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Preface

It is generally believed that WHO’s South-East Asia Region, with nearly a fourth of
the world’s population, and carrying a heavy burden of disease and poverty, can
make or mar global health.

Conscious of this grave responsibility, Member countries and WHO are making
concerted efforts to address existing and emerging health challenges facing the Region.
The highlights of these efforts, in the broad areas of communicable diseases; non-
communicable diseases and mental health; family and community health; sustainable
development and healthy environments; health systems development; policy,
programme planning and partnerships, and general management are covered in this
Report. The main objective of these endeavours is to reach the marginalized and
vulnerable groups through well-functioning and effective health systems.

In order to strengthen health development activities and to cope with the
increasing volume and complexity of work in the Region, WHO has launched several
initiatives and mobilized resources through a broad range of stakeholders. Here again,
the emphasis is on priority areas of concern identified jointly by WHO and the
Member countries.

As this Report clearly states, Member countries in the Region have made significant
progress particularly with regard to achieving some targets set in the Millennium
Development Goals. I have no doubt that this progress will be accelerated and that
the Region, once seen as the leader in disease burden, will emerge as a global leader
in health.

Samlee Plianbangchang, M.D., Dr.P.H.
Regional Director
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Executive summary

Communicable diseases
1. During the period covered by this report,
WHO continued to accord high priority to
supporting Member countries in preparing for
and responding to threats from existing and
emerging communicable diseases. This was
done through enhanced advocacy, improved
international, bi-regional and intercountry
partnerships and by strengthening public
health capacity at the country level.

2. Country missions assessed national
pandemic plans and core capacities, assisted
Member countries in handling outbreaks and
helped to strengthen surveillance and outbreak
responses. The coordinated response from
regional subunits in Bangkok, Thailand and
Delhi, India, in collaboration with the Strategic
Health Operations Centre (SHOC) at the
Regional Office, reinforced efforts to control
avian influenza and improve communicable
disease surveillance and response. The “Delhi
Declaration”, adopted by the Ministers of
Health and Agriculture, on avian influenza,
provided a boost to these efforts. WHO
continued to provide leadership in promoting
multisectoral approaches, addressing cross-
border issues and building capacity to handle
outbreaks. It assisted in the development of
national plans and strengthening of core

capacities in order to implement the
International Health Regulations (IHR) 2005,
which came into force on 15 June 2007.

3. The total burden of HIV cases in the
Region is very high. Sexually transmitted
infections (STIs) appear to be an important co-
factor in development of HIV epidemics. The
epidemic is largely confined to sex workers,
injecting drug users, men who have sex with
men and transgender persons. WHO worked
closely with Member countries as well as at
the regional and global levels, and took a
leading role in the health sector response to HIV
and other STIs. Coverage of antiretroviral
therapy increased but remains less than 20%
of those in need, and overall coverage of HIV
and STI prevention interventions is even lower.
A vigorous scaling-up of interventions and
investments is required.

4. The HIV epidemic is having a variable
impact on TB control: nearly half of the
estimated 7.2 million People Living with AIDS
(PLWAs) are co-infected with TB. The case
detection rate in the Region increased to 64%
and treatment success rates to 84% with the
rapid expansion of high-quality directly
observed treatment, short-course (DOTS)
services. A new Stop TB strategy and a
Regional Strategic Plan for TB Control: 2006-
2015 are in place.
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5. Technical support to countries for TB
control was enhanced through horizontal
collaboration and intercountry workshops.
Resource mobilization efforts resulted in
increased funding to more countries. WHO
continues to support the efforts of the National
TB Programmes in intensifying the quality of
services through focus on human resource
capacity, interventions for TB-HIV, drug-
resistant TB, operational research and
strengthening of partnerships with providers.

6. Approximately 1.3 billion people in the
Region are at risk of malaria. However, the
coverage of malaria prevention, e.g. insecticide
treated nets and indoor residual spraying, is
very low. The revised regional strategy
endorsed by the Ministers of Health was
discussed at an intercountry meeting to
enhance the focus of national programmes
through a multisectoral approach, integrated
vector management and a positive policy
environment and partnerships. Drug resistance
continues to be a major issue in falciparum
malaria. The problems of vivax malaria are
being addressed through bi-regional
collaboration.

7. In response to the emerging problem of
dengue in the South-East Asia and Western
Pacific regions, WHO developed a strategic
framework for partnerships and a roadmap for
advocacy and resource mobilization for dengue
control. Member countries received assistance
in investigating dengue outbreaks and
increasing the capacity of doctors in case
management of dengue.

8. Tropical diseases that affect the poorest of
the poor are major health problems in many

countries of the South-East Asia (SEA) Region.
Advocacy with partners was enhanced to
increase the commitment of the stakeholders.
After the achievement of regional leprosy
elimination targets, consolidation of efforts was
undertaken through promotion of timely case
detection and prompt treatment, along with
the integration of leprosy services into the
general health system through capacity
building. The elimination of lymphatic
filariasis, of which the Region carries the
highest burden in the world, requires sustained
efforts to achieve high coverage of mass drug
administration (MDA). Country efforts to scale
up MDA and related activities, such as
morbidity alleviation, social mobilization,
capacity building and monitoring, were
supported.

9. Technical support and assistance was
provided to Bangladesh, India and Nepal to
scale up the kala-azar elimination programme.
Guidelines and standard operating procedures
for different levels of the programme
implementation were developed and finalized.
Yaws occurs in three countries of the Region.
India reported no new infectious cases in 2006.
WHO is assisting Indonesia and Timor-Leste
in accelerating efforts to eliminate the disease.

10. A National Blood Policy enunciating the
key elements of WHO’s Strategy for Safe Blood
has been finalized in Bhutan and Maldives. Six
countries in the Region now have a national
blood policy. The regional external quality
assessment schemes for blood grouping,
screening for HIV-antibody and enumeration
of CD4 lymphocytes continue to operate to
improve the quality of laboratory testing.
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National capacity to diagnose avian influenza
has been strengthened in Bangladesh, India,
Indonesia, Myanmar and Sri Lanka.

11. WHO continued to promote the concept
of integrated vector management (IVM) for
control of disease vectors, including malaria,
dengue, kala-azar, filariasis and other vector-
borne diseases. A strategic framework was
developed and an intercountry workshop
organized in Pondicherry, India.

12. The Regional Office has been working
closely with Tropical Diseases Research (TDR)
in its fight against tropical diseases. Support
for research on seven diseases in ten Member
countries is being provided through the
Regional Office TDR small grant programme.
Capacity for research is being built through
training programmes and workshops to
generate interest in research among young
professionals in countries.

Noncommunicable diseases and
mental health
13. Noncommunicable diseases (NCD)
including cardiovascular diseases, cancer and
diabetes now account for 54% of all deaths in
the Region. WHO and Member countries have
embarked on concerted efforts to plan,
implement and monitor progress of
interventions seeking to slow, halt or reverse
the negative trend. Indonesia and Thailand have
made notable progress in national policy
planning and implementation of NCD
programmes. With WHO’s technical support,
Bangladesh, Maldives, Nepal and Sri Lanka
initiated development and implementation of

national policy and action plans for NCD
prevention and control.

14. In the implementation of WHO’s global
strategy on diet, physical activity and health
(DPAS), considerable progress has been reported
in India, Indonesia, Nepal and Sri Lanka with
regard to developing national strategies and
plans of action with the focus on community-
based interventions.

15. Pursuant to the call made by Ministers of
Health in Dhaka in August 2006, Member
countries were provided assistance in
strengthening community mental health as
part of health systems development. In
response to the Regional Committee resolution
on various policy options for effective control
and reduction of harm from alcohol use,
Bhutan, Myanmar, Nepal, Sri Lanka and
Thailand conducted community-based studies
to establish the extent of alcohol use and harm
associated with its use. The findings were used
to plan and implement appropriate
interventions at community level. Information
packages including books, pamphlets and CDs
on promotion of health and reducing the harm
from alcohol use were produced and widely
disseminated in the Region.

16. Health promotion initiatives were
strengthened through innovative strategies to
address communicable and noncommunicable
diseases, as well as new threats to health like
avian influenza. The need to address the impact
of globalization, urbanization and demo-
graphic, social and political transitions on the
health of individuals and communities is being
increasingly recognized by the Member
countries.
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17. Following the adoption of a resolution on
health promotion, with the support of national
experts and institutions, studies on innovative
financing for health promotion were
conducted. The results were disseminated to
guide Member countries in policy, planning and
decision-making related to financing of health
promotion.

18. A series of case studies were conducted on
school health promotion in the Region to assess
implementation and to draw lessons for policy
and programming needs. India, Indonesia,
Maldives, Myanmar, Sri Lanka and Thailand
developed national programmes on school
health promotion. Health promotion activities
have been integrated across public health
interventions to address maternal and child
health, malaria, dengue, TB, HIV/AIDS and
STI, tobacco control and prevention of injuries
and traffic accidents. In Indonesia, Myanmar
and Thailand, behavioural change interventions
were an integral part of prevention and control
strategies for avian influenza.

19. The Regional Office sustained its
collaboration with the WHO Kobe Center,
Japan in supporting and promoting the work
of the Commission on Social Determinants of
Health through the healthy urbanization
project in Bangalore, India. Sri Lanka
established a national working group on social
determinants of health, while India has
expressed interest in addressing health
inequities and inequalities.

20. The Region carries a disproportionately
high burden of tobacco-related premature
illness. Of 4.9 million people who die from

tobacco use globally, 1.2 million are from the
Region. As of February 2007, a total of 168
countries had signed the WHO Framework
Convention on Tobacco Control (FCTC). Five
countries in the Region have national tobacco
control legislation and a policy to reduce
tobacco use.

21. All countries in the Region, with the
exception of DPR Korea, have conducted global
youth tobacco surveys (GYTS), global school
personnel surveys (GSPS), and global health
professional students surveys (GHPSS) with
technical support from CDC, Atlanta, USA.
Studies on crop substitution and issues relating
to the South Asian Free Trade Agreement
(SAFTA) were reviewed at international and
regional meetings. Member countries
participated in the “Smoke-Free Environment”
World No-tobacco Day, 31 May 2007. In
addition, the second session of the Conference
of the Parties to the WHO Framework
Convention took place in Bangkok in June
2007. The meeting discussed implementation
of the Framework Convention, meeting treaty
obligations and mechanisms of special support
to new Parties.

22. In November 2006, the Bloomberg Global
Initiative (BGI) was launched to reduce tobacco
use by strengthening the capacity of both the
private and public sectors in tobacco control
through research, surveillance, advocacy and
communication. The initial phase of BGI will
be implemented in Bangladesh, India, Indonesia
and Thailand. A high-level review of WHO and
BGI took place in February 2007 and a series
of national capacity-building workshops were
conducted in May and June 2007.
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23. A majority of countries in the SEA Region
concentrate on preventive and control measures
related to traffic injuries, though legislation and
rehabilitation are also among the strategies
available. WHO’s focus is on building national
capacities for injury surveillance and
information systems. In December 2006, a bi-
regional workshop held in collaboration with
the WHO Western Pacific Region in Thailand,
reviewed the status of injury surveillance and
made recommendations for strengthening the
surveillance system.

24. WHO supported undergraduate and
graduate nursing training institutions to pilot-
test the teaching modules on prevention and
control of injury. The TEACH-VIP (training,
educating and advancing collaboration in
health on violence and injury prevention) was
developed with technical support from WHO
headquarters and adapted to local use in Nepal
and Thailand. The road safety campaign
initiated by the United Nations was pursued
in Bhutan, India, Indonesia, Maldives,
Myanmar, Nepal and Sri Lanka through
multisectoral activities.

25. Progress made by the blindness prevention
programme was reviewed at the fifty-ninth
session of the Regional Committee. In
collaboration with the Western Pacific Region,
an intercountry workshop on prevention of
blindness was conducted in November 2006.

Family and community health
26. To promote adolescent health in the
Region, WHO continued to emphasize the role
of the health sector and seek multisectoral

coordination in improving access and provision
of adolescent-friendly health services (AFHS).
Intersectoral partnerships to promote health
were also strengthened. While the national
strategy in this regard has been finalized in
Bangladesh and India, it is still being finalized
in Bhutan, Indonesia, Myanmar and Sri Lanka.
To strengthen strategic information, fact sheets
on HIV/AIDS in young people and on
adolescent health covering Member countries
were finalized and distributed. Assistance was
provided for development of national standards
for delivery of health services in Bangladesh,
India and Sri Lanka. To strengthen the capacity
of health providers, a training package was
adapted in Bangladesh, India and Indonesia.
The issues related to consent and confidentiality
in provision of information and services due
to prevailing laws and policies were addressed
during the regional consultation on consent
and confidentiality. Strategic partnerships with
UNFPA, UNICEF and other agencies were
strengthened, particularly at the country level.

27. Member countries in the Region are facing
the double burden of under- and over-
nutrition.  A life-course approach to address
the problems of under-nutrition is being
supported by WHO. The new WHO child
growth standard was introduced; training was
organized in the management of severe
malnutrition in children; and the nutrition
situation of adolescents in the Region was
reviewed.

28. The Regional Office continued to support
Member countries in their efforts to reduce
child mortality. A capacity building workshop
for strengthening evidence-based programming
for newborn health was organized in
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Myanmar in February, 2007 for policy-makers
and maternal and child health programme
managers from Bangladesh, India, Indonesia,
Myanmar and Nepal. To assist countries to
develop human resources for providing
neonatal clinical services, two training-of-
trainers programmes in essential newborn care
were organized. Follow-up training commenced
in Bangladesh, DPR Korea, Maldives, Myanmar
and Nepal.

29. The Integrated Management of Childhood
Illness strategy, commonly referred to as IMCI,
is an integral component of the child health
initiatives in nine Member countries. Technical
support was provided to Bangladesh, DPR
Korea, India and Timor-Leste for expanding
IMCI coverage and for strengthening pre-
service IMCI education of health professionals.
To address the illnesses in sick children managed
in the hospitals, a global meeting to review
child health care in hospitals was organized in
Indonesia in January 2007 with the
participation of four Member countries from
the Region. Bangladesh, India and Indonesia
were assisted in launching activities for
improving quality of care for hospitalized
children.

30. The Region accounts for approximately a
third of the global maternal and newborn
mortalities, whereas the population is about a
quarter of the global population. Among other
interventions, ensuring skilled care at every
birth and continuum of care for maternal and
newborn health are crucial. Although countries
with less than 50% of deliveries assisted by
skilled attendants continue to improve their
performance, achieving the Millennium

Development Goal (MDG) Targets 4 and 5
remains a major challenge. Member countries
continued to be supported by WHO to upgrade
the skills of health providers at community
level. The health of newborns is closely related
to maternal health. Since more than 40% of
infant mortalities occur during the neonatal
period, special attention was given to newborn
health. Improvement of the quality of maternal
and newborn health services was enhanced
through promotion of evidence-based
standards, guidelines and tools; maternal death
reviews; and strengthening the referral system.

31. The quality of family planning services
and unsafe abortion continue to be priority
health issues in the Region. Half of the unsafe
abortions in the world occur in Asia. Since
HIV/AIDS is a major public health problem
globally, promotion of healthy sexual
behaviour and practices is crucial in preventing
sexually transmitted infection. Promotion of
evidence-based guidelines, standards and tools
in different elements of reproductive health
continued to be a major feature of country
support. Adaptation and pilot implementation
of evidence-based reproductive health guidelines
were carried out under the WHO-UNFPA
strategic partnership programme (SPP). Service
linkages between reproductive health service
and prevention and management of STIs/HIV
infection and other relevant programmes were
being promoted in collaboration with other UN
agencies viz. UNICEF, UNFPA and UNAIDS.

32. Member countries were involved in
integrating gender into health curricula, to
cover gender mainstreaming in medical
education, gender education in midwifery
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schools, gender and rights in reproductive
health, gender statistics, and gender training
in nursing development and public health care.
Technical support was provided to India,
Indonesia, Nepal, Sri Lanka and Thailand to
address gender, women and health issues. A
multi-country activity (MCA) involving
Indonesia, Myanmar and Nepal on women’s
health areas, including gender mainstreaming
and gender-based violence, was organized in
May 2007.

33. Despite encouraging signs of success in
several Member countries, polio eradication
remains a major challenge. Fortunately, the use
of type-specific polio vaccine, particularly the
monovalent OPV type 1 (mOPV1), is having a
significant impact. Another tool added to the
armamentarium against polio is the adoption
of a new algorithm for the diagnosis of polio
virus by which results can now be obtained in
14 days as compared to 28 days previously,
thus enabling much faster response to
outbreaks of fresh cases.

34. Other notable successes in childhood
immunization during the period under review
were the mass campaigns against measles in
several countries; millions of children received
the measles vaccine contributing significantly
to the reduction of mortality from measles.
However, the challenge now is to focus on
strengthening routine immunization since
more than 10 million children remain
unimmunized annually in the Region. In
addition to hepatitis B vaccine, which most
countries have fully consolidated into their
national immunization programmes, there are
other new vaccines for countries to consider

adopting. Support is being provided by the
Global Alliance for Vaccines and Immunization
(GAVI); however, future support is time-limited
and based on the principle of co-payment.
WHO is working with countries to strengthen
rational decision-making on the choices of new
and underutilized vaccines to be added to
national programmes on a sustainable basis.
Mobilizing sufficient resources remains the
greatest challenge for the immunization
programme.

Sustainable development and
healthy environments
35. While the Region is well on track for
achieving MDG targets for water supply
coverage, sanitation coverage lags far behind.
Excessive concentrations of arsenic and fluoride
in drinking water in some areas of some
Member countries are also causing concern.
WHO focused its support on water quality
surveillance and capacity building to address
the challenges more effectively. Efforts were
made to improve sanitation coverage. Water
and sanitation profiles in Member countries
were updated. Eight countries initiated action
to introduce water safety monitoring and
surveillance, as well as framing national water
quality standards to ensure water safety. Draft
guidelines on rainwater harvesting were
developed.

36. As per WHO estimates, countries in the
Region experienced the highest loss of
disability-adjusted life years (DALYs), nearly
seven million, due to occupational risk factors.
The Region took the initiative for imple-
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mentation of the global plan of action for
workers’ health (GPAWH) which was endorsed
by the World Health Assembly in May 2007.
Its major features include emphasis on a public
health approach, reduction of inequities in
workers’ health, stressing of primary
prevention and incorporation of workers’
health into policies of other sectors. WHO
supported country efforts in preparing national
plans of action and provided advice on control
of the use of asbestos.

37. The threat of climate change looms large
in Member countries of the Region. This
includes the impact on human health, such as
temperature-related illness and death; health
impacts of extreme weather events; related
threats of increased disease vectors and food-
borne diseases; reduced availability of freshwater
supply; and reduced food production. WHO
advocated for urgent country actions to prepare
national response plans, by conducting
vulnerability assessments and prioritized action
to reduce greenhouse gas emissions and
increase the capacities of the health sector to
prepare for and respond adequately to climate-
sensitive diseases.

38. About 1.3 million people in the Region
suffer annually from accidental poisonings,
and double that number attempt suicide. WHO
provided management tools, protocols and
guidelines to the 17 Regional Poison Information
Centres, and supported capacity building. With
WHO support, India upgraded the Chennai
Poison Information Centre into a regional
Poison Control Training and Research Centre
and also developed a national protocol on
snakebite management.

39. In the pursuit of chemical safety, reducing
the need for excessive amounts of pesticides is
one of WHO’s main environmental health
objectives. The implementation of the IVM
approach to reduce the burden from vector-
borne diseases through chemical and
evnvironmental management was promoted in
close collaboration with the agricultural sector.

40. While the management of medical wastes
has improved, the poor handling of infectious
sharps and other wastes pose a major public
health threat in the Region. Member countries
were supported in improving management
systems by updating legislation, increasing
coordination with the agriculture and
environment sectors, and disseminating
knowledge and promoting capacity for
programme development and management
through distance learning and joint workshops
with partner UN and other agencies.

41. With WHO’s support, Bhutan, Maldives
and Nepal drafted food safety policies. Timor-
Leste is currently developing its National
Strategy on Food Safety, while Bangladesh,
India and Thailand developed more integrated
nutrition, food security and food safety plans
of action. Bhutan, Maldives and Timor-Leste
developed Food Legislation Acts and strengthened
their work in setting food standards. WHO
continued to facilitate national participation of
national food regulators from Member
countries to the specific sessions of the Codex
Alimentarius Commission, allowing countries
from the Region to benefit from international
guidance on food standards. Support was
extended to Indonesia to prepare for a national
healthy food market programme in
collaboration with Thailand.
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42. The World Disasters Report 20061

indicates that around 58% of the total number
of people killed in natural disasters during the
decade 1996-2005 were from the SEA Region.
In this decade, the Asia Region2 had the highest
number of natural disasters (1273 reported
events) and technological disasters (1387
reported events). In order to set up a common
emergency fund for Member countries, a
South-East Asia Regional Health Emergency
Fund was established. Furthermore,
benchmarks for emergency preparedness and
response were established to provide a
framework for developing comprehensive
preparedness systems at national and sub-
national levels. The benchmarks include multi-
sectoral coordination, community empowerment
and capacity building. WHO provided support
to Member countries in the achievement of
benchmarks.

Health systems development
43. To achieve the internationally agreed goals
on strengthening managerial capacity, review
and exchange of experience on improving
management capacity of health managers were
undertaken, and a regional framework and
country action plan to strengthen management
of health organization at sub-national level was
developed. Following the resolution adopted by
the Regional Committee on strengthening
human resources, quality and safety in health
care, a regional framework to strengthen

national health systems based on a primary
health care approach was developed. To
improve the safety of patients in health care
institutions, collaboration was strengthened
with the World Alliance on Patient Safety.
Consumers, health care professionals and
policy-makers were brought together to
increase awareness and capacity development.
Bangladesh, Bhutan, India, Indonesia and
Thailand pledged to address health care-
associated infections. India, Indonesia and
Thailand are considering a consultation to
explore accreditation as a mechanism to
introduce patient safety goals and improve the
quality of health care.

44. A region-specific training curriculum for
national health accounts was developed and
tested. Progress was made in the GAVI-HSS
process. DPR Korea made a successful
application. Nine proposals by Member
countries in the Region were developed and
reviewed for funding.

45. The updated National Health Research
Systems profiles of Member countries provide
information on the current situation of health
research systems. The Thirtieth Session of the
South-East Asia Advisory Committee on Health
Research (SEA-ACHR), held in March 2007,
reviewed the research work in the Region and
discussed ways of strengthening national
health research capacity for human resources,
improved health research management and use
of evidence-based research results. Eighty-four
WHO Collaborating Centres were active in the
Region and 72 experts from 38 areas of
expertise were serving on various WHO Expert
Advisory Panels.

1International Federation of Red Cross and Red Crescent Societies, World Disasters
Report 2006.
2In this case definition of Asia Region Countries follows that of the World Disasters
Report 2006 International Federation of Red Cross and Red Crescent Societies,
2006.
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46. Two monographs – on the role of
education and ethics in the rational use of
medicines – were published. Technical support
was provided to India for a revised curriculum
of pharmacology/clinical pharmacology,
which was submitted to the Medical Council
of India for consideration. The Bureau of Drugs
and Narcotics (BDN) in Thailand provided an
excellent base in the Region to train officers
from Member countries in quality control and
other aspects of drug regulation. A project
undertaken to survey the extent of counterfeit
drugs in India revealed many new aspects of
the problem.

47. The Regional Strategy for strengthening
the health information system (HIS), endorsed
by the Fifty-ninth session of the Regional
Committee, was widely disseminated. Possible
approaches to improve the quality and
management of mortality statistics in countries
of the Region were discussed in a regional
consultation. To exchange knowledge about
health systems in the Member countries, a
mini-profile was published and disseminated.
This will be useful for decision-makers for a
quick look at progress in health status and
health system strengthening in each country.
An assessment was also made of the health
information system of five countries of the
Region. Substantial progress was achieved
regarding the finalization of the bi-regional (the
South-East Asia and Western Pacific regions)
publication “Health Situation in Asia and the
Pacific”, which will include information on
achievements, issues, challenges and future
scenarios in health in the two regions.

48. National training courses and workshops
in knowledge management and dissemination

of information conducted in Bangladesh,
Bhutan, Maldives and Myanmar focused on
online information retrieval and full text access
from the Health Inter Network Access to
Research Initiatives (HINARI) and health
literature, library and information services
(HeLLIS). The Index Medicus for the SEA Region
provides research reports from six Member
countries and the Index Medici from eight.
Bibliographies of up-to-date literature on avian
influenza were disseminated by email to
members of the AI task force group at the
Regional Office and country offices. The
National Medical Library, Directorate-General
of Health Services, India, was officially
designated as the “Depository Library” for
WHO publications. The library of the School
of Public Health in Myanmar was also included
as a reference library for WHO publications.
Analysis of data of a survey consensus
workshop in knowledge enterprise in health
in six countries of the Region will serve as a
foundation for formulating strategies to
narrow the know-do gaps in health.

49. In the area of fellowships, guidelines were
developed to implement training programmes
to meet the emerging and urgent needs of
country offices. The web-based regional
directory of training institutions (RDTI) served
as a reference tool to facilitate placement action
in the Region and countries. Technical and
managerial collaboration with other regions
were strengthened.

50. The Twenty-fourth Meeting of Ministers
of Health, held in Dhaka, Bangladesh in 2006,
emphasized the need to strengthen the health
workforce and endorsed the draft regional
strategic plan on health workforce develop-
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ment; the plan was finalized and priority
interventions identified for implementation. In
a consultation on medical councils, country
experiences and best practices from selected
medical councils outside the Region were
shared. To further strengthen the medical
councils, a SEA network of medical councils
was established.

51. The shortage of qualified nurses and
midwives, immigration of qualified nurses, low
quality of nursing/midwifery education and
services, insufficient in-service training
programmes for capacity building and lack of
effective regulations were addressed. The South-
East Asia Nursing and Midwifery Education
Institutions Network (SEANMEIN) will serve as
a forum for sharing information and resources
to strengthen capacity building of nursing and
midwifery educational institutions. In
collaboration with other technical units and
country offices, various training courses were
organized. WHO’s technical support
strengthened the Nursing Council in Bangladesh
and helped mobilize funds for the post-bachelor
degree programme in nursing in Bhutan. The
nursing curriculum and training on
accreditation of nursing services in DPR Korea
were revised and the nurses’ association of
Timor-Leste was strengthened.

Policy, programme planning
and partnerships
52. Member States continued to be active in
the work of the Governing Bodies of WHO.
The Fifty-ninth session of the Regional
Committee for South-East Asia was held in

Dhaka, Bangladesh in August 2006. The
Committee reviewed the Regional Director’s
Report on the Work of WHO in the South-East
Asia Region and adopted ten resolutions and
eight decisions related to promoting patient
safety in health care; regional strategy for
health promotion; strengthening the health
workforce in the Region; alcohol consumption
control policy options; regional initiatives for
eradication/elimination of tropical diseases;
international trade and health and public health
innovation; and essential health research and
intellectual property rights, among others.

53. Work during the reporting period
concentrated on finalizing the first medium-
term strategic plan (MTSP 2008-2013) and
preparing the operational workplans for the
2008-2009 biennium. Member countries were
involved in the entire budgeting process to
ensure that the funds allocated to them closely
match their needs. An effort was made to
simplify the programme change procedures in
order to increase flexibility during programme
implementation, while at the same time
ensuring accountability for workplan results.

