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1 Opening of the session (item 1 of the Agenda) 

The thirtieth session of the Regional Committee was opened by Mr Ahmed 
Ali Didi (the outgoing Vice-Chairman) in the absence of the outgoing 
Chairman. He welcomed the Prime Minister and the Minister of Public 
Health of Thailand, the delegates, representatives of the United Nations 
and specialized agencies, and guests. He thanked, on behalf of the 
Regional Committee, the Royal Thai Government for inviting the Committee 
to hold its thirtieth session in the historic city of Bangkok. 

He said that the Regional Committee meetings in the past had served 
well the objectives of the Organization, and hoped that the delegates 
would come forward with constructive proposals so as to facilitate the 
work of the Organization in the Region. He appealed to the affluent 
nations to assist the governments of the Region generously in tackling 
urgent health problems as they had done in the case of smallpox. 

The South-East Asia Region, made up entirely of developing countries, 
had one-fourth of the world's population. He added that his own 
country, which faced a number of formidable problems of its own, had 
always counted on the help and support of WHO in tackling its health 
problems and hoped to be able to continue doing so. He appealed to the 
Director-General of WHO to allocate adequate resources to this region, 
considering its peculiar problems. 

He concluded by wishing the session every success. 

2 Inaugural Address by the Prime Minister 

MR THANIN KRAIVIXIEN welcomed the representatives of the Member States 
of the WHO South-East Asia Region. 

He said that the United Nations General Assembly had, in 1974, accepted 
the declaration on the establishment of a new international economic 
order. He noted with satisfaction the efforts which had been made by 
the United Nations system, including WHO, to promote and assist in the 
implementation of changes which were necessary for a better life for 
millions of people in developing countries. He explained that his 
government's policies were already aimed at promoting social justice 
and self-reliance, and outlined some of the methods by which this would 
be achieved. 

He concluded that today nobody would question the fact that health was 
conducive to increased economic productivity and growth. What was 
more important, however, was to view economic growth as contributing to 
the betterment of the health of the people, as it must be recognized 
that health was a basic human right. He believed that WHO had identi- 
fied the coordinating and cooperative role that it would play in 
collaborating with Member States for the improvement of the health of 
the under-served majority of the people. He wished the Committee every 
success in its work (for full text of address, see Annex 1). 
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3 Address by the Minister of Public Health 

PROFESSOR YONGYOOT SUJJAVANICH said that this meeting of the Regional 
Committee had a particular significance for the South-East Asia Region 
as a whole and for his country. Thailand had been associated with WHO 
for thirty years. He then reviewed the major developments in the field 
of health in his country which had been brought about with the active 
collaboration of WHO. He expressed his country's gratitude to Dr Mahler 
and Dr Gunaratne for the bold innovations initiated in Thailand and for 
the strong moral, technical and material support given to his government. 
He was convinced that continued joint endeavours to identify new ways 
of collaboration would result in the attainment of the objective of 
better health for all the people of the world (for full text of address, 
see Annex 2). 

4 Address by the Director-General of WHO 

DR MAHLER, emphasizing the importance of the human element in the 
improvement of the environment, said that economic growth not specifi- 
cally attuned to human needs and human aspirations was not worth very 
much. Referring to the social responsibility of the health profes- 
sionals, he said that health workers could improve the physical, mental 
and social well-being of the individual, the family and the community 
if they would help to influence the social and environmental factors 
which truly determined people's health. Health professionals should 
therefore be more radical in accepting the social responsibility for the 
health needs of the people in the rural and urban communities so that 
they could facilitate the improvement of the state of health of the 
under-privileged and under-served human beings (for full text of address, 
see Annex 3). 

5 Address by the Regional Director 

The REGIONAL DIRECTOR thanked the Thai Government, on behalf of WHO and 
the Regional Committee for South-East Asia, for hosting the thirtieth 
session of the Regional Committee in Bangkok, and the Prime Minister and 
the Minister of Public Health of Thailand for sparing their valuable 
time to address the inaugural meeting of the session. Referring to the 
conquest of smallpox in the South-East Asia Region, the Regional Director 
stated that the lessons learnt from this venture should be applied when 
seeking solutions to the other pressing public health problems confront- 
ing the people of the Region. He pointed out that, in this task, greater 
resources and better planning would be needed, and referred to the 
excellent example of national health planning as carried out in Thailand. 
He was sure that the Committee would draw inspiration from its meeting 
in Bangkok (for full text of address, see Annex 4). 

6 Statements by representatives of the United Nations 

6.1 

MR GARCIA (Regional Representative, United Nations Development Programme, 
Bangkok) said that technical cooperation had become but one of many 
elements in the broader, more comprehensive and unified approach to 
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development. Health was a key sector within this broad aim, in which 
the UNDP had a catalytic role to play, especially in connexion with 
rural health and primary health care. He noted with satisfaction that 
WHO had promoted technical cooperation among developing countries (TCDC) 
in the Region (for full text of statement, see Annex 5). 

6.2 UNICEF 

MR ESQUERRA-BARRY (Regional Director, UNICEF, Bangkok) said that 
outstanding progress had been achieved in health technology, but, as 
happened with overall development, the benefits of health were reaching 
only certain sectors of the population. The majority of children were 
not covered by the existing health infrastructure, so much so that 
toddlers' mortality rate was being used as an indicator of development. 
Only alternative approaches, such as that of primary health care, could 
overcome this (for full text of statement, see Annex 6). 

7 Vote of Thanks 

DR PRAKORB TUCHINDA (Under-Secretary of State for Public Health, 
Government of Thailand) thanked the Regional Committee for having 
accepted the invitation of the Thai Government to hold its present 
session in Bangkok, the Prime Minister of the Royal Thai Government for 
inaugurating the session and for his thought-provoking address, and the 
Minister for Public Health for participating in the session and for his 
speech showing his government's identification with WHO. He said that 
it was an honour to have the Director-General of WHO present at the 
session. He also thanked the Ambassadors of the countries of the Region 
and heads of United Nations agencies in Bangkok for attending the 
inaugural session. 

8 Appointment of Sub-Committee on Credentials (item 2.1) 

The CHAIRMAN proposed, and it was agreed, that the representatives of 
Bangladesh, Burma and Sri Lanka should constitute the Sub-committee on 
Credentials. 

9 Closure of the Inaugural Meeting 

The meeting was then closed for a short time. 

10 Adoption of the Report of the Sub-committee 
on Credentials (item 2.2) 

DR U THEIN NYUNT (Burma), who had been elected Chairman of the Sub- 
committee on Credentials, read out the report of the Sub-committee 
(document SEA/RC30/16) recommending recognition of the validity of the 
credentials presented by the representatives of Bangladesh, Burma, 
India, Indonesia, Maldives, Mongolia, Nepal, Sri Lanka and Thailand. 
This report was adopted. 
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11 Election of Chairman and Vice-Chairman (item 3) 

MR RAJESHWAR PRASAD (India) proposed the name of Dr Prakorb Tuchinda, 
Representative of Thailand, for the office of Chairman. DR DE SILVA 
(Sri Lanka) seconded the proposal. The Committee unanimously elected 
Dr Prakorb Tuchinda as Chairman. 

DR PRAKORB, on assuming office, thanked the delegates for the honour 
bestowed on him and said that the action of the Committee reflected 
the esteem in which his country was held. He assured the delegates 
that he would do his best to discharge his duties to the satisfaction 
of all. 

PROFESSOR KHALEQUE (Bangladesh) proposed the name of Professor Jamba, 
Representative of Mongolia, for the office of Vice-Chairman. The 
proposal was seconded by DR U THEIN NYUNT (Burma) and was unanimously 
accepted by the Committee. 

12 Adoption of the Provisional Agenda (item 4) 

The Committee adopted the provisional agenda (SEA/RC30/1). 

13 Appointment of Sub-committee on Programme Budget 
and Adoption of its Terms of Reference (item 5) 

The REGIONAL DIRECTOR suggested that, as the Sub-committee on Programme 
Budget was a very important one, it should be composed of representa- 
tives of all the Member States present; in the case of those countries 
which had sent only one representative, he could be present, for a 
larger part, at the deliberations of the Sub-Committee. The suggestion 
was accepted. The terms of reference for the Sub-committee (document 
SEA/RC30/4) were then approved. 

14 Adoption of the Agenda, and Election of Chairman, 
for the Technical Discussions (item 6) 

On the proposal of DR COEL, seconded by DR SOMBOON VACHROTAI (Thailand) 
Dr Khatri, Representative of Nepal, was elected Chairman of the 
Technical Discussions. The proposed agenda for the technical discus- 
sions as outlined in document SEA/RC30/5 was adopted. 

15 Director-General's Address to the Regional Committee 

In this address, DR MAHLER referred to the emergence of a new world in 
which, while some of the old health problems were being solved, new 
ones were continually coming up. 

The Thirtieth World Health Assembly had indicated the Organization's 
main direction when it decided that the principal target of Member 
States and WHO should be the attainment by all the peoples of the world, 
by the year 2000, of a level of health that would permit them to lead 
socially and economically productive lives. He outlined the elements 
which were essential to the achievement of this target. 
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Another major direction given by the Assembly concerned the realloca- 
tion of available resources on a more equitable basis, so as to remove 
the disparities between the rural population and the urban elite and 
bring about social justice. A high proportion of the poorest one 
billion people in the world lived in the South-East Asia Region, and 
if regional solidarity in health matters were to be meaningful, it 
was essential to meet the basic health needs of these people so that 
their level could be raised to that of their more fortunate co-citizens. 

He identified primary health care as the first programme needed in 
order to move forward in these directions. For any primary health 
care programme to be effective, however, the communities should be 
fully involved in developing the type of care that was appropriate for 
them. In connexion with communicable diseases, he referred to the need 
for giving priority to research in the subject, for immunization 
programmes and for attaining self-reliance in vaccines by the countries 
of the Region. 

In all health programmes realism should be the keynote and this was an 
area in which fundamental health technology should be developed and 
applied. WHO had launched a programme aimed at developing health 
technologies that were scientifically sound, that were understood by 
those who were applying them, and were thus both socially and techni- 
cally acceptable. The Organization would be able to collaborate with 
countries in this regard if governments would first identify the 
technologies that they thought needed to be revised and then applied 
their own research capabilities in order to find appropriate solutions. 
Basic sanitary measures were one such field which was amenable to 
technical cooperation among developing countries. 

Malnutrition was probably the single most important health problem in 
developing countries, and national and international efforts must 
jointly devise effective and realistic policies and strategies which 
could form the cornerstone of primary health care. 

While it was necessary for the masses of the people to acquire self- 
reliance in determining their own health development, they required 
the stimulation and guidance of health workers whose education and 
training had been attuned to the social needs of the population, and 
governments should make a start in revolutionizing the education and 
training of their health personnel. 

Proper mechanisms to identify, formulate and implement priority 
programmes were also necessary. In this connexion the process of 
country health programming was proving itself useful in a growing 
number of countries, and the South-East Asia Region could well be 
proud of being the pioneer in the development of this process. 
National health advisory councils, or co-ordinating committees, as 
had been set up in one country of this region, could also be most 
valuable forums for sorting out the inter-sectoral ramifications of 
health development. Regional advisory councils on medical research 
were yet another method of facilitating programme development, and 
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the Council set up in this region had already made remarkable progress 
in attempts to find practical solutions to health problems. 

Dr Mahler further remarked that regional cornittees had an important 
role to play in generating the political determination required to 
attain the health targets to which governments and WHO had committed 
themselves. They should provide the political strength, moral courage 
and adequate foresight necessary for reaching these targets in spite 
of enormous obstacles. Their actions would justify the very concept 
of WHO having a substantial portion of its regular budget devoted to 
technical co-operation as there were very strong forces in favour of a 
central pooling of all operational funds within the United Nations 
system. An immediate consequence of such centralization would be close 
competition for health as compared with economic growth, and the 
ultimate result would be the suppression of WHO'S regional structure. 
It should be realized that economic development also meant increased 
human well-being, for which better health was the capital, being both 
a cause and effect of development. If WHO'S Member States were 
convinced that the Organization's policy was contributing to the 
development of the third world, they had the collective as well as 
the individual responsibility of propagating and upholding the 
Organization's intentions. WHO was their organization and they must 
give the political impetus and support for converting the organization's 
blueprint for health action into action itself (for full text of address, 
see Annex 7). 

16 Adjournment 

The meeting was then adjourned. 
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Annex 1 

TEXT OF ADDRESS BY THE PRIME MINISTER OF THAILAND 

It is indeed a great pleasure and honour to welcome you all to Bangkok. 

I am very happy that the World Health Organization's Regional Colmnittee 
for South-East Asia has accepted the invitation of my government to hold 
its meeting this year in our country. This Regional Committee meeting 
marks thirty years of WHO in South-East Asia. It is also thirty years 
since Thailand became a Member of WHO. I trust that you will enjoy your 
stay in Thailand and that your deliberations and resolutions will further 
promote the efforts for development and in particular for health develop- 
ment in the countries of South-East Asia. 

The United Nations General Assembly, at its Sixth Special Session in 
May 1974, accepted the declaration on the establishment of a New Inter- 
national Economic Order. We note with satisfaction the efforts made by 
the United Nations system to promote and assist in the implementation of 
changes which are necessary for a better life for millions of people in 
developing countries. A development policy should indicate that efforts 
are made in order to ensure to all people of any country an acceptable 
standard of living, now and in the future. This is why the preamble of 
the Fourth Socio-economic Development Plan of Thailand states that the 
Government must act in several key sectors to promote social justice and 
to ensure that the benefits of development are shared more effectively. 
Our policy is the promotion of social justice by the reduction of social 
and economic disparities and the improvement of mass welfare. To this 
effect suitable strategies have been developed and relevant importance 
has been given to the social and health sector. 

Developing countries should identify a way of development which is not an 
imitation of industrialized models only. In this model there are certainly 
elements which can be of benefit to us. But these elements need to be 
carefully adapted to our own history and culture. We should promote a 
genuine pattern of agricultural and industrial development. We must make 
the maximum use of our existing manpower and natural resources. We should 
carefully avoid the destruction of our natural resources, which are not 
replaceable. Developing countries represent a mass of deprived manpower 
and natural resources which are often depleted. This is most of the time 
due to a development policy which is directed towards the achievement of 
large and quick benefits. At the same time, unfortunately, many of the 
most urgent needs of populations are still not met. 

I am happy to say that, in Thailand, with the present development plan, 
we have evolved strategies which should permit us to achieve a balanced 
development, conducive to self-reliance for our country, and most 
specifically, self-reliance for our rural communities, which represent 
85% of our population. This we will achieve through integrated rural 
development in which health and health development play a very important 
role. 

Indeed the international organizations have a prominent role to play in 
these development efforts. The role of the United Nations system is to 
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collaborate with us in promoting the development of our countries in 
accordance with our cultural and socio-economic backgrounds and in making 
the maximum use of our resources. 

The World Health Organization has done very much in order to bring the 
Member States towards self-reliance. 

Indeed, I am extremely happy to see that the World Health Organization 
continues to take into consideration the economic and political implica- 
tions of health development within the framework of the total social and 
economic development of our countries. 

Nobody, today, will question the fact that health is conducive to increased 
economic productivity and growth. But to look at health in this way is to 
consider health merely in terms of economic growth. What is more important 
is to view economic growth as contributing to the betterment of the health 
of people, as it must be recognized that health is a basic human right. 
I agree with this basic philosophy of the World Health Organization. Nobody 
can believe in the value of economic development if it is accompanied by 
ill health. Therefore any society should consider that a high quality of 
life, and I dare say, happiness of the people, which can only be obtained 
through a sufficient level of health, is not only a basic prerequisite to 
development but should be the basic objective of any development effort. 
One should not determine economic targets as an objective per se. One 
should set social targets, including health, which can be reached through 
appropriate development of the economy of nations. 

I am glad to see the direction taken by the World Health Organization in 
respect of the development of health programmes at global, regional and 
country levels. I do believe that the World Health Organization has 
identified the co-ordinating and co-operative role that it should play in 
collaborating with its Member States for the improvement of the health of 
the underserved majority of their populations. 

I do hope that the work of this Regional Committee meeting will be highly 
successful. I firmly believe that it will be an additional step towards 
the achievement of social justice in our countries through one of its very 
basic components, which is good health. 

Ladies and Gentlemen, I wish every success to this important meeting. 
I wish all of you a pleasant stay in Thailand and I hope that you will 
go back to your countries with a pleasant memory of your work here. 
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Annex 2 

TEXT OF ADDRESS BY THE MINISTER OF PUBLIC HEALTH, 
THAILAND 

This meeting of the Regional Committee has a particular significance both 
for the South-East Asia Region as a whole and for Thailand. Our country has 
been associated with WHO £01: thirty years now. I believe it is appro- 
priate to review quickly the major developments in our collaboration. 

Many changes have occurred during those thirty years in Thailand. Our popu- 
lation has more than doubled, and our country's economy has developed very 
rapidly. The health services have also expanded and contributed in many 
ways to various changes which we observe in Thailand. Through mass 
campaigns diseases such as smallpox and yaws have been eradicated, while 
leprosy and trachoma have been successfully controlled. From malaria there 
was a death toll of over 200 per 100 000 population in 1949. This has been 
brought down to about 16 in 1974. The population growth, which climbed 
sharply after the Second World War and reached its peak in the early 1970s, 
has been successfully curbed and now shows a downward trend. A network of 
health services covers our country, with hospitals in the provinces and 
small hospitals, health centres and midwifery centres in districts and 
rural areas. To staff this network, Thailand produces its own supply of 
health manpower. 

We are proud to say that we have reached this stage of our development in 
health through our own efforts and with support from the international 
community. In particular, our collaboration with the World Health 
Organization has been very fruitful and rewarding. We have witnessed in 
our country the evolution of the World Health Organization from an agency 
directly assisting special disease campaigns and specific health personnel 
development projects to an agency co-ordinating health development efforts 
which are not limited to the health sector alone, but include the develop- 
mental activities of various sectors aiming to improve the quality of life 
of our people. 

In 1974 we carried out country health programming in Thailand. It was a 
national undertaking in collaboration with the World Health Organization, 
with the participation of other United Nations agencies such as UNDP, 
UNICEF, UNFPA and the World Bank and a bilateral agency, the United States 
Agency for International Development. We identified problems which we 
have to solve, developed strategies and formulated development programmes. 
We identified that many problems which we have been dealing with still 
exist and that new problems are emerging. We have identified existing 
strategies and new ones for problem solution. One of the strategies that 
we have developed is that of community involvement. Various forms of 
village volunteer programmes and village committees have been in existence 
in our country for many years. We have decided to expand these schemes 
all over the country to ensure to the majority of our people who live in 
rural areas, basic health care in their villages,provided by village people 
whom they will select and whom we will train and continuously support. Our 
national health programming produced the health sector's Fourth Five-Year 
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Plan, which was accepted and approved by our planning body and the Cabinet 
of Ministers. 

National health programming has introduced new management methods in our 
public health services. We now have a problem-oriented plan with clear 
objectives, and methods for implementation and evaluation. We are working 
now on the further development of information systems for the monitoring 
and control of our development programme. Management is being strengthened 
and methods for evaluation and replanning are being developed. We are 
very happy to state that in collaboration with the World Health Organiza- 
tion we are on the way to developing our health services to address the 
main problems of the majority of our people and to manage these services 
effectively and efficiently. 

National health programming has also brought about changes in our relation- 
ship with the World Health Organization. During and after national health 
programming we started to work with the World Health Organization to 
prepare the WHO country programmes, as well as a plan of support from other 
agencies and bilateral organizations in the implementation of our new 
health plan. These working relationships have been institutionalized in 
the Royal Thai GovernmentIWorld Health Organization Co-ordinating Committee. 

This committee has the task of working jointly with the WHO Representative 
and his staff on the planning, implementation and evaluation of the WHO 
collaborative programme in Thailand. The Committee is involved in major 
managerial tasks such as information systems development and medium-term 
programming. 

The World Health Organization proposed to develop a country health profile, 
an important tool for programme planning, co-ordination, monitoring and 
evaluation. The Committee developed this profile, which is now being 
printed by the Ministry of Public Health as we have selected it as our new 
official report. This is a symbol of exemplary national and WHO integra- 
t ion. 

So also is the joint development of the WHO medium-term programme (1973- 
1983) whereby, as a continuation of national health programming, support 
from the World Health Organization and other agencies is planned, while 
broad orientations of the future national health plan (1981-1986) are 
identified. 

The Royal Thai Government/World Health Organization Co-ordinating 
Committee has also the task of undertaking studies and research for the 
implementation of different projects. 

Through the work of the Committee, in particular the activities on the 
implementation of our provincial health care project and its primary health 
care component, it became obvious that two new developments were necessary. 
The first of these is co-ordination with other sectors, as health develop- 
ment cannot take place in isolation. The second is the necessity of making 
greater use of national expertise. I am very pleased to inform you that 
with support from the Regional Office we have started a multi-disciplinary 
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and inter-sectoral approach to primary health care within the overall 
rural development efforts. We have also started to use national experts 
from outside the Ministry of Public Health in our development projects. 

To sum up, in recent years there have been major developments in identi- 
fying and carrying out our national health policies and in collaborating 
with the World Health Organization in our country. 

At the same time we are also witnessing and applauding the actions taken 
by the World Health Assembly, the Executive Board, and the Regional 
Committee in developing new programmes, such as training and research in 
tropical diseases, the expanded programme of immunization, appropriate 
technologies for health and primary health care. We applaud as well the 
way these programmes are being planned and implemented with the full 
participation of Member countries. We trust that in this way it will be 
assured that the new developments are relevant to all Member States and 
will enable them to achieve the objective of "health for all people by 
the year 2000". 

We are particularly interested in co-operation among our countries in 
health development. The Regional Advisory Committee on Medical Research 
is just one example of such co-operation, of which we expect very much 
and trust that the World Health Organization will continue this type of 
efforts in the future. ASEAN, through the efforts of its participating 
member countries, will offer a new frame for technical co-operation among 
developing countries. 

Mr Chairman, we believe that the World Health Organization's new approaches 
in collaborating with Member States do contribute to the progress of our 
countries towards self-reliance. We are convinced that the innovations 
tested in Thailand are of extreme importance. With the initiative, support 
and guidance of the WHO Director-General and of the Regional Director we 
are progressing with our WHO colleagues in Thailand towards constructive 
and promising developments. The World Health Organization is more alive 
than ever in our country. 

Indeed the World Health Organization is our organization, we are the World 
Health Organization. The secretariat of the World Health Organization in 
our country identifies itself with the national team and we identify our- 
selves with the World Health Organization. We are proud that Thailand is 
one of the testing grounds where the World Health Organization's new 
collaborative approaches are being explored. We are convinced that 
together we will succeed in our endeavours to identify new ways of colla- 
boration which must result in the attainment of our actual objective: to 
improve the quality of life of our population, reduce socio-economic 
disparities, and contribute to the appropriate development of our people 
in conformity with our resources and with our socio-cultural background. 

We will take this opportunity to express our gratitude to Dr Mahler and 
to Dr Gunaratne for the bold innovations initiated in Thailand and for the 
strong moral, technical and material support given to us. We will also 
thank our WHO colleagues in Thailand for the work done with us and for 
sharing all our successes and failures. 
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We are convinced that this thirtieth Regional Committee meeting, which our 
country is honoured to host, will be a highly successful one and will 
further contribute to the development of health, and therefore to the social 
and economic development of all the countries of the South-East Asia Region. 

We wish all of you a pleasant stay and fruitful work in Thailand. 
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Annex 3 

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

The Thirtieth World Health Assembly resolved that it is a basic human right 
for her and him to lead a socially and economically productive life. It 
also resolved that it is a collective global right that should be extended 
to every citizen of the world before the end of the century. Mr Chairman. 
I am sure you will realize how often in such developmental endeavours human 
beings have been left as vegetating onlookers without having been involved 
in shaping their own business. You would recall how far we had to fight at 
the environmental conference in Stockholm in order to bring the human being 
as an important element in the improvement of the environment. If any 
progress has been made since then, it is perhaps this one single lesson 
that, however beautifully manipulated the environment may be, if it is 
accompanied by social poverty then this environment is not worth having. 
At this critical juncture in an unjust and irrational world, once more we 
see an emphasis on pure economic growth, with once more the human being 
left as a vegetating onlooker. I think it is our duty again to draw atten- 
tion to the fact, as His Excellency the Prime Minister did, that economic 
growth, without being specifically attuned to human needs and human 
realizations, is not worth very much. Once more you hear everywhere people 
speaking about nuclear energy, oil energy, solar energy, wind energy, and 
everybody seems to be overlooking the fact that without human energy, there 
would be no kind of progress either socially or economically. 

Permit me once more to use an important and solemn occasion such as this 
to talk about the concept of social responsibility of the health profes- 
sionals. Once more I will put forth the view that health workers can 
improve the physical, mental and social well-being of the individual, the 
family and the community if they will extend their conventional medical 
roles in contemporary society to influence those social and environmental 
factors which truly determine a people's health. This concept is, of 
course, not new in so far as you can find allusions to it in medical 
ethical writings more than 3 000 years ago. One of its important advocates 
was the famous German scientist, Virchow, who started, back in 1848, 
publishing a journal called, "Medical Reform". In its first edition, he 
underscored the specific responsibility of physicians to support such 
social reforms as would reconstruct society according to a pattern favour- 
able to the health of man. He was ahead of his time, because the journal 
had to close down after a few issues. We have not advanced all that much 
since then. 

As I have repeated on many occasions, there persist widespread negative 
attitudes among health professionals towards the health care of the poorest 
strata in the rural and urban populations in the developing countries. Most 
of these attitudes imply - with a repetitiveness of an old gramophone 
record caught in a narrow, arrogant condescending and indifferent groove - 
that these poor people are too apathetic, too superstitious, too illiterate 
to benefit from the health care potentially available to them. 
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Very few health professionals seem to have that broadness of vision which 
enables them to realize that the major causes of ill-health are to be 
traced to social, cultural, psychological and environmental factors. Even 
fewer of them appear to be aware of the potential that their ascribed 
status in society confers on them for exerting an influence on the quality 
of the society in which they and their patients live. An even graver 
prognostic sign is the inability of medical and nursing students even to 
begin to think of a plan which they might initiate if they found themselves 
working in such poor rural and urban areas. I am afraid that medical 
teachers in particular do not perceive that a knowledge of the strategy 
of initiating social change is as potent a tool in the therapeutic armamen- 
tarium of a doctor who works with communities as is his knowledge of 
medicine when dealing with individuals. 

