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1. INTRODUCTION 

The importance of eradicating preventable diseases in the Asia-Pacific Region in the context of social 
and economic development was emphasized in ESCAP (Economic and Social Commission for Asia 
and the Pacific) resolution 4919, adopted at the 49th session of the Commission. The resolution 
recognizes that public health is an essential component of sustainable economic and social 
development and that investments in preventing disease and illness can yield substantial economic 
benefits in the form of increased productivity and reduced outlays for curative care. It urged WHO to 
further strengthen efforts and collaborative activities with the Members and Associate Members of the 
Commission to eradicate preventable diseases in the Region and requested WHO to present a paper 
on this subject at the 1994 Regional Ministerial Conference in preparation for the World Summit for 
Social Development. 

The Regional Committee, by its resolution SEABC46B.3, welcomed the resolution adopted 
by ESCAP and called upon Member States and international and nongovernmental organizations to 
give high priority to preventive health care in their economic and social development plans as an 
essential component of the strategy for social developn~ent. The Regional Committee also requested 
the Regional Director to coordinate with ESCAP to incorporate preventive health care as an essential 
and abiding part of economic development in the Member States and to provide the Commission with 
the necessary statistical and technical information to enable it to successfully implement its resolution. 
and keep the Regional Committee informed of the progress made by the Member States in the 
reduction, control and elimination of prevenlable diseases. 

This paper therefore attempts to highlight the pmgress made in the control of preventable 
diseases as well as the technological, infrast~uctural and management issues that need to be addressed 
to further accelerate the efforts for their prevcntion/elimination. 

Despite substantial improvement in health indicators, comn~unicable diseases continue to be 
major public health problems in the Region. Some old diseases such as malaria still persist and are 
increasing in intensity. Some diseases which were not known earlier, such as HIVIAIDS, have 
appeared and are posing a serious public health problem. Diseases such as visceral leishmaniasis which 
were almost eradicated have reappeared in three countries of the Region. The dramatic decline in 
mortality due to vaccine-preventable diseases and diarrhoeal diseases has been a major contributing 
factor to the marked reduction in the infant mortality rate since 1983. However, in three countries - 

Bangladesh, India and Nepal - the infant mortality rate is still more than 100 per 1 000 live births. 
The maternal mortality rate too has shown an overall decline, but it is still high in some countries. 
There has been considerable improvement in Ule nutritional status of mothers which has resulted in 
improved birth weight in many countries. Nutritional anaemia, particularly among women, which was 
quite high, has shown a decline, and yet nearly 60 per cent of women continue to be affected by it. 
Although the situation with regard to vitamin A deficiency has shown some improvement, some 7 per 
cent of the population is still affected by it. Iodine deficiency continues lo affect a large number of 
people in the countries of the Region. These are all preventable diseases and new knowledgc and 
technology are available to facilitate control measures. 

The preventable diseases may be divided into four categories based on their epidemiological 
situation and status of eradication/elimination. reduction, continuation and increment. 
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2. PREVENTABLE DISEASES THAT ARE ON THE THRESHOLD OF 
ERADICATION/ELIMINATION 

Neonatal Tetanus 

In 1989, the Forty-second World Health Assembly set the target of eliminating neonatal tetanus by the 
year 1995. AU countries in the S.E. Asia Region are committed to achieving the target thmugh 
national programmes of child immunization and the care of mothers and children in the context of the 
PHC approach. WHO collaborated with the countries in these efforts by providing technical support 
b u g h  its Expanded Programme on Immunization (EPI), Maternal and Child Health programme 
(MCH). etc. Immunization coverage of pregnant women by tetanus toxoid (TM) and its boosters has 
been maintained at around 70 per cent since 1991. About two million childhood deaths were averted 
by anti-TTZ immunization. 

Poliomyelitis 

High priority has been accorded to the eradication of poliomyelitis in the countries of the Region. All 
countries have adopted the global strategy, which primarily aims at securing the political will of the 
governments, social mobilization. implementing supplemental immunization strategies, and developing 
and maintaining an efficient surveillance system. 