54. In order to strengthen the understanding
of the issues involved in innovation, public
health, essential health research and intellectual
property rights and to develop a regional
perspective on the Commission on Intellectual
Property Rights, Innovation and Public Health
(CIPIH), a regional consultation was attended
by participants from Bhutan, India, Indonesia,
Maldives, Sri Lanka and Thailand. The Regional
Office organized several consultations and
assisted Member countries to produce a
regional response to global initiatives relating
to intellectual property, innovation, trade and
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health. A Trade and Health Dictionary was also
developed.

55. The Regional Office and country offices
continued to implement strategic approaches
for resource mobilization. Resource
mobilization plans for WHO country offices
were prepared with the objective of raising
more funds. The total amount of voluntary
contributions mobilized achieved 95.1% of the
target for the biennium by May 2007. WHO
staff were updated regularly on the health
perspective of UN system reforms aimed at
enhancing the collective ability of the UN
system to respond to the developmental and
other needs of Member States.

56. The capacity of key staff in Member
countries for communicating with the media was
enhanced through meetings and regular
engagement. As a result, Member countries were
able to brief media appropriately regarding
outbreaks of avian influenza, dengue and
chikungunya, as well as other emergencies. In
addition, efforts were made to encourage the
coverage of important high-level meetings and
consultations on public health issues and
concerns in Member countries through media
briefings.

57. The country cooperation strategies were
revised and disseminated widely through a
series of country missions. “Country days”
were organized to strengthen WHO’s work in
countries. Joint planning during the country
days has resulted in a greater commitment for
follow-up support from the Regional Office
during programme implementation by
countries.

General management
58. The new contractural reform process (to
be implemented from July 2007) is expected
to introduce equity among staff and reinforce
accountability. Strategic support was provided
to the country offices to enhance their
managerial and administrative capacities to
implement the decentralization policy through
training and learning initiatives. A new policy
on awards and recognition was implemented
for the first time in the Region to commend
the creativity and commitment of individual
staff in their work for the Organization.

59. The new financial rules approved by the
World Health Assembly include greater
responsibility for ensuring timely imple-
mentation of programmes so that funds are
not surrendered at the end of the biennium.
Training programmes and briefings with
country staff were arranged to disseminate
these financial rules.

60. There was a small increase in the Regular
budget during the last biennium. Although
voluntary contributions continued to be
mobilized, it remains a challenge to mobilize
resources for programme areas that
traditionally do not receive donor funding.
Support to country offices was provided on
an ongoing basis to help them build their
capacity for efficient, transparent and effective
financial management.

61. In preparation for the global management
system (GSM), cross-functional collaboration
was undertaken with country offices and
functional teams in the Regional Office. As an
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important input to the smooth functioning and
connectivity of the communicable diseases
surveillance and response unit (CSR) in the
Regional Office and the sub-units in New Delhi
and Bangkok, complete information and
communications technology (ICT) infra-
structure was designed and established.

62. Procurement services were undertaken for
Member countries including under the
reimbursable mechanism to facilitate timely
supply and support to all technical
programmes. Stockpiling of drugs was
arranged as a preparedness measure for an
avian influenza pandemic.

63. A major renovation of the Conference Hall
was undertaken in the Regional Office and
office space was reorganized to provide an
appropriate working environment for all staff.
An emergency staff contact system (ESCS) was
put in place as part of the emergency response
plan (ERP) of the Regional Office to account
for WHO staff in the event of an emergency. A
number of health promotion activities were
conducted to optimize the health and well-
being of staff in the Region. This included
preparation of a contingency plan for an
influenza pandemic.
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Communicable disease surveillance,
outbreak alert and response
1. The South-East Asia Region continues to
face challenges posed by the emergence of newly
recognized pathogens, and the occurrence of
epidemics including avian influenza (AI). During
the reporting period, these challenges were
addressed through advocacy, improved
international, bi-regional (with the South-East
Asia and the Western Pacific regions) and
intercountry partnerships, and strengthening of
public health capacity at the country level. With
the International Health Regulations (IHR–
2005) entering into force on 15 June 2007, a
regulatory framework and opportunity are
available to scale up core capacities for global
surveillance and intervention measures. The focus
now is on protection against the international
spread of communicable diseases, with minimum
restrictions on international trade and traffic.

2. To facilitate the implementation of IHR–
2005, the first meeting of the Asia-Pacific
Regional Technical Advisory Group (TAG) on
emerging diseases was held in Manila in July

2006. After considering the Asia-Pacific Strategy
for Emerging Diseases (APSED) workplan,
several recommendations were made stressing
the development of a national plan to support
the implementation of IHR–2005.

3. To provide rapid support to Member
countries, WHO established two regional sub-
units on communicable disease surveillance,
outbreak alert and response (CSR) – one in
Bangkok and the other at the National Institute
of Communicable Diseases, New Delhi. Formal
agreements to make these two sub-units fully
functional were signed between the ministries
of health of the two countries and the WHO
Regional Director – on 27 October 2006 for the
Bangkok sub-unit and on 4 April 2007 for the
New Delhi sub-unit.

4. Country missions were fielded by the
Regional Office, as well as by the CSR subunits
in Bangkok and New Delhi, to assess national
pandemic plans for AI and core capacities for
the implementation of IHR–2005. During the
assessments, which were carried out in eight
of the eleven Member countries of the Region,
gaps were identified and recommendations

1
Communicable diseases
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made. A regional meeting to assess the status
of IHR implementation in Member countries
was held in Male, Maldives in April 2007.
National IHR focal persons from 10 countries
of the Region and from the Regional Office
participated in the meeting, where a regional
plan for IHR implementation was developed.

5. Twelve countries from the Asia-Pacific
Region (including six from the SEA Region)
participated in the bi-regional crossborder
meeting on emerging infectious diseases held
in Bangkok, Thailand, jointly organized by the
Regional Offices  for South-East Asia and the
Western Pacific in February 2007. A strategic
framework for crossborder collaboration in line
with IHR–2005 and APSED was developed at
the meeting.

6. During the reporting period, technical
support was provided to Bangladesh during the
initial AI outbreak, including AI laboratory
diagnosis, capacity building and sharing of
communication material. Support efforts were
focused on AI, based on lessons learnt from AI
outbreaks in India, Indonesia, Myanmar and
Thailand. Two countries in the Region reported
human cases of AI.

7. Approximately 60 participants took part
in the two Training of Trainers’ workshops
organized for Rapid Response Teams in
Bangkok and New Delhi. These teams further
carried out training in India, Myanmar, Nepal
and Thailand. Furthermore, district-level
training is planned in Myanmar later this year.
An assessment tool was developed to monitor
the process, outputs and outcomes of these

Ministers of health and agriculture from nine Member countries in the Region adopted the Delhi Declaration on avian influenza.
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training activities to adjust and adapt the
curriculum of Training of Trainers to the
evolving situation of preparedness and response
on human AI. During the reporting period,
Bangladesh, India, Indonesia, Maldives,
Myanmar, Nepal, Sri Lanka and Thailand
conducted table-top exercises to test national AI
preparedness plans.

8. Since AI requires an integrated and multi-
sectoral response, WHO organized a meeting of
health and agriculture ministers from nine
Member countries in the SEA Region and two
from other regions in New Delhi in July 2006.
The meeting culminated with the adoption of the
“Delhi Declaration” for the control of AI and
pandemic preparedness in Asia. The Regional
Office staff participated in the meeting of the task
force that was established to follow up the Delhi
Declaration. Staff support was also provided to
implement and monitor the recommendations
of the Declaration. The first progress report was
distributed to all ministers who participated.

9. Substantial progress was also made in the
areas of the national influenza pandemic
preparedness plan (NIPPP), stockpiling, capacity
building, preparation of guidelines for table-top
exercises, as well as in providing technical support
through country missions to Bangladesh,
Indonesia and Myanmar for AI management and
response, including outbreak investigations.
WHO was instrumental in documenting and
sharing best practices in AI prevention and control
in Thailand through village health volunteers.

10. During the reporting period, staff from
the Regional Office and country offices assisted
Member countries in investigating
communicable disease outbreaks, including
outbreaks of chikungunya in Kerala, India;
dengue fever in India, Nepal, Sri Lanka and

Maldives; AI in Indonesia and Thailand; and
malaria in Nepal. Surveillance of AI among
humans was enhanced in Indonesia through
active case-finding in the areas where poultry
outbreaks were reported and by strengthening
laboratory capacity.

11. The Regional Office continued support to
Member countries in the control and
containment of communicable diseases through
its surveillance and response programmes with
major assistance from donor agencies, such as
the Asian Development Bank, the World Bank,
USAID, CDC Atlanta, USA, AusAID and CIDA.

Prevention and control of priority
communicable diseases
HIV/AIDS
12. Of the six WHO regions, the SEA Region
has the second highest burden of HIV and
AIDS. According to WHO/UNAIDS estimates,
by the end of 2006, there were 7.2 million
people living with HIV in the Region. During
the same year, 0.8 million new infections and
half a million deaths were reported. The HIV
epidemic in this Region is largely confined to
the population groups most at risk, such as
sex workers, injecting drug users, men who
have sex with men and transgender persons.

13. The momentum of the global response to
HIV has steadily increased following the WHO
3 by 5 initiative, which had for the first time
set global targets for antiretroviral therapy. This
initiative was followed by the call on
governments to make plans and set targets
towards universal access to HIV prevention,
care, treatment and support by 2010 and to
ultimately reach the Millennium Development
Goal on HIV/AIDS – to halt and reverse the
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spread of the epidemic by 2015. Thailand has
achieved this target well in advance and there
are indications that HIV prevalence trends may
have halted and reversed in Tamil Nadu, India,
and in Myanmar (Figure 1.1).

14. During the period under review, WHO
worked closely at the country, regional and
global levels through teams of public health
professionals, taking a leading role in the health
sector response to HIV and other sexually
transmitted infections (STIs). It provided
technical and operational support to Member
countries in the following areas: prevention of
HIV and other STIs; HIV testing and
counselling; care, support and treatment;
strengthening of health systems, including
AIDS programme management and access to
medicines; and strengthening strategic
information systems for second-generation
HIV surveillance, monitoring and evaluation
and research. WHO also took the lead in
organizing national AIDS programme reviews
in Bhutan, Indonesia, Maldives, Myanmar, Sri
Lanka and Thailand. These reviews led to the

revision of national strategic plans for the
prevention and control of HIV and other STIs,
which were developed in all Member countries.

15. Consistent and effective advocacy and
technical support from WHO resulted in an
increase from less than 5% to more than 20%
in the public-sector coverage of people in need
of antiretroviral therapy in this Region since
December 2003 (Figure 1.2). Advocacy for
accelerating the scaling up of interventions to
prevent the transmission of STIs including HIV
that are targeted at population groups most at
risk resulted in the introduction of national
programmes targeting these groups, although
the overall coverage was still low.

16. The Regional Office continued to organize
annual meetings of national AIDS programme
managers and other key stakeholders, which
helped to build rapport and trust, networking
and exchange of intercountry experiences.

17. During the period under review, WHO
activities to mobilize resources resulted in an
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increased flow of funds for HIV/AIDS
prevention, control, care and treatment. This
included more than US$ 836 million from the
Global Fund to fight AIDS, Tuberculosis and
Malaria (GFATM).

18. The following regional guidelines and
training materials were developed for capacity
building:

• Antiretrovirals for HIV: A compilation
of facts and product information;

• Clinical manuals on management of
HIV infection and antiretroviral
therapy in infants and children as well
as for adults and adolescents, and

• Training modules for strengthening
HIV second-generation surveillance and
AIDS programme management and
HIV care and antiretroviral treatment
recording and reporting.

19. The limited capacity of health systems and
strategic information systems were the most
important constraints in scaling up
interventions for HIV and other STIs. To
address these constraints, the important
priorities for future action in the Region
include:

• Promoting the commitment of national
and local government resources to the
strengthening and expansion of health
systems for vigorous scaling up of
interventions in a sustainable manner
while using additional resources
available, such as the GFATM; and

• Investing in strategic information to
guide a more effective response.

Tuberculosis

20. Among the 22 countries that account for
80% of the tuberculosis (TB) burden globally,
five (Bangladesh, India, Indonesia, Myanmar
and Thailand) are in the SEA Region. In 2005,
an estimated five million people were affected
by the disease and every year about half a
million people in the Region die of tuberculosis.
This is, however, substantially lower than the
figures in 1990, when the number of TB cases
and deaths due to TB in the SEA Region were
estimated at 6.8 million and over 650 000,
respectively. This decline is attributed to the
introduction and expansion of directly observed
treatment, short-course (DOTS) since the early
1990s. The HIV epidemic has had a variable
impact on TB control in countries, with nearly
half of the estimated 7.2 million people living
with HIV/AIDS (PLWHA) being co-infected
with TB. While the true extent of multidrug
resistant (MDR) TB in the Region is unknown,
the overall rates are estimated at under 3%
among new TB cases.

21. Due to the rapid expansion of high-
quality DOTS services, the overall case-
detection rate in the Region increased to 64%
in 2006, while a treatment success rate of over
86% was maintained. Five countries, namely
Bhutan, DPR Korea, Indonesia, Maldives and
Sri Lanka achieved or surpassed the global
targets of 70% case detection and 85%
treatment success in 2006. Others made good
progress. A significant impact on TB morbidity
and mortality also began to be demonstrated
in some countries (Figures 1.3 and 1.4).

22. The new Stop TB strategy and the
Regional strategic plan for TB control 2006-



6 THE WORK OF WHO IN THE SOUTH-EAST ASIA REGION

2015 towards reaching the MDGs were
discussed and supported by Health Secretaries
of Member countries of the Region at their
meeting held in June 2006. National TB control
programmes (NTPs) were either initiated or
continued to implement several additional

interventions under the new Stop TB strategy.
WHO’s technical support to countries was
further enhanced during the reporting period
through horizontal collaboration between
country offices to provide support to countries
with limited TB programme capacity.

23. Countries were assisted in preparing
applications to the GFATM, the global drug
facility (GDF) and bilateral donors. Eight
countries in the Region began receiving
considerably increased funding for TB control
through the GFATM. The GDF support to ten
countries in the Region was continued more
effectively, through GDF focal points based in
the Region.

24. Assistance was provided to a number of
Member countries in the preparation of
national operational plans, updating of
national manuals and guidelines, strengthening
of laboratory capacity, surveillance, drug
procurement and supply management and for
national workshops and training in a number
of key areas. These included laboratory
strengthening, programme management,
public-private partnerships, TB/HIV and
management of MDR-TB and research.

25. Intercountry workshops on strengthening
national laboratory networks for TB diagnosis
and on improving TB surveillance and
monitoring were organized. The TB reference
laboratory in Thailand was designated as the
second supra-national reference laboratory in
the Region. Programme monitoring missions
to review the progress were undertaken in
several countries. A meeting of Partners for TB
Control in the Region was organized in Jakarta
in November 2006 in conjunction with the
Eleventh Meeting of the Stop TB coordinating
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board of the Global Stop TB partnership. A “call
to stop TB in Asia” was endorsed at this
meeting. Collaboration with over 30 technical
and development partners and the three WHO
collaborating centres on TB in the Region will
continue.

26. Despite the impressive progress, national
TB control programmes continued to face many
challenges. These included uncertainties
regarding long-term financing; lack of sufficient
numbers of skilled staff at all levels of national
health systems; weak laboratory networks and
surveillance mechanisms; and low community
awareness and utilization of services.

27. The Regional Office and country offices
will continue to assist national TB control
programmes to adopt best practices, as well as
revise and further improve national-level
planning and implementation of all
components of the new Stop TB strategy.

Malaria

28. Malaria is a major public health problem,
with the burden of the disease in the Region
being second only to Sub-Saharan Africa.
Approximately 1.3 billion people in the Region
are “at risk” of malaria. Although morbidity
and mortality due to malaria have been
reduced, the trend of the disease over the past
five years was stationary. The coverage of
malaria prevention interventions (i.e.
insecticide-treated nets and indoor residual
spraying) remain very low. The key issues in
the Region are the rapid spread of malaria
parasites, resistance to antimalarial drugs,
vector resistance to insecticides, under-
reporting of malaria, frequent focal outbreaks,
problem of neglected vivax malaria, poor

capacity of the control programme to cope
with rapid socio-ecological changes and
shortage of skilled staff.

29. In view of the changing scenario related
to socioeconomic status and ecological changes
and the fact that global malaria control
strategies are not suitable in Asian countries,
the Regional Office revised its malaria control
strategy in consultation with experts and
malaria programme managers. The revised
strategy recommends strengthening of the
existing malaria control programmes through
a multisectoral approach and partnerships. The
key elements of the revised strategy include (i)
programme planning and management; (ii)
strengthening surveillance; (iii) targeting
interventions to populations “at risk” of
malaria; (iv) scaling up the control of vivax
malaria; (v) increasing the coverage and proper
use of insecticide-treated mosquito nets; and
(vi) monitoring and evaluation. Integrated
vector management (IVM), one of the strategic
elements of the revised strategy, requires strong
multisectoral involvement to cope with rapid
ecological changes.

30.  Following the adoption of the revised
malaria control strategy during the Twenty-
fourth Health Ministers’ meeting in Dhaka in
August 2006, an intercountry meeting was
held in Chiang Mai in March 2007 to share
the strategy with partners, programme
managers and representatives from non-health
sectors. Member countries reported on the
progress made in incorporating the revised
strategy into national workplans.

31. Bi-regional collaboration between
countries in the Greater Mekong Sub-region
of the South-East Asia and the Western Pacific
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Government of Japan to review knowledge on
vivax malaria and establish an Asia-Pacific
vivax network. On the recommendations of the
meeting, networking of research institutes and
preparation of an inventory of researchers on
vivax malaria were undertaken, and priorities
for research on vivax malaria were identified.

33.  WHO provided technical support to
Member countries in resource mobilization and
to strengthen national capacity in programme
implementation through the GFATM and the
World Bank programme. Efforts to mobilize
more funds were continued.

34. Technical support was provided to conduct
household and health facility surveys in India.

regions was continued. The deterioration in the
situation regarding falciparum drug resistance
at the Thai-Cambodian border was reviewed
in January 2007. An ongoing project on
information, education and communication
(IEC) supported by the ADB and WHO provided
an opportunity for national staff to improve
their knowledge and skills in empowering
ethnic groups in the Mekong region.

32. A bi-regional meeting was organized in
January 2007 to review the progress of control
of vivax malaria in the Korean peninsula. In
conjunction with the bi-regional meeting, the
first conference on vivax malaria was organized
in collaboration with the Western Pacific and
the Eastern Mediterranean regions and the

Member countries are supported in strengthening surveillance.
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These surveys, conducted prior to programme
review, proved to be useful tools for national
programme reviews. WHO provided technical
support for national programme reviews in
Bhutan and India. A programme review is
needed to revise the policy on prevention,
diagnosis and treatment and surveillance.

35. The key issues to be addressed for over-
coming the numerous constraints include the
following: Low coverage of prevention inter-
ventions; growing drug resistance and the low
uptake of artemisinin-based combination
therapy (ACT); shortage of skilled staff at all
levels; monitoring the quality of diagnosis and
drugs and evolving mechanisms
for improvement; and integrated
vector management and healthy
public policy.

Dengue

36. Dengue has emerged as a
serious public health problem in
countries of the Region over the last
few decades. While reported cases
are high, with an increasing trend, the case
fatality rates have been maintained below 1%
through improved case management. But the
disease is spreading to new geographical areas,
and the frequency of outbreaks has increased.
Indonesia and Sri Lanka have reported the
highest number of cases during the last few
years. For the first time, dengue was reported
in Bhutan in July-August 2004 and in Nepal
in November 2006.

37. In response to the rising trend of dengue,
an advocacy kit was prepared and disseminated
to Member countries. Following the first
meeting of Partners on Dengue Prevention and

Control in Asia-Pacific held in Chiang Mai,
Thailand in March 2006, the Asia-Pacific
Dengue Partnership (APDP) was established and
a strategic framework for the partnership was
developed. This was discussed and approved at
the first meeting of the core group held in
Singapore in February 2007. The core group
discussed the governance of the partnership
and prepared a road map for advocacy and
resource mobilization. The Regional Office will
function as the secretariat for the APDP. The
strategic plan for prevention and control of
dengue in Asia-Pacific (SPDAP) for 2007-2015
was developed by the Regional Office and

reviewed in-house. The plan and
important technical issues will be
discussed at the first meeting of
the RTAG prior to implementation.

38.  A multi-departmental group
has been convened in the Regional
Office, which regularly reviews
the progress of prevention and
control of dengue in the Region.
The first outbreak of dengue in

Nepal was investigated with the help of the
WHO Collaborating Centre in Thailand. A
training course was organized with WHO
support in India during 2007 to increase the
capacity of 50 doctors in the case management
of dengue.

39. Given the increasing trend of dengue and
other vector-borne diseases, WHO continued to
promote the concept of IVM for control of
vectors and transmission-risk reduction.
Regional strategies for IVM were developed and
disseminated for control of vector-borne
diseases. An intercountry workshop was
organized at the Vector Control Research Centre
(VCRC), Pondicherry, India, in December 2006,

Given the increasing
trend of dengue and the

increasing trend of
vector-borne diseases,

WHO has been
promoting the concept

of integrated vector
management (IVM)
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where 52 persons were trained in IVM. The
workshop also led to the development of course
curriculum and training modules for an
international training course.

Diseases targeted for elimination/
eradication
40. The Region accounts for a dispropor-
tionate burden of tropical diseases such as
leprosy, lymphatic filariasis, kala-azar and
yaws, which are targeted for elimination or
eradication. It accounted for 68% of the globally
reported new leprosy cases, 65% of the
population globally “at risk” of lymphatic
filariasis, 20% of the globally reported kala-
azar cases and about 5500 new cases of yaws
in 2005 in India, Indonesia and Timor-Leste.
These diseases primarily affect the poorest of
the poor and vulnerable, such as migrants,
women, children and other marginalized
population groups.

41. At its Fifty-ninth session held in Dhaka
in August 2006, the Regional Committee for
South-East Asia adopted a resolution calling
on Member countries to accord high priority
to the targeted diseases identified for
elimination/eradication and increase the
allocation of resources. WHO has been
advocating strongly with Member countries
and partners to accord greater attention,
priority and resources for the elimination/
eradication efforts since simple, safe and cost-
effective interventions to tackle many tropical
diseases are available.

42. The Second Meeting of Partners on
Tropical Diseases targeted for elimination/
eradication was held in Jakarta in February

2007, and was attended by representatives
from 21 partner agencies and senior health
officials from seven Member countries. The
meeting was co-sponsored by the German
Development Cooperation (BMZ/GTZ), Global
alliance for elimination of lymphatic filariasis
(GAELF) and the Sasakawa Memorial Health
Foundation, Japan. The partners urged WHO
to assist governments in the development of
national plans for integrated delivery of
interventions and activities, wherever feasible.
It was also suggested that, in collaboration
with other partners, a mechanism be
established for drug security to ensure free
supply of drugs required for treatment of the
targeted diseases.

43.  Regional training courses on tropical
diseases are being developed in collaboration
with the National Institute of Communicable
Diseases (NICD), India, and the Department of
Tropical Medicine, Mahidol University,
Thailand.

Leprosy

44. Nine of the 11 Member countries in the
Region have attained the goal of elimination
of leprosy as a public health problem (i.e.
prevalence rates below 1 case per 10 000
population). The remaining two, Nepal and
Timor-Leste (with prevalence rates of 1.8 and
1.89, respectively), have shown a declining
trend, and are making concerted efforts with
support from the Regional Office to achieve the
elimination goal by 2007. The prevalence of
leprosy has stabilized at below 0.9/10 000
population in India, which traditionally
accounted for the highest leprosy burden, both
globally and regionally (Figure 1.5).
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45. WHO has been assisting Member
countries in strengthening the integration of
leprosy services into the general health system
through capacity building and in maintaining
quality services in order to further reduce the
burden of leprosy through timely case detection
and prompt treatment. The regional prevalence
rate declined from 0.86/10 000 population in
2005 to 0.79/10 000 population in 2006. The
control efforts have to be sustained to achieve
sub-national targets.

46. A schedule for conducting national studies
on the current magnitude of leprosy disabilities
and impact of stigma and discrimination was
developed at a regional workshop held in
Jakarta, Indonesia in February 2007.

47. Leprosy Elimination Monitoring (LEM)
exercises were conducted in Indonesia and
Myanmar to assess the progress of leprosy
elimination and the quality of services. Leprosy
elimination monitoring will help Member
countries to sustain quality services and
further reduce the burden of leprosy. It is

necessary to sustain political commitment and
ensure adequate resources as well as quality
leprosy services.

48. It is essential that community awareness
be maintained through IEC and advocacy,
working in partnership with other
stakeholders. Prevention and treatment of
disabilities; prevention of displacement of the
leprosy-affected and ensuring community-
based rehabilitation; and reducing the stigma
and addressing the human rights issues are
priorities to sustain the programme for
elimination of leprosy.

Global Leprosy Programme

49. The global burden of leprosy measured in
terms of new cases detected continued to decline
during 2006-2007. The registered prevalence of
leprosy at the beginning of 2007 was 224 717
cases. The Global Leprosy Control strategy
continues its emphasis on sustaining high-
quality diagnostic and patient care services that
are easily accessible, equitably distributed and
provided free of cost in all endemic areas.

50. In comparison to 122 countries in 1985,
there are only four countries where leprosy
remains a public health problem – defined as a
prevalence rate of one or more cases per 10 000
population. These four countries are: Brazil, the
Democratic Republic of Congo, Mozambique
and Nepal (countries with populations less than
one million are not included). The gobal leprosy
situation is summarized in Table 1.1.

51. A set of Operational Guidelines to
implement the Global Strategy have been
developed in close collaboration with
national programmes and international

Source: Country reports
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nongovernmental organizations that are
supporting leprosy control activities in endemic
countries. These guidelines were endorsed by
WHO’s Technical Advisory Group (TAG) at its
eighth meeting held at Aberdeen, United
Kingdom in 2006. All partners working at
country level have adopted these guidelines in
implementing their activities as well as for
capacity building of their health staff.

52. Because drug resistance is an emerging issue,
informal discussions were held to explore the
possibility of using recent advances in genomic
research in the global surveillance of rifampicin
resistance in selected countries. Laboratories in
Brazil, France, India, South Korea, Japan and the
United States have agreed to participate in
establishing a laboratory network to support the
global surveillance, with no additional cost to
WHO’s Global Leprosy Programme.

53. With the support of WHO’s Goodwill
Ambassador for Leprosy, Mr Yohei Sasakawa,
a global appeal to reduce stigma and
discrimination was launched in Manila,
Philippines in January 2007. Various national
programme managers from endemic countries

representing the South-East Asia and the
Western Pacific regions, along with people
affected by leprosy, were present.

54. During the period under review,
collaboration with partners at the global as well
as country level was further strengthened. This
helped to coordinate support provided to
countries by various partners. Endemic
countries have been able to sustain their leprosy
control activities and are ensuring that the
disease burden (number of cases, disablities and
leprosy-related stigma) continues to decline
further.