My thesis is that health professionals and those who train themshould be 
much more radical in accepting a social responsibility for the health needs 
of the people in these poor rural and urban communities so that they can 
act as agents for change, to help improve the state of health of these 
under-privileged and under-served human beings. It is one thing for a 
government through its health departments to pass legislation and to make 
decrees, but if the final common denominator, who in many instances is the 
local doctor, nurse or auxiliary, does not agree, few, if any, changes will 
occur at the grassroots level. 

Any doctor entering any such poor community for the first time will see 
that there is a need for culturally acceptable interventions into such 
factors as nutrition, health practice learning and family planning. The 
more perceptive will also see that there is a need to correct the 
incredible communication blocks that occur between the potential consumers 
and the providers of health care. 

I am concerned that doctors, nurses and auxiliaries should be finding ways 
to enable social change to occur with as much benefit and as little harm 
as possible to those poor communities involved in this process of change. 
Most of these people are uneducated in the ways of the conventional 
intellectual world and they live in depressed or disintegrated societies 
and communities. They have needs the fulfilment of which is beyond their 
resources, and if they are to get anywhere at all they will need the 
opportunity and the know-how to begin to fulfil those needs. I see the 
health professions as being in an ideal position to assist in this social 
change. Their role will depend on the current state of the individuals. 
the families, the social groups and the community as a whole. They will 
help them to develop problem-solving and interpersonal skills and they 
will act as a bridge through which these deprived masses of people come 
into meaningful and horizon-broadening contact with other interested and 
sympathetic community developers. They will help implement specific 
programmes such as nutrition, water, sanitation, housing, literacy and 
social activities. They will encourage the resurgence of pride that these 
people have in their past and they will act as an advocate and cross- 
cultural interpreter for these people in their dealings with various 
administrative and political bodies. They will need to provide emotional 
support for emerging leaders who are among the most vulnerable oi such 
deprived people, since they are often uncertain of their role and how to 
play that role and they are prone to attack by conventional authorities 
and even their peers. 
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The overall aim of the health professions as agents of change is to dimi- 
nish this degree of powerlessness that contributes to the apathy, aliena- 
tion, maladaptive behaviour and unhappiness of most of these deprived 
hundreds of millions of human beings. Most health professionals who are 
introduced to the concept of being an agent of change, however, point out 
that they are busy enough simply coping with their conventional medical 
routines. They often say that such a health approach is utopian and by 
implication unworkable. At the same time they usually do admit that their 
conventional medical activities do little to improve the health of such 
people. If the health professions will not accept responsibility for 
trying to influence those factors which perpetuate the sickness and mal- 
adaptation of their fellowman, is it then unreasonable to ask them: "Who 
will'?" 

It is my very earnest conviction that such a change in attitude, in style 
and in action of all health professionals is a sine qua non to make health 
a contributory force in the overall social and economic productivity in 
this region. But such a change will materialize only in a proper political 
climate. Let us use WHO, which is constitutionally a social health 
organization, to the fullest as a catalyzer in this respect and in parti- 
cular this Regional Committee for South-East Asia. I am sure you 
will be up to the challenge and thereby add moral and technical strength 
to your Organization. The fact that the host country for this session of 
the Regional Committee, Thailand, displays so much political courage and 
social dynamism in its efforts to make health for all a reality without 
economic discrimination augurs well for the outcome of your deliberations. 

I thank you. 
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Annex 4 

TEXT OF ADDRESS BY DR V.T.H. GUNARATNE, REGIONAL DIRECTOR 

We are indeed very grateful to you, Mr Prime Minister, for sparing your 
precious time this morning, amidst pressing duties of State, to be present 
at the inauguration of the thirtieth session of the WHO Regional Committee 
for South-East Asia. We are also grateful to Your Excellency for your 
inspiring address, which will guide our deliberations. I am equally 
thankful to the Honourable Minister of Public Health for being with us on 
this occasion and for his thought-provoking presentation. I take this 
opportunity to extend a most cordial welcome to the distinguished delegates 
from Member States, the representatives of international agencies and inter 
governmental and non-governmental organizations. The presence in our midst 
of Dr Halfdan Mahler, our Director-General, is an inspiration to us. No 
less so are his profound thoughts which he shared with us in his inimitable 
style. 

Mr Prime Minister, I would like, on this occasion, to express our apprecia- 
tion of the gracious invitation extended by your Government to the Regional 
Committee to hold this meeting in the beautiful city of Bangkok - famed 
throughout the world as the city of angels. Three times in three decades 
the Regional Committee has met in Thailand, and one never tires of the 
extraordinary beauty and magnificence of your country - its lush paddy 
fields, its mountains, plains and plateaux, its lakes and rivers, its vast 
network of canals and the many enchanting beaches. While the countryside 
is captivating, and the city of Bangkok is fascinating - with its unique 
mixture of old and new: magnificent green and gold-topped temples, floating 
bazars and modern shopping arcades - the most appealing feature of this 
ancient land is its people and their rich culture. This is a land of 
serene tranquility which permeates every walk of life, a land which offers 
solace from the worries of the present-day world. The traditional hospi- 
tality, the charming and winning ways and the spontaneous smiles of your 
people are but the reflection of their abiding faith in contemplative 
meditation in the quest for Truth. 

Mr Chairman, we are meeting at a momentous time - a time of great expecta- 
tions, exciting events, formidable challenges, and far-reaching possibili- 
ties. The conquest of smallpox in the South-East Asia Region will be 
written in letters of gold in the annals of medicine. As you know, an 
international assessment commission on smallpox eradication visited India, 
Nepal and Bhutan and officially declared that this disease has been 
eradicated from these countries. At the end of this year, a similar 
declaration is expected on Burma and Bangladesh, where the last cases were 
reported in 1969 and 1975 respectively. As we rejoice in our victory over 
this ancient scourge, which has maimed and killed thousands, it is impera- 
tive that we draw pertinent lessons from this venture and apply them for 
seeking solutions to the other pressing public health problems confronting 
us. The crusade against smallpox has been crowned with success because: 

- Governments have shown a relentless will to overcome this scourge, 
sustaining their efforts over the years - a most remarkable feat. 
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- The health services in every couutry, all levels, from the highest 
executive to the humblest health workers, displayed dogged perseve- 
rance, great dedication and admirable team work. 

- The extent of national and international co-operation in health work 
was unprecedented, leading to the eventual attainment of this ambi- 
tious goal. 

The question before us now is how to enact this epic saga not once but over 
and over again,to tackle an unending array of problems facing the countries 
of this region. The complexity and magnitude of these tasks is staggering. 
To extend primary health care to the vast underserved rural cmunities 
and the urban poor, to control diseases like malaria, which has staged an 
ugly comeback, to undertake a vast expanded immunization programe to 
prevent diseases like tetanus, pertussis, diphtheria, cholera, tuberculosis 
and dengue haemorrhagic fever, to provide safe drinking water and sanita- 
tion, and above all to intensify measures to check population explosion 
through a comprehensive family welfare programme are tasks that pose major 
challenges to our generation. To these we cannot but respond with total 
commitment. 

This c0mmitmen.t implies first of all the determination of governments 
backed by interdepartmental co-operation to persist relentlessly against 
all odds until a better quality of life is assured. It also implies the 
mobilization of resources on an unprecedented scale. 

In order to succeed, however, we will need many vital pre-requisites. 

The breakthrough in our efforts towards better health will fail to 
materialize if adequate resources are not forthcoming. In this context, 
Your Excellency, the point made by you that while health priorities are 
accorded the importance they deserve, economic development is the key to 
the whole process, is very relevant. To raise resources required for 
immediate tasks internal resources must be tapped at all levels, including 
the local community level, and inter-country collaboration must be 
vigorously promoted through well organized technical co-operation among 
developing countries in order to conserve and augment scarce resources. 
But more help and succour must also flow from the developed and affluent 
countries, through international and multilateral agencies. Here, we are 
fortunate that our Director-General, Dr Mahler, is a great advocate of 
this concept of international justice in health. 

He will also need careful planning, using tools such as country health 
programing, modern management techniques and appropriate national 
information systems - areas in which we have already made a small begin- 
ning. 

Your Excellencies have made kind references to the role WHO has played in 
your country and the Region. May I say that this has been possible only 
because of the close cooperation and team work between your great country 
and the Organization. The preparation of the country profile in Thailand 
is a splendid example of such cooperation. This effort, jointly carried 
out, has resulted in a national document of great importance and usefulness 
and is worthy of emulation by others. 
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Our host country has also set another good example by establishing the 
Royal Thai Government/WHO Co-ordinating Committee to which His Excellency 
the Minister for Public Health made such encouraging reference in his 
address. This committee has indeed proved itself to be an effective means 
of national and international co-ordination, so necessary for the success 
of health programmes. 

Mr Chairman, one of the priority needs in the context of the rising expecta- 
tions of the people is balanced community development. This is a problem 
which all countries of the Region are facing at present. Two fundamental 
principles, namely, that health care has to be an essential part of an 
integrated rural development plan and that every microplan has to be a 
component of the totality of a national macroplan, are now widely accepted. 
In fact, Thailand's effort in forging a workable plan to activate a 
community self-reliance movement is praiseworthy. WHO has been fortunate 
to be associated with these national endeavours. 

Ladies and Gentlemen, we know our problems and we know our goals. I am 
confident that the discussions during the coming week will lead us to find 
solutions to these pressing problems. Lord Buddha advised his disciples: 

"Charatha Bhikkve Charikhan 
Bahu Jana Hithaya 
Bahu Jana Sukhaya" 

(Roam, ye monks, for the welfare of many, for the happiness of 
many. ) 

We should draw inspiration from this divine exhortation and, undaunted by 
difficulties and failure, we shall move ahead with determination and 
concerted efforts to reach the goal of ensuring for all peoples a better 
quality of life. 

Thank you, Mr Chairman. 
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Annex 5 

TEXT OF SPEECH BY MR ADRIANO R. GARCIA 
REGIONAL REPRESENTATIVE, UNITED NATIONS DEVELOPMENT PROGRAMME, 

BANGKOK 

I am honoured to speak on behalf of the United Nations Development 
Programme at this thirtieth session of the WHO Regional Committee for 
South-East Asia. 

Based on our experience in promoting development over the last twenty-five 
years, and particularly at the conclusion of the first cycle of country 
and regional programmes,certain new dimensions for UNDP's future activities 
have come into focus. Technical co-operation has become but one of many 
elements in the broader, more comprehensive and unified approach to develop- 
ment. At the same time the need for technical co-operation has taken a 
quantum jump, as the effort to restructure both national and global policies 
under a New International Economic Order acquires momentum. 

Within the broad aim to build self-sustaining capacity in key sectors such 
as health, the role of UNDP is to act as a catalyzer of new ideas and 
solutions to development problems, to support country programmes and 
national efforts of the countries in the Region and to promote technical 
co-operation by making maximum use of existing institutions and human 
resources. UNDP places particular emphasis on activities which are ideally 
suited for regional co-operation. 

The health programme is inherently one in which the UNDP can support 
country programmes and fill in gaps. While taking note of the emphasis 
laid by the WHO Executive Board and the World Health Assembly on the 
importance of the development of strong health services, in particular, 
basic health services, as a condition for the attainment of the highest 
possible level of health in any country, UNDP, recognizing the overriding 
fundamental importance of integrated rural development, has attached 
significance to rural health and primary health care, which rely on 
community workers. The strengthening of health services through training 
at regional medicalteachers' training centres and assistance in strengthen- 
ing and establishing national medical teachers' training centres are 
important activities assisted by UNDP and WHO in this region. Maternal 
and child health care, public health, environmental problems, mostly of 
water supply, which stem from lack of basic sanitation and ever-increasing 
industrialization and urbanization, are areas which are receiving UNDP's 
close attention. In all these efforts, we are linking arms with WHO. 

UNDP has also assisted, together with WHO, in strengthening health services 
administration of the countries of the Region through training in planning 
under the auspices of a regional project since 1975, in which nine countries 
are participating. 

WHO and the Government of Thailand are to be commended for employing "New 
Dimensions" in the planning and implementation of health development 
programmes. This is a truly innovative endeavour whereby planning and 
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implementation are supervised and monitored by a high-level co-ordinating 
committee in the Ministry of Health, assisted by WHO. 

Lastly, technical co-operation among developing countries - or TCDC as we 
call it in UNDP and the UN system - has been employed extensively by WHO 
and the participating countries in the Region for some time now. This 
fosters national and collective self-reliance which, in the last session 
of the UNDP Governing Council, has been declared as the main objective of 
technical co-operation. 

In closing, may I take this opportunity to wish you well in your delibera- 
tions and to express our continuing interest in your activities. 
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Annex 6 

TEXT OF SPEECH BY MR ROBERTO ESGUERRA BARRY, 
REGIONAL DIRECTOR OF UNICEF, EAST ASIA AND PACIFIC REGION, 

BANGKOK 

It is an honour for UNICEF to be invited to address the distinguished dele- 
gates to the thirtieth session of the WHO Regional Committee for South-East 
Asia and to share with all of you the concern of our Organization for the 
health of Asian children. 

Outstanding progress has been achieved in health technology, but - as 
happens with overall development - the benefits of health are reaching 
only certain sectors of the population. The majority of children are not 
covered by the existing health infrastructures, either because they live 
too far away from them or because these infrastructures are alien to their 
parents or to the cornunities in which they live. It is interesting to 
note that some economic planners are adopting toddlers' mortality rate as 
an initial indicator of the level of development, since it reflects the 
weak health, malnutrition and low educational levels of the parents and 
also the imbalance in income distribution. 

On the other hand, it is not foreseeable in the near future that a full 
health coverage could be achieved on the basis of the conventional systems. 
For example, one of the developing countries which is approaching the 
take-off level of economic development estimates that it will be able to 
implement this type of coverage only in the last decade of the century. 

Thus, there is the need for alternative approaches to the delivery of 
health services and for community participation in primary health care. 
Moreover, this primary health care depends on four factors in order to 
succeed, namely, multidisciplinary approaches, political will at all 
levels, supporting referral services, and the involvement of the community 
from the early stages of planning and programming. 

I hope that all of you will have very meaningful debates and reach a 
successful and concrete conclusion. Perhaps the portrait of millions of 
poor children who are dying of poor health in the remote villages and of 
their mothers who helplessly watch them withering away, could guide the 
proceedings of this thirtieth session of the WHO Regional Committee. 
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Annex 7 

A BLUEPRINT FOR HEALTH FOR ALL 

(Text of Address by Dr H. Mahler, Director-General, WHO, 
after the Inaugural Meeting) 

Policy directions 

More than a quarter of a century has elapsed since I first came to this 
region to work for WHO. Then, it was a different Region and a different 
WHO. The countries of the Region were uncertain how to go about ensuring 
their health future; WHO felt it had some of the answers, but these were 
mainly technical. Since then a new world has emerged in which some of the 
old health problems are being solved, but new ones are continually appear- 
ing. This has placed additional heavy responsibilities on WHO, requiring 
new approaches for their discharge. At the same time a whole new set of 
doctrines and policies for health development has been evolved by the 
collaborative efforts of all our Member States. The Organization now finds 
itself at a most particular crossroads - the directions we have to follow 
are clearly indicated; the roads we have to take have not yet been charted. 

The Thirtieth World Health Assembly indicated the Organization's main 
direction when it decided that the principal social target of Member States 
and WHO in health should be the attainment by all the citizens of the world 
by the year 2000 of a level of health that will permit them to lead socially 
and econooically productive lives. It also indicated the manner in which 
WHO should help reach this target when it approved a programme budget 
strategy aimed at strengthening the constitutional role of WHO as the 
co-ordinating authority on international health work, in large part through 
a reorientation of the work of the Organization towards increased, effective 
technical cooperation and services to governments. But it is within the 
Member States that health for all will be attained, and I have not the 
slightest doubt that it can be attained before the year 2000 if make up 
your minds to pursue this target with determination and ingenuity. WHO can 
be instrumental in attaining this target with you; it cannot attain it for 
you. 

I will not attempt to paint a comprehensive picture of what is meant by 
health for all. I have sketched it, and I have even drawn in some of the 
details, in previous addresses to the Regional Cornittees and World Health 
Assemblies. It will mean many different things to different societies, 
some aspects of it being applicable to all countries and all of it being 
applicable to some countries. The picture as a whole covers a wide range, 
from the satisfaction of the most essential health needs for every citizen 
of this world to the less essential but none the less desirable access to 
certain types of medical care that give a sense of security to individuals 
and their families and thus enhance their feeling of well-being. It is 
both unrealistic and undesirable to seek world-wide uniformity in such 
matters. Yet social justice demands that all citizens of the world should 
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reach an acceptable level of health that permits them to lead socially and 
economically productive lives,before individual health care is provided 
beyond what can be afforded for the population as a whole. Each society 
must determine what is essential, in keeping with its social expectations 
and economic capacity. I would hazard,as minimum indicators of achievement, 
an infant mortality rate of less than 50 per thousand live births and a 
life expectancy at birth of more than 60 years. 

You may ask what, within any range of elements, are those that are essen- 
tial to the attainment of health for all. I suggest that they include 
adequate food and housing, with protection of houses against insects and 
rodents; water adequate to permit cleanliness and safe drinking; suitable 
waste disposal; services for the provision of ante-natal, natal and post- 
natal care, including family planning; infant and childhood care, including 
nutritional support, immunization against the major infectious diseases of 
childhood; prevention and control of locally endemic diseases; elementary 
protection of all age groups against injury and diseases; and easy access 
to sound and useful information on prevailing health problems and the 
methods of preventing and controlling them. 

Another main direction that the signposts at the crossroads clearly indicate 
is the preferential allocation of resources for health to the community 
level. In the past, resources have almost always been allocated first to the 
social centre,only scanty residues filtering outwards to the local communi- 
ties. This must be reversed,to be replaced by what might be termed a filter- 
inwards process, whereby the local communities are allocated the top priority 
and it is the remaining resources that are allowed to filter towards more 
centrally placed health services. I firmly believe that only in this way 
will a more equitable distribution of health resources be achieved, and that 
only by such a distribution will the general state of health of countriesshow 
a marked improvement,and health for all become feasible. I base that belief 
on health indicators in a number of countries that have dared to do this. 
For most countries it means re-allocating and adding considerable resources 
for health development to the rural population and urban slums in order to 
make up for the disparities between them and the urban elite. It also means 
dramatic sectoral and functional reforms in the existing health care and 
health manpower infrastructures. Above all, it demands of all of us that 
we shed our conventional medical wisdom in favour of objective health know- 
ledge. 

From a global perspective the most socially outlying of all are those one 
billion of the poorest people who are just managing to survive on this 
earth and for whom a decent level of health is a far-off dream. A high 
proportion of that one billion live in this region. Only if we place their 
essential health needs above all others so that their level is raised to 
that of their more fortunate co-citizens of the Region, will regional 
health solidarity have any meaning. If we are anxious to foster such 
solidarity - and I believe we have to be if we want to reach our target - 
Member States in the Region will have to be ready to forfeit some degree of 
national health sovereignty in favour of regional collaboration. It 
is my conviction that this readiness to collaborate in the interest of 
social justice should apply equally to relationships between Member States 
and to relationships between the health-privileged and the health-under- 
privileged within Member States. 
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In order to move forward in the directions indicated, we must lose no time 
in charting the roads to be taken. We must first identify those priority 
programmes that are most likely to lead to attaining the target and then 
the most appropriate mechanisms for ensuring their speedy, effective and 
efficient implementation. 

Priority programmes 

1 think that most of the programmes required are already known. I will 
start with primary health care, a front-line activity that is the corner- 
stone to ensure essential health for all in any society. Primary health 
care must contain a proper blend of all the essential health-promoting 
elements I mentioned a moment ago. It is no second rate substitute for 
something better, to be applied only in developing countries. Even highly 
industrialized and medically affluent societies have come to recognize 
the need to reinforce their primary health care services if they are to 
provide their total population with effective health care at a price they 
can afford. True, there is a potential danger of primary health care 
being abused, minimum resources being allocated to it in a politically 
lukewarm or condescending manner - and I invite the Regional Committee to 
display the political courage to examine the situation in this region from 
this angle, for if you are vigilant and if you make sure that communities 
are fully involved in developing the care that is appropriate for them, 
there will be no abuse. For communities to be intelligently involved, 
they must have easy access to the right kind of information concerning the 
health technologies available, their advantages and disadvantages, their 
successes and failures,their possible adverse effects and their costs. 
This is the essence of a new type of health education, one that is neither 
over-sophisticated nor condescending but that gains the confidence of 
individuals and communities by explaining health technology in a language 
they can understand so that they can participate genuinely in taking 
decisions concerning their health; in short, a replacement of passive 
health education by active health learning. 

If we could succeed in providing primary health care to all, we should be 
well on the way to ensuring health for all. Primary health care, however, 
cannot be effective by itself; it has to form part of a broader health 
system, and the other components of that system must be organized in such 
a way as to support its needs. This is another dimension of the filter- 
inwards process, to which I referred earlier, whereby problems of the 
local communities should determine the content and organization of the 
more central levels of the health system - whereas I am sure you will 
admit that it is usually just the opposite. 

For many years to come communicable diseases will continue to constitute 
the major health hazard for the vast majority of the people of this region. 
To combat these diseases, we have to be very practical and open-minded, 
initiating action according to the best available epidemiological informa- 
tion. The action taken will yield more precise information that may modify 
the course of events, but it would be futile to postpone action until a 
highly accurate, comprehensive, nation-wide epidemiological situation 
analysis has been completed, however intellectually satisfying that might 
be. We must use, to the best of our ability, those means that have proved 
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themselves, at the same time pursuing research to find more fundamental 
solutions. What are these means? They are familiar to you all: the 
provision of water and, in particular, safe drinking water, liquid and 
solid waste disposal mechanisms, housing hygiene, vector control, food 
hygiene, immunization, chemoprophylaxis and chemotherapy. But the optimum 
blend of them has to be sought, and by optimum I imply that they are under- 
stood by the population and acceptable to it. These means have to be 
systematically and continually applied in the prevailing economic and 
social circumstances. If the existing health system is inadequate for 
this purpose, the persistent integration into it of the communicable 
disease control activities at all relevant operational levels will serve 
to strengthen it. Again, however, the filter-inwards process demands that 
the start be made within primary health care, thus helping to shape 
appropriately the health services and institutions at more central levels. 
I would postulate that most countries have miserable political and opera- 
tional records in this respect. Two types of research will be required to 
strengthen the prevention and control of communicable diseases in this 
region, the first aimed at generating new knowledge and the second aimed 
at applying existing knowledge. The WHO Special Prograaane of Research and 
Training in Tropical Diseases is particularly concerned with the first 
category and is highly relevant to the major health problems of this 
Region. I think that it would well serve your own interests to give very 
high priority in your research efforts to this international collaborative 
programme, which illustrates so well the meaning of technical cooperation 
among countries, whatever their level of social and economic development. 
The search for new ways of dealing with hostile environmental factors, 
for improved methods of vector control, new drugs, simple diagnostic tests, 
and new or improved vaccines must take place in the countries where these 
diseases are rampant. Since research resources are finite, and in 
particular human resources, if progress with this research programme is 
to be made in the countries you represent, you will have to give it a much 
higher priority than other research topics that are more appropriate for 
countries in which communicable diseases are now of minor public health 
importance. But, I warn you that, if this type of socially relevant health 
research only becomes additional to, instead of replacing, the conventional 
medical research now being carried out in your countries, it will only add 
to the existing contradiction between modern medicine and health. 

It is just as important, and even more urgent, to ensure the thorough 
application within the health system of existing knowledge as well as the 
immediate application of new knowledge as soon as it has proved its worth. 
This requires a highly pragmatic research approach that makes common sense 
use not only of the technical knowledge directly concerned but also of 
managerial knowledge, particularly as it relates to general health systems, 
of operational research methods and of social, cultural and economic 
analyses. This type of health systems research, that is so badly needed, 
is sorely neglected. It deserves much greater attention from you, who are 
the health managers in your countries. By tackling your problems in a 
systematic way and in a spirit of useful inquisitiveness you will be able 
to ensure the proper use of this type of research for the direct solution 
of practical problems concerning your health system. Let theoreticians 
work together with you if you need their support, but do not let them 



82 MINUTES OF THE FIRST MEETING 

dictate sophisticated methods that have not been rigorously tested. Osmotic 
forces will provide them with the practical experience they need and you 
with any theoretical basis that you might lack. The indispensable ingre- 
dients for successful health systems research is tough operational discip- 
line combined with the political guts to use the information generated by 
the research. 

Immunization against common diseases of childhood is another high priority 
programe. Again, the Thirtieth World Health Assembly set the direction 
when it adopted a resolution aimed at ensuring that by 1990 all the 
children of the world will be provided with such immunization. Experience 
has shown that episodic mass campaigns have not been effective; programmes 
have to be established on a permanent basis and for this it is again neces- 
sary to have recourse to the primary health care services. But in most 
countries these services will be able to provide immunizations only if a 
government decision is taken to this effect, because the supply of vaccine 
depends on policy concerning purchase or production. Also, the more 
central levels of the health system are required for logistic support to 
ensure the timely supply of vaccine that is still fully potent when it is 
administered. If you wish to attain regional self-reliance in vaccine 
supply you will have to reach agreement among yourselves on the selection 
of countries for producing various types of vaccines, on the location of 
laboratories for quality control and on the control of imports and exports. 
The neutral offices of WHO are at your disposal to help you decide. 

All in all I can only express my conviction that this region, which through 
its heroic effort to eradicate smallpox has won the respect and admiration 
of the whole world, will soon be able to relegate all communicable diseases 
to a much lower level of priority if we are sincere about applying existing 
knowledge. 

