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INTRODUCTION 

As we approach the end o f  the 20th century, i t  i s  evident that countries in the South-East Asia 
Region o f  WHO have made considerable progress towards health for all (HFA) by the year 2000. 
Even though some countries are not able to achieve the health-for-all targets set for the year 2000, all 
countries continue to strive towards heulthfor a//, and this timeless aspirational goal remains valid for 
the next century. 

Over the last 16 years, the HFA strategies formulated by Member States have been 
periodically monitored and evaluated. In 1982 a common framework and format was developed to 
assist Member States in collecting, collating, analyzing and using relevant information for the first 
monitoring o f  progress. This framework has been regularly improved, for the first evaluation in 1985, 
the second monitoring in 1988, the second evaluation in 1991, the third monitoring in 1994, and the 
third evaluation in 1997. 

Countries have recently completed the third evaluation o f  the progress o f  implementation o f  
the strategy for health for all by the year 2000. The results o f  this third evaluation wi l l  provide 
national authorities with useful insights into the present situation in the country in relation to their 
HFA strategies, and wil l  assist them in planning for the future. 

This regional report o f  the third evaluation follows the outline o f  the common framework and 
i s  divided into eight chapters. Chapters 1 and 2 deal with trends in policy and socioeconomic 
development. Chapter 3 addresses health and the environment, while Chapter 4 focuses on health 
resources. Chapters 5 and 6 address the development o f  health systems and health services, while 
Chapter 7 reviews the trends in health status. The final chapter sutnmarizes the conclusions about the 
progress made and identifies issues that have emerged during the evaluation process. Chapter 8 also 
attempts to define a vision for the future and the strategies needed for health development. 

A set o f  indicators was developed in 1981 as a tool to be used in monitoring and evaluating 
the HFA strategies in the countries. This set includes health policy indicators, social and economic 
indicators. and indicators o f  the provision o f  health care and health status. including the quality o f  life. 
Such indicators provide yardsticks whereby progress can be compared, both within and between 
countries. For the third evaluation, three groups o f  indicators were used: (i) indicators that are directly 
linked with the original global HFA commitments and targets approved by the 34th World Health 
Assembly (WHA) in 1981, (ii) indicators related to subsequent WHA resolutions, and (ii i) indicators 
that are useful for monitoring other aspects o f  health development. Tables for each country with the 
data submitted in the national reports of the third evaluation are provided in the Annex to this report. 



1. TRENDS IN POLICY DEVELOPMENT 

The ten countries which comprise the WHO South-East Asia Region exhibit great social, 
cultural, political and econornic dib'ersity. Most countries have changed their policies o f  centrally 
controlled economies to the more open-market-oriented policies witnessed in the world today. 
Emphasis is now being given to decentralization and to greater involvement o f  people in managing 
their own affairs. 

Economic development has progressed at different rates in the countries. While Thailand's 
economy has progressed fairly rapidly, several other countries have shown only modest growth. Five 
countries in the Region are classified as least developed countries (LDCs), and approximately 40% o f  
the Region's population are below the poverty line. 

A l l  Member States have recognized that health is vitally important to socioeconomic 
development. This has given health a central place in the overall development processes o f  all 
countries. Health policies are now oriented towards providing equitable services to all people through 
the primary health care approach. Trends in policy development are discussed in greater detail in 
Chapter 5, section 5.1. 

Bangladesh has endorsed the policy o f  according priority to health sector development as an 
integral part o f  overall socioeconomic development. The government has also accorded priority to the 
formulation o f  a national health policy. Emphasis is on a decentralized management system and 
people's participation at all levels in development activities. More attention is to be focused on 
mothers and children. Steps are also being taken to promote private sector investments in health. 

In Rhutan sustainability has been the key consideration in all national development strategies 
and policies. I t  has been realized that this can only be achieved through meaningful community 
participation in development activities. Health and education are accorded the highest priority. 
However, lack o f  sufficient financial resources and insufficient human resources are major 
constraints. 

I n  DPR Korea the state policy i s  based on the philosophical principle that "man is the master 
o f  everything and decides everything". This 'man-centred' state policy guarantees the successful 
implementation o f  the national HFA strategy. 

In 1983 India formulated and adopted an overall national health policy with a main focus o f  
formulating an integrated and comprehensive approach to future development o f  health services. 
Under this broad policy, specific national policies have been adopted to address problems such as 
environment and development (1992), nutrition (1993), population (1994) and an action plan for 
children (1992). Additional national policies on the empowerment o f  women and aging have also 
been prepared. The present health system, however, s t i l l  faces gaps with regard to access, efficiency, 
effectiveness and quality o f  care. 

The major emphasis since the second HFA evaluation in Indonesia has been on the 
developnient o f  human resources. The Ministry o f  Health is encouraging greater private sector 
involvement in the health sector, especially in the expansion o f  private hospitals. Increased attention 
is being given to poverty alleviation. Emphasis has shifted from centralized to decentralized 
managemcnt wit11 special attention being given to district and municipal levels. A policy o f  zero 
personnel growth in the public sector has also been initiated. However, this has created problems for 
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the delivery o f  health services in public health facilities. In addition to financial constraints, lack o f  
adequately trained manpower at the local level has hampered decentralization efforts. 

'l'he national health policy in Maldives emphasizes the accessibility and affordability o f  
health care services as well as the i~nprovetnent o f  the health o f  women and other vulnerable groups. 
Preventive health i s  considered a priority. More attention i s  now being given to the development o f  
human resources. According to earlier government policy, the emphasis was on training paramedical 
health workers while medical care was primarily provided by expatriate doctors. Since 1994, 
however, there has been an increasing number o f  Maldivian doctors being trained abroad, and in- 
country training for other categories o f  health workers has been expanded. There has been a shift o f  
emphasis from child spacing to family planning, as the earlier perception that Maldives was an under- 
populated country i s  no longer valid. 

There was a change in late 1988 in the political, economic and social systems inMyanmar. 
A National Health Commitlee chalred by Secretary-I o f  the State Law and Order Restoration Council 
was formed and i s  the highest policy-making body for health matters in the country. Greater 
involvement o f  the private sector and NGOs in health development i s  being encouraged. A national 
population policy was formulated in 1993. A national environmental policy was formulated in 1994 to 
achieve harmony and balance through the integration o f  environmental considerations into the 
development process to enhance the quality o f  life o f  all citizens. I n  1996 the health ministry 
formulated new objectives and strategies. The two main objectives are to enable every citizen to attain 
and enjoy full life expectancy, and to ensure that every citizen is free from disease. The major 
constraint in the implementation o f  health policies i s  the lack o f  adequate financial resources. 

Following the initiation o f  a multiparty system inNepal in 1990, a National Health Policy 
(NHP) was developed. One o f  the main objectives o f  this policy was to enhance the health status o f  
people in rural areas who then comprised 90% o f  the total population. The NHP aimed at 
development o f  the health sector from the perspective o f  both service delivery and administrative 
structure o f  the health system. The health component o f  the Eighth Five Year Plan has been 
developed in line with the NHP. Slow economic growth, lack o f  skilled manpower, poor 
infrastructure development, difficult terrain and limited involvement o f  the private sector and NGOs 
are some o f  the major constraints. 

A major political change in Sr i  Lanka occurred with the establishment o f  an executive 
presidency in 1978. Significant administrative decentralization came about with the introduction o f  
provincial councils in 1989. Further decentralization took place in 1991 with the establishment o f  
divisional secretariats under the provincial councils. As a result o f  the pursuance o f  a social welfare 
oriented state policy over the last five decades, Sri Lanka has made outstanding achievements in the 
education and health status o f  her people. There have so far been no negative influences on the 
national HFA strategies arising out o f  government policies. Recently, a new national health policy has 
been developed and a Presidential Task Force has been constituted to develop a strategic framework 
for its implementation. The overall policy o f  the state, particularly with regard to health and social 
welfare, has remained fairly consistent and stable, even though there have been changes o f  
government at regular intervals. 

Since 1961 Thailand has implemented its development programmes through successive five- 
year plans. These plans have focused mainly on encouraging GDP growth, with the assumption that 
the benefits resulting from this growth would trickle down to disadvantaged areas and sectors in 
society. The focus o f  the eighth five-year plan, however, has changed. I t  aims at a slower annual 
growth rate o f  the GDP with increased stress on human development and social improvement. The 
target is to reduce the poverty level from 13.7% in 1992 to 10% by the year 2001. 
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2. TRENDS IN SOCIOECONOMIC DEVELOPMENT 

2.1 Economic trends 

Al l  countries o f  the Region have niaintained steady economic growth. The extent o f  this 
growth, however, varies from country to country, and i s  influenced by the changing political and 
socioeconomic environment. 

The 1990s witnessed a tremendous upsurge in the cross-border exchange o f  goods, services, 
private finance and investment. This has resulted from the liberalization policies adopted by countries 
and the increasing involvement o f  the private sector in development. Per capita income, a widely used 
indicator o f  the standard o f  living, has increased in all Member States, but the differences among 
countries are striking. The GNP per capita in Nepal in 1994 was US $200, while that o f  Thailand was 
US $23 17 in 1995. 

I t  is encouraging to note that every country in the Region considers the social sector, 
including health, important. There have also been concerted efforts to address the issue o f  poverty 
within the context o f  the challenging and changing economic environment. Overall, the Region has 
witnessed strenuous efforts for economic development. while trying to ensure that such endeavours 
do not adversely affect public financing and social spending. 

However, inequities exist. Health services provided by the public sector are still not adequate, 
and poverty continues to restrict access to private health services in most countries. Unemployment i s  
another factor which contributes to inequity. Such inequities are seen both among and within 
countries, and wi l l  require focused attention in all development activities, including health 
development. in the next century. 

In Bangladesh there has been a slow but steady increase in per capita GDP, from US $217 in 
1991 to US $254 in 1995. The annual growth rate o f  the GNP rose from 3.56% in 1991 to 4.86% in 
1995. Almost half o f  the population i s  classified as poor. 

Until 1985 the economy o f  Bhutan was dominated by agriculture. Following the 
commissioning o f  the Chukha Power Project in 1988, the GDP experienced a growth rate o f  6.8% per 
year. The GNP per capita increased from US $1 I 0  in 1988 to US $470 by 1995. Unemployment i s  not 
a problem at the moment, although there is some concern that, with the increasing number o f  people 
who wi l l  enter the job market in the future, problems in unemployment may arise. 

'She damage caused by the disastrous floods in 1995 and 1996 in DPR Korea was estimated 
at US $1.7 billion. This was a serious setback to the economic development o f  the country. The GNP 
per capita declined from US $719 in 1994 to US $479 in 1996. The country is attempting to recover 
from this setback as rapidly as possible. 

In India the annual growth rate o f  the GNP increased from 0.5% in 1991-1992 to 7.0% in 
1995-96 with gross domestic savings rising substantially. The percentage o f  the poor, however, has 
increased marginally, from 18.5% in 1991-92 to 20.3% in 1992-93. The government has accorded 
high priority to poverty alleviation programmes and the public distribution scheme has been 
streamlined to cover the poorer sections o f  the population. 

Tlic GNP in Indonesia has shown a steady annual growth rate o f  a little over 7%. while the 
GDP per capita has grown from US $694 in 1992 to US $1023 in 1995. The proportion o f  the poor in 
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the country declined from 13.9% in 1992 to 11.7% in 1995. The government has provided grants to 
poor villages under i t s  poverty alleviation programmes. 

Myanmar changed its ecr)nomy to a markct oriented system in late 1988 and introduced 
reforms which included dcccntraliration, encouragement o f  private sector development, abolishment 
o f  price controls and reduction o f  subsidles. With these reforms the economy showed a slight 
recovery o f  2.3% during the period 1989.92. klowever, between 1992 and 1996 there was a marked 
improvenient in econonlic growth, averaging 8.2% per year. 

Since the second evaluation. the economic trend in Nepal has not been very encouraging. The 
average growth rate of the GDP from 1992-93 to 1996-97 i s  estimated at 4.8%, and approximately 
40% o f  the population live below the poverty line. 

Sr i  Lanka has maintained a moderately high growth rate since the second HFA evaluation. 
The real GDP growth rate was 5.5.% in 1995 compared to a rate o f  4.6% in 1991. The unemployment 
rate was estimated to be around 12% in 1995 compared to 13.8% in 1991. Increased migration for 
foreign employment has contributed to easing the pressures on the labour market. 

Thailand has recorded fairly high economic growth during the last four to five years, with an 
average annual growth fate o f  around 7.8%. The industrial and service sectors have expanded rapidly 
and their annual growth rates during the last five years averaged 12% and 10% respectively. The per 
capita income increased from 2100 baht in 1961 to 68,000 baht in 1995, a 32-fold increase. However, 
wide disparities exist among regions in the country, with the per capita income o f  the people in 
Bangkok and neighhouring provinces being about 12 times higher than that in the north-east. 

2.2 Demographic trends 

The Region is faced with the problem o f  a relatively small land area and a considerable 
proportion o f  the world's population - 5% o f  the global land mass supporting nearly 25% o f  the 
world's population. The population in the Region increased by 60% between 1970 and 1995. Though 
the crude birth rates in all countries have declined, the fall in crude death rates has also been marked. 
This has resulted in a continued increase in population. I t  is projected that the population wi l l  increase 
from the present 1.4 billion to 2 billion by the year 2020 - an addition o f  almost 43%. 

The decline in vital rates has also resulted in a substantial change in the population age 
structure (Figure 1). The proportion o f  population under 15 years o f  age declined from 41.5% in 1970 
to 35% in 1995 and is projected to decline to 24.9% by 2020. At the same time, the proportion o f  the 
elderly population (65 years and above) increased from 3.5% in 1970 to 4.4% in 1995 and wi l l  reach 
6.9% by 2020 (Figure 2). The dependency ratio1 wi l l  show a corresponding decline. The relative 
increase in the economically productive age group wi l l  provide a larger workforce in many countries. 
which could in turn improve economic production. 

1 The dependency ratio is the ratio of the young ( 4 5  years) and the elderly (65 years or more) to the 
economically productive age group (15-64 years). 



SEAIRC'SOI I 3  Add. l 
Page 6 

Figure 1: Regional trends in age composition of the population 

Sourca UN. The Sex and Age DisWOoUoo o lme World PopulaDons, The 1994 mdsion 

Figure 2: Population aged 65 years or more in SEAR countries 
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Figure 3: Regional trends in urbanization 
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This changing age structure o f  the population wi l l  have an impact on the provision o f  health 
care to the people. The increase in the proportion o f  the elderly wi l l  bring with i t  the attendant 
problems o f  chronic, degenerative and metabolic diseases. The increase in the 15-61 years age group 
wi l l  bring with i t  a correspo~~ding increase in reproductive health problems. Health planners wil l  need 
to consider such issues when developing health policies and plans. 

Another important change that is being seen in varying degrees in all countries o f  the Region 
is the rapid migration o f  the population from rural to urban areas (Figure 3). This migration o f  people 
to the cities in search o f  better employment opportunities i s  taking place in a disorganized and 
uncontrolled tnanner. Urban centres are unprepared for this large influx often resulting in a 
breakdown o f  civic amenities such as proper housing. clean drinking water and sanitary disposal o f  
waste. Urban health services are in most instances stretched to their limits in their attempts to provide 
health care to this burgeoning population. 

A few countries (Bangladesh, India, Myanmar, Nepal, Sri Lanka and Thailand) have 
witnessed an influx o f  refugees both within the country and also from neighbouring countries. The 
provision o f  food. shelter and other amenities as well as health care services to these displaced people 
places an additional burden on the already limited resources. 

There has been very little migration into SEAR countries except in Thailand. However, there 
has been a large exodus o f  workers from Bangladesh, India, Sri Lanka and even from Thailand in 
search o f  better employment opportunities, especially to Singapore and countries in the middle-east. 
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2.3 Social trends 

Poverty is a widespread plienorneno~~ in the Region (Figure 4). Reducing poverty wil l  reqi~irc 
1ilstt.r cconomic growth and a quicker reductio~~ ill population growth rates in the Region, as well as 

more equitable distribution of income within countries. Poverty alleviation programmes have been 
implemented in most countries, and can be grouped into three categories: (i) programmes providing 
opportunities for income generation through self-employment, public employment and employment in 
rural industries (e.g. in Sri Lanka). ( i i )  programmes which enhance the capacity o f  the poor in terms 
o f  skills and assets by providing education, training and access to credit (e.g. in India). and 
( i i i )  programmes which provide basic needs such as health care, nutrition, housing and sanitation (e.g. 
in Nepal). 

Though poverty levels in most countries have been gradually declining, disparities within 
countries and inequities in income distribution are increasing. In Thailand the gap in the per capita 
income level between the top and bottom 10% o f  the population widened from 17 times to 38 times 
between 1980 and 1992. Forty-seven percent o f  the population in Bangladesh live below the poverty 
line, co~~suniing less than 2122 kilocalories per day. and 30% are reported to live ill "hard core 
poverty" with less than 1805 kilocalories per day. 

Figure 4: Poverty levels'as reported by selected SEAR countries, 1988-95' 
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Figure 5: Adult literacy rates in SEAR countries, 1983-96' 
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SEAR countries are becoming increasingly aware of the important role of women in today's 
world. More and more women are emerging from their traditional roles of homemaker and are 
actively participating in areas as diverse as politics, education, medicine, law and business. However, 
women continue to occupy a secondary position ill  the home and community in several countries. as 
reflected by low fe~nale literacy levels (Figure 5). 

The literacy rates in Bangladesh are among the lowest in the Region. While the rate was 
50.5% for niales in 1995. it was only 35.9% for females. 

The literacy rate in Bhutan has been steadily increasing over the years and was estimated to 
be 54% in 1995. Though this is low compared with some other countries of  the Region, it represents a 
substantial increase from tlic 1980 level of 23%. Constraints to improving literacy include an acute 
shortage of teachers at ;ill levels. The government has launched a non-formal education progranirne 
aimed at adults and school drop-outs. The topography of the country poses problems in coordinating 
social services to rural cominunities, and, to overcome this. constructio~i of roads and improve~ne~its 
in teleco~nmunications are being accorded high priority. 

DPR Korea reported a literacy rate of 100% for both males and females in 1996, a rate which 
has been maintained f r  the last several years. The country reports that there is no gender 
discrimination and that womcn now account for 5 1 %  of the labour force. 

India is witnessing an increasing involve~nent of  women in many diverse fields. However, 
especially in rural and backward areas, women still have a subordinate social status both within and 
outside the family. Low education levels and lack of  vocational skills further impede their 



SEA/RC50/13 Add. l 
Page I 0  

involvement. The female literacy rate is estimated to be 39%. The country has embarked upon many 
innovative programmes to provide training to women for employment and also to provide credit 
facilities to poor won1en. The integrated child developmcnt services (ICDS) project is  a uniqttz 
programme directed at providing an integrated package o f  health, nut r i t io~~ and cducation services to 
childrcn below six years as well as to pregnant and nursing women. With World Bank assistance. this 
project i s  aimed predominantly at the tribal and backward areas in four states. 

Female literacy rates in Indonesia have continued to increase. from 74.5?' in 1986 to 81.4% 
in 1995. The increasing female literacy has been an important factor in the decline o f  birth rates and 
infant mortality rates. More job opportunities are also now available to women. To further improve 
adult literacy, learning packages for non-formal groups have been developed. 

'fhough both male and female literacy rates are high (over 95%) inMaldives. participation o f  
women in the labour force is low, particularly in the atolls. Establishment o f  women's committees in 
the atolls, creation o f  a national women's council, and the establishment of a Ministry o f  Women and 
Social Welfare underline the commitment o f  the government to enhance the empowerment of women. 

The female literacy rate in Myanmar i s  71.3%. Myanmar i s  one o f  the ten countries 
participating in a UNESCO project in skill-based literacy for women. 'Though primary education is 
not yet compulsory. there i s  nearly universal enro l~ne~~t  at the primary level. 

Literacy rates are extremely tow in Nepal - the total literacy rate in 1995 was 40%. Only 23% 
o f  females are literate. Efforts are being made to improve the social sector through the establishment 
o f  women's development and poverty alleviation programmes. 

I'he thrust ~f thc ovcrall statc policy of Sri Lanka has been on social development as 
reflected in the relatively high level of resource allocation for education, health and other social 
welfare sectors. The gender gap in education has narrowed. In fact, although the number o f  females 
enrolled in primary education in  1988 was 93 for every 100 males, i t  was 106 for every 100 males at 
the secondary level. 

Thailand has made strenuous efforts to improve the educational level o f  the people, and its 
literacy rates are among the highest in the Region. Primary education is  compulsory and ill 1995 the 
enrolment rate was 97.7%. The rate o f  enrolment in secondary education countrywide rose to 93.7% 
in 1995. tlowever, in spite o f  all the opportunities provided for higher education, 81% of the working 
population had completed only primary education. The government i s  now considering extending 
compulsory education from six to nine years. 

2.4 Food supply and nutritional status 

Providing adequate nutrition to the people i s  one o f  the most formidable challenges in the 
Region. The major nutritional disorders in the Region include protein energy malnutrition and 
micronutrient disorders such as iodine deficiency, vitamin A deficiency and iron deficiency anaemia. 
Countries have taken meaningful steps to address these disorders and there has been a decline in their 
prevalence. 

Recognizing the magnitude o f  the problem, global goals for the year 2000 were set following 
the World Summit for Children in 1990 and the International Conference on Nutrition (ICN) in 1992. 
These goals are to ( I )  reduce severe and moderate malnutrition among under-five children by half o f  
the 1990 level, (2) increase the percentage o f  newborns having an adequate birth weight (2500 grams 
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or more) to 909'0, (3) reduce to less than 10% or v i r t~~a l l y  eliminate iodine deficiency disorders, 
(4) virtually eliminate vitamin .4 deficiency arid its consequences including blindness, and (5) reduce 
iron deficiency anaemia. A l l  countries in the Region have provided national updates on their 
nutritional situation ('fable I ). 

Trends in the nutritional situation 

Birth weight i s  an important indicator o f  nutritional status. However, i t  must be remembered 
that low birth weight may be related to other causes or conditions including malaria and endemic 
goitre. Only DPR Korea and Thailand report acceptable birth weight proportions higher than the 
global goal o f  90%. Indol~esia, Maldives and Sri l.;aka report proportions ranging between 80% and 
89%. Ilowevcr, i t  should be noted that birth weights arc mostly taken from hospital records since 
nationwide community data arc olten not available. llence there may be some bias in these data since 
not all births occur in hospitals. 

Though the estiniated prevalence o f  underweight children has declined in some countries, 
over 79% o f  the world's ~nalnourished children live in South-East Asia. Countries which have 
successf~~lly improved the nutritional status o f  their populations have done so by targeting 
interventions at vulnerable pop~~lation groups, mohilizing resources and incorporating a nutrit~on 
component in rural development programmes. 'I'here has also been strong political commitment for 
the promotion o f  breast-feeding, nutrition education and health promotion in these countries. 

Awareness o f  the ill effects o f  iodine deficiency disorders (IDDs) has led to advocacy for 
universal salt iodization in almost all countries o f  the Region. This has proven to be successful in 
reducing the prevalence o f  IDDs. For example, in Bhutan the I D D  prevalence was reduced from 
64.5% in 1983 to 14% in 1996, and in Thailand from 19.3% in 1989 to 5.6% in 1995. The estimated 
proportion o f  households consuming adequately iodized salt ranges from 8% in Maldivesto 100% in 
Bhutan. 

There i s  evidence that severe forms o f  vitamin A deficiency are decreasing worldwide, 
especially in some parts o f  Asia such as Indonesia and Thailand. Thailand, which identified vitamin A 
deficiency as one o f  i t s  major nutritional problems in the period 1977-1981, reported that by 1995 
xerophthalmia was no longer a public health problem. Through the Nutritional Blindness Prevention 
I'rogramme (NBPP) in Bangladesh. children under one year o f  age are given vitamin A during their 
three contacts with the health services for immunization. The annual average mass supplementation 
coverage rate during four years o f  implementation has remained above 80%. In lndo~iesia the 
prevalence o f  vitamin A deficiency declined from 1.2% in 1986 to 0.3 % in 1995. This decline i s  
attributable to a firm national policy with a well-defined goal for nutrition improvement, public health 
awareness and knowledge about the consumption o f  carotene-rich foods as long-term measures. 
fortification o f  co~nmonly consumed dietary items with vitamin A for the medium term, and 
supplementation with ~ncgadoses o f  vitamin A as a short-term measure. 

Iron deficiency anaemia, however, has not shown much change over the last two decades 
and is still a major contributing factor to maternal deaths. Adolescent girls, women in the reproductive 
age group, and infants and children are the target populations. The main reasons for the non-decline 
in iron deficiency anaemia are that i t  often remains undetected unless i t  i s  severe, that most countries 
in the Region do not have a national programme for anaemia control, and that i t  receives low priority 
at the policy level. 
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Food supply and food security 

A number o f  countries in the Region have not achieved self sufficiency in food. and in these 
countries 50% o f  households arc reportedly food insecure (Bangladesh, Bhutan, India. and Nepal). 
Seasonal food shortages are common in these countries, while DPR Korea i s  experiencing food 
shortages following recent disastrous floods. Although Myanmar i s  self sufficient in rice. household 
food security i s  reportedly a problem. Countries which have achieved self sufficiency in food are 
Indonesia and Thailand, and Sri L.anka reports self sufficiency in rice. 

The major constraints are related to poverty, socioculti~ral factors, low levels o f  education, 
low purchasing power, and poor community participation in programmes. Vulnerable populations and 
difficult geographical areas are, in addition, not well targeted. 

Countries have taken various measures to ensure the adequacy o f  food and micronutrients for 
their people. A number o f  credit programmes for women and the poor have been implemented in 
order to ensure household income. Nutritional support for primary schools to boost enrolment, 
improve attendance and provide nutrition supplements to primary school children has been initiated in 
some countries. 

Improved nutrition education to increase the consumption o f  vitamin A from natural sources, 
improved food fortification, and distribution o f  vitamin A capsules to high deficiency populations and 
areas have been initiated in some countries. Iodized salt consumption has been improved with 
increasing education, and other foods are being fortified with iodine. I n  addition, iodine capsules have 
been distributed in selected endemic areas. During a SAARC meeting in December 1996, a consensus 
was reached about the need to supply iodized salt to all people in SAARC countries. 

A reduction in iron deficiency anaemia i s  being attempted through increasing nutrition 
education o f  communities about consuming iron-rich foods and iron supplementation for pregnant 
women. To strengthen the programme management capabilities o f  district and local health personnel, 
food and nutrition surveillance systems have been developed in some countries. The main aim o f  
these systems is to generate continuous information on the food and nutrition situation at each level. 

Most SEAR countries have developed national plans o f  action for nutrition with a 
multidisciplinary approach. lmplementatio~l o f  these plans i s  currently receiving due attention from 
the highest levels. In addition, countries are incorporating nutrition interventions in their national 
health plans. National nutrition policies have been adopted in most countries and interventions have 
been redesigned. Emphasis is being placed on the importance o f  energy and micronutrient-containing 
complementary foods. Legislation for salt iodization i s  enforced in most countries and strategies for 
the control o f  anaemia are receiving due attention. 

2.5 Lifestyle 

The improvement in socioeconomic conditions and the emergence o f  an affluent middle class 
have greatly contributed to radical changes in lifestyle, especially in urban areas, in many countries o f  
the Region. Sedentary occupations, changes from a traditional diet to a diet o f  convenience foods rich 
in fat, a higher proportion o f  saturated fatty acids, reduced fibre intake and increased consumption o f  
tobacco and alcohol have resulted in an increase in coronary heart disease, stroke, cancer, diabetes 
mellitus and other chronic diseases - not only in developed countries but also, more ominously, in the 
developirlg world. 
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Al l  SEAR countries have responded positively to the series o f  World Health Assembly 
resolutions calling for rnultisectoral, comprehensive and long-term strategies for tobacco control. 
Planned activities emphasize the various components o f  the Global Plan o f  Action on Tobacco or 
Health (1990-95). National committees have been established in some countries, for example in 
Myanmar, Sri Lanka and Thailand, to provide direction to and coordinate control activities. Advocacy 
initiatives backed by educational interventions and selected legislative actions have also characterized 
the control o f  tobacco use in Member States. Students in DPR Korea are not permitted to smoke, and 
smoking by women is not culturally acceptable. However, consumption among male adults i s  
relatively high. 

Legislation banning smoking in public places has been instituted in the majority o f  countries, 
even though compliance i s  inadequate in some. Collaboration with nongovernmental organizations. 
private institutions and youth and women's groups has helped provide the necessary social support 
network for the implementation o f  control activities, for example in Maldives,where two islands have 
been declared tobacco free. Some countries. including India, Indonesia, Sri Lanka and Thailand, have 
taken action to ban smoking on all domestic and some international flights. Nepal has imposed a tax 
o f  one paisa per cigarette, with the funds collected to be used for the prevention and control o f  
tobacco-related diseases. 

I~ltegrated approaches for tobacco and alcohol control programmes have proved viable and 
effective in countries such as India and Sri Lanka. However, concern about the steady increase in the 
number o f  smokers is well articulated by all countries. Not only has smoking among men seen an 
upward trend for the past five years, significant increases among women have also been observed. 
Consequently, a higher burden o f  diseases related to tobacco use i s  seen in some countries. such as 
India, Nepal and Thailand. 

Although alcohol consumption continues to be a major public health problem in the majority 
o f  Member States, little or no control efforts exist in the Region. Alcollol abuse i s  associated with 
mental health and other social problems, and only a few isolated community-based control 
programmes are operating in lndia and Sri Lanka. 

The lack o f  baseline data on tobacco and alcohol consumption make trend assessment 
difficult and preclude effective design o f  implementation and evaluation activities. Recognizing the 
health and social ra~nifications o f  lifestyles, intensified efforts have been made towards building 
social awareness and initiating legislative measures. Coalitions with the private sector, communities 
and organized groups have been effective instruments to control tobacco and alcohol use. To curb 
consumption rates further, legislative actions including increased taxes on tobacco and alcohol, ban 
on advertisements, and intensive public information and education programmes coupled with 
advocacy, research and partnerships with the production and sale sectors are envisaged. 
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2.6 Summary - Conclusions 

Countries are emerging from traditional agricultural economies to market economies with 
varying degrees of ssucees. AN countries in the Region have registered steady, but in some cases 
slow, economic growth. N is encouraging that the important role ofthe social sectors, including 
health, in developn~ent is being recognized by all countries. 

