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SECTION I 

REPORT OF THE REGIONAL COMMITTEE' 

1 Originally issued as "Draft Final Report of the Thirty-seventh Session of 
the WHO Regional Cornittee for South-East Asia", document SEA/RC37/21, on 
22 September 1984 



REPORT OF THE REGIONAL COMMITTEE 

INTRODUCTION 

The thirty-seventh session of the Regional Committee for South-East 
Asia was held in the WHO Reglonal Office for South-East Asia, New Delhi, 
from 18 to 24 September 1984. It was attended by representatives from all 
11 Member States of the Region, the United Nations Development Programme, 
the United Nations Children's Fund, International Labour Organisation, 
International Bank for Reconstruction and Development, United Nations 
Educational, Scientific and Cultural Organization, Food and Agriculture 
Organization of the United Nations, United Nations High Commissioner for 
Refugees, United Nations Economic and Social Commission for Asia and the 
Pacific, one intergovernmental organization, 34 non-governmental 
organizations having official relations with WHO, as well as observers from 
7 bilateral and voluntary agencies (see Annex 1 for list of participants). 

The session was declared open by the outgoing Chairperson, Ms 
Chandra Kala Kiran (Nepal), who welcomed the delegates and others. In her 
opening remarks, she called for concerted efforts to implement the 
strategies for "health for all by the year 2000". The meeting was then 
addressed by the Regional Director and by Dr H. Mahler, Director-General of 
WHO. Mr B. Shankaranand, Minister of Health and Family Welfare, Government 
of India, inaugurated the meeting. 

A Subcommittee on Credentials was appointed, consisting of 
representatives from Bangladesh, Maldives and Mongolia. The representative 
of Maldives, Mr Abdul Sattar Yoosuf, was elected as Chairman of the 
Sub-committee, which held two meetings and presented its reports 
(sEA/~C37/18 and SEA/RC37/18 Add.l), based on which the Regional Committee 
recognized the validity of the credentials presented by all the 
representatives. 

The Regional Committee elected the following office-bearers: 

Chairman .. Mr C.R. Vaidyanathan (India) 

Vice-Chairman .. Dr S.D.M. Fernando (Sri Lanka) 

The Committee reviewed the draft provisional agenda of the 
seventy-fifth session of the Executive Board and of the Thirty-eighth World 
Health Assembly (SEA/RC37/7) and then adopted its agenda (SEA/~c37/1) 
(Annex 2). It established a Sub-committee on Programme Budget consisting of 
representatives from all Member States and adopted its terms of reference 
(sEA/~C37/4). Under the chairmanship of Dr Uthai Sudsukh (Thailand), the 
Sub-committee held three meetings and submitted a report (Annex 3), which 
was endorsed by the Regional Committee (resolution SEA/RC37/R8). 

The Regional Committee elected Dr H.M. Isa (Indonesia) as Chairman 
of the technical discussions on the subject of "Innovations in primary 
health care within the community" and adopted the agenda for these 
discussions (SEA/RC37/15 and Add.1). The conclusions and recommendations 
arising out of these discussions (Annex 4), which were held on 20 September 
1984, were later presented to the Regional Committee, which endorsed the 
recommendations and adopted a resolution (SEA/RC37/R9). 
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Reiterating its resolution S E A / R C ~ ~ / R ~  urging Member States to 
evaluate their "health for all" strategies in the agreed common framework 
and format by March 1985 for consideration by the WHO governing bodies. 

Noting that the final version of the common framework and format for 
evaluation (DG0/84.01) has already been circulated to all Member States, and 

Realizing that information generated by this evaluation will 
facilitate and help to improve the management and implementation of "health 
for all" strategies, 

1. URGES Member States: 

(1) to establish and strengthen the mechanism for the 
monitoring and evaluation of their health strategies, 
including the setting up of national focal points or 
groups, strengthening of health planning cells and 
information support systems, 

(2) to use the common framework and format for the 
evaluation of the implementation of "health for all" 
strategies in an appropriate manner within their 
managerial processes for national health development, and 

2. REQUESTS the Regional Director to support Member States in: 

(1) establishing and strengthening national mechanisms for 
the monitoring and evaluation of "health for all" 
strategies, 

(2) developing the needed information support and national 
expertise, and 

(3) completing the evaluation framework and format and 
preparing a country health situation report. 

Handbook 2.2.1 
Page 11 

Eighth Meeting. 24 September 1984 
SEA/RC37/Mln. 8 

SEA/RC37/R3 STRENGTHENING OF REFERRAL SYSTEMS FOR PRIMARY HEALTH CARE 

The Regional Committee, 

Recognizing the importance of the health system in supporting the 
delivery of primary health care, and 

Noting that referral levels, particularly those at the intermediate 
level, are generally not adequate to cope with the growing needs of the 
expanding primary health care services. 

1. URGES Member States to pay particular attention to the development 
and organization of referral systems for primary health care in order to 
meet their specific needs, 

2. RECOMMENDS that the organization and management of such health 
referral systems should (i) support the entire primary health care package, 
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(ii) be developed with maximum community participation, and (iii) receive 
strong technical support at all levels, and 

3. REQUESTS the Regional Director to offer necessary support to Member 
States in their endeavours to develop referral systems for primary health 
care. 

Handbook 4.1 
Page 21 

Eighth Meeting, 24 September 1984 
sEA/RC37/Min.8 

S E A / R C ~ ~ / R ~  WOMEN, HEALTH AND DEVELOPMENT 

The Regional Committee, 

Recognizing the dual role of women as providers and consumers of 
health services. 

Noting with concern that the literacy rates among women are still 
very low in several countries in the Region and that there is a close 
relationship between high maternal and infant mortality rates and low 
literacy levels, 

Being aware that, despite legislation guaranteeing equality between 
the sexes, the social status of women in most countries is still not 
satisfactory, hindering them from active participation and involvement in 
policy and decision-making roles, and 

Reaffirming resolutions WHA28.40, WHA29.43 and WHA36.21 of the World 
Health Assembly, 

1. URGES Member States: 

(1) to review and strengthen their policies to encourage the 
participation of women in policy formulation and 
decision-making in health systems; 

(2) to ensure that adequate resources are provided to 
implement "women, health and development" activities, 
with particular reference to literacy, nutrition, 
MCH/family planning and family health, occupational 
health, health education and health information within 
the context of primary health care, and 

(3) to mobilize support for non-governmental organizations 
in implementing activities concerned with the promotion 
of women's health and socio-economic status, and 

2. RECOMMENDS that the Regional Director assist Member States in 
promoting activities to further the efforts of their governments. 

Handbook 4.6 
Page 23 

Eighth Meeting, 24 September 1984 
SEA/RC37/Min.8 
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SEh/Rc37/~5 MOBILIZATION OF EXTERNAL RESOURCES 

The Regional Committee, 

Reaffirming the resolution of the Thirty-fourth World Health 
Assembly (WHA34.37) urging Member States to allocate adequate resources for 
health and inviting the relevant bodies of the United Nations system, as 
well as other organizations concerned, to provide financial and other 
support to developing countries for the implementation of national 
strategies to achieve health for all by the year 2000, 

Noting that one of the major constraints encountered by most of the 
Member States of the Region in the implementation of their strategies for 
"health for all by the year 2000" is the inadequacy of resources, 

Recognizing that there is untapped potential for mobilizing and 
directing additional resources from internal and external sources to 
accelerate national efforts for health development, and 

Commending the efforts made by Member States that have completed a 
comprehensive review of their health resources utilization and determined 
the further requirements to implement their health programmes, 

1. URGES Member States: 

(1) to take all possible follow-up actions, at country and 
international levels, arising from their resources 
utilization review, to mobilize adequate external 
resources complementary to national resources to 
implement their health programmes, 

(2) to maintain a continuing review of resource requirements, 
flow and utilization with a view to developing short- 
term and long-term measures to meet these requirements. 
and 

2. REQUESTS the Regional Director: 

(1) to continue support to Member States in their review of 
health resources utilization and requirements and the 
follow-up actions arising therefrom, 

(2) to provide further support to the assessments of the 
costs and methods of financing health programmes and 
health care services in countries, and 

(3) to promote and facilitate the involvement of bilateral, 
multilateral and other international and non-governmental 
organizations in national efforts for the mobilization 
and channeling of external resources for health 
development. 

Hand book 2.3.1 
Page 12 

Eighth Meeting, 24 September 1984 
sEA/~C37/Min.8 
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SEA/RC37/R6 RESEARCH PROMOTION AND DEVELOPMENT 

The Regional Committee, 

Appreciating the progress made in the research promotion and 
development programme in the Region, 

Noting that the research programme is oriented towards the "health 
for all" strategies of the countries with primary health care as the key 
approach, and 

Recognizing that the South-East Asia Advisory Committee on Medical 
Research has developed guidelines for supporting research development and 
promoting health services research, including health behaviour research, 

1. URGES Member States: 

(1) to strengthen their multidisciplinary research 
activities aimed at solving national priority health 
problems, 

(2) to allocate adequate funds for health services research 
within the framework of their national health services, 

( 3 )  to review their research policies periodically, 

(4) to promote national capabilities and capacities to 
conduct multidisciplinary research, and 

(5) to ensure the dissemination and utilization of research 
results in their countries, and 

2. REQUESTS the Regional Director: 

(1) to continue technical collaboration with Member States 
in their research promotion and development activities, 
and 

(2) to collaborate with Member States in evaluating research 
programmes and assessing their impact on health 
development. 

Handbook 2.4 
Page 14 

Eighth Meeting, 24 September 1984 
SEAl~C371Min.8 

SEA/RC37/R7 THIRTY-SIXTH ANNUAL REPORT OF THE REGIONAL DIRECTOR 

The Regional Committee, 

Having considered and discussed the Thirty-sixth Annual Report of 
the Regional Director to the Regional Committee (document SEA/RC37/2 and 
Corr.1). which covers the activities of WHO in the South-East Asia Region 
during the period 1 July 1983 to 30 June 1984, and 

Appreciating the efforts of the Consultative Committee for Programme 
Development and Management in critically reviewing the Thirty-sixth Annual 
Report of the Regional Director, 
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1. NOTES with satisfaction the progress made during the period in 
implementing WHO'S programme of collaborative activities in the South-East 
Asia Region, and 

2. CONGRATULATES the Regional Director and his staff on a lucid and 
comprehensive report. 

Handbook 9 
Page 35 

Eighth Meeting, 24 September 1984 
SEA/RC37/Min.8 

s E A / R C ~ ~ / R ~  PROPOSED REGIONAL PROGRAMME BUDGET FOR 1986-1987 

The Regional Committee, 

Having considered the Proposed Programme Budget for 1986-1987 
(document SEA/RC37/3 and the report of the Sub-committee on Programme 
Budget (document sEA/RC37/19), and 

Noting that the Proposed Programme Budget conforms to the Seventh 
General Programme of Work for the period 1984-1989, the Medium-Term 
Programme for the same period, and to the policy guidelines of the 
Organization, and reflects national and regional priorities for achieving 
health for all by the year 2000, 

1. APPROVES the report of the Sub-committee on Programme Budget, 

2. NOTES the Proposed Programme Budget for 1986-1987, and 

3. REQUESTS the Regional Director to transmit the Proposed Programme 
Budget as contained in document SEA/RC37/3 to the Director-General for 
inclusion in his Proposed Programme Budget for 1986-1987. 

Handbook 3.3 
Page 19 

Eighth Meeting, 24 September 1984 
SEA/RC37/Min.8 

sEA/RC37/R9 INNOVATIONS IN PRIMARY HEALTH CARE 

The Regional Committee, 

Recalling resolution SEA/RC36/R8 to hold technical discussions on 
"Innovations in Primary Health Care within the Community" during its 
Thirty-seventh session in 1984, and 

Having considered the report of the technical discussions held 
during the Thirty-seventh session. 

1. ENDORSES the recommendations made in that report (SEA/RC37/20), 

2 .  URGES Member States: 

(1) to stimulate innovative approaches in primary health 
care, particularly with regard to community involvement, 
and to provide adequate support for appropriate research 
in their development, application, evaluation and 
expansion, 
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(2) to continue to support the application and expansion of 
innovative approaches in primary health care as a 
built-in component of national health care delivery 
systems, and 

(3) to develop mechanisms for the sharing of experiences and 
information on innovative approaches in primary health 
care with other Member States, and 

3 .  REQUESTS the Regional Director to provide appropriate support to 
Member States in their efforts. 

Handbook 4.1 
Page 21 

Eighth Meeting, 24 September 1984 
sEA/RC37/~in. 8 

sEA/RC37/~10 SELECTION OF A TOPIC FOR THE TECHNICAL DISCUSSIONS 

The Regional Committee, 

1. DECIDES to hold technical discussions during the Thirty-eighth 
sesslon in 1985 on the subject of "Integrated control of priority 
communicable diseases using PHC infrastructure", and 

2 .  REQUESTS the Regional Director to take appropriate steps to arrange 
for these discussions and to place this item on the agenda of the 
Thirty-eighth session. 

Handbook 1.2.2 
Page 4 

Eighth Meeting, 24 September 1984 
sEA/~C37/Min.8 

sEA/RC37/~11 TIME AND PLACE OF THE THIRTY-EIGHTH SESSION 

The Regional Committee, 

Noting that the Government of the Socialist Republic of the Union of 
Burma has requested an alternative venue for the Thirty-eighth session of 
the Regional Committee, 

DECIDES to hold its Thirty-eighth session in the Regional Office in 
September 1985. 

Handbook 1.2.1 
Page 3 

Eighth Meeting, 24 September 1984 
SEA/RC37/Min.8 
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PART I1 

DISCUSSION ON THE THIRTY-SIXTH ANNUAL REPORT 
OF THE REGIONAL DIRECTOR 

Introducing his Annual Report, the Regional Director said that the 
Member States had not only crystallized their strategies and plans of 
action for "health for all by the year 2000" but had already started 
implementing them, even before the start of the Seventh General Programme 
of Work. They had also completed a monitoring report on implementation of 
the "health for all" strategy and were now preparing to evaluate it by 
March 1985. He felt, however, that efforts had to be maintained in order to 
accomplish the full integration of the "health for all" strategy into the 
ongoing national health development plans and ensure the resources needed 
for its implementation. 

While the managerial process for national health development had 
shown perceptible improvement, WHO was now introducing the new managerial 
framework for the optimal use of its resources in direct support of Member 
States. 

In pursuance of the principles contained in the Seventh General 
Programme of Work, which reflected the national and regional "health for 
all" strategies, countries should continue their efforts to develop 
suitable infrastructures for the application of existing and emerging 
health technologies in order to ensure universal primary health care. 
Hence, there was a need for preferential allocation of resources to 
accelerate the development of the infrastructure in support of primary 
health care. 

One major obstacle in developing an adequate health infrastructure 
was the shortage of health manpower of the right type. Coordination among 
the health services, universities and training institutions was essential 
in order to produce heal.th manpower suited to the needs of dlfferent 
aspects of health development. WHO had been providing support to countries 
in the planning, production and utilization aspects of manpower development. 

Appropriate technology should be exploited to promote and protect 
health and to prevent and control the prevailing diseases. Given the high 
rates of infant and childhood morbidity and mortality, rapid population 
growth and low nutritional status in many countries of the Region, 
programmes on maternal and child health, famlly plauning and nutrition were 
generally recognized as priority activities. WHO, in collaboratior~ with 
UNICEF, was providing support, especially in the training of manpower 
(particularly to develop managerial and epidemiological skills) and 
research to solve both technical and operational problems. A time-hound 
joint WHO/UNICEF-supported programme on nutrition had been started in Burma 
and Nepal. 

While, under the aegis of the International Drinking Water Supply 
and Sanitation Decade programme, activities for the development of drinking 
water supply were progressing smoothly, the sanitation component was 
lagging far behind the Decade targets. This imbalance needed urgent 
correction. Due emphasis should be given t.o cost-effective technologies 
suited to the country situation that could be exploited within the existing 
resource constraints. 
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A sound drug policy and management programme was needed to solve the 

problem of shortage of drugs. The concept of essential drugs had been 
accepted in most countries of the Region. WHO was supporting the countries 
in refining drug policy and management systems, quality control and 
logistics. 

CommunJcable diseases persisted as a health problem in the Region. 
As a result of technological, managerial and financial problems, malaria was 
causing grave concern, despite an overall decrease in the number of cases. 
Intensive research, training programmes and the mobilization of further 
resources were urgently needed. WHO was providing support in these areas. 

Cardiovascular diseases and cancer, among the non-communicable 
diseases, were emerging problems. WHO had directed its support towards 
epidemiological measures. 

The major thrust of  he research programme had now shifted towards 
comprehensive research for solving human problems. Close dialogue with 
national research coordinating bodies had enhanced the relevance of 
research supported by WHO. The South-East Asia Advisory Committee on 
Medical Research had contributed substantially to the research development 
activities in the Region. 

Although five Member States had completed country resource 
utilization reviews, there was a need for further intensification of 
efforts to mobilize external resources in order to remove the resource 
constraints that presently retarded health development. 

During the disrussion on the Report, the Regional Committee noted 
that the number of seats for the South-East Asia Region on the WHO 
Executive Board had been raised from two to three by an amendment 
originally agreed to by the World Health Assembly in its resolution 
WHA29.38, and recently ratified by the required number of Member States; it 
had taken effect on 20 January 1984. The Committee also noted the 
recommendation of the Consultative Committee for Programme Development and 
Management in its report on the functioning of the Regional Committee. 

Regarding WHO'S general programme development and management, the 
Committee noted that the Organization had been making efforts to implement 
a new managerial process for the optimal use of its resources in direct 
support of Member States, and that this had been introduced on an 
experimental basis in one of the countries of the Region. 

While discussing the chapter on health systems development, the 
Committee took note of the fact that in all countries of the Region there 
was a mechanism for national health planning and that governments were 
making efforts, often with WHO support, to strengthen the mechanism and the 
process. With the development and implementation of "health for all" 
strategies, these national planning mechanisms in several countries were 
also striving to improve their ability to monitor and evaluate activities. 
The Committee felt that these efforts for improving managerial processes 
for national health development should be further strengthened. 

As regards health situation and trend assessment, the Regional 
Committee appreciated the efforts being made to conduct field-oriented 
training in epidemiology in some countries, and stressed the need for the 
further development of national health information systems for generating 
relevant and reliable information. 
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Member States recognized the importance of health services research. 
The Committee noted that in some countries provision had been made for 
undertaking such research within each programme in order to solve 
operational problems and improve the delivery of the programme. 

All Member States had strengthened their health inPrastructure based 
on the principles of primary health care. Serious efforts were heing made, 
to expand the coverage of the population by primary health care, both in 
rural areas and in urban alums. Concentrated efforts were continuing in all. 
countries for the expansion of physical facilities such as primary health 
centres and sub-centres, the appropriate training of field personnel. and 
the improvement OF logistics and of referral support. The Committee noted 
that the involvement and participation of the community in all these 
activities were being given high priority in most countries. It adopted a 
resolution in this connection (SEA/RC~~/R~). 

On the subject of manpower development, the Committee felt that in 
most countries there was usually no lack of trained doctors but often a 
scarcity of the right type of specialist. However, the relative importance 
of specialists in the context of primary health care and the referral 
services and the preparation of a manpower package with proper orientation 
needed to be carefully considered. In order to develop adequately trained 
manpower, careful planning and management were required and it was 
essential that cooperation and coordination between the producers (Lhe 
universities and institutes) and the users (ministries of health) were 
ensured. The Committee also felt that managerial skills should be developed 
among supervisory staff at all levels of the health care system. Noting 
that it was difficiilt to motivate health personnel, particularly doctors, 
to work in the rural areas, the Committee urged that WHO study this 
pressing problem and provide appropriate guidance. 

The importance of public information and education for health was 
recognized by the Regional Committee. Delegates stressed the need to 
strengthen the training of health workers and volunteers to make them more 
effective in community education. They highlighted the need to integrate 
health into the curricula of primary and secondary schools, since 
appropriate modifications in health behaviour at a young age were higf11y 
conducive to a healthy life-style later on. The effective use of 
appropriate mass media, geared to the socio-cultural background of the 
target audience, was considered essential. 

While considering health promotion and care, the Regional Committee 
discussed the topic of promotion and development of research. The research 
activities supported by WHO were tending to change from a disease-oriented 
approach to a comprehensive approach in support of "health for all" 
objectives. Thus health services research received a relatively high 
priority. Two booklets on the concept of health services research and on 
research needs for "health for all" had been developed by the South-East 
Asia Advisory Committee on Medical Research as guidelines for research 
development in the Region. The need to involve policymakers, public health 
administrators and researchers belonging to different disciplines in a team 
for the development of research was stressed. This would help to focus the 
involvement of the universities and make research relevant to the needs of 
the people. The need for the further improvement of national research 
capahilittes and the strengthening of existing national coordination 
mechanisms to guide research efforts was also emphasized. A resolution was 
adopted in this regard (SEA/RC37/R6). 
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In the field of nutrition, the Regional Committee noted the inter- 
relationship between malnutrition and child mortality, and recognized that 
this was a critical constraint on national development. Delegates referred 
to the active measures being taken by Member States to combat the problem 
and described the national strategies and programmes adopted to tackle 
protein-energy malnutrition, iodine-deficiency disorders, anaemia and 
vitamin A deficiency. There was a common emphasis on the implementation of 
nutrition activities through primary health care, including nutrition 
surveillance, and selective supplementary feeding programmes. The 
increasing momentum of iodine-deficiency control programmes in the 
countries of the Region was highlighted, and mention was made of the 
decision of WHO and UNICEF to increase their cooperative efforts in this 
field. 

Recognizing the importance of the maternal and child health 
programme as an important component of primary health care, the Regional 
Committee stressed the necessity of strengthening the care of the mother 
during and after pregnancy, and promoting child spacing and family planning 
methods. Particular emphasis was placed on the necessity to combat anaemias 
of pregnancy. In regard to birth spacing and terminal methods of family 
planning, reference was made to several technologies that had been 
developed and the necessity to incorporate them in maternal and child 
health packages as appropriate. Referring to the high mortality and 
morbidity among children, the Committee recognized the relationships 
between programmes on nutrition, diarrhoea1 diseases control, acute 
respiratory infection and immunization. It felt that it was essential that 
these programmes worked in a closely integrated manner. The delegates 
described actions taken by their governments in this direction. The 
Committee recognized that the strategies needed for this would vary from 
country to country in accordance with their differing policies, manpower 
and resource constraints, geographical situation and terrain. The need to 
provide orientation to health workers at the primary level so as to enable 
them to deliver such an integrated package of maternal and child care was 
emphasized. It was noted that several countries, while preparing their 
manpower for this activity, were utilizing their existing personnel and 
providing orientation and retraining as appropriate. In regard to birth 
spacing and terminal methods of family planning, reference was made to 
several technologies that had been developed and the necessity to 
incorporate them in maternal and child health packages as appropriate. 

The Committee touched upon the subject of mental retardation, 
disability and the problem of handicapped among children. It noted that 
pilot studies on the inclusion of indicators in growth charts to identify 
children at risk had been initiated in some Member States. The importance 
of the early detection of mental abnormalities was stressed. Activities in 
the area of mental health undertaken by the countries consistently 
demonstrated that the delivery of mental health care should be integrated 
with primary health care. Several countries reported recent sharp increases 
in the rates of drug and alcohol abuse, and requested assistance from WHO 
and through intercountry collaboration to control the spread of these 
problems. 

The Regional Committee, while discussing environmental health, noted 
that most governments in the Region had established national coordinating 
bodies and formulated plans and programmes for the International Drinking 
Water Supply and Sanitation Decade. In terms of their national targets, 
many countries were making good progress with regard to the provision of 
water supplies, and new projects were being implemented with national and 
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FnLernational funding. The same, however, could not be said for sanitation, 
where much work remained to be done. Polluted drinking water continued to 
be the major cause of diarrhoea1 and other enteric diseases in the Region. 
Various approaches were being tried by the countries to promote sanitation 
adequately. These mainly involved searching for more appropriate and 
acceptable low-cost technologies for excreta disposal. Governments supplied 
latrine components at affordable rates and promoted health education on 
hygiene for different population categories, including school children. In 
some countries (e.g., Maldives), the potential risk of groundwater 
pollution was high. It was felt that, by linking sanitation activities with 
other developmental activities, such as the construction of 
energy-producing biogas digesters, community acceptance and action in this 
field could be promoted. Problems were being encountered in regard to 
operation and maintenance, particularly in the case of small water-supply 
schemes. As a result, governments were increasingly tending to promote, as 
a matter of policy, the use of simpler technologies (such as rainwater 
tanks or cisterns, sanitary wells with handpumps, and jar filters) that 
could be maintained by self-help at the community level. This was in 
consonance with the primary health care approach. Rainwater collection and 
usage was proving particularly useful in the dry-zone areas of some 
countries. Community participation and the use of "revolving funds" needed 
to be promoted more vigorously to help accelerate community-level 
programmes for water and sanitation. 

The Committee, in discussing diagnostic, therapeutic and 
rehabilitative technology, was of the view that, while diagnostic 
facilities and quality control in laboratory practices had been developed 
and expanded, there remained an urgent need to strengthen programmes for 
the production of laboratory reagents. There was also a need to develop 
haematology, and particularly blood transfusion, services in the Region. 
Similarly, inexpensive blood products should be made available. 

Discussing drug policies, the Regional Committee noted that some of 
the countries had formulated drug policies and prepared lists of essential 
drugs. Such lists differed from country to country and also according to 
different levels of health care. However, the medical profession in general 
was still not inclined to accept this concept. Some countries had also 
established manufacturing units for the production of the essential drugs 
required for primary health care. It was evident that this region had the 
know-how for the production of drugs and that there was thus a great scope 
for technical cooperation for the exchange of such know-how. The Committee 
felt that the production of drugs should be undertaken wherever feasible to 
ensure a smooth flow of essential drugs for primary health care. It was 
necessary to develop effective and efficient drug information systems. 
There was also a need for evaluating standard treatment for common diseases 
with a view to developing a manual on such treatment. The Committee adopted 
a resolution in this regard (SEA/RC37/RI). 

Most countries felt a need for further support for programmes in 
traditional medicine which should be incorporated into their existing 
health systems. 

While discussing disease prevention and control, the Committee 
recognized that malaria was still a major problem in many countries in the 
South-East Asia Region. P.falciparum resistance to commonly used 
nti-malarial drugs had spread widely, especially the resistance to 
4-aminoquinoline (chloroquine) as well as to fansidar (sulphadoxine- 
pyrimethamine combination). In one country, a diminished response to 
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quinine therapy had been observed. The Committee advocated that, in the 
countries where the problem persisted, strict restrictions should be placed 
on the use of the last alternative drugs available, namely, mefloquine and 
fansimef (sulphadoxin-pyrimethamine-mefloquine combination), to stop the 
parasite from developing resistance to them. These drugs should not be 
distributed through comercial channels in these countries. Regarding the 
change of behaviour cf arlopheles vectors and their resistance to 
pesticides, the Committee suggested the gradual introduction, where 
feasible, of other intervention methods, such as bio-environmental control. 
It requested WHO to continue to collaborate with the Member States on the 
prevention and control of malaria. 

The expanded programmes on immunization in the countries of the 
South-East Asia Region had been developing satisfactorily, although many 
problems and constraints had yet to be overcome. Measles vaccination had 
been introduced 111 some countries of the Region. The Committee emphasized 
the need for the development of the cold chain and of quality control of 
vaccines. It also otressed the need for assistance from WHO, UNICEF and 
other international organizations in order to continue the development of 
EPI programmes in the countries. 

Diarrhoea1 disease control was considered to be a very important 
programme in the effort to reduce child mortality and mobidity. Oral 
rehydration therapy had been promoted in the countries of the Region. Oral 
rehydration salts were being produced in several countries with the 
assistance of WHO and UNICEF. Mothers had been given health education on 
the use of home-made solutions to counter diarrhoea as a step towards 
attaining self-sufficiency in the near future. A reduction of mortality due 
to diarrhoea1 diseases in children had been observed in most countries. 

Acute respiratory infections (ARI) were a major cause of mortality 
and morbidity in all countries of South-East Asia, and the Committee 
requested WHO to provide assistance in the development of ARI control 
programmes. It noted that in some countries antibiotics were being used to 
treat ARI without having any defined criteria. The standard treatment of 
ARI, especially on the use of antibiotics, should therefore be formulated. 

Case-finding and case-holding continued to be major problems for the 
leprosy and tuberculosis control programmes. Multidrug therapy had been 
introduced In countries where leprosy was a problem. 

Dengue haemorrhagic fever and Japanese encephalitis were still 
problems in some countries. WHO'S assistance to programmes for the control 
of these vector-borne diseases was appreciated. 

Hepatitis caused by hepatitis virus types A, B and non-A non-B was 
an iricreasing cause of concern in the Region. The Committee urged WHO to 
formulate a plan for the effective control of this disease. 

Non-communicable diseases, particularly cancer and cardiovascular 
diseases, were emergent problems in the countries of the Region. WHO was 
requested to act as a catalyst in helping countries to establish 
cancer-detection and registration centres and to develop network facilities 
in the Region. 

The ongoing programmes on the prevention and control of blindness in 
the countries of the Region should be further strengthened. The Committee 
also felt that epidemiological studies on deafness should be promoted in 



16 REPORT OF THE REGIONAL COMMITTEE 

the Member States with a view to developing programmes on the prevention 
and control of deafness. 

There was also a need to develop managerial processes in national 
disease prevention and control programmes, involving the mobilization of 
inputs from other, closely related programmes. This tncluded not only 
participation in the decision-making process, but also in the 
implementation and coordination of disease-control activities. 

The Regional Committee, after completing its review, adopted the 
Regional Director's Annual Report for 1983-84. It also adopted a resolution 
(sEA/RC37/R7) in this regard. 
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PART I11 

EXAMINATION OF THE PROPOSED PROGRAMME BUDGET 
FOR 1986-1987 

A Sub-committee on Programme Budget was established, in accordance 
with the usual practice, to review inter alia the proposed programme budget 
for 1986-1987. The Sub-Committee met on 18 and 20 September 1984 and 
submitted its report to the Regional Committee (SEA/RC37/19). The 
Sub-committee noted that the proposed programme budget for 1986-1987 (I) 
had been prepared in conformity with the Seventh General Programme of Work; 
(ii) was linked to the medium-term programmes of the Seventh General 
Programme of Work; (iii) conformed to the Organization's policy guidelines; 
and (iv) reflected national and regional priorities. 

In accordance with its terms of reference, the Sub-committee also 
examined working papers related to a review of the implementation of 
programmes during the biennium 1982-1983, and during the first six months 
of the biennium 1984-1985. The Sub-Committee endorsed the conclusions made 
by the Consultative Committee for Programme Development and Management in 
the course of its own review of the implementation of programmes over these 
time periods, and made several observations of its own. 

In resolution SEA/RC37/R8, the Regional Committee approved the 
report of the Sub-committee on Programme Budget and requested the Regional 
Director to transmit the Proposed Programme Budget, as contained in 
document sEA/RC37/3, to the Director-General for inclusion in the Proposed 
Programme Budget for 1986-1987. 
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PART IV 

DISCUSSION ON OTHER MATTERS 

1. Consideration of Resolutions of Regional Interest - 
Adopted by the World Health Assembly and the 
Executive Board 

Ten resolutions of regional interest, adopted by the Thirty-seventh 
World Health Assembly and the seventy-third session of the Executive Board. 
were brought to the attention of the Regional Committee. 

The following resolutions were considered along with the Regional 
Director's Annual Report for 1983-84: 

(1) Prevention and Control of Vitamin A Deficiency and 
Xerophthalmia (WHA37.18) 

(2) Collaboration within the United Nations System: General 
Matters - Abuse of Narcotic and Psychotropic Substances 
(WHA37.23 and EB73.Rll) 

(3) Infant and Young Child Nutrition (WHA37.30) 

(4) Action Programme on Essential Drugs and Vaccines 
(WHA37.32 and EB73.Rl5) 

(5) Rational Use of Drugs (WIiA37.33) 

(6) International Programme on Chemical Safety (EB73.RlO) 

The following resolutions were considered while agenda item 13 
(Implementation of Health for All Strategies in the South-East Asia Region) 
was taken up for discussion: 

(I) The Spiritual Dimension in the Global Strategy for 
Health for All by the Year 2000 (WHA37.13 and EB73.R3) 

(2) Technical Cooperation Among Developing Countries in 
Support of the Goal of Health for All (WHA37.16) 

(3) Monitoring Progress in Implementing Strategies for 
Health for All by the Year 2000 (WHA37.17 and EB73.R6) 

(4) The Role of Universities in the Strategies for Health 
for All (WFlA37.31) 

2. Technical Discussions 

During the Thirty-seventh session of the Regional Committee, 
technical discussions were held on the subject of "Lnnovations in primary 
health care within the community" (SEA/RC37/15). The discussion was 
organized with a view to analysing the innovative approaches in primary 
health care under five headings, namely, development process, resource 
utilization, role of the community, social, economic and cultural 
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characteristics of communities, and the role of governments. The following 
recommendations arising out of these discussions were endorsed by the 
Regional Committee: 

(1) WHO should stimulate Member States to develop innovative 
approaches in primary health care. 

(2) Support should be given to promote and strengthen research in 
the application and expansion of innovative primary health care approaches. 

(3) WHO should support the evaluation of the innovative approaches 
in primary health care in Member States. 

(4) Support should be given to provide a forum to facilitate the 
sharing of experiences of these innovative approaches in primary health 
care among Member States. 

(5) Innovative approaches, being micro- or mini-research 
interventions in the delivery of primary health care, should be built into 
the delivery of the health care system, and as such should continoe to be 
supported by WHO and Member States. 

(6) WHO should collaborate with the Member States in exploring the 
feasibility of developing an information system comprising human resources 
available at the village level for training elsewhere. 

(7) WHO should collaborate with Member States in utilizing all 
available communication media, particularly software, for conveying health 
messages to the people. 

A resolution (SEA/RC37/R9) was adopted in support of these 
recommendations. 

3. Implementation of "Health for All" Strategies 
in the South-East Asia Region 

The Regional Committee noted the three background papers submitted 
by the Secretariat (SEA/RC37/13, SEA/RC37/14 and SEA/RC37/Inf.3) as well as 
the report of the Consultative Committee for Programme Development and 
Management (SEA/PDM/Meet 618). The discussion of this item was undertaken 
in two different phases, namely, (i) progress in the implementation of 
"health for all" strategies in the South-East Asia Region, and (ii) the 
common framework and format for evaluating the strategies for health for 
all by the year 2000. 

(1) Progress in the implementation of 
"health for all" strategies 

In all countries of the Region, the concept of "health for all by 
the year 2000" had been incorporated into the national health policy. All 
of them had also formulated national strategies. All countries had a 
committee, council or analogous body for formulating, implementing, 
monitoring and evaluating the "health for all" strategies. However, in some 
countries these bodies were fully active while in others they were sluggish 
or not very active at present. The "health for all" strategies were in 
various stages of implementation in different countries. Because the 
national medium-term plans and the "health for all" strategies were 
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formulated to different timings, there was some difficulty in incoporating 
the "health for all" strategies fully into national health plans, However, 
efforts in this direction were continuing in all countries. Although the 
major thrust in the implementation process differed from country to 
country, it was clear that high priority had undoubtedly been given by all 
countries to the development of suitable health infrastructures. In 
addition, most countries were devoting serious attention to community 
participation, reorientation of manpower in support of primary health care, 
innovative approaches to establish primary health care through research and 
development, inter- and intra-sectoral coordination, improvement of 
management, and the mobilization of resources in support of "health for 
all" strategies. 

( 2 )  Common framework and format for evaluating strategies 
for health for all by the year 2000 

The draft of the common framework and format for evaluation had been 
submitted to the Regional Committee in 1983 and its views obtained. The 
final evaluation framework and format, which had incorporated the views of 
all the regions, had been sent to all Member States in February of this 
year for use in undertaking the evaluation. It was pointed out that the 
Member States were expected to prepare, by March 1985, their evaluation 
reports based on information generated in completing the common framework 
and format. These country reports and a regional evaluative review based on 
the reports would be placed before the Regional Committee in September 
1985. They would be utilized in preparing the global evaluative report on 
"health for all" strategies and a health situation report. 

The common framework and format had been discussed in detail earlier 
by the Consultative Committee for Programme Development and Management 
(CCPDM), and the Regional Committee took note of its report (SEA/PDM/Meet 
618). 

During the discussion by the Regional Committee, it was learnt that 
every country had a mechanism for reviewing and evaluating progress in the 
implementation of "health for all" strategies. What was needed was to 
assess whether these mechanisms required strengthening and, if so, whether 
the countries had the requisite resources and whether they needed any 
additional managerial input. 

In fact, several countries had already initiated action to prepare 
the evaluation report using the common framework and format. As a first 
step, they had organized workshops for officials from both the health and 
health-related sectors to discuss ways and means of undertaking evaluation 
using the common framework and format. In Sri Lanka, the health authorities 
had already completed the common framework and format using available 
information. 

The experience gained in Sri Lanka showed that the completion of the 
common framework and format would require intensive efforts by a 
multidisciplinary and multisectoraZ group. However, an existing mechanism 
or committee should be used, wherever possible, so as to avoid 
administrative obstacles and delays. If necessary, the existing mechanism 
should be strengthened to enable it to undertake the task. 

Several representatives felt that the information generated in using 
the common format would be useful as a feedback, and could serve to improve 
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the "health for all" strategies and their implementation and monitoring. It 
was also stressed that the common framework and format should not be 
considered only as a WHO questionnaire, since it was also a potent 
instrument for use in the national evaluation of national strategies for 
health for all by the year 2000. Unless this activity was absorbed as a 
part and parcel of the national managerial process, its true benefit would 
not be realized. Its major objective as a managerial tool was to provide a 
critical look at the process of developing and implementing national 
"health for all" strategies in order to obtain realistic and honest 
feedback for further action. 

A resolution (SEA/RC37/R2) was adopted on this subject. 

4 .  Women, Health and Development 

While discussing the topic of women, health and development, the 
Regional Committee noted that in most countries of the Region the status of 
women and their literacy rates were lower than those of men. In some 
countries a preference for male children resulted in large families, where 
women generally had the burden of rearing a large number of children in 
addition to domestic work. Very few women occupied decision-making 
positions in the countries of the Region. 

In view of this situation, it was suggested that the existing 
policies should be reviewed to encourage the participation of women in 
policy formulation and decision-making, especially in national health 
systems. Adequate resources should be provided to implement "women, health 
and development" activities, particularly those related to literacy. 
nutrition, maternal and child healthffamily planning, family health, 
occupational health, health education, and health information in the 
context of primary health care. WHO'S collaboration should be directed 
towards promoting research on women's health needs, the development of 
appropriate technologies that would reduce inequitable burdens at work and 
at home, and the prevention and control of the occupational health hazards 
of working women. It was also pointed out that, since non-governmental 
organizations were quite active in promoting "women, health and 
development" activities, WHO should assist governments in coordinating 
their work and support them in implementing specific activities relating to 
women, health and development as required. The Committee adopted a 
resolution (SEA/RC37/R4) in this regard. 

5. Tropical Diseases Research - Report on the Joint Coordinating 
Board, Special Progrsmme for Research and Training in 
Tropical Diseases 

The Regional Committee took up the document submitted by the 
Secretariat (SEAfRC37fInf.2) and heard a brief report presented by the 
representative from India on the participation of India and Burma in the 
Joint Coordinating Board held in Bangkok, Thailand. Mr Umashankar 
(India), presenting the report, described the discussions held at the Board 
meeting. He particularly stressed that there was an urgent need to 
stimulate greater contributions from donor agencies, since more funds were 
needed to support the programme. He also drew the attention of the 
Committee to the lack of projects in important fields such as epidemiology. 
and suggested that researchers be encouraged to develop activities in this 
regard. 
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6. International Flow of Resources for the 
Strategy for Health for All 

(1) Regional review of country experiences 

The subject of the international flow of resources for implementing 
national strategies for "health for all" was discussed with some concern by 
the Regional Committee. The working paper (SEA/RC37/9) provided a situation 
analysis of the current state of the resource mobilization effort. Five 
countries (Bangladesh, Bhutan, Maldives, Nepal and Sri Lanka) of the Region 
had completed their Country Resource Utilization (CRil) reviews. These 
resulted in greater awareness of the resource fl~ow, use and requirements in 
order toiniolpment .. the .._ nrlorit~ _, h~altb...nrpergmmrta - I i n - . . t h e s e - - ~ n ~ ~ t z i e - c - - .  
Although bilateral r~egotiations had been initiated in some countries 
consequent upon the CRU reviews, there was a need to find ways and means to 
take more concrete and intensive follow-up action involving bilateral, 
multilateral and other international organizations in the countries and 
internationally. 

With regard to the progress of work by the Health Resources Group 
(HRG), a joint report was presented to the Regional Committee by Dr Akl~tar 
Iqbal Begum (Bangladesh) on behalf of the two countries - Bangladesh and 

I -w..~~t-~,pesencet--l..&'--ou6cu'haSc-x3la'~.c~~oL--~~~'~~~~L~~~~Y PC,'- 

this report, the attention of the Regional Committee was drawn especially 
to the need for countries to continue reviewing their health resource 
requirements, flows and utilization and to the inescapable need to initiate 
concrete follow-up actions involving both the national aid coordinators and 
the bilateral and multilateral agencies in the countries. It was noted that 
periodic review meetings at working level by national officials, experts 
and external agencies would be necessary to monitor and coordinate the flow 
and use of external resources for health programmes of real priority. 
Succinct health resource reviews and specific proposals for priorlty 
funding were suggested for use at the UNDP-sponsored Round Table Meeting 
and the World Bank-sponsored Consultative Group Meeting for the Least 
Developed Countries. These would, no doubt, require greater coordination 
and technical preparations at the country level, mainly by ministries of 
health. 

WHO had been providing technical support to the countries for the 
review of resource requirements and utilization. Although most of the 
followup actions needed to be taken primarily by the countries themselves, 
WHO should continue to provide whatever support it could to the countries 
in this regard. 

The Regional Committee adopted a resolution (sEA/RC37/R5) on this 
subject. 

(2) Health Resources Group - Nomination of 
two members to the HRG 

From the working paper (SEA/RC37/10), the Regional Committee noted 
that the current members - Bangladesh and Sri Lanka - which represented the 
South-East Asia Region in the Health Resources Group, were due to complete 
their two-year terms at the end of 1984. The Committee nominated India and 
Indonesia to represent the South-East Asia Region in the Health Resources 
Group for a two-year term each (1985 and 1986). 
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7. Development of Referral Systems in the Context of 
Primary Health Care 

This subject was included in the agenda at the request of the 
Government of Burma. The working paper (SEA/RC37/16) was considered by the 
Regional Committee after it had been introduced by the representative from 
Burnla. During the discussion, the Committee stressed the importance of a 
sound referral system in providing meaningful support to primary nealth 
care. Adequate transport. facilities were needed, as were varylng degrees of 
spectalist services at each referral level. Reoriented and properly trained 
general practitioners were essential for a good referral system. In some 
remote areas that were separated by large distances or difficult terrain, 
the referral system might have to include radio communication facilities 
and mobile health teams. 

The Committee adopted a resolution on this subject (SEA/RC37/R3). 

e. Selec~lon of a Subject for Technical Discussions 
to be held during the Thirty-eighth Session - 

The Regional Committee decided to hold technical discussions on 
"Integrated control of priority communicable diseases using PHC 
infrastructure" during its Thirty-eighth session in 1985 (resolution 
SEA/RC~~/RIO). 

