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director of an Indian production institute was sent to several countries on a WHO 
fellowship to visit institutes producing vaccine on this mass scale. Following 
these visits, a suitable type of equipment for production in India was selected and 
is now under procurement by UNICEF. 

The provision of additional equipment for Indonesia is also under considera- 
tion, in an effort to help in increasing the present limited output of the Bio Farma 
Institute, Bandung, which is using some equipment supplied by UNICEF and WHO. 

It has still not been possible for the BCG laboratories at Guindy (Madras) 
to produce rmfficient quantities of freeze-dried vaccine to cope with the require- 
ments of the Indian programme. 

The Pasteur hstitute at Coonoor (India) is starting to prduce  production 
of oral polio vaccine of the Sabin type. The seed for the preparation of the vaccine 
has already been tested and has proved to be satisfactory. It is expected that the 
first batches will be ready for testing in the second half of 1967. Further WHO 
assistance is planned. 

In Ceylon, with the assistance of the WHO virologist, the procedures for 
the production of anti-rabies vaccine were revised so  a s  to improve the potency 
and safety of the vaccine. The country is now self-sufficient in rabies vaccine. 

The Central Research hatitute,Kasauli (Mia) is continuing with the produc- 
tion of anti-rabies vaccine. 

5. HEALTH STATISTICS 

There has been little activity on the part of the national committees on vital 
and health statistics o r  their equivalents which have been established in six countries 
of the Region. However, India's Advisory Committee on Health btelligence and 
Statistics met in December 1966, and similar committees in Indian States held 
regular meetings during the period under review. 

Six countries have contributed to the "World Health Statistics Amual, 1964". 
However, in respect of a large majority of the communities, no recent statistics 
on health institutions, health personnel, hospital diagnoses o r  causes of death have 
been furnished. 

Five countries have published vital and health statistics either a s  part of 
their annual health reports or separately, and such reports, as  well a s  statistical 
reports m special subjects, have also been issued by a number of Indian States 
(see Annex 4). The publication entitIed "Summary of Vital and Health Statistics, 
South-East Asia Region, 1966", which was mentioned in last year's Annual Report 
a s  being under preparation, was issued and was discussed at the last session of the 
Regional Committee. 

Further progress was made in the process of collection and release of 
administrative hospital statistics. Afghanistan has made a comprehensive inventory 
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of hospitals and other health institutions, including staff and facilities available. 
In Burma, publication of administrative hospital statistics was continued, and the 
maintenance of a central iudex with up-to-date information on individual hospitals 
continued to prove its usefulness in day-to-day administration. Nepal also issued 
a hospital index, and the possibility of preparing such an index in Ceylon was under 
consideration. The system of collecting, processing and releasing hospital morbidity 
statistics along patterns recommended by WHO was accelerated in Afghanistan; in 
Burma, Nepal and Thailand coverage was increased: in Thailand, the programme 
was extended to include psychiatric hospitals. All these activities were assisted by 
WHO. 

With WHO assistance, a medical record department was developed in Colombo 
South Hospital. In India, notable progress was made in the organization and operation 
of medical record departments, including those in Bar& Medical College Hospital, 
Safdarjang Hospital in New Delhi, and the Institute of Post-Graduate Medical Education 
and Research in Chandigarh. In Afghanistan, the medical record department of a 
large hospital in Kabul developed satisfactorily; in Burma, existing medical record 
departments or units were strengthened and new units established; in Nepal, WHO 
continued to assist in the strengthening of the Medical Record Department of Bir 
Hospital, Kathmandu, and in Thailand a WHO medical records officer assisted in 
the planning of a medical record department for Ramatibodi Hospital and in review- 
ing the organization of the Nedical Record Department of Siriraj I-iospital, Bangkok. 

Training of hospital medical records officers and technicians was continued 
in Vellore (India), and a ten-month course for medical records officers was started 
in Rangoon in November 1966, with WHO assistance. 

The need for rationalizing recording and reporting procedures in rural health 
services continued to receive considerable attention. The State of Gujarat (India) 
adopted the records and reports systems for raral health services which had heen 
developed over a period of several years with WHO assistance. WHO continued to 
assign staff to  other countries in the Region to promote the development of similar 
systems, and has invited Member Countries to nominate participants for a health 
statistics seminar to be held in October 1967, at which rural health records and 
reports systems will be reviewed; some other WHO regions will also be represented 
at  this seminar. 

In India, cause-of-death statistics based on events occurring in hospitals 
continued to receive attention. In %]hi, for example, the trial scheme introduced 
was extended to all large hospitals, and a similar scheme now covers all the hospitals 
in Punjab. Cause-of-death certification systems operating in &a and in the cities 
of Bombay, Nagpur and Poona were reviewed by visiting WHO staff. 

The lack of completeness of birth and death registration continues to  be a 
problem. In Burma, the extension to rural areas of the vital registration system, 
which is in use in urban areas, was about to be started. In Nepal, experimental 
vital registration in three llpanchayatfl areas in the Kathmandu Valley was continued, 
and an extension of this scheme to other areas was also being considered by the 
Government. 
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In India, legislation for registration of births and deaths is under enactment. 
Under the proposed law, failure to register a birth or death occurring in a house- 
hold or an institution will be an offence for which the head of the household or 
institution will be punishable. The sample registration scheme already in force in 
some States in India aims at providing reliable estimates of birth and death rates 
for rural areas, at state a s  well a s  national level. The operations of the scheme 
were further consolidated and extended to provide estimates of birth and death rates 
in rural areas of sixteen States and, under a methcds research programme within 
the scheme, also in urban areas of seven States. In March 1967, in Calcutta, a 
meeting of supervising officers and statisticians working with the sample registra- 
tion scheme was arranged by the Registrar General of India. 

Teaching of health statistics to medical graduates reached a satisfactory 
level in some medical schools in the Region. Training courses in vital and health 
statistics for intermediate-level statistical personnel were continued in Nagpur 
(India), and the staff of the Statistics Sction of the All-India Institute of Hygiene 
and Public Health, Calcutta, was appreciably strengthened. 

6. PUBLIC HEALTH ADMINISTRATION 

6.1 Community Health Services 

The association of community health services with community and rural 
development programmes has meant the increasing extension of health services, 
which were first confined to the urban, the semi-urban and the easily accessible 
rural areas. In this extension, the experience derived from communicable-diseaee 
control or eradication programmes has pointed up the need for total health coverage 
of the population, an efficient administration and a basic health infrastructure to 
maintain the gains accruing from the special campaigns. Consequently, as special 
campaigns reach the maintenance phase, much thought is being given to their phased 
absorption by the basic health services. The uni-purpose workers cd the specialized 
campaigns are being given additional training to enable them to operate a s  multi- 
purpose workers in a number of fields. In some countries, such a s  Thailand, these 
newly trained multi-purpose workers are gradually coming into the existing health 
services, whereas in others, a s  in Afghanistan, basic health services are being 
built up from the start, using largely the personnel previously engaged in specialized 
campaigns. Unfortunately, the trainjng programmes are still too small to make an 
effective contribution. 

Pilot projects assisted by WHO have been established to study and promote 
certain aspects of health services, in particular the optimum utilization of health 
auxiliaries and the development of adequate professional supervision. 

It is recognized that planning is essential for the orderly development of 
health services in order to secure the best use of technical staff and material 
resources and to guide education and training programmes for the production of the 
staff required. However, there is an imperative need for the health service staff 
to take a more impartant part in over-all planning for national socio-economic 