There has been a significant decrease in the number of reported cases of polio iil the countries 
of the Region in the past six years. For example, 60 per cent of the provinces in Thailand have 
reported 'zero' polio cases during the last three years. In India, where ten States, representing 
approximately one-third of the total population of 890 million people, have been targeted for polio 
eradication, the number of reported cases of poliomyelitis decreased from 1693 in 1992 to 3% in 
1993, representing a 77 per cent decline in just one year. Bhutan, DPR Korea and Maldives reported 
'zero' cases during the last three years. 

In addition, immunization coverage of oral polio vaccine 3 has been maintained at above 80 
per cent since 1990. Laboratories have been established in the Region as an integral part of the polio 
eradication programme. A network of 11 laboratories has been established in Bangladesh, India. 
Indonesia. Mongolia, Sri La&a and Thailand. 

Guineaworm Disease (Dracunculiasis) 

In the South-East Asia Region, guineaworm disease is a problem only in India, where a National 
Guineaworn Eradication Programme (GWEP) was launched in 1984 with WHO assistance. At the 
beginning of the programme, about 40 000 guineaworn patients were detected in 12 840 endemic 
villages of 89 districts in 7 States. Tamil Nadu eradicated this disease in 1985 and the States of 
Maharashtra, Gujarat and Andhra Pradesh are now on the verge of declaring "zero" cases. Kamataka, 
Madhya Pradesh, and Rajasthan, however, continue to be endemic. During 1993, Rajasthan reported 
73 per cent of the total guineaworn cases in India, followed by Madhya Pradesh (23 per cent) and 
Kamataka (4 per cent). WHO continues to support and participate in the activities of the 
epidemiological surveillance teams in the guineaworm-endemic States under the GWEP. There has 
been a dramatic decline in the number of guineaworn cases between 1984 and 1993. During 1993. 
748 cases were reported from 182 villages in 21 districts of 3 States as compared to 39 792 from 
12 840 villages in 89 districts in 7 States in 1984. 
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Leprosy 

Leprosy is another public health problem in the Region which is on the decline. However, of the five 
countries that account for 82 per cent of all registered cases in the world, three belong to South-East 
Asia, viz., India. Indonesia and Myanmar, and 1.6 million cases of leprosy - the highest in the world 
- are registered in this region. At the same time, the Region also has a high average (about 51 per 
cent) of multidmg therapy (MDT), and has made considerable progress in leprosy control since the 
introduction of MDT. The Forty-fourth World Health Assembly urged Member countries in 1991 to 
intensify leprosy control activities to eliminate it as a public health problem (i.e.. to reduce prevalence 
to a level below one per 10 000 population) hy 2000 AD. 

The goal to eliminate leprosy as a public health problem can only be achieved by interrupting 
the chain of transmission through early case-finding and adequate MDT. All the endemic counvies are 
now implementing national strategies and plans of action for elimination of the disease by the year 
2000. Some innovative approaches used by the countries have shown positive results. WHO 
collaborated in the review and modification of national plans of action for leprosy control, in resource 
mobilization and ctmrdination. Maldives is likely to eliminate leprosy within the next three to four 
years, and achievements are anticipated in Bhutan, Sri Lanka and Thailand. 

Yaws 

Yaws cases are localized in some islands of Indonesia and in the States of Andhra Pradesh, Orissa 
and Madhya Pradesh in India. Though yaws causes incapacitation, its economic impact is not 
perceptible. With the advent of penicillin, the disease is now curable given the increased availability 
of health facilities in remote areas. I t  has shown a decline and is expected to be eradicated in due 
course. 

3. PREVENTABLE DISEASES SHOWING SIGNIFICANT DECLINE 

Measles 

All countries in the South-East Asia Region have included measles in their national immunization 
programmes since May 1986 and, during the last two years, have further developed plans of action 
to achieve the WHO goal of 90 per cent reduction in cases and 95 per cent in deaths from pre- 
inimunization levels by the end of 1995. 

During the period 1983-1993, at least three million child deaths were prevented by anti-measles 
immunization. Since 199 1. immunizalion coverage of measles has k e n  maintained at above 80 per 
cent. 