9. Time and Place of Forthcoming Session 
of the Regional Committee 

The Regional Committee decided to hold its Thirty-eighth session in 
the Regional Office in September 1985 (resolution SEA/RC37/R11). 
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10riginally issued as document SEA/RC37/17 Rev.1, on 21 September 1984. 
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of Churches/ Deenabandhu Medical Mission 
Christian Medical R.K. Pet, 631303 
Commission Tamil Nadu 

World Federation : Dr D.B. Bisht 
of Medical Director-General of Health Services 
Education Ministry of Health and Family Welfare 

Nirman Bhawan 
New Delhi 

Joint Commission : Dr G.N. Narayana Reddy 
on International National Institute of Mental Health 
Aspects of Mental and Neuro-Sciences 
Retardation P.O. Box 2900 

Bangalore 560 029 

World Federation : Dr Vimla Virmani 
of Neurology Visiting Professor of Neurology 

Sree Chitra Tirumal Institute of 
Medical Sciences and Technology 

Trivandrum 695001 

International : Mrs Narender Nagpal 
Council of Secretary 
Nurses Trained Nurses Association of India 

L-17, Green Park 
New Delhi 110016 

International : Dr C.L. Jhaveri 
Planned Member, All India Council 
Parenthood Family Planning Association of India 
Federation Bajaj Bhawan, Nariman Point 

Bombay 400021 

World Federation : Mrs Vijay Lakshmi Bole 
of Occupational Senior Occupational Therapist 
Therapists Department of Rehabilitation 

Kalawati Saran Children's Hospital 
New Delhi 110001 

Permanent : Dr J.K. Mahapatra 
Commission and General Secretary 
International Indian Association of Occupational Health 
Association on Rourkela Steel Plant 
Occupational Plant Medical Unit 
Health P.O. Ispat 

Rourkela 769011 
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Annex 2 

Opening of the Session 

Sub-committee on Credentials 

2.1 Appointment of the Sub-committee 
2.2 Approval of the Report of the Sub-committee 

Election of Chairman and Vice-Chairman 

Adoption of Provisional Agenda and 
Supplementary Agenda, if any 

Appointment of the Sub-Committee on Programme 
Budget and adoption of its terms of reference 

Adoption of agenda and election of Chairman 
for the Technical Discussions 

Thirty-sixth Annual Report of the Regional Director 

Consideration of resolutions of regional interest 
adopted by the World Health Assembly and 
the Executive Board 

Technical discussions on "Innovations in primary 
health care within the community" 

Proposed Regional Programme Budget Estimates 
for 1986-1987 

10.1 Consideration of the Report of the 
Sub-Committee on Programme Budget 

Consideration of the recommendations arising out 
of the Technical Discussions 

Review of the draft provisional agenda of the 
Seventy-fifth session of the Executive Board 
and of the Thirty-eighth World Health Assembly 

Implementation of Health for All strategies 
in the South-East Asia Region 

Women, Health and Development 

(SEA/RC37/5 
and Add.1) 

(SEA/RC37/2 
and Corr. 1 and 
SEA/RC37/Inf.l) 

(sEA/~C37/13 
and 14 and 
SEA/RC37/1nf.3) 

'originally issued as document S E A / R C 3 7 / 1 ,  on 12 July 1984. 
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15. I n t e r n a t i o n a l  f low of r e s o u r c e s  f o r  t h e  s t r a t e g y  
f o r  h e a l t h  f o r  a l l  

15 .1  Regional  review of coun t ry  exper ience  ( sEA/~C37/9  
15.2 Hea l th  2000 Resource Group - and 10)  

nominat ion of two members 

16. Development of r e f e r r a l  sys tems i n  t h e  con tex t  of (SEA/RC37/16) 
primary h e a l t h  c a r e  ( I t em proposed by t h e  
Government of Burma) 

17. T r o p i c a l  Diseases  Research - Report on t h e  (SEA/RC37/Inf.2) 
J o i n t  Coord ina t ing  Board, S p e c i a l  Programme 
f o r  Research and T r a i n i n g  i n  T r o p i c a l  D i s e a s e s  

18. S e l e c t i o n  of a s u b j e c t  f o r  t h e  Techn ica l  
Discuss ions  a t  t h e  T h i r t y - e i g h t h  s e s s i o n  
of t h e  Regional  Con~mittee 

19. Time and p l a c e  of for thcoming s e s s i o n s  
of t h e  Regional  Committee 

20. Adoption of t h e  f i n a l  r e p o r t  of t h e  Th i r ty - seven th  (SEA/RC37/21) 
s e s s i o n  of t h e  Regional  Committee 

21. Adjournment 
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Annex 3 -- 

1. Introduction 

The Sub-Committee on Programme Budget held a preliminary meeting on 
18 September 1984. Dr Uthai Sudsukh was elected Chairman. The Sub-committee 
reviewed its terrns of reference (sEA/RC37/4) and the working paper 
(sEA/RC~~/PB/WP.~) and all attachments relating to the implementation of 
the programme for the biennium 1982-1983, the first six months of the 
1984-1985 biennium, and the Proposed Programme Budget for 1986-1987. The 
SubCommjttee met again on 20 September to conclude its work and to 
finalize its report. The meeting was attended by: 

Dr Akhtar Iqbsl Begum 
Dr P.W. Samdup 
Or U Lun Wai 
Dr Kwon Sung Yon 
Mr R.K. ~ i n d a l ~  
Dr Brotowasisto 
Ms Husna Razee 
Dr 2 .  Jadamba 
Dr Krishna Bahadur Singh 
Dr S.D.M. Fernando 
Dr Damrong Boonyoen 
Dr Uthai Sudsukh (Chairman) 

Bangladesh 
Bhutan 
Burma 
Democratic People's Republic of Korea 
India 
Indonesia 
Maldives 
Mongolia 
Nepal 
Sri Lanka 
Thai Land 
Thailand 

2 .  Review of the implementation of the programmes 
during the biennium 1982-1983 

The Sub-committee reviewed the working papers, paying particular 
attention to the conclusions of the Fifth Meeting of the Consultative 
Committee for Programme Development and Management (CCPDM) as recorded in 
document S E A / P D M / M ~ ~ ~  516. The Subcommittee endorsed these conclusions 
(Appendix I), with the following observations: 

- Concern was expressed regarding the need for the careful 
monitoring of the activities of short-term consultar~ts in 
order to ensure that their technical performance was of 
ncceptahle quality. The benefits ot short-term 
consultancies could be more fully derived Llirough the 
provision of appropriate counterparr(s). National 
expertise may be utilized to fulfil requirements for 
short-term technical consultaucy through the mechanism of 
the Special Services Agreement. 

- The Sub-Committee noted that broad proposals for the 
intercountry programme for 1986-1987 were now regularly 
being discussed by the CCPDM in order to bring about a 

10riginally issued as document SEA/RC37/19, on 20 Septemher 1984. 
2 ~ r  P.P. Chauhan, India, attended the first meeting on 18 September 1984. 



REPORT OF THE REGIONAL COMMITTEE 3 7 

better complementarity with country activities. However, 
it was felt that information regarding distribution of 
intercountry funds by activity and by country should be 
'available. It was agreed that this subject be considered 
further in detail at a future meeting of the CCPDM. 

- The Sub-committee reviewed a proposal for re-examining the 
basis for allocation of a real increase in the Regional 
Budget and decided to recommend that the existing criteria 
be maintained for the time being. 

- While more details had been given regarding data in the 
"Others" column in the review of the first six months of 
the 1984-1985 biennium, it was requested that further 
information be provided in future concerning the 
composition of this column. 

3. Review of the implementation of the programme durix 
the first six-months of the biennium 1984-1985 

The Sub-committee reviewed the working papers, paying particular 
attention to the conclusions of the Sixth Meeting of the CCPDM as found in 
doc~iment sEA/PDM/Meet 618, Section 2. The Sub-committee endorsed these 
conclusions (Appendix 2) with the following observations: 

- The Si~b-Committee noted the importance of extrabudgetary 
resources to the total WHO programme and the relatively 
low proportion of UNDP resources that are currently being 
allocated to the health sector. It urged that efforts be 
made to increase the proportion of these resources made 
available for health programming. The Sub-committee also 
noted that efforts had been made in one country to 
organize meetings between country-based representatives of 
potential funding sources and the Ministry of Health and 
that such meetings were found to be productive. 

- The Sub-committee requested that steps be taken by the 
Regional Office to expedite further the placement of 
fellows. 

4. Review of Proposed Programme Budget for 1986-1987 

After reviewing the Programme Budget Proposals for 1986-1987 
contained in document SEA/RC37/3 and working paper SEA/PDM/Meet 513, the 
Sub-committee agreed: 

(1) that the programme proposals conform to the Seventh 
General Programme of Work for the period 1984-1989, are 
linked to the Medium-term Programme for the same period, 
and conform to the Organization's policy guidelines; and 

(2) that the proposals for 1986-1987 reflect national and 
regional priorities; 

The Sub-Committee was informed that the Proposed Programme Budget 
for 1986-1987 represented an increase of 17.5% for country activities over 
the 1984-1985 approved budget, representing 13.5% for cost increases and 4% 
for real increase. It noted with concern the possibility that the 4% 
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reflected as a real increase may be reduced or even eliminated, depending 
upon the as yet undetermined global funding situation. 

The Sub-Committee noted that the broad country programme proposalk 
could be modified according to changing national priorities. There was a 
need to avoid overlap between programmes and to accord appropriate priority 
to the improvement of the competence of personnel engaged in primary health 
care. Response to these concerns could be reflected in the Detailed 
Progranime l3udget to be submitted to the Thirty-eighth session of the 
Regional Committee. 

The Sub-Commi ttee recommends that the Regional Committee request the 
Regional Director to transmit the proposed Programme Budget ( s E A / R c ~ ~ / ~ )  to 
the Director-General for inclusion in his Proposed Programme Budget for 
1986-1987. 

5. Other issues 

The Sub-committee discussed at length the established practice of 
the CCPDM conducting a review of programme implementation at 6 ,  12, 18 aiid 
24 monLhs of the biennium, and felt that this practice was worthwhile and 
should continue. 
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Appendix 1 

EXTRACTS FROM THE REPORT OF THE FIFTH MEETING OF THE 
CONSULTATIVE COMMITTEE FOR PROGRAMME DEVELOPMENT AND 

MANAGEMENT, SEARO, NEW DELHI, 16-18 APRIL 1984 
(document SEAIPDMlMeet 516) 

Conclusions 

While being appreciative of the report on programme implementation 
as contained in document ~EAlP~Ml~eet.512, the Committee felt that there 
was scope for further improvement in preparing and presenting the report, 
and reached the following conclusions: 

1. A 6  regards information on activities of WHO undertaken with 
ext-rabudgetary resources, the Committee felt that it would be useful to 
include information on the financial and technical aspects of programme 
implementation relating to projects/programmes supported by extrabudgetary 
sources and executed by the Organization. Even though it would be difficult 
to obtain complete information in the existing situation, it would be 
worthwhile for the Secretariat to make an effort to do so. 

L. A breakdown of the different components included under the heading 
"others", such as CSAs, CTSAs, Common Services and participants, was likely 
to make the statement on implementation unwieldy and might not be essential 
for identifying the strengths and weaknesses of the implementation process. 
However, information relating to these elements should be more consistently 
and clearly presented in respect of the item "others" in future reports. It 
was suggested that the Secretariat should explore whether, in future, 
information under this heading could adhere to the description of 
components as given in the Detailed Programme Budget. 

3 .  As regards information on how far dnd how much intercountry 
programme activities supported the activities country by country, it was 
realized that it would be extremely difficult at this stage to furnish this 
information in a quantltative manner. The Secretariat should, however, 
strive to give a qualitative description of how the intercountry activities 
have been or would be supporting the country activities as a whole and, 
wherever feasible, country by country. 

4 .  It would be interesting to review the detailed account/description 
of all reprogramming and the reasons therefor. However, the changes made in 
the planned programmes through reprogramming were all at the request of the 
governments and according to the changing needs of the countries. The 
required information regarding reasons for reprogramming can, therefore, be 
provided by the countries themselves. If the information was made available 
by the countries, it could be included in the report by the Secretariat. 

5. Implementation of the STC component continued to be uneven. The 
problems had been identified at earlier CCPDM sessions; essentially the 
initial hurdles for the timely recruitment of STCs consisted of the 
difficulty experienced at the country level in drawing up the terms of 
reference and determining the timing for the placement of STCs. At the 
Regional Office level, the delay was often due to difficulties in 
identifying suitable candidates at the right time. Often, the delay was due 
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to excessjvely long clearance procedures in both the giving and receiving 
countries. The Secretariat, in collaboration with the Member States, should 
take the initiative in overcomjng the impediments so that this component 
could be implemented as planned in the current and in the ensuing biennium. 

6. The Committee felt that in view of the fact that six-monthly 
reporting over 6, 12, 18 and 24 months of a biennium was needed for 
submission to the CCPDM, the WPCRs' six-monthly report and other reports on 
programme development and implementation produced by the countries should 
be effectively coordinated in order to avoid duplication of efforts hy WliO 
and by the countries. 

As regards the provision of quarterly monitoring reports giving the 
budget/financial status of projects/programmes, it was agreed that the 
Regional Office should continue to provide such information to the WPCRs 
and the countries. Such an effort had already been Initiated by the 
Secretariat commencing January 1984 and project delivery monitoring (PDM) 
cards were being supplied to the WPCRs. This system would be further 
refined based on the experience acquired during implementatlon. An 
evaluation of PDM cards should be undertaken after at least a year. 

7. The Committee realized that it would be difficu1.t to provide a 
programme trend analysis based on country situations. It noted that the 
country desks were still in the process of being set up. Once this had been 
done, consideration would be given to providing a programme trend analysis. 

8. Further delegation of authority for reprogramming at the country 
level had already been recommended by previous sessions of the CCPDM. This 
was an area which needed to be studied, and tailored to the needs of the 
individual countries, after mutual consultations between the national 
authorities, the WPCRs and the Regional Office. Action has already been 
initiated in this regard in a few countries. Further action should be taken 
on a country-by-country basis by the Regional Office in the remaining 
Member States. 

9. An effort should be made by the Regional Office to review 
obligations that in the past had resulted in variations in the estimated 
savings, and which in turn had led to ad hoc reprogramming, and unplanned 
and not-so-relevant expenditure. 

LO. While realizing that there were various difficulties in generating 
timely information on total resources deployed and utilized in health 
development activities in the Member States, tlie Committee felt that the 
entire health activity, whether supported by the national budget, by WHO 
resources or by funds from other agencies, should be reflected as a total 
effort for the realization of the objectives of health programme 
development towards Health for All by the Year 2000 in the countries. The 
CCPDM should strive to review the total activity in an integrated manner 
and, in order to facilitate this type of review, the national authorities 
and the Organization should make serious efforts to generate the necessary 
information as soon as possible. 
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Appendix 2 

EXTRACTS FROM THE REPOKT OF THE SIXTH MEETING OF THE 
CONSULTATIVE COMMlTTEE FOR PROGRAMME DEVELOPMENT AN:) 
MANAGEMENT, SEARO, NEW DELHI, 14-17 SEPTEMBER 1984 

(Document s E A / P D M / M ~ ~ ~  618) 

Review of Implementation of the WHO Collaborative Priy,ramme 
for the F i ~ s t  Six Months of the Biennium 1984-1985, i.e., -- 

1 January to 35 June 1984 

The Committee noted that the working paper (SEAIPDMlMeet 615) showed 
the status of implementation of WHO'S collaborative programmes in the 
Member Countries of the Region during the first six months of the 1984-1985 
biennium, i.e., 1 January to 30 June 1984, and that, in accordance with the 
Committee's recommendations made at its fifth meeting in April 1984, 
information on the technical and financial aspects of programme 
implementation of projects and programmes supported by extrabudgetary funds 
(UNDP, UNFPA and voluntary funds) had been included in the working paper, 
as was information on CSAISSA, which had been separated from the "Others" 
component. 

The Committee noted that the real trend of programme implementation 
would not be discernible from this working paper as implementation was in 
its initial stages and that most of the funds obligated were to cover the 
cost of long-term staff already in position, in accordance with the 
provisions of the WHO Manual. As regards the delivery of country 
programmes, the Committee noted that programme implementation in the 
countries at the beginning of the biennium tended to be sluggish and 
gathered momentum only during the latter part of the biennium. The 
following points emerged from the Committee's deliberations on this agenda 
item: 

(1) Sorne countries utilized the joint WHO/government coordination 
mechanism quite effectively to monitor and evaluate the implementation of 
the Organization's activities at the country level, which facilitated 
timely action for corrective measures or for readjustment of the programme 
activities according to the government priorities. 

(2) The recruitment of short-term consultants was a time-consuming 
process, involving the completion of diverse formalities. It would be 
helpful, in order to ensure the timely recruitment of STCs, if Member 
Countries could provide the terms of reference for short-term cor~sultants 
and indications regarding the suitable dates for the assignment of the 
consultant. Some countries wanted the Organization to provide the bio-data 
of experts available in certain fields in order to facilitate procedural 
clearance. The first pre-requisite was, however, to develop the terms of 
reference. Once these had been developed, depending on the type of expert 
required, the Regional Office could provide the bio-data of experts 
available at the scheduled tin~e to the countries concerned. 

(3) Implementation of the fellowships programme could be 
facilitated by the early identification of the national officials to he 
trained and intimation of their nomination, along with the information 
required in the prescribed WHO form to the Regional Office, in order to 
enable it to arrange for their timely placement. In this connection, some 
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countries faced the problem of their nationals having to pass an 
English-language proficiency test as a pre-requisite for securing placement 
abroad. In order to avoid placement problems caused by this test, some 
countries are now utilizing intra-country fellowships to train their health 
personnel within the country. 

(4) The implementation of the activities under the local-cost 
subsidy was entirely under the control of the national authorities and the 
full utilization of the allocation under this component would depend on 
timely planning and execution of detailed steps by the national manager 
concerned. 

(5) The Committee suggested that the Organization should avoid 
duplication of requests for the same information from countries which 
caused unnecessary work for the countries and WPCRs. The Committee was 
informed that the Organization was aware of the possibility of such 
duplication of requests for information and had been trying to avoid this 
by adopting careful screening methods. 

(6) The acquisition and use of funds from voluntary agencies fell 
into two categories, viz., (i) funds intended for undertaking specific 
activities in specific countries, and (ii) funds for carrying out specific 
programme activities without any limitation to specific countries. In the 
case of (i), the Regional Office concerned was informed of the allocation 
of funds and the names of countries where the activities had to be carried 
out. The Regional Office then prepared the workplans in consultation with 
the countries concerned. Once the funds were transferred to the Regional 
Office, activities could be implemented according to the workplan. WHO 
headquarters controlled the allocation of voluntary funds for specific 
programme activities. Depending on priorities in different countries, the 
Regional Offices were given these funds, and they, in turn. drew up 
workplans in consultation with the countries concerned. 

(7) The HRG/CRU review, which had taken place in some countries of 
this region, had not yet resulted in the mobilization of external 
resources, though it had produced useful information on resource 
availability, resource gaps and utilization patterns in the country 
concerned. This exercise was still in an early stage and only after a 
successful meeting of donors would one be able to see the results. 

(8) The Committee wished that, in future, information regarding the 
source of funds (e.g., Regular Budget, UNDP, UNFPA) should be indicated at 
the top of the financial statement, rather than in the middle, as had been 
done in the working paper. 
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Annex 4 

RECOMMENDATIONS ARISING OUT OF THE TECHNICAL DISCUSSIONS ON 
INNOVATIONS IN PRIMARY HEALTH CARE WITHIN THE COMMUNITY~ 

1. INTRODUCTION 

Under the chairmanship of Dr Mohammad Isa, Director-General of 
Medical Care, Ministry of Health, Indonesia, a full day was spent on 
technical discussions concerning "Innovations in primary health care" in a 
wide variety of community settings in the countries of the Region. Dr U Mya 
Win was elected Rapporteur. The annotated agenda approved by the Regional 
Committee was the basis of discussion, which was planned as follows: 

(1) Review of some innovative approaches in primary health 
care in countries of the Region; 

(2) Analytical review of country experiences in the 
extension/expansion of the innovative approaches from 
pilot areas to country-wide application; and 

(3) Formulation of conclusions and recommendations. 

The basic purpose of these discussions was to analyse a wide range 
of examples of innovations in primary health care in the Member States, and 
to identify the circumstances surrounding the initiation and maintenance of 
these innovations as a basis for encouraging countries to expand these 
innovations both in scope and in terms of the numbers of communities that 
are involved. 

2 .  CHAIRMAN'S OPENING ADDRESS 

In his opening remarks, the Chairman sought to focus the attention 
of the participants clearly on the task they were expected to accomplish. 
He suggested that the examples of innovations described in the working 
paper (SEA/RC37/15) should be considered together with any other examples 
that were reported with a view to identifying the specific factors and 
circumstances that enabled these innovations to take root and establish 
themselves. An attempt should be made to identify as clearly as possible 
the factors that determine why some of the innovations succeed while others 
do not. These examples could throw light on how to expand the approaches so 
as to cover a wider range of populations. 

If we are to reach the goal of health for all by the year 2000, 
total dependence on the conventional delivery systems may not be enough. It 
is therefore important that communities and bureaucracies be encouraged to 
be as innovative and as creative as possible and that all of the resources 
available within the community itself be mobilized as completely as 
possible. The great value of these innovative approaches is that they 
provide examples of the active involvement of the people. But, the Chairman 
observed, people will make such innovative contributions only when they are 
totally convinced that these are of positive benefit. 

'Originally issued as document SEA/RC37/20, on 21 September 1984. 
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The Chairman concluded his introductory remarks by asking the 
participants to describe innovations in primary health care at the country 
level and then to use these as a basis for seeking answers to five critical 
questions: 

(1) Developmental Process: Why, how and under what circum- 
stances did the innovation commence? 

(2) Resource Utilization: What resources were needed and 
where did they come from? 

(3) Role of the Community: What specific roles did the local 
communities play in initiating and sustaining the 
innovation? 

(4) Social, Economic and Cultural Characteristics of 
Communities: Is innovation easier in some types of 
communities and contexts than others? and, 

(5) Role of Government: What positive, supporting roles did 
the government play? 

3. REVIEW OF EXPERIENCES OF COUNTRIES IN INNOVATIONS 
IN PRIMARY HEALTH CARE 

Each of the five questions noted above was approached through a 
substantial review of experiences in innovations. 

4. ANALYTICAL REVIEW OF INNOVATIVE APPROACHES IN PRIMARY HEALTH CARE 

4.1 Developmental Process 

The group considered the various aspects of the developmental 
process, starting with the factors that led to innovation, and agreed on 
specific factors, which are described below. 

One factor that led to innovation was the unique geophysical 
situation of a country or a community. Nepal is a landlocked country and 
Maldives is a sealocked country, and these characteristics have led to the 
development of mobile health teams, introduction of walkie-talkie radio 
communication or shortwave radio transmission and similar innovations. In 
Maldives, again, because of its unique high water-table, latrine 
development was different from that in other countries. 

A limitation of resources was another factor that was responsible 
for innovative approaches. For instance, in Thailand drug cooperatives had 
emerged, and income-generating activities were undertaken in Indonesia. 

Availability of technology was also a factor responsible for 
producing innovations. In Thailand, for example, people constructed jars to 
collect rain water instead of using water tanks. 

Scarcity of human resources is overcome by training and utilizing 
the appropriate people in the community. Monks in Thailand, imams in 
Bangladesh and school teachers in Maldives were trained and utilized to 
deliver primary health care. The training of school students in Indonesia 
as "mini-doctors" and their utilization as agents of change in health 
status was noted. 
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Competitions have been used to encourage the health manager to 
obtain better results in health programmes. The stratification of health 
centres in Indonesia and competitions organized in other countries 
connected with village health programmes were noted. 

Voluntary resources placed at the disposal of the community were 
sometimes accompanied by technology or innovative ideas too. 

The reluctance of medical doctors to serve in rural areas in Nepal 
and the brain drain in Sri Lanka promoted the training and utilization of 
auxiliary health workers. The shortage of services in the dry zones of Burma 
was responsible for the innovative category of the "ten-household health 
worker". In India, the high incidence of injuries caused by burns in Bombay 
stimulated a voluntary agency to start an active prevention programme. 

With better communication and transport facilities, people started 
bypassing the lower-level referral facilities in Sri Lanka and Thailand. To 
some extent this was being contained in Thailand through an innovative 
strategy called the "green line referral" system. 

Village committees were started in many countries to deal with 
health problems. In due course, these committees had to acquire expertise 
in other sectors too, such as in water supply and sanitation. The family 
health programme, which originally promoted contraceptive methods for 
women, was changed to apply to both men and women. 

Experiences from various countries showed many starting points that 
could be responsible for innovations in the community. The common starting 
points are listed below: 

Starting Point Example 

To solve problems 

After acceptance of 
a new technology 

After a technology 
has failed 

Use of auxiliary health workers, 
mobile health teams 

The training of traditional birth 
attendants 

The change from pit latrines to 
ash latrines in Maldives 

As an experiment or by A leprosy control programme may 
the expansion of a develop into a disease control 
programme programme and finally into a 

development programme 

In Thailand, some innovations originated from the Government and 
political commitment from the highest national level led to 1984 being 
declared Primary Health Care Year. At the intermediate level, the 
Government of Gujarat State in India approved a scheme of health centres 
and handed it over to the comm~lnity to maintain the facility. 

The expertise of the technocrat or the bureaucrat in charge of 
health programmes can also lead to the introduction of innovations, such as 
')iogas plant production in the village. 
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Annex 5 

LIST OF OFFICIAL DOCUMENTS OF THE 
THIRTY-SEVENTH  SESSION^ 

sEA/RC37/1 Agenda 

SEA/RC37/2 and Corr.1 Thirty-sixth Annual Report of the Regional Director 

sEA/RC3 7/3 Proposed Programme Budget for 1986-1987 

Suggested Terms of Reference of the Sub-committee 
on Programme Budget 

sEA/RC~~/PB/WP/~ Implementation of WHO Collaborative Programme (a) 
During the Biennium 1982-1983 (1 January 1982 to 31 
December 1983), and (b) During the Biennium 
1984-1985 as of 30 June 1984 

Innovations in Primary Health Care within the 
Community - Agenda for the technical discussions 

sEA/~C37/5 Add.1 Innovations in Primary Health Care within the 
Community - Annotated Agenda for the technical 
discussions 

SEA/RC37/6 Consideration of Resolutions of Regional Interest 
Adopted by the World Health Assembly and the 
Executive Board 

Review of the Draft Provisional Agenda of the 
Seventy-fifth session of the Executive Board and of 
the Thirty-eighth World Health Assembly 

SEA/RC37/8 Women, Health and Development 

International Flow of Resources for Health: 
Regional Review of Country Experiences 

~EAlRC37/10 International Flow of Resources for the Strategy 
for Health for All: Health Resources Group - 
Nomination of two Members 

Selection of a subject for the Technical 
Discussions at the Thirty-eighth session of the 
Regional Committee 

Time and Place of Forthcoming Sessions of the 
Regional Committee 

Progress in the Implementation of the HFA 
Strategies in the South-East Asia Region 

loriginally issued as document sEA/~C37/22, on 25 September 1984. 
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sEA/RC37/14 Common Framework and Format for Evaluating the 
Strategies for Health for All by the Year 2000 

sEA/RC37/15 Innovations in Primary Health Care within the 
Community 

Development of Referral System in the Context of 
Primary Health Care (Hospital Care Project) - 
Background paper presented by the Government of 
Burma 

s~A/RC37/17 and Rev.1 List of Participants 

sEA/~~37/18 and Add.1 Report of the Sub-committee on Credentials 

sEA/RC37/19 Report of the Sub-Committee on Programme Budget 

Recommendations arising out of the Technical 
Discussions on Innovations in Primary Health Care 
within the Community 

SEA/RC37/21 Draft Final Report of the Thirty-seventh Session of 
the Regional Committee for South-East Asia, New 
Delhi, 18-24 September 1984 

sEA/RC37/Min.2 
and Corr. 1 

SEAlRC37j~in.3 
and Corr. 1 

S E A / R C ~ ~ / M ~ ~ . ~  
and Corr.1 

List of Official Documents of the Thirty-seventh 
session 

Information Documents 

List of Technical Reports issued and Meetings and 
Courses Organized during the period 1 July 1983 - 
30 June 1984 

Tropical Diseases Research - Report on the Joint 
Coordinating Board, Special Programme for Research 
and Training in Tropical Diseases 

Progress in the Implementation of HFA Strategies in 
the South-East Asia Region 

Minutes 

First Meeting, 18 September 1984, 9.30 a.m. 

Second Meeting, 18 September 1984, 2.30 p.m. 

Third Meeting, 19 September 1984, 9.00 a.m. 

Fourth Meeting, 19 September 1984, 2.30 p.m. 

Fifth Meeting, 21 September 1984, 9.00 a.m. 
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s~A/RC37/Min.b Sixth Meeting, 21 September 1984, 2.30 p.m. 

S E A / R C ~ ~ / M ~ ~ .  7 Seventh Meeting, 22 September 1984, 9.00 a.m. 

s~A/RC37/Min.8 Eighth Meeting, 24 September 1984, 9.00 a.m. 

Resolutions 

Production and Quality Assurance of Biologicals and 
Pharmaceuticals 

Monitoring and Evaluation of Strategies for Health 
for All by the Year 2000 

Strengthening of Referral Systems for Primary 
Health Care 

Women, Health and Development 

Mobilization of External Resources 

Research Promotion and Development 

Thirty-sixth Annual Report of the Regional Director 

Proposed Regional Programme Budget for 1986-1987 

Innovations in Primary Health Care 

Selection of a Topic for the Technical Discussions 

Time and Place of the Thirty-eighth session 
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Annex 6 

REPORT OF THE MEETING OF THE CONSULTATIVE COMMITTEE 
FOR PROGRAMME DEVELOPMENT AND MANAGEMENT1 

The Thirty-fifth sessio~l of the Regional Committee, held at Dhaka in 
September 1982, directed that the CCPDM meet every six months to carry out 
a review of the implementation of the Organization's collaborative 
programmes in the Member States. 

Accordingly, the fifth meeting of the CCPOM was held in the Regional 
Office in April 1984 and reviewed the (i) implementation of the 
Organization's collaborative programmes in the Member Countries of the 
Region during the biennium 1982-1983, (ii) intercountry programme proposals 
for the biennium 1986-1987, and (iii) modalities for undertaking joint 
governmentIWH0 evaluation of a programme. The report of this meeting 
(document sEA/PDM/Meet 5 1 6 )  is being submitted to the Sub-committee on 
Programme Budget of the Thirty-seventh session of the Regional Committee 
for its consideration. 

The CCPDM held its sixth meeting in the Regional Office from 14 to 
17 September 1984. A summary of the Committee's conclusions and rec~mmenda- 
tions are contained in this report, which has four distinct sections. 

Section 1 contains the deliberations of the CCPDM on the "Annual 
Report of the Regional Director", covering the period July 1983 to June 
1984, as directed by the Thirty-sixth session of the Regional Committee. 
This section may be considered by the Regional Committee in the plenar 
session, along with agenda item No.7 on "Thirty-sixth Annual Report of th: 
Regional Director". 

Section 2 contains its comments on the "Implementation of the WHO 
Collaborative Programme for the first six months of the biennium 1984-1985, 
i.e., 1 January to 30 June 1984". This section will be discussed by the 
Sub-Committee on Programme Budget. 

Section 3 contains the recorninendations of the Committee on "Common 
Framework and Format - Evaluating the Strategies for Health for All by the 
Year 2000". This section will be discussed at the plenary session of the 
Regional Committee when it considers agenda item 13 on "Implementation of 
Health for All Strategies in the South-East Asia Region". 

Section 4 contains the conclusions of the CCPDM on "Innovative 
approaches in the functioning of the Regional Committee". This section will 
be considered by the Regional Committee at its plenary session, along with 
Section 1 of the Annual Report of the Regional Director while discussing 
the governing bodies. 

loriginally issued as document sEA/l'DM/~eet 6 / 8 ,  on 17 September 1984, 
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INTRODUCTION 

The Thirty-fifth session of the Regional Cornittee directed that the 
"Small Committee", established under resolution SEA/RC34/R11, should meet 
every six months to undertake a review of the financial and technical 
aspects of the implementation of WHO'S collaborative programmes in the 
Member Countries of the Region. The Thirty-sixth session of the Regional 
Committee institutionalized this mechanism, renamed it the Consultative 
Committee for Programme Development and Management (CCPDM) and decided that 
this committee should, in addition, continue to carry out a detailed review 
of the Regional Director's Annual Report and submit its report to the 
Regional Committee for its consideration as an information document. 

Accordingly, the Regional Director convened a meeting of this 
committee with the following agenda: 

- Review of the Thirty-sixth Annual Report of the Regional 
Director for the period July 1983 to June 1984; 

- Review of implementation of the WHO collaborative 
programme for the first six months of the biennium 
1984-1985, i.e., 1 January to 30 June 1984; 

- Common Framework and Format - Evaluating the Strategies 
for Health for All by the Year 2000; 

- Innovative approaches in the functioning of the Regional 
Committee. 

The Committee met in the Regional Office of WHO at New Delhi from 14 
to 17 September 1984. While inaugurating the meeting, Dr U KO KO, the 
Regional Director, highlighted the importance of the Committee as a working 
arm of the Regional Committee, as evidenced by the reference of important 
and specific tasks to the Committee for its review and analysis. The 
Regional Committee had decided that the CCPDM should continue to undertake 
an in-depth review of the Regional Director's Annual Report in the future 
and submit its report to the Regional Committee, and also to review 
periodically the implementation of WHO'S collaborative programmes. 
Referring to the recommendations of the CCPDM on developing suitable 
modalities for undertaking joint governmentIWH0 evaluation of a programme, 
the Regional Director stated that the onus was now on the Member Countries 
to develop suitable action plans to undertake this exercise during the 
1984-1985 biennium. Another important subject considered by the Committee 
related to the "Common Framework and Format for Evaluating Strategies for 
Health for All by the Year 2000". The final version of this common 
framework and format had already been sent to the Member Countries, who now 
had to initiate steps for the collection of necessary data for evaluating 
their national "health for all" strategies. The information thus collected 
would be consolidated and synthesized for the preparation of regional and 
global evaluation reports. Over the years, the CCPDM had become a very 
useful and potent instrument for close, free and frank dialogues between 
the partners in health development. The Regional Director trusted that this 
would continue in the present session. 

Brigadier Mohd. Hedayetullah of Bangladesh was elected as Chairman 
and Dr Brotowasisto of Indonesia as Rapporteur. A list of participants is 
attached (see Appendix). 
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SECTION 1 

REVIEW OF THE THIRTY-SIXTH ANNUAL REPORT 
OF THE REGIONAL DIRECTOR FOR THE PERIOD 

1 JULY 1983 TO 30 JUNE 1984 

The Committee noted the directive of the Thirty-sixth session of the 
Regional Committee that it should continue to carry out a detailed review 
of the Regional Director's Annual Report and submit its findings to the 
Regional Committee for its consideration. The Committee was informed that, 
in accordance with its earlier recommendations on the format of the 
Regional Director's Annual Report, the programme classification structure 
of the Seventh General Programme of Work had been followed in providing an 
account of the activities undertaken. The Committee expressed its approval 
of the new format, which conformed to the recommendations made by the CCPDM 
and the Regional Committt?e in October 1983, and then decided to review the 
Annual Report section by section. 

Introduction (pp.vii-xxxvi) 

The Committee noted that the Introdurtion contained a summary 
highlighting major programme activities undertaken during the reporting 
period. Noting the steps takerr by the Organization to monitor and evaluate 
its collaborative programmes, such as promoting the establishment of joint 
government/WHO coordination mechanisms in the Member Countries, the 
Committee felt that it would be useful to pool the experiences of Member 
Countries in this respect so that improvements in the functioning of this 
joint mechanism could be brought about. It would also be useful if the 
health officials concerned could visit some of the countries having this 
joint mechanism to study its operation. At the same time, they could study 
the innovative approaches adopted by these countries in the development of 
health services, including the involvement of communities in health 
activities. In this connection, the Committee was informed that this matter 
had been engaging the attention of the Organization for quite some time. 
The Regional Office, therefore, had recruited a consultant who had visited 
some countries of the Region to study the joint government/WHO coordination 
mechanisms now in operation, and it was proposed to document this 
information and make it available to the Member Countries soon. 

The Committee noted that steps had been taken in many countries to 
pass legislation on health and thought that such information could be 
disseminated to other Member Countries as part of Technical Cooperation 
among Developing Countries. The Committee felt, however, that, since most 
health legislation was in draft form and under consideration of the 
legislative assemblies for approval, it would be better to wait until it 
had been accorded parliamentary approval before starting the proposed 
dissemination. 

The Committee noted that mention had been made in the Annual Report 
of meetings held on various important subjects and desired that cross 
references, providing i~iformation on the document number, date and place of 
meeting, etc., be also included in future annual reports in an appropriate 
manner so that it would be possible for delegates to have easier access to 
such reports. 

. The view was expressed that common problems facing the Member 
Countries of the Region could be highlighted in the Annual Report. In this 
connection, the Committee was informed that, since the perception of WHO on 
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this matter might differ from that of the Member Countries, it would be 
useful if each government would provide their comments on country-specific 
problems in a written form, as had been decided earlier by the Regional 
Committee, so that the Secretariat could bring all problems common to the 
Region to the attention of the Committee. 

Chapter 1 - Governing Bodies (pp.1-7) 
1.3 - World Health Assembly (p 7)  

The Committee suggested that a summary highlighting the 
deliberations of the World Health Assembly on topics of regional interest 
be included in future Annual Reports under this chapter. 

Chapter 3 - Health System Development (pp.21-84) 
3.1 - Health Situation and Trend Assessment (pp.21-30) 
The Committee noted that further progress had been made in the 

Member Countries of the Region in the development of their national health 
information system. 

The Committee also noted that a number of Member Countries had 
introduced computers and wondered whether the Organization would assist 
them with regard to the computerization of their national health 
information systems. The Committee was informed that the subject of 
computerization involved two aspects: (i) support to the Member Countries 
to strengthen their national health information system, and (ii) support to 
the offices of the WPCRs and the Regional Office in monitoring and 
evaluating the implementation of WHO'S collaborative programmes. WHO was at 
present engaged in drawing up a master plan for informatics support within 
the Organization, including the offices of the WPCRs. The plan inter alia 
envisaged testing the use of microcomputers in a few WPCRs offices on an 
experimental basis. The Organization would be prepared to provide expertise 
to advise the countries on drawing up a similar plan for computerization 
based on needs, national policy and manpower situation. The Committee noted 
that, depending on the government's own policy and plan on the acquisition 
of computers and the existence of trained manpower to operate the computer 
system, the Organization's resources under the country budget might be made 
available to acquire computer hardware and software as appropriate. 

3.2 - Managerial Process for National 
Health Development (pp. 30-36) 

The Committee noted that the formulation of national health plans 
posed certain problems in many countries of the Region. The planning 
process was centralized on account of many factors, such as lack of 
experience and capability at the lower levels. However, some Member 
Countries had taken steps to improve the capability and planning skills of 
their health personnel through workshops, etc. While the exercise of 
formulating the programme budget for WHO Regular Budget resources was quite 
smooth, there were many constraints in the formulation of national health 
plans, viz., paucity of trained experts in various disciplines who could 
work on the procedural details and bring out the plan, lack of adequate and 
reliable information on resources for the health sector plan, etc. During 
implementation, the emphasis often seemed to be on achieving financial 
targets and not on physical targets. The remedy lay in the appropriate 
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monitoring and evaluation of programme activities with a view to taking 
corrective measures. 

The Committee noted that, in some countries of the Region, the 
health personnel at the peripheral and intermediate levels were also being 
involved in the health planning process by training health workers in 
health planning methods and procedures as appropriate through workshops and 
"learning by doing". Development of managerial skills, particularly 
strengthening of supervisory personnel at all levels, was another important 
area deserving continued WHO support. Managerial aspects should form part 
of the curricula at medical schools and doctors should be given in-service 
training. This was important particularly since, at present, medical 
education did not provide for training in management. Moreover. the current 
management training in the countries was often conceptual in nature, based 
on Western models, and did not apply entirely to the countries in this 
region. WHO should, therefore, make efforts to develop practical, 
field-level in-service management training geared to the problems faced by 
the Member Countries of this region. The Committee was informed that WHO 
support was being provided in the monitoring and evaluation of health 
programmes in addition to the development of national health plans. 

3.3 - Health Systems Research (pp.36-37) 
The Committee was informed that the Annual Report of the Regional 

Director this year had included a chapter on Health Systems Research in 
accordance with the Programme Classification of the Seventh General 
Programme of Work. In this region, however, support by WHO was being 
provided in the light of the recommendations made by the South-East Asia 
Advisory Committee on MedicaL Research for undertaking health services 
research in support of activities to achieve the goal of health for all by 
the year 2000. It was noted that, although a beginning had been made, 
health services research was developing rather slowly, as was evident from 
the very few project proposals received by the Organization for its 
support. Health services research was crucial in terms of applying the 
available and emerging technology and bringing it to the doorsteps of the 
people to serve them in the context of primary health care. It was 
necessary to emphasize that health services research should be capable of 
tackling the country-specific operational problems faced during the 
implementation process. Research scientists should be stimulated and 
motivated to involve themselves in health services research and to develop 
suitable projects on research problems. 

The Committee was of the view that health services research should 
be cost-effective. Training of scientists for research needed to be given 
further attention. Research activities could be included in the 
undergraduate curriculum in order to initiate them into research from the 
very beginning. Resources should be harnessed to develop the infrastructure 
as well as the manpower for health services research. 

Chapter 4 - Organization of Health Systems 
based on Primary Health Care (pp. 38-48) 

The Committee noted that, in many Member Countries, various 
programmes, e.g., diarrhoea1 diseases, maternal and child health, nutrition 
and family planning, were being integrated so that primary health care 
activities could be extended further in terms of the coverage and quality 
of delivery of health care services. The Committee emphasized that all 
health development activities in the Member Countries should be based on, 
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and attuned to, primary health care. The priority should be on preventive 
and promotive care with wide coverage for rural people and the urban poor, 
rather than on ultra-modern, sophisticated curative care limited to big 
cities and urban areas. The national governments should take positive steps 
to discourage the expansion and proliferation of highly sophisticated 
curative centres. Community participation was imperative not only in 
implementing the various health services but also in maintaining them with 
physical and financial resources. 

It was noted that the paucity of medical doctors in rural areas 
continued to be a problem in many countries since, owing to financial 
constraints, adequate amenities of life or professional facilities could 
not be provided in rural health institutions, and this tended to deter 
medical doctors from going to work in villages. Moreover, the cost of 
training a paramedic was much less than that of training a medical doctor. 
In view of this, paramedical personnel could increasingly be used to 
provide primary health care. However, efforts must be continued for 
reorienting the medical doctors by planning undergraduate training in such 
a manner that the skill and knowledge gained by these doctors were suited 
to the task of providing primary health care. 

Chapter 5 - Health Manpower Development (pp.49-77) 
Medical education continued to be curative-oriented with a hospital- 

based approach in evidence in almost all the countries. The training to be 
imparted to medical doctors and paramedicals must be relevant to the needs 
of the people in the context of the socio-cultural and economic environment 
prevailing in each country. 

The Committee was informed that the Technical Discussions at the 
World Health Assembly this year on the "Role of Universities in the 
Strategies for Health for All" had noted that there was no regular 
mechanism for interaction between the universities (faculty) and the users 
(the ministries of health) in most Member Countries. 

Reorientation of medical education to motivate the medical graduates 
to serve the community at the grassroots was, therefore, considered an 
important area deserving further attention. The requirements for medical 
doctors should be assessed in the country in order to determine the number 
of medical institutions required for training adequate manpower, and to 
guard against the over-production of specialists. Field training should be 
an integral part of the medical and paramedical curriculum, and the 
cost-effectiveness of training paramedics rather than medical doctors 
should be borne in mind while planning the development of health manpower. 

The Committee was informed that WHO had been supporting Member 
Countries in the reorientation of medical education, the development of 
various categories of health manpower, manpower planning for specialists, 
and the promotion of linkages between universities/medical schools/teaching 
institutions on the one hand and the users (ministries of health) on the 
other. 

Chapter 6 - Public Information and 
Education for Health (pp.77-84) 

The Committee felt that health education was the most important 
element of primary health care and that it was intersectoral in nature as 
it involved other ministries - such as those of information, communication 
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and education - besides the ministry of health. The Committee noted the 
various steps taken by the Member Countries to improve health education 
activities as well as to solve the constraints faced by them. While health 
education of the community was crucial for primary health care, 
particularly in the light of the "health for all" goals, it was also 
equally important for the health personnel. The Committee felt, therefore, 
that the health education aspect should be incorporated into the curriculum 
of students in schools as a long-term continuing measure. In the short 
term, effective use of various media, su h as radio and television, should E be made in order to communicate with peop e at the grassroots. 

Chapter 7 - Research Promotion and Development (pp.85-90) 
The Committee noted that 5 per cent of the total regular budget for 

the South-East Asia Region was allocated for research promotion and 
development under the intercountry programme and that guidelines had been 
developed by the SEAIACMR for appropriate research in support of "health 
for all" activities. The Regional Office was stimulating activities at the 
country level to develop the right kind of research protocols and to 
enhance research capability for attaining self-reliance in research. WHO 
had been supporting workshops on research methodology in several countries 
in order to improve the standard of the protocols. The Committee felt that 
medical and health research development in the Member Countries could only 
be accelerated if adequate infrastructure and trained scientists were 
available. Therefore, research should be incorporated into the curriculum 
of medical students, who should thereafter be given continuous training in 
research so that the Member Countries could become self-sufficient in 
scientific personnel for undertaking research. The Committee thought that, 
while financial assistance from various external sources could be sought 
for developing physical facilities and procuring supplies and equipment for 
undertaking research, motivation and training of scientists must be 
initiated by the Member States in which WHO should provide further 
technical and, possibly, financial support. 

Chapter 8 - General Health Protection and Promotion (pp.90-100) 
8.1 - Nutrition (pp.90-99) 
The Committee noted that malnutrition was one of the major problems 

facing the Region, and that protein-energy malnutrition, anaemia, vitamin A 
deficiency and goitre were amongst the associated conditions. While the 
Committee noted the positive efforts made by the governments to control the 
problem, it also recognized that inter-sectoral collaboration was needed to 
tackle it as the problem involved not only health aspects, but also the 
environment, food, etc. There was, therefore, a need for political 
commitment on the part of the national governments to tackle the problem of 
malnutrition effectively. The Committee also noted the importance of the 
linkage between the nutrition and maternal and child health programmes. It 
appreciated the contribution made by WHO and UNICEF in this area and hoped 
that better intersectoral coordination and concerted multisectoral action 
would be undertaken in this area involving departments other than the 
health ministry. 

