
THIS REPORT is o summary of the work of WHO and its Member 
States in corrying out their collaborative programmes during the 
period 1 July 1995-30 June 1997. It is a microcosm of the 
situation that obtains today in the Region, with the rapidly 
changing epidemiological, economic and social scenarios and 

the all-round efforts being made to face them. The overall picture 
that emerges is one of optimism at having made considerable 
progress, which will determine the future course of action for 

health development in the South-East Asia Region. 

The Fortyninth and the Fiftieth World Health Assemblies were 
held in Geneva during the reporting period. The Forty-ninth World 
Health Assembly, held in May 1996, discussed the World Health 
Report 1996; the budgetary reform; WHO'S response to 
change; renewal of the Health-for-All Strategy, and the 
Organization's Constitution. In the area of communicable diseoses, 
attention was focused on the destruction of stocks of variola virus 
and on new, emerging and re-emerging infectious diseases. 

The Fiftieth World Health Assembly, held in Geneva in May 
1997, approved the programme budget far 1998- 1999. It 
reviewed the preparation for the 10th General Programme of 
Work, and discussed the World Health Report 1997; WHO 
reform; budget and finance matters, and control of tropical 
diseases, including malaria and filariasis. 

The 97th session of the Executive Board, held in January 
1996, reviewed the method of work of the World Health Assembly, 
the progress report on WHO reforms and the role of WHO country 
ofices. 
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' The 98th session of the Executive Board held in May 1996, 
which elected Mr Sangay Ngedup of Bhutan as its Chairman, 
considered the reports of WHO scientific advisory bodies and 
meetings of experf committees and study groups and reviewed 
the evaluation of specific programmes and budgetary reforms. 

The 99th session of the Executive Board, held in January 
1997, discussed the financial situation of the Organizafion. It 
also discussed renewal of the HFA strategy; the role of WHO 
country offices, and personnel policy and practices. 

Both Indonesia and Sri lanka were designated to select one 
person each to serve os members of the Executive Boord. 

The 48th session of the Regionol Committee was held in 
Colombo, Sri tanka, in September 1995. In a spirit of solidarity, 
the Committee decided to have a supplementary intercountry 
programme with the focus on advocacy for health, technical 
cooperofion among countries andstandard-setting and innovations. 
It also agreed to transfer necessary resources from country budgets. 
Aher considering the subject of alternative financing of heolth 
care, the Committee indicated that Member States would need 
to undertake regulatory measures to rationalize the mix of public 
and private sector health services. 

The 49th session of the Regional Commiffee, held in Chiang 
Moi, Thailand, in September 1996, took note of the preparation 
of the strategic programme budget with products for each specific 
programme and annual detailed plans of action to achieve them. 
To promote gender equality, the Committee urged Member States 
to encourage participation of women in the meetings of WHO 
Governing Bodies. 

The Ministers of Health of the Region have established a tradition 
of meeting regularly to promote mutual cooperation b r  health 
development and to enhance regional solidarity. At their 13th 
meeting in Colombo in 1995, the Ministers decided tho! the 
chairman of the meeting should act as chairman of the Health 
Ministers' Forum till the selection of a successor at the next 
meeting. They also decided that the Health Secretaries of the 
Member States should meet regularly. The 14th meeting of the 
Heolth Ministers, held in Jakarfa/Bandug in 1996, stressed, among 
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other things, the need to combat new, emerging and reemerging 
infectious diseases. 

The first meeting of the Health Secretaries was held in New 
Delhi in 1996. The Health Secretaries decided that they should 
meet annually with a well-focused agenda. The second meeting, 
held in Bali, Indonesia, in 1997, agreed that a part of the country 
budget, which could not be utilized in time, might be used for 
supporting countries in greatest need. They recommended that 
Member States should increase efficiency in implementing WHO 
collaborative programmes. 

As part of the managerial process for WHO programme 
development, and in accordance with the recommendations of 
the Executive Board working group on WHO response to global 
change, a product~riented approach was used for developing 
the strategic programme budget proposals for 1998- 1999, and 
the detailed plons of action at the country and regional levels 
during 1996 1997. With a view to protecting the regional allocation 
and safeguarding the needs of the Member States, an Ad hoc 
Working Group suggested certain criteria for regional allocations 
for submission to WHO/HQ. To streamline the technical aspects 
of programme delivery, the capability of WHO country office staff 
to manage the Organization's collaborative programmes was 
strengthened. 

