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Preface
The 11 Member countries comprising WHO’s South-East Asia
Region are at varying stages of development. Diverse as they
are in terms of socioeconomic development, what binds the
Member countries of the Region together is their common resolve
to achieve better health for their people.
Faced with formidable challenges including lack of adequate
human and financial resources and the double burden of
communicable and noncommunicable diseases, all Member
countries have taken bold initiatives to address these complex
issues.
In keeping with its mandate, WHO has collaborated with
its Member countries in their health development endeavours
and in effectively dealing with the threat of emerging diseases
– the most recent example being avian influenza which affected
four countries in the Region.
While most countries affected by the tsunami of December
2004 are well into the rehabilitation and recovery phase, the
lessons learnt are being assimilated to enable them to be better
prepared and to further strengthen their health systems. What
stands out clearly in this context is the broad acceptance of
health as being central to development and the need for
multisectoral efforts to achieve the health targets set by the
Millennium Development Goals.
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This report highlights WHO’s collaborative activities in the
Member countries during the period under review. While
achievements have been underscored, the prevailing challenges
and measures to address them have also been identified.
As always, WHO is ready to render all support to the
Member countries to achieve their targets in health development
in a spirit of regional solidarity.
In presenting my Report on the Work of WHO in the SouthEast Asia Region during the period 1 July 2005 – 30 June 2006,
one can look back in satisfaction on the tasks accomplished and
look ahead with confidence to a brighter and healthier future
for the Region.

Samlee Plianbangchang, M.D., Dr.P.H.
Regional Director
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Executive Summary

Communicable Diseases
1. Communicable diseases continue to be one of the most
important public health problems in the South-East Asia (SEA)
Region. Not only do they cause considerable morbidity and
mortality, the new and emerging infectious agents are a constant
threat to health security in the Region.
2. To develop a common approach against emerging diseases
throughout Asia, the Regional Offices for South-East Asia and
the Western Pacific developed and published the “Asia-Pacific
Strategy on Emerging Diseases”. This document provides a
strategic framework for strengthening national capacities for
preparedness, prompt detection and rapid response to emerging
diseases in order to protect national, regional and global health
security.
3. In this context, and during the period under review, WHO
provided technical support to Member countries in building
capacity in disease surveillance including training in field
epidemiology and in further strengthening laboratory services.
WHO assisted Member countries in the investigation/
management of outbreaks of various communicable diseases.
Direct assistance through missions was provided to all Member
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countries in the formulation of national avian and pandemic
influenza preparedness plans. Efforts are now under way to build
core capacities at the county level for implementing International
Health Regulations - 2005 (IHR - 2005).
4. To rapidly exchange information during outbreaks and
public health emergencies, a Strategic Health Operations Centre
(SHOC) was established in the Regional Office. To supplement
the work of the Regional Office, a WHO Regional Communicable
Diseases Surveillance and Response sub-unit in Bangkok and
another at the National Institute of Communicable Diseases
(NICD), Delhi were established.
5. In the aftermath of the tsunami, WHO assisted in
coordinating technical support to affected Member countries
specifically Indonesia, Maldives, and Sri Lanka in establishing
an emergency surveillance and rapid response system during
the emergency phase and in strengthening public health
infrastructure during the rehabilitation phase. In collaboration
with the Asian Development Bank (ADB), efforts were initiated
to build human resource capacity, strengthen pandemic
preparedness, and laboratory support in the context of avian
and pandemic influenza.
6. WHO continued to play the lead role in the health sector
response to human immunodeficiency virus (HIV). Stepping
up normative guidance and capacity building in HIV prevention
and control resulted in the development of guidelines and
modules like the toolkit on HIV care and antiretroviral treatment
recording and reporting system and training on tuberculosis
(TB)/HIV surveillance. The antiretroviral therapy (ART) coverage
in the Region increased from 37 500 in 2003 to 160 000 by
2005 under the “3 by 5” Initiative. A bi-regional strategy on
HIV and injecting drug use was developed and collaboration
with various partners was strengthened. Technical assistance
to countries was facilitated by posting of staff in six countries.
Continued efforts are being made to ensure access to
interventions for population ‘at risk’. The Regional Office
established coordinating mechanisms to mainstream HIV
prevention and care into ongoing WHO programmes, including
sharing of financial resources.
x
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7. Nearly two million TB patients were put on treatment
during the past year and all countries achieved nationwide

