
INTRODUCTION 

The period of this report marks the successful .end of the 
Sixth General Programme of Work (1978-1983) and the beginning of the 
Seventh General Programme (1984-1989), ushering in a new era of 
hopes and aspiration for better health for all people. The two most 
significant developments, with far-reaching consequences, during the 
period of the Sixth General Programme of Work were (i) a dramatic 
shift in the thinking and the working processes for health develop- 
ment, both in national and international arena, leading to the 
universal acceptance of the social goal of achieving health for all 
by the year 2000, and (ii) a very rapid crystallization of national. 
regional and global "health for all" strategies based on the primary 
health care approach providing an agreed framework for action at all 
levels for achieving this goal. I am happy to state that even before 
the advent of 1984, the implementation of "health for all" strategies 
and the basics of the Seventh General Programme had begun in the 
countries of the Region. This demonstrates the mature wisdom of our 
Member States in collectively utilizing flexible global themes and 
actively adapting them for individual application in their own 
countries. This has been possible due to their unflinching commitment 
to the goals of achieving "health for all" by the year 2000 and 
their concerted effort for actual translation of these goals into 
realities. Thus, a good beginning has been made, although there is a 
long way to go to reach the goal within the relatively short time 
remaining. 

General Programme Development 

In order to implement the Seventh General Programme of Work 
(GPW), which reflects the basic steps of the strategies for health 
for all, medium-term programmes were developed at the regional level 
in close collaboration with the Member States. The regional medium- 
term programmes, thus, represent a synthesis of ideas, approaches 
and actions conceived at country level in order to operationalize 
the Seventh General Programme of Work as well-coordinated collabora- 
tive activities in the Member States. As a prelude to actual 
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implementation, the regional medium-term programmes were further 
reviewed to ensure their relevance and adequacy, and their conformity 
with the national and regional "health for all" strategies and plans 
of action. Following this review, a compendium of relevant activities 
for WHO collaboration in countries was developed for its use in the 
elaboration of WHO programme budgets for the 1984-1985 biennium. The 
entire effort reflects the application of the well-established 
concepts of an integrated WHO managerial process ensuring relevance 
of WHO collaborative activities to the actual needs and priorities 
of the Member States through a systematic, step-by-step dialogue. 

The active involvement of national health administrations in 
the work of WHO in the Region has been a source of strength and 
direction. Such participation has been of great value both at 
country level and at regional level in the formulation and imple- 
mentation of WHO supportive actions. In this context, I am happy to 
state that the Consultative Committee for Programme Development and 
Management (CCPDM), established with a member from each country in 
pursuance of the Regional Committee's guidance, undertook a review 
of WHO programme activities for the entire biennium of 1982-1983. In 
addition, the CCPDM recommended the modalities for carrying out the 
joint national-WHO evaluation during the year 1984. The restructuring 
of the Organization and its functions in conformity with the Seventh 
GPW is under process in the Regional Office, and the country-level 
operations are being strengthened to enable them to assume the tasks 
required to implement the new managerial framework of WHO support to 
the countries. Joint consultative programme review and implementation 
have become institutionalized. It is further gratifying to note that 
governments are assuming greater responsibility for WHO programme 
management. In order to support close monitoring by the governments 
of WHO programmes, the information systems within the Regional Office 
and the offices of the WHO Programme Coordinators and Representatives 
have been refined and streamlined. The internal reporting system is 
serving both the functions of monitoring of budget implementation 
and of technical activities in programmes. 

Coordination between programmes and between different levels 
of the Organization received greater attention; joint planning and 
implementation by different programme units enhanced the relevance 
and substance of technical cooperation provided to countries. The 
aforementioned restructuring of the Regional Office is intended to 
facilitate this coordination. 

In the context of the new managerial framework, Country 
Information Desks (CIDs) were introduced at the Regional Office in 



early 1984. and as a preliminary step to the strengthening of the 
country focus at the regional level and the establishment of "country 
focal points". These CIDs, as they are labelled for the time being, 
have been placed generally under a senior Professional staff member, 
who keeps track of and monitors the process of implementation of 
country programmes. CIDs are kept informed of the salient features 
of all ongoing activities in the countries. This step is a precursor 
to the further strengthening of the country focus whereby the entire 
country programme activities will be viewed as a composite whole and 
the linkages among the programmes will be maintained during 
implementation. 

In order to stimulate the process of health resource mobiliza- 
tion, technical cooperation was provided for the conduct of Country 
Resource Utilization (CRU) reviews in Bhutan and Maldives, thus 
bringing the number of countries in the Region completing CRU reviews 
to five. WHO gave further support, as required, to the follow-up 
actions taken by the countries themselves. 

Health Situation and Trend Assessment 

The effective planning and management of health development 
activities requires the use of a broad range of statistical, 
epidemiological and managerial information. While the countries of 
the Region are developing and strengthening their capacities to 
generate and use relevant information for health management, there 
has been a tendency to compartmentalize these three categories of 
information. This prevents their integrated generation and use in 
the analysis of the health situation and in trend assessment, which 
is the basic step for any planning and management process. These 
activities have, therefore, been integrated under one collaborative 
programme for better coordination and smoother functioning. 

The need to utilize simple technologies that are appropriate 
and easily applicable in the prevailing situations in order to 
generate the required information is now recognized. Efforts to 
improve and extend lay-reporting systems within the framework of 
primary health care are now evident in most countries. This is 
certainly a good sign. The WHO guidelines for developing and expand- 
ing lay-reporting systems have been extensively used in these efforts 
in addition to the support provided by the technical staff of the 
Regional Office. Besides promoting lay-reporting systems, the 
Organization has also collaborated in national efforts for streng- 
thening health manpower in both the statistical and epidemiological 
aspects of national health information systems. The reorientation of 
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training in epidemiological surveillance to make it more practical 
and fieldbased rather than merely didactic has been successful to a 
great extent in Thailand and Indonesia. India is also co~lsidering 
this aspect of the training in epidemiology for district-level 
epidemiologists. There is a new awareness of the use of appropriate 
information for the planning and management of national health 
systems, which is evident from the countries' efforts to generate 
information for various purposes through surveys such as those 
undertaken recently in Bhutan, Burma, India, Indonesia, Maldives, 
Sri Lanka and Thailand. What is necessary now is to take advantage 
of this renewed awareness and to channel this enthusiasm towards the 
further development and strengthening of national health informa- 
tion capabilities to achieve better health management at national 
level. 

Managerial Process for National Health Development (MPNHD) 

Throughout the 1970s and early 1980s, the concept of MPNHD has 
been promoted and its absorption or adaptation for incorporation 
into national health systems has been actively supported by the 
Organization. Many of these principles have emerged from actual 
health planning experiences gained in the countries of the South- 
East Asia Region, since they boldly undertook innovative planning 
activities, in collaboration with WHO to streamline planning 
concepts and methodologies. A series of country health programming 
exercises for developing national health plans and detailed program- 
ming through project formulation are examples of those efforts. As a 
result of these activities, there has been a perceptible improvement 
in the health planning process in the countries of the Region. In 
addition to a planning unit for health development in the central 
planning commission or analogous bodies, health planning cells have 
also been established in ministries of health in most countries. 
There is, however, an obvious weakness in these planning cells, as 
most of them do not yet have a core group of multidisciplinary 
experts, including a health planner, economist, operational research 
specialist, systems analyst and social scientist. WHO'S collaborative 
programme is aimed at bridging this gap by training appropriate 
personnel to build up this essential core group. 