Lymphatic filariasis

55. Nine countries in the Region account for
64% of the global burden of populations “at
risk” of developing lymphatic filariasis (LF).
The disease is targeted for regional elimination
as a public health problem (defined as a
microfilaria prevalence rate of less than 1 case
per 10 000 population) in all endemic districts
by 2020. The main intervention is Mass Drug
Administration (MDA) using two drugs – DEC
and albendazole – which are given to the entire
at-risk population once annually for five to six
years. All nine endemic countries in the Region
are implementing MDA. In 2006, approxi-
mately 100 million people were administered
MDA. India, which was so far implementing
the two-drug regimen only on a pilot basis in
seven districts, recently announced a policy
shift to adopt the two-drug regimen in a
manner consistent with the WHO strategy.

56. Mapping for endemicity, essential for
planning MDA and other elimination activities,
was completed in all countries except Indonesia,
which is expected to complete its mapping in

Table 1.1: Global leprosy situation at the beginning
of 2007

WHOWHOWHOWHOWHO
RRRRRegionegionegionegionegionaaaaa

RRRRRegisteregisteregisteregisteregisterededededed
prprprprprevalenceevalenceevalenceevalenceevalencebbbbb at at at at at

beginning of 2007beginning of 2007beginning of 2007beginning of 2007beginning of 2007

New casesNew casesNew casesNew casesNew cases
detecteddetecteddetecteddetecteddetectedccccc during during during during during

20062006200620062006

African 29 548 27 902

Americas 64 715 47 612

South-East Asia 116 663 174 118

Eastern 3 986 3 261
Mediterranean

Western Pacific 9 805 6 124

Total 224 717 259 017

a-Population data from the United Nations Population Division (Reference: 2006
Revision, POP.DB.WPP.Rev.2006.2.F1. www.un.org/popin)
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2007. WHO assisted countries in scaling up MDA
activities, as well as social mobilization, capacity
building and monitoring. Sri Lanka completed
five rounds of MDA – the first country to achieve
this milestone. A decline in the microfilaria rate
was also observed (Figure 1.6).

57. At the meeting of National LF Programme
Managers of the Region, organized by WHO
and held in Jakarta in July 2006, it was
recommended that global, regional and
national advocacy, targeting the highest
political levels, development partners and key
groups such as industry, private sector
foundations and media, be accorded top
priority.

58. The LF programme was reviewed as part
of a joint monitoring mission with WHO
support in India in February 2007. The
important recommendations of the mission
included maximization of coverage through
supervised administration, identification of
new districts on the basis of surveys and use
of line-listing of clinical cases.

59. Rapid scale-up of MDA to cover the entire
population “at risk” by 2010, in order to ensure
that all countries can complete at least five
rounds of MDA by 2015, is a major challenge.
WHO is providing support to Member
countries in addressing other challenges, which
include ensuring a high level of MDA coverage
and compliance through pre-MDA social
mobilization and post-MDA mopping
operations supplemented by surveys to achieve
the desired coverage.

60. Timely procurement and supply of drugs
is another area of concern. Activities like
disability alleviation and the scale-up of MDA
have been slow due to insufficient political
commitment and inadequate resource
allocation. WHO will seek more partners to
increase political commitment, resource
mobilization and effective implementation
while continuing to provide technical support.

Kala-azar

61. Kala-azar is a public health problem in
109 districts in Bangladesh, India and Nepal –
with about 189 million people “at risk” of
infection. Progress in implementing the
elimination programme was reported by the
three countries in a review meeting, which was
chaired by the Minister of Health of
Bangladesh. Technical support provided by
WHO and the partners was appreciated by the
countries. The meeting recommended that the
affected countries should implement the
elimination strategies recommended by WHO
and its partners.

62. The Second Regional Technical Advisory
Group (RTAG) meeting on Kala-azar
Elimination was followed by a meeting of
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programme managers in Kathmandu, Nepal
in October–November 2006. The meeting
reviewed and updated the technical issues
related to the kala-azar elimination
programme. Programme managers from
Bangladesh, India and Nepal reported on the
progress made in the kala-azar elimination
programme, including future plans to scale up
the activities.

63. A household and a health facility survey
on kala-azar were conducted in India during
2006. These surveys were conducted by the
national programme in India and imple-
mentation research was supported by WHO’s
Special Programme for Research and Training
in Tropical Diseases (TDR). The surveys revealed
that the problem of kala-azar was 5-10 times
greater than the cases reported. It was also
observed that 50% or more cases were
diagnosed and treated in the private sector. A
programme review was conducted in February
2007 by a joint monitoring mission in India.
The recommendations of the mission were used
in refining the policy and providing strategic
direction to the programme in the elimination
of the disease.

64. Guidelines and standard operating
procedures for diagnosis, treatment, vector
control operations and disease surveillance were
developed and finalized by experts and
programme managers from the three endemic
countries in April 2007 at a meeting organized
by WHO in Kolkata, India. Algorithms were
developed for diagnosis and complete treatment
of kala-azar and reporting formats were
finalized. Research on vector control and
treatment was supported by the TDR. The
progress of these research activities was
reported at the Meeting for Analysis of the

Multi-centre studies on Vector Control and
Treatment of Visceral Leishmaniasis, held in
Varanasi, India, March–April 2007.

65. The kala-azar elimination programme
would require sustained advocacy, mobilization
of resources and capacity development for
implementation of strategies and policies.
Partnerships formed in this area need to be
sustained through multi-country efforts
coordinated by WHO.

Yaws

66. During the reporting period, cases of yaws
were reported from two countries, Indonesia and
Timor-Leste. India has not reported any new
case of yaws since 2004. That country is now
in the process of conducting sero-surveys in
children under five years old and is aiming to
declare eradication of yaws by 2010. Indonesia
reported about 5 000 new cases in 2006. Reliable
data are not available from Timor-Leste, but
about 500 cases were estimated annually.
However, both countries developed national
strategic plans and accelerated their efforts to
eliminate the disease.

67. A regional workshop involving India,
Indonesia and Timor-Leste was held in Bali,
Indonesia in July 2006, at which the Regional
Strategic Plan 2006-2010 was finalized. The
regional strategy document and the report of
the intercountry workshop were distributed.

Blood safety and clinical technology
Blood safety

68. Strengthening of national blood
transfusion services through the application of
WHO’s Strategy for Safe Blood continues to
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be accorded priority by all Member countries.
But despite increased government commitment,
blood transfusion services in several countries
lack resources, and have inadequate systems
to monitor the safety and quality of blood and
to improve its access. About 60% of the collected
blood is obtained from voluntary donors.
Universal hepatitis C screening of donated blood
has yet to be achieved in the Region.

69. National blood policies enunciating the key
elements of the WHO strategy were finalized
with technical support from WHO in Bhutan
and Maldives. WHO provided technical support
to donor-funded projects for improving the
quality and safety of blood in
Bangladesh, DPR Korea,
Indonesia, Sri Lanka and
Timor-Leste. The regional
external quality assessment
scheme for blood grouping and
screening for HIV-antibody
continued to function
effectively in seven countries.

70. The status of blood
transfusion services was
reviewed at the Bi-Regional
Meeting of National
Programme Managers for
Blood Safety, held in Kuala
Lumpur. Experiences gained in
countries of both the SEA and
the Western Pacific Regions
were shared, and innovative
mechanisms for strengthening
blood transfusion services
were developed. WHO also
supported national quality
management training for

officials from blood banks and laboratories in
Myanmar.

Laboratory support

71. Laboratory support to disease surveillance
and outbreak investigations for common
endemic diseases (for example cholera, viral
hepatitis, malaria, dengue fever and Japanese
encephalitis) was made available in all Member
countries. However, the infrastructure and
facilities for isolation of viruses and application
of modern molecular biological assays need
further strengthening in most Member
countries to investigate emerging diseases.

Laboratories have a critical role in early detection and confirmation of diagnosis.
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72. The Regional Office formulated a Regional
influenza pandemic preparedness plan and
supported all Member countries in the Region
in drafting their respective national influenza
pandemic preparedness plans. The critical role
of laboratories in research, early detection,
confirmation of diagnosis and characterization
of virus was highlighted in national plans. To
date, six countries have designated National
Influenza Centres.

73. Technical material on diagnosis of AI,
establishing quality systems, shipping of
infectious material and utility of rapid
diagnostic tests for influenza were developed
and disseminated. WHO provided technical
expertise on AI through its collaborating
centres and reference laboratories to several
countries in developing physical infrastructure
and performing diagnostic tests. As a result,
national capacity to diagnose AI was
strengthened in Bangladesh, India, Indonesia,
Myanmar, and Sri Lanka.

74. WHO facilitated the confirmation of
diagnosis of chikungunya outbreaks in
Maldives and Sri Lanka and of dengue fever in
Nepal through the relevant WHO collaborating
centres. Regional guidelines on the establish-
ment of a virology laboratory –  including
requirements of human resources, equipment,
reagents, biosafety and quality system – are
being finalized.

75.  An intercountry workshop on strengthening
quality systems and initiating accreditation for
health laboratories was organized at the WHO
Collaborating Centre on quality systems in
laboratories, Thailand. Guidelines on adopting a
novel approach for implementation of quality

standards in health laboratories were published
and disseminated. Technical support was provided
to Maldives to integrate a quality system into
the functioning of laboratories. Regional
guidelines on establishment of accreditation of
health laboratories were also prepared and are
being reviewed.

76.  The status of surveillance of resistance in
HIV in the Region was reviewed at an
intercountry workshop on HIV drug resistance
monitoring, held at the newly designated WHO
Collaborating Centre for HIV diagnosis and
monitoring of antiretroviral therapy, National
AIDS Research Institute, Pune, India. Participants
were provided hands-on experience for
strengthening laboratory-based monitoring of
resistance. WHO also supported the inclusion
of the National AIDS Research Institute, India
in WHO’s coordinated global network of
laboratories providing data on resistance in HIV
(HIVResNet).

77. A Regional external quality assessment
scheme for enumeration of CD4 lymphocytes
was initiated for high-burden countries of the
Region. This will enable quality monitoring of
the CD4 count during antiretroviral therapy.

78. WHO advocates and proposes to support
the establishment of state-of-the-art reference
laboratories for emerging infectious diseases;
strengthening of national capacity in handling
emerging pathogens under exacting biosafety
environments; and the forging a regional
network of national laboratories to foster a
collective response. This would help enhance
regional capacity to respond effectively to
emerging infectious diseases, thereby
contributing to international health security.
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Research and development
79. The Regional Office continued to work
closely with TDR in the fight against tropical
diseases. The Regional Office/TDR small grant
programme (SGP) continued to support
research on seven diseases (malaria,
tuberculosis, dengue, kala-azar, filariasis,
leprosy and schistosomiasis). Initially, the
programme was initiated to support research
in four countries – Bhutan, DPR Korea,
Maldives and Timor-Leste. However, it was
expanded later to other Member countries in
the Region. Each project received a maximum
funding support of about US$ 7500. In
addition, the Regional Office provided funds for
a few projects related to the seven diseases.

80. From 2004 to 2006, a total of 62
proposals were received by the Regional Office;
all 11 countries in the Region submitted at least
one proposal. The quality of proposals
continued to improve, and during the reporting
period there were 20 ongoing projects: malaria
(eight), TB (five), kala-azar (two), filariasis
(three) and dengue (two). All countries, except
DPR Korea and Nepal, had ongoing projects. In

2007, nine countries in the Region (except
Maldives and Timor-Leste) submitted 38
proposals to the SGP.

81. The above-noted improvement could be
attributed to efforts made towards capacity
development for research among young
scientists. This included holding of proposal
development workshops, setting up of
mechanisms to review project proposals and
provision of feedback to researchers during
country visits.

82. Training of trainers in basic health
research should be supported to ensure that
there is a pool of trainers to sustain the health
research capacity-building activities and
generate interest in research among young
professionals in Member countries.

83. WHO will continue to support the
strengthening of research capacity in Member
countries. It is proposed to organize workshops
for basic health-research proposal development
for clinicians and public health professionals
of Bhutan, DPR Korea, Maldives and Timor-
Leste to enhance the quality of proposals for
research grants.
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2
Noncommunicable diseases

and mental health

Prevention and control of chronic
noncommunicable diseases
1. Noncommunicable diseases (NCDs) such
as cardiovascular diseases, cancer, chronic lung
diseases and diabetes account for 54% of all
deaths in the Region. The WHO regional
framework for prevention and control of NCDs
(formulated in early 2006) provides a step-wise
approach to the development and implemen-
tation of comprehensive national policies, plans
and programmes. The health secretaries of
Member countries of the Region, at their
Eleventh  Meeting held in June 2006, reviewed
the regional framework and reiterated the need
to strengthen the integrated epidemiological
surveillance and population-based public health
interventions that make optimum use of
existing health-care systems and target the
common risk factors and determinants of
major NCDs.

2. During the reporting period, Indonesia
and Thailand made notable progress in framing

national NCD prevention and control policies
and strategies. In late 2006, India launched a
national programme for prevention and control
of diabetes, cardiovascular diseases and stroke
to complement its national cancer control
programme, which had been in place for more
than ten years. During 2006 and 2007, WHO
supported the development of national policies
and action plans for NCD surveillance and
prevention in Bangladesh, Maldives, Nepal and
Sri Lanka.

3. The regional framework and guidelines for
implementation of the WHO global strategy on
diet, physical activity and health (DPAS) were
reviewed and finalized at an intercountry
consultation held in Yangon, Myanmar in
October 2006. The proportion of population with
inadequate physical activity in rural and urban
areas in India and Myanmar is summarized in
Figure 2.1. India, Indonesia, Myanmar, Nepal and
Sri Lanka formulated national strategies and
plans of action on diet and physical activity with
WHO’s technical support.
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4. To monitor the progress in NCD
prevention and control, all Member countries
of the Region conducted assessments of
national programme capacity, using  a regional
adaptation of the global questionnaire. The
results are being used to identify the further
needs of countries and to help in mapping and
sharing information, experiences and best
practices. National health workforces were
strengthened to enhance the development and
implementation of national NCD programmes.
The Regional Office, in collaboration with the
WHO Centre for Health Development, Kobe
(WKC), Japan, launched a capacity strength-
ening project. A series of regional modules
compiling evidence-based information required
for developing, reviewing and revising national
(and sub-national) NCD policies, strategies and
programmes were developed. The modules
were also tested at a  workshop held in Nepal
in March 2007.

5. NCDs are preventable and manageable
using evidence-based interventions. Demon-

stration projects using community-based
interventions (CBI) for prevention and control
of NCDs were continued with WHO support
in Bangladesh, India, Indonesia and Sri Lanka.
These projects furnished evidence on the
feasibility and appropriateness of applying
community-based approaches for integrated
prevention and control of NCDs in developing
countries. The Regional Office has developed
guidelines for monitoring and evaluation of
such projects. The project conducted in Depok,
near Jakarta, Indonesia gained considerable
recognition, paving the way for further sub-
national interventions.

6. Surveillance of NCDs and their risk factors
is an important component of national NCD
prevention and control programmes. Recent
Regional Office initiatives helped to strengthen
the national capacity to collect, manage,
analyse and use relevant data.  NCD risk-factor
surveillance has been included in the integrated
disease surveillance project of India. Collection
of nationally representative data has been
initiated in Nepal and Sri Lanka. Datasets,
collected in surveys using the STEPS method
promoted by WHO, were conducted recently
in eight countries and were analysed using a
standardized approach and format. Technical
support was also provided for establishing
national NCD databases.

7. Member countries of the Region are at
different stages in the development of
integrated NCD prevention and control policies,
strategies and programmes. With the adoption
of the Regional Framework for Prevention and
Control of NCDs, WHO will need to scale up
technical support, and ensure that the
translation of policy guidance into action is
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tailored to the socioeconomic conditions and
health system of each Member country. Full
implementation of the regional framework will
require the coordinated efforts of multiple
stakeholders from the government, the private
sector, civil society and international agencies.
WHO will continue to work closely with
Member countries to strengthen the public
health workforce, promote networking and
partnerships, facilitate collection and sharing
of evidence-based information and provide
technical guidance required to expand the
coordinated national response to the growing
epidemic of NCDs.

Mental health and substance abuse
8. For many years, the Regional Office has
advocated community-based mental health
services for meeting the mental health needs
of the community. This strategy received a
boost in the Health Minister’s meeting held in
Dhaka, Bangladesh in August 2006, which
called upon WHO to assist Member countries
in strengthening community mental health
services as a part of health system
development. This strategy emphasizes the
integration of mental health care into the
existing primary health care system. It also
recommends focusing on the most common
and disabling neuropsychiatric disorders in the
community (epilepsy and psychosis affecting
1% and 1.5-2% of the population, respectively).
Most Member countries of the Region
organized extensive training programmes for
basic health workers to overcome the shortage
of qualified mental health manpower so that
essential services could reach the community.

WHO developed training tools and manuals for
community-based health workers, to identify
and manage the most common and disabling
neuropsychiatric conditions in the community.
The programme on epilepsy was successfully
implemented in select populations in India and
Indonesia. In DPR Korea and Maldives, all
health workers were trained in the
identification of epilepsy in the community. In
Myanmar, it was shown that with the use of
the Regional Office identification instrument,
all patients with epilepsy in Nyaungdon
province (population 187 779) could be identified
and treated, thereby reducing the treatment gap
to zero.

9. The World Health Assembly and the
Regional Committee for South-East Asia have
both passed resolutions urging Member
countries to adopt various policy options for
effective control and reduction of harm from
alcohol use. The Regional Office produced a
series of six relevant documents on health and
the socioeconomic impact of alcohol in
September 2006. It also developed an interactive
CD for training health workers on how to deal
with adolescents and alcohol use. Bhutan,
Myanmar, Nepal, Sri Lanka and Thailand
conducted community-based assessments on
the extent and use of alcohol and the resulting
harm. Evidence–based interventions were then
implemented as appropriate to the local culture,
leading to increased awareness and reduction
of harm from alcohol use in the community.

10. All Member countries have initiated
various activities, such as school mental health
promotion, community-based mental health
promotion with the use of traditional yoga and
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meditation in selected districts. A regional
review was undertaken in December 2006 with
particular emphasis on mental health
promotion for adolescents.

Health promotion
11. Health promotion continues to involve
traditional as well as innovative strategies and
methods to address major risk factors
associated with communicable and non-
communicable diseases, as well as new threats
to health like avian influenza. Member
countries of the Region are increasingly
applying new concepts, principles, strategies

and techniques for health promotion. These
strategies include policy, advocacy, legislation
and social mobilization.

12. The Bangkok Charter for Health
promotion calls for Member countries to make
the promotion of health central to the global
development agenda. The Fifty-ninth session
of the WHO Regional Committee for South-
East Asia, held at Dhaka in August 2006,
debated health promotion in a globalized world
and adopted a resolution (SEA/RC59/R4) that
called upon Member countries to consider
making the promotion of health the
responsibility of all ministries and not solely
the Ministry of Health. Alternative financing

Efforts are being made to stress the importance of effective control and education to reduce harm from alcohol use.
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mechanisms for health promotion activities
were recommended. WHO was urged to
strengthen the Regional Office and country
offices in order to provide timely and adequate
technical support to all Member countries.

13. With the support of national experts and
institutions, a regional study on innovative
financing for health promotion was
undertaken in April 2007, and the results were
disseminated to Member countries to provide
them with evidence and alternative policy
options. In addition, a review of curriculum
on health promotion for graduate and
postgraduate education was carried out in
March-October 2006, and the results were
expected to be ready by the end of 2007. A
series of case studies on the health promotion
activities of Member countries were also
compiled and produced as a regional profile.

14. A number of countries, including India,
Indonesia, Maldives, Myanmar, Sri Lanka and
Thailand, developed national programmes on
health promotion for school children to guide
the implementation of health development
activities in the school setting. Thailand
developed and implemented various health
promotion activities within the national
‘Healthy Thailand Programme’ launched at
provincial and regional levels with full
collaboration of local administrative
organizations. At the intercountry consultation
on school health promotion, held in Bangkok
in December 2006, the experts and programme
representatives from ten countries of the Region
and six countries of the Western Pacific Region
examined the challenges faced by both education
and health sectors in developing and

implementing the concepts, principles and
programme on health promoting schools. The
participants identified various constraints that
required minimum elements for establishing a
health promoting school. These included:
curriculum issues, including instruction
material and medium; policy development and
advocacy; evidence-gathering and docu-
mentation; partnership and community links;
and financing of school health promotion.
Following a recommendation of the meeting, a
report documenting the successes, challenges
and lessons learnt in selected countries of the
Region was disseminated.

15. Implementation was undertaken in selected
countries to build the capacity of ministries of
education and health to implement, monitor and
evaluate school health promotion activities,
including the updating of school health
curriculum. Capacity building in health
promotion – specifically, training of both health
and non-health professionals from various
sectors to address both communicable and
noncommunicable diseases – is a priority. India
initiated a re-orientation of health professionals
on the basic and advanced understanding of
health education for health promotion.
Indonesia and Maldives organized national
conferences to share the new concepts and
principles of health promotion, and explore the
experiences and challenges involved therein.

16. Health promotion focal points in the
Regional Office and country offices continually
provided necessary technical assistance and
support in areas of child and maternal health,
prevention and control of malaria, dengue, TB,
HIV/AIDS and STI, lymphatic filariasis,
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intestinal parasitic infections, tobacco control
and prevention of traffic accidents and injuries.
Reports of major dengue outbreaks from
Bhutan, India, Indonesia, Nepal, Sri Lanka and
Timor-Leste warranted the mounting of
extensive public health awareness campaigns
to improve hygiene and sanitation. Similarly,
the epidemics of avian influenza in three
countries (Indonesia, Myanmar and Thailand)
used health promotion as the entry point for
prevention and control of outbreaks. The health
promotion staff were involved in supporting
the development, implementation and
monitoring of communication for behavioural
change interventions, including operational

research studies to identify gaps between
knowledge and behaviour in helping reduce the
risks of transmission of avian influenza to
humans.

17. The Regional Office, in collaboration with
headquarters, continued to contribute to the
work of the WHO Commission on Social
Determinants for Health (CSDH). The WHO
Kobe Center, Japan, working jointly with the
Regional Office and the WHO country office
of India, initiated the healthy urbanization
project in Bangalore in January 2007. Sri
Lanka established a national working group
on social determinants for health to undertake

Promotion of health is increasingly being recognized by Member countries as the responsibility of all ministries and not solely the
ministry of health.
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various case studies on policy implications of
national programmes on social determinants.
A regional consultation on social determinants
was organized in June 2007 to share the
experience and to develop a policy framework
for addressing social determinants for health.

18. Member countries are increasingly
recognizing the impact of rapid globalization,
urbanization, trade liberalization and
demographic, social and political transitions on
the lifestyles of individuals and communities,
as well as on health outcomes.
Partnerships among communities,
civil society groups and govern-
ment ministries other than the
ministries of health are being
emphasized. Health promotion
policy development and imple-
mentation will continue to be a
major area of focus of the work of
WHO.

Tobacco control
19. About 1.3 billion people are currently
using tobacco in various forms worldwide, and
tobacco use and the effects of second-hand
smoke continue to be the major cause of deaths.
Half of today’s tobacco users will eventually
be killed by it, and most of them will be from
the developing countries. At present, 4.9
million people die prematurely every year
globally from tobacco use and 1.2 million are
from the SEA Region. The global mortality
figure is expected to rise to 10 million a year
by 2030, with 70% of these deaths occurring
in developing countries. As of February 2007,

a total of 168 countries had signed, and 144
countries (including 10 countries of the Region)
had ratified, the WHO framework convention
on tobacco control (FCTC). The Ministry of
Health, Indonesia, has initiated a legislative
process for formal accession to the WHO
framework convention and is implementing
the tobacco control activities as stipulated.

20.  Five countries in the Region (Bangladesh,
India, Myanmar, Sri Lanka and Thailand) have
national tobacco control legislation in place to

implement the comprehensive
tobacco control programme as
well as the WHO framework
convention, which are aimed at
reduction of tobacco use. Bhutan
was provided with technical
support to develop such
legislation. The regional strategy
for tobacco control 2006-2010 also
encourages countries in the Region
to develop and implement
national tobacco control legislation
for effective control of the tobacco

epidemic. Five Member countries have also
formulated national policies and prepared plans
of action for tobacco control. National
programme managers met in July 2006 in
Dhaka and in March 2007 in Yangon,
Myanmar and reviewed the progress and
identified ways by which countries could work
together for effective implementation of
national tobacco control programmes, as well
as the WHO framework convention. A generic
plan of action for enforcement, promotion and
compliance of tobacco control measures was
developed to assist countries in effective
enforcement of their initiatives, including

Capacity building in
health promotion –

specifically, training of
both health and non-
health professionals

from various sectors to
address both

communicable and
noncommunicable

diseases – is a priority
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national tobacco control legislation. A template
for needs assessment for implementing the
WHO framework convention was developed
and shared with countries. This would be used
to assess the countries’ needs for implementing
the obligations under the convention.

21. Except DPR Korea, all countries of the SEA
Region conducted a series of global youth
tobacco surveys (GYTS), global school
personnel surveys (GSPS), and global health
professional students surveys (GHPSS) in
collaboration with WHO and CDC-Atlanta. The
GYTS and GHPSS findings revealed a high
prevalence of tobacco use among school

students, including students in the health
profession. The proportion of students exposed
to second-hand tobacco smoke was high
according to GYTS (See Figure 2.2).

22. There was a lack of teaching material and
training for prevention of tobacco use and its
cessation. A regional report on tobacco
surveillance and a regional profile on smoke-
free environments were produced and shared
with countries. The report on health costs of
tobacco use in Bangladesh was revised and re-
published for advocacy to increase the tax on
tobacco products. A similar study is in progress
in Sri Lanka.

Member countries are making concerted efforts to promote smokefree environments.
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23. Two studies on crop substitution were
undertaken in Bangladesh and India and their
results presented at the meeting of the study
group held in February 2007 in Brazil and at
the meeting of national programme managers
held in Yangon in March 2007. The findings
of these studies would be useful for other
countries to develop appropriate crop
substitution strategies. A study entitled
“Implications of South Asian free trade
agreement (SAFTA) on tobacco trade in SAARC
Region” was undertaken to assess the tax
structure of tobacco products and illicit trade
in tobacco in the Region. Given the close link
between smoking and risk of TB infection and
deaths among TB patients, a pilot study on TB
and tobacco control was initiated in Nepal to
review the programmatic collaboration
between TB and tobacco control programmes.

24. Member countries were supported to
observe and organize advocacy campaigns on

the World No-Tobacco Day (31 May 2007),
with the theme “smoke-free environments”. A
video message on the theme was disseminated
across the Region for advocacy campaigns.
Member countries were also supported in
participating at the Second session of the
conference of the parties to the WHO
framework convention, held in June 2007 in
Bangkok, Thailand. The meeting, among other
things, discussed issues related to the
implementation of the convention, meeting
treaty obligations and mechanisms of special
support to developing parties.