directly observed treatment, short-course (DOTS) coverage.
Scaling-up of public/private partnerships in India, Indonesia
and Myanmar resulted in a 25% increase in cases brought under
treatment. A Regional Strategic Plan for TB Control 2006-2015,
was developed based on the new expanded strategy to Stop TB
and countries were assisted to formulate five-year action plans.
WHO support was substantially augmented through long-term
staff positions in five countries and enhancement of country
capacities through intercountry training courses and
workshops. A bi-regional report on TB control was published.
Concerted efforts were made to plan and implement
interventions to address TB/HIV and multidrug-resistant (MDR)
-TB.
8. A revised strategy for malaria control in the Region calling
for a multisectoral approach and emphasizing etiological,
environmental and behavioural factors was developed. This will
be used as a policy and strategy framework for malaria control
programmes in Member countries. Five countries reviewed their
national treatment policies and adopted artemisinin-based
combination therapy (ACT). Long-lasting insecticidal nets
(LLINs) were introduced on a small scale in many countries.
Inadequate capacity of programmes in implementing indoor
residual spray (IRS), the high costs of insecticides and vector
resistance are hindering the use of IRS as a strategy. Bi-regional
collaboration between countries in the Greater Mekong subregion of the South-East Asia and the Western Pacific regions is
continuing in the area of drug resistance and drug quality
monitoring. The rapid spread of multidrug resistance in malaria
caused by P. falciparum continued to be major concerns which
were addressed.
9. WHO has identified a number of communicable diseases
for elimination/eradication within a timeframe. Progress in the
Region towards polio eradication continued steadily. It is expected
that by 2006, the target of eradication will be achieved. In the
meantime, routine immunization was strengthened, covering
other vaccine-preventable diseases. The other four diseases
targeted for elimination/eradication are those which primarily
affect the poor and the most marginalized sections of society.
These include leprosy, lymphatic filariasis, kala-azar and yaws.
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10. To provide necessary advice and guidance, Regional
Technical Advisory Groups (RTAGs) were established for leprosy
and lymphatic filariasis, each of which met during 2005. A
three-day meeting of partners and interested parties to discuss
the neglected tropical diseases targeted for eradication/
elimination was held in Bangalore, India, in November 2005.
The meeting led to the ‘Bangalore Declaration’ which, among
others, urged national governments and national/international
agencies to accord high priority to the elimination/eradication
of these communicable/tropical diseases.
11. The Region as a whole achieved the leprosy elimination
goal in December 2005 and, in an effort to eliminate lymphatic
filariasis, mass drug administration (MDA) with diethyle
carbamazine (DEC) + albendazole was scaled up to cover 82.5
million people in the Region during 2005. The initiative on
elimination of kala-azar received a major boost following the
signing of a Memorandum of Understanding (MoU) by
Bangladesh, India and Nepal in May 2005. All the three countries
developed national strategies and operational plans in 2005.
12. In yaws eradication, India did not report any new cases
during 2004 and 2005. Efforts to intensify operations continued
in Indonesia and Timor-Leste to achieve eradication within the
next five years.
13. Blood safety, clinical technology and blood transfusion
services were supported in Bangladesh, DPR Korea and TimorLeste, and assistance extended to another four countries in
drafting their national blood policies. External quality
assessment schemes (EQAS) were strengthened in seven
countries. To build skills in laboratory diagnosis of HIV, an
intercountry workshop was organized which included CD-4
lymphocyte counts assessments. A hands-on training course
for all countries on avian influenza (AI) laboratory confirmation
was organized. Standard operating procedures in blood
processing were disseminated and guidelines on HIV diagnosis
and ART monitoring revised. Sustained efforts are planned to
further improve blood transfusion services, and to overcome
the laboratory services challenge.
xii
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14. In the area of tropical diseases research (TDR), technical
support was provided to countries with limited research capacity.

Capacity as well as proposal development workshops were
organized and 11 proposals funded through the Regional Office/
TDR small research grants programme. Efforts are being made
to implement the small research grants programme in a more
decentralized and country-focused manner to meet the country
needs.

Noncommunicable Diseases and Mental Health
15. WHO promoted multisectoral action on integrated health
promotion, prevention and control of major diseases, including
chronic, noncommunicable diseases (NCDs), which place a heavy
burden on individuals and communities in the Region. Support
was focused on building capacity in health and related sectors.
16. The adoption by Member countries of WHO’s STEP-wise
approach in NCD prevention and control contributed to
strengthening national capacity for conducting NCD surveillance
and in development of policy options. Standardized NCD risk
factor surveys were completed in nine countries of the Region.
Follow-up actions to collect more nationally representative data
are under way in India, Indonesia, Nepal, Sri Lanka and
Thailand. Support was also provided in deploying the NCD
InfoBase at national level. National InfoBase teams were
constituted and orientation training provided in utilization and
maintenance of this database.
17. The global WHO Report on “Preventing chronic diseases: a
vital investment” was released in October 2005. It highlighted
policy actions to prevent and control NCDs, proposing a global
goal of reducing the death rates from all chronic diseases by 2%
per year over and above the existing trends during the next 10
years (2006-2015). The Report is a useful guide for Member
countries and WHO to undertake effective action. The regional
launch of this Report took place in Maldives in November 2005,
followed by India and Thailand in February 2006.
18. Support was continued to the community-based
intervention projects for integrated prevention of NCDs in
Bangladesh, India, Indonesia and Sri Lanka. The SEA Regional
Network for NCD Prevention and Control (SEANET-NCD),
developed its charter and plans of action. The Network
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contributed to the dissemination of information, exchange of
expertise, and facilitated multisectoral, multidisciplinary and
multi-level collaboration. As a follow-up to the Global Strategy
on Diet, Physical Activity and Health, national plans of action
were formulated in India, Indonesia and Nepal.
19. WHO played an active role in sensitizing Member countries
on the need to develop programmes for mental health promotion
and well-being. Technical support was provided to develop
strategies for comprehensive promotion of mental health in
Member countries.
20. During the year, WHO continued to support post-tsunami
rehabilitation activities to mitigate the adverse psychosocial
consequences of the disaster. WHO, in collaboration with experts
from the Region, produced a series of technical documents related
to community-based mental health care and psychosocial
support, which were later published in local languages and used
widely in affected Member countries. A publication, “WHO
framework for mental health and psychosocial support after
the tsunami” was produced and used widely at all levels. An
impact evaluation of mental health and psychosocial relief efforts
in India and Maldives was conducted with the help of a WHO
expert team and an external evaluator. The experience on
psychorelief operations was documented in a publication entitled
“Mental health and psychosocial relief efforts after the tsunami
in South-East Asia”.
21. An intercountry meeting on development of guidelines for
mental health and psychosocial aspects of disaster preparedness
was held in Khao Lak, Thailand in June 2006. Sri Lanka adopted
a National Mental Health Policy in February 2006. WHO
continued its support to Bangladesh, Bhutan, Indonesia,
Maldives, Myanmar and Nepal in revising/developing their
respective national mental health policies. Pilot programmes for
community-based mental health systems were conducted in
Indonesia, India, Maldives, Myanmar, and Nepal. India and Sri
Lanka were assisted in developing community-based programmes
on prevention of harm from alcohol abuse.
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22. WHO worked closely with Member countries in finalizing
the Regional Strategy for Health Promotion for the SEA Region.
In collaboration with partners, India, Maldives, Myanmar, Sri

