
3
Health Systems and
Community Health

Child and Adolescent Health and Development (CAH)

Child rights and protection

The Regional Office has pioneered the promotion of child rights
and protection. The first Regional Orientation Workshop on the
Convention of the Rights of the Child (CRC), was organized in
Chandigarh, India, in September 2000. Following this workshop,
the Regional Office is preparing an advocacy brochure high-
lighting the regional perspective. A pocket handbook on the rights
of the child is also being prepared. WHO and UNICEF will
collaborate in promoting CRC in India.

Adolescent health and development

About 18-25% of the population in the countries of the Region
comprises adolescents in the age group of 10-20 years. They face
numerous risks like HIV/AIDS, stress, violence, suicide, drug abuse
and teenage pregnancy. Despite these risks, adolescent health
continues to be a neglected area. One of the reasons for this is
that the subject is dealt with by many ministries and departments
and coordination of work is difficult. Another problem is that the
services available are not sensitive to the special needs of adole-
scents and are therefore not adequately utilized. Except in Thailand,
there is no focal person responsible for looking after adolescent
health and development on a full-time basis. Consequently, it does
not get the attention or the resources that it deserves. In May 1998,
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a common vision was prepared for adolescents in the 21st century,
which was followed by the elaboration of a regional strategy for
adolescent health and development.

The countries of the Region undertook a situation analysis
to determine the status of  adolescent health and development
while preparing national plans of action. The situation analysis
showed the poor health (including reproductive health risks) and
nutritional status of adolescents in the Region. It also showed
the lack of a clear strategy and coordination. The problems of
adolescents are considered as synonymous with reproductive
health. Counselling and health services are not responsive to
their special needs.

Pilot projects on adolescent health have been undertaken
in some countries. Through the school health clubs, IEC material
has been distributed in Sri Lanka. Thailand has started a pilot
project to strengthen adolescent health and development. A
model for adolescent health using a team approach is being
implemented at Kariadi Hospital in Indonesia. Task forces or
coordination committees have been established in Indonesia,
Sri Lanka and Thailand. A model for monitoring and evaluation
of adolescent health is being tested in Thailand. Innovations being
introduced include the provision of adolescent-friendly health
services in India, Indonesia, Nepal and Thailand. The provision
of a life skills education package to school-going children in
Indonesia and Thailand and to out-of-school adolescents in India
is also being undertaken.

An intercountry meeting on child and adolescent health
problems was held in Bali, Indonesia, in March 2000. A package
for life skills education for school-going adolescents was
prepared. This was discussed at an intercountry consultation in
Thailand in June 2000. An intercountry consultation on prevention
and treatment of psychoactive substance abuse among
adolescents on the streets was organized in May 2001.

Integrated Management of Childhood Illness (IMCI)

The IMCI strategy was implemented in target countries selected
on the basis of high infant and under-five mortality. The countries
can be classified into first use priority countries (Indonesia and
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Nepal), priority countries initiating IMCI (Bangladesh, Bhutan,
India and Myanmar), priority countries interested in adopting the
IMCI approach (DPR Korea and East Timor) and non-priority
countries interested in adopting the IMCI approach (Sri Lanka
and Thailand).

Considerable progress has been made in capacity building
in the Member countries. Table 3.1 gives the number of people
trained in various courses of IMCI. Intercountry training courses
were conducted during the biennium. The change that is
noticeable is that the facilitators are now drawn from the Region.
Through these courses the Region has also contributed to the
capacity building of staff from other WHO regions.

In Indonesia, which is one of the first-use countries, the
strategy of consensus building and closely monitored implemen-
tation is producing results. The strategy has been accepted and
adopted by the partners which include UNICEF, the World Bank,
the Asian Development Bank, and AUSAID. The IMCI strategy is
being implemented in 52 districts in 15 provinces of the country.
While six-day training for health workers is recommended at
present, the country has advanced into elaborating a distance
learning package and computer-based learning. The programme

Table 3.1: Number of people trained in various courses 
of IMCI,1998-1999 

Intercountry/ 
Country 
courses 

Facilitators 
training  
(5 days) 

11-day 
course 

BHW  
5-day 
course 

BFC 
course 

Orientation of 
community-

based volunteers 

Intercountry  21 208 69  25 – 

India (National/ 
District level) 