In addition to training, the technical support provided by 
WHO'S collaborative programme is now being focused on tasks 
pertaining to financing, resource allocation, management of 
development activities, including monitoring and control, and - most 
importantly - the evaluation of progress, service performance and 
impact on the health status of the population. 
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As the difficulties of primary health care implementation are 
being better defined through these processes, it is becoming more 
and more evident that the national managerial processes for health 
development will also have to tackle, on a priority basis, such 
apparently mundane and routine problems as inadequate service, staff 
performance and staff supervision, poor logistic systems, weak 
reporting systems and inadequate communication and feedback between 
various echelons of the health services. These apparently simple 
problems, however, are seriously jeopardizing health programmes, 
which often fail to produce a health impact commensurate with the 
level of input of resources. Hence the training in management need 
not always be in sophisticated principles and procedures but should 
also include the day-to-day handling of managerial problems. This 
realization has led to the inclusion of managerial training in 
service programmes such as the expanded programme on immunization, 
control of diarrhoea1 diseases, and malaria. Although these isolated 
efforts have produced some improvement in the management of specific 
programmes, there is a need to develop a coordinated and comprehen- 
sive process for practising these routine managerial methods and 
procedures as an integral part of MPNHD as a whole. The Organization 
is now stimulating this process through its collaborative programme 
in the Member States. 

Another important aspect of MPNHD is the involvement of the 
communities in the health development process using various 
modalities of planning and management in which they can directly 
participate and contribute. Since community involvement is a pillar 
of the basic philosophy of primary health care, several countries 
have tried to develop health activities planned and managed by the 
communities themselves with minimal support from outside. In this 
regard, the village-managed primary health care services in Thailand, 
the community-managed drugs supply cooperatives in Thailand and 
Burma, and the health insurance scheme managed by communities in 
Indonesia are good examples. However, community participation in 
developing primary health care remains as limited as before, and 
there is a need for continuing efforts through health services 
research to devise ways and means of ensuring such involvement. 

Health Services Research 

The role of health services research (HSR) in the development 
of primary health care as the key approach for achieving the "health 
for all" goals is now emphatically recognized in the countries of 
the Region. In fact, the South-East Asia Advisory Committee on 
Medical Research (SEA-Am) has already developed guidelines for 
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health services research with a view to promoting and conducting 
research for the application of known and emerging knowledge to 
accelerate health development. The guidelines have been acclaimed 
both within and outside the Region. Accordingly, the regional 
programme on research promotion and development has accorded high 
priority to health services research and has been supporting a large 
number of HSR projects in the fields of primary health care, 
financing of health service development, manpower development, 
maternal and child health, nutrition, diarrhoea1 diseases control, 
expanded programme on immunization, research management and 
environmental health. Training in the development of protocols on 
relevant HSR topics is another aspect of WHO'S collaborative 
activities in this field. 

I must stress here, however, that the development of HSR is 
not going to be an easy process, since HSR often has to aim at 
solving practical problems of implementation in field situations and 
so is devoid of the glamour of institutional or laboratory-based 
research. Moreover, the results of quite a few health services 
research projects, even though leading to actual application, often 
are not published in scientific journals. In spite of this situation, 
I am happy to state that HSR activities are gradually developing in 
the Region and both the number and the range of projects involved in 
HSR are steadily increasing. 

Health Legislation 

While health services research must support primary health 
care development by facilitating the application of known and 
appropriate technology, supportive health legislation is required in 
order to provide the needed legal framework for practising and 
expanding primary health care. The governments of the countries of 
the Region are well aware of the need for appropriate legislative 
support for health development, and they have taken steps to develop, 
modify or strengthen existing health legislation, often with WHO 
collaboration, to bring it in line with the needs of the national 
health development policies and strategies. Thus, several countries, 
notably Bangladesh and Sri Lanka, now have draft health legislation 
in support of primary health care practices. Burmese health laws 
have been reviewed by a high-level committee and modified to make 
them conform to the present national health policies, including 
"health for all" goals and the general political and administrative 
framework. India has revised its legal provisions in relation to Its 
national health policies, and specifically those related to leprosy, 
so that a leprosy patient cannot be treated as a social outcast; 
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Indonesia has revised its laws with regard to health manpower, 
facilitating manpower support to primary health care; and Bangladesh, 
Nepal and Sri Lanka have promulgated legislation in support of decen- 
tralized management including health management. It is evident that 
all these efforts to streamline health legislation will contribute 
towards the development and maintenance of a health system based on 
primary health care. 

Organization of Health Systems Based on Primary Health Care 

In terms of national commitment, primary health care goes hand 
in hand with the "health for all" goal in the countries of the 
Region. One cannot really separate the two since primary health care 
is the key feasible approach towards achieving health for all both 
in concept and in the context of the prevailing socio-economic 
situation in the countries. It is now evident from the national 
health programmes that the countries are not only making efforts to 
utilize cost-effective, appropriate technologies suitable for 
specific national situations but that they are also conciously 
trying to involve the communities actively in developing health 
services based on their perceived needs instead of leaving them to 
play the passive role of mere users. 

In this context, it is gratifying to note a number of develop- 
ments in the countries of the Region. In Bangladesh, under the new 
decentralized administrative system, the rural health complexes have 
been further strengthened structurally and functionally as a result 
of the delegation of authority at upazilla level; in Bhutan, the 
basic health units are being developed within the framework of 
decentralized general administration and strengthened through 
intensive manpower training; in Burma, there has been intensified 
training of health workers and volunteers at village 1-evel, and a 
new category of "ten-household health worker" has been introduced in 
order to bring health services to the doorstep of the people as a 
part of the integrated PHC package; in India, health infrastructure 
at the grassroots level is being further strengthened and the 
management system at the district level is being bolstered up in 
support of the peripheral health services, including the system of 
health guides; in Indonesia, the PKMD programme for developing 
primary health care by involving the community is expanding 
steadily; in Maldives, a country-wide survey to assess the national 
health service delivery system in general and at health centre level 
in particular has been completed and its results are being analysed 
so as to identify the strengths and weaknesses of the existing 
system in order to plan further action for improving the health 
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services; in Mongolia and the Democratic People's Republic of Korea, 
the health care system at the grassroots level is already based on 
the principles of universal primary health care with special 
attention to children and mothers; in Sri Lanka, the blueprint for 
primary health care development is in the process of being imple- 
mented in phases in coordination with decentralized district-level 
socio-economic development activities; and in Thailand, while primary 
health care services are being provided through the conventional 
health system with village health motivators and other health 
workers, a number of simple but practicable approaches for 
village-based and village-managed primary health care are being 
attempted seriously. 

While concerted activities are continuing for developing 
primary health care at the rural level, the growing need for provid- 
ing health services to the urban poor in the slums of the larger 
towns and cities is also being recognized. A number of cities in 
India, Indonesia and Thailand are being provided primary health care 
within the framework of the municipal health services. However, even 
greater efforts will he required for delivering organized, well- 
planned and well-managed primary health care to this section of the 
population. WHO has already initiated action to catalyze such efforts 
by organizing consultations among the corporations and municipalities 
concerned, urban development authorities and health and health- 
related ministries. These consultations are essential for defining 
the extent of the problems and formulating the strategies to solve 
them. 

