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4, VACCINE PRODUCTION 

In order to help meet the needs of the immunization programmes being 
carried out against the major preventable discascs, WHO has assisted several 
projects concerned with production of bacterial and viral vaccines. This 
assistance has included technical advice on enlarging the existing production, 
on introducing modern techniques, on carrying out dependable control tests, 
and on the upkeep and breeding of laboratory animals (for this a consultant 
visited eight centres in India a s  well a s  Colombo and Bangkok). 

In the field of bacterial vaccines, WHO and UNICEF co-operated in 
giving further assistance to the Burma Pharmaceutical Institute, Rangoon, the 
Central Research Institute, Kasauli (India), and the Bio Farma Institute, Indonesia, 
to establish or expand the production of diphtheria-pertussis-tetanus triple vaccine. 

Small-scale production of acetone-dried' typhoid vaccine was planned a t  the 
Hamine Institute,  omd day. 

WHO assistance was planned for the BCG Vaccine Laboratory, Guindy 
(Madras), for large-scale production of freeze-dried vaccine. 

In the field of viral vaccines, considerable help was given by WHO and 
UNICEF to establish, expand and modertLize the production of the freeze-dried 
smallpox vaccine for the campaigns in progress, and to train personnel in most 
countries. Fellowships were awarded; a WHO consultant was provided and a 
demonstration course on the use of shelf-drying equipment and production techniques 
organized. 

Further prcgrcss was made in the production of oral live attenuated polio- 
myelitis vaccine a t  the Pasteur Institute, Coonoor, in India,and for its testing 
at  the HaMcine Institute, Bombay. 

The Central Research Institute in Kasauli, India, was able to produce i ts  
first batch of yellow-fever vaccine from the 17/D virus strain, satisfying inter- 
national requirements. 

5. HEALTH STATISTICS 

. National committees on vital and health statistics o r  their equivalents now 
exist in six countries of the Region. During the year under review only one of 
these committees met. There is thus ample scope for greater co-ordination of 
activities of diverse agencies that producc vital and health statistics 

The publication of available health statistics by the countries of the Region 
a s  part of their annual health reports or separately is still far from complete. During 
the year a supplementary annual vital statistics report for 1962 was issued by the 
Government of Burma. The Director-General of Health Sarvicee, India, 
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issued two publications on this subject: one on health statistics of India for the 
years 1959 and 1960, and the other the annual report of the Directorate of 
Health Scrvices for 1957. The Dircctor of Health Serviccs in the State of 
Assam brought out his annual rcport for the year 1959; the Government of 
Orissa published the annual administration report of the Health Department 
for the yenr 1962; thc Government of Maharashtra, the a u a l  report on civil 
hospitals and dispensaries for 1958; the Bombay PJIunicipal Corporation, the 
annual report of the Executive Health Officer for 1963, and the Corporation of 
Nagpur, mortality statistics for 1958-1963. The Ministry of Public Health in 
Thailand issued a publication entitled "Public health statistics", which contains 
a number of tables on vital statistics up to 1962 and health statistics up to 1963. 

The collection of hospital statistics in the various countries has begun 
to improve in coverage as well as scope. In Afghanistan, the collection of in- 
patieht morbidity statistics continued, with nearly 100% coverage of the hospital 
beds. Processing of the material is going fonvard, with assistance by WHO. 
Medical records departments were being established in two major hospitals in 
the country. 

In Burma, the work of collecting in-patient morbidity statistics along 
sound technical lines was extended to all hospitals under the health services, 
with special arrangements for large hospitals having full diagnostic facilities. 
In these hospitals, medical records departments are being established and 
developed. The collection of administrative statistics from hospitals was re- 
organized, and an instruction manual on the subject issued. Processing of both 
types of data is proceeding; VJHO staff assisted in all these activities. 

In Ceylon, particular attention was paid to the quality of in-patient 
morbidity statistics. WHO is assisting in strengthening the departments in 
larger hospitals. 

In India, the collection and processing of in-patient morbidity statistics 
in West Bengal are proceeding. 

In Nepal, the collection and processing of administrative statistics of 
hospitals in the Kathmandu Valley continued. 

WHO staff have assisted with the collection and processing of in-patient 
morbidity statistics in Thailand, where geographical coverage was extended; 
the published data for 1964 contained information not only from hospitals in 
Bangkok but from over 50% of the provincial hospitals. Medical records depart- 
ments in the larger hospitals were established o r  strengthened. 

Training of medical records officers continued in Vellore (India) and also 
in Bangkok, where from five countries of the Region nine medical records officers 
completed a nine-month training course, conducted with WHO assistance, and 
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returned to hospitals in their respective countries. Training courses for 
medical records technicians were planned in Burma and India. Training of 
medical coders continued in Nagpur (India), 

In most countries of the Region, recording and collecting relevant data 
for the assessment of activities in the rural health services continued to be a 
problem. With WHO support, a system for collection and presentation of out- 
patient morbidity statistics was tried out, and studies of a maternal and child 
health records system continued. 

Cause-of-death statistics based on events occurring in hospitals received 
some increasing attention in India., In Delhi, for example, a trial scheme 
supported by WHO increased its coverage to cover about 6 000 deaths per year. 

The lack of completeness in vital statistics registration remained a 
problem in several countries of the Region, making a simple assessment of 
important social and health programmes difficult. 

The Registrar-General of India has issued a publication entitled "Vital 
statistics of India for 1961". A sample registration system introduced in the 
States of Bibar, Gujarat, Kerala, W r a s h t r a  and lYysore worked satieEactorfly 
in twenty selected villages in each State, and the scheme is now be- extended 
to cover 150 vjllages selected by stratified random sampling in &ch of the Stateah 
A similar trial was continued in five sectors (each with a population of 10 000) in 
urban areas of each of the same States. 

6. PUBLIC HEALTH ADMINISTRATION 

6.1 Community Health Services 

The urgent need for advancing the development of basic health services 
has already been mentioned in Chapter 1. 

The establishment of widespread basic services requires that much 
attention be paid to the control of these services. Some difficulties havealready 
arisen where certain categories of staff are controlled administratively by local 
authorities. This responsibility to a non-technical employer has been confusing 
to the health workers and frustrating to the health administrators. It is suggested 
that when large numbers of lowe~grade  health staff a re  to be employed, the 
provision of services can be considerably prejudiced unless their technical and 
administrative coqtrol is the responsibility of the national health admhi&ration 

In Afghanistan, the rural health programme has continued to develop slowly: 
it now covers 19 projectfareas, and five more are expected to be added before 1966, 
UNICEF is providing supplies. Assistance has been given in drafting an interim 
plan of operations for the provision of basic health services, based principaLIy on 


