis and prompt treatment with artemisinin-based
combination therapy.

In most countries, the resource gap is being bridged with
proposals supported by the Global Fund. Eight countries,

Figure 1.7: Proportion of reported malaria cases due to P. falciparum
and P. vivax in the South-East Asia Region, 1977-2003

Source: WHO/SEARO, Malaria Unit - 2005
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namely Bhutan, India, Indonesia, Myanmar, Nepal, Sri Lanka,
Thailand and Timor-Leste, have had their proposals approved
by the Fund in the first four rounds. Technical support was
provided to develop proposals as well as for implementation
of Global Fund-sponsored projects, particularly in Bangladesh,
Bhutan, Myanmar and Timor-Leste. In April-May 2005,
Bangladesh, India, Indonesia, Sri Lanka and Thailand, in
collaboration with SEAMEO-TROPMED and with technical
assistance from WHO, developed a multi-country proposal
on networking and monitoring of drug resistance, drug quality
and insecticide resistance for some selected countries for onward
submission to the Global Fund.

Bi-regional collaboration between the countries of the
South-East Asia and the Western Pacific regions helped in
coordinating activities in malaria control, especially in the area
of monitoring drug resistance, drug quality and programme
implementation. With involvement of experts from Member
States, the Regional Offices for the Western Pacific and South-
East Asia developed a regional strategy for improving and
upgrading the quality of malaria microscopy. Significant
progress was made in fighting outbreaks of vivax malaria at
international borders between the Republic of Korea and the
Democratic People’s Republic of Korea. Bi-regional
collaboration in the control of vivax malaria was further
strengthened by improved information sharing among
countries and through efforts in establishing the Asia vivax
network. In 2004, a Regional Technical Advisory Group on
malaria was established to advise on policies and strategies
that are crucial for scaling up malaria control in the Region.

Dengue fever/dengue haemorrhagic fever (DF/DHF)

Approximately 1.3 billion (86% of the population) people in
the Region are considered to be at risk for dengue. The disease
is reported every year from Bangladesh, India, Indonesia,
Maldives, Myanmar, Sri Lanka and Thailand. During 2004,
151 676 cases with 1 232 deaths were reported. In addition,
dengue outbreaks occurred in Bangladesh, Indonesia and Sri
Lanka. An outbreak also occured in Bhutan for the first time
in 2004, followed by one in Timor-Leste in 2005.

WHO is promoting disease and vector surveillance, early
recognition and effective case management, vector control with
community participation, sustainable behavioural changes and

Approximately 1.3
billion people in the
Region are
considered to be at
risk for dengue
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partnership, and strengthening of regional and national
capabilities as strategies for dengue control. Technical
assistance was provided to Bhutan and Timor-Leste for
outbreak investigations and management through vector
control measures and clinical management of cases.

In 2004, a Regional Technical Advisory Group on Dengue,
consisting of experts to advise on policy and strategy, was
established. WHO headquarters, together with the Regional
Office, expanded the internet-based global surveillance system
for dengue and DHF called “DengueNet”, to countries in the
SEA Region, as part of the central data management system
to collect and analyse standardized information. Bilateral
cooperation between the South-East Asia and the Western
Pacific regions is planned through the Asia Pacific Dengue
Forum supported by the Ministry of Health, Labour and
Welfare, Japan. The Dengue Bulletin, Volume 28 (2004) was
published jointly with the Regional Office for the Western
Pacific and distributed widely.

Soil-transmitted helminthiasis (STH)

About 500 million people are chronically infected with soil-
transmitted helminthiasis     (STH) in the Region. All countries
are endemic, with school-age children and women of child-
bearing age at maximum risk.

De-worming, once or twice a year, is a highly cost-effective
intervention being promoted by WHO through appropriate
advocacy and technical support. Five countries – Bhutan,
Maldives, Myanmar, Sri Lanka and Thailand – are targeting
the entire school-age children population for regular school-
based de-worming. The focus in future will be on DPR Korea,
India and Indonesia.