Diphtheria/Pertus.is/Child Tuberculosis 

After the introduction of immunization against diphtheria and pertussis, the morbidity and mortality 
due to these diseases have dramatically decreased. During the last decade (1983-1993). approximately 
200 000 deaths from diphtheria and some 800 000 deaths from pertussis were prevented as a result 
of immunization. lmmunization coverage of DFT3 has been maintained at above 80 per cent since 
1990. 
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BCG coverage is also high in the Region (80 per cent), and decreasing trends of morbidity and 
mortality fmm child tuberculosis have been observed. Appmximately 150 000 child deaths were 
prevented by BCG vaccination during the period 1983-1993. 

4. PREVENTABLE DISEASES THAT CONTINUE TO BE 
PUBLIC HEALTH PROBLEMS 

Acute Respiratory Infections 

Acute respiratory infections [ARI] are the most common cause of mortality in young children. In 1990, 
it was estimated that these infections, especially pneumonia, were responsible for about 33 per cent 
of 4.3 million deaths. On an average, children under the age of five years suffer fmm about 3-5 
episodes of ARI per year. This is why ARI constitute the most common reason for medical 
consultation and hospital admissions. Four countries in the Region contribute to about 40% of the 
global mortality caused by ARl. 

The central objective of the ARI control programme is to reduce Ule high mortality, especially 
among children under 5 years of age. The target is to reduce the mortality from ARI by 33 per cent 
by the year 2000 compared to 1990 levels. The strategy to achieve this objective is the standard case 
management of ARI. The countries have selected cotrimoxazole for the treatment of pneumonia at 
home. The use of antibiotics in the treatment of uncomplicated acute upper respiratory infection and 
the use of cough and cold medicines is discouraged. Access to treatment of ARI was available to up 
to 80 per cent of the population in the Member Countries by the end of 1993. 

Seven countries in the Region with infant mortality rates (IMR) of more than 40 per 1000 live 
births have established national A H  control pmgrammes. Plans of action have been made, programme 
managers appointed, and technical guidelines have been written for the AM control pmgrammes in 
those countries with national ARI control programmes. 

By the end of 1993. some 7 349 doclors. 30 41 1 health workers and 55 725 community health 
volunteers had received training in ARI contml. 

DenguelDengue Haemorrhagic Fever 

Dengue haemorrhagic fever (DHF) is a leading cause of hospitalization and death among children in 
many countries of South-East Asia. This disease continues to persist in Indonesia, Myanmar and 
Thailand, where it is prevalent in endemic form. Sporadic cases and outbreaks of DHF have also been 
reported from Bangladesh, India. Maldives and Sri Lanka. 

In order to assist the countries in addressing this problem. WHO has supported collaborative 
studies on pathophysiology, clinical laboratory diagnosis. case management, epidemiology and vector 
contml. On the basis of these studies, it prepared a document "Dengue Haemomhagic Fever: Diagnosis, 
Treatment and Contml" in 1986. The multicentre epidemiologic study on dengue infection in 
Indonesia, Myanmar, Thailand and Sri Lanka was conducted and laboratory facilities were 
strengthened. 
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A study on "Control of DHF Vectors Through Community Participation" was conducted in 
Myanmar, Indonesia and Thailand between 1986 and 1989 with WHO support. As an outcollie of this 
study. Indonesia developed a national DHF control programme. 

The most important outcome of WHO'S collaborative efforts in South-East Asia is the 
development of dengue vaccine for the prevention of the disease. During the last 4-5 years, four live- 
anenuated dengue vaccines - monovalent, bivalent, trivalent and teuavalent - have been developed by 
the Centre for Vaccine Development of Mahidol University, Thailand, with technical and financial 
support from WHO. The results of clinical trials of these vaccines in adult volunteers have shown that 
they are safe and the immunological response is encouraging. Phase I and phase 11 trials of the 
tetravalent DHF vaccine in children are under way. 

In January 1993. Mahidol University. Bangkok, concluded a licensing agreement with Pasteur- 
Merieux of France for the production of tetravalent vaccine on an industrial scale. The target date for 
production of this vaccine is December 1994 and this vaccine will be used for the phase 111 field trial 
in Thailand. This is the first human vaccine development project carried out in a developing country 
in Asia. 