Following a resolution of the World Health Assembly 
/WHA48.16), the Regional Office organized a series of meetings 
on renewal of HFA strategies. The Member States, as a result, 
are proceeding with renewing their HFA strategies as an integral 
part of national health planning process. The Regional HFA 
Strategy for 20002020is being developed on the basis of inputs 
generated by country exercises undertaken to formulate their 
five-year/perspective plans. 

A major initiative has been taken to strengthen WHO'S 
partnership with other UN agencies and to forge new alliances 
with multilateral and bilateral organizations and financial 
institufions such as the World Bank and the Asian Development 
Bank. 

A Memorandum of Understanding (MoU) between the 
Association of South-East Asian Nations (ASEAN) and the WHO 
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Regional Offices for South-East Asia and the Western Pacific has 
been signed and a framework of cooperation agreed upon. 
Conclusion of a similar MoU for mutual cooperation between the 
South Asian Association for Regional Cooperation (SAARCJ and . 
WHO/SEAR is under process. It is expected that cooperation 
between these important regional country groupings and WHO 
will strengthen Member States' capabilities to deal with common 
health problems. 

In order to further consolidate cooperation between WHO 
and the World Bank, a meeting of the WHO Representatives in 
the Region and the World Bank officials was organized in 1995. 
WHO continued to liaise actively with major bilateral agencies 
for mobilizing resources for health, and provided support to the 
Asian Development Bank in reorienting its health sector support 
policy. 

leadership for health was significantly emphosized and advanced 
by several global-level meetings convened recently by the United 
Nations. It is now recognized that health is the cornerstone of 
social development. The Bretton Woods organizations and other 
donors are now devoting more resources for health development. 
The themes of the global UN meetings have been widely 
disseminated in the Region. The ongoing exercises for renewing 
the HFA strategy will enhance leadership for health at all levels. 
Several initiatives undertaken by the Regional Office are 
contributing to building up leadership for health and placing 
heolth high on national development and political agendas. 

The country profiles on Women's Health and Development 
(WHDj are being completed to address the gaps in reliable and 
uptodate information obout prevailing and emerging WHD issues. 

Realizing the role of health legislation in fostering equity and 
bringing about quality assurance and cost-effectiveness in health 
services, the Regional Office continued its support to Member 
States in dealing with matters concerning health legislation, ethics 
and bioethics. Both Indonesia and Nepal were supported in 
dealing with heolth legislation issues. legislation on human organ 
transplantation in India was prepared with WHO collaboration, 
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while Sri lanka received technical assistance in organizing a 
regional training workshop on medical ethics. 

In furtherance of the health research policy of the Organization, 
the Regional Office supported research projects in communicable 
diseases, heolth economics, reproductive health ond maternal 
health. Commissioned research was also promoted on adolescent 
health and women's health and development. The Region's 
research promotion efforts were duly recognized by the aword 
of the Jacques Parisot Foundation Prize for 1996 to Dr K.A.K. 
Wiiewardene of the University of Keleniya, Sri lanka. 

