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REPORT OF THE REGIONAL DIRECTOR FOR SOUTH-EAST ASIA ON SIGNIFICANT 
REGIONAL DEVELOPMENTS, INCLUDING REGIONAL COMMITTEE MATTERS 

I. INTRODUCTION 

1. The fortieth session of the Regional Committee for South-East Asia was held in 
Pyongyang, Democratic People's Republic of Korea (DPRK), from 15 to 21 September 1987, under 
the chairmanship of Dr Kim Yong Ik, Vice -Minister of Public Health, DPRK. Dr Half dan Mahler, 
Director-General, attended part of the session and addressed representatives. The Seventh 
Meeting of Ministers of Health from the South-East Asia Region was also held in Pyongyang, 
from 23 to 26 September 1987 (see paragraph 40 below). 

2. During 1986-1987, countries in the Region made progress towards health for all in spite 
of numerous difficulties. National health policies, strategies and programmes were under 
continuous review and were adapted to the changing conditions. The health infrastructure in 
countries expanded and its orientation to the primary health care approach continued, with 
increasing coverage, mobilization of community resources, strengthening of intermediate-level 
management, involvement of nongovernmental organizations, and, lately, district health system 
development2 district health plans were being developed; management development workshops 
using problem-solving exercises produced short-term district action plans； and local 
government bodies were involved in the management of district health plans. 

3. The organization of ministries of health was studied in some countries with a view to 
strengthening their ability to carry out planning and management of health policy and 
strategies, and other ministries were being involved in health development through 
intersectoral councils and committees at central and other levels. Research oil intersectoral 
action for health was in progress in several countries. 

4. The global economic recession and its regional consequences had a negative effect on 
allocations for the social sectors including health, freezing or reducing health budgets in 
many countries and slowing down expansion of social services and infrastructure. Continuing 
poverty, unemployment, illiteracy and malnutrition compounded the adverse effects of 
population growth on health. Several preventable diseases, notably malaria, tuberculosis and 
leprosy, continued to impede economic productivity and improvements in the quality of life in 
several countries. 

5. The burden of preventable diseases and ill一health, aggravated by the recession and 
shortfalls in resources, was a tremendous challenge to make better use of the diminishing 
resources, and sometimes current health priorities were threatened. 

6. Improvement of health was seen more clearly to be dependent substantially on 
improvements in people's standards of living 一 a reflection of social and economic progress 
with a more equitable distribution of services. 

7. Operating resources were inadequate, and capital outlay on health and social 
infrastructure did not yield expected returns in benefits and services, which made increases 
in health outlay impossible and attracted adverse criticism from economic planners. Ability 
of health services to meet their own running costs was severely cramped by users' insolvency, 
creating a policy dilemma, since recovery of costs would further restrict availability of 
services for those whose needs might be the greatest• 

II. FORTIETH SESSION OF THE REGIONAL COMMITTEE 

8. During its week-long deliberations, the Regional Committee undertook a thorough review 
of the Director-General *s paper on "Management of TOO1 s resources" and also took note of the 
discussions on this subject at the twelfth meeting of the Consultative Committee for 
Programme Development and Management. While strongly affirming to the Organization1s value 
system, the Regional Committee agreed that the main issue was how to bring about improved 
management of the Organization's collaborative programme at the country level, taking into 
consideration the socioeconomic and cultural conditions of each country. It recognized that 
there was scope for further improving management of the Organization's technical 
collaboration, but improvements should be consistent with the Organization's policy of 
decentralization, with which it was in full agreement. It favoured the existing procedures 
and mechanism for the appointment of staff, emphasizing that the selection of WHO 
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representatives should continue to involve consultations among the Member States and with the 
Director-General and the Regional Director. It accepted a number of country and regional 
initiatives oil the 11 main issues identified in the Director-General1 s paper, and adopted 
resolution SEA/RC40/R2 urging the Member States, inter alia， to make use of the 
Organization's resources in accordance with the regional programme budget policy and the 
national health-for-all strategies, as well as to undertake orderly and efficient 
implementation of biennial programme budgets. 