The Regional Office has produced a monograph on dengueldengue haemon'hagic fever which 
contains all information on prevention and control of the infection. In addition, an annual Dengue 
Newsletter is produced jointly with the Western Pacific Region of WHO. 

Diarrhoea1 Diseases 

Globally, diarrhoea1 diseases are the second leading cause of death in children under 5 years of age 
after acute respiratory infections. However, in the South-East Asia Region, the diarrhoea1 diseases 
control programmes have resulted in a considerable reduction in childhood morbidity and mortality. 
The diarrhoea morbidity in children under 5 years of age in the Region has been reduced from 2.8 
episodes of diarrhoea per child per year in 1985 to 1.8 episodes in 1993 - showing a decline of 
approximately 146 million episodes from the 1985 figure of 456 million episodes. The ORT (i.e., ORS 
andlor Recommended Home Fluid) use rate has increased from 25 per cent in 1985 to 38 per cent in 
1993. and it is estimated that 8.3 per cent of childhood deaths due to diarrhoea have been averted by 
this increase. Nine countries produce their own requirement of ORS. 

Cholera 

Cholera, which is caused by the classical El Tor strain, has been reported from all the countries in this 
region except DPR Korea and Mongolia. Proper case management under the national CDD 
programmes in this region has rcsulted in reduced cholera case-fatalily rate to below I per cent fron~ 
an earlier 10-20 per cent. A very rccent development with global implications has been the emergence 
of a new strain of V. cholerae. This strain. 0139. was first reported in October 1992 from a large 
outbreak in Madras, South India. Since then it has spread rapidly in India and Bangladesh, causing 
large outbreaks. More adult cases than children were seen in these outbreaks indicating a lack of 
immunity in the community. Cases of 0139 cholera have now been reported from M y a ~ l a r ,  Nepal, 
Sri Lanka and Thailand. Because of the rapid spread of this new strain and the lack of immunity in 
the people. this could well be the beginning of a new pandemic of cholera. The WHO Regional Office 
provided financial support to the National Institute of Cholera and Enteric Diseases (NICED) in India 
to produce 0139 antiserum to identify this new strain. This antiserum is now being distributed by the 
Regional Office to all the cholera-prone countries in the Region and also to other WHO regions. 
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Lymphatic filariasis continues to be a public health problem in Bangladesh. India. Indonesia, Maldives, 
Myanmar, Nepal, Sri Lanka and Thailand. In India alone, there are an estimated 25 million micmfilaria 
carriers, and some 19 million are suffering from filarial diseases. The filaria control activities include 
detection of endemic areas by clinical and blood examination surveys, mass treament by diethyl 
carbamazine citrate (DEC) and evaluation, health education and community involvement in vector 
contml. These activities have resulted in a significant decline in the micmfilaria carrier rate in the 
endemic areas of Thailand. 

WHO continued lo provide technical support for the development of an integrated approach for 
the contml of the disease by facilitating TDWQ-supported operational research pmjects in India. 
Indonesia and Thailand, especially those concerned with the efficacy of filaria vector contml measures 
involving community participation and with chemotherapy trials of different doses of lvermectin in 
micmfilaria carriers and patients with filarial diseases. 

Intestinal Parasitic Infections 

Intestinal parasitic infections are distributed throughout the world with high prevalence in developing 
countries including those in the South-East Asia Region. Intestinal parasitic infections are closely 
associated with undernutrition, poor personal hygiene and environmental sanitation. All countries in 
thc Region are engaged in the control of these diseases through ongoing pmjects and programmes, and 
cany out mass treatment of children in hjgNy infected areas. 

A WHO/Wodd Bank pilot pmject on the control of intestinal parasites has commenced in 
Bangladesh. WHO has developed a pmject proposal for the control of intestinal parasites in Maldives 
which will take off in 1994. 