The goal is to reduce morbidity and mortality caused by
STH by 50% and to achieve a target of regular treatment to
cover at least 75% of all school-age children at risk by 2010.
The objectives are to reduce the prevalence and the intensity
of the infections of STH among the high-risk groups in
the population, and reduce anaemia and other clinical
complications caused by STH.

Partnerships have been forged with several agencies in the
de-worming programme. These include: CARE and the World
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Food Programme in Nepal; the German Pharma Health Fund
in Bhutan and Myanmar; JICA in Myanmar and Thailand;
UNICEF in Nepal, Maldives and Bangladesh and the Sasakawa
Memorial Health Foundation in Timor-Leste. WHO is also
collaborating with the Asian Centre for International Parasite
Control (ACIPAC), Bangkok, for training personnel for
capacity building in the countries.

Diseases Targeted for Eradication/Elimination

Polio

Due to the magnitude of the challenges and the resources
needed, partnerships in polio eradication have created an
unprecedented level of cooperation. The Regional Office is
striving to build on, and broaden, these partnerships to ensure
support for all programme areas.

During 2004-2005, polio eradication activities in the Region
were focused on India. Following concerted efforts, case
numbers remain the lowest ever (see Box). Polio cases in India
continue to be geographically restricted, with more than 90%
occurring in a small cluster of districts in western Uttar
Pradesh (UP) and central Bihar. The reduction in case numbers
has occurred against a background of significantly improved
surveillance sensitivity in 2004-2005 through major

WHO is assisting Member States to enhance implementation of high quality
supplementary immunization programmes.
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improvements in acute flaccid paralysis (AFP) case-detection
rates and specimen collection rates, particularly in UP and
Bihar. There has been no significant high season spread from
known reservoir areas, indicating that general levels of
immunity among children in non-reservoir areas are high.
This is consistent with data on supplementary immunization
activity (SIA) quality and immunization status of AFP cases,
which showed steady improvement in most areas in 2004-
2005. Quality gaps remain, however, in critical high-priority
districts in Uttar Pradesh, Bihar and Maharashtra.

WHO provided extensive support to India and other
countries to enhance their capacity to implement high quality
supplementary immunization, to boost routine immunization
and to strengthen surveillance.

In 2004, AFP surveillance in India, especially in the polio-
infected areas, was overall of a high standard. Though reported
AFP cases increased sharply in India, surveillance was below
certification levels in Maldives and Timor-Leste. While the risk
of polio virus circulating in these countries is minimal, both
countries have taken steps to strengthen surveillance.

During the reporting period, the Regional Office conducted
AFP surveillance reviews in Bangladesh and Thailand. The
reviews concluded that surveillance systems were sufficiently
sensitive to detect any polio cases.

Other countries, i.e. Bangladesh, Indonesia, Myanmar and
Nepal, with a WHO-supported surveillance network, have

Polio eradication status and strategiesPolio eradication status and strategiesPolio eradication status and strategiesPolio eradication status and strategiesPolio eradication status and strategies

In 2004, only 134 wild polio cases were found in India, the lowest total ever recorded. As of 31 May 2005 only
15 cases were found. However, another 65 polio cases were discovered in Indonesia as well by end-June 2005.
The source of this outbreak was traced to an imported virus from the North of Africa. Ending wild polio
transmission by closing the immunity gap in India, while continuing to maintain polio-free status in the rest of
the Region remains one of the main challenges. With the final push to end polio transmission, Member States
will require increased assistance in preparing for the rigours of the containment and certification process.
Advocacy support to ensure that the political commitment required for polio eradication in India, and, for
maintaining certification standard surveillance in polio-free countries remains strong, will also be needed.