9. The Regional Committee also discussed the method of appointment of the Regional 
Director. It reiterated that since the incumbent of the post of Regional Director had to 
work in close collaboration with the countries of the Region, the candidate selected for the 
post should be from a Member State of the Region and have the needed qualities of experience, 
knowledge of health problems of the Region, integrity, loyalty and leadership. The countries 
of the Region should take primary responsibility for the selection and nomination, and the 
process for the appointment of the Regional Director should be as short as possible. The 
existing procedures needed no change and the process of consultation with the 
Director-General should be strengthened to ensure that the aspirations of the regions as well 
as those at the global level were fulfilled. The Regional Committee adopted resolution 
SEA/RC40/R6 urging the Executive Board to give serious consideration to the views of the 
Regional Committee on this important matter. 

10. The Committee noted that AIDS, although not yet a major public health problem, had the 
potential to become one owing to risks associated with the use of blood and blood products 
and noil-sterile medical practices. It urged Member States to be alert and recommended 
selective epidemiological surveillance and education of the public on the mode of 
transmission of the disease. It approved a regional plan of action and, in resolution 
SEA/RC40/R1, urged the Member States to formulate and implement national plans of action 
within the framework of WHO1s global strategy for the prevention and control of AIDS. 

11. With regard to WHO*s public image, the Committee was of the opinion that the 
Organization enjoyed high credibility, and it endorsed a promotional programme. It endorsed 
a plan for celebrating WHO*s fortieth anniversary. A working group in the Regional Office 
had prepared a draft detailed plan of operational activities. At the regional level, 
dissemination of information on WHO'S role, functions, and collaborative successes as well as 
briefing of all WHO staff would be undertaken, while at the country level the main thrust 
would be on highlighting WHO'S collaborative programmes in the context of countries' total 
health development and its close links with socioeconomic progress. The activities envisaged 
in the work plan included: establishment of focal points in ministries of health; 
identification of priority health programmes in the context of health for all; collaboration 
with medical and nursing colleges and educational institutions on WHO activities for health 
for all; utilization of the mass media for promotion of healthy living; and collaboration 
with special target groups, including young people, women and community leaders, for health 
advocacy. India would represent the Region at the special WHO fortieth anniversary 
celebrations while Indonesia would attend the round-table discussions to commemorate the 
tenth anniversary of the Alma-Ata Declaration to be held during the Forty-first World Health 
Assembly. 

12. In discussing the Regional Director's annual report, the Regional Committee considered 
the report of the Consultative Committee for Programme Development and Management. It felt 
that the managerial processes, health services research, and mobilization of resources 
deserved particular attention. It noted the establishment of country support teams to 
support technical and managerial cooperation in the countries. It stressed the need for 
leadership in the health-for-all movement. Member States should use a distinct mechanism for 
intersectoral coordination involving other ministries and agencies in the social sector. 

13. The Committee noted with satisfaction the intensification of primary health care action 
programmes through the district health system, but expressed concern at the gross imbalances 
in health manpower in the countries and urged reorientation of medical education to meet 
needs in the community. WHO should support the regional collaborative programme on medical 
education. 

14. Noting the mounting morbidity and mortality from traffic accidents, the Committee 
suggested that health authorities should provide proper health education and training 
material for the prevention of all types of accidents. It also suggested further training 
and research in health education to ensure safe motherhood. 
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15. It urged effective preventive measures to tackle drug and alcohol problems, not only by 
treatment and rehabilitation of persons afflicted, but by thwarting the production and import 
of drugs. 

16• The Regional Committee noted that countries were resorting to imported technology on a 
large scale and were becoming dependent in diagnostic, therapeutic and rehabilitative aids 
and appliances. Appropriate technologies should be developed witliin the Region and imported 
technologies further adapted as necessary. 

17. The Committee appreciated the progress of immunization coverage but stressed the 
importance of ail integrated approach to ensure long-term impact. Malaria control was 
threatened by insecticide-resistant vectors, drug resistance of Plasmodium falciparum, and 
shortage of resources • Other vector-borne diseases such as dengue haemorrhagic fever and 
Japanese encephalitis continued to pose problems in some countries； emphasis should be laid 
on rapid diagnosis, case management, and vector control• 

18. In the Technical Discussions on information and education for health, the policies and 
approaches were reviewed, and resolution SEA/RC40/R3 urged the countries to strengthen their 
programmes to support health-for-all strategies effectively. "Development of district health 
systems" was selected for the Technical Discussions in 1988. 