Povery, however, remains an overriding factor af/ecting development in most countries of 
the Region and is a nraj~~r corrtributor to social inequily. Many irrnovative progranrmesJbrpoverry 
alleviation are being implemented in the courItrie.$. 

The rapid increase in population in the Region is a matter of grave concern. The change in 
the age structure of the population with an increasing proportion of elderly will necessitate 
additional services to address the attendant problems of aging. Rapid and uncontrolled 
urbanization and industrialization impose increased threats to the environment and to the control 
of infectious diseases. Low literacy rates, especially among women, and women's low status in 
many sucieties further impede socioeconomic development in many countries. 

Changes in lrfestyle and the problem of increased violence and substance abuse need 
urgent atrention. In most countries, activities to promote healthier lifestyles have been limited to 
anti-tobacco campaigns. Initiatives on alcohol control need to start now in order to deal with 
alcohol-related health problems m the future. 

Providing adequate nutrition is one of the greatest challenges in the South-East Asia 
Region. Protein enera malnutrition and micronutrient disorders are the major nutritional 
problems and countries are raking meaningfil steps to correct these problems. The declining trend 
in the prevalence ofthese disorders augurs well for the future. 
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3. HEALTH AND ENVIRONMENT 

3.1 General protection of the environment 
(air, water, soil, food safety, housing, workplace) 

Most countries o f  the Region are witnessing rapid development and resultant changes which 
have adversely affected human health and the environment. Uncontrolled urbanization and 
industrialization without adequate pollution safeguards have brought about environmental stress and 
degradation in many countries. Much o f  this degradation has occurred in large cities, where services 
including water supply, housing. food supply, drainage, and disposal o f  liquid and solid wastes have 
not been able to cope with the demand o f  the growing population migrating from rural areas. 
Industrial activities and increased use o f  motor vehicles are major contributors to urban air quality 
deterioration. In rural areas, indoor air pollution from smoke as a result o f  poorly designed cooking 
stoves and inadequately ventilated homes cause respiratory and eye problems in large numbers o f  
women and young children. Increased use and often the misuse or mishandling o f  chemicals cause 
frequent poisonings and accidents. 

While drinking water supply in rural and urban areas has increased considerably, its safety i b  

often not controlled. Proper excreta disposal continues to lag behind in most countries o f  the Region. 
The incidence o f  water-borne and water-related diseases has generally declined, but still remains high 
due to poor hygiene and sanitation practices. causing high morbidity and mortality, especially among 
children under five years o f  age. Concern ahout unsafe drinking water i s  growing in many countries 
where surface and groundwater resources are becoming more polluted from municipal and industrial 
wastes and agricultural pesticides. 

With increased environmental pollution and degradation has come a growing awareness o f  
the problems affecting people's health. The Rio Earth Summit's Agenda 21 has led governments o f  
most SEAR countries to establish national environmental protection councils, commissions or similar 
bodies. often under the highest authority. This has led to the enactment o f  environmental legislation 
and the creation o f  separate environment ministries with technical agencies for pollution control and 
monitoring in a number o f  countries. For example, a National Environment Commission was 
established in 1989 in Bhutan and was made an autonomous body in 1992. 

Many countries have also set national standards for air quality, motor vehicle emissions. 
uater quality, noise and wastewater effluents. I n  a few countries, national food safety policies have 
been established and related legislation enacted or updated. but the enforcement o f  such regulations 
needs strengthening. Concern for occupational health risks from growing industrialization is 
increasing with the general awareness o f  environmental problenls in workplaces. 111 thc National 
llealth Plan formulated for the period 1997-2001 in Myanmar, the environmental health programme 
has foc~r subprogrammes: air and water pollution, occupational health, community water supply and 
sanitation, and food and drug control. I n  the seventh Economic and Social Development Plan o f  
Thailand (1992-1996), guidelines were laid down for solving the critical problems o f  water, air and 
lioise pollution and solid and toxic waste disposal. In this plan, communities have greater authority in 
managing their environmental problems. 

l l i c re  i s  also a growing recognitioi~ that health ministries should develop the capacity to 

identify economic and other policies that impact health status. Many countries are preparing 
intersectoral action plans on health and the environment to better understand and address the 
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underlying causes that are affecting health. Effective implementation o f  such action plans wi l l  require 
collaboration and coordination among various sectors. To address health and environment concerns in 
cities and other human settlements, countries have initiated healthy cities, healthy villages or healthy 
islands programmes that are specilically targeted towards co~nmunity-hascd problem identitication 
and solution. 

Although environmental concerns have grown in importance over the last few years, due 
primarily to the awareness o f  environmental degradation, countries face major constraints in 
implementing environmental health programmes. With few exceptions, most countries lack 
technically skilled personnel and the required institutional framework for promoting and 
implementing such programmes. In addition to institutional and infrastructure constraints, there i s  
often insufficient allocation o f  financial resources fi)r thc development o f  environmental protection 
and management programmes. 

Since protection o f  the environment entails a collaborative approach among the various 
sectors, clear demarcation o f  the responsibilities o f  each sector within a collaborative framework i s  
needed. Overall coordination in planning and monitoring environmental protection programmes is 
also needed i f  environmental q~lal i ty i s  to be improved. 

3.2 Water supply and sanitation 

Countries o f  the Region have reported increases in population coverage with access to safe 
drinking water and sanitation (Table 2).  Water supply coverage increased significantly in rural areas, 
ranging from over 90% in Bangladesh and 80% in Maldives to about 50-60% in Bhutan. India, 
Indonesia and Nepal. llrhan water supply increased marginally, reflecting the difficulties o f  keeping 
pace with rapid population growth in cities. IJrban water supply coverage ranged from over 90% in 
Maldives to about 74.88% in Bhutan. India, Indonesia and Sri Lanka, and about 50-60% in 
Bangladesh and Nepal. DPR Korea reports that the entire population o f  the country has access to safe 
drinking water. With the growing concerns about the biological and chemical quality o f  water 
supplies, a number o f  countries are introducing water quality surveillance and control programmes as 
well as improved operations and maintenance for water supply facilities. 

Although progress in sanitation coverage has been significant, i t  continues to lag behind 
water supply, particularly in rural areas, except in Bhutan, DPR Korea, Indonesia and Sri Lanka. 
Sanitation coverage ranged from 40% to 100% o f  the urban population and from 18% to 100% in 
rural areas. 

Major constraints associated with the provision o f  safe water and adequate sanitation in urban 
areas are the haphazard growth o f  cities, inadequate management o f  municipal services, the large 
investments needed to supply urban areas, and environmental pollution and-degradation affecting 
water quality and quantity. Low awareness o f  the linkages between health and the availability o f  safe 
water and sanitation facilities has also been identified as a constraint. Insufficient financing and 
availability o f  technical skills at the community level continue to affect the progress o f  rural water 
and sanitation coverage. 
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74 
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81 
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18 
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70 

nlr 

42.7 

23 
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75 
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3.3 Summary - Conclusions 

The rapld changes 111 developnlent that ~7re taking plirce in most countries of the Region 
have had an aher.se impact on human health and the environment. Much ofthe environmer~tal 
degradation taking place has occurred in citics. Local government services. such as water supply, 
housing, sanitation, food supply, and liquid and solid waste disposal, have been unable to cope 
with the increasing demands of a rapidly growing urban population. 

Access to drinking water has increased in all countries with greater gains being achieved 
in rural areas than in urban areas where rapid popt~lation growth has been a constraint. 
Considerable progress in sanitation coverage has also been achieved, although not to the same 
extent as in access to safe drinking water, especially in rural areas. However, much still remains 
to be done. The major constraints are rapid urbanization and haphazard growth in urban areas 
and insu~cientf;nancia/resources and technical expertise in rural areas. 

There is greater awareness of the need to protect the environment in order to safguard 
the health of the people. Following the Rio Earth Summit, most governments have created 
separate environment ministries or established environmental protection councils, commissions or 
similar bodies. Protectron of the environment requires a collaborative approach among various 
sectors, and many countries are preparrng intersectoral action plans on health and the 
environment. 
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4. HEALTH RESOURCES 

4.1 Human resources for health 

Countries in the Region have made considerable progress in the development o f  their human 
resources for health (HUH). The absolute arid relative numbers o f  most categories o f  health personnel 
have improved (Table 3). Most countries are examining their HRI I  policies and formulating 
appropriate plans; expanding and strengthening the capacities o f  education and training institutions 
and updating and reorienting the curricula to meet the changing needs o f  the health services. 
Cou~itries continue to make use o f  training resources in the Region to supplement their own incountry 
training opportunities. 

While countries have been paying serious attention to remedy many types o f  imbalances in 
their human resources for health. numerical imbalances still exist in most countries. This is especially 
true in relation to nurses, midwives and many o f  the categories o f  allied health workers. The HUH 
master plans being developed are attempting to redress some o f  these imbalances. 

Recognizing that even minor weaknesses in HUH policies could lead to costly economic 
implications, more and more countries arc including an economic dimension in the formulation o f  
HKH policies and plans. Bhutan, Nepal and Sri Lanka have completed HRH policy analyses using the 
CVffO xuicle 10 policy unu&.sisir und ,fr~rmulu/ion fr~r humuu rr.c.ources f ir  heulrh. Indonesia and 
fliailand are currently undertaking similar exercises. 

I ihuta~i a~ id  Nepal liavc completed their l l R l l  master plans and the master p la~ i  for 
Bangladesh wi l l  be completed this year Maldives and Sri i.anka are also reviewing their health 
personnel requirements and the projected supply. lndia i s  in the process o f  establishing HUH cclls 
along with human resources information systems in eight major States. WHO is assisting Indonesia to 
plan a comprehensive health professionals project that wi l l  address issues related to policies, plans, 
education and utilization. 

Several countries conti~iue to report dil~ficulties with the deployment o f  doctors and other 
personnel to rural and remote areas. tlowever. countries are taking steps to overcome this situation. 
For example, Indonesia has been recruiting doctors. dentists, midwives and pharmacists under a 
contract system since 1990 and has offered different incentives depending on the remoteness o f  the 
work site. Myanmar has instituted statutory requirements for three years o f  consecutive service, 
especially in underserved rural areas. lndia i s  considering several policy initiatives. including 
rcservatio~i o f  postgraduate seats for those with rural scrvice experience. 
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Most countries have also taken steps to increase production o f  certain categories o f  health 
personnel, including voluntary health workers, in order to improve and expand coverage, especially at 
the community level. A few have established new categories o f  personnel and new training 
programmes in an effort to meet the increasing and changing health service needs. For example. 
Maldives i s  now condocting a diploma course in Prirnary Health Care to train middle-level managers 
and Myanmar has established a new institute which offers a bachelors degree in community health to 
prepare Public Health Officers in charge o f  basic health services in peripheral areas. Other countries, 
such as India. Nepal and Sri Lanka, have or are considering establishing courses for training o f  public 
health specialists and health service managers. I n  Sri Lanka. the new programme i s  a one year 
rnaster's level course in medical administration, the graduates o f  which would assume managerial 
positions in the provincial services and hospitals. Myanmar, Nepal and Sri Lanka have established 
baccalaureate nursing programmes and Nepal has initiated a master's level nursing course in order to 
provide nurses with advanced preparation. 

The consortium o f  medical schools in India participating in the project"1nnovative Strategies 
to Change Medical Education" has been expanded to include a further eight schools and continues to 
provide high quality technical guidance to members o f  the network. The Gajah Mada University 
Mcdical School in Indonesia i s  undertaking an experiment to assess the social accountability o f  
medical schools. The model has also been extended to the B.P. Koirala Institute o f  Health Sciences in 
Ncpal. 

While production and deployment have been major issues in countries, human resources 
management i s  o f  equal concern. Bangladesh. Indonesia, Maldives, Myanmar and Nepal cite 
prohlems, such as weak coordination mechanisms, inadequate supervision and little accountability, 
. ~ e a k  controls to ensure work productivity. lack o f  appropriate tools for performance evaluation. 
inadequate quality assurance mechanisms in education and service, and lack o f  or inadequate career 
structures and career development opportunities for health personnel. Countries are expecting to 
address these issues within the context o f  their newly developed HRH master plans and are 
considering structured or comprehensive continuing education systems, health managers training, 
qtrality assurance mechanisms, incentive and motivation schemes and career structures. 

An intercountry project to develop and field test a set o f  relevant and practical performance 
indicators for health personnel has been initiated. A pilot study, which examines the crucial areas o f  
pr~lductivity, accessibility, working conditions, motivation and quality o f  performance, is being 
conducted in Bhutan, Indonesia. Myanmar. Nepal and Sri Lanka. Once the pilot phase is completed, i t  
i s  proposed to promote the relevant aspects o f  the performance assessment methodology in all 
countries o f  the Region. 

The most critical problems affecting human resources for health in the Region revolve around 
the dual facets o f  balance and relevance. A l l  countries are facing the challenge o f  improving quality 
and equity. and making optimal use o f  human resources. A significant factor which has emerged and 
is contributing to the geographical and qualitative imbalance o f  the health work force in most 
countries i s  the ongoing health sector reform, particularly the expansion o f  private health care, with 
resultant competition between the public and private sectors. The imbalances are manifested as 
wastage created by a combination o f  surpluses and shortages, by inappropriate geographical 
distribution. the inefficient mixes o f  the different categories o f  health personnel, and the yet 
inadequately recognized low productivity o f  the health work force. 

Some o f  the other constraints being faced stem from the absence of clearly defined t IRt l  
policies and plans and the lack o f  adequate managerial know-how, particularly at the district level arid 
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below. The tendency of educational institutions to seek "quality" in the abstract, with insufficient 
attention to the real needs of the communities and their limited resources, and the deficiencies cited 
by nearly all countries in training facilities and teaching capability and resources are also constraints. 

4.2 Financial resources for health 

Data on financial resources for health arc scanty in most SEAR countries. However, in spite 
of overall resoilrce constraints, considerable attention is paid to health care in terms of resource 
allccation. Thc proportion of public expenditure on health care out of the total government 
expenditure ranges between 2% and 10% in countries of the Region, with Thailand and Maldives 
spending the most (1:igure 6).  Wl~ile the proportion of investment on health care is less in the Region 
compared to developed countries. it is not insignificant ifcompared with countries at a similar level of 
economic developmcnt. 

Financial resources for health must be viewed in the context of several critical factors. The 
Region contains a high proportion of people below the poverty line. Five SEAR countries are 
categorized as least developed. and several countries are prone to nati~ral disasters. Despite these 
drawbacks, countries in the Region :Ire continuing to maintain and even increase financial resources 
to tlle llealth sector in many innovative ways. and many countries have been able to attract 
considerable resources from donors. 

Figure 6: Total government health expenditure as a percentage of total 
government expenditure, 1993-97' 
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Sourcs Counlry reports on the third evalvallon of the mplemenlalion of HFA rfralegler 19% 

Many countries in the Region have also taken steps toward reforms in health care financing. 
Alternative financing lnechanisms in one form or another are being introduced in most of the 
countries. For example, Myanmar has started user charges in public hospitals and community cost 
sharing for essential drugs in government health facilities. Thailand is contracting out ambulatory 
care, creating urban health centres, and initiating national health insurance schemes. Sri Lanka 
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encourages private clinics and Indonesia has developed autonomous hospital models. Bangladesh i s  
contemplating cost recovery in public hospitals and Nepal has witnessed expansion o f  the private 
sector with the establishment o f  private nursing homes, pharmacies and medical colleges. Bhutanhas 
proposed the creation o f  a large trust fund for health so that the interest generated can ensure 
sustainability o f  hcalth development. specitically for the supply o f  drugs. India i s  encouraging the 
itlvolvement o f  private for-prolit and not-for-profit agencies in the secondary and tertiary levels o f  
health care. At the same time. care i s  being taken to ensure access to health care by all, particularly 
the poorer segments o f  the population, through provision o f  public health services. The private sector 
i s  regulated for greater accountability. 

Financial resources mobilized through alternative mechanisms are, however, minimal at this 
stage, at less than 10% o f  the total recurrent health expenditure. It has therefore become increasingly 
difficult for Member States to meet the unprecedcnted rising costs o f  health care. 

In most countries o f  the Region more than half o f  the total health expenditure occurs in the 
private sector, ranging from 60% to 75%. Yet apart from licensing considerations, policy 
determination is primarily focused on public sector services. This means that detailed information on 
private sector utilization i s  in many cases scanty. While i t  i s  known that this encompasses private 
clinics, private hospitals, drug stores and traditional healers, information on licensing, distribution, 
quality o f  services, costs, etc. is often incomplete and does not come under the legal aegis o f  the 
public health system in most countries. 

4.3 Physical infrastructure 

The physical infrastructure in Inany countries o f  the Region continued to expand, particularly 
at the primary and first rcfcrral levels. A marked expansion was also noted in health care facilities in 
the private sector. as reflected in the increasing number o f  private hospital beds. However. 
maintenance o f  infrastructure appears to be a problem in many countries, and communities are being 
involved in establishing, equipping and maintaining the health infrastructure in some countries. 

In Bangladesh the number o f  health facilities established to provide health services for the 
public, particularly in rural areas. has increased considerably. A more rational, need-based health 
planning process for construction and mai~itenance o f  health facilities involving various stakeholders 
was started. The number o f  union health and family welfare centres increased to 2838, and hospital 
beds to 37,131. Acquiring land, inadcquate funds for maintenance, and lack o f  coordination among 
various infrastructure units are some o f  the problems and constraints. 

Bhutan has established a network o f  27 hospitals at national, regional and district levels. 1 16 
basic health units (BFllls), 14 dispensaries and 454 outreach clinics covering 90% o f  the population. 
Uispcnsaries are being gradually upgraded to BHUs. Telecommunication enables linkages with 
remote hcalth facilities. The emphasis wi l l  now be on improving quality. However, financial and 
material resources for building the health infrastructure are not easily available. 

DPR Korea has a large number o f  hospitals, clinics, and sanitary and epidemiological 
stations distributed evenly throughout the urban and rural areas o f  the country and within easy access 
o f  the population. The severe floods in 1995 and 1996, however, caused considerable damage to 
health facilities in the affected areas, and 860 facilities were destroyed. 

Upgrading the health infrastructure i s  part o f  the national health policy inIndia. The physical 
infrastructure has been strengthened through the establishment o f  additional subcentres, primary 
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health centres and community health centres in rural and tribal areas. Still, a substantial pan o f  the 
infrastructure needs to be cornplctcd. An urban revamping scherne prornotes the establishment o f  new 
health posts. So far 0 3 6  health posts have hccti estahlislied. El'forts are being made to strengthen 
family wclf;rre scrvtccs ill the urbiln slums o f  six cities. tlo\cevcr, financial limitations are inhibiting 
inf'rastructurc devclopnlc~lt. C'om~nunity participation i s  being cncouragcd for thc procurement o f  
~nedical equipment for hospitals. and cost-sliari~lg schc~iies have hecn introduccd tor the maintenance 
o f  health facilities. Shortages in spare parts and trained manpower are affecting the maintenance o f  
medical equipment. More training wi l l  be organized for the maintenance and repair o f  equipment and 
a comprehensive health care technical service wi l l  be developed. 

In Indonesia. ovcr the yelirs, largc investments in health care infrastructure have resulted in 
improved access for both urban and rural populations. ' l l ic highest increase is  seen in the number o f  
hospitals in the private sector. Still, the poorest 20% o f  the population has not benefited, and local 
governments have been persuaded to provide funds for the maintenance of physical infrastructure. 

I n  Maldives the health services infrastructirre continued to be strengthened at all levels. At 
the island level, basic health scrvices are provided by family health workers and traditional birth 
attendants. Since 1994 most atoll health centres have been staffed by doctors and community health 
workers, and a prograrnme to provide inpatient and labour room facilities has been developed. Public 
health units were established at regional hospitals to provide comprehensive preventive and 
promotive health care. flowever. hurnan resource constraints have hampered the development o f  
infrastructure. 

In Myanmar hospitals are being upgraded as part o f  the health policy. However, financial 
limitations and the lack o f  specilic regulations on quality, safety and efficiency hinder 
implementation. Cost-sharing schernes have been introduced and communities are participating in the 
procurement o f  equipment. Shortages in spare parts, manpower and technical facilities are the main 
constraints to improving physical infrastructure. 

In Nepal the emphasis i s  on establishing 'sub' health posts in each village development 
committee (VDC). So far, out o f  3995 VDCs, 2589 suhposts have been established and 600 more wi l l  
be established in 1997. 'This approach has contributed to an improvement in the access to primary 
health care. An agreement has been signed with the World Bank to construct, renovate and 
rehabilitate health facilities below district level. I'he main constraints to efforts to improve pliysical 
infrastructure relate to inadequate resource allocation. lack o f  standard lists o f  fi~rriiture and 
equipment, and lack o f  a supportive information system. 

In Sr i  Lanka a comprehensive network o f  health centres, hospitals and medical institutions 
has already been established and no formal policy exists on further development o f  physical 
infiastructure. flowever, steps have recently heen taken to ensure planned development arid 
maintenance. A ['residential task force has been set up to work on a strategic framework for health 
services and a medium term plan (1998-2002) i s  being prepared. 

Thailand has a well developed network o f  health facilities extending from the central to the 
village level. Community health service stations are the smallest health facilities and are located in 
selected areas, such as hi l l  tribe villages, villages close to international borders and those perceived to 
be at risk. Each subdistrict (tambon) has at least one health cenlrc manned by a rnidwifc and a 
sanitarian. These provide ~nainly maternal and child health services. other preventive and promotive 
services, referral services to the district or provincial level, and supervisory and support services to 
village level workers. Almost 90% o f  districts have a community hospital which provides curative, 
preventive, promotive and rehabilitative services as well as supervisory and technical support to the 
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tambon health centres. Regional and general hospitals provide specialist care and training to medical 
and paramedical workers. 

4.4 Essential drugs and other supplies 

r'he availability o f  essential drugs has been improving in countries o f  the Region as a result o f  
the development and implementation o f  national drug policies. Activities to promote the availability 
o f  essential drugs are coupled with improving the quality, safety and efficacy o f  the drugs and their 
rational use. 

In addition to the development o f  national drug policies and improving essential drugs supply 
and management, all Member States are revising their national essential drugs lists. This facilitates 
the availability o f  essential drugs which are in line with current advances in the areas o f  
pharmacology, pharmaceutics and therapeutics. Production o f  essential drugs i s  taking place in eight 
o f  the ten countries in the Region. 

Tax exemption for the import o f  essential drugs and the introduction o f  generic drug policies 
and price regulations in general, and for essential drugs in particular, are facilitating access to 
essential drugs in many countries. I n  addition to these strategies, the increasing role o f  the private 
sector in the provision o f  health services including drugs is promoting accessibility of essential drugs 
to all citizens in several countries that have introduced cost-sharing mechanisms. Thus public health 
services have become more focused on the sections o f  the population who are less able to fend for 
themselves, while the wealthier sections o f  the population use services from the private sector. 

Collaboration between WHO and countries o f  the Region has been actively progressing in the 
area o f  essential drugs. This has resulted in the development o f  drug action programmes in all SEAR 
countries. Formulation o f  these programmes is  in accordance with the spirit o f  the essential drugs 
concept and the WHO Revised Drug Strategy as endorsed by the World Health Assembly in 1996. 

As a result o f  activities to improve the availability (geographic access) and affordability 
(financial access) o f  essential drugs, the number o f  essential drugs available in a sample o f  remote 
facilities has been improving in most countries. In 1997, Bhutan, DPR Korea, India, Indonesia, 
Maldives, Sri Lanka and Thailand have 60% to 90% availability o f  essential drugs in rural areas at 
public, private or a combination o f  public and private facilities, Myanmar and Nepal have 30% to 
60%. and Bangladesh has less than 30%. 

A common constraint faced by countries i s  the limited government budget for drugs. Added 
to this are insufficient trained human resources and logistic problems. Distribution systems are 
inefficient, are not based on a systematic plan, and do not account for seasonal variations in drug 
requirements relative to epidemiological dtsease patterns. I n  many countries, donor support from 
international agencies such as WHO, UNICEF, the Nippon Foundation, UNDP, Rotary International. 
DANIDA. FINNIDA, NORAD, the World Bank, and KFW from Germany i s  making a significant 
impact on the availability o f  good-quality essential drugs. For improving drug accessibility and 
affordability, financing schemes such as community cost sharing are being implemented in Indonesia, 
Myanmar, Nepal and Thailand, and are being considered in several other countries. 

Actions considered in renewing the health-for-all strategy include ways to increase financial 
support for essential drugs and other supplies, to improve procurement services by proper selection o f  
drugs and to improve logistic support and management o f  drugs. The promotion o f  the rational use o f  
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drugs among health care providers as well as the general public, and strengthening human resources 
through training ill the management ofessential drugs and other supplies are also being considered. 

4.5 International partnerships for health 

Countries ol'thc Region are committed to the goals o f  socioeconomic and health development 
through iriternational solidarity and rn~rtual cooperation. International cooperation in the health sector 
has increased notably in recent years. Countries o f  the Region have made significant efforts to 
expand. strengthen and c~~nsolidate their partnerships for health promotion with the agencies o f  the 
UN system, bilateral and multilateral funding agencies, finatrcial institutions. and nongovernmental 
and other development organizations. 

While an unfavot~rable global aid environment continues to persist, a number o f  positive 
developments have contributed to a conducive environment for enhancement o f  international 
partnerships in the Region in support o f  health development. As an impact o f  the World Summit on 
Social Development as well as WHO's health advocacy initiatives, health i s  increasingly recognized 
as being central to socioeconomic development. This has led to an increased interest among donors in 
supporting the health sector in developing countries. Additionally, ~nultilateral financial institutions 
such as the World Bank and the Asian Development Bank have enhanced their mandate for health 
and social sector financing. These financial institutions have errrerged as potential sources o f  external 
resources for health. Developments such as these have opened up opportunities for the countries to 
expand existing and build up new partnerships on the international front for national health 
development. 

Financial and technical assistance from international development partners has played an 
important role in supporting a wide range o f  national health priorities in the Region. These include 
primary health care, prevention and control o f  AIDS, child health, safe motherhood, reproductive 
health, managerial processes for health development, human resources development, immunization, 
control o f  communicable diseases, environmental health, disability prevention and emergency 
preparedness. A progressive trend has also been observed in governmenmGO partnerships. In most 
countries o f  the Region, both iriternational and national NGOs are increasingly being involved by 
governments in coniplementary roles to support national health development initiatives. 

Geopolitical associations such as SAARC and ASEAN have facilitated cooperation and 
partnerships among countries o f  the Region to address common priority health concerns. Through 
these two associations, countries have collaborated in training, research, disease surveillance, control 
o f  drug abuse, control o f  communicable diseases, and sharing o f  information, expertise and facilities. The 
catalytic role and technical support o f  WHO has rema~ned critically important in building up national 
capacity through regior~al colfah(~ration as well as in promoting international partnerships in health. 

Countries have taken various steps to improve the effectiveness o f  international partnerships in 
health development. These include initiatives for strengthening the capacity o f  health ministries to 
manage and coordinate external aid, improving health information management, developing skills in 
project formulation, amending financial laws and procedures to improve external aid absorption 
capacity, introducing health economics as a planning and management tool, enhancing programme 
monitoring and evaluation capacity and utilizing various types o f  fora for mobilizing external resources. 

However, countries have experienced constraints in maximizing benefits from international 
partnerships due to inadequate health policies, lack o f  a comprehensive framework for analyzing 
health problems and priorities, deficient infrastructure for aid coordination, lack o f  expertise in macro 



SEAIRC50113 Add. l 
Page 28 

and micro analysis o f  health sector finances, differences between donor and government priorities, 
procedural complexities o f  both the donor and recipient countries, low national absorption capacity 
and inflexibility on the part o f  some donors in the wake o f  changed conditions in a country. There i s  a 
need to improve understanding and coordination between the health ministries and other government 
agencics and departrnel~ts directly responsible for aid coordination. There i s  also a need for further 
strengtheriing and streamlining of coordi~iatiorr between governments and NGOs for greater 
complernerltarity o f  activities to support health development. 

4.6 Summary - Conclusions 

Realizing the importance of health in overall development, countries are maintaining and 
sometimes even increasing the allocation offinancial resources to the hedth accfo*. However, with 
the rwid escalation in costs, it is clear that governments alone cannor bear the entire cost o f  
providing health services to the people. ~1terna;vefinancin~ of h@&&e im dna&nn or anothe; 
is being introduced in most countries. Health insurance and cost shwing are SW "of the measures 
being introduced. 

During the last few years, considerable progress has been made by Member States in the 
development of their human resources for health (HRY). The absolute and relative numbers of 
mosr categories of health personnel have improved Most countries, in collaboration with WHO, 
are examining their HRH policies and formulating master p l m ,  payittg pankdar attention to 
remedy the many types of imbalances. The capacities of educatimraif m@ mining ~hstifutions have 
been strengthened 

To improve accessibility to health services. Member States hmta embarked on programmes 
for expansion of the physical infastructure, especially at the primary andjrst rejerral levels. 
Expamion is also occurring in rhe private sector. A major corntMnPk b&n the inadequacy of 
finacial resources. Community participation is being e n c m ~ d  and, hr many countries, 
communittks are active& involved in establishing, equipping rm$?waint&ing ke~i th  care faeiliries. 

37re awifabifity of essential drugs has been improving in r W e s  as a result of the 
development and implementation of national drug policies. Activitkd to mm0te  the availability of 
essential drugs are coupled with improving the Gali@, sgety and s& #the drugs and tke6 
rational use. A common constraint faced by many countries is the limitation of fun&. However, to - - 
overcome this and to improve accessibility and aflordability of essential drugs, Jnancing schemes 
such as community cost sharing are being introduced m several cotwries ofthe Region. 

Countries have also made signifcant efirts to expand. strengrhen and consolidate their 
oarmershios with UN mencies, bilateral and multilateral tiutdin~ amncies. financial instimiions " ., " - . "  
and nongovernmental organizations. That health is central to socioeconorttic development is 
increasingly being recog&ed by the world community and has led to an increased interest among 
donors in supporting the health sector in developing countrtes. ?Re Wmid Bank and Asian 
Development Bank have enhanced their mandate for healrh and s&ial sector @cmcing. Though 
countries have taken measures to improve the effective#ess of i n t e p n a p i o n d ~ h i p s ,  several 
constraints stin exist in maximizing the benefits of theseparmer~hzps. WBO is working closely with 
countries in the Region to strengthen national capacities fbr aid rtegotiation, management and 
coordination. 



