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Influenza viruses have always been considered

highly unstable and unpredictable. Every year the

influenza A virus undergoes minor genetic changes

known as “antigenic drift” which results in the

evolution of a strain that is slightly different than

the previous year. Major antigenic changes that

occur because of mutations or genetic reassortment

between influenza viruses of animals, birds and

humans are called “antigenic shifts” and result in

evolution of a novel strain. In the past all pandemics

of influenza were preceded by the appearance of a

novel strain. In the current millennium, influenza

A (H5N1) emerged with genes from human

influenza virus and those from highly pathogenic

avian influenza viruses in 2003 and brought the

world close to an influenza pandemic.

While the world was grappling with an

influenza A (H5N1) or avian influenza pandemic,

a novel subtype of influenza A (H1N1) appeared
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suddenly in Mexico in March 2009. The virus

started moving swiftly from Mexico and by the

end of two months of its first appearance, 12 515

cases have been confirmed and reported to WHO

from 46 countries (Fig 1). The community-based

transmission of the infection has been established

so far only in Mexico and the USA.

The causative agent

The genetic composition of influenza A (H1N1)

virus has been elucidated completely. The genetic

structure of this virus is the result of reassortment

of genes from the following four influenza viruses:

• North American swine influenza

• Asian/European swine influenza

• Human influenza

• Avian influenza (non H5)

Fig 1: Number of laboratory confirmed cases and deaths
as reported to WHO on 25 May 2009
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Influenza A (H1N1) virus (without any component from

human or avian influenza viruses) is one of the four viruses

that cause influenza in pigs. The classic swine influenza virus

was isolated for the first time in 1930 though this virus was

also responsible for the 1918 Spanish flu pandemic. The

transmission of swine viruses between pigs and humans is

infrequent. When co-infected with viruses from different

species, the pigs can act as “mixing vessels” providing a milieu

for reassortment of genes. This is the most likely reason for

the emergence of the current strain of influenza virus with its

unique combination of several genes (Fig. 2).

Clinical picture

Available data from Mexico and the USA show that clinical

features of fever, cough and sore throat are similar to those of

seasonal influenza. In addition, several patients have clinical

features of gasterointestinal tract infection mainly nausea,

vomiting and diarrhoea. The reported clinical presentation

ranges broadly from asymptomatic infection to severe

pneumonia resulting in death. In the USA, of the 642

confirmed cases of influenza, 25% had diarrhea and 25% had

vomiting.

Among the serious patients who were hospitalized in the

USA, only 50% had infiltrates on chest radiographs. More

than 50% of those who were hospitalized had characteristics

(pregnancy, chronic medical conditions, or were less than 5

years old) that conferred an increased risk of influenza.

Epidemiology

The incubation period varies from 2-7 days and the patient is

infectious one day prior to onset of disease and upto seven

days after the onset of clinical features.

The transmission is thought to occur in the same way as

seasonal influenza which is mainly person-person transmission

through coughing or sneezing of people infected with this virus.

People may be infected by touching something with flu viruses

on it and then touching their mouth or nose.

The causative virus may have undergone reassortment in

swines and does carry genes from swine and avian influenza

viruses but transmission from non-human sources (pigs or

birds) does not seem to play any role in the current

epidemiology of the disease.

The case definition includes acute febrile respiratory illness

(fever > 38° C) with the spectrum of disease from influenza-

like illness to pneumonia. A confirmed case of influenza A

(H1N1) virus infection is defined as an individual with

laboratory confirmed influenza A (H1N1) virus infection by

one or more of the following tests:

• real-time RT-PCR

• viral culture

• four-fold rise in influenza A (H1N1) virus-specific

neutralizing antibodies

Based upon the case definition, the global epidemic curve

as on 26 May 2009 is shown in Fig 3. The initial cases were

from Mexico. The reason why the disease is mild in the USA

and in other countries and severe in Mexico is not known.

Past pandemics started with mild illness but were followed

later by more severe illness. The available information also

indicates that unlike seasonal influenza this event has primarily

affected younger adults with the median age of patients in

Mexico being 22 years.

In the USA, 75% of 532 cases belonged to the age group

10-50 years. This is in contrast to the usually affected age

groups in seasonal influenza where extremes of ages are involved.

Role of vaccines and antivirals

Being a new virus, the general population is not immune to it.

Available scientific evidence also suggests that currently used

seasonal influenza vaccine may not provide much protection

against influenza A (H1N1). Global efforts have been initiated

to rapidly develop a specific vaccine. However, given the

manufacturing constraints, full production capacity may be

achieved only after six months. Even then, the entire population

will not have access to this vaccine.

Amantadine and rimantadine groups of influenza drugs

are not effective against this virus which has been shown to be

susceptible to oseltamivir and zanamivir. The stockpiles of

oseltamavir to combat avian influenza can be effectively utilized

in combating this disease. There is a dire need to rationalize

the use of oseltamivir in this event to prevent emergence of

resistance to this critical life saving medicine. India has taken

a lead in banning the retail sale of oseltamivir. This drug shall

be available only through the public distribution system.

Fig 2 : New Influenza virus A (H1N1)
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Nonpharmaceutical prevention through repeated hand

washing and following cough/sneeze etiquettes can be easily

employed at all levels in the communities to prevent the spread

of disease. Isolation of cases and proper case management

including infection control are equally important.

Global efforts to combat the pandemic

Since the 16th century, influenza pandemics have been described

at intervals ranging between 10 to 50 years and with varying

severity and impact (Table 1).

The H1N1 virus was responsible for the Spanish Influenza

Pandemic of 1918 that killed more than 20-50 million people

and brought down the global GDP by 16%. The causative

agent of the current event seems to have evolved from the

H1N1 of 1918 pandemic. However, it will be naïve to

extrapolate the impact of the 1918 pandemic to the current

event because of the effective tools that are available today

including drugs, diagnostics, infection control practices, case

management facilities and mass media reach. Advances in

technology are now swiftly translatable into tools. This is evident

from determination of genetic sequence of novel H1N1 and

development of diagnostic reagents within a few days of

isolation of causative agents as well as the determination of

susceptibility to currently available influenza drugs. Access to

these drugs and their rational use are critical in mitigating

disease as well as prolonging the utility of the drugs by obviating

emergence of resistance. To prevent deaths and morbidity due

to secondary bacterial infections, a wide variety of

antimicrobial agents are available globally.