– – 274  64 – 

Indonesia  
(National/ 
District level) 

– 126 16  – – 

Myanmar  
(National/ 
District Level) 

–  35 2 371  42 – 

Nepal (National/ 
District level) 

11 321 141  –  1 534 (FCHV) 
 1 029 (VDC) 
 14 580 (Mothers 
  group) 

Total number of 
people trained 

32 720 2 871 131 17 143 

Source: WHO/SEARO 
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is rapidly expanding, and now that the country has adopted a
policy of decentralization, it will be important to ensure that the
capacity of the provincial and district staff is built rapidly in
planning, monitoring, training, supervision and evaluation.

In Nepal, the IMCI strategy is being implemented using a
community-based approach and is an example of inter-agency
collaboration. Partners in the programme include JSI (USAID),
UNICEF, WHO, Save the Children Foundation, USA and JICA. Each
partner organization has decided to adopt one district in the
country. An NGO is taking up the responsibility of capacity building
through training. The Kanti Children’s hospital (KCH) has helped
in building national and regional capacity through ongoing
training courses. It is now proposed to upgrade this centre as a
Regional Training Centre on IMCI. Staff at KCH has been trained
in IMCI. The basic health workers’ package developed by WHO
and CARE India, has been adapted and implemented by training
village-based health workers and female community health
volunteers. The follow-up, after training and evaluation, in two
districts, has helped to identify several deficiencies. These can be
grouped as deficiencies in training and problems relating to health
system weakness and in drug supply. The main emphasis has to
be on health systems, including drug distribution and usage.
Nawalparasi district has taken up community drug distribution
programme, which is based on a cost-sharing scheme, focused
on self-reliance and self-management of drugs based on a list of
essential drugs recommended by WHO. Tools developed by WHO
like the referral care manual, costing tools, follow-up after training,
and basic health workers training material have all been field-
tested in Nepal.

IMCI demonstration courses have been completed in
Bangladesh, Bhutan, India and Myanmar. Adaptation has been
undertaken in Bangladesh, Bhutan, India and Myanmar
according to the prevailing policy in the country. In Bangladesh,
a national technical steering committee has been constituted and
consensus has developed to implement the IMCI strategy as part
of the World Bank-funded Health and Population Project (HPSP).
In India, five consultants were trained to adapt the IMCI training
package. UNICEF is proposing to implement the IMCI strategy
through basic health workers in the border cluster districts project.
Myanmar has included maternal health as part of the IMCI
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strategy and the programme, termed IMMCI, focuses on the
training of basic health staff. WHO is assisting the country in
evaluating the strengths and weaknesses of this approach.

WHO consultants visited DPR Korea and East Timor to
explore areas of collaboration in the adoption of the IMCI
strategy. Sri Lanka and Thailand, even though non-priority
countries, are interested in adopting the IMCI strategy to rationa-
lize the treatment and prevention of priority diseases in children
and to include it in the pre-service training provided at medical
and paramedical colleges and institutes.

The Region has done pioneering work in developing a
training package for Basic Health Workers. This has been shared
with other WHO regions. The package has been adapted, trans-
lated and utilized in the training of different types of Basic Health
Workers in different countries. The management of malaria and
young infants is now being incorporated into the package.

Training and orientation on the IMCI strategy has been
introduced in 15 medical schools in Indonesia and in one medical
school in Nepal. In the latter, a workshop was conducted to
extend the training to four additional medical schools. It is also
proposed to introduce the programme in five medical schools
in India, where it will be monitored closely before expanding it.
A university in India has proposed to introduce IMCI training using
the distance learning approach. IMCI is also being incorporated
into the pre-service training of Basic Health Workers in three
states of India by the National Institute of Public Cooperation
and Child Development (NIPCCD). The IMCI chart, booklet and
key information on the strategy are already included in a textbook
of paediatrics which is a widely used reference textbook for
medical students in the countries of the Region.

A substantial impact of the IMCI strategy is likely to come
through people’s participation in improving family and commu-
nity practices. A consultant extensively reviewed the key family
and community practices and prepared a regional review.
Following the review, which incorporates the work done so far in
the countries of the Region, the 12 key messages which strengthen
family and community practices, have been consolidated into a
flip book calendar for use and guidance by volunteers and the
community. Also, as part of IMCI advocacy activities, the Region
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has produced a kit on IMCI for a wide variety of audiences, which
is available on the web site of the Regional Office .