Active collaboration has been pursued with Member States in 
revising and implementing their health policies. In strengthening 
the national managerial process, the Regional Office supported 
~~~~~~~~building and interacted with national authorities in finalizing 
national health plans. WHO'S inpuh helped in generating the 
necessary technical and financial support to the countries from 
bilateral and multilateral agencies. 

Y 

While technical cooperation among countries proceeded 
smoothly as in the past, cooperation between countries in tackling 
common health problems such as border meetings to control 
malaria and kala-azar, and holding of joint national immunization 
days was facilitated by WHO. 

The countries in greatest need were supported technically 
and financially in developing their health plans, health care 
financing, heolth infrostructure management, manpower planning 
and strengthening district health systems. All the countries were 
supported through the provision of a wide range of medical 
supplies and equipment. Six countries benefited from the emergency 
preparedness programme of the Organization. The Regional 
Office actively collaborated with the countries in institutionalizing 
health sector emergency management in addition to carrying out 
training activities and providing medical supplies during 
emergencies arising from floods and other calamities. Accident 
prevention and safety promotion were also promoted in the 
Region. 
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Though allMember States have communicable disease surveillance 
progrommes, epidemiological services need further strengthening. 
Technical odvisory committees were set up to guide surveillance 
activities in many countries and notificafian of communicable 
diseases has been made compulsory by all countries, except 
Bangladesh, Bhutan and Nepal. 

The third evaluation of the implementation of strategies for 
health for all was completed and national and regional reports 
were prepared. 

With the ossistance of the Regional Ofice, Member States 
continued their efforts to further strengthen their notional heolth 
information systems (HISS) through improvement of the quality of 
health ond health-related data, rational reduction of HIS dato-load 
and wider application of informatics technology. 

Many publications were issued with some being translated 
into notional/local languages. The Regional Office Librory 
extended its facilities to Member States, UN agencies and research 
workers. Continued support was provided in strengthening the 
countries' health literature, library and informotion services. 

WHO actively promoted health sysfenis research in 011 
countries through grants, training modules and workshops. This 
hos helped in promoting an awareness of the skills needed in 
HSR as also the utilization of the research results. 

While advocacy for the decentralization of health systems was 
conhnued, ptonning at nahonat and district lev& and micropianning 
at the health centrelevel were supported. Healthy village concepts are 
emerging in several countries following the Healthy Cities apprmch. 

Because of shortage of resources for health core financing, 
alternative sources of funding, including privotization, were 
promoted. Technical support was provided to Member Countries 
in carrying out studies and relevant training was provided to 
health personnel. 

The focus of WHOprogrammes has been on equitable access 
to health and quolity of health care and community action for 
health. Strengthening the organization and management of district 
heolth systems based on primary health care was pursued. 

W I  The Work of WHO In SEA 



Community participation in accelerating health development at 
the district level was strengthened. The intercountry collaborative 
programme on 20 'model' districts has generated the active 
participation of nationals in furthering this programme. All the 
countries are developing two model districts eoch using the guide 
lines and training modules developed at on intercountry training 
workshop. The crowning success of the Region's attempts at 
strengthening the district health system is epitomized by the Mongar 
experiment which received the Sasokawo Health Prize in 1997. 

Though there is some imbolonce, in varying degrees, in the HRH 
policies followed by the countries in the Region, there has been 
a narrowing of the gap between plans and their octual 
implementation. The Regional Office initiotives included the 
formulation of on HRH policy, improving undergraduate and 
postgraduate medical education ond training as well as promoting 
closer linkages between medical education and health services. A 
regional project to promote innovative strategies in medical and 
nursing education and develop six centres of excellence was started. 

The trend towards short-term fellowships and study tours was 

g continued. Several institutions in the Region, particularly in India, 
Indonesia, Sri Lanko and Thailand, played host to fellows from 
other Regions. A fellowship evaluation tool, developed by 
WHO/HQ, was field-tested in Sri Lanka. The regional consultation 
on Fellowship Policy and Evaluation, held in 1996, made 
recommendations which ore expected to improve and strengthen 
the regional fellowship programme. 

All Member States now have projects under the Action Programme 
on Essential Drugs. Various components of the drug policy such as 
drug registration and regulatory control, drug quality assurance, 
rational use of drugs and monitoring and evaluation of national 
drug policies were further developed and strengthened. As o result 
of the implementation of national drug policies, availability of 
essential drugs for primary health core has improved in most 
countries. Two technical cooperation projects involving countries 