8.3 - Accident Prevention (p. 100) 
The Committee noted that traffic accidents were emerging as one of 

the major causes of morbidity and mortality in many Member Countries of the 
Region and that the main causes were high density of vehicles, overloading 
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of transport, lack of adequate maintenance and repair of vehicles, slow 
development of road engineering and lack of adequate emergency medical care 
facilities. Lack of proper training of drivers also contributed to the 
problem. The Committee noted the efforts made by the Member Countries and 
the Organization to hold workshops to assess the dimension of the problem 
and to draw up national policies, strategies and plans of action for the 
prevention and control of accidents. It felt that inter-sectoral 
collaboration, involving the departments of health, police, transport, 
roads and highways, and plannirlg, was essential to tackle the problem 
effectively. Legislation should also be passed and enforced strictly in 
order to stop persons driving under the influence of alcohol. 

Chapter 9 - Protection and Promotion of Health 
of Specific Population Groups (pp.101-112) 

9.1 - Maternal and Child Health, 
including Family Planning (pp.101-108) 

The Committee recognized that maternal and child health, including 
family planning, was an integral part of primary health care and most 
countries of the Region had taken steps to improve the health of the mother 
and child by promoting community awareness about breast-feeding, effective 
EPI coverage, use of family planning methods to curtail the birth rate, 
etc. The Committee noted the present trend towards integration of the MCH 
programme with nutrition, EPI, diarrhoea1 diseases and family planning in 
some countries. The MCH and FP programme assumed greater significance for 
this region, where most countries were facing high population growth rates. 
The Committee felt, therefore, that provision of good MCH services, 
together with innovative approaches in family planning, would help Member 
Countries to promote the health of mothers and children, who constituted 
the most vulnerable group in the population. 

9.3 - Workers' Health (pp.109-110) 
The Committee noted that this was one of the areas which involved 

various other sectors in addition to the health sector. The activities in 
this area at present were mostly concerned with the health of industrial 
workers. Efforts were needed to bring agricultural and other workers also 
under the ambit of this programme. Attention was drawn to the hazards 
caused to these workers by commonly used agricultural implements, 
pesticides and other hazardous chemicals. WHO should try to elicit the 
support of other agencies for this programme. The legislation on this 
subject needed to be updated in order to cater to the real health needs of 
the workers. 

9.4 - Health of the Elderly (pp.110-111) 
The Committee noted the importance of the health of the elderly as 

an emerging health problem, and that some Member Countries had already 
initiated national plans to cover the health and social problems of the 
elderly. The need to promote community participation in this programme in 
the form of culturally acceptable family structures, such as the joint 
family, was also emphasized. 

The Committee was informed of WHO'S policy to view this problem in 
the context of national development plans and to integrate the aspects of 
the health of the elderly with the health plans of the countries through 
the PHC approach. 
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9.5 - Women in Health and Development (pp.111-112) 
It was noted that women were increasingly being involved in health 

and development work in the Member Countries of the Region. This could be 
related to the increasing literacy of women and to the increasing age at 
marriage of women, allowing them the means and the time for this purpose. A 
large number of women were being employed in the countries of the Region as 
nurses, teachers, medical doctors, health workers, etc. The Committee felt 
that the role of women in health development and in fact in total socio- 
economic development was, therefore, undeniable. It was very appropriate, 
in the fitness of things, therefore, that the subject of "Women in Health 
and Development" was to be considered by the Thirty-seventh session of the 
Regional Committee as a separate agenda item. 

Chapter 10 - Protection and Promotion 
of Mental Health (pp.112-115) 

Mental health was recognized as an area of priority in some of the 
countries of the Region while drug abuse was cited as an emerging health 
problem in a few countries. It was noted that the Member Countries had 
adopted a policy of integrated mental health care delivery and initiated 
work to develop appropriate indicators of mental health as a tool for 
programme evaluation. In some countries, non-governmental organizations 
were being involved in mental health care activities, while some had 
established national bodies for the development of mental health activities. 
WHO support was desired in tackling the mental health problems currently 
affecting the countries of the Region. The Committee was informed of 
research studies being supported by WHO to develop the tools and instruments 
for improved planning, plan implementation and evaluation of mental health 
activities. With regard to drug abuse, mention was made of the treatment 
and rehabilitation activities supported by WHO in Burma and Thailand with 
the assistance of the United Nations Fund for Drug Abuse Control. The 
efforts being made by the Regional Office in collaboration with WHOIHQ with 
regard to a programme on bio-behavioural sciences were brought to the 
notice of the Committee. It also emerged from the discussions that the 
technical expertise required in this field was not available to the desired 
extent. Therefore, the necessity of sharing information and the benefits of 
advances made by some of the countries of the Region with other neighbouring 
countries, in the spirit of technical cooperation among the developing 
countries, was stressed. 

Chapter 11 - Promotion of Environmental Health (pp.116-125) 

11.1 - Community Water Supply and Sanitation (pp.116-122) 
The Committee recognized that this programme involved a 

multisectoral approach. The urgent necessity of providing potable water and 
improved sanitation facilities to a large segment of the population who are 
as yet unserved or underserved was stressed, not only as regards their 
impact on health status but also their effect on the quality of life. A 
lack of these facilities was responsible for many of the communicable 
diseases, such as diarrhoea, intestinal parasites, hookworm and hepatitis. 
In this context, the problems faced in securing community acceptance of the 
new interventions were brought to light. Community action and health 
education of the public in this regard consequently assumed great 
significance. WHO could support efforts to inculcate correct sanitation 
habits in school children. It could also stimulate other agencies to 
support this important programme. 
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It was realized that sanitation must be developed together with 
water supply and that the technology adopted must be appropriate to the 
situation prevailing in each Member Country. The Committee was informed 
that, in most countries, the mid-International Drinking Water Supply and 
Sanitation Decade (IDWSSD) targets with regard to water supply might be 
reached but that this might not be true in the case of the sanitation 
targets. Linkage with primary health care activities, the multisectoral 
nature of the programme and the need for health education were essential. 
In addition to maintenance and operational problems, manpower and 
institutional deficiencies still remained key problems because of the large 
magnitude of work that needed to be undertaken under the IDWSSD programme. 
Repairs and rehabilitation schemes could often help solve some of these 
problems. In many countries, Decade planning had been done, targets set and 
a review of the Decade plans undertaken to make them more realistic in the 
light of the experience gained. Consideration would be given to making an 
early start on evaluation at the end of mid-Decade. 

11.2 - Environmental Health in Rural 
and Urban Development and Housing (p.122) 

This problem was closely linked with the "health for all" 
strategies. Aspects of the health dimensions of economic development were 
being tackled through this programme. Environmental health impact 
assessment was one of the key tools being used. 

11.3 - Control of Environmental Health Hazards (pp.122-124) 
Environmental pollution was emerging as a serious problem in several 

countries of this region. Indiscriminate use of pesticides and chemical 
toxicity due to industrial waste disposal were causing concern. The impact 
of these factors on health status needed to be carefully assessed before 
instituting interventions for the prevention of ill-effects and protection 
of health. The Committee was informed of the current thrust of the WHO 
programme on chemical safety and of WHO support to the assessment of the 
effects of various pollutants of the environment, as a sequel to the 
industrialization process. 

11.4 - Food Safety (pp.124-125) 
The Committee was apprised of WHO'S efforts regarding the 

strengthening of laboratory facilities in support of the food safety 
programme. The need for taking these facilities nearer to the field and 
giving them the necessary linkage with PHC was stressed, as food safety was 
closely tied up with food sanitation, particularly at the peripheral level. 
It was pointed out that the present food acts in most of the Member 
Countries were outdated and, therefore, needed to be revised. 

Chapter 12 - Diagnostic. Therapeutic and 
Rehabilitative Technology (pp.125-138) 

The Committee noted that most Member Countries were attempting to 
draw up a list of essential drugs. The need for having a regional reference 
laboratory for quality control was stressed. The lack of adequate drug 
information needed to be remedied urgently as it impeded the progress of 
policy development in quality control, supply and distribution of essential 
drugs. 
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It was realized that the establishment of a drug information system 
was important, as a large number of drugs were coming into the 
international market. Expertise needed to be developed in the Member 
Countries of this region for monitoring the drug information system. 
Technical and financial support from WHO was needed for organizing a drug 
information system and for establishing national units that would be 
responsible for undertaking the collection, analysis and use of drug 
information for policy formulation, according to the specific problems of 
individual countries. 

The Committee was apprised of the efforts being made by WHO, apart 
from strengthening the infrastructure, in further improving the quality of 
laboratory work. This could bring about the enhanced reliabillty of the 
diagnostic and epidemiological services. The thrust of the programme on 
essential drugs was aimed at collaboration with the Member Countries to 
enable them to develop and strengthen national drug policies to support the 
primary health care programme. WHO had cooperated with several countries in 
the Region in finalizing essential drug lists tailored to their particular 
needs. With regard to quality control, WHO had identified laboratories in 
India, Indonesia and Thailand that would forin a network of reference 
centres. 

The Committee was informed that WHO issued a quarterly bulletin of 
drug information which was distributed to all Member States. Efforts were 
under way to develop a regional system for the dissemination of drug 
information. 

The Committee noted that there was a need to develop a mechanism for 
the pooled procurement of essential drugs in the Region. A joint WHO~UNICEF 
venture in this area had been started in the African Region. The experience 
gained from this venture could be made use of in this region. 

Chapter 13 - Disease Prevention and Control (pp.139-208) 
The Committee noted the large gap that existed between the resource 

requirements of the Member States and the resources available to carry out 
the disease prevention and control programmes, a gap that was to be bridged 
by WHO in collaboration with other United Nations, bilateral and 
multilateral agencies. 

The Committee realized the necessity of integrating disease 
prevention and control progrannnes into the basic health services, using the 
primary health care strategy. Epidemiology was an essential tool for the 
development and implementatior~ of health programmes. WHO was requested to 
continue to provide support i.n strengthening the epidemiological 
capabilities of the countries. 

13.1 - Immunization (pp.139-150) 
The Committee noted that the immunization programme had made 

considerable progress in many countries since its inception. However, there 
were still problems confronting some of them with regard to cold-chain 
maintenance, completion of vaccination schedule, coverage of population, 
inadequate transportation to allow for appropriate supervision 
(particularly in rural areas), the large drop-out rate between the first 
and the last dose of multi-dose vaccines, and the quality control of 
vaccines. Support from WHO and other international agencies was needed to 
remedy the situation. 
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13.2 - Disease Vector Control (pp.150-157) 
The Committee noted that the resistance and refractory behaviour of 

the vector to insecticides was one of the principal technical problems, 
especially in malaria control, which should engage the continued attention 
of WHO. 

13.3 - Malaria (pp.157-173) 

The Committee noted that there had been a perceptible decline in the 
number of malaria cases in the Region as a whole. However, this decreasing 
trend was not uniformly found in all countries and, in fact, in some 
countries there were increasing numbers of cases, e.g., in Bangladesh and 
Sri Lanka. In view of the increasing threat of P.falciparum infection with 
high mortality, malaria continued to be a cause for concern in most of the 
Member Countries. It was now recognized that two of the important technical 
problems facing the programme were vector resistance to the commonly used 
pesticides and drug resistance of P.falciparum. Irregular drug intake in 
cases of malaria was cited as one of the common problems faced in malaria 
control. Another emerging trend was the growing use of malathion (which had 
been used, so far, as an insecticide for malaria control) to increase 
agricultural production which may lead to indiscriminate use and resistance 
of vectors. WHO support was requested for the supply of DDT, malathion and 
other insecticides in the control of malaria to those countries that 
experienced shortages. In view of the complexity of the technical and 
managerial problems, it was imperative to adapt the malaria control 
strategy to the local epidemiological situation, availability of resources 
and the degree of community participation. 

13.6 - Diarrhoea1 Diseases (pp.177-182) 
The Committee noted that diarrhoeal diseases continued to be a 

significant health problem, particularly among infants and young children 
in this region. The treatment with a cheap intervention, oral rehydration 
salt (ORS) had proved its efficacy in the diarrhoea1 disease control 
programme inasmuch as infant mortality had been reduced considerably in 
several countries. Some countries were finding it difficult to meet the 
full requirements of ORS for their population. In some countries, 
non-governmental organizations were also helping in the production and 
distribution of ORS. The role of the regional training centres in the 
control of diarrhoeal diseases through the development of the requisite 
manpower was stressed. 

13.7 - Acute Respiratory Infections (pp.182-183) 

The Committee noted that this programme was in its initial phase of 
implementation. WHO programme support in the research and operation 
components was aimed at a reduction of morbidity and mortality in children, 
who comprised the most vulnerable group. Surveys and pilot projects for the 
control of acute respiratory infections were being supported by WHO in some 
of the Member Countries. 

13.8 - Tuberculosis (pp.183-185) 

The Committee noted that controlling the disease had not met with 
the expected success, and tuberculosis continued to afflict a large segment 
of population in the Member States of this region. Several countries had 
introduced multidrug short-term regimens for the treatment of the disease. 
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However, some countries were experiencing a shortage of anti-tuberculosis 
drugs due to a shortage of funds, and the Organization should make an 
effort to mobilize external resources to assure an adequate supply of drugs. 

13.9 - Leprosy (pp.185-192) 
The Committee noted with concern that this region had almost half of 

the total leprosy patients in the world. The emphasis of the programme 
continued to be on case detection and early treatment. Most of the 
countries in the Region with endemic leprosy had reorganized and 
intensified activities for leprosy control, based on multidrug therapy and 
community education and involvement. In some countries, these efforts 
involved the cooperation of voluntary and other international agencies. 

13.11 - Sexually Transmitted Diseases (pp.193-194) 
The Committee expressed concern over the increasing incidence of 

sexually-transmitted diseases in most countries of the Region and felt that 
timely steps should be instituted on the basis of epidemiological data to 
prevent further increases. 

13.13 - Other Communicable Disease Prevention 
and Control Activities (pp.195-200) 

The Committee noted that dengue haemorrhagic fever, with or without 
the accompanying dengue shock syndrome, continued to be a major health 
problem in some of the Member States. Mention was made of the WHO support 
being provided to the WHO Collaborating Centre for Research in Dengue 
Vaccine Development in Bangkok, Thailand, in developing a vaccine against 
dengue haemorrhagic fever. 

13.14 - Blindness (pp.200-204) 
It was noted that, in addition to WHO, several bilateral, 

multilateral and non-governmental agencies were playing a major role in 
supporting national activities in several countries of the Region in the 
field of prevention and control of blindness. 

13.15 - Cancer Control (pp.204-206) 
The Committee took note of the activities being supported by WHO on 

different aspects oE cancer control in the Member Countries. It was pointed 
out that the stress continued to be on the preventive aspects of cancer, 
including community participation, through the primary health care approach. 

13.16 - Cardiovascular Diseases (pp.206-207) 
The Committee observed that cardiovascular diseases were emerging as 

important health problems in some countries of this region. Acute 
myocardial infarction was an important cause of death in a few countries on 
the basis of hospital records. The activities were, therefore, geared 
towards community control of cardiovascular diseases as an integral part of 
primary health care. 

Chapter 14 - Health Information Support (pp.209-213) 
The Committee was informed that other aspects of health information 

support were to be found in Sections 3.1 and 3.2 of the Annual Report. The 
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Committee took note of the WHO support being extended to Member Countries 
in health literature and library services. Further WHO support was 
requested by some countries in establishing referral library services. 

The Committee was further informed of a scheme that was being 
implemented to provide support for the translation of WHO publications in 
the local languages. 

SECTION 2 

REVIEW OF IMPLEMENTATION OF THE WHO COLLABORATIVE PROGRAMME 
FOR THE FIRST SIX MONTHS OF THE BIENNIUM 1984-1985, i.e., 

1 JANUARY TO 30 JUNE 1984 

The Committee noted that the working paper (SEAlpDMl~eet 6 1 5 )  showed 
the status of implementation of WHO'S collaborative programmes in the Member 
Countries of the Region during the first six months of the 1984-1985 
biennium - i.e., 1 January - 30 June 1984 - and that, in accordance with 
the Committee's recommendations made at its fifth meeting in April 1984, 
information on the technical and financial aspects of programme implemen- 
tation of projects and programmes supported by extra-budgetary funds (UNDP, 
UNFPA and voluntary funds) had been included in the working paper, as was 
information on CSA/SSA,which had been separated from the "Others" component. 

The Committee noted that the real trend of programme implementation 
would not be discernible from this working paper as implementation was in 
its initial stages and that most of the funds obligated were to cover the 
cost of long-term staff already in position, in accordance with the provi- 
sions of the WHO Manual. As regards the delivery of country programmes, the 
Committee noted that programme implementation in the countries at the 
beginning of the biennium tended to be sluggish and gathered momentum only 
during the latter part of the biennium. The following points emerged from 
the Committee's deliberations on this agenda item: 

(1) Some countries utilized the joint WHOIgovernment 
coordination mechanism quite effectively to monitor and 
evaluate the implementation of the Organization's 
activities at the country level, which facilitated 
timely action for corrective measures or for 
readjustment of the programme activities according to 
the government priorities. 

(2) The recruitment of short-term consultants was a 
time-consuming process, involving the completion of 
diverse formalities. It would be helpful, in order to 
ensure the timely recruitment of STCs, if Member 
Countries could provide the terms of reference for 
short-term consultants and indications regarding the 
suitable dates for the assignment of the consultant. 
Some countries wanted the Organization to provide the 
bio-data of experts available in certain fields in order 
to facilitate procedural clearance. The first 
pre-requisite was, however, to develop the terms of 
reference. Once these had been developed, depending on 
the type of expert required, the Regional Office could 
provide the bio-data of experts available at the 
scheduled time to the countries concerned. 
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(3) Implementation of the fellowships programme could be 
facilitated by the early identification of the national 
officials to be trained and intimation of their 
nomination, along with the information required in the 
prescribed WHO form to the Regional Office, in order to 
enable it to arrange for their timely placement. In this 
connection, some countries faced the problem of their 
nationals having to pass an English-language proficiency 
test as a pre-requisite for securing placement abroad. 
In order to avoid placement problems caused by this 
test, some countries are now utilizing intra-country 
fellowships to train their health personnel within the 
country. 

(4) The implementation of the activities under the 
local-cost subsidy was entirely under the control of the 
national authorities and the full utilization of the 
allocation under this component would depend on timely 
planning and execution of detailed steps by the national 
manager concerned. 

(5) The Committee suggested that the Organization should 
avoid duplication of requests for the same information 
from countries since this caused unnecessary work for 
the countries and WPCRs. The Committee was informed that 
the Organization was aware of the possibility of such 
duplication of requests for information and had been 
trying to avoid this by adopting careful screening 
methods. 

(6) The acquisition and use of funds from voluntary agencies 
fell into two categories, viz., (i) funds intended for 
undertaking specific activities in specific countries, 
and (ii) funds for carrying out specific programme 
activities without any limitation to specific countries. 
In the case of (i), the Regional Office concerned was 
informed of the allocation of funds and the names of 
countries where the activities had to be carried out. 
The Regional Office then prepared the workplans in 
consultation with the countries concerned. Once the 
funds were transferred to the Regional Office, 
activities could be implemented according to the 
workplan. WHO headquarters controlled the allocation of 
voluntary funds for specific programme activities. 
Depending on priorities in different countries, the 
Regional Offices were given these funds, and they, in 
turn, drew up workplans in consultation with the 
countries concerned. 

(7) The HRG/CRU review, which had taken place in some 
countries of this region, had not yet resulted in the 
mobilization of external resources, though it had 
produced useful information on resource availability, 
resource gaps and utilization patterns in the country 
concerned. This exercise was still in an early stage and 
only after a successful meeting of donors would one be 
able to see the results. 
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(8) The Committee wished that, in future, information 
regarding the source of funds (e.g., Regular Budget, 
UNDP, UNFPA) should be indicated at the top of the 
financial statement, rather than in the middle, as had 
been done in the working paper. 

SECTION 3 

COMMON FRAMEWORK AND FORMAT - EVALUATING STRATEGIES FOR 
HEALTH FOR ALL BY THE YEAR 2000 

The Committee reviewed the working paper (SEAlpD~lMeet 616) and 
agreed that the proposed framework and format met the requirements for 
information generation. However, it was necessary to stimulate action to 
generate the information that was required for undertaking the evaluation 
of "health for all" strategies. 

The Committee was informed that Sri Lanka had made successful 
progress in completing the format and its experience could be made use of 
by other Member Countries. The mechanism that was used for this purpose was 
the establishment of a working group which had included personnel from 
relevant sectors. This multisectoral nature of the group helped in 
generating the necessary information from all relevant sectors. The 
exercise had thus provided information for carrying out an evaluation of 
the "health for all" strategies, and had also elicited observations and 
comments on the adequacy of the common framework and format. It had also 
brought to light the constraints that Sri Lanka was facing in implementing 
the primary health care approach, which, in turn, it was hoped, would 
galvanize the national authorities to seek solutions to these problems. Sri 
Lanka expected to update this document once a year so that a continuity of 
feedback could be maintained as an established mechanism within the 
framework of the national managerial process for health development. 

The experiment had revealed that national officials entrusted with 
the task of completing the format were faced with the prospect of 
performing this task over and above their normal functions, which involved 
their having to put in extra labour, effort and time. This needed to be 
compensated by additional incentives. The Committee felt that the 
experience gained by Sri Lanka could be useful to other Member States in 
completing the format to initiate an evaluation process. 

The Committee noted that some headway had been made in many of the 
countries in initiating action for completion of the Common Framework and 
Format and that core groups had been formed. 

The Committee felt that the information generated for the Common 
Framework and Format for evaluation would essentially help the Member 
Countries in regard to evaluating their health development activities; in 
fact, the major objective of this exercise was to support national 
authorities in establishing a system for evaluating their strategies for 
"health for all". It was also expected to bring out the constraints with 
regard to the implementation of the primary health care approach and 
indicate the various solutions. 

Some of the questions included in the Common Framework and Format, 
the Committee recognized, might not be valid for all countries and for all 
times to come. Necessary adjustments would be required as experience was 
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gained in its use. The Committee felt that this evaluation effort would 
provide the national authorities with an opportunity to take a critical 
look at the activities presently being carried out. It was also expected to 
help sensitize the authorities concerned to establish a standing mechanism 
for continual evaluation. 

The Committee was aware of the importance of the activity and the 
target date, i.e., March 1985, for the preparation of the first evaluation 
report. The Committee was informed that the information generated would 
also be used in preparing a regional synthesis of the health situation. 
This would be a contribution to the efforts for preparing a World Health 
Situation Report at global level. This initial effort, the Committee 
realized, would provide a baseline that could be updated from time to time 
since evaluation was a continuing process. 

The Committee recommended the following actions to be taken: 

(1) Focal pointsfgroups should be identified at the national 
level, wherever this had not taken place. 

(2) National workshops should be held in order to 
familiarize officials with the content of the format and 
the task involved in data collection and analysis for 
completing it. 

(3) A synthesis of country information generated through the 
evaluation framework at the national level should be 
developed into a country health situation report. All 
efforts should be made to observe the target date, i.e., 
March 1985, for the preparation of the report. 

(4) As a long-term measure for continuing the evaluation 
process, the planning cell in the ministry of health 
should be strengthened through the development of the 
required expertise. WHO should support this effort in 
the countries as far as practicable. 

(5) The services of Regional Office staff and the 
country-based WHO staff should be utilized by the 
national authorities wherever necessary. 

SECTION 4 

INNOVATIVE APPROACHES IN THE FUNCTIONING OF 
THE REGIONAL COMMITTEE 

The Committee reviewed the working paper on innovative approaches in 
the functioning of the Regional Committee (SEAfPDMfMeet 617)  and noted that 
the -- ad hoc committee set up by the Regional Director, consisting of a 
senior national official from each Member State of the Region, had, after 
considering this question, made several recommendations. 

The Committee, while noting that the functioning of the Regional 
Committee posed no specific problem so far, felt that it was possible to 
improve its style of work, methods and procedures of functioning. This 
would be a gradual process and the improvement would have to be brought 
about in an incremental manner over the coming years. The Committee made 
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the following suggestions which it thought would, in the interim, bring 
about further improvement in the functioning of the Regional Committee: 

(1) Technical Discussions 

The Committee felt that the conclusions of the Technical Discussions 
at the Regional Committee and the follorup action taken, both by the 
Member States and the Secretariat, should be reviewed by the CCPDM, 
preferably twelve months after the Regional Committee session. The report 
of the CCPDM would, in turn, be brought to the attention of the Regional 
Committee. This would ensure that the conclusions and recommendations of 
the Technical Discussions were not dissipated but were used for the benefit 
of all the Member States. 

(2) Nomination of Country Delegates 

(a) It was recommended that the continuity of membership of 
the country delegation be maintained by nominating at 
least one member of the delegation who has prior 
experience of representing hisfher country in the 
Regional Committee. 

(b) Members of the country delegation should be nominated 
early enough to allow them to prepare themselves 
adequately with regard to the technical, administrative 
and other relevant aspects of each agenda item for a 
given session of the Regional Committee. 

(3) Briefing of the country delegates for the Regional Committee 

Appropriate briefing of the country delegates must be ensured by the 
WHO Programme Coordinator and Representative (WPC&R), not only regarding 
the agenda items (both in the specific country and regional perspectives) 
but also on the processes and procedures of the Regional Committee, 
especially in the case of those country representatives who are new to the 
Regional Committee. 

(4) Documentation for the Regional Committee 

It is essential that the documentation on agenda items should be 
short and precise, presenting clearly defined issues to be discussed by the 
Regional Committee. The CCPDM, which has been established as a working arm 
of the Regional Committee, may undertake a study of the present 
documentation practices and suggest ways and means of improving the 
documentation for the Regional Committee. 
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1. Opening of the session (item 1) 

MS CHANDRA KALA KIRAN, Chairperson of the Thirty-sixth session of 
the Regional Committee, opened the session. She welcomed the delegates of 
the Hember Countries and thanked the Health Minister of India and the 
Director-General of WHO for their presence. 

In her opening remarks, she called for concerted efforts to 
implement the strategies for health for all by the year 2000. This could be 
achieved only if countries worked for total development. At least four 
challenges were involved in this, viz., to improve the health behaviour 
pattern of the people, to redefine and use effectively WHO'S resources for 
collaborative activities, to make the most meaningful use of available 
resources including national resources, and to make efforts to achieve 
self-reliance. 

In order to make further progress towards health for all, she called 
for intra- and inter-sectoral coordination, community participation, 
encouragement to the existing programmes, information transfer on new 
ideas, policy and feedback in the provision of health for all through the 
primary health care approach; orientation of training programmes at all 
levels; production of lorcost information, education and coramunication 
material; and the development of appropriate "people-oriented" technology. 
(For full text, see Annex 1). 

2. Address by the Regional Director 

The REGIONAL DIRECTOR expressed his deep gratitude to India's 
Minister of Health and Family Welfare for being present despite his busy 
schedule. His presence was not only an indication of his keen interest in 
health development efforts but also served as a strong moral support 
to WHO and its ideals. He also welcomed the Director-General of WHO, 
representatives of the Member States, international agencies and 
non-governmental organizations. 

Referring to India's contribution to medical science, he said that 
the Indian systems of traditional medicine continued to serve large 
populations not only in that country but in many others. India's determined 
efforts towards health development were reflected in the formulation of its 
national health policy and in its emphasis on maternal and child health, 
family planning, control of tuberculosis and leprosy as well as the 
provision of drinking water supply and sanitation. 

In regard to the health situation in the Region, perceptible 
progress had been made in all the countries. Tremendous efforts continued 
to be made to improve and expand the national health infrastructure and 
raise the health status of the people through intersectoral collaboration 
for socio-economic development, of which health was an integral component. 
Recognizing that health was essential to the development of the human 
potential, the countries had been jointly formulating the strategies for 
"health for all", developing plans of action based on these strategies and 
taking concerted steps to implement them. It was gratifying that a number 
of innovative approaches to initiate and assimilate desired changes at the 
grassroots had already been evolved and absorbed within the framework of 
primary health care in many countries of the Region. 
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The Regional Director said that WHO'S Seventh General Programme of 
Work, the implementation of which had begun during the current year, 
envisaged a fundamental change in the development of the right health 
infrastructure. He hoped that the countries would pay adequate attention to 
this aspect while allocating resources. 

To ensure optimal use of WHO'S resources by the national authorities 
for implementing national strategies for "health for all", the Director- 
General had developed the new managerial framework, which sought to 
transfer to Member States the authority to use the Organization's 
resources, together with the concomitant responsibility and accountability 
to manage the resources. This new framework aimed at making the Member 
States self-reliant and responsible partners in the appropriate use of 
WHO'S resources. While WHO would continue to provide technical information 
and act as the coordinating authority for international health work, Member 
States must use their Organization and its resources according to the 
technical and managerial principles jointly enunciated in support of Health 
for All by the Year 2000. In this connection, he asked the delegates to 
suggest the best ways of operationalizing the new managerial framework. 

3.  Address by the Director-General of WHO 

DR MAHLER expressed his pleasure on returning to India, which he 
described as a homecoming and where, he said, he had worked in WHO, but for 
the country. He explained that there was no contradiction in this 
statement, since WHO served the people and their governments. In India, he 
had learned the crucial importance of the tripartite alliance of 
government, people and WHO, which had been endorsed by the World Health 
Assembly three years ago during the deliberations on the Global Strategy 
for achieving health for all by the year 2000. He referred to economic, 
social and cultural factors as being of crucial importance in determining 
the level of people's health and said that these had to be considered when 
devising means of improving it in ways that people could understand and 
eventually accept, follow and support. One had to be patient, but patience 
did not mean the acceptance of ill-health as an inevitable feature of life. 
It did imply wisdom to realize how much physical and emotional energy was 
required continuously and consistently to help people to understand how 
they could shape their health destiny and that of their families. 

The Director-General noted that India's Prime Minister had been 
elected Chairman of the Non-Aligned Movement, and said that it was 
gratifying that all countries of this region had collectively demonstrated 
that health was non-aligned. Despite different political philosophies, 
economic approaches, and social and cultural patterns, the countries of 
this region had succeeded in working together in the never-ending endeavour 
to improve the health of their people. 

4 .  Address by the Health Minister of India 

MR B. SHANKARANAND welcomed, on behalf of the Government of India, 
the delegates to the Thirty-seventh session of the Regional Committee. He 
thanked the Director-General for his interest in the health development of 
the South-East Asia Region and the Regional Director for his active and 
vigorous support to health activities in the countries. 

He said that the policies and programmes adopted during the latter 
part of the twentieth century would influence the quality of life of future 
generations and that a clear vision in regard to the quantitative as well 
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as qualitative aspects of life and human development was therefore called 
for. 

The Constitution of India envisaged the establishment of a new 
social order based on equality, freedom, justice and the dignity of the 
individual; the eradication of poverty, ignorance and ill-health were its 
chief goals in order to achieve a better standard of living and state of 
nutrition for the people. Towards this end, the Government had evolved a 
national health policy that provided guidelines for reorienting and 
restructuring health services with special emphasis on the preventive, 
promotive and rehabilitative aspects of health care through the primary 
health care approach. This policy stressed the provision of adequate 
nutrition, safe drinking water supply and improved sanitation. It also 
promoted the efficient implementation of the small family norm, aiming at 
smaller, healthier and happier families under the national population 
policy. 

Elaborating on the national health policy, the Mlnister of Health 
said that the Government sought to establish a link between the various 
developmental sectors connected to health, since only integrated and 
coordinated development in all health sectors could bring about a 
substantial improvement in the quality of life. He urged all agencies to 
evolve strategies for action based on the guidelines of the national health 
policy. 

He reiterated that India was committed to attaining "health for all" 
through the Charter of Action laid down in the Prime Minister's 20-point 
economic programme for primary health care, voluntary family planning, and 
other socio-economic schemes in allied sectors. 

Referring to WHO collaboration, the Minister said that his 
government had entered into bilateral agreements to provide health manpower 
training to personnel from some countries of the Region, and congratulated 
the Director-General on the role being played by WHO in securing 
international commitment to the goal of "health for all". He said that bold 
and meaningful efforts and a will to implement the programmes were required 
to attain this goal. 

Expressing concern that health expertise was often not available to 
the needy, he said that the Organization should attempt to apply existing 
technologies in a cost-effective way. Referring to the world economic 
crisis, he said that, despite major constraints of management, resources 
and information, his Government was endeavouring to realize the goals of 
"health for all" by strengthening planning, programme formulation. 
implementation and monitoring in the provision of primary health care. 

Speaking of the long-standing tradition of mutual cooperation among 
the countries of the Region, the Minister said that, owing to financial 
constraints. some countries were unable to avail themselves of the 
collaborative assistance offered to them. He hoped that WHO would mobilize 
such assistance in order to enable intercountry cooperation. 

He concluded by expressing the hope that there would be international 
peace and cooperation in fostering human development in order to attain the 
goal of "health for all". 
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5. Appointment of the Sub-committee on Credentials 

The Chairperson thanked the Minister for his address and sentiments. 
She suggested the appointment of a Sub-committee on Credentials consisting 
of representatives from Bangladesh, Maldives and Mongolia to examine the 
credentials of the representatives. The meeting was then temporarily 
adjourned. 

Approval of the Report of the Sub-Committee on Credentials 
(item 2.2) 

On resumption of the meeting, the Representative of Maldives, who 
had been elected Chairman of the Sub-Committee on Credentials, read out the 
report of the Sub-Committee (SEA/RC37/18) recommending recognition of the 
validity of the credentials presented by the representatives of Bangladesh, 
Burma, Democratic People's Republic of Korea, India, Indonesia, Maldives, 
Mongolia, Nepal, Sri Lanka and Thailand. Since the credentials of the 
representative of Bhutan had not been received, the Sub-committee 
recommended that he be requested to present his credentials as soon as 
possible, and that, until such time as his credentials had been examined by 
the Sub-Committee, he be allowed to participate in the deliberations. 

The report was adopted. 

7. Election of Chairman and Vice-chairman (item 3) 

DR UTHAI (Thailand), seconded by DR JADAMBA (Mongolia), proposed Mr 
C.R. Vaidyanathan (India) for the office of Chairman. The proposal was 
accepted. 

On taking the chair, MR VAIDYANATHAN expressed his grateful thanks 
to the delegates for electing him as Chairman. While welcoming them, he 
wished them a pleasant stay in Delhi and sought their cooperation in the 
smooth conduct of the proceedings. He said that the sessions of the 
Regional Committee and the World Health Assembly provided an opportunity to 
review the activities carried out during the past year at regional and 
global levels, as well as to carry out mid-course corrections and to make 
plans for the future. 

He recalled that all the Member Countries of WHO had earlier decided 
to formulate national "health for all" strategies. He was happy to note 
that most of the countries had done so. In India, the national health 
policy had been formulated and had been approved by Parliament. Referring 
to the inaugural address of the Minister of Health and Family Welfare of 
India, he stated that the national health policy of India marked a definite 
shift from the curative to the preventive, promotive and rehabilitative 
aspects of health care. As a signatory to the Alma-Ata Declaration, India 
had subscribed to the strategies for achieving the goal of health for all 
by the year 2000 through the primary health care approach. To this end, the 
country was in the process of setting up the infrastructure in the rural 
areas. It was expected that by the end of the Seventh Five-Year Plan in 
1990, rural health centres (PHC centres, sub-centres and community health 
centres) would have been established to cover the entire country. Realistic 
and reasonable targets had been set in this regard. The establishment of a 
network of PHC centres and sub-centres would create the basic 
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infrastructure for delivering health to all the people. Another priority 
area that his country was tackling was population stabilization. The 
Seventh Five-Year Plan envisaged an outlay of 140 thousand million rupees 
for the health sector, half of which would be used for the family welfare 
programme, including mother and child health care services, and one-fourth 
on rural health services. These two priority programmes would thus account 
for three-fourths of the total outlay for the health sector. This showed 
the measure of importance his country attached to these two programmes. 

On the proposal of MR CHAUHAN (India), seconded by DR MOMAMMAD ISA 
(Indonesia), Dr M. Fernando, representative from Sri Lanka, was elected 
Vice-Chairman. 

8. Statement by the Representative of UNICEF 

MR DAVID P. HAXTON, Regional Director, UNICEF, South Central Asia, 
expressed his pleasure at being present once again to represent UNICEF at 
the Regional Committee session. The forum of the Regional Committee 
provided an opportunity to review, together with WHO, national governments 
and other agencies, the state of health of the people in the Region, 
especially mothers and children, and to share common concerns. WHO and 
UNICEF had been working together with governments to channel national 
health policies and programmes in the right direction. Such common ventures 
at global and regional levels had included efforts in diarrhoea management, 
centering around mothers rather than the delivery system, the expanded 
programme on immunization, nutrition, anaemia, iron deficiency, blindness, 
acute respiratory infections and drinking water supply and sanitation. They 
included the strengthening of the health delivery system, participation of 
the community in the delivery of health care, changing institutional 
practices and professional attitudes, influencing the educational content, 
increasing the coverage of the programmes and the strengthening of the 
technological capabilities of the countries. Another important step was 
communication with people to create an awareness that success in the field 
of health depended on them, and to change their perceptions and 
capabilities. The weaknesses of the existing health infrastructure and 
increasing population made maximum coverage with the programmes and 
comprehensive assessments of tasks extremely difficult. It was distressing 
to note that rnalnourishment had increased despite greater food production. 
It was also necessary to mobilize material and other resources among all 
sections of the population. He trusted that, with collaboration from WHO, 
UNICEF and other agencies, national development plans would help in 
translating this commitment into practical action. 

The CHAIRMAN commended UNICEF's assistance to the expanded programme 
on immunization, which he considered a cost-effective route towards "health 
for all". 

Adoption of the provisional agenda (item 4) and 
Review of the draft provisional agenda of the 
Seventy-fifth Session of the Executive Board and 
of the Thirty-eighth World Health Assembly (item 

The REGIONAL DIRECTOR referred to the adoption of the provisional 
agenda (item 4) and review of the draft provisional agenda of the 
Seventy-fifth Session of the Executive Board and of the Thirty-eighth World 
Health Assembly (item 12) and suggested that both agenda items be 
considered together as they were related to each other. The table appearing 
as Annex 1 in document SEA/RC37/7 showed the correlation of the work of the 
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Regional Committee, the Executive Board and the World Health Assembly. The 
agenda contained items of importance: progress report on the implementation 
of the "health for all" strategy, programme budget for 1986-1987, signifi- 
cant regional developments and an item on women in health and development. 

He invited the attention of delegates to the subject of 
"Collaboration with non-governmental organizations in implementing the 
global strategy for health for all" selected by the Executive Board for 
technical discussions at the 38th World Health Assembly in May 1985. The 
subject had been chosen in view of the crucial role of non-governmental 
organizations in achieving the goal of health for all by the year 2000. The 
main thrust of the technical discussions would be directed towards 
facilitating health development through cooperation between government and 
non-governmental organizations and with the involvement of the people. 

The CHARIMAN then asked for comments from the delegates. 

In the absence of any comments, the provisional agenda (item 4) was 
adopted after taking note of the draft provisional agenda of the Seventy- 
fifth Session of the Executive Board and of the Thirty-eighth World Health 
Assembly (item 12). 

10. Appointment of the Sub-committee on Programme Budget and 
adoption of its terms of reference 

The REGIONAL DIRECTOR informed the delegates of the past practice of 
the Consultative Committee for Programme Development and Management (CCPDM) 
reviewing the programme budget. One of the important items reviewed by the 
CCPDM in depth has been the implementation of the WHO collaborative 
programme in Member Countries during 1984-1985; this review was presented 
in its report to the Sub-committee on Programme Budget of the Regional 
Committee. 

With regard to the membership of the Programme Budget Sub-committee, 
the Regional Director suggested that one representative from each country 
should participate in the Sub-committee meeting. He further suggested that 
members who had attended the meeting of the CCPDM held on 14 and 17 
September 1984 could attend the meeting of the Programme Budget 
Sub-Committee in view of their familiarity with the subject. 

11. Adoption of agenda and election of Chairman for the 
Technical Discussions (item 6) 

On the proposal of DR U LUN WAI (Burma), seconded by DR P.W SAMDUP 
(Bhutan), Dr H. Mohammad Isa, Representative from Indonesia, was elected 
Chairman of the technical discussions. The proposed agenda for the 
technical discussions (SEA/RC37/5 and Add.1) was then adopted. 

12. Address by the Director-General of WHO 

DR MAHLER, in his address to the Regional Committee, called 1984 "a 
year of opportunities". Four major events in particular marked this year in 
the Organization. These were: the start of the evaluation of the strategies 
for "health for all"; the gathering momentum of the Seventh General 
Programme of Work; preparations for the programme budget for the biennium 
1986-1987; and the progressive introduction of the new managerial 
arrangements for the optimal use of WHO'S resources by Member States. 
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In regard to evaluating the strategies for "health for all". Dr 
Mahler listed the principal questions that needed to be asked and answered 
in order to identify the obstacles and to make it possible to take the 
necessary remedial actions. Revealing obstacles could also be a most useful 
way of identifying opportunities for achieving the desired goals. As he had 
remarked to the Health Assembly earlier in the year, evaluation must be 
used as a springboard for action and not as a mere exercise in history. 

Turning to the Seventh General Programme of Work, Dr Mahler noted 
that one of the main obstacles to attaining the goal of health for all by 
the year 2000 was the weakness of the health infrastructure in most 
countries. This applied not only to countries in South-East Asia but also 
to more economically advanced countries. It was the recognition of these 
obstacles that gave rise to the opportunity to overcome them by setting 
forth in the Global Strategy for Health for All the principles on which to 
build up sound health systems based on primary health care. And it was the 
preparation of the Seventh General Programme of Work that gave rise to the 
opportunity of reaching a worldwide consensus that in the years to come WHO 
must make powerful efforts to support its Member States in building up the 
infrastructures of their health systems and in taking up the slack in 
existing ones. 

Dr Mahler then reviewed the principles for building up national 
health systems contained in the Seventh General Programme. He also cited 
the "fragmented" activities undertaken in developing countries by 
well-meaning but misguided development agencies in the past, and feared 
that there was still a hankering after the old technical assistance 
relationships. 

Regarding the programme budget proposals for 1986-1987, Dr Mahler 
said that one of the most disturbing facts that had come to light in the 
recent first attempt at monitoring the Strategy for Health for All was that 
most countries did not know how their resources for health were 
distributed. Nor was it always clear how health services were financed and 
how much people were able and ready to pay to protect and restore their 
health. Unless that was known, he asked, how could wise programme budget 
decisions be made? This was surely an area in which use of WHO's resources 
in each country would be highly justified. Of course, the ultimate 
responsibility for orchestrating all internal and external resources for 
health lay with the governments of the countries concerned. 

However, WHO'S resources, whose limited size might at first sight 
appear an obstacle, could in fact be used to focus all resources for health 
in the countries in such a way as to derive optimal benefit from them. 
Moreover, the universality of WHO offered the opportunity for fruitful 
cooperation at the country, intercountry or regional level as well as at 
the interregional and global levels. Dr Mahler noted that, in order to make 
the most of the resources, it was necessary to display resourcefulness. 

This applied particularly to making the most of the new managerial 
arrangements for technical cooperation between countries and WHO. These new 
arrangements aimed at making optimal use of WHO's Seventh General Programme 
of Work in support of national strategies for health for all. Dr Mahler 
paid tribute to countries that had experimented with these new ways of 
working with the Organization, and invited them to experiment with them 
further. He urged all the countries of the Region to carry out as speedily 
as possible the regional plan of action for making WHO'S resources 
optimally useful for all of them. 
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Dr Mahler summarized how the Regional Office could best support 
countries in their new responsibilities. For example, it should have the 
capacity to focus a multiplicity of disciplines on solving their problems. 
Insight was required to seize possibilities for facilitating cooperation 
between groups of countries, either within the Region or in neighbouring or 
even distant regions. Finally, the ability was needed to muster the most 
suitable technical expertise and the support of other sectors, wherever 
that existed, both inside and outside the Region. 

He felt that what was now needed was a clear statement of programme 
budget policy for the support of the Regional Office to Member States in 
the light of the new arrangements for cooperating with them. Furthermore, 
the time had come to monitor seriously the way WHO's resources were being 
used in accordance with the new managerial arrangements. 

Another important reason for the careful monitoring of the use of 
WHO's resources was that there had been growing criticism of the United 
Nations system - criticism over alleged irrelevant undertakings, 
overlapping of efforts, excessive bureaucracy and poor management of 
resources. If WHO's resources were not used to the best advantage, he said, 
the technical cooperation component of its regular programme budget could 
be "criticized out of existence". He noted that WHO was the only 
specialized agency to have such a component in its regular budget. If WHO 
were deprived of that, it could mean the end of its regional arrangements. 
for these were the mainstay of its technical cooperation with Member 
States. To avoid that it had to be ensured that WHO's resources were being 
used optimally. 

Dr Mahler evoked the need for worldwide solidarity for "health for 
all", in order to ensure that the weaker were supported by the stronger. 
History had shown that such solidarity was not so much a manifestation of 
charitable altruism as of enlightened self-interest. 

In conclusion, Dr Mahler stressed the need to identify the obstacles 
in the way of achieving "health for all" and to clarify their nature so 
that they could be converted into unusual opportunities. This could be done 
by applying the might of WHO as one united organization. 

13. Thirty-sixth Annual Report of the Regional Director (item 7) 

Introducing his Annual Report for 1983-84 (document SEA/RC37/2 and 
Corr), the REGIONAL DIRECTOR said that the period under review marked the 
end of WHO's Sixth General Programme of Work and the beginning of the 
Seventh General Programme of Work. The Annual Report had been structured 
according to the Seventh General Programme to present a clearer picture of 
the progress made. 

