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INTRODUCTION 

This Monitoring Report on the Implementation ofStrategies for HFA by the Year 2000 is 
the third of its series which is intended toprecede the final evaluation report in 1997, and 
provides an overview of the advances, constraints and future plans being adopted to 
achieve the goal ofHealth for AN by the Year 2000. 

Thejrst monitoring was carried out in 1983 and the second in 1988 interpolated with 
the first evaluation in 1985. The second evaluation was carried out in 1991 andformed the 
basis for the Eighth World Health Situation Report. 

The Common Framework and Format was developed in 1982 and was improved later 
to meet the information needs that became more and more relevant to the strategies that 
were being adopted and the achievements that had been gained The Common Framework 
for the Third Monitoring of Progress (CFM3) has been further revised and extended to 
include additional dimensions of disability, quality of care, healthy lifestyles, healthy 
environment and emergency preparedness and relief: This Common Framework was used 
by the Member States to assess their health situations from one reporting period to another; 
relate the progress of their targets; identlfy drflculties and obstacles encountered; and use 
the resulting analysis to improve their health plans, reprogramming them as necessary. 
While helping Member States to keep abreast with their own achievements and shorrfalls, 
the common framework has also assisted WHO in updating its information data for critical 
assessment of country priorities. 

This Third Monitoring Report has been prepared on the basis ofinformation received 
from the Member States of the South-East Asia Region between September 1993 and April 
1994, which was prepared on a broad-based approach involving task forces or working 
groups of an interdisciplinary and intersectoral nature. The Regional Ofice scrutinized the 
national reports, obtained clarij?cationfrom the countries where necessary and proceeded 
to tabulate the data country-wise and region-wise. Relevant technical inputs were also 
contributed by the Regional Ofice in the preparation of this Regional Report on the Third 
Monitoring. 

The Report includes six chapters. Chapter I, on Trends in Health Status, presents the 
health outcomes in the countries ofthe Region as indicated by life expectancy at birth, 
mortality rates of infonts and children in the 5 years age-group, maternal mortality rate. 
children's birth-weights, and weightfor age and weightfor height data. Chapter Ilportrays 
primary health care related developments under Implementation of Primary Health Care. 
and covers health education andpromotion (with reviews of organizational structures, and 
innovative trends and with suggestionsfor promotive action); food supply and nutrition 
(which remain problems despite a general rise in standards); wider access to safe water 
and sanitation; maternal & child care and family planning (which rejlect the beneficial 
results of relatedprogrammes); the position regarding locally endemic diseases and their 
control; immunization programmes and their vast contribution to prevention of disease; 
treatment for disease andprimary health care coverage. Chapter Ill, on Development c?f 
Health Systems based on PHC, presents a critical country assessment of the national health 
policies and strategies in the organization ofhealth systems. The other items that contribute 
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to the mosaic of primary health care are also discussed under this chapter - such as 
managerial process, intersectoral collaboration, communiry involvement, health systems 
research, technology for delivery of PHC, international support to health systems 
development, sustainable development initiatives, and emergency preparedness and reliej: 
Chapter IVdeals with Resources for Health -financial, human, physical infrattructure and 
logistics and supplies. Chapter K on Trends in Healthy Lifsryles and Environment, 
presents a brief resume ofihe position regarding addictions to smoking, drugs and alcohol 
as well as the impact of migratory movements and other factors on health development, and 
environmental degradation. Chapter VI, on Population and Socioeconomic Trends, ourlines 
the growth trends ofpopulations and education during the last few years and the forecasts 
for the future, as well as the socioeconomic situation and its impacrs on health 
developmen t. 

In the preparation ofrhis Regional document, cognizance has been taken ojthe fact 
that the two-year lag between the second evaluation in 1990-91 and the present third 
monitoring in 1993-94 is an insuficient period to provide firm statistical data, and thar 
reliance has to be laid on estimates. Since the census dates diferfrom counhy to country 
within the South-East Asia Region, for comparison purposes this review also uses statistical 
data obtained,fiom previous monitoring and evaluafion exercises and estimates provided 
by other United Nations publications. 



1. TRENDS IN HEALTH STATUS 

1.1 Mortality and Morbidity Trends 

The health situation in the South-East Asia Region o f  WHO i s  characterized by the slow decline o f  crude 
death rates and infant and under-five mortality as well as a gradual increase in l ife expectancy1. Acute 
respiratory diseases, diarrhoea1 diseases, nutritional deficiency disorders, vector-borne diseases (e.g. 
malaria), tetanus and tuberculosis are the major causes o f  death and illness in the majority o f  countries 
o f  the Region. Cardiovascular diseases, cancer and other non-communicable diseases are emerging as 
public health problems in  some countries. 

Although AIDS is not yet a menacing public health problem in the Region, the epidemic is 
spreading fast in groups at particular risk in some countries, where the number o f  HIV-positive persons 
has increased significantly during the last two years. 

A decline in the crude death rate (CDR) in the countries o f  the Region has been registered during 
the last decade, but the CDR continues to be relatively high in Bhutan (16.7 per 1000 population), 
Bangladesh (13.6) and Nepal (13.0). Lower average annual CDRs were estimated for DPR Korea (5.3). 
Sri Lanka (5.8) and Thailand (5.8) (see Table I below). 

Table 1 .  Estimuted crude death rules (per 1OOOpopululion) in SEAR countries 

Source: (IN, 'The World Population Prospects 1993 (1992 Revision) 

Country 

Bangladesh 
Bhutan 
DPR Korea 
India 
Indonesia 
Maldives 
Mongolia 
Myanmar 
Nepal 
Sri Lanka 
Thailand 

There has been an increase in life expectancy at birth since the beginning o f  the eighties in 
countries o f  the Region, with Bhutan, Nepal and Bangladesh reporting lower values for the 1991-93 
period and with Sri Lanka. DPR Korea, Maldives and Thailand at the opposite end ofthe scale (Figure 1) 
for the same period. 

'Data on modality rates and life expectancy are presented in the Annex - Regional Tahle I and Regional Table 6c. 

1965-70 

21.0 
24.0 
11.1 
17.5 
19.3 
18.1 
14.8 
17.8 
23.0 
8.3 
11.4 

1970-75 

20.8 
22.6 
8.3 
15.8 
17.3 
15.9 
13.1 
16.1 
21.0 
8.1 
9.3 

1975-80 

18.9 
21.2 
6.1 
13.9 
15.1 
13.9 
11.4 
14.9 
19.0 
7.1 
8.3 

1980-85 

17.4 
19.6 
5.6 
12.6 
11.2 
11.8 
10.0 
14.1 
17.4 
6.3 
7.1 

1985-90 

15.2 
18.3 
5.4 
11.2 
9.4 
9.8 
8.8 
12.5 
15.1 
5.9 
6.3 

1990-95 

13 6 
16 7 
5.3 
10.0 
8.5 
8.3 
7.7 

1 1 . 1  
13.0 
5.8 
5.8 
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I Figure 1 .  Life expectancy at birth in SEAR countries, 1991-93 
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The infant mortality rate (IMR), which is important as a comprehensive indicator of the standard 

of living, reflects also the level of health education and the effectiveness of the health care system. It has 
declined impressively in virtually all countries of the Region during the last decade but remains 
comparatively high in Bhutan (I34 per I000 live births), Nepal (l02), Myanmar (94), Bangladesh (88) 
and India (79). DPR Korea, Sri Lanka, Thailand and Maldives reported much lower JMRs for the period 
1991-1993 (Figure 2). Analysis of under-five mortality rates shows a similar pattern, despite the data on 
this indicator often being scant (Figure 3). 

The maternal mortality rate (MMR) has shown a slow overall decline during the last decade, but 
recent estimates indicate high MMRs in Bhutan, Nepal and Bangladesh, and comparatively low values 
of this indicator in Thailand and Sri Lanka (Figure 4). The increase in maternal mortality rate in the past 
few years in Mongolia is a matter ofconcern. 

The mortality data presented in Figures 2. 3 and 4 should, however, be interpreted with caution, 
as the accuracy and completeness of reporting in many countries of the Region still leaves much to be 
desired. 

For almost all countries in SEAR, the paucity, unreliability and incomparability of mortality and 
morbidity data remain unresolved problems. India has adopted a lay reporting scheme to obtain a broad 
view of health conditions in areas where deaths are not routinely recorded and medically certified. Most 
other SEAR countries have provided data on reported institutional mortality and morbidity. The leading 
causes of mortality and morbidity as reported by the countries are presented in Regional tables 7a and 7b. 
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Figure 2. infant mortality rate in SEAR countries, 1991-93 
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Figure 3. Probability of dying before age 5 in SEAR countries, 1991-93 
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mortalityrale in SEAR countries, 

MMR per 100 000 ltveblrths 
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Communicable diseases are still the leading causes of mortality and morbidity in the Region, with 
acute respiratory diseases, diarrhoea1 diseases, tuberculosis and neonatal tetanus being top of the list of 
the reported causes of death in many of the countries. The leading reported causes of morbidity in the 
same countries also include acute respiratory diseases and diarrhoea1 diseases as well as malaria, skin 
diseases and parasitic infestations and nutritional deficiency disorders. On the other hand, cardiovascular 
diseases, cancer, other non-communicable diseases, and injuries and poisonings have more recently 
become major public health problems and are among the main causes ofdeath and morbidity in those 
countries which have achieved higher levels of life expectancy. 

The process of epidemiological transition, i.e. the changing patterns of diseases with the passage 
of time, and the effect on infant, under-five and overall mortality, needs to be carefully studied to decide 
upon health interventions. As an example, a study of the causes of under-five mortality in a typical 
developing country might clearly show that infectious diseases are the predominant causes. The causes 
of adult mortality also show similar patterns except for measles, pertussis and neonatal tetanus. In the 
circumstances, if health authorities vigorously combat infectious diseases such as diarrhoea, ARI, 
malaria and vaccine-preventable diseases, infant and overall mortality reduction can be achieved. The 
SEAR countries which are in this early stage of epidemiological transition are Bangladesh, Bhutan, most 
of the states in India, Maldives, Myanmar and Nepal. 

As transition proceeds, infectious diseases are gradually replaced by non-infective and non- 
communicable conditions such as cardiovascular diseases, cancer, congenital anomalies, endocrine 
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disorders and accidents. This is the situation in DPR Korea, Sri Lanka, Thailand and, to some extent, in 
Indonesia and Mongolia. 

1.2 Disability Trends 

The United Nations Decade of Disabled Persons (I 983-1992) and World Health Assembly resolutions 
(WHA 38.18, WHA 42.28 and WHA 45.10) relating to the prevention and rehabilitation of disabled 
persons, outlining policies and strategies for global, regional and national-level actions, have resulted 
in developing and further streamlining national policies on disability prevention and rehabilitation in the 
countries of the South-East Asia Region of WHO. 

A national workshop sponsored by WHO and held in India in February 1994, on disability 
prevention and rehabilitation, accepted Community-Based Rehabilitation as one of the main strategic 
approaches and generated an earnestness to include people with disabilities within development and 
national reconstruction programmes. 

Integrated and comprehensive community-based rehabilitation programmes are stressed in the 
national policies for prevention and rehabilitation of disabilities in Indonesia and Mongolia, while a 
multi-disciplinary approach and strengthening of institutional capacities have been emphasized in 
Myanmar, Sri Lanka and Thailand. In some other countries, disability prevention and rehabilitation have 
been reflected in the national health development policies but specific programmes are yet to be 
formulated. 

Concomitant with the adoption of defined policies, efforts have been made in all the countries of 
SEAR to assess the disability situation on the basis of data collection, national disability surveys and 
pilot studies. However, in many cases, the statistics are outdated, scanty, incomplete, inaccurate and 
difficult to correlate. This suggested the need for a common framework and methodology, using the same 
variables in all the countries, for data collection. The disability rate ranged from 1.9 per cent in India' 
to 5 per cent in Bangladesh. An incomplete survey in Mongolia showed that, in 1992, the number of 
disabled persons was more than 90 thousand of the total estimated population of 2.3 million for 1993. 
An island-wide survey conducted in 1991 in Sri Lanka indicated that the rate of difficulty in moving and 
difficulty in speaking was 17.2 and 7.9 per 10 000 respectively. A household survey by the National 
Statistics Bureau conducted in Thailand showed a reduction ofdisabled persons behveen 1987 and 1991. 
The survey revealed that, ofthe total disabled population, 61 .5 per cent were males. Statistical data and 
epidemiological information from the other countries have to be completed to obtain an assessment of 
the situation. 

The major causative factors for each type of disability vary from country to country but a general 
classification is indicated below: 

1. Difficulty in moving : Injuries 
Congenital and degenerative diseases 

2. Difficulty in seeing : Cataract 
Corneal disorders 
Vitamin A deficiency 
Glaucoma 

'National sample survey - 47th round 
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3. Difficulty in learning : Congenital injuries 

4. Difficulty in hearing : Otitis media purulent 

An active interest in introducing ameliorative programmes for the population affected by 
disabilities has been delayed due to lack of national policies and strategies that call for concerted action 
of all sectors for the prevention of disabilities and medical and social rehabilitation of disabled persons. 
Inadequate financing, suggesting low priority, does not attract the participation of NGO donor 
organizations. Lack of legislation to enforce policy decisions is an important factor hampering the active 
participation and involvement of the communities in the implementation of national programmes. 

Recent internal events in some of the countries have focused the attention of their governments on 
the urgency of action required for the prevention and rehabilitation of disabilities. 

1.3 Nutritional Status of Children 

The leading cause of low birth weight of newborns is maternal malnutrition. Maternal nutrition is 
influenced by the socioeconomic and cultural environment in which women live. The inferior position 
assigned to females and to the poor with regard to education and health care, allowing them fewer 
opportunities for proper nutrition, is amply reflected in this indicator. 

Information available from the countries suggests that there has been a sluggish improvement in 
the weight of newborns since 1988 (see Regional table I). Newborns of weight at least 2500 gms at birth 
are recorded to be over 90 per cent in DPR Korea, Mongolia, Indonesia and Thailand as compared to 
India, Bangladesh, Myanmar, Nepal, Sri Lanka and Maldives, where this percentage ranges from 67 to 
83 (Figure 5). Data in this respect are not fully representative of the actual country situation. Conclusions 
have been arrived at based on information regarding hospital deliveries, where newborns are weighed 
within 24 hours of birth, or based on hospital records or sporadic small-scale community surveys. In 
Myanmar and Mongolia, where institutional deliveries are very high and all newborns are weighed 
within 24 hours of birth, a negative trend has been observed. Myanmar reported that 93 per cent of 
newborns weighed at least 2500 gm at birth in 1985, but reported 76.5 per cent in 1994. Mongolia 
reported 97.6 per cent in 1991 and 93.6 per cent in 1994 (see Regional table I). There are variations 
between urban and rural populations and in large countries disparities can be concealed due to 
aggregation of data. To remedy this situation, a comprehensive programme of work for the provision of 
equitable access to proper nutrition and for maternal health care for disadvantaged populations is 
urgently required. 

Malnutrition is quite high among pre-school children in the countries except in DPR Korea, 
Mongolia and Thailand, where the percentage of children with acceptable nutritional status is around 90 
per cent. In Nepal and India, less than 40 per cent of children are within acceptable norms. Bangladesh 
reports this figure to be 46 per cent. In Myanmar, Sri Lanka, Indonesia, Maldives and Bhutan, the 
percentage ranges between 50-60 (Figure 6). The position appears to be static since the last evaluation 
(see Regional table 1). The regional target for this indicator is that weight for age should be within a 
reference range of 90 per cent of children by the Year 2000. The situation analysis in the countries 
suggests that this target will not be much closer by the Year 2000, unless there is a major move to deal 
with the principal causes of protein energy malnutrition. 
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Figure 5. Percentage of newborns weighing at least 2500gm in 
SEAR countries, 1991-93 
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Figure 6. Percentage of children whose weight-for-age andlor 
weight-for-height are acceptable in SEAR countries, 1991-93 

source: count" ,.porlr on third monllorlng 01 progress lo 1mpl.m.nl.lIon 01 nFA s1ra1.gl.s. 1991 

SOV~C.:  rh. world sank. won 1993 " sourr.: UNICEF. swc ,991 ..- ~ l n l m u r n  1.rp.t v.1~. lor glob.1 1ndb.tor as 1OrmUI.l.d In is81 ,  n f A  s.rbs NO. 3 
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2. IMPLEMENTATION OF PRIMARY H E A L T H  C A R E  

2.1 Health Education a n d  Promotion 

Health education and promotion are considered to be fundamental to health development and essential 
elements of primary health care in the countries of the Region. An organizational structure for the 
implementation of national health education programmes exists in all the countries, from national to 
district level and, in Bangladesh and India, at subdistrict level as well. 

Extension services in the countries have been strengthened for establishing community-based 
activities, and the cadres of trained health educators and staff of health education offices under the 
ministries of health, at central, province and district levels, have expanded over the years. Review of the 
organizational structures for health education is receiving attention in some countries. 

A trend observed in recent years is the increasing involvement of functionaries from sectors other 
than health, especially the education and media sectors, in raising the health literacy of people. School 
health education programmes, both curricular and co-curricular, which exist throughout the Region, are 
undergoing reorientation in many countries. Mass media channels, including press, radio and television, 
are also increasingly being utilized to disseminate health messages. In most countries, the commitment, 
expertise and other resources available with nongovernmental organizations are also being tapped to 
enlarge the scope of national health education efforts. 

Although no country in the Region has yet developed indicators to evaluate its national health 
education programme, it would be appropriate to assume that health education has made some impact. 
This is indicated by the improved health status ofthe Region's population, as reflected in declining crude 
death rates, rising life expectancy rates, declining infant mortality rates and increased immunization 
coverage among both infants and pregnant women. 

As far as health promotion is concerned, while there may be a national health promotion policy in 
some countries, no specific health promotion programmes have been identified. However, there are 
indications that some countries have begun to prioritize health on the political agenda. 

While one of the primary aims of health education is to co-opt people's involvement for achieving 
self-reliance in health, there is little evidence that this has progressed significantly. In most Member 
Countries, mechanisms for involving people are being developed but are not fully functioning. Efforts 
made by nongovernmental organizations in this direction are more encouraging although their coverage 
has been small and their actions not easily replicable. 

With a larger force of trained health workers and with expansion of health care facilities, health 
education coverage has been greatly expanded to benefit vast segments of the populations with access 
to primary health care. Access to health information is, however, inadequate in underprivileged groups, 
such as the poor and those living in widely scattered hamlets in rural areas where the terrain is rough and 
inaccessible. This includes women with low literacy ability and low status within the family. 

Dissemination of health information takes place largely through interpersonal and mass 
communication channels. A significant development is the growing involvement of the mass media - 
press, radio and television - in health issues. Conventional methods such as exhibitions, use of mobile 
teams, campaigns and other forms of publicity, are still the most popular means of reaching the people. 
In some countries, the peer education approach is being tried. 
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While the value o f  health education is being increasingly recognized and the volume o f  health 
education activities substantially increased, the quality o f  health education has yet to grow at a similar 
pace. The existing programmes do not fully satisfy the needs for effective delivery o f  health education 
services due to inadequate training o f  health workers/educators, lack o f  opportunities to apply training 
in practice, and use o f  conventional methodologies unadapted for achieving community participation. 

I n  most SEAR countries, the central health education organizations provide support to the 
provincial and district units through dissemination o f  educational materials and training programmes. 
Support is also provided to other national health programmes in the development o f  their health 
education components. However, central organizations generally have been unable to support provincial 
and district units in utilizing health education material more effectively. The supervisory mechanisms 
that are in place involve recording and reporting procedures and review by interministerial committees 
at central and state levels. 

Several constraints have impeded the effective development o f  health education and promotion. 
Financial constraints appear high on this list o f  impediments and especially affect supplies o f  health 
education materials. Lack o f  adequate numbers o f  trained health educators i s  another factor, and results 
from the lack o f  appropriate training facilities and transfer o f  trained staff to other posts. Without 
monitoring and evaluation mechanisms in place, effective feedback in health education activities is often 
lacking. 

Health workersleducators generally use conventional methods to inform and educate communities 
about health. Communities are seldom involved in planning and implementing health education 
activities. With the advent o f  electronic media, the use o f  folk media, which i s  cheaper to use and has 
good outreach, i s  declining. Low literacy levels, difficult-to-reach populations and heterogeneity o f  
communities even within the same country further hamper health education cfforts. 

To overcome the above constraints, i t  i s  essential that financial resources allocated to health 
education and promotion be augmented, and that the present force o f  health educators be expanded and 
decentralized to cover the entire population. Training programmes in health communications need to he 
strengthened for all health workers, and mechanisms for intersectoral collaboration need to be activated. 
There i s  further need to involve nongovernmental organizations in health promotion efforts. lntrasectoral 
coordination between the health education structures and other health programmes needs strengthening 
to sharpen the health education component o f  all national health programmes. 

There i s  a need to review the health education programmes in the countries through consultative 
meetings and other fora, and to recommend ways o f  expanding health education and health promotion 
efforts to cover the populations, in particular the target groups such as women, children and youths, 
through participatory techniques. 

2.2 Food Supply and Proper Nutrition 

Malnutrition is the result o f  socioeconomic deprivation and the outcome o f  a complex interplay 
of a large number o f  factors which are characteristic o f  poverty. For the period 1988-90, the per capita 
calorie intake as a percentage o f  requirement has been 88 in Bangladesh, 97 in Mongolia and just around 
100 in India, Nepal and Sri Lanka. I n  Bhutan, Indonesia, DPRK, Myanmar and Thailand this figure is 
128, 121, 121, 114, and 103 per cent respectively. These figures represent 59, 57, 52,48,43 and 30 per 
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cent (period 1980-85)1 of total household expenditure in Bangladesh, Nepal, India, Indonesia, Sri Lanka 
and Thailand respectively. Cereals, which are often the cheapest source of calories, comprise most of this 
consumption. These findings indicate a reduced level of dietary diversification in the countries of the 
Region. Large sections of the populations suffer from micronutrient deficiencies. The percentage of 
goitre among school children (6-1 1 years) in this region varies from 44, 28, 25 and 18 in Nepal, 
Indonesia, Bhutan, and Myanmar to 9, 11, 12 and 14 in India, Bangladesh, Thailand and Sri Lanka 
respectively (period 1980-92). The percentage seems relatively small in the last four countries, but since 
the populations are large in terms of the absolute number of persons, the prevalence rate of iodine 
deficiency is high in the Region. In addition to iodine deficiency, iron deficiency anaemia is also a 
serious problem in the countries. In 1993, Bangladesh had prevalence rates of 47 per cent for goitre, 70 
per cent for iron deficiency in women and 1.7 per cent for vitamin A deficiency. The position in Sri 
Lanka is 18 per cent for goitre (1988), 56 per cent for anaemia in women (1990) and I .  1 per cent for 
vitamin A deficiency (1975). 

The countries are introducing various measures to ensure food supply and proper nutrition. A 
national nutrition policy exists in India, lndonesia and Thailand. Other countries have nutrition 
programmes. In 1993, Bangladesh recorded an all-time high in food production which contributed to a 
price reduction. In 1992, a food-for-work programme distributed 500 000 metric tons of grain to 3 
million seasonal workers. There are also two other programmes in Bangladesh - a vulnerable group 
development programme which gives 7 kg wheat per week to some 400 000 women over a two-year 
period, and a rural maintenance programme employing 60 000 poor women in road maintenance. The 
objective of the Seventh Five-Year Plan in Bhutan is to reduce protein energy malnutrition (PEM) to half 
that of the 1990 level. The national nutrition policy in India emphasizes the importance of intersectoral 
coordination and a multi-sectoral approach through direct short-term interventions and indirect long-term 
policy instruments. Short-term interventions include nutrition intervention for specially vulnerable 
groups, fortification of essential foods, popularization of low-cost nutritious foods and control of 
micronutrient deficiencies amongst vulnerable groups. Indirect long-term policy instruments aim for 
food security, improvement of dietary patterns through production and demonstration, policies for 
effecting income transfers, land reforms, improvement of the status of women, and literacy. 

In DPR Korea, supplementary food is provided to all children in nurseries, kindergartens and 
schools. The Research Institute of Child Nutrition has been operational for several years. Indonesian 
nutrition policy stresses nutrition education, an intersectoral approach, community participation, 
promotion of local food sources and a food and nutrition alertness system. In Maldives, a KAP survey 
is being conducted, and the Government plans to formulate appropriate policies based on the findings 
with regard to weaning practices and nutritional awareness. Since 1990, Mongolia has been transformed 
from a centralized economy to a free market economy. The country's GDP and the real income per 
person decreased significantly during the last three years. For example, the 1992 GDP was reported to 
be by 8 per cent lower than in 19912. The per capita calorie consumption has dropped among the poor 
and low-income groups. The Mongolian Government declared 1993 to he a year of food, and initiated 
programmes which promoted the production of food in rural areas. In Nepal, the national health policy 
stresses the promotion of breast-feeding, growth monitoring and the prevention of micronutrient 
malnutrition. Thailand's national nutrition policy has been defined in the Seventh Plan. The policy 
supports food production, promotion of eating behaviour, consumer protection, development of an early 
weaning system, research and training, coordination, and monitoring and evaluation of programmes. In 

'Source: UNICEF, the state ofworld's children, 1994. 