Breast-feeding practices have been declining steadily in the
countries of the Region. To tackle this problem, training courses
to promote breast-feeding counselling were organized in India,
Bangladesh and Nepal. To build national capacity, two national
staff, one each from Bangladesh and Nepal, were trained in the
UK on lactation management and policy. Material on breast-
feeding counselling is being adapted for the concerned staff in
the maternity hospitals and wards. An informal consultation to
review the progress on breast-feeding counselling and its linkage
with IMCI was organized in Surabaya, Indonesia, in March 2001.
Every participating country developed an outline of a plan of
action for breast-feeding promotion linking it to the IMCI strategy.

Reproductive Health and Research
The countries in the South-East Asia Region have accorded high
priority to reducing maternal deaths. The Declaration on “Health
Development in the South-East Asia Region in the 21st Century”
has identified maternal mortality reduction as one of the five
foremost challenges advocated for public health actions. The
53rd session of the Regional Committee adopted a resolution
urging Member States to incorporate the national strategy for
reduction of maternal mortality and morbidity as an important
element of health sector reform.

The WHO Director-General, Dr Gro Harlem Brundtland,
through her initiation of the Making Pregnancy Safer Strategy
(MPS), has endeavoured to revitalize WHO’s commitment to
ensure women’s right to life. MPS is a health sector strategy for
reducing maternal and perinatal morbidity and mortality, within
the broader context of safe motherhood and reproductive health.

The MPS strategy builds upon the consensus reached at
the International Conference on Population and Development,
Cairo (1994), and the Fourth World Conference on Women,
Beijing (1995). A joint statement by WHO, UNFPA, UNICEF and
the World Bank has been issued in support of the MPS strategy.
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Ten countries have been identified as MPS countries worldwide,
including Indonesia.

Considering that 40% of the global maternal deaths occur
in the South-East Asia Region where a majority of the countries
had a maternal mortality rate of more than 100 per 100 000
live births in the late 1990s, MPS has been given high priority.
These unacceptable deaths occur despite affordable technologies
available to prevent them. One important reason is that a large
number of women, particularly the poor and the marginalized,
do not always have effective access to such life-saving
technologies.

Bangladesh, Indonesia, Nepal, Sri Lanka and Thailand
have developed reproductive health profiles. These profiles
provide comprehensive information on the reproductive health
situation, limitations and strengths of each Member country,
programmatic details, training, research and funding.

In Bhutan, technical assistance was provided to update the
curricula pertaining to reproductive health/midwifery at the Royal
Institute of Health Sciences. In Maldives, the catalytic effect of
WHO was illustrated in generating resources required for
reproductive health programme scaling. Training provided to
CHW, TBA, and health volunteers of the islands facilitated
implementation of home-based maternal record cards (HBMRC).
Technical support was also provided in capacity building. In
Myanmar, in collaboration with WHO, advocacy meetings for
reproductive health have been held at different levels in order
to transform the traditional MCH concept into a comprehensive
reproductive health care approach, including health of
adolescents. Technical support was provided mainly for capacity
building of health staff, including postgraduate training, both
nationally and abroad.

In the area of training, several activities have promoted
collaboration between various institutions in the Region.
Accordingly, the second and third regional training programmes
on reproductive health were held in collaboration with the Indian
Institute of Health and Family Welfare, Hyderabad (India), and
Mahidol University, Thailand, in which 20 persons from various
districts in India participated in each batch. Similarly, support
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was also provided for training and study tours for 75 peripheral
health workers e.g. MCH workers working in disadvantaged areas
in Nepal, which provided them the opportunity to see and learn
better developed programmes within the country itself.

In addition, various national-level training workshops
(India), intersectoral collaboration (in Indonesia, Myanmar and
Nepal), IEC material development and the national conference
on safe motherhood in Nepal were supported.

Research studies on mix-contraceptive method in Myanmar,
printing of safe motherhood modules and training of trainers
and use of the modules in Indonesia, were supported.