Lanka and Thailand implemented school-based health promotion
activities. Support was provided for participation of senior health
experts at the Sixth Global Conference on Health Promotion,
organized jointly by WHO, the Ministry of Public Health,
Thailand and Thai Health, a nongovernmental organization
(NGO), in Bangkok, in October 2005. The Conference adopted
the Bangkok Charter for Health Promotion, which called for
political commitment to health promotion and policy actions
for investments, legislation/regulation and capacity building.
23. The main focus of the regional tobacco control strategy is
to build national capacity to enable Member countries to meet
their obligation under the WHO Framework Convention for
Tobacco Control (FCTC). The Global Youth Tobacco Survey
(GYTS) was completed in 10 countries of the Region. Documents
related to the Regional Strategy on Utilization of GYTS, the
Regional Strategy for Tobacco Control, and the Regional Plan of
Action for Tobacco Control – 2006-2010, were prepared to help
countries to develop their own national strategies and national
plans of action. A generic guide for the enforcement of tobacco
control legislation was developed to assist countries in
implementing national tobacco control measures. Surveillance
and research in tobacco control were strengthened in Member
countries.
24. Like every year, all Member countries celebrated ‘World
No Tobacco Day’ on 31 May with the specific aim to create
awareness on and to advocate for national commitment on
tobacco control. Three eminent tobacco control advocates from
the Region received the World No Tobacco Day awards for 2006.
25. Approximately 150 people die every hour from injuries in
countries of the SEA Region. In the area of injury prevention
and control, eight countries have developed national plans and/
or national implementing mechanisms. Myanmar, Maldives,
Sri Lanka and Thailand have established injury surveillance
system with WHO support. Teaching Modules on Injury
Prevention and Control for undergraduate medical and nursing
courses have been developed specifically for major causes of
injuries in the Region including road traffic injuries, drowning,
unintentional falls, burns, poisoning, and injuries related to
violence such as assaults and self-harm. This is in line with the
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Training, Educating and Advancing Collaboration in Health on
Violence and Injury Prevention (TEACH-VIP) developed by WHO
with a global network of experts.
26. WHO worked closely with SOUND HEARING 2030, a
South-East Asia Regional Forum for prevention and alleviation
of hearing impairment, initiated by WHO in collaboration with
other UN agencies and partners, WHO collaborating centres
(CCs) and Member countries, to provide a strong mechanism
for monitoring and technical support to Member countries. The
Forum has already reviewed and updated the status of deafness,
hearing loss and intervention programmes and proposed plans
of action for prevention and alleviation of hearing impairment
in the SEA Region.
27. Eight of the 11 Member countries of the Region launched
national Vision 2020 programmes. Support was provided to
Bangladesh, DPR Korea, Indonesia, Maldives and Timor-Leste in
implementing national blindness prevention and control
activities.

Family and Community Health
28. Ensuring skilled care at every birth continued to be one of
WHO ’s priorities in addressing maternal and newborn
morbidity and mortality. Member countries were supported in
developing and implementing national strategies to achieve
universal skilled care at birth. Evidence-based norms and
standards on maternal and newborn health, family planning,
prevention of unsafe abortion and sexually transmitted
infections (STIs) were introduced and promoted in all Member
countries.
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29. To address the needs of countries in developing neonatal
health strategies, the Regional Office continued to provide
technical assistance in the establishment of evidence-based
neonatal and child health norms and standards for efficient and
effective delivery of neonatal and child health interventions. A
capacity building exercise was organized to assist health
professionals to help countries integrate newborn health into
child survival strategies.

30. The focus of WHO’s work in child survival includes the
Integrated Management of Childhood Illness (IMCI) Strategy.
During the period under review, significant progress was made
to institutionalize IMCI in the Region. In order to care for and
provide treatment for children with HIV/AIDS, the Regional
Office invited technical experts to peer review guidelines for
paediatric ART in May 2006. The stand-alone paediatric ART
guidelines will assist countries in the treatment of children with
HIV/AIDS in the national HIV/AIDS control initiatives. In order
to strengthen research capacity of Member countries, the
Regional Office facilitated the development of proposals for
research studies in key family practices for child survival and
childhood illness.
31. To address the issue of management of severe malnutrition
in children, national training workshops for doctors and nurses
were conducted in several Member countries. A regional working
group comprising memberships of partner agencies and experts
was formed to advise on elimination of iodine deficiency
disorders in the Region. A regional plan of action was finalized
at the first meeting of the working group.
32. While efforts are under way to prevent and reduce anaemia
through nutrition counselling, continued support was provided
to strengthen research programmes in the countries to determine
major risk factors which adversely influence healthy lifestyles
among school-aged adolescents. For integrating nutritional care
and support in HIV/AIDS programmes, an international
workshop on training of trainers on nutrition care and support
for people living with HIV/AIDS was also organized.
33. To strengthen strategic information and the database,
country profiles and factsheets were prepared to document specific
problems and needs of adolescents. These fact sheets will be
available in the third quarter of 2006. Technical assistance was
provided by the Regional Office for development of national
strategies related to adolescent health programmes. In order to
build capacity in the Region on Adolescent Friendly Health Services
(AFHS), a regional pool of consultants was trained. To address
the issues related to health sector response to young people and
HIV/AIDS, a regional strategic framework was developed. A
regional meeting of UN co-sponsors was also organized to identify
areas of collaboration and joint action at country level.
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34. The Global Reproductive Health Strategy has been
incorporated into the national reproductive health strategy of
respective Member countries. The Strategic Partnership
Programme (SPP) between WHO and the United Nations
Population Fund (UNFPA) continued to support activities related
to family planning and reproductive tract infections (RTIs)/STIs.
Support was also extended to address country-specific needs in
preventing unsafe abortions. Technical support was provided
for the evaluation and expansion of menstrual regulation
services in countries as part of a five-year programme.
35. In order to address the issues of Gender and Women’s
Health, WHO focused mainly on two areas: addressing women’s
low access to health care services and assisting Member countries
to document and prevent gender-based violence. In this regard,
the WHO gender focal points along with many stakeholders in
each country addressed the policy issues by promoting the
human rights perspective related to health care. Gender issues
were also integrated into medical education pre-service and postbasic education programmes on a pilot basis in Member
countries. Learning from the tsunami experience, gender and
reproductive issues were appropriately integrated into all
emergency preparedness plans. To deal with the problem of
gender-based violence, WHO launched a longitudinal multicountry study in Bangladesh and Thailand in December 2005.