At the national, regional and global levels, strategies for health 
for all by the year 2000 and plans of action to be adopted had been 
crystallized with the collaboration of WHO. The Member Countries had 
started implementation of the strategies even before the advent of the 
Seventh General Programme, and had monitored the implementation on a global 
common framework and format and produced country reports. South-East Asia 
was the only Region where all of the countries produced reports reflecting 
the progress made in the formulation, implementation and monitoring of the 
"health for all" strategies. The analysis revealed the achievements, which 
must be consolidated, and the failures, which must be corrected. 
Preparations were also being made for an evaluation of the implementation 
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of "health for all" strategies. A report on this was due in March 1985 
according to the "health for all" plan of action. 

Most of the Member Countries faced the problem that the timings of 
the "health for all" strategies and the national health development plans 
did not synchronize. A full integration of the "health for all" strategies 
into the ongoing national health plan had thus become a slow and difficult 
process. Some countries, however, overcame this problem by incorporating a 
vital element of the strategies into the annual budget. The Regional 
Director emphasized that any national health strategy must be supported 
with necessary resources for its implementation. It was therefore essential 
that the strategy should be a component of the national health plan. The 
primary responsibility to ensure this rested with the planning cells in the 
health ministries. 

The planning and management process was undergoing dramatic shifts 
in the countries and in the Organization to meet the continually changing 
challenges and needs. The managerial process evolved from national 
experiences and in collaboration with WHO, had been put into practice in 
most countries. The progress made in this respect was commendable. As 
regards WHO'S own managerial process, the basic instruments continued to be 
the General Programme of Work, the Medium-Tenn Programme, programme 
budgeting, and monitoring and evaluation. He reiterated the observation 
made by the Director-General that the Seventh General Programme was vital 
in reflecting the basics of the "health for all" strategy to meet the needs 
and priorities of the Member States to achieve the "health for all" goals. 

The new managerial framework developed by the Director-General 
permitted optimal utilization of WHO resources in direct support of the 
Member States to achieve the goal of health for all by the year 2000. The 
Member Countries must therefore be selective in using WHO resources to 
translate the "health for all" strategies into tangible actions. 

The Seventh General Programme emphasized WHO's collaborative 
activities on infrastructure development as a way of delivering technology 
effectively. He therefore called for the development of a suitable 
infrastructure for health for the judicious application of existing 
technologies by adapting them to specific situations in order to ensure 
universal primary health care. He cited the examples of Bangladesh, India, 
Indonesia, Nepal, Sri Lanka and Thailand to emphasize how the principle of 
primary health care had gradually gained acceptance, and the Member States 
were busy reorienting their health systems accordingly. He suggested that 
conscious efforts must be made at the decision-making levels to allocate 
resources preferentially for this activity in order to accelerate the 
provision of health care for all people. 

One of the major obstacles in developing an adequate health 
infrastructure had been the lack of appropriately trained health manpower 
for different functions. One of the reasons for this was that manpower 
development had been an isolated activity independent of actual need. 
Governments were now making efforts to bring the producers and consumers of 
manpower together to assess the needs and plan accordingly. He suggested 
that the norms of health manpower development, which were aimed at meeting 
international rather than national needs, must be broken in view of 
national commitments for "health for all". In doing this, the sole 
objective should be to support primary health care services and their 
referral services. This was the objective towards which WHO was gearing its 
collaborative activities. 
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As the efforts to provide basic health services to all people 
continued, the existing and emerging technologies should be judiciously 
exploited to promote and protect health and to prevent and control the 
prevailing priority diseases. The promotion of maternal and child health, 
including family planning and nutrition, assumed great importance in this 
context in the Region, where infant and childhood morbidity and mortality 
and fertility rates were high and the nutritional status was low. The 
Organization was supporting the existing national programmes in enhancing 
managerial skills and training appropriate types of manpower. Based on WHO 
collaborative field studies on perinatal morbidity and mortality including 
low birthweight, a regional profile had been documented providing an 
overview of the MCH problems and prospects in the Region. 

In the field of nutrition, WHO'S collaborative support had been 
mainly directed towards strengthening national nutrition activities in the 
context of primary health care, especially in planning and nutrition 
surveillance, training of manpower and implementation of control programmes 
against deficiency diseases. He expected that the WHO/UNICEF nutrition 
projects, which were in the process of implementation in Burma and Nepal, 
would provide the knorhow for effectively running a nationwide nutrition 
programme with time-bound objectives as applicable to this region. 

The coverage by safe water-supply and sanitation services was still 
very low in almost all the countries of the Region. There had been an 
imbalance between the provision of water supply and that of sanitation, and 
the countries were now trying to develop a balanced national programme. 
Under the International Drinking Water Supply and Sanitation Decade 
programme, the Organization was collaborating with the governments in the 
provision of knorhow, training of manpower, health education and in the 
mobilization of resources. Due emphasis should be given to the use of 
lorcost technologies because of the existing resource constraints. 

An effective drug policy and management system was needed in order 
to prevent shortages of essential drugs, on the one hand, and the 
indiscriminate use of drugs, on the other. Seven countries in the Region 
had well-defined drug policies based on the essential drugs concept. The 
Organization was increasingly collaborating with the Member States in 
refining national drug policy and drug-management systems, strengthening 
quality control mechanisms, improving logistics systems and supporting 
countries in attaining self-reliance in procuring and producing at least 
the essential drugs. 

Among the many communicable diseases prevailing in the Region, 
malaria was posing a serious challenge because of technological, managerial 
and financial problems. Intensive research should continue in order to 
solve some of the technological problems, such as the development of better 
drugs for malaria. WHO'S collaborative programme aimed at training manpower 
in managerial skills and providing support to research. As regards the 
non-communicable diseases, cancer and cardiovascular diseases, including 
those of rheumatic origin, were posing problems. WHO'S support had been 
directed mostly towards epidemiological measures. 

Giving a brief resume of the research activities supported by the 
Regional Office, he said that the thrust had now shifted from disease- 
oriented research to a comprehensive research programme for solving human 
problems. Close liaison between WHO and the research coordinating 
institutions had helped make the research programme relevant, mission- 
oriented and problem-solving in nature. He mentioned that the SEA/ACMR had 
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been contributing substantially in developing the research programme in the 
Region. 

The Regional Director stressed the urgency of generating and 
mobilizing further resources in support of the "health for all" efforts, 
and reviewing the low allocation of resources for health development and 
the patterns of expenditure. Five countries of the Region had already 
completed the Country Resources Utilization review under the aegis of the 
Health Resources Group. These efforts had provided a clearer picture of the 
actual utilization pattern of health resources in these countries and had 
helped in identifying the resource needs and the gaps in resource 
availability. Efforts were continuing through this process to mobilize 
external resources to fill these gaps. 

Initial steps, small but firm, had already been taken in the march 
towards the common goal, and he felt confident that, given the existing 
will to act, the progress would be accelerated to achieve the goal of 
health for all within the time left before the year 2000. 

14. Adjournment 

The meeting was adjourned. 
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Annex 1 

TEXT OF ADDRESS BY THE CHAIRPERSON OF THE THIRTY-SIXTH SESSION, 
MS CHANDRA KALA KIRAN 

It is both an honour and a pleasure for me to open this meeting, 
which is the highest-level consultation and governing body in the Region, 
and to address this distinguished gathering - especially in the presence of: 

- H.E. Mr B. Shankaranand, Minister of Health of the 
Republic of India. We really appreciate your involvement 
and your contribution to our region in the broad aspects 
of health. Your people's experience is unlimited, and from 
it we always learn a lot. 

- Dr Halfdan Mahler, not only as our Director-General but 
who is always an inspiring person, and one of the 
initiators and creators of the Strategy of Health for All 
by the Year 2000. It really is a pleasure to have you with 
us again. We appreciate very much that you always find 
time to come and join us in our most important Regional 
Committee meetings. 

- Dr U KO KO, our Regional Director, who is the real 
coordinator and implementor of the Strategy for health for 
all in our Region. His enthusiasm, working capacity, 
technical competence and humanism are well known and 
highly appreciated by all of us. 

As Chairperson of the Thirty-sixth session and Health Secretary of 
one of the countries of the Region, it is my pleasant duty to make some 
opening remarks. I would like to make these in the form of a short but 
critical assessment of the situation in the South-East Asia Region. 

Some of you will recall that last year, at the Thirty-sixth session, 
I noted that, for my country, "Health for All by the Year 2000" is much 
more than a slogan, since it is realized that success depends on the joint 
efforts of both the Government and the people. 

It is obvious that you agreed, since we adopted nine resolutions 
during the last session which represent the agreed strategy for the 
implementation of health for all and a basis for action. 

We have changed a lot since that time, since we are no longer 
discussing political commitment to "health for all" strategies. We have 
passed that stage. We are now becoming mobilized for the implementation of 
the strategies. However, we cannot forget that the goal can be achieved 
only if we work for total development. We face at least four challenges: 
(1) to improve the situation and to change our own hehaviour, but not only 
for the sake of change or satisfaction, (2) to redefine and to use 
effectively WHO collaborative activities, (3) to make the most effective 
use of available resources, and (4) to achieve self-reliance. 

I strongly believe that WHO support is crucial for putting the 
recommendations from the last Regional Committee session into effect. 
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Practically, all areas/programmes outlined in the WHO 7th General 
Programme of Work are being supported at inter-country and country level. 
These include a number of important activities: 

- Analysis of the health situation and trend assessment is 
being strengthened with improvement of lay-reporting 
systems. 

- The managerial process for national health development is 
understood at the country level and is being used to 
"solve" operational problema. 

- National plans of action have been revised and adopted, as 
well as a Regional Plan of Action. As part of the 
monitoring of progress in implementing strategies for 
health for all, all countries are now preparing to 
evaluate their own strategies based on the Common 
Framework and Format. At the country level we are actively 
coordinating these activities with WHO support. 

In health services research, progress has been made by strengthening 
the competence of individuals as well as of organizations. 

Health manpower development is recognized as a most important factor 
for health development, but still we require to go a long way. 

WHO is also supporting joint programmes (JNSP and JSPHC) in some 
countries of the Region. 

Time does not allow me to mention all the programme areas which WHO 
supports, but it is evident that WHO is involved almost everywhere where it 
$6 necessary. 

Although the reasons for putting such emphasis on WHO collaborative 
activities are already mentioned in the Report of the Regional Director, 
allow me to repeat them in my own words, which, of course, are from a 
"country level". 

(1) The Seventh General Programme of Work (1984-1989) gives 
more opportunity for appropriate collaborative 
activities, and for implementation of the strategies for 
health for all. 

(2) Health for all cannot be achieved without the people and 
their involvement. 

(3) Problems and constraints cannot be bypasaed or 
neglected; they must be faced and solved by using our 
.existing potential, knowledge and experience. 

(4) There is real trust in "health for all" strategies at 
all levels, not just at senior decision-makers' level. 

(5) Monitoring and evaluation are part of the total 
managerial process and, based on this, corrections can 
be made in the existing situation. 
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(6) The new managerial framework for the optimal use of 
WHO'S resources gives all Member Countries the 
opportunity to play a more collaborative cooperative 
role than before. 

(7) We, Member Countries, can trust in WHO and its 
collaborative support. We feel more and more that WHO is 
not an organization per se, but is an organization of 
us, and only exists through our membership. We are WHO. 

(8) We can use the managerial process for national health 
development not only for change in policy and strategy, 
but as a tool for improvement and strengthening of the 
managerial capacity and operationalization of all levels 
of our health system. 

In addition to these developments in this region, which is one of 
the less developed WHO regions, we have become aware of the enormous 
problems we share. We have to face them with open eyes. There is no other 
way if we wish to solve them. We must seek to be more active in the 
following areas, in order to make further progress towards the achievement 
of the goals of health for all. These include: 

(1) Intra- and inter-sectoral coordination, at all levels, 
from planning to implementation, monitoring and 
evaluation. 

(2) Involvement of members of the community at all stages, 
with the aim of achieving active community participation 
and self-reliance. 

(3) Provision of technical, material and financial support 
for existing programmes. 

( 4 )  Two-way flow of information about ideas, policy, and 
feedback concerning the activities of all sectors 
involved in the provision of health for all through 
primary health care. 

(5) Orientation and training at community, district and 
central levels. 

(6) Production of lorcost information, education and 
communication materials. 

( 7 )  Development of appropriate 'people-oriented" technology. 

As the Chairperson of the Thirty-sixth session of the Regional 
Committee, allow me to ask loudly in front of you: can we achieve our goal 
of health for all by the year 20001 I would like to conclude with the 
following statements: 

"Nothing is unattainable when a collective endeavour is made 
to achieve the goal of national development". 

- His Majesty King Birendra 
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"We must succeed. The children of today, and those who have 
not yet been born but who will comprise more than one third 
of the people living in the year 2000, will never forgive us 
if we do not". 

- Dr Halfdan Mahler, D.G. 
"Given the sincerity of purpose, determination for action and 
unwavering faith in the concepts and goal of health for all 
that prevail in the countries at present, there is not an 
iota of doubt in my mind that despite all the hurdles, our 
Member States will ultimately reach the goal of health for 
all by the year 2000". 

- Dr U KO KO, R.D. 
With these words, I, as the Chairperson of the Thirty-sixth session 

of the Regional Committee held last year in Kathmandu, Nepal, have the 
privilege of declaring open the Thirty-seventh session of the Regional 
Committee for South-East Asia under Rule 11 of the Rules of Procedure of 
the Regional Committee for South-East Asia. 
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Annex 2 

TEXT OF ADDRESS BY THE REGIONAL DIRECTOR 

On behalf of the World Health Organization, its Regional Office for 
South-East Asia and on my own behalf I extend to your Excellency, Mr B. 
Shankaranand, Honourable Minister of Health and Family Welfare, Government 
of India, sincere thanks and deep appreciation for being with us today in 
spite of your busy schedule of work. Your presence here shows not only your 
keen interest in the work of the World Health Organization; it also serves 
as a strong moral support to the Organization and the ideals it stands for. 

Madam Chairperson, I wish to take this opportunity also to express 
our appreciation and gratitude to our Director-General, Dr H. Mahler, for 
his guidance and support and for his kind presence amidst us this morning. 
I wish to extend a very warm welcome to the distinguished delegates from 
the countries of the Region, the representatives of international agencies 
and non-governmental organizations as well as to the esteemed guests who 
are present here today. I do hope that despite the heavy agenda for serious 
business during the working session of the Regional Committee, you will 
find time and opportunity to explore the city of Delhi and enjoy your stay. 

Ladies and Gentlemen, India's contribution to the science of 
medicine is well known. The Indian systems of traditional medicine, 
developed through many centuries, continue to serve a vast majority of 
people not only in this country but also in many countries, particularly in 
Asia. Similarly, its contribution to modern medicine is considerable, since 
many spectacular discoveries in the field of health and medicine took place 
in the research institutions of India. With such rich past experiences, the 
Government of India has now committed itself to the goal of health for all. 
To this end a national health policy has now been clearly articulated and 
approved by the national parliament. The Government's ongoing health 
programme has specifically laid emphasis on maternal and child health, 
family planning, control of tuberculosis and eradication of leprosy, as 
well as the provision of drinking water supply and sanitation in the 
context of primary health care. 

Madam Chairperson, looking at the health development efforts in the 
Region as a whole, I am happy to state that perceptible progress has been 
made, slowly but steadily, in all the countries in one aspect or another 
since we met last year. During the session, you will have opportunity to 
see from various reports that our Member States are continuing to make 
tremendous efforts to improve and expand the national health 
infrastructure, raise the health status of the people based on defined 
parameters, and enhance the general well-being of all citizens through 
intersectoral efforts for socio-economic development, of which health is an 
integral component. 

If the maximum realization of human potential is considered the key 
to development, the maintenance of positive health is certainly an 
essential lever of that key. Our actions at national, regional and global 
levels, individually and jointly, in formulating the strategies for health 
for all, in developing plans of action based on these strategies and in 
taking tangible steps to implement them, have all been in response to this 
recognition. 
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Development is a never-ending process. Constant change in the 
desired direction, quality and content is what signifies the impact of 
development. This change occurs rapidly and effectively if the people are 
aware of the nature and purpose of the change and are involved in the 
decision-making for the evolution and absorption of the change processes. 

In this context what is heartening is that many innovative 
approaches towards initiating and assimilating desired changes at the 
grassroots have already been evolved and absorbed within the framework of 
primary health care in many countries of the Region. These are conceived, 
managed and maintained through the full participation and involvement of 
the peoples concerned. These are not just small-scale experimental 
activities; they involve large numbers of people and vast geographical 
areas. To give you some examples let me mention a few such activities: the 
PKMD programme in Indonesia, which has incorporated health in the context 
of rural development undertaken by the people themselves; the drug 
cooperative programme in Burma, where the people in the villages are 
developing and institutionalizing a process which is being planned and 
managed by the villagers themselves to meet their needs for essential 
drugs; and, more recently, the self-managed village development programme 
in Thailand, where village after village has built rainwater tanks and 
locally improvised sanitary latrines in every house to meet their basic 
water supply and sanitation needs through family and community efforts. The 
governments concerned and the Organization did provide some initial 
technical know-how and catalytic financial support, but essentially these 
are grassroots endeavours based on a strong desire for self-reliance once 
the people understood the purpose and direction of change. I am certain 
that this is the beginning of a great upsurge of activities by the people 
themselves who are ready to accept the challenge for health development 
with equity, justice and responsibility. 

Madam Chairperson, the implementation of WHO's Seventh General 
Programme of Work, which was agreed in an earlier session of the Regional 
Committee, has begun this year. The Seventh Programme envisages a 
fundamental change in the development of the right health infrastructure in 
order to make it possible to deliver the appropriate health technology at 
the right time and place for the benefit of those who need it most. You 
will agree with me that this aspect did not receive adequate attention in 
the past although it is clear that primary health care is the key approach 
in our strategy for health for all. I hope that while allocating resources 
for health, the national authorities will keep this thrust for 
infrastructure development in the forefront. 

To ensure that WHO's resources can be used more effectively and 
meaningfully by the national authorities for implementing the national 
strategies for health for all, Dr Mahler, the Director-General of WHO, has 
developed the new managerial framework, which was endorsed by the Regional 
Committee last year. 

What is necessary now is to operationalize this framework, which 
transfers to the Member States the authority to use WHO resources to meet 
the needs for implementing the national "health for all" strategies along 
with the concomitant responsibility and accountability to manage the 
resources. To utilize this potent instrument fruitfully, the first step is 
to initiate an in-depth and intimate dialogue at a high level between the 
national authorities and their Organization to delineate the needs and 
priorities and the actions to meet them through country-specific 
mechanisms. I can assure you that the new managerial framework is a step 
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that aims at making our Member States self-reliant as well as responsible 
partners in the appropriate use of WHO'S resources for achieving health for 
all by the year 2000. While WHO will continue to play its role of providing 
valid technical information and act as the coordinating authority for 
international health work, national authorities must use their Organization 
and its resources according to the technical and managerial principles 
jointly enunciated by themselves in support of "health for all" by the year 
2000. 

The views of the Regional Committee represent the joint wishes of 
the Member States of this region. 1, therefore, earnestly hope that while 
reviewing WHO'S collaborative efforts for health development in the 
countries, you will give your candid views as to how best the new 
managerial framework can be operationalized to facilitate the optimal use 
of your Organization's resource6 in support of the "health for all" 
strategies. Your support, your cooperation and your guidance will 
accelerate its prompt and successful implementation. 

Before I conclude, I once again wish to thank you, Your Excellency, 
for gracing the occasion. I also thank you all, ladies and gentlemen, for 
being with us. 
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Annex 3 

TEXT OF ADDRESS BY THE HEALTH MINISTER OF INDIA 

On behalf of the people and the Government of India, it is my proud 
privilege to welcome you all to the 37th Session of the WHO Regional 
Committee for South-East Asia. I take this opportunity to express our 
gratitude to Dr Mahler, who has an abiding interest in our region for 
health and human development, and I congratulate him for his able and 
dynamic leadership in WHO. I also thank the Regional Director, Dr U KO KO, 
and his team, who have been working vigorously in support of the health 
activities in our region. 

It is hardly 16 years from now that we will be entering the 21st 
century. Our policies and programmes during this period no doubt will 
greatly influence the quality of life of future generations. We must have a 
clear vision of our social goals with regard not only to the quantitative 
aspect of the population but also qualitative aspects of life and human 
development. 

The Constitution of India, which is the supreme law of the land, 
envisages the establishment of a new social order based on equality, 
freedom, justice and the dignity of the individual. It aims st the 
elimination of poverty, ignorance and ill-health and directs the State to 
regard the raising of the level of nutrition and the standard of living of 
its people and the improvement of public health as among its primary 
duties, securing the health and strength of workers, men and women 
specially ensuring that children are given opportunities and facilities to 
develop in a healthy manner. 

We have evolved a National Health Policy. The Policy provides the 
necessary directions for reorienting and structuring the health services 
with a long-term perspective. It lays stress on the preventive, promotive 
and rehabilitative aspects of health care through the primary health care 
approach. It also holds health and human development as a vital component 
of overall socio-economic development with active community participation. 
The policy also lays stress on ensuring adequate nutrition, safe drinking 
water supply and improved sanitation. One of the salient features of the 
~ational Health Policy is the linkage which is sought to be established 
between the various developmental sectors which have a close nexus with 
health. This is on account of an increasing realization that the quality of 
life cannot be improved through isolated activities in the health sector 
alone and that it can be brought about only through an integrated and 
coordinated multi-sectoral development. It should now be the utmost concern 
of all agencies - Central, State and local - to evolve priorities and 
strategies for action, keeping in view the guidelines laid down in the 
policy. 

The National Health Policy clearly lays down the demographic goals 
to be achieved by the turn of the century - we are now in the process of 
evolving a more detailed and comprehensive National Population Policy. 
Controlling population growth is a national priority. It is a question of 
our very survival. The National Population Advisory Council is engaged in 
considering the various family planning programmes, and its recommendations 
will help us to march further in the right direction to control the 
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ever-rising rate of population growth. We have to evaluate our existing 
schemes for information, communication and motivation and to find out 
whether we have been successful in bridging the gap between awareness and 
acceptance of the small family norm by the people. We have to learn from 
our experience and formulate schemes for an efficient implementation of the 
programme. Family planning has to be related to health care, especially 
that of women and children and the economic well-being of the family as a 
whole. Our aim is, as our Prime Minister, Mrs Indira Gandhi, has 
emphasized, "Not merely to curb the growth of population but to have 
happier and healthier families which, in our circumstances, means smaller 
families". 

I am proud to reiterate that India is committed to attaining the 
goal of health for all through universal primary health care. Our Prime 
Minister's new 2C-Point Programme, a Charter of Action for the country. 
aims at integrating programmes of human development with overall economic 
growth, with the highest priority for family planning on an entirely a 
voluntary basis and without any compulsion or coercion on a matter of 
policy, The Programme also seeks to control leprosy, tuberculosis and 
blindness, to strengthen various schemes for the health and welfare of 
mothers and children; and to organise the supply of drinking water to all 
the problem areas. Notwithstanding the economic constraints, the current 
National Development Plan provides a much higher allocation for health and 
related sectors. 

We have been collaborating with the World Health Organization in its 
diverse fields of activity and have also entered into bilateral agreements 
in the field of health and medical services with a number of countries. 
Such cooperation, particularly with our neighbouring and other developing 
countries in the South-East Asia Region, will help us in tackling our 
immediate problem of controlling and eradicating the communicable diseases 
besides enabling us to learn from each other's experience. India, with its 
vast reservoir of trained medical manpower, is in a position to meet the 
immediate requirements of friendly developing countries and organizing 
training programmes for their medical personnel. There are a number of 
identified areas in which we can render assistance to the developing 
countries. We have already offered to provide training facilities to 
various grades of functionaries, services of experts, drugs and equipment, 
etc., to some of the countries, both under WHO'S TCDC programme and the 
South Asia Regional Cooperation Programme. Our aim should be to extend 
cooperation in the field of health from regional to inter-regional and 
ultimately to global levels. 

WHO, during the last three decades, has not only played a great role 
in raising the status of the health of the people - sometimes in very 
trying circumstances - but also in bringing the Member States together, 
closer to each other and helping them to harness their capacity and 
capability in all respects for the welfare of the people. I congratulate Dr 
Mahler, the Director-General of WHO, who has admirably espoused the cause 
of health before the United Nations and other bodies to secure 
international commitment to the global strategy for health for all by the 
year 2000. However, it is a cause of concern to all of us that the various 
resolutions of these bodies are still far from perceptible, agreed global 
programmes to integrate economic growth with overall human development, 
much less place the latter in precedence over the former. It is but natural 
that, with the necessary will for our commitment, cooperation and 
collaboration, we will be able to establish a new era free from disease, 
want and hunger and enable the people to live socially and economically 
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productive lives. That is our goal, the goal of health for all by the year 
2000 A.D. we have determined to achieve. 

The current international economic and political situation continues 
to be depressing. The hope of reducing the glaring disparities between 
those who are fortunately placed and the millions who are enmeshed in 
poverty, malnutrition and disease should not be allowed to be shattered. 
Bold and meaningful efforts are called for, to rise above mere political 
slogans if the aspirations behind the international development strategy 
are to be fulfilled. 

Recent times have witnessed epoch-making advances in science and 
technology, very few of which are aimed at human development. It is indeed 
most distressing that even the available expertise and health knowledge are 
not within the reach of those who most urgently need them. It is time that 
the Organization takes stock of the available health technologies which are 
relevant and lend themselves to immediate cost-effective application. There 
is also need to generate new technologies which can fill the existing gaps, 
and to search simultaneously for behavioural alternatives, which harness 
the community resources to attain the desired objectives, without further 
delay. 

The most important task before us remains the achievement of health 
for all by the year 2000. The magnitude of the efforts required to achieve 
this objective has been clearly brought out by the monitoring exercise that 
has been undertaken at the national level by applying the yardstick of the 
global indicators laid down by the World Health Organization. It is clear 
that, while the governments in our countries are politically committed to 
implementing the strategy for "health for all", there are formidable 
problems of management, resources and information system which need to be 
overcome. 

The world economic crisis, by dealing a serious blow to the 
development process in our countries in the Region, has gravely undermined 
our efforts towards domestic mobilization of resources. It has also led to 
a sharp decline in real terms in the international transfer of resources as 
well as in our foreign exchange earnings. 

On attaining independence, most of our countries have been trying to 
lend substance and meaning to their national freedom through economic 
development. They are compelled to meet their present economic needs in an 
extremely unfavourable external environment. That is why the development 
and establishment of a New International Economic Order was a principal 
theme of the New Delhi summit of the non-aligned countries. 

The Non-aligned Movement has always attached the highest importance 
to the efforts for averting the threat to our survival from nuclear 
holocaust. Mrs Gandhi stated at the 38th session of the UN General 
Assembly, "Our plea for peace is not out of superior virtue, but because 
peace is indispensable, because human kind has now the choice, the 
knowledge and the power to prevent the calamity of extinction." 

Health is an essential component of development. We have fully 
recognized the enormous problems countries encounter in this sector in the 
face of severe lack of resources which have been further accentuated by 
continuing international uncertainties, pressures and tensions. It is in 
this background that we have been endeavouring in the recent years to 
realize our goals in the health sector. 
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There is a growing recognition of the fact that the outlay on public 
health is an investment in human resources development; and we are all 
agreed that the universal provision of primary health care should be the 
crux of our health policies. The immediate need is to strengthen the 
planning, programme and project formulation, implementation and monitoring 
capacities in the developing countries. With improvements in these sectors, 
answers to various problems and issues would emerge almost automatically. 
However, there can be no standard approach or method applicable to all 
countries on a uniform basis; planning for health and management of 
integrated programmes will have to be country specific. Similarly, in view 
of the complexity and the political and social sensitivity of the issues 
involved, a great deal of imagination and organizational flexibility 
requires to be displayed in the process of planning and implementation. 
This is especially necessary to ensure community involvement, which cannot 
obviously be dictated or commanded. 

The importance of inter-country cooperation for the timely 
achievement of the goal of health for all need hardly be emphasized. 
Fortunately, in the South-East Asia Region, we have a longstanding 
tradition of mutual cooperation. The Ministers of Health of the countries 
in our region have been meeting every year since 1981 to foster 
collaborative efforts in health. After a series of deliberations, we have 
identified the areas of activities for inter-country collaboration. Several 
countries in our region, including my own, have come forward with concrete 
offers to help each other. However, it has been revealed that needy 
countries at times find it difficult to have resources even to avail of the 
assistance offered within bilateral arrangements. As a result, it has 
become urgently necessary for the collaborating countries in our region to 
be provided with adequate financial assistance from external sources. Under 
the Global Strategy, the Organization is expected to mobilize such 
assistance to enable inter-country cooperation. 

I hope that the current confusion on the international scene will 
abate and give place to an atmosphere of peace and optimism which will 
nourish international cooperation to foster human development. To preserve 
health is a moral and religious duty, for health is the basis of all social 
virtues. We cannot be useful when we are not well. Only by treading such a 
course, can we hope to attain our cherished goals. 

With these words, I have great pleasure in inaugurating the 37th WHO 
South-East Asia Regional Committee Meeting. 

I have no doubt that the deliberations here will take us forward in 
our journey towards our cherished goals in the spheres of health and family 
welfare. 
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Annex 4 

TEXT OF ADDRESS BY DR H. MAHLER, DIRECTOR-GENERAL, WHO 

OPPORTUNITIES FOR HEALTH FOR ALL 

1. For WHO 1984 is a year of opportunities. Four major events in 
particular mark this year in the Organization. These are the start of the 
evaluation of the strategies for health for all, the gathering momentum of 
the Seventh General Programme of Work, preparations for the programme 
budget for the biennium 198611987 and the progressive introduction of the 
new managerial arrangements for the optimal use of WHO'S resources by 
Member States. These are all interlinked, but each has its own distinct 
characteristics, so I shall refer to them one by one, particularly as they 
affect this region. 

Evaluating strategies for health for all 

2. I shall start with the evaluation of your strategies for health for 
all. Are you really building up new health systems or modifying existing 
ones as envisaged in the Global Strategy for Health for All, that is with 
primary health care as the main focus and with the rest of the health 
system supporting it? Are you expanding the coverage of your population 
with primary health care and are you expanding the range of care you are 
providing? Are your people learning more about health so that they can 
assume growing responsibility for their own health and for that of their 
family and the community in which they live? Are they using the measures 
that are being made available to them? Do they have sufficient clean 
drinking water at a reasonable cost and do they have and use decent 
sanitary facilities? Do women have access to care before, during and after 
pregnancy? Do infants and young children get the kind of nutritious food 
they require? Are old people enabled to look after themselves properly, and 
are those who cannot do so provided with humane care by their family and 
their community? Are appropriate measures being taken to prevent and 
control those diseases that can be prevented and controlled, and is 
clinical care available to those whose health has broken down momentarily 
or chronically? Do all your people have access to the vaccines and 
essential drugs they require at a cost that they and the country can 
afford? And are your people deriving positive health benefits from these 
measures? For example, is their life expectancy at birth increasing and 
their infant mortality rate decreasing? Is mortality being postponed until 
old age and morbidity being reduced? 

3. These are the kind of questions that have to be answered fearlessly, 
and the obstacles to achieving positive answers identified clearly, if you 
are to be enabled to take the necessary remedial action. It will not help 
us to hide the real situation from ourselves, and it will not be of much 
use identifying obstacles to progress if we do not take the necessary 
action to overcome them. Yes, honourable representatives, strange as it may 
sound, revealing obstacles can be a most useful way of identifying 
opportunities for achieving our desired goals. That is what I meant when I 
remarked to the Health Assembly this year that evaluation must be used as a 
springboard for action and not as a mere exercise in history. 
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Seventh General Programme of Work 

4 .  We learned years ago that one of the main obstacles to attaining the 
goal of health for all by the year 2000 is the weakness of the health 
infrastructure in most countries. This applies not only to most countries 
in South-East Asia, in which there are far too few suitably trained health 
workers, inadequate health facilities, and not enough joint action for 
health and development of the health sector and other social and economic 
sectors. It also applies to more economically advanced countries in which 
there is often irrational training and irrational use of health workers, 
wasteful overlapping of the care provided by health facilities and 
unrelated action by a whole host of sectoral agencies whose activities can 
strongly affect health both positively and negatively. 

5. Indeed, it was the recognition of these obstacles that gave rise to 
the opportunity to overcome them by setting forth in the Global Strategy 
for Health for All the principles on which to build up sound health systems 
based on primary health care. And it was the preparation of the Seventh 
General Programme of Work that gave rise to the opportunity of reaching a 
worldwide consensus that in the years to come WHO must make powerful 
efforts to support its Member States in building up the infrastructures of 
their health systems and in taking up the slack in existing ones. I wonder 
how many of you have taken the trouble to read and re-read carefully the 
Seventh General Programme of Work since you reviewed a draft of It some 
years ago. I can only recommend that if you have not done so you should do 
SO now. After all, most of us do have a tendency to pay momentary attention 
to new ideas and then to put them aside and continue business as before. 

6. Even if you forego the details of the Seventh Programme, it is 
worthwhile recalling the principles that run through it because these are 
valid, not only for WHO support to your strategies, but for your very 
strategies themselves. These principles for building up national health 
systems emerged as a consensus at Alma-Ata six years go. They involve 
planning and carrying out primary health care systematically until all the 
population has access to motivated health workers who are adequately 
trained, equipped and supplied to carry out their duties. They involve 
support by succeeding levels of the health system infrastructure and by 
other social and economic sectors as required. They involve the delivery by 
the health infrastructure of health technology that is appropriate for the 
country. To do that requires identifying appropriate technologies, 
generating them when they do not exist, and seeking social and behavioural 
measures to support or supplant technical measures. Above all, building up 
health systems in this way involves people so that it is they who in the 
final analysis shape and control the country's health system; after all it 
is theirs. Daunting? Yes, but worthwhile struggling for, because that, I 
humbly submit, is the shape of health systems to come - well before the 
year 2000 I hope. 

7. Your Seventh General Programme of Work may seem an obstacle to the 
freedom of choice, but I am convinced that it offers you a golden 
opportunity to reshape your health systems in ways you agreed to 
collectively. Identifying obstacles to doing that can at the same time 
reveal opportunities to channel our own resources along the right lines, as 
well as substantial resources along those lines from external partners. The 
history of developmental efforts over the past 20 years has clearly shown 
the utter futility - more than that, the counterproductivity - of 
fragmented activities undertaken in developing countries by well-meaning 
but misguided development agencies. These activities have often eaten up 
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the energies of limited human resources in the developing countries and 
they have limited the breadth of vision of the staff of development 
agencies and thus of the agencies as a whole. WHO has unfortunately not 
been an outsider to this state of affairs. I sincerely hope I am wrong, and 
I shall be more than happy if you correct me, but I have the impression 
that we are still hankering after past technical assistance relationships 
and that the transition from subservience to participatory democracy is 
taking much too long to complete. 

Programme budget proposals for 1986/1987 

8. If I am wrong, surely this should be revealed in the programme 
budget proposals for 1986 and 1987 that you are about to debate, and that 
once you have endorsed you will be submitting to your Director-General 
before I make final proposals to the Executive Board and the World Health 
Assembly. Are you using WHO's resources to build up your health systems 
along the lines I have just referred to, or are you still making requests 
for WHO projects in your country and for gap-filling equipment and supplies 
or scarcely relevant fellowships? Will you even reveal the true situation 
by scrutinizing the way WHO's resources are being used in the different 
countries of the Region, or will you fight shy of that and merely look at 
intercountry and regional activities? Will you investigate how intercountry 
proposals were arrived at? Did they materialize from the joint needs of a 
number of countries in the Region as identified through dialogue between 
their governments and WHO, or did they descend from above? 

9. One of the most disturbing facts that came to light in the recent 
first attempt at monitoring the Strategy for Health for All was that most 
countries do not know how their resources for health are distributed. They 
do not know how much goes to primary health care and how much to the rest 
of the health system, and they certainly do not know how resources are used 
by the different sectors in ways that affect health. Nor is it always clear 
how health services are financed and how much people are able and ready to 
pay to protect and restore their health. Unless we know all that, how can 
we make wise programme budget decisions? So here is another obstacle that 
can become an opportunity, an opportunity to make serious efforts to 
clarify just how and where and when and why and by whom we are spending on 
health as a first step to putting right what is wrong. We have in our 
collective policies and strategies for health for all sufficient 
indications as to what is right, so it should not be so difficult to reveal 
what is wrong with a view to putting it right. 

10. Will governments have the courage to do that and to act accordingly? 
Here is surely an area in which it would be highly justified to use WHO's 
resources in your country. These are so infinitely small as compared with 
most national health budgets that they will become drops in the ocean if 
they are used as just another of the many inputs into your health budget. 
But if you use WHO'S resources to unfold the obstacles and ways of 
overcoming them, these resources will become a key to many doors. 

11. First of all, if you use WHO'S resources in your own country in the 
ways I have just outlined, you will be in a strong position to reveal how 
best to deploy your own resources. Then, you will be enabled to identify 
the purposes for which your government might well look for external 
resources, taking into account that all capital expenditures must 
ultimately incur recurrent expenditures and that these latter have to be 
planned for as well. This same WHO key could therefore open the door for 
enlightened external support based on equally enlightened identification of 
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priorities and soliciting of support for them by governments. I hope there 
is no doubt in anybody's mind that the ultimate responsibility for 
orchestrating all internal and external resources for health lies with the 
governments of the countries concerned. However, if you are still convinced 
that WHO is your active and intimate partner in health, as I am and as you 
all solemnly declared you were some years ago, if you are still convinced 
of that, then WHO's resources, whose size may at first sight appear an 
obstacle, could in fact be used as a first class opportunity to focus all 
resources for health in your country in such a way as to derive optimal 
benefit from them. 

12. Please remember, you are entitled to draw on WHO'S human resources 
to the maximum of its capacity, no matter where these resources reside - in 
your own country, at intercountry or regional level, in other regions, or 
at global level. Just look at the vast potential of the forces concentrated 
here for this Regional Committee! And just imagine the effect of bringing 
to bear equally mighty forces from other parts of the world to cooperate 
with you in your efforts! This WHO universality offers all of you vast 
opportunities for fruitful cooperation, if only the Regional Committee and 
the Regional Office which serves it know how to exploit them. If you do not 
exploit them, whether from lack of knowledge that you are entitled to do so 
or lack of desire for whatever reason, you will with your own hands convert 
an opportunity into an obstacle. Remember, to make the most of resources it 
is necessary to display resourcefulness. 

New managerial arrangements 

13. It is the display of this kind of resourcefulness by you and by your 
Secretariat that is needed to make the most of the new managerial 
arrangements for technical cooperation between you and your WHO. After all, 
these new arrangements aim at making optimal use of WHO's Seventh General 
Programme of Work in support of national strategies for health for all. 
Last year I outlined how they should work inside your countries and in 
particular how you can make the most of your responsibilities for WHO's 
resources through careful continuing dialogue with your Secretariat. And by 
dialogue I do not mean expecting WHO staff to endorse all and any 
proposals; I mean two-way communications conducted within the boundaries of 
collectively agreed policies. Last year, I also pointed out that these new 
responsibilities make you equally responsible for accounting for the use of 
WHO's resources to your fellow Member States in the Region and indeed all 
over the world. And here I should like to pay tribute to those of you who 
have experimented with these new ways of working with your Organization. 
Your experience will stand us all in good stead as Member States throughout 
the world introduce them. So please do not be afraid to experiment with 
them further, and do have the courage to carry out as speedily as possible 
your regional p l a n  of action for making your Organization's resources 
optimally useful for of you. 

14. This year I shall attempt to summarize how your Regional Office can 
best support you in your new responsibilities. If you have identified 
through joint policy and programme reviews what is needed from WHO in your 
country in the way of technical, administrative and financial support, as 
well as what is needed to facilitate intercountry cooperation, if you have 
identified all that, the question that then has to be tackled is how these 
needs will be provided promptly, efficiently and effectively. To do that at 
the regional level requires the ability to view WHO's cooperation with each 
one of your countries as a whole and to bring to bear on the spectrum of 
your needs all the supportive action that is required, whether that is 
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technical, administrative or financial. And to do that in a well-coordinated 
way requires the capacity to focus a multiplicity of disciplines on solving 
your problems with you. It requires insight to seize possibilities for 
facilitating cooperation between groups of countries, either within the 
Region or in neighbouring or even distant regions. It requires the ability 
to muster the most suitable technical expertise and the support of other 
sectors wherever that exists, inside and outside the Region. Yes, even from 
WHO'S headquarters in Geneva! 

15. Is all that asking too much of your staff in the Region? I think 
not. I realize that these new arrangements may be giving rise here and 
there to feelings of insecurity, and even deep anxiety in case technical 
cooperation degenerates into hand-outs of WHO'S funds for indiscriminate 
use by Member States. May I remind you that the same sentiment surfaced 
when the Health Assembly in 1976 adopted resolution 29.48, which demanded 
the transfer of massive resources from headquarters for direct technical 
cooperation with countries. The fears were dissipated when a new programme 
budget policy was defined to make sure that those massive resources would 
really bring benefit to Member States and would not be used as mere 
ephemeral palliatives. I have the feeling that, by the same token, we now 
need a clear statement of programme budget policy for the support of the 
Regional Office to Member States in the light of the new arrangements for 
cooperating with them. What is more, I also feel that the time has come for 
you, together with your Regional Director, to monitor seriously the way 
WHO'S resources are being used in accordance with the new managerial 
arrangements. I intend to do just that throughout the whole Organization, 
but I am sure my assessment would be greatly enhanced if you participated 
properly in the process. 

16. Quite apart from the intrinsic need to ensure that your 
Organization's resources are used most effectively and efficiently to 
support you in reaching the goal of health for all, quite apart from that I 
have to admit that there is another pressing reason for monitoring how our 
resources are being used. As I told the Health Assembly this year, WHO has 
not been spared the growing criticism of the United Nations system - 
criticism over alleged irrelevant undertakings, overlapping of efforts, 
excessive bureaucracy and poor management of resources. If we do not use 
our resources to the best advantage, the technical cooperation component of 
our regular programme budget could be criticized out of existence. After 
all, we are the only specialized agency to have such a component in our 
regular budget. If we are deprived of that it could mean the end of our 
regional arrangements, for these are the mainstay of our technical 
cooperation with Member States. Yes, honourable representatives, it could 
mean for all practical purposes the end of our regional committees and our 
regional offices or at least of the kind of regional committees and offices 
we have today. To avoid that we must certainly make sure that we are using 
our resources optimally and to do that we must use them in such a way as to 
ensure compliance with collectively agreed policy in order to reach our 
common goal. 

17. I can well understand that for those who have grown accustomed to 
WHO working under other conditions these newer ways of cooperating and 
joint monitoring of cooperation may seem a dreadful obstacle, but I humbly 
submit that they are an unusual opportunity to rise to the challenge of 
this closing period of the twentieth century by displaying a new blend of 
health expertise, for it is nothing less than that, and flourishing 
professionally and personally in the process. I am convinced that at this 
juncture these ways of cooperating are the proper interpretation of our 
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Constitution concerning relationships between WHO and its Member States. I 
shall therefore continue to put all my weight behind them and I know that 
your Regional Director will do no less. So I would beg of you, honourable 
representatives, to fulfil your constitutional role with respect to the 
work of the Region and to make sure that all Member States, of you, 
obtain the kind of support from WHO that you are entitled to and which the 
new arrangements have been devised to supply you with. 

18. At the risk of repetition, may I remind you that you are entitled to 
support from your Organization as a whole and not just from its regional 
component. In the same manner, you are accountable to your Organization as 
a whole and not just to its regional component. Regional self-reliance is 
most certainly not the same as regional autonomy; that was never envisaged 
in WHO'S Constitution. Being part of a whole is not an obstacle; it offers 
unique opportunities. These opportunities include placing at the disposal 
of every single one of you the collective policies and wisdom of all WHO'S 
164 Member States. They also include strengthening you with the tremendous 
political and moral force that your Organization has acquired over the 
years. So I can only advise you to avail yourselves of every opportunity to 
use the weight of that force in your country in order to ensure that your 
Government as a whole and your people as a whole understand what you are 
trying to do to achieve "health for all" with them and for them. 

Worldwide solidarity for health for all 

19. It may sound paradoxical, but those Member States that feel that 
they need WHO support least are the ones that are in the best position to 
make the most use of it. There exists a terrible danger that our Strategy 
for Health for All will join the ranks of other initiatives that started 
with bright hopes for better social justice in their area of concern, only 
to lead to those who had much having more and those who had little having 
less. You can prevent that from happening, honourable representatives, by 
displaying solidarity among yourselves to ensure that the weaker are 
supported by the stronger. As I have said on innumerable occasions, history 
has shown that such solidarity is not so much a manifestation of charitable 
altruism as of enlightened self-interest. I realize that some of you may 
consider the added responsibility of ensuring that all peoples reach the 
goal of health for all by the year 2000 as an obstacle to your people 
reaching it. But if your bear in mind the moral imperatives that gave rise 
to the very concept of health for all and that inspired the attempt to 
materialize it, if you bear that in mind I am sure you will come to 
consider this apparent obstacle as an added opportunity to work together 
both inside and outside the Region. If you do that, you will derive added 
strength to carry out even more energetically your health strategies inside 
your own countries. 