in the South-East Asia and Western Pacific regions that are 
currently operationalaim at improving collaboration between ASEAN 
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and SEAR countries in the field of essential drugs. The Regional 
Office continued to procure drugs, biologicals and contraceptives 
for WHOsupported programmes. 

Efforts were continued to improve national capabilities for 
quality control of drugs and biologicals. WHO collaborafing 
centres continued the testing of EPI vaccines and training of 
nationals in quality control of vaccines. The application of the 
WHO Certification Scheme for the quality of pharmaceutical 
products moving in international commerce has become more 
relevant since India, lndonesio and Thailand ore producing raw 
materials as well as finished products for export. Through the 
mechanism of bi-regional technical cooperation, good 
manufacturing practices are being implemented in many countries. 

Traditional medicines are practised in most countries of the 
Region even though their regulation, standardization, manufacture, 
quality control and utilization are at varying stages of development. 
A study tour organized for participants from Bangladesh, Indonesia, 
Myanmar, Nepal, Sri Lanka and some countries of the Western 
Pacific region to India and China exposed them to the advances 
made in the field of traditional medicine. 

Most countries hove augmented their laboratory infrastructures. 
Effom have been made to propagate the concept of quality 
assurance in laboratory services. laboratory n e ~ o r k s  ore being 
established in many countries at the central, intermediate and 
peripheral levels; however, linkages need further strengthening. 

The concept of public mental health has gained wide acceptance, 
though much of the technologies needed for its implementofion are 
still to be developed. WHO continued its advocacy for extending 
the concept of mental health. Notable developments were the 
designation of the Schizophrenia Research Foundation in Chennai, 
India, as the new WHO Collaborating Centre for Research and 
Training in Mental Health; holding of a training workshop on Health 
Behaviour Research Methodology, and development of indicators 
for the quolity of community life based on a protocol developed by 
WHO. 

Developmenf of community-based programmes for the 
reducfion of illicit drugs wos supported in some countries. The 
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implementation pion of the third phase of the uNDCP-supported 
Drug Abuse Control Project in Sri lanka was drafted. Anti-tobacco 
activities received increased attention in all countries. Focal points 
for tobacco control were appointed. Legislative measures for 
banning tobacco smoking in public places were introduced in 
some countries. 

The heolth education infrastructure has been decentralized to 
the community level in many countries, with volunteers playing 
a critical role in information dissemination. Health education 
services were extended and progress achieved in the development 
of o critical mass of trained manpower. 

The concept of community-based rehabilitation (CBR) continued 
to be promoted. The WHO manual on CBR was translated into 
local languages in Banglodesh and Bhutan as also in India and 
Myanmar. Support was extended to the establishment of a notional 
CBR programme in Bhutan and for reviewing the feasibility of 
local production of lowsost artificial limbs in Sri lanka. 

Nutrition continues to be a priority areo in the Region, and the 
focus of WHO'S support was on improving the quality of national 

I progrommes to oddress the priority areas of protein energy 
ma/nuhition, iodine deficiency disorders, vitamin A deficiency 
and iron deficiency anaemia. SEAR0 supported the production 
of a national nutrition survey report os well as evaluation of the 
deworming programme in Moldives and development of a 
household food security study in Myanmar. In the field of food 
safety, support was provided to review programmes and identify 
priority areas for action for legislation ond training. 

Within the fromework ofthe regionalstrotegy forreproductive health, 
all countries have developed national strategies and identified safe 
motherhood, family planning, HIV/STD/RTl,prevention of inferfility 
and adolescent reproductive health as priority areos for action in 
their reproductive health packages. In addition to WHO, other U N  
agencies such as UNFPA, UNICEF, the World Bonk and the Asion 
Development Bonk and bilateral organizations are involved in 
reproductive health programmes of the country level. The Scientific 
Working Group on Operational Research in Reproductive Health 
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identified priority areas for operational research and recommended 
ways for promoting and strengthening research. One priority area 
is the development of modules for delivery of integrated reproductive 
health services for which a prototype protocol was developed. 
Moternal mortality continues to be high in the countries of the 
Region, except DPR Korea, Sri lanka and Thailand. A significant 
reduction in infant mortality in the Region was noticeable. 

The change in adolescent likstyles wos recognized in most 
countries and adolescent heolth was included as a component 
of the reproductive health package. WHO was involved in 
providing training ond IEC materials and in conducting country 
as well as regional training courses in adolescent health. 

The concept of women's health gained wide recognition, 
especially aher the lnternational Conference on Population and 
Development in Cairo in 1994. The number of elderly persons is  
increasing in all countries of the Region, underscoring the 
importance of evolving programmes for the care of the elderly. 

The Speciol Programme of Research, Development and 