Although communicable diseases constitute the main disease problem in your 
Region, I realize that you can neither neglect the care of other types of 
disease, such as cancer and cardiovascular diseases, nor forego the promo- 
tion of health in such areas as mental and oral health. But these are - 
complex issues and realism must be the keynote in dealing with them. As the 
industrialized countries have learned, there is no limit to the investments 
that can be made to deal with these problems, whereas the health dividends 
are usually far from clear and almost invariably incommensurate with the 
investments. This is where fundamental health technology has to be 
developed and applied, leaving palliative and placebo technology to those 
whose way of life demands them and who perhaps can afford them. Methods 
should be used only when they have been proved to be effective by rigorous 
testing, and on condition that the country can afford them within a policy 
of social equity. Would not the enormous resources employed in vain in 
these areas in so many countries be better used to solve problems Chat 
can be solved and whose solution will really raise the general level of - 
health? If you concentrate on attempting to prevent those types of disease 
wherever they can be prevented - for instance,by environmental control or 
community action to change life-styles - and then offering the types of 
medical care whose cost-effectiveness has been proved, you will not be 
providing second-class solutions. On the contrary you will be doing better 
than the medically affluent societies which now find themselves treading 
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on a cost-absorbing quicksand that is threatening to drag d o n  the national 
economy. Here is another vast area of health systems research awaiting 
those who are sufficiently enthusiastic to accept the challenges. 

This brings me to the highly important issue of finding more appropriate 
health technology. In many countries the health professions, and the 
medical profession, in particular, like to call themselves free professions, 
but if they have become the slaves of the very technology of which they 
consider themselves masters, then it is they who are in need of liberation. 
To obtain their freedom it is in their own interest to take part in the 
search for technologies that they really can master. I know one country 
in this region which experienced great difficulties in using doctors in 
rural health centres,not only because of their reluctance to go there, but 
mainly because they were unfit to provide front-line medical care without 
the sophisticated electro-medical apparatus on which their training had 
made them completely dependent, let alone to deal with all the other 
aspects of primary health care that were totally unfamiliar to them even 
after six years of medical training. WHO has launched a programme aimed 
at developing health technologies that are scientifically sound, that 
are really understood by those applying them as well as by those to whom 
they are being applied, and that are therefore both socially and techni- 
cally acceptable. This programne can be of use to you only if you make it 
succeed by first reviewing the situation in your country, identifying the 
technologies that you think need to be revised and then applying your 
research capacities to find appropriate solutions. It is at this stage 
that the Organization will be able to collaborate with you by taking part 
in the research and by ensuring the exchange of information among the 
countries concerned, both through live discussion and through the 
dissemination of distilled and consolidated information. 

Drugs are inseparable from health technology, which has become unduly 
drug-dependent, and I am not referring to narcotics. We must learn to live 
with fewer drugs if we are to master the health situation, and I think we 
have shown convincingly that we can. A recent scientific consultation in 
WHO, based on country visits, came to the conclusion that some 150 essen- 
tial drugs could meet the vast majority of health care needs. If you want 
to free yourselves from drug colonialism, let us work together to make 
sure that these essential drugs become available to all who need them. 
To do so will mean formulating new aggressive national policies concerning 
the manufacture, quality and price control, import and export of these 
drugs. You will appreciate the need for inter-country collaboration within 
the Region, as well as with other Regions, to ensure the orderly applica- 
tion of this new policy of progressive national and regional self-reliance 
in drug matters. 

Another aspect of technology in urgent need of change if we are to promote 
health at a cost countries in this region can afford relates to basic 
sanitary measures. Your Organization is committed to participating in the 
global effort to attain the target adopted by Habitat, the United Nations 
Conference on Human Settlements, that is, to have "Water for All by 1990". 
I doubt if this is feasible if we remain obsessed by the water supply and 
sewerage technologies of the urban areas of the industrialized countries. 
On the other hand, experience has shown that it is possible to ensure safe 



84 MINUTES OF THE FIRST MEETING 

water and sanitary waste disposal through low-cost technology that makes 
the greatest possible use of local resources, manpower and material. The 
barriers to the more widespread adoption of such an approach are more 
psychological than technical, due both to a false attitude that the 
solution proposed is possibly inferior, and to an astounding inability on 
the part of the health profession to mobilize people's participation. But 
if, as has so often been the case, the alternative is no solution at all, 
we had better change our attitudes and relate them to social rather than 
technical satisfaction, because in many areas of this region it is the 
improvement of water supply, together with proper nutrition, that would 
have the greatest impact on the prevention of disease and the improvement 
of the quality of life. Of course, the health sector is only one of many 
concerned and WHO is only a minor partner in the funding of water supply 
and waste disposal systems. But the health sector has a major role in 
ensuring that people do indeed get access to clean water and that wastes 
are properly disposed of. If you are active in your country, WHO is more 
than ready to intensify its collaboration wherever it is needed within 
countries, and at regional and global levels, whether for the development 
of low-cost appropriate technology or for the attraction of multilateral 
or bilateral sources of funds. 

Malnutrition is probably the single most important health problem in 
developing countries. The national and international health sectors must 
now come to grips with their responsibilities in nutrition, identify their 
proper political needs, define realistic policies and strategies, generate 
appropriate technologies and formulate applicable programmes. If we do 
not succeed in making effective and realistic nutritional activities a 
cornerstone of primary health care we are hardly worth our salt as health 
managers. Once more we seem to have the knowledge but neither the political 
will nor the social imagination to apply it. 

I have talked of programmes and systems for their implementation. Now I 
shall talk of people to conceive and deliver these programmes and manage 
the systems. This is crucial to the attainment of health for al1,by people 
and for people. I have already referred to the overwhelming importance of - .  
the masses of the people acqui;ing greater self-reliance in determining 
their own health development. But they require the stimulation and 
guidance of health workers, who are also of the people. We will make major 
advances in the attitudes and actions of professional health workers only 
when we can attune their education and learning to the social needs of 
populations rather than to the technical dictates of professionalism. The 
principles for so doing have been evolved in all the deliberative organs 
of WHO. Action for change must now start within countries. It is there 
that the practical constraints have to be faced - lack of awareness of the 
scope and depth of the problem, conservatism, overdependence of people on 
the medical mystique, and the opposition of the members of the health 
professions to what they consider to be interference in their sacred domain. 
I can assure you that if you start the movement in your countries to 
diversify your health manpower in the light of your social needs and to 
revolutionize your education and learning practices, WHO will be in a much 
better position to provide you with the support you require as well as to 
attract the necessary financial support. For you, collectively, are WHO 
and your political will and moral support will guarantee that the new 
policies are indeed put into effect. We could start by fellowships and 
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use them in a totally different way so that they serve first and foremost 
your newer manpower needs and are provided almost exclusively within 
regional mechanisms. Again, I believe this Regional Committee should make 
a political evaluation of what I consider to be disastrous inertia in the 
health manpower field. 

Mechanisms for health development 

It is not enough to know at international level what programmes should be 
given priority; it is necessary in each country to specify these programmes 
more pfecisely and to decide on the order of priority for their implementa- 
tion. It is also necessary to apply the proper mechanisms to ensure that 
these programmes are adequately identified, formulated and implemented. 
We have, in -,a common sense planning process which 
is proving itself for this purpose in a growing number of countries. This 
region can be proud of being the pioneers for the development of this 
process. At the risk of repetition I will add that this is a national 
process, WHO collaborating in developing the method and in providing support 
on request. To be successful it must also be a continuing process because 
health development requires constant attention, the introduction of new 
ideas that have proved their value, permanent review of priorities, 
monitoring and control of implementation, and evaluation of results leading 
to improvements in programme formulation, health systems development and 
health care delivery. All this must devolve on ministries of health, if 
necessary at the expense of many of their administrative duties. Technical 
planning units within ministries of health are only part of the solution, 
a part that involves the risk of developing plans outside the mainstream of 
policy directions. They are useful adjuvants, but ministries of health 
must gear themselves in all their departments to the new role of health 
policy formulation directed towards social goals, health programme formula- 
tion to give effect to these policies, and health systems development to 
implement these programmes. If they accept this challenge and if they 
apply the principle of starting the health development process from the 
periphery and working inwards, it will constitute the most important 
single mechanism for health development. 

I would remind you again of national health advisory councils on which the 
community and sectors other than health should also be broadly represented. 
In these councils, which can be invaluable in supporting the new type of 
ministry of health I have mentioned,the various inter-sectoral ramifications 
of health development can be thrashed out and health economics and health 
ethics can be brought together. There is already a striking example of a 
national health advisory council in one of the countries of this region, 
and I leave it to the representatives of that country to tell us both of 
its successes and of its problems. 

As another aspect of WHO's contribution to health development in countries, 
we are, as you know, about to introduce a new system of programme budgeting 
and management of WHO's resources at the country level. The main effects 
of this new system should be to develop the WHO programme budget in 

~ ~ 

countries in ;ems of broad health programmes responding to nationally 
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defined needs and priorities and to defer detailed programme planning 
until nearer the operational period, so that it can be brought into closer 
harmony with the national health programing process. Here we have a 
golden opportunity to develop together genuine technical cooperation 
programmes. Please help to ensure that this opportunity is fully exploited 
and that the new system does not degenerate into a mere bureaucratic 
convenience in the programme budget presentation. We have worked together 
to develop the system; now let us work together to ensure that it is 
effectively applied. 

A number of mechanisms have been proposed as part of the new programme 
budget strategy to strengthen programme development at the regional level 
also and to attain regional self-reliance in health matters. In this 
region, the Regional Advisory Committee on Medical Research is already 
very active and has made remarkable progress in a short time. Now we 
should devote our attentiontostrengthening other mechanisms, such as 
regional panels of experts to concentrate on finding practical solutions 
to health problems in the Region. These panels should be multidisciplinary 
in nature, all the appropriate disciplines being brought to bear on the 
problem concerned. This is quite different from the former practice of 
dealing in each case with a health discipline rather than with a health 
problem and of bringing together only experts in that discipline. 

The mechanism I should like to stress most of all is the establishment of 
a centre or a network of centres to serve the Region for operational 
research, development and training in specific programme areas, countries 
working together to solve common problems and build up cadres of national 
personnel trained in such a way as to achieve self-reliance in developing 
specific programmes in their own countries. For example, there is no doubt 
in my mind that the best way to foster andimprove the country health 
programming process is to establish regional centres for operational 
research, development and training in this process. The same applies to 
the development of appropriate low-cost technology in various fields. 
Without wishing to be provocative I must also draw your attention to the 
catastrophic lack of properly trained health care managers at all decision- 
making and operational levels. If you do not quickly embark upon inter- 
country and country programmes in this area the call of Health for All by 
the Year 2000 will fall on the deaf ears of traditional medical bureaucrats. 

In this context I must refer to technical cooperation among developing 
countries, a highly important concept for the implementation of which 
mechanisms have to be developed. To implement all the priority programmes 
in the countries of the Region in the quest for essential health for all 
will require a high degree of dedication and of ingenuity to make the best 
use of limited resources. It is under those circumstances that mutual aid 
is most needed and most beneficial. The truest manifestation of technical co- 
operation among developing countries is seen when the initiative is taken by 
countries themselves to collaborate with one another and to generate joint 
activities. Any of the activities required for the implementation of the 
programmes I have mentioned could benefit from such inter-country coopera- 
tion: to mention only one example, the employment of experts and firms 
from within your own countries having experience in low-cost technology 
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for water supply and sewage systems. The Regional Office will gladly act 
as catalyst and coordinator and will ensure access to relevant information. 
If you so wish, it will also support you through its expertise and manage- 
rial capabilities. 

Lastly, your Regional Director has at his disposal a fund for programme 
development which will be used exclusively for technical cooperation 
programmes. This is a precious mechanism which will permit the flexibility 
in the use of funds that is so essential if problems are to be dealt with 
as they emerge, rather than central decisions being taken years in advance. 
The funds are under your control, and I hope you will realize the import- 
ance of maintaining a reasonable sum in each of the years to come in order 
to promote innovative ideas, to deal with emergencies and unpredictable 
health problems and to attract other sources of funds to your priority 
health programmes. 

Resources required for target achievement 

To achieve our main target will require substantial expenditure of human 
energy and material and financial resources. WHO cannot provide these 
resources alone, but it can be instrumental in identifying their nature 
and magnitude and in promoting the increased international transfer of 
real resources. 

Permit me to summarize some figures I presented to the World Health 
Assembly concerning the total cost involved. A remarkable level of 
individual, family and community well-being, including health, could be 
achieved through a socially just, additional annual expenditure of as 
little as 150 dollars per person. It has been estimated that most develop- 
ing countries could generate 90% of these resources by themselves, that is 
135 dollars per person, on condition that a transfer of external resources 
to the extent of some 15 dollars per person is made annually over the next 
20 years and on condition that this and other international commitments 
relating to the New International Economic Order are in fact implemented. 
Of these 15 dollars only about three-quarters of one dollar would be 
required for activities directly related to health if they form part of 
an integrated effort to meet essential social needs. None of us concerned 
with economic and social justice can run away from our individual and 
collective responsibility to ensure that those needs are met. 

The role of the Regional Committee 

Good health programmes and valid strategies for their implementation can 
create the political will necessary to put them into effect. We, the 
health politicians of the world, have an important role in generating the 
political determination required to reach the health target to which we 
have committed ourselves in our Organization. The front line is the 
countries which you represent in this Regional Committee of WHO. This 
Committee can and must provide political strength, moral courage and 
adequate foresight to pursue our target in spite of the enormous obstacles. 
For let there be no illusions - the roads we are charting pass through 
marshes, mine-fields and formidable mountains. 
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Your actions will have to justify the very concept of WHO having a substan- 
tial portion of its regular budget devoted to technical cooperation,because 
there are very strong forces in favour of a central pooling of all opera- 
tional funds within the United Nations System. An immediate consequence of 
this would be a difficult competition for health as compared with the 
economic growth sectors. The ultimate consequence obviously would be a 
suppression of WHO'S regional structure. I am a fervent advocate, as you 
know, of integrated inter-sectoral efforts for social and economic develop- 
ment, but these must take place where the problems exist - within countries. 
It would be folly to repeat the mistakes of the past and attempt integrated 
global planning before the problems resulting from integrated planning in 
countries have been properly identified. I am convinced that if you are 
ready to apply technical cooperation through WHO as the single coordinating 
authority, as opposed to ad hoc technical assistance within a regionally 
fragmented organization, then we shall be able to convince our adversaries 
that ours is the better way. 

You will have to face many other policy issues, for example, the opposition 
of certain influential sectors of the established health professions to the 
introduction of new concepts of health manpower and its training. You will 
have to be active in persuading them to accept the need for these new 
concepts and to participate in their promotion and implementation, explain- 
ing to them that if they do not move with the times social pressures will 
force them to do so. 

I will mention a number of additional obstacles. There may be professional 
and commercial opposition to the adoption of drug policies aimed at provid- 
ing essential drugs for all and at establishing or strengthening drug 
industries in your countries, and your support will be essential in over- 
coming such opposition. Similar support will be required to reach agreement 
on the selection of countries for vaccine production as part of the drive 
to reach regional self-reliance in vaccine supply. Likewise, you may have to 
act as a collective arbiter in relation to the development and application 
of an appropriate technology for health. Your political powers and wisdom 
may also be required to resolve any problems deriving from commercial 
interests or questions of prestige which may arise when attempts are made 
to put into practice technical cooperation among developing countries. 

Above all, your support is crucial for launching the drive to attain health 
for all by the year 2000. Strange as it may seem, there has recently 
appeared vociferous opposition to the very concept of meeting basic social 
needs. The opponents consider this an inferior and confusing substitute 
for the direct economic support of the developing countries by the indus- 
trialized countries within the framework of the New International Economic 
Order. I can assure you that what I am advocating is no social smokescreen 
to hide economic development. It is an essential element of economic 
development. Economic development means much more than economic growth; 
it means increased human well-being, for which better health is capital, 
being both a cause and an effect of development. Of course, there is a 
danger of unscrupulous abuse of well-meaning social policies,but as long 
as we are aware of this we can surely overcome it. If you are convinced 
that WHO'S policy is contributing to the development of the third world 
then you have a tremendous collective responsibility to propagate this 
policy in the Region and no less an individual responsibility to 
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convince the doubters in your own countries of the genuineness of our 
intentions. 

I am confident that with your support political obstacles can be overcome 
and that we will be able to traverse the roads we are charting together. 
Your Organization is eager to work with you and for you in developing the 
programmes and in establishing the mechanisms required to reach our 
target. It is ready to do so within your country if you so desire, as 
well as providing regional and global support. But WHO is your Organiza- 
tion and you must give the political impetus and support to convert this 
blueprint for health action into action itself. You can rely on your 
Organization to do its utmost to help you reach health for all in your 
countries and in your Region. In turn, your Organization is relying on 
you: 



SUMMARY MINUTES* 

Second Meeting, 2 August 1977. 4.30 p.m. 

TABLE OF CONTENTS 

1 Nomination of the Regional Director 

2 Twenty-ninth Annual Report of the Regional 
Director 

3 Adjournment 

*Originally issued as document SEAlRC30lMin.2, on 3 August 1977. 



92 MINUTES OF THE SECOND MEETING 

1 Nomination of the Regional Director (item 8) 

After the item concerning the nomination of the Regional Director had 
been considered by the Regional Committee in camera, the Committee 
reconvened in plenary session, and the CHAIRMAN invited the Director- 
General to speak on this item. 

The DIRECTOR-GENERAL read out the following resolution approved by the 
Committee: 

"The Regional Committee, 

"Considering Article 52 of the Constitution, 

"In accordance with Rule 49 of its Rules of Procedure, 

"1. NOMINATZS Dr V.T. Herat Gunaratne as Regional Director for South- 
East Asia, and 

"2.  REQUESTS the Director-General to propose to the Executive Board 
the appointment of Dr V.T. Herat Gunaratne for a further period of five 
years from 1 March 1978." 

The CHAIRMAN congratulated Dr Gunaratne on his re-nomination. On behalf 
of all the delegates, he wished Dr Gunaratne continued success. 

He then read out the following cable which he had received from the 
Health Minister of the Democratic People's Republic of Korea: 

"MR CHAIRMAN DPRK HEALTH MINISTRY NOT SEND DELEGATION TO 30TH REGIONAL 
COMMITTEE PRESIDED BY YOU FOR SOME REASON STOP WE HOPE ALL ITEMS OF 
AGENDA BE DISCUSSED AND CONCLUDED IN CONFORMITY TO INTERESTS OF MEMBER 
STATES STOP WE SUPPORT CONGRATULATE NOMINATION OF DR GUNARATNE REGIONAL 
DIRECTOR AND HOPE OUR IDEA BE INFORMED TO PARTICIPANTS OF COMMITTEE STOP" 

The REGIONAL DIRECTOR thanked the delegates for their expression of 
confidence in having renominated him, by which he felt quite overwhelmed. 
He assured the Committee that he would continue to do everything possible 
to assist the governments in ensuring that by the year 2000, every 
individual would be able to enjoy such a state of health as to live as a 
useful citizen in this world. 

2 Twenty-ninth Annual Report of the Regional Director (item 7) 

The CHAIRMAN proposed that, for want of time, resolutions of regional 
interest (under item 9 of the Agenda) might be taken up along with the 
relevant chapters of the Annual Report. He also requested the represen- 
tatives of non-governmental organizations to intervene when the appro- 
priate sections of the report came up for discussion, and asked them to 
be brief. 

The REGIONAL DIRECTOR, presenting his report, said that the right tone 
for the Committee's deliberations had been set at the inaugural meeting 
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by the distinguished speakers focusing attention on many of the import- 
ant problems of health care in the Region. Some of these problems had 
been dealt with in his introduction to his Annual Report. The remark- 
able victory against smallpox had brought with it not only a great 
sense of relief but also high hopes for a similar breakthrough against 
other major killing diseases. 

He said that malaria, which had increased dangerously in recent years, 
showed no signs of abating. While integrating vertical malaria 
programmes into the general health services, no slackening of activities 
must be allowed. Concerted efforts would have to be directed towards 
inter-departmental cooperation at all levels to cover all aspects of 
malaria control. 

Two other diseases which were causing increasing concern in the Region 
were leprosy and dengue haemorrhagic fever. Leprosy had been identified 
as a priority area by the Regional A m .  Dengue haernorrhagic fever was 
responsible for a large number of deaths, especially among children, 
and there was the danger of its spreading to more countries. There was 
an urgent need for research in this field. 

Diarrhoea1 diseases, which took a heavy toll in childhood, could be 
successfully controlled through improvement in environmental sanitation, 
but this was an area where the progress had been far from satisfactory. 
Moreover, the importance of nutrition in developing resistance to 
infection must not be lost sight of. The most vulnerable groups, 
children and pregnant and lactating mothers, must be protected, and 
maternal and child health care should be a vital part of family planning 
programmes. All efforts towards improving health care would be in vain 
if population growth was not kept within manageable limits. 

While communicable diseases were of overwhelming importance in this 
region, the non-communicable diseases could not be neglected. Realizing 
the limitations in attempting to provide the whole population with 
conventional health services, the Twenty-eighth World Health Assembly 
had adopted the concept of primary health care. This concept was based 
on the community approach, which emphasized that the health services 
must be built around the life pattern of the people and must be developed 
as an integral part of total community development. 

Referring to the draft health charter, the Regional Director expressed 
the hope that it would soon receive the acceptance of all Member States 
of the Region. He said that he was proposing to call a meeting in 1978 
of the representatives of the health and other concerned ministries in 
the countries of the Region in order to finalize the charter, which would 
then be a useful tool for attracting outside resources. 

Apart from the physical and financial resources, provision of primary 
health care on a large scale would require the development of suitable 
manpower and appropriate technology. He urged the Member States to 
muster the political will to evolve purposeful steps to overcome all 
obstacles so that,,as was already the case even in some developed 
countries, there would be a shift away from higher technical courses 
of long duration towards more task-oriented education. 
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Speaking on the subject of medical and health services research, he said 
that it must be oriented to the task of solving specific problems rather 
than mere research for its own sake. 

Describing country health programming as a flexible, adaptable and simple 
process of health planning, he said that in those countries where this 
exercise had been carried out, the health planning process had shown an 
appreciable improvement. Effective technical co-operation and exchange of 
appropriate knowledge and expertise among the countries of the Region would 
not only result in the optimal use of their scarce resources, but also 
create the climate for self-reliance. 

With reference to a move for the pooling of all operational funds within 
the United Nations system, he warned that any centralized control would 
hamstring the efficient discharge by the Organization of its constitutional 
function. He appealed to Member Governments to express their united support 
and conviction to preserve the identity of WHO. 

PROFESSOR KHALEQUE (Bangladesh) congratulated the Chairman and the Vice- 
Chairman on their election and also the Regional Director on his renomina- 
tion for a further term. 

The annual report of the Regional Director was informative and reflected 
fully the present health situation in the Region. It also indicated the 
current and future trends in the health field. 

His country had not yet been declared free of smallpox, but would celebrate 
its victory over the disease in December this year, and he would like the 
Director-General and the Regional Director to participate in this function. 

Referring to the Director-General's speech, he said that,in Bangladesh, 
community participation in the health activities had already been effected 
and the smallpox eradication project was one of the examples. Incentives 
were being given to the public in order to enlist their co-operation in 
health activities. 

Commenting on the malaria situation, he stated that, in Bangladesh, as a 
result of inter-ministerial consultations and discussions, the production 
of DDT had been increased to 1 000 tonnes per year and the country was 
self-sufficient in DDT and even hoped to be able to supply other countries. 

DR U THEIN NYUNT (Burma) also congratulated the Chairman and the Vice- 
Chairman on their election and the Regional Director on his renomination. 
The Regional Director's report was, as usual, very informative and 
detailed. He was pleased to be able to draw the attention of the Committee 
to the reference that Burma would also be free from smallpox by the end of 
1977. 

DR JAMBA (Mongolia) congratulated the Chairman on his election and thanked 
the Committee for electing him as the Vice-Chairman. He also congratulated 
the Regional Director on his renomination, as well as on his excellent 
report, rich with statistics on the activities of WHO in the Region. The 
report contained a number of his logical evaluations of certain problems 
and revealed new ideas in respect of some of the priority problems. He felt 
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that the main task was to evolve a problem-oriented planning system and to 
educate both the community and the decision-makers in some of the social 
aspects of the health services. 

In Mongolia, the health plan had been an indispensable part of the 
Government's policy on the overall socio-economic and cultural development 
programme, and he was glad to note from the annual report that a number of 
countries in the Region had completed country health programming exercises 
with WHO assistance. 

He felt that primary health care should form an integral part of the 
national health system and should be strongly supported by the cornunity 
as well as the government and all voluntary agencies. He hoped that the 
conference on primary health care scheduled to take place in Alma Ata 
(USSR) in 1978 would throw up fresh ideas and would prove to be useful 
to all. 

Congratulating Bhutan, India and Nepal on their successful efforts in 
eradicating smallpox, he noted with satisfaction that the expanded 
programme of immunization had been launched in all the countries of the 
Region, and emphasized the need for immunological surveys. 

Detailing some of the achievements in his country, he referred to the 
health law which aimed at promoting community responsibility for the 
medical care of the working population. A new mother and child health 
research institute had been created, and the number of children served by 
each paediatric station had been reduced from 1500 to 750. Other achieve- 
ments included a reduction in the cost of some 100 different medicines by 
38%, an increase in the availability of hospital beds and an improvement 
in the population-physician ratio. 

Outstanding problems, however, still needed substantial international and 
bilateral support to make the WHO assistance more effective; a number of 
small projects had been amalgamated and it was suggested that the number 
of short-term consultants be reduced and that the technical staff in the 
Regional Office and Headquarters should visit the country to make on-the- 
spot evaluations. 

He concluded by renewing, on behalf of his government, the invitation to 
the Regional Committee to hold its thirty-first session in Mongolia. 