New technology is also being vigorously applied to develop

a specific vaccine. However, the supply of vaccine, at least

during the first year of the pandemic shall be finite and not

easily accessible to a vast majority of people living in developing

countries.

Since 2003 when influenza A (H5N1) emerged as a

potential influenza pandemic, the global community and national

authorities have been strengthening their response efforts. The

national influenza pandemic preparedness plans have provided

a valuable framework of action and, with minor modifications

can be activated to launch an effective response to the current

event.

The global response to the spread of avian influenza A

(H5N1) that began in 2003 has helped shaped a number of

significant public health advances. During the past six years,

Table 1: Characteristics of the three pandemics of 20th century

Pandemic Area of Subtype Estimated Estimated Estimated Most affected GDP

emergence reproductive CFR mortality  age group loss %

No. change

1918-1919 Unclear H1N1 1.5-1.8 2-3% 20-50 mill Young adults -16.9 to 2.4

Spanish flu

1957-1958 South China H2N2 1.5 <0.2% 1-4 million Children -3.5 to 0.4

Asian flu

1968-1969 South China H3N2 1.3-1.6 <0.2% 1-4 million All ages -0.4 to -01.5

Hong Kong Flu

Fig 3 : Cumulative number of cases and countries reporting Influenza A (H1N1)
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Update on outbreaks and communicable disease emergencies

the entire world has been strengthening preparedness and

understanding the spread of influenza viruses. A better

understanding of the dynamics of the influenza pandemic has

resulted in categorization of the extent of spread of infection

in different phases so that an appropriate response can be

galvanized.

The WHO Pandemic Phases are planning tools. These

are simple, precise events that can be verified. The phases are

declared by WHO in accordance with IHR (2005). These

loosely correspond to pandemic risk but identify sustained

human-to-human transmission as the key event.

With the rapid spread of infection from Mexico to other

countries WHO, as part of the International Health

Regulations (2005) declared the event as a Public Health

Emergency of International Concern on 25 April 2009. The

risk level was further increased when sustained community-

based transmission was verified in two countries with which

the world entered pandemic phase 5 for influenza which denotes

that a pandemic is imminent. Occurrence of similar sustained

community-based transmission in another country in a different

WHO region will, as per the current definition of WHO phases,

trigger a multisectoral response by the national authorities to

not only mitigate the impact on health of the people but also

minimize the social and economic consequences.

While the pandemic is imminent, the global community

is nevertheless in a good state of preparedness. All countries

have prepared the national influenza pandemic preparedness

plans The need of the hour is to launch swift action on all

fronts by triggering the surge capacity at all levels both within

the countries and at global levels.

Rabies Outbreak in Bali (Indonesia)

Bali (Indonesia) has been historically free of rabies.  Vaccination

of dogs on Bali was not previously practised in view of its

rabies free status.

In November 2008, following a fatal human case of a rabies

compatible illness, investigation confirmed a rabies outbreak

in dogs in southern Bali through testing of dog brain specimens

at a national veterinary laboratory.

Eight clinically compatible human rabies cases have been

diagnosed since November 2008, of which one has been

laboratory confirmed through fluorescent antibody testing of a

saliva specimen. All cases had a history of dog bite in the

second half of 2008 and showed clinical symptoms evocative

of rabies. Only one human case has occurred to date in 2009

following a history of dog bite in November 2008 and failure

to complete post-exposure prophylaxis.

Until now the cases in dogs and humans have been found

only in southern Bali but the disease has the potential to spread

to the rest of the island. The constant movement of small boats

among the islands of the Indonesian archipelago with dogs on

board is the most likely way of entry of rabies into Bali.  This

was believed to be the case for Flores Island in 1997 and Malaku

Islands in 2004.

National and International Response

In response to a request from national livestock services, FAO

deployed an international technical team from 13 - 23 December

2008, joined by WHO Country Office staff.  In summary, the

following activities have been undertaken by the national

authorities supported by WHO and FAO:

• Coordination mechanisms between animal and human

health agencies strengthened at provincial and national

levels.

• Intensified dog vaccination campaign in the outbreak area,

complemented with control of the stray dog population

and animal movement controls. A total of 38,000 dogs

and cats were vaccinated during a four-month period.

• Advocacy among decision makers for regaining rabies-

free status by 2010.

• Strengthening of local laboratory diagnostic capacity,

through donation of a fluorescent light microscope by the

Australian Centre for International Agricultural Research

to the Bali animal disease investigation centre.

• Training of 65 local health care workers on management

of rabies, animal bites and provision of human rabies

vaccine, and international training in Bangkok on human

rabies prophylaxis for two Indonesian clinicians.

• There are eight rabies centres in Bali to deliver vaccination

to dog bite victims. More than 2200 post-exposure
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vaccinations have been provided to the victims of animal

bites.

• Mobilization of over $500 000 USD from international

donors, AusAID and CIDA, via WHO and FAO.

• International training of laboratory professionals on rabies

diagnosis.

The emergence of rabies in Bali is a challenge and

demonstrates the need for close collaboration between human

and animal health sectors. WHO is responding to this challenge

using the Asia Pacific Strategy for Emerging Diseases, and

the One World, One Health strategic framework for reducing

risks of infectious diseases at the animal – human – ecosystem

interface.

Editor’s comments:

Rabies, an invariably fatal viral disease, is transmitted to

humans through animal bites, most commonly dogs. The

disease is preventable through timely pre-and post-exposure

vaccination. However, once the disease occurs, death is

Graham Tallis

Team Leader CSR, WHO Country Office Indonesia

inevitable. It is a disease of poverty, affecting the very vulnerable

populations and children. Necessary tools and methods for

control and prevention of human and canine rabies are available.

Yet more than 1.4 billion people are at potential risk of rabies

infection in South-East Asia Region. Each year, 23 000 – 25

000 people die due to rabies in the South-East Asia Region.

This accounts for approximately 45% of the human deaths

due to rabies worldwide. However, the actual numbers are

not known since all cases of rabies are not notified or reported.

It is estimated that 3.2 million people receive post-exposure

rabies prophylaxis after being exposed to animals that are

suspected of rabies annually in countries of South-East Asia

Region. Based on the number of human rabies cases, the

countries of the Region have been classified as high

(Bangladesh, India and Myanmar), intermediate (Indonesia),

low (Bhutan, DPR Korea, Nepal, Sri Lanka and Thailand)

and zero incidence countries (Maldives and Timor-Leste).