'Source - Mongolia Health Sector Rcview, July 1993 
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Sri Lanka, the nutrition policy addresses the prevailing high level of malnutrition. The National Health 
Council has prioritized improving the nutrition of children. An interministerial coordination committee 
was set up in the Ministry of Policy Planning in 1992. The Poverty Alleviation Programme 
("Janasaviya") is a major programme implemented to improve the employment and income-generating 
capacities of the poor. Iodized common salt, to combat iodine deficiency disorders, will be made 
available throughout the country by the end of 1994. 

2.3 Safe Water and Basic Sanitation 

l'he coverage of populat~ons by access to safe water and sanitation facilities continues to increase. DPR 
Korea has reported coverage of the entire population. The percentage of the population with access to 
safe drinking water is between 75-100 in Bangladesh, India and Thailand, between 50-75 im indonesia, 
Maldives, Mongolia and Sri Lanka and less than 50 in Bhutan, Myanmar and Nepal (see Regional 
Table 2a). 

The disparity between urban and rural poptations continues to exist, except in Maldives and 
possibly Nepal where it is not significant. All the countries of the Region need to either strengthen or 
introduce drinking water quality surveillance and to comply with established standards of drinking water 
quality. 

The progress in improvement of sanitation, although noteworthy, is yet slow, particularly in India, 
Bhutan, Nepal and, until recently, in Bangladesh, and appears to be lagging behind that of provision of 
safe water supply. Rapid population growth and uncontrolled migration of populations into city centres 
is offsetting the progress made in the provision of adequate sanitation facilities in these countries. 

DPR Korea has reported 100 per cent coverage of the population with sanitation facilities. 
Thailand and Sri Lanka follow, with coverages of 87 per cent and 61 per cent respectively, followed by 
Maldives, Mongolia, Indonesia, Bangladesh and Myanmar, all in the 25-50 per cent range. Bhutan, India 
and Nepal, with under 20 per cent coverage, have the lowest coverage of populations by sanitation 
facilities. Inadequate financial resources, weak intra- and intersectoral coordination, low awareness of 
the need for better personal hygiene and health education, weak institutional infrastructure, and low 
involvement of the private sector are often quoted as factors that impede the provision of sanitation 
facilities. 

The progress of sanitation coverage was evaluated during the Regional Consultation on Promotion 
of Hygiene and Sanitation held in SEAR0 in May 1993, and it was considered feasible to adopt new 
approaches focusing on promotion of hygienic behaviour more than on provision of sanitation facilities. 

2.4 Maternal and Child Care including Family Planning 

The health statuses of mothers and children, who represent more than half of the total populations, 
still pose serious challenges. Infant and childhood mortality has declined considerably in all countries 
of the Region over the past few years. Successful implementation of EPI and CDD programmes has 
partly contributed to the reduction. However, in spite of these achievements, the IMR is still high except 
in a few countries such as DPR Korea, Sri Lanka and Thailand. Neonatal mortality contributes to the still 
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high IMR in the Region. Maternal mortality continues unabated in most countries of the Region and has 
shown only modest decline in some countries over the past few years (see Regional Table I). 

An interplay of several factors is responsible for the high maternal mortality. These include the 
facts that the majority of women do not have access to trained assistance during delivery; antenatal 
coverage is low; health facilities in rural areas are isolated, inaccessible, poorly equipped and 
understaffed, resulting in their poor utilization; there are inadequate or absent referral and transport 
systems; there is a low level of education; and that there is low use of family planning because of 
ignorance and non-availability of family planning services (see Regional Table 2b). 

The data (see Country Table 1) indicate that there has been an increase in maternal mortality over 
the last 3 years in Mongolia, which is attributed to the discontinuation of support for maternal rest homes 
as well as the non-availability of transport for referral, particularly from rural, hilly and mountainous 
areas. 

A general observation in most of the countries is that the availability of antenatal care and 
assistance during delivery is not equitably distributed. Urban populations are catered for more generously 
than rural populations. The same applies to the quality of health care, where the urban sector is better off 
than the rural sector with regard to the availability of qualified health personnel. 

Countries with high MMRs have initiated safe motherhood activities under the MCWPHC 
programme. WHO has pmvided technical support to needy countries, viz., Bangladesh, Bhutan, Maldives 
and Nepal, in the area of safe motherhood. 

The family planning programme is gaining support in many of the countries in the Region. 
However, a more concerted programme would ensure better results. Myanmar, Maldives and Mongolia 
now have birth spacing programmes, which is a positive change since the last evaluation. 

2.5 Control of Locally Endemic Diseases 

The 16 priority infectious diseases in the Region are listed here in alphabetical order 

Acquired Immuno-Deficiency Syndrome (AIDS). At the time of the Second Evaluation, AlDS 
had assumed epidemic proportions in India, Myanmar and Thailand. Further spread of HIV infection and 
the dramatic increase in the incidence of AIDS have alerted the governments in the Region to accord 
high priority to the prevention of spread of AIDS. National AlDS committees have been established, 
education of health care workers and the general population has commenced, and laboratory facilities 
have been strengthened for screening (for HIV) of donated blood. Universal precautions against 
transmission through contaminated injecting equipment are being promoted. All countries in the Region 
are currently implementing medium-term AIDS plans developed in collaboration with the WHO Global 
Programme on AIDS. WHO is assisting Member Countries in developing and implementing strategic 
plans, and in reviewing national AIDS control programmes. 

Acute Rwpirntory Infections (ARI) are the most common causes of mortality in young children. 
In the countries of the Region, these infections, especially pneumonia, are responsible for an estimated 
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1.36 million deaths' of children under the age of five years who suffer from 3-5 episodes of ARI per year. 
The objective of the ARI control programme is to reduce the high mortality. The countries have selected 
cotrimoxazole for the treatment of pneumonia at home, and access to treatment was available for up to 
80 per cent of the population at the end of 1993. Most of the countries in the Region have established 
national ARI control programmes. By the end of 1993, about 7349 doctors, 3041 1 health workers and 
55725 community health workers had been trained in ARI control. 

Cholera. The high prevalence of cholera continues in all the countries in the Region except DPR 
Korea and Mongolia. However, proper case management under the national CDD programmes has 
reduced the case fatality rate to below 1 per cent from the earlier 10-20 per cent. A very recent 
development with global implications has been the emergence of a new strain of cholera. This strain, 
0139, was first reported in October 1992 from a large outbreak in Madras, India. Since then, it has spread 
rapidly in India, Bangladesh, Myanmar, Nepal, Sri Lanka and Thailand. The production of 0139 
antiserum to identify the new strain was achieved in India with the support of the WHO Regional Ofice, 
and distributed worldwide. 

Dengue Hemorrhagic Fever. (DHF) is a leading cause of hospitalization and death among 
children in many countries of South-East Asia. WHO has supported collaborative studies on the 
pathophysiology, clinical laboratory diagnosis, case management, epidemiology and vector control of 
DHF in these countries. The Regional Oftice has recently brought out a monograph on DenguelDHF. 
This publication will help endemic countries in understanding and meeting the challenges presented by 
the prevention and control of the disease. The most important outcome of WHO'S collaborative efforts 
in the Region is the development of a dengue vaccine in Mahidol University, Thailand. This is the first 
human vaccine development project carried out in a developing country in Asia. 

Diarrhoea1 Diseases. Globally, diarrhoeal diseases are the second lading cause of death in 
children under 5 years of age after ARI. In the South-East Asia Region, the diarrhoeal diseases control 
programme has resulted in a considerable reduction in childhood mortality. The diarrhoeal morbidity in 
children (under 5 years of age) was reduced from 2.8 episodes per child per year in 1985 to 1.8 episodes 
in 1993. The ORT (i.e. ORS andlor Recommended Home Fluid) use rate increased from 25 per cent in 
1985 to 38 per cent in 1993, and it is estimated that 8.3 per cent of childhood deaths due to diarrhoea 
have been averted by this increase. Nine countries produce ORS indigenously to meet their own 
requirements. 

Filariasis. Lymphatic filariasis is a public health problem in Bangladesh, India, Indonesia, 
Maldives, Myanmar, Nepal, Sri Lanka and Thailand. Control activities for filariasis include detection 
of endemic areas by clinical and blood examination surveys, mass treatment with Diethyl Carbamazine 
Citrate (DEC) and evaluation, health education and involvement of the community in vector control. 
WHO umtinues to provide technical support for the development of an integrated approach to the control 
of the disease by facilitating TDRIHQ-supported operational research projects in India, Indonesia and 
Thailand. These projects include community participation studies and chemotherapy trials using different 
doses of Ivermectin in microtilaria carriers and patients with filarial disease. 

Guineaworm Disease. This disease is endemic in India, where a national guineaworm eradication 
programme was launched in 1984 with WHO assistance. There was a dramatic decline in the number of 
guineaworm cases from 1984 to 1993. During 1993, 748 guineaworm cases were reported from 182 

'WHO SEAR0 estimate 
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villages in 21 districts of 3 states as compared to 39792 h m  12840 villages in 89 districts in 7 states in 
1984. 

Intestinal Parasitic Infections occur worldwide and have a high prevalence in developing 
countries. They are associated with malnutrition, and with poor personal hygiene and environmental 
sanitation. All the countries in the Region are engaged in the control of these diseases through ongoing 
projects and programmes and carry out mass treatment of children in highly infected areas. 

Japanese Encephalitis (JE) is a veritable threat in northern Thailand, in the Indian states of Bihar, 
Uttar Pradesh, Tamil Nadu and West Bengal, in the terai areas ofNepal, and in Sri Lanka. Cases have 
also been reported in Bangladesh and Myanmar. In endemic countries of the Region, attempts have been 
made to control the JE vector by chemical insecticide spraying. Immunization of pigs has been found 
to be an effective strategy in trials conducted in Sri Lanka and Thailand. The human immunization 
strategy for the control of JE is broadly applicable, logistically feasible, relatively effective and 
successfully used in endemic areas of India, Sri Lanka and Thailand. 

Leprosy is a public health problem in the Region. Of the five countries that account for 82 per cent 
of all registered cases in the world, three (India, Indonesia and Myanmar) belong to this region. 
Considerable progress has been made in the leprosy control programme since the introduction of 
multidrug therapy (MDT). WHO is collaborating with all the endemic countries in implementing 
strategies and plans of action for the elimination of leprosy by the year 2000. 

The malaria situation in the Region has remained somewhat static for the last 12 years. The annual 
case incidence has remained between 2.6 and 3.1 million cases and the slide positivity rate (SPR) below 
3.4 per cent. The proportion of P.falcipmum malaria increased in the Region from 29.8 per cent in 1981 
to 44.6 per cent in 1990, with a small reduction in 1992. The increasing resistance of P.fa1cipmum to 
insecticides and to treatment poses a serious problem. A low response to quinine has been reported from 
some areas of Thailand and Indonesia. All the malaria affected countries have prepared new approaches, 
or are restructuring their approaches, to malaria control in alignment with the revised strategy of WHO. 

Meningococcal meningitis is a significant cause of morbidity and mortality in the countries of 
South-East Asia. In almost all the countries of the Region, meningococcal meningitis cases and 
outbreaks, which are associated with serogroups A and C, occur in children under 5 years of age as well 
as in adults. It is only in Mongolia that 80 per cent of cases of meningococcal meningitis have been 
associated with semgroup B in the last 10 years. 

During the last 6-7 years, almost all countries in the Region have immunized pilgrims going to 
Mecca with bivalent meningococcal vaccine (A&C). This precaution has drastically reduced the 
incidence of meningococcal meningitis among returning pilgrims. WHO has provided guidelines for 
surveillance, laboratory diagnosis, case management, and prevention and control of meningococcal 
meningitis. 

Tuberculosis continues to be one of the most widespread medical and social problems in the 
Region. It is a leading cause of mortality, especially among adults. About two million cases were 
reported in the Region in 1991 where the annual death toll from this disease was more than half a 
million. The revised strategy adopted by WHO is to provide standardized short-course chemotherapy 
(SCC) to at least all sputum smear positive TB patients. All the countries have adopted this strategy. The 
emergence of HIVIAIDS has driven the countries towards greater control of tuberculosis. 
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Viral Hepatitis. The impact of viral hepatitis poses a serious health problem in the Region. 
Hepatitis A is common in all the countries. The prevalence of hepatitis B and related diseases is matter 
of serious concern. Every year, 14-16 million people are infected with this virus. It is estimated that 78 
million HBV carriers exist in the Region. Vaccination against hepatitis has commenced under the EPI 
Programme in Indonesia and Thailand. A demonstration programme of hepatitis B vaccination is under 
way in Maldives and Mongolia. Sri Lanka has introduced hepatitis B vaccination for medical personnel. 

Visceral Leishmaniasis (VL) has persistently affected health in rural areas of the states of Bihar 
and West Bengal in India and also in Bangladesh and Nepal. In India, approximately 75 million, in 
Bangladesh 30 million, and in Nepal 5.3 million persons live in VL-affected areas and are at risk. 
Following guidelines formulated by WHO in 1993, control strategies are now being implemented in the 
affected countries. 

Zoonoses are also a health problem in the Region. WHO supports countries in the production of 
anti-rabies vaccine, particularly in cell cultures. With regard to rabies control strategies, large-scale dog 
vaccination programmes are being calried out in Sri Lanka, Thailand, and to a lesser extent, in Indonesia. 
Improved post-exposure immunization programmes for humans have been promoted in Thailand and 
Indonesia. In the other countries, activities for the prevention and control of rabies in animals and man 
are very limited. Some steps for the effective control of anthrax, toxoplasmosis, brucellosis, plague and 
cysticercosis have been taken. However, greater attention is required in this respect to curb the high 
morbidity and mortality rates attributed to zoonotic diseases. 

2.6 Immunization 

All the countries in the Region have dedicated themselves to the protection of their infant 
populations from the target diseases under the national immunization programmes which stem from the 
Expanded Programme of Immunization. Since 1988, which was the year of the second HFA Monitoring 
exercise, there has been remarkable progress in all the countries (see Regional Table 2). 

The coverage rate for all EPI antigens among children of one year of age has been assessed to be 
82 per cent for 1993, the same as for 1992. This static position is attributed to the low coverage in respect 
of measles in Bhutan, Myanmar and Nepal (Figure 7). 

An incidence of neonatal tetanus of less than one per 1000 live births has been reported by Bhutan, 
DPR Korea, Mongolia and Maldives. 

Remarkable progress has been achieved in reducing the incidence of poliomyelitis. During 1992- 
93, zero to 15 polio cases were reported by Bhutan, DPR Korea, Maldives, Mongolia, Sri Lanka, 
Thailand and ten states in India. 

A less than one per cent case fatality rate for measles has been reported from DPR Korea, 
Maldives, Sri Lanka and Thailand. It is assumed that the goal of 95 per cent reduction in measles by 1995 
could be achieved with effective case management and high immunization coverage. 

Although the immunization programme has made much headway and is moving towards achieving 
its targets by the year 2000, there are yet many shortcomings and constraints in some of the countries 
that impede speedier progress. A lack of funds to purchase vaccines has affected the countries with low 
per capita incomes. Immunization coverage of high-risk areas at peripheral levels is not yet 95 per cent. 
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Figure 7. Immunization coverage in SEA Region 
1980 - 1992 
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A 4-5 year pattern of disease outbreak in measles has been observed in countries of the Region and 
is attributed to the low coverage, the limited surveillance systems and the 85 per cent vaccine efficiency. 

Diphtheria, pertussis and child tuberculosis (TB) have been on the decline over the last decade. 
However, the recent increasing trend in the total TB incidence appears to be related to the increase in 
HIV infections, which is a matter of concern and requires further investigation. 

2.7 Treatment for Common Diseases 

A review of the WHO Action Programme on Essential Drugs in March 1991 revealed that all the 
Member Countries have completed a national essential drugs list (EDL). Abridged versions of these lists 
are available as guidelines for catering to the needs for essential drugs at various levels ofhealth care. 
However, conceptualization and use of the EDL differ from country to country. Some countries use the 
EDL to ensure adequate availability of drugs for PHC, others use it for price control purposes and a few 
countries use it for containment of expenditure on drugs in both public and private sectors. 

Mechanisms for revision of EDLs exist in all countries of SEAR. Health care infrastructure has 
been established for all levels of health, especially for the public sector. Utilization of the EDL in the 
national context is carried out in most of the countries; however, in India, Maldives, Mongolia and Nepal 
further development is needed. 
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National essential drugs lists are being revised on a regular basis. Bangladesh, DPR Korea and 
Myanmar revised their EDLs in 1993. 

Several constraints have prevented faster progress in increasing the coverage of populations with 
treatment for common diseases and injuries. These include inadequate skilled human resources, lack of 
established logistics and supply mechanisms, and geographical terrain which limits accessibility 
combined with inclement weather and lack of transport to peripheral areas. Inadequate financial 
resources have hindered progress in the development of cold chains for vaccines, and in the purchase of 
essential drugs from abroad or even the purchase of emergency drugs with local currency. The chief 
drawback is the lack of a mechanism to improve human resources through training programmes which 
would improve the administrative, monitoring and supervisory capabilities of national staff. 

Decisive action has been taken by the Member Countries to accelerate improvements in the 
treatment of common diseases with essential drugs and to strengthen their referral systems. Road 
communications to peripheral areas have been further developed and telecommunication networks have 
been expanded to connect district centres to central health facilities. The introduction of wireless hand- 
set talkies between central and district hospitals, as in Bhutan, is another progressive step. 

At peripheral levels, financial allocations for the purchase of essential drugs have been increased. 
Deployment of health staff to rural areas has been improved by posting doctors to areas where none had 
been assigned earlier and by increasing the number of sub-health centres and their associated mobile 
health units or out-reach clinics. With support extended by WHO, standard treatment guidelines have 
been formulated, drug quality inspection mechanisms developed and drug inventory controls 
computerized at the central level to improve the logistics and supply of essential drugs. 

At district hospitals, the standardization of operating mechanisms and procedures for referral, and 
the strengthening of specialist staff and support services, such as laboratory, ultrasonography and X-ray 
facilities, have improved the effectiveness of the referral system. Despite such national efforts, patients 
tend to bypass peripheral facilities because of preference for higher levels of health care. Under such 
circumstances, a "back-referral" system has been tried in the North-Western Province of Sri Lanka, 
which has promise for replication in other provinces. 

In countries at a more advanced stage of development, information, education and communication 
(IEC) strategy, and strengthening of hospital facilities such as intensive care units and operation theatres 
have been established. Strengthening of human resources for provision of specialized services in the 
health facilities has infused confidence in the patient clientele. Augmentation of laboratory and clinical 
facilities with X-ray machines, manuals of diagnosis and treatment guidelines, and improvement of 
patient recording and reporting systems have enhanced the quality of health care. lmprovement in the 
use of indicators in the diagnosis and treatment of diseases could be developed further. 

Mechanisms and procedures to promote technical and supervisory support on a continuing basis 
at the first referral level have been developed. In some countries, basic kits for child survival and safe 
motherhood programmes, basic essential drugs and equipment have been provided, and a medical officer 
or a senior health worker has been assigned to the first referral level. These personnel are able to provide 
technical and supervisory support, and are also involved in the collection of morbidity data, 
quantification of drug needs and drug management, and rational prescribing and use. To popularize 
services at this level of health care, development and strengthening will have to be sustained further. 
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2.8 Primary Health Care Coverage 

Coverage by primary health care has improved appreciably in respect of the five essential elements of 
PHC, viz: safe water in the home or reasonable access to it, and availability of adequate excreta disposal 
facilities; attendance by trained personnel for pregnancy and child birth, care of infants up to at least one 
year ofage, and use of family planning; full immunization of infants against EPI diseases; treatment of 
common diseases and injuries; and a regular supply of essential drugs. 

DPRK, Maldives, Myanmar and Thailand have assessed the coverage by PHC, in respect of the 
elements referred to above, to be loo%, 42%, 70% and 90% respectively (see Annex - Regional table 
2d). Bangladesh and Bhutan have reported satisfactory progress. Sri Lanka has also reported a high 
percentage coverage. India improved PHC coverage through consolidation and extension of rural health 
inhhucture.  In Indonesia, the integrated health posts - the Posyandus - are being strengthened. Nepal 
has formulated a national health policy for establishing sub-health posts in each Village Development 
Committee (VDC) area, which will increase the coverage by most of the basic elements of PHC for the 
rural populations. Some countries, such as Sri Lanka and Myanmar, have added oral and mental health 
programmes to the existing primary health care package. Thailand, which has achieved a 90 per cent 
coverage of its population by easy access to PHC, is intending to extend its programme to the control 
of non-communicable diseases. 

The will to achieve Health for All by the Year 2000 through Primary Health Care is apparent from 
the health programmes of every country. The pace of execution of the programmes depends on how fast 
each country is able to overcome the constraints that challenge them. 

3. DEVELOPMENT OF HEALTH SYSTEMS BASED ON PHC 

3.1 National Health Policies and Strategies 

Member countries of the SEA Region have continued to strengthen their national policies and strategies 
towards the goal of Health for All by the Year 2000. The vigour and zest indicated in the eighties for 
achieving this social goal have extended into the nineties with impressive achievements including revised 
national health policies; political awakening for the primary health care package; a clientele more 
informed about the beneficial aspects of sharing in the protection of their own health and the 
environment; and many other gains related directly and indirectly to the strategies adopted under Health 
for All by the Year 2000. 

Since independence in 1971, Bangladesh has constantly pursued a policy to provide essential 
minimum health care to all, but particularly to the underprivileged and underserved populations in rural 
areas. Primary health care has been the key approach for improvement of the health status of the people. 
The objectives of the Fourth Five-Year Plan (1990-95) seek to reduce communicable and non- 
communicable diseases, develop health manpower, ensure the supply of drugs and vaccines, etc. as well 
as their equitable distribution, strengthen planning and management capabilities of the health system, 
adhere to PHC principles, protect the health of mothers and children and promote family planning. 
Bangladesh has a compelling need to reduce the rate of growth of the population within a short time. 
Policies have been formulated aimed at achieving a net reproduction rate (NRR) of one by the year 2005 
and reducing the crude birth rate and the crude death rate. Towards this end, strategies involving social 
mobilization and system improvement have been formulated. 
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In Bhutan, Health For All continues to receive endorsement at the highest levels of the 
Government. The objective of the Government in the Seventh Five-Year Plan is to consolidate the 
existing health care delivery system. In a significant change of strategy, Bhutan will continue to develop 
an integrated primary health care system while phasing out the remaining vertical programmes. The 
outreach of health services will be extended together with the development of the most effective means 
of delivery. Bhutan aims to keep interventions to the minimum possible and to encourage the people to 
take responsibility for preventive health care measures by adopting intensified health education 
programmes and creating institutional structures in the community. Bhutan also aims to promote and 
protect the health of specific population sub-groups, particularly women of child-bearing age, children 
and the elderly. While medical care will continue to be free during the Seventh Plan, it is proposed to 
explore modalities of cost sharing. Some aspects of traditional medicine which are complementary to 
the formal health care system will be encouraged. 

Health policy in DPR Korea views the health of the people as an invaluable asset, and health care 
itself is developed through active participation of the people. The national health policy stipulates the 
provision of universal free medical care to every citizen by the State, and emphasizes preventive 
medicine, the development of people-oriented medical sciences and technologies relevant to the country 
needs, training health workers in terms of devotion and technical skill, and development of a self- 
sufficient pharmaceutical industry. The section doctor system, as the main vehicle for delivery of a 
comprehensive health care package to the population, is being further developed into a household doctor 
system. Active participation of the people in health development, as one of the main strategies of the 
Government, is sustained through intensified health education, the Sanitary Guidance Committees at all 
levels of administration, and mass movements such as the "movement for a model public health county" 
and the "movement for disease-free village". 

In India, the emphasis is on consolidation of achievements aimed at improving the quality of 
services, particularly in rural areas. To bring about greater primary health care action in urban areas, 
first-contact infrastructures are being established. Decentralization of the primary health care system, 
with active community participation and adequate support from the secondary and tertiary levels, is 
being pursued actively. The Government is encouraging private institutions and private hospitalslclinics 
to ensure that the quality of services at the sub-divisionall district levels is sustained and improved. India 
recognizes that the development of institutional infrastructure for the training of paramedical staff has 
been below the minimal level, mainly due to the emphasis on medical education. This realization has 
provoked the formulation of a comprehensive strategy for health manpower development aimed at 
bridging the gap in manpower deployment at the primary health care and higher levels and at providing 
continuing education. Although a national health policy was formulated in 1983, due to the vastness of 
the country several constraints have emerged mainly due to lack of appropriate manpower training and 
the high population growth rate. It is intended to take care of the gaps in the Eighth Five-Year Plan. 