Japanese Encephalitis 

Japanese encephaltis (JE) continues to be a disease of significant public health importance in nonhern 
Thailand, in the Indian States of Bihar, Uttar Pradesh. Tamil Nadu and West Bengal. in the terai areas 
of Nepal, and in Sri Lanka. Cases have also been reported in Bangladesh and Myanmar. 

In the endemic countries of the Region, attempts were made to contml the IE vector by 
chemical insecticide spraying. Immunization of pigs has been found to be an effective strategy in trials 
conducted in Sri Lanka and Thailand. The human immunization strategy to control JE is broadly 
applicable, logistically feasible, relatively effective and successfully used in India, Sri Lanka and 
Thailand in endemic areas. 

Malar ia  

The malaria situation in the Region has remained somewhat static for the last 12 years. The case 
incidence has remained between 2.6 and 3.1 million cases with the slide positivity rate (SPR) 
remaining below 3.4 per cent. SPR has been the highest in Bhutan - at around 39 per cent, followed 
by Sri Lanka (26 per cent) and Myanmar (14 per cent). 

India has been reporting about two million cases annually since 1982 with a temporary decrease 
in 1985-87. In Sri Lanka, malaria incidence has remained at the level of 4M) OM) cases per annum 
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in 1991-1992, showing a sharp decline after the 1986-87 epidemic. In Myanmar, the malaria situation 
deteriorated in 1988-89 after four years of stagnation but stabilized again during 1989-92. The 
improvement of the situation in Java and Bali Islands (Indonesia) started in 1984 and the incidence 
has been static since 1986. More than one hundred thousand cases have been reported annually in 
Outer Islands. The situation in Bangladesh has been stable since 1982, but deterioration started in 1989 
leading to a marked increase in overall cases in 1992. A high case incidence has been reported from 
Bhutan for the last several years. In Nepal, after the 1984-85 epidemic, malaria gradually decreased 
in 1991. A steady decline in the mortality rate of malaria cases had started in Thailand in 1989 and 
continued till 1992. In Maldives, there has not been any indigenous case since 1984. 

The proportion of PJklciparum malaria increased in the Region from 29.8 per cent in 1981 to 
44.6 in 1990 with a slight reduction in 1992. The proportion of P,falciparum has been highest in 
Myanmar, at about 85 per cent. and lowest in Nepal, at about 12 per cent. It is higher than 50 per 
cent in Thailand and Bhutan and lower than 20 per cent in Sri Lanka. The resistance of Pfulciparum 
to commonly used anti-malarials is on the increase in many countries and poses a serious problem. 
A low response to quinine has been reported from some areas of Thailand and India. 

Considering the serious problem of vector resistance to insecticides and parasite resistance to 
commonly used antimalarials, WHO has shifted the emphasis from infection control with insecticides 
and biocides to disease control, with appropriate antimalarials so as to prevent deaths and reduce 
morbidity due to malaria with selective insecticidal spray for interruption of infection transmission. 
All the malaria-affected countries have devised, or are drawing up their strategy for malaria control 
in the light of the revised strategy formulated by WHO. 

Meningococcal Meningitis 

Neisseria meningitis is a significant cause of morbidity and mortality in the countries of South-East 
Asia. In almost al l  countries of the Region, meningococcal meningitis cases and outbreaks, which are 
associated with serogroups A and C, occur in children under 5 years of age, as well as in adults. It 
is only in Mongolia that 80 per cent cases of meningococcal meningitis have been associated with 
serogroup B in the last 10 years. The vaccine for serogroup B meningococcal meningitis is being 
developed and is expected to be commercially available within 2 to 3 years. 

During the last 6 to 7 years, almost all countries in the Region have been immunizing pilgrims 
with bivalent meningococcal vaccine (A & C) before they leave for the holy city of Mecca. This 
measure has been very effective as drastic reduction has been seen in meningococcal meningitis cases 
in pilgrims returning from Saudi Arabia. WHO has provided guidelines for surveillance, laboratory 
diagnosis, case management, and prevention and control of meningococcal meningitis and will 
continue to support implementation of this programme at the PHC level in Member Countries. 

Viral Hepatitis 

Viral hepatitis continues to be a serious public health problem in countries of the South-East Asia 
Region. 