Sustainable Development and Healthy Environments
36. The SEA Region continues to face serious public health
challenges and economic and social losses due to inadequate
access to safe water and sanitation. While coverage of water
supply has increased, to more than 80%, over 262 million people
in the Region do not have access to safe water. Half of the
population in the Region does not have access to adequate
sanitation. Bangladesh, Bhutan, Myanmar, Nepal, Sri Lanka
and some states of India in the Region are committed to achieve
total sanitation by 2015. A joint monitoring process between
WHO and the United Nations Children’s Fund (UNICEF) is
currently on and validation is expected by the end of 2006.
xviii
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37. WHO’s Guidelines for Drinking Water Quality are being
promoted and Water Safety Plans as the main management tool

are being advocated to help communities to decide on critical
points control, based on hazards identified along the water
supply system. The Regional Office developed a guidance
document on rainwater and health aspects.
38. With regard to arsenic mitigation in drinking water, the
focus was on three areas – capacity building and human
resources, development of guidelines as well as operational
research. Health care personnel in arsenic-affected countries were
trained on the use of WHO’s field guide on case detection,
management and surveillance of arsenicosis.
39. The vulnerable population in the Region consisting of
women and the poor are primarily employed in the informal
sectors. They often lack the basic knowledge of hazards and
work for long hours in unsafe conditions. Workers’ health has
to be addressed in a broader context of a basic human right, for
health equity, to alleviate poverty and achieve gender balance.
Technical support was provided to Bangladesh, India and
Thailand in this area. A bi-regional meeting was organized which
helped in forging an alliance between the SEA and the Western
Pacific Regions of WHO, involving WHO and the International
Labour Organization (ILO).
40. An inter-regional workshop organized by WHO in the
Himalayan region of India in October 2005 noted the global
environmental changes that might occur and result in rapid and
profound changes in the Region. The vulnerability of the
mountainous regions is likely to exceed the response capacities
of Member countries. The countries of the Region need to assess
their vulnerability to climate change, estimate the burden of
climate-sensitive health determinants and outcomes, and identify
needs for awareness-creation and capacity building. Priority
should be given to reduction of emission of greenhouse gases
and identification of adaptation measures to reduce the costs of
future negative health effects.
41. To promote the sound management of health care waste,
WHO supported the development and launching of a distance
learning, six-month certificate course offered by the Indira
Gandhi National Open University in India from early 2006.
42. WHO supported Bangladesh and India in amending and
further developing their respective national food legislation, as
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well as in the production of Hazard Analysis at Critical Control
Points (HACCP)-based food safety guidelines. Bhutan completed
the setting up of a microbiology testing unit at its National
Public Health Laboratory. WHO’s guidance material on “‘Five
Keys for Safer Food” was translated and adapted into training
manuals in 15 languages. In the post-tsunami emergency
period, WHO supported the affected countries in establishing
national integrated food safety systems.
43. The unprecedented outbreaks of avian influenza in some
countries in Asia, including Indonesia and the threat posed by
the H5N1 strain of virus to humans have thrown open new
challenges in the area of food safety. The Regional Office
developed a series of training materials to strengthen the capacity
of Member countries in implementing effective public health
interventions to prevent and control the spread of avian
influenza at source, specially in live animal markets.
44. As a result of the various crises which WHO responded to in
the Region, such as the earthquake in Jammu and Kashmir, India
(October 2005), the monsoon floods in India (2005), the
Yogyakarta, Indonesia earthquake (May 2006) and the current
crisis in Timor-Leste, the need to improve emergency preparedness
and response (EPR) emerged as a priority area. At an intercountry
meeting held in November 2005, benchmarks were developed for
establishing comprehensive and effective EPR systems in Member
countries of the Region. These benchmarks represent the basic
requirements for establishing an effective EPR system. Building
workplans around these benchmarks would require strategic
action. The Regional Office provided support for post-tsunami
recovery in affected Member countries, and assisted in improving
the preparedness and response systems in countries by establishing
benchmarks, building capacity and developing and publishing
appropriate guidelines. As Member countries in the Region are at
different levels in terms of EPR, support is being provided by the
Regional Office according to specific country needs and priorities.