SEAIRCSOI13 Add.1 
Page 29 

5. DEVELOPMENT OF THE HEALTH SYSTEM 

5.1 Health policies and strategies 

Profound political. socioeconomic. demographic and epidc~niological changes are taking 
place in the Region. Thcsc have led to the review o f  hcalth policies, initiation o f  various types o f  
reforms in the health sector. and redefinition o f  health strategies. The actions taken by countries to 
develop appropriate polices and strategies, the significant changes in health policies and strategies, 
and the main constraints encountered in these processes are analyzed below. 

tlealth for all has continued to be the principal policy goal and primary health care the main 
approach for its attainment. I'olitical commitment to I IFA and t l ~ e  free provision o f  preventive and 
promotive care, particularly for the poor, has aimed at improving the health status o f  the people in an 
equitable manner. More attention has been paid to underserved populations and backward areas. 
Countries are now incorporating components which address the various determinants o f  health in 
their health policies and plans. Within this framework. health development i s  perceived as an integral 
part o f  overall socioeconomic development. 

While priority has been accorded to ensuring universal accessibility to primary health care, 
there i s  also emphasis on the quality o f  services. The P I K  infrastructure i s  being expanded in some 
countries such as Nepal, Bhutan and India, while other countries such as Sri Lanka and Thailand have 
entered the phase o f  consolidation. Expansion attempts to cover unserved or underserved areas and 
people, while consolidation i s  directed towards upgrading, rationalizing and strengthening the existing 
infrastructure in order to make it more accessible, effective and efficient. Some countries are 
undertaking both phases at the same time. 

Since most governments are no longer in a position to provide free care to meet the increasing 
health needs o f  growing populations, policy actions are being taken to encourage, and at the same 
time regulate, the growth o f  privatized health care. This wi l l  ensure that private services complement 
those o f  public health facilities, and that scarce public resources can be focused on vulnerable groups. 
New and innovative health insurance schemes are also being introduced. The escalating costs o f  
allopathic health care have also led to approaches to optimize the use o f  indigenous medical 
practitioners. 

Decentralization o f  health care services has ~roeressed in manv countries. includine India. . - - 
Indonesia, Nepal and Sri Lanka. Decentralization o f  health planning, management and budgeting has 
brought health services nearer to the people and promoted community involvement in these processes. 

I n  view o f  the severe consequences o f  poverty on health, countries have strengthened 
programmes for basic minimum needs, food for work, employment guarantees and collateral free 
credit, among others. Countries i r ~  the Region that have lagged behind in education, particularly o f  
females, are now taking measures to improve the situation. For example, Bangladesh has recently 
reoriented i t s  education policy and made education for girls free up to class eight. 

Government outlays for PHC activities have been increased in many countries, particularly 
for immunization, health education, maternal and child health, malaria control and family planning. In 
the face o f  noncommunicable diseases assuming public health importance, efforts are being made to 
increase public awareness about the health risks o f  a sedentary lifestyle and the consumption o f  
tobacco and alcohol, and facilities for the early detection o f  breast cancer, diabetes, etc. have been 
expanded. 
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5.2 lntersectoral cooperation 

Al l  countries in the Region have maintained their commitment to the promotion o f  
intersectoral action for health. Social mobilization efforts undertaken for carrying out national 
immunization days (NIDs) have been especially successful. Social mobilization on this massive scale 
has been possible at least partly because o f  the involvement o f  the community, NGOs, the private 
sector, donor agencies and the media. 

The national nutrition and population councils in Bangladesh are chaired by the Prime 
Minister, and an interministerial steering committee for urban primary health care has recently been 
formed. There are intersectoral coordinating committees at district and thana levels, and workshops 
and briefing meetings forjoint action are conducted. 

In Bhutan the Planning Ministry and the District Administration facilitate intersectoral 
coordination at the national level. Efforts are continuing to extend coordination from the districts to 
the community level. 

In DPR Korea there i s  close cooperation between the health and other sectors since health is 
considered the responsibility o f  the whole nation. Thus, health authorities are involved from the 
planning stage through implementation in new development projects. 

An integrated district level planning process involving all sectors has been introduced in 
India. However, difficulties arise in a number o f  circumstances, including irrigation schemes which 
increase the risk o f  malaria, industrial emissions which cause environmental pollution, and where the 
goals o f  the tobacco industry counter those o f  the health sector. Action i s  being considered to 
augment leadership and managerial training for the promotion o f  intersectoral action 

Joint efforts in Indonesia to implement the global strategy on AIDS and the campaign against 
polio reflect a promising trend in intersectoral collaboration. This trend has also been observed in 
water supply and sanitation projects as well as in the promotion o f  mother-friendly hospitals. 
Coordination committees at district level are encouraged. However, the attitudes o f  the different 
sectors towards health development and lack o f  appreciation o f  private sector and NGO involvement 
hamper intersectoral action. 

In Maldives the importance o f  intersectoral cooperation is being realized, particularly to 
address environmental issues and disadvantaged groups. Current efforts involve the Ministry o f  
Women's Affairs and Social Welfare, the Ministry o f  Education, and the National Security Services, 
among others. 

A national health committee in Myanmar with representation from six ministries meets every 
three months. Workshops were conducted during 1995 and 1996 in all regions o f  the country to 
strengthen intersectoral cooperation. The role o f  national and international NGOs i s  being recognized. 
The main constraints are weak linkages between the national health committee and the regional and 
subregional levels, and the absence of nionitori~ig mechanisms. Action taken to address these 
problems i s  focused on encouraging and promoting the participation o f  NGOs and the private sector. 
and building management capacity for monitoring and evaluating intersectoral cooperation. 

'The National Planning Com~nission in Nepal has assumed a leadership role in intersectoral 
collaboration for health development. The private sector i s  being involved in programmes for disabled 
populations, and NGOs and other soc~al organirations are involved in disaster preparedness. The 
Ministry of tlousing and Physical Plannilig and the Ministry o f  Population and Environment arc 
addressing health issues in their interventions. The main constraints faced in improving intersectoral 
cooperation are lack o f  workplans, policy guidelines and information systems. 
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In Sri Lanka the health policy and the National Health Council continue to emphasize 
intersectoral ac t io~~.  New actiori plans have beer1 drafted for protection o f  the environment and 
prevention of environmental pollution. Actions taken for effective and appropriate intersectoral 
cooperation i~~c lude the c\tablisllment o f  :I separate secretariat for NGOs and task forces to address 
specific liealtli prt~hlc~iis. such ns nutrition and cancer col~trol. Ilowcver. n;~tion;~l plannil~g and 
decision making proccsscs are s t i l l  primarily sectoral. with inadequate allocation o f  resources and 
lack o f  criteria. indicators and int'or~nation systems to measure the impact o f  intersectoral 
collaboration. New strategies for intersectoral collaboratio~~ mainly focus on an integrated approach to 
rural developrnent and decentralization o f  administration. 

Thailand actively promotes coordination among the different sectors when for~i~ulat ing 
devrloprnent progriinllnes. Data sets fro111 the basic ~ i i i n i~num needs (HMN) programme are used in 
planning processes. Wliilc the data are used at the community level for planning, they are also sent to 
the provincial and higher levels for resource allocation. 'These data sets are updated and revised every 
five years. I n  addition, primary health care is included as a subject in the curricula o f  primary and 
secondary schools. 

5.3 Organization of the health system 

The organization o f  the health systems in most countries o f  the Region i s  undergoing a 
process o f  change to improve coverage, efficiency and effectiveness. One o f  the main strategies in the 
reorganization process i s  the decentralization o f  health planning and management functions. I n  
addition, the establishment o f  effective referral systems i s  receiving attention in most countries. 

The health and f i~mi ly planning departments in Bangladesh have been brought closer at tlie 
district (tliana). union and community levels with services at each level being delineated, tlowever, a 
functional referral systcrn has not yet been worked out. Fee-fbr-service charges are being 
contemplated with concessions for the poor. Priority i s  being given to matertial and child care, and an 
interministerial committee has been formed to look into reorganization o f  the health and population 
sector. 

In Bhutan the commitment to primary health care and tlie emphasis on equity are maintained 
by the provision o f  health care through a network o f  outreach clinics and basic health units (BHlJs). 
Medical officers arc I I ~ W  available at all district hospitals. with specialization at regional and national 
levels. Management is being decentralized to place the BHUs and the district liospital directly under 
the control o f  the district administrator. 

The household doctor system in DPR Korea has been developed from tlie earlier section 
doctor system. In addition to the original eight elements o f  PHC. the government i s  considering 
additional elernents, including protection o f  the health o f  the elderly, and rehabilitation and 
management o f  patients suffering fiom chronic diseases. I'lierc i s  a well organized referral system in 
the country. 

The emphasis in the eighth plan in India is on improving access for underserved and 
underprivileged populations. State health projects are directed at optimal performance o f  the primary, 
secondary and tertiary health care infrastructure, and building up o f  appropriate referral services. The 
Child Survival and Safe Illotlierliood Progrrimrne priori t i~ed the upgrading o f  existing materrial health 
facilities by establishing first referral units in 213 selected districts o f  the country with essential 
equipment and staffing to handle maternal complications and obstetric emergencies. l'he selected 
districts are mainly those with liigli maternal mortality. The main constraint faced in efforts to 
improve the organization o f  the health system i s  that states have only recently addressed this problem. 
Shortages in specialist medical posts and in certain categories o f  paramedicals are also constraints. I n  
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addition, the private sector and NCiOs have not been adequately involved. Organizing a more 
sustainable health system would involve policies and strategies which are targeted towards specific 
health needs o f  the community rather than population-based norms. Public-private partnerships and 
the simplification o f  administrative procedures are also being considered. 

I n  Indonesia a National Health Advisory Council was established in 1994 to advise the 
Minister o f  Health on national health policies. This council also helps to strengthen intersectoral 
coordination. Decentralization is being further pursued. Health care at the primary level was 
strengthened by the appointment o f  village midwives. Health centre doctors are being appointed on a 
contracti~al basis to cover remote rural areas. A renewed referral system i s  being developed, with the 
emphasis on decreasing infant and maternal mortality, and the second level o f  local government wil l  
be strengthened. I n  1996, to increase local autonomy, district and provincial health offices were 
reorganized and various legislative actions taken to ensure effective and appropriate organization o f  
the health system. The main constraint is the lack o f  clarity regarding authority between the provincial 
and district levels. 

In Maldives the former three-tiered health system (island, atoll, central) has been changed to 
a four-tiered system (island. atoll, regional and central). I n  addition, the government is working to 
ilnprove the efficiency and quality of thc health system through appropriate management refornis. 

In Myanmar the Department o f  tlealth i s  mainly concerned with the provision o f  health care 
in the country. Various categories o f  hospitals come under the medical care division, while primary 
health care is the responsibility o f  the division o f  public health. A t  the township level, the township 
medical officer i s  responsible for both preventive and curative care. Vertical programmes for 
communicable disease control have been integrated into basic health services. Laboratory services 
have been expanded and every township hospital has a laboratory where facilities for the 
identification o f  pathogens by culture are available. The health services in border areas are being 
strengthened. The National tlealth Plan (1993-96) provides for the establishment o f  an effective 
referral system in 15 townships. Since 1993, the national health policy encourages alternative health 
care financing, including a revolvi~lg drug fund and fee-for-service and user charges. Exemption 
mechanisms have been introduced for the poor. 

Changes in the organization o f  health scrvices in Nepal have been geared to improve access 
through strengthening o f  outreach services. A national outreach service programme was initiated with 
female MCH workers, village health workers and female community health volunteers posted at the 
village development committee level. To ensure the appropriate and effective organization o f  the 
health system, the Ministry of Health has developed and adopted a district health system approach. A 
mechanism for the coordination o f  NGOs, bilateral donors and other agencies with the government 
sector i s  being developed. Various cost-recovery schemes have been introduced in the health services. 
The main constraints relate to the present organizational structure which does not fully support 
decentralization in terms o f  decision making, financing, planning and management. In addition. 
:lvailahle human resources cannot realistically fulfi l l  current staffing norms. There i s  also an absence 
nf an effective and efficient referral system. and tertiary services are often established without 
necessary feasibilily studies. Actions envisaged to renew the HFA strategy in these areas include 
reviewing the organizational structure to ensure support for decentralization. defining responsibility at 
all levels. establishing clear functional relationships between different levels, and developing a 
feasible and appropriate mechanism to assure an effective referral system. 

I n  S r i  Lanka, with the introduction o f  the provincial coulicil system in 1989, a number ot 
functions were transferred to Provincial Ministries o f  Health. Further decentralization was introduced 
in 1992 by appointing Divisional Directors o f  Health Services (DDHS) responsible for the total health 
development o f  their division (populations o f  60,000 to 80,000), including full financial control to 
implement health activities. The main constraints are shortages o f  experienced, qualified medical 
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officers to act as DDHSs, the paucity o f  funds for improving infrastructure and inadequate procedural 
goidelines on financial matters. 

I ' l i e  M i ~ ~ i s t q  o f  I'uhlic llcaltll (MOPII) in Thailand supports the village liealtli volunteer 
(VI IV)  scheme and assists comliiunitics in cstablisliing primary l~ealtl i carc centres. 'I'lle VI  IV  ';clienie 
provides health services to the people. A health card programme was established through which a 
health card worth 1000 bahts i s  sold for 500 hahts. The halalice of' 500 bahts i s  paid by the 
government. Each card covers tlie cost o f  medical services for a family o f  five persons. At the central 
level a Mental Health Department has been established and the Health Planning Division has been 
upgraded to the Bureau of Health Policy and Planning. The training division was also upgraded to 
institutional status and i s  respo~~sihlc fcor health manpower development. 

5.4 Managerial process 

There have been a number o f  significant changes in managerial processes for health 
development that have had a positive impact on the health sector in all countries o f  the Region. The 
most notable change i s  the decentrali~ation o f  thc responsibility for planning as well as 
implemelitatioli frolit the centre to the district level and helow in tilost countries. Gradual shifts in 
planning and implementatioti o f  liealtli carc at t l ie district level can bc observed, while ministries o f  
health are responsible for developing liealtli policy, management o f  specialized and teaching 
institutions, enforcement o f  regulations concerning health, mobilization o f  resources for health and 
intersectoral coordination. 

Countries have also adopted various reforms in the organization and management o f  tlie 
health sector to make managerial processes more effective and appropriate. For instance, a sector- 
wide approach ill developing liealtli and population strategies i s  being adopted in Bangladesh with a 
view to improving nianagcment and minimizing duplication and inefficiencies. Since the second HFA 
evaluation, some countries such as Indonesia have enacted regulations delegating authority to local 
governments for the speedy implementation o f  health programmes. Endeavours have also been 
undertaken to increase and improve the quality o f  data needed for decision making at all levels, to 
improve budgetary systems for better control and accountability, to design and introduce guidelines 
for s~~pportive supervision and monitoring o f  health programmes. and to support human resources 
management for liealtli services. 

While efforts are continuing to devolve authority and responsibility from tlie centre to the 
peripheral level in most countries, planning and management are still largely centralized. On the one 
hand this i s  a hindrance to successfi~l implementation, and on the other, local and district health 
offices are still weak in terms o f  capacity, particularly due to inadequate and inappropriately placed 
human resources. Inadeqoatc coordination in planning proccsses, including planning within and 
among ministries and pariic~llarly with respect to NGOs atld the private sector, has also been observed 
in some countries. Because o f  tlic lack o f  managerial capabilities among health personnel, India 
places great emphasis on training various categories o f  staff in liealtli management. 

5.5 Health information system 

tlealth information systems (HISS) in countries of' the Kegion are in varying stages of 
development. A well-firnctioni~ig national health information system is  important for health policy 
making and plalining, especially with regard to allocation o f  health resources. HISS arc also critical 
for monitoring health services and programmes, as well as for evaluating programme impact. 
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Countries in the Region are reorganizing their health information systems to improve the 
quality o f  health data collected, to rationally reduce the HIS data load and to make use o f  appropriate 
informatics technologies. The emphasis i i on the generation and use o f  disaggregated data. 
Information systems are becoming more decentralized and therefore more district oriented. 

An epidemiological surveillance system is being implemented throughout Bangladesh for 
selected communicable diseases. The planning process, however, seldom makes use o f  the data 
generated. Since the earlier health information system did not satisfactorily produce timely and 
reliable information, i t  was decided in 1991 to develop a new management information system (MIS) 
for health under the Fourth Population and Health Project. The objective o f  the project is to rectify the 
deficiencies and inadequacies o f  the national system. Since the new MIS is  a relatively complex 
system, it is proposed to implement i t  in four phases spread over nine years. 

[he health information system in Bhutan is  primarily based on data from hospital records. 
The system is  being revised, with support from WHO and DANIDA, to hecome more management 
oriented. An electronic data transfer system with timely feedback is being introduced. Increasing 
emphasis i s  being accorded to process indicators to complement the outcome monitoring carried out 
in the past. Epidemiological surveillance is  being strengthened and a list o f  notifiable diseases i s  
being developed. 

Since the 1970s there has been rapid development and expansion o f  the health information 
system in DPR Korea. At present the health information centre is linked to all health institutions in 
the country, including medical education w i t s  and research institutions. The centre collects, analyzes 
and disseminates health information using advanced technologies, and increased attention is being 
paid to training o f  staff in information management and utilization. 

In collaboration with WHO, the National Information Centre inIndia developed a computer 
compatible health management information system (HMIS) which was implemented in 13 states 
during the first phase starting from 1992-93. I t  is, however, operational only in two states. The new 
version o f  the HMIS is to be implemented in all States and Union Territories. Various disease control 
programmes have their own independent information systems. A l l  these systems add to the paper 
work at the peripheral level where the data is collected but not utilized. The epidemiological 
surveillance system provides weekly information to the Central Bureau o f  Health Intelligence (CBHI) 
on internationally quarantinable diseases and the CBHI in turn informs WHO about the cholera 
situation in  the country. India i s  the only country in the Region which regularly provides information 
on cholera to WHO. Surveillance reports on the other principal communicable diseases are sent 
monthly from the StatesIUnion Territories to CBHI, where the information i s  published in a monthly 
health statistical bulletin which also incorporates data from special disease control programmes. 

In Indonesia a simplified health centre recording and reporting system has been developed 
and the integrated surveillance system has been improved. I n  1988 the Centre for Health Data o f  the 
Ministry o f  Health initiated a programme for preparation o f  annual national. provincial and district 
health profiles to be used for policy formulation and decision making at each level. These health 
profiles are distributed to all institutions, health service units as well as to local health authorities. The 
district and regional health offices are now responsible for monitoring the health centre reporting 
system and for collating and analyzing the data received. Feedback reports and instructions are sent 
regularly to the health centres, hospitals and other health facilities in the district. Similar feedback 
reports are sent to the districts from the provincial and central levels. Since 1994 an annual execi~tivc 
report from each provincial health office i s  being sent to the health ministry. 

There is a need to improve the morbidity and mortality data generated in the hospitals in 
Maldives. The information system also needs to focus on noncommunicable diseases which are 
increasing in incidence. I t  i s  felt that health workers are required to complete too manyforms and that 
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often the data collected are not used and analyzed at the local level. An atoll team problem solving 
exercise has been used to enhance the use o f  existing data at all levels. 

l 'he earlier iiealtli inl'omli~tion s>stcln in Myanmar was essentially structured to meet tlie 
needs o f  vertical l lcaltl~ pl-ogr;rmnics. l<ecc~itly, the n;~ti(>~lal l~caltl i managenlent information system 
(NIIMIS) was restructtrrcd I l ie go:rl of i l l is  restructurit~g svas to csfahlish sirnplc, efli.ctir,e atld 
systematic moni tor i~~g and evalustio~~ mecha~lisms at all levels ol' tllc health care delivery system. 
Minimum essential data sets (h1EI)Ss) were developed. The new N14MIS was developed to meet the 
needs o f  the community as well as those o f  healtll managers, decision makers and planners. 
Information technology i s  being made available at state and district levels. iniplementation o f  the 
restructured information systcm. \vhic11 is  expected to reduce the paper work by at least 50%. 
commenced in July 1995. 

An integratcd health man;lgemcnt inlormation system was developed and implemented during 
1995-96 in Nepal. Separate information units were established at regional and district levels. The new 
information system has established simple. uniforni recording and reporting procedures. A 
mechanism to provide feedback from the centre to the regions and districts has been developed. An 
integrated annual report o f  the Director o f  Health Services i s  produced using information generated 
by tllc new system. 

A health infixmation syste~n including epidemiological surveillance has been l'i~nctioning for 
a considerable period in Sri Lanka. Data in the system include management information. 
epidemiological information, and information Srom special surveys and studies. A health bulletin i s  
published annually in addition to the weekly and quarterly epidemiological reports and bulletins. 
Recent developments include a World Hank sponsored project for further development o f  the HMIS. 
The maill constraitlts are related to adeq~tacy, reliability, completeness and timeliness in collecting, 
collating, a ~ ~ a l y ~ . i n g  and reporting data. 

I n  Thailand thc I le;lltli Statistics ilivision i s  tile information ccntre in tlie Ministry of I'uhlic 
tiealth. This division receives and provides information on programme management and disease 
surveillance. using an online computer system linked with all provinces. Provincial health offices no 
longer have to send all reports to the central level since the system i s  directed at decentralized 
management. The ininistry has established a 24-hour automatic answering telephone service to 
provide information 011 health and consumer protection to tlie public. '['his helps people obtain 
accurate lieall11 intill-tn;~tio~~ on ;I widcr scalc. 

5.6 Community action 

I t  was earlier thought that health and health carc should bc managed at tlie central level and 
that liealtli carc can he delivered to people only by trained health stafc Interest in community action 
has come abotrt with t l ~ c  gro\virig realization that the i~~volvement o f  tlie comnlunity ill health i s  
essential for both efiicacy and efficiency. I)ecision makers realize that. without community action. 
much needed behaviournl changes wi l l  not occur and opportu~~ities to prevent major causes o f  
morbidity and mortality wi l l  he missed. 

I n  Bangladesh the initiative for primary health care intensification was expanded to 86 
thanas, with 60,000 village health volunteers trained so far. Women constitute the majority o f  these 
volunteers. Dccentrali~cd planning at the 1oc;ll level encourages commonity action. Teachers. 
religious leaders, volunteers, village del'ence party lne~nbers and NGOs are involved in various health 
programmes, such as improving the nutritional status of mothers and children and installation o f  water 
seal latrines. 
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In Bhutan the Eighth Health Development Plan has given more emphasis to community 
action, and local people are becoming actively involved in health activities. Over a thousand village 
health workers have been traincd. Communities wi l l  also be involved in establishing and maintaining 
health facilities and safe water supplies. However. low literacy i s  hindering this participation and is  
being addressed through health educatioii. 

In DPR Korea health work i s  considered as work for the people and, at the same time, as 
work that is to be carried out by the people. A mass movement called"Model Healthy CountyIDistrict 
Movement" has been set up to organize and mobilize the entire population towards collective and 
innovative actions in health. 

r'he concept o f  community participat~on in lhcalth has been well conceived inIndia and given 
due importance ill t l ie national health policy. In addition to n village health guide scheme, greater 
emphasis i s  now given to the involvement o l  Panchayati Raj institutions. Action to sensitize opinion 
leaders was initiated in 1993-94, with greater emphasis on interpersonal communication, particularly 
among women at village level. 

In Indonesia an increasing trend in community participation has been observed through the 
broader involvement at the comm~~nity level o f  N(;Os. the Family Welfi~rc Movement, the ltidonesian 
Foundation fur Child Welfare. tlie 1ndonesi:ln Canccr Foundation, illid the Indonesian Association for 
'Tuberculosis Control. A community action component has been incorporated in the new health act. A 
reward system for outstanding community action. periodic competitions and training o f  health 
personnel in working with communities are mechanisms being used to promote community action. 

Island, women's and atoll development committees have been established inMaldives These 
community groups have set up drug cooperatives, raised funds to supplement nutritional requirements 
o f  children. and provided funds and labour to conhtruct health centres and water tanks. They have 
organizcd health prumotion and educiltiuli activities and also participated in the pla~ining process. 

In Myanmar community action continues to be promoted. Community health volunteer and 
voluritary health worker schemes are being revitali~ed. Various NGOs and professional associations 
are being involved. Community health financing was launched in 1994 in 66 townships and a birth 
spacing project was implemented in 32 townships. A decentralized micropla~ining approach i 5  

followed. Village health committees arc plaqirig a greater role in decision making. 

It1 Nepal various comniunity actiolt initiativcs influence tlie health of tlie people, especially in 
rural areas. Involvement o f  community volunteers has expanded health care delivery and various 
cost-sharing schemes have been initiated. Ward health committees, women's coordination 
committees. health post management committees, and liospital help committees have been formed to 
promote community action. 

111 Sri  Lanka community action has positively influenced health in several ways, with 
examples seen in reducing tlie incidence o f  malaria, expanding access to health care, community- 
based rehabilitation activities, emergency preparedness and response, and strengthening health 
services infrastructore. However, negative factors related to economic transition with priority given to 
material comforts are affecting volunteerism and the "culture o f  sharing and caring". Effective 
community action has been promoted mainly by establishing village health committees, an NGO 
secretariat at the Ministry o f  Health, hospital committees, etc. The main constraints faced in efforts to 
improve community action are the greater tendency for individualism, changing lifestyles and 
inequitable distribution o f  resources within tlie country. Actions being considered for renewal in this 
area include an emphasis on "bottom-up planning", recruitment o f  volunteers from community 
groups, and carrqing out health systems research to identify and find solutions to barriers to 
co~ntnunitv action. 
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Authority for decision making and management in Thailand has been delegated to the 
tambon (subdistrict) administration which is responsible for providing basic health services and 
carrying out disease prevention activities. This delegation o f  authority to the subdistrict level enables 
the community to manage their own resources and resolve health problems that arise in response to 
their own perceived needs. tlcalth volunteers have organized their own association to support one 
another in resolving operational problems. This enables them to carry out their activities in the 
community more efficiently. 

5.7 Emergency preparedness 

Since the second CIFA evaluation many positive developments have taken place in disaster 
prevention, mitigation, preparedness and response in countries o f  the Region. However, in most 
countries there are major gaps in national policy development; multisectoral planning; disaster 
prevention, mitigation and planning, information systems development and systematic information 
management and sharing; and institutionalization o f  disaster prevention, mitigation, preparedness and 
response. These gaps are largely due to lack o f  financial and manpower resources. lncreased sharing 
o f  experiences between countries o f  the Region and resource mobilization need to be facilitated. 

A special emergency and humanitarian assistance focal point was set up in SEAR0 in 1995 to 
assist Members States in their disaster prevention, preparedness, mitigation and response efforts. 
Recommendations were made to link the health sector with multisectoral, comprehensive disaster 
preparedness programmes o f  governments and to establish emergency preparedness and response 
units (EPRs) i n  health ministries in order to integrate EPR within the overall health system. 

Major natural disasters recorded in Bangladesh between 1993 and 1996 included floods. 
cyclones and tornadoes. These caused a total o f  nearly I000 deaths and 17,000 injuries. TheC'Disaster 
Management Act" i s  currently being reviewed by the Ministry o f  Disaster Management and Relief, 
which i s  the key focal ministry for disaster management. Guidance for various national actions for 
coordination and management o f  natural disasters i s  given through the "Standing Orders for 
Disasters". There are three multisectoral coordination committees. The sectoral coordination 
committee for health ensures the integration o f  emergency preparedness into primary health care. 
Although there i s  no written emergency plan for the health sector, there are contingency plans for 
manpower deployment in case o f  an emergency. Emergency stocks o f  essential medicines and 
supplies are kept at peripheral levels. The establishment o f  a "Bangladesh Centre for Health 
Emergency Preparedness and Response" to ensure institutionalization o f  disaster prevention, 
mitigation, preparedness and response is at an advanced stage o f  development. 

Bhutan i s  not prone to niajor disasters. Floods, earthquakes and landslides do occur in the 
country but their frequency i s  low. To deal with casualties from road accidents, a trauma unit has 
been organized at the national referral hospital. Telecommunication services have been strengthened 
to coordinate services during any emergency. 

Recent floods in DPR Korea have caused severe damage estimated at US $1.7 billion. A 
number o f  agencies and institutions in the country are responsible for disaster management and for 
education o f  the people on emergency preparedness. A national flood disaster management committee 
is organized under the Administration Council with subcommittees within the Ministry o f  Public 
Health. 

Floods and drought affect a large number o f  people every year in India. An earthquake in 
1993 caused 9485 deaths, injured 14,845 people and affected 9.5 million. A t  the national level, the 
agriculture ministry coordinates the multisectoral crisis group for emergency management. 
Mechanisms for horizontal and vertical coordination between relevant agencies and departments have 
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been established and national, state and district level mechanisms have been identified. At the 
Ministry o f  Health and Family Welfare, an Emergency Medical Relief Division has been established 
exclusively for the management o f  crisis situations. In collaboration with WHO, a national 
comprehensive health sector contingency plan has been prepared. 

I n  Indonesia over 500 people have been killed and nearly 13,000 affected by earthquakes 
and volcanic eruptions during the last five years. Disaster prevention, mitigation, preparedness and 
response is the responsibility o f  the National Coordination Board o f  Natural Disaster Relief. There is 
an increasing emphasis by the board on a comprehensive approach to support disaster preparedness 
and risk identification, including training and emergency drills. In addition, a crisis centre has been 
established by the Ministry o f  Health. 

An intersectoral task force for management o f  emergencies has been established inMaldives 
and includes representatives from the ministries o f  health, planning, human resources and 
environment, atolls administration and national security. A special concern i s  airport emergencies for 
which national level contingency plans have been developed. These plans are updated regularly and 
mock exercises are held. Emergency preparedness plans for regional hospitals to deal with local 
emergencies wi l l  be developed in close collaboration with the Ministry o f  Atolls Administration. 

Annual lloods and cyclones severely affect the population in certain areas o f  Myanmar. 
Multisectoral and multiagency collaboration on disaster prevention, mitigation, preparedness and 
response has resulted in the development o f  an emergency response system. There is a national 
committee chaired by the Minister o f  Relief and Resettlement. An emergency and humanitarian 
action programme was developed in the health sector in 1995 to generate community action, 
especially in disaster-prone areas, and to develop strategies for disaster prevention and preparedness. 