In Indonesia, the broad outline of the state policy (GBHN) enunciated in 1993 to govern the 
developmental programmes in the Sixth Five-Year Development Plan period (Repelita 6), stresses the 
need to enhance the health status of the entire community through improved quality of health services, 
with emphasis on equity. The basic policy emphasis, inter alia, is that health development should 
strengthen the quality of human resources as well as the quality of life. Health management should be 
structured so as to stimulate community participation. The quality and capability of health manpower 
has to be improved. Attention has to be paid to the supply of drugs and other equipment, while greater 
attention has to be paid to sanitation, water supply, nutrition status and communicable diseases control. 
Health services should be more human-oriented by targeting attention on the poor, on children and on 
the elderly. The practice of traditional medicine has to be protected and encouraged. Conforming with 
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the directions and guidelines in the policy statement, Indonesia has introduced significant changes in its 
national health strategy, which include, among other revisions, greater attention to science and 
technology, mobilizing potential sources of funds for health financing, and speeding up of the 
decentralization process for health services. Indonesia recognizes that rapid economic growth and 
industrialization, increasing inequity between different social groups and different provinces, 
inappropriate distribution of manpower, and distribution of essential supplies are emerging issues for the 
future that will require concerted and coordinated attention. 

Maldives, with a population dispersed over a large number of atolls, has laid emphasis on the 
provision of equitable services and allocation of resources at all levels, with particular attention to the 
needs of the underserved population. Within this overall parameter, there is a determined effort to 
improve the health of the population, particularly by increasing the number of trained health personnel 
available within the country. Improvement of  regional hospitals, deployment of  doctors in health centres 
in islands with populations of over 2000 and upgrading of health workers to incorporate disbursement 
of essential drugs and family planning services are programmes that have been initiated. 

With the introduction of a democratic system of government and a free market economy, there 
have been significant changes in the national health policy in Mongolia. While HFA continues to receive 
endorsement at the highest political level, together with a constitutional guarantee entrenching the right 
to medical care in Article 16 of the Constitution, several positive steps have been undertaken. The 
Government, elected in 1992, has been entrusted with the tasks of ensuring expansion of privatization, 
and introducing health insurance and equal participation of all the governmental organizations with a 
view to establishing a multisectoral (viz. Government, private and shareholder) health system. Provision 
of essential drugs has been assured by the issue of a ministerial decree. A new health insurance law was 
passed by the Government in July 1993 which envisages, among other things, provision of treatment and 
sanitary, epidemiological services by the Government to victims of natural disasters and epidemics. It 
also provides reimbursement, through an insurance scheme, of half the cost of drugs prescribed by 
doctors which fall within the oficial list. The Government has planned to introduce a family doctor 
network within primary health care and to provide adequate transportation, and curative and diagnostic 
facilities in rural health settings. The main constraint faced by Mongolia, particularly in view of its 
dispersed population, is economic in nature, since transportation of drugs, personnel, etc., over vast 
distances to ensure adequate delivery of medical care requires large amounts of  funds. The 
implementation of the health insurance law aims to generate additional resources to support PHC 
development. To implement the essential drugs policy, preparation of diagnostic and treatment standards 
have been undertaken. 

Myanmar has continued to emphasize the provision of equitable health care using a PHC approach, 
as part of its national policy. n t i s  policy relates to the provision of human resources in the context of a 
long-term health development plan, augmentation of the role of cooperative joint ventures and the private 
sector in the delivery of health care, exploration and development of an alternative health care financing 
system, intersectoral collaboration, intensification and expansion of environmental health related 
activities, promotion of national physical fitness through expansion of sports and physical education 
activities, expansion of health services to private areas, development of awareness of emerging health 
problems, collaboration with other countries and expansion of population-related activities. A large 
number of complementary strategies have also been formulated covering all aspects of the primary health 
care package. A monitoring and evaluation mechanism is built in, and indicators have also been 
developed for each individual project, formulated under the national health plan of 1993-1996. 
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In Nepal, the restoration of multi-party democracy in 1990 was followed by the formulation of a 
new national health policy in 1991 which has the objective of creating a health standard of 90 per cent 
among the rural population through a primary health care approach. This is to be achieved by extending 
basic primary health services to the village level, establishing primary health care infrastructure, effective 
implementation of family planning, extending maternal and child health services to the village level, 
providing institutional mechanisms for primary health care at the village level on the basis of community 
participation, and by the provision of medical services within accessible distances through the 
establishment of primary health centres. Within the broad parameters of the national health policy, 
services have been classified into four major groups, viz., preventive health services, promotive health 
services, basic primary health services and curative health services, with clear demarcation of 
responsibilities. This multipronged approach aims to remove some of the weaknesses presently inherent 
in the health system. The major factors which have inhibited rapid progress include the mountainous 
topography, lack of manpower, deficiency in physical facilities, inadequate resource allocation to the 
health sector and the non-recognition of the contribution of the role of the private sector and 
nongovernmental organizations. 

In Sri Lanka, a National Health Policy formulated by a task force under Presidential decree has 
been accepted by the Cabinet of Ministers and is awaiting approval by the Parliament. It is designed to 
provide a framework for governmental activities and to serve as a guide in decision making. There are 
five guiding principles, viz. respect for the dignity of the userlpatient in all health care delivery; 
recognition of the role of the people in planning, implementing and evaluating health and health-related 
activities; assurance that health services of desirable quality are equitably distributed and are easily 
accessible and available free of cost to the needy; assurance that health resources are optimally utilized; 
and recognition that the health and other developmental sectors are mutually interdependent and 
consequently need to function in a coordinated manner. The major thrust will be on health promotion, 
prevention and control of communicable diseases, fostering healthy lifestyles, human resources 
development, strengthening the quality and range of existing services and decentralization of 
administration. The new health policy envisages a major shift in the organizational structure of the 
Ministry of Health, and accords high priority to professional services in underserved areas and to 
underserved and vulnerable population groups. It also recognizes the vital role of the private health 
sector. Sri Lanka has recognized that there is inadequate awareness and understanding not only of HFA 
but also of the national policy in certain identifiable groups such as professional organizations, and that 
implementation has been hampered by inadequate organizational structure. Consequently, action is being 
taken to set right the lacunae and to accelerate the proposed progressive interventions. 

Thailand, which already has a well formulated national health policy and has been implementing 
it in the Sixth and Seventh National Socioeconomic Development Plans, envisages the need to strengthen 
some sub-policies and strategies. Some of the significant ones under consideration and implementation 
are: 

(1) setting up of a network for the national health services delivery system; 

(2) setting up of a master plan for a national health insurance system; 

(3) strengthening health systems development at primary health care level, both in rural and poor 
urban areas; 

(4) strengthening of efforts for urgent national problems such as AIDS and environmental health 
hazards: 
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(5) encouragement of healthy behaviour and lifestyle; and 

(6) developing and supporting people's participation at primary health care level. 

There are no serious impediments to the implementation of the national health policy, but the 
achievement of all the goals envisaged under HFA depends on the section to which apopulation belongs. 
Some constraints in budget allocation and bureaucratic procedures have been noticed. There is also a 
greater need for understanding the varied community cultures that exist in different parts of Thailand. 
Using the impetus created by the World Summit for Children in 1990, the Royal Thai Government has 
incorporated all the 27 summit goals into the current national economic and social development plan. 
In 1993, the Ministry of Public Health set the goal of 50% of all communities in Thailand to reach HFA 
within the year 1994. The achievement will be measured by three groups of indicators, viz. basic 
minimum needs for health, self-reliance, and accessibility of standard-level services. 

3.2 Organization of Health Systems based on 
Primary Health Care 

The principle of Primary Health Care as the key approach to achieve the HFA Goal has been accepted 
by all countries at all levels. The focus has been on development of primary health care as the central and 
integral part of the total health system, and substantial progress has been made by all Member Countries 
in this regard. 

In the implementation of primary health care, country efforts have been directed to increasing PHC 
coverage through strengthening and consolidating health infrastructure and through expanding and 
extending PHC components. Emphasis has been laid on strengthening district health systems as the 
operational unit for organizing primary health care. Urban health care, particularly health care for slum 
populations, and quality assurance, have also emerged as important issues in health development. With 
a view to attracting resources, individual programmes that yield quick results have been overpromoted. 
Thereby countries have encountered difficulties in the optimal use of available resources in the health 
sector. It has also often been observed that PHC workers and their supervisors are not adequately 
oriented to the PHC approach, which seeks integrated delivery, intersectoral collaboration and 
community participation. PHC problems and needs are seldom identified due to the inadequacy of the 
planning capacity of mid-level health managers. Another impediment is the inadequate support from 
other levels of the health care system for the delivery of prima& health care at grassroots level,including 
weak or non-functioning referral systems and constraints in the budgets for essential drugs and supplies. 

Actions proposed for overcoming the above constraints include conducting orientation-cum- 
training courses for PHC workers, capability building of middle-level managers in management and 
planning, strengthening referral support and supportive supervision, and increased budgetary outlay to 
improve logistics and supplies. 

In all Member Countries, the focus of attention has been on strengthening the health infrastructure. 
Efforts have been made to improve health facilities, and more health workers have been trained and 
deployed at PHC level to improve the coverage. The main categories of health worker deployed are 
community health volunteers and paramedical health staff. Professional workers at district and subdistrict 
levels have also been increased. Simultaneously, the quality of health care is gradually being upgraded. 
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In Bangladesh, efforts have been made to strengthen the health infrastructure at thana, union and 
ward levels, and to improve the performance of the system through orientation training and workshops. 
A weekly service schedule is prepared at each thana health complex, and micro-planning exercises and 
community-based outreach services are conducted at ward and village levels. Intensified PHC 
development in selected thanas has been progressing, and a project has also been undertaken to address 
the health problems of the urban poor. 

In Bhutan, the decentralization and strengthening of the district health system is considered to be 
the key concept in the process of development in the health sector, and responsibilities have been 
delegated to district and subdistrict levels in respect of both administration and development activities. 
Efforts to increase the number of basic health units have continued, and the village health workers 
programme is being expanded to achieve total coverage by PHC for the country. 

DPRK has strengthened primary health care through reorganization of the family doctor system, 
and through the movements for a "model sanitary county" and a "disease-free village", with particular 
emphasis on the strengthening of district health systems. 

Priority has been accorded to consolidation of the rural health infrastructure in India. The district 
health system is being strengthened, and a system to make rural health services more responsible and 
accountable to the rural communities is under consideration. All categories of health functionaries are 
being given in-service training, while increased financial and material inputs have been provided to 
training institutions. 

Indonesia is strengthening the decentralization process, improving planning capabilities at district 
level, strengthening outreach services and augmenting health care facilities of front-line hospitals and 
health centres. The activities of the community-based integrated family health posts (posyandu) have also 
been expanded. 

Maldives has made considerable progress in extending health care facilities by establishing at least 
one primary health centre in each atoll and deploying family health workers on all islands. 

Mongolia has stepped up its efforts to sustain and improve health care delivery through 
introduction of the family doctor system and establishment of a Bag's feldscher system. Infectious 
disease centlies, and quality assurance inspectorates at national and aimak levels have been established. 

In Myanmar, the township health department provides all essential elements of PHC at the first 
contact point between the people and the health system. Almost total coverage by health care facilities 
is reported for the central part of the country, and special efforts are being made to extend PHC coverage 
in the remote and border areas. 

In Nepal, the administrative reorganization and decentralization have resulted in further integration 
ofhealth services in the districts. The district health offices are being strengthened. Some health posts 
are being upgraded to primary health centres, sub-health posts are being established at village level, and 
the training of 12 000 female community health volunteers (FCHVs), who will supplement the existing 
24 000 FCHVs. has commenced. 

In Sri Lanka, several measures have been taken to strengthen the health system at district and 
village levels. These include further decentralization of authority to the divisional level with the 
appointment of divisional directors of health services and the expansion of the divisional health centres 
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and sub-divisional health centres. In-service training of health managers and PHC workers has also been 
intensified. 

Thailand has reached the stage where almost the entire population has easy access to essential care 
services. PHC in the counhy comprises all the essential elements as well as dental and mental health 
care. Introduction of new health care packages, including non-communicable disease control in the PHC 
model, has been under consideration. At present, 8397 health centres at the tambon (sub-district) level, 
nearly 620 000 health volunteers, 27 863 drug cooperatives and 10 837 health card funds and other 
health-related funds, are operational throughout the country. The vast network of primary health care 
facilities is supported by more than 700 hospitals at district and provincial levels, which are staffed by 
medical and public health professionals. 

3.3 The Managerial Process 

'There has been some improvement in the managerial process in the countries of the Region since the last 
evaluation. The review and analysis of the health situation in 1990-91 prompted the reformulation and 
adoption of comprehensive national health policies in Nepal and Sri Lanka. The formulation, 
implementation and review of medium-term national health plans has continued to make progress in 
Bhutan, Myanmar and Thailand. University bodies and research centres provide technical input in policy 
formulation in Thailand. 

Planning and management processes have been decentralized to the regional and local levels in 
some countries. In India, the village level is increasingly being involved in the planning and 
implementation of health activities within the context of Panchayati Raj. In Indonesia, the budgets of 
programmes such as maternal and child health, family planning, communicable diseases control, 
nuhition and health education have been integrated for strengthening district management. In Mongolia, 
decentralization of authority has been devolved to aimaks, cities and somons with the involvement of 
different governmental and nongovernmental organizations in the managerial process. With the 
restructuring and reorganization of health services, Nepal is hoping to strengthen its district health 
system. The planning process has improved in Sri Lanka with devolution of power to the divisional level. 
The community sector and related agencies are active partners in the preparation of the plan. Measures 
have been taken to deploy staff more equitably between rural and urban sectors. 

Health information systems have been improved in all the countries and training in informatics and 
data collection has been undertaken in some countries for purposes of updating the management process. 

The need for trained personnel to manage primary health care has been realized by all the countries. 
'Training is an ongoing process due to attrition of the workforce resulting from retirements, transfers, 
change of employment, etc. The countries have trained their personnel externally as well as internally 
in the expectation that reliable, timely and relevant information would be available for the management 
process. Diverse shategies have been adopted in the countries in the hope of facilitating and improving 
planning and management. 

Bhutan, during the process of reorganization of ministries and departments, established the health 
services as a division of the Ministry of Health and Education to facilitate the implementation, 
monitoring and evaluation of activities. Indonesia evaluates its health programmes at the annual national 
health conference, preparing new plans and adopting new health strategies which have been developed 
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for implementation by the provincial authorities through the district management system. Setting up of 
integrated development projects at district level is also being planned. 

A medium-term plan for Health Economics and Financial Management has been developed in Sri 
Lanka and a task group has been appointed for mobilizing additional resources for financing health care. 
In Thailand, working groups have been formed for the formulation of policies and strategies and broad 
and detailed programming. 

Shortages of manpower trained in management skills exist in India, Mongolia, Nepal and Sri 
Lanka. Reorganization of the administrative structure and introduction of methods for more efficient 
output are needed in Indonesia. Bhutan has undertaken activities to systematize and strengthen the 
planning and management capacity of the health services. A revision of the reporting forms as well as 
the relevance of the existing ones is also under consideration. Medical and paramedical staff have been 
trained in management information systems in India. Well planned programmes are being carried out 
in Indonesia and Myanmar to reconstruct and rationalize the health management information system in 
the countries. A database has been developed in Maldives to monitor the health situation and most 
activities of the health sector. 

Emphasis has been given in the area of human resources development in DPRK by strengthening 
the Institute of Public Health Administration and the Medical Science Information Centre. In Mongolia, 
a centre has been set up for training all categories of health personnel in management. Sri Lanka has 
commenced action to develop health administration courses at postgraduate level. 

3.4 Intersectoral Collaboration 

The Member States acknowledge that improved health is one of the basic indicators of development and 
that, to achieve this goal, there are several interactive elements. In this context, intersectoral 
collaboration has assumed significant importance. 

Education, agriculture, food and nutrition, water and sanitation, forestry, industry and rural 
development are some of the sectors that are closely inter-related with health. Committees have been 
formed in most countries at both strategy planning and implementation levels. 

Bangladesh has a Population Council chaired by the Head of State and comprising representatives 
from different sectors, professional groups, etc. The decisions of the Council pertain principally to 
national HFA strategies. Other organizations include the National Nutrition Council, the Population 
Coordination Committees and the Water supply and Sanitation Committees at various levels, and the 
steering committees for EPI and MCH programmes. Various other committees for IEC, school health, 
environmental pollution, primary health care, etc. function at peripheral levels. Emphasis has been given 
to women's welfare. 

In Bhutan, coordination and intersectoral action for national development is achieved through inter- 
ministerial committees involving public works, agriculture and livestock, education, communication, the 
Home Ministry and the Planning Commission. The health sector also collaborates with the religious 
committees in the promotion of health activities and campaigns against tobacco use. 
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In DPRK, the Sanitary Guidance Committees set up at each level of administration enlist 
intersectoral collaboration and community participation in health and environmental sanitation; the 
education sector is responsible for the training of health workers and for the introduction of modem 
technology in the health services; while the pharmaceutical and light industries sector manufactures 
essential drugs, modem medical appliances and equipment for the health services. 

In Maldives, inter-ministerial committees and national councils have been established to coord'mate 
. policy and planning, but are still not functioning effectively. 

In India, since the establishment of inter-ministerial collaborating committees around 1991, further 
collaborative mechanisms have been set up at each administrative level for both inter- and intra-sectoral 
collaboration. The Integrated Child Development Service operated by the Ministry of Social Welfare in 
collaboration with the Departments of Health, Education, Women and Child Welfare is responsible for 
3066 projects throughout the country for which programmes have yet to be developed. 

In Indonesia, the Ministry of Health collaborates closely with the Ministry of Population and the 
National Family Planning Coordinating Board, and the Ministry of Cooperatives and Promotion of 
Informal Sectors to promote pre-paid care through the cooperative system; with the Ministry of 
Environment regarding health hazards due to pollution; and with the Ministry of Education and Culture 
and the Ministry of Religious Affairs in the development of HFA-leadership and dissemination of health 
information. Obtaining timely and accurate statistical data is a major constraint. 

In Mongolia, the health sector has derived great advantages in regard to planning by collaborating 
with the Ministries of Food and Agriculture, Nature and Environment and with welfare organizations for 
women and children, youth, population, demography, labour and others. This collaborative approach 
needs to be promoted at somon and aimak levels. 

In Myanmar, closer intersectoral collaboration with the Department of Basic Education (for AIDS 
education), the Department of Information (for health education articles), and the Ministry of Home 
Affairs in anti-drug abuse programmes has been effective. NGOs and professional organizations have 
also been involved. 

In Nepal, intersectoral collaboration has played a vital role in effective implementation of the 
National Health Policy 1991. Health-related sectors have been involved. Intersectoral collaboration 
needed to service the programmes for health development is coordinated by the National Planning 
Commission. Lack of information and a limited budget for implementing intersectoral programmes are 
the main constraints. The Local Development Act 1992 envisages intersectoral coordination for district 
development. 

In Sri Lanka, since the last evaluation, a National Health Policy was formulated in 1992 which has 
given emphasis to intersectoral collaboration. A multisectoral National Steering Committee under the 
Chairmanship of the Secretary of Health has been appointed to monitor and guide implementation of 
recommended policy measures. The National Health Council, chaired by the Prime Minister and 
consisting of the Ministers of Health and health-related ministries, continues to play an active role in 
monitoring the health situation and ensuring intersectoral collaboration, particularly in the areas of 
malnutrition, mental health, HIVIAIDS, water supply and sanitation. The Ministry of Health is always 
represented on the committees of other ministries when developmental programmes are undertaken in 
order to ensure that health and health-related issues are given due consideration. 
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I n  Thailand, intersectoral health committees appointed by the minister or permanent secretary o f  
public health, with representatives from other sectors, have collaborated on matters pertaining to 
technology, health personnel exchange, health manpower planning, public relations and academic 
support. Political changes and realigning o f  the government budget have effected closer collaboration. 

3.5 Community Involvement 

Commitment to community involvement in achieving the health goals has been sustained throughout the 
Region. There i s  a marked shift towards greater decentralization o f  authority and functions to the 
provincial and district levels and towards collaboration with NGOs. 

I n  Bangladesh, village health posts and village health committees have been formed. Health 
workers are supplemented with volunteers i n  the execution o f  health care programmes such as EPI, 
village sanitation activities, and family planning. Collaboration with social organizations such as boy 
scouts, girl guides and village defence parties has also been reported. 

In Bhutan, the district development committees and block development committees are the centres 
o f  community activity. They co-opt local communities to participate in planning their social 
development programmes. Village health volunteers and NGOs are active in health promotion and 
treatment for minor ailments. 

In DPRK, al l  organizations and units are under the sanitary guidance committee system. This 
system operates throughout the country, and involves groups o f  people such as "greenery guards" and 
"sanitary guards" teaming up to ensure a healthy and hygienic environment. 

In India, community involvement to promote self-reliance and human development has received 
greater emphasis in the Eighth Five-Year Development Plan. The approach adopted i s  not uniform 
throughout all the different states. However, decentralization, the launching o f  health guide schemes, 
training o f  local TRAs, and the formation o f  health committees are common to all the states. Women's 
health organizations (Mahila Swasthya Sangthan) and NGOs are playing an active role in involving 
communities. Through comnlunity involvement, the achievements o f  many national health programmes 
have been enhanced. 

I n  Maldives there is a political awakening to the potential for community involvement. Guidelines 
have been prepared and community-level workshops are being conducted to promote individual 
responsibility for self-care and adoption o f  a healthy lifestyle. 

I n  Indonesia, the mechanisms developed for community involvement have been maintained and 
further strengthened. Maternity huts for safe delivery are being established and village drug posts, to 
ensure the availability o f  drugs for integrated health care, have been initiated by communities. 

I n  Mongolia, with the restructuring o f  the health care system, community involvement in health 
activities has been recognized as vital for health development. The Government i s  planning to commence 
training health volunteers with WHO support while drawing on the expcricnces o f  other countries. 

In Myanmar, the community has actively participated in education programmes relating to water 
and sanitation and the prevention and control o f  HIVIAIDS. 
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In Sri Lanka, community involvement is an integral component of the poverty alleviation 
programme. Village health action committees will be established and training of health workers in 
community organization skills is planned. 

In Thailand, community involvement is one of the main strategies in PHC activities. National 
Village Health Volunteers Day is an annual event on March 20th. Village funds have been established 
and used for uni-purpose activities, such as drugs, nutrition or sanitation, while multipurpose funds are 
used for community development. 

3.6 Health Systems Research 

The promotion and development ofhealth systems research (HSR) by the Member States had a two-fold 
aim: firstly to strengthen national capacity and secondly to promote relevant and useful HSR in countries. 
Progress towards the first aim is visible and substantial in some countries where the growing number of 
health personnel, who are interested in and responsible for undertaking HSR, are beginning to form a 
critical mass within an institutional framework with infrastructure support. As to the second aim, 
depending upon what is regarded as HSR, a large number of HSR activities are being undertaken in most 
countries at different levels with WHO and other support. While such HSR results are utilized in several 
countries of the Region at the operational level to facilitate programme implementation, the use of HSR 
at the national policy level is limited. 

New mechanisms to promote HSR have been established in several countries. These include the 
health policy research unit in the National Institute of Health Research Development, Jakarta, Indonesia; 
the autonomous Health Systems Research Institute affiliated to the Ministry of Public Health, Bangkok, 
Thailand; and the HSR units in the Ministries of Health in Bangladesh, Myanmar, Mongolia and Nepal, 
established with WHO support and which are in different stages of development. 

Several new courses in health policy, health planning and health economics have been set up in 
Thailand, Indonesia and India. These will enable more training and studies in HSR to be undertaken in 
the Region. A network linking social science institutions and scientists within the countries of the Region 
and other countries in Asia has been initiated. 

The strategies and activities being undertaken by countries of the SEA Region to promote and 
develop HSR include: creation of awareness and demand for HSR; research capability strengthening; 
support for training; establishment and strengthening of linkages; integration of HSR into WHO'S 
technical programmes; direct support for research; establishing mechanisms for dissemination and 
exchange of information; development of WHO collaborating centres on HSR; development and refining 
of methodologies for conducting and appraisal of HSR, resource mobilization; and establishing linkages 
with other HSR programmes. There have been advances in operationalizing these strategies, albeit to 
varying degrees with respect to the different strategies in the different countries. The use of a 
combination of strategic approaches has had an appreciable impact on the quality and quantity of HSR 
activities in these countries. The training programmes have resulted in augmentation of the research 
capabilities of health personnel at various levels. 