19• The Sub-Committee on Programme Budget rioted with serious concern the low rate of 
implementation during 1986-1987 and the high proportion of unobligated funds, which had 
resulted in the Region1s having a larger share of further programme budget implementation 
reductions • While endorsing the recommendations made by the Consultative Committee for 
Programme Development and Management on improving programme delivery, the Sub-Commit tee felt 
that there was a need to review the entire process of planning at national and regional 
levels so as to promote a more creative and catalytic form of WHO collaboration. It noted 
that the shifts in allocations in the 1988-1989 programme budget reflected changing country 
needs. It was further informed of the funding situation in that biennium and the 
Director—General1 s three "scenarios" to cope with the financial constraints. 

III. CHANGES IN THE PROGRAMME BUDGET FOR 1988-1989 

20. In pursuance of the decision taken by the Regional Committee at its thirty-ninth session 
on the continued formulation of detailed programme budgets, a series of discussions on the 
identification of activities by priority and by component with appropriate allocation of 
resources, taking into account the regional policy and guidelines and the optimal utilization 
of WHO1s resources for implementing national strategies, resulted in some shift of resources 
among programme areas, including an increase in allocations for: health situation and trend 
assessment ； managerial process for national health development； control of environmental 
health hazards; rehabilitation; acute respiratory infections; sexually transmitted 
diseases ； and other communicable disease prevention and control. Decreases were registered 
for; organization of health systems based on primary health care; health manpower; 
research promotion and development； oral health; prevention and treatment of mental and 
neurological disorders； essential drugs and vaccines; immunization; malaria; 
tuberculosis ； and blindness. The reductions in certain programme areas will be offset by 
mobilization of resources from extrabudgetary sources as well as by matching contributions 
from Member countries in their national budgets. The regional programme proposals also 
envisaged the utilization of increased resources in support of national activities aimed at 
promoting self-reliance. 

21• The determination of countries to intensify their efforts to implement strategies and 
plans of action for health for all are thus reflected in the regional programme budget for 
1988-1989. 

IV. SIGNIFICANT REGIONAL DEVELOPMENTS 

Review of the health trends 

22, The health situation mirrored the widely varying socioeconomic conditions among the 
11 Member countries. Prevalent health problems were : (1) high prevalence of communicable 
and nutritional deficiency diseases； (2) problems related to environmental degradation, 
unemployment, poverty, low level of education, and high levels of population growth; and 
(3) limitations in access to, and delivery of, health care due to inadequate health 
infrastructure. 
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23. There was a steady decline in overall crude death rate in the Region. The infant 
mortality rate declined to below 50 per thousand live births in Burma, Democratic People1 s 
Republic of Korea, Sri Lanka and Thailand. It was, however, still about 100 in some 
countries• Childhood mortality, a reflection of socioeconomic conditions, also showed a 
declining trend in all countries. In the Democratic People's Republic of Korea and in 
Thailand it fell to one-third of what it had been in 1965. The maternal mortality rate 
registered a decreasing trend in Maldives, Mongolia, Sri Lanka and Thailand； in Bangladesh 
it remained almost unchanged. Life expectancy at birth was rising steadily. In seven 
countries, life expectation was below 60 years, in four over 60 years. 

24. Malnutrition and other deficiency disorders, vector- and water-borne diseases, 
respiratory infections, tetanus, tuberculosis and leprosy were still significant causes of 
death and illness in the Region. Noncommunicable diseases, especially cancer and 
cardiovascular diseases, were emerging as public health problems particularly in countries 
with higher life expectancy. The use of dependence—producing drugs was known to be a 
considerable problem in some countries• The increasing incidence of drug abuse, especially 
among the young, attracted the attention of national authorities in the countries concerned. 