111 1993 tloods and landslides killed 1246 people and affected 0.5 million in Nepal. 
Emergency preparedness and management activities have been initiated. These are. however, still 
mainly response oriented. 

In Sri Lanka a multisectoral disaster preparedness committee is in place and multisectoral 
emergency plans have been adopted at different levels o f  the administration in order to rapidly 
respond to emergencies. The disaster management system i s  integrated into the public health system. 

Practical guidelines have been provided to health oftices and hospitals in Thailand on 
measures to be taken in the event o f  an emergency. Rehearsals are regularly conducted to ensure that 
staff are adequately prepared. 

5.8 Health research and technology 

I ' l ie role o f  health research in providing the basis for evidence-based decision making i s  now 
regardcd as :in important area by policy makers, managers and health workers in all Member States. 
The role and value o f  research have been increasingly recognized. Eight out o f  the ten couritries in the 
Region liave research policy and strategy coordination programmes, and two countries also have 
health systems research (HSR) programmes. 

The level o f  development o f  health research in Member States varies considerably. Most 
countries havc established national health rcsearcli councils or equivalent bodies to promote. 
coordinate and set priorities for health research on a national scale. However, there arc vast 
differences between the countries in research managetnent. The WHO Regional Office has supported 
national efforts by providing institutional strengthening grants for upgrading the infrastructure and for 
research promotion and development activities in Bhutan, Myanmar and Indonesia. 
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Positive changes in the status o f  health research and technology have taken place in countries 
where a certain level o f  research institutionali~ation had already been achieved. Systematic training in 
rcscarcli niethod~~logy h;ls been suppi~rted. either as a part o f  the regular activities, or as a part o f  
general instit~~tion;tl stre~tgtlle~ling. In a f k ~ \  countries rnecliatlisms have bee11 cst;~blislied to promote 
research grants, and ~vorkshops arc held to lielp disseminate rcscarcli results. India. Myanmar. Sri 
1.anka and Thailand have established I lS I i  uni ts  or focal points. In India and Sri Lanka there has becn 
a systematic training ill IISR-tnetliods and concepts, and Thailand has a strong HSR research 
community. 

There are specific programme areas wllere researcli results have directly assisted in policy 
~iiaking. These include lnil l i lr i i~ co~ltrol, ~i iater~ial illid child lhcaltli, diarrhoea1 discilses. itnmunization 
iuid i i l~t r i t io~i .  S~CCCSSI'III L ~ S C  o f  l i ~ id i~ lgs  fro111 rescarcli in  these atid other areas are reported Srom 
many countries in tlie licgion. Research has also supported the functions of the liealth care system in 
various ways. One example was the identification o f  environniental iodine deficiency due to leaching 
o f  iodine from the soil by floods and rains leading to pockets o f  endemic goitre. Another example was 
tlie identification o f  V cliolera 0139 by liealth research studies well before the outbreak in Myanmar. 
In Myanmar the importance o f  research i s  explicitly mentioned in tlie national health policy and a 
national health research board was constituted and detailed guidelines fi)rmulated. Thus, health 
research i s  planned. implemented and co~iducted within thc context o f  the national health policy and 
focuses on priority ltealtlt problems which havc been identified by tlie country. 

The main constraints faced by countries in the Region in their efforts to improve health 
research include weak linkages between researchers and plannerslpolicy makers. I n  some countries, 
the research cammunit) i s  itself weak and interdisciplinary or multisectoral research i s  not 
undertaken. In addition, funds for research are meagre ill many countries. Even where more funds 
have been made available fhr health research. the amount is still small and c~iordination between 
funding agencics i s  weak. In other countries where the research community i s  strong, there i s  a need 
to improve coordination among the researclicrsIfund recipients as well as among those concerned in 
health, including policy makers, planners and health workers. 

There are also barriers in relation to the utilization o f  research results. Dissemination 
n~echanisms are weak and many results are neithcr published nor brought to the attention o f  policy 
makers. I n  most countries, health research ftndings are not regularly used for decision making or 
policy formulation. Regular disseminatioli workshops and review meetings to assess the utilization o f  
research findings art: essential in ;ill Member States. 

A range o f  activities in liealth research are being considered in the contest o f  renewing the 
strategy for health for all. These activities include intensified priority setting for health research to be 
adopted in national health policies and expanding management capabilities to focus on priority setting 
and resource allocation (India, Indonesia, Nepal and Sri I.anka); institutionalizing the link between 
researchers and policy mi~kersIplanncrs (Indonesia and Nepal): and establishing an advisory body fbr 
tIFA strategies (Myanmar). 

The Bangladesh Medical Research Council (BMRC) has opened research units in medical 
colleges where faculty members are trained and workshops to disseminate research results are held. 
Field study stations have been established by the BMRC to cope with the growing demands o f  young 
researchers. The literature search system in BMRC has been modernized. 

In the last three decades o f  health development in Bhutan researcli has played a relatively 
small role. Howevcr. with the development o f  health services, the focus i s  shifting to the need for 
research as a tool for decision making. Several small studies and assessments have been carried out 
and more are underway. Within the planning framework, research i s  given major emphasis. 
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Health research and technology continue to be important areas in health development inDPR 
Korea. Health systems research is overseen by the Institute o f  Public Health Administration within 
MOPti. In addition. some public health research sections have been established in the provinces. 

lndia has a long history o f  biomedical research, including health systems research, where 
research resi~lts have on several instances directly led to modifications in programme policies and 
strategies. The National Health Policy o f  lndia recognizes both basic as well as applied research as 
essential inputs for formulating strategies for achieving health goals. Realizing the importance o f  
promoting health and development among underprivileged population groups, tribal research 
institutes, though limited in number, are engaged in various types o f  behavioural, anthropological and 
health systems research to understand tribal cultural behaviour. 

In Indonesia there i s  growing recognition that health research and technology enable people 
in diverse circumstances to apply solutions that are already available, and to generate knowledge to 
address problems for which solutions are not yet known. Actions have been taken in the context o f  
consensus and capacity building to ensure that health research and technology wi l l  have a continuing 
influence on health. 

The Nepal Health Research Council (NHRC) promotes health research and technology by 
continuous lobbying o f  all concerned sectors, organizing training courses and workshops, inviting 
research proposals, interacting with researchers to develop or improve research proposals. providing 
advice and guidance to potential researchers, providing library and information services, and 
awarding grants or recommending donor agencies to provide support for approved research 
proposals. NHRC is also promoting the "essential national health research" concept for better 
understanding o f  and management with information generated by research. 

In Sri Lanka a new post at the lcvel o f  Deputy Director-General has been created in the 
Ministry o f  Health to coordinate research activities and promote the use o f  findings. Steps are 
underway to establish a National Health Research Council. Based on a policy analysis o f  human 
resources for health, a plan for human resources development has been prepared. For the purpose o f  
developing a research culture among health personnel. many HSR awareness programmes have been 
conducted. HSR modules have been incorporated into the curricula o f  PHC training courses, and 
many research methodology courses have been conducted for prospective researchers in the health 
sector. But most researchers are not aware of potential sources o f  funding even when funds are 
available with certain national and international agencies. In addition, dissemination o f  research 
findings i s  not adequate. Therc are no established mechanisms to disseminate research findings to 
relevant authorities on a regular basis, and there has so far been little use o f  research results. Lack o f  a 
research database i s  a major deficiency hindering research promotion and development. 

The Health System Research Institute in Thailand has been established to carry out studies 
on various aspects o f  the health system. Results o f  studies are used to improve health services and 
thcir management and to develop health tcchnology. Research undertaken by health personnel i s  a 
factor taken into consideration when making career promotions. The Ministry o f  Public Health has 
developed policy guidelines for provincial health offices to support their staff to carry out research. 
Staff are also encouraged to participate in training courses on research methodology. 
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5.9 Summary - Conclusions 

The profound polrtical, .socioeconomic. dernographrc and epidemiological changes takmng 
pluce in most countries of the Region have led to a reviewt of health policies. initiation of various 
types of reforms in the health sector, and rede8nition of health strategies. Health for all continlies 
to be the aspirational goal of all countries, and primary health care is the approach used to reach 
this goal. Political commitment for HFA has aimed at promoting health in an equitable manner, 
andpriority has been assigned to ensuring universal accessibility to PHC. In the face of dwindling 
resources and to overcome the problem of providing free heaNh care to all, policy actions are 
being taken to encourage, and at the same time, to regulate the growth of privatization in health 
care and to ensure that private services complement those ofthe public sector. Decentralization of 
health care services has progressed in many countries and has helped to bring services closer to 
the people andpromote their involvement in health care. 

The central role of health in all development activities has been recognized by all countries 
and there is greater cooperation among the various development ministries. Dtgerent mechanism 
are being developed to foster intersectoral cooperation and greater involvement of planning 
ministries and commissions. However, problems exist in effective intersectoral planning and action 
for health development. Government departments still tend to work in their own spheres. The 
potential negative health impact of developmental activities in other sectors are not looked into 
during the planning and implementation stages. The aspect of health accountability is missing. 

All countries have realized that involvement of the community in health matters is essential 
for reasons of both eficacy and eflciency. Without community action, much needed behavioural 
changes will not occur and opportunities to reduce major causes of morbidity and mortality will be 
missed 

Many countries of the Region are prone to national disasters of drTerent types. These 
countries have initiated emergency preparedness and response plans with support from WHO and 
other international agencies. However, many gaps exist in the development and implementation of 
these plans. Lack of adequate financial resources, poor intersectoral collaboration and lack of 
trainedpersonnel are major constraints. 

The importanr role health research can play in decision making has now been realized by 
all countries. Most countries have established national health research councils to promote, 
coordinate and set priorities for health research on a national scale. However, a communication 
gap still exists behveen researchers andplanners/policy makers in many countries. In addition, the 
results of research carried out in the countries are often not utilized in decision making or policy 
formulation. 

Realizing the importance of information in planning, managing and evaluating the 
implementation of heaIth policies, all countries have made considerable efforts to improve and 
strengthen their health information systems. The generation and use of disaggregated data are 
being emphasized, and information systems are becoming more decentralized, and thus more 
district oriented 
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6. HEALTH SERVICES 

6.1 Health education and promotion 

Health education has become an integral part o f  most health development programmes in all 
Member States o f  the Region This has been the result o f  the increased recognition o f  the critical role 
o f  health education and promotion in meeting the varied demands o f  health development. There has 
been policy reorientation and structural reorganization to place health education and promotion at the 
ccntre of human resource development in many countries. 

The concept o f  health promotion i s  well embedded in Indonesia's Health Law o f  1992 in 
which the objective o f  health development i s  seen as increasing the awareness, the willingness and the 
ability o f  each individual to have a healthy life in order to achieve an optimum health status for the 
community. Health education has become a major focus for overall health development and is placed 
first among the country's main health programmes. In Myanmar health education i s  not only 
recogni7.t.d as a critical component o f  health programmes but also as a specific project (Information. 
Education and Communication Project) under the llealth System Development Programme within the 
1993- 1996 and 1996-200 1 national health plans. 

In some countries, structural reorganization o f  health education bureaus has taken place to 
enable them to respond more effectively to new and emerging health priorities. The establishment o f  
the National Health Education Information and Communication Centre in Nepal was a significant 
milestone in this regard. The centre serves not only as the nodal point for the planning. 
implementatio~~ and coordination o f  health education activities, but also provides leadership in health 
promotion in the country. 

tiealth education services are primarily focused on areas such as reproductive health, 
immunization and environmental health, taking into account the changing disease patterns and the 
socioeconomic and environmental determinants o f  health. In Nepal, for example, the knowledge 
about family planning methods among married coi~ples has increased steadily from a low o f  21% in 
1976 to 98.4% in 1996. In Myanmar. community-based health education programmes have 
contributed significantly to increases in sak water supply in rural areas. Similarly, the percentage o f  
the population with sanitary latrines has increased substantially. In Maldives, growth monitoring in 
children under three years o f  age, prevention o f  thalassemia and promotion o f  healthy behaviour and 
mental health care are being addressed by the health education and promotion unit in addition to 
school health education. The contribution o f  health education in mobilizing the community for 
immunization programmes, particularly under the polio eradication initiative, has been tremendous. 

In addition to disease control programmes, health education services in countries havc 
focused on specific vulnerable groups, such as plantation workers, youth, women and school children. 
Health education activities for plantation workers in Sri Lanka were supported with the training o f  
family welfare supervisors, core trainers and opinion leaders. Celebration o f  special occasions such as 
Mother's Day in Indonesia and Mother and Child Survival Fortnight in Bangladesh helped to 
crystallire the impact o f  health education interventions for vulnerable groups. 

Activities to improve the health of  school children were accorded deserved importa~ice ill a l l  
cou~ltries, The emphasis has been on instit~ltionalization o f  activities through curricular review to 
include emerging priority health issues, training o f  school health staff, establishment o f  school health 
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clubs, and the developn~ent o f  teaching-learning materials. In Bangladesh the national school health 
education programme received added impetus with the initiation o f  the fourth national population and 
health strategy. To increase access to health information, i~lnovative strategies such as "clean and 
healthy behaviour" in lnd~~nesia. "district societies and AIDS cells" in India. and "health education in 
the model villages" ill Rangladcsli were :ldoptctl. 

In support of t l lese zictivitics. coliccrted efforts are heilly tnade to develop a critical mass o f  
trained health manpoher, involving officials from both governn~ental and nongovernmental sectors. 
National and international workshops. se~ninars and study tours have been organized for various 
categories o f  health workers in all countries. 

Collaboration with the rtledia has beeti strengthened throttgh the extensive use o f  the growing 
media infrastructure in all Member St;ttcs, f h e  increased number o f  health slots on television and 
radio as well as the upsurge in the number o f  programmes produced without cost to ministries o f  
health are the main features o f  this collaboration. I n  Myanmar as many as 214 television spots and 
169 radio talks were aired in 1995. The impact o f  such collaboration has been significant in some 
countries. In Nepal, a Family Planning Communication Survey in 1994 showed that 97% o f  female 
respondents listened to radio prograrnlnes, with 28% o f  them listening to health information and 
education programmes. 

Outstanding exanlples o f  intersectoral collaboration with NGOs. the private sector and 
community groups are seen in all countries. 'I'hrough collaboration between youth groups. island 
development committees, women and health workers, two islands in Maldives have been declared 'No 
Smoking Islands'. A major women's NGO in Maldives is collaborating on child spacing, child care 
and adolescent health programmes as well as on the prevention of thalassemia. 

With the wider adoption of the "settings approach". health education activities have become 
more focused and sensitive to the specific needs o f  vulnerable groups while, at the same time. 
adequate attention i s  being paid to integration. Networking in the true spirit o f  intersectoral 
collaboration has been strengthened in many countries. For example, interministerial committees have 
been established at the central and state levels to periodically review the progress o f  health education 
and promotion in India. Integration and increased sust;linability o f  health education and pro~notion 
activities have been achieved through linkagcs with organized groups such as medical associations, 
women's organizations. N(iOs and religious groups in all countries. In India. standing co~nlnittees on 
voluntary agencies have been set up and innovative schemes involving village women create a forum 
for intensified village-based health education interventions. 

6.2 Maternal and child healthlfamily planning 
(family and reproductive health) 

Since the first evaluation o f  HFA strategies a decade ago and the second evaluation five years 
ago, there has been a marked improvement in child survival in all countries o f  the Region. 
Bangladesh, Bhutan, India, Indonesia and Nepal, however, still have rates in excess o f  the global 
target o f  less than 50 infant deaths per 1000 live births (Figure 7). 

Unfortunately, thcre has been only a very slow decline in maternal mortality ratios (MMRs). 
Maternal deaths in the Region in 1990 comprised 40% o f  the estimated 585,000 global deaths. The 
M M R  is still high in all coulitries of the Region except DPR Korea, Sri Lanka and Thailand, where 
rates are below 50 deaths per 100.000 live births (Figure 8). 
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Figure 7: lnfant mortality rates in SEAR countries, 1992-96' 
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Inadequacies in health care which contribute to high maternal mortality include poor 
coverage and quality of antenatal carc. lack of trained assistance during delivery, lack of access to 
essential and emergency obstetric services for high risk and cr~mplicated cases, and lack of referral 
and transport systems. In addition, ;I substantial proporti011 of pregnancies occur in the high-risk 
adolescent age group in a riutnher of SEAR countries. Though sat i  motherhood is accorded high 
priority, many deliveries still occur at home attended by either trained or utitraiiied traditional birth 
attendants. The percentage of deliveries attended by trained personnel in the Region varies widely, 
from 14% in Bangladesh to over 95% in DPR Korea and Sri Lanka. 

Family planning is regardcd as an important component of maternal health programmes. Yet 
contraceptive prevalence rates have not improved satisfactorily i n  a number of countries. The number 
of maternal deaths due to hac~norrhage and sepsis aftcr induced abortion is one indication of the 
unmet needs for family planning services. 

In many communities traditional birth attendants (TBAs) are still used by the people. The 
policy of pairing a midwife with a TBA at delivery in Indonesia has been very well accepted by the 
people, and it is anticipated that the MMR will be reduced to half of the 1990 level by the end of 20th 
century. 

The South-liast Asia Region is the first WHO Region to develop standards of midwifery 
practice for safe motherhood. The draft standards are now being field tested in Bhutan, Indonesia, 
Nepal and Thailand. Training modules for the development of life-saving skills in midwifery trained 
personnel were field tested in Nepal and have now been introduced in all Member States. 

Numerous activities have been undertaken by countries of the Region to improve and expand 
maternal health services. Research on maternal death registration has been undertaken in Thailand 
with the objective of identifying any pockets of under-registration. Bhutan and Nepal have launched 
outreach programmes in order to increase maternal health care coverage in remote areas. Bhutan has 
accorded a high priority to population planning with a target of reducing the present growth rate of 
3.1% to 2% by the year 2002. India initiated the development of a clinical protocol for safe 
motherhood in 1997 to enhance the capability of community midwives. Countries are also adding 
more reproductive health componetlts to their family health programmes, including services for 
infertility, reproductive tract infections, sexually transmitted diseases, and reproductive tract and 
organ cancers. 

In support of essential newborn care, a training process for health personnel at the grassroot 
level to be able to detect birth asphyxia and apply resuscitation equipment was field tested in India 
and Bangladesh. National training programmes are being carried out in Myanmar, Indonesia and 
Nepal. 

Adolescents have previously been considered a relatively healthy group and consequently 
have not received adequate attention from health services. However, countries have realized the 
increasing health problems in this age group and are now implementing adolescent health 
programmes. Special emphasis is being given to providing counselling on contraception and 
reproductive morbidities including STDs and HIVIAIDS. Sri Lanka has included reproductive health 
related subjects in the school curriculum and Thailand has included counselling on family planning 
and sex education for adolescents in the health development plan. With the changing lifestyle and the 
increased freedom enjoyed by adolescents and youth in society, a higher incidence of drug and 
alcohol problems in this age group is being reported from some countries in the Region, and 
counselling efforts are being undertaken. 



6.3 Immunization 

Sirlce 1986 all SEAR countries have implemented the Expanded Programme on 
In~rncrnization (EPI). During 1991-1995. overall coverage in the Region with three doses of oral 
poliovirus vaccine (OPV3) among children less than one year of age ranged from 85% to 91%. 
Measles vaccination coverage has been more than 80% since 1991. The reported routine coverage of 
pregnant women with two doses of tetanus toxoid has been sustained at above 70% since 1991, and 
four countries (Bangladesh, DPR Korea, Sri Lanka and Thailand) reported their 1996 coverage at 
above 80%. 'Table 4 provides regional immunization coverage averages for infants during 1995, and 
Figure 9 provides immunization coverage rates by country. 

Table 4: Regionrrl immunization coverctgc of infants, 1995 

Figure 9: Immunization coverage in SEAR countries, 1992-96' 
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Figure 10: Regional trends in reported cases of paralytic poliomyelitis 
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Source WHOiSEARO €PI Un8t 

Bhutan, III'K KOI-ca. Iiidoiiesia. Maldives and l'llailand have included liepatitis B vaccine in  
their inknit i i i ~ n i u ~ ~ i / a t i o n  programmes, a i ~ d  11idii1 l i i ~ s  i i~idertitkcii a pilcit project in  I as t  L)ellii to study 
the feasibility ol' in t rc lduc i~~g t l ~ c  vacciiie. 13i1sc.d on its low hepatitis 13 carrier rate. Sri l.anka has 
decided not to i l i t r<xl~icc tlie i n c c i l ~ c  irito its nal ior~al i m ~ i i u r i i r ; ~ t i o ~ ~  pr<)grr~rnnie. l l ~ e  rnajor cor~straint 
to the introduction o f t h i s  vaccine i r i  other S1:AK countries is the dil'liculty in  allocating resources for 
purchasing the vaccine. 

As n result 111. tlic i n i p l c ~ ~ ~ c n t ; ~ t i ~ i n  (if WI-10-recomme~ided strategics ibr the eriidiciilion o f  
wi ld  poliovirus tr;nisti~issi~in by the year 2000. the number o f  reported poliomyelitis cases in the 
Region has decreased by 06%. from 25.71 1 cases in  1988 to 1.1 16 cases in  1996. The number o f  
cases is expected to decrease further during 1997-98 because of the continued implementation o f  
synchronized national immunization days (NIDs) i n  the Region. Since 1994, eighteen N l D s  have 
been conducted. 

1)aspitc llic irnprcssive decline in  the irlcider~cc of'rcported polio cases in  the Kegion. tllc 
quality o f  surveillance is currently inadeqoate to achieve tlie goal ol'cradication by t l ~ c  year 2000. f l y  
1995 al l  countries were conducting surveillance for cl inically confirmed paralytic poliomyelitis. 
However, only two countries (Sri Lanka and Thailand) had established surveillance for cases o f  acute 
flaccid paralysis (AFP). B y  1996 al l  countries had initiated procedures for the mandatory reporting 
and investigation o f  al l  cases o f  AFP in  children less than 15 years. During 1996 Sri Lanka was the 
only country in  tlic Kegion to nchievc the M'HO-established min imi im AFP reporting rate indicatjve 
of a sensitive survcill;~ncc system (one or more non-polio AFI' cases per 100.000 population less than 
15 years o f  age). N o  country in  tlie Region has achieved the Wt10-recommended target of  two stool 
specimens collected during a 24 hour interval within 14 days o f  onset o f  paralysis from at least 80% 
o f  AFP cases. The development o f  highly effective AFP surveillance systems in  a l l  Member States 
w i l l  be emphasired during 1997-98. 
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Figure 11: Regional trends in reported cases of neonatal tetanus 
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Between 1994 and 1995, seven countries (Bangladesh, Bhutan, India, Indonesia, Myanmar, 
Nepal and Sri Lanka) implemented the high risk approach to identify districts at high risk for neonatal 
tetanus. I t  is  estimated that approxitnately 100 million women o f  child-bearing age live in high risk 
areas. Efforts are now being intensified in countries to identify districts at high risk, to target these 
districts for preventive interventions. and to institute regular follow up. 

India, Sri Lanka and Thailand have introduced a fourth dose o f  DPT in their immunization 
programmes. Five countries (Bhutan, India, Indonesia, Maldives and Sri Lanka) have introduced dual 
vaccine for diphtheria and tetanus in school-aged children, while Thailand has introduced adult 
teta~ius and diphtheria vaccination. Six countries (Bangladesh, Bhutan, Indonesia, Nepal, Maldives 
and Sri I.anka) have adopted a five-dose tetanus toxoid regimen. 

Control of measles 

There has been a steady decrease in the incidence o f  measles in  all countries. However, 
Bangladesh, India. Indonesia, Myanmar and Nepal continue to have cyclical measles outbreaks every 
two to three years, with the majority o f  cases occurring in children less than five years o f  age. 
Measles outbreaks in Thailand and Sri Lanka have shifted to older ages. with longer inter-epidemic 
pcriods. I'hailand has had epidemics cvcry lour years with the last one occurring in 1994, suggesting 
that an epidemic may occur in 1998 unless supplemental vaccination activities are undertaken. Sri 
Lanka has not had a major outbreak since 1991, and has maintained high coverage levels. 
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Figure 12: Regional trends in reported cases of measles 
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Bhutan has implemented "catch-up" campaigns and appears to have interrupted measles 
transmission. Following a major outbreak, Maldives instituted a "catch-up" campaign. Laboratory 
facilities to provide confirmation of measles cases are not yet available in these countries. Bhutan, 
India, Indonesia. Maldives, Myanmar and Thailand are improving outbreak investigation capabilities 
so that more complete information on the epidemiology of measles nationwide can be obtained. 

Regional assrssmrnt 

New cold chain technologies, such as vaccine monitors on vials of OPV, are being studied to 
assess whether the wastage of vaccines can be minimized, thereby decreasing programme costs. 
Vaccine vial monitors were introduced in the Region in 1996 and studies of wastage rates are 
continuing. 

Since national inimuni~ation rates have stabilized at 80% or above, efforts are underway to 
strengthen the surveillance of EPI-target diseases. National EPI managers are increasing their efforts 
to monitor disease incidence at the peripheral level in order to identify pockets of unimmunized 
children that can be reached with focused immunization activities. Particular attention is being paid to 
the development of high-quality surveillance for the detection of wild poliovirus through investigation 
of all cases of acute flaccid paralysis in children less than 15  years of age. It is expected that the 
strengthening of national and subnational surveillance infrastructures will benefit activities aimed at 
the control of other EPI-target diseases. 

Actions undertaken to ensure sustained immunization coverage include identification of 
under or unimmunized subgroups in the population that may be masked by national coverage figures. 
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In addition, advocacy efforts are being undertaken by national EPI managers, WHO, I iNlCEF and 
other partners to obtain increased funding so that adequate quantities o f  all needed vaccines can be 
supplied 

lhere are a number o f  constraints faced by countries in their efforts to expand immunization 
against the target diseases. These include civil unrest or conflict, shifting o f  rural populations to urban 
areas resulting in congested urban and peri-urban slums with pockets o f  unimmunized children, 
political instability in border areas and, in a few countries, reduced national political support for EPI 
resulting in deterioration o f  infrastructure. 

6.4 Prevention and control of locally endemic diseases 

At present infectious diseases are the leading cause o f  death worldwide, with at least 17 
million people dying annually from infectious diseases. The South-East Asia Region alone accounts 
for almost 41% o f  these deaths, and new, emerging, and re-emerging infectious diseases pose serious 
health problems in almost all countries. The estimated regional burden o f  selected communicable 
diseases as a proportion o f  the global burden ranges from 23% to 80% (Figure 13). Nonetheless, there 
have been notable successes in the never-ceasing battle against infectious diseases. Significant 
progress has been made in the Region towards eradicating poliomyelitis and guineaworm disease and 
eliminating neonatal tetanus and leprosy as public health problems by the year 2000. 

Figure 13: Estimated SEAR burden of disease as a proportion of 
the global burden, 1995 

Hepallt!~ El carrlers 23% 

Drug resistant malarla 30% 

Tuberculos~s k 40% 

Japanese encephalltls 47% 

Ftlarbasls carrlers 48% 

Visceral lelshmanlas~s 50% 

DenguelDHF 57% 

L ~ P ~ O S Y  1- ~ 
Human Fables 

Pertussbs 80% 

0 20 40 60 80 100 

Percentage of global diaease burden 



SEA/RC50/13 Add. l 
Page 5 1 

The pandemic ofHIV/AIDS came to this Region relatively late but has spread rapidly in the 
last few years. The rapid spread o f  HIV infection and the dramatic increase in the incidence o f  AlDS 
have alerted the governments in the Region to accord high priority to the prevention o f  the spread o f  
this infection. National AIIIS comlnittccs havc been established. education o f  health workers and the 
general population has commenced, and laboratory facilities have been strengthened for screening o f  
donated blood for HIV. Universal precautions against transmission through contaminated injecting 
equipment are being promoted. Al l  countries in the Region are currently implementing medium-term 
AlDS control plans developed in collaboration with WHO. During the last three years there has been 
considerable progress in AlDS control in all countries, especially in securing government 
commitment and creating awareness among people. Mandatory blood screening for HIV and the 
integration o f  STD and AIDS control programme activities have been implemented in all countries. 

Cholera continues to be endemic in most countries o f  the Region. However, proper case 
management has reduced the case fatality rate to below I %  from the earlier 10-20%. More health 
workers have been trained in disease surveillance and outbreak investigation and control. A recent 
development with global implications was the emergence o f  a new strain o f  cholera. Y cholerae 
0139 was first reported in October 1992 during a large outbreak in lndia. I t  spread rapidly within 
India, and also spread to Bangladesh. Myanmar, Nepal, Sri Lanka and Thailand as well as to some 
countries in other WHO Rcgions. The National Institute o f  Cholera and Enteric Diseases (NICED) in 
lndia produced 0139 antiserum to identify the new strain with support from the WHO Regional 
Office and this antiserum has been distributed worldwide. 

Denguddengue haemorrhugicfever (DHF) i s  a leading cause o f  hospitalization and death 
among children in many countries o f  the Region. I t  was estimated that there were 400,000 cases and 
8000 deaths from DHF in the Region in 1995. During 1996 an increasing proportion o f  haemorrhagic 
manifestations associated with dengue fever was observed in India, Indonesia and Sri Lanka. 

A tetravalent live attenuated dengue vaccine was developed by Mahidol University in 
Thailand with support from WHO. Clinical trials o f  this vaccine in children are under way. This i s  the 
first time a developing country has successfully developed a vaccine for human use. 

To reduce DHF case fatality, particularly in countries where the disease has recently 
emerged, efforts have been made to improve case management by preparing a training module for 
physicians on DHF case management at the WHO collaborating centre in Bangkok. In most countries, 
communities have been involved in eliminating breeding sites o f  the mosquito vector. In Thailand, the 
subject o f  prevention and control o f  dengue1DHF has been incorporated into the school curriculum. 

Hepatitis B is a growing problem in the Region. I t  i s  estimated that there are more than 80 
million carriers in the Region - more than 5% o f  the total population. These carriers help to spread the 
disease in the general population and infected mothers pass on the disease to their babies. The 
majority o f  those infected are likely to die o f  liver cancer and cirrhosis. Mandatory screening o f  blood 
and blood products for hepatitis B infection is now being carried out in all countries o f  the Region 
except Bangladesh and Nepal. 