Many HSR activities in support of PHC, carried out in countries especially by programme 
managers at operational level, go unreported, and even if reported they are published in the local 
language and form part of the large body of "fugitive literature". Access to this is difficult and 
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unsystematic. The Index Medicus of the SEA Region has attempted to indicate some of these, and 
reviews of compilations of such literature are undertaken by national bodies at irregular intervals. 

Institutionalization of HSR within the management structure of health care organizations needs to 
be pursued further in order to promote HSR in support of PHC. Linkage between academic institutions 
undertaking HSR and the health care system needs to be strengthened and formalized. Access to fugitive 
literature on HSR and to publications on HSR within countries and between countries needs to be 
improved. 

WHO'S Regional Health Research Strategies for South-East Asia, revised in 1993, have re- 
emphasized the importance of HSR and specifically recommended the strengthening of HSR, especially 
health policy research, behavioural science research and health economics research. The publication of 
this WHO strategy and its dissemination to and acceptance by countries will strengthen HSR in support 
of primary health care at the policy and strategic levels. 

3.7 Technology for Delivery of PHC 

Most countries have not made marked changes in respect of health technology policy and national 
mechanisms for technology assessment, development and transfer. 

Countries in the Region, as in the past, have developed in varying degrees explicit or implicit 
national policy on health technology in the context of the national health policy and strategies. Health 
technologies are included in the context of the health care package to be delivered through the PHC 
approachto serve the community in respect of the eight elements of PHC. National programmes of health 
technology and national mechanisms for technology assessment and transfer do not exist separately in 
most countries. Where such activities are present, they form an integral part of the health programmes. 

The lack of infrastructure and trained manpower in the assessment and use of appropriate 
technologies is the main limitation in all the countries. A modest exchange of information on appropriate 
technology has taken place between countries and it is intended to stimulate this exchange through 
national efforts as well as international assistance and the collaboration of NGOs. 

In Bangladesh, emphasis is placed on low-cost, locally available technology for PHC activities. 
'These activities include promotion of nourishing foods consisting of rice, pulses and vegetables; 
compulsory salt iodination; simple construction and maintenance of home-made latrines; the use of 
home-made rehydration therapy; the use of solar refrigerators in the health sub-centres; health education; 
and even the specific use of computers at the thana level. 

Bhutan has seen much development in the assessment of appropriate technology for the delivery 
of PHC and is now assessing the safety, effectiveness, cost-effectiveness and acceptability of new 
products and equipment. Lack of manpower is impeding progress. 

In DPR Korea, projects such as a prompt health check-up system, self-care practices through the 
household medicine box, Korean traditional medicines and provision of vaccines have been introduced. 
Exchange of information on experiences with some other countries has been promoted. 

India has successfully exploited local indigenous technology for use at the PHC level. Such 
technologies take into consideration the local culture and the diverse cultural background in the country. 
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Much research and development and introduction and use of these technologies is already in progress. 
Such technologies include the use of medicinal plants, solar energy, bio-gas, and biological control 
agents. The development of appropriate technology is a continuous process and experiments with 
innovative technologies in different aspects of PHC are ongoing, such as the innovative approach at 
community level related to alcohol and drug abuse, which has been developed and successfully tried out. 
Ongoing research studies on nutrition and health education, on sanitation and clean water supply, and 
on assessment of specific pesticides are under way in WHO collaborating centres. International agencies 
are providing assistance for many projects, as are voluntary organizations, especially in the area of 
family planning services. The main constraints identified are lack of resources and availability of well- 
trained manpower. Steps are being taken to correct these inadequacies and to adopt innovative 
approaches through TCDC, such as cooperating in the setting up and use of a database of an integrated 
solar energy data system and solar energy network. Training of health personnel is being pursued 
simultaneously. 

Indonesia has made significant progress in the systematic and comprehensive assessment of 
appropriate technology for PHC. Such assessment is being carried out in the health information system 
for community monitoring, for research in PHC, for the health status and health services programmes, 
for the training of health cadres (in the village community health workers) and for community health 
financing. Major constraints have been identified as inadequate manpower, bureaucracy, lack of financial 
support and poor exchange of information and liaison between researchers and decision-makers. Action 
is being taken to accelerate the use of appropriate technology for PHC, such as in the development of 
training modules and PHC, in regional health trend assessment, in the application of the information 
system in PHC research, in development for health policy research networking and in district health 
development models based on PHC. 

Maldives has strengthened the systematic and comprehensive assessment of appropriate technology 
for PHC and an international system of exchange of information has been set up. The main constraints 
identified are limited technical manpower and infrastructure. Training of programme managers on 
computer databases has been undertaken to expedite the use of appropriate technology for PHC. 

Since the second evaluation, Mongolia has undergone great changes in the field of PHC. The 
introduction of the family doctor practice has been implemented, especially with regard to family 
plabning, ARI, diarrhoea1 diseases, physical fitness, nutrition, essential drugs and AIDS. Voluntary 
health workers are also co-opted to serve the rural areas as transportation is a major constraint in the 
implementation of programmes. 

In Myanmar, mechanisms have been established to implement low-cost and simple diagnostic 
technologies within the PHC network. Some of these technologies may also be used by health vol~nteem. 
The use of solar energy for the EPI refrigeration network and safe water supply are also being promoted. 

In Nepal, some improvement has been made since 1990 in the development of science and 
technology with the setting up of an autonomous academic body, the Royal Nepal Academy of Science 
and Technology (RONAST), in 1992. This academy serves to promote research in science and 
technology, especially indigenous technology, and serves also as a channel of transfer of appropriate 
technology. The constraints identified include the lack of facilities to assess technology and the lack of 
manpower trained in the use of appropriate technology in PHC. Future research will focus on improving 
the use of traditional methods for treatment in PHC. 
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Sri Lanka has extended the decentralization of the health administration since 1990, giving a boost 
to community development projects such as the poverty alleviation programme "Janasaviya". The 
emphasis is on translation of available know how into low-cost technologies adapted to MCH and 
community-based rehabilitation, such as the Jaipur Foot Programme, the use of solar energy, 
impregnated bednets and utilization of traditional medicine. Computerization is being used in PHC and 
research activities on herbal medicines have been initiated. Constraints identified include the lack of a 
comprehensive system of information exchange on technology relevant for PHC, inadequate research 
for technology assessment and analysis, retention of qualified technical staff and insufficient funds for 
the extension of the laboratory quality assurance programme. Corrective action is being taken especially 
in the areas of drug utilization and mechanisms to select technology and medical equipment. 

Thailand has continued to use simple and appropriate technology in PHC in local conditions. The 
project of technology cooperation among developing villages (TCDV) is intended to promote activities 
by learning and doing together, studying developed villages through observation tours and participating 
in village committee meetings to learn the process of self-reliance and self-management. The TCDV 
training method has been observed to be more effective and economical than the vertical training of 
health officials. 

3.8 International Support for Health System Development 

International support has played an important part in health development in the Region. The country 
statements (see Regional table 3) indicate that over 1000 million US dollars have been received as 
assistance in 1994, which is less than the amount recorded for 1991 (over 1350 million dollars). This 
reduced figure is attributed to some of the countries having achieved increased levels of self-sufficiency. 
The technical cooperation programmes with bilateral donors, multilateral development banks, UN 
agencies and international NGOs have complemented national health budgets and provided valuable 
support to the priority health programmes of the countries. 

Generally, there has been a progressive trend in the flow of external resources to the health sector 
in almost all the countries ofthe Region. While the traditional sources of external resources have shrunk 
partially in some instances due to the worldwide economic recession in recent years, financial institutions 
such as the World Bank and the Asian Development Bank have emerged as potential sources of external 
resources for health. These institutions have enhanced their mandates for support to national health 
development initiatives in countries. 

International assistance has supported a wide range of national health programmes which include 
primary health care, prevention and control of AIDS, maternal and child health, safe motherhood, 
nutritional care, the managerial process for health development, human resources development in health, 
the expanded programme of immunization, disability prevention, prevention of blindness, prevention and 
control of leprosy, TB and other communicable diseases and environmental health. A significant part of 
this international assistance has been capital investment for infrastructure development. Japan, Sweden, 
Denmark, Netherlands, Norway, USA, Italy, Australia, UK, Germany, Finland, the World Bank, WHO, 
UNICEF, UNDP and a host of international voluntary organizations are among the major donors and 
collaborators providing the bulk of external assistance to the health programmes of the countries of this 
region. 

The trend has been more towards channelling assistance bilaterally except in cases where the 
multilateral specialized agencies have the special advantage of providing technical support. The major 
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donors have decentralized the operations of their development assistance programmes to the country 
level, thus providing opportunities for the national health authorities to closely interact with the donor 
agencies' country ofices for resource mobilization. 

The countries have recognized the potential of fostering cooperation among themselves for health 
development within the framework of the geopolitical organizations, i.e., SAARC and ASEAN. India 
has provided financial and technical assistance to Bhutan, Maldives and Nepal in health infrastructure 
development and health promotion activities. 

For the majority of the countries, resource constraints still constitute the main hindrance to 
achieving HFAl2000 goals and these countries will need continued international assistance in support 
of their priority health programmes. Furthermore, new health problems are emerging from the rapid 
industrialization in the Region. The high priority areas requiring international support range from 
environmental health and consumer protection to drug production and prevention and control of diseases 
such as AIDS, ARI, cancer, TB and malaria. 

3.9 Sustainable Development Initiatives 

The countries of the Region recognize that the level of socioeconomic progress is intimately linked to 
the health status of the community and that no appreciable change in the quality of life is possible 
without sustainable health development based on the principle of equity and social justice. Among the 
objectives of the sustainable health development initiatives being pursued by the countries are: access 
for the underserved and underprivileged segments of the populations to the minimum essential health 
care; orientation of health policies andstrategies towards expanding and strengthening peripheral health 
infrastructure based on the PHC approach; and increased levels of community participation through 
social mobilization and promotion of the 'self care' concept. 

The majority of the countries have developed perspective plans which focus on long-term strategic 
vision. The priority thrusts are on: consolidation of rural health infrastructure in terms of manpower, 
physical facilities, availability of drugs and equipment, community involvement, strengthening of 
development of secondary and tertiary care services, district health systems, expansion and improvement 
of manpower training facilities, promotion of training and utilization of para-professionals and 
strengthening of health education programmes. Efforts have also been made to develop human resources 
conducive to and capable of sustainable health development, promoting inter-sectoral action, 
restructuring health systems self-reliance in the production of essential drugs and incorporating health 
inputs into development programmes. 

Several innovative schemes, such as the drugs cooperative scheme in India, the voluntaly health 
insurance schemes for farmers in Thailand and the health insurance scheme in Mongolia, are being tried 
out as alternative means of reinforcing the sustainability aspects of national health programmes. 

For many countries, mobilization of sufficient domestic resources for the health sector has not been 
possible due to competing demands from the other priority sectors on the limited national resources. The 
countries may have to continue their dependence on external resources for financing their health care 
programmes even in the future. Some countries are considering the possibilities of cost-sharing 
arrangements such as user-based charges, fee-sharing and similar other measures appropriate to the 
country's socio-political context, in order to augment local resources for meeting the ever increasing 
costs of providing health services. 
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3.10 Emergency Preparedness and Relief 

Emergencies arising out of disasters and displacement of populations due to natural and other causes 
have increased in frequency and magnitude over the past years. Bangladesh has been lashed by cyclones 
and subjected to floods which, in 1991 and 1993, caused the deaths of almost 140 000 persons and 
seriously affected millions of others. Earthquakes in 1993, as well as floods and drought, hit India and 
brought disaster to several million people while accounting for over 9000 deaths. Indonesia too has 
experienced severe earthquakes and tidal waves with disastrous consequences. Myanmar's experience 
of severe flooding affected 1.8 million people. Nepal was subject to catastrophic floods and landslides 
in 1993 which claimed 1246 lives and displaced almost half a million people (Table 2). 

Table 2. Major natural and/or man-made disasters experienced 
by some SEAR Countries, 1991-1993 

Source: Counlry reports on third monitoring of progress in implementation of HFA strategies 

Country 

Bangladesh 

India 

Indonesia 

Myanmar 

Nepal 

In this context, emergency preparedness and relief actions have assumed greater importance in the 
national programmes of the countries of the South-East Asia Region. There is a pressing need to improve 
the competence of the national health infrastructure in the management of humanitarian relief operations 
and the immediate response to emergencies and also to develop and implement long-term preparedness 
and response programmes. The majority of the disaster-prone countries of the Region have initiated 
development and implementation of emergency preparedness and response plans and activities with the 
support of WHO and other international agencies. 

In Bangladesh, in-depth assessment of both the immediate and long-term needs was carried out and 
medium and long-term plans were developed with the assistance of the Government of Italy and WHO. 
These programmes, among other matters, focus on : community-based emergency preparedness and 
response activities as elements of the on-going health-care delivery system; establishment of effective 
local coordination mechanisms; strengthening of national, district and peripheral infrastructure; and the 
development of human resources. The island of Bashkhali has been taken up as a pilot area for 
intensified activities. 

Type of disaster 

Cyclone 
Flood 

Earthquake 
Flood 
Drought 

Earthquake 
Tidal wave 

Flood 

Flood & Landslide 

Deaths 

140 000 
162 

9 485 
... 

. . . .  

82 
2 570 

... 

1 246 

Injured 

... 

... 

14 845 
... 
... 

208 
1 822 

... 

... 

Population 
affected 

(in millions) 

12.0 
10.6 

9.58 
... 
... 

... 

... 

1.8 

0.5 

Year 

1991 
1993 

1993 
Annual 
Annual 

1991 
1992 

1992 

1993 
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Although a definite national policy on emergency preparedness and response is yet to emerge in 
Bhutan, the Health Division has initiated emergency units in the hospital to provide immediate medical 
relief in the event of major accidents or other calamities, 

In India, considerable progress has been made in operationalizing a medium-term plan of action, 
strengthening infrastructural capacity and developing manpower resources. A calamity relief fund has 
been set up in each state in order to facilitate humanitarian assistance and relief operations. Several apex 
institutions have been identified for undertaking essential activities. The All India Institute of Hygiene 
and Public Health, Calcutta, conducts operational research and surveillance in this area. This institute 
is also designated as a WHO wllaborating centre. The Jawaharlal Institute of Post-Graduate Medical 
Education and Research, Pondicherry, is responsible for organizing training activities. As part of the 
activities during the International Decade for National Disasters, a National Advisory Council was 
established to formulate and recommend programmes for mitigation of natural disasters. 

In Indonesia, a National Coordination Board for National Disaster Preparedness and Relief has 
been set up and a national plan has been formulated. The Indonesian project proposal on strengthening 
disaster management has been accepted by the National Council for the International Decade for 
National Disasters. An inadequate infrastructure within the Minishy of Health to deal with disaster 
preparedness and management, absence of a long-term plan and lack of an effective pre-hospital system 
to provide emergency medical relief are some of the problems responsible for the slow progress of 
activities. 

Maldives has not experienced any severe disaster during the period under report. A committee has 
been set up for cwrdiiation of disaster preparedness and relief activities between the concerned sectors. 
A focal point has been identified in the Ministry of Health and a unit has been set up in the Indh Gandhi 
Memorial Hospital to deal with medical emergencies. 

Mongolia has initiated an assessment of infrastructural capacity and other resources for formulation 
of a national plan. 

In Myanmar, a focal point at the national level has been established for coordination of emergency 
relief activities. A short-term action plan for disaster preparedness has also been developed with WHO 
assistance. 

In Nepal, management of disasters has largely been response oriented. However, formulation of 
a comprehensive disaster management plan is necessary. An Environmental and Health Information for 
Management and Development Activities system has been set up with WHO support. 

In Sri Lanka, a national disaster preparedness and response plan has been put into operation and 
the emergency preparedness and relief aspects have been integrated into long-term programmes of health 
system development. A model project on community involvhent in emergency management, known 
as Health and Development for Displaced Populations, is currently being implemented and its progress 
has been satisfactory. 

In Thailand, a comprehensive national programme reaching to district level is being implemented. 
At the district level, a Safety Council has been set up to conduct campaigns for primary, secondary and 
tertiary management of emergencies. The Medical Institute of Accident and Disaster is the focal point 
at the national level for the coordination of emergency relief. 
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Overall, there has been significant progress in the emergency preparedness and response activities 
in the Region since the second evaluation. Nevertheless, a general lack of commitment to disaster 
preparedness and response issues seems to persist at the policy-making level in most of the countries. 
Throughout the Region, the current disaster management approach is somewhat biased towards response 
rather than preparedness. Disaster preparedness has also not been sufficiently integrated into health care 
delivery systems. Consequently, the national medium- and long-term plans, which involve many 
interlinked issues such as infrastructure and system development, manpower development, and logistic 
support, have not advanced at the desired pace. The countries have also reported shortage of financial 
resources as one of the major handicaps and have stressed the importance ofjoint efforts with WHO for 
resource mobilization in support of national emergency preparedness and response programmes. 

4. RESOURCES FOR HEALTH 

4.1 Financial Resources 

The availability of adequate financial resources for health has been a matter of serious concern to most 
countries. Continuing global economic recession, reduced flow of external aid, increased borrowing by 
countries to address the balance of payment, the high costs of debt servicing and an unfavourable 
macroeconomic environment, with reduced hope of having a share of the 'peace dividend' for health 
development, have forced the countries to undergo structural adjustments. By and large, the health sector 
has suffered most. 

Since the last evaluation, there has in general been no change in the situation with regard to the 
allocation of the health budget in relation to the national budget, though some countries have shown an 
increasing hend in this respect. Allowing for high rises in cost of living factors due to spiralling inflation, 
any increase may be nullified, resulting in difficulties in maintaining resources at constant price levels. 
On the other hand, resource inputs by health-related sectors such as education, agriculture, local 
development, the labour industry, defence, and home and internal affairs, are not adequately reflected 
in documents, which makes it difficult to arrive at the precise amount allocated to the health sector. The 
lack of uniformity in financial information does not facilitate the assessment of the progress in resource 
allocation. Future challenges which may be brought about by health and demographic transitions and 
attitudinal changes in regard to payment for health care by the community, have to be considered in 
assessing the availability of optimal resources. 

Constraints in the availability of resources have been identified as being due to inadequate 
management of resources, low absorptive capacity due to delayed implementation of activities, poor 
financial management and inadequate financial information. Challenges which may be posed in the 
future by health and demographic transitions and attitudinal changes regarding cost sharing in health care 
by the community also have implications for the availability of optimal resources. The Member States 
are aware of the problem and are now adopting a health economics approach. Measures for reallocation 
of government subsidies, decentralization of health services and resource mobilization are also being 
introduced. The percentage of GNP spent on health has been static or decreasing in most of the countries 
such as Bhutan, Nepal, Myanmar, India and Sri Lanka. The rises seen in Bangladesh, Indonesia and 
Thailand are not very impressive (see Regional Table 4). 

There is an increasing trend in the distribution of financial resources to local level in Nepal and Sri 
Lanka. Decentralization and devolution of resources have been the key concepts in most countries. The 
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percentage of national health expenditure devoted to local health services in recent years ranges from 
35.6 per cent in Thailand to 83 per cent in Maldives, catering to a predominantly rural population. There 
is an apparent commitment towards strengthening of district health systems. Nevertheless, 
disproportionate resources are yet being consumed at secondary and tertiary levels of health services. 

In spite of the above trends, a growing concern for equitable distribution of financial resources for 
primary health care is indicative since the last evaluation and most countries have introduced policy to 
this effect. There are even examples of geographic distribution of foreign aid to promote equity. Funds 
have been allocated under a social safety net scheme for improvement of PHC in other cases. To 
overcome the constraints, the countries are adopting measures to strengthen financial management 
through training and research and mobilization of resources. 

With the increasing awareness of the benefits of the application ofhealth economics, there has been 
some improvement in the rate of implementation of the approved budget. However, further action by the 
Member Countries to strengthen effective and efficient planning and management for optimal use of 
financial resources would improve the situation in the future. 

There has been no significant change in the allocation of resources to support recurring 
expenditure. Some countries have allocated more resources for the purchase of drugs and equipment. 
Funding in respect of maintenance of facilities and equipment is inadequate. Financial provision has also 
to be made for remunerating an adequate cadre of staff. Proper management and coordination of financial 
resources as well as cost recovery, user's fees, and community financing schemes, would contribute to 
improvement of the situation. 

4.2 Human Resources 

Since the last evaluation in 1991, there has been a moderate improvement in the area of Human 
Resources for Health (HRH) in the Region, with increases being registered in several categories of health 
personnel, especially doctors. Despite this perceptible increase, shortages continue to occur in countries 
such as Bhutan and Maldives, where the problem is rendered more acute by the limitation of the number 
of potential candidates that can be trained. Further imbalances caused by relative shortages of personnel 
in categories such as nurses, midwives and paramedical staff continue to be constraints in some of the 
countries such as India, where nurses, pharmacists, laboratory technicians, radiographers and dental 
surgeons are in short supply. On the other hand, most countries have taken meaningful action to rectify 
some of these deficiencies. Policies and plans relating to human resources for health have been or are 
being actively assessed by countries such as Bangladesh, Bhutan and Nepal to rationalize the production 
of human resources for health in terms of their national health development plans. 

The geographical deployment of human resources for health (HRH), although seemingly improved, 
still remains a pressing problem, particularly in the context of rural areas. Incentive payments are made 
to staff working in rural areas in India, Indonesia and Thailand. In Sri Lanka, a special allowance is paid 
to those working in the northern and eastern areas affected by civil disturbances. 

The paucity of trainers presents yet another problem in the Region, and serious endeavours are 
being made for the training of trainers. 

Training capacities, particularly for those categories of health personnel that are in short supply 
such as nurses, midwives and paramedicals, have been strengthened as, for example, in India where 
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priority has been accorded to the augmentation of paramedical training institutions. Indonesia has 
accorded concentrated attention to midwifery training and 30 700 village-based midwives are now in 
position. In Mongolia, between 1991 and 1993 the health cadres were increased by the addition of 1013 
trained physicians and 869 paramedicals (nurses and feldschers); while simultaneously 5787 physicians 
and paramedicals received in-service training. Nepal has organized several undergraduate and 
postgraduate programmes. A new nursing school is to be established in the Sri Jayawardanapura General 
Hospital. 

Continuing education and in-service training have also been strengthened in most countries of the 
Region. Bhutan's programme of continuing education is achieved through in-service training, refresher 
courses, seminars and workshops. India is strengthening district and regional training institutes to 
provide continuing education to all categories of health personnel. Thailand too has effected 
improvements in the existing system. 

Although moderate improvement has taken place throughout the Region, imbalance continues to 
be a problem, in part due to the lack of appropriate health personnel policies and realistic HRH plans 
which serve as guides for the balanced development of human resources for health. Another problem is 
the need for the private and public sectors to complement each other rather than compete, particularly 
for human resources. Here it is noteworthy that both Indonesia and Thailand are actively pursuing 
mechanisms towards strengthening the affiliation between the public and private organizations concerned 
with enhancing human resources for health so that they can meet the requirements of the country. 

4.3 Physical Infrastructure 

Most of the countries of the South-East Asia Region have expanded their physical infrastructures, and 
increased the number of health institutions, beds and primary health care centres to enable the population 
to have greater access to the different levels of health care. A number of countries have also recorded 
a marked increase in the number of health care institutions established by the private sector, particularly 
in urban areas. In some countries, the private sector has been encouraged to take an active role in the 
provision of medical care. Some achievements in the Region are enumerated below. 

In Bangladesh, the family welfare centre is the first health facility at union level serving 
populations of 20 000. These have increased in number from 2706 in 1988 to 2823 in 1992, and it is 
planned to cover all the 4500 unions by 1995. The thana health complexes (with 3 1 beds each), at sub- 
district level, have increased in number from 347 to 362, and the total number of beds in district and 
tertiary-level hospitals is now 34 353, compared to the earlier 27 000. 

Bhutan has 350 dispensaries and 76 basic health units (BHUs) at the primary level. It is planned 
to have one basic health unit in each of the 191 blocks, through gradual upgrading of dispensaries. It is 
planned to increase the number of BHUs to 127 by mid-1997. The physical facilities at the 26 district 
hospitals, the two regional hospitals and the central hospital have been extended. In the Democratic 
People's Republic of Korea, the number of health institutions has increased to 8 067 since 1991. 

In India, the number of health institutions, beds and primary health care centres has increased. In 
metropolitan cities, there is mushrooming of private clinics, polyclinics and nursing homes. Incentives 
are provided to attract health personnel to serve the health centres and hospitals in rural areas. Bank loans 
are provided to the private sector for the establishment of health facilities in rural areas. Referral 
services are being strengthened through various programmes such as the Post Partum Programme. 



SEAlRC47120 
Page 38 

Indonesia reported an increase in the number of hospitals from 950 to 994, health centres from 
5978 to 6588, sub-centres from IS 944 to 18 816 and mobile health centres from 4023 to 5285 between 
1991 and 1993. The number of hospital beds was increased fmm 109 387 to 112 779 during the same 
period. The Government has adopted a policy of decentralization to enhance the role of the private 
sector, and an assessment of the publidprivate mix is being examined. Since sub-health centres are used 
more by the poor, emphasis has been given to construction of these units to provide equitable coverage 
with health care. 