Once the polio eradication programme moves from the eradication phase to certification, the countries
have to ensure that AFP surveillance system strategies and capacities to enhance immunization activities are
adapted to support national routine immunization programmes. This, in turn, would lead to improved detection
of and response to other vaccine-preventable diseases.
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conducted integrated vaccine-preventable disease surveillance.
At the request of the government, the WHO network in Nepal
also expanded its responsibility to include communicable
disease surveillance and outbreak investigation of Japanese
encephalitis (JE).

The polio laboratory network performed at an optimal level
across the Region.

Leprosy

The Region is steadily moving towards achieving the goal of
elimination of leprosy as a public health problem, i.e.
a prevalence of less than 1 case per 10 000 population by
December 2005. To bolster regional efforts towards leprosy
elimination, the Director-General, in a significant move,
decided to relocate the Global Leprosy Programme to the SEA
Region. Since March 2005, the Programme is housed in and
managed by the Regional Office.

Currently, all countries except India, Nepal and Timor-Leste
have achieved national-level elimination (Figure 1.8). It is
expected that all countries except, possibly, Timor-Leste, will
eliminate leprosy as a public health problem by the end of 2005.

A significant decline in both overall prevalence and new
case detections was seen in India, the country with the
highest leprosy burden. This was mainly due to efforts at

Figure 1.8: Leprosy prevalence in the South-East Asia
Region (as of March 2005)

Source: WHO/SEARO, Leprosy Unit (country reports) - 2005
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minimization of various ‘operational factors’ such as wrong
diagnosis, re-registration of cases, better treatment compliance
and regular updating of registers.

The eight countries in the Region which had achieved
national-level elimination sustained their elimination levels and
further reduced the burden of leprosy. A 10-member Regional
Technical Advisory Group was established to provide policy
and technical advice on all aspects of leprosy elimination in
the Region.

WHO continued to provide free supply of MDT drugs and
assisted countries in drug management and monitoring. The
Novartis Foundation for Sustainable Development has assured
free supply of MDT drugs through WHO until 2010.

The sustained financial and advocacy support of the Nippon
Foundation and the Sasakawa Memorial Health Foundation
of Japan continued to provide vital support for leprosy
elimination in the Region. The visits of Mr Yohei Sasakawa,
President of the Sasakawa Memorial Foundation and the WHO
Goodwill Ambassador for leprosy elimination, to India and
Nepal during 2004 were very valuable for advocacy at the
highest political levels. WHO will continue to provide technical
support to achieve national and sub-national elimination, to
further reduce the burden of leprosy, continue the free supply
of MDT drugs and assist Member States in mobilizing the
required resources and in strengthening international and local
partnerships.

Early detection and treatment play a vital role in the elimination of leprosy.
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Visceral leishmaniasis (Kala-azar)

There are around 147 million people living in areas threatened
with kala-azar in countries of the Region, especially in
Bangladesh, India and Nepal (Figure 1.9). The border districts
in Bhutan are also at risk. The disease occurs among the
poorest of the poor and in marginalized communities. Nearly
2.4 million disability-adjusted life years (DALYs) are lost each
year due to kala-azar globally of which the Region accounts
for 400 000 DALYs.

WHO established a Regional Technical Advisory Group
(RTAG) to accelerate efforts towards the elimination of kala-
azar. The group comprises independent experts selected on the
basis of their expertise in kala-azar and related fields, including
epidemiology, entomology, communications and social
mobilization. At their first meeting in December 2004, the
regional strategic framework on elimination of kala-azar by
2015 was endorsed by RTAG.

The regional strategy includes early diagnosis with dipstick
rk39 and complete treatment with effective oral medicine;
disease and vector surveillance, with an efficient, inbuilt
management information system linking all reporting
facilities; integrated vector management with the focus on
indoor residual spraying (IRS), insecticide treated nets (ITN)
and environmental management; social mobilization and

Figure 1.9: Kala-azar distribution in the
South-East Asia Region, 2004

Source: WHO/SEARO, VBC Unit - 2004
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behavioural change interventions, and clinical and operational
research to support the elimination programme.