Japanese encephalitis (JE) poses a threat to many countries in the Region (Bangladesh, 
India, Myanmar. Nepal. Sri Lanka and Thailand). I t  i s  estimated that 20.000 cases and 4000 deaths 
occurred in the Region in 1995. JE is particularly dangerous since the majority o f  patients who 
recover suffer from varying degrees o f  residual brain damage. These patients require life-long care 
either in institutions or at home, thereby adding considerably to health care costs in the country. 
Immunization to control JE has been started in Thailand, India and Sri Lanka. 
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Leprosy remains a public health problem in 60 countries, and 16 countries contributed 90% 
o f  the global cases in 1996. Five o f  these countries are from the South-East Asia Region, with a total 
contribution o f  almost 68% o f  the global registered cases in 1996. However, the leprosy situation in 
the Region has improved considerably since 1991 when the World Health Assembly called for the 
elimination o f  leprosy as a public health problem by the year 2000 (i.e. by reducing the prevalence to 
less than one case per 10,000 population). The introduction and expansion o f  the use o f  multidrug 
therapy (MDT) has dramatically changed the leprosy profile in all endemic countries. WHO is 
collaborating with these countries in implementing plans o f  action for the elimination o f  leprosy. 

Malaria i s  an ancient scourge that still dominates the disease pattern in the Region. I t  i s  
estimated that 1.2 billion people in the Region live in malarious areas. Development o f  resistance o f  
the parasite to the commonly available antimalarial drugs is emerging as a serious problem in many 
countries. Resistance o f  the mosquito vectors to insecticides is also hampering control programmes. 

In March 1995 an intercountry consultation was organized by WHOISEARO to consider 
multidrug-resistant malaria in border areas, a priority problem for the Region. Bangladesh, Bhutan, 
India, Myanmar and Nepal have developed joint action plans to address this problem. 

Country experiences in dealing with epidemics during 1994-1995 in India and Bangladesh 
have led to the development o f  training programmes on the management o f  severe malaria and 
epidemic preparedness. These training programmes have been carried out in Bangladesh, Bhutan, 
India, Myanmar and Nepal. 

Meningo~-nccal trreningitis is a significant cause o f  morbidity and mortality in the Region. In 
almost all countries meningococcal meningitis cases and outbreaks occur in children under five years 
o f  age as well as in adults. I t  is estimated that 20,000 cases and 5000 deaths occurred in 1995 alone. 
'This disease has the potential to develop into explosive outbreaks if not diagnosed and treated early, 
and can have very high death rates as seen in epidemics in Africa. 

During the last six years, all countries in the Region have immunized pilgrims going to Mecca 
with bivalent meningococcal vaccine (for serotypes A and C) and strengthened the surveillance o f  
returning pilgrims. This precaution has drastically reduced the incidence o f  meningococcal meningitis 
among returning pilgrims. Guidelir~es for surveillance, laboratory diagnosis, case management, and 
prevention and control o f  meningococcal meningitis have been provided to all countries. Diagnostic 
kits have also been sent to Bangladesh, Bhutan, Maldives, Myanmar and Nepal. 

Tuberculosis (TB) i s  a global problem o f  such magnitude that i t  was declared a global 
emergency in 1993. Strong and sustainable national TB  control programmes need to be established to 
achieve the global targets o f  85% cure rate and 70% case finding by the year 2000. Most countries in 
the Region are implementing the strategy o f  directly observed treatment - short course (DOTS). The 
most successful implementation i s  in Bangladesh, which presently covers a population o f  58 million. 
I t  i s  proposed to extend coverage further with the assistance from NGOs such as the Bangladesh 
Rural Advancement Committee (BRAC) and the Damien Foundation. It i s  estimated that four 
countries (Bhutan, Maldives, Nepal and Sri Lanka) wi l l  have countrywide DOTS coverage by the 
year 2000. two (Bangladesh and Thailand) by the year 2005, and four more (DPR Korea, India. 
Indonesia and Myanmar) by the year 20 10. 

Vi.~cernl leishmaninsis (kala-azar) almost disappeared from the Region during the early 
1960s following insecticide spraying for vector control in the malaria eradication programme (MEP). 
Subsequently, as the MEP entered the maintenance phase, insecticide spraying was withdrawn and 
kala-azar vectors started breeding profusely. Kala-azar continues to be a health problem o f  
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importance in rural areas o f  India, Bangladesh and Nepal, where approximately 110 n~ i l l ion  people 
are at risk. I t  i s  estimated that 100.000 cases arid 5000 deaths occurred in these three countries in 
1995. 

Wl lO assisted el~dernic coo~~tries ill the fortn~llation of control strategies and supported 
natio~lal training courses on case inanagerncnt. laboratory diagnosis and vector control. As a result of 
the iniplernentation of tllcse str;itegics. India reported a decline in incidence and deaths during 1994- 
95. Sorne progress has also been madc ill 13;lngladesh and Nepal. 

In August l095, during border meetings :Imolig district health officials from Bangladesh. 
I3llutan. Iridi;~ nnd Nepal. 1~1al;iria and !i;lla-;lLar were identified as common health problems. The 
particip;ints developed jo i~ i t  district action plans 10 address the Ma-arar prohlelns ill border areas 
between Bangladesh. India and Nepal. 

Rabies continues to be a major public health problem in sorrle countries o f  the Region. I t  is 
estimated that about 30.000 people in lndia, 2000 people in Bangladesh and about 400 people each in 
Bhutan, Indonesia. Nepal. Sri [.allha and Thailand die o f  rabies every year. WHO provided technical 
guidance k ~ r  implenlenting large-scale dog vaccination programmes and impro\,cd regimens for post- 
exposure treatment in humans. WIIO also assisted Indonesia. Sri l.anka and Thailand in the 
production o f  antirabies cell c u l t ~ ~ r e  vaccine. 

Surveillance o f  communicable diseases i s  extremely important for the early detection and 
rapid implementation o f  control measures before a disease assumes epidemic proportions. 
llnfor~unately, in many countries o f  the Region. the epide~niological surveillance systems are not 
sufficiently developed to provide early warnings and thus enable health authorities to mount a rapid 
response. 

Sri Lanka and Thailand. however, have well established surveillance systems. Both countries 
have central epidemiological units responsible for receiving, compiling, analyzing and disseminating 
disease surveillance information. India. Indonesia and Myanmar have the infrastructure for 
establishing a good surveillance systeln. A problcln common to these countries i s  that there i s  more 
than one channel of reporting to the central level. India. Indonesia and Thailand have good reference 
laboratories and epidemiology training centres, but in India there i s  no uniformity among states 
regarding notifiable diseases. Bangladesh, Bhutan. Maldives, Myanmar and Nepal require 
strengthening o f  the surveillance systems as well as training o f  health officials in epidemiology. A l l  
countries try to prioritize the diseases and focus on only a few for surveillance and control activities. 

.l'liere is an urgcnt need for Inore training in epidemiology in the Region. The Field 
Epidemiology Trainlng I'rogramme (f.'El'P) has proven [nost useful and provides trainees with ample 
opportunities to acquire knowledge and skills through 'hands-on practice' in real field situations. A 
two-year FETP has been conducted in Indonesia and Thailand and a short course (12 weeks) for 
medical officers from other countries in the Region has been established in lndia. 

At present, strategies for the control o f  vector-borne diseases focus on case management 
(filariasis, malaria. 1lIiF'). i lnmuni~ation (JE), prevention o f  contact with mosquitoes (malaria, using 
impregnated bed nets) and elimination o f  breeding sources (DHF). Insecticide spraying or fogging 
has been limited to selected areas identified by epide~niological information. 
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Services 

Most disease control programmes are implemented through primary health care services in all 
countries. In Bangladesh, India, Myanmar and Nepal, where prevalence rates are still high, the 
leprosy control programme has not yet been fully integrated into the routine health care delivery 
system. Nepal has had some setbacks in malaria control after its integration into the general health 
system, primarily due to the shortage o f  health workers skilled in malaria control activities and the 
lack o f  proper supervision. 

Bangladesh, Bhutan, Myanmar and Nepal face the problem o f  shortage o f  drugs for the 
treatment o f  tuberculosis and malaria. Insecticide shortages for the control o f  the malaria vector i s  
also common to these countries as well as to India. 

1,aboratory diagnostic support i s  very important during outbreaks as well as for routine 
surveillance o f  communicable diseases, However, laboratory diagnostic facilities to identify 
etiological agents are present mostly at provincial or central levels. Only limited capacities exist at the 
primary health care level. National reference laboratories in many countries play an important role in 
confirming diagnoses, training and facilitating quality assurance. 

Monitoring o f  antimicrobial resistance i s  important both for effective therapy and for early 
detcction o f  resistant strains. A l l  countries except Maldives have facilities to carry out such studies for 
various bacterial pathogens. 

ConstMia& to the early detection and control of infcotlons diseuer 

+ Poorly developed epidemiological surveillance systems which fail to provide do carly 
warning of impendiig disease outbreaks or epidsmics. countries still lack 
trained epidemiologists or epidemiological hea 
outbreaks. Then is a lack of commitment for 
epidemiologid services in the countries. 

+ Inadequate human and fmancial resources 
countries. Moreover them is a lack of c 
authorities to implement the DOTS strategy. 

6 Certain changes in socioeconomic, demographic and envirometml pan:m favour the 
emergence and spread of infectious diseases. l h e  changes ineW% rapid population 
growth, incteasing poverty, uncontrolled urbanization, industria1'mtion, environmental 
degradation, migration and displacement of people and rapid, hreese in travel within 
as well as between countties. 

Imposition of ttade and travel restrictions on countries reporting the ocowrence of 
communicable diseases such as cholera. 
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A number o f  actions are k i n g  taken to improve disease surveillance and coritrol activities irt 
the Region. Appropriate tools are being developed to improve the quality o f  disease silrveillance and 
strengthen the capability o f  health staff in early detection, investigation and control o f  disease 
outbreaks. Case definitions o f  important cominunicable diseases arc being developed and national 
staff are continuously provided training on epidemiology, outbreak investigation and control o f  
communicable diseases. 

The International Health Regulations are being revised by WHO. These regulations wi l l  
provide for the immediate reporting o f  a number o f  defined diseuse syndrot11e.s which wi l l  facilitate 
the rapid recognition and reporting o f  outbreaks o f  new or unusual infectious diseases. Immediate 
reporting of syndromcs i s  to be followed by a report on the specific disease involved after 
confirmation o f  the diagnosis. By expediting the reporting o f  disease syndromes, international 
awareness o f  rapidly evolving infectious disease threats would be improved. 

WHO collaborating centers wil l  be involved more in activities for the prevention and control 
o f  communicable diseases at the country as well as at international levels. These centres wi l l  provide 
support in the areas o f  training, research and information as well as in the production o f  standard 
reagents. In addition, building partnerships with other UN agencies, other sectors and NGOs wi l l  
facilitate the coordination o f  efficient activities to prevent and control epidemics o f  infectious 
diseases. 

6.5 Treatment of common diseases and injuries 

Several constraints have prevented faster progress in increasing the coverage o f  populations 
in the Region with treatment for common diseases and injuries. These include inadequately skilled 
human resources, absence o f  established logistic and supply mechanisms and difficult geographical 
terrain which limits accessibility. Inadequate financial resources have hindered progress in the 
development o f  the cold chain for vaccines and in the purchase o f  essential drugs. A major drawback 
i s  the lack o f  mechanisms to strengthen human resources through training programmes which would 
improve the administrative, monitoring and supervisory capabilities o f  national staff. 

Every year some 12 million children i r i  the world die before they reach their fifth birthday, 
many o f  them during the first year o f  life. Seven out o f  every ten o f  these child deaths are due to 
diarrhoea, pneumonia, measles, malaria or malnutrition, and are often due to a combination o f  these 
conditions. 

Acute respiratory infections (ARls) in young children are responsible for an estimated 
4.1 million deaths in the world each year. About 90% o f  these deaths are caused by pneumonia 
mainly due to bacterial infections. The incidence o f  ARI is similar in developed and developing 
countries. However, while the incidence o f  pneumonia in developed countries may be as low as 3-4%. 
i t  ranges from 20% to 30% in developing countries. This difference i s  due to the high prevalence o f  
malnutrition, low birth weight and indoor air pollution in the developing world. On average, children 
below five years of age suffer from five episodes o f  ARI per child per year, thus accounting for about 
238 million attacks worldwide. Consequently, ARls are responsible for 30 to 50% o f  visits to health 
facilities and about 20 to 40% ofadmissions to hospitals both globally and in countries ofthe Region. 

The maximum programme impact can be achieved in countries with high infant mortality 
rates (IMRs). WHO therefore recommends priority implementation o f  ARI control programmes in 
countries with an IMR o f  40 or more deaths per 1000 live births. Seven countries in the Region are in 
this category and all o f  these countries now have national ARI control programmes. Four countries in 
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the Region (Bangladesh, India, Indonesia and Nepal) are estimated to contribute about 40% o f  the 
global ARI mortality, and these are considered high priority countries. 

Cilobally there are estimated to be 1.8 billion episodes o f  childhood diarrhoea annually. 
Diarrhoea1 diseases, including dysentery, claim the lives o f  3 mill ion children each year. The 
recommended treatment for acute diarrhoea is consumption o f  fluids in increased volumes to prevent 
dehydration, use o f  oral rehydration salts (ORS) andlor intravenous ( IV) fluids to correct dehydration 
when i t  occurs. and the continuation o f  feeding to prevent malnutrition. In the diarrhoeal disease 
control programme (CDD), the emphasis i s  on giving increased amounts o f  commonly available 
home fluids plus continued feeding o f  the child as the first line o f  management. The main preventive 
intervention i s  the promotion o f  breast-feeding, including exclusive breast-feeding during the first 
four to six months o f  life. Other hygienic measures like hand washing and use o f  potable drinking 
water are stressed to prevent diarrhoea. 

Management o f  the five deadly childhood illnesses (ARI, diarrhoeal diseases, malaria. 
malnutrition and measles) has been provided by various workers in different countries. An integrated 
approach to the management o f  childhood illnesses has recently been introduced to improve case 
management. Indicators developed by the CDD and ARI control programmes have been used for 
monitoring case management practices among caretakers and health workers. The treatment o f  other 
common communicable diseases. such as HIVIAIDS, sexually transn~itted diseases and 
dengueidengue liaemorrhagic fever, still need improvement in most countries. 

India, Indonesia. Sri L.anka and Thailand are paying more attention to the prevention and 
treatment o f  noncommunicable diseases, particularly cardiovascular diseases and cancer. Since 
treatment o f  these diseases requires medical specialists and special equipment, the countries are trying 
to increase accessibility to services by improving mid-level health facilities to become first level 
referral centres. Activities include training ol'staffand installation o f  essential diagnostic and curative 
equipment at this level. 

Significant changes from the second evaluation 

Countries have periodically evaluated their disease control programmes. Community and 
health facility surveys provide valuable information on case management in health facilities and in the 
home as well as on mothers' knowledge about prevention and management o f  these diseases. These 
surveys are. Iiowever, costly and time consl~ming. Countries have used such surveys to evaluate their 
CDD and ARI programmes. 

Table 5: Findings from ARI case management surveys 
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Findings of ARI surveys (Table 5 )  are an indication of the quality of treatment and advice 
given to mothers. While a lot has been achieved, such surveys indicate the need for further 
improvements through strengthening of training, communication with mothers, and monitoring of 
national programmes. 

Table 6: Findings from health facility and 1rouselrold.surveys on diarrlroeal clisecrse 
case management 

Health facility surveys and household surveys have been carried out in Member States to 
measure key CDD indicators. Recent health facility surveys in Nepal and lndonesia ('Table 6) showed 
deficiencies in clinical management as well as in advice to mothers. The need to improve the quality 
of training with an emphasis on 'hands on' practice and the quality of face-to-face communication 
with mothers was identified. 

Indicators 

Correct assesslnent of diarrhoea cases 

Dysentery cases correctly prescribed treatment 

Correct prescription at health facility 

Correct home care management advice to mothers 

Integrated management of childhood illnesses 

WHO has promoted disease specific control programmes over the past 15 years with 
considerable success. The present situation in the Region, however, warrants child health 
programmes that address childhood illnesses in an integrated manner rather than as single 
diseases. 

The challenge now is to combine these separate programmes into a single, more 
efficient integrated programme for managing childhood illnesses. The integrated approach 
addresses the major health problems of young children, responds to the demand for health care 
by the parents, and provides an opportunity for major preventive interventions like 
immunization and breast-feeding. 

In the South-East Asia Region, Indonesia and Nepal have been selected to field test the 
new training modules for the integrated management of clinical childhood illnesses The 
training of regional consultants and training courses for health workers are being undertaken. . 

As previously mentioned, there have been many efforts to improve the case management of 
tuberculosis, DFIF, malaria and filariasis through primary health care. Many training programmes and 
several clinical trials itre being conducted to improve the quality of treatment at all levels. 

Indonesia 
1995 

46% 

53% 

17% 

24% 

Decisive actio~ls have bccn taken by Member States to accelerate improvements in thc 
treatment of common diseases with essential drugs and to strengthen referral systems. Road access to 
peripheral areas has been further developed and telecommunication networks have been expanded to 
link district centres with central health facilities as seen in  Bhutan. 

Nepal 
1994 

36% 

52% 

16% 

2% 
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At peripheral levels, financial allocations for the purchase o f  essential drugs have been 
increased. Deployment o f  health staff to rural areas has been improved by posting doctors to areas 
where none had been assigned earlier. and by increasing the number o f  health subcentres and their 
t ~ s ~ c i a t e d  mobile health units or outreach clinics. With support extended hy WHO, standard 
trc;~tmcnt guideli~ics have been f~~r~i iulated, drug quality inspection mechanisms developed. and drug 
inventory controls computerized at the central level to improve the logistics and supply o f  essential 
drugs. 

At district hospitals. the standardization o f  operating meclianisms and procedures for referral, 
and tlie strengthening o f  specialist staff and support ser~ices, such as laboratory. ultrasonography and 
X-ray t'aciliticb. lh;rve iniproved the effective~iess of tlie referral system. Ilespite such natio1i;ll efforts. 
p;~tients tend to bypass peripheral facilities heca~~se o f  preference for higher lcvcls o f  care. In 
response. a "back-referral" sy5tem has been tried in one province o f  Sri Lanka and i s  to he introduced 
in other provinces. 

In countries at a Inore advanced stage o f  development, information, education and 
communication (IEC) strategies, and strengthening o f  hospital facilities such as intensive care units 
and operation tlici~tres arc being undertake11 Strengthening of human resources for tlie provisio~i o f  
specialized services in liealtli liicilitics ilss i r~f i~scd conlidence in the p:~tients. Augn~cnt:~lion of 
clinical lilcilities with X-ray machines. ~nanuals o f  diagnosis and treatment goidelilles, atid 
improvement o f  patient recording and reporting systems have enhanced the quality o f  health care. 

Mechanisms and procedures to provide technical and supervisory support on a continuing 
basis at the first referral level have been de\eloped. In some countries, basic kits for childsurvival 
and safe motherhood programmes and essential drugs and equipment have been provided. and a 
medical officer or a senior health worker has been assigned to the first referral icvel. These personnel 
are able to provide technical and supervisory support, and are also involved in tlie collection o f  
morbidity data, quantification o f  drug needs and management, and rational prescribing and use. To 
popularize services at this level o f  health care, more efforts wi l l  be needed to strengthen and sustain 
primary care facilities. 

'fhere are still problems o f  incorrect case management, even among trained health personnel. 
By following standard case management, many physicians feel that they are being discredited by 
using simple technology for diagnosis and by prescribing simple drugs for the patients. Moreover, 
training in standard case management cannot cover private practitioners, from whom a large 
proportion o f  patients seek care. Lack o f  financial support impedes programme implementation. This 
also leads to problems o f  irregularity in the supply o f  essential drugs to primary care facilities. 

'fhere i s  a lack o f  strong political commitment for controlling tuberculosis. Despite recent 
increases in staffing and national budgets for TB  in many countries, there is still a severe lack o f  
human and financial resources for rapid action. Moreover, there i s  inadequate commitment on the part 
o f  the health services in some countries to implement the DOTS strategy. This is evidenced by the 
support provided for new and relatively demanding activities for TB  control, such as training. 
supervision and regular monitoring. 

'Shere are inequities in service accessibility and availability due to the lack o f  well-trai~icd 
health and medical staff as well as diagnostic and treatment facilities at the peripheral level. Lack o f  
funds to maintain peripheral health facilities in good condition also contributes to the inequities. 



St:AIRCSOI13 Add. l 
Page 59 

6.6 Summary - Conclusions 

All countries are striving to provide health services to their people which are 
affordable, of good quality, accessible to all and sustainable. One of the major constraints is 
the cost of sustainingfree services to the people in many countries. 

Since the second evaluation there has been a marked improvement in child survival in 
all countries of the Region. Unfortunately, the same success is not seen in maternal health. 
Maternal mortality continues to be unacceptably high in several countries. Anaemia, 
malnutrition, low literircy among women and the poor social status accorded to women 
contribute to the high mortality in some countries. Highest priority needs to be given by all 
countries to the development of good quality muternal and child health services which me 
available to all people, especially to socially and economically deprived segments of the 
population. 

The Expanded Programme on Immunization has achieved remarkable success in all 
SEAR countries. The coverage in the Region for all childhood antigens was over 80% in 1995. 
AN countries have made significant progress towards the eradication, elimination and 
reducrion targets set for specific diseases such as po/iotnyelitis, guirfeuworm disease, /epro$y, 
neonatal tetanus and measles. However, preventable diseases like acute respiratory infections, 
diarrhoea1 diseases, malaria and tuberculosis still continue to take a heavy toll. The HTV/AIDS 
epidemic is spreading rapidly in several countries. 

In addition to the burden of infectious diseases, many countries are faced with the 
additional burden of noncommunicable diseases. With increased life expectancy and changes in 
lifestyle, heart diseases, strokes, cancers, diabetes, diseases associated with tobacco, alcohol 
and substance abuse, and industrial and vehicular accidents are becoming increasingly 
important causes of morbidity and mortality. Preventive activities thus play a principal role in 
the control programmes for these conditions. Health education and promotion has a critical 
role in meeting the challenges posed by the varied demands on health services. 

Despite the gains made in the areas ofpolicy orientation, in@ustruc~ure organizirliorr 
and human resources development, there are obvious inadequacies of support accorded to 
health education andpromotion in the Region. Awareness and acceptance of healthy lifestyles, 
and individual and social responsibiliy for health still need to be created. Health education 
policies need to be strengthened to create positive support for the expansion, decentralization 
and evaluation of health education and promotion interventions. Intensified advocacy 
supported by viable partnerships and the revamping of resource allocafiDns are some o f  the 
critical areas requiring immediate attention. 
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7. TRENDS IN HEALTH STATUS 

The health status of the people in Member States has improved over the years. There has been a 
steady decline in mortality rates, especially in infants and children as a result of the prevention and control 
of many childhood diseases. People are living longer and therefore noncommunicable diseases are 
assuming greater importance in the morbidity and mortality patterns in the Region. The emergence of an 
amuent middle class in some countries has led to changes in lifestyle which in turn have had an impact on 
the health of people. Poverty continues to exert its devastating effects in all countries. 

7.1 Life expectancy 

Life expectancy has increased in all countries of the Region (Figure 14). This indicator 
expresses the number of years an infant is expected to live if the current mortality trends prevail. It is 
thus influenced to a great extent by the infant death rate which has declined in all countries. The 
global target for the year 2000 for life expectancy at birth is 60 years or more and has been achieved 
by many Member States. tlowever, national authorities must now identify areas in the country or 
population subgroups which have levels of life expectancy lower than the national average. 

Further decreases in infant mortality are impeded by illiteracy, poverty, inaccessibility to 
health services and lack of trained manpower. Meaningful steps are being taken by all countries to 
overcome these barriers to a longer life, including strengthening of maternal and child health 
programmes to provide better services to these vulnerable groups. 

Figure 14: Life expectancy at birth in selected SEAR countries, 1991-96' 
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Analysis o f  life expectancy at different ages (e.g. life expectancy at age 65) provides valuable 
information to policy makers about the services needed for specific age groups, especially the elderly. 
Data for life expectancy at age 65 were reported by Indonesia, Maldives, Myanmar, Nepal, Sri Lanka 
and Thailand. 

7.2 Mortality 

Crude death rates have shown a steady decline over the years. Though registration o f  vital 
events i s  not complete in most countries o f  the Region, the available data show a declining trend in all 
countries. Crude death rates, however, are partly determined by the age structure o f  the population. 
Though the proportion o f  the elderly population i s  progressively increasing in countries o f  the 
Region, i t  is still too small to have a significant impact on overall mortality rates. 

The infant mortality rate (IMR) is a useful indicator, not only o f  the health status o f  infants, 
but also o f  the whole population and the socioeconomic conditions under which they live. I t  is also a 
sensitive indicator o f  the availability, utilization and effectiveness o f  health care, particularly maternal 
and child health services. Several countries in the Region have made considerable progress towards 
the global target o f  less than 50 infant deaths per 1000 live births. However. even though a country 
may have achieved a fairly low national IMR, there may be wide variations among different regions 
or population subgroups in the country. National authorities need to identify and target interventions 
to the vulnerable population subgroups with high infant mortality. 

Under-five mortality rates in the Region have also shown a declining trend (Figure IS), 
although data are not available from all countries. These reductions in infant and under-five mortality 
rates have largely resulted from improvements in perinatal care, increased immunization coverage. 
the success o f  diarrhoea1 disease and acute respiratory infection control programmes, improved 
nutrition, and the promotion o f  breast-feeding. 

Figure 15: Under-five mortality rates in selected SEAR countries, 1991-96' 
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Maternal deaths in the Region account for nearly 40% o f  the global total. Maternal mortality 
ratios (MMRs), unlike infant mortality rates, have shown only a gradual decline, and remain unacceptably 
high in several countries o f  the Region. Only in DPRKorea, Sri Lanka and Thailand are maternal mortality 
ratios reasonably low. Poor quality antenatal care, low coverage by trained attendants during pregnancy, 
lack o f  trained assistance at delivery, poor access to essential emergency obstetric services for high risk and 
complicated cases, and lack o f  referral and transport systems are some o f  the important factors which 
contribute to the high maternal mortality in the Region. 

Though there has been a decline in mortality from diarrhoea1 diseases and acute 
respiratory infections since the implementation o f  the control programmes for these diseases, they 
continoe to contribute heavily to childhood mortality in the Region. Mortality from measles has 
shown a remarkable decline since the introduction o f  measles vaccine into the immunization 
programme and its increased coverage - now almost 80% for the Region as a whole. Identification 
and early response to outbreaks o f  measles has also helped to reduce mortality. 

Malaria remains a serious public health problem in many countries o f  the Region. The increase in 
the proportion o f  P. falcipamm malaria (responsible for most malaria deaths) and the appearance o f  drug- 
resistant strains are alarming trends emerging in several countries. It i s  estimated that there were nearly 
40,000 deaths due to malaria in the Region in 1995. although the reported number i s  much less. 

Tuberculosis kills more adults than any other disease. Since nearly 80% o f  these deaths occur in 
the most productive age group, this has a serious impact on socioeconomic development. Mortality from 
tuberculosis in the Region in 1995 was estimated at 1.2 million deaths, almost 40% o f  the global burden. 

There has been considerable progress in reducing mortality from many infectious diseases. 
However, the lack o f  effective surveillance systems to detect and respond early to threatened 
outbreaks has been an important reason for the continuing mortality from these diseases. 

In this period o f  epidemiological transition in SEAR countries as well as in other developing 
countries, noncommunicable diseasesare becoming an increasingly important cause o f  mortality. Though 
infectious and parasitic diseases still remain major killers, it i s  estimated that deaths due to circulatov 
diseases. cancers and non-infectious respiratory diseases account for almost 40% o f  all deaths in the 
developing world. Llnfortunately. not many countries have developed prevention and control programmes 
to address this emerging problem, which will assume greater impoltance in the future. The main constraint 
in controlling these diseases is  the inadequacy o f  financial and human resources. 

7.3 Morbidity 

Infectious diseases also dominate the spectrum o f  illnesses in the South-East Asia Region. 
and the Region contributes a substantial proportion o f  cases to the global infectious disease burden. 
While considerable success has been achieved in  reducing morbidity caused by polio, guineawonn 
disease, neonatal tetanus, measles and leprosy, old scourges like malaria and tuberculosis continue to 
be important public health problems in many countries. 

As a result o f  the implementation o f  the WHO-recommended strategies for the eradication c>C 
poliomyelitis, the reported number o f  polio cases has been reduced by more than 95% - from 25.7 17 
in 1986 to 1176 in 1996. The number o f  cases i s  cxpected to decrease further in the coming years. 
This remarkable decrease can be largely attributed to the national immunization days (Nl1)s) carried 
out by all Member States. At the same time. efforts have been undertaken to improve the surveillance 
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of cases of acute flaccid paralysis. There is cautious optimism that the global target of eradication by 
the year 2000 can he achieved by countries of the Region. 

Guineaworm disease is on the verge of eradication from the Region. Today, India is the only 
country in the Region reporting guineaworm disease. An eradication programme was launched in 1984 and 
since then there has k e n  a remarkable decrease in the incidence of the disease. The number of cases 
declined from 748 in 1993 to 9 in 1996 - a reduction of almost 99%. No cases have been reported in 1997. 
It is expected that guineaworm disease will be eradicated from the Region before theyear 2000 

With the high immunization coverage levels achieved by most countries, a marked reduction 
in rnorb~dity due to measles and neonatal tetanus has been witnessed. Seven countries (Bangladesh, 
13hutan. India. Indoncria, Myanmar. Ncpal and Srl 1.anka) have adopted an approach through which 
districts at high risk for neonatal tetanus are identitied. Measles morbidity has continued to decline, 
although Bangladesh, India, Indonesia, Myanmar and Nepal continue to have cyclical outbreaks every 
one to three years. A shift in the age distribution of measles cases has been noted in Sri Lanka and 
Thailand, with longer inter-epidemic periods. 

Figure 16: Regional trends in registered cases of 
leprosy 

Sourcs WHOISEARO, Leprosy Unit 
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Figure 18: Regional trends in the incidence of AIDS cases 

Number of carer 
100 000 

Source WIIOISLAHO SiDfRlUSUcill 

In addition to the burden of infectious diseases. many countries in the Region are 
esperiencing an increase in morbidity due to noncommunicable diseases. These include 
~nalignancies. c;~rdiovascular, nc~~rological and mental disorders, diabetes, and morbidity resulting 
from vehicular and workplace accidents. increased violence and substance ahuse. Poor survcillancc 
systems, lack o f  financial resources. paucity o f  trained personnel and poor political commitment are 
the main constraints encountered in the cotitrol o f  these diseases. 