In recent past, Sri Lanka and Thailand have registered a

sharp decline in the number of human rabies deaths through

mass dog vaccination campaign, improved accessibility to human

post-exposure prophylaxis and an effective vaccine delivery

system. Both countries have adopted cost-effective intradermal

rabies vaccination to control human rabies. Other countries in

the Region are also striving to achieve similar success.

Spread of Artemisinin-resistant malaria
in Asia

Scientists and health workers are racing to contain a malaria

strain along the Thai-Cambodia border that is becoming

increasingly resistant to artemisinin, the best drug available to

fight malaria. Artemisinin, strongly recommended to be used

in a combination therapy (ACT), has given hope in recent

years that malaria can be eradicated worldwide in combination

with large scale preventive methods like long-lasting insecticide

treated bednets (LLINs). But key findings in western

Cambodia and Thailand in 2007 and other evidence have

demonstrated increasing proportions of falciparum strains

showing tolerance to artemisinins. This is especially reflected

by an increasing falciparum parasite clearance time over the

last five years. Plasmodium falciparum parasite causes the

deadliest form of malaria.

ACTs are still extremely effective in other countries

worldwide. However, evidence shows that artemisinin as part

of a combination therapy is starting to work slower than

normal, taking more than a benchmark two to three days to

get rid of parasites in an increasing proportion of the infected

population especially on the Cambodian-Thailand border.

Prevention methods

Concerted efforts are being made by the WHO South East

Asia and Western Pacific Regions and several other partners

and malaria control programmes in Cambodia and Thailand

to contain the resistant parasite by radically and actively treating

all malaria cases and preventing its spread. A major challenge

is working with mobile and migrant populations, which could

spread the artemisinin-tolerant parasites. These populations in

the border area include settlers, Cambodians who work in

plantations and orchards in Thailand, and loggers who spend

extended periods in Cambodia’s forests and even workers from

Myanmar accounting for 25% of the migrant workers in eastern

Thailand.



Communicable Disease Newsletter

Volume 6

Issue 1

6

Charles Delacollette & Krongthong Thimasarn

SEARO/WHO

In Thailand, which has a long-established malaria control

programme, the government has created a national task-force

to contain the parasites and Cambodians have established a

similar national task force. The pattern of resistance spreading

is mostly from the east to the west, from the Cambodia border

to the Myanmar border.

Thailand has established 500 malaria clinics as part of

control efforts. It also has 460 malaria posts with support from

the Global Fund where villagers are trained to detect the disease

and provide treatment. In Cambodia, a ban on artemisinin

mono-therapy will be enforced by mid-year. Meanwhile,

authorities are stepping up efforts to fight counterfeit drugs.

There are also plans for all villages in affected areas to have

malaria volunteers and workers equipped with rapid diagnostic

tests and ACT and all at-risk population covered with LLINs

including mobile population with impregnated hammocks.

To prevent the spread of ACT-resistant parasite strong

action is urgently needed. These efforts received a boost recently

with a US$ 22.5 million grant from the Bill and Melinda Gates

Foundation to WHO.

Status in other countries

In Myanmar, the malaria transmission level is high as compared

to Thailand. This factor makes the country more vulnerable to

the spread of the resistant strain within the country as well as

towards westwards, to the eastern parts of Bangladesh.

Experts are monitoring the situation to see if ACT is

becoming less effective in other areas, such as the Thai-Myanmar

border. The Mahidol University-Oxford Tropical Medicine

Research Unit in Bangkok (MORU), with a global consortium

of scientists, is also trying to find out how and why the

falciparum parasite is becoming tolerant to artemisinin.

Artemisinin mono-therapy, where the drug is taken alone -

allowing parasites to more easily adapt to it - is also a significant

factor. In most other countries of the Region that have a history

of rapid development of multi-drug resistant falciparum malaria

have progressively brought substandard antimalarials under

control or are making rapid progress towards this end.

MDR-TB/XDR-TB in the South-East Asia
Region

The South-East Asia Region bears 28% of the global burden

of multi-drug resistant tuberculosis (MDR-TB) cases, with an

estimated 150,000 cases of MDR-TB occurring each year in

countries of the Region. While the overall rates of multi-drug

resistance are low at an average of 2.8 % among new cases,

much higher rates averaging around 18% are reported among

previously treated cases. Very little information is available on

second-line drug resistance in the Region; however extensively

drug resistance (XDR-TB) has been documented in six

countries: Bangladesh, India, Indonesia, Myanmar, Nepal and

Thailand.

MDR-TB case management has been established under

national programmes in Bangladesh, India, Nepal and Timor-

Leste, in close consultation with the Green Light Committee

that has been set up to assist countries in establishing these

programmes. A total of nearly 1000 patients with MDR-TB

were registered for treatment by national programmes in these

Fig. 1: Global distribution of MDR-TB
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countries by March 2009. Indonesia and Myanmar will

commence enrolment of patients later in 2009, while Bhutan

and Sri Lanka, which have submitted applications to the Green

Light Committee, are also expected to commence enrolment

in 2009. Initial cure rates of over 66% are being reported.

 National TB programmes face several challenges in nation-

wide scaling-up interventions chief among which are

inadequate laboratory capacity for culture and drug

susceptibility testing, and for the deployment of newer

diagnostics for the diagnosis of MDR-TB. Other major

constraints are weak case management capacity, especially for

case holding during the necessarily longer duration of treatment

with relatively poorly-tolerated drugs; logistics issues arising

out of weaknesses in country drug supply management,

compounded by the long lead times for procurement and  short

shelf lives of most second-line drugs; limited experience in

scaling-up MDR-TB case management on a national scale and

in delivering these services at the community level as opposed

to hospital-based treatment; and requirements for better

infrastructure and airborne-infection control measures to

prevent nosocomial transmission in health facilities treating

these cases.

Given the need to address these constraints through

concerted efforts on the part of many stakeholders,

representatives from the countries with the highest burdens of

TB and MDR-TB, development partners, affected communities

Nani Nair

SEARO/WHO

and technical agencies were invited to a ministerial meeting in

Beijing, China, between 1-3 April 2009. The meeting organized

by WHO with support from the Gates Foundation and hosted

by the Ministry of Health of China, was organized primarily

to stimulate higher level political actions within the broader

context of health systems, recognizing that M/XDR-TB cannot

be overcome through the efforts of national TB control

programmes alone.