20. Mr Chairman, honourable representatives, last year I called the 
movement towards health for all a marathon race, riddled, however, with 
obstacles. I hope I have been able to convince you that by identifying 
these obstacles and clarifying their nature they can be converted into 
unusual opportunities. So let us lose no opportunity to clear away the 
obstacles in order to arrive at our target together. We - can do that if we 
apply the might of WHO as one united Organization. If we do so, I have no 
doubt that we shall reach the finishing line at a steady pace and with a 
light heart. 
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Annex 5 

TEXT OF THE REGIONAL DIRECTOR'S ADDRESS INTRODUCING HIS 
ANNUAL REPORT FOR THE YEAR 1983-84 

It is with great pleasure that I present to you the Regional 
Director's Annual Report for 1983-84 as contained in document SEA/RC37/2. 
The period under review marks the end of the Sixth General Programme of 
Work and the ushering in of the Seventh General Programme, which reflects 
the approaches and strategies as evolved jointly by the Member States and 
the Organization to achieve the common goal of health for all by the year 
2000. As directed by the Regional Committee at its 36th session, the report 
has been structured according to the programme classification adopted in 
the Seventh Programme of Work to facilitate a clearer presentation of the 
progress made during the period under review. 

Mr Chairman, I had mentioned at the Regional Committee last year 
that during the latter half of the Sixth General Programme, which ended in 
1983, there were enthusiastic efforts by the Member States to develop the 
"health for all" strategies with the collaboration of WHO at the national, 
regional and global levels. As a result of a realistic assessment of needs 
and priorities and pragmatic definition of down-to-earth approaches to meet 
those needs and priorities, the "health for all" strategies and plans of 
action to be adopted at all three levels were crystallized and actual 
implementation of the strategies could be started even before the advent of 
the Seventh General Programme. Moreover, during the last year, it was 
possible for the Member States to monitor the implementation of the "health 
for all" strategies based on a global common framework and format and 
produce country-wise reports. I share your pride to state that the 
South-East Asia Region is the only Region where 100% of the countries 
produced useful reports providing a realistic picture of the progress made 
in the formulation, implementation and monitoring of the "health for all" 
strategies. The analysis of these reports revealed the achievements - which 
must be further consolidated - as well as the failures - which must be 
corrected. While the process of monitoring will continue, preparations are 
being made also for evaluation of the implementation of "health for all" 
strategies. A report on this aspect is due in March 1985 according to the 
"health for all" plan of action. I wish to take this opportunity to 
highlight one of the important issues in this regard. 

Following the adoption of the resolution on health for all by the 
year 2000 in the World Health Assembly in 1977, our Member Countries were 
engrossed in the task of formulating the strategies with determination and 
commitment. But, as was revealed in reports, most countries were facing the 
problem of synchronizing the "health for all" strategies with the national 
health development plans, since the timings for the two were out of phase. 
Hence, although the "health for all" strategies were articulated through 
full consultation and involvement of all agencies and echelons responsible 
for national health planning, the newer thoughts, ideas and directions 
indicated in the "health for all" strategies could not automatically get 
incorporated into the national health plan, which had already been 
formulated as a part of the national socio-economic development plan in 
most countries. Full integration of the "health for all" strategies into 
the ongoing national health plan therefore became a slow and difficult 
process because of the difference in timing of the two efforts and had to 
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wait for complete synchronization during the next cycle of national 
socio-economic development planning. This difficulty was, however, 
minimized in some countries where advantage was taken of the annual 
budgeting process based on a judicious elaboration of the annual 
development plan incorporating vital components of the "health for all" 
strategies with proper phasing. I am raising this issue here for two 
reasons. First, any national health strategy, however potentially effective 
in theory, must be implemented and practised to produce the desired impact. 
It is a stern reality that it must be supported with necessary resources 
for its implementation which will be forthcoming smoothly only if it is a 
component of the national health plan. Secondly, the integration of the 
"health for all" strategies into the national health plan should be the 
primary responsibility of the planning cells of health ministries, which 
must constantly endeavour to achieve this as soon as feasible. 

While talking of health development plans I wish to state that the 
process of planning and management both in the countries as well as in the 
Organization is undergoing dramatic shifts to meet the continually changing 
challenges and needs. This has manifested itself in a number of ways. 

The concept of managerial processes for national health development, 
which evolved from the national experiences and was articulated in 
collaboration with WHO, is now being partly or fully practised in most 
countries. In this regard the progress made in most countries of the 
South-East Asia Region is commendable. 

The Organization has supported these activities in the countries, 
especially in developing multidisciplinary teams through technical training 
and in refining the methodology for various aspects of the managerial 
process as appropriate to specific national situations. 

As for WHO'S own managerial process, the basic instruments continue 
to be the General Programme of Work, the Medium-Term Programme, Programme 
Budgeting, and Monitoring and Evaluation. As stated by the 
Director-General, the Seventh General Programme is vital in reflecting the 
basics of the "health for all" strategies to meet the needs and priorities 
of the Member States to achieve the "health for all" goals. The current 
medium-term programme of the Organization is an elaboration of the Seventh 
General Programme developed through intensive consultation with the Member 
States in order to maximize its relevance. This provides the basis for the 
biennial programme budgets. 

In this connection I would like, at the risk of repetition, to refer 
to the new managerial framework developed by the Director-General, Dr 
Mahler. You have already heard from Dr Mahler on some aspects of the 
framework - the main purpose of which is to permit optimal utilization of 
WHO resources in direct support of the Member States for achieving the goal 
of health for all by the year 2000. I am sure you have realized that the 
Member States must not merely be selective in using WHO resources in 
support of real priorities such as infrastructure development but should 
also ensure the exploitation of the catalytic nature and cascading effect 
of the WHO inputs to the best advantage in specific situations prevailing 
in the countries. The faithful implementation of the principles of the new 
managerial framework, which provides full authority with concomitant 
accountability to the Member States will, I am sure, accelerate optimal and 
unhindered use of WHO resources for translating the "health for all" 
strategies into tangible actions by the national authorities. 
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Mr Chairman, according to the new directions envisaged in the 
Seventh General Programme, the major emphasis of WHO'S collaborative 
activities must now be focused on infrastructure development as a vehicle 
for the delivery of technology effectively. I believe the time has come to 
de-emphasize firmly blind promotion and application of sophisticated 
technology. The resources must now be concentrated to break the barrier of 
inadequate health infrastructure to reach the underserved people with at 
least the minimal health services. I feel that though the development of 
newer, simple and effective technology is always welcome, lack of 
technology is not the main problem. What is lacking is the infrastructure 
to deliver the available technology to the doorstep of the people who need 
it most. I believe that it is possible to tackle a great majority of the 
current problems with a judicious application of the existing technologies 
through adaptation to the specific situations of the Member States provided 
a suitable infrastructure is available within a national health system 
oriented to serve the underserved and underprivileged people. Thus 
reorientation of the health system providing appropriate infrastructure for 
universal primary health care is the key to attaining health for all by the 
year 2000. 

I am happy to state that this principle has gradually gained 
acceptance and the Member States are busy reorienting their health systems 
towards primary health care, including the building up of an appropriate 
infrastructure. To mention just a few examples, we see this reorientation 
in the functioning of the primary health complexes under the new 
organizational set up of upazillas in Bangladesh; the guidance provided by 
the Prime Minister's 20-point programme in India with the national "health 
for all" strategy facilitating health infrastructure development 
particularly in rural areas; strengthening of the PKMD programme in support 
of primary health care activities in rural areas in Indonesia; development 
and implementation of the community leader programme utilizing 
community-based volunteers selected, supported and supervised by the 
community in support of primary health care, in Nepal; concerted efforts to 
reorganize the health organizational structure and its functioning 
specially at the district level due to the policy of decentralization of 
the Government, in Sri Lanka,and the village self-managed development 
programme in support of primary health care, especially in environmental 
health and MCH components, in Thailand. 

It is clear, therefore, that the governments are aware of the urgent 
need for strengthening, expanding and reorienting the health infrastructure 
in support of primary health care, and a good beginning has already been 
made. However, this is not enough. More active and conscious efforts must 
be made at the highest decision-making level to allocate resources 
preferentially for this activity to accelerate the provision of health care 
for all peoples. 

One of the major obstacles in developing an adequate health 
infrastructure has been the dearth of appropriately trained health manpower 
for different functional levels. One of the major reasons for this has been 
that manpower development has been an isolated activity independent of the 
actual need for manpower to support the health system both in quality and 
quantity. Governments are now aware of the drawbacks of this dichotomy and 
active efforts are being made in all the Member States to bring the 
producers and consumers of manpower together to assess the needs of the 
services and plan manpower development activities to meet these needs. The 
inertia due largely to a tendency to follow the earlier norms of health 
manpower development in the training institutions and universities where 



MINUTES OF THE FIRST MEETING 105 

the standards were related to meet the international rather than the 
national needs must now be broken in view of the national commitment to 
"health for all". The mechanisms to link the three phases of manpower 
planning, production and management between themselves on the one hand and 
the needs of the national health system on the other, must be strengthened 
and reoriented with the sole objective of supporting primary health care, 
including its referral services, effectively, efficiently and equitably. 
WHO'S collaborative activities are now precisely geared towards this 
objective. 

Mr Chairman, while efforts to reorientate and strengthen the health 
infrastructure to provide at least the minimal health services to all 
people must continue, the existing and emerging technologies should, at the 
same time, be judiciously exploited to promote and protect positive health 
on the one hand as well as to prevent and control the prevailing priority 
diseases on the other. 

In this context, the promotion of maternal and child health 
including family planning and general nutrition of the people assumes great 
importance in the Region. Infant and childhood morbidity and mortality as 
well as fertility rates are usually high in most countries while the 
nutritional status continues to be rather low. The existing national MCH 
programmes are now supported by the Organization in two major areas, 
namely, in enhancing managerial skills at different levels and in training 
the appropriate type of manpower, including traditional birth attendants, 
for MCH and family planning programmes. WHO has also closely collaborated 
with the countries in risk approach studies and collaborative research and 
surveys in the field of MCH. Based on field studies on perinatal morbidity 
and mortality including low birthweight, a regional profile has been 
documented providing an overview of the MCH problems and prospects in the 
Region. 

In the field of nutrition, protein-energy malnutrition, anaemia, 
goitre and cretinism, and vitamin A deficiency blindness continue to be 
major problems. While it is true that to tackle the problem of malnutrition 
a concerted multisectoral effort is necessary, the health sector has 
traditionally taken the initiative for the prevention of malnutrition 
because of its health impact. I am happy to state that nutrition cells in 
ministries of health are now actively functioning in seven countries while 
two other countries have established the nucleus of such a unit in order to 
plan, implement, coordinate and evaluate national activities in this field. 
WHO'S collaborative support has been mainly directed towards strengthening 
national nutrition activities in the context of primary health care, 
especially in planning and nutrition surveillance, training of manpower and 
implementation of control programmes against deficiency diseases. In this 
connection, it is worthwhile to mention that joint WHO/UNICEF nutrition 
support projects are in the process of implementation in two countries, 
viz., Burma and Nepal, which are likely to produce a measurable impact at 
the end of the project period of five years. The projects are also expected 
to provide the knowhow for effectively running a nationwide nutrition 
programme with time-bound objectives as applicable to this region. 

Mr Chairman, the importance of safe drinking water and basic 
sanitation in the promotion and protection of health cannot be 
overemphasized. Yet, the coverage in respect of safe water supply and 
sanitation services in almost all countries of the Region is still very 
low. One of the major obstacles in this regard has been the use of 
expensive technology with little attention to cost-effectiveness or 
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built-in maintenance system, lack of appropriate health education and 
insufficient community participation in planning and implementation. There 
has also been an imbalance between the two components, sanitation being the 
neglected one. The countries are aware of these shortcomings and imbalances 
and are trying to develop a balanced national programme within the 
available resources, which are often inadequate. Under the International 
Drinking Water Supply and Sanitation Decade programme, WHO is collaborating 
with the governments in providing technical know-how, training of manpower, 
health education and the mobilization of resources. However, because of the 
existing resource constraints it is imperative that due emphasis be given 
to the use of low-cost technology suited to the prevailing situations in 
the countries utilizing community resources as far as practicable. 

Mr Chairman, while developing a people-oriented health system, one 
of the problems faced by the health authorities in providing day-to-day 
services is the shortage of essential drugs. The problem is often 
aggravated because of the indiscriminate use of drugs and the absence of an 
effective system of drug policy and management. The situation is now 
improving since the governments are gradually introducing the concept of 
essential drugs in the health system and are adopting pragmatic drug policy 
and management procedures. At least seven countries in this region now have 
well-defined drug policies based on the essential drugs concept including 
Bangladesh, which has recently set an example by adopting a bold drug 
policy in spite of resistance from vested interests. The Organization is 
increasingly collaborating with the Member States in refining national drug 
policy and drug management systems, strengthening quality control 
mechanisms, improving logistics systems and attaining self-reliance in 
procuring and producing at least the essential drugs. 

One major health problem faced by the Member States is the 
persistence of communicable diseases such as malaria, leprosy and 
tuberculosis, diarrhoea1 diseases and common childhood diseases such as 
tetanus neonatorum, diphtheria, pertussis, measles and poliomyelitis. Among 
these diseases malaria is posing a serious challenge because of the 
technological problem of resistance of the parasite to drugs and resistance 
of the vectors to pesticides, in addition to managerial and financial 
problems. For the other disease problems the standard technology now 
available, if judiciously applied, can certainly reduce their incidence to 
a very low level. As for leprosy and tuberculosis, the existing methodology 
for prompt case-finding, systematic case-holding and prompt multidrug 
therapy should prove effective. The discovery that oral rehydration can 
reduce the mortality due to diarrhoea1 diseases to almost nil, whatever be 
the etiology, has raised hopes of preventing almost all deaths due to 
diarrhoea in all age groups. It seems that most of the priority 
communicable diseases now prevailing in the Region, and contributing to a 
large proportion of morbidity and mortality, especially in infants and 
children, can be prevented or controlled by the existing technology. The 
major obstacles are the managerial and financial problems for their 
effective application. However, intensive research to solve some of the 
technological problems, such as the development of better drugs for malaria 
and effective vaccines for malaria, leprosy and dengue haemorrhagic fever, 
will have to continue. In this context, the main thrust of WHO'S 
collaborative programme is directed to the training of manpower in 
managerial skills to utilize the known technology through the establishment 
of a cost-effective delivery system with universal coverage. In addition, 
appropriate research support is being provided in order to develop 
effective and safe vaccines to solve operational problems. 
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While efforts to prevent and control communicable diseases continue, 
cancer and cardiovascular diseases, including those of rheumatic origin, 
are emerging as major public health problems as a consequence of increased 
life expectancy coupled with modernization in some of the countries. WHO's 
support has been directed mostly to epidemiological measures to define the 
problem, promote health education to encourage personal and community 
action for prevention, and activities for early detection and treatment 
within the framework of primary health care. 

Mr Chairman, I now wish to give you a short resume of the research 
activities in the Region. Since WHO's programme on research promotion and 
development was first started in 1976 with the establishment of the 
South-East Asia Advisory Committee on Medical Research (SEAIACMR) in this 
region, appreciable progress has been made as a result of concerted action 
by the SEAIACMR, the national research councils or analogous bodies in the 
Member States, and the Organization. The thrust of the research activities 
supported by the Regional Office has now clearly shifted from the initial 
efforts for disease-oriented research to a comprehensive research 
programme. The programme now includes health services research and 
behavioural sciences research as related to health, in addition to 
biomedical research with a judicious mix of basic and applied aspects as 
necessary, to support efforts for achieving "health for all". The programme 
is moving according to the priorities identified by the SEA/ACMR for 
supporting the national and regional "health for all" strategies with a 
bias towards solving human problems, operational difficulties and practical 
issues for health development rather than research for research's sake. 
Close and cordial liaison between the Organization and the research 
coordinating institutions in the countries has facilitated the task of 
making the research programme relevant and mission-oriented and 
problem-solving in nature. I wish to put on record here that the 
much-needed reorientation of the research programme is now moving in the 
right direction, due to the persistent efforts of the South-East Asia ACMR, 
which has the privilege of having eminent scientists and public health 
administrators belonging to relevant disciplines from the Member States. 
The Chairman of the South-East Asia Advisory Committee on Medical Research 
is attending this session, and we will have an opportunity of hearing from 
him about the progress of the programme under an appropriate agenda item. 

Mr Chairman, I feel it necessary to speak on the issue of resources 
to which I have referred earlier. In addition to the need for optimal use 
of the existing and available resources - be they national, bilateral, 
multilateral or international - it is urgent that further resources are 
generated and mobilized in support of the "health for all" efforts. At the 
national level, the present trend of very low allocation of resources for 
health development in most countries - which is often the lowest compared 
to the allocations for the other sectors - needs careful review. Similarly, 
there is also a need to examine critically the pattern of expenditure in 
the health sector in order to bring about the necessary reorientation of 
intrasectoral allocations for various activities to ensure proper resource 
support for implementing the priority activities according to the "health 
for all" strategy. Finally, I must emphasize that since all the eleven 
countries of this region belong to the category of developing countries - 
though the degree of development varies and the Region includes four which 
are among the least developed ones - there is need for mobilization of 
additional external resources in support of their gigantic efforts for 
achieving health for all. In this regard I wish to state that five 
countries of the Region have already completed the Country Resource 
Utilization review under the aegis of the Health Resource Group for "health 



108 MINUTES OF THE FIRST MEETING 

for all" by the year 2000. These efforts have provided a clearer picture of 
the actual utilization pattern of health KesoUKCeS in these countries and 
have helped in identifying the resource needs and gaps in resource 
availability. Efforts are continuing through this process to mobilize 
external resources to fill these gaps. 

Mr Chairman, the unflinching commitment of the Member States to the 
"health for all" goal as evidenced in their untiring endeavour to achieve 
it in spite of innumerable obstacles makes me optimistic and confident. The 
base for establishing the edifice of "health for all" has been successfully 
laid now by clarifying the concepts, developing the strategies, 
crystallizing the plans of action, and organizing the mechanisms for 
implementation. In fact, the initial steps, small but firm, have already 
been taken in our march towards the common goal. 

I am confident that given the existing will to act, a clear vision 
to see the goal and with continued determination to surmount the obstacles, 
the progress will be accelerated for achieving the goal of health for all 
within the time left at our disposal. 
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1. Annual Report of the Regional Director (item 7 contd.) 

Describing the content of the report of the Consultative Committee 
for Programme Development and Management (CCPDM), the REGIONAL DIRECTOR 
said that while Section 1 contained the deliberations of the CCPDM on the 
Annual Report of the Regional Director, the remaining three sections 
contained reports on three other items from the terms of reference of the 
CCPDM that had no direct connection with the Annual Report. The Regional 
Committee might therefore wish to consider Section 1 of the CCPDM Report 
together with the agenda item under discussion. Section 2 contained the 
CCPDM's comments on the "Implementation of the WHO collaborative programme 
for the first six months of the biennium 1984-1985", which would be 
considered by the Programme Budget Sub-committee. Section 3, which 
contained the recommendations of the CCPDM on the "Common framework and 
format - evaluating the strategies for health for all by the year 200OW, 
would be discussed under agenda item 13. Section 4 contained the 
conclusions of the CCPDM on "Innovative approaches in the functioning of 
the Regional Committee" and this could be considered by the Regional 
Committee while discussing Chapter 1 of the Annual Report, "Governing 
Bodies". 

The CHAIRMAN, inviting discussion on the item, requested the 
delegates to be concise in their observations and to avoid repetition. The 
non-governmental organizations were also welcome to make their 
observations; however, their comments should be of an expository nature 
only and should not cover country programmes, since these would be 
presented by country representatives attending the session. He also 
suggested that subjects falling under agenda item 8, "Consideration of 
resolutions of regional interest adopted by the World Health Assembly and 
the Executive Board", could be discussed along with the relevant portion of 
the Annual Report. 

DR FERNANDO (Sri Lanka) sought clarification on the role of the 
CCPDM and its report vis-a-vis the discussion on the Annual Report by the 
Regional Committee. 

The REGIONAL DIRECTOR, tracing the background of the CCPDM, which 
was earlier known as the "Small Committee", said that at its Thirty-fifth 
session held in Dhaka, the Regional Committee had felt that a small 
committee should be asked to study in depth, inter alia, the Annual Report 
and to present its report to the Regional Committee. This would facilitate 
discussion by the plenary meeting. Last year, the appropriate section of 
the report of the CCPDM had been presented to the Regional Committee by the 
Rapporteur during its consideration of the corresponding sections of the 
Annual Report. However, the Regional Committee in that session decided 
that, although henceforth the CCPDM should continue to undertake an 
in-depth review of the Annual Report, its report should be used by the 
Regional Committee delegates as an informal briefing document and that 
there was no need for a formal presentation of the report to the Regional 
Committee. The Regional Director said that the present session was free 
either to consider the Annual Report along with the CCPDM report as a 
reference paper, or to discuss just the Annual Report. 

MR CHAUHAN (India) said that the CCPDM had been asked to make an 
in-depth study, which it had done prior to the Regional Committee, and if 
the Regional Committee was to discuss the Annual Report all over again, the 
role of the CCPDM in respect of the discussion of the Annual Report would 
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become somewhat redundant. He felt that the primary aim of having the CCPDM 
discuss the Annual Report was to save the time of the Regional Committee. 

DR REGMI (Nepal) said that the report of the CCPDM had been handed 
over to the delegates only in the morning and felt that discussion of the 
Annual Report based on the comments of the CCPDM would be difficult since 
not enough time had been provided to study the document. 

The CHAIRMAN, agreeing with the remarks of Dr Regmi, said that if 
the CCPDM report had been distributed earlier, the delegates would have 
come prepared for a thorough discussion. 

The REGIONAL DIRECTOR observed that the Annual Report had been sent 
to the Member Countries about a month and a half in advance of the session, 
and the report of the CCPDM had been prepared one day before the Regional 
Committee as on previous occasions. Those who had attended the CCPDM were 
also members of their respective delegations and were fully aware of the 
contents of the report of the CCPDM. 

The CHAIRMAN said that, if the Committee agreed, he would give time 
to the delegates to study the CCPDM report and that this agenda item could 
be taken up for discussion on the following morning. In the meantime, he 
would go on to agenda item 13, "Implementation of 'Health for All' 
strategies in the South-East Asia Region". This was agreed to by the 
Committee. 

(At this stage the Vice-Chairman took the chair.) 

2.  Progress in the implementation of "health for all" strategies 
in the South-East Asia Region (item 13) 

Introducing documents S E A / R C ~ ~ / ~ ~  and SEA/RC37/Inf.3, the REGIONAL 
DIRECTOR said that this agenda item had been included for two reasons: 
first, the Thirty-fourth session of the Regional Committee had adopted a 
resolution requesting the Regional Director to follow up on all aspects of 
the implementation of "health for all" strategies and to report to the 
Regional Committee periodically; second, several developments had taken 
place that needed to be brought to the notice of the Regional Committee. 
Under this agenda item, two closely related matters would be considered: a 
short report on the progress in the implementation of "health for all" 
strategies in the South-East Asia Region, and the evaluation of the 
strategies. The reports on the evaluation of the strategies in the common 
framework and format were due in March 1985. The final version of the 
format had been circulated to all Member Countries in February 1984. The 
Regional Office had been extending necessary support and was willing to 
provide any possible help in this important task. 

The CCPDM, which had met just before the session of the Regional 
Committee, had reviewed the common framework and format and considered ways 
and means of facilitating the collection and presentation of the 
information in a meaningful manner. Its considered recommendations were 
contained in the CCPDM report, which had been circulated separately. The 
views and guidance of the delegates on the approach to the process of 
evaluation of "health for all" strategies, the methodology to overcome 
difficulties, the perspectives from which a regional analysis could be 
undertaken, and the types of technical and managerial support to be 
provided by the Regional Office would be of immense value. He reiterated 
that the evaluation had to be a national exercise to be undertaken for 
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national ends. During the discussion, it would be pertinent and useful to 
take into consideration the resolutions of the Thirty-seventh World Health 
Assembly, held in May 1984, and related resolutions of the Seventy-third 
Session of the Executive Board, which could be found in document 
SEA/RC37/6. These were: WHA37.13 and EB73.R3; WHA 37.16; WHA37.17 and 
EB73.Rb; WHA37.18; WHA 37.23 and EB73.Rll; WHA 37.30; WHA37.32 and 
EB73.Rl5; WHA37.33, and EB73.RlO. 

The VICE-CHAIRMAN said that this agenda item was now open for 
discussion and suggested that the Committee might take the two matters one 
after the other: first, the progress in the implementation of "health for 
all" strategies in the South-East Asia Region; and second, the common 
framework and format for evaluating the strategies for health for all by 
the year 2000. 

MR CHAUHAN (India) said that, in India, it was now realized that 
investment in health was investment in human resources development and on 
improving the quality of life. Strong linkages had been forged among all 
the inter-related programmes, such as protected water supply, environmental 
sanitation, housing, nutrition, education, family planning and maternal and 
child welfare. The national health policy adopted by India was in favour of 
securing the complete integration of all plans for health and human 
development with the overall national socio-economic development process. 
This approach of the national health policy had also been reflected in the 
national 20-Point Programme, which constituted the charter for the 
country's socio-economic development and was monitored by the Planning 
Commission and a Cabinet Committee headed by the Prime Minister. Major 
initiatives had also been taken to forge links with different ministries 
dealing with health and health-related activities. 

The Alma-Ata Declaration had come at a time when most of the 
countries had finalized their development plans. Therefore there were 
certain limitations in making major changes either in the strategy or in 
the allocation of resources at that stage. In India's Seventh Five-Year 
Plan, which would be the first plan after the formulation of the national 
health policy, it would be possible to provide adequate resources to pursue 
the programme objectives. Simultaneously, the mechanisms for intersectoral 
coordination would be strengthened so as to obtain optimal results. 

Mr Chauhan added that, although the strategies and plans of action 
to achieve the goal of health for all would have to be country-specific, 
there were several areas where the experience and expertise of a particular 
country could be of relevance to other countries. WHO had already 
identified seven specific areas where such experiences could be shared; 
these were: health manpower training, diarrhoea1 diseases control, 
immunization, maternal and child health, family planning, nutrition, and 
control of epidemics. To this could be added water supply and sanitation in 
rural areas, scientific watermanagement to control vectorborne diseases 
and low-cost rural housing. It was therefore essential to set up a regular 
forum to exchange and share country experiences, and WHO could play a nodal 
role to foster such a mechanism. 

DR BISHT (India) said that a national-level meeting on "health for 
all" had been held recently, and it had made a number of suggestions. These 
related to the expansion of the health information system; the importance 
of community participation; integration of health activities into an 
overall development plan; involvement of voluntary agencies with necessary 
financial support; clear delineation of the role of private medical 
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practitioners in the overall "health for all" strategy and their 
incorporation in "health for all" activities; reorientation of medical 
education; adoption of innovative approaches to achieve the goals as 
specified in the national health policy; encouragement of health services 
research in the delivery of health care and the development of lorcost, 
appropriate technologies for suitable application; division of health plans 
into mini- and micro-plans to meet the needs of the local situation; 
incentives to trained dais; and the need for special programmes in the 
field of prevention of communicable diseases. 

DR MOHAMMAD ISA (Indonesia) suggested that the global, regional and 
national strategies for "health for all" should be defined clearly along 
with their interrelationship, since, unlike global strategies, the regional 
and, to an even greater extent, national strategies had to take account of 
local situations and needs. 

The VICE-CHAIRMAN invited comments from delegates on item 2.1 of 
document SEA/RC37/13. 

DR UDAI SUDSUKH (Thailand) stated that his country had been 
fortunate in having a well-defined national health policy for the 
implementation of the HFA strategies. This policy was firmly established 
and had three major elements. The first was community participation, which 
was there right from the lowest administrative unit, i.e., the village. 
The present year had been designated as the primary health care year and 
villages were expected to have their own self-managed primary health care 
scheme by the end of 1984. The second major element of the health policy 
dealt with the reorientation and development of the infrastructure, in 
which both the government and private sectors were closely involved. This 
supported community participation while the other areas served as support 
programmes, The third major element related to research and the development 
of effective and appropriate health technology. 

(At this point the Chairman resumed the chair.) 

MS CHANDRA KALA KIRAN (Nepal) referred to Nepal's health policy, 
which laid emphasis on "health for all" through the fundamental principles 
incorporated in the Sixth and Seventh Five-Year Development Plans. One of 
these principles was to meet the basic minimum needs of the people, 
including food, drinking water, health care and sanitation, through the 
provision of basic health services. The implementation of strategies for 
health for all by the year 2000 through primary health care was done 
through the programmes of the various ministries. In the Ministry of 
Health, the programmes involved the Department of Health Services and its 
various divisions and covered the integration and development of 
indigenous medicine, improved nutrition and reduction of malnutrition, 
improved management, and reduction of the population growth rate. The 
implementation of these programmes was being done in close coordination 
with other departments of the Government. Health posts, as the most 
peripheral institutions, provided basic health services, with the support 
of village health workers, community health leaders and panchayat-based 
health workers. The emphasis in the present health system was on the 
development of managerial capacity and district-level infrastructure. 

The 'panchayat' system, embodied in the Constitution of Nepal, was 
fundamental to the planning and development of primary health care, which 
had now been decentralized to the district and village levels for health 
and other sectors. Activities related to HFA were coordinated by a steering 
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committee within the National Planning Commission, and various coordination 
committees had been entrusted with the task of ensuring coordination within 
the health sector. 

DR U LUN WAI (Burma) emphasized that one of the guidelines of his 
country's policy was to narrow the gap between rural and urban areas in the 
sphere of health services. The national health plan had already been 
formulated in pursuance of this policy. Two workshops had been held, 
targets set and a plan of action developed to this end. Strategies for 
"health for all" were being implemented under the guidance and supervision 
of the people's councils. The participation of the community was ensured in 
all aspects of the health plans. A focal point had been established to 
identify difficulties in the collection of information, and in this 
context, a workshop was planned for December 1984. It was expected that the 
final plan document would be ready by March 1985. 

DR PRAWASE WAS1 (Chairman, SEA/ACMR) stated that for the "health for 
all" strategies to be successful, it was essential to have political commit- 
ment at the highest level. Such a commitment was not always evident in the 
decisions taken by health authorities. In this context, he cited the 
establishment of large hospitals in the capital city, possibly at the cost 
of the health needs of the rural people. He referred to the views of the 
DirectorGeneral, Dr Mahler, for promoting better political commitment for 
health development and emphasized the need to pay adequate attention to 
this aspect. 

MR KWON SUNG YON (Democratic People's Republic of Korea) stressed 
the importance of a proper primary health care network for people in order 
to attain health for all by the year 2000. The Government of the Democratic 
People's Republic of Korea had introduced a complete and universal free 
medical care system and made efforts to increase medical care for workers 
by consolidating and developing the section-doctor system. The important 
task now was to improve the quality of medical care for which several steps 
had been taken. A scientific study of the section-doctor system had been 
carried out in order to indicate ways to narrow the gap between urban and 
rural areas in primary health care services. 

DR BROTOWASISTO (Indonesia), referring to the discussion on section 
2.1 of document sEA/~C37/13, clarified that Indonesia had not only incorpo- 
rated its health policy in its general state policy document but also in 
specific health documents such as the national health system and the Pive- 
Year Development Plan. The policy of "health for all" was incorporated into 
the Five-Year Health Development Plan, which aimed at improving in phases 
the delivery of health services for rural areas, the urban poor and the 
people in remote areas. Appropriate services would be provided to children 
under five years of age and to women of child-bearing age, especially 
pregnant mothers. At present,the health programmes covered areas such as 
general health services, health infrastructure and improved nutrition. 
Efforts were being made to expand the health infrastructure as a part of 
community development in rural areas and to develop health centres and 
other supportive referral services such as hospitals at the kabupatan and 
regency levels. In order to make effective use of resources in the 
Five-Year Development Plans, emphasis was being laid on five important 
programmes, viz., maternal and child health, family planning, nutrition, 
EPI and diarrhoea1 diseases control. Efforts were also being made to 
reorient and reorganize activities in line with the strategies of primary 
health care. 
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MR YOOSUF (Maldives) said that the basic health policy followed by 
Maldives was to deliver health services to peripheral areas through primary 
health care. The country had had no health policy before the Alma-Ata 
Conference. The Alma-Ata Declaration of 1978 prompted the formulation of a 
rational health policy for Maldives. 

In 1980, with WHO collaboration, a national workshop on health 
planning had been organized. It had identified the elements of the overall 
health system. The final product had been endorsed by the Government in 
1980. The mobile health team and the strengthening of general health 
services through primary health care were the two strategies suggested. The 
implementation of the mobile health team strategy was postponed until 
financial and manpower constraints were addressed. The primary health care 
approach, however, aimed at providing greater accessibility of health 
services to the rural population. 

The health delivery system in Maldives was developed at three 
levels: central, regional and atoll (basic unit). The existing policy 
ensured that regional hospitals took care of problems that arose in the 
atolls. It also promoted greater accessibility of health facilities to 
people in need of health care. 

DR RATAN H. DOCTOR (International Dental Federation) expressed 
concern about oral health problems. With the objective of achieving good 
oral health by the year 2000, the Indian Dental Association had organized a 
national workshop in June 1984 at which national and international 
officials had participated and had had fruitful deliberations. He requested 
that such national workshops be conducted by the Organization and that 
Member States include the oral health programme in their general health 
strategies. 

DR JADAMBA (Mongolia) suggested that quantifiable information be 
provided in the reports as far as practicable and significant changes that 
occurred during the reporting period be brought out clearly. 

DR AKHTAR IQBAL BEGUM (Bangladesh) said that the national health 
policy towards primary health care had been evolved during the Second 
Five-Year Plan (1980-85). The necessary health infrastructure at the zilla, 
upazilla and community levels was being provided. There were 370 upazillas, 
each covering a population of 20 000. In the process of reorganization that 
was taking place in the country, the number of upazillas was being raised 
to 390, out of which 370 had already been provided with health facilities. 

Union health and family welfare centres would cater to a population 
of 15 000 each. One medical graduate had been provided to each of the union 
centres. At each ward, the Government was aiming to provide health 
facilities for about 6 000 people. Support services such as laboratory 
facilities, health education and health information services, were planned 
to be strengthened during the Second Plan period. Primary health care 
management, financing and local planning would be decentralized and 
organized at the local level ensuring community participation. 

In the Third Plan (1985-go), the emphasis would be on primary health 
care. The strengthening of the infrastructure at the union and ward levels 
would receive high priority. The capacity for training field-level officers 
in primary health care would be strengthened and drinking water, sanitation, 
health education and nutrition would receive due attention. All these 
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activities were being developed as part of the national "health for all" 
strategy. 

DR SAMDUP (Bhutan) said that under the national health policy of 
Bhutan there were two levels: the central board and regional boards. The 
central coordination mechanism constituted a kind of super-ministry 
covering all health-related sectors - agriculture, water, works, etc. At 
the district level, orientation was given to health officers through 
workshops and seminars, explaining the concept of primary health care. 
Eleven district health officers were being trained over a period of six 
months and each officer would be posted to a district on completion of the 
training. They would assist in the management of district health 
facilities, the coordination of "health for all" activities and the 
training of more health staff at the district level. At the Centre, the 
coordinating committee took care of general health efforts while 
specialized cells were responsible for specific areas. The health system of 
Bhutan could be evaluated after five or ten years. 

DR FERNANDO (Sri Lanka) said that his country had a defined health 
policy towards primary health care. The high level policy committee was 
headed by the Prime Minister. Three years ago, the Government had 
reorganized the administrative structure. It consisted of three levels: 
grassroots, divisional and district. Some health functions had recently 
been decentralized to the district level. 

DR J.G. JOLLY (International Society of Blood Transfusion) stated 
that while developing primary health care many problems could arise and 
vitiate the development process. He cited the example of AIDS (acquired 
immune deficiency syndrome) and other serious maladies caused by infections 
through transfusion. He suggested that voluntary organizations should be 
involved in screening the quality of donated blood. 

DR (MRS) HARI M. JOHN (World Council of ChurchesIChristian Medical 
Commission) said that great care should be taken in planning primary health 
care services, especially from hospital-based to community-based services, 
from curative to comprehensive care, from sophisticated technology to 
relevant, indigenous and appropriate technology, and from central planning 
to local planning. Mere linear expansion could be dangerous. 

The CHAIRMAN noted that the discussion just ended had covered the 
entire gamut of the "health for all" strategy and not merely national 
health policies. He, however, wished to allow, when the discussions resumed 
in the morning, time for those who could not speak on the other aspects of 
"health for all". He proposed to allocate the first half hour for this 
purpose under this item. Agenda item 7, the Regional Director's Annual 
Report, would be taken up thereafter. 

The REGIONAL DIRECTOR stated that during the discussion on "health 
for all" it should be ensured that the questions raised in the working 
document (vide page 7 of document SEA/RC37/13) were deliberated upon. He 
also solicited the views of the delegates on the common format (document 
SEAlRC37114). 

3 .  Adjournment 

The meeting was then adjourned. 
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1. Implementation of "Health for All" Strategies in the 
South-East Asia Region (item 13 contd.) 

After calling the meeting to order, the CHAIRMAN suggested that half 
an hour could be devoted to comments and observations on the common format 
for evaluation of "health for all" strategies, after which the meeting could 
take up discussion on the Regional Director's Annual Report as decided 
earlier. He pointed out that a number of non-governmental organizations had 
also asked for the floor. 

The REGIONAL DIRECTOR stated that his annual report touched upon 
almost all areas in which the non-governmental organizations had been 
carrying out activities, and as such their representatives could be called 
upon to speak during the discussion on the Annual Report. 

The CHAIRMAN, however, suggested that Dr Usha Luthra of the 
International Association of Cancer Registries be allowed to speak now since 
she had wanted to make comments concerning the "health for all" strategies 
in relation to the International Association of Cancer Registries. 

2. Statements by Representatives of Non-governmental Organizations 

DR USHA K. LUTHRA (International Association of Cancer Registries) 
referred to the Regional Director's comments in his Annual Report about 
cancer as an emerging health problem in developing countries, and said that 
demographic changes, falling rates of infant mortality, change in the age 
structure, change in life-styles, tobacco chewing and smoking, and control 
of communicable diseases were directly or indirectly contributing to the 
increase in the incidence of cancer in geometrical proportion to advancing 
age. In India, the first cancer registration centre had started in Bombay 
in 1963 followed, in 1972, by the establishment of a similar centre in Pune 
by the Indian Cancer Society. The Government had by now a major national 
cancer registry project with six cancer registries in the country. The 
International Association of Cancer Registries had been a constant source 
of encouragement and technical advice for initiating and establishing 
cancer registration in the various countries of the Region. She said that 
WHO had also played a pivotal role by providing assistance in regard to 
technical consultancy for establishing cancer registration in the Region. 
Pointing out that the threat of cancer in developing countries being a real 
one, she said that "health for all" activities must include cancer control 
as an important component. She advocated the setting up of a widespread 
network of cancer registries in the Region to monitor and detect cancer 
incidence so as to enable the countries to draw up meaningful programmes 
for the prevention and control of cancer. 

DR C.L. JHAVERI (International Planned Parenthood Federation) 
stressed the need to have political, social and national commitment to 
contain the problem of rapid population growth with all available 
resources. He stated that the full potential of new techniques and 
methodologies, such as the use of injectible contraceptives, had not been 
exploited in the rural areas, and suggested that extension education 
programmes should be evolved to popularize reliable and tried methodologies 
through all media. 

MS VIMLA VIRMANI (International Council of Women) suggested that 
research should be conducted on contraceptives for men so that the burden 
of family planning did not lie on women alone, as was the case now. 
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DR J.K. MAHAPATRA (Permanent Commission and International Association 
on Occupational Health) called for improvements in working life in various 
occupations. He said that, under the aegis of his association, a programme 
had been initiated at the national level in India for the detection of 
occupational dermatitis; a study of occupational cancer was also being 
taken up. 

DR D.K. NANDY (World Federation of the Deaf), in a written 
submission, stated that at present there were 2.5 million deaf persons in 
India, and their number was increasing. The main causes of this problem 
were inadequate health care, food deficiency and ignorance. Though the 
Government was making tremendous efforts to expand medical facilities, the 
task was enormous. He therefore requested WHO to make special efforts for 
the proper nutrition of the people, especially mothers and children, and to 
create an awareness among the population about measures to prevent 
diseases, especially those that caused physical disabilities. 

The REGIONAL DIRECTOR said that the common framework and format for 
evaluating health strategies had been submitted to the Regional Committee 
last year in a draft form and that the Committee's views had been obtained. 
These comments had been taken into consideration in finalizing the format. 
The final format had been sent to the countries in February this year for 
use by the Member States for preparing their reports by March 1985. These 
reports would be placed before the Regional Committee in September 1985 and 
the World Health Assembly in May 1986. He suggested that the delegates 
might wish to discuss the actions to be taken for preparing the reports as 
well as problems, if any, and how to solve them. 

The VICE-CHAIRMAN, speaking as the representative of Sri Lanka, said 
that Sri Lanka had made an effort to evaluate "health for all" strategies 
by perusing the common format. He stressed the intersectoral nature of the 
information sought through the format and the imperative need for the 
involvement of the health as well as health-related sectors through 
intersectoral meetings. The common format made a valuable contribution in 
improving the strategy and its implementation process by highlighting their 
shortcomings and by identifying their deficiencies. 

The DIRECTOR-GENERAL thanked the delegate from Sri Lanka for using 
the common format as a national tool for evaluation. He stated that the 
objective of the document was to support countries in taking a critical 
look at their strategy. He stressed the need to have reliable feedback from 
the countries with realistic figures instead of merely reports for their 
own sake. He concluded by assuring the Committee that WHO aimed at 
assisting nations in the optimum utilization of available resources. 

The CHAIRMAN thanked the DirectorGeneral for his intervention. As 
was evident from the CCPDM's report, every country had a mechanism for 
evaluating and reviewing the progress of "health for all" strategies. What 
was needed was to assess whether it required strengthening and, if so, 
whether the countries had the requisite resources, and whether they needed 
any managerial input. 

The national health strategies had to be incorporated into the 
overall national socio-economic development plans. This called for 
intra-sectoral coordination. As signatories to the Alma-Ata Declaration, 
the Member Countries should make efforts to establish the necessary 
infrastructure in the rural areas to ensure that primary health care was 
provided to the people who needed it. The Member Countries were In fact 
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aware of all the issues raised in the common framework and format, and had 
their own systems for planning, intersectoral coordination, monitoring, 
evaluation, constant review and mid-course correction. He assured the 
Director-General that the countries were making appropriate adjustments to 
achieve health for all. 

MR YOOSUF (Maldives) emphasized that the common framework and format 
was intended to ensure the correct evaluation of the implementation of 
strategies for "health for all", and since all the Member Countries had 
taken action to formulate their national plans in the context of these 
strategies, the next logical step was to evaluate the results, including 
the identification of additional resources needed and policy changes 
required to ensure that the primary health care concept was firmly 
established. 

Recounting the steps taken in Maldives, he said that the country had 
adopted two strategies: a mobile strategy and a health system development 
strategy. While there were constraints in the mobile strategy, much had 
been achieved on the other front. An evaluation had revealed a decline in 
the mortality rate and an improvement in water supply and sanitation. 

MS HUSNA RAZEE (Maldives) said that Maldives had collected the 
necessary information to complete the common format. It was awaiting 
Government clearance and it was hoped that the report based on the format 
would be ready by March 1985. 

DR BISHT (India) assured the house that despite the difficulties 
involved in achieving health for all, India would achieve it. To draw up 
the health plan for the Seventh Five-Year Plan, seven working groups had 
been constituted and these had carefully gone into each facet of the 26 
related issues that had been brought out in the format based on the 
discussions at the last session of the Regional Committee held in Kathmandu. 
India would be glad to share with any Member Country the national health 
plan document which had been prepared and approved by the Parliament. 

Highlighting the main features of this document, he said that 
provision had been made to improve and modernize the information system and 
to strengthen the peripheral information system. Health services research 
and field research had been incorporated. India's minimum needs programme 
was already based on the principles of "health for all". But the country 
faced problems in reorienting medical manpower. However, efforts were under 
way to rectify this deficiency. He hoped to ensure better mobilization and 
utilization of resources through active collaboration with other social 
ministries. The country also received excellent cooperation, coordination 
and collaboration from the WHO Regional Office. As regards evaluation, 
India had been evaluating individual programmes, in addition to the major 
programmes which were centrally sponsored or assisted. In fact, each 
programme had an in-built provision of 5 to 10 per cent of its budget for 
evaluation. 

The CHAIRMAN suggested that the best way in which WHO assistance 
could be utilized would be by setting up or strengthening the existing 
Government machinery for planning, evaluating and monitoring the health 
services system. 