While the development of primary health care at the grassroots 
has been progressing steadily, governments have also been pursuing 
the development of the secondary and tertiary levels of health care 
along with supporting systems, such as logistics. The major area of 
WHO'S collaborative support in this regard are planning and manage- 
ment and the development of manpower. 

Health Manpower Development 

The degree of coverage and the quality of the services 
provided by any health system will depend to a great extent on the 
availability of adequate number of properly trained health workers 
of various categories, in consonance with the needs of that system. 
Keeping this in view, the Organization's collaborative programme for 
health manpower development has been pursuing the three main 
objectives of (i) ensuring that all training activities, irrespective 
of category, must be consistent with the needs of the health system 
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based on primary health care, (ii) establishing linkages between 
manpower planning, production and management, and (iii) promoting of 
health manpower development research. 

Unbridled manpower development without regard to the needs of 
the health services can create a situation of "scarcity in the midst 
of plenty". The national health system may also suffer because of 
the shortage of appropriate manpower as regards both quantity and 
quality. This may also lead to the problem of "brain drain", which, 
in fact, is frequently the case in some countries of the Region. The 
concept of health services manpower development (HSMD) has emerged 
as a result of the unfortunate experiences gained from this type of 
unplanned development of manpower. Governments are now recognizing 
the value of the HSMD concept as a means of ensuring the production 
of health manpower that is not only need-based to serve the health 
services adequately and effectively hut is also the most cost- 
effective and impact-oriented. In several countries, the authorities 
responsible for manpower production are now being brought into close 
contact with the health services in order to plan the production and 
utilization of health manpower activities according to the HSMD 
concept. In this respect, the efforts of Thailand and Indonesia are 
noteworthy, since these countries have taken steps to establish 
effective national mechanisms to ensure this process. Recently, 
health manpower planning activities were undertaken in at least five 
countries of the Region. In Bangladesh, they were carried out in 
order to develop various options for the consideration of the 
decision-makers for the third five year plan. Burma undertook health 
manpower planning as a part of country health programming to develop 
the People's Health Programme. The Indonesian exercise was a compre- 
hensive one that aimed at developing a long-term plan as the basis 
for preparing a health manpower plan for Pelita IV. In Nepal, the 
purpose of the planning exercise was to review the existing plan and 
to revise it in conformity with the changing needs. In Thailand, 
health manpower development activities are under strict scrutiny by 
the Centre for Coordination on Health Manpower Development, which is 
responsible for bringing together the University Bureau and the 
Ministry of Public Health, the producer and the user respectively, 
to develop manpower according to the needs. 

Health manpower management still remains an area needing 
development in most countries. WHO is promoting employment and utili- 
zation policies, monitoring of manpower requirements, utilization 
and availability, development of a viable system of performance 
assessment in the context of performance-based job descriptions, 
staff supervision and continuing education. Although some of these 
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aspects of manpower management have been taken into consideration 
while developing manpower plans, there is a need for further 
stimulation of these processes in practice. 

In the area of manpower production, the Organization has been 
supporting a wide range of activities, namely, training programmes 
for various categories of health workers, and undergraduate and post- 
graduate training of doctors and public health specialists, nurses 
and auxiliaries including VHWs. WHO also supported faculty develop- 
ment, improvement of curricula, evaluation methodology, educational 
methods, teaching and learning materials and strengthening of 
institutions. These activities were mainly directed towards making 
the training activities more task-oriented and need-based for 
improving services to the community. 

Although research is an essential element in the entire process 
of health manpower development, efforts in this area remain inade- 
quate in the Region. It is true that a number of health manpower 
research projects had been undertaken by the countries and that some 
of them were supported by WHO. However, they did not contribute to, 
nor formed part of, a well-planned, systematic programme of HMD 
research. This is probably due to the lack of an institutional 
framework providing a forum to the concerned decision-makers, health 
service administrators and researchers at the national level for 
defining research needs, articulating research problems, deciding on 
priorities, elaborating research methods, and organizing the actual 
research. Efforts need to be directed towards developing such a 
national forum. In the meantime, however, WHO will continue to 
support the countries according to the guidelines provided by the 
SEA-ACMR. The national medical research councils or analogous bodies 
may with to take the initiative and responsibility in this respect. 

Public Information and Education for Health 

The Seventh General Programme has brought the public informa- 
tion and health education activities into a composite programme 
based on their complementary roles in health development. Both these 
components are concerned with disseminating messages for health 
development and liaising between the health services and the people 
at individual, family and community levels for promoting health and 
healthful living. The Organization has been making efforts to develop 
coordinated and mutually supportive activities in this field 
involving the health, information and education sectors at country 
level. It is now recognized that there is a need for regular and 
active dissemination of "health for all" concepts among decision- 
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makers, health workers and the community. While bringing the two 
components of the programme together at national level, it has also 
been realized that health workers need adequate skills in utilizing 
mass media and communication, while information specialists similarly 
require skills in health sciences and interpersonal education in 
order to function effectively. WHO has been taking steps to provide 
these skills through training programmes, and is supporting graduate 
and postgraduate studies in health education. It is also providing 
technical input in developing teachingllearning materials for health 
education. 

Research Promotion and Development 

In pursuance of resolutions of the World Health Assembly, the 
twenty-eighth session of the Regional Committee for South-East Asia, 
held in August 1975, considered the subject of biomedical research 
and endorsed the need for promoting and developing a regional 
research programme. Consequently, a South-East Asia Advisory 
Committee on Medical Research (SEA-Am) was established in 1976, 
with eminent scientists from countries of the Region as members. The 
Committee meets once a year and reviews research work and provides 
guidelines for the promotion of medical research in the Region. At 
the country level, national councils for medical research or 
analogous bodies serve as mechanisms for promoting, supporting and 
coordinating research. The work of the Advisory Committee on Medical 
Research and of the national councils is geared to the support of 
the strategies for "Health for All by the Year 2000" with primary 
health care as the key approach. 

In order to enable countries to become self-sufficient in the 
field of medical research, assistance is being given for the 
training of potential researchers in research techniques and the 
development of appropriate protocols. At the same time, research 
institutions are being strengthened by the provision of supplies and 
equipment and the training of personnel to improve their research 
capability. Furthermore, visiting scientists' and research training 
grants are given to research scientists to enable them to become 
familiar with modern techniques and developments in the field of 
medical research. The South-East Asia Advisory Committee on Medical 
Research is making a concerted effort towards the further 
strengthening of institutional capability. 

Financial assistance is being provided to research scientists 
in the Region whose research proposals meet the guidelines laid down 
by the SEA-AmR. In consequence, research activities on communicable 
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diseases such as dengue haemorrhagic fever, malaria, viral hepatitis, 
leprosy, and diarrhoea1 diseases, are in progress in most of the 
countries. In addition, research is conducted on various aspects of 
nutrition, family health, human reproduction, mental health, the 
expanded programme on immunization, health manpower development, 
environmental health, health services, community participation and 
health behaviour. 

Several centres of excellence in the Region have been 
designated as WHO Collaborating Centres in order to utilize their 
services, as enjoined upon the Organization by its governing bodies. 
Cooperation between different institutions in the countries as well 
as among the countries is being promoted. 