As operational research is an important tool for generating
innovative approaches and in policy formulation as well as
strengthening of the programme, the Regional Office has been
promoting operational research in reproductive health. In this
context, the second scientific working group (SWG) meeting was
held in November 1999 to review the progress and to suggest
improvements.

Multicentric operational research on community and facility-
based interventions for making pregnancy safer is being

Modern diagnostic facilities are being increasingly used in the countries of
the Region.
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conducted in six high MMR countries (Bangladesh, Bhutan, India,
Indonesia, Myanmar and Nepal). This operational research to
improve access to quality care will also help strengthen the MPS
programme.

A global meeting to finalize guidelines for investigating
maternal deaths was jointly organized by WHO headquarters and
the Regional Office in Bangkok in March 2000. These guidelines
will be field-tested in the countries.

Women’s Health
The vision of WHO’s initiative on women’s health has widened to
view women’s health issues more holistically, through a life-span
approach, and in every aspect of their lives. WHO’s focus now
includes a gender dimension intensified through collaboration for
gender mainstreaming in all health programmes. Strategies for
gender mainstreaming have been developed and will be adopted
by the Member countries. For this to materialize, the availability
of disaggregated data by sex, age, socioeconomic status and
ethnicity is mandatory. A technical consultation on gender main-
streaming in health was held in November 2000, and gender
mainstreaming tools have been developed. Further elaboration
and field-testing of the training module on gender mainstreaming
are under way.

A comprehensive regional analysis of women’s health
issues, determinants and responses, Women in South-East Asia:
A Health Profile, has been compiled, published and widely
distributed in April 2001. A web site, based on this publication,
has been designed. The regional analysis was based on, among
others, Member country profiles which were initiated earlier. Most
of the Member countries have completed their profiles on
Women, Health and Development. The country profiles are being
used to provide policy and programme direction. Wider
distribution of the country profiles to all stakeholders would
facilitate the adoption of gender mainstreaming in the health
sector and implementation of interventions to improve women’s
health status.

A variety of initiatives on women’s health have been under-
taken in the Member countries during 2000-2001. Bangladesh
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was supported in activities related to capacity building to address
women’s health issues, and development of gender strategy in
the Health and Population Sector Programme. India has initiated
women’s health and development activities, including empower-
ment of rural communities, particularly women. In Myanmar,
training on women’s health and development for women leaders,
an advocacy workshop and research on women’s health and
development were conducted.

Another public health issue of increasing importance in
many countries of the Region is violence against women. The
need to increase the role of the health sector in violence
prevention and in case management have been recognized by
Member countries since the Regional Consultation on Violence
against Women, held in early 1999. The development of a
manual for health providers on the prevention and management
of violence against women has been initiated in Indonesia, while
coordination between the legal and medical communities
addressing the issue has been initiated in Nepal. Collaboration
with local NGOs working in this area and networking with
related sectors is very important for the success of the
programme, as seen from the experience in Bangladesh, India
and Indonesia.

Partnership with UN and other agencies working in the area
of women’s health and development is being further strengthened
to facilitate programme development and assistance to Member
countries. The UN Inter-Agency Working Group on Gender and
Development and the Women in Development Agencies Group
are the two fora currently available for such a purpose. In future,
more effective collaboration in women’s health priority areas
needs to be solicited.

Development of Human Resources for Health
Greater attention has been given to the strengthening of planning
for human resources for health (HRH). The Regional Office
provided support to countries for the application of HRH
Projections Model, developed by WHO headquarters. Special
efforts would be made to promote the use of this model to
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determine the operational requirements and develop HRH plans
relevant to the national health systems.

Furthermore, regional and extra-regional fellowships and
study tours, to help strengthen HRH planning in the national health
systems were supported. HRH policies in the context of multilateral
trade agreements, such as GATS, with implications for human
resources for health, are also being reviewed.

Special consideration was also given for the strengthening
of quality assurance, including accreditation mechanisms of
health professionals’ education. The meeting of the Task Force
on Accreditation of Institutions of Higher Education for Health
Personnel was convened in August 1999. Follow-up actions have
been taken at the country level to further strengthen the system
for accreditation of medical education programmes. Moreover,
WHO will collaborate with the World Federation for Medical
Education to further strengthen quality assurance in medical
education programmes.