7.4 Disability 

Data on disabilities are scanty and inconsistent in most countries o f  the Region. Elowever. 
results obtained from surveys indicate that the prevalence is between 3% and 10% o f  the population. 
Overall, the magnitude o f  disahilities and their patterns show great variat io~~ among countries. This 
could be attributed to differences in the definitions used in the surveys. 
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I t  is estimated that the Region has approximately 11.8 mill ion blind people, with a cataract 
backlog o f  8 million. Almost an equal number o f  people suffer from severe hearing problems. Around 
175 million people in the Region suffer fiorn goitre and approximately 1.5 million children show 
signs o f  clinical xerophthalmia. The Region st i l l  has an estimated 0.83 million leprosy cases. two- 
thirds oft l ie world's total. 

'lhe prevalence o f  severe mental disorders (psychoses) has been estimated to be 5 per 1000 
pop~llation in various countries. I t  is  estimated that four to five mill ion people in lndia alone are 
affected by severe mental disorders at any given time. 

I 'he increasing numbers o f  disabilities due to traf'lic accidents, occupational irljuries and 
dege11er:ltive diseases pose new challenges to rehahilitation services, Accidents and injuries constitute 
9-10% o f  tlie total mortality in India. In terms o f  the leading causes o f  morbidity. injuries rank fifth in 
Myanmar and fourth in Indonesia and Sri Lanka. Since trauma care services are not well developed in 
tilost countries, many ir~juries lead to permanent disablement. 

Actions taken in countries include promotion o f  tlie use o f  available reliahilitation 
tccli~iologics s o  that disabled people rcceive the care which enables them to lead meaningful lives in 
their communities. Cmpliasis has been placcd on the prevention o f  disabilities and on the integration 
o f  rehabilitative services withi11 the general health care infrastructure. Efforts to promote intersectoral 
coordination have been strengthened. particularly at tlie operational level. 

Considerable efforts have also been made in countries to promote pi~hl ic awareness about 
disability issues. for the developnlent o f  national policies and o f  community-based rehabilitation 
(('OK) programmes, and to strengthen human resources for health and orthopaediclpr<)sthetic 
capabilities and rcrcrral services. As ;I result. national rehabilitation programmes oractivities have 
bee11 established in most countries o f  the Region. In several countries. tlie coverage o f  CBK 
programmes has been gradually expanded. National capabilities in management and referral support 
have been improved, and several countries have recently enacted disability legislation. 

I lowever. rehabilitation has not yet heen accorded the priority i t  deserves in most countries o f  
the l<egion. and services arc operated mostl) by nongovernmental organizations. Within the health 
sector. rehabilit;~tio~i i s  considered less important tll;ln prevention or treatment o f  diseases. As ;I result. 
budgetary ;~lloc;~tions for these programme5 are ineagre. In addition. most o f  the allocation is spent on 
institutions carrying out tertiary level rehabilitation activities, and there are n o  clear-cut policies o n  
how CBR should be incorporated into tlie existing PHC infrastructure. 

Although some CBR projects, such as those in Myanmar and Indonesia, have gradually 
expanded to other geographical areas. the overall progress has been slow. Shortages o f  manpower, 
lack o f  leadership, and low enthusiasm among health personnel to the CBR approach are some o f  the 
contributing factors. There i s  also a need for national programmes to demonstrate that disahilities are 
indeed a national priority. Advocacy and promotional activities should continue to be some o f  the 
ma.jor thrusts in addressing disability issues. 

Rehabilitation programmes cannot be implemented by any one sector. Since they include 
multisectoral, multi-agency activities. development o f  appropriate coordination mechanisms at all 
levels i s  essential. While national comniittees on disability prevention need to be strengthened with 
representation o f  government, nongovernmental and professional organizations, local coordination 
mechanisms wi l l  also have to be established at the district, subdistrict and village levels. 
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7.5 Summary - Conclusions 

Life expectancy at birth has increased in all Member States. Though national IeveLv ore 
encouraging, disparities exist in d~flerent regions and population subgroups within countries. 
National authorities need to identify and target their intervention programmes to the 
disadvantaged population groups. In addition, attention must now be given to ensure that the 
elderly live relatively free from disease and disability. 

Mortality rates have declined in all countries since the second HFA evaluation, especially 
infant and child mortality rates. However, five Member States still have infant mortality rates 
higher than the HFAZOOO global target. Maternal mortality is still unacceptably high in many 
Member States, with the Region accounting for 40% of the global maternal deaths. Scourges like 
tuberculosis and malaria continue to take a heavy toll in many countries of the Region. Over a 
million deaths due to tuberculosis were estimated in the Region in 1995. In addition to mortality 
from infectious diseases, there has been an alarming increase in deaths due to cardiovascular 
disea.ses, malignancies, violence and accidents. 

Infectious und parasitic diseases still dominate the morbidiv pattern in the Region. 
However, Member States have had remarkable successes in the control ofsome of these di.seases. 
Guineaworm disease will be eradicated from the Region in a few years, while there are 
expectations that polio will be eradicated by the end ofthe century. There have been sign~cant 
reductions in the incidence of vaccine-preventable diseases like measles, diphtheria and whooping 
cough. Neonatal tetanus and leprosy are expected to be eliminated as public health problems by 
the year 2000. HIV infection and AIDS cases. however, will continue to increase in the Region. 
Concerted efforts will he needed by cour~tries to control this rapidly spreading epidemic. In 
addition to the burden of infections, cardiovascular di.~eases, malignancies, mental disorders, and 
vehicular and workplace accidents are increasingly important causes of morbidity in many 
countries. 

Greater commitment is required to prevent and control both communicable and 
noncommunicable diseases. Some disease control programmes, such as those for vaccine- 
preventable diseases, diarrhoea1 diseases and acute respiratory infections, have den~onstrated that 
success can be achieved with the use of relatively low cost interventions. Similar commitment is 
requiredfor the control of tuberculosis and malaria for which newer strategies and low cost 
technologies are now available. Countries also need to devote more attention to health promotion 
activities in order to prevent and control the noncommunicable diseases which are fast becoming 
leading causes of morbidity and mortality in the Region. All these activities will need additional 
financial and human resources to make theprogramnres more effective and sustai~iable. 

Data on disabilities in countries of the Region are scanty. However, results from various 
surveys indicate that the prevalence of disabilities ranges from 3% to 10%. Unfortunately, 
rehabilitation activities receive low priority, and most of the meagre budgetary allocations are 
spent on activities in tertiary care institutions. Training ofprimaiy health care workers is needed 
to enable them to provide the necessary technical, managerial and referral support to community- 
based rehabilitation progranrmes. 
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8. OUTLOOK FOR THE FUTURE 

Every country in the Region i s  committed to achieving the goal ofhealfh for r i l l  through the 
primary health care approach. Although all countries have made considerable progress towards this 
goal. mtrch remains to be done. The third HFA evaluation provides useful insights about the 
achievements and constraints in the countries. The challenge ahead i s  to build on these achievements 
to ensure a brighter future in which all people enjoy the highest possible level o f  health. 

8.1 Overall assessment and strategic issues 

A l l  countries in the Region have made co~nmendable progress towards the goal o f  health for 
all. Mortality rates have declined. Efforts are being made to control population growth. People are 
becoming more literate and are living longer. Remarkable success has been achieved in the 
eradication or elimination o f  specific communicable diseases. However, communicable diseases still 
dominate the disease spectrum in the Region. and noncommunicable diseases are becoming 
increasingly dominant in some countries. Too many women are still dying needlessly in childbirth. 
Women continue to be discriminated against and the girl child i s  still neglected. 

Health statsrs o/thepopulution 

Mortality rates have declined in all countries o f  the Region since the second HFA evaluation. 
There have been impressive reductions in infant and child mortality rates, largely attributed to the 
successful implementation o f  the immunization, diarrhoea1 disease and acute respiratory infection 
control programmes. tlovvever, infant mortality rates in five countries are still above the global target 
o f  less than 50 infant deaths per 1000 live births. Even in the countries which have reached or passed 
the global target, there are wide variations among districts and population subgroups. Maternal 
mortality ratios in many Member States are still unacceptably high. 

Despite many successes in the control o f  communicable diseases, old scourges such as 
tuberculosis, malaria, diarrhoeal diseases and acute respiratory infections continue to take a heavy toll 
o f  lives in the Region. Lack o f  commitment and financial resources account for the high mortality, in 
spite o f  the low cost technologies available for the prevention and treatment o f  many o f  tliese 
diseases. Some diseases, such as poliomyelitis, guineaworm disease, leprosy and neonatal tetanus. are 
on the verge o f  eradication or elimination, and there has been a marked reduction in the incidence o f  
other EPI-target diseases. 

The increase in life expectancy and decrease in fertility in all countries, though modest in 
con~parison with the developed world, are changing the demographic pattern o f  the population in the 
Region. The elderly population, which totalled 30 million people in 1970, more than doubled to 63 
mill ion in 1995. I t  is estimated that by the year 2020 there wi l l  be 139 mill ion people aged 65 years or 
more in the Region. This situation, together with the changes in lifestyle that are occurring now, wil l  
increase the burden o f  noncommunicable diseases. Heart diseases, strokes, cancers, diabetes, mental 
disorders, health problems related to alcohol, tobacco and other substance abuse, violence, and traf ic 
and industrial accidents wi l l  also continue to increase. Instead o f  addressing this double burden of 
diseases sequentially, countries wi l l  need to develop services to tackle them simultaneously. In 
addition. the increasing incidence of disabilities following civil strife, violence and accidents, hoth 
vehicular and at the workplace, i s  creating an increasing demand for curative and rehabilitatio~~ 
services. 
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Malnutrition is one o f  the greatest challenges in the Region today. The major nutritional 
disorders include protein energy malnutrition and micronutrient disorders such as iodine and vitamin 
A deficiencies and iron deficiency anaemias. Countries have taken meaningful steps to overcome 
these problems, including iodization o f  salt, vitamin A supplementation, iron fortification 
programmes, and incorporation o f  nutrition components in poverty reduction programmes. There has 
also been increased promotion o f  exclusive and continued breast-feeding. For the long term, nutrition 
education is being emphasized and most countries have adopted national nutrition policies. 

Health policy including health promotion andprotection 

The profound political, socioeconomic, demographic and epidemiological changes in the 
Region have led to a review o f  health policies. initiation o f  various types o f  reforms in the health 
sector, and a redefinition o f  health strategies. Political commitment has been directed at promoting 
health care in an equitable manner and priority i s  accorded to ensuring universal accessibility to 
health services. 

To overcome financial constraints in providing free health services, most countries are 
encouraging privatization in health care. Many countries have embarked on a process o f  
decentralization and community involvement to bring health services closer to the people and to 
involve the community in the management o f  their own health problems. Intersectoral collaboration i s  
also promoted with the realization that health is central to all development activities. 

Health education i s  an integral part o f  most health development programmes in all Member 
States. This follows the increased recognition o f  the critical role health education and promotion play 
in meeting the varied demands o f  health development in the Region. This recognition has led to 
policy reorientation and structllral reorganization to place health education and promotion at the 
centre of human resource development in many countries. However, awareness and acceptance o f  
healthy lifestyles and individual and social responsibility for health still need to be fostered. In 
addition, greater support needs to be accorded to health education and promotion in the Region. 

Health resources 

Countries have made strenuous efforts to increase the accessibility o f  health services through 
improving and expanding the health infrastructure. Financial constraints, however, have limited 
expansion programmes. Community participation has been encouraged and. in some countries, 
communities have been actively involved in establishing, equipping and maintaining health facilities. 

To limit the import o f  high cost drugs and to improve drug availability, countries have 
developed essential drug lists and introduced generic drug policies. To overcome financial 
constraints. somc countries have developed cost-sharing schrnies with community participation. 
Support has also been received lion1 international agencies. 

A major constraint identified in almost all countries i s  the lack o f  adequate, well-trained 
human resources for health (HRH). A few countries havc a sufficient number o f  doctors. However, 
the deployment o f  doctors to rural areas poses a problem in all countries, with a disproportionate 
number o f  doctors concentrated in urban areas. There are acute shortages o f  other health personnel. 
particularly nurses and midwives. in all countries. Al l  countries in the Region have taken 
com~nendable steps to increase their human resources for health. They have developed or are 
developing HRH master plans. Steps are hcing taken not only to increase the number o f  personnel. 
but also to improve the quality o f  training, making i t  more relevant to the tasks each worker is 
expected to carry out. 
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Countries have continued to provide more financial resources to all social sectors, including 
health. However, i t  is becoming increasingly evident that governments alone wi l l  not be able to meet 
the escalating health care costs. Alternative financing mechanisms have been introduced in most 
countries. including user charges in public hospitals, health insurance schemes, revolving funds for 
drugs, and greater involvement o f  the private sector. Countries have also been successful in 
m o b i l i ~ i ~ ~ g  funds from donor agencies and international organizations for the development o f  their 
health services. 

Development of the health system 

As mentioned above, political commitment toheulrh for ull has aimed at promoting health 
care in an equitable manner and priority has been assigned to ensuring universal accessibility to PHC. 
Al l  governments have realized that intersectoral collaboration is imperative to achieving this goal. 
Though it is well recognized that health is central to development, and though there i s  increasing 
intersectoral cooperation, problems still exist. Government departments still tend to work in isolation, 
and health accountability is lacking in other sectors. 

Decentralization o f  health services has helped to bring the services closer to the people. 
However, much still needs to be done in many countries to make decentralization a reality. 
Involvement o f  communities in managing their own health problems is important for reasons o f  
efficacy and efficiency. Without community action, much needed behavioural changes wi l l  not occur, 
and opportunities to reduce major causes o f  mortality and morbidity wi l l  be missed. 

Though countries have realized the importance o f  health research in policy making and have 
strengthened their research capabilities, there is a communication gap between researchers and policy 
makers. Results o f  research activities are seldom utilized in decision making or policy formulation. 

Health services 

Al l  countries, with varying degrees o f  success, are striving to provide health services which 
are comprehensive, affordable, o f  good quality, accessible to all and sustainable. While child health 
services have improved considerably, as reflected in the reduced infant and child mortality rates 
reported by all countries, maternal and family planning services have not .developed to the same 
extent in many countries. The lack o f  midwifery trained personnel to care for women during 
pregnancy and provide assistance during delivery, combined with the absence o f  an efficient referral 
system for mothers needing specialized care, are important reasons for the continuing high maternal 
mortality recorded in the countries. Family planning methods are still not readily available to those in 
greatest need and contraceptive prevalence rates are still too low in several countries 

The expanded programme on immunization has been one o f  the most successful disease 
control programmes in the Region. Immunization services have been well integrated into the basic 
health services and have been able to reach more than 80% o f  the target population. The success o f  
the programme i s  reflected in the significant decline in both morbidity and mortality due to vaccine- 
preventable diseases. 

The acute respiratory infections and diarrhoeal disease control programmes have also been 
successfully integrated into basic health services. Increased availability o f  oral rehydration salts and 
recommended antibiotics for the management o f  diarrhoeal diseases and ARls, as well as education o f  
mothers by the health workers have been responsible for reducing mortality from these diseases. 
However, much more remains to be done for the prevention o f  these diseases. 
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A l l  countries have improved the availability o f  essential drugs at peripheral health facilities. 
A rational approach to the selection and use o f  drugs has been achieved by the development and 
ilnplementation o f  national drug policies with the help o f  essential drugs lists. Financial and logistic 
problems. however, impede the continuous availability of essential drugs at the primary care level. 

Social, economic and political environment, including technology 

Though all countries have reduced their birth rates, the simultaneous rapid reduction in death 
rates has resulted in high population growth rates in some countries. The Region already has a quarter 
o f  the world's people, and its population i s  expected to increase to two billion by the year 2020. This 
will place a tremendous strain on national economies as they try to cope with the population increase. 

The change from centrally controlled economies to more liberalized market economies has 
resulted in increased economic growth rates in most countries o f  the Region. However, the 
differences in economic levels among countries are striking. While the GNP per capita in Thailand 
was US $2317 in 1995, i t  was only US $200 in Nepal in 1994. Poverty, sometimes described as the 
most ruthless killer, i s  an all pervading phenomenon in countries o f  the Region. For example, nearly 
50% o f  the popillation in Hangladesl~ is classified as 'poor'. To tackle the situation, different 
strategies for poverty alleviation arc being implemented in Member States. 

I n  1995, 27.3% o f  the population in the Region lived in urban areas. This proportion is 
projected to increase to 43% by the year 2020. This influx o f  people to the cities places a severe strain 
on the already inadequate services, such as housing and safe water, sanitation and waste disposal. 
Industrialization without concern for environmental degradation wil l  continue to adversely affect the 
health o f  people. 

Literacy rates have heen increasing in the Region but there are s t i l l  wide variations both 
within and alnong countries. Female literacy rates are generally less than those for males. with a low 
o f  23% in Nepal. Realizing the importance o f  literacy in improving the health status o f  people. 
countries have initiated various programmes to improve literacy levels. Strategies have also been 
fbrn~ulated to improve the status of womefl and open Itlore avenues for their advancement in society. 

Improvements in socioeconomic conditions and the emergence o f  an affluent middle class 
have led to radical changcs in the lifestyles o f  people in many countries o f  the Region, especially in 
urban areas. Sedentary occupations, lack o f  physical exercise, changes from traditional diets to diets 
o f  "convenience foods" which are rich in fat and saturated fatty acids, reduced fibre intake and 
increased use o f  tobacco and alcohol have led to an increasing incidence o f  noncommunicable 
diseases. 

Tlie world today i s  +vitnessi~ig tremendous increases i r ~  scientific and technological 
discoveries. many of which have greatly benefited health. However, there i s  a tendency ill many 
countries to use newer. high cost technologies which benefit only a few people. 

Internation(~lpnrtnerships for health 

Countries in tlic Region have made considerable efforts to form new and expand existing 
partnerships with [IN arid other international agencies. international NGOs and financial institiltions 
such as the World Uanh and Asian Development Bank. Following the World Summit on Social 
Development and with the advocacy efforts o f  WtlO, the importance o f  health in overall 
socioeconomic developn~ent is  increasingly recognized by the international community. This has led 
to a greater commitment on the part o f  major donor countries and institutior~s to support the health 
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sector in developing countries. Countries in turn have adopted measures to improve the effectiveness 
o f  their international partnerships. 

Thailand plays a dual role i n  international partnerships: both as a recipient and as a donor. As 
a recipient Thailand now receives less financial assistance than in the past. As a donor Thailand 
provides support to neighbouring countries in developing their primary health care programmes and 
organizes training courses and study tours covering various aspects o f  health development. 

8.2 Futures vision 

Al l  countries in the Region are committed to the goal ofhrulthfur ull as well as to the 
concepts o f  equity and justice. Poverty, however, is all pervasive and is a major constraint to ensuring 
equity. The efforts o f  governments to reduce poverty w i l l  bear fruit in the future, when the gap 
between the rich and the poor w i l l  be narrowed. People wi l l  be able to afford adequate nutrition for 
the entire family. Protein energy malnutrition and micronutrient disorders w i l l  no longer be dominant 
problems in the lives o f  the poor. The future vision i s  o f  a population economically strong enough to 
lead healthy and productive lives. 

A l l  sectors o f  society, irrespective o f  race, caste and creed, wil l  have access to basic services 
to meet routine health needs. At the same time they wi l l  have access to specialized services as and 
when required. Access wi l l  not be hampered by constraints such as lack o f  financial resources or 
difficult terrain. Communities and people themselves w i l l  play an increasingly active role in 
identifying and managing their own health problems. 

Preventive services wi l l  be well developed and most o f  the currently prevailing 
communicable diseases wi l l  either be eradicated or eliminated to such an extent that they wil l  no 
longer pose a threat to public health. Effective preventive and promotive actions wi l l  be in place to 
considerably reduce the presently rising threat o f  noncommunicable diseases. People wi l l  adopt 
healthier lifestyles and conditions caused by unhealthy habits such as diabetes and cardiovascular 
diseases wi l l  be minimized. Every child born can be expected to pass through infancy and childhood 
without the spectre o f  diseases which now cripple and k i l l  millions o f  children each year. Tobacco, 
alcohol and other substance abuse, traffic accidents and violence wi l l  no longer be significant social 
problems among adolescents and youth. With increasing life expectancy, people wi l l  expect to grow 
old gracefully. They wi l l  not have to lead lives crippled by disease, disability and loneliness. 

Every child, and especially the neglected girl child, wi l l  have equal opportunity to receive an 
education that i s  broad enough and comprehensive enough to enable him or her to grow up healthily 
and to be gainfully employed, playing a productive role i n  society. 

The future vision includes no discrimination against women within societies. Women wil l  be 
educated and empowered to take their rightful place in society. Opportunities w i l l  be opened for them 
to play an active role in fields as diverse as law, medicine, business and politics. A woman wi l l  be 
able to fulfi l her vital role as a mother by being able to have a safe pregnancy and deliver a healthy 
baby without fear for her own life or that of her child. She w i l l  have the confidence that, if any 
unforeseen event were to take place, the necessary referral services wi l l  be available. 

Stricter enforcement o f  environmental control measures wil l  ensure that people are able to 
lead lives free from the pollutants destroying the environment today. Industries wi l l  be accountable 
for the management o f  their wastes. Rural areas wi l l  be developed, helping to reduce the migration o f  
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people to cities in search o f  better job opportunities. Cities, in turn, w i l l  be healthier. There wi l l  be 
universal access to safe drinking water, proper sanitation and adequate housing and food. 

The future wi l l  see an end to internecine wars and civil strife witnessed so commonly today. 
Kxpenditure on arms by governments wil l  be minimal and more resources wil l  be diverted to social 
sectors, including greater proportions allocated to health and education. 

The future vision i s  o f  people living at peace in a healthy environment, having access to basic 
health services, education, safe water and sanitation facilities, and adequate food and housing. 

8.3 Proposed strategies 

Ensuring equity for health 

One o f  the greatest challenges confronting all countries at the dawn o f  the 2lst century is to 
ensure equity. Inequities in health are deep rooted in social inequities. with poverty a major 
constraint. Though all countries in the Kegion lrave recorded varying degrees o f  econo~nic growth 
over the last two decades. the illcreasing national income has not significantly reduced poverty levels. 
Often i t  has only accentuated the disparities between the "haves" and the "have nots". The Region 
supports a disproportionate number o f  poor, with approximately 40% o f  the population below the 
poverty line. Though poverty i s  niultidimensional, there i s  a close nexus between poverty and ill 
health - each reinforces the other in a vicious cycle. The reduction o f  poverty i s  a major concern and 
many countries in the Region have initiated poverty alleviation programmes. What is required now is  
to renew political commitment for these programmes. to incorporate appropriate health components in 
their strategies, and to ensure tliat they effectively reach the poor. 

Illiteracy poses another irnportarit obstacle to ensuring equity. Education is a basic human 
right, and i t  is well documented tliat l~teracy, especially female literacy, is linked to good health. 
Governments need to ensure that education i s  available to all, especially to the girl child. Adult 
education programmes too must be targeted at vulnerable groups. 

To ensure equity in health policies, it i s  vitally important that a gender perspective be 
incorporatcd. Today. in inany countries o f  the Kegion, women have a low position in society and 
avenues for their advance~nent arc lirnited. Opportunities ~ i ic~st  be made available for women to 
participate in decision inaking. 

An important aspect o f  ensuring equity i s  the provision o f  health services to the people who 
need them most. These vulnerable groups must be careft~lly identified. I t  is not only the location o f  
physical facilities that i s  important. but also their staffing with well-trained. motivated health workers. 
k'acilities n111st be provided with basic essc~rtial drugs o f  good quality. Effective referral systems must 
he in place so that people 1i;ive access to more speciali~ed care when required. 

Environmental degradation i s  one o f  thc major contributors to ill health. Ilcaltli ministries 
need to coordinate closely with other ministries dealing with water, sanitation and the environment to 
deal effectively with the problem. Governnlents must be urged to strengthen surveillance and control 
measures for drinking water quality. Access to adequate sanitation facilities and safe water supplies 
wi l l  contribute signiticantly to ensuring equity in health. 

Health promotion is the process o f  enabling people to increase their control over and thereby 
improve their own health. Health promotion focuses on achieving equity in health. I t  aims at reducing 
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differences in current health status and ensuring eqr~al opportunities and resources to enable all people 
to achieve their fullest health potential. 

I'he response to the changing disease patterns in the Region, and the need to deal more 
effectively wit11 emerging noncommunicable diseases and prioritize health education activities should 
enhance thc broader concept and strategies o f  health promotion. Advocacy for health promotion and 
education as an integral part o f  human resource and health development needs to be strengthened. 
This requires increased allocation and effective distribution o f  resources to facilitate the 
decentralization o f  health education intenentions to district and lower administrative levels. 

(~or i~r i i i t~ i i ty  CI I~POWC~II~~I I~ shoi~ld he promoted not only through improved knowledge hut 
also h> hui ldi~ig the reqiiired ad~ninistrativc structures whicli wi l l  cataly~e commr~~lity-based 
planning. iniplementation and evaluation backcd by resource mobilization. The settings approach 
should he universally adopted. hrirlgir~g tlie mobilized strengths and values o f  interrectoral 
collaboration to increase the impact o f  health education in schools. at work sites, in hospitals. as well 
as in communities. 

tlealth education manpowcr wil l  need to he trained in critical arcas o f  partnership building. 
use (if media mix and interpersonal comrnunication This should be in the context o f  social marketing 
as well as hehavioural research with an emphasis on ethnographic techniques. Innovative approaches 
including strategies to promote healthy behaviour and for disease prevention, involve~nent o f  village 
level women's groups as well as other organized groups should be adopted to further broaden the base 
o f  health information dissemination as supportive networks are built for positive health action. 

[)cvelopmcnts in cornmunicatio~~ provide effective means o f  sharing messages fix healtll 
promotion. Today, radio and tclcvision rcacli out to almost all com~nurlities and homcs. (:arefully 
crafted health messages and health-related entertainment can reach and benefit eve11 tllc remotest 
families. Thus the mass media has a very strategic role in health promotion. Countries need to make 
use o f  the media for the maximum benefit o f  the people at a relatively low cost. 

Strengthening research capacity and ensuring the availability o f  tools to provide tlie basis for 
planning, monitoring and evaluating health education programmes should be priority areas tbr the 
future. Within the broader concept o f  health promotion. the culture o f  prevention, promotion and 
protection among various population groups would be useful as the focus on illness and disease is  

gradually reduced. 

Strengthening the health sector, including partnerships in health development 

Major constraints in the provision o f  health services include the shortages and imbalances in 
Iir~mali resources fhr health ( H R H )  in Member States. These shortages and irnbalanccs are more 
~narkcd in relation to nurses. midwives and allied health personnel. Countries need to ;~ssess their 
HRH situation and prepare master plans for developing human resources for health considering the 
quality and relevance o f  training programmes as well as the competition between the public and the 
increasingly expanding private sector. Standards need to be established for training and education 
programmes as well as for work performance. Rational transfer policies should be developed arid 
career development opporfu~iities need to be established, especially to provide incentives for persons 
working in remote rural areas. 

I t  i s  becoming increasingly evident that ministries o f  health alone do not have tlie human and 
financial resources to provide necessary services to all the people. This brings into focus the necessity 
to build partnerships with other sectors. Partnerships do not translate to sponsorship or receiving 
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financial support only - they are based on shared commitments which sliould ultimately lead to 
significant health gains. Partnerships should be built with other ministries such as agriculture, 
education. environment. industr). tlie media. etc. In addition. governments w i l l  need to establish 
partnerships with the private sector and nongovernmental org;lnirations (NGOs) for the continued 
pr(1~isicin o f  l iealtl~ care scr\ ices to ;tII. At the same tirne. the growing privatiz;ttion in health wil l  nccd 
to be regolated. 

Partnerships \\it11 tlie private sector could be o f  mutual benefit. reducing governmental costs 
in providing tertiary care and thereby freeing public resources for use in strengthening primary health 
care services. NGOs play an increasingly usefill role. not only in the health sector. but also in other 
sectors as diverse as environment. education and wornen's development. Working with communities 
provides cxcellcnt opportunities li ir people tlicni.;elves to articulate their needs and priorities and to 
work uitli Ilcalth care pro\idcrs to develop strategies to overcome their prohlems Such comml~nity 
action wi l l  lbster a sense o f  o\*.~iersliip which wil l  be far more productive than i f  services are iniposed 
from above. Partnerships wit11 research institutes, professio~ial associations and educational 
institutions would provide valuable support to policy making and planning as well as for establishing 
codes o f  ethics and standard setting. 

Attention mu\t he give11 to strcngthening natiolral capilcities in nianagerial processes lor 
health developnient. iriclutling pli11111ing. budgeting and managing logistics and supply systenis. Ihese 
various managerial processes must bc decentralized to appropriate levels in tlie system so that 
programmes can be implemented more efficiently and cost-effectively. 

Countries need to build monitoring and evaluatio~i mechanisms into the health system in 
order to continually assess tlie progress being made. The developtnent o f  national indicators and an 
efficient information system are needed so that accurate and timely data can be provided for policy 
makers, administrators and programme managers. in  addition. improvements are needed in vital (birth 
atid death) registratior~ and lncdical certification of cause of'death processes. 

Countries must begin to systematically assess the quality o f  health facilities as well as the 
quality o f  care provided. Setting sti~ndards for facilities, equipment. processes and services i s  needed 
in order to ensure the effectiveness o f  the health services delivered. Information support systems must 
be strengthened so that continuous quality improvements can be made at all levels o f  care dclivcry as 
u'ell as in training ;111d cd!rc:~tilin programmes. 

Developing and strengtlrening specrJic hmlflt programmes 

Countries in the Region have made considerable progress in controlling some communicable 
diseases. The incidence o f  vaccine-preventable diseases such as poliomyelitis, measles, diphtheria. 
whooping cough and neon;ltal tetanus has declined remarkably. 'l'here i s  every likelihood that polio 
wil l  be eradicated from the Region by the end of'tliis ccntory and that the leprosy elimination target 
wi l l  be achieved by the ~n i~ jor i ty  o f  countries by the year 2000. However. countries should gu:~rd 
against complacency following these successes. Financial and other resources must be sustained or 
improved to ensure that the gains already achieved are not lost. 