In addition to the regional research activities, the special 
programmes administered by WHO headquarters are also making major 
contributions in this region. These programmes include the UNDP/ 
World Bank/WHO Special Programme for Research and Training in 
Tropical Diseases; the WHO Special Programme of Research, Development 
and Research Training in Human Reproduction; and the WHO research and 
action Programme for the Control of Diarrhoea1 Diseases. The regional 
research programme complements these activities as well as those 
that are supported under the country research programmes of WHO. 

General Health Protection and Promotion 

An optimal level of nutrition is a prerequisite for health 
protection and promotion. However, as a result of a variety of socio- 
economic factors, nutritional deficiencies such as low birthweight, 
malnutrition, iron-deficiency anaemia, and iodine and vitamin A 
deficiency disorders continue to affect adversely the health of the 
people in most countries of the Region. All these problems are, 
however, multidimensional and multisectoral in nature, and hence 
require concerted and coordinated endeavour for their control. 
Efforts have therefore continued for the coordination of nutrition 
activities - not only those undertaken by the national health 
sector, but also by the other sectors in collaboration with various 
bilateral, multilateral and international organizations, including 
WHO and UNICEF - in order to increase their impact. WHO'S collabora- 
tive support in this field has focused on the development and imple- 
mentation of activities for nutrition promotion and the prevention 
and control of deficiencies through primary health care, along with 
the strengthening of national nutrition surveillance capabilities. 
Specific efforts have also been initiated to identify critical links 
in the process leading to nutritional deficiencies, including the 
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possible role of physical, cultural and socio-behavioural factors in 
both the occurrence and prevention of these deficiencies. 

Eight of the eleven countries of the Region have established 
national nutrition units which are developing wide-ranging national 
programmes with the support of various agencies, including WHO. 
These units are involved in instituting national nutrition 
surveillance, identifying target groups suffering from various 
deficiency diseases such as anaemia, goitre, and xerophthalmia, 
determining the prevalence rates of malnutrition, defining the 
priorities, formulating intervention programmes, and implementing 
and monitoring them systematically. WHO has been providing technical 
support to these activities as well as collaborating with the 
countries to develop a critical mass of trained manpower in this 
field. 

In this connection, I should mention that a multidimensional 
nutrition programme (funded by Italy) has been launched in Burma and 
Nepal with the joint support of WHO and UNICEF. This programme, which 
will extend for a period of five years, is expected to produce a 
tangible impact on decreasing malnutrition and mortality on a 
national scale. 

As regards oral health, WHO has been supporting governments in 
developing oral health services as an integral part of the general 
basic health system based on primary health care. While the 
Organization has collaborated with several countries in streng- 
thening dental institutes and colleges for producing oral health 
workers, it has also supported them in planning and implementing 
programmes on oral health services in schools, health education 
activities to promote oral health and epidemiological studies on 
orodental disorders. On account of the scarcity of qualified 
dentists, the oral health care of the people, particularly that of 
the rural population, has generally been neglected. Hence, efforts 
are being made in some countries to train auxiliary oral health 
workers to provide oral health services. 

The thrust of the regional programme on the prevention of 
accidents is mainly on promoting the concept of prevention. 
Guidelines for the development of programmes on the prevention of 
accidents have been prepared by the WHO Global Programme on 
Accidents; these have been used by the countries in their national 
workshops in order to define the problems and develop appropriate 
intervention activities. WHO has provided technical support in 
organizing such workshops and promoting national programmes. 
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In most countries of the Region, infant and child mortality 
rates are high, and the health status of mothers and the birth- 
weights of the newborn are low in the majority of cases. The 
situation is further aggravated by the high fertility rates, which 
often tend to double the population every 25-30 years. Hence, 
maternal and child health, including family planning, has been 
receiving high priority in most countries, not only for health 
development but also for general socio-economic development. 

The Organization's collaborative efforts in this field have 
been primarily directed towards the development of services, training 
of manpower and research. I am happy to state that a multidiscipli- 
nary regional team, with the support of UNFPA, has been providing 
technical support to the countries in planning, monitoring and 
evaluating these activities. The team has collaborated actively with 
national authorities whenever needed, especially in situation 
assessment, fact-finding missions, project formulation and periodic 
reviews. In the area of training, WHO has assisted in the review of 
current teaching material and methods, inclusion of a managerial 
component to impart skills for better management of the service 
programmes, and the training of trainers. India has made an effort 
to develop the integrated training of teachers in maternal and child 
health and pediatrics in which the Organization provided technical 
support. Since the majority of births take place at home under the 
care of traditional birth attendants (TBAs), the training and 
utilization of these workers has received WHO support in several 
countries. It is worth mentioning that, in a number of countries, 
the scope of TBA training has been enlarged to prepare them for 
working as VHWs for primary health care with added, defined 
responsibilities. 

Another activity in which WHO has given technical assistance 
is the surveillance of the voluntary sterilization programme in 
Bangladesh. A team of four WHO specialists is working with their 
national counterparts to ensure the technical quality of the 
surgical operation, appropriate maintenance of records and follow-up 
of patients. 

The Organization's support for research in this field has 
primarily focused on the applied aspect, namely, studies on the risk 
approach, perinatal mortality and low birthweight. The results of 
these studies, some of which are available now, are being used to 
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develop intervention and training activities for the improvement of 
the service programmes. 

As for the programme on workers' health, the activities 
supported at present relate mostly to industrial health. As a result 
of promotional activities, several countries are now interested in 
developing programmes on workers' health, to cover agricultural 
workers, workers in the unorganized sector (such as cottage 
industries), and migrant workers. Hazards to these workers caused by 
commonly used indigenous agricultural implements, pesticides and 
other hazardous chemicals will receive attention in these programmes, 
which will be coordinated with that on the control of environmental 
health hazards. 

In the area of the health of the elderly, Member States have 
been encouraged to develop national plans to deal with the health 
and social problems associated with this population group. The 
support of non-governmental organizations has been encouraged in the 
development of this programme. Community participation has been 
promoted in maintaining traditional and culturally acceptable family 
structures - namely, the joint family as opposed to the nuclear 
family - which provide support for the elderly. 

Protection and Promotion of Mental Health 

At the regional level, WHO has, in close collaboration with 
the Member States, been engaged in a process to identify critical 
elements in the facilitation of national programme planning in the 
area of mental health. While national mental health plans have been 
prepared through this process with WHO assistance in some countries 
and more are expected to emerge, a coordinated effort is being made 
in the Region to develop the instruments for improved planning, plan 
implementation and evaluation. 

Since most countries have adopted a policy of integrated 
mental health care delivery, the obvious first step was to develop 
an outline of the mental-health skills that general health workers 
should possess and a plan of work to fill gaps in knowledge on those 
skills. The second equally obvious step was to establish a regional 
plan of work on indicators of mental health as a tool for programme 
evaluation and also for the assessment of priority needs. 

Along with these activities, the Organization supported 
countries in their efforts to develop manpower for mental health 
activities at various levels. In Bangladesh, support was provided 
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for developing a model for community-oriented mental health care as 
a field-practice area for postgraduate training. Several training 
courses in basic mental health skills for puskesmas doctors as well 
as for general doctors in Indonesia, for primary health care 
physicians in Sri Lanka and for primary health care personnel at 
various levels in Thailand were organized with WHO support. All 
these courses were planned with a view to delivering mental health 
services integrated with primary health care. 