Hepatitis A virus (HAV) infection is common in Bangladesh. Bhutan. India. Maldives. 
Myanmar, Mongolia and Nepal. Only a small proportion of infants and young children in these 
epidemic countries will develop symptomatic cases of hepatitis A. Hepatitis A infection among adults 
is extremely rare because childhood exposure to HAV confers life-long immunity. The improvement 
in standards of hygiene, sanitation and drinking water in Thailand and Indonesia has drastically 
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reduced the level of HAV circulation in these countries. Though the number of immune children and 
young adults is decreasing, the morbidity of HAV infection in adults is increasing due to the absence 
of childhood immunity. 

Although the prevalence of Hepatitis B virus (HBV) infection and related diseases. such as 
chronic hepatitis, cirrhosis and hepatocellular carcinoma, differs widely among the countries, these are 
still major public health problems in the Region. Every year, approximately 14-16 million people are 
infected with HBV. It is estimated that there are 78 million HBV carriers (about 6 per cent of the total 
population) in the Region. Hepatocellular carcinoma is common and appears to bear a close association 
with the HBsAg carrier rate. The transmission of HBV, particularly by blood transfusion, is very 
common in the Region. Health workers, intravenous drug users, and sex workers constitute a very 
high-risk group for the disease. 

About a decade ago, none of the countries in the Region had developed mandatory screening 
systems for blood and blood products for HBsAg. Today, all donated blood is screened for HBsAg 
in DPR Korea, Indonesia, Mongolia and Thailand. In India, about 30 per cent of blood banks are 
screening for HBsAg. In Myanmar and Sri Lanka, facilities for the screening of blood have been 
established in the capital cities. Bangladesh, Bhutan and Nepal have not so far established a screening 
system for blood and blood products. 

In addition, DPR Korea, India, Indonesia, Thailand and Myanmar have started producing 
diagnostic reagents for the detection of HBsAg. In the near future, it is expected that Mongolia, 
Myanmar, Indonesia and India will produce hepatitis B plasma-derived vaccine. Thailand is proposing 
to establish a DNA-recombinant HB vaccine production facility. Sufficient pmgress has been made 
in the implementation of hepatitis B control pmgrammes in some countries of the Region. Recently, 
hepatitis B vaccination has been started in six provinces of Indonesia and 4 provinces of Thailand 
under the framework of the EPI. Demonstration pmgrammes of hepatitis B control are under way in 
Maldives and Mongolia. Sri Lanka has introduced HB vaccination for medical personnel. 

The prevalence of Hepatitis C (HCV) virus infection in the Region is still not known. A WHO 
multicentre collaborative epidemiological study of HCV infection was started in Indonesia, Myanmar, 
Mongolia and Thailand. 

Delta Virus (DV) infection is gradually gaining greater importance since it influences the 
clinical course and development of complications including sequelae due to HBV infection. Only 
Mongolia has reported a vely high prevalence of delta virus infection in the Region. 

In India alone, 50 outbreaks of hepatitis E virus (HEV) infection were reported from different 
States during the last ten years (1983-1993). Water-borne outbreaks of HEV infection have been 
reported from Bangladesh, Indonesia. Myanmar and Nepal. Sufficient progress has been made in recent 
years in India and Myanmar in studies of HEV. pNiculady in experimental transmission of the 
infection in primates and in molecular biology of HEV. Research on the development of specific 
diagnostic tests has been carried out and rapid progress in the understanding and control of this 
important infection is expected in the near future. 

Zoonotic Diseases 

Zoonotic diseases pose serious risks to both human and animal health. They affect national economies 
in the countries of the South-East Asia Region, where agriculture and animal products form the basic 
and primary means of economic development. The major diseases occurring in the countries are: 
rabies, bruceUosis, food-borne diseases, echinococcosis, toxoplasmosis, anthrax and plague. 