Research Training in Human Reproduction (HRPJ emphasized the 
need for improving reproductive health, and mony countries 
maintained a high level of co/loboration with this programme. 
Two important activities carried out were: evaluation of the 
programme's impact in terms of strengthening research capabilities 
in the South-East Asia and Western Pacific regions, and holding 
of a series of regional workshops on ethical issues in reproductive 
health. In addition. several workshoos. svmoosia and scientific 

I 
. .  , , 

meetings were held in reproductive heolth epidemiology, human 
reproductive research methodology, quality assurance of oral 

I and injectable c o n t r o c e p t i v e ~  dato 'management and 
communication and sociol science in human reproduction. 

Efforts were made to strengthen the occupational heolth 
programmes through training courses for diffirent categories of 
heolth personnel. The International Symposium on Occupational 
Health Research, held in Thailand in 1995, identified major forms 
of occupational hazards and their impact and possible intervention 
strategies and approaches. 
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WHO'S collaborative programme focused on drinking-water 
qualify surveillance and operation and maintenance of water 
supply facilities. Short-term training courses and study tours in 
various water supply and sanitation topics such as reuse and 
recycling of waste water and wastes were conducted for participants 
from Bangladesh, Indio, Maldives, Myanmor and Sri Lanka. 

Promofion of the Healthy Cities approach was started in 
Chittagong, Bangladesh, and later extended to Kathmandu and 
Bangkok. Twenty steps to a Healthy City were identified and 
pamphlets describing these steps were disseminated to countries 
olong with other promotional moterial. The programme for 
environmental health hazords focused on developing national 
capacities ond capabilities to assess and manage health hazords 
as a result of environmental pollution. Regional technical guidelines 
on air quality monitoring were prepared. 

In order to strengthen national chemicol safefy programmes, 
WHO initiated the preparation of national chemical profiles in 
five countries, of which three have been completed. Studies on 
chemical emergency preparedness and response were completed 
in India, Sri Lonka and Thailand. An assessment of the chemical 
sofefy programmes in selected countries wos undertaken in 1996 
to drah a regional action plan to promote chemical safety. 

Countries were assisted in identifying and assessing health 
hazards and issues involved in environment, housing, public 
works, agriculture and industries. Based on these intersectoral 
assessments, notion01 action plans were developed incorporating 
health and environment strategies in all development sectors. 
Support wos provided for identilying prior;?. health and 
environment actions for incorporation into the nations/ Agenda 
2 1 of different countries. 

Indio, the only country in the Region where guineaworm disease 
is present, made steady progress towords its eradication. WHO 
played an important role in establishing the National Guineaworm 
Eradication Programme and helped in developing and updating 
an operational manual. Only nine guineaworm disease cases 
were reported in 1996, and it is expected that the country will 
achieve zero-incidence in 1997. 

Environmental 
Health 

Eradication1 
Elimination 
of Specific 
Communicab/e 
Diseases 

Executive Summary XXI 



Control of 
other 

Communicable 
Diseases 

The leprosy control programme has been integrated into the 
basic health services in all countries, except India where a vertical 
programme is in operation. Two countries in the Region achieved 
the eliminotion goal of case per 10000 population, and three 
more countries, nomely, Bhutan, Indonesia and Maldives, are 
expected to reach this goal by the end of 1997 or in early 1998. 
Special action projects were launched in 1996 in lndonesio, 
Myanmar and Nepal. Bangladesh and lndio are expected to 
launch similar compaigns shortly. 

Eradication of poliomyelitis is a topprioriiy programme of 
WHO. Coordination efforts of the Organization led to the 
synchronizotion of national immunization days in eight countries 
in three regions when more than 40 per cent of the world's 
children aged below five years received oral polio voccine. 
Training was provided to all national and regional reference 
laboratories in m h p p r o v e d  standard methods for polio virus 
isolation. 

Five countries hove affoined the target of elimination of neonatal 
tetanus (Nl), i.e. less than one case per IOW live births. In 1996, 
all countries conducted a review of the achievement of NTelimination 
following the Wrecommended methodology. Countries were 
encouraged to implement the HighRisk Approach for NT ond it is 
expected that Bongladesh, India, Myanmar ond Nepal will prepore 
country plans of action for implementing this approach. 

By the end of 1995, the SEAR hkmber States, except lndia and 
Nepal, had maintained national measles vaccine coverage of more 
than 80 per cent in children under one year. Although the incidence 
of measles hos shown o downward trend, all SEAR countries still 
have loci of susceptible populations. The countries are preparing 
long-term plans of oction for measles control ond elimination. 

The coverage rates for EPktarget diseases were over 80 per cent 
and the political commitment to continue the EPI programmes 
remained strong. Increasing emphasis has been given to identifying 
the remaining foci of susceptible children that hove not been 
reached by the immunization programme. In addition to the 
EPI-target diseases, childhood immunization against hepatitis B 
was introduced in some countries. 