During the Health Ministers’ meeting in September 2004,
the Ministers of Health of Bangladesh, India and Nepal agreed
to intensify their efforts to expand intercountry cooperation
and collaboration to eliminate kala-azar. Their commitment to
kala-azar elimination is exemplified by a Memorandum of
Understanding signed by the three countries at a ceremony
during the Fifty-eighth World Health Assembly in May 2005.

Lymphatic filariasis

Nine endemic countries in the Region account for 64% of the
global burden of lymphatic filariasis (LF). The strategies
adopted to eliminate LF by 2020 include (1) Mass Drug
Administration (MDA) with annual single-dose, co-
administration of diethylcarbamazine (DEC) and albendazole
to the entire population at risk over a five to six-year period
and (2) the alleviation of disability associated with LF.

One of the pre-requisites prior to MDA implementation is
mapping to determine LF endemicity in the country. Over the
past year, Bangladesh completed mapping of LF case
distribution for the entire country. Other countries that have
completed mapping include Maldives, Sri Lanka, Thailand and
Timor-Leste. Mapping is expected to be completed in other
countries by the end of 2005.

Elimination of kala-azar from the Region received a boost by the signing of a Memorandum of Understanding by the

three endemic countries at the World Health Assembly in May 2005.
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During 2004, 51.3 million people in nine endemic countries
were covered under MDA-2 drug administration, compared
to 103 million globally. This effectively gave possible
protection against LF to about 64 million people living in those
endemic areas for a significant part of the year. In addition,
India covered 360 million endemic population under the “DEC
alone” strategy. However, large geographic areas and a large
number of people living in those endemic areas are yet to be
reached. Raising resources, especially funds, for scaling up
elimination activities, is the biggest challenge in the Region.

While continuing support to the endemic countries in their
efforts to eliminate LF, WHO will also endeavour to mobilize
donor support including the free supply of albendazole.
Technical assistance was provided to a national-level donor
mobilization meeting in Bangladesh and to community-based
pilot projects on disability prevention in Indonesia, Sri Lanka
and Timor-Leste.

The SEA Regional Programme Review Group (RPRG) for
Elimination of LF was established in 2004. Its first meeting
was held in New Delhi in May 2005, followed by the LF
Programme Managers’ Meeting. The meetings reviewed the
progress of elimination, planned future activities and discussed
the way forward.

Yaws

Yaws is a non-venereal treponematosis caused by Trepenoma
pertenue and is restricted to a few endemic pockets in three
countries – India, Indonesia and Timor-Leste. Indonesia, with
about 4 000 annual cases, carries the highest burden of
disease. The disease is poverty-related as it occurs
predominantly in children and young adults from the
marginalized groups. The people at risk are poor tribal
populations living in remote areas, where there is a general
lack of clean water, sanitation and personal hygiene. The
disease though generally not fatal, causes deformities and
contributes to economic loss among already poor populations.

The eradication of yaws is a regional priority and an
achievable goal, with the availability of a safe and cost-effective
intervention – a single injection of long-acting Benzathine
Penicillin. To support the eradication programme, a Regional
Strategic Plan and an advocacy document highlighting the
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disease burden, the needs and challenges are being
finalized. WHO will, in addition, assist the
countries in timely procurement of Benzathine
Penicillin; in strengthening active search and
treatment of injection cases and family contacts;
capacity building; monitoring/evaluation;
mobilization of required resources; building
partnerships and promoting eradication of yaws
as an achievable goal.

Immunization and Vaccine Development
Within the current routine immunization
programmes, the greatest challenge for Member
States is to ensure equitable improvements in
immunization coverage and reductions in
immunization drop-out rates. Another specific
challenge for routine immunization in the Region
is achieving the 80/80 goal1 set by the Global
Alliance for Vaccines and Immunization (GAVI).