SEA/RC47/14 
Page 9 

Rabies continues to be a major public health problem in some countries of the Region. It is 
estimated that 30 000 people die of hydrophobia in lndia and about 2000 in Bangladesh every year. 
Some 400 people die annually in Bhutan, Indonesia. Nepal, Sri Lanka and Thailand. Seven countries 
of the Region produce more than 50 million ml to 100 000 million ml of nervous tissue vaccine 
(NTV) for human and animal use respectively. During the last 4-5 years, a few countries have started 
producing cell-culture vaccine but large quantities of it are still imported for use on humans and 
animals. 

Sufficient progress in the control of animal rabies has been made in Indonesia, Sri Lanka and 
Thailand, where dog vaccination is being carried out as part of the rabies control strategy. An 
improved post-exposure pmgramme for humans has been promoted in Indonesia and Thailand. A 
rabies control programme strategy for eradicating the disease in Indonesia, island by island, is 
progressing well with active cooperation among the ministries of health, agriculture and home affairs. 

Millions of people are at risk of brucellosis in the Region but (heir exact number is not known. 
The other zoonotic diseases such as toxoplasmosis, cysticercosis and food-borne diseases are common 
in the Region, but no priority has been accorded by Member Countries to address them. 

There are natural foci of plague in countries such as Indonesia. Mongolia and Myanmar. The 
control activities are being carried out under the guidance of WHO, which continues to extend 
technical support in organizing predictive surveillance and preventive measures and strengthening 
plague laboratories in these countries. 

5. PREVENTABLE DISEASES ON THE INCREASE 

AIDS 

The human immunodeficiency virus (HIV), which causes AIDS, came to South-East Asia 
much later than to other parts of the world, but it is spreading with unprecedented rapidity 
and has now emerged as a serious public health problem in the Region. The details have been 
presented in SEA/RC47/11. 

Tuberculosis 

Tuberculosis continues to be one of the most widespread medical and social problems in the countries 
of the South-East Asia Region. It remains a leading cause of mortality, especially among adults. In 
1991, about two million cases were reported in the Region, where more than half a million people die 
of tuberculosis annually. The details have been presented in SEAlRC4718. 

Visceral Leishmaniasis 

Visceral leishmaniasis (VL) was endemic in Bangladesh, lndia and Nepal during the pre-DDT era. The 
disease almost disappeared fmm these countries during the late 1950s and early 1960s due to 
insecticide spraying under the malaria control pmgramme (MCP). Subsequently, as the MCP entered 
the maintenance phase, insecticidal spraying was withdrawn and the VL vectors started increasing in 
density during the 1970s and the 1980s. 
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Presently, VL continues to be a health problem of importance in the rural areas of the States 
of Bihar and West Bengal in India, as well as in Bangladesh and Nepal. Approximately 75 million 
people in India, 30 million in Bangladesh, and 5.3 million in Nepal live in VL-affected areas and 
are at risk. 

In India, 187 850 cases with 1 040 deaths, 57 742 cases with 606 deaths. 61 670 cases with 838 
deaths and 77 101 cases with 1 419 deaths were repofled in 1980-1989. 1990,1991 and 1992 
respectively. During 1991-1993 Bangladesh reported 13 260 VL cases. Nepal reported 2 265 cases and 
64 deaths during 1991-1992. 

WHO supported national training courses and seminars on VL with specific reference to 
entomology, epidemiology, diagnosis and treatment. WHO'S assistance to these countries included the 
procurement of drugs for treatment. It conducted a consultative meeting on visceral leishmaniasis in 
1993 which formulated guidelines for control of the disease. 

As a result of implementation of the control strategy on visceral leishmaniasis in India. a decline 
of 42 Der cent in case incidence (44 844) and 50 w r  cent in deaths (709) was observed durin~ 1992- 

Some progress has been made in the control of visceral leishmaniasis in Bangladesh and Nepal. 
where it has been integrated wilh the vector-borne disease control programmes. lntersecroral 
coordimation and collaboration are under way in these countries. 

6. POINTS FOR CONSIDERATION 

(1) Continued efforts are needed to sustain the achievements made in regard to those diseases which 
are showing a decline or which can be eradicated. The countries in the Region have already reached 
a high level of immunization coverage of EPI target diseases. Given the progress made so far, efforts 
to eradicate/eliminate neonatal tetanus and poliomyelitis and to bring about a significant reduction in 
measles, diphtheria. pertussis and child tuberculosis cases should continue. Similarly, to reduce 
morbidity and mortality from ARl and CDD, it is necessary to combat the increasing adverse 
environmental factors. 