In Maldives, 26 health centres were improved and upgraded to mralldistrict hospitals. The new 
Indira Gandhi Memorial Hospital, with 200 beds, was established recently at national level. More health 
centres and regional hospitals have been planned to cater for the rural population. 

In Myanmar, 2094 primary health centres, 660 rural township hospitals, 16 specialized hospitals 
and 23 general hospitals provide the health care network for the population. Mongolia is in the process 
of restructuring the health services infrastructure, with emphasis on decentralization, local-level planning 
and an increased role for the private sector. 

Nepal reported an increase in the number of hospitals from 1 1 1 in 1990191 to 1 14 in 1991192, with 
an increase in beds from 4768 to 4848 for the same period. The revised national health policy aims to 
provide integrated primary health services through primary health centres, and 205 primary health 
centres are to be established in 205 electoral constituencies. One hundred and ninety-eight health posts 
will be upgraded to integrated primary health care centres in the next ten years. 

In Sri Lanka, the total number of health institutions increased from 700 in 1990 to 856 in 1992, and 
the number of beds increased from 42 079 to 48 061 during the same period. The increase in the number 
of health institutions is mainly at the level of PHC, and includes district hospitals, peripheral units, rural 
hospitals, central dispensaries and maternity homes. An increasing trend in the construction of private 
health care institutions can also be observed. 

In Thailand, the physical infrastructure consists of a network of 59 urban and 8397 rural health 
centres, 694 district hospitals, 96 general hospitals and 27 specialized hospitals. There are also 524 
community health centres. 

4.4 Logistics and Supplies 

All the Member Countries have expressed concern about ensuring the timely availability of essential 
drugs, vaccines and other supplies in health institutions. Strengthening of logistics support for the 
uninterrupted supply of essential items to health care delivery points has received a fillip in all the 
countries. Nevertheless, restricted finances, inadequate infrastructure development in terms of both 
manpower and physical facilities for logistics support, inadequate logistic management systems and 
shortages in transport facilities, contribute to the shortages and irregularities in the provision of essential 
supplies to the health facilities that need them. 

Remedial measures adopted in the countries to circumvent these constraints include increased 
budgetary allocations and generation of additional local funds, strengthening and development of 
planning, procurement, storage and distribution systems, training of health workers in management 
capabilities, delegation of authority and responsibilities to the peripheral level and increasing the local 
production of some essential medicines and vaccines. 
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Bangladesh has reported that all the 362 THC centres are equipped with requisite items such as 
essential drugs, emergency tools, vaccines, essential laboratory equipment and other necessities. 
Transport is available in only 62 out of the 362 THC centres. Production of vaccines and anti-snake 
venom sera is carried out locally. The district health authorities have been authorized to purchase 
essential medicines and equipment with their locally allocated budget; and this decentralization of 
purchasing is to be extended to the entire health system. Training of storekeepers and construction of 
store facilities at district level have been continuing. 

In Bhutan, at least 20 essential drugs are available for 80% ofthe population within one hour's walk 
or travel distance from their homes. Adequate supplies of EPI vaccines are available. The Bhutan 
Essential Drugs Programme, initiated in 1986 and supported by WHO, is continuing. Essential laboratory 
equipment, safe-delivery kits, and health education literature have also been provided to health 
institutions. 

DPRK has taken some active measures to increase the local production of essential drugs and 
vaccines to meet the country's increasing demands. 

In India, the Medical Stores Organization with seven depots in major cities, supported by three 
chemical laboratories, is responsible the for procurement and distribution of drugs and medical 
equipment throughout the country. The country is self-sufficient in DPT, DT, TT and measles vaccines, 
which are provided through the cold-chain system that has been enhanced recently. The States and Union 
Territories have assumed responsibility for the maintenance of cold-chain equipment. To improve 
logistics support, a computerized inventory and financial accounting system is being introduced on a 
phased basis; transport facilities are also being provided at PHC centres. 

In Indonesia, funds for drug provision have been enhanced with the local government's contribution 
and a drug management system has been developed. Physical facilities and drug management capabilities 
in health centres have also been improved in both quantitative and qualitative terms. 

Maldives has reported that all of their health centres are equipped with essential drugs, emergency 
tools, essential laboratory equipment and health records and registers. However, only 9 out of the 26 
health centres are equipped with vaccines. Logistics support has improved mainly due to staff 
commitment. 

In Mongolia, a survey has revealed that 84 per cent of 112 items in the essential drugs list are 
available at somon (district) pharmacies. Measures taken by the Government include development of an 
essential drugs list, standard treatment guidelines, and a computerized drug inventory and invoice 
system. As well, the local production of some essential drugs and vaccines has been strengthened, and 
a compulsory health insurance system which will contribute to the recovery of some portion of recurrent 
health expenditure has been introduced. 

Myanmar has reported that all the 2044 PHC centres are equipped with essential drugs, vaccines, 
laboratory equipment and other necessities. 

In Sri Lanka, with devolution of power to the provinces and districts, deficiencies of supplies at 
the periphery have been identified, and available resources have been distributed on an equitable basis. 
Innovative schemes for the supply of surgical items, laboratory chemicals, glassware and diagnostics 
have been introduced, ensuring a more effective supply system. Computerization has been introduced 
in the areas of pharmaceutical, dressings and X-ray films; and monitoring of indents and supplies is 
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being carried out. Construction of new drug stores in divisions has been undertaken and Drug Review 
Committees have been set up at institutional and regional levels to ensure the availability and distribution 
of drugs throughout the country. 

Thailand has given continued attention to making essential drugs available in the community and 
ensuring their equitable distribution. Between 1987 and 1991, the Sixth Five-Year Plan focused on 
strategies to rationalize drug use and to improve the on-going activities. The Seventh National Economic 
and Social Development Plan, 1992-96, lays stress on improving coverage, strengthens the distribution 
of supplies, and ensures the safety and quality of drugs as well as their reasonable pricing through 
cooperation between the public and private sectors. 

5. TRENDS IN HEALTHY LIFESTYLES AND ENVIRONMENT 

5.1 Promotion of Healthy Lifestyles 

With increasing life expectancy, lifestyle-related morbidity and mortality are gaining increasing 
importance. Cardiovascular diseases and cancer have become the two leading causes of mortality as the 
average life expectancy approaches 65 years. 

Trends in the consumption of tobacco, especially cigarette smoking, vary in the countries. There 
seems to have been a more or less marked decrease in tobacco consumption in at least four countries 
(Bangladesh, India, Mongolia, Sri Lanka) over the last three years. In Indonesia, although smoking 
increased steeply during the previous two decades, there are indications ofa  downward trend since 1990. 
In Nepal also, a marked increase in smoking was observed until 1990, but no data are available on the 
latest position. In DPRK and Thailand, increases in tobacco consumption have been registered, although 
recent smoking surveys in Thailand indicate a declining trend. 

No detailed information on the use of illicit drugs is available. Treatment data for dependence 
(mainly heroin) from Myanmar and Thailand seem to indicate a stable situation. This conclusion has 
been arrived at through the observation that the average age of treatment cases is increasing, which could 
be interpreted as a decline of recruitment into dependence. 

The countries have not commented on trends in alcohol-related problems. Consumption data would 
probably not reflect the real picture because of the widespread illicit production in many countries. 

5.2 Protection of a Healthy Environment 

Many of the countries in the Region are experiencing rapid and massive population migration from rural 
to urban areas and accelerated industrialization. Municipal services such as water supply and sanitation, 
drainage of storm water, treatment and disposal of waste-water, management of solid and hazardous 
wastes, supply of adequate and safe food and housing, are unable to keep pace with urban growth. Urban 
air pollution from increased industrial activities, power generation and vehicles is a serious problem in 
many cities in the Region. The environmentally unsound disposal of municipal and industrial wastes has 
resulted in serious pollution of surface water, groundwater and land. The incidence of chemical accidents 
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is also becoming more frequent, often affecting the urban and peri-urban populations where industries 
are located. 

In most of the countries, the drinking water supply in rural areas has increased considerably, but 
in the case of excreta disposal the water supply is inadequate. Even with the achievement of some 
reduction, the incidence of water-borne and water-related diseases is still high mainly due to ignorance 
and poor hygiene and sanitation practices. Poor ventilation together with the use of poorly designed 
cooking stoves causes severe indoor air pollution and health problems, particularly in women and infants. 
Large quantities of pesticides and other agro-chemicals are ofien applied without the necessary 
precautionary measures, thereby posing health risks not only to fanners and their families but also to 
consumers of the produce. 

There is increasing awareness of environmental degradation and its serious threat to health in most 
of the countries. In recognition of the need for environmental protection, most countries have developed 
environmental policies and objectives and have initiated regulatory and promotional measures in the 
relevant sectors. As a follow-up to the Rio Earth Summit, many countries have also prepared, or are in 
the process of drafting, national action plans for sustainable development and environmental protection. 
Studies carried out have encompassed a variety of subjects such as surveillance of drinking water quality, 
proper disposal of municipal solid and liquid waste including waste from hospitals, control of urban air 
and water pollution, and healthy city projects to promote integrated urban development in selected cities. 
Problems of chemical safety have been addressed through support to the: establishment of poison control 
centres to help in early diagnosis and treatment from pesticide poisoning, promotion of safe management 
of hazardous chemicals and wastes and the development of preparedness to natural and chemical 
disasters. This also includes training of community health workers in handling pesticides, agrochemicals, 
etc. In Nepal, the National Environmental Policy and Action Plan (NEPAP) was prepared in response 
to the growing national awareness of the importance of maintaining a balance between economic 
development and environmental conservation. NEPAP also provides the basis for the Nepal 
Environmental Health Initiative (NEHI), which presents a comprehensive strategy and action plan for 
priority programmes on health and environment in Nepal. 

National environmental protection authorities have been established in such countries as DPR 
Korea, India, Indonesia, Sri Lanka and Thailand, where pollution control legislation has been enacted 
and further strengthened recently. Despite the presence of legislation, weak law enforcement is one of 
the major constraints in effectively curbing the pressures of development on the environment and natural 
resources. Infrastructure for monitoring and assessing environmental quality on a regular basis, for 
planning and implementing environmental health activities, is inadequate. The limited availability of 
trained technical personnel in the health and other related agencies involved in developing and managing 
environmental health programmes has been identified as a constraint which has to be overcome before 
more effective implementation of programmes to protect a healthy environment can take place. 

6. POPULATION AND SOCIOECONOMIC TRENDS 

6.1 Population Trends 

The WHO South-East Asia Region accounts for a population of 1.4 billion. This compares to the total 
world population of 5.7 billion, estimated by the United Nations (Table 3) in mid-1994. 
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Table 3. Demographic Trends in the South-East Asia Region (1985 - 1995) 

The Region's population increased by 104.6 million over the 1990 figure and by 227.6 million over 
the 1985 figure. Figure 8 pomays the population estimates of Member Counhies. 

country 

Bangladesh 

Bhutnn 

DPR Korea 

India 

Indonesia 

Maldives 

Figure 8. Population sizes of SEAR countries 
(As of midyear 1994) 

Avenge annual popul8tion 
growth rate (per cenl) 

1980-M 

2.68 

2.10 

1.71 

2.14 

2.W 

2.96 

Population denrlly 

1985 

700 

29 

165 

233 

88 

615 

1985-90 

2.39 

2.19 

1.81 

1.97 

1.93 

3.04 

Toh l  populatlm (lbooum&) 

1990-95 

2.41 

2.33 

1.88 

1.91 

1.78 

3.02 

1985 

100862 

1379 

19 888 

766651 

167332 

183 

(pr q km) 

1990 

789 

33 

181 

257 

97 

716 

1990' 

113684 

1539 

21 771 

846 191 

I84283 

213 

1995 

891 

37 

198 

283 

106 

833 

1994 

125 201 

I 689 

23 491 

913 747 

198 055 

241 
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In Mongolia and the five least developed countries ofthe Region, the population grew at more than 
2 per cent annually between 1985 and 1990 (Table 111, see also Regional Table 6c). The same tendency 
is seen in the period 1990-1995, although with some decline in the growth rates in Mongolia and Nepal. 
Maldives has an especially high growth rate of over 3 per cent. Indonesia, Sri Lanka, Thailand and to a 
lesser extent India, with their adherence to family planning programmes, have achieved steadily 
declining growth rates recently estimated at 1.78, 1.27, 1.27 and 1.91 respectively. Population growth 
in Bhutan and DPR Korea is on the increase. The differences in growth rates among countries of the 
Region are partly reflected by the total fertility rates of women (see Regional Table 6c). 

The eleven countries comprising the Region constitute an area of 8 466 000 sq.kms. The average 
population density in 1995 will be 169 persons per sq.km. The population density in SEAR countries in 
which the population is on the increase varies from a low of 2 persons per sq. km. in Mongolia to a high 
of 891 persons per sq.km. in Bangladesh (Table 3). 

The proportion of the population under 15 years declined between 1980 and 1990 in the countries 
of the Region, except in Bhutan, Maldives and Nepal. An opposite trend was observed for the age group 
15-64 years, which proportion increased during the same decade, again with the exception of Bhutan, 
Maldives and Nepal (Table 4, see also Regional Table 6a). 

Table 4. Estimates ofstructural changes in population by age-group in SEAR countries 

Source: World Population Prospects, 'The 1992 Rcvision 

Country 

Bangladesh 
Bhutan 
DPR Korea 
India 
Indonesia 
Maldives 
Mongolia 
Myanmar 
Nepal 
Sri Lanka 
Thailand 

The proportion of the population in the over 65-age category increased between 1980 and 1990 in 
the countries of the Region with the exception of Bangladesh, Maldives, Myanmar and Nepal. By the 
year 2000, an increase is forecast also for Myanmar and Nepal. There will be some 80 million people 
over 65 years of age in the countries of the Region (Fig. 9) by the year 2000. 

The sex ratio for the SEA Region as a whole was estimated to be 105 males per 100 females in 
1990, but between 1990 and 1994, females outnumbered males in DPR Korea, lndonesia and Sri Lanka. 
In Myanmar and Thailand, this trend was observed even earlier (see Regional Table 6a). 

1980 
Age-group (years) 

0-14 

46.7 
40.3 
40.5 
38.5 
41.0 
42.8 
43.1 
39.6 
41.2 
35.3 
40.0 

1990 
Age-group (years) 

15-64 

49.9 
56.5 
56.1 
57.5 
55.7 
53.0 
53.9 
56.4 
55.8 
60.4 
56.5 

2000 
Age-group (years) 

65+ 

3.4 
3.2 
3.4 
4.0 
3.3 
4.2 
3.0 
4.0 
3.0 
4.3 
3.5 

65+ 

3.0 
3.3 
4.1 
4.5 
3.9 
3.8 
3.2 
4.0 
3.0 
5.2 
3.9 

0-14 

41.4 
40.6 
28.6 
36.0 
35.7 
44.4 
41.3 
37.9 
43.5 
32.6 
31.9 

0-14 

38.8 
40.7 
29.5 
33.2 
31.3 
42.7 
38.8 
36.9 
40.7 
27.4 
26.0 

15-64 

55.6 
56.1 
67.3 
59.5 
60.4 
51.8 
55.5 
58.1 
53.5 
62.2 
64.2 

15-64 

58.2 
55.8 
65.5 
61.5 
63.6 
53.8 
57.6 
58.7 
56.0 
66.1 
68.8 

65+ 

3.0 
3.5 
5.0 
5.3 
5.1 
3.5 
3.6 
4.4 
3.3 
6.5 
5.2 



SEA/RC47/20 
Page 44 

- 
Figure 0. Population aged 65 years and more In WHO Soulh-Earl AaIa Region 

(1980 - 2000) 

9 ,* ,a+ 

I.., 

Urbanization of the population of SEAR countries is increasing. Recent data on the percentage of  
populations residing in urban areas and the growth rate of urban populations are presented in Table 5 (see 
also Regional Table 6b). 

Table 5. Indicator of urbanization in SEAR countries, 1990-1995 

Soures: W, WorldUrb.niation Prospscu.Thc 1992 Revision. 

Country 

Bangladesh 

Bhutan 

DPR Korea 

India 

Indonesia 

Maldives 

Mongolia 

Myanmar 

Nepal 

Sri Lanka 

, Thailand 

Percentage of population residing 
in urban areas 

1990 

16.4 

5.3 

59.8 

25.5 

28.8 

29.4 

58.0 

24.8 

10.9 

21.4 

22.2 

Average annual growth rate of 
urban population (Ye) 

1990-1995 

5.87 

5.96 

2.36 

2.87 

4.22 

5.55 

3.63 

3.27 

6.93 

2.20 

3.91 
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Urban agglomerations in the South-East Asia Region which had populations of over 8 million 
persons in 1990 included Bombay (12.2). Calcutta (10.7) and Delhi (8.2) in India. Indonesia's capital 
city, Jakarta, had a population of 9.2 million and Dhaka in Bangladesh and Bangkok in Thailand are 
expected to exceed 8 million in 1995. 

6.2 Trends in Education 

Educational progress has various dimensions. Primary school enrolment, adult literacy and male-female 
literacy rates are all indicators of the direction of change of socioeconomic development. 

In the Region, primary school enrolment continues to improve, with the rate for females almost 
equalling that for males in all the countries. However, there are disparities among the countries. 

The present ratio of primary school enrolment in Bangladesh is 80 per cent for both sexes. Bhutan 
has established community schools throughout the country and is working towards raising its primary 
school enrolment further. Nepal has a plan to provide primary education to all, emphasizing the increase 
in female enrolment. All the other countries have achievements of over 85 per cent. DPR Korea has a 
regular eleven-year education system which is compulsory for all children. Indonesia has spurred 
primary school activities on in the last two decades and has raised the proportion of girls to that of nearly 
half of all pupils. In Sri Lanka, almost all children reaching the age of school entry are admitted to 
school, and female enrolment equals that of male involvement. Statistics also reveal that more females 
remain in school at higher ages. 

Bangladesh, Bhutan, India and Nepal have overall adult literacy rates of around 50 per cent (the 
female literacy rate being about half that of males), which is low compared to other countries in the 
Region which have overall adult literacy rates of more than 70 per cent (Figure 10, see also Regional 
Table 5). Drop-outs, who do not complete their full courses of primary education, are considered to 
cause inflation in the number of illiterate people in a country. 

Political consciousness about the importance of literacy for females is expanding, and there is 
therefore a determined thrust in all the countries to improve their literacy. The influence that women can 
exert on progressive programmes through education is being highlighted at every international forum. 
Recognition of women's contribution to child care, sanitation, family welfare and public health in general 
means that mothers' education is now the guiding force raising the literacy of females. 

6.3 Economic Trends 

The global economy is still affected by recession. Events that occurred in 1991 and which contributed 
to this situation included the decline in world output for the first time since the second World War and 
the break-up of the Soviet Union into individual republics. These successor republics and countries of 
central and eastern Europe are seeking to improve economic growth by turning towards market-oriented 
economies to replace the centrally planned systems. In this setting, the developed market economies have 
slumped. However, developing countries have maintained moderate rates of economic growth, and most 
of the Member Countries of the South-East Asia Region have maintained steady growth rates (see 
Table 6). 
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Figure 10. Adult l i teracy rates in SEAR countries, 1991-93 

too 

so 

80 

80 

60 

40 

30 

20 

10 

0 

I Sour-. C o v n h  "Peru on INrd monllorlw or  regress 1" ImPhn*nlaNm 01 #FA rtr.u#l.s, rs" 
and 1 . ~ ~ 1  , V ~ I I ~ Y .  11. Iron o1h.r sowc.s 

Table 6.  Annual growth rate (per cent) of GNP in SEAR countries 
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Country 

Bangladesh 

Bhutan 

DPR Korea 

India 

Indonesia 

Maldives 

Mongolia 

Myanmar 

Nepal 

Sri Lanka 

Thailand 

Sources : Eounby reports on third monitoring of pogrun in implsmentslion of HFA stmtegics 
'ESCAP. Ecommic ud Social ruwm af Asia and the Pacific 1993 
' ~ o n g o i a :  Hulth Sector Review 1993 
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10.0 

... 
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1.7 
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4.8 

.., 

ESCAP 

1991 

3.4 

5.0 
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6.0 
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... 
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5.9 
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... 
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... 
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5.0 
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Among the least developed countries of the Region, Bangladesh and Nepal have shown modest 
increases in growth rate, while Bhutan has maintained a steady growth rate of 5 per cent. Maldives and 
Myanmar recorded high growth rates in 1992 (6.3 and 10.9 per cent respectively), the former resulting 
from the tourist industry and the latter from successful development and privatization programmes. 

The second-generation newly industrialized economies of Indonesia, with a 6.3 per cent growth 
rate in 1993, and Thailand, with 7.4 per cent growth rate in 1992, have shown steady growth rates. India 
has had the advantage of beneficial weather, which has helped to increase agricultural output and hence 
to maintain a steadily increasing growth rate since 1992. Sri Lanka's improved economic growth rate, 
of an estimated 5.8 per cent based on the performance of the first three quarters of 1993, has also been 
attributed to better agriculture and increased yields under the private management of tea plantations. 

The Mongolian economy, which is undergoing extensive reforms, relies largely on agriculture and 
animal husbandry. Production was drastically affected in 1992193 by the devastating winter; and the 
industrial sector was similarly crippled. These adversities had an impact on the national income. The 
economy of the DPR Korea was adversely affected by shortages in various sectors and also by a drop 
in the production of cereals. The level of economic growth in terms of the per capita gross national 
product in the countries of the South-East Asia Region of WHO is illustrated in Fig. 11. 

Figure 1 1 .  GNP per capita in SEAR countries, 1991-93 

sOurc.: country nporl .  on lhlrd monl lor ln~ 01 proprss. I" irnp,.m.nl.tlon 01  FA .tra,.o~.s, ID#. 
and I.,.., .".ll.b,. d.,. born .,h., .our<., 
B.1.d M pop" l.,, 0" ..,lrn.,. 0,  so0 000 

.. ~ l n ~ n r u m  i,rg.t r.#u. lor olob,l lndlc#tor ** 10mu1.t.d in ,911. YFI ..,I.. NO. 3 

The majority of South-East Asian countries have introduced economic reforms in the hope of 
achieving a revival in growth of the economy. 
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7. PROSPECTS FOR THE FUTURE 

The Monitoring Report on the implementation of strategies for Health For All by the Year 2000 
presents the extent of the activities and investments made in providing basic health care in the Region 
and also the constraints encountered in the process and the interventions that are considered necessary 
for the future of health system development. 

The overall achievements include a substantial reduction in the crude and infant mortality rates and 
a significant increase in life-expectancy at birth. However, the inter-country variations indicate that the 
least developed countries of Bangladesh, Bhutan, Maldives, Myanmar and Nepal need to step up their 
programmes of work to acquire the standards presently reached by Sri Lanka and Thailand. 

There is no remarkable change in the pattern of the causes of death and illness. Respiratory 
diseases, diseases of the digestive system, malnutrition and nutritional deficiency disorders, vector-borne 
diseases (e.g. malaria), tetanus, tuberculosis and leprosy still remain the major causes of mortality and 
morbidity. Despite an overall decline in the prevalence of nutritional anaemia, a survey conducted in six 
countries in the Region indicates that more than 50 per cent of women of child-bearing age continue to 
be affected. Vitamin A deficiency has also to be reckoned with. The persistence of malaria, tuberculosis 
and leprosy; the resurgence of visceral leishmaniasis; the emergence of chronic non-communicable 
diseases such as cardiovascular diseases, cancer and diabetes; the emergence of new diseases such as 
dengue hemorrhagic fever, Japanese encephalitis and the Eltor strain of cholera; and the pandemic of 
AIDS are the challenges for the future. 

Measures have been adopted in the countries to curb the growth rates of populations, and declines 
in growth rate have been registered in India, Indonesia, Sri Lanka and Thailand. Nevertheless, thegrowth 
rates of the populations of some other countries either remain unchanged or are on the increase. 

Uncontrolled population increases may seriously rebound on the economic growth and standard 
of living in the involved countries. Other resultant problems include those of environmental degradation. 
The newly industrializing countries will have to contend with urban migration and consequent urban 
environmental pollution. 

Strategies have been attempted to raise literacy standards in the hope of improving the status of 
the female, but in countries such as Bangladesh, Bhutan, India and Nepal, the progress is slow as the task 
itself is a formidable one in the light of societal traditions. 

Forecasts for the next 5-10 years envisage morbidity and mortality burdens still dominated 
primarily by infectious diseases with the beginning of a shift towards non-communicable chronic 
diseases for Bangladesh, Bhutan, most of the states of India, Myanmar, Nepal and Maldives. 
Cardiovascular diseases, cancer, diabetes, other non-communicable diseases and accidents will affect 
to a greater extent the more advanced countries of the Region which have achieved higher levels of life 
expectancy. The AIDS epidemic will be present throughout the Region, being close to its peak in India, 
Myanmar and Thailand, and rapidly spreading in some other countries. 