In Indonesia, intersectoral coordination for the development 
and implementation of community-based mental health services has 
been achieved through multisectoral community mental health 
development boards (BPKJM) at provincial level. 

In regard to drug abuse, efforts are continuing in Burma to 
establish a system to monitor the prevalence of this problem. 
Treatment and rehabilitation activities have been rapidly expanding 
with the development of appropriate facilities, with the assistance 
of the United Nations Fund for Drug Abuse Control (UNFDAC). There 
has been further expansion of these activities through integration 
with the People's Health Plan (PHP) and through the active use of 
its infrastructure. In Thailand, along with the service programmes 
for treatment and rehabilitation, intensive training and research 
activities are continuing in which the Organization has been 
providing technical support. 

Promotion of Environmental Health 

The community water supply and sanitation programme in this 
region is an integral part of International Drinking Water Supply 
and Sanitation Decade (IDWSSD) activities. The lessons learned and 
the experiences gained while implementing the programme during the 
past few years and the varieties of constraints identified by 
high-level national technical and administrative officials in a 
consultation meeting held late in 1983 indicate that there is a 
strong need for the reorientation of the programme towards the 
primary health care approach. The entire programme must be reviewed 
in that light, in order to involve the communities in all its 
phases. Moreover, the emphasis on the software component of the 
programme, dealing with appropriate technology, maintenance and 
improvement of existing sources of water supply through community 
action, and health education, must be enhanced, while the implemen- 
tation of the sanitation aspect needs to be stimulated in order to 
bring about the much-needed balance between the two components. In 
order to achieve an impact on health, which is the ultimate 
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objective, these modifications must be included immediately while 
the existing activities on institutional and manpower development 
are continuing. 

The Organization has been providing technical support to the 
countries in planning, implementing and monitoring the Decade 
programmes. Support has also been given in the training of national 
engineers in formulating and appraising water supply and sanitation 
projects. As a result of WHO'S promotional activities, low-cost 
appropriate technology is being gradually introduced. However, in 
order to speed up this process there is a need to enhance the cost- 
effectiveness and adaptability of such technology so that communities 
can readily apply and maintain them without outside help. 

The Organization has been supporting a number of research 
projects aimed at developing innovative approaches to solve problems 
or apply technical information in rural areas for maintaining the 
potability of water and encouraging the sanitary disposal of human 
excreta. 

As a sequel to the industrialization process, a number of 
countries are now faced with the problem of environmental pollution. 
Although the extent of the problem at present is comparatively 
small, immediate action is needed in order to prevent the situation 
from deteriorating, since further progress in industrialization is 
inevitable. Some countries such as India and Indonesia have already 
identified the Ministry for Environment or Ecology to tackle these 
problems. The Organization has been providing technical support in 
environmental monitoring, chemical safety, marine sanitation, and 
assessment of health effects due to various pollutants of the 
environment. WHO has also supported training programmes in this 
field and stimulated the exchange of information. Consultancy 
services have been provided to India and Indonesia in marine 
sanitation and chemical safety respectively. 

Diagnostic, Therapeutic and Rehabilitative Technology 

Although the existing laboratory facilities exist in the 
countries of the Region are being strengthened, these laboratory 
services are mainly being used for diagnostic purposes in support of 
clinical practices rather than for epidemiological surveillance. 
Thus a major function of health laboratory services has so far 
received only partial attention. Therefore, it is imperative that 
further efforts should be made to bring about a balance between 
these two major functions. WHO has been supporting the countries in 
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improving laboratory services by increasing technical capabilities, 
standardizing the methods used, and ensuring quality control. The 
development of adequate facilities and trained manpower has also 
been receiving attention, and the production of much-needed reagents 
and the introduction of rapid diagnostic techniques are being 
supported in some countries. 

The production of essential drugs remains a priority. Develop- 
ment of a supply of essential drugs of assured quality is one of the 
important strategies for achieving "health for all". WHO, through its 
action programme on essential drugs, had promoted the formulation of 
national drug policies and management in all countries in order to 
ensure the adequate and timely availability and supply of at least 
essential drugs to needy patients. The Organization provided techni- 
cal inputs for the management of drug supply, particularly to rural 
areas. 

In Bangladesh, WHO along with DANIDA has given effective 
support to the national drug policies aimed at improving drug 
quality and the supply of essential drugs for primary health care. 
Bhutan, Burma, India and Indonesia were provided technical inputs to 
develop and strengthen the concept of essential drugs, establish drug 
information, introduce management of essential drugs and establish 
adverse-drug-reaction monitoring systems. ASEAN countries utilized 
the mechanism of technical cooperation among developing countries 
further to strengthen quality control, the preparation of regional 
reference materials, drug supply and management, and drug information 
and evaluation. The main thrust of WHO activities is towards enabling 
countries to attain self-reliance in regard to the production and 
management of essential drugs required for primary health care. 

In regard to vaccines, WHO has assisted the countries in 
developing their capabilities to produce vaccines (wherever this was 
feasible) by providing appropriate technology. As a result, at least 
five countries are now fully or partly producing vaccines in support 
of national immunization programmes. The major thrust, however, has 
been directed to quality assurance programmes. WHO is also developing 
a network of quality control laboratories for ensuring the quality 
of vaccines used in immunization programmes. This will enable those 
countries that have yet to develop full-fledged facilities to have 
their vaccines tested at these regional reference laboratories 
wherever necessary. 

The programme of traditional medicine is progressing well in 
several countries of the Region as regards the production and use of 
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traditional drugs. The WHO collaborative programme has been emphasiz- 
ing the integrated development and practice of the traditional system 
of medicine in the context of primary health care. There has also 
been an effort to use the vast manpower available within the tradi- 
tional system of medicine in the promotion and practice of primary 
health care. Support has been provided in preparing national lists 
of essential drugs under the traditional system of medicine. 
Training programmes in this field have also been supported. 

The concepts and principles of community-based rehabilitation 
have been promoted in Member States, many of whom have pilot areas 
for the application of preventive and rehabilitative strategies in 
the field of disability. An impetus to this programme was the 
launching of the project IMPACT, co-sponsored by UNDP, UNICEF and 
WIIO, in India in October 1983, under the auspices of the Government 
of India. The major emphasis has been directed towards the integrated 
prevention of disablement resulting from various preventable causes 
but concentrating on blindness and visual impairment, deafness, 
locomotor disabilities and mental disorders as the first stage. A 
multidisciplinary approach has been promoted and supported in this 
battle against disabilities. 

Immunization 

The Expanded Programme on Immunization ( E P I )  continued to be 
implemented in 10 countries of the Region with the support of WHO, 
UNICEF, UNDP and other agencies. The Organization regularly organizes 
training programmes on the technical and management aspects of EPI, 
to extend the use of immunization coverage surveys, to strengthen 
the surveillance system on EPI target diseases (diphtheria, tetanus, 
pertussis, polio, measles, and tuberculosis), and to develop 
flexible methodologies for the monitoring and evaluation of the 
national programmes of immunization. 