25. Disasters, both natural and man-made, and civil unrest and terrorism, continued in some 
countries to affect health. 

Response of countries to developments 

26. The governments played a leading role in stimulating and regulating development, and 
supported key social development programmes including health. The average annual growth rate 
per capita ranged from 0.3% to 4.5%. The effects of the worldwide economic recession of 
1980-1983 were still being felt in the Region. Most countries experienced a definite and 
significant slow-down in growth rates during this period, and had yet to regain the momentum 
of the 1970s. 

27. Many also could not tackle both economic and social development evenly and adequately, 
partly because of lack of resources and partly because of constraints on their policies and 
strategies; while some achieved measurable economic development and augmentation of overall 
food production, they were not able to overcome poverty, unemployment and food scarcity among 
large segments of their population. Over 400 million people in the Region were estimated to 
be living in absolute poverty 一 the greatest number in any region of the world. 

28. A major factor in several countries of the Region was high population growth, nearly 
nullifying the overall benefit from development programmes. Indeed, the immediate tangible 
effect of development efforts in some of these countries had been a sharp decline in their 
death rates. 

29. The persistent increase in the foreign debt and deterioration in the balance of trade 
further aggravated the situation, leading to acute shortage of public funds for health and 
other social development. In many countries, the share of public expenditure on health fell 
and the health sector did not receive high priority in the allocation of national resources• 
Hence, most countries of this Region had to depend more and more on external resources, both 
bilateral and multilateral, for financing their health development activities. 

Technical cooperation among developing countries 

30. A number of initiatives had been undertaken by WHO with ministers of health of the 
Region in promoting TCDC. The mechanisms and modalities had been worked out by ail ad hoc 
committee of senior officials and accepted at the Fifth Meeting of Ministers of Health, in 
1985, requiring that efforts should be made by countries to fund the different components of 
TCDC activities from their national budget, but providing that the WHO country budget might 
be utilized to partly support well-defined activities within the priorities and existing 
financial rules and regulations of the Organization. At the regional level, WHO extended 
support to strengthen the national and collaborating centres and thus build up the 
infrastructure. Intercountry border coordination meetings had long been used to exchange 
information and country experience in malaria control; other such meetings were organized 
for other subjects. 

31• National focal points had been identified for the promotion of TCDC. Memoranda of 
understanding on collaboration in health development were concluded by Thailand with Bhutan 
and Nepal; Thai experts assisted Bhutan to develop "basic minimum needs" and related 
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indicators, and assisted Nepal in research on and development of "basic minimum needs" 
application. Using the TCDC approach, Bhutan received the services of two entomologists from 
India in the entomological work for the malaria eradication programme. Health workers from 
Maldives were trained in Sri Lanka and Bhutan applying TCDC principles. 

Collaboration with other agencies and organizations 

32. The Regional Office collaborated closely with other organizations, multilateral, 
bilateral, intergovernmental and nongovernmental； a compendium of information on 
organizations active in health cooperation was prepared. It collaborated with UNDP in the 
health sector and executed 41 country and 16 intercountry projects, including prevention and 
control of AIDS, with a total budget of roughly US$ 15 million, and participated in UNDP 
country programming exercises for the fourth cycle (1987-1991), assisting national 
authorities in the formulation of proposals in the health sector, for which the allocation 
had declined； a trend to channel regional programme resources to direct support for the 
delivery of services in countries was observed. 

33. WHO'S collaboration with UNFPA continued primarily in the area of maternal and child 
health and family planning. WHO executed one intercountry project and 12 country projects, 
provided technical back-up to others, and participated in UNFPA needs assessment missions, as 
well as in the formulation, joint monitoring, review and evaluation of projects. UNFPA 
favoured direct government execution of projects, leaving isolated components for 
implementation by WHO. 

34. Close collaboration continued with UNICEF in common areas, such as the Joint Nutrition 
Support Programme, EPI, diarrhoeal disease control, essential drugs and vaccines, and acute 
respiratory infections. Cooperation with ESCAP had been further strengthened; a significant 
development was the establishment of links between the regional health literature, library 
and information services network (HeLLIS) and other WHO-supported information networks with 
ESCAP1s population information network (POPIN). 