(2) The health sector must involve other sectors in minimizing the ill-effects of pollution and 
in maintaining clean air and clean water as part of the lifestyles of the entire population. Training of 
a large number of health workers. doctors and health volunteers is needed if the target of 30 per cent 
reduction in ARI-related mortality is to be achieved by the year 2000. This would require provision 
of resources of a greater magnitude than are presently available. With the emergence of a new strain 
of cholera known as 0139. Member Countries should pay added attention to case management under 
the CDD control pmgramme. 

(3) Some operational and administrative problems have hindered the implementation and 
expansion of MDT coverage for the control of lepmsy in many countries. Inadequate training of health 
workers. poor referral facilities, absence of proper plans of action to implement MDT, inadequate 
supervision of MDT programme. poor health education for patients and resource constraints are some 
of the factors impeding the leprosy contml programme. 

(4) At the same time, greater attention needs to be paid to those diseases which continue to 
be serious public health problems or those which are showing an increase in incidence. such as malaria 
and tuberculosis. It is essential that their prevention and contml remain a high priority. 
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( 5 )  Efforts to control malaria have suffered from operational and administrative difficulties 
such as acute shortages of trained personnel, inadequate budgets, pmblems of finding donors. 
inadequate information system, and poor orientation of general health workers. The Regional Working 
Group Meeting held in New Delhi in March 1993 recommended a revised malaria control strategy. 
Consequently, Member Countries are in the process of planning and implementing national malaria 
control programmes keeping in view the revised strategy and the local socioeconomic and 
epidemiological conditions. 

(6) National and regional strategies for the control of dengue and Japanese encephalitis should 
focus upon the provision of technical guidance, support for entomological su~eillance, and the 
institutionalization of integrated vector control methods including environmental measures which can 
also have impact upon dengue/JE vector breeding. Such strategies should include continued support 
for vaccine development, health education and training of personnel. 

In the light of the above, there is a need to strengthen national capacity for the analysis of the 
health situation and trends, detection of the most prevalent communicable diseases and health 
problems, monitoring of coverage, management and quality of the health system. detection of 
constraints and ways of solving problems. 

It is also necessary to devise and implement methods lo ensure that effective, affordable and 
practical measures for disease prevention and control are rapidly brought to bear wherever they are 
needed, and encourage operational research to improve the delivery and performance of integrated 
services. Countries also need to establish and implement effective policy measures to ensure adequate 
supplies of, and access to, pharmaceuticals, vaccines, biologicals and blood products that are 
affordable, are of assured quality and of proven efficacy and safety. 

In order to reach the targets and maintain pmgrammes of high quality for the prevention and 
control of preventable diseases in the Region, it would be necessary to mobilize more resources from 
national as well as external sources. Face-to-face communication should be continued and mass media 
and social mobilization efforts mounted for improving the use rates and ensure better compliance. 
Nongovernmental organizations should be encouraged to become involved in these activities to extend 
the programmes' outreach to remote areas and slums. 

The prevention and control pmgrammes of preventable diseases should be pn)gressively 
integrated with efforts towards management of other aspects of health in primary health care so that 
the specific and nonspecific preventive and promotive measures have an impact on the morbidity and 
mortality from preventable diseases. 

7. CONCLUSION 

While the prevention and control of preventable diseases is an integral pan of socioeconomic 
development, the achievement of appropriate health objectives is now seen as an important indicator 
of human development. Expenditure on the prevention and control of preventable diseases and on 
some other health-related aspects of human development is sometimes perceived as a drain on national 
or community resources, whereas it is a real investment in a nation's human capital, enhancing 
people's ability to contribute actively to overall economic and social developn~ent and to enjoy a 
satisfactory quality of life. 

WHO. on its pan, will continue to have close collaboration with and support Member Countries 
in all aspects of the prevention and control of preventable diseases in the South-East Asia Region. 