25. Mr Michael Bloomberg, Mayor of New
York City, launched an initiative called the
“Bloomberg Global Initiative (BGI) to reduce
tobacco use” in November 2006, to strengthen
the capacity of the public and private sectors
for tobacco control. The focus of the BGI is
on surveillance, advocacy, research and
communication. The initial phase of the BGI
will be implemented in Bangladesh, India,
Indonesia and Thailand – among the 15 high-
burden countries of the world. Member
countries of the SEA Region received the highest
grants, amounting to US$ 4.1 million. WHO
provided technical support to review 36
projects and ideas. A regional high-level
consultation on BGI was organized by WHO
and BGI partners in February 2007, to review
the progress of national tobacco control
activities and discuss the national plans and
programmes to be supported under the BGI.
Technical support was provided to Bangladesh
to establish a non-tobacco cell to act as the
functional arm of the Ministry of Health in
implementing the BGI.
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Injury prevention in children and youth is an important strategy adopted to reduce road accident-related mortality and disability.

26. A series of national capacity-building
workshops for the BGI-targeted countries were
conducted during March-June 2007 in
collaboration with the BGI partners, in order to
assist these countries to develop and implement
projects under the initiative. The process of
initiating the global adult tobacco surveys
(GATS) was started in Bangladesh, India and
Thailand as the first phase under the BGI.

Injuries, violence and disabilities
27. While a majority of countries of the Region
have developed national plans or mechanisms

for prevention of selected injuries, the rest are
concentrating on first aid and trauma care only.
WHO is working with all Member countries to
strengthen national injury surveillance and
information systems. Together with countries
of the Western Pacific Region, Member countries
of the SEA Region met at a bi-regional workshop
held in December 2006 in Thailand, and
reviewed the status of injury surveillance and
devised plans for strengthening appropriate
surveillance systems. At present, four countries
are taking steps to establish national injury
surveillance systems. WHO supported the
evaluation of a project on motorcycle helmets
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for children, which was an educational
campaign regarding risks and protection for
children on motorcycles. The standard child
helmets were also distributed as educational
tools in the pilot provinces and a call was made
for multisectoral collaboration in the promotion
and reinforcement of the practice of helmet-
wearing by child passengers on motorcycles.

28. A comprehensive modular injury
prevention and control curriculum, TEACH-VIP
(training education and advancing colla-
boration in health on violence and injury
prevention), developed by WHO headquarters,
is proposed for adoption in the schools of public
health in Nepal and Thailand. The regional
training of trainers for injury prevention and
care using the TEACH-VIP modular curriculum
is planned for October 2007. In addition, the
first regional meeting for injury prevention
programme managers and experts is proposed
to be held in September 2007, at which related
regional strategies will be assessed and their
linkage to disability prevention and
rehabilitation discussed.

29. The road safety week campaigns initiated
by agencies of the United Nations system was
organized, with a global meeting of youth

delegates in Geneva as the main activity.
Multisectoral activities were undertaken as part
of the UN road safety week campaigns in
Bhutan, India, Indonesia, Myanmar, Maldives,
Nepal, Sri Lanka and Thailand.

30. Countries of the Region updated
information on the hearing loss and prevention
programme, which is now under final review
for distribution. The Regional Office reported
on the progress made by the blindness
prevention programme at the Fifty-ninth
session of the Regional Committee, which
expressed the need to update the regional
situation and the progress made since 2005.
The Regional Office co-sponsored the Sixth
WHO Intercountry Workshop on prevention
of blindness in Indochina in collaboration with
the Regional Office for the Western Pacific at
Nakhan Ratchasima province, Thailand in
November 2006.

31. To address the constraints relating to
infrastructure and human resources in the
Member countries, WHO proposes to facilitate
multisectoral collaboration and work with UN
partners to address disability prevention and
rehabilitation relating to injuries and violence.
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Adolescent health
1. The Regional Office continued to
emphasize the role of the health sector and
intersectoral partnerships in improving
adolescent health through promotion of
adolescent sexual and reproductive health
(ASRH) and adolescent-friendly health services
(AFHS), and reducing the risk of HIV in young
people in Member countries.

2. Technical support was provided to
Bangladesh and India to prepare and
disseminate their national strategies on
adolescent health, while Bhutan, Indonesia,
Myanmar and Sri Lanka are in the process of
finalizing their strategies. A regional strategy
on adolescent health is also being updated to
further intensify the development of national
strategies and related operational plans. A
Regional Technical Advisory Group (RTAG) on
Adolescent Health and Development has been
constituted to advise the programme. In
addition, the Regional Strategic Framework on
HIV in Young People was finalized. The final

draft has been shared by WHO with Member
countries to incorporate the focus on young
people in the HIV/AIDS programme.

3. Two strategic frameworks, for adolescent
health and for HIV in young people, include
“4Ss” as the key components. These are: (a)
strategic information; (b) services and supplies;
(c) supportive policy environment; and
(d) strengthening collaboration and
partnerships with other sectors.

4. Strategic information fact sheets on HIV/
AIDS in Young People for the 11 Member
countries of the Region, prepared by WHO in
collaboration with UNFPA and UNICEF, were
released on World AIDS Day on 1 December
2006. These fact sheets cover information on
HIV prevalence in young people, sexual
behaviour, condom use, awareness and
information on high-risk groups.

5. Fact sheets on adolescent health were also
printed and disseminated. These incorporated
key information on education, age at marriage,
pregnancy and childbirth, abortion,

33
Family and community health
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contraception, RTIs/STIs, nutritional status,
injuries, and accidents and violence, etc.

6. Strengthening of strategic information
was carried forward by including age and sex
disaggregation of data with regard to key
indicators. A sub-set analysis of available
information in national- and district-level
household surveys was undertaken in one
country.

7. The initiative to create a supportive policy
environment included a regional review of
current laws and policies that impacted
adolescents’ and young people’s access to health
services and information. The review was
undertaken at a joint regional consultation,
which included participants from the
International Paediatrics Association (IPA),
International Planned Parenthood Foundation
(IPPF) and the International Association of

Adolescent Health (IAAH), which was held in
New Delhi in July 2006. The consultation
resulted in a framework to develop guidelines
for programme managers and health workers
on issues relating to consent and confidentiality,
as well as a roadmap for implementing the
guidelines. As part of advocacy, success stories
from Member countries in the Region were
consolidated.

8. During the reporting period, a project on
HIV in young people, supported by GFATM,
was used as an entry point for programmes
on adolescent health in Bangladesh. The
standards developed were piloted in selected
districts and finalized. The WHO training
package was adapted and national training of
trainers organized. In India, ASRH was used
to promote adolescent health under the
National Reproductive and Child Health (RCH
II) programme supported by the World Bank.
The implementation guide, which includes the
standards and standard operating procedures
(SOPs), was used to develop state imple-
mentation plans, while the WHO training
package was adapted for use in national and
sub-national training-of-trainers’ programmes.
In Sri Lanka, a national consultation was
organized in September 2006 to develop
standards for delivery of quality adolescent-
friendly health services. Vulnerability mapping
of high-risk groups such as CSWs, MSM and
IDUs was completed and modules were
prepared for building the capacity of outreach
workers to address the specific problems faced
by each high-risk group.

9. Under the strategic partnership project,
WHO and UNFPA worked to build the capacity
of UN teams in the promotion and
implementation of the “4Ss” strategy. Guidelines
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Indonesia, Maldives and Sri Lanka) conducted
national orientation workshops with WHO’s
assistance and  adopted the new standard.

13. Member countries were assisted in
developing and updating integrated national
food and nutrition policies and action plans to
address nutrition issues throughout the life
course. Following the recommendations of the
WHO intercountry workshop on “Updating
and Implementing Inter-sectoral Food and
Nutrition Plans and Policies”, Indonesia and Sri
Lanka  drafted, while Bangladesh and
Myanmar  revised and updated, national food
and nutrition policies and plans. Bhutan and
India are in the process of revising the
integrated national plans and policies.

14. Member countries were supported in
implementing the integrated strategies for
improving child growth and nutrition. An
intercountry training course on infant and
young child feeding counselling was conducted
jointly with UNICEF. Ten out of 11 Member
countries of the SEA Region have developed a
comprehensive policy on infant and young child
feeding. India, Myanmar, Maldives and Nepal
have developed national strategies and action
plans. As a part of efforts to improve newborn
and infant nutrition, positive trends in exclusive
breastfeeding and appropriate complementary
feeding practices were observed in the Region.
The implementation of the baby-friendly
hospital initiative (BFHI) showed progress in
some countries (Bangladesh, Maldives,
Myanmar, Sri Lanka and Thailand) by covering
around 80% of maternal hospitals/facilities.
Most countries have already implemented or are
in the process of strengthening the legal aspects
of the international code for marketing of
breast-milk substitutes.

were prepared for the UN country teams to
ensure sustainability of partnerships. A
compendium of institutions working on HIV/
AIDS among young people, and on adolescent
sexual and reproductive health in Bangladesh,
India, Nepal and Sri Lanka was published.

10. The challenges and constraints to be
addressed by WHO relate to expansion and
sustainability of partnerships for addressing the
health problems of adolescents and young people
and the numerous risks they face. These
partnerships will aim at value addition for
adolescents and young people within the health
sector and through intersectoral collaboration.
It is also proposed to further strengthen the
partnerships at the regional and national levels
to support strategies that will have the
maximum public health impact.

Nutrition
11. The Regional Office continued to support
strengthening of programmes for the reduction
of malnutrition and to promote healthy
nutrition and diet throughout life. This is
consistent with the Millennium Development
Goals (MDGs).

12. WHO has developed the new child growth
standard, after ten years of work, which
provides an advantage over the previously used
National Centre for Health Statistics (NCHS)
reference. The new child growth standard,
unlike NCHS, is widely applicable in measuring
and monitoring child growth and growth
velocity, especially for breast-fed infants in
developing countries. During the reporting
period, the new child growth standard was
introduced in Member countries of the Region.
Six countries (Bangladesh, Bhutan, India,
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Child health
15. In conformity with MDG No.4, which
mandates a two-thirds reduction in under-five
mortality, the Regional Office expanded the scope
of child health interventions to include a focus
on newborn health, management of HIV/AIDS
in children and processes for improving the
quality of hospital care for children.

Newborn health

16. Following the 11th meeting of the health
secretaries in June 2006, which urged the
South-East Asia Region to critically analyse
existing policies and strategies to align them
with the strategic directions to improve
newborn health in the SEA Region, greater
emphasis was placed on human resource
development, community-based antenatal and
postnatal care, health information systems and
operational research. Intercountry training-of-
trainers workshops were organized in
Bangladesh and Myanmar to assist all the
Member countries in the Region to develop
effective interventions for neonatal health and
build capacity of trainers.

Integrated management of childhood illness

17. Bangladesh has promoted the integrated
management of childhood illness (IMCI)
strategy in its national programme. Based on
a review of earlier experiences, the country was
assisted to systematically scale up IMCI in
phases to cover all districts by 2010. IMCI is a
component of the National Health, Nutrition
and Population Sector Plan.

18. Preliminary findings from an ongoing
multi-country evaluation of IMCI are available.

Bangladesh was selected from this Region for
this evaluation. The key findings are
summarized in Box 1.

19. India was assisted in developing a strategy
for scaling up the integrated management of
neonatal and childhood illness (IMNCI) as a
component of the national reproductive and
child health programme (phase II). The country
decided to cover one third of the priority districts
with adverse child health indicators by 2010.
National authorities were assisted in developing
a plan for rapid expansion of IMNCI in pre-
service settings as a component of the Norway-
India project initiative. It is proposed to cover
all medical colleges and nursing schools (about
200 institutions) in five high-burden states by
2010.

20. DPR Korea was assisted in conducting a
review of the IMCI programme with a view to
developing a systematic plan for IMCI scale-up
under the Republic of Korea–assisted project for
improving women’s and children’s health. A

BoBoBoBoBox 1: Preliminarx 1: Preliminarx 1: Preliminarx 1: Preliminarx 1: Preliminary findings of evaluation ofy findings of evaluation ofy findings of evaluation ofy findings of evaluation ofy findings of evaluation of
ongoing IMCI  in Bangladesh (initiated in 2000)ongoing IMCI  in Bangladesh (initiated in 2000)ongoing IMCI  in Bangladesh (initiated in 2000)ongoing IMCI  in Bangladesh (initiated in 2000)ongoing IMCI  in Bangladesh (initiated in 2000)

• Sick children taken for care in IMCI health facilities
receive significantly better care.

• Improvements in quality were sustained after a
three-year evaluation period.

• IMCI improves overall health facility utilization by
sick children, and more significantly by children
with severe illness.

• Even workers with minimal pre-service training can
be trained in IMCI.

Conclusion: IMCI training coupled with regular
supportive supervision can improve and sustain the
quality of child health care in first-level health facilities,
even by workers with minimal pre-service training.
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Medium-Term (2007-2010) expansion plan for
IMCI in DPR Korea was developed. In Timor-
Leste, all districts of the country introduced
IMCI, although implementation was variable.
Technical assistance was provided to Timor-Leste
to review IMCI implementation for expansion.

Management of childhood diarrhoea

21. Indonesia was assisted in organizing a
national advocacy-cum-planning workshop in
Jakarta in September 2006 for introducing
policy change for the inclusion of zinc as a
therapy for childhood diarrhoea, with support
from the Johns Hopkins University. The
country has drawn a roadmap for
implementing this policy change. Currently,
Bangladesh, India and Indonesia include zinc as
an adjunct therapy for childhood diarrhoea.

Paediatric HIV/AIDS

22. The Regional Office initiated development
of a regional strategy for rolling-out Paediatric
ART in national programmes in collaboration
with the UNICEF Regional Office for South Asia.
A document, “Management of HIV infection and
antiretroviral therapy in infants and children –
a clinical manual” was prepared. On the eve of
World AIDS Day 2006, India launched the
national Paediatric HIV/AIDS initiative.

Improvement in quality of care of children
in small hospitals

23. Anecdotal evidence indicates that over 10%
of sick children seen at the primary health care
level have severe illness that needs to be
managed in hospitals. In several areas, hospital
utilization rates for children are low. One of

Measures are being taken by Member countries to extend the child health care services to peripheral areas.
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the reasons for this is the poor quality of care
provided to children in small peripheral
hospitals where specialist care is generally
unavailable. The Regional Office, in partnership
with headquarters, organized a global meeting
in January 2007 in Denpasar, Bali to review
processes for improving care of children in
hospitals in developing countries. Participants
from Bangladesh, India, Indonesia and Timor-
Leste attended the meeting and helped reach a
consensus on a suggested framework for
improving hospital care for sick children in
developing countries. A project for improving
the quality of care of children admitted in
peripheral health facilities was initiated in
Indonesia in late 2006. Experience gained from
project activities will aid in developing a scale-
up plan for improving quality of care provided
to children treated in small hospitals to
strengthen the referral system. Bangladesh and
India have also initiated work on improving
quality of care of children in hospitals.

Infant and child nutrition

24. In collaboration with UNICEF and CARE-
India, a regional workshop was conducted in
Islamabad, Pakistan in November 2006, on
implementation of the global strategy on infant
and young child feeding. Participants discussed
the status of implementation in their respective
countries, identified gaps and came up with
recommendations to accelerate implementation.

Making pregnancy safer
25. High maternal mortality, neonatal
mortality and the large numbers of stillbirths
remain an issue of concern in the Region. WHO
is assisting Member countries in improving

quality and coverage with trained assistance
at birth.

26. The presence of a skilled attendant at birth
varies from 11% in Nepal to 99% in Thailand
(Figure 3.1). During the reporting period,
strengthening of human resources for maternal
and newborn health (MNH) continued to be

the major thrust in ensuring a continuum and
quality of care for maternal, newborn and child
health. Countries with the proportion of
deliveries handled by skilled birth attendants
of less than 50% continued to improve their
performance. Even so, achieving the MDGs 4
and 5 remains a major challenge. To facilitate
the implementation of the Regional Committee
resolution on Skilled Care at Every Birth (SEA/
RC58/R2), these countries continued to be
supported in their efforts to upgrade the skills
of health providers at community level for
maternal and newborn care.

27. The main activities related to this effort
included the following:
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• Initiation of a study on human resource
development policy and strategy for
maternal and newborn health, and
establishment of supportive supervisory
mechanisms for community skilled
birth attendants in Bangladesh;

• providing technical support for
increasing institutional deliveries and
managing postpartum haemorrhage,
training of health providers in maternal
and newborn health care
and review of the human
resource strategy and plan
in Bhutan;

• developing training
modules in midwifery for
primary health care
providers and imple-
mentation of relevant
training in Nepal in
collaboration with the
WHO Collaborating Centre
in Nursing/Midwifery,
Faculty of Nursing, Chiang
Mai, Thailand;

• providing technical support
for training of medical
officers for anaesthesia and
emergency obstetric care in
India; and

• piloting of the initiative on
strengthening district
management for maternal
and newborn health in
Timor-Leste.

28. To strengthen the capacity of
health care providers in taking care

of newborns, two regional essential newborn
care courses (ENCC) were conducted in 2006
for training of trainers. The course materials
were based on the Pregnancy, Childbirth,
Postpartum and Newborn Care guidelines for
health care providers at the primary care level.
Technical support for conducting in-country
ENCC was provided to Bangladesh, DPR Korea,
Maldives, Myanmar, Nepal and Timor-Leste as
a follow-up to the regional training. These

The continuum and quality of care for maternal, newborn and child health is
receiving increasing attention in Member countries of the Region.
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efforts facilitated the improvement of health care
providers’ skills for newborn care in Member
countries.

29. Technical support was also provided to
Bangladesh and DPR Korea for preparing fund-
raising proposals, which yielded positive
results. Funds were received by Bangladesh
from DFID for a joint UNFPA-UNICEF-WHO
multi-year project on maternal and newborn
health and DPR Korea received multi-year funds
from the Republic of Korea for improving
maternal and child health.

30. In order to ensure quality of care for
maternal and newborn health services, evidence-
based guidelines for primary care continued to
be promoted and adapted for wide
implementation. WHO supported the adaptation
of guidelines for maternal and newborn health
in Bangladesh, DPR Korea, Myanmar, Nepal and
Timor-Leste. Under the South Korea–funded,
multi-year programme on improving women’s
and children’s health, DPR Korea adapted the
maternal and newborn health guidelines for
improving the quality of services, and in
addition sent maternal and newborn health
providers to other countries for clinical training.
In Nepal, maternal and perinatal death reviews
were institutionalized in six additional zone-level
hospitals.

31. Collaboration with other UN agencies is
important in facilitating efforts for maternal
and newborn health. The South-Asia Regional
network on maternal and neonatal mortality/
morbidity reduction provides an opportunity
for collaboration among three regional UN
agencies: UNICEF/ROSA, UNFPA/CST SAWA,
WHO and SAFOG. Collaboration with UNFPA

was continued in the area of human resources
for maternal and newborn health, especially
on promoting skilled birth attendance.
Collaboration with ACCESS/USAID for
expanding evidence-based newborn care and
training of primary health care providers in
countries was also continued to ensure
continuum of care for maternal, newborn and
child health.

Reproductive health and research
32. Technical or financial support was
provided to eight countries, namely Bangladesh,
India, Indonesia, Maldives, Myanmar, Nepal,
Thailand and Timor-Leste, for adaptation and
pilot implementation of the family planning
and RTI/STI guidelines, under the WHO-
UNFPA strategic partnership programme (SPP).
Preparation of the second phase of country
support is under way.

33. The integration of prevention and
management of HIV/AIDS into reproductive,
maternal and newborn health services is a
priority; the four-pronged strategy for
preventing maternal-to-child transmission
cannot be achieved without this integration. In
order to inform Member countries and to
develop country-level frameworks for such
integration, the regional offices of the South-
East Asia and the Western Pacific regions, and
other UN agencies (e.g. UNICEF, UNFPA and
UNAIDS) organized a bi-regional consultation.
The framework for integration is being
finalized.

34. A Regional workshop on implementing
the WHO RH Strategy was organized in April
2007 to help countries address their major
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reproductive health problems within the
country context.  This will be followed up with
support to countries in meeting their needs.

35. A bi-regional (South-East Asia and Western
Pacific regions) consultation on strategy to
prevent cervical cancer was organized in
collaboration with UNFPA, AusAID, FHI,
JHPIEGO and PATH in April 2007. Various
methods for reducing the incidence of cervical
cancer, including the recently available human
papilloma virus vaccine, were discussed. There
was general consensus that although it would
be ideal to have an effective and affordable
vaccine, Member countries also need to
strengthen the screening programme for
cervical cancer in their national reproductive
health programmes. The pros and cons of
various strategies including the human
papilloma virus vaccine were discussed during
the consultation.

36. WHO collaborating centres (WHO-CCs) are
crucial to further WHO’s work and to provide
assistance within Member countries. To improve
collaboration and programming with the
existing collaborating centres, activities of the
WHO-CCs in Human Reproduction in Mumbai
and Chandigarh, India, and Siriraj Hospital,
Thailand, were reviewed.

37. Funds were mobilized for countries
within the framework of the WHO-UNFPA
strategic partnership programme for
adaptation and implementation of evidence-
based guidelines. Collaboration with UNFPA
and other UN agencies (UNICEF and UNAIDS)
will be continued to address the growing
problems of STIs/HIV/AIDS, and also for
service linkages.

Gender and women’s health
38. WHO’s policy and strategy on Gender,
Women and Health (GWH) are focused on
addressing gender inequality in health and
access to health care, and developing a robust
evidence base for assessing the impact of gender
stereotyping on the health of both women and
men1. MDG number 3 also emphasizes gender
equality and women’s empowerment.

39. In order to ensure that women and men
have equal access to opportunities for achieving
their full health potential and health equity,
WHO has developed a gender strategy for
bringing gender into the mainstream of all
WHO’s areas of work, with the focus on
support to national programmes.

40. Most countries of the Region have been
involved in integrating gender into health
curricula on gender mainstreaming in medical
education, gender education in midwifery
schools, gender and rights in reproductive
health, gender statistics, gender training in
nursing development and gender training for
post-basic education.

41. During the period under review, technical
support was provided to Indonesia for protocol
evaluation on gender issues in health
professional education for pre-service and in-
service training. Sri Lanka was assisted in
adapting the modules on gender-based violence
(GBV). India, Nepal and Thailand continued to
progress well with similar activities in
integrating gender into health education.
Technical support was extended to the medical

1World Health Organization, Integrating gender perspective in the work
of WHO: Who Gender Policy, Geneva, 2002.
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college, Calicut, Kerala, India to develop a gender
briefing kit. Thailand added the topic on gender
in medical examinations in collaboration with
the National Medical Council. These country
initiatives have the potential to become great
assets for the regional gender health professional
network and thereby benefit other countries in
the Region.

42. The issue of gender-based violence was
raised  by many countries in the Region during
the last year. It has been noted2 that wife abuse
impacts adversely not only the physical and
psychological health of the victim but also
infant and under-five mortality, and leads to

diarrhoea, malnutrition and lower coverage of
immunized children.

43. A study on “Women’s Health and Life
Experiences” was completed in Maldives3 with
WHO’s technical support. The study revealed
that one out of three women aged 15-49 had
experienced some form of physical or sexual
violence during her lifetime (including child
sexual abuse). A Bangladesh study (2006)4

reported that the incidence of wives who were
repeatedly assaulted in rural areas ranged from
19% to 36%, and from 34% to 44% in urban
areas. A Bhutan study (2005)5 reported that

Integration of reproductive health with prevention of HIV/AIDS is being emphasized in the Member countries.

2Multi-country Study, GWH Headquarters, Geneva, 2002.

3Maldives’ report for Regional Health Forum 2007.
4Social Science and Medicine 62 (2006).
5RENEW, BHUTAN, 2005.
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about 5% of women suffered domestic violence
in their lives. A study conducted in India6

reported 5000 women killed or burnt every
year by husbands or inlaws due to dowry
disagreement. In this regard, a joint Multi-
country Activity (MCA) conducted by Indonesia,
Myanmar and Nepal on women’s health,
including gender mainstreaming and gender-
based violence, was organized in May 2007.

44. A Gender Sensitivity Seminar for WHO
staff was conducted in the Regional Office in
collaboration with WHO headquarters in
November 2006 to explain why a gender
perspective was important for health
programmes and how necessary it was to
create a power-balancing situation to achieve
health equity in women’s and men’s health.

45. Among the challenges being addressed by
WHO are increasing the capacity to create
gender perspectives and norms and developing
gender analysis tools and actions to reduce
various health inequity outcomes, through
collaboration at the Regional Office and with
various stakeholders in Member countries.

Immunization and vaccine
development
46. A new strategy for polio that provides
laboratory results to the programme 14 days
earlier than previously, thus enabling the
programme to respond more quickly to polio
outbreaks, was implemented. Additionally,
with WHO support, the strategy for
surveillance of Japanese encephalitis (JE) in

three countries was expanded to include
surveillance for both viral and bacterial causes
of acute encephalitis syndrome. Guidelines for
fast-track licensing for vaccines was promoted
by the Regional Office in collaboration with
WHO headquarters. These gains were to some
extent reversed by the polio outbreak in
northern India and re-infection in a few
districts of both Bangladesh and Nepal. This
period marked the end of the first phase of
financial support for immunization to
countries from the Global Alliance for Vaccines
and Immunization (GAVI) and the start of the
second phase; WHO continues to play its key
role in helping countries to access GAVI funds
for the introduction of new vaccines and other
activities.

47. In the area of polio surveillance and
response, a new algorithm for testing of stool
specimens from paralysed children was
developed, tested and finalized. This algorithm
will soon be introduced in the regional
laboratory network. Whereas results from the
current laboratory methods of poliovirus
isolation were available to the programme in
about four weeks from the day specimens are
received in the laboratory, the new algorithm
now provides results within two weeks. This
has reduced the time for responding to a wild
poliovirus detection from 60 days to 30 days.
This means the programme will now be able
to prevent the spread of wild poliovirus because
of its ability to respond early and stop
circulation before it can spread. This new
approach, coupled with the use of monovalent
vaccines, will help facilitate the eradication of
poliomyelitis.

6Population Council, 2006.



42 THE WORK OF WHO IN THE SOUTH-EAST ASIA REGION

48. A regional network of laboratories was
established for the diagnosis of JE. However,
in the outbreaks that occurred in India and
Nepal in 2006, it was clear that not all
encephalitis cases were caused by JE virus. The
surveillance strategy for JE was expanded to
include the search for both viral and bacterial
aetiological agents. Training of laboratory staff
and standardized diagnostic kits were provided
to the network laboratories. Additionally, staff
from Bangladesh, India and Nepal were trained
in surveillance of acute encephalitis syndrome.

49. In the area of vaccine quality and safety,
the WHO global training network (GTN) was
expanded in the Region. Two courses were

conducted in 2006 for Member countries: the
vaccine lot release course in association with
the National Control Laboratory (Kasauli, India)
and a course on vaccine management in
partnership with Khon Kaen University
(Thailand). Training support, including technical
support, is part of WHO’s strategy to build
national capacity for vaccine regulations. A
workshop to develop regional working reference
standards for testing JE and pertussis vaccines
was conducted in 2006, and another on good
clinical practice (GCP) in clinical trials in March
2007. The latter is considered particularly
important, for the introduction of new vaccines
in response to an emergency such as a pandemic
flu, in which a vaccine may not have the time

Member countries are scaling up coverage with vaccination to reduce mortality and morbidity among children.
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to go through the normal regulatory pathways
for approval and licensing.