Health Systems Development
xx
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45. To meet the challenges in strengthening the country health
information systems, a Regional Strategy on Strengthening

Health Information system (HIS) in countries of the SEA Region
was formulated at an intercountry consultation in December
2005. The strategy focused on HIS system design and
maintenance, development of HIS resources and promotion of
data quality, data sharing, analysis and utilization, among other
areas. With WHO support, countries formulated proposals for
healthmetrics network support. To facilitate visualization and
monitoring of service availability, Service Availability Mapping
was introduced in the Region. This is an in-house-developed
software to assist in resource allocation, health service coverage
and access to quality health services.
46. Progress reports on achievement of Millennium
Development Goals (MDGs) were received from 10 out of the
11 Member countries of the Region. In the absence of any WHO
collaborating centre on international classifications in the Region,
efforts were made to establish a WHO collaborating centre for
WHO Family of International Classifications in the Central
Bureau of Health Intelligence in India.
47. The strategy on health care financing for Asia and the
Pacific was prepared and disseminated to countries for further
action.
48. The issue of patient safety is accorded high priority in the
Region as many injuries and deaths occur due to unsafe
practices, procedures and negligence. Technical support was
extended to India, Indonesia, Myanmar and Sri Lanka to identify
and develop a management effectiveness programme from the
central to district and community levels. A Regional
Consultation on Social Determinants of Health was hosted in
September 2005 to sensitize Member countries to understand
the work, vision and strategies of the Commission on Social
Determinants of Health.
49. Myanmar’s experiences on Management Effectiveness
Programmes undertaken in several districts were reviewed and
used as an important input in preparing the Regional Strategic
Plan on strengthening district health system based on the
primary health care approach. The Plan was disseminated to
Member countries for further action.
50. A regional Consultation to Review Progress on
Macroeconomics and Health was organized by the Regional
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Office in Colombo, Sri Lanka in June 2006. The Consultation
recognized that CMH-related activities had raised the profile of
health, but highlighted that there remained a critical gap between
advocacy/planning for scaling-up and actual implementation,
particularly with respect to addressing the health needs of the
poor.
51. The Consultation recommended focusing on the following
limited set of key deliverables to scale-up services for the poor:
(a) Adequate, equitable and sustainable financing;
(b) Scaling-up human resources for health, and
(c) Securing an equitable distribution of adequate and
quality drugs at affordable prices.
52. Health Literature, Library and Information Services
(HeLLIS) and the Regional Office Library web sites were enriched
with new image archives on the tsunami disaster,
immunization, leprosy, TB and HIV/AIDS. Information available
from various sources on the avian influenza outbreak was
repackaged and made accessible through appropriate search
engines. Assistance was provided to re-establish and strengthen
midwifery education in Aceh, Indonesia by re-establishment of
three midwifery school libraries. Orientation courses on HeLLIS
and Health Inter Network Access to Research Initiatives (HINARI)
were conducted in local languages in Bangladesh, Bhutan and
Nepal.
53. Activities relating to the theme of World Health Day 2006
were undertaken in all Member countries of the Region. The
theme focused on human resources for health and accordingly
activities and policy debates included information on human
resources for health, rural to urban migration, external
migration and making use of the existing workforce.
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54. Faculty exchange programmes were facilitated between
institutions in Bangladesh, Indonesia, Myanmar, Nepal, Sri
Lanka and Thailand. Psychosocial and ethical components of
medical education were addressed in a bi-regional meeting
conducted in Bangkok in June 2005 with support from the
WHO CC in Medical Education at the Faculty of Medicine,
Chulalongkorn University, Bangkok. During the review period,
a draft of the SEA Regional Strategic Framework for Nursing

and Midwifery Development 2006-2010 was prepared. Activities
undertaken focused on nursing and midwifery workforce
management, migration of nurses and midwives, skilled birth
attendants, public health nurses and improvement of quality
of education and services. Support was extended to arrange
placements of WHO fellows.
55. Recognizing the importance of rational and safe
prescription of essential medicines and consumer protection,
consultations on education and ethics in the rational use of
medicines were organized. Technical support provided to
countries on access to essential medicines, measuring medicine
prices and affordability of essential medicines due to short
supplies produced very positive results. The 23rd Health
Ministers’ meeting recommended that WHO should continue
providing technical support to countries in intellectual property
rights (IPR) and its effects on access to medicines. Countries of
the Region are enacting patent and national drug policy
legislations. Differing definitions of counterfeit medicines,
methods being adopted by countries to assess the problem and
interpretation of the data made it difficult to compare results.
The publication, ‘The Use of Traditional Medicine in Primary
Health Care’ was revised. It provides very useful information
on common, accessible and affordable traditional remedies
available at the primary health care level.

Programme Planning and Management
56. During the year under review, Member countries in the
Region continued to be meaningfully active in the work of
WHO’s Governing Bodies.
57. The fifty-eighth session of the Regional Committee for
South-East Asia was held in Colombo, Sri Lanka in September
2005. The Committee reviewed the report on the Work of WHO
in the South-East Asia Region and adopted six resolutions and
three decisions related to tsunami and post-tsunami
rehabilitation work; IHR-2005; strengthening country capacity
for communicable disease surveillance and outbreak alert and
response; and implementation of the Asia-Pacific Strategy on
Emerging Diseases.
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58. The Twenty-third Meeting of Health Ministers was held in
Sri Lanka in September 2005. The Tenth and Eleventh Meetings
of Health Secretaries were held in Bangladesh in July 2005 and
in the Regional Office, New Delhi in June 2006. At these
meetings, public health issues in the Region including
strengthening public health infrastructure, with emphasis on
education and practice; implications of intellectual property
protection and trade agreements; final strategy for polio
eradication; regional framework for prevention and control of
noncommunicable diseases; the new Stop TB strategy and its
implementation and operationalizing neonatal health care
strategy in the SEA Region were discussed.
59. Between June 2005 and March 2006, over 27 donor
agreements were signed for various activities. During the 20042005 biennium, a total amount of US$ 286.8 million was
mobilized. This was 50% more than the target for 2004-2005
(US$ 191.5 million), and represented a 121.6% increase
compared to the 2002-2003 biennium (US$ 129.4 million).
Furthermore, a Regional Business Plan for Resource Mobilization,
2006-2007 was developed. The Regional Office and Country
Offices continued to participate in policy and operational-level
meetings with partners and donor agencies, and took initiatives
to organize specific meetings to mobilize resources. Technical
capacity in resource mobilization was enhanced through
workshops held at country and regional levels and through the
deployment of relevant tools and systems.
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60. WHO initiated and actively participated in various interagency meetings pertinent to public health in the Region; the
Economic and Social Commission for Asia and the Pacific
(ESCAP) adopted a resolution calling for action to enhance
capacity building in public health; the South Asian Association
for Regional Cooperation (SAARC) adopted a resolution on
communicable disease control across borders; and International
Federation of the Red Cross and Red Crescent Societies (IFRC)
urged national societies to coordinate with governments and
WHO for preparedness for the influenza pandemic. Additionally,
the review of the WHO/Association of South-East Asian Nations
(ASEAN) MoU in 2005 led to adoption of the Strategic
Collaboration Framework at the ASEAN Health Ministers’
Meeting. Moreover, as partnerships are the cornerstone of all