35. The World Bank evinced interest for software investment in health, nutrition and 
tropical diseases. The Asian Development Bank also provided funding in the social sector, 
including integrated rural and health manpower development. There was a better understanding 
of the objectives and areas of common concern between WHO and the South-East Asia Medical 
Information Centre in Tokyo. Information systems development, nutrition and vaccine 
production were the three main areas of collaboration. A study was recommended to optimize 
cooperation between the Tokyo Centre and the Regional Offices for South—East Asia and the 
Western Pacific. 

36. Collaboration with bilateral agencies was further strengthened. Most members of OECD 
were active donors in the Region and the aid flow remained favourable ； WHO1 s role as 
coordinator and implementing agency was re-established. The assistance from SIDA to the 
health sector continued, with the main focus on malaria, leprosy and tuberculosis. DANIDA 
supported the joint programme for strengthening ministries of health for primary health care 
in Burma, Maldives, Nepal and Sri Lanka, the drug action programme in Bangladesh, and leprosy 
control activities in India and Indonesia• The drug action programme in Bhutan received 
support from FINNIDA, while two delegations from the Japanese International Cooperation 
Agency (JICA) visited the Regional Office to discuss possibilities for increased health 
support to the Region• Some countries received support from AG FUND in their programmes oil 
blindness and deafness, while the Sasakawa Foundation continued its collaboration in leprosy 
control and prevention of blindness programmes. 

37. The South Asian Association for Regional Cooperation (SAARC), an intergovernmental 
organization comprising seven countries of South Asia, was evolving mechanisms for regional 
cooperation in health development. ASEAN, of which Indonesia and Thailand are members, was 
cooperating mainly in pharmaceuticals supply, immunization, and nutrition. There was 
evidence of greater collaboration between nongovernmental organizations, governments and WHO. 

Women, health and development 

38. Two regional plans of action covering the period 1986-1989 and 1990-1995 identified 
focal points for action as well as components of integral activities. National focal points 
were also identified. The regional group for World Health Day collaborated actively with 
other organizations of the United Nations system and bilateral agencies, and with counterpart 
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groups at headquarters and in other regions of WHO; it also exchanged information with 
women1 s organizations in ESCAP. 

39. At the country level, womenfs associations were involved in health work and 
income-generating activities in rural areas, and in health activities using the intersectoral 
approach in other communities. In Maldives, the National Women's Committee had been 
upgraded, becoming the Office for Women1s Affairs in order, inter alia, to encourage women to 
take an active part in the development of the country and particularly in community 
development projects. In Thailand, the Girl Guides1 Association prepared a series of manuals 
for women as health care providers. Case studies in water supply and sanitation were 
conducted in Indonesia, Nepal, Sri Lanka and Thailand involving women's participation under a 
UNDP-funded intercountry project. 

Seventh Health Ministers' Meeting 

40. At their seventh meeting, held in Pyongyang following the Regional Committee session, 
the Ministers of Health of countries of the Region rioted the practical steps taken by Member 
States for technical cooperation among developing countries, and agreed that information 
dissemination was essential to further encourage it. They reiterated that the countries 
involved should provide the necessary resources; WHO funds should be used only for catalytic 
purposes. They rioted that many countries required technical cooperation in manpower 
development. 

41. Concerning the health-for-all strategies the Ministers noted that, in spite of lack of 
resources due to the global economic recession, countries were strengthening their health 
system infrastructure and involving nongovernmental and voluntary agencies in the expansion 
of services. Intersectoral collaboration had been strengthened, and efforts were under way 
in Member States further to develop health-for-all leadership at the operational levels (see 
paragraph 43 below). The Ministers favoured improved quality of services in addition to 
quantitative increases, and were concerned with efficiency and effectiveness of health care. 
Nongovernmental organizations and voluntary organizations were seen as valuable additional 
resources in every country, and therefore clear policies for their involvement and 
coordination were desired. 