50. After completing the introduction of
hepatitis B (HepB) vaccine in their national
immunization programmes, Bangladesh,
Bhutan and Sri Lanka, with technical support
from WHO, moved ahead with plans to
introduce the Haemophilus influenzae type b
(Hib) vaccine with financial assistance from
GAVI. WHO provided support to Myanmar,
Nepal and Sri Lanka to generate more robust
disease burden information and  continue the
existing surveillance for Hib.

51. WHO continued to address the following
main issues and challenges:

• All efforts are being made to interrupt
polio circulation in the endemic
reservoirs in India, maintain the polio-
free status of other countries and
mobilize the resources required to
accomplish these goals.

• Steps will be needed to rapidly increase
the routine immunization coverage to
reach the 10 million unimmunized
children in Bangladesh, India and
Indonesia.

• India, given its large annual birth
cohort, will be the biggest challenge in
achieving the global goal of reducing
measles mortality. Fortunately, India
has already initiated measles
surveillance in polio-free southern states
with WHO’s support.  On the advice of
WHO, an India National Expert
Advisory Group for measles has been
established, and a measles mortality
reduction strategy is being developed.

• As GAVI Phase II progresses, more new
vaccines such as pneumococcus,
rotavirus and human papillomavirus
vaccines will be added to the list of
vaccines for support from the GAVI
Alliance. However, GAVI support is
time-limited and based on the principle
of co-payment. WHO is working with
countries of the Region to strengthen
rational decision-making on the choices
of new and underutilized vaccines to
be added to their national programmes.
At the same time, ensuring the financial
sustainability of vaccines already in the
programme, and keeping open the
option to add more antigens in the
future, will be important.
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Health and environment

Water and sanitation

1. Water and sanitation continued to receive
priority attention during the year as both are
critical determinants for the health of the
community. The Region accounts for about
800 000 deaths representing about 40% of the
global deaths due to diarrhoea and the loss of
over 56 million disability-adjusted life years
(DALYs)7. The recent assessment report of the
joint monitoring programme of WHO-UNICEF
(JMP-2006) indicated that Member countries
in the Region were well on the track to achieve
the set targets of water supply coverage.
Although progress has been made in terms of
the physical coverage of water supply in the
Region, much remains to be done for securing
its quality.

2. The Region is prone to natural and man-
made disasters, which disrupt water supply

and sanitation. This necessitates priority action.
Building local capacity and developing national
guidelines for preparedness and response are
the felt needs of many Member countries. Some
countries are facing lack of skilled manpower
and technical expertise to address their needs.
Excessive levels of arsenic and fluoride in
drinking water are other areas causing concern
as more and more people in the Region are
becoming exposed.

3. During the reporting period, WHO
provided technical support for strengthening
water quality surveillance and monitoring
programmes through introduction of water
safety plans (WSP) and systems in Member
countries. Bangladesh, India, Nepal and Sri
Lanka took the lead in this direction. Technical
support was also provided in formulating
national drinking-water quality standards in
Bangladesh, India, Sri Lanka and Thailand.
WHO encouraged Maldives, Myanmar and
Nepal to initiate action for framing draft water
quality standards.

34
Sustainable development
and healthy environments

7World Health Report 2002.
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4. WHO supported the enhancement of the
skills of local professionals to address the tasks
and challenges more effectively and efficiently.
Training was provided to national staff on
water safety plans and sanitation issues.
Training programmes and workshops were
arranged to build local capacity for national
staff on emergency preparedness and hygiene
promotion aspects. Subsequently, India and
Nepal initiated the formulation of guidelines

for emergency preparedness and
response, while Bhutan,
Indonesia and Nepal began the
process of district-level trainings.
Water quality testing kits were
provided to national govern-
ments of Indonesia, Nepal and
Timor-Leste. This proved useful
in checking the water quality
during emergencies.

5.   Bangladesh and India were
supported in the implementation
of safe water quality pro-
grammes in high-risk urban
areas through the safe water
system approach jointly developed
by WHO and CDC–Atlanta.

6.  The water quality moni-
toring status in Nepal and Sri
Lanka was reviewed and
guidance for accelerating the
country efforts to improve the
monitoring were provided.
Workshops for establishing
water quality safety systems
were conducted in Bhutan,
Myanmar and Nepal.

7. WHO facilitated the participation of
nationals at the 32nd conference of the water,
engineering and development center (WEDC),
held in Sri Lanka. The center provided a
platform for sharing best practices and
experiences in the Region. An exhibition of
WHO publications was also organized to
disseminate information and knowledge.

Increasing access to water of good quality is receiving greater attention and
reduces water-borne diseases.
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8. To address the demand for guidelines on
rainwater quality and health, WHO developed
draft guidelines. When finalized, these
guidelines will provide useful information on
how to protect the quality of rainwater during
storage to make it safe for consumption.

9. During the reporting period, the Regional
Office updated the water and sanitation profiles
of all Member countries which included the
basic indicators, status of coverage and major
country-specific issues and challenges.

10. Sanitation coverage in the Region is the
lowest in the world, with less than 50% people
having access to improved
sanitation services. WHO assisted
countries in accelerating their
efforts to improve the sanitation
coverage through awareness-
building. It also supported national
participation at the second South
Asia conference on sanitation
(SACOSAN-II) held in Islamabad,
Pakistan, and facilitated the participation of
policy-makers and senior government officials
in the conference to promote intercountry
dialogue, share best practices, reaffirm their
commitment and achieve the political will to
reach targets of basic sanitation.

11. The enormous loss of DALYs and
premature deaths due to water-borne diseases
in the Region are a challenge that requires
sustained intersectoral partnerships and
widespread behavioural change. WHO will
continue to support Member countries in
achieving national targets and, at the same
time, building capacity to monitor water
quality.

Occupational health

12. Work-related injuries, diseases and deaths
constitute an important area of anthropogenic
preventable diseases. They impact the lives of
individual workers and their future potential
for work, as well as the health and well-being
of their families. They also affect the
productivity and profits of individual
enterprises and society as a whole. The workers
of countries in the Region who already suffer
from a disease burden from communicable
diseases like malaria, tuberculosis and HIV/
AIDS have an added burden of occupational

diseases from industrialization.
According to the World Health
Report 2002,  work-related factors
such as occupational injuries,
occupational exposure to
carcinogens, air-borne particulates,
ergonomic stressors and noise
were responsible for the loss of
about 19 million DALYs in the

world and 7 million DALYs in countries of the
SEA Region. The loss was disproportionately
high for the Region. This has been validated
by the Regional Office in 2006.

13. WHO recently proposed a global plan of
action on workers’ health 2008-2017. The plan
envisages development of a comprehensive
approach to workers’ health. Workers’ health
is determined by numerous factors, e.g.
physical, chemical and biochemical exposures
within the work premises. There are other
factors, such as social determinants of health
(e.g. occupational status, employment
conditions, income, inequities in gender, race,
age and residence). Individual behaviour (e.g.

The workplace provides
an opportunity for the

implementation of other
health intervention
programmes and

achieving the MDGs
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individual risk-taking behaviour, physical
exercise, sedentary work, diet and nutrition and
unhealthy habits such as smoking and alcohol)
influence the health of workers. Besides the
above-mentioned factors, access to health
services is also important.

14.  The workplace provides an opportunity
for the implementation of health intervention
programmes and achieving the MDGs, in
particular through actions aimed at breaking
the vicious cycle between poverty, hazardous
working conditions and ill-health; the
elimination of hazardous child labour;
promotion of women’s health and protection
of reproductive health at work; and combating
HIV/AIDS, tuberculosis, malaria, and other
major diseases at the workplace.

15. In the SEA Region, Bhutan is in transition
from an agriculture-based economy to an
industry-based economy. At the request of the
Ministry of Health, Royal Government of
Bhutan, the Regional Office provided technical
support for situation analysis and to develop
a plan of action based on the suggested WHO
global plan of action on workers’ health. Such
technical support will help the country to
formulate and implement a national policy
framework and develop a national action plan
for improving workers’ health and establishing
national programmes for addressing priority
occupational risks and diseases.

16. As per WHO estimates, at least 90 000
deaths occur annually from lung cancer,
mesothelioma and asbestosis due to
occupational exposure. For health reasons, 23%
of the WHO Member States have banned or
intend to ban asbestos, while 41% have not

banned its use, but these Member States do not
have a record of trading. Despite a considerable
decrease in the use of asbestos in developed
countries, there has been a steep rise in the use
of asbestos during the past two decades in
several countries in the SEA Region, including
India, Indonesia and Thailand. The thirteenth
session of the Joint ILO/WHO Committee on
occupational health recommended in 2003 that
special attention should be paid to the
elimination of asbestos-related diseases.

17. To increase awareness and capacity
building, a national workshop on asbestos-
related diseases was organized in December
2006 by the occupational and environmental
health department, Maulana Azad Medical
College, New Delhi. WHO staff provided technical
support and made technical presentations.

18. A national workshop on prevention of
asbestos-related diseases was also organized by
the Bureau of Occupational and Environmental
Diseases, Department of Disease Control,
Ministry of Public Health, Thailand in March
2007.  WHO provided technical support for
this workshop as well.

19. Over 90% of workers in the Region are
engaged in the informal sectors of industries
and agriculture. There are no regulations with
regard to workers’ health in most countries.
Countries therefore need to include workers’
health in their national health policy.
Globalization has resulted in increased
competitiveness, which often threatens to
compromise workers’ health and safety.

Climate change and human health

20. Over the last 100 years, human activities,
particularly related to burning of fossil fuels,
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have released sufficient quantities of carbon
dioxide (CO2) and other greenhouse gases to
affect the global climate. The atmospheric
concentration of CO2 has increased by more
than 30% since pre-industrial times, trapping
more heat in the lower atmosphere.

21. The bulk of global emission of greenhouse
gases, both current and historical, comes from
the developed world. Global emissions of CO2

are increasing. Many countries are working to
reduce greenhouse gas emissions under the
United Nations framework convention on
climate change. Unfortunately, due to the lack
of commitment – mainly from the top
greenhouse gas emitters – current international
agreements are insufficient to prevent the world

from facing significant changes in climate and
a rise in sea levels. The projections of future
climate change are summarized in Box 1.

22. Climate change has a range of complex
linkages with health. These include direct
impacts, such as temperature-related illness
and death; the health impacts of extreme
weather events; and the effect of air pollution
in the form of spores and moulds. Other
impacts follow more intricate pathways, such
as those that give rise to water- and food-borne
diseases; vector-borne and rodent-borne
diseases; or food and water shortages.

23. In countries of the SEA Region, many
areas have experienced increases in rainfall,

Environmental pollution in the Member countries poses a grave threat to human health.
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such as in Rajasthan, India and Jakarta,
Indonesia, particularly in mid-to-high-latitude
regions. In many parts of the Region, the
frequency and intensity of droughts have
increased in recent decades. The projected rise
in sea levels will force population displacement,
potentially leading to civil unrest. In the Region,
some of the most vulnerable regions are the
Ganges-Brahmaputra delta in Bangladesh, the
Indian Ocean islands such as Maldives and the
many mega-cities situated along the Indian
Ocean coastline.

24. Extremes of both heat and cold can cause
potentially fatal illnesses, e.g. heat or cold
stress, as well as increasing death rates from
heart and respiratory diseases.

25. In addition to changing weather patterns,
more variable precipitation patterns are likely
to compromise the supply of freshwater,
increasing the risks of water-borne disease
outbreaks and challenging the precarious
health systems in poor and remote regions.

26. Changes in climate are likely to lengthen
the transmission seasons of important vector-
borne diseases such as malaria and dengue, and
alter their geographic range, potentially
bringing them to regions where populations
lack immunity and to places with weak public
health infrastructures.

27. The costs of adapting to climate change are
estimated to be tremendous. The Stern Review8

on the Economics of Climate Change discusses
the effect of climate change and global warming
on the world economy. It estimates the cost of
inaction to be equivalent to losing 5% to 20% of
the global gross domestic product (GDP) each
year. “In contrast, the costs of action – reducing
greenhouse gas emissions to avoid the worst
impacts of climate change – can be limited to
around 1% of the global GDP each year.”

28. As a follow-up of the 2005 Mukteshwar,
India workshop, the Regional Office continued
to create awareness and stress the urgent need
to address climate change issues at various
WHO-sponsored seminars and workshops

BoBoBoBoBox 1: The Interx 1: The Interx 1: The Interx 1: The Interx 1: The Intergovernmental Panel on Climategovernmental Panel on Climategovernmental Panel on Climategovernmental Panel on Climategovernmental Panel on Climate
Change (IPCC) 2007 report on prChange (IPCC) 2007 report on prChange (IPCC) 2007 report on prChange (IPCC) 2007 report on prChange (IPCC) 2007 report on projections ofojections ofojections ofojections ofojections of

future climate changefuture climate changefuture climate changefuture climate changefuture climate change

The projected globally averaged surface warming for
the end of the 21st century (2090–2099) will vary
between 1.1 and 6.4 degrees Celsius. Warming will be
greatest over land areas, and at high latitudes.

The projected rate of warming is greater than anything
humans have experienced in the last 10 000 years.

Sea ice is projected to shrink in both the Arctic and
the Antarctic. In some projections, the Arctic late-
summer sea ice would disappear almost entirely by the
latter part of the 21st century; contraction of the
Greenland ice sheet is projected to continue to
contribute to sea level rise after 2100.

The global mean sea level is projected to rise by
9.88 cm by the year 2100.

It is very likely that hot extremes, heat waves and
heavy precipitation events will continue to become more
frequent.

It is likely that future tropical cyclones (typhoons and
hurricanes) will become more intense, with larger peak
wind speeds and heavier precipitation.

Source: Intergovernmental Panel on Climate Change: Climate Change 2007: The
Physical Science Basis Summary for Policy-makers, 2006.

8Stern Review on the economics of climate change. N. Stern, HM Treasury,
London, 2007.
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attended by health professionals. It recom-
mending to:

• Assess the national health sector’s
response;

• strengthen the response capacity of the
health sector by preparing for medical
emergency response;

• strengthen public health systems aimed
at controlling vector-borne and water-
borne diseases;

• set up an early warning sub-system
by coordinating disease surveillance
and climate monitoring activities;

• reduce the risks of vector-borne and
water-borne diseases by engaging and
empowering local communities to
implement integrated pest and vector
management and to safeguard
drinking water sources; and

• raise stakeholder engagement by
advocating and creating awareness,
notably at the level of local
communities.

29. The Regional Office assisted Bhutan in
preparing and submitting a pilot project
proposal9 to the Global Environment Fund to
reduce the health impacts from climate change
in that country.

30. Specific national plans to respond to the
challenges ahead are yet to be developed. They
should be based on vulnerability assessment
and prioritized action towards reducing
greenhouse gas emissions and increasing the

capacity of the health sector to prepare and
respond to this threat.

Chemical safety

31. Integrated vector management or IVM is
an approach that aims at reducing the burden
from vector-borne diseases by integrating the
domains of chemical and environmental
management. Evaluation of an intersectoral
project on rice irrigation systems undertaken
by WHO in Sri Lanka in June 2006 showed
that rice farmers in project villages who
graduated from the farmer field schools were
found to conduct vector control and reduce
agricultural use of insecticides in a satisfactory
manner. Based on the evaluation, the project
partners have developed a new curriculum
integrating the agricultural and vector-borne
disease components. The programme motivates
and enables rural people to actively participate
in vector management activities and to reduce
several environmental health risks.

32. The findings of this evaluation were used
in a regional workshop organized by the Vector
Control Research Centre – VCRC, Pondicherry,
from 18-20 December 2006 to obtain
consensus from countries of the Region to
implement a regional strategy for community-
based integrated vector management (IVM)
using participatory approaches. As a follow-
up of the workshop, WHO has started to
provide financial support to an IPVM
programme in Sri Lanka, and will conduct the
first IVM training course in October 2007, for
which the curriculum is currently in
preparation.

9http://www.who.int/globalchange/climate/gefproject/en/index.html.
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Preventing Poisonings

33. Household products, pharmaceuticals,
pesticides, industrial chemicals and hazardous
wastes are becoming increasingly significant
as the main sources of poisonings in the Region.
Children, women, workers in the informal
sector and poor farmers are the most
vulnerable groups.

34. According to WHO 2002 estimates, about
1.3 million people suffer from unintentional
poisonings every year in the Region, out of
which 5% of reported cases are fatal. Out of
the 2.5 million people reported to have made
suicide attempts in the Region, 70% were
carried out by ingestion of pesticides.

35. Although countries in the Region have a
total of 17 functioning Poisons Information
Centres (in Bangladesh, India, Indonesia,
Myanmar, Nepal and Sri Lanka) – with an
installed capacity to respond to a maximum of
5000 cases per year – and a small regional
professional pool of toxicology experts, most
work in the area of poisoning prevention and
case management is done based on the
commitment from individuals. The deficiencies
in response to the problem, in addition to the
lack of infrastructure, are also related to the poor
capacity to address the enormous problems
relating to poisoning. While some centres do
have up-to-date equipment (sometimes too
sophisticated), maintenance costs are too high,
and obtaining spare parts and reference
standards are a problem. Many countries lack
quality assurance and accreditation.
Furthermore, data on poisoning are inadequate.
Information on poisoning cases is generally
obtained from hospital data. Existing data in

Indonesia are collected in a harmonized manner
but they are not analysed and used for action.
Except in Thailand, there is no organized system
for collection of poisoning cases occurring at
the community level.

36. A poison control training and research
centre was established in Chennai, India with
support from WHO in 2006 (see Box 2). In the
past decade, several important support efforts
from the Regional Office have been undertaken
to help countries such as Bangladesh, Indonesia,
Myanmar, Nepal and Sri Lanka with infor-
mation and awareness campaigns, capacity-

BoBoBoBoBox 2: Px 2: Px 2: Px 2: Px 2: Poison Controison Controison Controison Controison Control Tol Tol Tol Tol Training and Researraining and Researraining and Researraining and Researraining and Research Centre,ch Centre,ch Centre,ch Centre,ch Centre,
Government General Hospital, Chennai, IndiaGovernment General Hospital, Chennai, IndiaGovernment General Hospital, Chennai, IndiaGovernment General Hospital, Chennai, IndiaGovernment General Hospital, Chennai, India

In Tamil Nadu, India the suicide rate is 1.93 per million
population per year. Last year, 25 000 people
committed suicide by drinking pesticide, while a similar
number of people had consumed chemicals and drugs.
The state registered about 20 000 cases of snakebites
or insect bites. The government proposes to popularise
treatment procedures for snakebite at a cost of Rs 1.5
crores. A certificate course would be offered to village
health nurses. The state has plans to set up poison
control centres in all district headquarters’ hospitals.

A Poison Control Training and Research Centre was
inaugurated at the Government General Hospital in
Chennai with the objective of extending treatment for
victims of poisoning. The hospital treats 1500 victims
of poisoning every year.  The Centre is equipped to
handle emergency situations such as mass poisoning
and has facilities such as an Intensive Care Unit,
information services, counselling, library, museum,
antidote bank, decontamination room, laboratory and
research. The Centre at the Government Hospital
conforms to the World Health Organization standards
and acts as a referral centre for the district.
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building workshops in toxicology, use of
harmonized data collection systems, protocols
and guidelines and laboratory strengthening.  In
2006, India received support to develop a
national protocol on snakebite management.

37. Fundamentally, poisoning needs to be
looked at in a more holistic and preventative
manner, going much beyond case management.
Poisonings are the outcome, and the root causes
leading to it need to be identified and recognized.
Thus, addressing illiteracy and debt entrapment
(common to many farmers in the Region) are
key factors to reduce the burden of
disease related to adverse health
effects from exposure to pesticides.
Operationally, this holistic approach
is a challenge that would require
collaborating with community
initiatives on occupational health
and safety, mental health, enhancing
women’s health and protecting
children’s environmental health.

Health care waste management

38. Due to a number of structural
challenges, most medical wastes in
countries of the Region are ill-
managed, posing a major public
health threat. Poor management
systems are responsible for the
buildup of hazardous wastes in
agricultural and health sectors.
These include poor data, low
enforcement of outdated legislation,
porosity of national borders, scarce
quality control and lack of
coordination among concerned
authorities. Obsolete public health

pesticide stockpiles pose serious threats to
health and the environment. The disconnect
between demand and supply – notably in the
case of large imports of pesticides and of drug
donations – are the origin of the unnecessary
buildup of chemical stocks. Some of the post-
tsunami donations created huge challenges in
Indonesia: these included illegal sale and
consumption of substandard drug stocks by
unwary patients and potential environmental
pollution from either their leakage or
unmonitored destruction.

Management of hazardous waste from health and agricultural activities is
receiving increasing attention in the Region.
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39. Following the Joint WHO/FAO Regional
workshop on sound management of hazardous
wastes from health care and from agriculture,
held in Jakarta, WHO supported the sixth
annual conference of the Indian Society of
Hospital Waste Management, held in September
2006. The conference focused on “quality
assurance: role of hospitals in infection control
and waste management” and adopted a
declaration on health care waste. These events
allowed country representatives to familiarize
them-selves with the Regional Office/IGNOU
distance-learning certificate course on “sound
management of health care wastes”, to which,
by May 2007, over 500 students in four
countries of the Region had enrolled.
Addressing the root causes of waste
management needs an intersectoral colla-
boration among the health, agriculture and
environment sectors.

Food safety
40. The global policy framework for food
safety is included in the Codex Alimentarius
Commission of the World Trade Organization
(WTO). It coordinates the international guidance
on food standards. The commission is
developing working principles on risk analysis
for application in the framework of Codex
Alimentarius. The Food and Agriculture
Organization and WHO have established the
Codex Alimentarius Fund to enhance
participation of regulators in the codex process.
In the SEA Region, regulators from Bangladesh,
India, Indonesia, Myanmar, Nepal, Sri Lanka
and Thailand have been able to participate in
the codex process as a result of the fund.

41. During the reporting period, technical
support was provided to Member countries to
develop food safety policies and plans of action.
Bangladesh, India and Thailand developed
integrated nutrition, food security and food
safety plans of action; Bhutan, Maldives and
Nepal drafted their food safety policies while
Timor-Leste took steps to develop its national
strategy on food safety. National food control
programmes have started including effective
and enforceable laws, regulations and
standards. The basic food law is the foundation
of a food control programme. In this context,
technical support was provided to Bhutan,
Maldives and Timor-Leste.

42. While strategy and policy issues relating
to social distancing and strategic risk
communication have been developed and
agreed upon, community understanding of
avian influenza (AI) – the disease and its
prevention – is still poor. In Indonesia, there is
broad recognition that social mobilization
across a wide spectrum of the society is
required. Healthier food markets are an
important preventive measure that relies on
improving both practices and infrastructure to
reduce the transmission of H5N1.

43. With support from WHO and financial
help from the European Union, Indonesia is
now starting implementation of the national
healthy food market programme. The national
project aims at empowering market
communities in achieving self-sustaining
healthy food markets (HFM) to ensure
provision of safe and nutritious food. For this,
the effectiveness of healthy food markets in
reducing human health risks will be



THE WORK OF WHO IN THE SOUTH-EAST ASIA REGION 55

demonstrated in six HFM pilot projects. The
project will harness the capability of key
stakeholders to provide a safe and secure
environment and improve the biosafety levels
to reduce risks for the spread of AI virus. A
wide range of public and civil partners are
involved at the central, regional and local levels.
By the end of 2009,  300 traditional markets
should be officially certified and are expected
to participate in the HFM network. It is
proposed that  eventually a total of 3000
market managers  would be trained.

44. Thailand’s food safety control system got
a boost when the government declared the year
2004 as “Thailand’s food safety year”. The

Thai cabinet approved the “road map of food
safety” as an operational framework for
addressing the safety of food and agricultural
products along the food chain. Since 2002, the
Ministry of Public Health has promoted a
“clean food, good taste” logo to streetfood
vendors, stalls and restaurants that complied
with approximately 20 standards of clean and
hygienic food. The success story in Thailand
is an example of strong political will.

45. At the request of the Ministry of Health,
Indonesia, and the senior management of the
semi- private market association PASAR JAYA–
which owns over 150 markets in Jakarta – a
field mission to Thailand was organized by

Member countries are emphasizing the need to ensure the safety of food sold by street vendors.
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WHO in January 2007. This was an excellent
opportunity for Indonesian market managers
to learn from the Thai experience in promoting
healthy markets, and discuss and prepare
recommendations from this experience for use
in the Indonesian context.

Emergency and humanitarian action
46. As expressed by Member countries at the
World Health Assembly (WHA 58.1, 59.20)
and the Regional Committee (RC 58.3), a
growing demand is being made on the health
sector and WHO by its Member countries to
meet the public health needs of communities
vulnerable to natural and man-made hazards.

The regional situation
47. The World Disasters Report 200610

indicated that around 58% of the total number
of people killed in natural disasters were from
countries of the SEA Region during the decade
1996-2005 (Figure 4.1). In this decade, the Asia
Region11 had the highest number of natural
disasters (1273 reported events) and
technological disasters (1387 reported events).
This comprises 44% of all disasters that occurred
all over the world during this time period.

48. To address the increasing need for
emergency preparedness and response (EPR)
capacity, WHO has prepared a five-year
strategy. The key components of the strategy
include the following:

• Achievement of benchmarks;

• systematic human resource develop-
ment for emergency preparedness and
response;

• building the evidence base;

• building partnerships and mobilizing
resources; and

• strengthening communications.

WHO’s support to health sector response
to recent emergencies

• On 17 July 2006, a tsunami hit the
South Coast of Java, Indonesia. An
earthquake measuring 7.7 on the
Richter scale brought waves to villages
near the shore measuring between two
to seven meters. The Ministry of Health
(MoH) reports showed that 668 people
died, 65 went missing and about 5172
people were displaced.  A total of 9299
people were provided inpatient care in
health care facilities. WHO provided
support to essential emergency
operational activities.

10International Federation of Red Cross and Red Crescent Societies,
World Disasters Report 2006.
11In this case definition of Asia Region Countries follows that of the
World Disasters Report 2006.

Countries of the
SEA Region

536176 (58%)

Asia (excluding
countries of the

SEA Region)
184901 (20%)

Americas
84246 (9%)

Africa
48812 (5%)

Europe
77773 (8%)

Figure 4.1: Total number of people killed in natural
disasters, 1996-2005

Source: World Disasters Report 2006, IFRC.
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• Floods in India, Nepal and Thailand in
the last quarter of 2006 affected more
than 20 million people. Backstopping
for technical assistance and logistical
requirements was provided by WHO.
Essential medicines and supplies were
provided by the WHO teams in
countries and the Regional Office.

• Jakarta experienced its worst floods in
five years in January 2007. Almost all
districts of the city were flooded and
many health posts were damaged. This
resulted in an overload on hospitals in
the city. WHO supported the setting up
of an operations room in the Ministry
of Health and provided surveillance and
environmental health interventions,
essential medicines and supplies.

• WHO supported the affected
population in the conflict-affected areas
in Nepal and Sri Lanka through both
the MoH and the UN system. Key
public health interventions and
assessments were carried out.

49. Raising the standard of health emergency
preparedness remained an important challenge
in countries of the Region. Following the Bali
declaration in June 2006, the benchmarks for
EPR formed the core of the Regional Office’s
strategy. They provided a framework to turn
lessons from previous emergencies into action.
The benchmarks were clustered as follows: (i)
multi-sectoral coordination; (ii) community
empowerment; and (iii) capacity building.
Considerable progress took place in all areas
during the reporting period. However, to enable
better monitoring and evaluation of the

progress, standards and indicators for 12
benchmarks were identified. WHO will
continue to support Member countries in their
efforts concerning these benchmarks.