DR AMORN NONDASUTA (Thailand) said that it was heartening to note from 
the annual report of the Regional Director that considerable progress had 
been made in the countries of the Region. The recent success in the 
eradication of smallpox from three countries of the Region would hopefully 
provide the stimulus for achieving similar successes in other areas. Some 
unique developments had taken place in the field of health in Thailand 
which would not have been possible without the encouragement and continuous 
support of WHO. He was confident that such close collaboration between 
WHO and Thailand would continue. 

MR PRASAD (India) associated himself with the felicitations extended 
by the other delegates to the Chairman and Vice-Chairman on their 
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election. He expressed happiness at the renomination of Dr Gunaratne, who 
had assumed the role of an elder statesman, providing guidance and support 
in matters of health to the countries of the Region. Referring to the 
lucid presentation in the annual report of the Regional Director and the 
Director-General's inspiring addresses, he said that the policies enunciated 
therein were already well accepted by the health authorities. What was 
important now was the need to convince the decision-makers such as the 
finance ministry, planning commission, etc. who remained sceptical. He 
hoped that the addresses of the Director-General and the Regional Director 
would reach such persons. In this connexion, he welcomed the idea of the 
Regional Director to involve the ministries of finance, planning, etc., in 
finalizing the Health Charter. He hoped that WHO would do a little more 
to see that the policy-makers did understand better the implications and 
usefulness of the investments in health programmes. He then referred to 
the establishment of the Royal Thai Government/WHO Coordinating Committee, 
which, he understood, was leading to greater coordination and association 
of WHO in the implementation of health programmes. If such a committee 
could help resolve the problems faced by his government, he would welcome 
the formation of a similar one in India. Referring to the recent setback 
in the family planning programme in India, he wondered whether inter- 
national agencies such as WHO could help to impress on the people the 
seriousness of the situation. 

With regard to the development of the health manpower.needed to serve the 
600 000 villages in his country, he said that this was one of the foremost 
priorities of his government and anything WHO could do to help them take 
a step forward would be welcome. The introduction of management in health 
administration would be of great benefit and selected institutions in this 
region could be identified where officials associated with health training 
programmes could be given management training. The traditional systems of 
medicine appeared to languish for want of support and the practitioners had 
a low official status and working conditions which were inferior to those 
practising modern medicine. His government proposed to introduce a series 
of courses in the medical colleges on the history of medicine, involving 
the indigenous systems of medicine and the vital role they had to play, 
so that the future doctors would have better regard for these systems. 
Emphasizing the need to be self-sufficient in insecticides, anti-malarials 
and vaccines, he suggested that countries should agree on centres where 
vaccine production could be connnenced without delay. Finally, he was happy 
to note the increased allocation for research and appreciated the new 
dimensions introduced by Dr Mahler to WHO activities. 

DR KHATRI (Nepal), congratulating the Regional Director on his renomination, 
said that his country had successfully eradicated smallpox, and thanked WHO 
for its assistance in accomplishing this historic achievement. The health 
services in his country were being developed through the integrated health 
systems, and a health coordination committee had been set up to mobilize 
the support of health-related agencies and voluntary organizations. As the 
present system of medical education was heavily dependent on electro- 
medical equipment, the Government had changed its education policy which 
would now enable them to train a cadre of health manpower ranging from 
village health worker to diploma level health worker. Project formulations 
of the priority health programmes, as identified by country health program- 
ming, had been carried out with the assistance of WHO and he was grateful 
to the Organization for its help. 
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DR DE SILVA (Sri Lanka) complimented the Regional Director on his excel- 
lent report. He agreed that health problems such as high infant mortality, 
malnutrition, comunicable diseases and poor environmental conditions were 
causing great concern in most of the countries of the Region. Most of the 
governments were giving much attention to the provision of better health 
services to their people. His country welcomed the opportunity to collabo- 
rate with WHO in bringing about all-round improvements, particularly in 
the training of manpower, careful selection of research activities, the 
development of new agents for chemotherapy, vaccines and new methods for 
vector control. The eradication of smallpox from this part of the world 
had been a splendid success and he looked forward to many more such 
successes. He also congratulated the Chairman on his election and the 
Regional Director on his renomination. 

DR SULIANTI (Indonesia) congratulated the Chairman on his election. She 
also congratulated the Regional Director on his renomination and was sure 
that he would make all efforts towards ensuring better health for all by 
the year 2000. It was important to start real research programmes because 
the results of such programmes would be the basis of planning. They would 
help to select the appropriate technology and the most effective and the 
least costly approaches in implementing health programmes. She supported 
the approach which had been described by the Director-General for tackling 
the most important health problems such as malnutrition, environmental 
sanitation and communicable diseases. She said that the eradication of 
smallpox was, of course, a big achievement but warned that the fight 
against other diseases might not be so easy. 

MR YOOSUF (Maldives) congratulated the Regional Director on his renomina- 
tion for another term and hoped that much progress would be made in the 
next five years towards the achievement of the goal of health for all by 
the year 2000. He also wished to congratulate him on his very lucid 
report. 

3 Ad j ournment 

The meeting was then adjourned 
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Annex - 

TEXT OF ADDRESS BY DR V.T.H. GUNARATNE, REGIONAL DIRECTOR, 
WHILE INTRODUCING HIS ANNUAL REPORT 

It is my pleasure and privilege to present to the Regional Committee the 
Twenty-ninth Annual Report of the Regional Director (documents SEA/RC30/2 
and Add.1). 

The right tone for our deliberations has been set at the inaugural session 
by the distinguished speakers focusing on many of the pressing problems of 
health care in our Region. Some of these problems have been dealt with in 
my introduction to the Annual Report. I shall now crave your indulgence 
to highlight briefly the various approaches and strategies adopted to 
tackle the other important issues in the coming years. 

The remarkable victory against smallpox has brought with it not only a 
great sense of relief but also high hopes for a similar breakthrough 
against other major killing diseases. As health consciousness amongst 
the people grows, there is a rising expectation of better health for all. 
The fulfilment of these hopes and expectations will, however, require 
much stronger commitment and far greater effort but, while the task is 
stupendous, there is no need for despondency. In the coming years we can 
gear ourselves to mount a "health offensive" on an unprecedented scale. 
In fact, we will have to fight on many fronts simultaneously, and the 
entire action will have to be concerted, cohesive and well-coordinated. 

The successful battle against smallpox has conclusively demonstrated how 
an appropriate immunizing agent, effectively applied on a national scale, 
can wipe out an age-old disease from the face of this planet, given the 
necessary national commitment and international support. Should we not, 
therefore, apply this newly-found experience in our fight against other 
communicable diseases such as diphtheria, tetanus, pertussis, poliomye- 
litis and tuberculosis, against which potent immunizing agents are 
available? The experience with smallpox has given us justifiable 
confidence that the health machinery in the countries of our Region has 
the potential capacity to handle this operation successfully. In our 
enthusiasm we must not forget, however, that, in spite of its similarity 
with the anti-smallpox campaign, the expanded programme of immunization 
has major differences and consequent difficulties in execution. First, 
there is a need to develop self-sufficiency in the production of potent 
vaccines. Fortunately, there are laboratories and organizations in some 
countries of the Region which have the expertise and trained manpower 
for this purpose, but these will have to be strengthened. Joint efforts 
on the part of the countries of the Region, as well as international 
organizations and bilateral agencies, will be required to achieve this 
objective. Then we will have to initiate action to develop dependable 
cold storage facilities throughout the vast and remote rural areas. The 
development of an efficient logistic system is another important pre- 
requisite. The experience of some countries in the Region shows that in 
implementing this programme on a national scale, the involvement of the 
entire medical profession can be important. We will also have to work at 
simplifying the techniques of vaccination so that the brunt of carrying 
out the programe can be safely borne by the health auxiliaries and 
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community health workers. Any investment made in this field will yield 
rich dividends in the form of reduction in infant mortality and higher 
life expectancy. 

Malaria, which has increased dangerously in recent years, shows no signs 
of abating as yet. In the early sixties we came very near to eradicating 
this disease but faltered in the very final phase of the crucial battle, 
resulting in its resurgence. Valuable lessons have been learnt from past 
failures, however, which have enabled the formulation of a new strategy 
against this disease. Most countries in the Region have already initiated 
action in this regard by switching over from eradication to control. While 
there is justification for cautious optimism in this field, we will have 
to be ever vigilant and avoid complacency. 

We must guard against a slackening of activities while integrating vertical 
malaria programmes into the general health services. We must secure 
community cooperation in spraying operations and the distribution of anti- 
malarials. Areas of malaria must be carefully mapped in order to intensify 
the operations and contain its spread. Similarly, the delimitation of 
areas of drug-resistant malaria is very important. 

The success of this strategy will depend to a large extent on an adequate 
supply of anti-malarials and insecticides. Our Region has today the 
potential to produce adequate quantities of chloroquine, though not of 
primaquine, but cooperation among countries will be needed in this regard. 

In the last decade a 'disconcerting development has been the gradual 
disappearance of inter-departmental action and inter-disciplinary expertise 
to combat malaria, which had been a feature of the past. The quick resto- 
ration of inter-departmental cooperation among ministries of agriculture, 
irrigation, works, power, fisheries, etc. is crucial. Concerted efforts 
will have to be directed towards the judicious use of proper insecticides 
in the face of the increasing resistance of vectors. Such inter-depart- 
mental cooperation will also be needed for the vigorous promotion of 
alternative larval control measures. Those bio-control methods, which are 
still in an experimental stage, will have to be intensified in order to 
yield results before we run out of effective insecticides. Research aimed 
at the possible production of a vaccine against malaria is still in its 
very early stages. We can only hope that a breakthrough will be achieved 
in the not too distant future. The task ahead of us is to translate 
these pointers into well-knit collaborative programmes. 

Two other diseases which are causing increasing concern in the Region are 
leprosy and dengue haemorrhagic fever. 

More than a third of the cases of leprosy in the world are found in this 
region. The available knowledge which can be applied to the prevention 
and control of this disease is still meagre, and the curative measures are 
often not effective enough. Leprosy has therefore been identified by the 
Regional Advisory Committee on Medical Research as one of the priorities 
for research, and protocols are clearly being prepared. It is encouraging 
to note that the etiological agent has been grown experimentally in the 
Asian ant-eater or pangolin in India and further results of these experi- 
ments have opened up the possibility of developing a prophylactic vaccine. 
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While a realbreakthrough in the fight against this ancient scourge may 
take time, we must continue to intensify surveillance in all the endemic 
areas in a bold endeavour to detect every case in the early stages of the 
disease and to institute treatment. Here again the epidemiological 
experience gained while eradicating smallpox will be a great asset. 

The problem of dengue haemorrhagic fever has remained restricted to Burma, 
Indonesia and Thailand, and early case-detection and treatment have brought 
down the mortality, but the disease continues to take its toll, especially 
among children. Moreover, the potential danger of its spread to other 
countries, both within and outside the Region, remains, due to the existing 
ecological situation. Urgent research is therefore necessary to understand 
more of the intricate processes involved in the pathogenesis and clinical 
manifestation of the disease and of its epidemiology, in order for us to 
be able to develop proper preventive and curative measures. A start has 
been made in this direction through the WHO Collaborating Research Centre 
established in Thailand. 

The diarrhoea1 diseases, which take a heavy toll in childhood, can be 
successfully controlled through improvements in environmental sanitation. 
This is an area where the progress has been far from satisfactory. Lack of 
safe drinking water and facilities for waste disposal are perhaps the two 
most important factors accounting for the high prevalence of these comuni- 
cable diseases. We will have to commit ourselves firmly to the provision 
of these basic needs, which even by themselves could lead to a significant 
reduction in infant mortality. In this connexion, the Organization is 
committed to the goal set by Habitat, the United Nations Conference on 
Human Settlements, to provide "water for all by 1990". It hardly needs to 
be emphasized that vast resources have to be mobilized to tackle this 
problem; nevertheless I must stress the need for still closer 
collaboration between the international and bilateral agencies in this 
field. 

While immunization and environmental health programmes are important 
instruments with which to tackle communicablediseases, we must not lose 
sight of the importance of nutrition in human resistance to infection. 
There is scientific evidence that directly relates malnutrition to suscepti- 
bility to infection. The problem of malnutrition is, however, a multi- 
sectoral concern and involves not only the health authorities but also 
others such as those responsible for agriculture, animal husbandry, 
fisheries, industry and education. Hence an overal1,integrated national 
policy on nutrition is an urgent need. 

The groups most vulnerable to infection and malnutrition are children and 
pregnant and lactating mothers. The proper development of family health 
programmes, including maternal and child health, therefore, requires 
special attention. These services must be promoted as an integral compo- 
nent of primary health care systems and must provide wide coverage. It is 
only through such services that effective family planning and population 
control measures can be carried out. While the importance of reducing the 
number of births and the rate of population growth cannot be overemphasized, 
a careful and coordinated total programme of family welfare is the effective 
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answer to this complex and urgent problem. All our efforts towards improv- 
ing health care will be in vain if we fail to keep population growth within 
manageable limits. 

While communicable diseases are of overwhelming importance in this region 
and therefore of over-riding concern to us, we cannot afford to neglect the 
non-communicable diseases. There are a few areas in this category which 
do need national programmes with priority support. These include the 
problems of mental health, visual impairment and blindness, cancer, cardio- 
vascular diseases, drug dependence and hazards from radiation. I shall 
mention only one important area, namely, visual impairment and blindness, 
which is caused mainly by vitamin A deficiency, cataract and trachoma. 
Although there is a need for research and comprehensive national programmes 
to improve prevention and control, the available technology can easily form 
the basis for immediate action, which will save the sight of millions. 

I shall now take up the crucial point that strengthening the infrastructure 
of health services is essential for implementing the various programmes. 
Here we are truly at a crossroads. Most of our efforts in the past led to 
the uncritical adoption of conventional health services as obtaining in the 
more affluent societies. These have proved to be inappropriate for our 
situations. Realizing the limitations in attempting to provide the whole 
population with conventional health services, the 28th World Health Assembly 
adopted the concept of primary health care. This concept is based on the 
community approach, which emphasizes that the health services must be built 
around the life pattern of the people and must be developed as an integral 
part of total community development. It envisages the provision of health 
care as a package, maintaining a balance of promotive, preventive, curative 
and rehabilitative care according to the needs of the community. It is a 
system which seeks out people in need of health care rather than expecting 
the people in need to come to it. It is not just a health service for the 
people but of the people and b~ the people. Such a system can be successful 
only if it evolves out of, and develops within, the community. 

Although the validity of this approach is universally recognized, the 
contents of the primary health care package may vary from country to country. 
Nevertheless, simple medical and preventive care, maternal and child health 
including family planning, nutrition, health education, immunization and 
basic sanitation are the common components of primary health care in most 
countries. 

The countries in this region are fully aware of the importance of 
primary health care and have been remodelling their health services, 
especially in the rural areas, to provide at least minimal care. Substantial 
resources are needed, however, to bring health to the vast rural population, 
and admittedly there is a resource gap. 

I am happy that, in most countries of the Region, governments as well as 
voluntary agencies have begun to use innovative methods and alternative 
approaches to extend primary health care. For example, they are using 
community health workers, chosen by the community and working in collabora- 
tion with and under the guidance and supervision of health teams. In this 
regard, a meeting which was held in the Regional Office in June 1977 has 
been of great help in clarifying the concepts of primary health care and in 
evolving plans of action for national programmes in the countries of the 
Region. 
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It is also very satisfying to learn that some countries of the Region have 
decided to launch community health worker programmes on a massive scale - 
an indication of their firm resolve and commitment to this cause. While 
congratulating them on this praiseworthy step, may I be permitted, 
Mr Chairman, to focus attention on the need for adequate backing through a 
strengthened health service network, and continued training programmes for 
community health workers who must be properly selected and supported. The 
careful phasing of a national programme is also of crucial importance, so 
that the rising expectations of the people, generated by such a programme, 
will not swamp the capacity of the health services to respond adequately. 

There are many important issues related to this programme which you will 
have an opportunity to discuss when we consider item 15 of the agenda. 

I would like to bring to your notice the Regional Conference on Primary 
Health Care that will be held in November 1977 in the Regional Office to 
prepare for the International Conference on Primary Health Care, scheduled 
to be held in 1978 in Alma Ata, in the Soviet Union. Much is expected 
from this international conference, which will bring together 3000 
participants from all over the world. 

When we discuss these major programmes, the question of mobilizing the 
required resources once again arises. I wish to recall in this context 
what I stated last year about the mobilization of the internal resources 
of our countries. In most countries of the Region, the resources of the 
private sector in terms of health institutions and manpower are consider- 
able. These include specialized hospitals, private clinics, general 
medical practitioners, pharmacists, village midwives and traditional 
healers. There is an urgent need for coordinating the resources of both 
the public and the private sectors so as to build up a national programme 
channelling the entire health manpower towards one goal. I am, however, 
fully conscious of the fact that the available internal resources alone 
may not be enough and external assistance to supplement them will be 
necessary. Nevertheless, a firm national commitment expressed through 
such mobilization will create an environment which will attract sufficient 
external resources. Therefore, while I exhort the international and 
bilateral agencies to come forward to help the countries in accelerating 
the pace of development of primary health care, I urge the national authori- 
ties to intensify their own efforts to harness all possible internal 
resources. In this way we can build up progressively the community's 
capacity and self-reliance to provide essential health services. 

With regard to the formulation of the Health Charter in this region, which 
was initiated shortly after my assumption of office as Regional Director, 
I am happy that all the countries in the Region except one have expressed 
their agreement to the formulation of the Health Charter. Progress may 
seem to have been rather slow, but I now have every hope that the draft 
Charter will receive the unanimous acceptance of the Governments of all the 
Member States before long. With your agreement, I propose to call a meeting 
of the representatives of health and related ministries, such as finance 
and planning, preferably at the decision-making level, some time next year 
in order to finalize the Charter. Once the Charter is established, I have 
no doubt that it will become the instrument for mobilizing the bilateral 
and multilateral resources so sorely needed to tackle the manifold problems 
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confronting the countries of the Region. Quite clearly, to accept or 
reject any offer of financial support will, of course, depend entirely on 
the decision of the government concerned, and the acceptance of the princi- 
ples of the Charter will in no way interfere with the governments' policy 
on external assistance. 

We must remember, at the same time, that even if the financial and physical 
resources are available, the provision of primary health care on a large 
scale will not be possible in the absence of suitable manpower and the 
appropriate technology. The doctor-population ratio in most countries of 
the Region is very poor, ranging from 0.5 to 1.25 per 10 000 persons. The 
nurse-population ratio is often worse, having a range of 0.25 to 2.25 per 
10 000 persons. The situation becomes even more difficult when we consider 
the distribution of this meagre manpower as between the urban and rural 
areas; three quarters of the doctors and almost all the nurses are urban- 
based. Moreover, this conventional type of manpower is not appropriate 
for providing primary health care services. Hence, in recent years, there 
has been a major shift in national health manpower policies. Professional 
training is being reoriented and training progrannnes for health assistants 
and auxiliaries for the local levels of the health services are being 
developed. While this is undoubtedly a welcome trend, much still remains 
to be done. ~lthough most countries know the reorientation and direction 
that medical education should take, the actual implementation has been 
slow and uncertain. Poor motivation of the faculty, inadequate facilities, 
poorly planned and developed field practice areas and the general resist- 
ance to change have been the major hurdles. In the coming years, govern- 
ments will have to muster the political will and evolve purposeful steps 
to overcome these obstacles. Even in the developed countries a perceptive 
shift towards shortening the duration of higher technical courses and 
towards task-oriented education has become established. In this region, 
such reforms are even more urgently needed. 

If we have to shift our emphasis in developing health manpower to suit 
the needs of our people, we must develop appropriate technologies which 
can be applied by the new type of health workers in their work situations. 
The term appropriate technology connotes a number of things in the context 
of the developing countries. It must be simple, inexpensive and yet effec- 
tive. The aim should be to simplify, without affecting the quality of the 
ultimate results. 

This means that we must organize goal-oriented research not only to find 
new solutions to health problelns but also to transfer scientific knowledge 
and techniques to specific situations, for their easy application. 

This leads us to the subject of medical and health services research, 
which must be oriented to the task of solving specific problems rather 
than mere research for its own sake. As you are aware, the Organization 
has established a Regional Advisory Committee on Medical Research with a 
view to streamlining and coordinating research activities to help solve 
the priority health problems of the countries of the Region. The progress 
made so far in achieving these objectives is most encouraging. Not only 
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have the priority areas of research been identified through an examination 
of the health problems of the Region, but also in-depth studies in priority 
fields are progressing so as to develop appropriate research programmes. 
These priority areas are health services research, malaria, leprosy, dengue 
haemorrhagic fever, liver diseases including liver cancer, and diarrhoea1 
diseases in children. The existing knowledge and practices in these areas 
do not provide us with solutions to the many problems that we are facing 
now. In this connexion, I am happy to state that in response to your 
request to allocate 2.5 per cent of the regional budget to research, with 
a matching grant from the Headquarters' budget, it has been possible to 
make a provision in the budget for 1978-1979 by allocating additional funds 
from the Regional Director's Development Programme. 

At the inaugural session this morning, I listed the range of important 
health problems that are facing the people in this region, and I have just 
given you a brief account of some of those problems and what needs to be 
done to solve them. I must now point out that it is imperative to have 
periodic assessments of the situation and to plan and replan our efforts 
so as to suit the changing situation and needs. 

The national health planning process in a number of countries has shown an 
appreciable imprbvement during the past few years. This is especially 
noticeable in those countries where country health programming has been 
undertaken. Country health programming is a flexible, adaptable and simple 
process of health planning which uses the basic principles of operational 
research, systems analysis, decision-making, programme-budgeting and 
management science. The main features of the process are its essentially 
national character, its continuing nature and its inter-sectoral approach. 
Because of its simplicity and easy adaptability it has been possible to 
use this method in countries with varied degrees of socio-economic develop- 
ment. 

The renewed emphasis on technical cooperation among developing countries 
will contribute to the optimal use of scarce resources. The necessary 
climate must be created for developing self-reliance within the family of 
developing countries through mutual cooperation and exchange of appropriate 
knowledge and expertise to help solve their problems. Individually the 
developing countries may be overwhelmed by their staggering problems, but 
I am sure that jointly they will be able to solve them successfully. What 
I have stated here is actually nothing new, as the concepts of technical 
cooperation among the developing countries are inherent in our regional 
structure and inter-country activities. I feel, however, that there is a 
need for reiterating these concepts so that more vigorous collaboration may 
be developed. 

Cooperation is also being furthered through the important constitutional 
function of disseminating information. To this end our Public Information 
Unit has been very active. It has produced two films: one on the preven- 
tion of blindness and another on the involvement of medical students in 
community work. The public information booklet "Health - A primer for 
progress", which you have already received, highlights the work done in the 
Region during the year. Plans have also been made for further films on 
subjects such as immunization and primary health care. These plans of 
course can only be completed in collaboration with your governments. I 
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shall shortly be seeking their official sanction for filming to begin and 
I am confident that you will expedite a positive response. 

Mr Chairman, permit me to put before you a matter of utmost importance 
related to the very basic function of our Organization. 

There is a move for the central pooling of all operational funds within 
the United Nations system. The need for an integrated approach aimed at 
global socio-economic development demands a unitary coordinating organ, and 
one cannot dispute the basic soundness of such a proposition. There are, 
however, many cogent reasons why the identity of WHO should not only be 
left undisturbed but should be preserved, promoted and further strengthened. 

First, the provision of technical assistance to Member countries is an 
essential part of WHO's constitutional mandate. Furthermore, the Organiza- 
tion has to function as the international coordinating authority on health. 
Centralization would strike at the very root of this constitutional function, 
as neither technical cooperation nor international coordination could be 
carried out effectively under an altered framework. 

Then there is the unique nature of WHO's technical assistance programme. 
Unlike other agencies, WHO'S technical assistance does not deal with the 
major transfer of material resources with substantial financial implications. 
The WHO collaborative programme, which is of course your programme which 
we try to help implement, involves in essence a transfer of technology, 
information and education. Any imposition of centralized control would 
hamstring the efficient discharge by the Organization of this vital function 
because health would find itself in unequal competition with other develop- 
ment sectors at the international level. I know that this would not be 
acceptable to you. 

I, therefore, strongly urge Member countries to express unitedly our convic- 
tion to preserve our time-tested identity, particularly today, when our 
battle against ill-health and disease on many fronts is in such a crucial 
phase. I am sure that I can count on your whole-hearted support in this 
vital matter. 

Mr Chairman, in conclusion I would like to say that exciting possibilities 
lie ahead of us, and what is needed is the political will, the resolve and 
that extra effort which will result in a breakthrough towards better health 
for all the peoples in this region. 

May I thank you, Mr Chairman, for permitting me to place before you some of 
the important issues facing the Region. Your coments and guidance in these 
matters will be of great value to me in fulfilling our obligations to our 
Member States. 

Mr Chairman, may I now request you to invite the distinguished delegates to 
initiate the discussion on the Annual Report. 
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1 Annual ~eport of the Regional Director (item 7) (cont'd) 

Part I - General Review of Activities 
Planning and Development of Health Services (pp. 1-9) 
(Resolutions of Regional Interest (document SEA/RC~O/I~-WHA 30.46) 

DR SULIANTI (Indonesia) referring to the country health programming 
exercises undertaken in Bangladesh, Burma, Nepal and Thailand, wanted 
to know the difference between this process and national health planning. 
If national health planning differed from country health programming, 
she asked whether the WHO staff assigned to the project IN0 HSD 001 in 
her country could be given some training so that they could assist the 
Government in the formulation of health projects for the Third Five-Year 
Development Plan, which should be finalized by September 1978. 

Referring to the training activities mentioned on page 5 of the report, 
she said that not all the five actLvities mentioned had been organized 
with WHO assistance. The course on health survey research methods had 
received support from US AID, and two Dutch consultants assisted with 
the two-week workshop in health insurance. 

With regard to rehabilitation, a research study on community-based 
disability prevention and rehabilitation was being undertaken with 
financial assistance from WHO. 

DR THAPA (Nepal) referring to the sub-section on health service informa- 
tion, stated that Nepal was in the process of implementing the information 
system at the primary health care level with assistance from WHO, as well 
as from UNICEF and US AID. She suggested that a reference be made to these 
two agencies. 