Developments in WHO programme activities during the 1986-1987 biennium 

42. Members countries adopted new methods and approaches in the implementation of their 
national strategies for attaining a better health status for their people s decentralization 
of management of health development activities to local administrations； people's 
participation in development activities； reorganization of health infrastructure； 
establishment of committees for manpower planning, programme review, and joint evaluation of 
priority programmes； leadership training； increased use of national expertise ； use of 
microcomputers for information-processing and monitoring of collaborative programmes at the 
country level； policy and programme review exercises； delivery of an integrated health care 
package with community participation and organization; development of village self-managed 
primary health care, etc• 

43. In line with the regional programme budget policy (see section III above), Member 
countries used the joint government/WHO mechanisms for programme development and management, 
and WHO established country support teams to provide technical and managerial support to the 
countries and the WHO representatives. Health-for-all leadership training was undertaken in 
most countries of the Region. 

44. Countries were collecting information for the second round of monitoring of progress in 
health system development. Most had established managerial processes for national health 
development; WHO collaborated in the formulation, review, implementation and evaluation of 
health policies and plans, and promoting health services research and the review of 
appropriate health legislation. 

45. Primary health care (PHC) was promoted in all countries in selected districts or areas. 
WHO organized a task force meeting to develop national and district-level plans for 
intersectoral action in health. Two PHC information centres and a regional information 
network assisted Member countries in further developing national PHC information networks. 
The rapid development of national health infrastructure, especially at peripheral levels, 
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including the introduction of new cadres of health workers at community and village levels, 
pointed to the need for good and reliable referral systems in support of PHC. Several 
related "research and development" initiatives received financial support• A PHC review in 
Member countries revealed the need for a thorough study of the development process, 
resources, role of the community and the influence of socioeconomic conditions as a basis for 
information. 

46. WHO collaborated in comprehensive manpower planning exercises by the Member countries to 
make projections of needs for health personnel of different categories and for the additional 
training facilities. It supported the formulation of manpower policies, establishment of 
manpower information systems, and improvement of management practices. WHO also provided 
technical cooperation and appropriate resources for staff development and educational 
management. 

47. Countries expanded their programmes of information and education for health and 
initiated research on various related issues, particularly behavioural aspects and the impact 
of activities in health promotion. WHO collaborated in enhancing the communication skills of 
health professionals and in orienting media personnel to health development issues. (For the 
plans for WHO's fortieth anniversary, see paragraph 11 above.) 

48. The regional research promotion and development programme continued to provide technical 
support for improving mechanisms for research coordination and management in countries. It 
supported commissioned research in high—priority areas, and it established and supported 
collaborating centres. Greater emphasis was laid on institution-strengthening, enhancing 
research capability and facilitating transfer of technology. 

49. Countries were active in health protection and promotion, realizing that health services 
alone did not necessarily ensure better health. There was clear evidence in some countries 
of decreases in the prevalence of protein-energy malnutrition and iodine deficiency 
disorders. Seven countries of the Region developed oral health programmes. A major thrust 
was made to establish the concept of community—based oral health care and emphasize 
preventive dentistry as part of primary health care. Morbidity and mortality due to 
accidents were increasing in many countries, and WHO provided support for national workshops 
and seminars on prevention• 

50. Collaboration in the maternal and child health programme including family planning was 
directed towards wider coverage and improvement of the quality of services through training 
of various categories of health workers. Several research projects for evolving appropriate 
strategies received support. In the workers1 health programme there was a steady move 
towards providing basic health care, including care for work-related illnesses for workers 
and their families. Epidemiological studies on health needs of the elderly were 
intensified； some governments formulated national policies on care of the elderly as a part 
of health policy. 

51. Planning and implementation of regional and country activities for promotion and 
protection of mental health were assisted through the mechanism of a regional coordinating 
group. Many countries addressed the problem of drug dependence, relying on public health 
approaches for treatment and rehabilitation. This led to better collaboration with other 
sectors in the rehabilitation of drug-dependent persons. 