50. At the Twenty-fourth meeting of
Ministers of Health of Member countries of the
Region, held in Dhaka in August 2006, it was
recommended that a Regional Emergency Fund
be created with WHO’s support. The objective
of the Fund was to provide supplemental
financial assistance for public health
interventions during emergencies and for
strengthening national capacity to respond
effectively and efficiently to meet public health
challenges posed by emergencies. The Regional
Office took the lead in taking this
recommendation forward. Extensive
consultations took place with Member
countries to reach an agreement on the Fund,
and a working group was constituted to frame
its business rules and guidelines.

51. The Regional Office identified country
capacity building as one of its guiding
principles. To support this thrust, it developed
a national roster of experts for emergencies. It
is now proposed to organize training
programmes to prepare these experts for
deployment during emergencies in future.

52. The UN system has embarked on
Humanitarian Reform. The core component of
this is the adoption of a cluster approach in
which WHO would be the health cluster lead.
The Regional Office is at the centre of rolling
out these initiatives. So far, the cluster approach
has been initiated in response to emergency
situations in Indonesia. This will be extended
to other countries in the Region as well.
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Health systems

Health services delivery and policy

1. The subject of strengthening health
systems, particularly components such as
human resources for health, quality control
and patient safety, has been discussed at the
recent sessions of the Regional Committee as
well as at the World Health Assembly. In
keeping with this, a regional consultation on
strengthening health systems through primary
health care approach was organized in April
2007 in Pyongyang, DPR Korea. The
consultation reviewed and exchanged
experiences and discussed the basic elements of
effective and functioning health system
activities in Member countries, focusing on
healthy public policy, decentralization,
community involvement and private
participation.

2. To meet the inadequate and inequitable
delivery of health care services, a regional
workshop on strengthening management
capacity of health managers at sub-national

and district level was conducted in Jakarta in
February–March 2007. The workshop     provided
an opportunity for Member countries to review
and exchange experiences on improving
management capacity of health managers at
the sub-national/district level. Current
practices in countries of the Region on
management competencies were discussed, and
a regional framework developed through a
participatory process.

Quality and safety in health care

3. The Fifty-ninth session of the Regional
Committee held in August 2006, adopted a
resolution highlighting the importance of
patient safety in health care institutions in the
Region. The main areas of work undertaken in
collaboration with the WHO World Alliance on
Patient Safety during the period under review
were: awareness-raising; capacity building in
various aspects of patient safety; and building
partnerships by bringing together consumers,
health care professionals and policy-makers to
improve the quality of health care.

5
Health systems development
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4. Under the WHO global patient safety
challenge, “clean care is safer care”, Bangladesh,
Bhutan, India, Indonesia and Thailand signed
pledges to address health care-associated
infection. These pledges were backed by the
regional workshop on “clean care is safer care”
held in Bangkok in 2007.

5. A regional workshop on ‘patients for
patient safety’ the first in the Region, is planned
for July 2007.

6. India, Indonesia and Thailand are
considering exploring hospital accreditation as
a mechanism to introduce patient safety goals
and improve the quality of health care.

Health financing and social protection

7. The key challenges in the field of health
financing are low and inefficient investment in
health, high levels of out-of-pocket expenditure
and substantial inequities in financial access to
health care. To meet these challenges, a
consultative strategy on health care financing
was developed in collaboration with the
Western Pacific Region for 2006-2010. The
consultative process identified the following
core and functional strategies for countries of
the SEA Region for universal financial coverage
(see Box 1).

8. Countries have prioritized actions within
these strategies. Technical support was extended
to Member countries to address evidence-based
planning and implementation through
activities covering the identified strategies.

9. A Region-specific training curriculum for
national health accounts was developed and

tested using a core resource team from
countries of the Region at a bi-regional
workshop attended by officials from all 11
Member countries of the Region. This will be
followed up to ensure application of the
national health accounts (NHA) tool, especially
for policy-making. A costing tool, in
collaboration with headquarters and other
regions, will be developed to assist countries in
financial planning for addressing immediate
priorities and long-term sustainability in health
financing.

Core strategies

• Increasing investment in health, particularly
public spending in areas that address the
public health needs of the poor;

• establishing social protection in health,
especially for the poor, through effective
financing mechanisms based on pre-
payment, risk pooling and cross-subsidies;
and

• securing sustainability in financing efforts,
including reliance on domestic sources.

Functional strategies

• Supporting the review of health expenditure
in countries;

• exploring/piloting innovative financing
within broader social protection in the longer
term; and

• assisting in support mechanisms for
sustaining core strategies, e.g. capacity
building, legislation and regulation.

BoBoBoBoBox 1: Core and functional strategies for universalx 1: Core and functional strategies for universalx 1: Core and functional strategies for universalx 1: Core and functional strategies for universalx 1: Core and functional strategies for universal
financial coveragefinancial coveragefinancial coveragefinancial coveragefinancial coverage
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10. In response to GAVI’s announcement
calling for proposals for funding in May 2006
for health systems strengthening (HSS), a
technical support group was set up, comprising
technical staff of the Regional Office. Key
development partners in the GAVI process –
UNICEF and the World Bank – were invited to
participate in the regional technical group’s
meeting. Two meetings were conducted, in
September 2006 and January 2007 to
familiarize countries with this new funding
window, review country papers and strengthen
ongoing support. Nine of the 11 Member
countries in the SEA Region were found to be
eligible for GAVI HSS funding (except Maldives
and Thailand). DPR Korea had already made a
successful application in the October 2006
review cycle. Myanmar, Nepal and Sri Lanka
had drafted full proposals for the March 2007
review. Bangladesh, India and Indonesia were
developing concept notes for technical
assistance and expected to submit full proposals
by October 2007.

11. Documentation of country experiences in
relevant areas was used for capacity building,
and useful documents and information were
disseminated to Member countries. A health
systems orientation meeting for systems focal
points – both in country offices and ministries
of health – was held in June 2006 under GAVI
HSS.

12. During the period under review, the
following key documents were produced and
disseminated in the Region:

• Macroeconomics and health: SEA Regional
Perspective;

• Health systems strengthening: an
operational framework at the country
level;

• Health care financing in health in Asia: Bi-
regional publication 2006, and

• National Health Accounts: Summary of
policy findings from the SEA Region.

Public Health Initiative
13. In addition to the rapid pace of change, the
SEA Region faces several health challenges. While
large segments of the population are affected by
poverty and communicable diseases,
demographic changes, environmental threats
and chronic conditions are also increasing. Only
a concerted effort across ministries and
involving the public and private sectors can help
in responding to the crisis. Public health offers
the best approach for such an effort. Countries
are being supported to sensitize communities
and political leaders on public health policies and
practices based on evidence.

14. A step towards meeting the objectives of
the public health initiative (PHI) is the virtual
resource centre (VRC) to be launched by the
Regional Office in July 2007 to increase access
to the large amount of competency-based
learning materials in public health and foster
exchange of such materials. Priority has been
given to materials that will enhance capacity
in public health, such as application of legal
frameworks, increasing capacity in leadership
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and management, advocacy to raise the profile
of public health, application of epidemiological
methods and policy formulation. Materials that
fall within these categories are being developed
and will be posted on the relevant Regional
Office web site when available.

15. A set of learning tools was developed in
collaboration with the Indian field
epidemiology training programmes (FETP).
This comprehensive set, which comprises a
spreadsheet with hyperlinks, will be accessible
through the VRC. A full-content management
system has been developed for web use, while
maintaining the flexibility of each component.
Institutions are encouraged to adapt the
materials to suit their local context and, in turn,
send the adapted version to the VRC for
eventual posting. Institutions may also wish
to translate the materials for widespread use
by the local community.

16. The PHI also catalysed and supported a
wide review of public health education
standards and accreditation procedures in the
Region through the South-East Asia public
health education institutions network
(SEAPHEIN). It triggered a movement for public
health in several countries. In India, a public
health education practice network was in the
process of being established. In Indonesia, work
was ongoing to identify key responsibilities of
local political leaders in public health, address
coordination challenges with other sectors and
to sensitize them to public health action. In Sri
Lanka, a public health forum was established
with the aim of generating the knowledge base
and methods for effective public health

advocacy and influencing top decision-makers
to identify public health as a national priority
for development. Practical approaches to
empower communities in the design and
delivery of public health services were also
being developed. Thailand started documenting
the process for developing the architecture and
modes of functioning of the national health
commission, which can be adapted by other
counties. Efforts were being made to strengthen
public health policy and practice in other
countries as well. Furthermore, a link was
established between academic institutions and
policy formulation.

Research policy and cooperation
17. The thirtieth session of the WHO South-
East Asia advisory committee on health
research (SEA-ACHR), held in Jakarta from 14
to 16 March 2007, reviewed WHO’s work on
health research in the SEA Region for 2004-
2005 and 2006-2007. The issue of national
health research capacity was discussed in the
context of strengthening of human resources
for health research, improving health research
management and promoting the utilization of
evidence-based research results. The
implementation of recommendations of the
thirtieth session of SEA-ACHR included the
establishment of a regional task force for
research on avian influenza and strengthening
of research management for better utilization
of research findings.

18.  According to the World Health Assembly
(May 2007) resolution WHA 60.15, Member
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countries should invest at least 2% of their
national health expenditures in research
capacity strengthening and 5% from health
development programmes. In 2006, the average
allocation for research in countries of the Region
was 5.12% of the total allocation. However, the
distribution of resources for research in
individual countries indicated distinct
disparities. Research budgets ranged from 2.7%
to 9.4% of the total country allocations.

19. India, Indonesia, Nepal, Sri Lanka and
Thailand participated in the Sixth International
Conference on “transparency and
account-ability in health research”
which was held in Ayutthaya,
Thailand, in November 2006, and
was conducted by the Forum for
Ethical Review Committees in Asia
and the Western Pacific Region
(FERCAP). In 2006, training
activities on international standards for good
ethical review practice were conducted in India,
Indonesia and Thailand.

20. The updated country profiles on health
research for assessing and strengthening
national health research systems were received
from 9 of the 11 Member countries. These
country profiles will be compiled in the form
of a book depicting the current scenario on
health research systems.

21. During 2006, meetings were conducted by
the Regional Office to review research proposals
under “the small grants research programme”
of the Special Programme for Tropical Disease
Research and Training of WHO (TDR/HQ). Ten

out of 16 research proposals reviewed were
supported in the area of leprosy, malaria and
tuberculosis in Bhutan, DPR Korea, Indonesia,
Myanmar, Sri Lanka and Thailand.

22. Indonesia took the lead to conduct
orientations using the modules developed by
WHO with guidance from research experts. It
formed core groups of trainers, identified target
audience for training and selected the
appropriate modules and their relevant sections
for developing the course package. Besides
Indonesia, other Member countries also used

these research modules for training
in research management. Output
received from countries in this
regard will be reviewed at a regional
consultation and utilized for
research management strength-
ening.

WHO collaborating centres and
expert advisory panels

WHO collaborating centres

23. As of May 2007, the total number of
active WHO collaborating centres (CCs) in the
Region was 84, while two new proposals for
designation of WHO CCs were undergoing the
approval process. The country distribution of
WHO CCs is summarized in table 5.1. There is
a need to identify WHO CCs in unrepresented
countries.

24. The network for national WHO CCs and
national centres of expertise (NEW-CCET) in
Thailand was supported technically by WHO.

Public health policy and
practice are being

strengthened and a link
established between
academic institutions

and policy formulation
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The newsletter brought out by the network
secretariat was widely disseminated in all
Member countries.

25. Furthermore, the managerial guidelines
for designation/redesignation of WHO CCs
were revised, printed and disseminated in
March 2007.

Expert advisory panels

26. WHO has been working closely with the
scientific communities of Member countries to
identify experts to be selected and appointed as
expert advisory panel/expert advisory
committee (EAP/EAC) members. In May 2007,
72 experts represented 38 areas of expertise as
compared to 69 experts in 2006 (Table 5.2).
There were 42 male experts and 30 female
experts on the panels. The majority of members
were from India and Thailand. Four Member
countries in the Region did not have
representation on any of the WHO expert
advisory panels.

Essential drugs and medicines
27. Intellectual property rights and access to
medicines continued to receive due attention
in the Region. The resolution on public health,
innovation, essential health research and
intellectual property rights at the World Health
Assembly in May 2006 was followed by the
Regional Committee adopting a resolution at
its Fifty-ninth session in August 2006.

28. The monograph on the role of education
in the rational use of medicines was widely
disseminated and highly appreciated. Another
aspect of promoting rational use of medicines
was the revision of the curriculum of
pharmacology/clinical pharmacology in Indian
medical schools. The final product, with
WHO’s technical support, was a proposal for
a revised curriculum published in the Indian
Journal of Pharmacology and submitted to the
Medical Council of India for consideration.

29. A situation analysis conducted in India
and supported by WHO revealed that brand

Table 5.1: Country distribution of active WHO
collaborating centres  (May 2007)

1 Bangladesh 3 4 3 4

2 Bhutan 0 0 0 0

3 DPR Korea 1 1 1 1

4 India 36 44 37 45

5 Indonesia 4 5 4 5

6 Maldives 0 0 0 0

7 Myanmar 2 2 2 2

8 Nepal 2 2 2 2

9 Sri Lanka 2 2 2 2

10 Thailand 33 40 33 39

11 Timor-Leste 0 0 0 0

 TTTTTotalotalotalotalotal 8383838383 100100100100100 8484848484 100100100100100

JuneJuneJuneJuneJune
20062006200620062006 PPPPPererererercentagecentagecentagecentagecentagePPPPPererererercentagecentagecentagecentagecentage

Table 5.2: Expert Advisory Panel Membership
(February 2007)

MalesMalesMalesMalesMales FFFFFemalesemalesemalesemalesemales TTTTTotalotalotalotalotal MalesMalesMalesMalesMales FFFFFemalesemalesemalesemalesemales TTTTTotalotalotalotalotal

20072007200720072007S.S.S.S.S.
No.No.No.No.No.
1 Bangladesh 1 1 2 1 1 2

2 Bhutan 0 0 0 0 0 0

3 DPR Korea 0 0 0 0 0 0

4 India 23 11 34 22 14 36

5 Indonesia 3 4 7 4 3 7

6 Maldives 0 0 0 0 0 0

7 Myanmar 1 0 1 0 1 1

8 Nepal 1 0 1 1 0 1

9 Sri Lanka 3 2 5 3 2 5

10 Thailand 10 9 19 11 9 20

11 Timor-Leste 0 0 0 0 0 0

TTTTTotalotalotalotalotal 4242424242 2727272727 6969696969 4242424242 3030303030 7272727272

20062006200620062006
CountryCountryCountryCountryCountryCountryCountryCountryCountryCountryS.No.S.No.S.No.S.No.S.No. MayMayMayMayMay

20072007200720072007
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names of medicines were being derived from
the generic name; this is prohibited under
international convention. Such derivations
were the result of divided and ambiguous
responsibilities in trademark and medicines
legislation. It is anticipated that this study will
provide the stimulus for tightening legislation
to prevent such occurrences.

30. Pharmacovigilance, which is the detection
and management of adverse drug reaction,
made some progress in the Region. Bhutan
initiated activities and designated a national
focal point. Nepal contributed to the global
database as did Sri Lanka. Thailand continued
to provide the maximum number of reports
from the developing world. India developed its
national programme for pharmacovigilance
but has yet to become a member.

31. A workshop in May 2007 brought
together six Member countries to share
experiences and to evaluate the possibility of a
regional licence to access the commercial drug
information database. India had taken the lead
earlier and established drug information centres
in some of its states using existing expertise in
the state pharmacy councils.

32. With increasing essential drug and
medicine activities at country level, national
officers were supported in India and Sri Lanka.

33. The bureau of drugs and narcotics (BDN)
in Thailand provided a strong base for most of
the countries in the Region to train their officers
in quality control and other aspects of drug
regulation.

34. On counterfeit medicines, the database of
reports in the media and journals maintained

by SEARPharm forum continued to provide a
“snapshot”, albeit one that was unfiltered and
therefore reflecting reports of varied quality.
A big project surveying the extent of
counterfeits in India revealed previously
unknown aspects such as differences in
packaging which produced different versions
of the product, although they may have come
from the same manufacturer.

Evidence for health policy
35. The Regional strategy for strengthening
health information systems (HIS) was endorsed
by the Fifty-ninth session of the Regional
Committee for South-East Asia, and widely
disseminated to the countries. It included ten
strategic areas with generic guidelines on each
area, which could be addressed in accordance
with the country-specific situation and priority
(see Box 1).

36. Country monitoring of vital events,
including mortality statistics, is considered the
backbone and major component of country
health information systems. A regional
consultation on mortality statistics was
organized in April 2007 in the Regional Office.
Different techniques and approaches related to
the recording, reporting and utilization of
mortality statistics, and certification of cause
of deaths were discussed. The consultation
recommended useful ways and possible
approaches to improve the quality and
management of mortality statistics in countries
of the Region. This would enhance the quality
of data and monitoring of disease burden in
countries for evidence-based decisions.
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37. To facilitate an exchange of knowledge
among all 11 countries of the SEA Region, a
countries’ health system mini-profile, “11
Health Questions about 11 SEAR Countries”, was
published and disseminated to a wide of
audience. This publication also included an
update on the progress achieved in respect of
the MDGs. It is a user-friendly health system
profile, which can be used by decision-makers
in their respective countries for a quick look at
the progress achieved in respect of health status
and health system strengthening in each
country. This will be useful in making
decisions, and for comparing the health
situation with other countries in the Region

and in the world. Programme managers too
will find it useful in their daily activities.

38. Five countries (Bhutan, Bangladesh,
Myanmar, Indonesia and Timor-Leste) are
currently assessing their health information
systems according to a standard assessment
tool. The key findings of this assessment should
help countries plan and implement activities
focused on improving data collection, data
analysis and its presentation, for better
evidence-based decision-making in addressing
health priorities. WHO and country offices are
providing support to programmes in the
effective use of this assessment tool.

39. A flagship WHO publication, Health
Situation in Asia and the Pacific, 2007 edition,
is being drafted in close collaboration by both
the South-East Asia and the Western Pacific
Regional Offices. This publication, the first of
its kind, describes the achievements, issues,
challenges and future scenarios in health in
Asia and the Pacific. It highlights prominent
health issues specific to Asia and the Pacific.
Health functionaries, health researchers,
donors, investors, partners in health, NGOs,
UN agencies, the media, policy- and decision-
makers, national planning officers, national
statistical offices and the general public can use
this publication in their work in the field of
health and its determinants to take concerted
actions for improvement of health in Asia and
the Pacific.

40. WHO, in partnership with Member
countries, will address the key challenges
relating to strengthening of country health
information systems to facilitate evidence-
based decision-making at national and sub-

BoBoBoBoBox 1: Tx 1: Tx 1: Tx 1: Tx 1: Ten strategic areas for strengtheningen strategic areas for strengtheningen strategic areas for strengtheningen strategic areas for strengtheningen strategic areas for strengthening
countrcountrcountrcountrcountry HISy HISy HISy HISy HIS

1. Policy development/regulation/legis-
lation;

2. system analysis (design/set-up/main-
tenance);

3. promotion of data quality;

4. application of information and com-
munication technology;

5. effective communication, cooperation
and coordination;

6. development and allocation of HIS
resources;

7. strengthening of data-sharing, analysis
and utilization;

8. strengthening of HIS in decentralized
systems;

9. effective marketing of HIS products, and

10. linkage between national HIS and
national research system.
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national levels. Also, Member countries will
continue to be assisted by WHO in the
measurement of their progress towards
achieving the MDGs.

Knowledge management and
dissemination
41. The activities during the period under
review focused on national capacity building
and sustainability in the information and
knowledge sector in Member countries. New
information resources were added to the

information portals for improved visibility and
access to national information and knowledge
assets from the Member countries. In the area
of knowledge management and sharing, the
knowledge management team, in collaboration
with WHO headquarters, the Regional Office
and country offices, conducted a survey
consensus workshop in “knowledge systems
in health” in India and Thailand. The
workshops were conducted at two levels:
health policy, and clinical practice and services.
Analysis of the survey data will serve as the
foundation for formulating strategies to
narrow the know-do gaps in health.

Health information constitutes an important component of evidence for health policy in the Region.
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42. Training courses and workshops in
knowledge management and dissemination
were conducted for information professionals
in Bhutan, Myanmar and Nepal to facilitate
national capacity building and sustainability.
More than 50 participants were trained.

43. To be able to make the best use of HINARI
and HeLLIS resources, national training courses
and workshops were conducted in Bangladesh,
Maldives and Myanmar. The workshops focused
on online information retrieval and full text access
from HINARI and HeLLIS portals and
development of information services from these
resources. In conjunction with the above training
workshops, the concerned personnel from these
countries were awarded WHO fellowships to visit
information-related institutions to gain more
experience, understanding and insight.

44. Research reports and Index Medicus from
Bangladesh were added to the regional research
reports and Index Medicus for South-East Asia
Region (IMSEAR) databases. The databases now
present research reports from six Member
countries and Index Medici from eight Member
countries.

45. As a result of the growing concern on
avian influenza (AI) in the Region, the Regional
Office launched, in July 2006, a “Weekly AI
Literature Update” service. Bibliographies of
up-to-date AI literature were disseminated by
email to members of AI task force groups at
the WHO Regional Office and country offices.
The task force members, in turn, shared the
literature with their national counterparts in
Member countries.

46. To support equitable access to WHO
information resources, the National Medical

Library (NML), India was officially designated
as the “depository library ” for WHO
publications. The NML will receive all WHO
publications on a complimentary basis. The
Library of “School of Public Health” in
Myanmar was also included as a “reference
library for WHO publications”. The library will
receive comprehensive WHO publications. Both
libraries have agreed to offer unrestricted access
to their premises to all readers interested in
WHO publications.

Publishing policy and procedures

47. In line with Organization-wide efforts to
ensure that all information products are
quality controlled for technical and linguistic
excellence, a publishing policy and procedures
group was established in the Regional Office.
The group initiated and formalized a process
to ensure that all information materials
produced by the Regional Office and country
offices: (i) reflect and promote the
Organization’s policies and priorities; (ii) meet
the clearly defined needs of a specified target
audience; (iii) are of sound technical and
linguistic quality, based on the best available
evidence; (iv) present clear messages and respect
WHO’s corporate image; and (v) are produced
in a timely and cost-effective way.

48. During the period under review, the
formatting and designing modalities of
different types of publications were
systematized and harmonized. Furthermore,
pursuant to the felt need to enhance and
strengthen the existing editorial capacity in the
Regional Office, training-cum-refresher courses
were organized for relevant staff on report-
writing; minute-taking, and technical editing.
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49. Timely support continued to be provided
to member countries, on request, to enhance
the linguistic and editorial quality of their
information materials. Two issues of the
Regional Health Forum were brought out.
While the first issue focused on communicable
and noncommunicable diseases, and primary
health care, the World Health Day issue of the
Forum was mainly devoted to the theme for
2007 – health and security, and carried
contributions from eminent professionals in the
Region. In order to improve the reach, impact
and usefulness of the Forum, steps were taken
to invite more contributions and make them
more interactive, while at the same time
ensuring that the contributions/articles
conformed to scientific rigour.

Human resources for health
50. The need to have a competent, motivated
and a sustainable health workforce in ensuring
an efficient and effective health system in the
Region was given priority during the period
under review. The Regional Office developed and
presented a draft strategic plan to the Fifty-
ninth session of the Regional Committee which
was held in August 2006. The Twenty-fourth
Health Ministers’ meeting in Dhaka made a
declaration emphasizing the need to strengthen
the health workforce in the Region. Following
the declaration, the Regional Committee
adopted resolution SEA/RC59/R6 on strength-
ening the health workforce in South-East Asia
and the draft regional strategic plan on health
workforce development.

51. In December 2006, a regional consultation
finalized the regional strategic plan on health

workforce development and agreed on a package
of priority interventions for implementation.
The consultation brought together
representatives from ministries of health,
educational institutions, participants from
regional networks and development partners.
The strategic plan was published and based on
its identified priorities, steps were taken to
develop the Regional Office’s 2008-2009
biennium plan.

52. Aligning with the priority actions spelled
out in the regional strategic plan on health
workforce development, WHO has been
proactively assisting several Member countries
to develop national health workforce plans. A
few other activities in relation to areas such as
development of community-based health
workforce and capacity building in HRH
planning are proposed to be implemented
during the last quarter of 2007.

53. A regional consultation on medical
councils in countries of South-East Asia was
organized in October 2006 in Thimphu,
Bhutan. This meeting provided an opportunity
to share country experiences and best practices
from selected medical councils outside the
Region. A number of recommendations to
strengthen medical council functions emerged
from this consultation. As recommended,
another consultation with the representatives
of medical councils of Member countries was
organized in February 2007 to establish the
South-East Asia network of medical councils.
The network was established on 16 February
2007 and a set of priority activities to be carried
out in 2007 and 2008–2009 were identified.
The Regional Office will function as the
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secretariat of the network until it is handed
over to a medical council of a Member country.

54. The importance of HRH development
cannot be undermined at any cost. Health
workforce has a pivotal role in effective,
efficient and sustainable delivery of health
services. WHO will be coordinating efforts in
collaboration with Member countries, regional
and global networks and other partners for the
development of health workforce of Member
countries. WHO will continue to provide
technical support to Member countries, while
maintaining the momentum generated during
the past year.

Nursing and midwifery
55. The numerous challenges in the field of
nursing and midwifery being faced by Member
countries of the SEA Region are to be addressed
through: the global framework for nursing
and midwifery services 2006-2010; World
Health Assembly resolution WHA 59.27 on
strengthening of nursing and midwifery;
resolution WHA 59.23 on the rapid scaling up
of production of public health workforce; and
the Regional Committee resolution SEA/RC59/
R6 on health workforce in South-East Asia. In
addition, Member countries are being

The importance of health workforce development is being recognized by the Member countries for strengthening human resources
for health.
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encouraged to develop the nursing and
midwifery workforce database to monitor the
gaps in the workforce.

56. An intercountry meeting on networking
of nursing and midwifery education
institutions for nursing and midwifery
development was organized in July 2006 as
part of multi-country activities. Issues of
quality of education (especially of teachers),
nursing curriculum and the need for adequate
infrastructure were discussed. On the
recommendation of the meeting, a South-East
Asia nursing and midwifery education
institution network (SEANMEIN) was
established to serve as a forum for sharing
information and resources, as well as for
capacity building of nursing and midwifery
educational institutions. The first meeting of
the network was organized in Chandigarh,
India in May 2007. The focus was on three
critical areas: (a) scaling up the quality of
nursing and midwifery production; (b)
midwifery education; and (c) community
nursing education. The results of the study
regarding inclusion of HIV/AIDS in the pre-
service nursing and midwifery teaching
curriculum were also discussed at the meeting.
A network plan was developed to improve
nursing and midwifery education, services and
research. The Regional Office will continue to
advocate for a midwifery framework and to
strengthen midwifery teaching and capacity
building of existing midwives. Also planned are
a training course on community nursing and
a regional conference on revisiting the
community-based health workforce in order
to strengthen capacity at the community level.

