
Chapter 8 

GENERAL HEALTH PROTECTION AND PROMOTION 

8.1 NUTRITION 

Two fundamental factors continued to emphasize the importance of the 
Regional Nutrition Programme over the past year: (a) the fact that 
adequate nutrition is an absolute prerequisite for human health, 
well-being and the goals of H~Al2000 and is indeed a corner-stone of 
primary health care; and (b) the fact that malnutrition remains a 
problem of vast magnitude in the South-East Asia Region in terms of 
absolute numbers of those affected by protein energy maluutrition 
(PEM), xerophthalmia and vitamin A deficiency blindness, and goitre. 
Clearly, the South-East Asia Region bears the brunt of the 
overwhelming proportion of global malnutrition. 

WHO'S multifaceted collaborative support to Member Countries 
and cooperation with other agencies have contributed significantly 
to both the alleviation of protein-energy malnutrition, nutritional 
blindness, iodine deficiency disorders, and nutritional anaemia in 
the Region, as well as to the development of: measures for their 
long-term prevention, particularly through the strengthening of 
national capabilities in the nutrition programme. 

8.1.1 Regional Nutrition Situation 

In the South-East Asia Region, malnutrition in all its forms is 
essentially a result of under-development and its associated factors 
such as disease, seasonal food shortage, poverty, inappropriate 
beliefs and feeding practices, illiteracy, and harsh, remote, 
nutrient-deficient environments. 

The four major malnutrition syndromes that are found in the 
Region include: (1) Protein energy malnutrition; (2) Iodine 
deficiency disorders; (3) Vitamin A deficiency blindness, and ( 4 )  
Nutritional anaemia. The dimensions of this complex regional 
malnutrition phenomenon can be perceived from Table 8, and something 



TABLE 8. Estimated current magnitude of malnutrition 
and its major forms 

Type of Indicator Mean Estimated 
malnutrition regional No.affected 

prevalence (millions) - 
PROTEIN ENERGY 
HALNUTRITION 

Foetal 
malnutrition 

Acute 'Wasting' 
malnutrition 

Chronic 'Stunting' 
malnutrition 

Moderate/Severe 
malnutrition 

Low birthweight 
births (c 2 500 g . )  29.4 10.2 

Under-5 children below 
median -2SD weight for 
height (NCHS) 16.3 27.0 

Under-5 children below 
median -2SD height 
for age 49.2 81.5 

Under-5 children below 
median -2SD weight for 
age (NCHS) 47.9 79.4 

IODINE DEFICIENCY 
DISORDERS (IDD) 

Goitre Population with goitre 8.8 99.3 

Cretinism and Population with 
other IDD cretinism and/or mentall 
handicap motorhandicap due IDD 1.6 17.5 

VITAMIN A DEFICIENCY 

Xerophthalmia Under6 children with 
conjunctival/corneal 
xerophthalmia (Xl/X2/X3) 6.5 9.7 

Nutritional 
blindness 

Incidence of total 
blindness per year in 
under-6 children due to 
vitamin A deficiency - 0.10 

NUTRITIONAL ANAEMIA Women 15-45 years 59.0 126.0 
with anaemia 

Source: Compiled from various published and government documents. 



of its grave significance appreciated when it is understood that 
perhaps the majority of deaths of under-5 children in the Region are 
likely to be associated with malnutrition. Apart from the high 
mortality and morbidity associated with protein-energy malnutrition, 
recent evidence largely from studies in the South-East Asia Region, 
also strongly suggests that even mild vitamin A deficiency 
considerably increases childhood mortality and iodine deficiency 
significantly increases stillbirths and neonatal and infant 
mortality and leaves millions handicapped. 

8.1.2 The Thrust of the 1986187 WHO Regional 
Nutrition Programme 

Strengthening of national nutrition capabilities so that Member 
States can better define, effectively tackle, and permanently 
prevent malnutrition, remained the essential objective of WHO'S 
collaborative support through the Regional Nutrition Programme. 

Six distinct strategies formulated in the previous years 
continued to characterize the thrust of the nutrition programme in 
its endeavour to achieve this objective. 

8.1.3 Monitoring Implementation of the 1986/87 
Nutrition Programne 

The activities implemented through the WHO Regional Nutrition 
Programme, including technical collaboration, consultancies, 
workshops, fellowships, supplies and equipment, research support, 
and other inputs, were all largely provided through the framework of 
country projects and the intercountry nutrition research project. 

During the year, WHO supported a number of country projects 
with emphasis on technical areas, which incl-uded the following: 
strengthening of institutional, training, laboratory and research 
capability; development of national ID0 and xerophthalmia control 
programmes; implementation of multisectoral nutrition programmes 
through primary health care; psychosocial aspects of malnutrition, 
and nutritional surveillance, nutrition education and nutrition and 
socio-economic development. 

Three process indicators which together highlight both the 
momentum and thrust of the technical collaborative support provided 
by WHO through the Regional Nutrition Programme, include: 

(1) the technical inputs provided through 10 nutrition 
consultancies; 



( 2 )  96 nutrition workshops supported by WHO, and 
(3)  41 nutrition fellowships awarded. 

There were other significant technical and financial inputs 
provided through the programme including large quantities of 
laboratory and other nutrition-related supplies and equipment. 

8.1.4 Country-Specific Nutrition Projects 

In BANGLADESH, active collaborative support was provided for further 
strengthening the capability of the Institute of Public Health 
Nutrition, Dhaka, in its nutrition training, education, and analyti- 
cal techniques for the development of a more effective national 
nutrition programme. Two consultants assisted in strengthening the 
national IDD control programme. Another consultant collaborated in 
developing the national plan of action for the control of vitamin A 
deficiency blindness. WHO collaborated closely with FA0 in providing 
technical support for the development of agricultural-oriented 
activities in the control of vitamin A deficiency blindness. 

In BHUTAN, technical support and informational back-up were 
provided to the nutritionist based in the Department of Health. This 
was particularly related to the current national nutrition status 
survey, development of nutritional education materials, and the 
development of a nutrition resource centre. WHO also urged the 
Government to assess its vitamin A deficiency blindness problem so 
that an appropriate strategy can be developed. 

In BURMA, the nutritional effectiveness of the People's 
Health Plan was further strengthened through two projects, especially 
the Joint WHOIUNICEF Nutrition Support project, Phase 2 of which 
commenced in April 1986. A whole series of activities with the 
central thrust on ensuring nutritionally relevant and effective 
interventions by all levels of personnel in the health system were 
undertaken. These included at least 15 workshops conducted in both 
Rangoon and different parts of Burma through which township medical 
officers, trainers from state and division training teams, state 
medical officers, township nutrition teams, public health nurses, 
lady health visitors, auxiliary midwives, health assistants and 
others were given orientation and training in their specific 
nutrition responsibilities. 

Additionally, a large quantity of already pre-tested nutrition 
education materiala and training aids was produced. Efforts were 
also made to increase community understanding and involvement in 



nutrition activities. Intersectoral collaborative activities were 
initiated, involving primary schools, the National Literacy 
Campaign, and pilot studies on family economic activities. 

In the DEMOCRATIC PEOPLE'S REPUBLIC OF KOREA, the WHO- 
supported nutrition project strengthened national nutrition expertise 
and capabilities largely in the field of nutritional metabolism and 
nutritional biochemistry, through the provision of three fellowships 
and a short-term consultancy. WHO also collaborated with UNICEF both 
in the recruitment of a UNICEF-supported short-term consultant who 
assisted the Government in planning and developing its national 
nutrition surveillance system, as well as in the placement of three 
fellows in Australia for training in clinics~l, anthropometric and 
biochemical nutrition surveillance techniques. 

In INDIA the Organization's collaborative activities were 
directed towards three main areas. These were: 

(1) institutional strengthening, particularly in 
support of training and research at the National 
Institute of Nutrition, Hyderabad, and the All- 
India Institute of Hygiene and Public Health, 
Calcutta; 

(2)  collaborative support for the Directorate General 
of Health Services, both in its training prog- 
ramme, information dissemination and research, and 

(3 )  capability enhancement, particularly for the 
purpose of strengthening expertise in advanced 
isotopic techniques relating to iodine deficiency, 
as well as other aspects of nutrition and goitre 
control. 

In INDONESIA, efforts continued to strengthen the national 
nutrition programme aimed at further developing the country's 
nutrition expertise. Major components include (a) the nutrition 
surveillance timely warning system, (b) nutrition component of the 
Posyandu system, (c) the nutrition training network, and (d) control 
of iodine-deficiency and vitamin A deficiency blindness. This 
programme is also assisted by the World Bank, US AID, UNICEF and 
others. Indeed the programme continues to be a model and successful 
national nutrition programme, and WHO has supported several fellows 
from other countries of the Region and other regions to visit and 
learn from the Indonesian experience. 



In MALDIVES, Regional Office nutrition staff visited Male and 
assisted the Government in reviewing its nutrition programme, includ- 
ing growth monitoring, and also provided help in organizational 
arrangements for both the national nutrition training workshop and 
the nutrition component of the proposed EPIICDDINUT programme review. 

NEPAL received technical, financial, managerial and other 
support for nutrition activities, largely through the framework of 
two continuing nutrition projects, but especially through the Joint 
WHO/UNICEF Nutrition Support Project. This latter project, with its 
objectives of reducing infant and child mortality and morbidity and 
improving maternal and child nutrition, recorded significant 
achievements on two fronts during the year. First, malnutrition, 
ill-health and mortality were directly tackled through intensified 
deliveryfimplementation of growth monitoring, parasite control, oral 
rehydration, iodized oil injections, anaemia control and vitamin A 
capsule distribution. Secondly, a major effort in training various 
levels of health personnel was undertaken with several training 
courses and workshops for voluntary community nutrition workers, 
health post staff, health inspectors and district medical officers. 
WHO also collaborated closely with UNICEF in supporting numerous 
activities in the other sectors (education, agriculture, and women's 
development) involved in this project. 

Additionally, national personnel were trained so as to enhance 
their practical experience in the management and implementation of 
nutrition through primary health care. 

In SRI LANKA, WHO collaborated and supported an active 
nutrition programme as part of the primary health care outreach. It 
supported the preparation and publication of training modules on 
child growth and development, provided resources for the training of 
regional training teams in five workshops, and supported the 
training of public health field staff. Technical and other support 
was extended to University of Kelaniya in curriculum development for 
an M.Sc. Course in Nutrition, which has been started. Technical and 
funding support was also provided for three nutrition research 
studies in the areas of iodine deficiency, vitamin A deficiency, and 
socio-economic aspects of malnutrition. 

In THAILAND, a national workshop in which nutrition research 
priorities were identified was supported by the Organization. 
Technical collaboration was also continued through support for two 
research studies investigating the psychosocial aspects of 
malnutrition. Collaboration between scientists from Thailand and 



other research scientists and clinicians, largely from Asia, in the 
area of iodine deficiency was significantly strengthened through a 
symposium supported by WHO and a meeting of the International Council 
for Iodine Deficiency Disorders held in Bangkok. 

8.1.5 The Regional Iodine Deficiency Disorders 
(IDD) Control Programme 

In the area of iodine deficiency disorders, a World Health Assembly 
resolution in May 1986 called for redoubled efforts in IDD-affected 
countries as a matter of national priority, with the aim of total 
control of IDD by the year 2000. 

National IDD control programmes are already having a 
demonstrable impact on cretinism and other .lDD handicaps, as in 
Bhutan, Indonesia and Nepal. 

TABLE 9. Estimated current IDD prevalence, 1986-87 
(Figures in thousands) 

Endemic 
Endemic Milder meatall Total IDD 

Country goitre cretinism motor handicap* handicap 
(A) (B) (A + B) 

Number X Number X Number X Number X 

Bangladesh 
Bhutan 
Burma 
India 
Indonesia 
Nepal 
Sri Lanka 
Thailand 

TOTAL 99 349 8.8 4 383 0.39 13 144 1.16 17 527 1.55 

NOTE: Percentages shown are percentages of total population. 

*Milder mental, motor, and other developmental handicap (deficit or 
delay): includes persons with multiple or single cretinous features 
short of full cretinism as identifiable in a typical field study 
setting. This includes an estimated proportion of persons, in 
endemic areas, who score below the mean of mental or motor ability 
tests in excess of the proportion of persons who score below the 
mean in a comparable but non-endemic area. 



The Regional Office devoted considerable effort during the 
year to further defining and documenting estimates of the magnitude 
and severity of the IDD problem in the Region, based on fresh data 
from several countries of the Region and redefined epidemiological 
criteria. Table 9 provides the best estimates to date of the 
prevalence of goitre, cretinism and mental and/or motor handicap 
attributable to iodine deficiency in the eight affected countries. 
Table 10 provides a summary of the status of the 1986-87 IDD control 
programme in the same eight countries indicating activities 
currently being implemented for national IDD control. 

TABLE 10. Check-list of IDD control programme 
activities, 1986-87 

Activity BAN BHU BUR IND IN0 NEP S U  THA 

National IDD Prevalence + + + + + + + +  - - 
Survey (baseline) 

Development of national + + + + + + - +  - 
IDD control strategies 
or programme 

Development of iodated + + + + i t - +  
salt programme 

Development of iodized - + + - + + -  - 
oil programme 

Establishment of IDD - - - + t i - - +  
monitoring evaluation 
programme 

Establishment of iodine + f - + + + - +  

monitoring laboratories 

Establishment of neonatal - - - + - - - - 
screening programme 

Mass communication for - + -  - t - - - 
IDD control 

Training for IDD control - + - + + -  - - 
Operational research - - - + + - + -  
critical for IDD control 



Two consultants assisted Bangladesh in developing its 
national IDD control programme and strengthening its national iodine 
laboratory monitoring capability. In India, WHO contributed to the 
strengthening of capability and expertise in IDD control through 
support for a national seminar for state nutrition and goitre 
control officers from India's eastern zone:, and also provided 
four fellowships, two in IDD programme management and two in 
advanced techniques in thyroid hormone metabolism and brain 
function. 

In Indonesia, WHO initiated and supported a research study 
investigating the cost-effectiveness of IDD control. In Nepal, the 
Organization was involved in intensifying the impact of IDD control 
through iodized oil in five districts and injtiating a feasibility 
study to analyse the socio-economic and developmental impact of IDD 
control. In Sri Lanka, WHO continued its support of the national IDD 
survey. Thailand hosted a symposium on IDD as part of the meeting of 
the Asia and Occeania Thyroid Association, and this proved a useful 
forum for WHO technical collaboration with IDD scientists from 
countries of the Region. 

WHO also collaborated with several scientists and institutions 
in promoting selected research studies mainly cln issues critical for 
improving the effectiveness of IDD control. Information, data and 
literature were also procured and distributed through the regional 
IDD network. 

8.1.6 The Regional Programme for Control of Xerophthslmia 
and Vitamin A Deficiency Blindness 

The overwhelming majority of the world's nutritional blindness is to 
be found in the South-East Asia Region. 

There are seven Member Countries in which vitamin A deficiency 
has been demonstrated to be a significant national public health 
problem (as defined by WHO criteria), although the extent and 
severity varies considerably from one country to another, as well as 
between different communities and geographical areas within each 
country. Altogether, it is conservatively estimated that 10 million 
children under 6 years in the Region have their eyes affected by 
xerophthalmia caused by vitamin A deficiency. Every year well over 
100 000 children become totally blind due to vit.amin A deficiency in 
the Region (Table 11). 

During the year, WHO continued its support to Member 
Countries in the development of long-term programmes for the total 
control of nutritional blindness. 



TABLE 11. Estimated prevalence of corneal xerophthalmia and 
incidence of total blindness due to vitamin A 
deficiency, in under 6-year-old children 

Country Prevalence of conjunctival/ Incidence 
corneal xerophthalmia of total 

(XNIX~IXZIX~) blindneas 
Percentage Number per year 

Bangladesh 4.9 736 000 36 000 
Bhutan 1.5 3 200 200 
Burma 1.2 69 000 700 
India 8.2 8 240 000 42 000 
Indonesia 3.9 903 000 21 000 
Nepal 1.5 38 000 1 500 
Sri Lanka 1.1 11 000 100 

Total 6.7 10 000 200 101 500 

- ~ 

Source: Compiled from various government reports. 

At regional level, considerable information and data on the 
profile and nature of vitamin A deficiency xerophthalmia and 
blindness in the region was compiled. A characteristic pattern of 
risk factors has emerged for the countries of the Region, though 
their significance varies from country to country, suggesting 
different programming priorities for each of the countries for 
effectively tackling xerophthalmia and vitamin A deficiency 
blindness. 

t country level, WHO provides support to the seven affected 
countries with the aim of strengthening their national control 
programmes. In Bangladesh, a consultant was provided for assisting 
the Government in further developing national nutritional blindness 
programmes and, in addition, the Organization collaborated with FA0 
in supporting a national workshop on vitamin A deficiency disorders. 
In Nepal, in collaboration with the Government, an intensified 
strategy for xerophthalmia control was drafted and developed. In Sri 
Lanka WHO continued to support a research study investigating the 
vitamin A status of pregnant women. An updated programme review and 
recommendations for further strengthening national xerophthalmia 
control activities was provided for six Member Countries. 



An even greater strengthening of regional and national 
xerophthalmia control strategies is anticipated, with efforts being 
made to attract funds from extrabudgetary sources. 

8.1.7 Nutrition-related Information and Education 
for Health (IEH) including Training 

With the growing emphasis on IEH as one of the most critical core 
elements for the achievement of HFA12000 goals, the Regional 
Nutrition Programme substantially increased its activities in this 
area over the past year. 

The generation, production and distribution of nutrition 
information from the Regional Office was stepped up with the 
production of a publication, "The Prevalence and Control of IDD in 
the South-East Asia Region". Several thousand copies of the 
SEARO-produced multilingual booklet on nutritional blindness were 
distributed to appropriate focal points in the Region. A regional 
IDD mailing network was established and, in collaboration with the 
newly formed International Council for Control of Iodine Deficiency 
Disorders (ICCIDD) IDD related literature including the quarterly 
ICCIDD Newsletter was regularly distributed. The draft for a 
Regional publication "Diet Handbook for Doctors, Dieticians and 
Nurses" was also finalized. The Regional Office also supported 
country-level activities for the production of nutrition related 
education and training materials. A Regional Office staff member 
assisted the Institute of Public Health Nutrition in Dhaka in this 
regard, and a short-term consultant assigned to Burma collaborated 
in drawing up and initiating a plan of action for strengthening the 
production and national distribution of nutrition education 
materials. 

A major effort during the year was the production and 
distribution of the monograph "Nutrition - Problems and Programmes 
in South-East Asia", by Dr C. Gopalan, published in the SEAR0 
Regional Health Papers series. This publication is expected to be of 
enormous practical value, especially for national nutrition policy 
and programme planners in countries of this region. 

Several other IEH activities were also undertaken during the 
year, such as support for a research project in Bangladesh on the 
impact and effectiveness of nutrition education, and support for the 
development and strengthening of a nutrition training network in the 
Region. The establishment of a post-graduate (M.Sc.) nutrition 
course at Kelaniya University in Sri Lanka, and the organization of 
a Workshop on "Nutrition in Primary Health Care Orientationl~raining" 
for middle-level primary health care personnel, held at the National 



Institute of Nutrition, Hyderabad, both with vigorous WHO 
collaborative support, highlight activities in this area, and are 
indicative of a vigorous IEH core to the Regional Nutrition 
Programme. 

8.1.8 Nutrition Research Programme 

Support and technical collaboration continued to characterize WHO'S 
regional nutrition research programme, as it continued to provide a 
powerful fillip to the enhancement of national capabilities for 
tackling malnutrition. Table 12 indicates the countries and areas of 
nutrition research in the 14 projects supported during the year. 

TABLE 12.Continuing or newly implemented WHO-supported 
nutrition research studies, July 1986 to 
June 1987 

Country Area of research 

Bangladesh Impact of nutrition education of varying intensity 

India Psychosocial aspects of malnutrition 
Impact of anganwadi training on nutrition and 
health status 

Study of nutritional anaemia and goitre in a 
community 

Impact of nutrition and health education in 
tribal areas 

Effect of pesticides on nutritional status in 
tribal areas 

Impact of clean water and sanitation on nutritional 
status 

Indonesia Psychosocial aspects of malnutrition 
Phase 1 study on cost effectiveness of IDD control 

Sri Lanka National survey on prevalence and etiology of IDD 
Vitamin A status in pregnancy 
Macrosurveillance study on nutrition and socio- 
economic status 

Thailand Psychosocial aspects of malnutrition (urban) 
Psychosocial aspects of malnutrition 



Based on both a review of the effectiveness of the past acti- 
vities and future regional and national nutrition research needs, 
alternate strategies for the future Regional nutrition research 
programme and a plan of action was developed in the Regional Office. 
The plan was oriented around the following three main approaches (1) 
strengthening national capabilities/institutions for nutrition 
research; (2) nutrition related health economics/development 
research, and ( 3 )  commissioned research on critical issues. 

Under this orientation, activities which have already 
commenced in 1987 include the organization of a nutrition training 
workshop in Maldives, and the holding of a workshop on nutrition 
research priorities in Thailand. The nutrition fellowships awarded 
during 1986-87, included those specifically designed to enhance 
capabilities in nutrition research techniques. Nutrition research 
capabilities in Bangladesh, DPR Korea, India, and Sri Lanka were 
strengthened in this way. 

In conclusion, it can be said that despite the sheer 
magnitude of the problem of malnutrition affecting well over 100 
million women and children in the South-East Asia Region, WHO has, 
through its technically-oriented collaborative support to the 
countries, contributed meaningfully and effectively towards the 
reduction and control of protein-energy malnutrition, nutritional 
blindness, anaemia and iodine-deficiency disorders. 

8.2 ORAL HEALTH 

National efforts for the development of oral health services and the 
required manpower for oral health continued during the period under 
review. The awareness of and a concern about the state of oral 
health has increased in almost all countries of the Region - a fact 
that has been made evident by the strengthening and development of 
services as well as by augmented inputs for oral health programmes. 
At present, six countries of the Region, viz., Bangladesh, the 
Democratic People's Republic of Korea, India, Indonesia, Mongolia, 
Sri Lanka and Thailand have developed active collaborative 
programmes with WHO in this field. 

The concept of community-based oral health and preventive 
dentistry as a part of primary health care has been generally 
accepted. Nevertheless, comprehensive oral health services are still 
limited to the urban areas. The emphasis has therefore been on 
preventive oral health services and community-based oral health as a 
part of primary health care so as to achieve increased coverage 
of the underserved rural population in regard to preventive 
services. 



National oral health surveys and epidemiological studies in 
oral health have been carried out in a number of countries of the 
Region in order to obtain necessary data for the formulation of 
national oral health policies, plans and programmes. 

In BANGLADESH, support to the Dhaka Dental College continued 
through the provision of supplies and equipment and the assignment of 
a consultant to train local surgeons in oral surgery. Epidemiological 
studies carried out earlier by WHO consultants indicated that the 
priority problem in oral health is periodontal disease; lately, 
buccal cancer has been reported in increasing nurebers. 

In the DEMOCRATIC PEOPLE'S REPUBLIC OF KOREA oral health 
services are available as an integrated part of primary health care. 
Training was provided, through WHO fellowships, for strengthening 
preventive and restorative dental services. Health education 
activities for the promotion of oral health are provided through 
school health, maternal and child health and general hospital 
services at all levels of health care. The equipment required for 
this programme is indigenously manufactured. 

INDIA is to participate in phase I1 of a WHO intercountry 
study of oral health. 

In INDONESIA, national short- and long-term plans on oral 
health have been developed as part of the strategy for health for 
all and the oral health component has been integrated into primary 
health care. 

A WHO consultant is to be assigned to review the existing 
national oral health programme and recommend measures to strengthen 
it. 

4 12-month extraregional fellowship to study for the MPH 
degree in health education has been awarded and supplies, including 
a microcomputer, are being procured. 

In MONGOLIA, where there is a high prevalence of dental 
caries and where the national oral health programme is supported by 
bilateral assistance, WHO awarded a six-month fellowship for 
training in stomatology. 

A Central stomatological polyclinic with 16 units has been 
set up in Ulan Bator and special mobile stomatological teams for 



referral services have been established. Two WHO consultants were 
assigned under the oral health project. 

In SRI LANKA, WHO supported the national oral health survey 
carried out during 1983-1984 to obtain basic information required 
for the planning of comprehensive and meaningful services. The 
analysis and report have been finalized. 

In addition to the training of dental therapists working in 
school clinics, training of primary school teachers in oral health 
has been carried out through threeday workshops. The purpose of 
training school teachers is to enable them to screen school children 
for oral diseases and refer those who need intervention to the 
appropriate centres. 

In THAILAND, the Intercountry Centre for Oral Health in 
Chiang Mai continued the Community-oriented Training Programme of 
Health Auxiliaries in Oral Health for national and international 
trainees. The Centre is supported by WHO and voluntary organizations. 

8.3 ACCIDENT PRBVENTION 

The absence of a clear policy in the area of accident prevention in 
most Member Countries has made the development of programmes rather 
difficult. Lack of adequate information on the epidemiology, nature, 
magnitude and types of accidents and injuries has limited the 
formulation of appropriate plans. 

The WHO regional programme on accident prevention is 
basically aimed at promoting preventive activities. Most of the 
countries of the Region have initiated epidem.Lologica1 studies to 
define the extent and nature of the problem. In some countries, 
considerable amount of data have been collected enabling them to 
formulate their own accident prevention programmes. 

In BANGLADESH, WHO collaborated in sponsoring the workshop 
which formulated the national accident prevention policy. A WHO 
consultant was assigned in February 1986 to assLst in reviewing the 
national programme on prevention of accidents, to advise on the 
development of the national surveillance and accidents monitoring 
system and to design epidemiological studies on childhood injuries. 

WHO supported workshops on road traffic accidents which were 
organized by the Rehabilitation Institute and the Hospical for tile 
Disabled in Dhaka. 



In the DEMOCRATIC PEOPLE'S REPUBLIC OF KOREA, resuscitation, 
first-aid and a speedy transport system for relief in accidents has 
been organized with WHO technical collaboration. It is proposed to 
strengthen facilities for microvascular and neurosurgical techniques 
for repair of tissues damaged in accidents and for reimplantation of 
limbs. 

In INDIA, rapid developments in the fields of industry, 
transport and agriculture resulted in an increase in the number and 
variety of accidents. WHO collaborated in sponsoring a workshop for 
the Expert Committee in Trauma Management held in Trivandrum. A 
similar workshop was held in Bangalore in October 1986. Seminars on 
accident prevention and trauma management were held in Calcutta and 
Trivandrum. 

INDONESIA has developed a national programme on accident 
prevention which includes not only the prevention of the most common 
traffic accidents but also accidents occurring in industry, and 
agriculture, at home, and in recreation and sports activities. A 
consultant assigned during the reporting period recommended that a 
national accidents prevention committee be established to deal with 
the problem of accidents in the country. 

In NEPAL, a national survey to collect data on all injuries 
was carried out during an 18-month period in a community of 6 500 
people living in 1 200 houses. Bums are found to be a very common 
injury due to falls over the kitchen stove. An improved cooking 
stove to prevent burns has been introduced on an experimental 
basis. WHO has been supporting the national injury prevention 
programme. 

In THAILAND, an International Workshop on Accident and Injury 
Prevention Management was organized by the Ministry of Public Health 
in March 1987 with WHO collaboration. Also in March, WHO and ESCAP 
jointly sponsored an Asian Seminar on Road Safety in collaboration 
with the Ministry of Public Health. 