With regard to the organization of basic health services in Nepal, six 
districts were "fully integrated". For the record, 65 existing health 
posts had now been converted into the integrated model, whose functions 
also included anti-malaria activities, and 132 new integrated health 
posts had been set up, making a total of 197 such health posts, which 
consisted of 4 junior health workers and a mobile health worker who 
visited the houses every month. Further, the word "minimum" in line 4 
of para 5 on page 5 should be deleted, as it was not possible to define 
a "minimum" or a "maximum" integrated model. 

PROFESSOR KHALEQUE (Bangladesh) said that in any planning and programming 
for health, total information, rather than merely a collection of data, 
was vital. Priorities and the utilization of internal resources, includ- 
ing manpower, should be specified at the project stage. At the program- 
ming stage, however, proper supervision, followed by effective, in-built 
evaluation, was essential for success. 

Medical manpower had to be trained in management especially as, in 
economic terms, health was considered as non-productive. There were 
several constraints in developing a health system with a socio-economic 
impact, the first of which was the shortage of medical manpower. There 
was also the problem of finding those with an interest in planning and 
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programming for health, as medical people were usually more interested 
in technical specialties rather than in going into the field to plan 
or evaluate health programmes. Further, there was a manpower "drain", 
or "shift", within the country - a shift of people from policy or 
administrative responsibilities to the technical disciplines. Perhaps 
WHO and other international agencies could co-ordinate their activities 
so as to support governmental measures in making the doctors more 
people-oriented. Doctors should involve themselves in the socio-economic 
affairs of the community, as otherwise their role would be merely 
academic and institutional. 

As regards health senrice information, his country had introduced a 
system of voluntary squads which educated the community on its primary 
needs such as nutrition, food hygiene, etc. These volunteers, each of 
whom looked after the needs of 400 persons, worked through, and were 
guided by, elected representatives such as councillors. Realizing the 
difficulties faced by the rural population in going to large hospitals 
in cities, his government had also started a scheme under which special- 
ists would be sent to the villages to select cases for referral and 
transport to the hospitals. 

DR DE SILVA (Sri Lanka) said that in Sri Lanka, as it was felt that the 
country health programming exercise was almost identical to national 
health planning, no country health planning exercise had been undertaken. 
One of the major factors coming in the way of improving primary health 
care coverage in Sri Lanka was the shortage of manpower. In order to 
overcome this problem a scheme had been developed under which the 
country's 16 000 ayurvedic practitioners, both registered and unregis- 
tered, would be used to assist in providing basic health care to the 
population, as villagers usually went to them for advice and care. In 
addition, in order to provide training to doctors in acupuncture, a 
number of them had been sent to the People's Republic of China. 

DR AMORN (Thailand) congratulated the Regional Director on his excellent 
report and on the work done by the Regional Office. He expressed his 
gratitude for the understanding displayed by the Regional Director in 
helping to solve the problems of Member countries. 

Referring to sub-section 1.1.1 of the annual report, he wished to have 
information about the recommendations made by the inter-regional seminar 
on country health programming held in the Regional Office in February 
1977. 

It was felt that an information system was vital to any management 
system, and not necessarily in the field of health alone. Noting the 
difficulties experienced in recruiting specialists in information 
systems, he wondered whether WHO would be able to make the necessary 
expertise available to assist countries. 

In Thailand, a vast primary health care scheme was being developed under 
the national five-year plan, as mentioned in the report. The aim was to 
promote multi-sectoral rural development, including primary health care. 
Attempts were also being made to promote traditional medicine as a part 
of primary health care; in order to do this it was necessary to convince 
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the practitioners of modern medicine of the utility of traditional 
medicine and prove its value scientifically. Rural development posed 
several problems such as medical ethics, quality of drugs and their 
production, community organization, and social anthropology. He wished 
to know what steps the Regional Office could take to provide support to 
countries in this inter-disciplinary approach. 

The REGIONAL DIRECTOR, referring to the points raised by Professor 
Sulianti, said that the process of country health programming was itself 
national health planning. Country health programming was based on 
systems analysis, operational research, programme budgeting, behavioural 
sciences, etc. Where these aspects were taken into consideration in 
national planning, as had been done in Indonesia, there was no need for 
a country health programming exercise. WHO would, however, be glad to 
provide assistance at the second programming stage, i.e., project 
formulation, and the WHO staff in Indonesia assisting with the streng- 
thening of health services could be invited to participate in a future 
country health programming exercise. Country health programming was 
not rigid in nature, but was simple, flexible and adaptable. As for the 
training activities mentioned in the report which had been organized by 
other agencies in which WHO assistance had been only marginal, he had 
taken note to make appropriate mention in future reports. 

Referring to the inadequacy of the medical profession and the need for 
community participation, as had been mentioned by Professor Khaleque and 
by the Director-General, the Regional Director stressed the potential 
use of traditional medical practitioners and auxiliaries as an alter- 
native approach. The majority of the ailments found in the rural areas 
could be treated by auxiliary health workers. While WHO could encourage 
the use of traditional medical practitioners and auxiliary health 
workers, it was for the governments themselves to deal with the socio- 
political problems involved. 

The recommendations made by the Inter-Regional Seminar on Country Health 
Programming had been sent tothe participants as well as to the other 
Regional Directors and to WHO Headquarters. The Director-General and he 
himself had made policy statements focusing attention on country health 
programming. The WHO Representatives had had discussions with their 
respective governments on these recommendations. Steps were also being 
taken to organize similar workshops in the various countries. 

Work on information systems development had been going on for a long 
time and various methods had been developed by different countries. WHO 
had been trying out, on an experimental basis, the development of an 
information systems programme through the use of project, programme and 
country profiles. It was, however, too early to determine the useful- 
ness of these profiles. 

MR PRASAD (India) asked for more information on the concept of a WHO/ 
government co-ordinating committee and drew attention to the points he 
had made the previous evening regarding India's primary health care 
programme. His country had a plan to train 600 000 cornunity health 
workers, but there were major problems. Although these were essentially 
problems for the Government to solve, he wondered whether WHO would lend 
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its international status so as to strengthen the stand of the Health 
Ministry in convincing the other elements in the Government. Other 
problems concerned the production of insecticides, anti-malarials and 
vaccines within the Region, and the development of low-cost technology. 

The REGIONAL DIRECTOR replied that the nature and magnitude of the 
problems varied from country to country. In Thailand, they were just 
experimenting with the Royal Thai Government/WHO Co-ordinating 
Committee, which had been set up only recently. In a large country 
such as India, however, it might be necessary to have such co-ordinating 
committees both at the central and State levels. The Central Connnittee 
should preferably co-ordinate not only with the Ministry of Health but 
also with other ministries such as Finance and Planning. To start with, 
it might be useful to try setting up such co-ordination committees at 
the central level and in one or two States. He was prepared to discuss 
this subject in detail with the authorities in India so that the modali- 
ties could be worked out. 

With regard to India's plan to train voluntary health workers, he said 
that full-time assistance was being provided by a WHO staff member. 
Since this programme was a stupendous one, further assistance required 
would be provided to the Government to the extent possible. 

As regards low-cost technology, programmes were being developed in 
Member countries, which had been requested to make inventories of their 
institutes and facilities and to identify their problems. Also, it was 
planned to hold an inter-regional meeting in December 1977 which would 
discuss in greater detail the possibility of adopting the various types 
of low-cost technology. Concerning the production of insecticides and 
drugs within the Region, India has the capability to produce chloroquine, 
and could more than meet its requirements. The surplus could perhaps 
be made available to the other countries. The production of primaquine, 
which was more expensive, had not yet started. A proposal to start a 
project with UNDP assistance fell through because of financial difficul- 
ties, but if the Government of India could stimulate interest in this 
project, WHO would be happy to pursue it. 

Many of the countries in the Region were producing vaccines, and at 
least five of them had shown an interest in carrying out the expanded 
programme of immunization. It might not be advisable for all countries 
to produce the same vaccine. The main problem, however, related to 
attaining self-sufficiency in the production of vaccines, and it was 
imperative for the various countries to agree on an arrangement which 
would ensure the availability of the vaccine to the country which was 
in need of it. The Regional Office proposed to call a meeting at which 
centres for the production of specific vaccines could be identified. 
The meeting would also determine the production capability of each 
country SO as to recommend measures to attain self-sufficiency in 
vaccine production within the Region as far as possible. 

PROFESSOR SULIANTI (Indonesia), referring to the point raised by the 
representative from Thailand regarding the need for information systems 
development, said that this was very important and should be taken into 
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account when making provisions in the Programme Budget. She thought 
the country profile was very useful but the data obtained for this 
purpose must be reliable and simple and collected in a manner which the 
countries could afford. With regard to the point made by the Director- 
General that drugs were inseparable from health technology, she said 
that in Indonesia a list of essential drugs according to the major 
health problems in rural areas had been prepared and sent to the health 
centres and hospitals, and a feedback on their use by,and acceptability 
to, the rural people was being obtained. A co-ordinating committee had 
already started functioning under the WHO-assisted project for the 
strengthening of national health services (IN0 HSD 0011, on which 
representatives from governmental agencies, including a member of the 
National Planning Board, as well as from international and bilateral 
agencies were represented. This committee, which was new,extended its 
considerations beyond programmes with WHO collaboration and had proved 
useful in planning health programmes and obtaining assistance from 
donor agencies. 

MR PRASAD (India) stated that there was only a passing reference in the 
Annual Report to the family planning programme, which was vital to this 
region. In India, for instance, family planning also included family 
welfare. He asked whether WHO was not much interested in family plan- 
ning - was it because other agencies such as UNFPA were involved to a 
greater extent? 

DR JADAMBA (Mongolia) said that at a WHO seminar on the planning and 
development of health services it had been found that there was very 
little difference between "national health planning" and "country health 
programming". In Mongolia, a number of plans for health protection 
existed; in fact, there was a plan for each aimak. The real problem, 
however, related to the fulfilment of these plans. Arising out of a 
recent discussion of one aimak's plan, it had become apparent that a 
more efficient control and supervision system was required if these 
plans were to be implemented successfully. 

DR AMORN (Thailand) said that, in line with present trends in Thailand, 
a pilot project had been started aimed at the integration of primary 
health care into general economic and agricultural development. He 
wished to know what role WHO could play in providing multi-disciplinary 
technical support to such a project. 

DR THEIN NYUNT (Burma) said that in his country, the Assistant WHO 
Representative, who was a Burmese national, was a member of the national 
Co-ordinating Committee and he worked closely with the national staff. 

The REGIONAL DIRECTOR, replying to the points raised by the various 
delegates, mentioned that an inter-regional meeting was being organized 
in February 1978 to discuss technical co-operation among developing 
countries in the production of drugs and pharmaceuticals; the terms of 
reference for this meeting were now being prepared. The Director-General 
had agreed that this meeting could be held in this region. He believed 
that this meeting inter alia would discuss questions relating to the 
production, distribution and quality control of drugs, as well as the 
most essential drugs that should be initially taken up for production. 
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With regard to country health programming, there was no difference 
between national health planning and country health programming. WHO 
had, however, been using the term "country health programming". He said 
that the Director-General might wish to elaborate on this subject. 

As for the working of national co-ordinating committees, he suggested 
that the delegation from Thailand might wish to provide details about 
the Committee set up in that country. 

Referring to the comment on family planning, he said that this was 
indeed an important subject. WHO had been providing technical co- 
ordination and was acting as the executing agency for UNFPA assistance 
in some countries. This programme had been treated as a part and parcel 
of family health and maternal and child health programmes and WHO was 
willing to be involved in this activity to the greatest extent possible. 
A special medical officer in this field had recently been appointed in 
the Regional Office and was now participating in the tripartite review 
of the programme in India, although WHO was not the executing agency in 
India. He assured the Committee that WHO would be prepared to provide 
assistance to countries in whatever way possible. 

With regard to primary health care, WHO'S policy was that this subject 
should be considered as a part of overall rural development. 

DR AMORN (Thailand) explained that the Royal Thai Government/WHO Co- 
ordinating Committee was still in an embryonic stage. This committee 
had been basedon the pattern of the Regional Committee. The national 
Committee consisted of representatives from various departments of 
different ministries who were responsible for the execution of WHO- 
assisted projects in the country. The WHO Representative to Thailand 
was a Deputy Chairman of this Committee. The Committee had started by 
considering the policy, technical and budgetary aspects of WHO collabo- 
rative programmes, but now considered any health and health-related 
programme whether WHO was involved or not. It was hoped to expand the 
Committee to include representatives of universities and other fields 
such as agriculture. Cross-information was available all the time. 
There was thus an exchange of ideas on the development of the programmes 
in a more informative and comprehensive way. He felt that this committee 
was proving beneficial not only to the Government but also to WHO, 
although it was too early to assess its effectiveness. 

The CHAIRMAN requested the Director-General to elaborate on the subject 
of country health programming. 

The DIRECTOR-GENERAL explained that there was a significant difference 
between planning, programing and implementation. If one was not clear 
in one's mind about this, it would not be possible to differentiate 
between these levels. This confusion existed in most countries. WHO 
had developed, in collaboration with Member States, a simple method, 
based on the systems approach, which was applicable to any situation, 
anywhere in the world, irrespective of the degree of socio-economic 
development. Through this method an attempt was being made to put 
together what at present seemed to be the aspirations of the people and 
relate these aspirations to inputs in the priority programmes such as 
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agriculture, water supply, housing, etc. in a co-ordinated way so as to 
contribute to the output in the health sector. These co-ordinated 
efforts should be synergistic and not amount to competition among 
various departments. This method enabled the ministry of health to try 
to relate health to overall development and to understand how to work 
in such a way as to overcome subtle resistance and sometimes even out- 
right opposition. Whether one called it country health programming or 
national health planning did not matter so long as there was the same 
thinking behind the structure and so long as the programme had a syste- 
matic structure. There was, in fact, a situation of systematic 
indeterminacy in most countries of the Region. In Mongolia, however, 
the situation might be described as systematic determinacy, because of 
the Government's policy of centralized planning. In Mongolia, one could 
speak of norms which were already determined and defined at various 
levels. This was how that Government functioned. There was really no 
difference between country health programming or any kind of national 
health planning, which was accompanied by specific targets, resources, 
etc. 

It would be a tremendous advantage if there was one place in the Region 
where one could work together with what was the most relevant, most 
sensitive and most consistent approach to planning, programming and 
implementation. He believed that if one had such a specialized model 
in the individual countries, they would find themselves in complete 
consensus about what were the functional principles behind these levels 
of planning, programing, implementation and evaluation. 

As for information systems, what was more significant was that the 
information at present generated was not fed into specific information 
functions. It was irrational to generate information without its being 
used at all levels. As far as he knew, in no country was there any 
information system in existence today which dealt with the impact of 
health activities. The only information system at present working was 
one in which the physical infrastructure inputs were being made according 
to targets, rather than the outputs coming out of the projects and 
programmes leading to the impact, i.e., the political aspirations which 
one would like to have from these inputs. This was so in many countries, 
as far as he knew. If the health information system had not become 
output-oriented, then one would be feeding into the traditional type of 
information system which would not provide information as to where the 
inputs would ultimately lead. One had to define the national output in 
response to a specific input and this should be related more closely to 
other outputs in other sectors on this specific count. 

One should be concerned with getting the right type of information and 
the optimum use of financial resources. These went together hand in 
hand. 

Country health programming, where it had been undertaken, had been found 
exceptionally useful in meeting the defined targets. The main thing was 
that objectives, resources and relationships to other sectors were speci- 
fied. Therefore, the commitment to deliver was stronger. 
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If one were to deal with the areas of planning, programming, programme 
formulation, project formulation, implementation, evaluation and 
information systems and, above all, management, altogether as a whole, 
one would know what kind of health managers would be needed in the 
future. He was sure that the methods were known to all. They were, 
however, confusing certain issues. The common type of confusion was 
between the content and the delivery. 

The content of a plan might be excellent but it was of no value if it 
could not be implemented. Country health programming (CHP) took into 
account not only the contents of the plan but also its delivery, since 
the contents were being matched against their implementability. The 
question had been asked, why country health programming and not national 
health planning? The answer was CHF', because it was hoped that through 
CHP all external inputs would be properly coordinated. The idea was to 
have an overall country development programme. 

Thailand was doing precisely this with its Coordinating Committee. This 
helped to involve WHO in the way the Government would wish. Country 
health programming was not a one-time process. It should undergo conti- 
nuous change as information was fed into it. 

MR YOOSUF (Maldives) said that his country had plans to improve the 
programme for training community health workers; so far, three groups, 
numbering twenty-four workers, had been trained with WHO and UNICEF 
assistance. Many more would need to be trained in order to post at 
least one worker in each of the 204 inhabited islands of the country. 
He hoped adequate assistance would be forthcoming from international 
agencies for this purpose. Two new improved health centres (something 
like rural hospitals) were planned to be set up, one in the north and 
another in the south. At the moment there was only one hospital, which 
was in Male. 

It was planned to conduct a pilot study in one of the health centres for 
a period of one year with a view to improving the health services, viz., 
expansion of coverage and improvement in the collection of statistical 
data for reporting. At the end of the year, based on the results of the 
study, a decision would be made on improvements in the working of other 
centres for providing overall primary health care including immunization. 

Family Health (pp. 9-12) 

DR THAPA (Nepal) referred to the Director-General's address at the 
inaugural session and said that it was heartening to note that in the 
"blueprint for health" one of the priority programmes was to provide 
immunization services for children. She felt, however, that the expanded 
programe of immunization should appropriately belong to this section and 
wondered why that subject was linked with the smallpox eradication 
programme, both in the annual report and in the programme budget proposals 



116 MINUTES OF THE THIRD MEETING 

In Nepal, top priority was being given to the immunization programme 
in the country's national development plans, and adequate funds had 
been provided for this programme. For the current fiscal year, the 
integrated basic health services - covering the immunization programme - 
received top priority in the allocation of funds. 

Based on its experience and on the results of the country health prog- 
ramming exercise, her country had adopted a strong systematic approach 
to delivering basic health services as a package to the people. This 
package included, among other things, nutrition, immunization, rehydra- 
tion therapy, etc. In the long-term plan drawn up for Nepal, all 
vertical programes would come to an end within the next eight years 
and would be gradually integrated into the community health services; 
so far such an integration had already been achieved in thirteen 
districts. 

If the expanded programme of immunization was to cover all children 
under one year, there was a need for a good health infrastructure. 
Relating the immunization programme to the smallpox programme gave an 
impression that it was to be undertaken as a vertical programme. 
Recently, a Committee on Expanded Programme of Immunization had been 
set up in Nepal with the Chief of the Smallpox Eradication Programme as 
its Secretary. This Committee inter alia would ensure coordination of 
the immunization activities being undertaken by various agencies. 

DR SOMBOON (Thailand) stated that in Thailand the family planning prog- 
ramme had been integrated from the initial stages into the maternal and 
child health services and was the responsibility of the Division of 
Family Health. The population explosion continued to be a major problem. 
This programme received assistance from not only WHO but also other 
agencies such as UNFPA, UNICEF and USAID. Recently an evaluation of the 
Eamily planning programme had been undertaken by the national officers 
in collaboration with the representatives of some of the co-operative 
agencies including WHO. The team had made fifteen major findings and 
recommendations, which included: that external assistance be continued, 
that comprehensive operational planning processes be adopted by the 
project and that a research coordination body be established. 

PROFESSOR SULIANTI (Indonesia) said that in planning family health 
activities the same approach should be adopted as in formulating national 
health programmes, viz., start with a situation analysis of the families 
to identify factors contributing to good health and ill health. This 
would serve as a basis for formulating maternal and child health 
programmes. She would be grateful for WHO assistance in this task. The 
primary health care approach should also be used in undertaking maternal 
and child health programmes. Concerning the expanded programme of 
immunization, she noticed that all activities had been directed towards 
immunization and little had been done about integration. She asked the 
Regional Director as to how this programme would be undertaken to ensure 
the integration of immunization in the preventive child health care 
programme. 
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DR KHALEQUE (Bangladesh) stated that family planning and maternal and 
child health services in his country had been integrated under one 
division and a National Population Council had been set up under the 
chairmanship of the President to formulate the policies and oversee the 
implementation of the programme. The Council included all relevant 
government departments, universities and voluntary agencies. If the 
family planning programme were to be successful, women must be fully 
involved in it, and Bangladesh was trying to do this by appointing women 
workers for this purpose. Motivation and follow-up were best done by 
women workers. At the union level the traditional birth attendants 
had also been involved by being offered small incentives. The support 
of the politicians in the local area had also been mobilized to imple- 
ment this programme. Voluntary acceptance was the policy and no 
incentives were provided. 

In all 60 000 sterilizations had been performed. Programmes had been 
started for training doctors in sterilization so that this work could 
be undertaken as a part of the general health services. There had been 
no adverse reaction. 

He felt that nutrition and child health could be taken together, with 
immunization forming a part of this combined activity. 

DR FERNANDO (Sri Lanka) said that in Sri Lanka, of all health schemes, 
the family planning programme had given the best results. The success 
of the family health programme had been due mainly to the personal 
interest taken by the former Health Minister. The Family Health Bureau 
of the Department of Health had trained trainers who were responsible 
for the training of the personnel in the divisions and districts. The 
Health Education Division had carried out a health education programme 
throughout the island. His country had also established an evaluation 
unit for the programme. As for the family health programme, it had so 
far been concentrating too much on the family planning aspect, neglect- 
ing, to some extent, the pre-school child. Immunization had also been 
made a function of the Family Health Bureau and recently nutrition had 
been added to its responsibilities. Immunizations had been carried out 
by the general health services for many years and the response had been 
extremely good. 

DR JADAMBA (Mongolia) said that in his country the Government was 
responsible for total medical care. He then reviewed the various steps 
which were being undertaken to strengthen the activities in this field, 
one of which was to upgrade somon hospitals to the level of inter-somon 
hospitals. In view of the country's difficult terrain, transport was 
a problem in achieving full coverage of the rural population. He 
requested that WHO might consider providing some assistance in this 
regard. 

With the assistance of WHO, his government had started an expanded 
programme of immunization in 1966. An immunological study had been 
conducted. After the progrannne had been in operation for only two 
years the incidence of most of the infectious diseases had gone down 



118 MINUTES OF THE THIRD MEETING 

sharply; for example, pertussis was no longer a health problem. He 
considered that it was essential to determine the percentage of the 
population that would have to be covered and for this purpose an immuno- 
logical study was needed. 

DR GOEL (India) said that one of the biggest problems facing the 
countries of the Region was the huge size of their populations which 
continued to increase. Therefore, most of the countries had developed 
family planning programmes and so had India. In his country, however, 
this programme had suffered a setback recently. He would appreciate 
any assistance that WHO could render in this connexion. Until recently, 
the provision of health care by anyone other than a professional had 
been unacceptable to the authorities. Owing to the persistent efforts 
of WHO, however, the concept of primary health care and the delivery of 
health care by non-professionals had now been accepted by the Government. 
He appealed for similar efforts to be made by WHO to publicize the need 
for a small family norm and promote the acceptance of sterilization. 
Sterilization was a very personal matter, and unless there was a total 
and emotional involvement of the people with the policies of the 
Government, the programme would not be a success. This would be 
possible through proper health education measures. Efforts should be 
made to carry out sterilization, as part of the family welfare programme, 
not necessarily in big hospitals, but in mobile camps. WHO should set 
standards for proper facilities for the purpose. There was also a need 
for agreement on the safest, simplest and cheapest method of steriliza- 
tion of women, on the minimum facilities to be available in the camps, 
the procedure that should be followed and the level of professionals 
who should do the sterilization. He felt that WHO should give the neces- 
sary guidance in this regard. 

MR YOOSUF (Maldives) said that the health services in Maldives suffered 
from a lack of manpower. The services of consultants from WHO and other 
sources had been used to make a start. 

Most of the maternal and child health activities were being carried out 
in the Government hospital, which also administered the basic vaccina- 
tions. There were plans to start the immunization programme in the 
atolls as well where 80 per cent of the population lived. This programme 
would be integrated with the tuberculosis and leprosy programmes. His 
country did not face the problem of over-population but family planning 
measures were needed in view of the state of the country's economy. 
Efforts were being made to make the people accept family planning through 
education. 

DR JADAMBA (Mongolia) said that, contrary to the situation in India, 
Mongolia faced the problem of low population. The country's policy was 
to increase the number of people and hence their interest in having a 
programme of family health with assistance from UNFPA. He hoped that 
such a programme would be strongly supported by WHO. 

The REGIONAL DIRECTOR thanked the various representatives for the 
information they had given on the situation in their countries and 
replied to the queries raised earlier. He said that the expanded 
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programme of immunization was conceived as an integrated programme and 
not as a vertical one. The main reason for linking this programme with 
that of smallpox eradication was to make use of some remaining funds 
made available for the latter programme by SIDA. Also, staff with some 
experience in immunization programmes would be most useful. 

He referred to the document sent to all countries of the Region on the 
regional child health programme. This had been done in response to a 
request of the Regional Committee at the last session. In this document 
the child health programme had been formulated covering nutrition, the 
expanded programme of immunization, mental health and various other 
related activities. 

He assured Professor Sulianti that if it was not possible for the W 
staff stationed in Indonesia to assist with their planning of family 
health programmes, he would provide assistance through other means. 
With regard to the expanded programme of immunization, he said that the 
programme had been drawn up by officials of the Directorate General of 
Communicable Diseases in Indonesia in consultation with two WHO staff 
members - one from WHO Headquarters and the other from the Regional 
Office. Provision was available under the project for a medical officer 
and three operational officers, and it was expected that the medical 
officer would take up his duties very shortly. 

He said that he was grateful for the information given in respect of the 
Coordinating Committee in Thailand. 

The family health programme in Sri Lanka, which was being funded by 
UNFPA, was considered a good programme by UNFPA. 

Concerning the remarks made by the Representative from Mongolia, he said 
that the programme envisaged in Mongolia was of a different type: the 
country was anxious to increase its population. He understood that this 
was not a question of sterility as the fertility rate had been high. 
He stated, however, that the pilot project to be started with UNFPA 
assistance would provide an answer to this question. 