52. Urban and rural water supply coverage were 62% and 51% of the regional population; the 
targets of the International Drinking Water Supply and Sanitation Decade are 81% and 73%. 
Greater efforts were necessary to achieve the Decade target for sanitation; the urban and 
rural sanitation programmes covered a population of 34.4% and 9% as against the Decade 
targets of 54% and 16.5% respectively. Public awareness of the need for rural sanitation 
increased, but much work still remained in community education and participation. WHO 
supported a workshop oil environmental health in rural and urban development. With 
industrialization and the extensive use of pesticides and fertilizers, environmental health 
hazards were becoming a problem in many countries of the Region. WHO cooperated with the 
International Programme on Chemical Safety and supported countries in the training of 
technical staff for analytical quality control. WHO also provided consultants in specific 
areas of water and air pollution control. 
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53. National commitment to adequate supply of essential drugs for primary health care (PHC) 
was high. Most countries strengthened their production and distribution system, in spite of 
economic constraints. The development of peripheral laboratories, introduction of 
appropriate laboratory technologies and improvement in the diagnostic methodology received 
priority attention, WHO also collaborated with some countries in the development and 
strengthening of their capabilities for production and standardization of laboratory 
reagents. In the traditional medicine programme, WHO had mainly utilized the available human 
resources for promotive and preventive aspects of health care and to give support to PHC. In 
rehabilitation the community-based approach contributed to both the prevention of disabling 
diseases and the rehabilitation of the disabled. 

54. Epidemiological surveillance was strengthened by field epidemiology training in three 
countries. National capacity to plan effective disease prevention and control programmes was 
enhanced• 

55. The Expanded Programme on Immunization (EPI) registered further increases in coverage 
and reductions in the prevalence of target diseases. All countries had been using all EPI 
antigens. A computerized EPI information system (CEPIS) was developed and EPI reviews were 
conducted in several countries. In the Diarrhoeal Diseases Control Programme (CDD), progress 
was made towards self-sufficiency in the training of health staff and production of oral 
rehydration salts. Acute respiratory infections (ARI) continued to be a major cause of 
infant mortality. Seven countries established national task forces for ARI control and four 
prepared plans for implementation of national programmes. A significant development had been 
the adoption of an integrated approach with CDD and EPI for the control of ARI, 

56. The overall malaria situation in the Region did not show significant improvement in 
terms of reduction of incidence over the previous years. A few countries, however, reported 
decreases in the total number of malaria cases. Integration of malaria control activities 
within the health services infrastructure continued in almost all malarious countries of the 
Region. Vector control to reduce disease transmission suffered a setback due to shortages of 
insecticides and to vector resistance• Insecticide spraying was rationalized, and 
bio-environmental measures were promoted. 

57. WHO's collaborative efforts in tuberculosis control resulted in intensification of 
epidemiological surveillance, strengthening of laboratory services, provision of essential 
drugs, training, and promotion of research. A significant development was the integration of 
the tuberculosis programme with primary health care services with a view to extending the 
coverage to peripheral areas. The leprosy control programme progressed with the application 
of the multidrug therapy as recommended by WHO. 

58. WHO, with UNDP support, extended technical cooperation for the development of the 
national plans and activities for the control of canine rabies. 

59. Dengue haemorrhagic fever, Japanese encephalitis and viral hepatitis and other liver 
diseases were noted as public health problems in some countries. WHO supported research in 
epidemiological and clinical aspects, as well as in the development of suitable vaccines. 

60. In view of the pandemic nature of AIDS and the occurrence of a few cases in some 
countries, WHO collaborated in the development of a regional plan of action and also in 
establishing task forces in some countries for undertaking prevention and control of AIDS. 
Two WHO collaborating centres oil AIDS were set up in India and Thailand. 

61. Blindness, identified as a major public health problem in the Region, was tackled using 
the primary health care approach. Eight countries had ongoing national blindness control 
programmes which already had a noticeable impact on blindness prevalence rates in most of 
these countries. 