One of the key outcomes of the meeting was a “Call for

Action on Tuberculosis Control and Patient Care” which

recognizes M/XDR-TB as a threat to global public health

security with the potential to severely undermine current

progress in global TB control and achieving the TB-related

targets under the Millennium Development Goals. The meeting

also outlined in the key actions that needed to be undertaken

by Member countries, technical agencies and development

partners engaged in TB care and control, in order to achieve

universal access to diagnosis and management for all M/XDR-

TB patients by 2015. The call for action and other outcomes

of the meeting will form the basis of a resolution on the

prevention and control of M/XDR-TB to be presented by China

at the forthcoming World Health Assembly in May 2009.

Programme updates

Joint Monitoring Mission commends
achievements of India’s Revised National
Tuberculosis Control Pogramme

The fouth Joint Monitoring Mision (JMM) of India’s Revised

National Tuberculosis Control Programme (RNTCP)

comprising of representatives from all major national and

international partners of RNTCP, including technical,

financing, civil society, corporate, professional and academic

entities commended the achievements of RNTCP in areas of

organization, its adoption/adaption of policy and periodic

revision of strategy, its scale-up capacity, monitoring and

evaluation systems, and results.

The JMM observed that the RNTCP was the largest

national TB control effort in the world aiming to serve, through

linked public and private efforts, a full 20% of the global TB

case burden.  India was among the first countries to fully adopt,

and begin implementation of WHO’s recommended Stop TB

Strategy in 2006.  From 2006 to 2008, the RNTCP screened

19.5 million TB suspects and notified 4.4 million TB cases.

The smear-positive case detection rate increased from 66% in

2006 to 72% in 2008 and treatment success in new smear

positive TB consistently exceeded 85%. The default rates that

showed an increasing trend prior to 2006 were now showing

a declining trend in both new and re-treatment cases.

The JMM made several recommendations on different

thematic areas of the programme. These included the need for

going well beyond the 70/85 targets to universal access; greater

resource mobilization for the expected dramatic increase in

costs for the planned MDR-TB management scale-up;

development and implementation of a Human Resource

Development (HRD) plan; systematic implementation and

monitoring of contact investigation for smear positive patients;

further decentralization of DOT to the community level; focus

on default reduction in smear positive re-treatment cases and

better enforcement of drug regulations
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Applying epidemiological priniciples for
public health action: Report of regional
meeting

The need to strengthen the culture of epidemiology in the South-

East Asia Region was expressed by the participants of the

Regional Meeting on Application of Epidemiological Principles

for Public Health action, held in the WHO Regional Office

for South- East Asia in New Delhi from 26 to 27 February

2009. They articulated that this need has acquired greater

importance because of the challenges posed by the recent

economic crisis, climate change, emergence of new infectious

diseases, rising burden of non-communicable diseases, and the

continuing problems of high child and maternal mortality.

The scope and the reach of epidemiology, which is an

integral part of public health, must be expanded to include the

study of social, cultural, economic, environmental, ecological,

and political determinants of health and constitute the keystone

for use of evidence for development of public health policy. It

must be used not only to plan, but also manage and evaluate

public health programmes. In order to address the old as well

as the new challenges to public health, the epidemiological

surveillance and response capacity must be further strengthened

in the Member States, with a sufficient number of trained

epidemiologists, the support of public health laboratories and

use of information technology (e.g., open source software that

provide a common language).

Greater level of interaction is needed between

epidemiologists and social scientists including for development

of new methodologies in a multi-disciplinary way and to bring

in the concept of socio-epidemiology. Such an approach will

enable to move beyond health problems per se to a new complex

social and human developmental challenges such as current

crisis including threat to public health posed by global financial

meltdown and climate change. Training in epidemiology in

medical and public health schools should be skill-oriented or

field-based, with teaching learning methodologies based on

learning by doing. Imparting epidemiological skills and an

analytical approach to problem solving is imperative at all levels

of health services—from national to state/province to district

and primary care levels.

The epidemiological capacity however should not be

restricted  to medical schools and schools of public health alone

but must also extend to so-called alternate sector such as

management and social science institutions, professional

associations and civil society which also need to work

collaboratively and in a spirit of partnerships in order to address

the various health dimensions.

The meeting recommended that the Member countries

should

• Promote and strengthen the use of principles of

epidemiology and of quality epidemiological data for

formulating national policies/strategies and managing

health programmes;

• Invest in and establish a recognized career path for

epidemiologists and public health specialists with skill/

competency profile at all levels of health services;

• Build capacity of the national health staff at all levels of

health service delivery including those working in national

disease control programmes in effective application of

epidemiological principles for evidence-based public health

action;

• Develop and/or further strengthen networking among

national institutes and centres active in epidemiology and

harness their expertise for promoting and protecting public

health and for sharing information for action;

• Enhance teaching and training of epidemiology in the

undergraduate medical/nursing/dental/laboratory/veterinary

courses, with emphasis on quality, in order to instill in

students the epidemiological thinking;

• Foster better collaboration with environmental, ecological

and social scientists to understand influence of these factors

on diseases and in applying this knowledge in planning,

programme implementation, monitoring and evaluation;

conducting special surveys such as demographic health

surveys at regular intervals could help in generating data

relevant for this purpose;

• Collaborate and support utilization of existing

epidemiology-related capacity available in each country,

not only in medical schools and schools of public health

but also in so-called alternate sector such as civil society,

professional associations and management and social

science institutions. Similarly, use laboratory inputs and

information technology in improving epidemiological

analysis; and

• Consider organizing annually a national epidemiology

seminar to share information on and experiences in

epidemiological research and training initiatives underway

in the country

The meeting also requested WHO to:

• Organize, in collaboration with interested partners and

stakeholders, a regional conference to enhance visibility
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and relevance of epidemiology in the South-East Asia

Region and advocate with policy makers on the critical

role of evidence for public health action, at all levels of

health services;

• Provide technical support to Member States in building

capacity of national programme staff in epidemiology and

application of it’s principles for programme development

and management;

• Continue to facilitate networking and partnership among

institutes active in conducting epidemiological training

or research both in medical schools and schools of public

health and in the so-called alternate sector, and provide a

forum for sharing of information and expertise within the

Region;

• Prepare and share with Member States standard/uniform

epidemiology training materials, and protocols developed

based on consensus;

• Assist Member States in formulation and implementation

of research that could determine the influence of social,

cultural, economic, environmental, ecological and political

factors on disease epidemiology and delivery of and access

to health interventions, and in better translation of such

epidemiologic evidence to policy and programme context;

• Develop various short (1-2 week) epidemiology training

courses that are participatory, interactive and field practice-

oriented for:

– health programme managers so that epidemiological

data are used to plan, monitor and evaluate public

health programmes;

– medical/public health school students through FETP-

type training methods to engage them in the application

of epidemiological principles to field investigations;

– laboratory specialists to enhance a stronger

involvement and constant collaboration between public

health laboratory and epidemiologists

– non-governmental organizations to encourage them

to use epidemiological principles in their programmes;

and

– journalists and community organizations on

communicating epidemiological information/data as

evidence base for public health action.