The countries are burdened with insufficient resources to finance health programmes and expand 
the infrastructure while improving its effectiveness. 

The quality and quantity of human resources for health need improvement in most SEARcountries. 
There are shortages in most categories of health personnel in Bhutan, Indonesia, Maldives, Nepal and 
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Sri Lanka. Other countries (Bangladesh, DPR Korea, India, Mongolia, Myanmar and Thailand) have 
sufficient or excessive numbers of doctors but shortages in other categories. In almost all SEAR 
countries there is a need to improve the distribution of health personnel, which at present is usually 
uneven, generally with excesses in urban areas and shortages at the periphery. The quality of essential 
(basic) health personnel at the lower levels is especially uneven, both behveen and within countries, and 
should be addressed as one of the critical areas. 

The physical infrastructure of health systems is in general poor in Bangladesh, Bhutan and Nepal. 
The situation is better but also needs improvement in India, Maldives, Myanmar and Sri Lanka. In other 
countries (DPR Korea, Indonesia, Mongolia and Thailand), the physical infrastructure is reasonably good 
with a basic network in place. 

The health management information system (HMIS) is often not management oriented and is too 
vertical in most SEAR countries. The general feeling is that the existing HMlS is overloaded with data 
and that much ofthe data recorded and reported by health staff is not necessary for the tasks they perform 
at their level. The overall efficiency of the HMlS is the best in the Region in Indonesia, Sri Lanka and 
Thailand. Other SEAR countries are making serious efforts to revise and rationalize their systems. 

Within this scenario the WHO in partnership with countries has to play a dynamic role. The 
countries are facing economic difficulties. The Organization will have to forge new relationships with 
internal financial institutions and mobilize the required national and international resources. The 
advantages that accrue through the adoption of simple, inexpensive yet effective strategies under the 
umbrella of Primary Health Care are now well established. It is the responsibility of the Organization 
to sharpen its perception of the needs of the countries and to articulate programmes to assist the 
countries, technically and otherwise, in facing the challenges of the future, so enabling the people to 
achieve a level of health that permits a socially and economically productive life. 
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... 

... 

... 

... 

... 

... 

44 (M3) 
44 (M3) 
54 (M3) 
15 043) 

50.0 (D) 
... 
... 

... 

16 (D) 
7 (Dl 
38 (Dl 
9.9 (D) 

... 

... 

... 

... 

27.3 (D) 
27.2 (D) 
22.5 (D) 
38.1 (D) 

65.0 (D) 
... 
... 
... 

7 (E2) 
16 (E2) 
51 (E2) 
27 (€2) 

... 

... 

4 (E2) 
... 

42 (€2) 
42 e2) 
33 (E2) 
52 (El)  

80-85 (E2) 
... 
... 

... 

90 043) 
50 (M3) 
50 043) 
27 (M3) 

... 

... 

8 (M3)9' 
169.6 

83 043) 
82 (M3) 
69 043) 
92 (M3) 

90 (M3) 
... 
... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 
... 
... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 
... 
... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 



Counny: Bhutan 

( S )  WHO 1&&d daubrc  m e o n  indimon (compiled ~ Y ~ S T M Q  giddy f r m  all available data sources) 
UNICEF - T k  s h e  of the worl ' I  chlldrsn. 1994 
WB - Wodd Devclopnmt Repon. 1993 
WSS - Water *upply ud smiutim senor mmilo%g m p ~  1993 . WHOlWSS Collabontive cwnciWKlCEF 

Table I (continued) 

ladiulor 

DEVELOPMENT OF HEALTH SYSTEMS BASED ON PHC 

13. "Health for N ~ l d o r m c n t  cmtinuer 

14. Mechanisms for involving people f U y  imctionin&ing develcped 

15. Amount of inlcrmlianal aid received a given for health 
15.1 A m m l  of international aid received for hcallh (mUmr US$) 

Aid received as a perccnugc of td.1 mtimal health expenditure 
15.2 Amount of aid given lo other countries fw health (millions US$) 

Aid given lo ahcr countries as s perunuge of GNP 

RESOURCES FOR HEALTH 

16. Perccnlags of prorr mtnmsl product $pent m health 
17. Per-uge d nuiond health erpenditurr apcnl rn lwal heallh servlcer 
18. Resourns for PHC mom quiubly distributed 

TRENDS IN HEALTHY LIFE.STliLES AND ENVIRONMENT 
(No global indicator devdaped yet) 

POPULATION AND SOCIOECONOMIC TRENDS 
19. Adult literacy nte - Bah ~ c r e r  

- Males 
- Femalen 

20. Per capita gross national pmducl (US$) 

Fbomacs: 
Based cd on KAP study of 300 rural women in 13 districts in 1992 

"' Ertcmal msaurcer lo health budga, 1987 "' External mraurcer lo health budgd. 1988-89 
PerrellLIge of 1-1 central government c ndilure rpenl m health 
Bued on pqda t i a ,  denominator of 600% 

Yep 

... 

... 

... 

... 

4.9 (111 
... 
... 

... 

36 ( ~ 2 )  
I0 (E2) 

80 (D) 

Yes 

... 

... 

... 

. . 

... 

... 

. . 

... 

... 

Yes 

... 

... 

0.846 (Ez)"' 
... 
... 
... 

a'b) 
... 

... 

36.8'0)) 
I0 (Dl 

110 (D) 

Yes 

Being developed 

1.716 (E2)Isb 
... 
... 
... 

4.2 (D) 
60 (EZ) 

... 

... 

... 

... 

... 

... 

Ycr 

Being devclaped 

... 

... 

... 

... 

... 

... 
Equity 

... 

54 (M3) 
... 
... 

425 (M3)-* 

4.8'" 

... 

... 
51 
25 

180 

1991 

... 

I& 
1990 

1991 

WB 

... 

UNICEF 
UNICEF 

WB 



~ ~ ~ p - ~ ~ ~  ~~~~~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~- 

Country: DPR Korea 

Table 1 :  Country HFA activities Monitoring and progress Evaluation 

Table I Continued on next page 

Indicala 

1. Life expectancy at binh (in years) 

2. Infant mortality rate (per 10W live blnhr) 

3. Probability of dyinp More age 5 (per 1003 live binhr) 

4. Matemal mortality rate (per I W WO live births) 

5. Percentage of newborns weighing a! lcarl 2500 gm at binh 

6. Weight-for-age andor weight~for-height of children (per cent acceptable) 

IMPLEMENTATION OF PRIMARY HEALTH CARE 
7. Safe drinking water and basic sanitation 

7.1 Safe drinking water (per cent papulauon covered) - Taal  
- Uhan 
- Rural 

7.2 Sanitation (per cent populakion covered) Total 
- Urban 
- Rural 

. 

8. MCH coverage by trained penonnel 
8.1 Pregnant women (per cent live binhr) 
8.2 Deliveries (per cent live binhs) 
8.3 Infant care (per cent live binhr) 
8.4 Pregnant women immunized u,ith tetanus loroid (per cent covered) 

Percentage of po ulation immunized with Hepatitis B vaccine 
Percentage of mints  immunized with yellow fever vaccine 

9. Contraceplivc use (per cent women of child bearing age) 
General fenility rate 

10. Infant immunization 
10.1 D m  (per cent of infann immunized) 
10.2 Polianyelitin (per cent of infants immunized) 
10.3 Measles (per cent of infants immunized) 
10.4 Tuberaloris (BCG) (per cent of infants immunized) 

11. Lwal health serviar (per cent population with accerr) - Total 
- Urban 

Rural 

12. Percentage of poplat im 'overed by PHC (all elements) 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

;E $3; 
100 (Dl 

E ::; 
IW (Dl 

(Dl 

% 8; 
... 

... 

... 

... 

... 

... 

... 

... 

IW (Dl 
IW (Dl 
100 (Dl 

... 

95 (h%2j6' 

100 (Dl 
100 (Dl 
1W (Dl 

1W (Dl 
100 (Dl 
IW (D) 

iiX(D) 

% $; 
... 

... 

... 

621 (D) 
69.9 (D) 
34.6 (D) 
69.1 (D) 

I00 (D) 
(Dl 

100 (Dl 

... 

... 

100 (E2) 
100 (EZ) 
100 (EZ) 

100 (M3) 
IW (M3) 
l W  (M3) 

100 (E2) 
100 (E2) 
100 (E2) 

... 

... 

... 

... 

96.8'" 
99.5'" 
97.4'" 
99.6'" 

... 

... 

... 

... 

100 (M3) 
100 (M3) 
100 (M3) 

lW(M3) 
IW 043) 

IW (M3) 

IW (M3) 
100 W3)  
lWNcf.'3) 

... 
N2 

... 

97.0 (M3) 
99.5 (M3) 
99.5 (M3) 
99.6 (M3) 

... 

... 

... 

IW 0*13) 



Country: DPR Korea 

Table 1 (continued) 

Foomacs: 
" Data ~mvidcd  bv national authorities durine RCM meetine in Se~lember 1991 

Indicator 

13. "Health for all" endorsement cantinuer 

14. Mechanisms for involving people fully iunclioningktng developed 

IS. Amount of internit~anal aid received or given for health 
15.1 Amount of international aid received for health (millims US$) 

Aid received as a percentage of t d  miana l  health expenditure 

a weight for age ' 
'O' Dam provided by natimal authorities during RCM meetin8 in September 1991 
"' Biennium 1986-87 W H O  only) "' Biennium 1988-89 (WHO only) 
"' For 1992-93 ( i m  WHO, UNICEF, UNFPA. UNOP) '" Convened f m n  2 500 Wan at the exchange rue of apprmtmately 2 Won to one US dollar "' Mort women am alrudy Lnmunired during child bearing age ar s matter of roucinv care 
N' No yellow fever in DPR K- 

15.2 Amount of aid given to other countries for health (millions US$) 
Aid given lo a h e r  countries an a percentage of CNP 

RESOURCES FOR HEALTH 

16. Percentage of gross national product spent on health 
17. Percentage of nnlional health expenditure spent on lwal heahh services 
18. Rerourcer for PHC more equitably distributed 

TRENDS IN HEALTHY LIFE-STYLES AND ENVIRONMENT 
(No global indicaw dcvelaped yet) 

POPULATION AND SOCIOECONOh!IC TRENDS 
19. Adult literacy rate - B a h  serer 

Maler 
- Females 

20. Per capita gmrs natimal praluct (US$) 

Sources: 
W) Data provided b?, national ~uthoritics during third monitoring of HFA aclivitier 
(72) Data rovided by muanal authaitier during r e m d  evaluation of achievement lhrmgh HFA srateg,er 
(D) HSTRQ d atabase on monitotiag a d  evaluation of HFA strategies 
(S) WHO standard daIab.$e on population indicators (canpiled by HSTRlQ globally f r m  aU available data sources) 
(UNICEF) ?he State of World's childm. 1994 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 
E q u ~ y  achieved 

... 

lOii.(0) 
( 0 )  

... 

... 

... 

... 
Equity achieved 

ILU?(U) 
100 (Dl 

... 

... 

... 

... 
Equity achieved 

. . 

1 0 0 i ~ 2 )  
100 (€2) 

... 

... 

... 

... 
Equity achieved 

... 

... 
100 (M3) 

... 

1 200 (M3jZh 



Country: INDIA 

Table 1:  Country HFA activities Monitoring and progress Evaluation 

I. Life expectancy at binh (in years) 

2. Infant mortality rate @er IOM) live binhr) 

- Both sexes 
- Males 
- Females 

3. Probability of dying before age 5 (per IOM) live births) 

4. Matemal mortality rate (per IW OM) live blnhrj 

5. Percentage of newborns u,eighing at least 25W gm at binh 

6. Wcight-for-age anffla  weight-for-height d children @cr cent acceptable) 

IMPLEMENTATION OF PRIMARY HEALTH CARE 

5 2 . 6 ' ~ )  
51.6 (D) 

107 043)'. 

7. Safe drinking water and basic ranitmton 
7.1 Safe drinking water (per cent population covered) - Taal  

- Urban 
- Rural 

7.2 Sanitation (per a n t  population covered) - Total 
- Urban 
- Run1 

8. MCH mvcrage by trained personnel 
8.1 Pregnant w m m  @cr cmt live binhr) 
8.2 Deliveries (per cent live binhr) 
8.3 Infant cam @er cent live binhs) 
8.4 Pregnant women immunized with tetanus toroid (per cent covered) 

9. Contraceptive use (per cent women of child hanng age) 
General fcnility rate 

10. Infan1 immunizxlion 
10.1 DPT @er cent of infants immunized) 

193 (El) 

294 (M3)" 

... 

... 

Percentage of ulmion immunized with Hepatitis B vaccine 
Percentage of%cr immunized with yellow fever vaccine 

55.1@) 
54.3 (D) 

I02 (h13)" 

10.2 Pdianyelitis (per a n t  of infants immunized) ... 36.0 (E2) 500  (MZ) 82.0 (E2) 90.8 (M3) 
10.3 Measles @er cent of infants immunized) 12.0 (E2) 17.0 (M2) 69.0 (E2) 85.8 (M3) 
10.4 Tukrculoris (BCG) (per a n t  of infants immunized) I : :  1 28.0 (T2) I 460 (MI) 1 89.0 L 2 )  1 96.5 (MI) 1 / I 

72.<(~2) 
... 

2 s . i i ~ z )  
... 

... 

... 

... 

... 

4,59. 

... 

I 1  Local heallh nervier (per cent poplatian with access) -Total 
- Urban 
-Rural 

160 (E2) 

300-4M (E2) 

70 (Dl 

... 

... 

... 

1 12. Percentage of populatim covered by PHC (all elements) 

5 5 . 6 ' ( ~ )  
56.4 0) 

94 (M3)= 

60.2 (EH) 
73.0 (EH) 
29.0 (EH) 

7.3 (EH) 
29.0 (EH) 
1.0 (EH) 

45.0 (D) 
32.5 @) 

... 

... 

... 

... 

41.0 (EZ) 

50 @) 
... 
... 

... 

... 

70 (Dl 

... 

... 

Table I Coolinucd on next page 

... 

58.6 (E2) 
58.1 (E2) 
59.1 (E2) 

84 (M3)" 

8 2 . 2 . i ~ ~ )  
... 

4 3 . 9 i ~ 2 )  
3.9 (0)  

40.0 (D) 
32.0 (D) 
25.0 (D) 

47.0 (M2) 

... 

... 

55.0 (M2) 

75 (Dl 
... 
... 

61.1 (M3)" 
60.6 (M3)Ib 
61.7 (M3)Ib 

79 (M3)'b 

142 (M3)" 

... 

69 (M3)" 

... 

... 

... 

... 

76.9 (EH) 85.2 (WSS) 
86.8 WSS)  

47.0 (EH) 

I w  (Dl 
100 @) 
100 (Dl 

124 (M3)'b 

376 (M3)4b 

67 (M3)" 

... 

14.0 (EH) 
42.4 (M3) 
3.0 (EH) 

70.0 (E2) 
44.1 (M3) 
80.0 (EZ) 
69.0 (E2) 

41.9 (EZ) 

83.0 (E2) 

... 

... 

... 

16.2 (WS? 
45.7 (M3) ' 
2.0 (WSS) 

79.4 (M3) 

90.O(M3) 
79.4 (M3) 

43.6 p 3 )  
3.8 ' 

90.3 (M3) 

10, 

NO Y.F. 

I W  (Dl 
... 
... 

37 - 73 

... 

... 

... 
... ... 

1980-92 UNICEF 





County: Indonesia 

Indicator 

I. Life expectancy at birth (in yean) 

2. Infant monallty rate (per IWO live binhr) 

3. Probabiltty of dying before age 5 (per IWO live binhr) 

4. Maternal monallty raw (per 101 000 live blnhr) 

5. Percentage of newborns weighing at lean1 25W gm at binh 

7. Safe drinking arar and basic smitaion 

7.2 Sanitallon (per cent population covered) 

8. MCH coverage by trained personnel 
8.1 Pmgnanl u,anen @r cent live binhr) 
8.2 Delivener ( p r  cent live binhr) 
8.3 Infant care (per cent live binhr) 
8.4 Pregnant women immunized with tetanus toxoid (per cent covered) 

Percentage of ulaion immunized wilh Hepatitis B vaccine 
Percentage of Pants immunized u,ith yellow fever vaccine 

9. Contraceptive we @r cent women of child bearing age) 
General fertility rate 

10. Infant immunization (per cent of infants imrnunirsd) 
10.1 DPT 
10.2 Polimyelitir 
10.3 Measles 
10.4 Tuberculorir (BCG) 

11. Local health sen-nar (per cent poplation with access) - TouI 
- Urban 
- Rural 

12. Percentage of popllatim covered by PHC (all elemenlr) 

Table I Continued on next page 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

48.7 (E2) 
28.3 (EZ) 
51.2 (E2) 
24.7 (E2) 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

56.7 (€2) 
40.7 (E2) 
55.6 (E2) 
25.5 (E2) 

... 

... 

63.7 (€2) 
... 

46.5 (E2) 
4 . 1  (€2) 
45.2 (E2) 
66.1 (E2) 

42.7 (E2) 
... 
... 

... 

75.6 (M3) 
43.5 (E2) 

64.28 (M3) 
52.7 (M3) 

... 

... 

59.30 (M3) 
... 

96.7 (M3) 
88.9 M 3 )  
85.8 (M3) 
94.0 M 3 )  

... 

... 

... 

... 

76.49 (M3k 
31.7 (M3) 
65.45 (M3) 
63.9 iM3) 

34.88 (M3l8' 
... 

62.60 (M3) 
... 

W.2 (M3) 
94.8 (M3) 
90.3 (M3) 
96.2 (M3) 

... 

... 

... 

... 





Country: Maldives 

..:-;- ....... . 

....... (1991-1993) 

.:...: 
................... 

:. 
........................ i;.: ..; : * .mBg$f$Z :.:<.:< 

TRENDS IN HEALTH STATUS 

I 1. Life e x p r a m q  at binh (in years) - Both serer 
- Males 
- Femder 

2. Infant molulity rate @er IWO live births) 

3. Probability of dying bzfore age 5 (per IOOO live binhr) 

4. Malemd m o d i t y  rate @er 100 WO live binhr) 

5 3 . 4 ' ~ )  
49 J (D) 

5. Percentage of ~ w b o r n r  weighing at 1-1 2500 gm at binh 

6. Weight-for-age snffla weight-for-height d children (per cent acceptable) 

IMPLEMENTATION OF PRIMARY HEALTH CARE 

77 0 )  

... 

... 

7. Safe drinking w e r  ad basic rsnitatiw 
7.1 Safe driking wucr @er cent papulation covered) - Tdal 

- Urban 
Rural 

6 3 . 0 ' ~ )  
62.0 (D) 

74 (Dl 

... 

7.2 Sanitation (per cent population covered) - Total 
- Uhan 
- Rural 

71 (Dl 

... 

... 

... 

... 

... 

8. MCH mvenge by tNned peromel  
8.1 Pngnsnt w m a  (per a n t  live births) 
8.2 Deliveria (per cent Live binhs) 
8.3 Infant urr @cr a m  L(vt binhr) 
8.4 Pregnant women immunized with tuanur toxoid (per cent covered) 

61.0 (D) 
... 
... 

... 

... 

... 

... 

... 

9. Contmc live use @er cent women of child baring age) 

58 0) 

... 

... 

26.0 (EH) 
60.0 (EH) 
14.0 (EH) 

... 

... 

28.0'@) 

P~r~cntngc  of uluion immunized with Hepatitis B vaccine 
Percentage of K t r  immunized with yellox, fever vaccine 

66.0 (M3) 
66.0 (M3) 
65.0 (M3) 

... 

... 

15.2 (EH) 
54.0 (EH) 
1.0 (EH) 

I General lrtility me (per IWO w m e n  d child be- age) ... ... ... ... 164.7 (M3) 
... 

11. L a d  health semias @er a n t  pguls t im with access) - Told 
- U h  
- Rural 

67.0 (M3) 
67.2 (M3) 
66.6 (M3) 

34 (M3)" 

48 043) 

400 (M3) 

9 1 . 0 ( ~ )  
17.0 (D) 

47 (Dl 
... 

15.0,R) 

... 

... 

12. Percentage ol popllatim covered by PHC (aU elemear) 

31 (M3) 

45 043) 

300 (M3) 

80 ( E l )  

... 

I~YCD) 
2.1 (D) 

... 

25 P) 
... 

83.3 (M3)5' 

59 (M3)6. 

47.5 (EH) 
98.4 (E2) 
32.0 (EH) 

... 

... 

16.0@) 

... 

... 

Table I Continued on ncxt page 

... I ... 

68.9 (WSS) 
57 (M3) 
85 (M3) 

23.9 (EH) 
83.0 (EH) 
2.0 (EH) 

... 

1od"P) 
a P) 

49.4 (WSS) 
96 (M3) 
26 (M3) 

50-60 (E2) 
506C (EZ) 

I00 (E2) 
67 (E2) 

... 

... 

... 

... 
100 (M3) 

95.2'(M3) 

... 

75 (Dl 
... 
... 

23.4 (M3)" 

... 

... 

... 

21 (M3)IW 
... 

... 

... 

... 

42 (M3) 

86.4 (M3) 
... 
... 



Countrv: Maldives 

DEVELOPMENT O F  HEALTH SYSTEMS BASED ON PHC I I I I I I I I I 
13. "Health for all" mdorsancnl continuer I ... I ... I ... I Yes 1 YFI 1 I I I 
IS. Amwnl d inlermtimal aid maived a given f a  h d l h  

15.1 Amant  of intem.tionsl aid mceived for h d l h  (millions US$) ... I ::: I ::: 6.2 ( ~ 3 ) " '  I 5.9 (M3)"' 
Aid received u a amlacape of tdsl  national h d t h  exanditam ... I ... I 

14. Mechanisms for involving pcwe fully fislclionin@king develapsd 

15.2 Amount of aid gi&n to &r countries f a  hcallh (mi~i6ns US$) 
Aid given to aher cantries ns a percenlage of GNP 1 

I I I I I I I I 
RESOURCES FOR HEALTH 

... I ... 

16. Perccnlage of gmss natimal product spent on health 
17. Percentage of national health expenditure spent on local health services 
18. Resources for PHC mom equilably dirtributcd 

'" Cmcngc du'ring 1992 
Coverage by is1 8BOSb. 2nd dose 59%. 3rd dme 21 8 :; Fn yur 19% For y e u  1992 

IPgmPHC 

TRENDS IN HEALTHY LIFE-STYLES AND ENVIRONMENT 
(No g l a  indimor devdopod yet) 

POPLEATION AND SOCIOECONOMIC TRENDS 
19. Adult literacy rate - Bolh sexes 

- Males 
- Females 

20. Pcr upit. gross n l ima l  produn (US$) 

Sm-z: 
(M3) DaIa provided by n n i d  authaitier d-8 third mmitoring of HFA aaivirisr 
(32) D.u idcd by d m d  auihailics d w  remod cvaluuim of achievement lhrmgh HFA strategies 
(D) HSTK- m mmiloring md enhution d W A  rtntegics 
(S) WHO rundad h b u c  on pcplluion indialon (campiled by HST/HQ globally f m n  all available dam sources) 
(R) ~ / E P I d . U  
(3%) Wodd &dr. Wald  Dcvclopent R e p m  1993 wmcm)  he su t e  d world's children, 1993 
(UNDP) H m m  developncnl Repat, 1993 

... 

1.4 (D) 
... 
... 

Nolcr: " Assumed to have rrmc carer under ~ p o n e d .  43 (E2) 
" F m  centrai hospital data ' Weight-fw-rge for 8 yun.  data fmm rnobiic lum 

Urbm 28.8%. Run1 21.78 

... 

... 

... 

352 (Dl 

&ing developed 

2.4 (D) 
... 
... 

Being devclapsd 

... 

... 

... 

407 (D) 

5.0 (D) 
... 
... 

... 

... 

... 

348 CD) 

12 (€2) 
... 

Inmasing equity 

95.4 (E2) 
... 
... 

575.2 ( E 2 P  

83 ( ~ 3 ) " '  
Inmasing equity 

98.0 (M3) 

... 