He felt that the present setback to the Indian programme was of a tempo- 
rary nature, especially as India had given a lead in family planning for 
well over twenty years. WHO was assisting the sterilization programme 
through its programme of research in human reproduction. He was quite 
prepared to meet representatives of the Indian Government and see how 
far WHO could be involved in the recovery of the family planning 
programme. He would consider every possibility of assistance to revita- 
lize the programme. 

Nursing (pp. 12-13) (and item 9 - resolutions of regional 
interest! (document SEA/RC30/13 - WlA 30.48) 

PROFESSOR SULIANTI (Indonesia) suggested that this section should report 
on nursing activities and cross-references be given to research and 
training activities which were reported elsewhere in the document, or 
that all subjects on nursing be reported in one section. 
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DR FERNANDO (Sr i  Lanka) sa id  t h a t  the  nurses i n  government serv ice  i n  
S r i  Lanka had been recent ly  c l a s s i f i e d  i n t o  four  grades, and t h e i r  
s a l a r i e s  and the  cadre i n  each grade had been increased. The nurses 
were cur rent ly  recognized a s  professionals .  

The U G I O N A L  DIRECTOR, replying t o  the  query ra i sed  by Professor 
S u l i a n t i ,  s t a t e d  t h a t  every e f f o r t  would be made t o  improve the  presen- 
t a t i o n  of t h e  r epor t ,  p a r t i c u l a r l y  with reference t o  nursing. 

2  Adjournment 

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

Health Education (pp. 14-16) 
Nutrition (pp. 16 & 17), and 
Oral Health (pp. 17 & 18) 
(and item 9 - Resolutions of Regional Interest(d0cument 
S E A / R C ~ ~ / ~ ~ )  h'HA 30.51) 

PROFESSOR KHALEQUE (Bangladesh) stated that,in Bangladesh, particular 
attention was being paid to nutrition, which was a multi-sectoral 
activity involving several ministries. In order to increase food 
production, all cultivable land was being put to use. Simultaneously, 
a massive programme of health education had been launched in order to 
educate the people on the importance of taking nutritious food rather 
than eating merely rice. For this purpose the mass media such as 
television and radio were being utilized and demonstrations organized 
in schools. 

PROFESSOR SULIANTI (Indonesia) said that the consultant who had assisted 
the recent seminar on psychiatric epidemiology and mental health informa- 
tion systems in Indonesia had referred to a project in Sudan in which 
non-medical workers had been trained to identify preliminary symptoms of 
mental illness. It would be worthwhile trying out in this region 
similar experiments so that cases identified by non-medical workers 
through the primary health care programme could be referred to special- 
ists for attention. 

DR FERNANDO (Sri Lanka) said that in Sri Lanka health education had 
been included as one of the subjects in the educational curriculum. A 
Division of Health Education had also been created and a suitable train- 
ing programme for graduates had been introduced. These trained graduates, 
with a background in public health, were in charge of health education 
programmes at the divisional level and in turn provided guidance to the 
workers in the community. Further, a programme of health education in 
hospitals had been started. In the field of dental health, trained 
dental surgeons were working in the Division of Health Education and 
were paying particular attention to preventive dentistry and school 
dental health services. Attention was also being paid to the training 
of dental nurses and the manufacture of dental chairs and other equip- 
ment. 

Mental Health (pp. 18 & 19) 
Drug Dependence (p. 19) 
uality Control of Pharmaceutical and Biological Products (pp.19 &20) and 

zedical Stores Management (p. 20) 

DR VERMA (India) said that he was happy to note the particular attention 
that was being paid to the promotive, preventive and rehabilitative 
aspects of health in an integrated way. In the field of mental health, 

he recalled the resolution passed by the World Health Assembly (resolu- 
tion WHA30.38) on mental retardation after it had considered the report 
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of the Director-General on the subject. He requested that suitable 
activities be developed in this region in accordance with the guidelines 
set out in the report of the Director-General on mental retardation. In 
this connexion, he said that a suitable resolution might also be adopted 
by the Regional Committee. 

DR SENGLIPTA (India) reported on surveys conducted in India which had 
revealed that dental problems came second only to malnutrition as a 
cause of morbidity. In order to propagate dental education, the Dental 
Council of India had been revising the curriculum for dental education, 
paying special attention to preventive dentistry. There was a need for 
WHO to pay special a~tention to school dental health. 

The ReGIONAL DIRECTOR, replying to the points raised by the representa- 
tive from Indonesia, said that the proposal to make use of the services 
of para-professionals,such as school dental nurses, in dental and mental 
health programmes was very relevant. In fact, some countries of the 
Region had already developed a cadre of such people, particularly in the 
field of preventive dentistry. WHO would be happy to start a training 
course for such para-professionals if the Government requested it. As 
for the point made by the representative from India that more attention 
should be paid to dental health, he said that WHO would be very glad to 
collaborate with the Goverment of India in starting a project on preven- 
tive dental health. 

As regards mental health, a beginning had already been made with the 
appointment of a regional adviser on mental health, who had visited some 
countries of the Region to formulate programmes. Also, a meeting of 
mental health officials and public health administrators was scheduled 
to be held in the Regional Office in December 1977 which would discuss 
the formulation of a mental health programme for the Region. Mental 
retardation was only one aspect of this problem, but if there was a 
request from the Government of India to deal with this subject as 
mentioned in resolution WHA30.38, WHO would try to meet it. It was 
expected that the meeting to be held in December would be helpful in 
ascertaining the views of Member countries on how this programme should 
be organized. 

PROFESSOR SULIANTI (Indonesia), elaborating on the point made by the 
Regional Director, said that in the development of manpower in dental 
and mental health through the primary health care approach, three tiers 
of service were needed. If given sufficiently specific and sensitive 
indicators of symptoms, the village workers could identify and select 
cases requiring treatment by the para-professional such as a dental 
nurse. The latter could then select and refer appropriate cases to the 
specialist. While a considerable amount of assistance was being given 
by dental nurses in dental health, the situation was very different in 
mental health, where one could not go directly to the community to 
identify cases. For this a specific method was needed. She suggested 
that efforts should be made to adopt such an approach. 
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Disease Prevention and Control - Communicable Diseases (pp. 20-40) 
During the discussion on this section of the Annual Report the following 
four resolutions adopted by the Thirtieth World Health Assembly (forming 
part of agenda item 9, Resolutions of Regional Interest) were also 
considered (document SEAIRC30113): 

- Smallpox Eradication (resolution WHA30.52) 

- Leprosy (resolution WHA30.36) 

- Expanded Programme of Immunization (resolution WHA30.53) 

- Regional Production of Vaccines for Expanded Programe of Imuniza- 
tion (resolution WHA30.54) - 

DR THAPA (Nepal) said she was happy to hear from the Regional Director 
that the resources available through SIDA and other agencies to promote 
the expanded programme of immunization could be used through the various 
components of the integrated health services. 

PROFESSOR SULIANTI (Indonesia) stated that, though there was an increase 
in the incidence of dengue haemorrhagic fever in Thailand and Indonesia, 
the case-fatality rate had gone down from 30% to less than 5%, as a 
result of action taken on the basis of the technical guides distributed 
by WHO. She wanted to know what action had been taken on the proposal 
to convene a meeting of the Technical Advisory Committee on DHF for the 
South-East Asia and Western Pacific Regions to evaluate the use of these 
technical guides and the progress made so far in this field. 

As regards the production of vaccine, she wondered whether any figures 
were available on the type and quantity of vaccine needed by this region 
and how long it would take to produce it, taking into consideration the 
feasibility of production. She also took the opportunity to thank WHO 
and particularly the Regional Director for providing fellowships in 
vector biology and control, which had enabled her country to train 
entomologists withinthe country itself at the course being run by the 
Faculty of Agriculture which WHO had also evaluated. As the country 
required about 100 entomologists and 160 assistant entomologists over 
the next few years, sending so many persons for training abroad would 
have been very expensive. 

DR DE SILVA (Sri Lanka) said that there had been a resurgence of malaria 
in Sri Lanka, more than 300 000 cases being reported each year. There 
was also the problem of insecticide resistance, but the Government had 
tried to overcome this by switching over to more expensive insecticides. 
He suggested that some special research should be undertaken within the 
Region to find a new and more effective insecticide. One could not 
rely on other countries, which might not have a malaria problem, to do 
such research. 

MR YOOSUF (Maldives) said that a malaria programme had been going on in 
his country for many years with the assistance of WHO. At present, only 
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two atolls in the country were still foci for breeding; otherwise, 
malaria cases had come down considerably during the past year. His 
government had introduced special measures for boat surveillance because 
of the movement of population between the different atolls and Male. 
While DDT was used to control Anopheles, other species turned up in a 
more vigorous form. There was also the problem of pollution of the 
ground water table by s~raying. He hoped that WHO would be able to find 
some way of tackling this problem. 

PROFESSOR KHALEQUE (Bangladesh) said that earlier the malaria situation 
in his country had been most satisfactory. Owing, however,to the movement 
of population during the war, certain disruptions in the programme 
during its integration, the non-availability of DDT, and vector resist- 
ance, malaria cases had gone up. In 1976, the number had almost doubled. 
Fortunately the measures taken since then had considerably checked the 
resurgence. These measures included regular and effective surveillance 
of all the hyper-endemic areas and DDT spraying. Bangladesh was going 
to be more or less self-sufficient in regard to DDT production. In the 
meantime, the 550 tons of DDT provided by the Netherlands Government 
was sufficient for one year. The Government had also introduced mass 
drug administration in the hyper-endemic areas. In the hyper-endemic 
areas no drug resistance had been found in a sample of twenty people 
tested, but in 17 out of 29 spray personnel chloroquine-resistant. 
P.falciparum had been reported. Coordination with Burma and India had 
been strengthened and a revised plan of operations had been drawn up 
for assistance from WHO and the Netherlands Government. It was hoped 
that the malaria problem would soon be brought within manageable propor- 
tions. 

As regards tuberculosis, the number of cases had shown an increase, and 
his government had been encouraging voluntary organizations to collabo- 
rate with the control activities in the country. The BCG campaign had 
been extended to different areas and a programme of health education on 
tuberculosis had also been started. As in some other countries, his 
government was also engaged in integrating vertical programmes, but was 
experiencing problems. 

Everyone knew that immunization helped in bringing down infant mortality, 
but the main problem facing governments in the developing countries was 
the non-availability of vaccines, which were very expensive. He 
requested WHO to ensure that whatever bilateral funds became available 
were used for promoting long-term projects for the production of vaccine; 
other activities such as training could be taken care of within the 
available national resources. 

DR U THEIN NYUNT (Burma), appreciating the efforts of WHO in one country 
to expedite the development of multi-faceted epidemiological and field 
research activities in malaria, said that his country looked forward to 
the extension of similar collaborative activities and assistance to 
other countries in the Region where epidemiological conditions differed. 
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He welcomed WHO'S intention to support national training centres in the 
Member countries; with the resurgence of malaria, the development of 
such centres was an important step to combat the disease more effec- 
tively. 

As regards plague, since 1965 the incidence of human plague had shown 
an upward trend; so had plague among rodents. Previously the disease 
had been confined to Central Burma, but now it seemed to have spread to 
almost all the States of the country. Investigations and control 
measures were being undertaken by the Special Plague Unit and epidemio- 
logical teams. Burma appeared to be the only country in the Region 
which still reported cases of human plague, and he urged WHO to focus 
its attention on this problem so that the disease could be totally 
eradicated from South-East Asia. 

With regard to viral hepatitis, there had been an epidemic outbreak 
since June 1976 in Mandalay which still continued, but with less inten- 
sity. He thanked WHO and UNICEF for the provision of emergency supplies 
of gamma globulin. A request had been made for a WHO consultant to 
undertake epidemiological studies and advise on control measures. The 
epidemic had, however, given an opportunity to conduct research on 
various aspects of the disease. 

Referring to resolution SEA/RCZB/Rll, he asked what steps had been 
taken to obtain international assistance for the supply of alternative 
drugs such as rifampicin for the treatment of leprosy. Referring to 
the problem of tuberculosis, he observed that a recent base-line survey 
had shown that the primary resistance to streptomycin was 16.6% and 
acquired resistance between 6 and 8%; the overall resistance to INHl 
streptomycin was about 20% and treatment with drugs such as rifampicin 
and ethambutol was very expensive. He asked whether it would be 
possible for WHO to request the pharmaceutical companies to reduce the 
prices of these drugs, particularly in the developing countries, so 
that treatment came within the reach of patients. 

DR SENGUPTA (India), while expressing his country's satisfaction with 
the development of research in leprosy, stressed the need for producing 
rifampicin on a large scale so that it could be made available to the 
countries in the Region. Early diagnosis and treatment were fundamental 
to the control of leprosy. 

DR SOMBOON (Thailand) said that the malaria situation in his country 
was deteriorating, and they were confronted with a series of technical, 
managerial and financial problems. He considered that it would be 
appropriate to formulate new stratrgles for the control of malaria, which 
could be implemented through the primary health care programme. 

It was expected that primary health care would considerably increase the 
demand for immunization. His government believed that there was an 
urgent need to evolve suitable technologies for the development of 
vaccines so as to meet this demand. He hoped that this would be a prio- 
rity field for WHO as well as Member countries in which to attempt to 
develop an appropriate technology for health. 
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DR JADAEiBA (Mongolia), expressing his government's thanks to WHO for 
the supply of 70 000 doses of vaccine against meningococcal meningitis, 
said that it had helped in reducing the mortality and morbidity. A 
consultant from WHO had also assisted in organizing a seminar for 
epidemiologists from aimaks. Also, with the supply of 96 000 doses of 
measles vaccine, the mortality rate from this disease had come down 
considerably. One of the obstacles in the way of effective immunization 
programmes had been the shortage of refrigerators and cold storage 
chains, especially in the rural areas, which resulted in delays in the 
supply of vaccine. 

The REGIONAL DIRECTOR, replying to the question raised by the represen- 
tative from Nepal, said that the expanded programme of immunization, 
unlike smallpox eradication, was not a one-time process. It was a 
continuous programme and as such it could not fit into a vertical 
campaign but would have to be integrated into the health services. Since 
diseases covered under immunization were a part of the overall communi- 
cable diseases programme, it had been included under this major sub- 
programme in the annual report. A plan of operations had been drawn up 
with assistance from WHO for carrying out the programme in Nepal. 

DR KHATRI (Nepal) confirmed that there was no question of disagreement 
concerning the programme of expanded immunization; it was a national 
programme and had, in fact, been drawn up after consultation between WHO 
and the national authorities. UNICEF and Japan were also assisting the 
programme. 

The REGIONAL DIRECTOR said that he had made certain proposals for using 
the Regional Director's Development Programme for EPI and these would 
be discussed in the Sub-committee on Programme Budget. 

Referring to the queries raised by the representative from Indonesia, he 
assured her that it would be possible for the Regional Office to convene 
a meeting in 1978 of the Advisory Committee on Dengue Haemorrhagic Fever. 
On the question of producing vaccine in the Region, though information 
was available as to the requirement for various types of vaccine by the 
countries in the Region, it was not possible to provide the details as 
regards the quantity of vaccine produced in the Region. He proposed 
that, if so desired by the Committee, he would endeavour to collect the 
information, ascertain the exact needs of each country for each type of 
vaccine and, if necessary, convene a meeting at which each country could 
indicate the type of assistance it would require in the production of 
vaccine. The problem of P. falciparum resistance, referred to by the 
representative from Sri Lanka, was being followed up by the Regional 
Advisory Committee on Medical Research. A workshop on the subject was 
to be held in New Delhi later this month. A training course for 
research workers was also being organized in Thailand. With regard to 
the special studies in Sri Lanka, he said that these could form part of 
the global studies being undertaken by WHO Headquarters under its 
research programme on tropical diseases. 

There was no room for complacency with regard to the malaria situation, 
though in some countries the number of cases being reported, as compared 
to the previous year, was showing a downward trend. Considerable 
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research was needed on the resistance of vectors to insecticides and of 
parasites to drugs. India, it was learnt, had already made provision 
for such research. 

As for the malaria situation in Burma, a project on vector biology and 
control had been in operation in that country, and this project's 
activities were not confined only to malaria. This project received 
priority for assistance as a result of country health programming; it 
had also attracted support from the Canadian International Development 
Agency; WHO had played some part in securing this bilateral assistance. 
It was unfortunate that human plague was still prevalent in Burma and 
that the number of cases was on the increase. It was also a matter for 
concern that there were very few experts available on the subject. He 
would gladly consider any request for assistance for the services of a 
consultant to review the existing situation and to propose suitable 
remedies; it was possible that the entire epidemiology of the disease 
had to be studied again. 

A drug trial with respect to leprosy involving rifampicin was going on 
in Burma, in addition to the leprosy/BCG trial which had been continuing 
for some time. He suggested that further action await the preliminary 
results of the study, which would be available at the end of the year. 

In reply to the request of Dr Sengupta for drugs to be produced in large 
quantities for use in leprosy programmes, he also suggested awaiting the 
outcome of the research which was in progress in Burma and India on the 
use of combination traditional drugs. 

He was pleased to say that he had been able, while in Geneva, to arrange 
to provide free of cost vaccine against meningococcal meningitis to 
Mongolia as well as to arrange for free transportation of the vaccine. 
He assured the representative of Mongolia that his request for refri- 
gerators, etc., for the cold chain would be discussed with UNICEF with 
a view to meeting the request as far as possible. 

PROFESSOR SULIANTI (Indonesia) thanked the Regional Director for his 
offer to convene a meeting on the subject of vaccine production. She 
felt that the meeting should not confine itself to discussing the demand 
for and supply of vaccines by different countries, but should also take 
into account the disease pattern and the cost factors as well as the 
priorities for each country. For example, the problem of vitamin A 
deficiency in Indonesia had been sought to be tackled through a pilot 
project giving every child in the age group of 3-4 years vitamin A 
capsules twice a year. Although the pilot project proved successful it 
was found that the cost involved in the implementation of this programme 
countrywide would be prohibitively high. It had therefore been neces- 
sary to do further research to identify high-risk groups and extend the 
vitamin A programme to these groups only. Similarly, if an immunization 
programme was launched to protect a million newborn every year against 
diseases with a low incidence, such as poliomyelitis in Indonesia, the 
cost might prove to be too high. It would therefore be desirable if the 
proposed intercountry meeting could also go into other aspects such as 
the cost involved in undertaking an immunization programme vis-a-vis the 
priority and necessity for immunization against a particular disease. 
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The REGIONAL DIRECTOR replied that at present the diseases included in 
the expanded programme of immunization in the Region were smallpox, 
diphtheria, pertussis, tetanus, tuberculosis and poliomyelitis. Measles 
was included in the programme only in Mongolia, where it had been 
identified as a priority problem. The cost of about $1 per child for 
the immunization programme had been arrived at by WHO Headquarters. The 
cost of the expanded programme of immunization, however, depended on 
the priorities identified by each country and the cost of producing or 
importing the vaccines required, which had not yet been estimated for 
this region. 

Environmental Health (pp. 49-53) 

DR SOMBOON (Thailand) said that with WHO, UNDP and UNICEF assistance 
Thailand was trying to integrate water supply and sanitation into the 
national primary health care scheme. The scheme would in the first 
instance be tested in pilot projects. Appropriate low-cost and effec- 
tive technology would have to be developed for this purpose. He wondered 
whether other governments had any information on this subject. 

PROFESSOR SULIANTI (Indonesia) said that the Ministry of Public Works 
in her country had undertaken some rural upliftment activities in which 
health aspects were also taken care of. The present plan being under- 
taken envisaged benefits to about 1000 villages and more villages would 
come under the purview of this plan next year. The technologies involved 
included hardware technology (engineering knowledge), software technology 
(designing of projects) and social technology, which involved changing 
the people's attitudes and was the most difficult one. She would 
be glad to send information on this activity to the representative from 
Thailand. 

MR YOOSUF (Maldives) stated that the provision of safe water was one 
of the priority needs in his country. Water supply was a problem because 
they had to depend on well water only and the supply could be replenished 
only by rain. The Maldivian Water Supply and Sanitation Authority was 
undertaking routine chlorination and supervision of public and some 
private drinking water supplies and the preparation of various water 
supply and sewerage projects. A major project that had been completed 
was the Marine Drive Sewerline and it was hoped to see the results in 
the near future. He hoped that this project could gain the community's 
acceptance. The UNICEF-funded rural water supply project was also under 
way. The objective was to make available rain water in adequate quantity 
in areas where potable water supply was not available. These water 
supply schemes were also aimed at making the people accept chlorination 
and thereby reduce the major public health problem of water-borne 
diseases. 

DR JADAMBA (Mongolia) said that a National Society for Protection of the 
Environment had been established in Mongolia headed by the First Deputy 
Prime Minister. His government had been paying greater attention to 
environmental health in recent years. His country would like to avoid 
the difficult situation in which highly industrialized countries were 
finding themselves now. Therefore he would like to have an environmental 
health programme with assistance from WHO. 
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The REGIONAL DIRECTOR, in reply to the question asked by Dr Somboon, 
said that the subject of appropriate technology for the development of 
rural water supplies would be discussed at the next session of the 
Regional Advisory Committee on Medical Research, and the findings and 
recommendations of the Committee would be useful in guiding WHO'S 
further activities in this field. 

Development of Health Manpower (pp. 55-70) 

PROFESSOR SULIANTI (Indonesia), referring to the importance of guidance 
from professionals in the implementation of the primary health care 
programme, asked the Regional Director as to how far WHO assistance in 
medical education was attuned to this new approach. 

DR AMORN (Thailand) said that the major concern in his country, as in 
many others, was the identification of manpower requirements as dictated 
by the services rather than by the size of the population. With support 
from WHO, midwives and junior health workers would receive in-service 
and basic training in simple medical care, and they would form the 
first-level referral points from the villages. Again, with assistance 
from WHO, training in public health and medical care would be given to 
nurse practitioners who would constitute the second-level referral 
points. They could replace the physicians in the rural districts. 

DR DE SILVA (Sri Lanka) said that his country had recently been thinking 
seriously about the role of the field public health midwife who had been 
doing a considerable amount of work in maternal and child health. Now 
most mothers were going to institutions for delivery. Therefore the 
Government was considering giving special training to these midwives so 
that they could be entrusted with other health work as multi-purpose 
workers. 

DR FERNANDO (Sri Lanka) pointed out that in the health manpower develop- 
ment programmes, the emphasis had so far been only on doctors and nurses, 
and not on the other supporting services. In Sri Lanka there was a 
proposal to have only one institute for the training of all these 
supporting service staff so that better control could be exercised over 
the training. 

The REGIONAL DIRECTOR,in reply to Dr Sulianti's question with regard to 
medical education and the new approach, mentioned that a seminar had 
been held in November 1975 in Pokhara (Nepal). As a result of the 
recommendations arising out of this seminar, a revised curriculum for 
community medicine had been drafted and circulated, along with the 
report of the seminar, to all Member countries. There were at present 
health manpower development projects in Bangladesh, Indonesia, Mongolia, 
Nepal, Sri Lanka, Thailand and Burma aiming at such a reorientation of 
medical education. In Indonesia, there were two long-term WHO staff 
attached to the Consortium of Medical Sciences, and he hoped that they 
would be able to provide useful assistance to the Government in this new 
approach. 
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Research Promotion and Development (pp. 70 & 71) 
(and item 9 - Resolutions of Regional Interest 
(document SEA/RC30/13) WHA 30.40, 42 and 49) 

The REGIONAL DIRECTOR said that he had invited Dr Gopalan, Chairman of 
the Regional Advisory Committee on Medical Research for South-East Asia, 
to attend the present session so that he could explain what progress 
had been made with regard to research promotion and development in the 
Region. 

DR GOPALAN (Chairman. Regional Advisory Committee on Medical Research) 
reported that the Advisory Committee had already held three meetings, 
and reports on these meetings had been distributed. The Advisory 
Committee in its first session had laid down guidelines for selecting 
priority areas and then identified the areas. Later it recommended 
setting up research study groups for each area to make proposals as to 
the research programmes which could be undertaken in these areas. The 
study groups were also entrusted with the responsibility of drawing up 
protocols for research to be carried out on an inter-country basis. He 
then described in detail the various aspects of the subjects which had 
been selected and the reasons for according priority to them. 

In malaria, drug resistance was considered to be the area of particular 
importance. The Research Study Group had reviewed the present situation 
with regard to drug-resistant P. falciparum infections in the Region, 
current views on the mechanism of drug resistance and its spread,and 
had suggested a plan of studies. The studies would help to measure the 
extent, monitor the spread and determine the frequency and degree of 
resistance. The problem was tremendous. He observed that this problem 
had not been included intheWHO research programme at the global level 
under the Special Programme for Research and Training in Tropical 
Diseases. 

Leprosy was the next area identified. There were 4.5 million leprosy 
cases in this region. Only a very small fraction of them had been 
registered, and only a small portion of these were under treatment. 
Research on case-finding and case holding would get high priority. There 
were several strains of leprosy bacilli which were no longer responding 
to dapsone, which had been the mainstay of the control progrannne. The 
research on drug trials and the role of BCG in preventing leprosy were 
also stressed. 

The third area was alternative strategies for the delivery of health 
care. Several projects were already going on in the countries of the 
Region, but these were related to limited areas and sometimes did not 
have an adequate evaluation component. These were all micro-studies 
and their results could not be projected on a national or international 
scale. These studies should be looked into to find out the pointers 
and plan the future studies taking into account these guidelines. A 
regional conference on primary health care was scheduled to be held this 
year at which some of the results would be discussed. There would also 
be a meeting involving multi-disciplinary personnel in developing models 
which could be tested in different situations. This was an extremely 
difficult enterprise and a great deal of further work would be needed. 
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Another area of priority selected by the Regional ACMR was dengue 
haemorrhagic fever, which was prevalent in Thailand, Indonesia and 
Burma. In India, Bangladesh and Sri Lanka, dengue infection was common 
but there was no dengue haemorrhagic fever. This disease lent itself 
to an inter-country investigation. Apart from clinical trials, which 
had already contributed to a lessening of the mortality from the 
disease, there was a need for research on the pathogenesis of these 
diseases. In Bangkok, a WHO Collaborating Centre was already working 
in this specific area. In regard to the development of an effective 
vaccine, the Research Study Group had suggested that the attack on 
dengue haemorrhagic fever should be broad-based, because it had been 
learnt that there was a great deal of interaction between group B 
arboviruses. 