Research priorities in communicable
diseases identified

The countries of the South-East Asia (SEA) Region are at

high risk for new and emerging infectious diseases and this

region has become a hotspot for many zoonoses, drug-resistant

pathogens and vectorborne diseases. Better understanding of

the epidemiology of and the broader social, economic, cultural,

environmental, ecological and political dimensions are some

of the challenges for today’s research in communicable diseases.

Research is essential for the development of new tools and

interventions, and should be geared towards the development

of evidence-based policies and interventions to increase

efficiency and effectiveness of programme development and

management of health promotion and diseases prevention and

control. The need for research as a part of strategic information

and evidence base for developing effective and efficient disease

interventions, that contribute to the scaling up and sustaining

of interventions that work, cannot be underestimated.

In the face of the financial crisis facing countries, priority

setting becomes important, in order to carry out research for

health problems that target groups or populations such as the

poor, vulnerable, marginalized and underprivileged.

Undoubtedly, the environmental, ecological, social, economic

and cultural aspects in disease control require partnerships and

networking with social scientists, environmentalists, health

economists, both in developing research proposals and

conducting research.

The Regional Workshop on Research Priorities in

Communicable Diseases organized by the WHO Regional

Office for South-East Asia, New Delhi from 4-6 March, 2009

addressed these issues and identified priority areas for research.

It concluded that  besides old challenges, research should

address new challenges such as climate change and its impact

on health. As a cross cutting issue, research agendas in this

area would include study of host factors, environmental and

socio-cultural factors, and also health systems leading to

developing policies and strategies and ensuring optimal health

service delivery systems.

In this context, the following recommendations were

made:

Member States should

• Mandate the inclusion of an appropriate research agenda

into national health policies and programmes.

• Allocate at least 5% of the budgets allocated to

communicable disease programmes for research.

• Establish a national data base of all on-going research

relevant to the programme, including drug trials,

development of vaccines and diagnostic tools and share

this information both within the country and with other

countries of the Region.

• Establish a mechanism such as a National commission on

research to policy to interface between researchers and
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the policy makers/programme managers to facilitate the

translation of research into policy and strategy.

• Set up a network of institutes engaging in research, such

as national centres of excellence, academic institutions,

and WHO Collaborating Centres to support research

relevant to national programmes, facilitate close

collaboration between researchers and programme

managers and promote actionable research

• Build/enhance institutional and individual capacity building

for preparing quality research proposals and conducting

research that can be applied for prevention and control of

communicable diseases.

• Promote research that determines influence of

environmental, ecological and social factors on

epidemiology of communicable diseases

• Utilize available financial resources e.g. GFATM to

support research in country-specific context.

• Consider organizing similar workshops in member

countries bringing together policy-makers, researchers,

programme staff and other stakeholders to identify gaps

and priority areas for research in countries.

WHO should

• Discuss research as part of the agenda of the Regional

Committee and Health Ministers’ meeting.

• Collaborate with Member countries in building research

capacity at the national, institutional and individual levels,

specifically in training researchers on research

management, in engaging and applying research in disease

control programmes and promoting actionable research

• Collaborate with TDR and other partners on research

relevant to programmes in the Region, including on

emerging global issues, such as climate change and the

current financial crisis.

• Assist with the design of operational research protocols

and coordinate multi-centre studies to address programme

challenges, in an effective manner.

• Facilitate networking of researchers and laboratories as

was very effectively done during the SARS containment

in Asia in 2003.

• Establish regional mechanisms to set research agendas,

and develop standard research protocols related to specific

issues which can be used or adapted by Member countries

when needed including research on environmental and

ecological paradigms of communicable diseases

• Establish a specific programme on ARI/CDD research

and control. This should be discussed at the Regional

Committee Meeting.

• Facilitate sharing/ dissemination of research information

among countries by various means including through a

Public Health Journal of SEA Region.

It was also agreed to review the progress made on these

recommendations after two years

TAG calls for an intensified control of acute
diarrhea and respiratory infections

The first meeting of the Regional Technical Advisory Group

on Integrated Control of Acute Diarrhoea and Respiratory

Infection (RTAG-ICDR) was convened during 23-24 April

2009 at National Institute of Cholera and other Enteric

Diseases (NICED) in Kolkata, India.  The main purpose of

the meeting was to review the epidemiological situation of

ARI and diarrhoeal diseases in the Region and recommend

appropriate strategies, goals and targets for reduction of

morbidity and mortality in various age groups.

The meeting was attended by nine Technical Advisers. Dr

Jai P. Narain, Director, Communicable Diseases Department,

WHO/SEARO moderated the two-day meeting. The RA-CSR

and the focal point for diarrhoeal diseases and respiratory

infections at the CSR Unit also participated.  After considerable

deliberations, SEAR TAG members endorsed the strategy

developed and proposed by the technical unit.

The suggested five elements of the strategy are: 1).

Preventive interventions with improved nutrition,

immunization and handwashing; 2). Home and facility-based

case management; 3). Community mobilization and

empowerment; 4). Surveillance and M&E; and 5). Operational

research mainly to assist in scaling up implementation.
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Newsbytes

New oral cholera vaccine launched  in India

A double-blind placebo controlled randomized phase III trial

was conducted with  a oral whole cell  killed bivalent cholera

vaccine in an urban slum site in Kolkata Municipal Corporation

with 110000 populations by National Institute of Cholera and

Enteric Diseases, Kolkata (NICED) in collaboration with

International Vaccine Institute, Seoul, Korea. Heat killed

Escherichia coli K12 strain was used as placebo and its optical

turbidity was identical to that for the cholera vaccine.  The

vaccination was conducted in September 2006 and post-

vaccination surveillance was conducted for 2 years. The data

showed 68% overall protective efficacy. Age group wise

protection showed 53% efficacy in children 1-5 years of age,

88% in 5-15 years age group and 66% in more than 15 years

age group.