Most countries have worked to strengthen their immunization 
programmes through the implementation of the Five-Point Action 
Programme endorsed by the World Health Assembly in 1982 as the guide 
for national and international efforts until 1990. During the year 
under review, countries continued to explore ways of involving the 
communities in the planning, implementation and evaluation of EPI. 
Indonesia and Thailand are currently conducting operational research 
on community participation funded by WHO. EPI is promoted within the 
context of primary health care and the review of the EPI in Burma in 
1983 included selected aspects of primary health care. In support of 
national programmes, interregional, intercountry and national EPI 
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courses and workshops were held with WHO collaboration. The Regional 
EPI Information System has been established through close collabora- 
tion and cooperation between WHO and the Member States. This system 
provided data on the progress of EPI in immunization coverage 
surveys, and incidence of EPI target diseases from reports volun- 
tarily provided by the Member States. Analysis of these reports 
showed that, in several countries, there had been a reduction in some 
of the EPI target diseases, which indicated the positive impact of 
the programme. However, it is apparent that the progress of EPI in 
the Region will need to be further accelerated to achieve the target 
of providing immunization services to all children by the year 1990. 

Disease Vector Control 

The major thrusts of the disease vector control programme in 
the Region are the strengthening of national vector surveillance 
systems, monitoring of vector resistance to insecticides, rationali- 
zation of the application of insecticides by stratifying affected 
areas, and promotion of the integrated management of control of 
vectors through community involvement. The Organization has provided 
technical support in planning and implementing activities related to 
the surveillance of disease vectors in the countries, as well 4 3  in 
training personnel for these activities. WHO has supported a nurn'er 
of workshops on the integrated control of vectors through commL .ity 
participation by means of source reduction. This has led to the 
preparation of guidelines for actual field work by health workers in 
collaboration with the community. WHO has also been promoting bio- 
environmental control of disease vectors in view of the development 
of resistance by vectors to common insecticides, the increasing cost 
of pesticides and the reluctance of house owners to continue in-house 
spraying. 

Malaria 

There has been a perceptible decline in the number of cases of 
malaria in the Region as a whole, where nine countries are, to a 
greater or lesser extent, affected by this age-old disease. However, 
while the overall incidence has come down to one-third of what it 
was five years ago, this reduction has been in vivax malaria; the 
more malignant strain of falciparum malaria persists, its reduction 
being partly impeded by its tendency to become resistant to the 
usual antimalaria drugs. 

Indeed, Plasmodium falciparum resistant to chloroquine is now 
present, widely or focally, in many districts of every malarious 



INTRODUCTION xxvii 

country of the Region except Maldives (where only P.vivax survives, 
to a very small extent), Nepal and Sri Lanka. It is a matter of 
great concern that in Thailand and parts of neighbouring countries, 
falciparum malaria is resistant also to the combination of pyrimetha- 
mine and sulphonamide. While trials in Burma and Thailand are 
demonstrating that the new drug mefloquine is effective, it is 
imperative to control its production and use in order to prevent 
this promising compound becoming useless like its predecessors 
because of indiscriminate use. 

Surveillance mechanisms, with early case-detection and prompt 
treatment of fever cases, are reducing mortality due to malaria, but 
are having little effect in preventing transmission. Residual 
insecticide spraying has to be relied upon in order to control 
transmission in the endemic areas. The efficacy of this measure is 
reduced not so much by scattered lack of susceptibility by the vector 
to DDT and occasionally other insecticides (for which alternative 
compounds may be used), but by inadequate coverage caused by house- 
holders' reluctance to have their houses sprayed and by the need to 
economize; such campaigns are becoming increasingly costly. Studies 
on replacing the use of residual insecticides by integrated 
bio-environmental vector control methods are being pursued, but are 
dependent on community and intersectoral collaboration and have 
their limitations. 

As a step towards achieving the social goal of "health for all 
by the year 200OW, special attention is being paid to the control of 
malaria through the primary health care approach, which affords an 
opportunity for significant achievements in the long term. Inter- 
country and national workshops have deliberated on the malaria 
control strategy, the criteria and guidelines for integration and 
the training needs of primary health care workers at different 
levels. Implementation of integrated malaria control measures 
through primary health care would involve technical reorientation 
and structural changes in the malaria control programme, on the one 
hand, and adequate development of health infrastructure together 
with the organization of the community, on the other. In view of the 
complexity of the technical and managerial problems, it is now 
imperative to adapt the malaria control strategy to the local 
epidemiological situation and availability of resources, as well as 
community interest and participation. I wish to stress, however, 
that the process of integration in a country should be phased and 
well planned and involve all the people of the programmes concerned, 
as well as decision makers of the health ministry. The process and 
degree of integration must be based on a critical review of the 
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status of the health infrastructure, its performance, po.entia1 and 
the logistic support available as compared with the extent and the 
epidemiological situation and nature of the malaria control 
activities required. 

WHO will continue to support national antimalaria programmes 
in the planning and evaluation of control operations, research to 
resolve operational constraints, and training in technical and 
managerial aspects. 

Parasitic Diseases 

Parasitic diseases are public health problems, and some of 
them, particularly intestinal parasitic infections such as hookworm, 
amoebiasis and ascariasis, are among the 20 leading causes of death 
in several countries of the Region. However, the efforts to control 
these diseases have been comparatively unsuccessful because of the 
ubiquity of these infections, the socio-cultural and economic condi- 
tions prevailing, which lead to easy reinfection after cure, and the 
difficulty experienced in maintaining existing control measures. With 
a view to assisting Member Countries in the control of these and 
other parasitic diseases, a unit has been created at the Regional 
Office. Some progress has been made in the control of schistosomiasis 
in Central Sulawesi in Indonesia. India has developed and is imple- 
menting a plan for the eradication of guineaworm infection by 1986. 
WHO is closely associated with the programmes for the control of 
schistosomiasis in Indonesia and guineaworm infection in India. 

Kala-azar has appeared as a problem in the recent past in 
certain areas of India. A number of cases have also been detected 
recently in Bangladesh and Nepal. Thus there is a distinct possibi- 
lity of a resurgence of kala-azar. This threat is enhanced by the 
reduction in DDT spraying by the malaria control programmes (often 
as a result of lack of DDT or for financial reasons), allowing the 
vector population to increase to the critical level of transmission. 
WHO has been supporting these countries in maintaining epidemiologi- 
cal surveillance and in developing research capabilities as 
necessary. 

Diarrhoeal Diseases 

Diarrhoeal diseases continue to be one of the common causes of 
death among infants and young children in the South-East Asia 
Region. Thanks to the availability of a simple, effective, and 
inexpensive method of treatment by oral rehydration salt (ORS), 
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diarrhoeal disease control programmes have now been implemented in 
ten countries of the Region. The Organization has assisted the 
countries in planning the programme, in managing the implementation, 
in producing oral rehydration salts and in the epidemiological 
surveillance of the diseases. WHO has also provided support in 
training manpower, both in the technical as well as the managerial 
aspects of the programme, in developing health education activities 
as related to diarrhoeal diseases control, and in training mothers 
and the family in the use of ORS. Health services research for 
providing timely and adequate rehydration therapy in varying rural 
situations was also promoted and supported. 

Three regional training centres - in Dhaka, Calcutta and 
Jakarta - have been established to undertake extensive training in 
different aspects of the programme such as epidemiology, laboratory 
diagnosis, clinical management, and operational and management 
methods and practices. The Organization provided technical support 
to these training activities. While Bangladesh, India, Indonesia, 
Sri Lanka and Thailand conducted mortality and morbidity surveys, 
Indonesia and Thailand carried out comprehensive programme reviews 
with WHO support. The Organization also supported 18 ongoing 
research projects on different aspects of the diarrhoeal disease 
control programme in six countries of the Region. 