Another important area was that of chronic liver diseases, including 
liver cancer. Although these diseases were a major health problem for 
the Region as a whole, there seemed to be significant differences in the 
frequency of liver cancer among countries and even within countries. 
New tools were now available to study these. The Study Group had 
recommended a retrospective study putting the new tools to test and also 
prospective studies, which should be longitudinal and cross-sectional. 

The other problem was diarrhoeal diseases. It had been estimated that 
in this region, there were between 2 million and 5 million deaths per 
year among children under five years. One problem was the identifica- 
tion of the pathogens involved in these diseases. The Group had 
recommended priority areas for research, inter alia, on the technology 
and application of oral rehydration and the epidemiology of diarrhoeal 
diseases among children. 

The subject of traditional systems of medicine had also been touched 
upon and the group had recommended listing remedies and assessing the 
effects, side-effects and toxic effects of remedies which could be used 
in primary health care. 

As regards the Special Programme for Research and Training in Tropical 
Diseases, he noted that this had originally been conceived before the 
policy of regionalization of research, as a predominantly African 
programme. He then read out the Regional ACMR's view that steps should 
be taken to see that the global programme reflected the needs of the 
Region and that adequate funds were obtained for priority areas relevant 
to the Region. 

The Regional ACMR had also considered the development of a co-ordinated 
and comprehensive regional research programme. Unless the national 
agencies played their full role and accepted and adopted the programmes 
developed by the Regional ACMR, the research activities in the Region 
would not make much headway. For this purpose it would be necessary to 
develop, establish or strengthen the research agencies and analogous 
bodies in the countries of the Region. The Regional Office and the 
Regional ACMR would interact with the national agencies in order to 
enable these agencies to step up research activities in the priority 
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areas, and in this way the Regional AChR and the Regional Office would 
be in a better position to co-ordinate a better research programme. The 
subject of research in the development of appropriate technology for 
the improvement of environmental health at the village level had been 
selected for detailed discussion at the next meeting of the Regional 
ACMR. 

PROFESSOR SULIANTI (Indonesia) said that the Study Group on Alternative 
Strategies for the Delivery of Health Care, of which she was the 
Chairman, had recommended that,in preparation for the forthcoming 
regional conference on primary health care, surveys of primary health 
care projects undertaken in the various countries of the Region be 
discussed with the decision-makers and implementing authorities, espe- 
cially those who would be participating in this conference, so that 
they would be able to discuss on the basis of their experience. She 
wondered whether this recommendation had been implemented. 

Dl7 AMORN (Thailand), referring to the suggestion regarding research 
into the synthesis of active ingredients of traditional medicines 
(traditional herbs), expressed concern that this might greatly affect 
the village population, who would have to pay more for the medicines, 
which they now plucked as herbs. 

DR U THEIN NYUNT (Burma), appreciating the increased activities being 
carried out in the field of research promotion and development and the 
action taken to increase the allocation for research, wished to know 
how these funds would be used. Burma also was conducting some research 
in traditional systems of medicine, and his government hoped to collabo- 
rate with WHO on certain aspects of the study. 

The REGIONAL DIRECTOR, in reply to Dr Sulianti, said that action had 
been taken but there had been response to his letter from only two 
governments. He had learnt that,in preparation for the regional 
conference on primary health care scheduled to be held in November this 
year, several countries had already held preliminary meetings. For 
example, Bangladesh had had four divisional seminars and one national 
seminar on primary health care. He hoped that by November, when the 
conference was scheduled to be held, much more information would be 
available. The members of the Research Study Group would be invited 
to the regional meeting if they were not included among the government 
nominees. This would give them an opportunity to learn at first hand 
about what was happening in other countries of the Region. 

Referring to the query of Dr Ypunt on the subject of the budget for 
research, the Regional Director said that a document had been prspared 
and would be discussed by the Sub-committee on Programme Budget. This 
contained information on how it was proposed to spend the research funds. 

On the subject of traditional medicine, he assured the representatives 
that there was no idea whatsoever of amalgamating traditional medicine 
with the modern system. What was being sought was (apart from the 
research activities) to see how best the very large number of practi- 
tioners of traditional medicine, who were mostly in the villages, could 
be used to provide health care to the rural population, which constituted 
85% of the total population. 
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DR GOPALAN (Chairman, Regional Advisory Committee on Medical Research) 
stated, in further clarification, that what had been recommended by the 
Regional ACMR was that the essential properties of the drugs proposed 
to be used in primary health care should be identified with a view to 
achieving a possible synthesis. 

Part I1 - Organizational and Administrative Matters (pp. 73-87) 
MR GARCIA (Regional Representative, United Nations Development Programme, 
Bangkok) expressed his appreciation at the clarity of presentation in 
the Annual Report. He was happy to report that the financial position 
of UNDP was better, as compared to the previous year, although prudent 
financial management was still required in order to keep a watch on the 
expenditure. 

The indicative planning figures for the individual countries in the 
Asia and the Pacific Region of UNDP as well as that for this region had 
been increased considerably for the second programme cycle covering 1977 
to 1981, as compared with the previous one. 

WHO, UNICEF, UNDP and the World Bank had agreed on the need for a broad 
approach to health development and that, in primary health care prog- 
rammes, sophisticated methods should be avoided and country plans be 
considered only on the basis of feasible and genuine policy commitments 
by the governments. The UNDP Resident Representatives were considered 
as the focal points for any inter-agency discussions with governments 
concerning inputs to country programmes for the provision of primary 
health care. The UNDP-assisted medical teacher training project had 
been completed and WHO'S recommendations were awaited as to its exten- 
sion. UNDP included in its inter-country programme for 1977-1981 
possible additional activities in the fields of health planning, develop- 
ment of health manpower, primary health care delivery with particular 
attention to rural areas and maternal and child health, and the develop- 
ment of health infrastructures. 

Referring to the Association of South-East Asian Nations (ASEAN), he 
said that a UNDPIESCAP Inter-country Programming Mission visited the 
ASEAN countries during the previous year, resulting in the identifica- 
tion of twenty suitable areas for possible inter-country co-operation 
and UNDP assistance amongst the ASEAN countries. 

He also informed the Committee of possible UNDP assistance to the 
environmental health programme of Thailand. 

MR PRASAD (India), referring to the discussions at the previous session 
of the Regional Committee concerning inclusion in the Regional Office 
expenditure of the cost of WHO Representatives and of the Regional 
Advisers, desired to know what action had been taken in this regard. He 
also asked whether it would be possible for the Director-General to 
indicate the number of ratifications that had been received from Member 
States with regard to the proposed amendment to the Constitution of WHO 
to provide for an increase in the membership of the Executive Board from 
30 to 31. It was disheartening to note that even governments of this 
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region, which stood to gain from this increase, had not ratified this. 
He requested the representatives to intensify their efforts to have 
this amendment ratified by their governments. He also wondered whether 
the Director-General could remind the defaulting governments. Recalling 
the observation by the Regional Director on the pooling of resources of 
the United Nations and its specialized agencies, he stated that it would 
affect adversely the interests of health. WHO might then be in the same 
position as ministries of health in the governments. He therefore 
suggested that the Regional Committee might like to adopt a resolution 
expressing strongly its opinion on the subject. 

DR SOMBOON (Thailand) said that the Royal Thai Government/WHO Co-ordi- 
nating Committee had the responsibility for the medium-term programme. 
The current national plan would terminate in 1981, whereas the WHO 
medium-term programme would go only up to 1980. Perhaps it would be 
desirable to synchronize the operative years of these two plans. 
Collaboration among the Government, WHO, other United Nations agencies 
and US AID had been excellent but often needed improvement at the 
bilateral level. 

The REGIONAL DIRECTOR thanked the Regional Representative of the UNDP 
for his explanation of UNDP activities and the close collaboration 
among the United Nations agencies including WHO. He was happy to hear 
that the indicative planning figure for the next planning period had 
been increased and hoped that health ministries would ensure that a 
proportionately increased allocation would be available to them. The 
teacher training project had been very useful and proposals had been 
made for a further extension of this project. 

Replying to the points raised by the representative from India, he said 
that the proposal of the Regional Committee for not including the 
offices of the WHO Representatives and regional advisers as direct 
assistance to the countries had been brought to the attention of the 
Director-General. The Programme Committee of the Executive Board had 
taken this up in its report (EB 5916). He recalled his statement 
last year that even if the expenditure on the Regional Advisers, the 
WHO Representatives and even the inter-country projects were excluded, 
direct technical assistance to the countries of this region in terms 
of the total budget would still be above the 60% minimum set by the 
Assembly. 

The Board was, however, waiting for the outcome of the study on the 
"Role and functions of WHO at country level, particularly the role of 
the WR". This study would be submitted to the Executive Board at its 
sixty-first session. The Executive Board would then take up this 
question in greater depth. 

Regarding the question of pooling of resources, if this materialized, 
he was not sure whether WHO would get even the resources which it was 
getting now. 

The need for an integrated approach aimed at global socio-economic 
development demanded a unitary co-ordinating organ. However, the 
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identity of WHO should be preserved, promoted and further strengthened, 
as it had to function as the international co-ordinating authority on 
health. Centralization would strike at the very root of this constitu- 
tional function, as neither technical co-operation nor international 
co-ordination could be carried out effectively under an altered frame- 
work. Any imposition of centralized control would hamstring the 
efficient implementation of the programme which they tried to help 
implement and which involved a transfer of technology, information and 
education. In such a situation, "Health" would find itself in unequal 
competition with other development sectors at the international level. 
He knew that this would not be acceptable to them. He would, therefore, 
strongly urge Member countries to express unitedly their conviction to 
preserve WHO'S time-tested identity, particularly at the present time, 
when the battle against ill-health and disease on many fronts was in 
such a crucial phase. He was sure that he could count on their whole- 
hearted support. 

At the request of the Chairman, the DIRECTOR GENERAL said, in regard to 
certain points raised by the representative from India, that the 
Programme Committee of the Executive Board, the Executive Board and the 
World Health Assembly had considered the question as to which items 
should be included as direct assistance to Member countries in the light 
of the comments that had been received from the different regional 
committees. 

With regard to the question of pooling of funds, he said that WHO had 
been the scapegoat in this affair, and, ironically, it was the only 
agency allocating a substantial part of its regular budget for technical 
co-operation, while the other agencies such as FAO, ILO, etc., devoted 
only a relatively small part of their regular budget for this purpose, 
getting most of their funds for technical co-operation from outside 
sources such as UNDP. He described the background of this development 
and stated that if WHO and the governments of Member States felt that 
this organization was the single co-ordinating authority on international 
assistance to health and the governments strongly felt that WHO should 
play this co-ordinating role and maintain its constitutional mandate to 
furnish appropriate technical assistance, then it should not be difficult 
for WHO to mobilize the necessary funds. For this, co-ordination at the 
country level was essential and this should be ensured by the governments 
themselves, not by any agency trying to undertake this role on its own. 
A resolution expressing the views of the Regional Committee on the 
question, as had been suggested by Mr Prasad, would be useful. As 
for the question about the membership of the Executive Board, he was once 
again surprised that charity did not begin at home. So much hard work 
had been put in to get the resolution through, but up to this date only 
13 governments had sent in their ratification, while the required number 
was 100. He would remind the governments once again, but, in fact, it 
was for the governments of Member States themselves to expedite matters. 

The REGIONAL DIRECTOR then suggested that, as in the past, a drafting 
sub-committee be appointed to draft resolutions. It was proposed that 
the representatives from Burma, India, Indonesia, Sri Lanka and Thailand 
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be included in this sub-committee, as well as any other representatives 
who wished to be associated with the work of this sub-committee. The 
members of the secretariat would be at the disposal of the sub-committee 
to provide any assistance. 

This suggestion was agreed to. 

Part 111 - Activities Undertaken by Governments 
with the Assistance of WHO (pp. 89-225) 

The CHAIRMAN suggested that since the projects would come to be scruti- 
nized by the Sub-committee on Programme Budget, this part might not be 
discussed in detail by the plenary. This suggestion was agreed to. 

Approval of the Report 

The report as a whole was then approved. The CHAIRMAN suggested that 
the Drafting Sub-committee might draft an appropriate resolution to this 
effect for adoption by the Committee later. 

Address by the Director-General 

The DIRECTOR-GENERAL said that since this was his last opportunity for 
a dialogue with the Commmittee, he would like to say a few words about 
what he considered the spiritual heritage of Asia, which could be 
expressed in one word "humanism". What they were trying to do in health 
was to generate a social humanism. Humanism could not exist without 
communication. One could easily create so-called economic and 
social justice without having humanism. Humanism was obtained when 
people themselves were involved in their destiny. When one saw, in the 
shadow of today's vast deployment of resources that were coping with 
technology, intensive problems of disease and death, one could see chat 
prevention of disease and promotion of health were relegated to a poor 
second place, the family and the community being vegetating onlookers. 
If, in the bad old days, the medical practitioner would merely nod 
wisely and prescribe mysteriously because he did not know better, today 
he was likely to do the same because he thought he knew too much. 
Communication with the patient was ruled out in either event and the 
patient was in no way encouraged. Indeed, everyone had increasintly 
forgotten more than ever before that the solution of today's health 
problems depended on what people did or did not do for themselves. To 
help them do this w d s  the challenge of a genuine health servlci ds 
opposed to a depr1.ai.n~~-proaucing medical industry. Was it not strange 
that doctors should be increasingly accused of being the most socially 
alienated profession in contemporary society? 

He wished to convey his sincere thanks to the members of the Regional 
Committee for the kindness and patience shown to him durir.2 his bricf 
stay in Bangkok and for having given him the opportunity to participate 
in their deliberations. 

The CHAIRMAN expressed, on behalf of the Regional Committee, his thanks 
to the Director-General for attending its present session in spite of 
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his other preoccupations. He wished to convey his appreciation of his 
wise comments and very appropriate interventions during the discussions 
and also thanked him for his keynote address. He wished him "Bon 
voyage". 

The REGIONAL DIRECTOR also thanked the Director-General for not only 
attending this meeting in spite of his heavy schedule of work but also 
for the guidance he had given through his interventions as well as for 
his two addresses. 

He considered that the representation at the sessions of the Committee 
was now of a high level as compared to the earlier years. As the meet- 
ings were now attended by senior health administrators and decision- 
makers, the implementation of the decisions arrived at by the Committee 
was much easier. 

2 Adjournment 

The meeting was then adjourned. 
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1 Resolutions of Regional Interest Adopted by the 
World Health Assembly and the Executive Board (item 9) 
(document SEA/RC30/13) 

The Regional Committee noted those resolutions which had not already been 
taken up during the discussion on the Regional Director's Annual Report. 

2 Health Manpower Development: Medium-term Programe 
for the South-East Asia Region (item 10) 

The REGIONAL DIRECTOR, referring to the document on this subject (SEA/ 
RC30/14 and SEA/RC30/14 Add.l), said that at the Twenty-ninth World 
Health Assembly, the Director-General had been requested to prepare a 
medium-term progrannne for health manpower development with concrete 
aims, targets and indices for evaluation of the results obtained, and 
to place the programmes before the Regional Committees in 1977. 

The detailed medium-term programme covered the six-year period, 1978- 
1983. With its clear targets. the medium-term programme on health 
manpower development would allow better organization of the activities 
of the programme, proper monitoring, easier mobilization of funds and 
more effective co-ordination between the regions and WHO Headquarters. 

The Regional Office had collected as much information as possible on 
health manpower in the Region, and had this updated in consultation 
with the various national authorities. A meeting of the WHO Health 
Manpower Development Programming Working Group held at Shiraz, Iran, in 
1976, had identified three sub-programme areas: (1) manpower planning 
and management to meet the requirements of health services, (2) the 
promotion of training of all categories of health staff, and (3) educa- 
tional development and support, including teaching materials and methods, 
and teacher training and evaluation. The draft medium-term programme 
for health manpower had gone through several revisions following a 
meeting held in New Delhi in February 1977, in which participants from 
seven countries of the Region took part, and the second meeting of the 
WHO Health Manpower Programming Working Group in Geneva in April 1977. 
The document before the Committee had been prepared after these revi- 
sions. He then requested the Chairman to permit Dr U Mya Tu, Regional 
Adviser on Health Manpower Development, to elaborate further. 

DR U MYA TU (Regional Adviser on Health Manpower Development) then 
introduced the document in detail. He explained that the three sub- 
programme areas referred to earlier contained definite targets and 
activities to be undertaken during the next six years, together with 
output indicators for each activity. If the targets set in the three 
sub-programme areas were accomplished by Member governments, it would 
result in a better co-ordination between the educational and other 
services engaged in health activities in the field of health manpower 
development. Countries would be in a better position to develop, 
formulate and spell out their needs. Also, a better quality of 
personnel, with more competence, skill and knowledge would emerge. The 
other benefits expected to accrue included:(l) the proper development 
of management plans and improvement in the career patterns of health 
personnel, (2) proper monitoring systems for the utilization of 
personnel, and (3) that training institutions would be able to improve 
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the coverage by health services with special reference to primary 
health care, and training programmes would become re-oriented towards 
basic and community medicine. Also, national teacher-training centres 
were expected to be established in almost all the countries of the 
Region in order to serve as focal points for the training of teachers, 
the development of learning materials, educational research and for the 
health service manpower development mechanism. The information system on 
health manpower development, it was envisaged, would improve considerably 
and help health planners in the decision-making process. The specific 
country programmes had been drawn up based on the contributions received 
from the countries themselves and the information was presented according 
to the category of workers. The medium-term programme was a continuous 
process and had to be modified and adapted all the tlme according to 
changing situations. It was felt that with some improvement, it would be 
a useful tool in the planning and implementation of national programmes. 

PROFESSOR SULIANTI (Indonesia), while welcoming an exercise of this type, 
pointed out a number of discrepancies. The nomenclatures of the 
personnel to be trained varied widely from country to country, and there- 
fore it might be better to classify them according to their functions 
rather than by their titles. Some categories of workers other than the 
health profession, such as sanitarians, had been omitted. Others were 
included in the wrong category. Further, the "Health Nurses (PKK)" in 
Indonesia, for example, had been shown as if they were auxiliaries under 
"Multipurpose Health Workers", whereas in fact they were considered to 
be the backbone of the health delivery system in her country. 

Some developments in the country programmes were already well ahead of 
the schedule envisaged in the document. 

The reference to national health manpower studies did not mention that 
which had been carried out in Indonesia with WHO assistance and 
published as a monograph entitled "Health Manpower Planning - The Case 
of Indonesia". 

DR THAPA (Nepal) provided the Committee with more up-to-date information. 

DR SENGUPTA (India) stated that there was a need to link health manpower 
development to the health policy of the country so that the inherent 
problems such as lack of career development did not affect the effective- 
ness and efficiency of the workers. It was also necessary to promote a 
dialogue between the service and training organizations so that the 
curriculum for the workers could be appropriately planned. So far no 
concerted efforts had been made in his country in this regard. This 
document was a helpful beginning and any assistance in this particular 
area would be welcome. 

PROFESSOR SULIANTI (Indonesia) stated that the medium-term programme 
should also take into consideration the need for health managers while 
planning for health manpower development, as, without management, it 
would not be possible to implement the primary health care programme 
satisfactorily. 
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DR AMOF24 (Thailand), congratulating the Regional Office on the hard 
work that had gone into the preparation of the medium-term programme, 
said that the planning method had been phased over a five-year 
period, from 1978 to 1983; under the activity "Evaluation and support 
of existing programmes for management training", it was, however, 
proposed to develop training programmes for planners and managers in 
1979. He felt that it would be more meaningful if the development of 
the health planning rnethod~~which was now spread out over the six-year 
period,could be shortened to one or two years, so that trained planners 
were available for further implementation of the programme. He was 
sure, however, that this and other such inconsistencies in the programme 
as had been mentioned by other representatives, would be looked into 
during its finalization. 

The REGIONAL DIRECTOR stated that the medium-term programme on the 
subject of health manpower development had been presented to the 
Regional Committee according to the directives of the World Health 
Assembly. This programme had been prepared on the basis of information 
available from the various countries. It would have been ideal if the 
health manpower development programme had been prepared after similar 
programmes had been finalized for areas such as the strengthening of 
health services, communicable-disease control, etc. That would have 
facilitated evolving a medium-term programme for training specific 
categories of health personnel according to the functions needed, as 
proposed by Professor Sulianti. While finalizing the programme, the 
useful points made by representatives would also be taken into account. 
To carry out the programme as at present proposed it would be necessary 
to reallocate the budget for 1978 and 1979. In view of the fact that 
the programme as presented to the Regional Committee required further 
scrutiny, he would like to suggest that the programme be further 
examined by the governments. On receipt of their suggestions and 
taking also into consideration the budget for the programme for health 
manpower development, the medium-term programme in this area could be 
finalized. 

He mentioned that Dr Montoya's report on health manpower planning in 
Indonesia, referred to by Professor Sulianti, had in fact proved very 
useful and been widely distributed. It would be included in the 
revised medium-term programme. 

PROFESSOR SULIANTI (Indonesia), agreeing with the Regional Director's 
suggestion thatchanges should be made in the medium-term programme 
according to the conditions prevailing in individual countries, said 
that it would be useful if the Regional Office could help in che 
development of health manpower planning and educational technologies 
in order to plan these activities. 

Noting the remarks of the representative from Indonesia, the REGIONAL 
DIRECTOR stated that he would like Member countries to go into the 
details of the paper in order to verify the accuracy of the information; 
if there were any amendments to be made in respect of certain countries, 
the Regional Office would take up the matter individually with the 
governments concerned. 
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3 Infant Mortality (item proposed by the Government of Indial 
(item 14) 

DR GOEL (India) referred to the resolution (SEA/RC29IR8) passed by the 
Regional Committee at its last session, wherein concern had been 
expressed about the high rate of infant mortality and some steps 
suggested in order to reduce it. He introduced the document which had 
been prepared on this subject (document SEA/RC30/10) and then read out 
a draft resolution. 

DR U KHIN MG THWIN (Burma) stated that, while he agreed with the paper 
presented by the Government of India, he felt that the main emphasis 
should be laid on obtaining adequate and accurate vital statistics, as 
registration systems were still in a developmental stage in many 
countries of the Region and there was still much under-reporting. Even 
though it was desirable to obtain information on the complex causes of 
infant mortality, it was not practicable at present. He suggested, 
therefore, that this might perhaps be undertaken only when and where 
there was a good infrastructure for maternal and child health and an 
effective vital registration system. 

DR THAPA (Nepal), supporting the proposal put forward by the Government 
of India, said that attention should be focused on children in the 
younger age group, i.e., under one year and up to 5 years of age, as 
most of the children who died were within that age group. 

PROFESSOR SULIANTI (Indonesia) agreed with the point made by the 
representative from Burma that it was difficult to collect data on the 
specific causes of infant mortality, without which it would be difficult 
to take specific measures to combat this problem. It was accepted that, 
without knowing the specific causes of various diseases during infancy, 
it was still possible to reduce infant mortality by simple hygienic and 
nutritional measures. Studies of the perinatal period to help find 
appropriate remedial measures to reduce infant mortality would be 
relevant; more detailed studies might be made in areas with adequate 
facilities. 

DR FERNANDO (Sri Lanka) agreed with the representative from Indonesia 
that mortality among pre-school children was a better index of the 
socio-economic condition of a country. In fact, it was this group that 
had been badly affected with the lowering of the socio-economic condi- 
tions, and therefore deserved greater attention. 

DR AMOW (Thailand) said that he fully agreed with the fact that infant 
mortality was a problem of extreme importance, but wondered whether 
extensive and complicated investigations followed by equally expensive 
compilation work were worthwhile. This problem was well known and 
attempts were already being made in his country to tackle it as a part 
of the general primary health care programme. 

DR SENGUPTA (India) said that he had learnt that there was a WHO publi- 
cation entitled "Mortality in the Americas" and wondered whether the 
Regional Director could look into the possibility of bringing out a 
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similar publication giving relevant information on infant mortality in 
the various countries of this region. 

DR GOEL (India) said that, while he appreciated the fact that there was 
general concern about infant mortality, there were, however, contradic- 
tory views as to the causes; for example, studies in India had resulted 
in totally conflicting ideas as to whether measles really contributed 
significantly to infant mortality. He wished therefore to reiterate his 
proposed resolution calling for much greater attention to child care and 
for WHO to involve itself in the systematic compilation of data on the 
complex causes of infant mortality in the various countries of the 
Region and in devising remedial measures and suitable techniques to 
reduce the problem. 

PROFESSOR SULIANTI (Indonesia) pointed out that the resolution (SEA/ 
RC291R8) which had been referred to by Dr Goel, did not, in fact, relate 
to infant mortality but to child mortality and that it had recommended 
paying special attention to the problems of child care. This subject 
had also been discussed at the present Programme Budget Sub-committee. 
She felt that perhaps it was not necessary to pass another resolution at 
this stage. 

The REGIONAL DIRECTOR said that in response to the resolution passed 
at the Committee's session last year, a regional programme in child 
health had been prepared, wherein a situational analysis of infant and 
early childhood mortality in the Region had been made and a WHO collabo- 
rative programme on maternal and child care outlined. This document 
had already been circulated to the Member countries for their observa- 
tions. Recognizing the need for obtaining scientific data on the causes 
of death during the perinatal period, infancy and early childhood, the 
regional programme had given priority to two studies viz., (1) pregnancy 
and its outcome, including perinatal mortality and low birth-weight, and 
(2) ad hoc surveys on infant and early childhood mortality and fertility 
patterns, as part of its global programme. Regarding the former, 
collaborative studies had since been undertaken in three countries of 
this region - Burma, India and Thailand - and it was hoped that Sri 
Lanka and perhaps Mongolia, too, would soon be undertaking similar 
studies. These studies were intended to provide scientific information 
on the demographic, health, socio-economic and environmental factors 
affecting infant and child mortality as well as basic indicators for 
assessing the effectiveness of health programmes. Information from 
perinatal studies would form a data base on which intervention strate- 
gies and guidelines could be developed to help adopt national technolo- 
gies at local and national levels for the care of high-risk cases. AS 
a follow-up, a meeting on these studies was being organized in 
December 1977 in Rangoon. Consequent to all these activities and studies, 
it would be possible for the Regional Office to publish a document on 
infant mortality in South-East Asia as suggested by Dr SenguPta. 