As increasingly more vaccines are produced in the Region,
technical capacity for quality assurance will need to be
strengthened. Additionally, though Member States have adopted
the use of auto-disable syringes, tremendous challenges remain
for sharps-waste disposal and injection safety training.
Moreover, the Region will be at the forefront for both developing
and testing new vaccines over the next 5-10 years. The regional
vaccine strategy, developed in 2003, is helping to set the agenda
for the Region and to assist countries in making vital decisions
regarding introduction of new vaccines.

The regional vaccine strategy, as contained in the Strategic
Plan for 2002-2005 for IVD, is based on approaches that seek
to ensure the provision of safe, quality protection against
vaccine-preventable diseases for people of the Region. The
primary approach is two-fold: to increase the national
capacity of Member States and to prioritize interventions where
WHO has a comparative advantage.

WHO continues to support the provision of high quality
AFP surveillance in the Region. Surveillance is the key to

The eradication of yaws is an achievable goal in

the Region.

1 Ensure that all districts (or equivalent administrative unit) in 80% of developing countries
achieve 80% DTP3 coverage, by 2005
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interrupting polio transmission as well as in providing data
to guide immunization programme planning. WHO also
provides technical assistance for a wide range of activities,
including EPI programme management and development,
supplemental immunization planning, vaccine quality
assurance, injection safety, and surveillance.

Member States were supported to build the technical and
management capacity of national immunization programmes
by providing international training opportunities as well as
in developing local training institutions, organizing national
workshops and curriculum development. WHO provided
technical assistance as well as direct support to a variety of
activities to monitor and evaluate immunization programmes,
including development of programme monitoring tools such
as the Data Quality Assessment (DQA) and Data Quality
Survey (DQS).

Measles
Member States are giving high priority to strengthen measles
surveillance by building on the surveillance infrastructure
established for polio eradication. Efforts in this regard included,
among others, the establishment of a regional measles
laboratory network (14 national laboratories and one regional
reference laboratory). In addition to improving measles
surveillance, the laboratory network also detected rubella
outbreaks previously unidentified in Bangladesh, Bhutan,
Indonesia and Nepal.

All countries of the Region include a dose of measles-
containing vaccine (MCV) in their routine vaccine schedules.
During the period under review, several countries updated their
national plans for routine immunization and attempted to
improve the routine coverage. In addition, Myanmar and Nepal
conducted measles supplementary immunization activity (SIA)
in order to increase population immunity and reduce the
incidence of measles. Nepal carried out a measles catch-up
campaign and succeeded in vaccinating 9.5 million children
against the disease. Sri Lanka also conducted a similar campaign.
Additionally, the post-tsunami measles efforts in Aceh and North
Sumatra in Indonesia reached 5.2 million children. The WHO-
initiated South-East Asia Measles Partnership, formed in 2004,
provided resource mobilization and technical support to all
countries in their efforts to control measles.
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Strengthening of immunization systems

Efforts were made to improve routine immunization by
encouraging the drafting and use of revised immunization
policies; multi-year plans and operational guidelines; assisting
in planning for financial sustainability, strengthening services-
prioritized target districts, as well as enhancing the quality
and coordination of training practices. Bangladesh, Bhutan,
DPR Korea, Indonesia, Myanmar, Nepal and Sri Lanka
submitted their immunization financial sustainability plans,
while India drafted its plan for 2005-2010.

While these efforts resulted in some improvements in
routine immunization as indicated by the DTP3 coverage in
Member States (Figure 1.10), additional efforts are needed to
ensure a more comprehensive impact. These include: increasing
management capacity at the district level and focusing more
on the underserved areas.

Introduction of new vaccines

GAVI has committed over US$ 180 million to the nine
countries in the Region which are eligible for support from
the Vaccine Fund. Apart from Timor-Leste, all eligible countries
received funding to introduce hepatitis B (HepB) vaccine as
part of their national immunization programme and three
years’ supply of auto-disable syringes for all antigens. Ten
of the 11 Member States now have HepB vaccine integrated

Figure 1.10:  DTP3 coverage rates in the
South-East Asia Region, 2001-2003

Source: WHO/UNICEF estimated coverage 2001-2003
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into their routine immunization programmes. As of
31 December 2004, more than US$ 28 million were disbursed
as cash grants to support the strengthening of immunization
services. These countries will also receive additional support
to further strengthen immunization coverage.