Based on the results of protective efficacy of this new cholera

vaccine it has been licensed in India and launched in April

2009. It is scheduled to be available in the Indian market in

July 2009. The vaccine is being manufactured by Shantha

Biotech Pvt. Ltd. Hyderabad, following technology transfer

from VABIOTECH in Vietnam who had supplied the vaccine

for the trial. The vaccine costs USD 1 per dose and a course

comprises of two doses.

WHO prequalifies generic oseltamivir
produced by Cipla, India

Indian generic maker Cipla Ltd’s  version of Roche’s oseltamivir

(Tamiflu) has been included in WHO’s prequalification list. The

drug is effective against the H1N1 flu virus.

Oseltamivir is one of only two approved drugs to which

the H1N1 strain of influenza has been found to be susceptible.

The other being zanamivir.

WHO’s Prequalification Programme aims to make quality

priority medicines available for the benefit of those in need.

WHO achieves this through its evaluation and inspection

activities, and by building national capacity for sustainable

manufacturing and monitoring of quality medicines.

WHO’s strategy for pre-qualified drugs includes: applying

unified standards of acceptable quality, safety and efficacy;

evaluating the quality, safety and efficacy of medicinal products,

based on information submitted by the manufacturers, and

inspection of the corresponding manufacturing and clinical sites;

prequalifying quality control laboratories of pharmaceuticals and

These strategies should be implemented at the community

level, directed by the community and with its full involvement

in planning and implementation. The RTAG made a total of

nine recommendations including the following three:

1. Develop a regional strategy on intensified prevention and

control of acute diarrhoea and respiratory infections with

the focus on community based activities (based on the

feedback from RTAG) which could possibly be adapted/

adopted by Member countries.

2. Facilitate bringing the programme of intensified prevention

and control of acute diarrhoea and respiratory infections

as an agenda of high policy level meetings, linked with

MDG 4.

3. Support Member countries in developing an inter-sectoral

district (equivalent administrative unit) level operational

plan for decentralized implementation.  The operational

plan must include elements of supportive supervision,

accountability, decision making and use of monitoring data

for action at local level.

Madhu Ghimire
CSR/SEARO/WHO
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build the capacity of staff from national regulatory authorities,

quality control laboratories, and from manufacturers or other

private companies, to ensure medicines quality.

WHO’s list of prequalified medicinal products used for

HIV/AIDS, malaria, tuberculosis and for reproductive health

produced by the Programme is used principally by United

Nations agencies — including UNAIDS and UNICEF — to

guide their procurement decisions.

Cipla’s version of oseltamivir is priced at about Rs 1,000

($ 20) per strip of ten 75 mg tablets. It is one-third of  the

current Tamiflu market price of $60.

India bans retail sale of oseltamivir

The Government of India has banned the retail sale of

oseltamivir phosphate or Tamiflu in the Indian market.

Oseltamivir is one of the two drugs that are effective against

influenza A (H1N1) which has rapidly spread to 46 countries

in two months. Chemists shall not be able to sell the drug

across the counter. The public health action has been taken to

obviate indiscriminate use of this drug, prevent development

of resistance and to protect its efficacy. The Government of

India is maintaining adequate stocks of the drug which would

be distributed among the people free of cost through the public

health network as and when the need arises.

SEAR Health Ministers call for concerted
policy actions to minimize impact of
potential influenza pandemic

In the context of evolving influenza A (H1N1) situation, the

South-East Asian Region Health Ministers adopted a joint

statement at Geneva on 19 May 2009 during the 62nd World

Health Assembly to ensure regional health and mutual support.

It calls for actions to immediately and seriously implement the

national influenza pandemic preparedness plans and intensify

the performance of surveillance in humans and animals, rapid

diagnosis and detection, and effective response system through

strengthening the national core capacities as required by

IHR(2005); assess the potential need and increase national

stockpiling of antivirals and essential medicines and foster

collaboration within and among Regions.

WHO was requested to convene a regional meeting to

discuss influenza A (H1N1).

WHO Prequalification Programme adds
Cipla’s anti-malaria product to its
prequalified drugs list

The WHO Prequalification Programme has recently added an

antimalarial drug (Artemether/Lumefantrine   20mg/

120mg   tablets ) produced by Cipla (India) to its list of

prequalified malarial drugs.

The WHO Prequalification Programme focuses on a

selection of products that have been identified by the respective

WHO disease departments as essential for treatment of the

above-mentioned diseases or for reproductive health. 

Prequalification of medicinal products normally involves

evaluation of data relating to their quality, safety and efficacy

as well as inspection of the relevant manufacturing and clinical

site, as described elsewhere in this web site.

The pharmaceutical products (manufactured at the specified

manufacturing sites according to accepted specifications) for

which - at the time of assessment - the product data and

information submitted were found to meet the norms and

standards recommended by WHO and for which - at the time

of inspection - the relevant manufacturing and clinical sites

were found to be in compliance with Good Manufacturing

Practices, Laboratory Practices and Clinical Practices, as

applicable are included. Some of the products have been listed

relying on the assessment carried out by certain regulatory

authorities, which are willing to share information with WHO.

Currently, the following antimalarials are included in the

WHO list of prequalified products.

World Malaria Day observed in SEARO

“World Malaria Day” was observed second time in WHO

Regional Office for South-East Asia on 24 of April 2009. 

The cerebration included an exhibition on malaria jointly

No Antimalarial Manufacturer

1 Amodiaquine Guilin, China

2 Amodiaquine + Artesunate IPCA, India

Guilin, China

Cipla, India

Sanofi-Aventis, Morocco

3 Artemether+Lumefantrine Novartis, China and USA

Ajanta, India

Cipla, India

4 Artemotil Rotexmedica, Germany

5 Artesunate Guilin, China

IPCA, India

Details can be seen at www.who.int/prequal
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organized by WHO,  India Malaria Control Programme and

the National Institute of Malaria Research of India. To mark

the occasion, an exhibition on malaria treatment kit, malaria

prevention tools and posters presentations on progress of

malaria control in South-East Asia was organized.  The function

was inaugurated by Regional Director Dr Samlee Plianbangchang

and attended by WHO staff members,  other UN bodies viz.