WHO regional and country activities, extensive dialogue was
maintained throughout the year between WHO and partners
through numerous strategic partnership meetings. At the
country level, WHO actively participated in the Country
Coordination Mechanisms and in the preparation of the new
United Nations Development Assistance Framework (UNDAF).
61. Efforts continued to be focused on improving management
efficiency and service delivery to technical programmes and staff
throughout the Region.
62. The Region continued to attract talented professionals. The
attempt was to ensure that the workforce was diverse in terms
of gender and geographic representation. A Staff Development
and Training Programme was established to enhance the skills
of the workforce. High-level professionals participated in a Global
Leadership Workshop to improve their management and
leadership competency.
63. The outlook for the Region’s finances is good. In 20042005, the Region attracted US$286.8 million in donor
contributions, which is projected to grow in the current
biennium. Included in that figure is US$ 44 million for tsunami
relief in 2005 for the affected countries of the Region. The Regular
Budget grew by nearly 7% in 2006-2007, the first such increase
in many years. Some of the small countries in the Region saw
their Regular Budget allocations increase by as much as 20%40% this biennium to redress long-standing disparities in
funding. New financial rules became effective in January 2006:
this should speed up programme implementation and help to
ensure that goods and services are delivered within the biennium.
64. Connectivity and information flow within the Region
continued to improve, benefiting from the installation of the
Global Private Network (GPN) facility in nine countries and in
the Regional Office.
65. Vigilance was maintained with regard to security in order
to react quickly to crises and emergencies, and safeguard WHO
staff, programme and property in unstable environments.
66. During the review period, the planning and management
of WHO’s work in countries of the Region was further
strengthened. The Results-based Management Framework led

xxv
THE WORK OF WHO IN THE
SOUTH-EAST ASIA REGION

to a greater emphasis on accountability for the Organization’s
work. Several countries prepared new Country Cooperation
Strategies (CCS) providing a better focus for WHO’s support.
Joint planning between countries and the Regional Office helped
to clarify the results to be achieved through country workplans,
relating to both the Regular Budget and Voluntary
Contributions. WHO’s programme implementation continued
to be strengthened with greater emphasis on monitoring and
performance assessment. Furthermore, countries were
encouraged to work together, in areas of common interest,
through the new Multicountry Activity (MCA) initiative.
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Communicable Diseases

Communicable Disease Surveillance, Outbreak Alert
and Response
1. During the period under review, health security, globally
and within the SEA Region, faced repeated threats with the
emergence of newly-recognized pathogens, and the occurrence
of epidemics including avian influenza. These challenges were
addressed through improved international and intercountry
partnership, advocacy and strengthened public health capacity
at the country level. In this context, the IHR - 2005 provide a
regulatory framework and opportunity to scale-up core
capacities for global surveillance and intervention measures
focusing on protection against international spread of
communicable diseases, with minimum restriction on
international trade and traffic.
2. To develop a common approach against emerging diseases
throughout Asia, the WHO Regional Office for South-East Asia
in collaboration with the Regional Office for the Western Pacific,
developed and published the “Asia-Pacific Strategy on Emerging
Diseases”. This document provides a strategic framework for
strengthening national capacities for preparedness, prompt
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detection and rapid response to emerging diseases in order to
protect national, regional and global health security. This strategy
was discussed by the WHO Regional Committees for both SouthEast Asia and the Western Pacific. At a bi-regional meeting held
in Bangkok, in June 2005, Member countries discussed
implementation of the Asia-Pacific strategy and stressed on the
need for greater inter-regional and intercountry collaboration in
combating emerging diseases such as Severe Acute Respiratory
System (SARS) and avian influenza. The WHO vision for
communicable disease prevention, control and elimination/
eradication was articulated in the Regional Office publication
entitled “CDS Profile and Vision”.
3. During the period under review, WHO provided technical
support to Member countries in building capacity in disease
surveillance through training in field epidemiology and in
further strengthening laboratory services. During 2004–2005,
WHO engaged Member countries in a national, intercountry
and global consultation process leading to the revision of the
IHR, subsequently adopted by the World Health Assembly in
2005. Efforts are now under way to build core capacities
necessary for implementing IHR-2005 at the county level. Direct
assistance and support including through missions was provided
to all Member countries in the formulation of National Avian
and Pandemic Influenza Preparedness plans. (Figure 1.1).