DR REGMI (Nepal) said that sectoral plans were reviewed regularly by 
the National Planning Commission. A critical review of issues on long-term 
planning for 1980 to 2000 in terms of manpower, infrastructure, resources, 
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etc., was being undertaken by the Steering Committee on Health for All by 
the Year 2000. The Ministry of Health reviewed the progress of its various 
programmes on a quarterly basis under the chairmanship of the Minister of 
Health, and the concerned member of the National Planning Commission also 
participated in this review. In addition, malaria, the expanded programme 
on immunization, family planning, maternal and child health, and other 
divisions conducted their own regular evaluation, both internal and 
external. The monitoring and evaluation of local-level activities were, 
however, weak and there was inadequate and irregular feedback of 
information at all levels. A mid-term review of the long-term health plan 
had just been carried out and the plan was being updated. The HMG/WHO 
Management Group had reviewed its objectives and was to take a more active 
role in the joint evaluation of programmes and activities. The group would 
develop appropriate action plans and had proposed two workshops to develop 
evaluation concepts and methodologies. A review of activities in six 
integrated districts was also being undertaken. Within the health sector, 
the Planning Division in the Ministry of Health was the focal point for the 
coordination of all evaluation activities. The Steering Committee on Health 
For All by the Year 2000 had developed a draft action plan for the 
evaluation of the "health for all" strategy according to the common 
framework. Quantifiable indicators had been identified, including those for 
health status, health care delivery and quality of life, and for monitoring 
the progress towards health for all by the year 2000. Specific objectives 
and targets had been laid down for health, water supply and sanitation, 
food and agriculture, primary education, non-formal education and 
communication, and these were being reviewed with the common framework. 
Indicators had been reviewed for sensitivity, objectivity and specificity. 

DR PRAWASE WAS1 (Chairman, SEAIACMR), referring to the statements 
made by the Director-General and the delegate from India, said that each 
country should report not only successes but also deficiencies in 
evaluating the strategies for "health for all". He recommended that WHO 
depute a commission to visit countries and record successes in 
implementation and subsequently prepare these as a publication for 
distribution in the Region. 

DR JADAMBA (Mongolia) said that in his country the Planning 
Commission was responsible for planning programmes in all sectors, 
including the health sector. Once these were approved by the Government, it 
became obligatory to implement them. Evaluation of implementation was 
carried out annually and at the end of five years, and the programmes were 
revised in the light of this evaluation. He referred to the perspective 
planning in the country, which reflected the objectives of "health for all" 
by the year 2000. The findings of the evaluation of such a plan were 
restricted for use within the country and eventually it became difficult to 
share such information with any country or any organization. 

DR BROTOWASISTO (Indonesia) said that his country considered the 
evaluation of "health for all" strategies as a very useful exercise and 
that WHO had been providing necessary assistance in this regard. The common 
framework and format would certainly facilitate and enable the country to 
carry out the evaluation. Some information could not be provided 
immediately but that did not imply that the country could not carry out 
;?valuation activities. Rather, this would give an opportunity to identify 
possible shortcomings. 

DR SONYA POERNOMO (Indonesia), substantiating the statement made by 
Dr Brotowasisto, said the results of the generated evaluation could be used 
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not only by the decision-making authorities but also by the lower echelons 
at health centre level. 

DR DAMRONG (Thailand), referring to the observation of WHO's 
Director-General, said that there was a need to evaluate the "health for 
all" strategies and that such an exercise would be useful. However, some 
difficulties were being encountered in completing this exercise by March 
1985. In Thailand, the fact that the responsibility for evaluation was 
diffused among many organizations had created some problems in carrying out 
the evaluation and preparing a report. He felt that for any evaluation 
exercise the Government, bureaucrats and the people had to work together 
since the report must contain the true and correct information from the 
people and appropriate input from political leaders. 

The CHAIRMAN, summing up the discussions, said that the entire 
subject could conveniently be divided into seven components: (1) need to 
formulate a national health policy; (2) identification of health indicators; 
(3) appropriate infrastructure for carrying out the activities; (4) 
community motivation or participation; (5) development of health manpower, 
which was a very important input for achieving the goal of health for all; 
( 6 )  funding of the entire programme; and (7) establishment of a management 
system for proper monitoring and evaluation. 

Commenting on the views expressed by different delegates, the 
REGIONAL DIRECTOR stated that the approach for evaluation would of 
necessity be different in different countries based on the prevailing 
situation and available facilities, as prescribed by the delegates. He also 
recognized that some information might be sensitive and governments might 
not be able to disseminate it widely. However, for planning, monitoring and 
evaluation, reliable and relevant information was essential. 

3. Thirty-sixth Annual Report of the Regional Director (item 7) 

The CHAIRMAN invited the delegates to comment on the Thirty-sixth 
Annual Report of the Regional Director. In order to facilitate the work, he 
suggested that the Annual Report be considered section by section, taking 
into account the views of the Consultative Committee for Programme 
Development and Management. 

Introduction (pp.vii-xxxvi) 

DR UTHAI (Thailand) congratulated the Regional Director on the 
comprehensive presentation of the Annual Report and for the introductory 
remarks he had made the previous day. The Report provided an exhaustive 
review of the work done in the South-East Asia Region during the past year. 

Reviewing the developments in Thailand during the period under 
review, he appreciated the motivational and promotional efforts made by the 
Director-General and the Regional Director in maximizing the use of WHO's 
resources for the benefit of the country and its people in implementing the 
national activities towards the achievement of the goal of health for all 
by the year 2000. An innovative programme-budgeting exercise had been 
started in the country from the biennium 1982-1983. One of its objectives 
was to maximize the utilization of regional resources available to the 
country through decentralized planning, programme implementation, 
monitoring and evaluation including financial management, with a 
concomitant national responsibility and accountability. The experimental 
phase of the exercise had been completed and the approaches were being 
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consolidated and refined. The new managerial framework had proved its 
utility in WHO'S collaborative programme development and management through 
the better use of WHO resources, both financial and non-financial. Several 
difficulties and problems had been experienced in the implementation of the 
exercise, but with the guidance provided by the Regional Director, adequate 
solutions had been found and the processes improved. 

He mentioned that Thailand had initiated a "village self-managed 
primary health care" scheme whereby people themselves planned and executed 
projects. It was proposed to expand this scheme further. This approach 
might result in primary health care coverage of the entire population on 
"an action-point" basis even before the year 2000. 

The success of intersectoral coordination was manifest from the 
basic minimum needs programme, whereby the intensive collaboration and 
coordination had been developing between the Ministry of Public Health and 
the other related ministries. 

The country had adopted the approach of integrating vertical projects 
such as communicable diseases and water supply and sanitation into the 
primary health care programme through community participation. He appre- 
ciated the support provided by the Regional Office from its Regular Budget. 

With WHO assistance, the country had been extremely active in the 
implementation of "health for all" strategies and the essential aspects of 
primary health care. In view of the decentralized management of the WHO 
programme in Thailand, and the consequent responsibility and accountability 
that devolved on the country, a number of reports had to be produced during 
the experimental stages. He requested the Regional Director to streamline 
the reporting system and reduce the volume of reporting now that the 
experimental stage was over. 

DR JADAMBA (Mongolia) joined the delegate from Thailand in 
complimenting the Regional Director on his comprehensive and informative 
Annual Report on WHO collaborative activities carried out in the Member 
Countries during the period under review. He thanked the Regional Director 
and his staff for their understanding and cooperation in solving health 
problems in Mongolia. The Report covered various aspects of the strengthen- 
ing of health services and enumerated some specific issues that called for 
concerted action and efforts in the countries of this region. The Report 
also showed the endeavours being made by the Member Countries towards the 
achievement of the universally-accepted goal of "health for all". However, 
there was no room for complacency. The regional medium-term programmes and 
the country activities were in conformity with the Seventh General Programme 
of Work. For this purpose, innovative approaches to, and practical activi- 
ties for, strengthening the joint planning, implementation and monitoring 
system were being implemented. It was satisfying to see from the Report 
that extremely encouraging efforts were being made by the Regional Office 
in assessing the actual health situation and in implementing the new 
managerial framework for monitoring WHO input to the countries. 

He hoped that the introduction of the Country Information Desks at 
the Regional Office as a part of the new managerial framework would help 
strengthen and promotathe decision-making process in the Regional Office. 

Dr Jadamba said that, in Mongolia, the national commitment for 
"health for all" played a decisive role not only in terms of financial 
contribution but also for active involvement in solving health and 
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health-related problems. This commitment was evident from the Huvsgul 
primary health care project, which involved the participation of both the 
people and the Government authorities. An important outcome was the fact 
that people in other aimaks had displayed interest in launching similar 
activities with WHO collaboration. Thus, the importance of "health for all" 
had been propagated and practical steps taken for the implementation of the 
activities through specific projects. He requested the Regional Office to 
consider favourably the proposal for the further extension of these two 
projects that would shortly be submitted by the Mongolian Government. 

He suggested that the criteria for the allocation of WHO resources 
should take into account the financial commitments, including expenditure 
on health, of national governments. One-sixth of the WHO regional budget 
was spent on intercountry activities. To make better use of these funds, a 
compehensive information system was required. The distribution of inter 
country allocations needed to be made more rational so that the funds could 
cater to the solution of health problems that were common to all or a 
majority of the countries. 

DR MOHAMMALI ISA (Indonesia) expressed appreciation, on behalf of the 
Indonesian delegation, for the Regional Director's very satisfactory Annual 
Report. The Report was comprehensive and in line with the Regional 
Committee's recommendations. He commended the Consultative Committee for 
Programme Development and Management (CCPDM) for its in-depth study of the 
Annual Report, which made the task of the Regional Committee easier. He 
expressed his agreement with the report of the CCPDM. 

He suggested that the next year's Annual Report should indicate the 
problems common to the countries of the Region, using a common format for 
identifying problems. The Report should also enunciate the problems faced 
by the Regional Office in implementing the WHO collaborative activities. 
This would provide an opportunity to share mutual experiences in dealing 
with the problems. 

DR BISHT (India) congratulated the Regional Director and his staff 
on bringing out an excellent Annual Report. The report provided glimpses of 
the work done during the period under review, emerging health problems, and 
the actions proposed to be taken in the future. He also appreciated the 
report made by the CCPDM and proposed that it be accepted by the Regional 
Committee. 

DR LLM WAI (Burma) joined other delegates in complimenting the 
Regional Director on bringing out an informative and progressive Annual 
Report. He also expressed his agreement with the report of the CCPDM and 
recommended its acceptance. 

DR SAMDUP (Bhutan) congratulated the Regional Director and his staff 
on producing an excellent Annual Report and thanked the CCPDM for assessing 
it so thoroughly. 

DR MOBARAK HOSSAIN (Bangladesh) complimented the Regional Director 
on presenting an excellent and exhaustive Annual Report. He sincerely 
thanked the Regional Director for the support given to Bangladesh in 
carrying out different health programmes, especially primary health care 
activities, and in providing emergency help during the current floods. 

DR FERNANDO (Sri Lanka) congratulated the Regional Director and his 
staff on presenting a concise Annual Report, which highlighted the 
activities carried out in the Region during the past year. 
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MS CHANDRA KALA KIRAN (Nepal) stated that it was not an easy task to 
prepare the Annual Report for the past year when the Sixth General Programme 
of Work ended and the Seventh General Programme of Work began. The Report 
was very well written with a new style and was better than the previous 
reports. It presented the actual situation of the WHO collaborative health 
activities being carried out in the countries of the South-East Asia 
Region. It also showed new trends in the management of WHO collaborative 
activities. She suggested that a small section on activities concerning 
technical cooperation among developing countries in the Region be included 
either in the Introduction or in Section 1 of the Annual Report. 

DR KWON (Democratic People's Republic of Korea) congratulated the 
Regional Director on his excellent Annual Report, which reflected clearly 
and comprehensively the health activities carried out by the Regional 
Office and the countries of the Region. 

MS HUSNA RAZEE (Maldives) congratulated the Regional Director on the 
lucid presentation of the Annual Report. Maldives was concentrating on 
areas such as malaria, tuberculosis and leprosy, the expanded programme of 
immunization and water supply and sanitation, maternal and child health and 
an integrated programme for families, as part of its strategy for "health 
for all". Major emphasis was being laid on maternal and child health, which 
was considered within the reach of the infrastructure. There was, however, 
a need to upgrade the managerial capacity of the system to improve the 
programmes. 

Ms Razee agreed that the formulation of the Annual Report was an 
arduous task. However, she felt that countries would like to know precisely 
the constraints and problems in the implementation of programmes. In this 
context, she felt that this might form a separate chapter in the Report 
which should also highlight possible reasons for such problems and WHO 
assistance to the countries in finding solutions to them. She felt that 
such a step would assist the countries in overcoming shortcomings in the 
implementation of the "health for all" strategies. 

Since there were no further general comments, the CHAIRMAN suggested 
that the Committee take up for discussion Chapters 1 and 2 of the Annual 
Report. 

Governing Bodies (pp.1-7) and 
WHO'S General Programme Development and Management (pp.7-20) 

The REGIONAL DIRECTOR informed the Committee that as per resolution 
WHA29.38, the number of seats on the WHO Executive Board had been increased 
from 30 to 31, with the result that the South-East Asia Region now had 
three seats instead of two. He traced the history of this development, 
dating back to 1976 when the 29th World Health Assembly had adopted the 
above-mentioned resolution in favour of such an increase. He expressed his 
happiness that the amendment had recently been ratified by the required 
number of Member States and had taken effect from 20 January 1984. He 
thanked the Member States for their support to the amendment. 

The Regional Director also informed the delegates that the meeting 
of the Ministers of Health in Kathmandu (Nepal) in 1983 had desired the 
Regional Office to consider the functioning of the Regional Committee and 
to suggest improvements in it. This subject had been discussed by an ad hoc 
committee at a meeting held in Indonesia. The recommendations of this 
sub-committee had been discussed by the CCPDM, which had submitted its 
report, which might be considered along with Chapter 1. 
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The CHAIRMAN invited comments. As there were no comments, the 
discussion moved on to Chapter 3 of the Annual Report. 

Health System Development (pp.21-38) 

DR FERNANDO (Sri Lanka) informed the Committee that Sri Lanka had, 
over the years, gathered a mass of information on health systems 
development that was not always useful. Therefore it had been decided to 
work nut a new scheme for collecting only relevant health information. 
Trials showed that the new scheme was superior to the old scheme of 
gathering information. Sri Lanka was now poised to put the new scheme into 
operation in 1985. Utilization of the information was equally important. 
The country was working out a mechanism to influence health managers to use 
this information. 

As regards manpower required for national health development, a 
study on primary health care delivery had been carried out in two areas of 
Sri Lanka, Kandy and Hambantota, to identify problems in the implementation 
of primary health care. The 1985 health plan was based on targets which had 
been developed from the grassroots. Sri Lanka had decentralized certain 
powers to the district ministers. These included the formulation of health 
plans for districts in the context of the national health development plan, 
review of implementation of the plan to ensure corrective action where 
necessary, mobilization of community resources, ensuring intersectoral 
coordination, community participation in the implementation of health 
services, and maintenance of health facilities, including maternal and 
child health clinics. The district political system has been actively 
involved in the implementation of health services. Sri Lanka was also in 
the process of launching a research project with assistance from the 
International Development Research Centre, Canada, in the field of health 
services delivery based on primary health care. 

DR REGMI (Nepal) referred to the recent outbreak of meningitis in 
Nepal which had been controlled with WHO and UNICEF assistance through 
supply of vaccine. US AID had also provided vaccine assistance. 

DR U LUN WAI (Burma) informed the Committee that Burma had had a 
monitoring system for primary health care and had developed formats for 
reports from the lowest level of health services to the centre. He had 
found, however, that the information thus gathered had not often been put 
to use, though the reporting system had been simple and comprehensive. 
Burma was in the process of formulating the Third People's Health Plan and 
would be reviewing the present reporting system. 

Burma was also collecting information on disease control, 
epidemiological and surveillance aspects, besides programme activities, and 
was considering incorporating it into a simple reporting system. In this 
context, he referred to the forthcoming workshop to be held in Burma where 
Burma proposed to seek regional assistance. 

DR UTHAI (Thailand) referred to the utilization of computer 
facilities for the programmes of health information system mentioned in 
Chapter 3 of the Annual Report. In this regard, Thailand fully supported 
the recommendations of the CCPDM contained in its report. He stressed the 
importance of epidemiology as the developing countries lacked epidemio- 
logists, and the need to train health personnel in this area. Such a 
training programme had been found effective in Thailand. He also emphasized 
the importance of training health personnel in planning and management. 
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DR PRICHA DESAWADI (Thailand) referred to Thailand's experience in 
organizing health manpower management and felt that there was scope for 
elaborating WHO'S contribution in this field. There was a need to adopt a 
practical and intersectoral approach and to shift from centralized to 
decentralized planning. There would, of course, have to be intermediate 
steps during the transition. He suggested that WHO look at this issue 
critically and evolve a training programme for community leaders for 
participation in planning and management and an effective medium through 
which the training could be achieved. 

Organization of Health Systems based on 
Primary Health Care (pp.38-48) 

The CHAIRMAN proposed that the Committee take up Chapter 4, 
Organization of Health Systems Based on Primary Health Care, which was 
closely linked with agenda item 16 (Development of referral system in the 
context of primary health care). 

The REGIONAL DIRECTOR suggested that the Committee also take up the 
subject of informatics. The entire chapter on health information 
development was important, and he noted that Burma and Thailand had offered 
some comments on the further development of health information. He 
mentioned that the Regional Office had a programme for introducing 
computerization and was contemplating support to the countries in this 
field within its limited resources. 

DR U LUN WAI (Burma), introducing document SEA/RC37/16, considered 
that primary health care without the support of a sound referral system 
would be meaningless. It was with this point in view that Burma had 
proposed discussion on this item. In this context, he cited the Burmese 
experience of having a hierarchical system of health services, namely, 
village health services at the lowest level, manned by voluntary health 
workers of different types supported by several tiers of referral services 
through township hospitals, general hospitals with specialized services 
and, finally, tertiary-level services. He was of the opinion that the 
referral system should be a two-way activity. The system of referral 
services would be effective only if sufficient budgetary provision was made 
for adequate drugs, equipment and transport facilities. 

The CHAIRMAN thought that the referral system would consist of a 
hierarchical arrangement with referral institutions at various levels 
depending on specific country situations. This could also include provision 
for varying degrees of specialist services at different levels; the degree 
of specialization naturally became greater as the levels became higher. He 
felt that it was not necessary to provide specialist services of all kinds 
at all levels of the referral system. 

DR JADAMBA (Mongolia) said that a regional seminar on primary health 
care had been held in Ulan Bator in August this year when the participants 
had studied the health system of Huvsgul aimak. Mongolia had a vast area 
and a scattered population. At the lowest level, 5-6 families constituted a 
suur, each suur served by a health worker. The distance between one suur 
and another was about 15-20 kms. At the next higher level, the brigade 
health post served a population of 2000-3000 through feldshers, each of 
whom served 200-300 persons. The brigade health post had two physicians, 
three feldshers and 3-6 nurses. There was a dispensary at the aimak level; 
there were somon hospitals, intersomon hospitals and aimak hospitals, all 



12 8 MINUTES OF THE THIRD MEETING 

orfering referral services. Transport facilities were ensured for the 
transfer of patients from one institution to another for referral purposes. 

In Mongolia, every citizen was entitled to free health service in 
urban as well as rural areas. One of the reasons for the high cost of 
health services was that the Government had to bear the cost of transport 
of patients, which often necessitated the use of an airplane and was 
expensive. Even to receive immunization services, people had to travel up 
to 15 kms in some cases. The burden on the Government could be reduced if 
csmmunity participation was ensured, at least so that the people shared the 
cost of transport. 

MR YOOSUF (Maldives) said that like Mongolia, Maldives had the 
problem of a vast area and a scattered population. The problems were mainly 
logistic. 

The health system in Maldives was divided into three levels: the 
central level, the middle level and the grassroots. The family health 
worker at the grassroots provided service to mothers and children, supplied 
oral rehydration solution, prepared blood films for the detection of 
malaria cases, etc. At the next level was the community health worker; he 
was trained for 18 months and provided preventive and curative services and 
took care of most of the health problems. At the central level, there was a 
hospital in Male with the usual hospital staff. 

It was recognized that a referral system was essential to provide 
adequate support to primary health care. Regional hospitals, one for every 
4-5 atolls, had therefore been proposed to cover a total of 20 atolls. In 
addition, mobile teams were organized, each with 4-5 members including a 
doctor, which visited the atolls during a predetermined period to provide a 
package of services 2-3 times a year. He said that as mentioned at the 
beginning of Chapter 4 of the Regional Director's Annual Report, the 
strengthening and further development of the health infrastructure should 
receive high priority among Member States to ensure meaningful support to 
primary health care. 

DR REGMI (Nepal) said that his country had a mountainous terrain, 
making the task of providing primary health care to the people difficult. 
He was therefore afraid that this problem, if not solved, could frustrate 
every effort to achieve the goal of health for all by the year 2000. 

In Nepal, the village health post was the smallest unit. Community 
health leaders, who were the lowest-level health workers, served a 
population of 15 000 to 20 000 each. The district hospital consisted of 15 
beds with a medical officer in charge. Efforts were under way to develop a 
referral system but financial, manpower and transport problems were 
preventing progress. Mobile camps were regularly organized for providing 
specific services to far-flung areas. The Government was now planning to 
strengthen these mobile teams to serve as links between primary care and 
the referral services. 

DR AKHTAR IQBAL BEGUM (Bangladesh) said that unlike Mongolia, her 
country faced a high density of population. It also faced the problem of 
communication. The country had, however, developed a health system based on 
primary health care. Bangladesh had 68 000 villages, each with a population 
ranging from 1 500 to 15 000. The lowest administrative health unit was the 
union health and family welfare centre. The next higher unit was at the 
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upazilla level. It had been possible to provide health facilities to 
upazillas but all union centres had not yet been covered. 

At the village level, a village health worker served a population of 
2 000. His main duties consisted of surveillance, immunization, health 
education and family planning. At the upazilla level, several medical 
officers, including a surgeon, a physician and a gynaecologist, were 
available. Upazillas were divided into several sectors, each serviced by a 
doctor. At the union level, there were two middle-level workers, one for 
family planning and the other for general health services. Patients from 
villages were referred to union centres and from the union to upazillas. 
Transport was a major constraint in developing a good referral system. It 
was a crucial element and its adequacy or non-availability could determine 
the success or failure of the programme. Specialized services were provided 
at the district level, where a 100-200-bed hospital was available. At the 
national level, there were medical colleges and specialized hospitals 
attached to them. 

DR FERNANDO (Sri Lanka) said that his country adopted two different 
types of approaches to health system development: a top-to-bottom approach 
and the bottourto-top approach. In the top-to-down approach, the National 
Health Council functioned with the Prime Minister as its head. The Council 
included eight ministers from health and health-related ministries. The 
Council decided on the national health policy. It was supported by national 
health development committees. In the bottom-to-top approach, a family 
health worker and a midwife served a population of 3 000 at the lowest 
level. At the subdivisional level, one assistant medical practitioner 
served a population of 20 000. At the divisional level, three doctors and 
60 beds provided health services to a population of 60 000. 

Unlike Bangladesh and Maldives, Sri Lanka had no problem of 
transport. It, however, had the problem of people bypassing referral 
levels. This resulted in the underutilization of lower-level institutions 
and overutilization of larger hospitals. 

DR PRICHA (Thailand) said that in his country the primary health 
care supporting system started from tambon level (cluster of villages). 
Above the tambon level, there were sub-district and distric t-level referral 
systems. At the community level, there were trained volunteers training the 
members of the community in the management of patients suffering from 
common illnesses and providing preventive and promotive care. At the tambon 
or sub-district level, there was a need for training in the management and 
supervision of primary health care workers. At this level, the health 
workers need not be providers of service but should be able to demonstrate 
to volunteers how to provide the services. At the district level, doctors 
were trained to understand the basic elements of primary health care based 
on community participation. 

In order to ensure people's participation, an innovative approach 
had been recently introduced. Funds were collected at tambon and village 
level from the people in order to develop a referral system. Those families 
which contributed funds were given a health card. From the funds collected, 
health services were provided to the card holders. The system followed was 
similar to the health insurance scheme. The Government had launched the . large-scale introduction of the health-card system in one sub-district in 
each of Thailand's 72 provinces. 
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MR UMASHANKAR (India) said that the question of primary health care 
could not be looked at in isolation. Considerable improvements in medical 
care were taking place in the urban areas and unless the rural people were 
convinced that they were getting medical care comparable to that available 
in urban areas, it would not be realistic to expect them to accept medical 
care provided by the paramedical worker at the primary health centre. 
Referring to the observations of the representative from Thailand, he asked 
whether the medical education system would be in a position to absorb this 
additional burden. Also, it was important to evolve a system that was 
acceptable to the community rather than imposing a system that was not 
suitable. Until the community itself was able to take over the system and 
accept its limitations, it would not be possible to carry out the changes 
that were being thought of for primary health care. He felt that these 
questions called for a good deal of research not only into the health 
system but also into the economic, social and cultural situations in the 
countries in order to get clearer answers. He wanted WHO to undertake a 
critical study with a view to identifying alternative approaches. 

The REGIONAL DIRECTOR announced that the members of the Credentials 
Subcommittee, i.e., the representatives of Bangladesh, Maldives and 
Mongolia, would meet during the lunch break to examine the credentials of 
the representative from Bhutan. 

4. Adjournment 

The meeting was then adjourned. 
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1. Annual Report of the Regional Director (item 7 contd.) 

Organization of Health Systems Based on Primary Health Care 
(pp.38-48) 

DR SONYA POERNOMO (Indonesia) said that her government proposed to 
develop a referral system in support of this programme. The PKMD programme 
had begun in 1975 and was being implemented in phases to cover all villages 
by 1989. To this end, steps were being taken to introduce integrated family 
planning and health packages in villages with WHO collaboration. Her 
government looked upon integrated health and family planning together with 
community participation as the appropriate approach, in order to make it a 
nationwide programme. This package included maternal and child care, family 
planning, nutrition, immunization and diarrhoea1 diseases control. Based on 
past experience, it was felt that the entry point would be nutrition. The 
main problem was shortage of manpower. It had therefore been decided to 
train approximately 32 000 nurses to cover all villages by 1989. Meanwhile, 
it was planned to give 3-4 months' training to about 20 000 auxiliaries. 
With regard to the referral system, it was proposed to provide referral 
support starting from village-level health posts to regency hospitals and 
from these hospitals to the specialist hospitals at the provincial level. 

In this connection, she stressed the importance of radio 
communication between health posts, health centres and hospitals right up 
to the Ministry of Health. This had been established in three provinces, 
and the rest of the provinces would also have such a network with World 
Bank assistance. In her country, rural people had firm faith in the 
efficacy of traditional medicine, and when they were ill, preferred to go 
to practitioners of traditional medicine. They generally went to the family 
health centres only as a last resort; thus the role of traditional medicine 
in primary health care had to be taken into account. In regard to mobile 
health care, about 2 400 ambulances had been deployed at the district 
level, and fully equipped boats were being used to service island areas. 

DR BISHT (India) said that referral systems should be health-related 
rather than "ill-health related". A referral system based on ill-health 
could only be a one-way system. It should be a two-way system, both 
centripetal and centrifugal, moving not only out to the periphery but also 
inwards to the central level. There was a need for adopting a positive 
approach to strengthen the health referral system. 

DR NARAYANA REDDY (Joint Commission on International Aspects of 
Mental Retardation) referred to three components in the referral system in 
relation to primary health care - the community, the general practitioner 
and the specialist. In the face of a growing demand for highly qualified 
specialists, the general practitioner, who was the pivot of the referral 
system, was its weakest link. To reinforce this link, the general 
practitioners should receive proper reorientation and support for basic 
investigations together with a supply of essential drugs. 

DR VIMLA VIRMANI (World Federation of Neurology) suggested that a 
periodic exchange of health personnel at primary health centres and at 
secondary and tertiary levels was necessary to familiarize them with the 
problems at both levels. It was also necessary to strengthen the basic 
investigative facilities at primary health centres. Personnel of 
specialized hospitals should go to village centres periodically to gain 
first-hand field experience. There should be periodic group discussions 
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between specialist institutions and those at the secondary and tertiary 
levels as well as general practitioners in the preventive and curative 
aspects of health care in rural settings to enable community and village 
health volunteers to highlight the difficulties encountered by them. The 
spiritual aspects of health care also needed to be studied. 

DR (MRS) EAR1 M. JOHN (World Council of Churches/Christian Medical 
Commission) said that a study carried out in mission hospitals in India had 
shown that out of the patients who came there for treatment, 55% need not 
have come, 15% could have been cured by simple home remedies, another 15% 
could have been treated by health personnel, and only 5% really required 
expert medical attention. Thus it had been proved that 70-80% of the people 
in both urban and rural areas could be taken care of at the community 
level. The use of simple treatment including traditional medicine should be 
encouraged in such cases and the criteria for this purpose should be low 
cost, accessibility, availability and acceptability. Grassroots workers 
should be given training in nutrition, family planning, environmental 
sanitation and water supply, so that the people need not seek specialist 
treatment for simple illnesses. 

The REGIONAL DIRECTOR said that there was no one formula for primary 
health care. It had to be looked at from the point of view of a country's 
resources, capacity, culture, etc. Primary health care in the broader 
context was an integrated approach to the promotive, protective and 
rehabilitative aspects of health. Referring to the tendency for 
establishing sophisticated medical institutions, he said that it was not 
important whether an institution was apparently sophisticated or not. What 
was important was the community orientation of the work that an institution 
was doing and how closely related and meaningful its work was to the 
community. 

Health Manpower Development (including health manpower 
development activities in other programmes) (pp. 49-77) 

DR BISHT (India), speaking on behalf of the World Federation of 
Medical Education, said that the Federation was grateful to the Regional 
Director for inviting his organization to attend this session of the 
Regional Committee. The Federation had taken an active part in the 
technical discussions held during the Thirty-seventh World Health Assembly 
on the role of universities in achieving "health for all". He expressed the 
wholehearted support of the Federation to WHO with special reference to the 
South-East Asia Region and the programmes formulated by the Regional 
Director. 

DR BROTOWASISTO (Indonesia) said that health manpower development 
was given high priority by the Minister of Health in Indonesia. Most of the 
difficulties faced in their referral system was due to lack of adequate 
trained manpower, which required careful planning and management. For the 
past three years, efforts were being made to establish health manpower 
information system support and success had been achieved in collecting 
baseline data and its projection for the next five-year plan in cooperation 
with staff from WHO and other international agencies. From the figures, it 
was clear that although there was no dearth of trained doctors, there was 
an acute shortage of nurses. The number of health personnel was about 
160 000 and it was expected that another 120 000 would be trained within 
the next five years. There were about 70 000 nurses and auxiliary workers. 
Training and education programmes had therefore to be focused on the 
production of auxiliary health workers to meet the shortage. The Government 
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was encouraging 
auxiliary workers 
specialists. The 
Education and the 

non-governmental organizations to produce nurses and . Another problem was the shortage of the right type of 
Ministry of Health, in conjunction with the Ministry of 
Consortium of Health Sciences, was working out a solution. 

The CHAIRMAN asked whether the delegates had any comments to make on 
the relative emphasis that specialization and super-specialization should 
be given in the entire scheme of health manpower development. There arose 
questions such as, how far would such a stress fit in with the theme of 
primary health care; would such persons not become less and less available 
to the primary health system; and whether the Member Countries would 
consider that a ceiling should be placed on the numbers that should be 
trained for primary health care, for specialization and for 
super-specialization. 

DR U LUN WAI (Burma) said that while Burma did not have a long-term 
plan on health manpower development, steps had been taken to create core 
groups. Another aspect of manpower production related to the development of 
terbnologies and technicians. There was an excess of doctors and a shortage 
of nurses. The doctor : nurse ratio was 1 to 1. The country lacked in 
managerial skills among supervisory staff at all levels. Steps were now 
being taken to train various categories of health personnel in management 
as well as educational techniques, and the curriculum had been amended to 
include these two areas. 

The VICE-CHAIRMAN, speaking as the representative of Sri Lanka, felt 
that health manpower development was a pre-requisite for primary health 
care. The functions of PHC had been clarified and a good number of PHC 
workers were being trained in his country. In five years' time, Sri Lanka 
hoped to have adequate PHC staff other than doctors. In two years it would 
have a sufficient number of grassroots workers. The Ministry of Health was 
planning to develop doctors specifically to suit primary health care 
centres. The matter had been taken up with the Ministry of Higher 
Education. As regards post-graduate medicine, the country was training 
post-graduates for primary health care areas, in addition to other areas. 
The performance of primary health care workers was assessed from time to 
time. Such assessment was an important aspect and was valuable in achieving 
targets and identifying problems. As regards retraining, assistant medical 
practitioners and other categories who had been trained in 1969 without 
much briefing on public health, maternity work, etc., were being given 
retraining. In the diarrhoea1 diseases programme, Sri Lanka was pushing 
ahead with the use of home-based rehydration fluids and oral rehydration 
salts. In this regard he felt that the results achieved in Bangladesh were 
encouraging. 

DR JADAMBA (Mongolia) informed the Committee that in his country the 
State Committee on Higher Secondary and Vocational Education undertook all 
the planning for the utilization of manpower. From this year onwards the 
entry requirements had undergone a change. One had to work in a hospital 
for one year after the entry examination to get orientation. After that he 
would go for the 5-year training with one year of specialization in the 
medical school. Mongolia also had a continuous education system for 
doctors, primary health care staff, nurses and other personnel, whose 
performance was assessed every four years. The performance of every 
individual worker was evaluated from time to time in a systematic manner. 

The country finalized its fellowships programmes in November every 
year. It would thus be helpful if the Regional Office could notify Mongolia 
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before November each year as to where its participation was envisaged 
during the following year, be it for fellowships or for group educational 
activities. 

MR YOOSUF (Maldives) said that his country was continuing its effort 
to develop a sound basic health infrastructure. Much effort and resources 
were called for. There was a shortage of health personnel in Maldives. The 
country had only a handful of doctors and most of them worked in the 
hospital in Male. They were now being sent for work at the periphery 
periodically in order to familiarize them with primary health care. Because 
of the shortage of manpower, people had been trained to perform specific 
tasks that were encountered at the periphery. This kind of work did not 
call for the presence of a doctor, but rather for a community health 
worker. The health centres in the atolls were manned by such community 
health workers. Health education and public information needed to be aimed 
at drawing people away from traditional beliefs. Radio and television were 
also being used in this respect, as well as to teach people to take simple 
public health measures, especially in diarrhoeal-disease control. As 
regards the mobile team approach, his country sent out health teams to 
every island twice a year so that extensive health education measures could 
be taken to make people understand what primary health care was all about. 

Since the Director-General was due to leave for Geneva shortly, the 
CHAIRMAN gave him the floor to make a few observations at this stage. 

DR MAHLER (Director-General) noted with regret that the concept of 
primary health care had not been properly understood all over the world. It 
was surprising to see that the medical profession had succeeded remarkably 
in getting the total population "hooked" on the conventional medical 
system. People were inclined to believe in medical miracles as they were 
given the impression that miracles existed for any conceivable ailment. To 
overcome this situation, it was important both for the people and for 
medical personnel to understand primary health care and its merits. 
Politicians also had to be convinced that support to primary health care 
implied support to people. This conversion process had to take place in 
order to implement the primary health care concept. It was encouraging to 
observe that, in a number of countries in the world, the people themselves 
had lost confidence in the miracle myths and that they had increasingly 
taken into their own hands the questions inherent in the primary health 
care doctrine. There had been encouraging examples of people adopting 
self-help as the way to solve their health problems. 

The Director-General said that the incidence of non-communicable 
diseases, such as cancer, and cardiovascular and coronary diseases, had 
been the result of "human misbehaviour", which included over-eating, 
over-drinking, over-sleeping and over-stressing. This kind of "human 
behaviour" was the concern of primary health care, which could make a major 
contribution to the improvement of people's health status. 

Although people were very resistant to change, it would be feasible 
to bring about the change very rapidly once the people realized their own 
preferences in the light of primary health care. 

Poverty was the main hindrance to good health, as well as the 
people's ability to understand health. The Director-General quoted Mahatma 
Gandhi as saying that "God does not speak to an empty stomach". Hence, it . was imperative to fight against poverty if the primary health care gospel 
was to be encouraged and practised. 
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Reviewing the situation in this region, the Director-General 
observed that there were riches of unexploited talent available that, if 
properly used, would help considerably in achieving better health by the 
year 2000. He emphasized the importance of people, who formed the most 
important component in the health delivery system. He was confident that 
this region had tremendous possibilities of making a contribution to the 
concept of primary health care. 

2. Approval of the Second Report of the 
Sub-committee on Credentials (item 2.2) 

On resumption of the meeting after a break, the REPRESENTATIVE OF 
MALDIVES, who had been elected Chairman of the Subcommittee on 
Credentials, read out the second report of the Sub-committee (SEA/RC37/18 
Add.1) stating that the credential's in respect of the delegation from 
Bhutan had been examined by the Sub-committee and found to be in order, 
thus entitling it to take part in the deliberations of the Regional 
Committee. 

The report was adopted. 

3. Annual Report of the Regional Director (item 7 cont'd) 

Health Manpower Development (including health manpower 
development activities in other programmes) (pp.49-77 cont'd) and 
Public Information and Education for Health (pp.77-84) 

DR HOSSAIN (Bangladesh) stated that his country was following an 
integrated approach to primary health care, of which community involvement 
was an essential component. The referral system was being consolidated at 
all levels including the health centre level. Manpower development included 
the training of community health workers, medical assistants and other 
categories of health personnel. In the next five-year plan, further 
improvement of the quality of delivery of health care at the peripheral 
level was envisaged. 

With the assistance of WHO, Bangladesh had undertaken a study on 
manpower development and identified the shortcomings. The training of 
health workers at the community level was being further strengthened. 

Referring to the point raised earlier by the Indian delegate, he 
said that strategies for "health for all" had envisaged the provision of 
primary health care, which in no way implied an inferior quality of health 
care. 

DR REGMI (Nepal) said that his country had a large number of trained 
health personnel such as community health leaders and village health 
workers for the delivery of health care to the people. In-service training 
was also being provided to health workers such as health assistants and 
ayurvedic assistants. Training was being imparted to such workers through 
various projects. Job descriptions were community-oriented. The doctors. 
however, wanted to be specialists and work in urban areas where they could 
get more facilities. People living in distant and remote areas, therefore, 
did not have easy access to the health facilities manned by doctors. The 
Government found it hard to bear the financial burden involved in providing 
incentives or facilities to the health personnel posted in rural areas. 
Unless health personnel were motivated to serve in rural areas, it would be 
difficult to achieve the goal of "health for all by the year 2000". He 
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urged WHO to provide guidance in finding a solution to this pressing 
problem. 

DR UTHAI (Thailand) said that health manpower was being further 
strengthened in his country. Health manpower at present included not only 
health professionals, i.e., governmental and private sector, but also 
community health workers/supporters, i.e., village health volunteers, 
village committees and village leaders. Village health volunteers were 
selected from the committees and were trained to deliver primary health 
care in their own villages. However, there were three major problems in the 
development of health manpower: (1) an inadequate number of health 
personnel, (2) an inappropriate quality of health personnel, and (3) 
maldistribution of health manpower. Overproduction of specialists was yet 
another problem. The situation was being remedied through constant dialogue 
and close cooperation and coordination between the producers of health 
personnel (the universities) and the users (Ministry of Public Health). 
Besides, the Government had enacted regulations which made it obligatory 
for doctors, dentists and pharmacists to work in rural areas for a 
specified period after graduation. Fellowships were also granted to boys 
and girls to undertake courses on nursing, sanitation, midwifery, etc., 
with a view to posting them back at their respective localities after 
graduation. In improving the quality of health personnel, various 
in-service training and continuing education courses, both through the 
closed educational system (institutionalized) and the open educational 
system i.., long-distance learning system), were provided for paramedical 
personnel of the peripheral health infrastructure. Moreover, overproduction 
of specialists could possibly result in a relatively longer medical 
education from the original 6 years to 9 years, including 3 years of 
additional specialist training courses. This unduly delayed the immediate 
utilization of doctors in rural areas. Thus there was a need to rationalize 
the appropriate ratio of general practitioners and specialists in order to 
achieve the goal of health for all. 

DR POERNOMO (Indonesia) said that the importance of health education 
was increasingly becoming evident in her country after certain negative 
results owing to the lack of health education had been noted. 

The training component had been further strengthened in order to 
promote manpower development. Health workers and other staff were 
delivering health care at the health centre, regency and provincial levels. 
Post-graduate medical training was being provided at four institutes in the 
country. 

Some organizational changes had occurred in the Ministry of Health 
with the establishment of the Centre for Information and the Directorate of 
Community Participation. While the Centre for Health Education covered mass 
media such as radio and television and was responsible for health education 
technology, the Directorate of Community Participation was responsible for 
its implementation in the community. 

She suggested that the penultimate paragraph on page 81 of the 
Annual Report be amended to reflect the fact that health education was 
being coordinated by the Ministry of Health with the Ministry of Interior, 
Ministry of Religion and the Ministry of Education and Culture. While, 

*, 
formerly, all activities in school health education were being carried out 
by the Department of Health,' at present health education in religious 
schools was the domain of the Ministry of Religion and that in the public 
schools, of the Ministry of Education and Culture. The role of the Ministry 
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of Health was of a technical nature. Different categories of personnel were 
responsible for imparting health education at elementary, junior, secondary 
and high schools. The school curriculum covered early detection of disease 
and nutritional deficiencies, vision and hearing deficiency, and other 
elements of primary health care. In the elementary schools, the curriculum 
covered early detection of disease and nutritional, vision and hearing 
deficiency. A project in school health education relating to the 
preparation of "small doctors" was in operation. 

DR SAMDUP (Bhutan) stated that, with regard to health manpower 
development, increasing importance was being given in his country to 
mid-level management. He hoped that Bhutan would be able to meet its total 
requirement of health managers in ten years. As regards public information 
and education for health, school curricula for standards IV and V had been 
developed with WHO support. 

At this point the Chairman resumed the chair. 

DR V. RAMAKRISHNA (International Union for Health Education) said 
that the Bureau of the South-East Asia Region of the International Union 
for Health Education had been established fifteen months ago and covered 
all the eleven countries of the Region. Its objectives were to promote 
newer information, communication and education approaches for primary 
health care, search and review nutrition education materials used in 
schools, plan field studies for improving educational methods and media, 
and stimulate appropriate measures to keep health and allied manpower 
equipped with the latest knowledge for realizing the goal of health for all 
by the year 2000. With support and guidance from WHO and the countries, the 
Bureau had undertaken an exploratory study to identify the problems and 
needs of governmental and non-governmental organizations for intersectoral 
coordination and to suggest appropriate measures needed to achieve 
effective coordination through education. National branches of the Bureau 
undertook research studies under the overall guidance of the Technical 
Development Board of the Bureau. He requested the Regional Committee and 
the representatives of the countries of the Region to encourage the 
establishment of national branches of the Bureau in order to facilitate 
supplementing of the efforts of governments in involving people in the 
planning and implementation of their health care. He was pleased to note 
that public information and health education activities in the Region had 
been brought into a composite programme. He agreed with the views of the 
Regional Director that there was a need for regular and active 
dissemination of "health for all" concepts among decision-makers, health 
workers and the community, and said that this would be the major task of 
the Bureau in the coming years. 

Replying to the statements made by various delegates, the REGIONAL 
DIRECTOR suggested that, in regard to manpower development, greater 
attention needed to be devoted to the formulation of manpower planning 
policies in the countries, in order to strengthen the linkages between 
manpower production and the needs of the services. 

Regarding the standardization of education and training, he said 
that attempts for standardization had been made in Europe and also in 
countries of the Region in the past without much success. The Regional 
Office kept itself informed on the developments in this area and was in 
touch with other organizations in this respect, such as UNESCO. He felt 
that it would be difficult to prescribe standards in respect of education 
and training that would be valid throughout the Region, since the 



MINUTES OF THE FOURTH MEETING 1391140 

requirements of the curriculum were tied to the specific needs and 
situation of the countries, and these naturally varied. 

Referring to the remarks of the representative of the International 
Union for Health Education, the Regional Director stated that the 
information and education for health programme was not a vertical programme 
but was a vital component in all programmes. 

As regards the observation of the representative from Mongolia that 
there was no description in the Annual Report of that country's various 
activities concerning health manpower development, the Regional Director 
said that the Annual Report was primarily intended as a record of WHO'S 
activities during the year under review. 

As to the statement read out by the representative from Indonesia, 
he said that it would be included either in next year's Annual Report or in 
the minutes and final report of the present session of the Regional 
Committee, as preferred. 

4. Adjournment 

The meeting was then adjourned. 
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1. Annual Report of the Regional Director (item 7, contd.) 

Research Promotion and Development (pp.85-90) 

The CHAIRMAN called the meeting to order and requested the Regional 
Director to introduce the topic. 

The REGIONAL DIRECTOR said that the WHO research promotion programme 
had been initiated in 1976 and had been progressing reasonably well since 
then. Apart from intercountry funds, country allocations were also 
increasingly available for research. The major thrust had shifted towards 
health services research in support of primary health care. Three special 
programmes of research on human reproduction, tropical diseases and 
diarrhoea1 diseases had also been progressing well and providing 
technological options to the countries. 

The South-East Asia Advisory Committee on Medical Research 
(SEA/ACMR), established in 1976 as an advisory body to the Regional 
Director, had so far held ten sessions. The Regional Director suggested 
that Dr Prawase Wasi, Vice-Rector, Mahidol University, Bangkok, who was 
currently the Chairman of the SEA/ACMR, might be requested to describe 
recent developments in this area. 

DR PRAWASE WAS1 (Chairman, South-East Asia Advisory Committee on 
Medical Research (SEA/ACMR)) gave a brief account of the work of the ACMR 
and how countries could respond to its recommendations. 