There was wide divergence of opinion in the Region as to the suitability 
of the international classification of diseases for reporting informa- 
tion furnished by non-physicians. To help develop methods of using lay 
and paramedical personnel in the collection of morbidity and mortality 
statistics, the Regional Office had organized a meeting in November 1976, 
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with a view to formulating practical methods of recording and reporting 
causes of death. Having informed the Committee of these current activi- 
ties in the field of infant and child care, the Regional Director 
concluded by suggesting that the proposed resolution be referred to the 
Sub-committee. The Committee agreed to this suggestion. 

4 Community Health Workers - Transfer of Skills and 
Knowledge (item 15) and Identification of Appropriate 
Medical Technology for the Developing Countries (item 16) 

DR VERMA (India) introduced the documents on the two items proposed by 
his government. He said that he was aware of past discussions on these 
subjects, and of their importance in the context of the medium-term 
programme for health manpower development and the development of primary 
health care. For this reason, he would like to propose a combined 
resolution on the two items. Since the important role of traditional 
systems of medicine in providing health care to the population was now 
recognized by most countries, he was also proposing a resolution on 
this subject. 

The REGIONAL DIRECTOR said that the proposal to discuss agenda items 15 
and 16 together seemed logical, and he hoped that the Drafting Sub- 
Committee would thoroughly consider the two resolutions proposed by the 
Government of India. 

He thought that appropriate health technology was an ideal area for 
technical co-operation among developing countries (TCDC); some action 
had already been taken in this area. Pursuant to a resolution of the 
Twenty-ninth World Health Assembly (WHA29.74), an inter-divisional 
co-ordinating committee had been established at WHO Headquarters for 
the purpose. The Regional Office would be hosting an inter-regional 
seminar on appropriate technology for health in December which would be 
the first of its kind to be held anywhere in the world. Participation 
was expected from all the regions of WHO. A meeting held in January 
1977 at WHO Headquarters had reviewed the situation and produced a 
programme, and the report of this meeting had already been circulated 
to the governments. At the next meeting of the Regional Advisory 
Committee on Medical Research to be held early next year, an additional 
subject for discussion would be research in the development of appro- 
priate technology for the improvement of environmental health at the 
village level. As discussed in the Sub-Committee on Programme Budget 
the previous day and again the same morning, an appropriate section on 
the development of appropriate health technology in relation to the 
primary health care, had been included in the Regional Director's 
Development Programme to start in 1980 and certain funds would be 
allocated for the purpose. 

On the subject of traditional systems of medicine, he said that he was 
and would always be prepared to assist the countries in this regard. 
There was a wealth of information and knowledge on these traditional 
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systems in almost all the countries of this region. It was, of course, 
for the governments to devise ways and means of enlisting the co-opera- 
tion of the practitioners of these systems in the delivery of primary 
health care. He recalled that the representative from Sri Lanka had 
mentioned that his government was trying to make use of the 16 000 
practitioners of the ayurveda system for this purpose. He once again 
assured the representatives that he would give full support to govern- 
ments if they were interested in seeking WHO'S assistance. 

5 Training in Health Services Management Science (item 17) 

DR SUTOPO (Indonesia), introducing the document on the subject (SEA/ 
RC30/9) said that his government had prepared the document in response 
to the discussions held at the previous session of the Regional 
Committee and at the meeting of the Regional Advisory Committee on 
Medical Research. The document was in line with the theme propounded 
bythe Director-General, "Health for All by the Year 2000". If this 
was to be achieved, there was a need to produce health managers; 
otherwise, he wondered, who would be available and capable of managing 
the programmes using modern management tools. In view of this situa- 
tion, various activities had been undertaken in his country to overcome 
the shortage of health managers. The Health Services Development 
Institute in Surabaya had recently developed training courses on opera- 
tions research/systems analysis for health staff at various levels. He 
emphasized, however, that these courses were not aimed at training 
specialists in operational research/systems analysis (ORSA), but at 
training the health staff with a limited mathematical sophistication in 
the use of ORSA in order to produce the right answers to health service 
problems more efficiently and reliably. He then outlined the teaching 
techniques used by the Health Services Development Institute in Surabaya, 
as described in the document. He felt that the impact of these training 
courses in ORSA had been promising. The participants in previous courses 
themselves began teaching courses at their places of work. He said 
that his country would be glad to share its experience with other 
countries in providing training programmes for core groups to enable 
them to develop similar programmes in their own countries. 

The REGIONAL DIRECTOR stated that the paper presented by the Government 
of Indonesia was particularly interesting. The Health Services Develop- 
ment Institute, Surabaya, had been designated as a WHO collaborating 
centre; another such collaborating centre was in Teheran. It was 
gratifying to learn that the Institute in Surabaya was now in a position 
to offer training courses to health personnel from outside Indonesia. 
He hoped that language would not be a problem. The Regional Office had 
been promoting the importance of operational research and systems analy- 
sis and the application of these techniques to the management of health 
services, including country health programming. Direct assistance to 
countries had been provided in this field through short-term and long- 
term staff, including Regional Office staff and staff of inter-country 
projects. Assistance had also been received from Headquarters. The 
application of these techniques in country health programming had 
resulted in the proper identification of priority areas and in better 
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and systematic planning. The Asian Development Institute, Bangkok, had 
been provided with a team of two WHO staff who visited various countries 
and -were expected to give some 22 training courses in various parts of 
the Region. The Regional Office was considering, along with Head- 
quarters, the publication and distribution of documents on this subject. 
Government requests for sending participants to the proposed training 
courses at the Health Services Development Institute in Surabaya would 
also receive support. The Regional Office, in collaboration with Head- 
quarters and the Regional Office for the Western Pacific, was assisting 
in the training of national personnel as well as WHO staff in the field 
of health management. The first such training course had been held in 
Manila in 1976 and the second was scheduled to be held in September 1977 
in the Regional Off ice in New Delhi. 

6 Selection of a subject for the technical discussions at the 
thirty-first session of the Regional Committee (item 18) 

The CHAIRMAN referred to the document on this subject (SEA/RC30/7) and 
explained that four topics had been listed for consideration by the 
Regional Committee, and invited suggestions for the selection of a 
subject. 

DR U THEIN NYUNT (Burma) proposed the subject of "Expanded programme of 
immunization". 

DR SOMBOON (Thailand) proposed the topic "Health services and manpower 
development". 

After some discussion the representative from Thailand withdrew his 
proposal on the understanding that "Health services and manpower develop- 
ment" would be included in the list of subjects for selection under this 
item at the 31st session. The subject "Expanded Programme of ~mmunization" 
was then unanimously selected as the subject for the technical discus- 
sions at the thirty-first session of the Regional Committee. 

7 Time and place of the Thirty-first Session 
of the Regional Committee (item 19) 

DR JADAMBA (Mongolia) confirmed the invitation of his government to the 
Regional Committee to hold its next session in Mongolia and expressed 
the hope that the Committee would accept it. 

The REGIONAL DIRECTOR then read out a letter which had been received 
from the Government of Mongolia conveying its formal invitation to the 
Regional Committee to hold its thirty-first session in August/September 
1978 in Ulan Bator. 

The Committee accepted this invitation with appreciation and requested 
the Regional Director to convey its acceptance to the Government. The 
exact date of the session would be decided in consultation with the 
Government. 

DR JADAMBA (Mongolia) thanked the Committee for accepting the invitation 
from his government. 



148 MINUTES OF THE FIFTH MEETING 

The REGIONAL DIRECTOR mentioned that no invitation had been received in 
respect of the thirty-second session, and unless such invitation was 
forthcoming that session would be held in the Regional Office. 

8 Adjournment 

The meeting was then adjourned. 
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1 Revisions to the Programme Budget for 197811979 
and Consideration of the Report of the Sub- 
committee on Programme Budget (items 12 and 12.1) 

The REGIONAL DIRECTOR said that, since the approval of the programme 
budget for the biennium 197811979 by the Regional Committee last year, 
some posts had been cut at Headquarters as a consequence of resolution 
WHA29.48, and out of the money thus saved, the Director-General had 
made available additional funds to this and other regions. In the 
Regional Office, too, a few posts had been abolished and the savings 
had been brought to the notice of the Executive Board and the World 
Health Assembly. It had been decided that these additional funds should 
be utilized under the Regional Director's Development Programme, and the 
Director-General had asked Regional Directors to present to Regional 
Committees detailed proposals under this programme and, after the 
Committee had examined the proposals and approved them, they should be 
brought to the notice of the Executive Board in January 1978 and the 
World Health Assembly in May 1978. 

MR PRASAD (India), Chairman of the Sub-committee on Programme Budget, 
introducing its report (document SEA/RC30/18), stated that the Sub- 
committee had had a very fruitful discussion, and he wished to thank his 
able colleagues, the Regional Director and the members of the Secretariat 
for their guidance and help in the conduct of the meetings. The most 
important item taken up by the Sub-committee was that relating to the 
Regional Director's Development Programme. He then drew attention to 
the main recommendations of the Sub-committee which had been included in 
its report. He suggested that since the Sub-committee had consisted of 
representatives of all countries, it might be easy for the Committee to 
adopt the report without much discussion. 

PROFESSOR SULIANTI (Indonesia) said that in view of the stress that had 
been laid on primary health care during the discussions at the Sub- 
committee on the subjects of strengthening of health services and health 
manpower, a sentence might be added in the report to show that the 
programmes on strengthening of health services and health manpower 
development should be directed towards implementation of the primary 
health care programme. She also suggested an addition to the first para 
on page 3 to reflect that the implementation of the programme in 1977 
and the first half of 1978 also should be taken up in the working paper. 

The REGIONAL DIRECTOR, referring to a suggestion by Dr Khatri (Nepal) 
for making a correction with reference to the expanded programme of 
immunization in a working paper, suggested that as the working papers 
had been prepared as background papers for the Sub-committee, it would 
be appropriate to make corrections, if any,in the report of the Sub- 
Commit tee. 

MR PRASAD (India) remarked that the Sub-Committee had decided to leave 
out details. 

PROFESSOR SULIANTI (Indonesia) agreed that the Sub-committee had 
decided to leave out details on the understanding that the Regional 
Director would take note of the suggestions made by the members. 
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DR T W A  (Nepal) felt that it had been agreed to mention that the 
expanded programme of immunization should be implemented through the 
integrated health services. 

MR PRASAD (India) said that while mentioning the expanded programme of 
immunization it might be said that implementation would be made by the 
countries in a manner most suitable to them. 

The report was then adopted. 

At this point the Chairman left and the Vice-Chairman, Dr Jamba 
(Mongolia) took the Chair. 

2 2  
out of the Technical Discussions (item 13) 

The VICE-CHAIRMAN (acting as Chairman) invited the Chairman of the 
technical discussions to present the report on the technical discussions 
(document SEAlRC30117). 

DR KHATRI (Nepal) summarized the salient points and read out the 
recommendations . 
DR DE SILVA (Sri Lanka) said that, as health was part of the overall 
development process, there should be inter-sectoral co-ordination also 
in the field of collection of information, and even at the level of the 
primary health workers. 

MR SENGUPTA (India) said that a draft resolution had been prepared, 
based on the recommendations agreed upon by the technical discussions 
group, and this draft resolution would be placed before the plenary 
session for consideration and approval. 

PROFESSOR SULIANTI (Indonesia) said she was happy to note that the 
technical discussions group had started its report with primary health 
care and then had gone on to community development and national health 
information systems. She further noted the inclusion of an official 
definition of primary health care and suggested addition of the simple 
definition given on page 11 of the booklet "Health for all by the year 
2000", published by WHO Headquarters. This suggestion was agreed upon. 

Another suggestion to add a paragraph on indicators for decision-making 
in primary health care was discussed, and the Committee asked Professor 
Sulianti to prepare an appropriate text which could be considered at its 
next meeting. 

The report was then noted by the Regional Committee. 

3 Adjournment 

The meeting was then adjourned. 
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1 Consideration of draft resolutions 

Resolutions which had been prepared by the Drafting Sub-committee on 
the following subjects and circulated were adopted: 

(1) Selection of Topic for the Technical Discussions in 1978 
(SEAIRC3OIRZ) 

(2) Time and Place of the Thirty-first session (SEA/RC30/R3) 

(3) Mental Retardation (SEA/RC30/R4) 

(4) Biomedical and Health Services Research (SEA/RC30/R5) 

(5) Membership of the Executive Board (SEAIRC30IR6) 

(6) Programme Budget Strategy for Technical Cooperation in WHO 
(SEA/RC30/R7) 

(7) Twenty-ninth Annual Report of the Regional Director (SEA/RC30/R8) 

(8) Revisions to the Programme Budget for 1978 and 1979 (SEA/RC30/R9) 

(9) Technical Cooperation Among Developing Countries (SEA/RC30/R10) 

(10) Infant and Child Mortality (SEA/RC30/R11) 

(11) Development of Appropriate Technology and Training of Health 
Workers for Primary Health Care (SEAIRC30IR12) 

(12) Traditional Systems of Medicine (SEA/RC30/R13) 

(13) Training in Health Senices Management (SEA/RC30/R14) 

(14) Health Information Systems (SEA/RC30/R15) 

(15) Resolution of Thanks (SEA/RC30/R16) 

(16) Appreciation to the Director-General and the Secretariat 
(SEA/RC30/R17). 

MR PRASAD (India), speaking on the resolution "Membership of the 
Executive Board" (SEA/RC30/R6), said that only 13 countries had so far 
ratified the constitutional amendment on this subject. Unfortunately 
none of them belonged to the South-East Asia Region, which, in fact, 
stood to gain by this increase in the membership. He hoped, therefore, 
that the present resolution adopted by the Regional Committee would 
enable the representatives to take up the matter with their respective 
governments with a view to having this amendment ratified before the 
next World Health Assembly. 

With regard to the "Resolution of Thanks" (SEA/Rc30/R16), he said that, 
though it fully reflected the representatives' feelings of appreciation 
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and gratitude to the Royal Thai Government for their kindness and 
courtesy, in order to ensure that the resolution did not merely remain 
in cold print, he would personally like to express the Committee's 
thanks to the host government for the generous hospitality and unfailing 
courtesy extended to all of them, which had made their stay most 
comfortable. Concerning the resolution on "Appreciation to the Director- 
General and the Secretariat" (SEAIRC30/R17), he said that once again he 
would like personally to record his gratitude to the Secretariat for its 
excellent work. He thanked the Regional Director for his Annual Report, 
which had brought out vividly and clearly the challenging problems 
facing the countries, as well as the Director-General, whose presence 
at the meeting had been inspiring and whose guidance and wise counsel 
had given a new dimension to the deliberations. 

2 Adoption of the Final Report (item 20) 

MU PRASAD (India) said that he wished to thank the Regional Director and 
his staff for the promptitude with which the report had been brought out. 
The report itself was very clear and comprehensive. He wished, however, 
to draw the attention of the Regional Director to the following three 
matters: (1) Amongst the topics which had been discussed by the Cornittee 
was the question he had raised concerning WHO'S role in helping govern- 
ments to secure the implementation of programmes within the countries. It 
had been accepted that WHO would provide all necessary support. (2) The 
last sentence of paragraph 1 on page 4 of the draft final report 
mentioned that the coordinating role of, and technical input from, WHO 
in family planning programmes were also appreciated. In fact, what he 
had pointed out during the discussions on the subject was that he felt 
WHO could do more in the field of family planning. (3) In the last 
sentence of paragraph 2 on page 7 of the report he would like the follow- 
ing words included: "family health with emphasis on child health". He 
thought that the Regional Director might like to incorporate in the final 
report points 1 and 3 and note point 2 for information. 

The REGIONAL DIRECTOR said that although these three points had been 
reflected in the minutes of the meeting, he was sure that the Committee 
would be happy to have them included in the final report. 

DR BRATARANLTH (Indonesia) said that during the discussion of the report 
of the technical discussions it had been agreed to add a paragraph on 
indicators for decision-making in primary health care, and that the 
Committee had asked Professor Sulianti to prepare an appropriate text 
which could be considered at its next meeting. He informed the Committee 
that Professor Sulianti had proposed a text as follows: "Indicators for 
decision-making in primary health care should be developed, including a 
simple method of data collection and analysis". 

DR SENGUPTA (India) said that if the inclusion of the proposed sentence 
would satisfy the delegate from Indonesia, they had no objection to its 
incorporation in the report. 

The Committee agreed to the inclusion of the proposed text in the 
report. 
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The draft final report (document SEA/RC30/19), which had been circulated 
earlier, was, with appropriate amendments reflecting the above sugges- 
tions, then adopted. 

3 Adjournment (item 21) 

DR U THEIN NNYUN (Burma) thanked the Royal Thai Government for the 
excellent arrangements made for the session. He also thanked the 
Chairman for so ably conducting the business of the session. He said 
that he was grateful to the Director-General, as well as to the Regional 
Director and his staff for their hard work during the session. He also 
took the opportunity to congratulate the Regional Director once again 
for his re-nomination. Dr Gunaratne had been holding the office for 
about ten years, and during this time he had done much to advance the 
work of the Organization in this region. His government was happy about 
the fruitful collaboration and cooperation it had had with WHO, and it 
looked forward to continued cooperation in the years to come. 

MR YOOSUF (Maldives) thanked the Government of Thailand for hosting the 
thirtieth session of the Regional Committee in Bangkok and for the 
kindness and hospitality extended to the delegates during their stay in 
their beautiful country. He was grateful to the secretariat, who, he 
said, had looked after the delegations very well. He once again 
congratulated the Regional Director on his re-nomination, and said that 
he was sure that his great services and administrative abilities would 
lead the Region to better health. 

DR BRATARANUH (Indonesia) thanked, on behalf of the Indonesian delega- 
tion, the Royal Thai Government and the Regional Director and his staff 
for the arrangements made, which had enabled them to have an enjoyable, 
fruitful and successful session. The session's success had also been 
due to the active participation of all the delegates throughout the 
proceedings, which had afforded everyone of them an excellent oppor- 
tunity to learn about the others' experiences and strategies in finding 
solutions to health problems. His government had been doing its best 
to attain the goal of "Health for All by the Year 2000" despite its 
limited resources. The paper on the agenda item "Training in Health 
Services Management Science" submitted by his government reflected its 
concern about the lack of manpower in the field of health. It also 
emphasized the importance of the application of the systems approach 
and modern management techniques in bringing about improvements in the 
provision of health care. Primary health care was of importance in 
attaining a better standard of living for the population, and for this 
reason, he considered that the topic chosen for the technical discus- 
sions during the session had been most pertinent. 

DR KHATRI (Nepal) expressed his heartfelt thanks to his fellow dele- 
gates, the Royal Thai Government and the Chairman for all their 
hospitality and sincere cooperation. Coming as he did from the land 
of birth of Lord Buddha, he particularly appreciated the well-known 
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hospitality of the >and of the Buddha, and the ever-smiling friendli- 
ness of the people of Thailand would long linger in his memory. 
Congratulating the Regional Director on his re-nomination, he said 
that he was grateful to him for his wise guidance during the session. 
He wanted the Regional Director to convey his sincere thanks to the 
Director-General, whose participation had made the session a most 
interesting and enjoyable one. He also wished to thank the WHO 
secretariat for their hard work and for their efforts in making their 
stay in Thailand a comfortable one. 

DR DE SILVA (Sri Lanka) thanked the Chairman for the outstanding manner 
in which he had conducted the business of the session, and for the 
considerable skill with which he had steered the discussions. Recalling 
the Regional Director's earlier reference to the thirtieth World Health 
Assembly resolution on the right of every individual to lead a socially 
and economically productive life, he said that this could not be 
achieved unless economic growth was attuned to human needs and aspira- 
tions. His government was proud of the achievement of smallpox eradi- 
cation, which would not have been possible but for the continued and 
determined efforts of all the countries of the Region on the one hand 
and WHO on the other. Arising from this achievement was the confidence 
that through human endeavour it would be possible to solve other health 
problems, however complex they might be. He thanked the Royal Thai 
Government for hosting the session in the beautiful city of Bangkok. 
He would carry with him happy memories of the enchanting land of 
Thailand. He also wished to thank the Director-General for attending 
the session, and the Regional Director for his untiring efforts towards 
achieving the goal of better health for all in the Region. The re-nomi- 
nation of the Regional Director was but an expression of confidence in 
his leadership, and he was sure that he would lead the Organization to 
greater success. He thanked the Secretariat for their splendid contri- 
bution to the success of the session. 

DR JADAMBA (Mongolia) thanked the Royal Thai Government, the Regional 
Director and all the delegates for an excellent session, and the 
Chairman for ably conducting the proceedings. The thirtieth session 
of the Regional Committee had fulfilled a great task. His delegation 
had enjoyed its stay in Bangkok as also the wonderful Thai hospitality. 

MR PRASAD (India) expressed his thanks to the Royal Thai Government, 
the Regional Director and the WHO Secretariat. He wished to share the 
sentiments of fellow delegates in felicitating the Regional Director on 
his re-nomination. The Regional Director had been a tower of strength 
in finding solutions to the health problems facing the Region, and his 
continued association with the Region for another term gave them a 
feeling of confidence and support. He thanked the Chairman for the 
admirable manner in which he had conducted the proceedings of the 
session throughout, and for the courtesy and consideration extended to 
the delegates. His conduct of the session had been marked by great 
dignity and distinction. 
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The REGIONAL DIRECTOR said that he was overwhelmed by the sentiments 
expressed by the representatives, and he thanked them for the confidence 
reposed in him. He had watched the gradual evolution of the Regional 
Committee over the years and the manner in which it had undergone a 
perceptible change in its functioning. The high level of discussions 
in the Regional Committee during this session reflected its growing 
maturity. It was no longer preoccupied with insignificant minutiae, 
but was seriously involved in developing bold principles and concepts, 
objectives and strategies, and in providing policy guidelines for 
action. The serious involvement of the Regional Committee in WHO's 
activities, as reflected in its critical examination of the programme 
as a whole, had enlivened the discussions. 

Another striking feature of the session had been the balance between 
the technical and the managerial aspects. It was a pleasant surprise 
to watch the Programme Sub-committee examine, thoroughly and critically, 
the revisions to the programme budget and come up with concrete and 
constructive suggestions for improvement - in both the technical as 
well as the financial and management components of the programme. This 
was an extremely healthy trend which he welcomed. 

He expressed his sincere appreciation to the Chairman for the panner 
in which he had conducted the meeting; his judicious handling of the 
agenda had made it possible not only to provide sufficient opportunity 
for debate but also to allocate adequate time to all items. 

He also wished to thank the Vice-Chairman, as well as the Chairmen of 
the Programme Budget Sub-committee and the technical discussions. 

He requested the Chairman to convey his thanks to the Royal Thai 
Government for hosting the session and for extending to the delegates 
and the WHO secretariat the legendary Thai hospitality. Thanks were 
also due to the Prime Minister and the Minister of Public Health for 
their inspiring addresses. 

Finally, he thanked all the representatives for re-nominating him as 
Regional Director for another term. It would be his constant endeavour 
to strive to achieve WHO's goal of ensuring for every human being the 
highest possible level of health. He sincerely appreciated the 
encouraging words spoken about his staff. He felt that his staff 
deserved his thanks for ably supporting him. The deliberations of the 
Committee had helped him and his staff to gain a greater insight into 
the problems and health needs of Member States. 

The CHAIRMAN, on behalf of the Government of Thailand, the delegation 
from Thailand and on his own behalf, thanked the representatives for 
electing him as the Chairman of the thirtieth session. He was over- 
whelmed by the encomiums showered upon him by the representatives. 
Whatever achievements had been possible during the session were due 
entirely to the wholehearted cooperation and support extended by all 
of them. The keen interest displayed by the representatives in the 
discussions and the Regional Director's positive interventions had 
enhanced the quality of the debate. Appreciating the cordial atmos- 
phere that had pervaded the session throughout, he said that even if 
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there had been some minor differences of opinion, these had been 
resolved in an amicable manner, exemplifying the unity amidst diversity 
that was a feature of this region. 

The session had been a memorable one for many reasons: first, the 
addresses of the Prime Minister and the Minister of Public Health had 
been very illuminating, highlighting the problems confronting the 
Region and the possibilities for technical cooperation among the 
countries as well as between them and the developed nations. Secondly, 
they had had the privilege of having the Director-General with them 
and of hearing him expound on the newer trends in the Organization's 
policy towards achieving health for all by the year 2000. The Director- 
General had set the tone for the discussions in his keynote address by 
lucidly elaborating WHO'S mission in a changing world. Thirdly, the 
Regional Director, while introducing his report, had touched upon a 
number of pressing problems facing the Region. This address had not 
only been comprehensive and forward-looking but had also reflected 
the mature wisdom of the Regional Director. He was happy that the 
Region would have the benefit of his stewardship for some more years. 

He had been impressed by the high level of the technical contributions 
from the representatives,including discussions on important areas such 
as health planning and management,malaria, leprosy, dengue haemorrhagic 
fever and research. The steps taken by the Regional Office to coordi- 
nate biomedical and health services research in priority areas were not 
only commendable but would also help in developing low-cost appropriate 
technology for helping the health services achieve greater coverage. 

He was grateful to the Vice-Chairman, Dr Jamba, for conducting the 
proceedings in his absence, as well as to the Chairmen of the Programme 
Budget Sub-committee and the Technical Discussions, the members of the 
Credentials Sub-committee and the group which had drafted the resolu- 
tions. 

Finally, he wished all delegates a safe return home and "bon voyage", 
and declared the thirtieth session closed. 