Vaccine quality

All Member States except Timor-Leste completed assessments
on the functioning of their National Regulatory Authority
(NRA) for vaccine quality control, in 2004-2005. Timor-Leste
has yet to establish a NRA. The establishment of appropriate
centres as part of the Global Training Network (GTN) in the
Region on vaccine management, vaccine procurement and lot
release is currently in process. Additionally, a global NRA
network, the Developing Countries’ Vaccine Regulation (DCVR),
was established in 2004. The NRAs of three regional
vaccine-producing countries (India, Indonesia and Thailand)
are members of the sub-network for evaluation of vaccine
clinical trials.

Blood Safety and Laboratories
Blood transfusion services are in varying stages of development
in Member States of the Region. According to 2004 WHO
estimates, every year 9.3 million units of blood are collected
in the Region against an estimated annual requirement of
15 million. Only 61% of collected blood is from voluntary
donors. DPR Korea, Maldives, Nepal and Thailand have more
than 90% of their collection from voluntary donors. Only 50%
of the six million units collected annually in India come from
voluntary donors. Bangladesh collects 27% of its 160 000
units from voluntary donors and another 18% from
professional paid donors.

Screening of donated blood is universal only for HIV and
hepatitis B but the quality of screening needs strengthening.
It is critical because of the large number of carriers of HIV
(6 million), hepatitis B (85 million) and hepatitis C (25 million)
in the Region. Almost three fourths of collected blood is utilized
as whole blood. Facilities for production of blood components
and awareness of their use among clinicians are inadequate.

The WHO Global Strategy for Safe Blood, accepted by all
Member States, comprises five key elements: establishment
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of nationally-coordinated blood transfusion services; collection
of blood only from non-remunerative blood donors;
transfusion of blood that has been screened for infectious
markers and processed for immunohaematological parameters;
appropriate clinical use of blood or blood components, and
integration of quality systems in all spheres of blood
transfusion services.

While India, Nepal and Thailand already have national blood
policies, Bangladesh, Bhutan, and Sri Lanka, with WHO’s
assistance, formulated their respective policies which are
awaiting legislative approval. WHO provided technical support
to Bangladesh, DPR Korea and Sri Lanka in externally-funded
projects on strengthening nationally coordinated blood
transfusion services and assisted Nepal and Timor-Leste in
developing proposals for mobilizing resources. The Central
Blood Bank in Dili, Timor-Leste, was initiated with WHO’s
support.

There has been a steady increase in blood units collected,
from 8 million in 2002 to 9.3 million in 2004 in the Region,
as well as in contributions by volunteers. Several activities to
create awareness among the general public for safe blood and
voluntary donation of blood were supported. To further
augment voluntary blood donation, the World Health
Assembly in May 2005 adopted a resolution designating 14
June as World Blood Donor Day every year.

Concerted efforts are being made to create awareness for safe blood and

voluntary donation among the general public.
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Quality management skills of technical staff from Bhutan
and Nepal were upgraded. A Regional External Quality
Assessment Scheme for blood grouping and screening of
infectious markers is in operation and regularly provides
assessment of the quality of laboratory services as well as
technical support for their improvement. The National Blood
Centre, Thailand, has been designated as a WHO Collaborating
Centre on Blood Safety to provide training and act as a
resource centre for strengthening quality systems. Guidelines
for establishing production units for blood components were
developed to facilitate their production and utilization.