UNICEF , World Bank and the Asia Fighting Malaria and by

many other eminent personalities in the field of malaria in

India.  Representatives from WHO WPR, HQ (GMP and

HAC) and malaria programme managers and malaria scientists

in several countries in Asia were also present.  

Drug manufacturers agree to withdraw oral
artemisinin-based monotherapy

A meeting with manufacturers of artemisinin-based antimalarial

medicines was organized by WHO in New Delhi, India on

14 October 2008 to inform them about WHO’s concerns and

position.  In view of the increasing risk of resistance developing

to artemisinin-based antimalarial medicines, and early

suggestive evidence of it being already apparent at the

Cambodian-Thailand border, WHO strongly promotes the

progressive withdrawal of oral artemisinin-based mono-

therapies from the market in order to avert this risk. This

meeting was the second in the series.  Many senior dignitaries

of the Ministry of Health and Family welfare, National Vector

Borne Disease Control, National Institute of Malaria Research

and WHO participated. Several leading India-based

manufacturers of antimalarial drugs also attended the meeting.

At the end of the meeting, it was decided to expedite the process

of withdrawal of mono-therapies as well as promote

combination therapies in the public and private sectors.  

15th RBM Board Meeting calls for concerted
support to endemic countries

The Roll Back Malaria (RBM) Partnership Board convened

its 15th biannual meeting in New Delhi, India in November

2008 to provide leadership and critical guidance to the global

effort against malaria. As partners intensify their activities to

implement an ambitious new plan for malaria control and

elimination (Global Malaria Action Plan), sound decisions and

a tight coordination of policies and initiatives are needed at

global, regional and national levels to ensure that endemic

countries reach the RBM 2010 targets. The decisions made at

this Board meeting determine the scope of the Partnership’s

support to endemic countries at a time of unprecedented

international commitment to reducing the burden of the disease.

Partners meet to improve TB drug
procurement for Myanmar

A Partners’ Meeting on Sustainable TB Drug Supply in Myanmar

was convened by the Ministry of Health on 1 December 2008,

in Naypyidaw. The meeting, chaired by HE. Prof. Dr. Kyaw

Myint, Minister of Health, was organized to seek assistance to

fill a critical funding gap for first-line anti-TB drugs in the country.

The Global Drug Facility (GDF) usually allows for a maximum

of two terms of the three-year grant, which, in the case of

Myanmar, ended in 2008. GDF, however, had exceptionally

agreed to provide a 7th year of support till the end of 2009

amounting  US $ 2.5 million for the first-line TB drugs plus a

grant for 100% of children’s needs.

Following the completion of this exceptional seventh year

of free grants of first-line anti-TB drugs through the GDF, the

National TB Programme in Myanmar will face an acute

shortage of drugs to treat over 150,000 cases of TB being

registered by the programme every year from 2010 onwards.

The aim of the Partners Meeting was to find solutions to fill

the critical gap of about USD 3 million to treat 150,000 TB

patients in 2010 in the short term while the longer term solutions

would be an increase in government spending on TB drugs

and an application to the GFATM for Round 9. The programme

estimates that an additional USD 4 million will be needed

every year, in addition to the funding being provided through

the national health budget, for these drugs. The meeting ended

with optimistic perspectives on the possibilities to bridge this

gap by several partners, based on their present and future

expected support to the country.

Flu vaccine in 3rd trimester of pregnancy
useful

A recent blinded randomized clinical trial conducted by a group

of researchers affiliated with Johns Hopkins University and

ICDDRB in Dhaka, Bangladesh suggested that prevention of

influenza infection during 3rd trimester of pregnancy by

immunization with flu-vaccine enhances foetal growth,

implying that influenza infection in late pregnancy may reduce

birth weight which could be prevented.

Mothers who had received WHO’s Southern  Hemisphere

formulation, 2004 flu-vaccine during circulation of non-

matched flu viruses gave birth to infants with the mean birth

weight of 3.08 Kg, not statistically different from the mean

birth weight of 3.05Kg in the control group (p=0.70).

However, the mean birth weight of 59 infants born to mothers

vaccinated with flu vaccine during circulation of matching

strains of viruses was 3.186Kg vs. 2.972Kg mean birth weight

of 57 infants in the control group; gain of 215g or 7% (p<0.02).

If confirmed in larger trials, flu vaccine may have a role in

preventing low birth weight and in improving child survival.

Human Rhinovirus C infection in Thai
children

Genetic subgroup C is a relatively new genotype among Human

Rhinoviruses (HRV). The potential of the virus to cause acute

respiratory infections in humans and its epidemiology have

not been well studied. Between February 2006 and February

2007, Piyada Linsuwanon et al. from the Department of

Paediatrics,  Chulalongkorn University, analysed 289
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nasopharyngeal aspirates from children hospitalised with acute

respiratory infections. Eighty seven children of a median age

of 15 months (range 11 days to 10 years 5 months) were

positive for HRV indicating an annual incidence of 30.1%.

Wheezing or exacerbation of asthma was the most common

clinical presentation. Phylogenetic analysis showed the

frequency of different subgroups: HRV-A 33.3%; HRV-B

9.2%; and HRV-C 57.5%.

It appears that HRV-C could be an important cause of

recurrent wheezing or asthma exacerbation in infants and

young children and researchers and epidemiologists should

take this into consideration during vaccine development and

trials.

Operational research projects funded by
World Bank launched in India

The National Institute of Malaria Research (NIMR), Delhi,

India launched various operational research projects on malaria

on 28th April 2009. NIMR will be conducting studies on

therapeutic efficacy and pharmacovigilance of antimalarials,

quality assurance of laboratory diagnosis of malaria, monitoring

insecticide resistance, baseline household surveys, evaluating

the extent of artemisinin mono-therapy use, which are funded

by the World Bank through the National Vector Borne Disease

Control Programme (NVBDCP). These projects would help

to effectively implement the programme.

Dr. V. M. Katoch, Secretary, Department of Health Research

and Director-General, Indian Council of Medical Research,

launched the projects. He appreciated the initiative of NIMR in

the translational research on malaria and the close collaboration

with the programme. Dr. A.P. Dash, Regional Adviser, VBC,

WHO/SEARO highlighted that the  partnership of NIMR with

the programme will continue in future and help in the utilization

of research expertise in malaria control. On this occasion, a

handbook on guidelines for diagnosis and treatment of malaria,

prepared jointly by NIMR and NVBDCP in India was also

released. This was an effort to increase awareness among

clinicians, especially in the private sector on rational treatment

of malaria based on national guidelines.