Epidemiological services and surveillance systems need considerable strcngthening in 
countries o f  the Region. Art effective surveillance ystern is necessary for the early detrotion of 
threatened disease or~thrcakc and the occurrence o f  any new disease. Countries must be able to nrount 
a rapid response to effectively deal with such threats. They should build up a core group o f  well- 
trained epidemiologists as well as provide training in basic epide~niology for all categories o f  health 
workers. Surveillance systems assume greater importance as countries near eradication or elimination 
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targets for specific diseases such as polio~nyelitis and leprosy. Systems must be sensitive enough to 
detect the last few remaining cases for initiating control measures and to ensure that the disease i s  not 
reintroduced. Some communicable diseases such as tuberculosis, malaria and HIVIAIDS wil l  
continue to be major public health concerns in Member States and epidemiological services need 
priority attention for the prevention and control o f  these diseases. 

fuberculosis still kills an estimated one million persons in the Region each year and most o f  
these deaths occur in the economically productive age group. The problem o f  tuberculosis is further 
aggravated by the rapidly spreading pandemic o f  HIVIAIDS. The DOTS (directly observed treatment. 
short course) strategy using a combination o f  antibiotics offers an effective mechanism for the control 
and prevention o f  tuberculosis. What i s  now required for this programme i s  strong political 
commitment and allocation o f  the necessary drugs for case management. Health workers, especially 
at the primary health care level, need to be trained in the application o f  DOTS. 

An effective malaria control strategy and its effective implementation need full commitment. 
adequate support and strong management. The increasing problems o f  drug and insecticide resistance 
require regular and careful monitoring. Technologies such as impregnated bed nets for prevention and 
the dip stick test f i r  rapid diagnosis and early treatment o f  malaria need to be vigorously promoted. 

linvironmental control measures arc needed to prevent the spread o f  vector breeding places. 
Mosquito vectors are responsible for transmission o f  diseases such as malaria, dengue and Japanese 
encephalitis, and countries need to develop an integrated approach to vector control. 

The rapid spread o f  HIVIAIDS in the Region i s  o f  grave concern to all Member States. The 
political commitment and the priority accorded to this programme must be maintained. As control o f  
this disease requires behavioural change, health education activities must be intensified. The strategy 
o f  100% condom use in all high risk sexual encounters must be vigorously pursued in all countries. 
I.ahoratories must be strengthened to ensure that blood used for transfusion is screened for HIV 
infection, and universal precautions inust be promoted and rigorously carried out to prevent 
transmission through infected injecting equipment. 

Globally, nearly 12 mill ion children die before they reach their fifth birthday. More than 70% 
o f  these deaths are due to diarrhoea, pneumonia, measles, malaria and malnutrition, and often due to ;I 
co~nbination o f  these diseases. In addition to high mortality, these conditions account for nearly three 
out o f  four visits to health facilities by children. Until recently these diseases were managed by 
diffcretit programmes. Now, however. the inrrgrutetl nlunagemrnl of childhood illnrsscs i s  being 
promoted and training modules are being field tested in the Region. Rather than treating each disease 
separately, health services need to address the sick child as a whole for a more effective and efficient 
approach to managing childhood illnesses. 

'1-he continuing high maternal mortality i s  a tragic reflection o f  the inability o f  countries to 
provide safe maternity care services. This situation requires urgent action by all governments. 
Countries need to develop and deploy a cadre o f  midwifery trained personnel to serve the poorer and 
marginalized sectors o f  society. Along with ensuring trained attendants during pregnancy and at 
delibery. cou~itries must also ensure the acailability o f  an efficient referral system for women needing 
specialized care. 

F;~mily health services in countrich ofthe Kegion must now broaden their approach to includc 
women's health throughout the life span. I l i i s  perspective is important since the health o f  an adult i s  ;I 
reflection o f  health in infancy, childhood and adolescence, and since i t  sets the stage for liealtli 
beyond the reproductive years. This strategy wi l l  involve the integration o f  priority services such as 
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those for family planning, safe motherhood, reproductive tract infections, STDs and HIVIAIDS. 
Adolescents are an especially vulnerable group for whom education and counselling services should 
be especially targeted. The use o f  family planning methods must be actively promoted using all 
channels o f  commun~cation. and services must be made available at all levels. 

Al l  countries today are wit~iessing demographic changes with the proportion o f  elderly 
persons increasing. As people live longer there wil l  be an increase in heart diseases, cancers and 
strokes. Changes in lifestyle wil l  further aggravate the incidence o f  cardiovascular diseases and 
metabolic disorders such as diabetes. Countries must now tackle the problems o f  communicable and 
noncommunicable diseases simultaneously. Since the majority o f  noncommunicable diseases cannot 
he cured at present, countries must emphasize preventing their premature onset, delaying their 
development in later life, reducing the suffering they cause, and providing support services for those 
disabled. 

Malnutrition i s  one o f  tlie greatest challenges facing countries o f  the Region and this problem 
cannot be managed by health ministries alone. Agriculture and food ministries are major players and 
health ministries need to work closely with them. Thus. national nutritional plans need to be 
developed using a multidisciplinary approach, and a nutrition component should be incorporated in all 
poverty alleviation programmes. Short-term interventions for the prevention o f  vitamin A deficiency 
should include distribution o f  vitamin A capsules to vulnerable populations. While providing iroti 
supplementatioli to women during pregnancy. interventions for iron fortification o f  foods must also be 
developed and implemented. C'ou~itrics are already implementing the strategy o f  salt iodization for the 
prevention and control o f  iodine deficiency disorders. However. this strategy needs to be strengthened 
and iodized salt must he available to all people at an affordable price. In addition to short-term 
intervention programmes. cuuntries sliould develop comprehensive nutrition education programmes 
whicli arc targeted to vul~ier:ihle population groups. 

Today. the world i s  witnessing a veritable explosion in the field o f  science and technology. 
Advances in science and technology as well as in cotnniunication have brought numerous 
opportunities to influence and improve the health o f  people. llowever, many o f  these advances do not 
come cheap. 111 view o f  tlic fin;~ncial constraints faced by countries. these wi l l  need very carefi~l 
prioritization. 'l'lie dilemma is  wliether to acquire liigli cost technologies wliich wil l  only be available 
to a few, or opt for low cost technological developments whicli wi l l  benefit a larger section o f  the 
population. Efficient policy guidelines and regulations ~ieed to be developed and implemented to 
govern the use o f  high cost. low volume technologies. The questions o f  equity and cost effectiveness 
should be seriously considered hefbre decisions are taken to acquire new technologies. Even in tlie 
field o f  vaccine development, the sustainability o f  new vaccines added to i~nmunization programmes 
must be carefully weighed. 

l l i e  exchange o f  l iealt l i  kiio\vledgc and ;~ppropri;tte technology slioi~ld be promoted ;imollg 
cou~itries o f  thc Kcgioii. Kcsc;~rcli institutes and collaborating centres must be encouraged arid 
supported to develop technologies whicli arc afhrdable and appropriate for the health care settings ill 
the countries. A good example i s  found in the malaria control programme where excellent and simple 
tools for prevention and rapid diagnosis are available. but are still too costly for wide scale use. 

I h c  i~nportance 01' Iiealtli ill all developinent pro.jects i s  well recog~iized. International 
agencies are increasingly interested in supporting the health sector in the developing world. Countries 
need to develop partnerships with these international agencies as well as with multilateral financial 
institutions such as the World Bank and the Asian Development Bank and international NGOs. The 



SEAIRCSOII 3 Add. 1 
Page 78 

relationship between countries and these agencies and institutions should not be viewed as 
partnerships between a "recipient" and a "donor" but as partners in every sense, sharing a common 
interest in developing the health sector. 

Today, no country can develop in isolation. Globalization i s  making countries increasingly 
dependent on each other. Geopolitical associations such as SAARC and ASEAN have greatly 
facilitated cooperation and partnerships among countries o f  the Region to address common priority 
health concerns. Countries need to maximize such partnerships and share expertise in areas such as 
training, research, disease surveillance, control o f  communicable diseases and control o f  drug 
trafficking. 

1'0 maximize the benefits o f  partnerships, countries need to strengthen their management 
infrastructure. They need to develop skills for project formulation as well as for aid negotiation, 
management and coordination. An effective management information system i s  an essential 
prerequisite. Health economics needs to be used as an important planning and management tool. 
Financial rules and regulations must be reviewed and revised if necessary to facilitate the inflow o f  
financial and other resources. Closer links must be developed between health ministries and other 
government departments which are directly responsible for aid coordination. Monitoring and 
evaluation mechanisms must be developed to ensure that the benefits accruing from these 
partnerships actually reach the people who need them the most. 
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Annex 

DATA TABLES 

Explanatory notes 

The data provided in the following tables have been taken from the national reports o f  the 
third evaluation o f  the implementation o f  the HFA strategy. Where trend data was not provided, 
previous HFA monitoring and evaluation reports were used wherever possible. However, since the 
data presented are subject to many limitations, including fragmentation, non-comparability due to 
differences in definitions, concepts and measurement units, as well as inconsistency, caution should 
be used when using the data for trend analysis or intercoutitry comparisons. 

The comments columri in the data tables i s  used to describe any limitations, definitional 
differences or explanations for the reported data. This column also indicates the source used wherever 
trend data has been taken from previous monitoring and evaluation reports. 

I The following acronyms have been used in the data tables: I 
CFMfI =Country report o f  first monitoring 

CFEII = Country report o f  f irst evaluation 

CFM12 = Country report o f  second monitoring 

CFEI?, = Country report o f  second evaluation 

CFMf3 = Country report o f  third monitoring 

nlr = Not reported 



Data reported by BANGLADESH for the third evaluation 
of the implementation of the HFA strategy, 7997 
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Data reported by BHUTAN for the third evaluation 
of the implementation of the HFA strategy, 1997 
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Data reported by DPR KOREA for the third evaluation 
of the implementation of the HFA strategy, 1997 
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HEALTH RESOURCES 

Phys~c~ans per 
10 000 populatlm 

6 

~ ~ 

Nurses per 10.000 

Pharmac~sts per 

Dent~sts per 1995 
10 000 populat~on 

health 
expenditure a:; % i 

- 
health expend~lure 
as a % of total 

/ government I I I 
expenditure 
% of essential 1995 85 
drugs available in 
a s a m ~ l e  of 

I rerno te facilities 
Amount of ! - 

Source CFMI3 
international aid 
for health 
received as a % 1996 I$? 410 m!Illon 1 1 1 -- - 

HEALTH SERVICES 

1 women attended 
I 

by trained 
personnel during 
pregnancy -- -- - - - -. 
% of deliveries 
attended by 

attended by 

~ 

% of women of 
child-bearing age 
using family 
planning 
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. 
population ( i .e. 
infants reaching 
their first 
birthday) that has 
been fully 
immunized 
according to 
national 
immunization 
policies . -~~ ~~ 

% of infants 
reaching their 
first birthday that 
have been fully 
immun~zed 
against 
diphtheria. 
tetanus, and 
whooping cough 
% of infants 
reaching their 
first birthday that 
have been fully 
immunized 
against 
poliomyelitis 

- .... ~ 

% of infants 
reaching their 
first birthday that 
have been fully 
immunized 

I against measles 
~ ~ -~ ~~ 

1995 1 % of infants 100 
reaching their 
first birthday that 

i have been fully 
I immunized 

against 
tuberculosis 

~ ~- ~ ~~ -~~ ~ 

% of the 1 ,gg5 

2o 1 1. ~ ~ - ~ - -  

populat~on that has 
been ~rnrnlin~zed 
w~th hepat~tis B 
vacclne 

~ .. .- ~- - 
~ 

TRENDS IN HEALTH STATUS 

Life expectancy 
at birth (years) 

~ .~ ~~~. . i 
Infant mortality I 

rate (per 1000 live 
births) i 



infections in 
chtldren under 5 

d~seases n 
chlldren under 5 

measles 

tuberculos~s 

cardiovascular 

- . 



Data reported by INDIA for the third evaluation 
of the implementation of the HFA strategy, 1997 

1 - . - I . .  . 1 - - - - !. 

TRENDS IN SOClOECONOMlC DEVELOPMENT 
I-_-. -.-~ . 

GNP per capita I i 1991-92 -[-c I 
l I ! I 

* ~ - ~  . . ~ -~ - . . .. 1995-96 
Annual o w  rate _/:I 

I 
of the GNP ('YO) 1995-96 1 ~- . ~~ 

, %o f  poor in rural 1991-92 
areas 

~ 1992-93 
% of poor (total) 1991-92 

1992-93 

growth rate (%) I : I 
Total fertility rate 1991 1 (per wornani 1 1992 

- - - - - -. 
Crude birth rate 
(per 1000 
populationi 

! 
-. 

Crude death rate 
(per 1000 
populatiorll 

-- / Adultirteracy rate 

IL.~~. 
- 

I % of newborns 

i weighing at least 
2500 grams at - 
birth . . . . ~  
% of children 
with acceptable 
weight-for-age 

I Rough e5t1nIate 
1 

Provisional 
-- 

Source CFMI? 

Provisional ~~.~ 

1995 - ~ -- 
Provisional - 

1991 52 21 64 1 3 M  

.- . .- . . . 
National Institute of 
Nutr~tion survey (r\=2600) 
Source CFMI3 

-- -- 
For childreri below 5 years 
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% of children 1 1992-93 1 48 1 55 2 U 1 45 9 R 1 For children below 5 years / 
with acceptable 1 1 
height-for-age 
r of population +icGr+ 
aged 15 and over 
who are regular 
smokers j 

HEALTH AND ENVIRONMENT 

safe :oi~Zon drinking- ;TZTmYT-! 1995 82 4 R 
water available m 
the home or with 

I reasonable 
access . . . . 4 1991 
population wittl 
adequate excreta 
disposal facilit~es 1 "" 
available 

- -. 
IJhysicians per 1992 
10000 populatic'n . 

population Nurses per l o , o ~ g g 2  p~ 

Total governmerit 1993-94 
health expenditure 
as a % of GNP -- - 
Total governmerit 1993-94 
health expenditure 
as a % of total 
government 
expenditure 
Total governmerit 1993-94 
health expenditure 
per capita -- - 
Recurrent 4 7 5 9 3 - 9 4  
government heath 
expenditure as a 
% of total 

1 government heath 1 
expenditure 
% of recurrent 
government heath 
expenditure going 
to salaries 

HEALTH RESOURCES I 
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% of pregnant 
women attended 
by trained 
personnel during 
pregnancy 
% of deliveries 
attended by 

% of women of 
child-bearing age 
using family 
planning kiiA - 
population ( i.e. 
infants reaching 
their first 
birthday) that has 
been fully 
immunized 
according to 
national 
immunization 
policies 
% of infants 
reaching their 
first birthday that 
have been fully 
immunized 
against 
diphtheria, 
tetanus, and 

reaching their 
first birthday that 
have been fully 
immunized 
against 

reaching their 
first birthday that 
have been fully 
immunized 
against measles 
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reaching their 

against 
tuberculosis 
t~r--- A of women that Data from National  as- 

have been Health Survey 1992-93 
immunized with 
tetanus toxoid 
(TT) during 

I pregnancy - -- -. 

TRENDS IN HEALTH STATUS 
- -- 

Life expectancy 
at birth (years) 19818i j  

1986-91 

64 2 F 1980) 
Infant rnorta1it)f 1991 80 

79 
75 F 

1 :I 9 5 74  

0 04131 
birthday - ~. ~. ~ ~ ~ 

Maternal 1992-93 420 Data from National Fami ly -  
mortality ratio Health Survey 1992-93 
(per 100,000 live 

... - 
Mortal~ty from 1996 GOO.OOO ~s t imate  based on 20% of 
acute respiratory deaths 3 niillion deaths per year in 
infections in children under 5 years 
children under t~ 
years - 

Mortality from 840,000 Est~mate based on 28% of 
diarrhoea1 deaths 3 million deaths per year in 
diseases in children under 5 years 
children under !I 
years 

~ .~ . ~ ~~ ~~ . -- 

Mortality from 4 2  deaths 
malar~a 1992 422 deaths 

1993 345 deaths 
1994 1122 deaths 
1995 

- 
1061 deaths . . ~ ~ -- .- Provisional 

Mortality from 1996 330000 Estimate based on 11% of 
measles cleaths 3 million deaths per year in 

~- -~ ~ ~ ~ ~ ---- ~, ~ 

children under 5 years 
-~ 

Mortality from 1993 53 per Estimate 
tuberculosis 100.000 

population 

. .- - . - . . - - 



1 disease (all types) + .... ~ 

I Mortality from 
I traffic accidents 

: Mortal~ty from work 
accidents 

1 Inc iden~e of 
malaria 

- ~ 

Incidencca of 
lneases 
~~ ~~- 

1ncidenr:e of , neonatal tetanus 
~- - ~. 

No of new cases 

i Of pol10 

lGdence  of 
tuberculosis 

. - .- - - -- - 

Prevalence of 
iodine defic~ency 
disorders n school 
cti~ldren 

I pregnant women 
- .- - -- 

Prevalence of 
anaemla in 
ch~ldren tinder 5 
Prevaler~ce of 
hl inr ln~qq 

death., 

4~219 70 
deaths 

45.6'0 
deaths 

~ ~~ 

l7oad awdents  account 
f r ~ r  25 3"4, nf all accidentai 
deaths 11:-169840) 

f iuad a~:ci(!er!ts ~CCOUI!! 

f!!i 25 2!4 ot all accidental 

i deaths -~~~ {I,- 181.232) ~ ~~~ . 
1 Factory accdellts ~CCOII:~! 

for 0 3% ,I' all dcc,de!ital 
deaths 
({I = 169 840, 

i actory ,i(.ciderits accuunl 
for 0 3'%. of  all accidrr:!a: 
deaths 
(11 ~= 187,212) 

~~ ~~ ~~~~ 

Est~tnatcd cases 

~ ~ . .. . ~ ~ 

Nurnber of reported cases 
~(plovislo! lcr l ,  1 Number of reported cases 

1995 

Number of new reported 
crises 

1990-91 Number of new cases 
1991 -92 detected and put on 
1992-93 1539,000 t ieatmei~t 
1993-94 1 359 000 
1994-95 1 249 000 

~ ~~ 

1980-92 9% go~tre Among 6-1 years 
rate 

Per~od not 
spec~f~ed 

54 4' million 
people 

'Suffering frorn endemrc 
go~t ie  and 8 8 m~ l l~on  have 
tnentallrr~olor handicaps 
Reported from an ICMR 
survey 

~ ~- ~ 

Hb c l l  ymldl 

- . . . , . . . - ~ -- -~ j 
../ ~ n a e k c  due Lo iron 

/ def~c~er!cy I 



Data reported by INDONESIA for the third evaluation 
of the implementation of the HFA strategy, 1997 

TRENDS IN SOClOECONOMlC DEVELOPMENT I 
P e r  a t  1-17 
(US$) 1992 

1995 
- - - -  -~ - - -- ~-~ .... ~- 

SDP per capita 1986 452 

Annual growth rate 
of the GNP (YO) 

- -- - 

!A of poor in rural ## 
areas - ~ . .. . . . ~  

growth rate (%) 

-- 

Total fertility rate 
(per woman) 

Crude birth rate 33 7 

(per 1000 
population) 
-- 

Adult literacy rate 
l"4 

% of newborns 
weighing at leas! 

.~ 
For 10 years and above 

2500 grams at 89 
birth 



acceptable 
weight-for-age 

-- 1995 
~ ~. 

1995 22 92 years and above 

who are regirar 
smokers 

~ ~p~~~ - - 

HEALTH AND ENVIRONMENT 
~~~~ ~ ~- 

safe drinking- 
water available in 1992 64 78' 86 2 U 55 9 R 'Source CFMI:! 
the home or with 1995 87 3 U 57 4 R 

% of the 1986 31 0 U 37 5 H 
population with 80 7 U 45 7 R 
adequate excreta 87 67 U 61 4 R  
disposal facilities 
available - ~~. ~ ~~~~ .. .~ 

HEALTH RESOURCES 
. . - 

1986 - ,  ~ ~ 

Physic~ans per 

~ ~ ~- 
1994 

Midwives per 
10,000 population 1992 

1993 

~~ 

Nurses per 10.000 
population 

1994 
~~ ~ ~~~ 

Pharmac~sts per 1986 
10.000 population 1992 0 12 

1993 

~ 

0.3 ~~. ~ - .. -~ 

Dentists per 0 , 0 0 0  0 1  
population 0 24 

0 4 
1994 0 4 

Other health care 1 1992 1 8 88 
providers (~ncludlng 1994 8 21 
cornmunlty health 
workers) per 10,000 
populatlon - - - - - - - - 
Total national 
as health % of e x p e n d i t u r ~  GNP ;- -z 1 65 



health expenditure 
devoted to local i I 
health care -- 
Total government 0 7 

as a % of GNP 
1 otal government 
tiealth expenditure 
as a YO of total 
government 
expend~ture 1995 
Total aovernmert < 

tiealth expenditure 
per capita (US$) 
-- -- - -- - - -  

Recurrent 1984185 

of total governni(;.nt 
health expenditure 
'YO of recurrent 1984185 

to salaries 
-~P- .- 

% of essential 
drugs available in 

1 a sample of 1 1995 

international aid 
for health received 

Percentage of overall 
national budget including 
foreign a ~ d  I 

With more than 100 

Prolected figure - 
; :  : : 1 I 
health expenditure 

- 
% of pregnant 
women attended 
by trained 1992 
personnel during 
pregnancy 

HEALTH SERVICES 

74 2 One visit 
55 8 Four visits 

1 attended by 1 1992 1 31 7 1 I 

One visit 
Four visits -- 

attended by Two visits 
trained personnel 

1995 45 5 One visit 
1995 57 3 ~- Two visits 
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child-bearing age 
using family 
planning 

~ 

% of the eligible 
population (i .e. 
infants reaching 
their first birthday) 
that has been fully 
immunized 
according to 
national 
immunization 
policres 
m f a n t s  186- 

DeGedse in c o i e r a g ~  
expected (as some of 
the eligible population 
imrnunired by NID but 
not counted in routme 
coverage) 

reaching their first 
birthday that have 
been fully 
immunized 
against diphtheria, 
tetanus, and 
whooping cough ~. ~ 

% of infants 
reaching their first 
birthday that have 
been fully 
immunized 
against 
poliomyelitis 

~ 

% of infants 
reaching their first 
birthday that have 
been fully 
immunized 
against measles 

~ -- 

% of infants 
reaching their first 
birthday that have 
been fully 
immunized 
against 
tuberculosis 
% of women that 
have been 
immunized with 
tetanus toxoid 
(TTJ during 
pregnancy 

1992 

1995 

1986 

1992 

1995 

~p 

1986 

1992 

I995 

1986 

1992 

1995 

1986 

1992 

1995 
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Comments 

Disrg ted data 
u=uanesa RmRui.1 

TRENDS IN HEALTH STATUS 

M - a l e s  ' F=Females 

Life expectancy at 
birth (years) 

Life expectancy at 
age 65 

-- - 

60.8 M 

61 5 M 
11 8 M  
12 0 M 
12.0 M . .~ 
79 M 
67 M 
61 M -- 

1992 

1995 
1986 
1992 
1995 

I62 

63 5 

-. 

-- 
Denominator not 
specified 

, ,  ., , .  . . .- - 

64.5 F 

65.3 F 
13.1 F 
13.4 F 
13.5 F 

Infant mortality 
rate (per 1000 live 
births) - 
Under-five 

67 F 
53 F 
49 F ..~ 

mortality rate (per 1992 
1000 live births) 

-- 
Maternal mortality 
ratio (per 100,000 1992 
live births) 1994 

-. 1995 390 1 ---- 

I t Mortality from- 1986 57pe r1000  
diarrhoea1 diseases 
iri children under 5 
years -- 1992 

i 
4 per 100(1 

~ ~ ~ ~ ~ . 

1986 
1992 
1995 
1986 

Mortality from 
nialaria -. .~ 

7 1 
60 
55 . . .. -- 
11 1 

1995 

~ 

0 97 

~ ~ 

Mortality from 1995 1 65 
nieasles b 

Denominator not 
.. reported 

Denominator not 
reported 

Mortality from 
tuberculosis 
Mortality from tramic 
acc~dents 

~. 

Denom~nator not 
reported 
Per 100000 population 
(denominator not 
reported) 

.. - 

1995 

1992 

1995 
Prevalence of 
leprosy 

incidence of malana 

.~~ 

1992 

1995 
1992 

1995 

~. . 
5 58 

- - 
16 94 

5 63 . 

~. ~ ~~ 

71.709 cases 

41.649 cases 
1,668,504 cases 

1518.140 cases 
~ ~~~ . 

lricidence of 
nieasles 

-- 

. ~~~ 

- 

- 37,594 cases - . - -. . . .-.- -- 
Incidence of 1992 807 cases 
neonatal tetanus 

1995 390 cases 
~ ~ . . ~  - 

148 cases 
pol10 

1995 14 cases 
1992 67.553 cases 

tuberculosis 
1995 49.647 cases 

~ 

1992 

1995 

91.645 cases 



prevalence or 37 2% 
iodine defic~ency 
disorders in school / 1992 / 27 2'4, I I I 
children 

. . . ~ ~ ~ ~  .. 
~~ ... 

anaemia in 
5 1 0'1, - - ~~~~p 

Prevalence of 55 5% 
40 5% 

under 5 
~ ~ ~ 

~ . .  - - - 

Prevalence of 1986 
0 3% ' DFMT at age 12 

1986 
blindness 1992 1 2% 

1995 ~. 1 4 7 %  
~ ~ ~ 
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Data reported by MALDIVES for the third evaluation 
of the implementation of the HFA strategy, 1997 

a a rom census 

GDP per capita At constant 1985 prlces 

~~ .- - -- 
Crude death rate 1990 6 5 U 7 K 
,per 1000 1995 5 5 U 5 K 
population) 

rate y') 

- 

% of newborns 
weighing at 
least 2500 1991 
grams at birth 1992 84% 

1995 80% 

- 



HEALTH AND ENVIRONMENT 
,. -- 

% of the 
population with 
safe drinking- 
water available 
in the home or 
with reasonable 
access - 
% of the 1 Urban Rural 
population with 
adequate 
excreta 26 I 

1995 98 26 facilities 
available ! 

.- .- -. I 
~ -. ~ ~~. . .... < 

HEALTH RESOURCES 
~ 

Phys~c~ans per Rural 
10.000 populat~on 

1991 1 7  
1992 1 5  1 I 4 4  
1993 1 9  
1994 2 3 

1 5 3  
5 2 

~ - -  ~- 
1995 4 0 
- ~ .- 10 1 . 

M~dwtves per-- 1990 34 7 5 8 44 7 1 

10,000 populat~on 1991 42 1 42 9 42 3 1 
1992 54 3 96 2 40 8 ~ 
1993 42.5 37 8 ; 
1994 36.1 

1 1995 18 5 25.3 1 No explanation glven for 

1 I reduct~on from previous 
I I 

~ 

Nurses per 1990 6 4 13.4 4 0 

~ . . 

10.000 populat~on 

physlotherap~sts, 
radiographers. d~eticlans 
CHWs and FHWs 
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2xpendlture per 

zxpenditure as a 
of total 

government 
heath 1 1 I 1 
expenditure 
% of essential 1990 
drugs available 1991 52 

1992 in a sample of 1 l gg l  1 zi 1 
remote facilities 

1995 
-~ 

Amount international of aid ki 1 1; 
for health 
received as a % 

government 
health 
expenditure 

HEALTH SERVICES 

Up to 1993, standardized 
drugs were not ava~lable 

-- 

% of pregnant 90 U 70  R 

women attended 100 U 90 R 

by trained 
personnel 
during i 
- 
% of deliveries 1995 95  98 U 9 3  R 

attended by 
trained 

1 personnel 



attended by ! ! trained 1 
--. 

child-bearing 
age ustng family 

% of the eligible 
population ( i.e. 
infants reaching 
their first 
birthday) that 
has been fully 
immunized 
according to 
national 
immunization 
policies 
% of infants 
reaching their 
first birthday 
that have been 
fully immunized 
against 
diphtheria, 
tetanus, and 

- -  - 

Urban 
96 
97 
98 
90 
96 
9 7 

Urban 
93 
94 
98 
90 
96 
nlr 

! - 1  ~ ~ -~ ~~ - ~ 

21 7 R For married women ogly 

. 1 
Rural 1 

96 i 
97 
98 i 

90 I 
1 

96 I 

97 : 
I 

- + ~~~ -- 

Rural 

reaching their 
first birthday 
that have been 
fully immunized 
against 

98 
98 Introduced 4 doses dur~ng 
97 Julv 1993 p%%%y=I::r.; reachrng their - -- 

first birthday 
that have been 1992 98 1 fully immunized / W I 86 
against measles 96 

~ n ~ - f $ f ~ - ~ ~ - ~  reaching their 

first birthday 
that have been 
fullv immunized 
against 
tuberculosis 
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% of women chat 1 I I Urban I Rural I I 
lave been 88 88 
mmunized with 90 
letanus toxoid 95 
'TT) during 1993 94 94 
wegnancy 1994 95 95 

. 1995 94 . 94 - 
% of the Urban Rural 
population that 1993 21 21 Introduced in mid-7993 
has been 1994 63 63 63 
immun~zed wlth 1995 90 90 
hepatltis B 
vacclne 

~ommttnta ; 
Data 

TRENDS IN HEALTH STATUS 

Life expectancy 6 4 1 3 F  
at birth (years) ~ 71 60 F - 
Life expectancy 9 82 F 
at age 65 15 49 14.99 M . 16 27 F 
Infant mortality 1990 33 R 
rate (per 1000 33 M 34 F 
live births) 

1995 36 U 31 R 

Probabilitv of 1990 nlr 0 99616 U 

Disaggnylated data 
U=Urban 
M=Males 

Under-five 
mortality rate 47 M 
(per 1000 live 
births) 1995 41 U 48 R 

R=Rural 
F=Femaks 

dying before 5th 
birthday 

(per 1000 live 
births) 

1 

acute respiratory 
~nfect~ons in 
chlldren under 5 

1991 

years 

- 51 M 43 F 
5 1 U 5 R 
4 1 U 5 R 
3 4 U 3 R 
2 0 U 2 R 
2 2 U 2 R 
2 -- 3 U 2 R 

18% Est~mate 
(denommator not spec~fied) 

0 99452 

O99551M 

0 99452 M 

O99551F 

0 99452 F 
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diarrhoc?al 
d~seases in 
children i~nder 5 

I 1 (denominator not specified1 
I 

years 
- ~ 

! 

t - ~- -- 

I 

tuberculosis 
1992 
1993 

i 1994 
Prevalence of 
leprosy 

09 
~ -~~ 

1 3  Per 1000 
1 (denomir:ator not specifled I 

0 9 
0 6 

1994 

Incidence of 1990-95 0 cases 
malaria 
Incidence of Urban 
measles 1990 

1991 
1992 
1993 0 0 1 1994 1 766 1 :;; I 661 

-- 1995 3071 3071 - 
Incidence of Urban Rural 
neonatal tetanus 1990 

- - 

of polto 

1992 
1993 
1994 
1995 

Prevalence of 
lodine deficiency 
disorders in 
school chlldren 
Prevalence of 
anaemla in 

Number of cases 

Imported case 

i z s  1994 - 7  level below I I 
anaemia in 
children under 5 .- 

~~ 



Data reported by MYANMAR for the third evaluation 
of the implementation of the HFA strategy, 1997 

22 22 (M) 22 52 (F) 
-- - - 1 

TRENDS IN SOClOECONOMlC DEVELOPMENT 

1992-93 5891 Kyats 
1993-94 8357 Kyats 
1994-95 10773 Kyats 
1995-96 13704 Kyats 

( 1989-90 1 1221 Kyats 

t . -- - 
innual growth 
ate of the GDP 
%) 1991-92)  - 0 6  1 

1990-91 1232 Kyats 

growth rate (%) 1992 1 8 8  / 1999 1 ( 8 7  
1994 1 87 

1991-92 
1992-93 
1993-94 
1994-95 

(per woman) 1991 3 57 
3 55 1 

1202 Kyats 
1293 Kyats 
1347 Kyats 
1421 Kvats 

- - 1994 3 5 0  1 -. 
Crude b~rth rate 1990 1 28 4 
(per 1000 1 9 9 1 1  2 8 5  1 

In constant puce of 
1985-86 

In constant prlce of -4 
1985-86 

--- 



(per 1000 
populatton) 

-- . . . . . . I ..- 
Adult literacy 86 M I 71 3 F + 
rate (77) 

-- 

% of newborns 
weighing at 
least 2500 

% of children 61 4 
t 

I 
For under 3 years of ag 

I 
! I 

with acceptable / 1990 1 6 1  6 
weight-for-age 1991 63 3 

with aCCe~tablf2 
herght-for-age 

-- 

% of populatton 
aged 15 and 
over who are 
reqular smokers General ~ o ~ u l a t ~ o n  

/ 1994 1 4653 1 I / Health staff ("=I0581 

access 
% of the 1980 20 2 

1994 

population with 1 1990 1 36 0 1 

I 

1 Elderly population in 32 
/ fleld training townsh~ps 
.-L 

adequate 
excreta 
disposal 
facilities 
available 

HEALTH AND ENVIRONMENT 
-- 

safe drmkmg- 
45 6 

in the home or 1995 4 9 3 U  44 1 8 R  
59 7 , 78 1 U 4 9 6 R  

nlr 
51 6 
nir 

42 7 

HEALTH RESOURCES 

Physlc~ansper 
10 000 
populatton 

1992-93 
1993-94 2 60 
1994-95 I 2 2 8 0  84 "r17---p 1 
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3,000 1 1993-94 1 7410 total I 
3~ulat ion 1994-95 8099 total 

-- - 
lentlsts per 
0 000 
opulatlon 

1 92 
2 05 

-- 
2 20 

794 ?Gal 
800 total 
810 total 

-. - 
)ther health Health assistants and-/ 
are providers I 
ncluding 1993-94 
ornmunity 1994 95 
ealth workers) 1995 96 
ter 10 000 
~opulat~on - 
'oral natfonal 1989 90 
lealth 1991-92 
?xpenditure as 1994-95 

271 i total 
2727 total 
30iR total 

- - - 
2 3 
2 9 
I ? 

% of GDP 
-- - - - - 

x of nat~onal 1985 86 t :r- I 
iealth 1995 96 
?xpend~ture , 
jevoted to 
'ocal health , 

publ~c health supervisors 

~overnment 1990-91 
iealth 1991-92 
?xpendlture as a 1992-93 
YO of GDP 1993-94 

1994-95 

Total -1 
government 1990-91 
health 1991 -92 
expenditure as a 1992-93 
% of total 1993-94 
government 1994-95 
expenditure - 
Total 

38 78 ~ ; a t s  
45 40 Kyats 
49 06 Kyats 
44 44 Kyats 
48 57 Kyats 

government 
health 
expenditure per 
capita 

1990-91 
1991 -92 
1992-93 
1993-94 
1994-95 



S l ~ . A / K ~ ' ~ l l ~ ' l . 3  Acid. I 
I':1gc I I .l 

gove in r~~ t? ;~ !  
tieaith 
expeiidituri! as a 
'?4, of totai 
governmr>i?r 
health 
expeiid~!;r+, ! I 

I ~ 1~ ~ ~ I "A, of recurrent 1991 6 3 1  1 1 

4 
i golng to salaries 
L 

/ Amount of 
1 mternat~onal 
I ard for health 

. - -- - . .. 
i 96 6 miiiivn Kyats 
: ($16 I r ~ i ~ l l ~ o n )  

received as a % ~ 
government I health 

i j 
i / . _  .. 

HEALTH SERVICES 

% of women 
~.. ~ -~ 

child-bearing 
age using 

% of the 1995 
eligible 
population ( i e .  
infants 
reaching their 
first birthday) 
that has been 
fully immunized 
according to 
national 
immunization 1 
policies 
% of infants 
reaching their 
first birthday 
that have been 1995 
fully immunized 
against 
diphtheria, 
tetanus, and 
whooping 
cotrgh 

- -  4- 
Source CFMIS 
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of infants 1 1992 1 73 1 1 1 I Source CFMl3 I 

.. 

Data, 
- 

'aching their 1 
-st birthday 
rat have been 1995 
rlly immunized 
yainst 
oliomyelitis 
; of infants 1992 
?aching their 
rst birthday 
iat have been 
~ l l y  immunized 
gainst 

Source CFMI3 

6 of infants I 1 Source CFMl3 

Comments 

DIsaggregated data 

?aching their 
rst birthday 
ia t  have been 
~ l l y  immunized 
gainst 

6 of women 
hat have been 
nmunized with 
etanus toxoid 
TT) during 

U=Ulben 
hl=Males 

TRENDS IN HEALTH STATUS 1 

R=ural 
F=Females 

1 1993 1 1 60 0 U M  63 9 UF 1 59 5 RM, 61 6 RF I 1 

.ife expectancy 1982 7 1992 1 rt birth (years) 1987 

'nfant mortality 
a te  (per 1000 
live births) -- -- 

Probabilitv of 1 1986 + 0 1198 

58 8 UM. 62 8 UF 
58 9 UM. 63 0 UF 
59 8 UM, 63 6 UF 

9ying before 
5th birthday 

1986 

nlr 
nlr 

59 3 RM, 61 3 RF 

60 2 UM. 64 1UF 1 59 7 RM. 61 8 RF 
12 8 UM 13 9 UF I nlr 

0 1199 F townshrps using Will~ani 
Brass method 

0 1291 RM 

mortality rate 
(per 1000 live I I I 



ctiildreii under 5 

diarrhoea1 
diseases in 
chlldren under 5 

-. . .- 
Mortallty from C 
measles 1 I;* 

deaths 1 Mortality from 1444 deaths 

( tuberculosrs 

. -- -A 

Mortal~ty from 
card~ovascular 
dlsease (all 

types) 

-. - - .- 
Mortality from 
traffic accidents 

1994 33 2 deaths 
per 100,000 
populatlon 

1995-96 953 deaths mT-pK per 100 000 

populatlon 

1994 91 0 deaths 
per 100 000 
populatlon 

1994 1 1318 deaths 

per road 
trafflc 

accldent 

1992 0 2 deaths 
per road 

traffic 
accldent 

--- 
(26 7 per 100 000 
populatlon) 

(21 8 per 100,000 
population) 