5.0 

460 

1988-90 UNDP 

1991 WB 



Country: Mongolia 

Indlratar 

I. Life expectancy at binh (in years) 

2. Infant monality we (per \OW live binhr) 

7. Safe dnnking water and basic sanitation 

7.2 Sanitation @er cent populat~on covcred) 

8. MCH mvcrage by trained penannel 
8 1  Pregnant womcn @er cent live binhs) 
8.2 Deliveries ( ~ r  cent live bi&r) 
8.3 Infant care @er cent live binhs) 
8.4 Pregnant women immunized with tetanus loxold (per cent covered) 

9. Contraceptive use @er cent women of child beanng age) 
General fertility rate 

10. Iniant immunlration 
10.1 DPT (per cent of infants immun~zed] 
10.2 Polianyclitir (per cent of infants immunized] 
10.3 Measles @er cent of infants immunized) 
10.4 Tuberculorir (BCG) (per cent of infants immunized) 

Percentage of po ularton immunized u,ith Heparitlr B vaccine 
Percentage of immunized with Yellow fever vaccine 

I I .  Local health services (per cent popllatim unh access) Total 
- Urban 
-Rural 

I?. Percentage of poplaurn covered by PHC (aU elements) 

Table I Continued on next page 

... 

... 

... 

... 

... 

... 

... 

... 

... 

90 (Dl 
... 
... 

... 

... 
99.6 iD) 

... 

. . 

... 

... 

... 

... 

... 

... 

100 (Dl 
100 (Dl 
100 (D) 

... 

96.9 (E?) 
99.8 (E21 
99.1 (E?l 

... 

... 

21.5 (EZ) 
84.8 (E2) 
113.3 (E2) 
55.9 (E?) 

... 

... 

100 (Dl 
I00 (D) 
100 (D) 

... 

98.4 iE2) 
99.9 (E2) 
99.6 (E?) 

... 

... 

80.6 (M3) 
78.4 (M3) 
82.3 (M3) 
84.9 (M3) 

6.0 (M3) 
... 

... 

... 

... 

... 

71 (M3) 
99 (M3l 

94.01 (M3) 
N' 

... 

66.6 (M3) 
56.9 W 3 )  
87.5 (M3) 
86.7 (M3) 

49.0 p 3 )  
N- 

... 
... 
... 

... 



Counay: Mongolia 

Indi ra la  

13. "Health for dY endorsement continues 

14. Mechanirmr for involving peoplc fully functioningking developed 

I 5  Amount of internatimal aid rcaeived or given for health 
15.1 Amount of intcrnaional aid received for health (millions US$) 

... ... ... ... ... I Aid received ar n pcrcenlage of t a d  natimrl hvillh expenditurn 
15.2 Amount of aid given to olher countries for health (millions US$) ... ... 

... I ::: 1 ::: ... Aid given to a h e r  counlrler as a percenlage of GNP 

Sources: 
(M3) D a b  provided by nmional suthoriticr durlng third monitoring of HFA aaivtller 
(E2) Daln mvided by l v l i m d  authontier during r c m d  evaluation of achievement through HFA strategies 
(D) HSTRQ d a l a b e  on rnmito%g and ev.luation of HFA strategies 
(S) WHO nm&d dstsbrc m pqmlation indirrtorr (canpiled by HSTRIQ g l M y  f r m  all available &u sources) 
(WB) me World B d .  W a l d  Development Re*. 1993 
(UNICEF) me State of Wodd'r children. 1994 

RESOURCES FOR HEALTH 

16 Percentage of gross natlmal product spent on health 
17. Percentage of national health expenditure spent on l a a l  health rewicer 
18. Resources for PHC mom cquilably diaributed 

TRENDS IN HEALTHY LlFE.STYLIL5 AVD ENVIRONMENT 
(No global indicata developed yet) 

POPULATION AND SOCIOECONOMIC TRENDS 
19. Adult literacy rate - B a h  rexea 

- Mslcs 
- Females 

20. Per capita gross natimal product (US$) 

Foonoter: 

" Werght for age. b r e d  m rtudber of 3212 chtldren belu.en 1-4 yean 
6b Weight for hetght. bared on rtudirr of 3212 children between 1-4 yean 
" Data from Health S e n a  Review. July 1993. MOH Mmpatia '" Includes donmion and UNICEF contribution only. dala for year 1991 
"@Includes donmion. loan. WHO. Uh'lCEF and UNFPA contributions for 1992-93 
16' Percentage of public health cxpcnditurr to total national budget "' TI' vaccine is not used in Mongolia 
N' YCUOW fever vaccine ir na used in Mmgdia 
"' Tug. 33200 = 1 8 3 0  for y u r  1992 ( a  4 0  Tug. = 1 US dollar) Dab  provided by nalmal authorities is a nupplrmcnt to CFM3 repar. July 1994 

8 (Dl 
... 
... 

... 

85.5 (M3) 

8 5 . 8 ( ~ 3 )  

... 

10 (D) 
40 (Dl 

... 

... 

S44 (M3) 

&.O(M3) 

... 

... 

... 

... 

... 

... 

... 

... 

640 (D) 

6.7 (E2) 
40.6 (E2) 

... 

... 

85.0 (M3) 

8 6 . 2 i ~ 3 )  

840 (EZ) 

14.4 (M3)"' 
... 
... 

... 

. . 

... 

... 
830 (~3) ' "  



Country: Myanmar 

Indlealw 

2. Infant mollalnty rate ( p e r  1000 live binhr) 

3. Probability of dymg bcfore age 5 (per 1OOO live binhr) 

4. Matemal monalrt) r a ~ e  (per 100 000 live binhs) 

7. Safe drinking water and baric sanitation 
7.1 Safe drinking water (per cent population covered) - Tolal 

7.2 Sanitation (per cent population covered) 

8. MCH coverage by trained penonncl 
8.1 Pregnant women (per cent live binhr) 
8.2 Deliveries (per cent live binhn) 
8.3 Infant care (per cent live binhr) 
8.4 Pregnant women immunized with tetanus toroid (per cent covered) 

Percentage of populat~on immunized with Hepatitis B vaccine 
Percentage of infants immunized with yellow fever vaccine 

9. Contraceptive use (per cent women of child bearing age) 
General fertility rate 

10. Infant immunization 
10.1 DPT (per cent of infants immunized) 
10.2 Poliomyelitis (per cent of infants immunized) 
10.3 Mearles (per cent of infants immunized) 
10.4 Tuberculosis (BCG) (per cent of infants immunized) 

~p ~p ~p 

11. L n a l  health serviaes (per cent popllatim u,ith accerr) Total 
- Ucban 
- Rural 

12. Percentage of popllatim covered by PHC (aU elcmcnts) 

Tablc I continued on next page 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

30.0 (D) 
... 
... 

... 

75.0 (D) 
25.0 (D) 
71 0 (D) 

... 

... 

... 

. . 

... 

... 

... 

... - -- 
48.0 (D) 

... 

... 

... 

gl.3 (E2) 
92.8 (E2) 

' 2 9 f i ~ 2 )  

... 

... 

... 

... 

... 

... 

... 
- ... 

... 

... 

... 

... 

90.1 (E2) 
94.0 (EZ) 

Z X . ~ ' ~ E Z )  

... 

... 

... 

... 

88 ( ~ 3 ) ' "  
88 ( ~ 3 ) " '  
86 (M3)'"' 
86 (h13)'~' 

... 

... 

... 

... 

81.6 W3)" 
41.6 (M3Iab 

72.0"&f3) 

... 

... 

21.6 ( M 3 g  
3.9 (M3) 

73.2 (M3)'Ob 
731 (h13)'0b 
71.0 (M3)'Ob 
80.0 (M3)'Ob 

... 

... 

... 

70.0 (M3)'" 

48"' 1987-90 UNDP 



Country: Myanmar 

Referenre gem 

Indicator 

DEVELOPMENT O F  HEALTH SYSTEMS BASED ON PHC I I I I I I I 
13. "Health for all" endonmerit continuer ( . . ... I I I 

... ... ... 14. Mechanisms for involving peop(c fully funrtionhgkinp developed ... FuUy fundioning 
(M3) 

I I I I I I I 
15. Amount of intematimd aid received or given for heallh ... ,.. ... 24.2 (E2)I5' 15.5 (M3)"b 12.0 1990 WB 

... ... ... 15.1 Amount of inlemationd aid received for health (millions US$) ... ... ... ... ... 
Aid refcived as r pnenlage of total national health expenditure 

15.2 Amount of aid given to other countries for health (rnillionr US$) 
Aid given to other cwntrier as a percentage of GYP 

( RESOURCES FOR HEALTH I I I I I I I I I 
16. Percentage of pmrr nrtimnl product spent on health 
17. Percentage d n r t i o n d  health expenditure spent on l a a l  health services 
18. Rerouncr f a  PHC more equitably dianbuted 

TRENDS IN HEALTHY LIFE-SIYLES AND ENVIRONMENT 
(No global indicator devclaped yet) 

,-,. ," ,-,, " ..-,--, 
71.5 (€2). far hildren I to under 3 years of age " 93.6 (M3) Weight-for-height. for children 1 to under 3 years of age Weight-for~agc 

" Pcmntage of w w n n t  a m e n  atended by midwives (68.91. by auxihaw midwives 12.7 '' Percentaee of damiciliari deliveries by miduxves 

I 

0.9 (D) 
... 
... 

POPULATION AND SOCIOECONOMIC TRENDS 
19. Adub lireracy rate - Both sexes 

- Males 
- Females 

20. Per capila gross national pmduct (US$) 

" For married a&;" only, f m  r audy in-20 tou.nrhipr of sir divisions & the country 
TDUJ fenilily nte 

'@A Dau for 1990, '" Dam for 1992 

... 

"' ~ , u i *  wir& access to h e d h  cervices '?A Villager cwered by one a mwe health r t d f  a voluntary health worken 
"' For b~enntum 1988-89 14 million (D) "b For year 1993 '" For year 1992-93 

170 (D), 239 (D). GDP for PU (E2) data 

1.1 (Dl 
64.8 (D) 

... 

... 

... 

... 

190 (D) 

Sources: 
(M3) D w  pmvidcd by " + i d  ruthorilks d-g third mwitoMg of HFA saiviticr 
(n) h t m  iacd by mumal authailier dunng r-d cvduanm of n h i ~ c m c n t  i h m g h  HFA nraregisr 
(D) ~ s ~ K d . u b ~ e  m monitoring and cvduatim d HFA strategies 
(S) WHO sun&rd d M b x  m attat mdaaton (mm 'led by HSTmQ g l W y  fran all svrilrblc data ratrcsr) 
OW) ihe  ori id B d .  ~orL%2~~lk~~; R q m .  I& 
(UNICEF) llx S h e  d Wotid'r children. 1993 
(UNDP) ihe H m a n  Developncnt Repon. 1993 
IFHt WUO~EAROIFH di"i.lrn damhare 

... 

1.1 (EZ] 
35.0 (D) 

... 

85.8'&2) 
71 d (E2) 

241 ( ~ 2 ) -  

... 

0.8 ( E 2 )  
... 

Yes 

... 

... 

264 (E2)'Ob 

0.92 (M3)Ib 
... 

ye 5 

... ... 

... 

... 

... 

225 (€2)'* 

... 
... 
... 

... 

81 1990 UNICEF 



Country: Nepal 

Reference y e u  

lndlrnlw 

I .  Life erpeclancy at blnh o n  years) 

2. Infant monallt? rate (per 1OOO l tve binhr) 

3. Probability of d)lng kfilre age 5 (per 1OOO lt\e hcnhrl 

4. Malemal m o m l ~ l ?  <ale (per I W  003 live b%nhs, 

5. Percentage of newhoms ur~ghing al l eas  2500 gm at binh 

7. Safe drinking water and basic ranilation 

7.2 Sanitation (per cent populat~on covered) 

8. MCH coverage by tralncd personnel 
8.1 Pregnant women @er cent live binhr) 
8.2 Deliveries (per cent live binhr) 
8.3 Infant care (per cent live hirthr) 
8.1 Pregnant women i r n m u n i d  with tetanus toroid (per rent coicred) 

Percentage of po ulallon immunized with Hepatitis R vaccine 
Percentage of inLtr cmmunized wilh yellow fever \,acclne 

9. Conlraceptive use (per cent women of child beacing age) 
General fertility rare 

10. Infant immunization 
10.1 DPT (per c e n ~  of infant% immunized) 
10.2 Polianyellltr (per cent of infants immunized) 
10.3 Measles (per cent of infants immunized) 
10.4 Tuberculos~r (BCG! (per cent of infants immunized) 

I!. Local health setvices (per cent population wtrh accerr) - I'otal 
- Uhan 
-Rural - 

I 2  Percentage of poplation covered by PHC (all elements) 

Tablc I Continued on nest page 

... 

... 

... 

... 

... 

7.6 (E2) 
... 

I8 (€2) 
3 (E2) 

59 ( ~ 2 )  

10.0 (D) 
... 
... 

... 

17.0 (D! 
I 0 0  (Dj 
10.0 (D! 

... 

. . 

... 

32 (E2) 
20 (E2) 

67 ( ~ 2 )  

... 

... 

... 

9.4 (E?) 
5.6 (€2) 

Is'(D) 

. . 

... 

15.1 (€2) 
... 

43 (E2) 
41 (E2) 

79 ( ~ 2 )  

... 

... 

... 

. . 

... 

24 ' k 2 i  

... 

15-20 (E2) 
... 

74 (E2) 
73 (€2) 
58 (E2) 
95 (E2) 

55.2 (€2)"' 
... 
... 

... 

18.0 (M3) 
31.4 (M3) 

2 6 . 8 i ~ 3 )  

... 

... 

21 8 (M3)" 
... 

71 @I31 
72 (M3) 
66 (M3) 
83 m13) 

... 
... 
... 

... 



Country: Nepal 

DEVELOPMENT OF H W L T H  SYSTEMS RASED OS' PHC 

13. "Health for all '  endorsement contmnuer 

14. Mechanisms for involving people fully function~ngbemg developed 

15. Amount of international a d  revwed w gwen lor health 
15.1 Amount of mtemauonal aid received for health (millioor US$) 

Aid received a a percenlage of tad national health expenditure 
15.2 Amount of aid given to other countries for health (millions US$) 

Aid gwen to Rher counwicr as a percenrugr of GNP 

TRENDS IN HEALTHY LIFE.SrYLES AND EVVIRONMENT 
(No global ind~cator develaped yet) 

I I 

Yes 

... 

16 Percentage of groir nauonal product rpen, nn heahh 
17. Percentage of nat~onal health expenditure rpenr on local health services 
18. Resources fur PHC ma= equttably dinribuled 

.-.. 
* Y e p l  F r n d ~ t ) .  FP and llcalrlt S~nc, I*? \it111 
'' \<hfK csunnlr, h! ,nJ~rr;r aicrh.,J ~Slir,.h,,clJ m o h m  n! .bc(,al i.zndtr) buntl) Plmnm; 2nd H:alth Sor\r\ , \TIIS..  I ' h l  
" BUCJ 115 11 dcl.\enc' tn inlaamltr 11 l r ~ a l . 4  in Kathmandu dunns IW3 

1 

Y e s  

... 

I 

1.4 (IN 
28.4 (Dl 

... 

WPULATION AND SOClOECONOMlC T R E N n S  
19. Adult literacy rate - Borh serer 

Males 
- Females 

20. Per capbra gross nattonal product (US$) 

" Height-for~age dam collected from lh'dirt&u of dlfferent regions in-the cmnt) " Height-for-age nccepuble (31%) for 24-59 months of age. Weight-for-height accepable (86%) for I ? - ?  months of age 
Percentage of cumnUg mamicd wanen (22.79~ using any method. 21.8% unmg modern method) 

"'Marnlain 39.7%. HiU mgim 461%. Teri  ~ p i o n  68.2% 
Aid received during biennium 1989-90 in Nepalese Ruppes 

"b Aid reaivcd during bicnnium (992-93 in Neprlerc Rupees 
'I' Aid received ar a percentage of tad health budget 
16. d cnp 

232.55 (M3)": 
11.13 (M3) 

.,. 

... 

-. 
"' Bared a n  budget aUaarion '" GDP 

Yes 

Being developed 

... 

1.4 1D) 
11.7 (Dl 

... 

*--.. 

3 1 . 7 ' ( ~ )  
9.2 (Dl 

170 (E2)"' 

Sources: 
(M3) Data provided by n a t i d  authoriticn during third monitoring of HFA aalvities 
(€2) D a u  rovidcd by national aulhoher dunng second cvalunion of achievement thrmgh HFA anlegies 
(Dl HSTKQ daubate on monitoriag and evalualron of HFA strategies 
(S) WHO sundad d a u b r e  an papulation indicators (canpiled by HST/NQ globplly fran aU available data sourcer) 
IWB) ?he World Bank. World Developnent Repon. 1993 
IIINICER lhr %srr of Wnrlsl'r rhildrm 1991 

354.25 (M3)Isb 
43.98 (M3)"' 

Yes 

Being developed 

... 

... 
lncreared eqult! 

(M3) 

... 

... 

... 

170 ( E ~ I ' ~  

Yes 

Bclng developed 

33 
23.6 

0.m (M3)'- 
51.2 (€2)": 

Increased equlty 
(M3) 

SI .~ ' (D]  
18.0 fD) 

160 (E2)'OZ 

1990 
1990 

0.62 (M3)'b' 
52.7 (M3)"' 
Equity (M3) 

WB 
WB 

34.8 (E2) 
52.0 (E2) 
18.0 fE2) 

I60 (E2)'" 

39.6 (M3) 
54.5 (MI) 
25.0 (M3) 

... 180 1991 WB 



Country: Sri Lanka 

Indicator 

1. Life expectancy at bmh (tn years) 

2. Infant mortality rate (pi 1OOO live binhsj 

3. Probability of dying before age 5 (per 1000 live binhs) 

4 Malemal mortality rate (per 100 000 live binhs) 

5. Percentage of newborns wighirag at least 2500 gm at binh 

6. Weight-for-age andior weight-for-height of children (per c e r  acceptable) 

IMPLEMENTATION OF PRIMARY HEALTH CARE 

7. Sale drinking water and basic sanilation 
7.1 Safe drinking water (per cent population covered) Taal  

- Urban 
- Rural 

7.2 Sanitation (per cent population covered) - Taal  
- Urban 
- Rural 

8. MCH mvernge by trained personnel 
8.1 Pregnant a m e n  (per cent live binhs) 
8.2 Drliverie. (per cent live binhs) 
8.3 Infant care (per cent live binho) 
8.4 Pregnant women immunized with letanus toroid @er cent covered) 

Percentage of uluion immunized with Hepatitis B vacone 
Percentage of x n t n  immunized with yellow fever vaccine 

9. Contraceptive use (per cent women of child buring age) 
Gcmral fenility rate (per IOOO w m c n  of child bcaing age) 

10. Infant immunization 
10.1 DPT (per cent of infants immunized) 
10.2 Pdimyelitir @er cent of infants immunized) 
10.3 Measles @cr cent of infants immunized) 
10.4 Tubcrculosir (BCG) (per a n t  of infants immunized) 

11. Local health 3 t w i a s  (per ccnt ppoplalim with acmr) - Tom1 
uman 

- Rural 

12. Peranrage ofpoprlaticn covered by PHC (all elemcntr) 

T.-, e-..--, -. ~ 

75.0 (D) 

... 

... 

... 

... 

... 

... 

... 

68.5 (Dl 

6 2 . 3 ' ( ~ )  
... 

... 

... 

47.7 (M3) 
... 

... 

... 

... 

... 

w (D) 
... 

... 

... 

... 

65.0 (EH) 
82.0 (EH) 
60.0 (FH) 

58.0 (EH) 
65.0 (EH) 
56.0 (EH) 

... 
86.9 (0)  

41.0'(~2) 

... 

... 

... 

... 

69.5 (E2) 
70.7 (E2) 
20.0 (€2) 
70.5 (E2) 

... 

... 

... 

... 

76.4 (E2) 

... 

8 2 . 0 ( ~ )  
35.0 (D) 

6 9 . 6 ' ( ~ )  
41.0 (D) 

81 6 (E2) 
83.5 (EZ) 
82.2 (€2) 
50.7 (EZ) 

... 

... 

. . 

... 

77.0 (E2) 
79.2 @Z) 
59.6 (32) 
76.2 @2) 

w (0) 
... 
... 
... 

77.7 (E?) 

65.36'/63.06%13~ 

67 (E2) 
76 (E2) 
64 (€2) 

72.0 (EHI 
84.0 (E2) 
61.0 (€2) 

86.3 (EZj 
85.2 (E?) 
87.5 (E2i 
54.8 (EZ) 

... 

... 

62.0 ( ~ 2 ) ~ '  

87.0 (EZ) 
87.7 (EX 
76.3 (EZ) 
89.8 (EZ) 

S?3 (E2) 
... 
... 

... 

78.2 (M3)" 

W.66'153.16b (M3) 

53 043)" 

49 (M3) 
87 (M3) 

61 @13)" 
67 (M3) 
60 (M3) 

97 (M3) 
97 (M3) 
88 (M3) 

85.3 (M3) 

... 

... 

62.0 (M31Pb 
77.3 (M3) 

89.8 (M3) 
89.5 (M3) 
82.9 (M3) 
88.5 043) 

... 

... 

... 

... 



Country: Sri  Lanka 

Sourrn 
( M ~ J  Dam pn,ul&J h) nm~unal aulhunees d~r lng  hard mundtonng of HI.4 acln.ucr 
(E2J Data r u ~ d c d  h) wumal aulhantlcs Junng serund rraluu~un of arh~c\cmcnt ihx.ugh tlt \ unwgwr 
(D) HST/RO dnubue 4 monttonne a d  evaluattun cl +,FA r t w m c s  

Indkala 

13. "Hedth for all" endarement cmunues 

14. Mechanisms for involving people fully f u n c l i o n i n ~ i n g  developed Fully funaioning (M3) 

6) WHO rin&rd W w  m -hlim indi&R (mm . l i d b y > ~ i T / H ~  ~lobaiiy f r an  rU available dam r a m c s )  
CWB) ne world W. ~ J T v e ~ a p n e n t  ~ c p m .  I& 
(UNICEF) % SUtc of Wwld's children. 1993 
WNW) R e  Human Developnmr Report. 1993 
(EH) WHOBEAROEH divison dauhse 

19. Adult l i~ency ratc - Bah  sexes 
- Maler 
- Females 

20. Per capila gross nstimd pmduct (US$) 

Naer: '' Binh aeighl survcillana data - Family health borcau 
6. For 1-2 yeas of age " For 2-4 years of age 
" Excludes Nonh and E.n Rcgionn of the county 
gl Martial women, " Womrn of child b r i n g  sge 
"' Y u r  1988. 15' Year 1P89. Ik Year 1992 

87.2 (h13) 
91.1 6 2 )  
83.2 (M3) 

3M) (D) 

.,. 

... 

... 
348 (E2)  

9 0 . 5 ( ~ )  
82.4 (Dl 

341 (€2) 

... 

... 

... 

345 (E2) 

... 

... 

... 

... 

88 

500 

1990 

1991 

WB 

WB 



Counny: THAILAND 

I TRENDS IN HEALTH STATUS I I I I I I I I 
I. Life expectancy at btnh ( ~ n  years) 

2. Infant rnonalily race (per IoW lh\r hmhs) 

3 Probability of dying before age 5 (per 10W live blnhi) 

4. Maternal molral~ly ralr (per IW OW h e  blnhs) 

7. Safe drinking water and barlc sanilauon 
7.1 Safe drinking wakr  (pcr cent populat~on couered) - T a a l  

- Urban I ::: 
I Rural I 

7.2 Sanitation (per cent pupular~on ro\,ercdl - Total ... 
Urban ... 

- Rural ... 

8. MCH coverage by trained personnel 
8.1 Pregnant women (per cent lkve binhr) ... 
8.2 Deliveries (per cent lbve births) ... 
8.3 Infant care (per cent live binhr) ... 
8.4 Pregnant women lrnmunized with tetanus toroid (per cent covered) ... 

9. Contraceptive use (per ccnl uornen of chtld bearing age) ... 
General fenilily rate (per 1 WO women) ... 

63.0 (EH) 
54.0 (EH) 
65.9 (E2) 

47.1 (EZ) 
78.0 (EH) 
47.1 (E2) 

67.8 (E2) 
591  (EZ) 
96.3 (E2) 

75 76 (213)" 78.25 (M3)" 
... 75.0 (EH) 

74.3 ( € 2 )  78.3 (E2) 

Percentage of po ulalion imrnun8rcd with Hepatitis B vaccine 
Percentage of inl!ntr immunized u,ith yellow fever vaccine 

I I .  Lmal health services (per cent populatiw with access) - Total 
urnan 

Table I Cmtinued on next page 

- Rural ... ... I I ... ... ... I I I I I 

... 

... 

30.0 (D) 
... 

I?. Percentage of p o p l a t ~ m  corered by PHC (aU clementr) 

... 

... 

... 
... 

... 

... 

... 

... 

... 

... 

... 

59.0 (E2)"' 

... 

15.4 (M3a) 
NO Y.F. 