Figure 1.1: Areas affected with avian influenza in the SEA Region

2
THE WORK OF WHO IN THE
SOUTH-EAST ASIA REGION

Source: WHO/SEARO

4. Fellows from Bhutan, Maldives, Myanmar and Sri Lanka
participated with WHO support in a three-month Field
Epidemiology Training Programme (FETP), conducted by the
National Institute of Communicable Diseases (NICD), Delhi.
Technical and financial support was provided to Bhutan, Maldives
and Timor-Leste in conducting FETPs tailor-made for them.
5. WHO assisted Member countries in the investigation/
management of outbreaks of avian influenza (in Indonesia and
Thailand), Nipah virus (in Bangladesh), Japanese encephalitis
(in India), myocarditis (in Sri Lanka), dengue (in Indonesia and
Maldives), botulism (in Thailand) and other communicable
diseases. Support for confirmation of the etiological agent was
provided on an ongoing basis through shipment of laboratory
samples and provision of diagnostic reagents.
6. In the aftermath of the tsunami, which struck in December
2004, WHO continued to assist and coordinate technical support
to affected Member countries specifically Indonesia, Maldives
and Sri Lanka, in establishing an emergency surveillance and
rapid response system during the emergency phase and in
strengthening public health infrastructure during the
rehabilitation phase. The fact that no major outbreak of
communicable diseases occurred post-tsunami in any of the
tsunami-affected countries underscores the efforts put in by
public health personnel, both national and international, in
disease surveillance and rapid response activities.

In respect of avian and
pandemic influenza,
Member countries
have developed
national pandemic
preparedness plans
with WHO support

7. To rapidly exchange information during outbreaks and
public health emergencies, a Strategic Health Operations Centre
(SHOC) was established in the Regional Office, along with a
24-hour hotline service.
8. To supplement the work of the Regional Office, a WHO
Regional Communicable Disease Surveillance and Response subunit in Bangkok and another at the NICD, Delhi were established.
9. In the area of avian and pandemic influenza preparedness
and response, all Member countries have developed national
pandemic preparedness plans with WHO support. A regional
pandemic plan was also developed. In addition, various
technical guidelines and information materials related to
prevention and control of avian influenza were also prepared,
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namely, an Information kit on avian influenza; Preparing
Influenza Pandemic Preparedness Plans: A Step-by-Step
Approach; Guidelines for the Management of a Regional
Stockpile of Oseltamivir, pamphlets on ‘What you need to
know and do’; Preventing Bird Flu: Some questions and
answers. Considerable technical support was mobilized for
pandemic preparedness and response in some countries such
as Indonesia. Although concern relating to avian influenza
remains high among Member countries, financial resources
for implementation of pandemic plans and building capacities
remain a major constraint. Nevertheless, comprehensive
assessment and formulation of plans of action for integrated
disease surveillance and response were conducted in several
Member countries of the Region. A dialogue was initiated
between programme managers responsible for avian influenza
and generic manufacturers of oseltamivir in the Region to
promote regional production of antivirals.
10. In spite of the persistent challenge posed by emerging
diseases such as avian influenza, Member countries face major
constraints in terms of financial and human resources, lack of
health infrastructure, and capacity to effectively and efficiently
respond to emerging diseases. Concerted efforts are being made
to overcome these challenges, which require partnership and
collaboration between various sectors.

Prevention and Control of Priority Communicable
Diseases
HIV-AIDS
11. Playing a leading role in health sector response to HIV,
WHO’s work is driven by the Regional HIV/AIDS Strategic
Framework (2002-2006) and the Regional TB/HIV Strategic Plan
(2003-2005) with the long-term objective of achieving the
United Nations General Assembly Special Sessions (UNGASS)
and MDGs.
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12. During the period under review, WHO stepped up efforts
in normative guidance and capacity building in various areas
of HIV/AIDS prevention, care and treatment. Guidelines for HIV
diagnosis and monitoring of antiretroviral therapy and a

training toolkit on HIV care and antiretroviral treatment
recording and reporting system were developed. In addition, a
nursing training curriculum and training modules on TB/HIV
and HIV surveillance were developed. Expert consultations on
HIV/AIDS Clinical Staging, HIV/AIDS Case Definitions and Use
of HIV Rapid Tests for Diagnosis and Surveillance as well as
regional strategies on TB/HIV surveillance led to the development
of new tools for use at country level. All these publications are
available on the HIV web site of the Regional Office.
13. WHO missions to countries were fielded to provide
assistance on resource mobilization, HIV surveillance, adaptation
of tools and guidelines for ART recording and reporting, HIV
testing and counselling, STI control, Trade Related Agreements
and Patents (TRIPS). Other areas covered included antiretroviral
drug production, as well as procurement and supply
management logistics.
14. The annual meeting of national AIDS programme managers
and joint technical briefings of UNAIDS and WHO staff held in
December 2005 contributed to increased commitment towards
HIV prevention and control, moving towards universal access
to HIV prevention, care and treatment.

The number of
patients on
ART increased
four-fold between
2003 and 2005

15. Collaboration with the WHO Regional Office for the
Western Pacific continued with participation in bi-regional
meetings and sharing of technical expertise, particularly in the
area of TRIPS. The two regions collaborated in developing a Biregional Strategy on HIV and Injecting Drug Use.
16. Collaboration was strengthened with various UN agencies,
UNAIDS and other international agencies such as Centers for
Disease Prevention and Control (CDC), Atlanta, USA, USAID
and Family Health International in developing guidelines and
training materials on various aspects of HIV.
17. WHO performs a leadership role in health response to HIV/
AIDS; scaling-up of prevention, care and treatment, and moving
towards universal access are key priorities. WHO support to
Member countries within the framework of the ‘3 by 5’ initiative
led to rapid expansion of ART; the number of people on ART
increased four-fold from 37 500 at the end of 2003 to more
than 160 000 as of December 2005 (Figure 1.2), as against the
target of 450 000.
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Figure 1.2: Number of people on ART in the SEA Region,
2003-2005