National AIDS and TB Managers of the SEA
Region focus on accelerating interventions
to address HIV associated TB

The 13th Meeting of the National TB Programme Managers’

and 20th Meeting of the National AIDS Programme Managers

of the SEA Region was held in Male, Maldives, between 1-4

December 2008. The objectives of the meeting were to:

1. Share progress made in TB control in Member countries

and in the Region as a whole;

2. Review constraints and identify key actions to intensify the

implementation of TB control interventions in countries,

including interventions for MDR and XDR- TB;

3. Identify joint actions for scaling up TB-HIV prevention,

diagnosis, treatment, and control in Member countries, and

4. Identify the key technical and financial resource

requirements for the implementation of all planned

interventions and outline activities to meet these

requirements.

Opening the meeting, H.E. Dr Aminath Jameel, Minister

of Health of the Maldives recounted her own experience with

TB and said that the Government of the Maldives was

committed to the target of eliminating TB. In his message to

the participants of the meeting the Dr Samlee Plianbangchang,

WHO Regional Director for South-East Asia Region, said,

“Only when we have reached, found, treated and cared for

every affected man, woman and child can we even begin to

think of really achieving the MDGs”.

The key recommendations for WHO were:

• To provide technical assistance for building capacity for

the full and effective implementation of national multi-

year plans for TB control, focusing especially on the

following:

– programmatic areas: human resource development,

improving programme management, procurement,

and supply management, monitoring and surveillance;

and

– technical areas: laboratory capacity for the diagnosis

of all forms of TB, infection control , childhood TB,

MDR-TB, ACSM and operations research;

• To advocate at all high-level policy forums for sustaining

and for a gradual increase in domestic budgets for essential

priority programmes such as TB control.

The key recommendations for National TB Programmes

were:

• To develop the next five-year national operational plans

for TB control (2011-2015), incorporating all activities

and resources from both the government and private sector;

• In the above context, develop ambitious proposals for

submission during future rounds of GF applications, to

address financial gaps and build the required capacity to

fully implement all planned interventions under national

multi-year plans for TB control; also ensuring that the

proposals include all foreseen technical assistance

requirements and funding for this assistance;

• To assess the impact of the global financial crisis on funding

for TB control and plans for scale-up, and take all necessary

steps to secure funding for essential components of

programme implementation, through both domestic and

external sources;

• More actively engage with civil society including activists,

both to elevate the profile of TB programmes and promote

a “rights” approach for access to TB care, and to increase

domestic investments in TB care and control activities.
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Recent SEARO publications

Guidelines on Clinical Management of Chikungunya Fever (SEA-CD-180)

As chikungunya fever is a new and emerging disease it has not received sufficient coverage yet in the

medical curricula of Member States. Specific treatment is not available, and there is no vaccine for the

prevention of chikungunya fever. It has therefore become imperative to develop guidelines, based on

the limited clinical experience gathered from managing patients so far, for appropriate management of

patients in communities and in health facilities. Experts engaged in managing patients with chikungunya

fever in the Region were brought together by the WHO Regional Office for South-East Asia to outline

guidelines for managing various situations and stages of the disease. This publication is the end result

of that exercise and is intended to assist health-care providers in planning and implementing appropriate

care to patients with chikungunya fever according to their actual clinical conditions.

Guidelines on Establishment of Virology Laboratory in a Developing
Country (SEA-HLM-399)

http://www.searo.who.int/LinkFiles/Publications_SEA-HLM-399.pdf

Laboratories play a critical role in the surveillance, diagnosis and monitoring of viral disease.

Establishment of a reliable viral laboratory is a prerequisite for a strong public health response to

emerging viral diseases These guidelines provide the minimum requirements for establishing a national

virology laboratory and cover key aspects of physical infrastructure, human resources, technologies and

quality systems. The guidelines should be of use to policy-makers and laboratory directors in the

development countries in establishing virology laboratories in their respective countries, thus enhancing

national self-reliance in this area.

Early Warning and Response in Outbreak and Other Public Health Events:
A Guide (SEA-CD-178)

These guidelines were developed to provide Member States with the technical information needed to

establish an early warning component as part of their existing surveillance systems in order to comply

with the core capacity requirements of IHR(2008). These are addressed to health policy-makers

responsible for strengthening the early warning and response mechanisms of an existing surveillance

system, epidemiologists at the national, intermediate and local level and rapid response teams at the

national, intermediate and local level.

Regional Task Force Meeting on Avian Influenza (CD-SEA-177)

The first meeting of the Regional Task Force for Research identified key gaps in knowledge exist in the

following areas: surveillance in clinical and community settings, clinical management, virology, socio-

behavioural change, socio-economic impact, the animal-human interface and vaccine development.

Systematically addressing these knowledge gaps would have implications for capacity-building in

countries of the Region, especially since research capacity is not balanced between Member countries.
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Surveillance corner

Avian influenza continues to be a public health problem

While the world is being swept by influenza A (H1N1) virus, the influenza A (H5N1) virus that appeared in 2003 has

established endemicity in several countries. Outbreaks of poultry avian influenza H5N1 continue to occur in countries of South-

East Asia Region. Bangladesh, India, Indonesia have been reporting poultry outbreaks from time to time and Nepal reported

first outbreak of poultry avian influenza (AI) in January 2009.

Globally a  total of 424 human cases of avian influenza H5N1 with 261 deaths have been reported from 15 countries since

December 2003. These include Bangladesh (one case), Indonesia (141 cases and 115 deaths), Myanmar (one case) and Thailand

(25 cases and 17 deaths). The percentage of human H5N1 cases reported from countries of WHO South-East Asia Region

from 2004-2008 is presented in Fig. 1.

9 – 13 August 2009

Bali International Convention Centre

Nusa Dua, Bali, Indonesia

Upcoming events

9th International Congress on AIDS in Asia and the Pacific

Theme — Empowering people — Strengthening Networks

www.icaap9.org

Fig 1 : Cumulative Human Cases of Avian Influenza (H5N1).
Reported to WHO globally versus SEAR countries, Dec 2003- May 15, 2009
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