Continued support was given for strengthening medical
education. Support was provided for the implementation of a
two-year certification programme through distance education

Increasing attention is being paid to the strengthening of human resources
for health.
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between the University of Dundee, UK, and the All India Institute
of Medical Sciences, New Delhi. Technical cooperation is also
being extended to Bangabandhu Sheikh Mujib Medical University,
Bangladesh, for postgraduate medical education, particularly for
technical performance, needs assessment, curriculum reform and
problem-based learning.

The Regional Office has intensified its partnership with other
international organizations/agencies for HRH development.
Technical support was given to the UNDP-funded Dhulikhel
Teaching Hospital in Nepal to enhance its capability for producing
physicians. Furthermore, WHO and the World Organization of
National Colleges, Academies and Academic Associations of
General Practitioners/Family Medicine jointly convened a workshop
in India in October 1999 in an effort to make medical education
more relevant to people’s needs.

In collaboration with the Centre for Health Planning and
Management, Keele University, England, WHO developed HRH
performance indicators for field testing in Nepal and Sri Lanka.
Action will be taken to enhance the use of appropriate indicators
in the countries of the Region to improve performance and
productivity.

The training of allied health (paramedical) personnel is
receiving increased attention. A regional consultation was con-
vened in Thailand in March 2000 to review the current situation
and identify strategies to further strengthen allied health services
and education in the Region.

Despite these developments, much remains to be done to
enhance the contribution of health professionals to national
health development. Many countries of the Region have formu-
lated policies on HRH but implementation is lagging. The rational
skill mix of HRH will need to be strengthened in order to address
the prevailing problem of inequity in health and health care in
the Region. The impact of globalization and multilateral trade
agreements, such as GATS, on HRH will need to be critically
addressed in order to ensure self-reliance of Member countries
in the development of an adequate and appropriate workforce,
relevant to the national health systems.
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Nursing and Midwifery
In order to address the problem of continuing high maternal
morbidity and mortality in the Region, support was given to
Member States in implementing the newly-developed Standards
of Midwifery Practice for Safe Motherhood. The use of these
standards has greatly contributed to increased quality and
accessibility of midwifery services in several countries of the
Region. Other donor agencies are collaborating with WHO in
implementing these standards as a means for quality assurance
in midwifery care in selected countries.

Greater attention is also being paid to improve the quality
of nursing services. Support was provided to further develop
standards for nursing practice to ensure quality nursing care. In
collaboration with the International Council of Nurses, support
was provided for training on nursing management and leadership
development in selected countries.

Countries were assisted to prepare competent nurses and
midwives to meet the emerging challenges. Regional strategies
to provide quality education relevant to changing needs of coun-
tries were formulated during the regional consultation in
December 1999. These strategies are being further developed
to assist countries on how best they can prepare nursing and
midwifery personnel in future.

Continued attention was paid to enhance the productivity
of nursing and midwifery personnel in support of national health
development. Technical support was provided for the develop-
ment and strengthening of hospital and community health
nursing. A model for comprehensive community/home-based
health care is being developed. This will help improve accessibility
and quality of community health services and promote cost-
effective utilization of health personnel at the community level.

The problem of continuing shortage of nursing and
midwifery personnel and maldistribution along with imbalances
in numbers and types in relation to other categories of health
personnel in the Region is being addressed. A scientific working
group is being formed to review and assess the current knowledge
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relating to effective management of the nursing and midwifery
workforce and to determine how that knowledge may best be
extended to assist countries to address  issues relating to the
nursing and midwifery workforce.

Despite these developments, much remains to be done to
improve the quality of nursing and midwifery services and
education. Nursing service management needs to be further
strengthened in order to enhance the contribution of nurses and
midwives to national health development, improve the quality of
care and promote cost-effective utilization of nursing and midwifery
personnel. Concerted efforts are needed to further strengthen a
system for accreditation of nursing and midwifery educational
programmes and institutions as well as educational resources in
order to provide quality education to meet the service requirements.

Education and Training Support
A number of initiatives have been envisaged by the Regional
Office to improve the planning and management of the
Fellowships Programme and stimulate a better response from the
Member countries.

The problem of continuing shortage of nursing and midwifery personnel is
being addressed by the countries of the Region.