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The acute respiratoty infections (ARIJ and diarrhoea1 diseases 
control (CDDJ programmes were aimed at reducing mortality and 
morbidity amongst children. Technical guidelines for the control 
ond treatment of ARI were revised and training courses were 
conducted. A combined ARI/CDD curricula was developed for 
selected nursing training schools in Indonesia. While bocterial 
drug resistance studies were completed in Thailand, similar studies 
are proposed to be initiated in other countries. 

The first integrated course on the monagement of childhood 
illnesses was completed. Progress was made on the WHO/UNICEF 
Initiative on Integrated Management of Childhood lllnesses with 
some districts in India and Nepal being selected for its 
implementation. 

Considerable progress has been made towards achieving the 
global target for tuberculosis control by implementing the directly 
observed treatment, short-course (DOTS) strategy. Revised national 
TB programmes have been developed in five countries. WHO 
continued to colloborote with the World Bank and other agencies 
for implementing TB control programmes in Bangladesh, Bhutan, 
India, Indonesia, Myanmar, Nepal and Sri Lanka. A regional 
strategy for TB control in SEAR was developed. The need for 
human resources development was addressed through international 
training workshops. Operational reseorch studies were conducted 
in Bangladesh, India, Nepal ond Thailand. 

Some of the new, emerging and reemerging infectious 
diseases are cholera, zoonoses, rabies and plague. With regard 
to plague, WHO collaborative activities consisted of provision of 
technical information; training of nationals in laboratory diagnosis 
and production of diagnostic reagents; promotion of laboratory 
diagnosis and surveillance, and development of a rapid response 
mechanism. In addition to the current infectious disease problems, 
potential problems associated with the increase in a number of 
drug-resistant bocterial and parasitic infections were posing grave 
concern. Member States were supported in the containment of 
dengue outbreaks. The Dengue Bulletin (formerly known as Dengue 
Newsletter) was published in December 1996 and is expected 
to be an annual feature. The development of a tetravalent live 
attenuated dengue vaccine at Mahidol University in Thailand, 
with technical and financial support from WHO, was successfully 
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undertaken. Hepatitis 6 control programrnes were established in 
many countries of the Region and heputitis B voccinotion wos 
extended to more provinces in lndia, Maldives and Thailand 
within the framework of EPI. 

Sextually transmitted diseases and AIDS continued to spread 
ominously. More emphosis was being given to advocacy at the 
country level as well as to expanding the progromme to the 
community level. A review of HIV/AIDS care approaches was 
carried out in Thailand and an initiative was taken to develop 
a model which could subsequently be implemented throughout 
the country. The Regional Office continued to mobilize additional 
notional and international resources. It played an important 
advocacy role by highlighting the devastating potential of the 
AlDSpondemic. An integrated approach to STDcontrol, monitoring 
of gonococcal anti-microbial sensitivity and guidelines for STD 
management were developed. 

Collaboration for the control of malaria and drug resistance 
in border areas between Bangladesh, Bhutan, lndia and Nepol 
was initiated. The Organization helped lndia and lndonesio in 
their negotiations for financial assistance from the World Bank 
and the Asian Development Bank for their malaria control 
programmes. Similar support was given to Bongladesh and 
Myanmar. The regional monitoring system for vector resistance 
to insecticides wos strengthened. 

The Special Programme for Research and Training in Tropic01 
Diseases PDR) sponsored research activities on leprosy and 
filariasis in addition to malaria and leishmaniosis. These activities 
included studies on drug resistance and drug efficacy; malaria 
vaccine development; health financing of malaria programmes; 
vector control, and drug-regimen compliance. 

The prevention of blindness progromme continued to focus 
attention on the promotion of primary eye care using the PHC 
network and control of avoidable blindness through restorative 
interventions. 

Comprehensive national cancer control programmes were 
formulated in several counfries of the Region. Demonstration areas 
for an integrated control of major noncommunicable diseases 
such as cancer, cardiovascular diseases and diabetes were 
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initiated. A common package of interventions was established 
for various levels of health care. The oral health programme 
continued to lay emphasis on the prevenfian and control of caries 
and periodontal diseases. Bangladesh was assisted in its school 
or01 health programme, while India and Indonesia received 
support in the implementation of primary oral heolth projects. 

In line with the decision of the Executive Board and to moke the 
best possible use of national expertise, a start was made with 
the creation of one post of National Profession01 Officer. Seven 
mare posts ore being established. As of 30 June 1997, there 
were 105 Professional staK of which 18 were women. During 
the period under review, 258 short-term staff were recruited, of 
which 68 were women. 

Some offices within the Regional Office building were 
remodelled to create a better working environment and to moke 
optimal use of available space. 

The Budget and Finance unit continued to provide support 
to the timely delivery of the collaborative programme through 
budgetary and fiscal measures. 
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