57. Capacity building of nurses and midwives
in response to health problems and MDG No. 5
has been continuously emphasized by WHO.
In addition to fellowships, the Regional Office
supported the implementation of the third and
fourth training-of-trainers courses on nursing
management in HIV/AIDS prevention, care and
support, organized in November 2006 and
May 2007, respectively, by the three WHO
collaborating centres for nursing and
midwifery development in Thailand.

58. Furthermore, the following training/short
courses were also organized: (i) training of
trainers on development of an education
module on midwifery teaching, Chiang Mai,
Thailand; (ii) training of nursing and
midwifery management trainers on malaria
prevention and care, Chittagong, Bangladesh;
and (iii) a short training course on community-
oriented nursing education in Bangkok and
Khon Kaen, Thailand.

59. The following other activities were under-
taken in Member countries of the Region:

• Strengthening the functions of the
nursing council in Bangladesh;

• mobilization of funds for conducting
the third training course for post-
bachelors degree students of nursing in
Bhutan;

• revision of the nursing curriculum and
training on accreditation of nursing
services for DPR Korea;

• strengthening the teaching faculty of
the PhD programme in nursing in
India;

• review of nursing regulations in
Maldives;
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• development of accreditation guidelines
and strengthening of skilled birth
attendants in Nepal;

• advice on the ladder programme in
nursing, and the election of the nursing
council board members in Sri Lanka;
and

• financial support to the nurses’
association of Timor-Leste.

60. Member countries are being encouraged
to develop and implement policies and
national strategic plans for health workforce
development. Efforts are being made to

ensure that nursing and midwifery work-
force policy and planning form integral parts
of the human resources for health (HRH) plan
to build an adequate, competent and moti-
vated nursing and midwifery workforce.

61. Most countries of the SEA Region are faced
with similar challenges in nursing and
midwifery, including shortages of qualified
nurses and midwives, migration of qualified
nurses, low quality of nursing and midwifery
education and service, inadequate in-service
training programmes for capacity building to
respond to health problems and lack of effective

Capacity development of nurses and midwives is receiving increasing attention to meet the shortages in the Region.
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regulations. Member countries are being
encouraged to scale up training of nurses and
midwives with an emphasis on retention and
recruitment, as well as quality of education
and educators.

Education, training and support
62. Fellowships are used by Member countries
for capacity building of their health workforce.
During the period under review, 702 letters of
award were issued against 745 fellowship
applications received. There was an appreciable
increase in the receipt of fellowship termination
of studies report (FTSRs) as indicated in the
country data summarized in Table 5.3.
Intensive efforts were made to obtain
utilization of fellows’ services report (UOSR).
Services were offered to the Western Pacific,
Eastern Mediterranean and African regions of
WHO in the implementation of fellowships and
study tour programmes, in collaboration with
technical units and with active support of
country offices.

63. A total of 86 meetings/group educational
activities (GEAs) were held, of which 8 were
policy meetings, 14 were advisory meetings and
64 were intercountry technical meetings. A
proposal tracking system (PTS) was developed
for efficient and quality processing of
fellowships. The use of an electronic document
management system for storage of fellowship
records was stabilized. An initiative is under way
to place it on the Regional Office webpage so
that countries have “read only” access to records
for generating monitoring reports.

64. In view of the rapid turnover of country
office fellowship staff, and to familiarize them
with the changes in financial rules and efficient
implementation, a retreat for concerned staff
was organized in March 2007 at the Regional
Office.

65. Comprehensive guidelines were developed
in order to meet the emerging and urgent needs
of country offices. These guidelines will help
to better implement the fellowships and
training programmes, thereby accelerating
programme implementation in countries.

66. The web-based WHO regional directory of
training institutions (RDTI) was updated to
include data on 52 institute profiles, 115
departmental profiles and 352 faculty
profiles. The database serves as a useful
reference tool to facilitate placement in the
Region and in countries.

Table 5.3: Implementation of fellowships in
the SEA Region

CountryCountryCountryCountryCountry

FFFFFellowshipellowshipellowshipellowshipellowship
tertertertertermination ofmination ofmination ofmination ofmination of
studies rstudies rstudies rstudies rstudies reporteporteporteporteport

rrrrreceivedeceivedeceivedeceivedeceived

Bangladesh 50 30

Bhutan 36 30

DPR Korea 131 44

India 128 0

Indonesia 0 0

Maldives 58 36

Myanmar 142 105

Nepal 96 76

Sri Lanka 51 35

Thailand 4 2

Timor-Leste 6 4

      Total 702 362

FFFFFellowshipsellowshipsellowshipsellowshipsellowships
awarawarawarawarawardeddeddeddedded
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Governing Bodies

Special sessions of the World Health
Assembly and the Executive Board

Election of the Director-General

1. Following the untimely death of Dr LEE
Jong-wook, the Executive Board at its 118th

meeting on 30 May 2006 decided to convene
its 119th meeting and a special session of the
World Health Assembly in November 2006 for
the purpose of  electing the next Director-
General.

2. Dr Margaret Chan was duly nominated
by the 119th Executive Board and was elected
at the Special Session of the World Health
Assembly on 9 November 2006 for the post of
Director-General for the period 4 January 2007
to 30 June 2012.

World Health Assembly

3. The Sixtieth World Health Assembly was
held in Geneva from 14 to 23 May 2007. The
Assembly elected Ms J. Halton (Australia) as
President. From the South-East Asia Region, Mr
Kye Chun Yong from DPR Korea was elected as
one of the five vice presidents. Dr A.A. Yoosuf
from Maldives was the Vice Chairman,
Committee B. The Health Assembly also elected
Thailand for membership to the General
Committee, Timor-Leste for membership to the
Committee on Credentials and Indonesia and
Sri Lanka to the Committee on Nominations.

4. The Health Assembly also had two guest
speakers, H.E. Mr Jens Stoltenberg, Prime
Minister of Norway and Ms Thoraya Ahmed
Obaid, Executive Director of the United Nations
Population Fund. Both speakers stressed the
value of UN collaboration and action at the
country level.

6
Policy, programme planning

and partnerships
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5. During the World Health Assembly,
Member States adopted 30 resolutions covering
important health issues as well as
organizational matters. Among others,
resolutions were adopted  on avian influenza
and intellectual property rights, which are of
paramount importance to health development
in the Region. Resolution WHA60.28 on
“pandemic influenza preparedness: sharing of
influenza viruses and access to vaccines and
other benefits” urges Member States to, inter
alia, strengthen and improve the WHO global
influenza surveillance network and its
procedures through timely sharing of viruses
or specimens with WHO collaborating centres,
and requests WHO to identify and propose
mechanisms to ensure fair and equitable
sharing of benefits in support of public health
among Member States.

6. Resolution WHA60.30 on “public health,
innovation and intellectual property” calls on
Member States to actively and fully participate
in the intergovernmental working group
(IGWG) process and requests WHO to be more
proactive with regard to the work of the IGWG
by providing technical and financial support for
both the IGWG and for preparatory regional
consultations, and by supporting the
development of proposals and background papers
on each of the elements of the draft plan of action.

7. The World Health Assembly also adopted
resolution WHA60.18 on “malaria, including
proposal for the establishment of world malaria
day”, which resolved that world malaria day
shall be commemorated annually on 25 April.

8. A number of side meetings were
conducted, including, among others, meetings
on avian influenza and global warming in
which the Region actively participated.

Executive Board

9. The 120th and the 121st sessions of the
Executive Board were held in Geneva from 22
to 30 January 2007 and 24 to 26 May 2007,
respectively. During the 120th session,
resolutions were adopted on: poliomyelitis;
tuberculosis control; health systems; oral
health; integrating gender analysis and actions
into the work of WHO; avian and pandemic
influenza; smallpox eradication; rational use
of medicines; better medicines for children;
health promotion; WHO’s role and
responsibilities in health research; prevention
and control of noncommunicable diseases; and
health technologies.

10. The technical issues discussed included:
eradication of poliomyelitis; malaria,
including the proposal to establish world
malaria day; progress and long-term planning
for tuberculosis control; avian and pandemic
influenza; implementing the global strategy
for prevention and control of noncommu-
nicable diseases; oral health; health and
emergency-care systems; draft strategy for
integrating gender analysis and actions into
the work of WHO; progress in the rational
use of medicines, including better medicines
for children; health technologies; smallpox
eradication: destruction of variola virus
stocks; health promotion in a globalized
world; WHO’s roles and responsibilities in
health research; the intergovernmental
working group on public health, innovation
and intellectual property; contributions of
traditional medicine to public health; and the
commission on social determinants of health.

11. The 121st session also adopted resolutions
on methods of work of the Executive Board and
Expert Committee on the selection and use of
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essential medicines: establishment of a sub-
committee. The technical issues discussed
included health technology; avian and pandemic
influenza; and public health, innovation and
intellectual property.

12. The Executive Board meetings also
discussed programme and budget matters such
as strategic directions, as well as management,
budget and financial matters. Staffing matters
and matters for information were also
deliberated upon. The Executive Board awarded
the Leon Bernard Foundation Prize for 2007
to Dr Than Tun Sein, Director for Socio-medical
Research, Department of Medical Research,
Myanmar, for his outstanding service in the
field of social medicine.

13. Indonesia replaced Thailand as the new
Executive Board member from the Region from
May 2007. The other members from the Region
are Bhutan and Sri Lanka. From among the
Executive Board members of the Region,
Indonesia was elected member, programme,
budget and administration committee while
Bhutan was elected  rapporteur. Bhutan was
also nominated to the standing committee on
NGOs.

Regional Committee

14. The Fifty-ninth session of the Regional
Committee for South-East Asia was held in
Dhaka, Bangladesh from 22-25 August 2006.
In addition to representatives of all 11 Member
States of the Region, the Acting Director-
General, WHO, representatives of other UN
agencies, NGOs having official relations with
WHO and observers attended the session.

15. The Committee reviewed the report of the
Regional Director on the Work of WHO in the

South-East Asia Region covering the period
1 July 2005 to 30 June 2006. The Committee
adopted 10 resolutions and 8 decisions. Noting
with appreciation the Director-General’s
proposal to increase the overall level of the
budget by 17.2%, it requested the Regional
Director to enhance resource mobilization
activities in the Region.

16. The Committee stressed the need to ensure
capacity building in different aspects of patient
safety and health promotion and to monitor
and report on progress in these areas in the
Region. WHO was called upon to increase
technical support to Member countries concerned
in intensification of efforts towards eradication/
elimination of tropical diseases.

17. The Committee requested the Regional
Director to support Member countries in
actively participating in the intergovernmental
working group on public health, innovation,
essential health research and intellectual
property rights, as well as in strengthening
their national regulatory authorities and
country health information systems. It also
requested that a biennial regional forum of key
partners from Member countries and other
international partners on alcohol control
programmes be established.

18. The Committee nominated Thailand as a
member of the Joint Coordinating Board and
Myanmar as a member of the Policy and
Coordination Committee for a period of three
years each, effective 1 January 2007.

Health Ministers’ Meeting
19. The Twenty-fourth meeting of Health
Ministers of countries of the WHO South-East
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Asia Region was held in August 2006 in Dhaka,
Bangladesh. The ministers unanimously adopted
the “Dhaka declaration on strengthening health
workforce in the countries of SEAR”. The
Ministers urged all Member States, the WHO
Director-General and the Regional Director of
the South-East Asia Region to continue to
provide leadership and technical support and
jointly advocate effective follow-up on all
aspects of the Dhaka Declaration.

20. The Health Ministers noted that malaria
was a major public health problem in the
Region and that it deserved high priority. They
recommended that national malaria control
programmes should update their strategies,
identify targets as appropriate, prepare
operational plans and intensify actions. In this
context, they welcomed the revised strategy
developed by the Regional Office, which
addressed the prevailing situation in the Region.

21. The Health Ministers were briefed on the
unprecedented spread of avian influenza and
decided to plan for coordinated efforts on the
human aspects of avian and pandemic
influenza. They recommended that WHO
should play a leading role at the country level
to coordinate technical support in various
aspects of avian influenza to ministries of
health.

22. With regard to the response and recovery
activities in countries affected by the
earthquake and tsunamis of 26 December
2004, the Health Ministers recommended that
the thrust should be toward building country
capacity so that countries are well prepared for
an immediate response. They also requested
WHO to evaluate emergency programmes that
were implemented and to establish a regional
emergency fund.

23. The Hon’ble Ministers also unanimously
accepted the invitation from the Royal
Government of Bhutan to host the twenty-fifth
meeting of Health Ministers in 2007.

Intellectual property, innovation,
trade and health
24. When dealing with trade and health
issues, public health policy-makers need to be
familiar with patent and trade law,
international trade organizations and
negotiations, as well as pharmaceutical
technology. These subjects are beyond the
experience of most public health professionals,
and until recently, were thought to be the
responsibility of the World Trade Organization
(WTO). However, since the World Health
Assembly set up an intergovernmental
working group (IGWG) on public health,
innovation and intellectual property through
resolution WHA 59.24, ministries of health of
Member countries in the Region are getting
involved in the subject. Consequently, an
interdepartmental trade and health working
group was established in the Regional Office.
The group coordinated several regional
consultations leading to a regional response to
global initiatives, assisted Member countries
and WHO country offices to deal with
problems and respond to media enquiries and
produced a user-friendly “trade and health
dictionary” keyed to reference documents on
various technical points. The Regional Office
for South-East Asia is the only WHO regional
office to have taken an interdepartmental
approach to this important topic.

25. The importance of this topic was re-
emphasized with the Sixtieth World Health
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Assembly adopting resolution WHA 60.30.
This resolution calls for, inter alia, support
from WHO to countries that intend to make
use of the flexibilities contained in the WTO
agreement on trade-related aspects of
intellectual property rights (TRIPS); and to
advance proposals through the IGWG on
health–needs–driven research, linkage of cost
of research and price of medicines, incentives
for product development and related issues.

26. Future work in health policy and research
must take into account the rapid pace of change
on the health policy front. There is
growing inter-connectedness of the
health sector with matters that were
previously left to other sectors.
Climate change, international trade
in goods and services and direct or
indirect effects of globalization will
need increased attention and new
approaches. This will require an
interdepartmental or interdis-
ciplinary approach to policy and
programmes within the Regional
Office, an interministerial approach in Member
countries and an integrated approach between
countries.

Programme planning, monitoring
and evaluation
27. Work during the reporting period
concentrated on finalizing the first medium-
term strategic plan (MTSP, 2008-2013) and
preparing the budget and operational plans for
2008-2009 as per the 11th General Programme
of Work (GPW, 2006-2015). Efforts were made
to align country, regional and global priorities
to provide a sharper focus for WHO’s support

to Member countries. Operational plans
continue to emphasize specific results to be
achieved at the country level to show the
concrete contribution of WHO support to each
country ’s health development, using the
revised country cooperation strategies (CCS).

28. Priorities, budgets and operational plans
in the Region integrated voluntary
contributions to ensure that donor funds are
mobilized to meet the needs of Member
countries. Monitoring systems were
strengthened to ensure timely implementation

of the 2006-2007 workplans,
especially in the light of the
revised financial rules restricting
carry-over work.

29. Efforts during the year
concentrated on refining the
2008-2013 MTSP and the
proposed programme budget (PB)
for 2008-2009, first presented to
the Fifty-ninth session of the
Regional Committee, held in
August 2006. The proposed

regional programme budget for 2008-2009
was meant to emphasize regional priorities and
align them with the MTSP. Countries were
involved in the entire budgeting process to
ensure that the regional budget would closely
match their needs. A meeting of the regional
working group on the programme budget was
held in October 2006 to review the regional
budget document and the proposed programme
budget 2008-2009. The regional objectives,
indicators and targets were discussed in detail.
The results were communicated to WHO
headquarters and used to prepare the draft
programme budget presented to the 120th

session of the Executive Board in January

Monitoring systems
were strengthened
to ensure timely

implementation of the
2006-2007 workplans,

especially in light of
the revised financial

rules restricting
carry-over work
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2007. Based on these discussions at the
Executive Board, the Director-General reduced
the number of strategic objectives in the MTSP
from 16 to 13, combining 4 previous strategic
objectives related to health systems.
Appropriate changes were made in regional and
country budget estimates and work started on
development of operational plans in countries
and the Regional Office. A high-level meeting
of representatives from Member countries, held
in May 2007, reviewed key budget issues and
made recommendations for finalizing plans.
The MTSP and the global PB 2008-2009 were
reviewed and approved by the Sixtieth World
Health Assembly in May 2007.

30. There was a small increase in the regular
budget (RB) of 4.7%, while voluntary
contributions (VC) for PB 2008-2009 increased
by 50% owing to increased donor support for
WHO’s work in countries. Regional and
country budgets and plans were formulated
to reflect country needs rather than
programmes traditionally supported by
donors. The challenge is to ensure that VC
funding can be mobilized for those programme
areas where donors have been less active, such
as maternal and child health, noncommunicable
diseases and health systems.

31. Frequent consultations were held with
countries to modify budgets and align
operational plans with new country and
regional priorities, often reducing work in some
programme areas and scaling up work in others.

32. Monitoring the implementation of 2006-
2007 workplans was improved. As over two-
thirds of the current biennium’s work is funded
by voluntary contributions, programme
monitoring has become more complex. The
activity monitoring system (AMS) was

simplified and staff were trained both in
countries and in the Regional Office to use it
to track resources and expenditure.

33. Work was undertaken to simplify the
system for programme changes to increase
flexibility during implementation. These
changes were based on the principle that
countries and the Regional Office are
accountable for workplan results, but there
should be flexibility in achieving these results.

Resource mobilization, external
cooperation and partnerships

Resource mobilization and external
cooperation

34. The Regional Office and country offices
have continued to implement the regional
policy of decentralized resource mobilization
and its strategic approaches. This has promoted
significantly the active involvement of all
offices and staff, strong support and
coordination from the Regional Office and close
collaboration between the Regional Office and
country offices in resource mobilization.

35. During the review period, several
initiatives were taken by the Regional Office
and country offices to mobilize funds  to
support health development in Member
countries, and to facilitate national efforts to
mobilize external resources.

36. A number of bilateral meetings were held
at regional and country levels with government
donors and foundations including AusAID,
CDC, CIDA, DFID, EC, USAID, UNF, Clinton
Foundation, the World Bank and the American
Red Cross.
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37. WHO strengthened its existing partnerships
with many development partners by
organizing several meetings at regional and
country levels. This included the partners’
meeting on TB, which resulted in the call to
stop TB in Asia, and the second partners’
meeting on tropical diseases targeted for
elimination and eradication. To develop new
partnerships, WHO convened a meeting on
dengue, which established the Asia-Pacific
Dengue Partnership.

38. With the active support and coordination
provided by the regional support team for
resource mobilization, WHO at the regional and
country levels concluded 89 donor agreements
with more than 30 donor agencies from July
2006 till May 2007 in the current biennium.
In addition, about 15 donor agreements were
under negotiation, and most of them were
likely to be concluded by the end of 2007.

39. During the reporting period, support was
increased to countries in resource mobilization.
One initiative was the development of resource
mobilization plans for  WHO country offices
and technical departments with the objective
of raising more funds and ensuring that
resource mobilization matched country
priorities. Bangladesh, Indonesia and Sri Lanka
initiated this process. The Regional Office was
also represented at the Maldives Partnerships
Forum.

40. During the biennium, the total amount
of voluntary contributions mobilized by the
end of May 2007 was US$ 245.4 million,
which represented 95.1% of the target  ($ 257.9
million) for resource mobilization from
voluntary contributions under the Regional
Programme Budget for 2006-2007. More than

50% of WHO offices (including the Regional
Office and some country offices) reached or
surpassed their resource mobilization targets
by the end of May 2007.

41. During the review period, the sixth round
of the Global Fund grants for HIV/AIDS, TB
and malaria took place. WHO provided
technical support for the development of
country proposals and the implementation and
monitoring of the approved projects. Eleven
proposals (five for HIV/AIDS, three for TB and
three for malaria) submitted by seven countries
in the Region were approved for Round  6, with
a total amount of US$ 111.3 million.

42. Training courses were organized for WHO
staff to ensure that they could provide effective
support to ministry of health staff in the
mobilization of resources. In addition, the
Regional Office prepared and distributed a
toolkit to provide staff with guidance on
resource mobilization including donor profiles,
WHO procedures and guidance in developing
resource mobilization plans.

43. In spite of efforts and successes, several
challenges remain in the area of resource
mobilization at the regional and country levels.
These include some technical programme areas
and country offices that are underfunded
because they have not been a priority for
donors.

Strategic alliance and partnerships
44. With the emphasis on partnership, the
Regional Office continued to work closely with
the UN system organizations and other
important intergovernmental organizations to
support Member countries in improving health



82 THE WORK OF WHO IN THE SOUTH-EAST ASIA REGION

outcomes and in protecting the health of their
people.

45. The Regional Director attended the annual
UN Regional Coordination Meeting (UNRCM)
for Asia, held in Bangkok in November 2006.
In addition to participating in other thematic
working groups, WHO leads the UNRCM
thematic working group for health, with
UNFPA as the co-chair. This interagency
thematic working group had commissioned a
study on equity and health and is currently
working towards implementation of the
recommendations of the study.

46. WHO country offices were actively engaged
in the UN country team activities. During the
reporting period, they contributed to the
finalization of the CCA/UNDAF in Maldives and
Sri Lanka and the UN strategic framework for
DPR Korea. WHO’s country cooperation
strategy is aligned with country needs as

expressed in national plans and priorities. It
includes global agreements such as the WHO
framework convention, IHR–2005 and polio
eradication.

47. To build capacity and increase awareness,
WHO staff were regularly updated on the
health perspective of UN system reforms. This
will enable them to contribute to reforms and
to strengthen the UN system and improve the
system’s collective ability to respond to the
development and other needs of Member
countries.

48. WHO strengthened and explored new
forms of strategic collaboration and
cooperation with its key traditional partners
as well as new partners in the Region. It
extended (to the end of 2009) the validity of
the memorandum of understanding that was
signed in September 2003 with the
International Federation of Red Cross and Red

Donors, ministries of health and WHO are committed to strengthening action on public health in the Region.
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Crescent Societies. The joint plan of work that
was agreed for 2006-2009 includes disaster
preparedness and emergency management and
HIV/AIDS.

49. WHO worked in close cooperation with
regional intergovernmental agencies, including
the Association of South-East Asian Nations
(ASEAN) and the South Asian Association for
Regional Cooperation (SAARC), as well as
prominent NGOs, the private sector and other
partners.

50. The Region has strengthened its
engagement in partnerships and multi-
stakeholder forums, including: the Asia-Pacific
dengue partnerships; the measles initiative; the
global alliance for vaccines and immunization;
the partnership for maternal, neonatal and
child health; the interagency group on
adolescent health;, the global health workforce
alliance; and national (country-specific)
partnership forums. It also organized
partnership meetings for neglected diseases,
kala-azar and mental health.

Public relations and media
51. Strategic communication is becoming an
intrinsic part of WHO’s technical programmes.
There is increasing concern about emerging
diseases and the occurrence of emergencies and
disasters, as well as greater interest evinced by
the media. While at WHO headquarters a new
department was established for communications,
at the regional level, the Bangladesh country
office was supported in recruiting an
information officer. Furthermore, the capacity
of the Regional Office was  strengthened to help
meet the increased information demands.

52. Member countries have, at key governing
body meetings, voiced their concern about the
need to enhance country capacity in
communication/media skills to better articulate
health concerns to the media. In the light of
the threat of an impending AI pandemic, they
have also specifically asked for training in risk/
outbreak communications for senior ministry
of health staff. However, the challenge is to
create and strengthen the human resources for
communication, both at the Regional Office and
country offices. Dedicated communication
professionals at the country level can provide
ongoing media skills to WRs and ministry of
health counterparts, and also build and
maintain ongoing contact with the media. The
Regional Office has been interacting with WRs
and country counterparts to emphasize the
importance of this strategy.

53. At the Regional Office, a coordinating
group for media advocacy was set up under
the chairmanship of the Deputy Regional
Director, to serve as the in-house resource for
enhancing communication efforts and to
provide a coordinating mechanism for planning
media and advocacy actions. Training modules
for staff working in communications at WHO
country offices were produced by the WHO
Collaborating Centre, Indian Institute of Mass
Communications.

54. In close collaboration with WHO
headquarters, four communication dialogues
were held across regions to form the basis of
the WHO global communication strategy. The
strategies were discussed and defined at the
annual meeting of information officers in
Cairo, Egypt in February 2007. They will have
a bearing on further refinement of the regional
communication strategy.
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55. A training-of-trainers workshop in
outbreak communication for ministry of health
spokespersons, country training focal points
and WHO communication focal points was
conducted. The next step is to follow up with
similar workshops at the country level and for
desktop workshops to be conducted with
journalists at country and regional levels. The
Regional Office provided media response
throughout the year, particularly on AI
outbreaks in some countries and dengue and
chikungunya outbreaks in India. It also
provided media outreach for the Regional
conference of ministers of health and agriculture
of Asian countries on AI, held in New Delhi.

WHO’s presence in countries
56. Many countries in the Region formulated
new country cooperation strategies (CCS)
during the year. New CCSs were used for joint
planning to ensure that the programme budget
(PB) 2008-2009 and its operational plans were
aligned with country needs and the comparative
advantages of WHO. Following up on the
previous strategy to delegate more authority to
country offices, the Regional Office reviewed
country operations to ensure accountability and
strengthen administration and management.

57. Formulating the CCS provides an
opportunity to review the work of WHO in

Country capacity in communication/media skills is being enhanced for promoting public awareness about health issues.
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each country and determine WHO’s strategic
agenda for the next four to six years. Most
countries of the Region developed CCSs more
than four years ago and needed new
documents, especially for PB 2008-2009
planning. During the year, nine countries
undertook CCS reviews and most of them
produced new CCSs. This process involved
extensive discussions between the country
offices and ministry of health counterparts, as
well as between the Regional Office and
headquarters, and with key country
development partners.

58. The CCS missions assisted the country
teams in finalizing their CCS documents with
a sharper analysis of WHO’s work and a more
focused strategic agenda. The new CCSs are
being widely disseminated at all levels through
country or global CCS launchings, wide
distribution of CCS documents and special CCS
presentations by WHO Representatives in the
Regional Office.

59.  During the first half of 2007, joint
planning for PB 2008-2009 was emphasized
to promote better Regional Office support for
country programmes in line with country and
regional priorities. A major event was the
“country days”, at which each country
attended a special two-day session in the
Regional Office to discuss plans for PB 2008-
2009. All countries sent representatives from
ministries of health, along with the WHO
Representative, to strengthen the involvement
of Member countries in joint planning. The
country days highlighted the special needs of
each country and identified issues for follow-

up in the planning process. Joint planning led
to workplans with more focused expected
results and a commitment for follow-up
support from the Regional Office during
implementation.

60. With the emphasis on delegation of
authority to WRs to improve effectiveness and
efficiency at the country level, the
implementation of this policy was assessed in
the period under review. Missions were sent to
all countries and a senior consultant reviewed
the delegation of authority in selected countries
of the Region. Key constraints in country work
and proposed solutions that are being put in
place were identified.