Acute Respiratory Infections 

Acute respiratory infections (ARI) were recognized as a major 
public health concern by the 36th session of the Regional Committee. 
The ARI programme is being developed, with both research and opera- 
tional components aimed at a reduction of morbidity and mortality in 
children, especially in the most vulnerable group (aged 6-36 months). 
As measles, malnutrition and acute diarrhoea are the main contribut- 
ing factors to high mortality in patients suffering from acute 
respiratory diseases, an effort is being made to coordinate 
strategies for the control of these diseases at primary health care 
level. Feasible and efficient dual approaches to control these 
groups of diseases have been developed that can be applied at 
community level, through integration with PHCIMCH, to reduce the 
severity of symptoms, and at referral level, where etiology-based 
treatment can be given to reduce the fatalities. India, Indonesia, 
Nepal, Sri Lanka and Thailand have initiated practical steps to 
improve the existing pattern of ARI management on the basis of these 
approaches. Operational trials on the feasibility and acceptability 
of interventions started late last year in India, Indonesia, Nepal 
and Sri Lanka, and are continuing. 
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Tuberculosis 

Tuberculosis contimes to be a major health problem among the 
chronic infectious diseases, affecting a wide range of different age 
groups in the Member States. A new operational impetus has been 
provided to the control programmes by the progressive introduction 
of multidrug, short-term regimens, which not only can facilitate 
better supervision of the treatment at community level through 
primary health care workers, but is also cost-effective. This new 
treatment regimen is likely to raise the rate of cure of infectious 
cases close to 95 per cent. In Bangladesh, India, Indonesia, Nepal 
and Thailand, this innovative treatment strategy has been introduced 
in the national tuberculosis programmes integrated with basic health 
care delivered at community level. Further efforts are needed for 
the improvement of early detection of new cases through direct 
sputum-smear examination and monitoring of treatment efficacy. The 
affected countries have, with the collaboration of WHO, been 
strengthening the capabilities of primary health care services and 
staff involved in tuberculosis diagnosis to make optimal use of the 
existing laboratory facilities for bacteriological examination of 
the sputum of suspected cases. The overall effort to improve the 
tuberculosis control component has resulted, in 1983, in population 
coverage increasing to 40 to 80 per cent of the attainable targets. 
The immunization of young children with BCG has been an important 
part of the national EPI activities. The number of BCG vaccinations 
has been steadily increasing since 1981. 

Leprosy 

Of an estimated 11 million patients in the world, more than 5 
million are in the WHO South-East Asia Region alone. The prevalence 
rate in the Region amounts to 5.15 per 1 000 population. Registered 
patients account for 3.4 million, of whom approximately 60 per cent 
are taking regular treatment. 

The greatest obstacle that needs to be overcome is the 
tendency on the part of the patients to conceal the disease and 
their reluctance to visit the appropriate medical centre for early 
diagnosis and treatment. This reluctance stems from the fear of 
acquiring a social stigma, which inhibits them from reporting to the 
nearest leprosy clinic. The other obstacles relate to the technical 
aspects of programme implementation, e.g., dapsone resistance. WHO 
continues to play an active role in overcoming these obstacles in 
collaboration with national governments. It has developed a regional 
plan of action and, based on this, is initiating practical measures 
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to strengthen national leprosy services by providing technical 
support to Member Countries in terms of a revised strategy for 
programme delivery, including case-finding activities. I am happy to 
state that multidrug therapy is increasingly being accepted by the 
countries and introduced in areas where leprosy is prevalent. WHO is 
helping Member States, either jointly or bilaterally, and many times 
in collaboration with voluntary organizations, in the formulation of 
national leprosy control programmes, in the provision of drugs, and 
in the organization of group educational activities, manpower 
training, etc. to support the programmes. Although there is high 
hope that an immunizing agent will become available as a result of 
intensive research undertaken under the Tropical Diseases Research 
Programme, the actual introduction of the vaccine may take another 
ten years or so. Hence, multidrug therapy is the best weapon against 
leprosy available at present. 

Other Communicable Disease Prevention and Control Activities 

Among other communicable diseases that are of growing concern 
among the countries of the Region is a group of diseases caused by 
viruses, namely, dengue haemorrhagic fever, viral hepatitis and 
Japanese encephalitis. Efforts to improve surveillance and control 
activities and basic and applied research on these diseases are 
receiving the continual technical support of WHO in the affected 
countries. 

Dengue haemorrhagic fever (DHF) is endemic in Burma, Indonesia 
and Thailand only, although the vector and other epidemiological 
factors conducive to transmission exist in other countries of the 
Region. Perspective epidemiological studies on the significance and 
pattern of dengue virus transmission, its clinical picture and the 
incidence of DHF and dengue shock syndrome as well as the immunologi- 
cal response of affected persons, are being conducted in Burma, 
Indonesia, Sri Lanka and Thailand. These studies are in their final 
stages of completion and comparative results will be available by 
the middle of 1985 to answer some of the questions related to the 
epidemiology, entomology, pathology and clinical course of dengue 
and dengue haemorrhagic fever. The Organization has been supporting 
the WHO Collaborating Centre for Dengue Vaccine Development in 
Bangkok to produce, test and eventually apply in humans a protective 
vaccine that will reduce both morbidity and mortality caused by 
dengue infection in countries where DHF poses a public health 
problem. The candidate vaccine is currently undergoing its first 
human trial in Thailand and the initial results are expected to be 
assessed at the end of this year. 
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While virus-B hepatitis is now recognized as a major problem 
in several countries of the Region, the group of non-A non-B virus 
acute hepatitis is also emerging as a public health problem. In view 
of their importance, research on several aspects of these two viral 
hepatitis groups has been promoted and supported by WHO. Recently, 
an Intercountry Consultative Meeting on Viral Hepatitis held in 
Rangoon established guidelines for national surveillance and control 
activities and set up priority areas that need the special attention 
of WHO and Member States. A field trial to determine the protective 
value of hepatitis B vaccine in babies born to hepatitis B antigen 
carrier mothers was conducted with WHO support in Burma. The 
preliminary findings indicate that more than 85 per cent protection 
against infection with B virus can he achieved, thus preventing the 
disease and its chronic sequelae, including primary hepatocellular 
carcinoma. 

Blindness 

The programme for the prevention of blindness has gathered 
further momentum, as evidenced by an increasing number of Member 
States carrying out population surveys on the prevalence and causes 
of blindness as a preliminary step to the formulation of national 
plans. Concurrently, activities including the integration of basic 
eye care into primary health care, the training of health personnel, 
eye health education and outreach services through mobile eye camps 
have been undertaken in several countries. While the eye-camp 
programme is primarily targeted towards curable blindness caused by 
cataract, which continues to be the major blinding disease in the 
Region, the promotion and prevention of other eye-health interven- 
tions, such as those against blinding malnutrition, infections 
including trachoma and the emerging problem of posterior-segment 
blindness including glaucoma, have been intensified. In all these 
activities, the concepts of community participation and appropriate 
technology have been fostered, and countries in the Region have 
extended technical cooperation to one another in pursuing activities 
such as the training of various grades of health personnel. The 
contribution of non-governmental agencies in developing this 
programme has been considerable. 

