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commissioning of a continuous culture plant (a "Bilthoven Unit"), the production 
capacity is likely to be increased further. In Thailand, production is still on 
an experimental scale. Although a unit for continuous culture is available, it has 
not been in operation. The production programme is being assisted by WHO 
and UNICEF. 

Brucella Vaccine 

The production of Brucella vaccine in Mongolia, with possible assistance 
from the UNDP(SF), is under discussion. Two WHO consultants are  being 
rccruited to carry out studies relevant to planning and costing, a s  well a s  to 
assist in the preparation of a government request to UNDP. The target capacity is 
estimated at  3.5 million doses of freeze-dried Brucella melitensis, Rev.1 vaccine. 

Typhoid Vaccine 

Plans were under way to provide further assistance to countries of the 
Region in regard to the production of this vaccine, particularly thc acetone-dried type. 

5. HEALTE STATISTICS 

During the year WHO has continued to support countries of the Region in 
their efforts to develop routine systems for the collection and analysis of 
statistical data concerning their health situation and the services provided to deal 
with it. Attention has largely been concentrated on three fields: (a) medical 
certification of cause of death, (b) hospital service and morbidity statistics, and 
(c) systems of recording and reporting used by rural health centres, Activities 
relating to specialized reporting and surveys, particularly in control programmes 
for &rculosis and leprosy, have also continued. The growing interest in health 
planning in the Region has been reflected in WHO'S statistical assistance to an 
operational study of local health services in East Java, and in preparations for a 
health manpower study in Thailand. 

Following a resolution of the Nineteenth World Health Asscmbly (WHA19.44), 
the Eighth Revision of the International Classification of Diseases (ICD/8) came 
into effect on 1 January 1968, and its practical introduction into use during the year 
under review was of major interest to health statistics units in the Region. To 
assist countries in changing over to the new classification, an inter-regional 
"Course for Coding Instructorsw was held in the Regional Office in November 1968 
for participants from three Regions - from eight countries in South-East Asia, 
four in the Eastern Mediterranean and three from the Western Pacific (see SEAR0 
0167 in Part ID). Courses in medical coding according to ICD/8 will be given at 
the Model Vital  and Health Statistics Unit, Nagpur (India) from 1969. Afghanistan, 
Ceylon, Mongolia and Nepal a re  known to have started using the Eighth Revision 
for coding hospital discharges, and the Registrar-General's Office in Ceylon has 
made preparations for coding death reports originating from 1968 in this way. The 
State of Rajasthan in India is now also coding cause of death statements from 
hospitals according to ICD/8. 



Countries in the Region have continued to supply statistical information 
to WHO, particularly in the form of data required for the "World Health 
Statistics Annual'! and the "Fourth Report on the World Health Situation, 
1965-1968". 

Asian statisticians, including representatives from six countries in 
the Region, met at  an ECAFE-sponsored Seminar on Civil Registration and 
Vital Statistics, held in Copenhagen in August 1968. This seminar endorsed 
the principle that properly completed medical certificates of cause of death 
should be obtained and processed for all  deaths attended by physicians. WHO 
was asked to give attention to difficulties arising in the practical application, 
in developing countries, of existing definitions relating to '!live birth'! and 
"maternal death", and it was suggested that the Organization prepare a manual 
for use in ascertaining and classifying causes of death reported by laymen and 
paramedical personnel. These recommendations were endorsed by the Ninth 
Conference of Asian Statisticians, held in Bangkok in June 1969, a t  which the 
WHO Regional Office was represented by two staff members. 

In India, the bill for birth and death registration, having been passed 
by both Houses of Parliam'ent, has now become a law, and the Registrar- 
General of India has issued the report on the experience and results of the 
sample registration scheme in rural areas, mentioned in earlier reports. 

Efforts to improve cause-of-death statistics continued, particularly in 
India, where Delhi, Punjab, Rajasthan and West Bengal tabulated annual cause- 
of-death statistics from hospitals according to WHO recommendations. Andhra 
m d e s h ,  Kerala, Maharashtra, Mysore and Tamil Nadu have undertaken and 
expanded similar programmes. 

With WHO assistance, procedures for collecting and processing 
morbidity and administrative hospital statistics in Indonesia, Mongolia and 
Thailand were reviewed and improved. The scheme started earlier in Nepal 
has now been extended to 30 hospitals, Afghanistan and Burma continued 
to release hospital service statistics. Medical record offices in hospitals in 
Ceylon, Indonesia and Nepal were strengthened and developed. In Ceylon, 
a pilot scheme for morbidity statistics based on discharge reports operated 
successfully in one hospital during 1968 and, in 1969, was being extended to 
others. 

Following on the WHO-sponsored Seminar on Health Centre Records and 
Reports, held in October 1967, the Government of India organised a national 
seminar in March 1969 aimed at adapting some of the proposals made at  the 
WHO seminar to coaditins in India. WHO aasistanoe to Afghanistan, Indonesia, 
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Nepal and Thailand in developing records and reports in health centres has 
shown satisfactory progress. 

To Thailand, WHO provided a senior consultant to review progress in 
the whole field of vital and health statistics; his recommendations for immediate 
and long-term development were transmitted to the Government (see also 
Thailand 0037 iq Part m). 

Training courses in vital and health statistics for statistical personnel 
at intermediate level, as  well as orientation courses for health officers, were 
continued in the Model Vital and HeaIth Statistics Unit, Nagpur, with assistance 
from WHO. The second diploma course in health statistics conducted by the 
~ll-Jndia Institute of Hygiene and Public I-iealth, Calcutta, was concluded in 
May 1969. The Government of India also continued to support the training of 
medical record officers in the Christian Ivledical College, Vellore. Other 
courses for medical record personnel, assisted in varying degrees by WHO, 
were held in Burma; Ceylon and Nepal. 

Vi ta l  and health'statistics were published by Afghaaistan, Burma, 
Ceylon, India and Thailand either as part of their annual health repbrts o r  ' 
separately. Such reports, as well as  statistical reports on special s ~ b j e c t a : ~ '  
were also issued by some Indian States (see Annex 4). 

In '@ailad, results of a surveybf pbpulatioh change.(~964-1967) vieyLi4 
released. They .showed a crude birthrate (1964-1965) of 41.8 (against 38.5 and 
37.5 registered in 1964 and 1965) and a crude death rate of 10.9 (against 7.9 and 
7.3 registered in 1964 and 1965). 

Work was undcr way in connection with the 1970 edition of the "summary 
of Vi ta l  and Health Statistics, South-East Asia Region", which is published by the 
Regional Office at four-yearly intervals. . 

Most of the countries in the Region have made preparations for d e c w i a l  
population censuses, some of which have been planned to be combined with housing 
censuses. The governments ' plans include procurement of electronic computers 
or ,  in Ceylon, India and Thailand, strengthening the capacity of those already 
installed. Mongolia completed a population census in January 1969. A sampling 
cell was set up in the office of the Registrar-General of India to develop techniques 
for application of sampling in the collection and tamation of data in the 1971 
census. 