The Work of WHO in the South-East Asia Region

51

Training in the Region is handled through different modalities.
In view of the growing emphasis placed on in-country and regional
fellowships, an increasing trend has been noticed in the fellowships
in these areas. Closely following Indonesia, India has introduced
in-country fellowships of long and short-term training in its various
institutions of excellence. Again, India, which traditionally sends a
large number of fellows outside the Region for training in clinical
and other specialized areas, sent to Thailand, for the first time in
the 2000-2001 biennium, a record number of 172 fellows for
training in various public health areas. This is a direct fallout of
the recommendations of the Regional Conference on Public Health
in South-East Asia in the  21st Century, held at Calcutta in
November 1999, which recommended improving/strengthening
public health as a core discipline for health development.

Tailor-made group training programmes were found to be
more cost-effective. Programmes in the areas of primary health
care based on the district health system, community-based
rehabilitation, epidemiology and vector biology and control were
organized in collaboration with collaborating centres and centres
of excellence. The institutions in collaboration with which these
programmes were undertaken included the ASEAN Institute of
Health Development, Mahidol University and the Ministry of
Public Health, in Thailand; the Ministry of Health, Government
of Myanmar; and the Christian Medical College, Vellore,
National Institute of Communicable Diseases, Delhi, and the
Vector Control Research Centre, Pondicherry, in India.

During the period under review, 1052 fellowship applica-
tions from the countries of the Region were received. Against
this, 930 fellowship awards were issued, including 240 awards
pertaining to the cases received prior to the reporting period. A
detailed analysis of these fellowships is presented in Tables 3.2
and 3.3. Requests for document in the SEA Region of 128 fellows
were also received from the African, Western Pacific and Eastern
Mediterranean regions; these were facilitated.

As seen in Table 3.2, the proportion of extra-regional
fellowships was 25.2 per cent, as against 32.5 per cent in the
previous two-year period. This was in line with the recommen-
dations of the 50th session of the Regional Committee.
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During the reporting period, regionally the percentage of
fellowships for females (28.3%) was marginally lower than for
the previous reporting period (31.3%). In absolute terms,
DPR Korea and Myanmar sent more female candidates during
the reporting period.

In terms of area of study, public health sciences received
the highest priority (62.6%) by the Member countries, followed
by clinical specialities (21.8%) and diagnostic and laboratory
services (6.1%).

The introduction of the system of release of fellowship
termination allowance to fellows being conditional upon receipt
of the Fellowship Termination of Studies Report (FTSR) resulted in
an appreciable increase in the number of FTSRs. During the
period under review, 805 FTSRs were received, compared to 292
during the previous reporting period. Limited evaluations of the
effectiveness of the fellowships have been carried out in
Bangladesh and Sri Lanka.

Evaluation of fellowships has been a continuing process in
the technical units as well as in the Education and Training
Support Unit. Efforts are being made to revise the evaluation
tool and improve the guidelines to generate the required
information.

Study tour for senior health professionals is another
mechanism for getting experience and technical knowledge in
the respective field of study. These were processed by various
technical units. Considering that study tours were only used in a
limited number of regions, the Regional Fellowships Officers
Meeting, held at Geneva in February 2000, recommended that
these should be gradually phased out. The meeting viewed study
tours as impact-deficient and not cost-effective, besides being
fundamentally resistant to evaluation. Training modalities
compliant with an adequate screening and monitoring system
were recommended.

In order to streamline and strengthen the fellowships
operations in the Regional Office, an electronic Document
Management system (DMS) has been initiated. While the ultimate
goal of this initiative would be a ‘paperless’ office, the main



benefits and features would include electronic storage, retrieval,
access, speedy action, indexing, and CD back-up.

In order to make the Regional Directory of Training
Institutions a very handy and facile instrument, attempts are being
made, in consultation with the Member countries, not only to
update the inputs but also to make it more purposeful and
focused.

WHO headquarters, in consultation with the Regions, had
revised the WHO Manual Provision dealing with Fellowships, to
make them more relevant to the work of WHO. The revisions
incorporated the recommendations of successive meetings of
Regional Fellowship Officers.

During the period under review, 53 meetings/group
educational activities were held. These included 4 policy meet-
ings, 3 advisory meetings, 4 advocacy meetings, 37 consultative
meetings/workshops, 4 programme managers’ meetings and one
training activity.
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