When the SEAIACMR was established in 1976, specific areas such as 
malaria, dengue haemorrhagic fever and nutrition had been identified as the 
main priorities for research. In 1978, the Alma-Ata Declaration on Primary 
Health Care led the SEA~ACMR to revise its priorities. In 1980-81, research 
needs for "health for all" had been identified. The concept of health 
services research and research needs for "health for all by the year 2000" 
were covered in two valuable books recently issued by the Regional Office. 
Biomedical research had not been ignored, but it was considered as 
supporting health services research. It was therefore important that a new 
type of research, involving not only individual researchers and scientists 
but also policymakers and implementers, was developed in the context of 
"health for all". This was health services research. 

WHO headquarters had set up special research programmes on tropical 
diseases, human reproduction and control of diarrhoeal diseases. The 
countries of South-East Asia had benefited from these programmes in terms 
of research training, institutional strengthening and research support. 
There was very close collaboration between the South-East Asia Region and 
the Western Pacific Region in developing research in common problem areas. 

Dr Prawase considered it important to strengthen the national 
mechanisms for coordinating research, which also was one of the 
recommendations of the tenth session of the SEA/ACMR. This was because, 
although countries aimed at achieving health for all, the research 
programmes they undertook were not necessarily all directed towards "health 
for all". He felt that health services research should be made part of the 
health services themselves so that policymakers, implementers and 
researchers could all be involved in research. 
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Dr Prawase drew the attention of the delegates to certain specific 
recommendations of the tenth session of the SEA/ACMR concerning (i) 
development of national research coordination mechanisms to stimulate 
national research policy for "health for all by the year 2000", (ii) 
involvement of graduate programmes in universities and institutes for 
health services research in support of "health for all", (iii) development 
of national strategies for institutional strengthening based on national 
health policies of the countries, and (iv) consideration of health services 
research as an integral part of the services with funds identified for this 
purpose under each programme. 

In his opinion, a certain percentage of the funds allocated by 
countries from their national budgets for information, evaluation and 
research would help in redirecting the research programme towards "health 
for all". He cited the example of India, which had done just that. He 
thought that, instead of utilizing intercountry project funds on fragmented 
research schemes, funds could be effectively utilized for strengthening the 
coordination mechanisms in the countries. 

The Thirty-seventh World Health Assembly had selected the theme of 
"The role of universities in health for all" for the technical discussions, 
a theme he considered very relevant to health services research. He 
emphasized the need to develop coordinating mechanisms in the countries. 
This could be organized best through ministries of health in order to bring 
university and health services together to promote and implement health 
services research and utilize its results. He cited the example of 
Thailand, where a large training project on primary health care at the 
ASEAN Training Centre (ATC), undertaken jointly by the Ministry of Public 
Health and Mahidol University, had not been performing satisfactorily 
until, with WHO support, a steering committee had been established to 
coordinate the work of both the institutions. 

The CHAIRMAN thanked Dr Prawase Wasi for his presentation and for 
highlighting the fact that medical research had to be need-based and 
focused towards "health for all" goals. This aspect had also been stressed 
by the Regional Director in his address to the tenth session of the 
SEAIACMR. Simple though they were, these points had to be kept in view in 
formulating and implementing research programmes. Research should aim at 
the attainment of the goal of "health for all by the year 2000" with 
primary health care as the key approach; it should exploit the country's 
research potential; appropriate organizational and management mechanisms 
needed to be promoted. The gap between the research done and research used 
should be narrowed. To this end, research findings had to be adapted to 
local needs. A third important point was the interaction between Member 
Countries and international agencies to ensure fruitful technical 
cooperation. Lastly, it was necessary for WHO to provide critical inputs to 
catalyse and generate national efforts. Broadly, this was the framework 
within which all research policies and programmes had to be formulated and 
implemented by Member Countries. 

DR BISHT (India) thanked the Chairman of the SEA/ACMR for his lucid 
presentation on health services research. Health services research had not 
received due attention as an essential component of research and 
development until a few years ago. However, its need and importance had 

+. recently been appreciated. Health services research was now being 
incorporated into each programme as an essential element and supported with 
an appropriate budget. 
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DR VIMLA VIRMANI (World Federation of Neurology) felt that the 
results of all research in the health and medical fields needed to be 
pooled by WHO for dissemination to people at all levels. 

DR ZHAVERI (International Planned Parenthood Federation) stressed 
the importance of clearly defining what was meant by the term "research". 

The CHAIRMAN noted that Dr Prawase Wasi, Chairman, SEAIACMR, had 
clarified the concept and meaning of research in his earlier presentation. 

The .REGIONAL OIRECTOR said that the report of the SEAIACMR had been 
presented to the Regional Committee as it was the regional governing body. 

General Health Protection and Promotion (pp.90-100) 
Protection and Promotion of Health of Specific 
Population Groups (pp.101-112) and 

Protection and Promotion of Mental Health (pp.112-115) 

The CHAIRMAN suggested that section 9.1 (Maternal and Child Health, 
including Family Planning) and World Health Assembly resolution WHA37.30 
could also be taken up along with Chapter 9. Resolutions WHA37.23 and 
EB73.Rll might be considered along with Chapter 10, section 10.2. He 
invited comments on these topics. 

DR U MYA WIN (Burma) informed the Committee that Burma had three 
types of nutrition activities: establishment of community nutrition 
centres, development of hospital nutrition units, and launching of the 
school nutrition project. It was planned to expand these activities in the 
coming years. These activities were geared to controlling the problems of 
malnutrition, protein deficiency, anaemia and goitre. Burma had a network 
of maternal and child health care centres, both in rural and urban areas. 
The activities of the rural health centres were supplemented by midwives 
and traditional birth attendants. These centres also participated in health 
education, nutrition programmes and the expanded programme on immunization. 
The breast-feeding of infants was being encouraged through health education 
by field-level health workers. 

DR FERNANDO (Sri Lanka) informed the Committee that the problem of 
malnutrition prevailed in Sri Lanka as well. Breast-feeding and home-based 
weaning foods were being promoted. A new growth chart was being evolved and 
this included indicators of the mental growth of children. Programmes of 
supplementary feeding were being implemented in schools and at pre-school 
level, the latter with assistance from voluntary organizations and 
non-governmental bodies. The family planning programme was proceeding well, 
but male sterilization was finding much fewer acceptors than female 
sterilization. Women had been given an important place in Sri Lanka's 
health and development programmes, and there was also a Ministry of Women's 
Affairs. 

MR CHAUHAN (India) said that the issues contained in the World 
Health Assembly resolution were already receiving the attention of his 
Government. A series of programmes to achieve the objectives mentioned 
therein had been launched through various government departments. A special 
nutrition programme for pre-school children up to six years and pregnant 
and nursing mothers was in operation in tribal and slum areas. Under this 
programme, which covered a population of 6.8 million, the beneficiaries 
received supplementary feeding for 300 days in a year. The Balawadi 
Programme provided supplementary nutrition to children in the age group of 
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3-5 years through balawadi and day care centres. The balawadis also looked 
after the overall development of the children. This programme was 
implemented through voluntary organizations which received grants-in-aid 
from the Government. There were about 7 000 balawadis in the country, 
covering 229 000 persons. 

The Integrated Child Development Services Scheme (ICDS) aimed at 
providing a package of integrated services essential for child development, 
viz., supplementary nutrition, immunization and health care, referral 
services, nutrition and health education and non-formal pre-school 
education. The present coverage of supplementary nutrition and pre-school 
education under the programme was 260 238 and 1 280 460, respectively. 

Realizing the importance of prophylactic measures, his country had 
launched a national prophylaxis programme in 1970. Under this programme, 
expectant and nursing mothers and pre-school children received 
supplementation with iron and folic acid to prevent anaemia. The programme 
was being implemented through institutions rendering maternal and child 
health care. 

The Food and Nutrition Board of the Ministry of Food and Civil 
Supplies was also involved in several projects to improve the nutrition 
status in the country. Under the mid-day meals programme, meals were 
provided to school children belonging to poorer sections of the population 
for about 200 days in a year. The programme, which had for its objectives 
the raising of the nutritional status of school children and increasing 
school enrolment, was in operation in 15 States and Union Territories. It 
was also being assisted by CARE. 

Following surveys conducted in different parts of the country that 
revealed widespread prevalence of Vitamin A deficiency among pre-school 
children, the Government had initiated a scheme for preventing the 
occurrence of this deficiency by the periodic administration of large doses 
of Vitamin A. Under this scheme children in the age group 1-5 years of age 
were administered Vitamin A in oil. 

MR YOOSUF (Maldives) stated that in his country, the infant 
mortality rate was considerably high. Children, particularly below one year 
of age, were the most affected due to diarrhoea1 diseases. The health 
facilities were not within easy reach of the people since the country was 
scattered over a large number of small islands. The maternal and child 
health programme in the country had been fragmented in the past, resulting 
in inadequate supervision and lack of planning in this area. Having 
identified the problems, the MCH programme had now been developed and it 
had adopted two main strategies - mobile strategy and institutional 
strategy. Through the mobile strategy, services were to be made accessible 
to the people at the periphery while, through the institutional strategy, 
methodologies were being developed and would be implemented at the health 
centres, regional hospitals and MCH clinics. Since the services would be 
decentralized all over the country except in the capital, the quality of 
services would have to be greatly improved. In this connection, the 
training of traditional birth attendants and family health workers was 
being further strengthened to enable them to provide upgraded quality of 
services to the people at the grassroots. The main activities would include 
the identification by the community health workers of problems affecting 
mothers and children, maintenance of growth monitoring and family visiting 
cards in atolls, as far as children were concerned, and the strengthening 
of referral services at the regional hospitals. 
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Increasing use of oral rehydration, a unique technology that had 
made an important breakthrough in the prevention and treatment of 
diarrhoea1 diseases, was being made. This measure would greatly reduce 
child mortality due to diarrhoea and nutritional deficiencies. Preparation 
of home-made solution and the early introduction of oral rehydration to 
treat diarrhoea patients were being extensively propagated. 

Family spacing, integrated into the MCH package, was being 
emphasized while providing health services at the periphery. With regard to 
the immunization programme, complete coverage of the population in all the 
islands had not been possible during the immunization campaign undertaken 
earlier due to problems of transport and inadequate financial resources. In 
order to solve this problem too, a mobile infrastructure was being created 
so that immunization could be delivered to the people, particularly at the 
periphery, on a more regular basis. It was heartening to note, however, 
that in Male, a potentially 100 per cent coverage could be achieved through 
better coordination of EPI activities using a domiciliary visit approach. 

As regards malnutrition, home gardening was being stressed. 
Simultaneously, ash latrines were increasingly being used. These helped in 
generating compost material, which could be utilized in home gardening. 

DR G. NARAYANA REDDY, representative of the Joint Commission on 
International Aspects of Mental Retardation, mentioned that the Commission 
represented two major international organizations - the International 
Association for the Scientific Study of Mental Deficiencies (IASSMD) and 
the International League of Societies of Mentally Handicapped (ILSMH). He 
thanked WHO for inviting the Commission to this session of the Regional 
Committee, which was particularly timely in relation to the forthcoming 
Seventh World Congress of IASSMD to be held in New Delhi in March 1985. It 
was gratifying to note that WHO was co-sponsoring this congress. 

He commended the efforts of WHO in this region in the field of 
mental health, as witnessed in the Annual Report. He felt, however, that 
even now mental health was given a low priority in the Member Countries and 
required further thrust. The significance of mental health should not be 
lost sight of, particularly in the context of the achievement of health for 
all by the year 2000. Primary health care should include mental health as 
one of its essential elements. It was now evident that with early case 
detection and treatment, most cases of mental ill-health could be fully 
treated. Increasing efforts should be made towards manpower development by 
strengthening the skills of basic health personnel, and by identifying and 
treating the mentally ill, the mentally deficient and neurological cases. 
In this way, people at the grassroots, who had no access to specialists, 
could benefit immensely. He requested the Regional Committee to adopt a 
resolution expressing concern at the increasing use of narcotics and drug 
abuse in the countries of this region, which was alarming, and urged WHO to 
provide the necessary support to the countries to combat this emerging 
problem. 

DR UTHAI (Thailand) emphasized the need to assign a high priority to 
mental health. In view of their increasing significance, mental health and 
oral health deserved to be included as the ninth and tenth elements of 
primary health care. It was important to integrate mental health and oral 
health services into the primary health care package right from the village 
level. He felt that there was a need for exchange of views and experiences 
between the Member Countries and international and other agencies on this 
matter, and welcomed further WHO support in these areas. 
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DR REGMI (Nepal) mentioned that Nepal was one of the least developed 
countries with a low level of socio-economic development, high infant 
mortality, high population growth rate and a considerably low life 
expectancy at birth. The lack of safe water supply, hygiene and adequate 
nutrition made the population vulnerable to various infections. 
Tuberculosis and leprosy were endemic. The incidence of malaria was on the 
increase. Children were subject to common infectious diseases of childhood, 
including diarrhoeal diseases and acute respiratory infections. Health 
facilities were few, inadequately staffed and with limited supply of 
medicines, and were not within easy access of the population. Through MCH 
clinics, maternal and child health services, including nutrition services, 
were being provided. The training of health manpower at the district level ' 
was being further strengthened. Drug abuse and the excessive use of alcohol 
were emerging as significant health problems, particularly among the 
younger age groups. If urgent preventive and curative steps were not taken 
to handle this problem, the pace of socio-economic development would be 
adversely affected. He solicited the support of WHO and UNICEF in tackling 
these problems. 

DR JIGME SINGAY (Bhutan) said that the MCH and family planning 
programmes in Bhutan had been strengthened through a UNDP-funded project, 
by expanding training and health centres, supplying equipment, and planning 
programmes for health education. A family health information system had 
also been devised. A five-year project for the reorientation of health 
workers had been formulated. This was due to end in 1985 and the Government 
had requested the funding agency and the executing agency to assess the 
progress of the project. He said that this would help the agencies to 
extend and identify the next phase of the project. 

A UNICEF/WHO survey had shown that Bhutan was facing a severe 
malnutrition problem caused by iodine deficiency. The Government had 
started an iodization plant with the assistance of UNICEF and this would be 
functioning very soon. A nutrition cell had been set up to coordinate 
activities with related departments, such as those of agriculture and 
animal husbandry. Supplementary nutrition programmes were being run with 
the help of the World Food Programme. The control of diarrhoeal diseases 
was being carried out through the existing health system. In addition, a 
survey was being carried out on infant and maternal mortality, and this 
would be completed shortly. 

The Health Department had decided to provide a home-based 
maternal-care service through the existing health infrastructure. Bhutan 
did not have any drug or alcoholism problem. 

DR SONYA POERNOMO (Indonesia) said that about half of the pregnant 
mothers in Indonesia consulted MCH centres occasionally. Pregnant mothers 
also consulted traditional birth attendants. The MCH programme was trying 
to ensure that pregnant mothers made at least four visits to the MCH 
centres in order to be screened for high-risk pregnancies and nutritional 
anaemia, which was a common problem in Indonesia. Mothers were also being 
advised to bring their children to the centres for immmunization and other 
care, since the coverage of "under-fives" was low. Regarding school health, 
first-graders were screened in elementary schools to detect diseases, 
disability and mental retardation at an early stage. Children with learning 
difficulties were sent to integrated schools at regency level. It was 
planned to have one integrated school in every regency by the end of 1989. 
Polio-afflicted children and blind children could also be taught at these 
schools. 
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Mental health, as an integral component of the primary health care 
programme, had been started within the framework of the Third Five-Year 
Development Plan (1979-1984). It was proposed to add 100 such health 
centres every year in order to achieve the target of 800 centres providing 
primary health care integrated with mental health. 

DR PRICHA DESAWADI (Thailand) said that a national nutrition 
surveillance scheme had been developed at community level, wherein the 
primary health care worker measured the nutritional level of malnourished 
children and recorded it on a chart in order to facilitate monitoring. 
Women were also trained to monitor the nutritional levels of their children 
with the help of the chart. Nutrition centres were being developed to teach 
mothers to supplement the diets of malnourished children with locally 
available products such as rice and sesame and prepare a formula for 
feeding. Very encouraging results had been obtained and there was an 
appreciable reduction in the numbers of cases of third-degree malnutrition. 

With increased life expectancy, the provision of health care for the 
elderly was also increasingly a problem, and primary health care programmes 
aimed at the aged had to be developed. Since, in the rural areas of his 
country, the life of the elderly revolved around the temple, Buddhist monks 
were used as focal points for health care advice and as health care 
providers for the elderly. A programme for the treatment of the six most 
common diseases among the elderly had been put into action in North, 
Northeast, Central and Southern Thailand. 

DR BISHT (India) said that a National Mental Health Programme had 
been approved by the Central Council of Health. This was to be implemented 
from 1985 onwards and its training programmes had to be evolved in order 
that doctors could translate its findings into action. He said that the 
entire Mental Health Programme was the outcome of active support from SEAR0 
for which he was thankful, and urged WHO to continue its valuable support. 

DR AKHTAR IQBAL BEGUM (Bangladesh) highlighted the progress made by 
Bangladesh in the fields of mental health, nutrition, MCH and family 
planning. She said that mental health units had been established in larger 
hospitals and medical colleges and were now being planned for the district 
level as well. With assistance from WHO, doctors were being trained to 
diagnose and treat early cases of mental illness at the zilla level. Phased 
provision of mental health specialists at district hospitals and trained 
mental health personnel at upazilla level was envisaged in the Third 
Five-Year Plan. 

The Government had conducted two countrywide surveys in 1964 and 
1974 to assess malnutrition, and it had been found that protein-energy 
malnutrition was predominant. The situation had deteriorated since 1974. A 
National Nutrition Council had been formed to coordinate multisectoral 
nutrition activities by implementing a national nutrition policy. The 
Public Health Nutrition Institute had embarked on a variety activities such 
as nutrition surveillance, nutrition education of the public, training of 
doctors and paramedical personnel, and research. Twenty nutrition units had 
been established at upazilla level to provide education and treatment to 
malnourished children. A feeding programme had been launched with the 
assistance of the World Food Programme, combatting nutritional diseases and 
conditions such as goitre, cretinism and blindness by the provision of 
iodized salt and Vitamin A. A nutrition unit had also been set up at the 
University to implement such programmes. 
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Dr Begum also said that in Bangladesh, the MCH programme had been 
integrated with the family planning programme and consequently suffered, 
since family planning was being achieved through contraceptive methods 
rather than through the MCH approach. However, in the Third Five-Year Plan, 
MCH was being given top priority with the aim of reducing the maternal 
mortality in Bangladesh, which was the highest in the Region. 

Bangladesh had a high birth rate, which had to be controlled. 
Programmes ranged from the national level to the grassroots. Although MTP 
was the most popular birth-control method, IUDs, injectibles and other oral 
contraceptives were also being utilized and, as a result, the population 
growth rate had declined to 2.3 per cent. 

An all-out effort was being made to implement the Oral Rehydration 
Programme under the Third Five-Year Plan. The training and educational 
component would be given priority in the educational programmes with help 
from WHO. At present, oral rehydration packets were being produced by 
cottage-industry methods. Some non-governmental organizations were 
implementing the oral rehydration programme using home-made oral 
rehydration fluid. 

DR FERNANDO (Sri Lanka) said that in his country, a multisectoral 
core group set up with the help of WHO had identified indicators on child 
mental health. These indicators had been pre-tested and submitted to the 
National Committee on Mental Health, which had approved their use. This had 
helped to identify children at high risk as regards mental problems. 
Home-based rehabilitation had been provided with the help of teachers and 
counsellors to the children identified by means of the indicators. 

He said that although drug abuse had not been a problem in Sri Lanka 
in the past, a widespread increase had been registered during the past 
year. The Department of Health used methadone to detoxify drug addicts, but 
it had been found that only those without money to buy drugs came for 
detoxification. One negative result of the programme was that a new breed 
of methadone addicts was developing. He appreciated the role of WHO in 
lending continuous support to the mental health programme and recommended 
that WHO'S intercountry inputs in mental health be strengthened. 

The CHAIRMAN summed up the discussion by mentioning two dimensions 
of the problem of drug abuse and mental health. He said that drug abuse was 
an international problem and that the cooperation of all countries in the 
Region was required in order to eradicate it. He asked WHO to initiate 
action to formulate a feasible plan at international and intercountry level 
to control drug abuse. 

Expressing his appreciation for the concerted efforts of the Member 
Countries in tackling the mental health problem, he added that it was 
necessary to realize that hospitalization was not essential for all cases 
of mental illness. Home counselling at an early stage could help in most 
cases. He stressed the need to establish middle-level treatment centres to 
function as halfway houses under the national mental health programmes. 

The REGIONAL DIRECTOR expressed his appreciation for the encouraging 
trend revealed by the Member Countries in the high degree of interest in 
the integrated approach in the MCH, family planning, nutrition and mental 
health programmes, and said that WHO was happy to be of assistance to them. 
He assured the Member Countries of the continuing support of WHO in this 
package deal. He said that, although the treatment of goitre had been given 
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attention since 1950, it was only now that it had been taken up with 
renewed enthusiasm. He informed the Cormnittee that a joint WHO/UNICEF 
comprehensive goitre control programme had been set up. 

Promotion of Environmental Health (pp.116-125) 

The CHAIRMAN suggested that this chapter be considered along with 
the resolution of the Executive Board on the same subject (EB73.R19), and 
invited comments from the delegates. 

DR ti LUN WAL (Burma) said that a high-level committee had been 
appointed to coordinate activities aimed at meeting the targets set for the 
International Drinking Water Supply and Sanitation Decade. Several 
programmes had been implemented with the support of WHO and UNICEF and 
other bilateral agencies. Inter-ministerial collaborative efforts were also 
under way to mobilize resources. Burma had projects on the utilization of 
rain water as the source of supply. By the end of the Decade, it was hoped 
to achieve the targets set for coverage by safe water supply in the rural 
and urban areas. At the moment coverage stood at 15 per cent and 51 per 
cent respectively. Similar efforts would continue in respect of the 
provision of hygienic latrines and sanitation facilities. 

DR FERNANDO (Sri Lanka) said that in his country, the concern was 
not so much the superstructures of toilets, but rather the effective, 
hygienic and proper use of squatting plates and pits. Some of the 
non-governmental organizations had helped Sri Lanka in the water supply and 
sanitation programme. The Health Ministry was promoting effective hygienic 
measures. As regards water supply, small-scale schemes had not been very 
successful because of maintenance problems. The country was concentrating 
increasingly on wells, both with and without pumps. 

DR PRICHA (Thailand) said that his country was trying to utilize 
rain water as the source of drinking water in the Northeastern Region of 
the country. It was also trying to provide water by means of digging wells. 
Inexpensive filtration equipment had been used in homes to remove 
impurities collected in rain water. 

MR YOOSUF (Maldives) said that water supply was a particular problem 
in Maldives because of its very high water table. Consequently, pollution 
was a major factor affecting the country's water supply and giving rise to 
gastro-enteric infections. 

Maldives had convened a meeting on National Environmental 
Preservation, which had also discussed water supply and sanitation. This 
problem was more severe in the capital, Male, and efforts were being made 
to develop an effective plan to counter it. Urbanization had also resulted 
in an increased use of water, creating additional requirements. Maldives 
planned to develop an effective sewerage and water supply system with the 
assistance of large donors. 

As regards ?he rural areas, providing sewerage pipes and water 
systems to every island might not be possible. However, the country was 
trying to encourage the construction of individual tanks in every house to 
collect rain water. 

DR SAMDUP (Bhutan) said that Bhutan had a national committee for 
water supply and sanitation with members from the relevant ministries and 
departments. The country had drafted a national water supply and sanitation 
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plan with the framework of the International Drinking Water Supply and 
Sanitation Decade. The plan, which would be finalized soon, identified 
certain projects that the country hoped to implement with the assistance of 
donor agencies. It was also hoped to implement the water supply scheme in 
the rural areas with the assistance of UNICEF. 

As regards sanitation, Bhutan was surveying the different types of 
latrines existing in the country and was going to formulate a plan. He 
emphasized that most of these measures were being planned with the 
community in mind since community participation would help to ensure that 
maintenance did not become a problem. 

Plans were also being formulated to provide potable water through 
developing a piping system and utilizing rainwater supplies. This was being 
planned with assistance from the World Bank. 

MS CHANDRA KALA KIRAN (Nepal) summarized Nepal's water supply and 
sanitation targets for the Decade and described the government bodies 
working to meet them. At the national level, the Ministries of Health and 
Finance and the National Planning Commission were preparing an action 
programme. Community participation and the use of appropriate technology 
and resources for water supply and sanitation were being considered. 

The CHAIRMAN, summing up the discussion on this chapter, said that, 
following the call of the United Nations to observe the International 
Drinking Water Supply and Sanitation Decade, many Member Countries had 
formulated plans of action. There had been more progress as regards water 
supply and rather less on sanitation. Since the Decade was drawing to a 
close, he called for a rapid mobilization of resources. He also drew 
attention to the success of biogas plants, which utilized excreta and 
wastes for the production of power. Perhaps some of the countries could 
think of similar measures to provide energy for small-scale uses in town 
and country. 

Diagnostic, Therapeutic and Rehabilitative Technology (pp.125-138) 

The CHAIRMAN suggested that pages 128 to 130 of this chapter might 
be taken up in conjunction with World Health Assembly resolution WHA37.32 
and the Executive Board's resolution EB73.R.15, which related to the action 
programmes on essential drugs and vaccines; while discussing pages 130 to 
132, World Health Assembly resolution WHA37.33 might also be considered, 

DR MANORAMA BHARGAVE (World Federation of Haemophilia) said that 
much remained to be done in the field of haematology, especially in the 
developing countries. She emphasized the importance of diagnosis and 
effective management, and called for the development of quality control 
laboratory services and the dissemination of information on such expertise 
throughout the country. She solicited support from agencies such as WHO in 
such an endeavour. 

DR J.G. JOLLY (Indian Society of Blood Transfusion and Haematology) 
referred to World Health Assembly resolution WHA28.72 adopted in 1975 and 
called for an organized blood transfusion programme and greater attention 
to quality control. He requested the Committee to review the blood 
transfusion needs and the ethics involved - at the regional level first, 
and then at the global level. The safety of both the donor and the 
recipient should be ensured. Facilities for screening the donor and quality 
control should be ensured in such a manner that the patient who received 
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the transfusion did not contract another disease, such as malaria, as a 
result. 

DR KWON SUNG YON (Democratic People's Republic of Korea) was pleased 
to record the contribution that the Regional Office had made in the field 
of traditional medicine in his country. In 1983, the country had taken an 
important measure to develop the Institute of Korean Medicine into an 
Academy of Korean Medicine. This measure, he hoped, would ensure the 
further development of Korean medicine. He solicited the cooperation of WHO 
and the Member States in the field of traditional medicine. 

His Government had made active and successful efforts to produce 
polio vaccine within the country. A scientific test carried out on the 
vaccine had proved that it was highly effective. He thanked the Regional 
Director and the staff of the Regional Office for the help rendered in 
providing animals for the test. 

DR BROTOWASISTO (Indonesia) said that Indonesia had formulated a 
national drug policy in 1982. A list of essential drugs had also been 
compiled. Most of Indonesia's needs in this respect were satisfied by drugs 
produced within the country. Although, in theory, Indonesia had sufficient 
drugs to supply all health centres and hospitals, its geographical features 
caused delays in despatching them to the remote corners of the country. 
Quality control activities were being undertaken with the assistance of 
Japan. A laboratory would be set up in Jakarta in 1985. The country also 
hoped to improve its information dissemination system through the 
production of a bulletin with the collaboration of the medical profession 
and the pharmaceutical industry. 

The list of essential drugs differed for different levels of health 
centres and it was designed to support the rural system. Some doctors 
preferred not to prescribe drugs from this list either for reasons of 
prestige or because they believed that the other drug prescribed was more 
effective. 

Regarding the expanded programme on immunization, Indonesia had 
reached a stage of self-reliance in the production of all but polio and 
measles vaccines. It was seeking technical assistance from Japan for the 
production of these vaccines. Joint WHO/UNICEF support and that of other 
international agencies might be asked in order to evaluate the possibility 
of this production. 

DR AKHTAR IQBAL BEGUM (Bangladesh), reviewing the situation in her 
country with regard to essential drugs, said that a Drug Policy Committee 
had been set up in 1982 and a national drug policy had been adopted on 
approval by the President. Essential drugs were being produced indigenously 
in order to achieve self-sufficiency. A non-governmental organization had 
also contributed towards this end. Local companies were being encouraged to 
produce essential drugs. As for vaccines and sera, she said that these were 
also being produced locally and could meet the country's needs. However, 
programmes for the production of drugs and vaccines were being strengthened 
and it was hoped that, by 1990, the country would be self-reliant in the 
production of drugs and vaccines. 

DR UTHAI (Thailand) said that the adoption of a national essential 
drugs policy was essential, if the goal of "health for all" was to be 
achieved. In the field of production, efforts were being made to achieve 
self-sufficiency and to provide common drugs at district and provincial 



MINUTES OF THE FIFTH MEETING 153 

hospitals in order that they might be available through village drug 
cooperatives. As in the Democratic People's Republic of Korea and India, 
the use of traditional medicines was also being promoted and supported in 
his country. As for the utilization of drugs, he welcomed the World Health 
Assembly resolution WHA37.33 on the rational use of drugs. Efforts would be 
made to implement this resolution as a part of health promotion and 
protection. As regards monitoring and control aspects, emphasis should be 
laid on having an effective and efficient drug information system. A 
regional system should also be developed for the dissemination of drug 
information in order for countries to help each other in this important 
field. 

DR BISHT (India), referring to the World Health Assembly resolution 
WHA35.27 and highlighting its significance, said that, in addition to the 
preparation of lists of essential drugs on which work had been done by some 
countries, this region also had the know-how required for the production of 
essential drugs. There was therefore tremendous scope for technical 
cooperation in the exchange of this know-how at a reasonable cost. He 
stressed that there was a need to supply essential drugs for free in cases 
where people were not able to afford them. WHO and its Regional Office 
should extend necessary support in this task so that people did not suffer 
because of non-supply or non-availability of essential drugs. 

He further said that blood and blood products were part and parcel 
of drugs and vaccines, and these should be made available at a cost that 
the people could afford. 

As regards laboratory and diagnostic facilities, India had been 
importing reagents from the developed countries because there had been 
scarcity of reagents in the country since they were being used not only in 
large institutions such as hospitals and major teaching institutions, but 
also in large amounts by students. There was therefore a need to produce, 
prepare, and make available reagents. WHO could be used as an appropriate 
forum to bring about technical cooperation among the countries in this area. 

MS HUSNA RAZEE (Maldives) sought WHO'S support to help her 
Government in the quality control of imported food as well as in the 
monitoring of the epidemiological situation due to food-borne diseases in 
the country. Owing to lack of laboratory facilities, samples were being 
sent to neighbouring countries, which represented an additional financial 
burden. 

There was a need for better laboratory and blood transfusion 
facilities. 

She reported that there had been difficulty in getting the existing 
medical personnel in her country to accept the concept of essential drugs. 
However, lists of essential drugs had been prepared for use by family 
health workers in the treatment of minor ailments. A national committee had 
been formed for the development of traditional medicine. The subject of 
traditional medicine had been incorporated into the curricula of family 
health workers so that they could utilize this system for minor ailments. 
Rehabilitation work was being undertaken under the primary health care 

, programme. 

DR HOSSAIN (Bangladesh), supplementing the information provided by 
Dr Akhtar Iqbal Begum, said that the existing two production laboratories 
were being strengthened. A central medical store was responsible for the 
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procurement and distribution of drugs and vaccines in the country. It was 
planned to set up sub-stores in all the districts with assistance from the 
Asian Development Bank. The cold-chain system was being developed for the 
storage and distribution of vaccines and sera. He observed that the country 
had been strengthening diagnostic facilities and epidemiological services 
at district levels. 

DR JADAMBA (Mongolia) said that his country had been importing all 
its requirements for drugs, vaccines and reagents and therefore had not 
emphasized local quality control. However, he was in favour of an 
intercountry programme in this field. He said that his country needed 
adequate facilities in order to avoid sending patients over long distances 
for the diagnosis of illness. 

2.  Adjournment 

The meeting was then adjourned. 
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1. Annual Report of the Regional Director (item 7, contd.) 

Diagnostic, Therapeutic and Rehabilitative Technology 
(pp.125-138) (contd.) 

The VICE-CHAIRMAN invited Dr Regmi to continue the discussion. 

DR REGMI (Nepal) said that, owing to various constraints in Nepal, 
producing lists of essentia1,drugs was but a first step. His country needed 
assistance in the supply and transportation of drugs to health posts. 
Ayurvedic medicine had been recognized by the Government and was being 
integrated at the health-post level. 

MR UMASHANKAR (India) said that the national health policy in India 
included indigenous systems of medicine at the primary health care level. 
Attempts were being made to upgrade the standards of indigenous systems of 
medicine through research councils established for each system of 
indigenous medicine, through a central council for education and through 
nacional institutes on all indigenous systems that covered medicine, higher 
education and research. In addition, attention was also being paid to the 
preparation of pharmacopoeias, inclusion of the indigenous system of 
medicine in the public health system, and finding simple cures for common 
ailments such as malaria, tuberculosis and leprosy. The indigenous system 
of medicine was integrated with primary health care. He hoped that a 
national programme on the indigenous system could be included in the next 
cycle of budget proposals. 

DR SARAYA (International Committee for Standardization of 
Haematology) said that curative measures to a large extent depended on 
laboratory support. Anaemia was one of the commonest ailments to be tackled 
at the public health level which required essential laboratory support. 
Most communicable diseases, including malaria, were diagnosed through 
laboratory tests. Deficiency in the G6-PD enzyme was a serious handicap in 
the treatment of resistant malaria, which was on the increase. Blood 
examination and inexpensive techniques could help in identifying such 
cases. Appropriate technology was desirable at the primary health care 
level; however, some standard techniques were essential in specific cases. 
With a little amount of training and minimal instrumentation, primary 
health care workers could be made competent to perform such tasks. The 
International Committee for Standardization in Haematology had produced 
standards that could be made available to countries and that could be 
adapted to local conditions. 

Disease Prevention and Control (pp.139-208) 

DR L; MYA WIN (Burma) referred to the problem of malaria and said 
that P.falciparum resistance to anti-malarials was being found in Burma. 
Vector resistance to insecticides was also being found among vector 
mosquitoes - i.e., A.balabacensis and A.minimus - in foothills and forest 
areas. Behavioural changes were also found in two vectors - exophilic and 
exophagic - which were to be found on the outsides of human dwellings; the 
spraying of insecticide on the inside walls of houses was therefore of 
little use. A.annularis, which was an animal biter, had of late started 
biting humans as well. With regard to diarrhoea1 diseases, Dr Mya Win said 
that ORS was being produced at the rate of 2 million packets per year for 
free distribution to the community. It was planned to increase the 
production to 5 million packets a year. 
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DR RAJENDRA VYAS (International Agency for the Prevention of 
Blindness) said that his agency was involved in the prevention of blindness 
in Bangladesh, India, Maldives and Sri Lanka. It was making a unique 
experiment on cases of blindness caused by nutrition deficiency in 
Bangladesh and India. In India, a small group of experts had made a 
preliminary survey, which was followed by a comprehensive medical 
intervention and health education. The experiment covered 18 districts in 9 
states of India. The most important element of the experiment was health 
education, generally conducted in religious places, which helped make the 
message acceptable to people. 

The Agency wished to collaborate with governments and organizations 
in the prevention of blindness and planned to hold a conference on the 
subject in Delhi in 1985. 

DR DAMRONG BOONYOEN (Thailand) said that Thailand had accorded high 
priority to the control of malaria. Efforts had been made to integrate 
malaria control activities into the general health services through the 
primary health care approach. There were still some aspects that needed to 
be considered in order to integrate the programme fully. Socio-economic 
factors had led to the increased migration of infected people into 
receptive areas, and of healthy people into endemic areas, and this called 
for more effective and radical treatment. The use of chloroquine could 
prove effective against Plasmodium vivax but not P.falciparum. The problem 
of P.falciparum resistance to commonly-used anti-malarial drugs was most 
serious in Thailand. In the recent past, two new drugs - mefloquine and 
fansidar - had been found to be quite effective against P.falciparum, but 
it was feared that the indiscriminate use of these two drugs might lead to 
the development of resistance to them as well. 

Dr Damrong said that appropriate measures had to be evolved to curb 
the indiscriminate use of these two drugs. He urged WHO and the countries 
jointly to evolve a strategy for the effective distribution and selective 
use of these two drugs through public health service channels. 

DR JADAMBA (Mongolia) stressed the importance of diarrhoea1 diseases 
and acute respiratory infections, particularly among children. The control 
of these diseases was an important task. 

DR SINGH (Nepal) stated that communicable diseases such as malaria, 
tuberculosis, leprosy, diarrhoea1 diseases and parasitic infections 
continued to be major causes of morbidity and mortality in his country. 
Malaria control measures at present covered 51 out of 75 districts in the 
country. He hoped that the Organization would be able to assist his country 
with insecticides such as DDT and malathion to tackle this problem. The 
expanded programme on immunization now covered 55 districts. The cold chain 
system had been expanded with the assistance of US AID, WHO and UNICEF. In 
this context, he referred to energy problems in his country, which had to 
depend on kerosene for operating the cold chain system. In the context of 
immunization, Dr Singh emphasized the importance of health education to cut 
down the drop-out rate. 

DR FERNANDO (Sri Lanka) stated that Sri Lanka had started the 
process of immunizing infants at the ages of 3, 5 and 7 months which 
ensured better coverage. Tetanus toxoid was being administered to mothers 
and children and, consequently, neonatal tetanus had been almost 
non-existent for the past two years. On the other hand, the incidence of 
malaria had been going up in recent years, mainly because people did not 
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undergo the full course of treatment. There was no drug resistance to 
malaria in Sri Lanka. Malathion was being diverted to agricultural 
purposes. The mortality rate from diarrhoea1 diseases had decreased, and 
efforts were being made to reduce it even further through the use of 
home-made fluids and oral rehydration fluids manufactured by the State 
Pharmaceutical Corporation with WHO and UNICEF assistance. Sri Lanka 
expected to become self-sufficient in the production of oral rehydration 
salt this year. The problem of social stigma associated with leprosy still 
existed. A solution to this was treatment of patients in the community, 
which was being carried out in Sri Lanka. With regard to tuberculosis, case- 
finding, prevention and treatment activities were being carried out. The 
rabies control programme was proceeding well with the assistance of AGFUND. 

MAJOR-GENERAL KEWAL KRISHNA (International Committee of Military 
Medicine and Pharmacy) stated that disasters were of a varying nature and 
inflicted great damage and, as these occurred without warning, one had to 
be prepared to face them. It was, therefore, essential to have plans for 
disaster prevention and control in the countries of the Region to meet any 
unforeseen contingencies. 

MRS BOLE (World Federation of Occupational Therapists), referring to 
the rehabilitation of the physically and mentally disabled, emphasized the 
role of the occupational therapist as the provider of child health care 
services, which were distributed among four target population groups, viz., 
healthy children, children at risk, children with tractable impairments, 
and children with non-tractable impairments. 

She stated that in rural areas there was a lack of proper rehabili- 
tative services. An important area deserving attention was treatment of 
children for the prevention of further deformities. The Federation, in 
collaboration with UNICEF, had organized a workshop recently where low-cost 
equipment for the treatment of disabled children had been displayed. The 
workshop had also prepared and distributed a manual containing guidelines 
for the treatment of developmental disorders. 

DR PRAWASE WAS1 (Chairman, SEA/ACMR) felt that a compartmentalized 
approach to disease control would not be adequate. He, therefore, stressed 
the need to pay urgent attention to the development of a managerial process 
in national disease control and for a cross-sectional approach. It would 
mean the mobilization of inputs from other closely-related areas such as 
epidemiology, diagnostic, therapeutic and rehabilitative technology, 
including drugs and vaccine development, health manpower development, 
environmental health, and health education. This would involve not only 
participation in the decision-making process but also in the implementation 
and coordination of disease control activities, which would go a long way 
towards the development of activities for the achievement of health for all 
by the year 2000. 

The CHAIRMAN stated that it was clear from the discussions that most 
of the countries were familiar with the problems that confronted them and 
were taking suitable remedial measures. He noted that indiscriminate use of 
pesticides for the control of vectors was so common that this had led to 
problems of vector resistance to these chemicals, and environmental 
pollution. He felt that, instead of using chemical pesticides, it would be 
beneficial to pay greater attention to the improvement of the environment 
and the elimination of vector-breeding places. Such public health measures 
would help to control vectors, without encountering any resistance from the 
people, and also have no residual effects. 
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The REGIONAL DIRECTOR expressed his concern over the rising trend of 
malaria cases and urged the Member Countries to remain alert and plan 
appropriate strategies to face this impending danger. 

DR BROTOWASISTO (Indonesia) said that a recent survey had indicated 
that there had been a significant reduction in the incidence of diphtheria 
due to the immunization programme in a province. This finding had 
encouraged the health authorities to intensify the programme further in the 
country. As acute respiratory infections were also an important cause of 
infant mortality, a pilot project for their control had been launched with 
the collaboration of WHO and other international agencies. 

MR UMASHANKAR (India), referring to the intervention by the Regional 
Director, stated that his country proposed to carry out an independent 
evaluation of the malaria control programme, through experts drawn from 
various disciplines. 

DR REGMI (Nepal) said that the incidence of kala-azar, which was 
once virtually unknown in his country, and encephalitis were becoming a 
public health problem in the border towns. These vectors had become 
resistant to DDT and other insecticides. He requested WHO to institute 
research in order to control these vector-borne diseases. He expressed his 
country's appreciation to WHO for its timely assistance in vaccinating more 
than 400 000 people within a very short time during an epidemic of 
meningitis during the past year. This had resulted in a substantial 
reduction in the number of meningitis cases this year. Cases of infective 
hepatitis were on the increase in Nepal as well as in some other countries 
of the Region, and he urged WHO to formulate a plan to control it. 

DR MAHAPATRA (Permanent Commission and International Association on 
Occupational Health) said that information on occupational diseases was not 
readily available, but non-reporting of occupational diseases did not 
necessarily mean non-incidence. He appealed to WHO to take the initiative 
in getting information on the occupational habits of industrial workers who 
became handicapped due to accidents or as a result of industrial diseases. 

DR USHA LUTHRA (International Association of Cancer Registries) said 
that cancer was an emergent disease in the Region and advocated the need to 
establish a network of facilities for the registration of cancer patients 
and for carrying out epidemiological studies. The Association had taken the 
lead in encouraging activities of this type, since the problems were common 
in the countries of the Region. She requested WHO to act as a catalyst in 
helping countries to establish cancer detection centres for registration. 
Early detection and treatment could, in the long run, be more 
cost-effective in both physical and financial terms. 

The REGIONAL DIRECTOR assured the Committee that although the 
chapter on non-communicable diseases in the Annual Report was short, the 
Organization was cognizant of the fact that these were emerging problems in 
the Region and appropriate programmes for prevention and control were being 
stimulated and supported by WHO. 

Health Information Support (pp.209-211) 
Support Services (pp.213-219) and 
Annexes (221-224') 

DR JADAMBA (Mongolia) sought clarifications about the revolving fund 
for reimbursable purchases, emergency supplies, translation facilities for 
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documents and publications into one of the Organization's official 
languages, and about the number of established posts in the Regional Office. 

The REGIONAL DIRECTOR replied that the revolving fund had been set 
up by WHO headquarters to facilitate Member Countries to pay for the 
purchase of supplies in local currency. In the case of emergencies such as 
disasters and calamities, WHO usually sent a small token amount of supplies 
for immediate use on receiving information, since it would take time for 
the national authorities to draw up lists of requirements and for these 
lists to be processed. Further assistance of a substantial nature could 
only be provided by the United Nations Disaster Relief Organization and 
this, too, only after official notification by the government. 

With regard to the number of established posts in the Regional 
Office, he explained that most of the staff was shown as field and project 
staff and the 18 posts referred to represented only those who were Regional 
Office core staff. 

As regards translation, the Regional Director noted that English was 
ihe only official language in use in the Regional Office; hence there was 
no arrangement for regular translation. However, funds existed at WHO 
headquarters to subsidize the translation of publications into local 
languages. These funds were disbursed in response to ad hoc requests from 
the countries and the Regional Office would be glad to forward and follow 
up on such requests. As yet, no translations had been subsidized in the 
South-East Asia Region. Arrangements had been made to provide Mongolia with 
all Russian-language publications upon issue by WHO. 

2 .  Consideration of Resolutions of Regional Interest Adopted by 
the World Health Assembly and the Executive Board (item 8) 

The REGIONAL DIRECTOR, introducing the document (SEA/~c37/6) on this 
subject, said that the resolutions had been taken up during the discussions 
on the annual report. The purpose of introducing it was merely to inform 
the Regional Committee of what had taken place at the World Health Assembly 
and the Executive Board. 

3. Women, Health and Development (item 14) 

The REGIONAL DIRECTOR said that in addition to the agenda paper on 
the subject (document sEA/RC37/8), another document (SEA/WHD/l) had been 
distributed, which, though not a working paper, set out the programme for 
increased involvement of women in developmental activities. He drew the 
attention of the Cornittee particularly to the fact that this subject was 
one of the agenda items slated for the Thirty-eighth World Health Assembly / 
to be held in May 1985. 2 

The CHAIRMAN then opened the subject for discussion stating that a 
detailed deliberation was called for on the role of women in health and 
development. 