Cancer - 
Activities on different aspects of cancer control continued to 

develop in several countries of the Region. The prevention of cancers 
such as oral and lung cancers through the initiation and strengthen- 
ing of activities related to the control of smoking is being 
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increasingly emphasized. The smoking and chewing of tobacco has to 
be controlled in order to be able to tackle more effectively and 
economically the growing problems of oral and lung cancers in several 
countries of the Region. An important element in the development of 
this programme is community participation through the primary health 
care approach in strengthening these preventive measures. In India, 
Sri Lanka and Thailand, efforts have been initiated using primary 
health care workers for the early detection of oral cancer and the 
referral of suspected cases to centres for diagnosis and appropriate 
treatment. In Burma, pioneering work on the prevention of primary 
liver cancer through the vaccination of high-risk infants and 
children against the hepatitis B-virus has been undertaken. The 
secondary prevention of cancer through the early diagnosis of the 
tumour, specially applicable to cancers of the oral cavity and the 
cervix uteri, is being carried out in India and Thailand. Facilities 
for such detection and diagnosis and appropriate treatment are 
gradually improving in several countries of the Region. The Organiza- 
tion has also made efforts towards dissemination of information in 
respect of early detection, diagnosis and appropriate treatment for 
cancer. The utility of chemotherapy against a number of malignant 
tumours and the use of pain-relieving drugs in advanced cases of 
cancer have been emphasized. 

Cardiovascular Diseases 

A programme on the prevention and control of rheumatic fever/ 
rheumatic heart diseases (RFIRHD) is being developed in the Region. 
In two countries, pilot projects are under way for the secondary 
prevention of RF/RHD through the use of benzathine penicillin 
injections in children with a history of rheumatic fever. It is 
hoped that the programme will be extended to several countries in 
the Region. The importance of healthy life-styles - including 
abstention from smoking, intake of low-fat diet, regular physical 
exercises, avoidance of obesity, and control of hypertension - in 
the prevention of ischaemic heart diseases has been recognized and 
steps have been taken to disseminate such knowledge throughout the 
Region. Facilities for the treatment of ischaemic heart diseases in 
some countries have continued to improve. 

Innovative Approaches 

In addition to the usual technical forms of collaboration 
requested by Member States, WHO has also stimulated several innova- 
tive approaches to accelerate the progress in health development in 
the Region. As mentioned previously, a Consultative Committee on 
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Programme Development and Management (CCPDM) has been established at 
the regional level to oversee WHO'S collaborative programme in all 
its phases - planning, monitoring and evaluation - in order to 
ensure its relevance to the needs of the countries. WHO-government 
coordination committees at country level have been established in 
several Member States to enhance the utilization of WHO resources as 
direct support to countries. In Thailand, an experimental programme 
budgeting exercise has been underway to explore various modalities 
for the utilization and management of WHO resources, with 
flexibility coupled with accountability. An evaluation of this 
process is being undertaken in June 1984. A pre- liminary in-depth, 
retrospective analysis of the activities in Indonesia laid the 
ground for intensive WHO collaboration in support of national 
strategies for "health for all" which have been worked out and are 
being implemented. Similarly, in Mongolia, a model primary health 
care system in Huvsgul aimak is being developed; it is intended to 
use the finalized model widely in the development of effective 
primary health care throughout the country. In India, a Joint 
Government-WHO Coordination Committee is closely involved in WHO'S 
collaborative programme planning, implementation, monitoring and 
review, involving high-level government officials, the WHO Programme 
Coordinator and Representative and Regional Office staff. This 
mechanism includes several task-forces which look into specific 
programmes from both technical and managerial aspects. In Sri Lanka, 
a high-level, policy-making National Health Development Council is 
functioning and developing the "health for all" strategy. The Council 
is supported by a national health development committee and several 
task forces or groups. JCHP studies for better coordination of WHO 
and UNICEF resources have been taken up in Burma and Nepal. While, 
in Burma, community participation, intersectoral collaboration, 
resource mobilization and coordination will be the focus of the 
study, in Nepal the main objective will be to test alternative 
approaches for the management and extension of primary health care 
coverage. A joint WHO-UNICEF nutrition activity is also being 
launched in Burma and Nepal which is based on a five year action 
programme to produce a measurable impact on the nutritional status 
of the populations of the two countries. As mentioned earlier, 
country resource utilization (CRU) review has been completed in five 
countries, as the first step towards resource mobilization and 
appropriate utilization in support of "health for all" strategy 
implementation. I am happy to state that countries of the Region 
have always come forward to explore, test and apply innovative 
approaches to solve their perceived problems and I am certain that, 
in addition to these activities, there will be many more in future 
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showing their willingness and courage to go off the beaten track and 
explore possible alternatives for the solution of pressing problems. 

The Third Meeting of Health Ministers 

The third meeting of Ministers of Health of Member States of 
the WHO South-East Asia Region was held at Kathmandu in October 
1983. The ministers reviewed the progress in the identification of 
needs in the agreed areas since their second meeting, and welcomed 
the innovative steps taken by the Regional Director. The ministers 
decided to expand the areas of collaboration to include maternal and 
child health, family planning, nutrition and control of epidemics, in 
addition to the three areas already identified, viz., health manpower 
training, diarrhoea1 diseases control and immunization. They also 
suggested the setting up of an ad hoc committee of senior national -- 
officials to define the framework for cooperative activities, deter- 
mine the modalities and mechanisms for cooperation and develop 
outlines of action plans for the implementation of cooperative 
activities. The -- ad hoc committee met at Yogyakarta, Indonesia, from 
24 to 27 April 1984. It agreed that the most suitable framework 
would be the technical framework provided by the national and 
regional "health for all" strategies in the South-East Asia Region 
of WHO. The committee also recommended development of short-term and 
medium-term action plans for the Member Countries and urged that the 
preparatory activities for the short-term action plan be completed 
not later than 1984 so that implementation can be undertaken in 1985 
or earlier. Likewise, preparations for the medium-term action plan 
should be completed by the end of 1985 in order that the implemen- 
tation of agreed activities may start in early 1986. 

Conclusion 

The summary given above will, I am sure, provide a bird's eye 
view of the multifarious activities for health development in the 
Region. Although the problems are enormous, the countries are 
putting up a colossal effort indeed to solve them. The progress is 
slow mostly because of lack of resources. However, the enthusiasm 
and commitment that exist in the countries will certainly defy all 
obstacles provided necessary support is forthcoming from relevant 
quarters which, I consider, is the countries' legitimate due. I am 
happy to state that in developing WHO'S collaboration with the 
countries, our sister United Nations agencies, particularly UNDP, 
UNICEF and UNFPA, several multilateral and bilateral organizations, 
as well as a number of NGOs unhesitatingly supported us. I wish to 
convey my sincere thanks to them for this support. I wish to express 
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my deep gratitude to our Member States for their unflinching support, 
wise guidance and friendly understanding in working together for 
health development in the Region. Given the sincerity of purpose, 
determination for action and unwavering faith in the concepts and 
goal of "health for all" that prevail in the countries at present, 
there is not an iota of doubt in my mind that, despite all the 
hurdles, our Member States will ultimately reach the goal of "health 
for all" by the year 2000. 

Dr U KO KO 
Regional Director 