Source: WHO/SEARO, HIV/AIDS Unit - 2006

18. With considerable extrabudgetary funds, WHO’s technical
assistance capacity increased substantially through long-term
staff posted in six Country Offices (Bangladesh, India, Indonesia,
Myanmar, Nepal and Thailand) as well as in the Regional Office.
In addition, resources were mobilized for Timor-Leste through
Round 5 of project funding proposals for the Global Fund to
fight AIDS, TB and malaria (GFATM). The Regional Office
established coordinating mechanisms to mainstream HIV
prevention and care into ongoing WHO programmes, including
sharing of financial resources.
19. In keeping with the resolution presented at the 59th World
Health Assembly in May 2006 on WHO’s contribution towards
universal access to HIV prevention, care and treatment, WHO
headquarters prepared the strategic directions for the
Organization’s work during 2006-2010. The Regional Office is
developing a Regional Strategic Plan for HIV/AIDS Control
(2007-2015) in consultation with national AIDS programmes,
the Regional Technical Working Group (RTWG) on HIV/AIDS
and other partners involved in HIV and STI control in the Region.
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20. While funding gaps have been addressed for the short term,
the challenge is to work effectively with partners and secure
long-term support for expanding and sustaining HIV/AIDS
prevention and care programmes in the Region.

Tuberculosis
21. Following a resolution adopted by the World Health
Assembly in 2005, on sustainable financing for TB control, the
Regional Office developed a Regional Strategic Plan for TB Control
(2006-2015) in consultation with national TB programmes,
the RTWG on TB and other partners involved in TB control in
the Region. The plan is based on the new expanded strategy to
stop TB which, while building on and enhancing the existing
DOTS strategy. The plan introduces additional interventions
under programme conditions namely: addressing HIV-related
and drug-resistant TB; forging partnerships including those with
communities; ensuring an equitable access to an essential
standard of care to all TB patients; and contributing to health
systems strengthening.
22. WHO assisted the national TB programmes in all Member
countries in preparing five-year plans of action. Engagement
with donor agencies and other partners continued during the
reporting period.

The WHO targets of
85% cure rate and
70% case detection
for TB were achieved
by three countries

23. The WHO targets of 85% cure rate and 70% case detection
were achieved by DPR Korea, Bhutan and Nepal. Support is being
provided to other countries to help them achieve the targets.
24. WHO’s technical support was substantially augmented
through long-term staff posted in five countries (Bangladesh,
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India, Indonesia, Myanmar and Nepal). In India and Indonesia,
a network of WHO national consultants provided assistance in
scaling up implementation at the intermediate and peripheral
levels. Technical and monitoring missions were fielded to provide
assistance in training, strengthening laboratory quality
assurance, surveillance and drug procurement and logistics.
25. To build capacity in countries, intercountry training courses
were organized on TB/HIV, and on leadership and strategic
management. A workshop on HIV surveillance among TB
patients was held in Delhi in November 2005. National-level
training programmes were also supported in Bangladesh, India,
Indonesia, Myanmar and Nepal. WHO’s technical expertise was
provided to other organizations, such as the SAARC and the
International Union against TB and Lung Disease, to facilitate
their programmes. The three WHO-CCs for TB control in the
Region (two in India and one in Nepal), were actively involved
in technical and research activities.
26. Technical publications, advocacy and training materials on
TB were also made available electronically through the TB
website of the Regional Office.
27. Bi-regional collaboration with the WHO Regional Office
for the Western Pacific continued with exchange visits,

Figure 1.3:: DOTS case-detection and treatment success rates in
Member countries of the SEA Region, 2005
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Source: Country Reports

participation in bi-regional meetings, sharing of technical
expertise and organizing a joint training course on TB/HIV. The
first bi-regional report on TB control in the South-East Asia
and the Western Pacific regions was published in 2005.
28. Rapid expansion of high-quality DOTS services in the
Region continued during the review period. All countries have
achieved nationwide DOTS coverage, including India which
carries the highest burden. Nearly two million TB patients were
registered and put on treatment in the Region during the past
year alone.
29. WHO assisted countries in mobilizing resources from the
Global Fund and in securing TB drugs from the Global Drug
Facility (GDF) through its direct procurement and grant
mechanism. While Bangladesh and Indonesia will receive
additional funding through Round 5 of the Global Fund, the
free grant of TB drugs from GDF will continue in DPR Korea
and Myanmar for an additional period of three years.

The private and
public partnerships
for TB are being
scaled up in seven
Member countries

30. The annual meetings of national TB programme managers
and the RTWG continued to help guide decisions on policies
and strategies leading to adoption and further scaling-up of
innovative interventions. The private and public partnerships
for TB are being scaled-up in seven Member countries. NGOs
are fully involved in providing TB services, in at least nine
countries, and community care interventions are in place in
eight countries. In India, Indonesia and Myanmar, private-public
partnership projects resulted in an additional 25% cases being
brought under treatment. Collaboration between TB and HIV
programmes continued in Bangladesh, India, Indonesia,
Myanmar, Nepal and Thailand. Pilot projects to manage drugresistant TB were assisted in India, Nepal and Timor-Leste.
31. The challenges for sustaining and building on the
achievements of past years were addressed. These include
strengthening human resources, health care systems, greater
involvement of other sectors to enhance accessibility to services,
and planning and implementing interventions to address TB/
HIV and MDR-TB under programme conditions.
Communication and social mobilization approaches to improve
community awareness and utilization of services; improved
capacity for better surveillance, monitoring and evaluation to
report on the MDGs; and finally, securing long-term support
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for sustaining TB control activities, remain important issues
being addressed by the Member countries.

Malaria
32. The Regional Office has developed a revised malaria control
strategy based on a workshop in August 2005 and after further
discussion during the Malaria Programme Managers meeting
in January 2006. The revised strategy for malaria control, while
emphasizing on the etiological, environmental and behavioural
factors, calls for adoption of a multisectoral approach.
33. Technical support was provided to Member countries in
developing the proposals and in implementation of projects
under the Global Fund, particularly in Bangladesh, