
Chapter 2 

WHO'S GENERAL PROGRAMME 
DEVELOPMENT AND MANAGEMENT 

2.1 REGIONAL DIRECTOR'S DEVELOPMENT PROGRAMME 

The Programme continues to meet the special and emergent nceds or Member 
Countries in areas not covered by specific project activities. Several emergem 
situations arose during the year necessitating urgent and priority assistance under the 
Programme in resolving unpredictable health problems. The cyclone which lashed 
Bangladesh was the most devastating, causing extensive damage to life and property. 
WHO rushed emergency kits, drugs and other materials to the country. Resources 
under the Programme being meagre, and the magnilude of assistance nccdcd being 
large, WHO successfully coordinated the mobililation of international assistance for 
providing relief to Bangladesh. In the case of Maldives, which was affected by storm 
waterlsurges, emergency kits were provided to the country, and WHO coordinated 
relief efforts with UNDP, UNICEF, WFP and FAO. Assistance was also provided to 
Myanmar and Bhutan to mcct emergent needs (for details sec Section 2.4). 

2.2 GENERAL PROGRAMME DEVELOPMENT 

The flexibility of programme management in WHO has been further streamlined to 
improve the responsiveness to national health programmes. WHO representatives, 
with WHO country-based staff, and with support from staff in the Regional Office 
and WHO headquarters, prondcd technical cooperation at the country level. The 
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joint government/WHO coordination mechanism, the Consultative Committee for 
Programme Development and Management (CCPDM) and the Country Support 
Teams (CST) continued to play important roles in the above process. 

Besides six-monthly review of the implementation of WHO'S collaborative 
programmes in the Member States, the CCPDM examined and endorsed an outline 
and frame for the preparation of annual detailed plans of action to be agreed between 
WHO and individual Member Countries, and addressed the issue of joint 
governmentiWHO evaluation of selected national health programmes. The CCPDM 
also reviewed the implications of the operational activities of the United Nations 
System at the country level, as provided in the UN General Assembly resolution 
441211, and the likely inlplication of the financial situation of WHO upon the 
1 ~ - 1 Y ~ 1  rcgional programme. 

The Regional Committee, at its forty-third session in 19!M, approved the outline and 
frame for the annual detailed plan of action to implement the programme budget for 
the 1992-1993 biennium. The two annual detailed plans of action in a biennial period 
replaced the erstwhile detailed biennial programme budget. This provided flexibility 
in the use of WHO'S resources, particularly at the country level, and allowed the 
specification of specific collaborative activities nearer the implementation period, 
taking into account thc actual rcquircmcnts. The Country Support Teams provided 
support to these activities. 

Realizing that the joint government/WHO evaluation of priority national health 
programmes carried out during 1984-1986 had been useful, the CCPDM, at its 
meeting in September lYM, recommended the continuation of the exercise during 
1991-1993. The existing framework for the evaluation, with some modifications, was 
also endorsed by the Committee. The second round of joint programme evaluation 
commenced. The evaluation is intended also to cover the economic aspects of health 
programmes in terms of their utility and cost-effectiveness. 

The Regional Office for South-East Asia participated in the WHO initiative for 
intensified cooperation with countries and peoples in the greatest need. A joint HQ 
and Regional Office mission held extensive discussions in three countries and 
identified several country-specific priority actions to accelerate national health 
development plans. Preparations are afoot to mobilize and coordinate WHO'S own 
and external resources in support of the participating countries. The mission visited 
Myanmar and identified priority actions within the frame of intensified WHO 
cooperation. In Nepal, support was provided to complete a health resource priority 
study and the updating of an earlier country resource utilization (CRU) review. 
WHO support was provided for the preparation of proposals for a study on human 
resource development, financing of health services and accelerated development of 
health information systems. In Indonesia, a National Health Conference was 
organized by the Ministry of Health in February 1991 with a view to reviewing the 
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implementation of Repelita V and to identify actions required to improve the quality 
and efficiency of services. The Conference was opened by H.E. Mr Soeharto, 
President of Indonesia. Assistance was also provided to Bhutan in the formulation 
of a national health manpower policy and strategy and in the preparation of the health 
sector component of the Seventh Five-Year National Development Plan as an input 
to the country's presentation in the Round Table Meeting to be held in 1992. The 
possibility of extending similar support to a few other countries in need is being 
studied. 

The preparation of WHO'S Ninth General Programme of Work for the period 
1996-2001 has commenced. The Regional Office contributed to its preparatory 
consultation phase on the subject of the utility, use, programme classification and 
content of the WHO General Programme ofwork. The Regional Office emphasized, 
ir~rcr alia, the need to undertake meaningful consultation with Member Countries in 
order to contribute substantively to the natureand content of the ensuing NinthGPW. 

The Regional Office contributed ideas to the formulation of the conceptual and 
operational framework of a new health paradigm initiated by the Director-General 
of WHO, with a view to achieving the health-for-all goal in the rapidly changing 
political, economic and environmental conditions. 

2.3 EXTERNAL COORDINATION FOR HEALTH 
AND SOCIAL DEVELOPMENT 

Extensive and effective United Nations interagency coordination and cooperation 
continued to influence development cooperation with Member Countrics, 
particularly in areas of major concern such as the deteriorating environment, the 
growing populations, and urban migration, persisting illiteracy etc. 

In 1990, WHO established a technical expert commission to prepare a comprehensive 
assessment of the consequences to human health of the current and anticipated 
environmental changes resulting from agro-industrial and socioeconomic 
development. This will be a contribution to the United Nations Conference on 
Environment and Development (UNCED) in 1992. The Regional Office participated 
in the global Consultation on Safe Water and Sanitation, marking the end of the 
Decade, to delineate the future strategies. 

WHO made technical contributions to the Ministerial Conference on Environment 
and Development, convened by ESCAP, to ensure a place for health concerns in the 
Conference Declaration. WHO worked closely with the UN Disaster Relief 
Organization and others in supporting the activities within the International Decade 
of National Disaster Reduction (INDNR), both at country and regional levels. 
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The views expressed by the Regional Committee at its forty-third session on the 
implications of the UnitedNationsGeneral Assembly resolution 441211 were brought 
to the attention of the WHO Executive Board at its eighty-seventh session, held in 
January  1991. T h e  Executive Board  reviewed t h e  regional committees '  
recommendations and urged WHO tocontinue its constitutional role in actingas the 
directing and coordinating authority in international health and to maintain its direct 
and privileged access to national health authorities. The Executive Board recognized 
that the Organization's existing mechanisms for the development andimplementation 
of its collaborative programmes were in consonance with national aspirations and 
their involvement, which the UN General Assembly resolution 441211, in essence, 
intended to promote. 

1. Collaboration with the United Nations System 

United Nations Development Progrnrnme (UNDP) 

WHO maintained collaboration with UNDP in support ofhealth sector development 
within the broad areas of human resource development, transfer of technology, and 
institutional strengthening through UNDP-funded country and intcrcountry projects. 
Duringthe year,the RegionalOfficeexecuted 11 intercountryand36country projects 
with a total UNDP input of about US$5.6 million. Additionally, the Regional Office 
continued to participate in UNDP-funded interregional projects, namely, 'Technical 
Cooperation among ASEAN countries in Pharmaceuticals', 'Control of Diarrhoea1 
~ i s ~ a s e s '  and  reven en ti on and Control of AIDS in Asia and the Pacific' 

The WHOIUNDP alliance to combat AIDS provided the policy and operational basis 
for joint collaborative work at all levels. AlDS has emerged as a major public health 
concern. WHO gave extensive support to national medium-term plans (MTP) for the 
prevention and control of AlDS in collaboration with UNDP. WHO was involved in 
the interregional project to study development implications of HIVIAIDS in Asia and 
the Pacific funded by UNDP. 

WHO provided technical support for the health sector in the UNDP country 
programming excrcises in Indonesia, Nepal, Bangladesh and Myanmar leading to the 
determination of priorities and formulation of health sector projects. A 
comprehensive review conducted by a WHO team in Indonesia during 1990 resulted, 
i~ l fer  alia, in projects for safe motherhood and primary health care in Irian Jaya and 
Maluku. Other projects, in nursing education, environmental health and food safety, 
were in the pipeline. In  DPR Korea, WHO collaborated in a UNDP project on 
Control of Environmental Health Hazard, as the cooperating agency. WHO also 
collaborated in the UNDP country programming excrcise in Maldives, Sri Lanka and 
Thailand. 
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UNDP's new strategies aim at a s M  from the project to the programme-oriented 
approach, concentrating on a few selected themes of development which could result 
in large programmes in the cooperation package. Under its changed programming 
process for the Fifth Intercountry Programme, UNDP started consultations with 
governments. These consultations are the entry points for the eventual inclusion of 
health programmes and projects in UNDP intercountry programmes. WHO has 
urged the national health authorities and the WHO representatives to articulate 
health concerns and priorities adequately in these consultations, with a view to 
mobilizing UNDP resources for the health sector. 

United Nations Population Fund (UNWA)  

WHO'S collaborative programmewith UNFPA continued to support national efforts 
in developing and strengthening the infrastructure for the integrated delivery of 
maternal and child care and family planning services. The Regional Advisory Team 
on MCHIFP and other technical units in the Regional Office provided technical 
back-up to UNFPA-funded projects in the countries. WHO participated in the 
UNFPA programme review and strategy development mission in Sri Lanka and also 
in the formulation, joint monitoring and evaluation of programmes and projects in 
response to requests from the governments and UNFPA. During the period under 
review, the Regional Office executed one intercountry and seven country projects 
funded by UNFPA, with a total budget of about USS1.4 million. 

UNFPA started significant changes in its programming and operational strategies for 
the programme cycle commencing in 1992. These include the setting up of Country 
Programme Technical Support Teams under the control and supervision of UNFPA 
which will replace the edsting Regional MCH/FP Advisory ~ e a m  in the Regional 
Office. WHO is at present examining this proposal critically. 

United Nations Children's Fund (UNICEF) 

WHO and UNICEF worked closely together towards the common goals of child 
survival and development, maternal and child health, safe drinking water and 
sanitation. As a follow-up to the declaration bythe World Summit for Children, held 
inSeptember 1990, WHO has been collaboratingin the preparationof plans of actions 
for child survival and development in the framework of HFA strategies. 

Specific WHO-UNICEF collaborative actintiesin the Region during the periodwere 
the Joint Nutrition Support Programme (JNSP) in Myanmar and Nepal, the 
programme for accelerating the implementation of primary health care and the 
expanded programme on immunization. 
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WHO and UNICEF are participating in the 'Rural Cohort Study on Child Survival' 
in Maharashtra, India. The study is of four years' duration and will be completed in 
1994. 

Collaboration was maintained through programme-specific informal meetings, joint 
reviews and exchange of information on issues of common interest. 

Economic and Social Commission forAsia and the Pacific (ESCAP) 

WHO collaborated with ESCAP in the fields of human resources development, 
integrated rural development, population, environment, drug abuse, and 
rehabilitation and in prcparing plans toameliorate the health problemsof Cambodian 
refugees. WHO identified institutions for providing the necessary technical support 
for the management of disaster-related emergency preparedness and response. 

WHO participated in a meeting with senior officials on Drug Abuse Issues in Asia 
and the Pacific, organized by ESCAP in Tokyo from 13 to 15 February 1991. WHO 
strongly supported the in~plementation of the Jakarta plan of action on human 
resources development, adopted in 1988. A new project proposal on drug abuse 
information system, with special reference to intravenous transmission of AIDS, was 
being formulated. WHO and ESCAP earlier implemented a joint project on the 
control of drug abuse. 

United Nations Ed~icntionnl, Scientific and Cult~~rnl Orgnnizntion 
(UNESCO) 

The Regional AIDS Education and Health Promotion Centre was set up jointly by 
WHO and UNESCO in Bangkok through an agreement. 

United Nations Fund for DrugAb~ise Control (UNFDAC) 

WHO continued to execute the health components of the UNFDAC-funded Drug 
Abuse Control Programme in Sri Lanka and the Drug Abuse Control Programme in 
Myanmar. 

WHO cooperated with the World Food Programme (WFP) in promoting health and 
nutrition components of WFP assistance and maintained close relations with other 
UN agencies, including the International Labour Organisation (ILO) and the Food 
and Agricultural Organization (FAO). 
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2. Collaboration with Development Banks and Funds 

WHO participated in the World Bank appraisal mission and collaborated in the 
formulation of its fourth population and health project in Bangladesh. In Nepal, 
WHO collaborated with the World Bank and UNDP in formulating a project on 
'Strengthening Resources Allocation, Planning, Formulation and Implementation in 
Health Sector'. WHO also provided technical support to the World Bank in 
preparing the population and health project for Nepal, particularly in such 
components as MCH, malaria control and prevention of communicable diseases. In 
addition, the Organization collaborated with the World Bank in Indonesia and 
Thailand on health and health-related projects. 

The Arab Gulf Fund (AGFUND) has continued to support the WHO-executed 
programme for prevention of blindness and deafness. 

3. Collaboration with Bilateral Agencies 

A number of health and health-related development projects in the Region werc 
supported by bilateral agencies. WHO-executed projects funded by these agencies 
were in the fields of epidemiology, leprosy, malaria, TB, biomedical research, etc. 
The malaria, tuberculosis and leprosy control programmcs in India, funded by thc 
Swedish International Development Authority (SIDA) and executed by WHO, 
terminated in June 1990. However, SIDA remained in further support for innovative 
activities in malaria and leprosy control programmes in India. Projects were being 
developed by the Government of India for the next phase of SIDA assistance. In 
Bangladesh, the 'Family Planning and Clinical Supervision Team' project, executed 
by WHO with support from the Norwegian Agency in International Development 
(NORAD), will terminate by the end of 1991. The Organi7ation will participate in 
implementing the fourth population and health project in the areas of WHO'S 
competence. 

WHO collaborated with DANIDAISIDA in the essential drugs project in 
Bangladesh, which ended on 30 May 1990. The winding-up operation is expected to 
continue until 15 September 1'9'91. 

Thc Finland International Developmcnt Agency (FINNIDA) support to a work plan 
on vaccines and drugs in Bhutan will continue for the period 1'81-1997. FINNIDA 
continued lo fund the essential drugs and vaccine programme in Myanmar. These 
programmes were implemented in collaboration with WHO. 

WHO maintained close contacts with various donor agencies for Bangladesh, such 
as ODA, SIDA, Belgian, Dutch, DANIDA, JlCA and USAID, on priority health 
components of the Fourth Five-Year Plan of the Government of Bangladesh, for 
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which a resource mobilization meeting will be organized by the Government of 
Bangladesh. 

The Canadian International Development Agency supported the AIDS Control and 
Prevention programme in Thailand and continued to fund the WHO-executed 
vector-borne disease control programme in Myanmar. The biomedical research 
programme in Sri Lanka continued with assistance from CIDA. 

4. Collaboration with Nongovernmental Oqanizations (NGOs) 

The Japanese ship-building Industries Foundation, the Christoffel Blinden Mission 
and Helen Keller International assisted in the prevention of blindness in SEAR 
countries. 

WHO made efforts to enhance the participation of NGOs in the prevention and 
control of HIV infection and AIDS. A meeting of NGOs was organized by the 
Regional Office in October 1990 to promote the participation of NGOs in AIDS 
control and prevention activities. 

Collaboration with Rotary International was strengthened in the fields of 
poliomyelitis control and 13PI. 

WHO also collaborated in the Eye Sight Programrnc of the International Association 
of Lions Club, particularly in the organization and conduct of eye camps, training of 
ophthalmic auxiliaries and educational campaigns on prevention of blindness. 

WHO pioneered the integratedapproach to prevention ofdisabilitiesin collaboration 
with the IMPACT Foundations of India and the UK. Theorganization collaborated 
in the Karigiri Disability Prevention and Limitation Programme in Leprosy 
(DISLEP) project, fundcd by the IMPACT Foundation, UK. 

The Regional Office collaborated with 21 NGOs in India in the fields of leprosy, 
traditional medicine, immunization, MCH, drug de-addiction, mental rehabilitation, 
prevention of blindness, and other areas. 

2.4 HEALTH EMERGENCY PREPAREDNESS AND RESPONSE 

Disaster Vulnerability and Risk 

Disaster due to natural and other causes continued to afflict several countries of the 
Region, including Bangladesh, India, Indonesia and Nepal where cyclones, floods, 
landslides, volcanic eruptions and earthquakes created emergency situations of 
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varying degrees. Such situations need appropriate measures to tackle the massive 
health problems generated in the wake of disasters. WHO provided both technical 
and material support to Member Countries in their efforts to meet the immediate 
requirements following disasters as well as to build up long-term preparedness and 
health sector capabilities to respond to future challenges. 

The cyclone which hit Bangladesh in April this year was the most devastating natural 
disaster in the Region in the last two decades. It caused extensive damage to life and 
property in the coastal areas and the offshore islands. WHO provided emergency 
kits, drugs and equipment for immediate relief work undertaken by the Government. 
WHO also provided technical support for the assessment of the short- and long-term 
healthneeds ofthe affected areas, and participated in the UNlnteragency TaskForce 
set up by the Secretary-General of the United Nations for the preparation of a 
consolidated and comprehensive report on short- and medium-term needs. A joint 
WHOIltaly mission visited Bangladesh for appraisal of the situation and to explore 
possible Italian assistance for short-term and long-term emergency relief and 
  re pa redness programmes. Another important initiative of the Organization was the 
mobilization of resources in support of the Bangladesh cyclone emergency relief and 
rehabilitation programme in the health sector. Up to 31 May 1991, pledges of over 
US$300 000 had been confirmed by donors. Prior to this, during 1990, Bangladesh 
was provided with necessary support in  the health sector for formulating 
policy/guidelincs for disasters, assessing health sector capabilities, and preparing a 
working manual and training programme. WHO also provided support for the 
training of 12 000 health workers. 

In India, WHO provided financial and technical support for a national meeting on 
disaster preparedness with the long-term objective of involving national institutions 
in regular training programmes in health impacts of disasters for personnel of health 
and other scctors. WHO is also providing technical input, in terms of consultants, 
for thcpreparationofa health sector national disasterplan with the aim ofintroducing 
it in regular five-year national plans. WHO acquired technical capacity in the 
Regional Office for providing assistance to Member Countries in formulating plans, 
policies, and training programmes, and for promoting the International Decade for 
Natural Disaster Reduction (IDNDR) as well as other activities related to 
disasteriemergeney situations. 

In response to the United Nations General Assembly launching thc 1YNs as the 
International Decade for Natural Disaster Reduction (IDNDR), Sri Lanka has 
developed a draft plan for disaster management in the health sector. Bangladesh, 
Indonesia, India, Mongolia, Ncpal and Myanmar initiated steps for IDNDR by 
formulating national committees and national action plans. With the aim of 
generating awareness about the health impacts of disasters in policy makers of 
countries of the ESCAP region, WHO actively participated in a meeting organized 
jointly by ESCAP, IDNDR secretariat and UNDRO in February 1991. In order lo 
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meet the interests of various Member Countries, the necessary education material, 
slides and videos on health aspects of disasters were sent to them. 

During IW, mini kits containing medical supplies and life-saving equipment worth 
US$25 000 were supplied to Sri Lanka to meet emergency situations. 

WHO laid emphasis on emergency preparedness so that Member Countries can face 
the challenges of disaster situations through their own infrastructure and resources 
using international support and collaboration. However, the necessary material 
support has been provided in cases of need to meet emergencies. 

2.5 HEALTH FOR ALL STRATEGY COORDINATION 

Health For All Strategy Coordination encompasses the whole health sector and also 
intertwines with development in other sectors. Consequently, advantage is taken of 
inputs in other programme areas such as the Managerial Process in National Health 
Development, Inlormalion and Education for Health, Health Systems Development, 
etc. Many of the activities undertaken in diverse programme areas constitute valuablc 
inputs into the main streani of health policy and strategy development. 

W H O  provided active support to all Member Countries in their evaluation exercises 
using the Common Framework for Evaluation (CFEl2). Most countries have also 
started using the results of the evaluation for taking a fresh look at their health 
development process. The recommendations arising out of the technical discussions 
on Health of the Underprivileged, as endorsed by the forty-third session of the 
Regional Committee, have also been taken serious note of by all Member Countries. 

A pragmatic approach to health development, taking into account not only the 
strengths of the health system but also its weaknesses, and utilizing opportunities and 
resources as and when they arise or become available, with due concern for all human 
life, should be  the hallmark of a coordinated and cogent effort in health development. 
This has in fact become evident in most Member Countries, who are now adopting a 
sagacious and down-to-earth approach for health development, keeping in mind the 
principle of equity and social justice in the process of development. There are still 
pockets of population in all developing countries whose health parameters are far 
below the  national  averages. These  populations constituting the  'health 
underprivileged' should now become the focus of special attention, so  that not only 
their health status is improved in the next ten years, but also the social and human 
potential of such populations is enhanced in order to contribute in a greater measure 
to overall progress. Thus, following the technical discussions during the forty-third 
session of the Regional Committee, WHO is working with Member Countries in the 
identification of underprivileged populations and their health problems, in carrying 
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out country-level studies on constraints and strategic options for achieving the health 
of the underprivileged, and in organizing nationaland sub-nationalgroupeducational - .  
activities fo; and strate& development. This effort will be strengthened and 
will continue in the Ninth General Programme of Work. It will be complementary to 
many of the other activities supported by WHO, particularly the new initiative of the 
Director-General to support people and countries in the most need. 

Efforts in the last ten years to follow a cogent and orchestrated policy of health 
development by developing coherent national strategies, keeping in new the goal of 
Health For All by the Year 2000 and the basic premise of the PHC approach, have 
brought about both quantitative and qualitative improvements in the health of the 
peoples of the Member Countries. This is evident from the reports on the second 
evaluation undertaken by Member Countries, which will be consolidated as ihc 
Eighth World Health Situation Report. 

In Bangladesh, a draft national health policy, a comprehensive national health referral 
system, and a draft medical education policy were developed. These, however, have 
been kept in abeyance due to the changing political situation. They are expected to 
be reviewed and adopted with necessary modifications. Bangladesh has also 
developed a training module for intersectoral action, with emphasis on equity, based 
on data collections of major health and social indicators. This underlines the need 
for an analysis of vulnerability and formulation of intervention, giving particular 
attention to undersewed and wlnerable areas. The dificulties and constraints faced 
in the implementation of the national health plan at different levels, particularly in 
the contexts of decentralization of executive power and resources for Upazillas, are 
being analysed with a view to overcoming them. 

Bhutan aims at providing equitable distribution of senices to all segments of the 
population by preferentially allocating resources for PHC to inaccessible groups of 
population. Here again, decentralization is a key concept in the process of 
development. Powers and funds are being decentralized to districts and blocks so as 
to pursue the national goals of development in consonance with the local 
requirements. 

In India, the emphasis in the Eighth Five-Year Plan will be on consolidating the gains 
already achieved and on improving the quality of services with minimal expansion. 
Efforts are also beingmade by the health sector to avoid waste and to ensure optimal 
utilization of the available resources. There is also a new emphasis on expansion of 
the health management information system to cover all states. 

In Indonesia, major developments have taken place in regard to policies for health 
services, health manpower, health financing and community participation. The 
priorities focus on the development of basic infrastructure to sustain economic 
activities and development. There is a stress on quality and equitable distribution of 
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health resources, decentralized management, improvement of health manpower, 
efficient use of funds and greater reliance on community health financing. 
Preparations for the n e a  long-term health development plan are already under way 
with the formation of various working groups to review the situation from the 
beginning of the First Five-Year Plan. It is also expected that projections for the next 
25-year period, based on the development so far, will be made. Indonesia has also 
published, for public use, bookson Challenges towards Attainment of Health For All 
by the Year U X X )  in Bahasa Indonesia. It has also taken steps for active dissemination 
of its national health policy. 

The Ministry of Health in Maldives has been entrusted with the responsibility of 
welfare services. The budgetary allocation has more than doubled, from 6 per cent in 
1989 to 13 per cent in 1991. Recognizing that there are still significant differences 
between the morbidity and mortality rates of the urban and rural populations, specific 
programmes for addressing these differences have been incorporated in the national 
plan for 1992-1W3, resulting in the development of specific island development 
programmes. 

In Mongolia, the whole processofhealth development is under active revicw following 
the large-scale change in the political order,which has ushered in democratic 
proccsscs. The Fourlh Congress of Health Workers, held in November 1990, 
approved the Principal Dircclions of Health Development for improving the health 
of the population. The basic tenet is to make health and sanitary services available to 
all by the expansion of coverage. It also emphasizes expanding the use of Mongolian 
lraditional medicine in combination with the modern allopathic system. The whole 
system is in a state of flux and the new policies, which are in tune with democratic 
aspirations, take into account the sparsely distributed population living in far-flung 
areas. 

In Myanmar, the Third People's Health Plan was completed in 1989-90. For the 
period 1991-92, a National Health Plan has been developed following a series of 
meetings at all levels. A significant shift in this Plan is that it involves all health-related 
sectors and is not centred on a departmental structure. The Plan also provides a set 
of 15 indicators in which changes are expected to be meaningful and substantial. 
Further, emphasis is laid on border area development, including health development 
of the population living there. This is being supported by the allocation of adequate 
financial resources and deployment of medical and health personnel. WHO has 
supported the development of the National Plan, particularly its revicw and 
formulation. 

Nepal has undergone a political transformation from monarchy to parliamentary 
democracy. The new constitution, promulgated in November 1990, has provision for 
strengthening the rights of citizens, incliding the right to health. ~ t ~ g i v c s  added 
strength to the existing national hcalth policy which, ir~ferolia, aims at improving the 
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physical and mental health of the people, increasing their life expectancy, reducing 
mortality, and controlling population growth. Nepal has also adopted a national 
conservation strategy which has a long-term perspective for natural resources 
management and is based on a recognition of the effects of environmental factors on 
health and quality of human life. A new Five-Year Plan is under formulation, which 
is expected, among other things, to extend health services coverage, strengthen the 
district health system, and provide for the transfer of knowledge and skills to the 
population, etc. Nepal has alsoutilized the results ofthe study on information support 
for HFA strategy management, undertaken in two districts, and proposes to extend 
the same to other districts so as to generate more reliable data for better plan and 
policy formulation. 

In Sri Lanka, despite three years of disruption of normalcy and economic constraints, 
the health situation has continued to remain satisfactory. Sri Lanka gives pride of 
placc to full countrywide coverage for the community-based preventive health system 
with the primary emphasis on preventive health. The radical new programme of 
poverty alleviation (Janasaviya) covering 58 AGA divisions and which has been in 
implementation since 1988, now benefits 310 000 families. Its expansion to cover 
7 million people will take place gradually over a period of ten years. The health 
component of this programme, Suvasaviya, ensures that the economic and social 
benefits obtainedby the population under the Janasaviya Programme are not frittered 
away due to adverse conditions of ill health. Research on the impact of the Janasaviya 
Programme on the health and nutrition of thc beneficiaries has been supported by 
WHO. Sri Lanka has formulated the National Health Plan for 1990-1991. WHO 
provided support for a workshop to develop the medium-term health development 
plan for the period 1990-1595. 

TheGovernment ofThailand hassuccessfully adopted a series of innovative measures 
to reduce disparities in health status among different population groups as part of its 
overall policy of health development. The new government, which assumed office in 
February 1991, is currently engaged in drafting policies to be pursued by it, which, 
infer alia, include policies on health development. The thrust of the new policies is 
likely to be towards reaching the underserved, unserved, vulnerable and 
underprivileged groups of population with stress on equity and social justice. The 
vibrant economic development that has taken place in the last five years has 
contributed both directly and indirectly to an increasing emphasis on betterment of 
health status, and to greater attention on social aspects of health development. 
Thailand increased the health budget from 11 787 million bahts in 1989 to 20 180 
million bahts in 1591. A number of measures have been undertaken in the Seventh 
Five-Year Plan to provide free medical care for the poor, reduce disparities in health 
status among different population groups, increase the use of Thai traditional 
medicine, improve cooperation with private and other nongovernmental 
organizations and to obtain the involvement of people in improving their own health. 
The Seventh Five-Year Plan, covering the period 1W2-1997, takes note of the 



deficiencies and attempts to prioritize them in the light of the analysis of social, 
economic, demographic and technological changes, keeping in view the changes in 
health and health-related resources as well as the participation of communities in 
health development. The Plan, expected to be finalized by March 1992, will attempt 
to build on the progress already achieved. 

Health-for-All Leadership Development 

Ever since WHO launched the 'HFA Leadership Development Initiative' in 1985, 
activities to further strengthen HFA leadership at intermediate and lower levels have 
been pursued vigorously, both at regional and country levels. 

An Intercountry ConsultationiWorkshop on HFA Leadership Nctworking and 
Resource Development was held in Jakarta, Indonesia, from30July t o 7  August 1W0. 
The Consultation was organized with the aim of stimulating the crcation and 
strengthening of a regional network of institutional resources to promote and 
implement HFA leadership development. The participants, being in leadership 
positions, reviewed country, intercountry and global situations in relation to 
leadership development, and endorsed the need to further strengthen leadership 
training programmes with active support for potential institutions. There was a need 
to continuously create awareness of HFA leadership, review and monitor progress, 
improve HFA leadership activities, and share expcricnccs, information and expertise. 

In India, Indonesia, Myanmar and Thailand, HFA leadership development activities 
were initiated as specific country programmes, whereas in other Member Countries 
leadership development activities form part of the overall health development 
programme. 

Meetings, dialogues, training courses and workshops, using the adapted vcrsions of 
HFA leadership training modules, have been held in Member Countries. Learning 
and information materials adapted to local situations were also prcparcd and 
produced for utilization at various training activities in Bangladesh, India, Indonesia, 
Myanmar and Thailand, which were held in order to develop a critical mass of people 
capable of  assuming leadership of the HFAI2000 movement within their own 
countries. In Bangladesh, Bhutan, Maldives, Myanmar and Nepal, meetings at the 
district lcvcl were organized to en;~hle exchanges among decision-makers of thcir 
experiences of successful district programmes, to create awareness of HFAIPHC 
concepts, and to offer approaches of how their concepts and stratcgies can he 
operationalized at the local level. 

Most Member Countries have identified potential national centres for arranging 
networks and formulating strategies for the development of future leaders. The 
Faculty of Public Health of Mahidol University in Thailand has been nominated as a 
W H O  Collaborating Centre in HFA Leadership Development. This Faculty is 
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developing a common framework for country case studies which will be  used to 
conduct case studies in all Member Countries of the Region. The case studies will 
highlight issues related to H F A  leadership development which link with both 
successful and unsuccessful experiences of health development programmes. These 
case studies can be  utilized as learning materials for HFA leadership training and 
also used as advocacy for social and political action. It is expected that, during the 
next few years, some institutions in the countries will be  undertaking similar 
responsibilities. 

The review and development of tools for setting criteria for the monitoring and 
evaluation of leadership development initiatives have been initiated in India, 
Indonesia, Myanmar, Sri Lanka and Thailand through the W H O  collaborating 
ccntres and national focal points for HFA leadership development. 

Whilc progress in HFA leadership development is evident in many countries, it is too 
carly to mention the impact of the activities because of the many influencing factors. 
There is a great need for intensified support for the large unreached or underserved 
populations still living in conditions of poverty and suffering from the lack of 
education and nutrition, leading to high morbidity and mortality. In ordcr to havc a 
strong political commitment for HFAi2000, attempts will havc to be made to incrcasc 
the awareness ofthe existing leaders. 

'l'echnicnl Coopera t ion a m o n g  Developing Cunn t r i e s  

There have been a large number of direct bilateral exchanges. Male, the capital of 
Maldives, hosted the Fifth Summit Meeting of the South Asian Association for 
Regional Cooperation (SAARC) which was attended by the heads of the 
Statcs/Governments of SAARC comprising Bangladesh, Bhutan, India, Maldives, 
Ncpal, Pakistan and Sri Lanka. Thc 'Male Declaration', emanating from this Summit 
Meeting, has a special portion on health dcvclopment. 

Indonesia undertook a TCDC multisectoral programming excrcisc in July 1990 with 
support from UNDP, both to make known its potential and also for seeking support 
in regard to improving some capacities. India, Sri Lanka and Thailand responded to 
this exercise. 

At the fourteenth meeting of Ministers of Health of the Non-aligncd and other 
Developing Countries, held in Gencva in May 1990, the Medium-term Programme 
for TCDC was adopted. This had been developed earlicr by a meeting of experts 
from non-aligned a n d  o the r  developing countries.  T h e  progress in the 
implementation of this Medium-Term Programme has recently been reviewed and 
submitted tothe fifteenth meetingofMinistersof Health ofthe Non-aligned and other 
Developing Countries, held in Geneva in May 1991  
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2.6 INFORMATICS MANAGEMENT 

T h e  Informatics Management Programme aims at supporting programme 
development and management of WHO and Member States through the use of 
informatics technologies and training of users at regional and country levels. Most of 
the health programmes have introduced information technologies, and financial and 
technical management. The degree and level of sophistication in their use vary from 
one programme to the other. A few corporate data bases and computeri7ed 
programme monitoring systems are heing developed. These may become available to 
the WHO Sccrctariat andMcmber States in the near future Whilein the initialstages 
ministries of health acquired informatics and telematics technology for the central 
level only, thc same technology is today spreading to provincial and district levels. 

In the Rcgional Office, the new Administrative and Financial System (AFI) became 
fully operational at the end of 1990, and technical aswell as administrative proccdurcs 
arc being devclopcd in the Regional Office to link AFI with the ensuing Local Area 
Network of the Regional Office, providing programme managers easy access to 
financial and technical information. The Informatics Support Committee dealt with 
policy issues regarding informatics support dcvelopmcnt, as well as with technical, 
administrative and operational issues, in order to ensure standard proccdurcs and 
optimum use of WHO'S resources. 