~~~ ~ ~- -. .. ~ ~ ~ 

as mortality 
from d~seases of hear! 

Reported as rnortallty 
from diseases of hear? 

Specthc cause no! 

~~ . ~ - ~  
Metropolltan Yangon 
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revalence of 

chool ch~ldren 

'revalence of 
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Data reported by NEPAL for the third evaluation 
of the implementation of the HFA strategy, 1997 

TRENDS IN SOClOECONOMlC DEVELOPMENT 
~ . 

GNPper capita 1994 200 

(US$) -- 
- ~-~ 

~ p~ 

GDP per caplta 1992193 
1993194 Rs 9 577 
1994195 Rs 10 235 
1995196 Rs 11 3634 
1995196 

~ . . 
~ ~ 

Annual growth rate 1992193 
of the C;DP (%) 1993194 

1994195 2 88 

-. 1995196 4 9 -. 
% of poor in rural 1968189 42 
areas lncome needed for rriin~ni:ii! 

~- ~~~~ ~- .~ - -~ calorie requlremenl of 2250 
1988185 

~~ - ~~ - - 

% of poor (total) . - ~ 40 ~ - ~-~ ~ 

Annual populat~on 198182 2 3 Source CFEI~... 
growth rate (%) 1981-1991 2.9 

~ -- 
Total fert~lity rate 1991 5 1 
(per woman) 1994-1996 4 6 

~ 

Crude b~rth rate 1981 44 0 Source CFEl2 
[per 1000 1991 41 ti 
population) -- ... 

~ 

Crude death rate 1981 
[per 1000 1991 13 6 
populat~on) 

-- 

Adult literacy rate 1991 39 6 54.5 M 
(%) 

~ ~ 

1995 
~ -~ 

40 0 57 M 
~- -~ -~ - 

% of newborns 1989-90 7 3  7 
weighing at least Kathrnaridu (n=11 151) 
2500 grams at (Source CFEIZ! 
birth 

~ 

- 
' 1111111.11131. 1 . 8 l i l i r i  u i  1)<11~1 .111</ ~ l : > l , c \  . l r i  p l ~ h d l  / IF  I i r t r l r ~  ,rr,,rt 

1993 76 8 Based on hosp~tal b~rths 
wh~ch are less than 11!4, of 
total births (n=13.539) 

~ ~ 
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Health Survey 1996 

- 
6 of children 

HEALTH AND ENVIRONMENT 
- 
4 of the 
)opulation with 
;afe drinking- 
vater available in 
he home or with 
.easonable 
lccess -. - 

1993 

1996 

.- - 

43 

59 

6 of the 
,opulation with 
3dequate excreta 
Yisposal facilities 
3vailable 

1993 

1996 

- 
60 U 

61 U 

~ 

6 

23 

HEALTH RESOURCES 

3hysic~ans per 1995 
- 

0 4 
10000 populat~on ~ 

3 R 

18 R 

34 U 

74 U 

Kdw~ves per 
10.000 population 
Xurses per 10OOCi 
population 

Source CFMI3 

41 R 

59 R 

Source CFMI3 

Pharrnac~sts per 

- 
Dentists per 1995 
10,000 population -- -- ~pa 

Other health care Health assistants, auxiliary 
providers health workers, maternal and 
(includ~ng child health workers, and 
community health village health workers 
workers) per 
10,000 populat~on -- -- 
Total national 0 62% Source CFM13 
health 
expenditure as % 
of GDP 1994195 12.4% At constant prlce 

(1984/85=100) 

1995 

-- 
1995 

0 74 

0 5 
.. - -- 



health 1993194 64 48 expenditure to total health 
expenditure 1994195 development budget 
devoted to local 1995196 
health care 1996197 

..~ - .. 
Total government 1992193 
health expend~ture 1993194 
as a % of GDP 1994195 

1995196 

-- 
1996197 4 3 

~ 

Total government 1992193 3 43 
health expend~ture 1993194 3 40 
as a % of total 1994195 3 73 
government 1995196 4 67 
expenditure . 1996197 - ~ 6 0 _- ~ .. . 
Total government Period not 3 
health expenditure specifled 

government health 
expenditure as a 1994195 
% of total 1995196 91 31 

/ government health / 1996197 1 54 93 1 I 1 
expenditure 
% of recurrent 
government health 

48 65 
to salaries 1995196 41 47 

% of essential 
drugs avarlable m 

remote facilities . 
Amount of 
international aid 
for health 
received as a % 
of total 
government 
health 
expenditure - .. 

HEALTH SERVICES 

personne1 during 

+ + 4 pregnancy - -- .- -- - 
% of del~veries 
attended by 

% of pregnant 
women attended 
by trained 

1 trained personnel / I I I 

~ ~~~ 

1 5 8% by doctors 
3 2% by nurseslm~dw~ves 
22 5% by TBAs 

1996 24 4 / 12 7% by doctors 
I 10 9% by nurseslmidwives 
/ 0 8% bv TRAs 
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of women of 1 1991 1 21 8 1 1 I For currently married women1 
;Id-bearing age I 1 1 I I (Source CFMI3) 1 
ing family I 1 1 1 1 I 
anning 
of the elioible - 
>pulation (1.e. 
Fants reaching 
eir first 
rthday) that has 
!en fully 
lmunized 
:cording to 
ltional 
imunization 
~licies 
of infants 

aching their 
s t  birthday that 
3ve been fully 
imunized 
lainst 
iphtheria, 
!tanus, and 
hooping cough 

b of infants 
!aching their 
s t  birthday that 1996 
ave been fully 
nmunized 

oliomyelitis 

?aching their 
rst birthday that 
ave been fully 
nmunized 

eaching their 
irst birthday that 
lave been fully 
nmunized 
igainst 
uberculosis 
6 of women that 
lave been 
mmunized with 
etanus toxoid 
TT) during 

Health Survey 1996 

Reported from Nepal Famlly 
Health Survey 1996 

Reported from Nepal Fam~ly 
Health Survey 1996 

Source CFMI3 r! 
Reported from Nepal Fam~ly 
Health Survey 1996 

Source: CFMI3 +-l 
Reported from Nepal Fam~ly 
Health Survey 1996 

Reported from Nepal Family 
Health Survey 1996 
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TRENDS IN HEALTH STATUS 
.- 

L i f e F i < c t a n c y  1974-75 ~~ 

at birth (years) 

53 5 F 
~- . . 5 5 3 F  I 

1995 
~ 

~ . . . Life expectancy at 
age 65 
-~ -~~ ~ ~ ~. ~ - -~ 

~ .~ ~ ~.~ -~ 
Infant mortality 1990-91 
rate (per 1000 live 1994 
births) . . ~  ~ ~ ~ 1992-96 -- 78 5 ~~ - ~ 

~~~~ 

Under-five 1990-91 165 
mortality rate 
(per 1000 live 1992-96 1183 
births) . 

~~ 

Materhal  
~ -. ~ ~~- 

1991 
~ ~~ . 

850 
mortality ratio 1993 53Ci 
(per 100,000 live 1996 53s 
births) 

~ 
~ 

~ Mortality from 1995196 745 deaths . ~ 

acute respiratory (0.24'%, 
infections in CFR) 

I 
I 

ch~ldren under 5 
years 

~- ~ ~- ~ 
~ -- ~ ~ . ~~~ 

Mortality from 1995196 
j -- . .. 

diarrhoea1 
diseases in 
children under 5 
years 
Mortality from 1 1 tuberculosis 

-- ~~ 

Prevalence of 
leprosy 

i 

~ ~ 

- - ~ 

Incidence of 
neonatal tetanus 
incidence of 
tuberculosis 

I 
I 

i 
I 

1279 deaths 
~~ 

1994-55 

1992 

1995196 

1991 

1994195 
1994195 

1994195 

10 29'%, 
CFR) 

~p~ -~ 
~ . 

~~- - ~~-~ . ~~ ~- . - -~ ~ 

16,000 
deaths per 

year .~ -- ~ 

11 cases 
per 10.000 o r e  M I 3  

12.764 i 9869 total multi-bacilli cases 
~ 2895 total pauci-bacilli cases 

~ ---- 
23,234 
cases 

9467 cases 

Source CFM/3 

I 
I 
I 

~ 

-, , . ~ 

557 cases I 

-- 
105 per New cases 

-- 
of sputum 

100.000 posit~ve 
populat~on 
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iaemla in 

revalence of Ellateral bl~ndness 
~ndness ~- 

-evalence of 
dine defic~ency 
sorders In school 

1994195 10,284 
cases 
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Data reported by SRI LANKA for the third evaluation 
of the implementation of the HFA strategy, 1997 

I TRENDS IN SOClOECONOMlC DEVELOPMENT 

GNP per capita - r  
- - - . 

GDP per capita 
(purchas~ng power 
parlty $1 
-- . --- 
Annual growth rate 
of the GNP (%) 

Annual population 1 5  
I growth rate (%) I 1 

. *' I Tots i e r t t r  rate 1974 3 4 

Crude blrth rate 
(per 1000 
population) 19 3 
Crude death rate 
(per 1000 5 6 

I % of newborns 1990 77 2 
weighing at least 
2500 grams at 
birth . -- 
% of children 
with acceptable 
weight-for-age 
% of children 
with acceptable 
height-for-age 

/ Est~mates at current rnarke' 
I prlces 

- I - - - - -  -- 

t - . 1 ~p-~ ~ ~ 

Growth of GNP at constant 

87 9 F j Excludes North-East 
1 provinces 

~ - ~ -- I Source CFMI3 

- r- -iytl under 5 years 

~ 

Chlldren 3-60 months 

77.3 M 
I 

- 74.9 F / Ch~ldren under p-~~ 5 years 
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0 65 F Among 35-60 years 4, of population Perlod 

- ~~-~ ~~ 

HEALTH AND ENVIRONMENT 

%of the 1992 53 87 U 49 R 
,opulation with 1994 68 3' nlr nlr 'Percentage of households 
jafe drinking- 1995 70 88 U 65 R 
water available irr 
'he home or with 
-easonable 
3ccess 

I 
X of the 67 U 60 R Source CFMI3 
?opulation with 
gdequate excreta 1994 nlr 'Percentage of households 
disposal facilities 1995 70 R 
available - -~ 

HEALTH RESOURCES 

~ g e d  15 and over 
vho are regular 

Physcians per 
10.000 population 

not 
specified 

10.000 population 

Nurses per 10,000 
populatlon 

Pharmacists DF ? ? - $ - -  
Dentists per 
10.000 populatlon 

-- -- 
Other health care 
providers 
(includng 
comrnunlty health 
workers) per 
10 000 population 

Excludes the Northern 
province 

Includes assistants and 
reg~stered med~cal 

Excludes the Northern 
province 

I Excludes the Northern 
province 
Excludes pup11 nurses -bf a 2 year 

Excludes the Northern 
provlnce 

rad~ographers 
physlotheraplsts and 
dispensers 
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health 
expenditure as % 

% of national 

devoted to local 

I health care 
~~~ 

Total qoveinment 
healtiexpenditure 
as a "10 of GNP 

i 
- - . 
Total government 
health expend~ture 
as a % of total 

expenditure 

- 

Total government 
health expendtture 
per capita 

.. -. 
Recurrent C 
government health 
expenditure as a 
% of total 
government health 

~ ~ 

government health 
expenditure going 
to salaries 
% of essential 
drugs available in 
a sample of 

Amount of 
international aid 
for health 
received as a % 
of total 
government 
health 
expenditure 

- L 
I Source CFM'3 
i For primary health care 

excludes private 
expenditure on health . .. .-. .. ~- -+-~.-. ~- ~~ 

-. . - .- - -- - 

I 
~- . .. ~~~~ - ~ I 

-- -...-.- I 
- ... ~~ j .. ~ 

~. 
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HEALTH SERVICES 
- 
of pregnant 
m e n  attended 
, trained 
mrsonnel during 
egnancy I 
- - 
of deliveries -f- 1 Source CFEI2 
tended bv 1 
21ned personnel -- 
of infants 

tended by 
sined Dersonnel 

of women of 
iild-bearing age 
sing family 1 1996 
fanning 
';of the eligible 

~fants reaching 
leir first 
irthday) that has 
een fully 
nmunized 
ccording to 
afjonal 
nmunization 
~olicies - - 
/. of infants 
eaching their 
irst birthday that 
rave been fully 
mmunized 
rgainst 
fiphtheria, 
:etanus, and 
~h00p ing  c 0 ~ g l l  - 

l/, of infants 
reaching their 
first birthday that 
have been fully 
immunized 
against 

'Source CFM/3 ---j+ 

poliomyelitis .- 
% of infants k i i i i  TF64--- t^---+----- - - i  
reaching their 
first birthday that 
have been fully 
immunized 
against measles 

L _ i _ . L l j  
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tuberculosis 
1 % of women that 1 1989 i - 54 82 t source CFEI2 

reaching their 
first birthday that 
have been fully 
immunized 
against 

have been 
immunized with 
tetanus toxoid 1 1 9 9 5  1 81 I 

lgg5 I 90 1 

I 

% Of oreonant women whc 
(TT) during 
pregnancy 

recelvedat least two dose 
of TT 

Life expectancy 
at birth (years) 
Life expectancy at 
age 65 
Infant mortality 
rate (per 1000 live 
births) 

Probability of 
dying before 5th 
birthday 
Under-five 
mortality rate 
(per 1000 live 
births) 
Maternal 
mortality ratio 
(per 100,000 live 
births) 
Mortality from 
acute respiratory 
infections in 
children under 5 
years .- 
Mortality from 
dlarrhoeal 
d~seases in 
children under 5 
years 
Mortality from 
malaria (36 total (excludes Jaffna, 

deaths) Kilinochchi. Mulla~tivu and 
Ampara districts) 

Mortality from Per 100,000 population 
measles 1995 Per 100,000 populat~on 

1996 0 deaths Based on hospital statistics 

1981 
1991 
1992 

1990 

1992 
1995 . 
1991 

-- 
1988 

1991 

1988 

1991 
1995 
1991 

1995 

TRENDS IN HEALTH STATUS 

' 70 
nlr -. 

16 2 

-- 
19 3 

18 2 
17 7 

0 006 

67 8 M 
69 5 M 
1 5 4 M  

22.6 

60 

42 
40 
104 

(647 total 
deaths) 

1.3 
(219 total 
deaths) 

-- 
Source CFMl3 

Source CFMf3 

Reported as 0 4 per 1000 
Per 100,000 population 

.- 
Per 100.000 population 

Per 100,000 population 

71.7 F 
74.2 F - 
1 7 0 F  

- -- 

Source CFM/3 

Provis~onal 

--- .- - -- - - 
Estlmate 



I 

rrtaltty from / 1995 1 509total 1 
>erculos~s 
--- -~ ~- 

~r ta l ty  from Per 100.000 populat~on 
rd~ovascular Per 100,000 populat~on 
,ease (all types) Per 100,000 populatton 

1995 4866 total 
deaths .. 

~ r ta l~ ty  from Per 100,000 population 
ncer (all types) 1991 30 7 Per 100,000 population 

1995 29 G Per 100.000 population 
1995 2100 total 

deaths 
~rtaltty from 
~ f f ~ c  acc~dents deaths 
~rtality from work Per 100,000 populat~on 

evalence of 
,rosy 

New cases detected 
Per 10,000 population 

:~dence of Based on blood films 

I m~croscoptcally exam~ned 

cases 

279,172 
cases 

142.294 
cases 

~ 

easles 1986 61Yi'cases 
1990 4004 cases 
1995 

c~dence of 
?onatal tetanus 1985 56 cases 

-- . ~~ ~ ~- 

o of  new cases 

- -- 
revalence of 
id~ne deftc~ency 
Isorders in school 
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anaemla in 
pregnant women 
Prevalence of 
anaernla in 
ch~ldren under 5 

-. 
Prevalence of 
bl~ndness 

63 per 
100,000 

population 

< 

-. -. .. . 

- ~ ' 1 ~ ~ ~ ~ ~ ~ ~ w t d e  

Persons wlth dlfflculty i r l  



Data reported by THAILAND for the third evaluation 
of the implementation of the HFA strategy, 7997 

IS$) 
mual te of the go;th GNP .+-/--%+Ip 

1 1995 / 59 5 1 2 9 7 M  1 29 8 F 

TRENDS IN SOClOECONOMlC DEVELOPMENT 

of poor ~n rural +-------I 

1065 80 I I 
i 

2317 i 

3P per cap~ta 1994 2445 

Ld 1994 
-- - .-- - -- - . 

of poor (total) 163 1 1 6 3 M  Poverty by sex of the head 
of household 

Source: CFEI2 

At current prices, Baht 
60,008 (1 US$ = 25.9 Baht ) - 
At current price. Baht 61.335 

-- 
otal fert~l~ty rate 1991 Source CFMl3 
ler woman) 

rude b~rth rate Source CFMl3 
Ier 1000 
opulat~on) 1995 16 3 
.rude death rate 1991 4 7 Source CFMl3 
3er 1000 
opulat~on) 
ldult ate (?A) literacy ~-::- ?7%x-pmj Source CFMI3 4 

-- 
/. of newborns 1990 91 70 
veighing at 1994 92 02 
east 2500 1995 92 75 
Trams at birth - 
% of children 
with acceptable 
 eight-for-age 

- - I r '  CFMl3 

1995 
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aged 15 and over 
who are regular i aged 11 years and above 

who are reqular smokers 
smokers 

- 

Phys~c~ans per 
10,000 populat~on 
Nurses per 
10,000 population 
Pharmac~sts per 
10,000 population 
Dentists per 
10,000 populat~on 
Total national 
health 
expenditure as 
% of GNP 
Total government 
health 
expendlture as a 
%of  GNP 
Total government 
health 
expendlture as a 
% of total 
government 
expend~ture 
Total government 
health 
expendlture per 
caplta (US$) 

HEALTH AND ENVIRONMENT 

1995 

1995 

1995 

1995 

1987 

1994 

1994 

1990 
1993 

1994 

1994 

% of the 
population with 
safe drinking- 
water available 
in the home or 
with reasonable 

1990 

1995 

Physician to populat~on rat1 
14165 . 
Nurse to populat~on ratio 
11150 

~ 

Dentist to population r a t l o  
1 19.677 --- 
Source CFEI2 

Provls~onal 

-r . . . . - - -- - 

'Source CFMl3 

2 4 I 

8 7 

0 95 

0.508 

74 4 

Source CFMl3 
access I 

- 

Source CFMl3 

HEALTH RESOURCES 

5.63--+- 

5 12 

0 91 

4 84' 
5 87' 

9 10 

20 7 

I 1 
89 3 U.94 2 R.88 I 

i 
I 
i 
I 
I 
pp 

R=95 1 

% of the 1991 
population with 
adequate 1995 95 7 U.984 
excreta disposal 
facilities 
available 

I 

I 
1 
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HEALTH SERVICES 

j;i;-I.atal,v~s~ts of pregnant 
,men attended 
trained 1992 72 27 
rsonnel 1993 69 01 

Year of 
data Comments 

.ended by 
rined I 

~ ~ 

ring 
Zgnancy -- .- - - 
ofdeliveries 1990 84 80 

rsOnne 1 lJ=S%3 1 " I 3 5  -- 
of infants U=86 3 R=83 5 
!ended by 
lined 
~rsonnel t 1990 +- I of women of Source: CFEI2 

R=82.3 

#;Id-bearing 
re using family 

Includes tra~ned TBAs 

anning - 
of infants 
aching their 
st  birthday 
at have been 
Ily immunized 
rainst 
~htheria. 

Source CFEI2 --+f- 
- 

of infants 1 9 8 s  73 9 Source CFEI2 
aching their 
-st birthday 
tat have been 
fly immunized 1: lainst 
~liomyelitis 
, of infants 
!aching their 
rst birthday 1 1996 6 9'2 0 1 
rat have been 

?aching their 
rst birthday 
iat have been 
~ l l y  immunized 
gainst 

rlly immunized 
gainst measles 
; of infants 1989 

I 

92 9 I Source: CFEI2 



have been I 

irnrnuniredwith I 1996 81 0 1 I 1 
tetanus toxoid I 

(TTJ during 
i 

I 
pregnancy -- ~ -~ - 
% of t h e  91 3 
population that 

i 
I tias been 

~mrnunved with i 
hepat~rs H 1 I j 

i 
vaccine 

TRENDS IN HEALTH STATUS 
-- 

1- 

~ -- ~ 

Life expectancy 1985-90 1 7 62.60 M 1 58 05 F w e  CFMI3 
at birth (years) I i i I I 

! I i ! 
i 

67 74 M /2 49 F i .~ 1~ - - ~ ~ .- 
, 1 6 7 9 M  21 35 F , For l ~ f e  exoectancv = 60.6. 

-- .- 18 30 F ./ For Ilfe exbectanc; = 65-6 t- - 
32 6' ! i 'Source CFMl3 

rate (per 1000 27 2. 
live births) 

i I 
i I I 1994 26 5 i I i Reported from DOH 

~ ~ 

Probability of 00542 M 00441 F r~ 
1 dytng before 5th 1 i 1 I 1 

I mortality rate 38 4' 
(per 1000 live 

1 births) / - - . 
Maternal 
mortality ratio 1994 17  0 
( ~ e r  IOO.OOO live 1995 1068 1 

I births) i ~ 

I Mortality from 1990 825 deaths Source CFMI3 
: acute respiratory 
I lnfectlons in / 1995 1 4 4 6  
/ ch~ldren under 5 1 

Number of pneumonia 
deaths per 100,000 

j years -- populatton 
/ Mortality from 
1 d~arrhoeal 
I dlseases in I ch~ldren under 5 / 1 1 i I 1 
I years 

Mortality frorn 1990 463 deaths Source CFMI~  
malaria 1995 1 4  2 2 M  0 7 F  ~. - - - 

I Mortal~tv from 1990 285 deaths i Source CFMI3 
r 
( tuberculosrs 
1 1 1995 1 3 6  I 54. 1 I Respiratory tuberculosis 1 rate per 100,000 popukation 
L - -  - _ _ - - . . - -- -- ~~ -~ . 



rtality from 13 3 
icer (all types) 

I 
Per 100 000 population 

I 

7 Year of 
Indicator' data 

taltty from 1989 
citovascular 
zase (all 

Denominator not spectfied 
rtality from 1989 Source CFEl2 
fftc accidents Per 100 000 populatton 

( 4 7 0 M  1 9 6 F  1 Denominator not specified 
?valence of Source CFMI3 
lrosv 

Data 

47 3 

56.472 cases 1 
;tdence of 29.463 cases 1 Source CFMI3 
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