62. Among the noncommunicable diseases, cancer and cardiovascular diseases were emerging as 
important public health problems in some countries of the Region. The promotion of healthy 
lifestyles and early detection as strategies for the control of cancer were adopted by some 
Member countries, as was a community-based approach for the prevention and control of 
noncommunicable diseases• 
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Overall impact of the WHO programme in the Region, including progress in implementing 
strategies for health for all 

63. WHO seeks to influence health development mainly by (1) providing a forum for the 
development of ideas； (2) providing resources as a catalyst； and (3) directly supporting 
specific programme activities. It was gratifying to note that WHO was able to generate and 
sustain interest in decentralization, district health systems and leadership development even 
in a deteriorating financial situation. Health ministries were assuming an increasing 
leadership role in health and health-related socioeconomic development producing good results 
in several countries of the Region. 

64. In the catalyst role, specific mention could be made of the managerial process for 
national health development, EPI and TCDC. All Member States of the Region are developing 
countries, some of them among the least developed. WHO support to specific programme 
activities has become even more crucial because of the global recession and resource 
constraints. There had been some improvement in the health situation in the Member countries. 

65. The implementation of national strategies for health for all progressed quite 
satisfactorily. The key support strategies for primary health care were receiving greater 
attention, as were efforts to improve the quality of services. These included, in 
particular, the involvement of the communities and intersectoral actions for PHC, creating 
effective referral system support, development of middle-level health managers, and primary 
health care for the urban poor. Innovations in community involvement in planning and 
implementation at local levels yielded encouraging results. 

66. Collaborative activities with the Member States included the "country support team" 
mechanism, now extended to cover all countries of the Region； and informatics support at 
regional and country levels was further improved with a view to monitoring the implementation 
of collaborative programmes• The decentralized management system proved its efficacy in 
Bangladesh and Burma in health development activities and was utilized in the development of 
district health systems geared to the intensification of PHC. An action-cum-research 
programme in Mongar district, Bhutan was undertaken to establish a comprehensive model of PHC 
delivery. The integrated family health care package in Indonesia was vastly expanded with 
emphasis on community participation and organization by women volunteers. The successful 
outcome of the model PHC project in the Huvsgul aimak of Mongolia led to its extension to 
other areas; a joint Government/WHO evaluation of this project provided guidance for further 
improvements in service, research and training. In Sri Lanka, a national health development 
council was entrusted with the responsibility for implementation of the national 
health—for-all strategy, with emphasis on the strengthening of the health system 
infrastructure through decentralized management of health services. An evaluation of the 
Thai decentralized management system revealed its effective functioning； it was being 
expanded with support from national and international sources. 

67. The district health system, representing a manageable unit for intensification of PHC, 
received priority attention in the national health strategies of Member countries. WHO 
provided technical inputs to the development of an operational framework for adoption in 
countries. A regional programme for the intensification of PHC, with support from UNDP, was 
launched in all the countries ； the main objective was to strengthen the district health 
systems as a basis for PHC and health for all, progressively covering more districts. 
Initial experience with this approach confirmed that there was an important component of 
health systems research. 

68. Member countries undertook several types of activities for health—for-all leadership 
development. National workshops were held to orientate senior officials of many sectors to 
the meaning and implications of national health-for-all policies. Leadership development was 
also promoted at the district level. At the regional level, the fourth international 
colloquium on health-for—all leadership development for technical cooperation among 
developing countries was held in Thailand. It discussed leadership roles in implementing the 
key support strategies for health for all, such as intersectoral coordination, 
decentralization, community involvement, and mobilization of resources. An interregional 
dialogue on health-for-all leadership resource and support development and networking, held 
in India, reviewed mechanisms for coordination of resources and for producing and 
disseminating learning materials. The health ministers of the Region evinced keen interest 
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in leadership development and stressed involvement of a wide variety of kinds of leadership 
at all levels. Training materials for national and community-level leadership were being 
developed. 

69. There is now a much greater awareness among the countries of the Region of the need for 
a systematic and well-balanced health manpower development plan. Almost all developed their 
own health manpower policies and plans, though these are not always clearly reflected in 
their national health plan. The use of the Organization's fellowship programme for 
development of national health manpower appears to follow the pattern indicated in the 
Director-General1 s policy on fellowships. The Consultative Committee for Programme 
Development and Management developed a schedule of activities both at country and regional 
levels which, it was hoped, would accelerate the fellowship programme； a study was 
undertaken for a realistic evaluation of its impact on health manpower development in the 
Region. 