Public health laboratories in the Region require
strengthening for supporting efficient disease surveillance and
management of various outbreaks. At present, many
outbreaks remain undiagnosed. The capacity of public health
systems in diagnosing new and emerging infectious diseases
is limited. While national networks of public health
laboratories are operational in almost all countries, the non-
inclusion of academic and research institutes as well as
laboratories from the private and veterinary sectors in these
networks reduces their effectiveness. Except in countries like
India, Indonesia and Thailand, modern laboratory services in
other countries of the Region are inadequate, especially those
for virology and molecular biological studies. Non-availability
of quality diagnostic reagents for emerging infectious diseases
hampers early and accurate diagnosis of outbreaks. Although
an HIV diagnostic infrastructure is in place in all Member
States, efficient laboratory support for monitoring of
antiretroviral therapy in high-burden countries needs rapid
expansion.

WHO has been advocating strengthening of national
networks by harnessing expertise available within the country
and participation of national laboratories in regional or global
networks. Indigenous development and production of reagents
for epidemic-prone diseases and integration of quality systems
are encouraged. WHO worked closely with the 16 national
laboratories as part of the networks of poliomyelitis and
measles laboratories in the Region. There are 71 laboratories
participating in the WHO Global Salmonella Surveillance
Network. Six countries were also sensitized to participate in
DengueNet.
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During the reporting period, a mobile public health
laboratory was established in Aceh, Indonesia to provide critical
support to disease surveillance in the tsunami-affected areas.
Rapid diagnostic kits for leptospirosis and anthrax were
evaluated and disseminated to all Member States. Regional
Guidelines for Diagnosis of HIV and Monitoring of
Antiretroviral Therapy were developed and disseminated
through an intercountry workshop. Furthermore, an external
quality assessment scheme for CD4 enumeration was initiated
for selected laboratories to promote quality in laboratory
results.

Research and Development
Research is a crucial part of the response to communicable
diseases. Forward-thinking operational research enables to
uncover the weak links in the armoury of emerging microbes,
create novel ways to identify and fight infections and evaluate
the preventive impact of new approaches. To combat
communicable diseases, the Regional Office supports the
renewal and expansion of research on the epidemiology and
biology of microbes, vectors and intermediate hosts, the
transmission patterns, and in creating awareness that new
epidemics can, and will emerge in unexpected places. Research
on the behavioural aspects and on the socioeconomic impact
of communicable diseases are being undertaken, as are studies
relevant to the scaling up of interventions in the control,
elimination and eradication of infectious diseases. Similarly,
other programmes such as HIV and TB have identified priority
research areas for implementation. These include the role of
the private sector in STI and HIV treatment seeking behaviour
among clients, enhancing access to and utilization of services
such as DOTS, and the role of the community in scaling up
prevention and control interventions. WHO collaborating
centres are being used increasingly in taking the research
agenda forward.

In addition, the Regional Office is working closely with the
UNICEF/UNDP/World Bank/WHO Special Programme for
Research and Training in Tropical Diseases (TDR), which gives
priority to operational and basic research on tropical diseases
prevention and control. Support was provided to facilitate and
strengthen control-oriented operational research in tropical and
communicable diseases in selected countries of the Region
(Bhutan, DPR Korea, Maldives and Timor-Leste). Applications

Non-availability of
quality diagnostic

reagents for
emerging infectious

diseases hampers
early and accurate

diagnosis of
outbreaks
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for the Joint Small Grants Programme for Operational
Research in Tropical Diseases were invited from these
selected countries in 2005. Workshops on Research Capacity
Strengthening were conducted in Bhutan and Maldives in 2004,
to strengthen proposal writing skills and on computerized
literature search, record-keeping and data entry. Training
materials and TDR proposal guidelines were used, and three
research proposals were initiated at these workshops. TDR
continued to support research activities on malaria, kala-azar,
lymphatic filariasis, leprosy, tuberculosis, vaccine development
and vector control in a number of countries in the Region. A
special collaborative relationship has been established with TDR
in initiating and implementing kala-azar elimination in the
Region.