MS NAGPAL (International Council of Nurses) said that in India, 72.7 
per cent of paramedical personnel were women and 25 per cent were in the 
medical field; the percentage of women nurses was 75-80. She then read out 
a statement on behalf of the International Council of Nurses, mentioning 
that in May 1984, the World Health Assembly had adopted a resolution 
recognizing the role of nursing personnel in the provision of health 
services. The resolution recommended changes in nursing education, and 
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called for greater participation of nurses in planning, management training 
and research on primary health programmes in the national health systems. 
It also called upon voluntary organizations to support WHO policies 
regarding the promotion of primary health care and to mobilize resources to 
support national organizations. 

Keeping in view the WHA resolution, the International Council of 
Nurses (ICN) had conducted five regional workshops with representatives 
from 63 countries with a view to assisting national nurses associations in 
bringing about changes in nursing curricula in order to make nurses more 
effective. Without developing a comprehensive nursing component in nationai 
health policies, no country could tap the full potential of its health 
manpower resources. She concluded by offering the full support of the ICN 
in the implementation of "health for all" strategies. 

DR SONYA POERNOMO (Indonesia) said that in Indonesia women were 
active in almost all sectors - ranging from agricultural workers and 
factory employees to cabinet ministers. The country had a programme for the 
role of women. Women belonging to the middle class had maintained their 
traditional identity whereas in the urban areas they were bolder and 
self-assured. Women shouldered the heaviest burden - raising children, 
running the household, and fetching water. The country's Constitution 
provided equal rights to women. 

As regards the health status of women, the maternal mortality rate 
was quite high, and the high death rate among mothers was the result of 
inadequate knowledge of health, nutrition, sanitation and hygiene. 

Stressing the role of women in health development, she said that 
educating and improving a woman's knowledge amounted to delivering a 
message to the whole family. In the past few years, the role of women in 
health development in the community and in the villages had become 
spectacular through the PKK. Women constituted 45.9 per cent of health 
manpower; 95 per cent of the TBAs were women. Indonesia was one of the four 
countries selected by the United Nations for case studies in 1980. At the 
decision-making level, the percentage of women was, however, very low. 

She suggested that the policies should be reviewed to ensure 
participation of women in policy formulation and decision-making in health 
systems; adequate resources should be provided to implement WHD activities 
in the context of PHC; Member States should be assisted in promoting 
research and the development of appropriate technology; special attention 
should be given to reducing the burden on women in the working and home 
environments, and the occupational health of agricultural workers and those 
in small industries should be ensured; governments should be given 
assistance in strengthening the coordinating mechanism; and NGOs should be 
given greater support to implement activities for promoting women's health 
status. 

MRS VIRMANI (International Council of Women), said that the problems 
of women were not merely a women's problem; they were really a serious 
social problem. The United Nations Convention on the elimination of all 
forms of discrimination against women was an important landmark in 
international commitment. However, the status of women in India, for 
example, had shown little improvement. The number of unemployed women had 
increased because the employers were less inclined to give employment to 
women. They were also under the misconception that women would not be able 
to do the same amount of work as men. knother reason for the b i ~ s  egni?.st 
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employing women was tire fact that they would have to be given maternity 
benefits. 

She felt that sterilization programmes should be aimed at men more 
than at women. The quest for male children in preference to girls in a 
family had led to an increase in the population. Compulsory education 
should be provided to ensure an equal status for women, home service 
facilities in health care should be undertaken and legislative measures 
wherever necessary should be taken to ensure implementation. 

MS CHANDRA KALA KIRAN (Nepal) said that, in her country, where 
women contributed more than 50 per cent of the agricultural work and where 
household chores were the entire responsibility of women, it was essential 
to raise their health status. This would in turn result in increased 
agricultural production and the creation of a healthy environment for 
future generations. Age-old socio-cultural taboos had to be eliminated if 
the participation of women in the process of health and other developmental 
activities was to be achieved. The family planning programme and its 
emphasis on birth reduction should aim at correcting the prevailing social 
attitudes regarding fertility and metabolic hereditary disorders and the 
sex of the child, for which women were generally blamed. Labour-saving 
devices in rural areas needed to be developed and attempts made to obtain 
the services of older women for maternal and child health services in the 
rural sector. This would help promote women's health and their 
participation in development. Non-governmental organizations could also 
play an important role in this direction and should not restrict their 
activities to family planning and nutrition education only. Besides, there 
was a great need for increased government support to non-governmental 
agencies as well as for programmes to improve women's mental and physical 
health. It was the joint responsibility of the government and international 
and voluntary agencies to create more and more employment opportunities and 
educational facilities in order to ensure women's participation in and 
contribution to health and development activities. She therefore advocated 
preferential measures and priority so that the status of women was upgraded 
socially and economically and eventually they would be able to take care of 
their own health and that of their family, in particular, and the health of 
the nation as a whole. 

DR AKHTAR IQBAL BEGUM (Bangladesh) said that her country, where 90 
per cent of the population were Muslims, had a different socio-cultural 
pattern whereby women were confined to the home. However, recently there 
had been a realization to involve women, who formed 50 per cent of the 
total population, in the country's development activities. She referred to 
the creation of the Department of Women Affairs with a woman as the 
minister. However, sufficient numbers of women were not yet involved in 
nation-building activities. Women constituted thirty per cent of the 
students in medical colleges; 20 per cent of the seats in medical colleges 
were reserved for women in order to give them encouragement. In the nursing 
.and othcr paramedical professions almost 90 per cent were women. It was 
essential to improve the status of women and involve them in develop men^ 
activities so that they could contribute towards maintaining their own 
health and that of their families and communities. 

DR UTHAI (Thailand), endorsing the views of the representatives from 
Bangladesh and Nepal, said that women had to play various important roles. 
It was true that women had been involved more and more in the health 
profession, especially in the field of nursing. He referred to a number of 
programmes in the health and other development sectors where the 
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participation of women had been encouraged. NGOs could also play a vital 
role in this direction. 

MS HUSNA RAZEE (Maldives) said that in Maldives, women enjoyed a 
considerable amount of freedom. Although a good percentage of women were 
holding either administrative jobs or engaged in household chores, there 
were few women at the decision-making level. This did not, however, mean 
that women were discriminated against. As long as a woman possessed the 
required educational qualifications and experience, she was treated on an 
equal footing with men. The literacy rate was higher for women than men. 
The Government provided equal opportunities to both sexes to undergo higher 
studies. However, early marriage among girls prevented them from 
undertaking higher studies. 

In the field of health, women shared the benefits of primary health 
care equally with men. However, there was a growing concern for the health 
of women in the reproductive age due to the high maternal mortality rate. 
In order to curb this problem, a training programme was being carried out 
to train TBAs, community health workers and family health workers. Besides, 
there was a need to create an awareness, especially among women, in regard 
to various aspects associated with their health and well-being. To this 
end, special health education lessons needed to be incorporated into the 
curriculum of higher secondary classes. 

As for the integration of women in health development, it was 
gratifying that women were in large numbers in the health sector as 
doctors, nurses, community health workers, family health workers and TBAs. 

4 .  International Flow of Resources for 
Strategy for Health for All (item 15) 

The REGIONAL DIRECTOR, referring to the documents on this subject 
(SEA/RC37/9 and sEA/Rc37/10), said that the Regional Committee had decided 
three years ago that the members of the Health Resources Group from this 
region would report to it on the resources situation and on their 
attendance at the HRG meeting. He added that Bangladesh and Sri Lanka would 
be completing their term on the HRG and the Regional Committee was required 
to nominate two members for the two-year term, 1985-1986. 

DR AKHTAR IQBAL BEGUM (Bangladesh), presenting the joint report on 
behalf of Bangladesh and Sri Lanka, said that the agenda of the Preparatory 
Committee in 1983, which had been chaired by Mr A.B.M. Ghulam Mostafa of 
Bangladesh, included the progress report on resource development, reports 
of new CRU reviews and future actions for 1984-85. 

The meeting had stressed the need for continuity in the CRU review 
process to stimulate the flow of donor resources to the health sector. It 
had also called for the simplification of existing modalities of external 
aid disbursement, as the majority of the developing nations not only lacked 
resources but also had bureaucratic structures with lengthy procedural 
requirements. 

Some concern had been expressed at the poor management of health 
development programmes. It had been suggested that external support should 
be directed towards improving competence in resource management. The role 
of WHO in providing catalytic support had been stressed and meetings at 
shorter intervals were called for in order to make a closer scrutiny of 
problems. Annual or bi-annual working-level meetings for strengthening the 
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monitoring process for limited resources were recommended for the 
successful follow-up of health planning processes. 

She concluded by saying that the development of primary health care 
should be phased in proportion to available resources and national groups 
for health resources should pursue the implementation of CRU 
recommendations. 

The CHAIRMAN invited proposals for the nomination of two members to 
the Health Resources Group. On a proposal by DR FERNANDO (Sri Lanka), 
seconded by DR UTHAI SUDSUKH (Thailand), India and Indonesia were nominated 
to represent the South-East Asia Region in the Health Resources Group for 
the two-year term 1985-1986. 

5. Adjournment 

After a few announcements, the meeting was adjourned. 
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1. Tropical Diseases Research - Report on the Joint 
- - - 

Coordinating Board, Special Programme for Research 
and Training in Tropical Diseases (item 17) 

Initiating the discussion, the REGIONAL DIRECTOR drew the attention 
of the Committee to the report of the Joint Coordinating Board (SEA/RC37/ 
Inf.2). He said that the Special Progrannne for Research and Training in 
Tropical Diseases (TDR) covered communicable diseases, particularly malaria 
and leprosy, and the control of various vectors. Since 1975, when the 
Programme started, it had supported a total of 222 projects in the Region 
at a cost of 9.5 million dollars. Of these, 113 were research projects, 
with an allocation of 4.5 million dollars, and 109 covered research 
capability strengthening activities, with an allocation of about 5 million 
dollars. Currently, several scientists from the Region were participating 
in the Programme and he was pleased to note the commitment of the 
governments in the Region in this regard. 

The Programme was supervised by the Joint Coordinating Board (JCB), 
which was its highest governing body. Three countries of the South-East 
Asia Region - Burma, India and Thailand - were currently members of this 
board. Burma and India had been nominated by the Regional Committee while 
Thailand had been appointed by the Board itself. The last meeting of the 
Board had been held in Bangkok in June 1984 in which Burma and India had 
participated. He suggested that the representative of one of the two 
participating countries report on this meeting, as agreed at the 
Thirty-fourth session of the Regional Committee. , 

The CHAIRMAN requested the representative from India to present the 
report. 

Presenting the report on the meeting, MR UMASHANKAR (India) 
explained the objectives of the Programme, which were to develop new tools 
and techniques to control six major diseases and strengthen research and 
training in countries where the diseases were endemic. The diseases were: 
malaria, schistosomiasis, filariasis, trypanosomiasis, leishmaniasis and 
leprosy. The Programme was funded from extrabudgetary resources and 
sponsored by UNDP, the World Bank and WHO. 

The meeting of the Board had been held from 25 to 27 June and had 
been attended by representatives from Burma and India for the South-East 
Asia Region. The Standing Committee of the Board had presented its progress 
report and had explained that the Programme had been progressing 
satisfactorily and that it was on the threshold of a breakthrough that 
would imply a significant health advancement for the countries affected by 
the six major diseases under its purview. During the discussion of the 
report, the need to integrate new tools and techniques developed by the 
Programme into the primary health care services of the countries had been 
emphasized. The sponsoring agencies had expressed their concern about the 
availability of funds for maintaining the present pace of the Programme and 
had made an appeal to the highest levels for additional funds. The 
inadequate development of epidemiological and research capabilities in the 
countries had been noted. The meeting had also heard a report on the 
scientific and technical progress of activities in the different 
programmes. In the field of malaria, these related to the development of a . 
vaccine, chemotherapy and field research. Vector control measures and 
problems had also been mentioned. A clinical-trial centre was proposed to 
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be established for filariasis. The importance of epidemiology and field 
research had been emphasized. 

It had been explained that the emphasis of the Programme was to 
stimulate and assist the countries affected by these tropical diseases to 
assume a leading role in research activities. The need to strengthen the 
countries' research and training capabilities for ensuring their ability to 
absorb the new tools and techniques in their systems had been repeatedly 
emphasized. 

Mr Umashankar referred to three important aspects of the 
deliberations that were of immediate significance to the South-East Asia 
Region: (i) the availability of resources for the continuance of the 
Programme at the present pace; (ii) the development and expansion of the 
base of research and training in countries; and (iii) the promotion of 
epidemiological services and encouragement of field research. The meeting 
had also called for a conscious effort on the part of the countries to 
promote necessary research capabilities and to develop research proposals 
for meeting their own needs. 

DR SINGH (Nepal) enquired about the status of development of a 
vaccine for malaria control. 

Replying, MR UMASHANKAR (India) said that research efforts indicated 
that there was a possibility of such a vaccine being developed, but there 
was no indication as to how long it would take. He expected that it would 
take at least five years. 

In view of the limited research capabilities in the countries of the 
Region, DR DAMRONG (Thailand) wished to know what kind of support would be 
extended by the TDR for the strengthening of institutions and what 
financial support could be made available by WHO. 

DR BISHT (India) said that the budget allocated for the TDR had its 
limitations. He assumed that the allocation in future would either remain 
steady or decrease. Considering also the inflationary trends and the rising 
cost of research efforts, both in regard to the acquisition of skills and 
instruments, the funds most likely to be made available to institutional 
strengthening would be very limited. In order that this important aspect of 
institutional strengthening was not neglected, he thought that greater 
cooperation could be mobilized by Member Countries themselves to support 
this activity. 

Referring to Table 2 of document SEAlRC371Inf.2, MS HUSNA RAZEE 
(Maldives) commented that there was no allocation for Maldives, possibly 
because there were no facilities in that country for carrying out research. 
She supported the views expressed by the representative from Thailand and 
requested WHO to assist Maldives in building up research capabilities by 
training manpower and providing facilities. 

The CHAIRMAN drew the attention of members to the summary of 
projects appearing on page 4 of document SEAlRC37IInf.2. While it was 
agreed that research programmes were formulated on the basis of 

+ epidemiological studies conducted on diseases, he noted that no funds had 
been earmarked for epidemiology. He wondered whether the representative 
from India, who had participated in the JCB meeting, could clarify this - point. Thereafter he requested the Regional Director to respond to the 
other points raised during the discussion on the subject. 
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MR UMASHANKAR (India) said that, with regard to institution 
strengthening, it was essential to train national personnel - high-level 
research and health administrators - through ongoing research projects 
abroad. In this context, he concurred with the suggestion of Dr Bisht 
(India) to mobilize cooperation among Member Countries to solve this 
problem. In regard to research allocations, he said that they were made on 
the basis of proposals received by WHO and pointed out that WHO was willing 
to assist Member Countries if they could submit sound proposals. The 
Scientific and Technical Advisory Committee of the TDR was already 
examining this question. 

The REGIONAL DIRECTOR said that increasing amounts of research 
proposals had been received and approved for funding during the past three 
years. He attributed this increase to the activities undertaken by WHO in 
countries on training in research methodology under the regular budget of 
the Region and not directly under TDR funds. He cited the instance of 
Nepal, where the national research coordination body had been functioning 
for two years with the stimulation and close collaboration of WHO. In 
Maldives, national personnel were being trained in research methodology and 
statistical methods. It might not be possible to expect an increase in the 
allocation of funds under the TDR in isolation, but the allocation should 
be examined in the totality of the research programme to accommodate 
governments' priorities. 

Referring to the Chairman's observations that no funds had been 
allocated for epidemiological studies, the Regional Director said that the 
table did not reflect funds allocated from outside the TDR Programme. 
While, in Mahidol University, Thailand, research in tropical medicine was 
being carried out with TDR funding, other activities related to 
epidemiology were being carried out with funds provided under the regular 
regional budget. These activities included the training of health workers 
in epidemiology in Thailand and Indonesia; India was also establishing such 
a training programme. 

He observed that WHO was supporting the development of vaccines. The 
development of vaccines to control malaria, dengue haemorrhagic fever and 
leprosy was already in progress in the Region. In view of the complications 
inherent in the development of a vaccine for malaria (related to the 
different stages of parasites and species and their resistance), there were 
many problems still to be overcome before a vaccine could become available. 
Although work on a malaria vaccine would continue, the present control and 
prevention technology on malaria had to be based on other available 
technologies, without depending too much on vaccine. 

MR UMASHANKAR (India) stated that, although the epidemiological 
services were inadequate in most countries, there was a relative lack of 
projects on epidemiology from this region in the TDR Programme. Out of a 
total of 246 projects supported by the Programme so far, only 32 related to 
epidemiology. 

2. Selection of a Subject for the Technical Discussions at the 
Thirty-eighth Session of the Regional Committee (item 18) 

The CHAIRMAN invited the Regional Director to introduce the subject. 

The REGIONAL DIRECTOR stated that the first part of the background 
document (SEA/RC37/11) contained topics that had been taken up for 
technical discussions at sessions of the Regional Committee during the past 
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decade. To assist the Regional Committee in its selection of a topic for 
discussion next year, the second part of the document listed four subjects, 
one of which could be adopted. These included (1) continuing education for 
peripheral health workers; ( 2 )  integrated control of priority communicable 
diseases using primary health care infrastructure; (3) quality surveillance 
of drinking water at the national level, and (4) strengthening of national 
research capabilities in support of "health for all" strategies. He invited 
the Committee to adopt one of these subjects or an entirely new subject. 

DR BISHT (India) stated that the incidence of oral cancer and 
diseases related to the use of tobacco, especially among the younger 
population, had assumed major proportions in the countries of the 
South-East Asia Region. Diseases caused by the use of tobacco were costly 
to treat though easier to prevent. About 50 per cent of the total cancer 
cases in the Region could be traced to the use of tobacco. Action needed to 
be taken to collect data on this aspect so that the prevalence of these 
diseases could be checked, given the fact that they had a direct bearing on 
primary health care. He therefore suggested that "Control of Tobacco-Related 
Diseases, with special reference to Cancer" be adopted as the topic for 
discussion at the Thirty-eighth session of the Regional Committee. 

DR FERNANDO (Sri Lanka) supported the topic suggested by Dr Bisht 
and stated that the use of tobacco was harmful not only to the user but 
also to those who were "passive smokers". 

DR JADAMBA (Mongolia) stated that, while he supported Dr Bisht's 
views about the problem of tobacco-related diseases, this topic had been 
widely discussed at many international meetings. There were even several 
World Health Assembly resolutions on the subject. While not denying the 
importance of this subject, he thought that the first two topics given 
in the background paper were more suitable, and proposed the adoption of 
topic 1, "Continuing education for peripheral health workers", as the 
subject for technical discussions. 

DR MOHAMMAD ISA (Indonesia) supported the views of the representative 
from India on the subject. 

DR SINGH (Nepal) also supported the views of the representative from 
India but suggested that drug abuse and alcohol also be included along with 
the subject proposed. 

MR YOOSUF (Maldives) stated that an important problem in his country, 
as in many other countries of this region, was that of putting together the 
various programmes on communicable disease control. As most countries were 
adopting a linear or fragmented approach, he felt that a discussion on 
topic 2 of the background paper, vie., "Integrated control of priority 
communicable diseases using PHC infrastructure" would be of broad interest. 

DR HOSSAIN (Bangladesh) supported the suggestion of the 
representative from Maldives, since the control of communicable diseases 
constituted one of the important elements of primary health care. 

DR U LUN WAI (Burma) supported the suggestion of the representatives - from Bangladesh and Maldives. 

DR UTHAI (Thailand) stated that his delegation supported the views 
of the representatives from Burma, Bangladesh and Maldives. Communicable 
diseases were a major health problem in the Region both as regards 
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morbidity and mortality. This was a priority for research and was included 
as one of the elements of primary health care. Furthermore, although the 
technology for the control of communicable diseases had improved 
tremendously, appropriate technology was lacking for primary health care 
related to these diseases in village communities. Exploring this aspect of 
primary health care in depth would be in conformity with Thailand's policy 
of helping people to achieve self-reliance. Further, communicable disease 
control was being implemented as a vertical programme and it was time that 
these activities were integrated and implemented at the community level. 

MAJOR-GENERAL KEWAL KRISHNA (International Committee of Military 
Medicine and Pharmacy) supported consideration of the subject proposed by 
Dr Bisht. 

The CHAIRMAN felt that opinion seemed divided equally between the 
two subjects, and invited the views of the Regional Director on the topic. 

The REGIONAL DIRECTOR stated that, out of eleven delegations 
present, two had not expressed any views, three had favoured a discussion 
on tobacco-related diseases, with some modifications, while four were in 
favour of discussing communicable diseases. One delegation favoured a 
discussion on continuing education for peripheral health workers. 

DR JADAMBA (Mongolia) clarified that he had been in favour of 
selecting one of the first two topics proposed in the background document. 
and would now opt to select the topic of communicable diseases for 
technical discussions. 

The REGIONAL DIRECTOR stated that, since the majority appeared to be 
in favour of holding technical discussions on "Integrated control of 
priority communicable diseases using PHC infrastructure", this topic could 
be taken up at the Thirty-eighth session. As for the other topic that had 
been proposed, "Control of tobacco-related diseases with special reference 
to cancer," which was also very important, a regional consultation could be 
arranged, independent of the Regional Committee. 

Summing up the discussion, the CHAIRMAN stated that the subject for 
technical discussions at the Thirty-eighth session of the Regional 
Committee would be "Integrated control of priority communicable diseases 
using PHC infrastructure". 

3 .  Time and Place of Forthcoming Sessions of 
the Regional Committee (item 19) 

Introducing the subject, the REGIONAL DIRECTOR informed the 
delegates that Burma had expressed its inability to host the Thirty-eighth 
session of the Regional Committee in view of its preoccupation with the 
convening of the Party Congress and holding of general elections in the 
country, which would coincide with the dates of the Regional Committee. It 
would, therefore, be necessary to decide on an alternative venue. He 
referred to resolution s E A / R C ~ ~ / R ~ ,  which recommended the convening of 
Regional Committee sessions in the Regional Office from time to time, and 
said that the Committee had been held outside the Regional Office for four 
successive years (1980-1983). The Director-General of WHO had also been 
suggesting during the past two or three years that, as a matter of 
principle, the Regional Committee should be held at the site of the 
Regional Office during years when the agenda included nomination of the 
Regional Director. This suggestion had been made in the interest of 
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assuring "neutrality". Since the Thirty-eighth session of the Regional 
Committee would have as an agenda item the nomination of the Regional 
Director, it would be in order to hold the session in the Regional Office. 

DR FERNANDO (Sri Lanka) agreed with the principle established by the 
Director-General and added that holding the Regional Committee at the 
Regional Office provided an added advantage in that delegates also had the 
opportunity of discussing items of interest with the Regional Office staff. 

DR JADAMBA (Mongolia) and DR SAMDUP (Bhutan) supported the proposal 
to hold the next session in the Regional Office. 

DR SINGH (Nepal) supported the proposal but felt that it would be 
worthwhile seeking the views of the Government of India regarding hosting 
the meeting. 

The REGIONAL DIRECTOR clarified that holding a session of the 
Regional Committee in the Regional Office was not the same as having it 
hosted by the Government of India. 

MR CHAUHAN (India) stated that his delegation had not considered 
hosting the next session of the Regional Committee in India. Moreover, the 
Director-General's suggestion of holding the next session on neutral 
territory as the nomination of the Regional Director was to be an important 
topic for discussion was quite valid. He, therefore, expressed the support 
of the Indian delegation for the suggestion that the session be held in the 
Regional Office. 

DR MOKAMMAD ISA (Indonesia), MR YOOSUF (Maldives), MR KWON SUNG YON 
(Democratic People's Republic of Korea), DR UTHAI (Thailand), and DR HOSSAIN 
(Bangladesh) all expressed support for the proposal to hold the next 
session in the Regional Office. 

DR U LUN WAI (Burma) stated that Burma regretted the inconvenience 
caused by the change in venue and expressed support for the proposal to 
hold the session of the Regional Committee in the Regional Office. 

Summing up the discussion, the CHAIRMAN said that it was the 
unanimous decision of the Regional Committee to hold its Thirty-eighth 
session in the Regional Office. 

4 .  Consideration of the Report of the Sub-committee 
on Programme Budget (item 10.1) 

DR UTHAI (Thailand), Chairman of the Sub-committee on Programme 
Budget, presenting its report (document SEA/RC37/19), mentioned that the 
Sub-Committee had reviewed the implementation of the WHO collaborative 
programme during the biennium 1982-1983 and during the first six months of 
the biennium 1984-1985, taking into consideration the reports of the Fifth 
and Sixth Meetings of the Consultative Committee for Programme Development 
and Management (CCPDM). The Sub-committee had felt that the established 
practice of the CCPDM conducting a review of programme implementation every 
six months of the biennium was worthwhile and should be continued in the . future. 

The REGIONAL DIRECTOR, referring to the last paragraph on page 1 of 
the report of the Sub-committee, pointed out that intercountry funds were 
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not distributed among the countries but were utilized to support activities 
concerning problems common to more than one country. 

Referring to the observation of the Sub-committee regarding the fact 
of a "low proportion of UNDP resources" being available, he explained that 
the Detailed Programme Budget for 1984-1985 indicated the availability of 
UNDP funds at the time of preparation of the budget. This position was 
subject to change during the period of implementation, and more UNDP funds 
might become available during this biennium. Further, he informed the 
Committee that UNDP would be formulating its Fourth Regional Programme in 
two years, and impressed upon the delegates the necessity of adequately 
briefing the national representatives to the meetings of the UNDP coordi- 
nating and consultative bodies for project formulation and approval, so 
that health priorities were appropriately reflected in their deliberations. 
The WHO Programme Coordinators and Representatives had also been briefed 
about this and he hoped to present to the Regional Committee some proposals 
or projects for the UNDP regional programme in 1985. 

MR HELMHOLZ (Director, Support Programme), pointed out that the 
title of Annex 2 to the report of the Sub-committee on Programme Budget 
should read, "Extracts from the Report of the Sixth Meeting of the 
Consultative Committee for Programme Development and Management, SEARO, New 
Delhi, 14-17 September 1984 (document SEAIPDMlMeet 618)". 

DR JADAMBA (Mongolia) requested that, in future, the Regional Office 
provide information on the utilization of intercountry funds for activities - 
in each Member Country. He recalled that similar information had been 
provided by the Regional Office to the Twenty-ninth session held in Srinagar 
in 1976. He also desired that his earlier statement regarding the criteria 
for the allocation of resources be reproduced in full in the minutes of 
this session of the Committee. 

The CHAIRMAN wondered whether it would be possible for the Regional 
Office to provide details of the expenditure of intercountry funds by 
country. 

The REGIONAL DIRECTOR replied that it would not be easy to provide a 
breakdown of expenditure in terms of dollar values by country or activity; 
however, efforts would be made to make available information on the 
activities undertaken. 

The CHAIRMAN asked the Mongolian delegate to clarify whether he 
wanted information on the expenditure of intercountry funds by country or 
information on activities carried out in each country with intercountry 
funds. 

DR JADAMBA (Mongolia) clarified that he had sought information on 
the latter. 

The REGIONAL DIRECTOR agreed to provide the information desired by 
the delegate from Mongolia. 

MR CHAUHAN (India) stated that the report of the Sub-committee had 
mentioned that various items would be considered in future meetings of the 
CCPDM. However, during the discussion on the Regional Director's Annual 
Report, a question had been raised as to whether the report of the CCPDM 
should be considered by the Committee or whether it should itself review 
the Annual Report. In view of this uncertainty, he suggested that the 
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Committee clearly define the role and functions (terms of reference) of the 
CCPDM and its relationship with the Sub-committee on Programme Budget and 
the Regional Committee. 

The REGIONAL DIRECTOR briefly traced the origin of the CCPDM and 
stated that initially the Regional Committee had asked him to establish a 
"Small Committee" to go into details on important matters which the 
Regional Committee could not look into for want of time. Later on, this 
"Small Committee" had been institutionalized and renamed the Consultative 
Committee for Programme Development and Management (CCPDM). He therefore 
sought the guidance of the Regional Committee as to what role and functions 
it wished to assign to the CCPDM. 

DR RAHMAN (Director, Programme Management), supplementing the 
information provided by the Regional Director, stated that, in accordance 
with the wishes of the Regional Committee, the Regional Director had 
established the "Small Committee" to make an in-depth study of different 
subjects in the field of programme development, implementation, monitoring 
and evaluation. The Regional Committee, by its resolution SEA/RC34/R11, had 
requested the Regional Director to re-establish such a committee to carry 
out various tasks, including reviewing ongoing intercountry projects, 
evolving a long-term perspective plan and redefining the criteria for 
intercountry projects. The Committee, at its Thirty-fifth session, had 
desired that the "Small Committee" carry out a review of the implementation 
of WHO'S collaborative programme every six months. The Thirty-sixth session 
of the Regional Committee had institutionalized this mechanism, renamed it 
and decided that it should, in addition, continue to carry out a detailed 
review of the Regional Director's Annual Report and submit its report to 
the Regional Committee for its consideration as an information document. 
This year, besides these topics, the CCPDM had deliberated on the common 
framework and format for evaluating the strategies for "health for all by 
the year 2000m, and on innovative approaches in the functioning of the 
Regional Committee. This had been done on the understanding that the 
utility of the CCPDM had been acknowledged by the Sub-committee on 
Programme Budget and the Regional Committee in the early years and it had 
come to be recognized as the working arm of the Regional Committee. 

With regard to the constitutional validity of the Regional Committee 
taking into consideration the report of the CCPDM when reviewing the Annual 
Report of the Regional Director, Dr Rahman mentioned that this question had 
also come up at the Thirty-sixth session, held in Nepal. One of the 
alternatives considered at that time was that the Regional Committee itself 
should review the Regional Director's Annual Report. The second alternative 
was that the report of the CCPDM should be used as a briefing document or 
background material during discussions on this agenda item. The third 
alternative was that the rapporteur or chairman of the CCPDM should read 
out the relevant extracts from the report of the CCPDM. Of the three 
alternatives, the Regional Committee had decided that the CCPDM's report 
should be treated as briefing material. Therefore, this report had been 
presented to the Regional Committee this year as briefing material on the 
Annual Report. He requested the Regional Committee to provide guidance as 
to what its functions should be in the future. 

The CHAIRMAN intervened to say that the item under discussion was 
the report of the Sub-committee on Programme Budget and that, therefore, 
the discussion of the role and functions of the CCPDM should be considered 
separately in the next meeting, if the Regional Committee so desired. He 
then passed on to the next item. 
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5 .  Consideration of Recommendations arising out of the 
Technical Discussions on Innovations in Primary 
Health Care within the Community (item 11) 

DR MOHAMMAD ISA (Indonesia), Chairman of the technical discussions 
group, presenting its report, said that the group had met on 20 September 
1984 and that representatives from the Member Countries and the non-govern- 
mental organizations had participated. The main purpose of the discussions 
had been to analyse a wide range of examples of innovations in primary 
health care in the Member States, and to identify the circumstances 
surrounding the initiation and maintenance of those innovations as a basis 
for encouraging countries to expand on them, both in scope and in terms of 
the number of communities that were involved. The innovative approaches 
being made in the countries had been critically reviewed under five 
headings: developmental process, resource utilization, role of the 
community, social, economic and cultural characteristics of communities, 
and the role of the government. The recommendations arising out of the 
discussions were contained in document SEA/RC37/20. The group had also felt 
that an appropriate resolution should be framed on the topic endorsing the 
recommendations and requesting the Regional Director to support the Member 
Countries in implementing the recommendations. 

(At this stage, the Vice-Chairman took the chair.) 

The REGIONAL DIRECTOR said that the Organization, for its part, 
would do its best to implement the recommendations of the technical 
discussions group. Since all the Member Countries had been represented in 
the technical discussions, he would not go into the details of the report. 
He would only emphasize that the implementation of the primary health care 
programme to achieve the goal of "health for all" was not an easy task; it 
was a time-consuming process and needed resources. Therefore, the 
innovative approaches that the Member Countries had evolved should aim at 
reducing costs, and this should, in fact, be the starting point. 

The Committee then adopted the report of the technical discussions 
group. 

6. Consideration of Draft Resolutions 

The REGIONAL DIRECTOR said that the Committee might wish to review 
the draft resolutions for their presentation, style and wording, although 
the resolutions would be adopted only at the plenary meeting to be held on 
Monday, 24 September 1984. 

With regard to draft resolution No.1, "Quality Assurance of 
Biologicals and Pharmaceuticals", it was decided, on the suggestion of the 
delegate from India, to incorporate the production aspect of essential 
drugs as well as their rational use into the resolution, so that it would 
fully reflect the World Health Assembly's recent resolution on the subject. 

Draft resolution No.2, "Monitoring and Evaluation of Strategies for 
Health for All by the Year 200Ow, was accepted without any change. 

Draft resolution No.3, "Strengthening of Referral Systems for 
Primary Health Care", was accepted with a slight modication in the second 
paragraph of the preamble. 
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Draft resolution No.4, "Women, Health and Development", led to 
considerable discussions. It was eventually accepted, after slight 
modifications. 

As regards draft resolution No.5, "Mobilization of External 
Resources", after some discussion, in which delegates from India, Indonesia 
and Nepal took part, it was agreed to incorporate the following changes: 

In operative paragraph 1, under sub-paragraph 1(1), the words 
"complementary to the national resources" were to be added between 
"external resources" and "to implement their health programmes". 

Sub-paragraph l(2) was deleted and sub-paragraph l(3) renumbered 
accordingly. 

Under sub-paragraph 2(2), the word "investigations" should be 
replaced by "assessments". 

The draft resolution was then accepted. 

In regard to draft resolution No.6, "Research Promotion and 
Development", at the suggestion of DR BROTOWASISTO (Indonesia), it was 
agreed that the word "adequate" should be inserted between "allocate" and 
funds in l(2) of operative paragraph 1. 

The draft resolution was accepted with this change. 

In the discussion on draft resolution No.7, "Thirty-sixth Annual 
Report of the Regional Director", MS HUSNA RAZEE (Maldives) recalled that 
she had suggested earlier that: the Annual Report should have a separate 
chapter highlighting problems being faced by the countries in implementing 
"health for all" strategies, how these could be solved, what the countries 
were expected to do, and the extent of WHO assistance to remedy the 
situation. She asked if reference to including this chapter in the Annual 
Report could be made in the resolution under discussion. 

The REGIONAL DIRECTOR replied that the required information was 
already given in detail in the "health for all" strategy document. 

The CHAIRMAN, corroborating the observation made by the Regional 
Director, said that the Annual Report was well written and covered various 
activities section by section in a lucid and systematic manner. However, it 
would be useful to highlight failures under the relevant sections and the 
reasons for such failures. He hoped that the Regional Director would take 
this suggestion into consideration in preparing his reports in future years. 

The draft resolution was then accepted, without any modification. 

Draft resolutions No.8, "Proposed Regional Programme Budget for 
1986-1987", No.9, "Innovations in Primary Health Care", No.10, "Selection 
of a Topic for the Technical Discussions", and No.11, "Time and Place of 
the Thirty-eighth Session", were accepted without any changes. 

7. Adjournment 

The meeting was then adjourned. 
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1. Adoption of Resolutions 

The Regional Committee adopted 11 resolutions on the following 
subjects: 

(1) Production and Quality Assurance of Biologicals and 
Pharmaceuticals (sEA/Rc37/~1) 

(2) Monitoring and Evaluation of Strategies for Health for 
All by the year 2000 (SEA/RC37/R2) 

(3) Strengthening of Referral Systems for Primary Health 
Care (SEA/RC37/R3) 

(4) Women, Health and Development (SEA/RC37/R4) 

( 5 )  Mobilization of External Resources (SEA/RC~~/RS) 

(6) Research Promotion and Development (SEA/RC37/R6) 

(7) Thirty-sixth Annual Report of the Regional Director 
(SEA/RC~~/R~) 

(8) Proposed Regional Programme Budget for 1986-1987 
(SEA/RC37/R8) 

( 9 )  Innovations in Primary Health Care (SEA/RC37/R9) 

(10) Selection of a Topic for the Technical Discussions 
(sEA/~C37/~10) 

(11)Time and Place of the Thirty-eighth Session 
(SEA/RC37/R11) 

The REGIONAL DIRECTOR explained the format of the draft final report 
(document SEA(RC37121) which, he said, consisted, in addition to an 
introduction, of four parts: Part I - Resolutions; Part I1 - Discussion on 
the Thirty-sixth Annual Report of the Regional Director; Part 111 - 
Proposed Programme Budget for 1986-1987, and Part IV - Discussion on Other 
Matters. The detailed report of the technical discussions group would be 
issued separately. 

The CHAIRMAN suggested that the report be taken up page by page. 

Page 4 

At the suggestion of DR SINGH (Nepal), it was agreed to delete the 
second sentence under paragraph 4, which read: "This was caused by a lack 
of coordination between the producer and the user of health manpower". 
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At the suggestion of the Regional Director, MR ARCIEVALA (Acting 
Chief, Environmental Health) explained that the terminology used in the 
second paragraph, namely, "sanitary wells with handpumps" meant protected 
wells having handpumps. These were different from the existing wells which 
had steps to go in. 

. 
After some discussion, it was agreed to insert in the fourth line 

from the top, the following sentence: "The Committee felt that the 
production of drugs should be undertaken by Member States wherever 
feasible". 

Page 10 

At the suggestion of DR BISHT (India), it was agreed to delete the 
last four words of the first paragraph, viz., "to prevent dapsone 
resistance". 

DR REGMI (Nepal) suggested the inclusion of a reference to deafness, 
and DR UTHAI (Thailand) thought that blindness should also be mentioned. 
The Committee agreed with these suggestions, and the following was added as 
the fifth paragraph: "The ongoing programmes on the prevention and control 
of blindness in the countries of the Region should be further strengthened. 
The Committee also felt that epidemiological studies on deafness should be 

I promoted in the Member States with a view to developing programmes on the 
prevention and control of deafness". 

Page 15 

DR SINGH (Nepal) suggested that the word "ensure" in the second line 
of the second para under "Women, Health and Development" be replaced by the 
word "encourage". The Committee agreed to this suggestion. 

With these amendments, the Committee adopted the final report. 

3.  Adjournment 

MR YOOSUF (Maldives) congratulated the Regional Director on his 
excellent report and the Chairman on the efficient conduct of the session. 
He also thanked all support staff of the Secretariat for making the 

I delegates' stay a smooth and pleasant one, and wished them a safe journey 
home. 

MS CHANDRA KALA KIRAN (Nepal) expressed, on behalf of His Majesty's 
Government of Nepal, thanks to the Health Minister of India for his 
remarkable address at the inaugural meeting, and  he Government of India 
for the courtesy it had extended. She expressed her appreciation to the 
Chairman and the Vice-Chairman for the smooth and able manner in which they 
had conducted the session. She congratulated the Regional Director on a 
well-written report and thanked him for his excellent management and 
valuable guidance during the discussions. She expressed her grateful thanks 
to the delegates for their cooperation and the Secretariat for their 
untiring efforts to make the session a success. 
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DR BOSSAIN (Bangladesh) said that he and his colleagues had been 
greatly impressed by the efficient manner in which the session had been 
conducted, and conveyed his appreciation to the Chairman and the 
Vice-Chairman and his personal thanks to the Regional Director. He also 
thanked the Government of India for the hospitality extended to the 
delegates and congratulated them on the excellent cultural show organized 
for their benefit. He looked forward to continuing the useful and effective 
collaboration with WHO in national development activities in the coming 
years. 

MR KWON SUNG YON (Democratic People's Republic of Korea) thanked the 
Chairman, the Vice-chairman and the Chairmen of the technical discussions - 
and the Programme Budget Sub-committee. He congratulated the Regional 
Director on his excellent report. He also expressed his gratitude to the 
Health Minister of India for his inaugural address and expressed the hope 
that the resolutions adopted at the session would be implemented by the 
Member Countries and the Regional Office. 

DR U LUN WAI (Burma), agreeing with the sentiments expressed by the 
previous speakers, thanked his fellow participants for their cooperation 
and understanding. 

DR SAMDUP (Bhutan) wished to associate himself with the observations 
of the previous speakers. He said that the discussions had been useful and 
provided all the delegates an opportunity to share their views. 

DR JADAMBA (Mongolia), recalling his four-year tenure in the 
Regional Office which ended one year ago, said that it was a pleasure to 
attend the session as a delegate. The discussions had been frank and 
serious. He thanked the Chairman for the conduct of the session in a 
relaxed atmosphere. 

DR UTHAI (Thailand) complimented the Chairman, the Vice-Chairman and 
the Regional Director on their collective endeavour in making the session 
an unqualified success. He said that the report of the Regional Director 
threw light on the collaborative efforts of the Regional Office in 
implementing "health for all" strategies in Member Countries. He assured 
the full support and commitment of his Government to participation in 
health programmes under the able leadership of the Regional Director, and 
said that in accordance with the recommendations made and resolutions 
adopted, his country looked to WHO for technical as well as financial 
assistance and would work for regional and global collaboration. 
Appreciating the sincere efforts of the delegates and the participants to 
make the deliberations productive and useful, he said that for him the 
session had been like an advanced learning course for further health 
development. He thanked the Government of India for its warm hospitality. 

DR SONYA POERNOMO (Indonesia) said that, resulting from the meeting, 
much work remained to be done to improve the health status of people. 
Speaking on behalf of the leader of her delegation, she wished to express 
thanks to the Chairman, the Vice-Chairman and the Regional Director for 
their concerted efforts and said that the session had made a valuable 
contribution towards mutual cooperation among Member Countries. 

DR BISHT (India) said that he wished to place on record the 
excellent and untiring endeavours of the staff of the Secretariat and the 
Regional Director and all those behind the scene. He appreciated the spirit 
of cooperation behind the technical discussions and said that he, 
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personally, had learned many new things from the various delegates, 
particularly those who spoke on the role of women in society. He 
appreciated the excellent speech delivered by the Director-General 
motivating all countries to gear up their health infrastructure towards 
achieving "health for all". He hoped to meet the delegates again in the 
coming year at the Regional Office. 

The VICE-CHAIRMAN conveyed his thanks to the Regional Director and 
his staff for their cooperation towards making the meeting a success. 
Speaking of the inspiring speech of the Director-General, he said that he 
had been greatly stimulated to strive harder to attain the goal of "health 
for all". He congratulated the Chairman on the exemplary and dignified 
manner in which he had conducted the meeting, and thanked the Government of 
India for its hospitality. 

DR V. RAMAKRISHNA (International Union of Health Education), 
speaking on behalf of the non-governmental organizations, thanked the 
Regional Director for giving their representatives an opportunity to make 
some constructive suggestions in the field of health care. They had been 
greatly inspired by the speech of the Director-General. Non-governmental 
organizations had an important role to play as partners in the health 
development efforts of governments. Thanking the Regional Committee for the 
mention of non-governmental organizations in its resolutions, he assured 
governments of their fullest cooperation. He considered the technical 
discussions to be particularly useful, and expressed his gratitude to the 
delegates for sharing their knowledge and experiences. 

The REGIONAL DIRECTOR expressed his appreciation of the sentiments 
of the delegates and the expressions of approbation on the work done by the 
Regional Office. He said that he looked forward to working in close 
cooperation with the Member Countries in the future also. 

(At this point, he extended a welcome to the Health Minister of 
Nepal, who had just arrived.) 

Speaking of the resolutions passed during the course of the session, 
the Regional Director said that it was mandatory to implement them in 
future programmes; also, the minutes of the session would enable WHO to 
study the proposals in detail and take steps to translate them into action. 

Referring to the technical discussions, he said that innovations in 
primary health care were very important in the context of the resource 
position. Imaginative use of the resources would enable stretching of the 
available extra-budgetary resources to cover a larger area. Non-governmental 
organizations had made a useful contribution in "health for all" activities, 
and he looked forward to active cooperation from them in future programmes 
also. 

He thanked the Chairman, the Vice-Chairman and other officers of the 
Committee, and expressed his gratitude to the health ministers for gracing 
the occasion. He also expressed his thanks to the Director-General for his 
presence and his guidance, and the Health Minister of India for 
inaugurating the session. 

The CHAIRMAN, in his concluding address, expressed his thanks to the 
Vice-Chairman for his active support in the conduct of the meeting. 
Appreciating the interest evinced by the delegates in the subjects 
discussed and their spirit of cooperation, which had contributed to the 
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smooth runiling uf   ha session, he said that no programme could succeed 
without the participation of the people. Non-governmental organizations 
represented the spirit of the people and, in the forum of the Regional 
Committee, the NGOs became the medium of expression for people at large. 

He complimented the Regional Director on his report, which dealt 
with every facet of health care services, and thanked him for the extensive 
arrangements made for the convenience of the participants. Thanking the 
Chairmen of the technical discussions and the Programme Budget 
Sub-committee, he said that the excellent groundwork done by them had made 
Lt possible for the discussions to proceed according to schedule. 

Noting that some of the health ministers of the Region had honoured 
the Committee with their presence, he concluded with the hope that a 
continuous dialogue between the Member Countries and the Regional Office 
had been initiated in pursuit of "health for all". 

He then declared the Thirty-seventh session closed. 