61. Substantial budget increases in several
countries, due to voluntary contributions (VC),
highlighted the importance of the management
and administrative work of WHO Represen-
tatives. This was recognized in the Regional
Director’s meeting with WRs in November
2006 and a follow-up meeting on this issue
was conducted in June 2007. Specific
recommendations and action points were
identified to improve the capacity of WRs to
meet these new challenges.

62. WHO’s country presence is facing new
challenges due to increased VC funding and
requirements of Member countries involving
new funding mechanisms such as the global
fund and GAVI. More efforts will be needed to
strengthen WHO’s country presence, both with
governments and key heath development
partners, in order to maximize WHO’s
assistance to Member countries.
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7
General management

Human resources
1. WHO’s human resources (HR) function is
a key element in fulfilling the Organization’s
mandate and commitment to its Member
States. During the period under review, the HR
function provided strategic support to the
Region’s decentralization policy and
implementation of country-focus initiatives.
Emphasis was on enhancement of managerial
and administrative capacities of country offices.
HR policies, processes, practices and systems
were reviewed regularly for continuous
improvement.

2. Recognizing that contractual arrangements
are a central element of HR management, the
Regional Office and country offices are
preparing for the implementation of
contractual reform in July 2007 through
workshops and hands-on training. The new
contractual arrangements will help alleviate the
phenomenon of long-term temporary staffing

arrangements within the constraints of WHO’s
funding realities, introduce equity among staff
and reinforce accountability.

3. A new policy on awards and recognition
was implemented in the Region to recognize
the commitment and creativity of individual
staff to achieve the goals of the Organization.
Increasingly, efforts were made to introduce
flexibility in post management in order to
respond to rapidly changing technical
programme needs. At the same time, emphasis
was placed on transparency and account-
ability in management processes. In this
context, the Region implemented a revised job
evaluation tool and organized a United
Nations interagency workshop on integrated
job design and evaluation to enhance
knowledge and skill in using this tool.

4. A streamlined recruitment policy was put
in place to enable the Organization to hire and
deploy staff efficiently for projects of limited
duration.
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5. Twenty-five new professional staff
members were appointed/reassigned to the
Region during the reporting period. As of 30
June 2007, only one Member country of the
SEA Region was underrepresented, while four
were overrepresented, under the Organization’s
geographical distribution criteria. The gender
distribution of professional staff in the Regional
Office and country offices is shown in Figure 7.1.

6. As of 30 June 2007, the total staff
strength of the Region was 509, consisting of
132 international professional (P), 35 national
professional officers (NPOs) and 342 general
service staff. The SEA Region has a diverse
professional workforce, with 40 nationalities;
61 of professional staff come from this Region.
The staffing strength of the Region has grown
gradually over the last three years, as
illustrated in Figure 7.2.

7. As part of the continuing efforts to
strengthen country presence, maintain
technical excellence in the field and manage
increased activities due to decentralization at
the country level, 13 new professional and NPO

posts were established with extrabudgetary
resources during the reporting period. In
addition, the services of 104 temporary staff
(68 professionals, 4 consultants, and 32 NPOs)
were provided to technical programmes. Strong
human resources support was provided to
major projects like Polio Eradication,
Tuberculosis and HIV/AIDS through special
services agreements (SSAs). By the end of June
2007, 1622 SSA holders were engaged to
support national health projects in Member
countries.

8. In order to provide enhanced support to
country offices, staff development and learning
(SDL) activities were focused on six priority
areas: (1) management and leadership; (2)
building core competencies; (3) technical skills
development; (4) managerial and adminis-
trative skills and competence; (5) induction of
new staff; and (6) improving learning
excellence. A regional SDL Plan is being
implemented in this regard.

Male
84, 66%

Female
43, 34%

Male
92, 70%

Female
40, 30%

As of 30 June 2006 As of 30 June 2007

Figure 7.1: Professional staff gender distribution in the
SEA Region (30 June 2006 vs 30 June 2007)

Source: WHO/SEARO
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Source: WHO/SEARO



THE WORK OF WHO IN THE SOUTH-EAST ASIA REGION 89

9. In order to improve operational efficiency,
strengthen results-based management and
effectively decentralize authority and
responsibilities, a global management system
(GSM) is being developed. While the Regional
Office’s HR team contributed regional inputs
and perspectives into the development of GSM,
efforts were continued to enhance the utility
of existing systems in order to streamline and
simplify HR processes and procedures. The
organizational chart of the Regional Office is
contained in Annex 1.

Budget and financial management
10. The Regular Budget (RB) working
allocation for the 2006-2007 biennium is US$
97.46 million for the Region, which compares
favourably with the 2004-2005 allocation of
US$ 93.15 million. The current working
allocation represents 98.1% of the approved
Regular Budget for 2006-2007, with the
Director-General withholding 1.9% (US$ 2.3
million) to provide for the inability of some
Member States to pay their assessments. The
increase in the budgetary allocation was
distributed as per the criteria agreed upon
during the Fifty-eighth session of the Regional
Committee held in Colombo, Sri Lanka in 2005
to ensure preferential treatment for countries
in the greatest need, while also ensuring that
each country in the Region got some additional
funding. The ratio of distribution of RB funds
between countries and the Regional Office was
maintained at 75% to 25%, respectively.
Compared to other regions, the SEA Region
allocates the highest proportion of its RB funds
to countries.

11. The Fifty-eighth World Health Assembly
in May 2005 approved changes to the financial
regulations effective 1 January 2006 that have
a significant effect with regard to recording of
income and expenditure. The income can now
be recorded when the donor agreement is signed,
thus enabling immediate programme
implementation without waiting for actual
receipt of funds. For recording of expenditure,
the new financial regulations now follow the
delivery principle, i.e. obligations due to be
delivered within the biennium will be treated as
expenditures. These changes apply to all funds.
Special attention is being paid to ensure that the
work is completed and delivered on time.

12. Extrabudgetary funding (EB) to the Region
has grown steadily and now stands at US$ 246
million. This figure is likely to increase further
by the end of the biennium (Figure 7.3).

13. Polio eradication continues to be the
largest EB-funded programme in the Region.
Other programmes receiving significant
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contributions are tuberculosis, emergency
preparedness and response, epidemic alert and
response and HIV (Figure 7.4).

14. As of 30 June 2007, the programme
implementation stood at 76% in Regular Budget
activities. Some challenges are expected since this
is the first biennium under the new “delivery
principle”. With improved communication and
a proactive approach, it is expected that 100%
implementation of Regular Budget funds will
be achieved by the end of the biennium. The
expenditure figures for 2006-2007 for all
sources of funds as of 30 June 2007 are shown
by country and the Regional Office and by Areas
of Work in Annexes 2, 3 and 4.

15. The Regional administrative officer’s
network, established to strengthen adminis-
trative capacity in country offices, continued
to facilitate communication and sharing of
experiences among administrative officers

(AOs) towards enhancing their contribution to
the work of the Organization in the Region.

16. Support to country offices continued to
be provided to help build their capacity for
efficient, transparent and effective financial
management of programme implementation.
Training programmes for country office staff
were conducted to brief them on various topics
including new financial regulations, the fraud
prevention policy, the accountability
framework, phasing out of local cost subsidy
with the introduction of direct financial
cooperation and the maintenance and timely
submission of imprest returns.

Informatics and infrastructure
services
17. A Regional information and commu-
nications technology (ICT) strategy was
developed to increase staff productivity,
facilitate information-sharing, empower WHO
staff and Member countries to use ICT for
improving health outcomes and cope with
increasing ICT demands. WHO recognizes that
information and communication strategies are
a resource that can contribute to the health of
all people.

18. Millennium Development Goal 8, to
“develop a global partnership for development”,
Target 18 emphasizes wider access to ICT as a
means of achieving the MDGs. WHO plays a
vital leadership role, pursuing improved
outcomes for health, particularly for the
poorest populations. A regional e-health
strategy is being developed to promote

IVD
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EHA
11%

CSR
8%

HIV/AIDS
8%

Others
11%

Figure 7.4: Programme EB Allocation,
2006-2007

Source: WHO/SEARO
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appropriate adoption of ICT to help improve
the health situation in Member countries of
the Region.

19. WHO initiatives for improving health
outcomes were supported by providing ICT
advice, products and services to Member
countries as and when requested. Examples
include a needs assessment study for tele-
education services in Nepal and an ICT training
programme for three districts in Sri Lanka. ICT
kits for field activities were developed for
emergency preparedness. A complete ICT

infrastructure was established and the strategic
health operations centre (SHOC) room was
designed for communicable diseases surveillance
and response (CSR) sub-unit in Bangkok and
connectivity provided to the CSR sub-unit in New
Delhi (NICD) to link them with the Regional
Office.

20. Continued support was provided to
Member countries on the application of the
geographical information system (GIS). The
web-based SEARO integrated data analysis
system (SIDAS) was further enhanced to meet
additional user requirements, especially from

Strategic Health Operations Centres (SHOC) at Delhi and Bangkok were connected through ICT infrastructure with the SHOC
room at the Regional Office.
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the Ministry of Public Health, Maldives. A
training programme was conducted in
September 2006 for atoll-level officials to
strengthen the data management system for
communicable diseases. Most atolls are now
using the system for maintaining their daily
surveillance data.

21. An Executive Board discussion forum is
being developed to enable WHO management
and Executive Board members to collaborate
and coordinate effectively. It will soon be rolled
out for Member countries. Decentralization of
web development to the country offices was
promoted for strengthening the capacity of
country offices for knowledge- and
information-sharing. Web sites are now
available for ten country offices in the Region.

22. The ICT infrastructure and services were
further strengthened in the Regional Office and
country offices to empower WHO staff to
better respond to the needs of Member
countries. Following are some of the
achievements:

• Video conferencing facility is functional
in nine WR offices;

• A common e-mail domain (searo.who.int)
was implemented in 7 out of 11 country
offices towards establishing a coherent
image of WHO in the Region;

• Nine out of 11 country offices are now
connected to the GPN;

• All WR offices have secured access to
the Regional Office and headquarters’
Internet as well as corporate data
applications.

• An accountability framework for
increased delegation of authority was
established and country cooperation
strengthened.

23. WHO is embarking on a large-scale reform
of its administrative and management systems
through the global management system project
(GSM). Contributions in this respect were
provided to headquarters for the development
of GSM and cross-functional collaboration was
undertaken between country offices and the
Regional Office.

24. As a next step, ICT Strategy and e-health
strategy initiatives will be implemented in the
Region to guide the work of ICT organization
for the next MTSP (2008-2013). ICT
knowledge and expertise in WHO will be
further applied to promote better health in
Member countries.

Procurement services
25. Procurement services continued to
facilitate timely and effective supply and
logistical support for avian influenza, the WHO
global programme on eradication of
poliomyelitis, the DOTS programme and other
technical programmes. They provided rapid
response during emergencies. Vaccines and
relevant accessories amounting to US$ 2.5
million were provided expeditiously to DPR
Korea during the measles epidemic in the
country.

26. In order to rationalize and augment
procurement procedures at the country level,
hands-on training on the WHO procurement



THE WORK OF WHO IN THE SOUTH-EAST ASIA REGION 93

database were arranged at the Regional Office
for relevant country staff. The WHO global
web buy system was implemented in Member
countries with appropriate training. This will
reinforce and simplify the global WHO
procurement procedures at the country level
and make them more transparent. It will also
facilitate the generation of procurement
requests at the project/country level, with
functional and pragmatic specifications.

27. During the reporting period, the overall
supplies for Member countries and the Regional
Office amounted to US$ 24.57 million. Of this,
US$ 2.64 million were spent using Regular
Budget funds and US$ 21.93 million using
other sources of funds. Procurement using other
sources of funds included purchases made for
individual countries on reimbursable basis,
amounting to US$ 1.74 million.

28. Reimbursable procurement requisitions
were received for drugs, vaccines, diagnostic
test kits, water purifying chemicals, vehicles,
office equipment, personal protective
equipment, etc. India, Nepal and Sri Lanka were
supported for procurement under the
reimbursable mechanism. Figure 7.5 represents
the procurement percentages by major
categories of supplies in the SEA Region.

29. As part of preparedness for avian
influenza pandemic, the Regional Office
procured personal protective equipment and
Oseltamivir. A stockpile was arranged for all
WHO staff. The Regional Office also procured
these items for other UN agencies and related
government departments as part of avian
influenza pandemic preparedness and response
efforts.

General support services
30. Administrative services focused efforts in
support of the Regional Office and country
offices during the period under review.
Particular attention was given to the long-term
strategy for the maintenance of working space
for staff in the face of an aging inventory and
rising prices. The drafting of a capital master
plan, to be linked in mid-2007 with the
regional infrastructure plan, was considered
pivotal in providing the appropriate
environment to support the work of the
Regional Office and country offices.

31. The key activities completed during the
period under review included:

• Major renovations of the main
conference hall in the Regional Office,
which were completed in the fourth
quarter of 2006.

• A reorganization and renovation
programme of office space was piloted

35%
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Informatics and office
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Literature

Figure 7.5: Procurement percentages for major categories
of supplies in the SEA Region

Source: WHO/SEARO
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in the fourth quarter of 2006 with the
complementary goals of achieving
greater space efficiency, improving
working conditions and increasing
productivity.

• Work continued with regard to
rationalizing the quantity of stored
documents with the systematic
application of record retention
schedules to working documents. This
work was completed in the second
quarter of 2007.

• Discussions were initiated in Indonesia
and Myanmar to explore the
possibilities of moving WHO country
offices to UN Common Premises.

Field security services
32. A number of security initiatives were
implemented in order to help maintain the safety
and security of staff throughout the Region.
These activities included security support to
various high-level meetings and visits, as well
as physical compound security upgrades which
were implemented in the Regional Office in New
Delhi.

33. During the period under review, support
to country offices was provided by way of
security awareness training and review of
security and evacuation plans, location site
surveys and general country security
assessments. Recognizing the importance of

timely and accurate security information
relating to country offices, a system was
developed to ensure that such information was
delivered to appropriate persons. An emergency
staff contact system (ESCS) was also put in
place, which forms part of the Regional Office
emergency response plan (ERP). The ESCS
enables the emergency response coordination
team (ERCT) to account for WHO staff in the
event of an emergency.

Regional medical services
34. Increasing attention is being given to value-
added health strategies for disease prevention
and proactive health promotion and education,
with the ultimate objective of optimizing the
health and well-being of staff in the Region.

35. In an effort to scale up the UN system
response and promote the WHO policy on HIV/
AIDS in the workplace, a training programme
was conducted for 1200 UN and 250 WHO
staff members. A plan to extend training to all
recognized dependants, particularly adolescents
of staff was also initiated.

36. A staff contingency plan for an influenza
pandemic was prepared for the Regional Office
and technical guidance given to country offices
and the common UN system.

37. Common UN staff counselling services
were initiated through stress orientation and
management workshops.
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Annex     2
Budgetary implementation, 2006-2007

by country/intercountry/Regional Office (Activities)
Regular Budget

(as of 30 June 2007)

 Expressed in US $

*After HQ budget withholding

Committed

Member State Allotted*

Disbursement
Unliquidated
obligations

Total

% Uncommitted %

Bangladesh 6 480 000 2 662 684 1 444 709 4 107 393 63 2 372 607 37

Bhutan 1 949 900 1 436 395 164 174 1 600 569 82 349 331 18

DPR Korea 2 985 200 1 626 925 370 970 1 997 895 67 987 305 33

India 9 791 400 4 148 593 3 476 109 7 624 702 78 2 166 698 22

Indonesia 3 646 500 1 993 579 548 516 2 542 095 70 1 104 405 30

Maldives 1 338 800 792 778 212 948 1 005 726 75 333 074 25

Myanmar 5 163 900 3 202 214 967 139 4 169 353 81 994 547 19

Nepal 4 719 500 3 441 749 796 975 4 238 724 90 480 776 10

Sri Lanka 2 655 600 1 318 272 689 954 2 008 226 76 647 374 24

Thailand 3 336 920 1 744 068 1 345 440 3 089 508 93 247 412 7

Timor-Leste 571 500 274 940 73 671 348 611 61 222 889 39

Country Total 42 639 220 22 642 197 10 090 605 32 732 802 77 9 906 418 23

Intercountry/Regional OfficeIntercountry/Regional Office 1 600 000 610 749 147 873 758 622 47 841 378 53

SEAR Total 44 239 220 23 252 946 10 238 478 33 491 424 76 10 747 796 24
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Annex     3
Budgetary implementation, 2006-2007
by country/intercountry/Regional Office

Extrabudgetary funds
(as of 30 June 2007)

 Expressed in US $

Committed

Member State Allotted

Disbursement
Unliquidated
obligations

Total

% Uncommitted %

Bangladesh 20 499 651 10 220 416 3 171 189 13 391 605 65 7 108 046 35

Bhutan 233 552 90 346 34 288 124 634 53 108 918 47

DPR Korea 10 159 246 6 210 864 1 412 887 7 623 751 75 2 535 495 25

India 67 219 031 40 856 118 11 381 309 52 237 427 78 14 981 604 22

Indonesia 52 292 165 31 158 566 6 535 312 37 693 878 72 14 598 287 28

Maldives 690 920 539 246 17 224 556 470 81 134 450 19

Myanmar 14 127 430 6 905 419 2 465 419 9 370 838 66 4 756 592 34

Nepal 10 321 714 5 781 740 1 869 759 7 651 499 74 2 670 215 26

Sri Lanka 3 687 496 2 243 497 457 057 2 700 554 73 986 942 27

Thailand 2 360 942 1 327 220 211 284 1 538 504 65 822 438 35

Timor-Leste 641 267 459 166 49 831 508 997 79 132 270 21

Country Total 182 233 414 105 792 598 27 605 559 133 398 157 73 48 835 257 27

Intercountry/Regional OfficeIntercountry/Regional Office 64 103 176 24 823 752 10 950 213 35 773 965 56 28 329 211 44

SEAR Total 246 336 590 130 616 350 38 555 772 169 172 122 69 77 164 468 31
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Annex     4
Budgetary implementation, 2006-2007
by area of work (in descending order)

All sources of funds
(as of 30 June 2007)

Expressed in US $

*Activities only

Committed

Regular budget* Other sources
Total

Areas of work

Disbursement
Unliquidated
obligations

Unliquidated
obligations

Immunization and vaccine development 691 909 267 946 959 855 65 144 589 13 065 678 78 210 267 65 836 498 13 333 624 79 170 122

Tuberculosis 711 827 221 815 933 642 16 915 356 8 578 720 25 494 076 17 627 183 8 800 535 26 427 718

Emergency preparedness and response 439 796 131 208 571 004 16 004 501 2 358 353 18 362 854 16 444 297 2 489 561 18 933 858

Epidemic alert and response 1 072 547 629 930 1 702 477 9 556 309 4 757 075 14 313 384 10 628 856 5 387 005 16 015 861

HIV/AIDS 808 988 389 607 1 198 595 10 960 497 3 286 171 14 246 668 11 769 485 3 675 778 15 445 263

Communicable disease prevention and
control

800 612 183 366 983 978 3 192 428 1 236 603 4 429 031 3 993 040 1 419 969 5 413 009

Health system policies and service delivery 2 453 301 1 453 712 3 907 013 309 141 267 563 576 704 2 762 442 1 721 275 4 483 717

Malaria 738 110 222 572 960 682 2 147 625 1 348 247 3 495 872 2 885 735 1 570 819 4 456 554

Human resource for health 2 371 236 1 184 751 3 555 987 404 378 115 097 519 475 2 775 614 1 299 848 4 075 462

Surveillance, prevention and management
of chronic, noncommunicable diseases

1 855 701 932 582 2 788 283 600 60 732 61 332 1 856 301 993 314 2 849 615

Child and adolescent health 1 053 523 383 479 1 437 002 802 888 585 213 1 388 101 1 856 411 968 692 2 825 103

Making pregnancy safer 1 146 871 534 210 1 681 081 681 706 288 552 970 258 1 828 577 822 762 2 651 339

Health and environment 1 087 991 472 220 1 560 211 331 693 191 138 522 831 1 419 684 663 358 2 083 042

Tobacco 596 273 307 206 903 479 565 656 571 683 1 137 339 1 161 929 878 889 2 040 818

Essential medicines 1 053 776 470 830 1 524 606 311 716 102 942 414 658 1 365 492 573 772 1 939 264

Health information, evidence and research
policy

987 520 339 313 1 326 833 423 249 86 523 509 772 1 410 769 425 836 1 836 605

Health promotion 644 405 360923 1 005 328 85 822 190 126 275 948 730 227 551 049 1 281 276

Reproductive health 203 676 107 203 310 879 681 934 235 236 917 170 885 610 342 439 1 228 049

WHO's core presence in countries – – – 813 572 327 032 1 140 604 813 572 327 032 1 140 604

Knowledge management and information
technology

782 899 196 116 979 015 102 254 47 259 149 513 885 153 243 375 1 128 528

Mental health and substance abuse 402 616 310 214 712 830 144 627 240 315 384 942 547 243 550 529 1 097 772

Policy making for health in development 608 638 218 323 826 961 26 355 82 217 108 572 634 993 300 540 935 533

Essential health technology 525 285 92 166 617 451 226 660 67 147 293 807 751 945 159 313 911 258

Nutrition 411 562 110 521 522 083 110 648 50 449 161 097 522 210 160 970 683 180

Violence, injuries and disabilities 350 078 143 113 493 191 111 743 68 219 179 962 461 821 211 332 673 153

Food safety 369 458 178 983 548 441 77 457 33 972 111 429 446 915 212 955 659 870

Health financing and social protection 270 663 151 096 421759 56 062 94 582 150 644 326 725 245 678 572 403

Human resources management 6 616 3 263 9 879 380 610 139 110 519 720 387 226 142 373 529 599

Direction 292 153 81 760 373 913 – – – 292 153 81 760 373 913

Communicable disease research 205 309 83 308 288 617 43 923 13 616 57 539 249 232 96 924 346 156

Gender equity, women and health 69 335 45 655 114 990 12 416 60 608 73 024 81 751 106 263 188 014

Governing bodies 126 765 21 855 148 620 – – – 126 765 21 855 148 620

Infrastructure and logistics 113 507 9 232 122 739 (10 065) 5 594 (4 471) 103 442 14 826 118 268

Total 23 252 946 10 238 478 33 491 424 130 616 350 38 555 772 169 172 122 153 869 296 48 794 250 202 663 546

Total Disbursement
Unliquidated
obligations

Unliquidated
obligations

Total Disbursement
Unliquidated
obligations

Unliquidated
obligations

Total
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Annex     5
List of acronyms

ACT artemisinin-based combination therapy
AFHS adolescent friendly health services
AI avian influenza
APDP Asia-Pacific Dengue Partnership
APSED Asia-Pacific Strategy for Emerging Diseases
ART antiretroviral therapy
ASEAN Association of South-East Asian Nations
ASRH adolescent sexual and reproductive health
BGI Bloomberg Global Initiative
CBI community-based interventions
CC collaborating centre
CCS country cooperation strategies
CCPDM Consultative Committee on Programme

Development and Management
CDC Centers for Disease Prevention and Control
CIDA Canadian International Development

Agency
CSDH Commission on Social Determinants for

Health
CSR communicable disease surveillance, outbreak

alert and response
CST-SAWA country support team – South and West Asia
DALYs disability-adjusted life years
DEC diethyle carbamazine
DFID Department for International Development
DPAS diet, physical activity and health
DOTS directly observed treatment, short-course
EAC Expert Advisory Committee
EAP Expert Advisory Panel
EB extrabudgetary
ENCC esssential newborn care courses
EPR emergency preparedness and response
ERCT emergency response coordination team
ERP emergency response plan
ESCS emergency staff contact system
FCTC Framework Convention for Tobacco

Control
FERCAP Forum for Ethical Review Committees in Asia

and the Western Pacific Region

FETP field epidemiology training programme
FHI Family Health International
FTSRs fellowship termination of study reports
GAVI Global Alliance for Vaccines and

Immunization
GAELF Global Alliance for Elimination of Lymphatic

Filariasis
GBV gender-based violence
GCP good clinical practice
GDF global drug facility
GDP gross domestic product
GFATM Global Fund to fight AIDS, TB and Malaria
GHPSS global health professional students surveys
GIS geographical information system
GPW general programme of work
GSPS global school personnel surveys
GSM global management system
GTN global training network
GTZ Deutsche Gesellschaft Für Technische

Zusammenarbeit
GWH gender, women and health
GWHN Gender, Women and Health Network
GYTS global youth tobacco survey
HeLLIS health literature, library and information

services
HFM healthy food markets
HIS health information system
HINARI Health Inter Network Access to Research

Initiatives
HIV human immunodeficiency virus
HRH human resources for health
HSS health systems strengthening
IAAH International Association of Adolescent

Health
ICT information and communication

technology
IEC information, education and

communication
IGNOU Indira Gandhi National Open University
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IHR international health regulations
ILO International Labour Organization
IMCI integrated management of childhood

illness
IMNCI integrated management of neonatal and

childhood illness
IMSEAR index medicus for South-East Asia Region
INGOs international nongovernment

organizations
IPA International Paediatrics Association
IPPF International Planned Parenthood

Foundation
IVM integrated vector management
JE japanese encephalitis
JMP joint monitoring programme
LEM leprosy elimination monitoring
LF lymphatic filariasis
MCA multicountry activity
MDR multidrug-resistant
MDA mass drug administration
MDGs millennium development goals
MNH maternal and newborn health
MoH ministry of health
MTSP medium-term strategic plan
NCDs noncommunicable diseases
NGO nongovernmental organization
NICD National Institute of Communicable

Diseases
NIPPP national influenza pandemic preparedness

plan
NML National Medical Library
NTPs national TB control programmes
PB programme budget
PHI public health initiative
PLWHA people living with HIV/AIDS
PTS proposal tracking system
RB regular budget
RCH reproductive and child health
RDTI Regional Directory of Training Institutions
PRSP poverty reduction strategy paper
RRT rapid response teams
RTAG Regional Technical Advisory Group
RTI reproductive tract infection
SAARC South Asian Association for Regional

Cooperation

SAFOG South Asian Federation of Obstetricians and
Gynaecologists

SEA South-East Asia
SACOSAN South Asia Conference on Sanitation
SEARO Regional Office for South-East Asia
SDL staff development and learning
SEA-ACHR South-East Asia Advisory Committee on

Health Research
SEANMEIN South-East Asia Nursing and Midwifery

Education Institution Network
SGP small grant programme
SHOC Strategic Health Operations Centre
SIDAS SEARO integrated data analysis system
SPDAP strategic plan for prevention and control of

dengue in Asia-Pacific
SPP strategic partnership programme
SSA special services agreements
STI sexually transmitted infection
TB tuberculosis
TDR Tropical Diseases Research
TEACH-VIP training, educating and advancing

collaboration in health on violence and
injury prevention

UNICEF United Nations Children’s Fund
UNDAF United Nations Development Assistance

Framework
UNFPA United Nations Population Fund
UNGA United Nations General Assembly
UNGASS United Nations General Assembly Special

Sessions
UOSR utilization of fellows’ services report
USAID United States Agency for International

Development
USEPA United States Environmental Protection

Agency
VC voluntary contributions
VCRC Vector Control Research Centre
VRC Virtual Resource Centre
WEDC Water, Engineering and Development Center
WHO World Health Organization
WKC WHO Centre for Health Development, Kobe
WRs WHO representatives
WSP water safety plan
WTO World Trade Organization
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