70.0 (M3) 

90.0 (M3a) 



Country: THAILAND 

Swrcen: 
(M3) Data provided by natlmal sulhoritres during third molutonng of HFA aaivilicr 
(M3a) Data received from Rztional authorities in reply to query rent 
(E2) Data rovided by nauonal authorities dunng r e m d  evaluation of ach!crcmcnt lhrmgh HFA rcnnegier HSTJQ d atabase m monitoring and evaluation of HFA rtntegier 
(S) WHO standard habare on population hdicaton (compiled by HSTMQ glotnlly f r m  all available data sources) 
OUB) The World B.nt, World Devclqmmt Rcpon. 1993 
(UNICER The Sa te  ol World's children. 1993 
(EH) WHOlSEAROiEH division database 
W S S )  Water supply and limitation sector monitoring repon 1993 - WHOWSS Collaborative c o u n c ~ N 1 C E F  

Indlcalor 

n. "Health for a U  endorsement cantinuen 

14. Mcchanirrns for involving pewlc fully functioninglbeing developed 

IS. Amount of international aid received or given for health 
15.1 Amount of international aid received for health (rniUtons US$) 

Aid rcnivcd ar a percentage of t a d  nalimal health expenditure 
15.2 Amount d a i d  given to other countries for health imillions US$) 

Asd given to dher  corntries as a permntage of GYP 

RESOURCES FOR HEALTH 

16. Percentage of gross nauonal product spent on health 
17. Percentage of national health expenditurn spent on l a a l  heallh sen l i e s  
18. Resources for PHC more equitably distrihltcd 

TRENDS IN HEALTHY LIFE.STYLES AND ENVIRONMENT 
(No global indiceor develaped yet) 

POPULATION AND SOCIOECONOMIC TRENDS 
19. Adult literacy rate Both serer 

- hlaler 
Females 

20. Per capita gross national product (US$) - 
Foosaes:  
'' Population pmjeclionr of na i land  1980-2005. Human resources planning dnvision. National EEmmic  and Social development board. June 1991 " WeighYhe~~ht fw age '' Sanitauan divirion. depl of health 
9' Taal  fenility rate (number of children per u,anan) 
9b Married women of child bearing age including women whose husbands practice contracepion 
"' Provision of essential drugs 
'"Convened fm Baht to US$ at exchange rate of 25.30 Baht lo a US dollar 

... 

... 

... 

1.1 (Dl 
... 
... 

9 3 . 1 ( ~ )  
86.2 (D) 

770 (D) 

... 

... 

5.1 (0) 
38.8 (D) 

... 

... 

... 

... 

780 (D) 

... 

... 
... 

5.7 (E2i 
... 
... 

91.6"ih13) 
83.6 (M31 

799.1 (E2) 

... 

... 

... 

27. I ' .~Ez) 
~ncrcased equity 

... 
%.O (M3) 
90.0 (M3) 

1065.8 (E2) 

... 

... 

... 

6.3 (M3) 
35.6 (M3) 

increased equity 

... 

... 

... 
1997.6 (M3)'- 

0.9 

1570 

1990 

1991 

WB 

WB 



REGIONAL TABLES 



Regional table 1. Trends in health status 

Table I continued on next page 

Counlry 

Bangladesh 

Bhulan 

DPR Korea 

India 

Indonesia 

Maldives 

Weight-fa.age 
a n d l a  

weight-for.heighl 
O( &ildrem 

(per cent rrreplnble 

... 

... 
39.6 
45.5 
46.0 

... 

... 

... 
62.1 
... 

... 

... 
95.0 
... 
... 

... 

... 

... 

... 
37 73 

... 

... 
542 
53.6 
... 

... 

... 

... 

... 
59.0 

Reference 
Year ' 

1983 
1985 
1988 
1991 
1994 

1983 
1985 
1988 
1991 
1994 

1983 
1985 
1988 
1991 
1994 

1983 
1985 
1988 
1991 
1994 

1983 
1985 
1988 
1991 
1994 

1983 
1985 
1988 
1991 
1994 

Infant mortality rate 
(per 1000 live binhr) 

122.0 
116.3 
1100 
92.0 
88.0 

... 
142.0 

... 
134.0 
131.0 

11.4 
100 
9.8 
... 

9.2 

107.0 
102.0 
94.0 
84.0 
79.0 

98.0 
71.0 
71.0 
58.0 
60.0 

77.0 
71.0 
58.0 
34.0 
31.0 

Probabilily of dying 
before age 5 

(per 1WO live binhr) 

... 

... 

... 
146.0 
144 0 

... 

... 

... 
201 0 

... 

... 

... 

... 
33.0 

193.0 
160.0 

... 
142.0 
124.0 

... 

... 
111.0 
97.0 
84.0 

... 

... 

... 
48.0 
45.0 

Life expectancy at birth (in years) 

Male 

55.9 
... 

56.5 
56.5 
56.8 

43.0 
45.8 
... 

48.8 
... 

74.0 
... 

70.9 
70.9 
71.0 

52.6 
55.1 
55.6 
58.1 
60.6 

54.5 
57.9 
58.8 
61.0 

... 

53.4 
63.0 
... 

66.0 
67.2 

Maternal mortality rate 
(pcr IW 000 live birlhr) 

... 

... 
572 
472 
468 

... 
770 
... 
... 

1305 

... 

... 

... 

... 

... 

294 
3W-4W 

... 

... 
376 

... 

... 
450 
... 

425 

... 

... 

... 
400 
300 

Percentage of nerbwns  
weighing 
at leasi 

2500 gm a t  blrth 

... 

... 
50.0 
66.0 
73.3 

... 

... 

... 

... 

... 

... 
1W.O 
100.0 

... 
99.0 

... 
70.0 
70.0 
69.0 
67.0 

... 
86.0 
91.8 
91.8 
... 

74.0 
... 
... 

80.0 
83.3 

Female 

56.9 
... 

55.6 
55.7 
55.9 

B O  
49.1 

... 
47.3 

... 

74.0 
... 

77.3 
77.3 
77.6 

51.6 
54.3 
56.4 
59.1 
61 7 

57.2 
61.5 
62.3 
61.7 
... 

49.5 
62.0 

... 
65.0 
66.6 

Total 

... 

... 
56.0 
56.1 
56.3 

... 

... 

... 

... 
48.0 

74.0 
74.0 
74.3 
74.3 
74.5 

... 

... 

... 
58.6 
61.1 

... 

... 

... 
61.5 
62.3 

... 

... 
61.0 
66.0 
67.0 



Reeional table 1 (continued) 

Country 

Mango l i~  

Myanmar 

Nepal 

Sri L m k a  

Thni lmd 

Reference 
Year ' 

Probability of dying 
before age 5 

@er IMX) live hinhr) 

Male 

LOO 0 
165 0 
I44 I 

Life expectancy at bi r lh  (in yean) hlnternal m a h l i t y  rate 
(per 100 000 l ive blnhr1 

Infant nlortnlity rale 
@er 1002 l ive births) 

Female 

Percmhge 
of newborns weighinz 

at least 
2500 gm at bir th 

Total 

*The Reference Year corresponds to !he pend  of the Monitonne and Eialua~im cycle of HFA slralcgaer. 7he pendr covered by each cycle are as lollou,r: 
1983 - (1980-1982) 
1985 - (1983-1985) 
1988 - (1986-1988) 
1991 - (1989-19901 
1994 - (1991-19931 

Nae : Individual country mMc 1 provides cmnlly spcc$fic fooulner to the dam values 



Regional table 2a. Implementation of primary health care 
(Safe drinking water and basic sanitation) 

Regimal table 2a continued on n e n  p p e  

Country 

- 

Bangladesh 

Bhulnn 

DPR Korea 

India 

Indonesia 

Maldives 

Reference 
ycar 

1983 
1985 
1988 
1991 
1994 

1983 
1985 
1988 
1991 
1991 

1983 
1985 
1988 
1991 
1994 

1983 
1985 
1988 
1991 
1991 

1983 
1985 
1988 
1991 
1991 

1983 
1985 
1988 
1991 
1994 

Safe dr ink ing walcr 

Total 

... 
U . 3  

... 
60.6 
81.2 

... 

... 

... 

... 
34.2 

... 
I00  
100 
100 
100 

... 
M.2 

... 
76.9 
85.2 

... 
34.0 
... 

43 .O 
61.78 

... 
26.0 
... 

47.5 
68.9 

Basic sanit l t lon 

Total 

... 
6.9 
... 

13.9 
31.4 

... 

... 

... 

... 
13.0 

... 
100 
100 
100 
100 

... 
7.3 
... 

14.0 
16.2 

... 
35 8 
... 

33.5 
444  

... 
15.2 
... 

23.9 
49.1 

(per cent population covered) 

Uhan 

2 4 0  
24.0 
25.0 
42.0 
47.0 

1 0 0  
... 

50.0 
54.0 

... 
100 
100 
100 
100 

72.3 
73.0 
82.2 

8415 
86.8 

38.0 
15.0 
11.0 
59.5 
8619 

... 
60.0 
91.0 
98.4 
57.0 

R u n l  

40 
49.0 
K.0 
80 
85 

14 
21  
25 
26 

... 
100 
100 
100 
I00  

... 
29.0 

... 
47 

84.5 

... 
30.5 
37.0 
4 . 5  
55.86 

... 
14 

17.0 
32.0 
85 

@er cent population covered) 

Uhan 

20 
24.0 
20.0 
36 
42 

... 

... 

... 
50-60 

60 

... 
100 
I00  
100 
100 

25.0 
29.0 
43.9 
42.4 
45.7 

... 
31.0 
32.0 
33 0 
80.73 

... 
54.0 
100 
83.0 
% 

Rural 

4 
3.0 
6.0 
6 
33 

... 

... 
7 
6 

7.0 

... 
100 
100 
100 
100 

... 
1.0 
3.9 
3.0 
2.0 

... 
37.5 
38.0 
38.Q 
45.08 

... 
I 

2.1 
2.0 
26 



Regional table 2a (continued) 

The Reference Year c o m s p d r  to (he penat of the Monitoring and Evaluation cycle of HFA nrategicr. The p e r i o d s  covered h) each cycle are ar followr: 
1983 - (1980-1982) 
1985 - (1983.1985) 
1988 - (1986.1988) 
1991 - (1989-1993) 
1994 . (1991-1993) 

N a e  : Individual country table I provider country specific footnae$ to the data valuer 

Country 

Mongolia 

Mpnnrnar 

Sepal 

Sri Lank= 

Thallmd 

Basic sanitation Reference 
year * 

1983 
1985 
1988 
1991 
1994 

1983 
1985 
1988 
1991 
1994 

1983 
1985 
1988 
1991 
1994 

1983 
1985 
1988 
1991 
1994 

1983 
1985 
1988 
1991 
1994 

Rural 

... 
... 

IW 
... 
... 

... 
21.0 

... 
31.0 
39.0 

0.1 
0.1 
1.0 
3.0 
3 

... 
56.0 
41 .O 
61.0 
60 

... 
47.1 
61.8 
73.7 
71.5 

Total 

... 
50 
1W 
17.0 
... 

20.2 
23.6 
26.1 
35.5 
35.8 

0.4 
0.6 
... 

6.0 
6 

... 
58.0 
... 

72.0 
61 

. . 
471 
66.5 
69.57 
87.0 

(per cent papulation covered) 

U h  

... 

... 
100 
... 
... 

... 
32.0 
... 

39.0 
44.2 

4.9 
6.4 
54.0 
34 
24 

... 
65.0 
69.0 
84.0 
67 

... 
78.0 
... 
... 

79.5 

Safe drinking rater  

Rural 

... 
1W 
100 
... 
... 

? 4 0  
27.0 
? 9 0  
36.1 

6.1 
19.8 
24.0 
31 
4 I 

... 
60.0 
35.0 
61 
49 

65.9 
74.3 
78.3 
7?.3 

Total 

... 
I W  
1W 
59.0 
53.7 

19.6 
27.0 
29.5 
32.4 
31.9 

10.5 
23.9 

... 
57 
41 

... 
65.0 

67.0 
53.0 

... 
63.0 

75.76 
78.25 
80.50 

@er cent pq~llation covered) 

Urban 

... 
IW 
IW 
100 
... 

~ . .  
36.0 
37.0 
42.0 
37.9 

71.6 
78.4 
77.0 
66 
hO 

... 
82.0 
82.0 
76 
87 

~. 
54.0 
... 

75.0 
88.6 



Regional table 2b. Implementation of primary health care 
Maternal and child health 

Counlry Reference 
Year 

Coversge by trained pernonnd Women of chdd bearing age 



Regional table 2b (continued) 

C m t r y  

Mongolls 

htyanrnar 

Nepal 

&I L s n b  

Thailand 

Tk Reference 
1 9 a  - (1980-1982) 
1985 - (1983-1985) 
1988 - (1986-1988) 
1991 - (1989-1990) 
1994 - (1991-1991) 

N a c  : Individual can t ry  table 1 provides counlry rpcific foocnacr to the data value. 
,I . . .  " ~2 *L .., .... T . .~?  re-:,... " .... "..."-\ 

Women of child bearing age Reference 
Year * 

1983 
1985 
1988 
1991 
1994 

1983 
1985 
1988 
1991 
1994 

1983 
1985 
1988 
1991 
1994 

1983 
1985 
1988 
1991 
1994 

1983 
1985 
1988 
1991 
1991 

Ycrr comrpondi 

C a B a r r p t i r e  use 
@r cent) 

... 

... 

... 

... 

... 

... 
... 
... 
... 

21.6 

7.6 
... 

15.1 
15-20 
21.8 

17.7 
... 
... 

62.0 
62.0 

... 
57.9 
61.5 
58.2 
... 

ra(ilitg n t e  
(live binhr per IDOO amm) 

... 

... 

... 

... 

... 

... 

... 

... 

... 
3.9" 

... 

... 

... 

... 

... 

... 

... 

... 

... 
77.3 

... 

... 

... 
2.21" 
2.2" 

Coverage by trained prsonnd 

Pregnant women immunized 
aih tetanus toxoid 
(per cent live binhr) 

... 

... 

... 

... 
N1 

... 

29 9 
2S.7 
72 0 

IS 
21 

26.8 

... 
41.0 
50.7 
54.8 
85.3 

... 

... 
59.1 
63.3 
73.2 

!a h e  period of thc Monitoring and Evaluation cycle of HFA strategies. The periods covered by each cycle are as follows: 

Infant n r e  
(per cent live binhr) 

... 

99.1 
- 6  
94.01 

71.0 
... 

100 
... 

... 

62.3 
... 

82.2 
87.5 
88 

% 3  
98.6 
53.4 
60.9 

Prcgnnnl womm 
@er cent live binhr) 

... 

... 
%.9 
98.4 
71 

W.9 
75.0 
87.3 
90.1 
81.6 

... 
17.0 
9.4 
... 

18.0 

68.5 
... 

81.6 
86.3 
97 

... 
67.8 
78.3 
66.1 
73.0 

Dellvaries 
@er cent live binhr) 

... 
99.6 
99.8 
99.9 
99 

97.4 
15.0 
92.8 
94.0 
d1.6 

... 
10.0 
5.6 
... 

31.4 

... 
86.9 
83.5 
85.2 
97 

... 
59.1 
82.0 
86.3 
86.7 



R c g i m ~ l  table 2c continued on next page 



Regional table 2c (continued) 

l k  Refenncc Year som.rpondr to ihe period of the Monitoring and Evaluatim cycle of HFA strategies. 7 h c  ptiodr covered by each cycle are ar fdlnus:  
1983 - (1980-1982) 
1985 - (1983-1985) 
1988 - (1986-1988) 
1991 - (1989.1990) 
1994 - (1991-1993) 

. . . . . . . . . . . . . . . . .  .* . . . . . . . . . . . . . . . . .  

I 

C w t r y  

Mongolia 

Myanmar 

Nepal 

Sri Lmh 

Thdlmd 

Other Immmiuliont Rcfcmnce 
Year * 

1983 
1985 
1988 
1991 
1994 

1983 
1985 
1988 
1991 
1994 

1983 
1985 
1988 
1991 
1994 

1983 
1985 
1988 
1991 
1994 

1983 
1985 
1988 
1991 
1994 

Hepatitis 8 
@er cent papulaion 

immunized) 

... 

... 

... 
6.0 
49.0 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 
15.4 

Imnuninlion againsf EPI target d k e w  

Yellow fever 
@er cent infants immunized) 

... 

... 

... 

... 
N2 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 

... 
NO Y.F. 

Tuberculosis (BCC) 
(per cent infants immunized) 

... 

... 
55.9 
84.9 
86.7 

... 

86 
80.0 

59 
67 
79 
95 
83 

... 
70.5 
76.2 
89.8 
88.5 

... 

%.2 
93.8 
100 

M u s l a  
( p r  cent infants immunized) 

... 

... 
113.3 
82.3 
87.5 

... 

86 
71.0 

. . 

. . 

... 
58 
66 

... 
20.0 
59.6 
76.3 
82.9 

... 

... 
51.5 
58.1 
74.3 

DPT 
(per cent infants immunized) 

... 

... 
21.5 
80.6 
66.6 

... 

... 

... 
88 

73.2 

18 
32 
43 
74 
71 

... 
69.5 
77.0 
87.0 
89.8 

... 

... 
751 
74.4 
84.9 

Poliomyciilis 
@er cent infants immunized 

... 

... 
W.8 
78.4 
56.9 

... 

... 
88 

73.1 

3 
20 
41 
71 
72 

... 
70.7 
79.2 
87.7 
89.5 

... 

... 
73.7 
74.4 
84.2 



Regional table 2d. Implementation of primary health care 
Local health services and PHC (all elements) 

Country Reference 
Year * CC 

I DPR Koru 1 1983 

Bhutan 

Population coverage by local health services I Populatkon coverage by all elements d PHC 

1991 
1994 

1983 
1985 

Regional table 2d cont~nucd on n e v  page 

Rural 
(percentage of populalion 

wllh access) 

Total 
(percentage of population 

w ~ l h  access) 

... 
45.0 
3R.O 
40.0 

Rural 
(percentage of populalion 

u,ith acmtr) 

Told 
(prrcenuge of population 

wnh access) 

... 

... 

... 

Urban 
(percentage of population 

u,ilh accerrj 

. . 

... 

... 

Urban 
(percentage of pqulatlon 

u,ilh accerr) 



Regional table 2d (continued) 

7hc Reference Year comspoodr lo the period of the Monntoring and Evaluntian cycle of HFA strntcgicr. The pricdr covered by each cycle i r e  ar fd1ou.r. 
1983 - (1980-1982) 
1985 - (1983-1985) 
1988 - (1986-1988) 
1991 - (1989-1990) 
1994 - (1991-1993) 

Nae : Individual country uMc 1 provider country rpcsific fmtnaer to the dsu value3 



Regional table 3 continued on next page 



Regional table 3 (continued) 

* The Reference Year comrpondr to lhc p e n d  of rhe 3lonitonng and E%,aluarmr c)iic of HFA rlrategrcr me pendr cu',eeJ b )  each c)rle are as followr: 
1983 (1980-19821 
198s - (1983-1985) 
1988 - (1986-1988) 
1991 (1989-19901 
1994 - (1991-19931 

V n r  l n 4 ~ u i l l ~ ~ ~ l  rnlnlm !>hi* I nmvirlp\ rcnlnln ?rrr lRt.  i m r n o l r ~  lo the data balllei 



Regional table 4. Resources for health 

Regional bble 4 continued on next page 

Country 

Bangladesh 

Bhulan 

DPR Korea 

India 

Indonesia 

Maldives 

Percentage o f  nalionll health expenditure spenl on lorn1 henllh 
se~yices 

60.0 
50.0 
65.0 
460 
65.0 

... 

... 
63 
63 
... 

... 

... 

... 

... 

... 

... 
30.0 
12.6 
... 

39.0 

... 

... 

... 

... 

. . 

... 

... 

... 
83 

Resourws for PHC are more equitnblp distributed ? 

... 

... 

... 
Equmty 
Equlty 

... 

... 

... 

... 
Eqully 

Equity achieved 
Equity achieved 
Equity achieved 
Equity achieved 

... 

... 
lnrreaslng equity 
Increasing equity 
Increasing equity 

... 

... 

... 

... 

... 

... 
Increasing equity 
Increasing equity 

Reference 
year 

1983 
1985 
1988 
1991 
1991 

1983 
1985 
1988 
1991 
1991 

1983 
1985 
1988 
1991 
1991 

1982 
1985 
1988 
1991 
1994 

1983 
1985 
1988 
1991 
1991 

1983 
1985 
1988 
1991 
1994 

Poreentap of gram national produd spent on 
hesllh 

0.4 
1.6 
1 . 1  

0.86 
I l l  

4.9 
... 

1 2  
... 

... 

... 

... 

... 

... 

1 .? 
1 .1  
2.2 
... 

3 2  

... 

... 
2.5 
... 

2.7 

1.4 
2.1 
5.0 
I2 
... 



Regional table 4 (continued) 

Thailand 1983 1 1981 

... 

... 
Lncrc-cd equity 
Inmrrcd equity 

Equity 

... 

... 

... 
Increased equity 
More equitable 

Resources for PHC are more equitnblg dlsiribuled ? 

... 

... 

... 

... 

... 

... 

... 

... 
Ycs 
Yes 

Perrmlage of national health cxpnditure spent on local health 
services 

... 
W 
... 

10.6 
... 

... 
a . 8  
15.0 

. . 

... 

Ihc Reference Year cornsponds to the period of the Mmlitoring and Evalmt~an cycle of I iFA rtmtegicr. The pcricdr covered by each cycle are a* follows: 
1983 - (1980-1982) 
1985 - (1983-1985) 
1988 - (1986-19881 
1991 - (1989-1990) 
1994 - (1991-1993) 

Nae : Individual carntr) uble I provider carnlry speclrtc f m n a e r  to the dau valuer 

Percmtap of g r o n  nalionnl yradurt rpcnl on 
health 

8 
10 
... 

6.7 
1.14 

0.9 
1.1 
1.1 
0.8 
0.92 

County 

Mongolia 

hlranlnsr 

1.1 
5.1 
5.7 
... 

6.3 

Reference 
year * 

1983 
1985 
1988 
1991 
1994 

1983 
1985 
1988 
1991 
1994 

~ . .  
? R  X 

27.1 
35.6 

... 

... 

... 
Increased equity 
Increased equity 



Regional table 5. Population and socioeconomic trends 

Reg~onal table 5 conlinued on next paee 



Regional table 5 (continued) 

Thailand 

Reference 
year * 

1981 
1985 
1988 
1991 
1994 

1981 
1985 
1988 
1991 
1991 

I981 
1985 
1988 
1991 
199-1 

1983 
1985 
198K 
1991 
1991 

1983 
1985 
I988 
1991 
1994 

Both sexes 

Adult literacy rate (percentage) 

Xlaler 

* Thc Reference Year corrcrpndr lo the p e n d  oi the \loo$toring and Evalual~ar c?cle of IIFA rlrateg~es. 7 h e  pcncdr covered by each cycle are ar follou~r: 
1983 - (1980-1982) 
1985 - (1983-1985) 
I988 - (1986-1988) 
1991 i1989-1990) 
1994 - (1991-19931 

Sae  : Individual country table 1 provides  count^ specific fmlnner  to the dala valuer 

Females 
Per capl(. gross nslional produd 

(In US$) 







Reelanal table 6h conl~nued on next page 



Regional table 6b (continued) 

Source HSTMQ standard dalahare (Cornpaled globall) fram all ara~lablc rourcecl 

Data pro\lded h\ natlmal aurhont#er dunng R C U  ~n Sspmber  1991 



- - 

Reg~onal table 6c Population trends 



Regional table 6c (continued) 

' Average annual rate 

Carnlly 

Mongolia 

a t  

Nepal 

Sri Lanks 

Thailand 

Annual poplation 
growth rate ('7) 

Total fenilily rate' 
(pr woman) 

Year 

1980-1985 
1985-1990 
1990-1995 
1995-2000 

1980-1985 
1985 1990 
1990 1995 
1995-2000 

1980-1985 
1985-1990 
1990-1995 
1995-2000 

1980-1985 
1985-1990 
1990-1995 
1995-2000 

1980-1985 
1985- 1990 
1990- 1995 
1995-2000 

Crude binh rate' 

@r I000 
popdationJ 

- 

Crude deah rate' 
(per 1000 

prpdation) 

Annual average 
number of hmhs 

1003s) 

67 
74 
80 
85 

I 267 
1751 
I 137 
I 186 

711 
764 
781 
812 

416 
375 
169 
259 

1 162 
I 192 
I 159 
I M O  

Source : HSTMQ standard database (Compiled globally from all available sources) 



;gional table 7a. Five leading causes of morbidity in rank order as reported by SEAR countries 

a"se$ or mwhidity 
I I I I I I 

year UAN BHU DPRK IND INO MAV MIK; MMR NEP SRL TIIA 



Regional table 7b. Five leading causes of mortality in rank order as reported by SEAR countri~ 

' For  Nepal, dxta (h  f o r  It183~85 
Smrzr: (bunt~y repons m, tlu. SrconJ Ev~luarion ancI tllr 'Jl~inl Mooint i~ ,p  101 HFA rtrrtrpirs 


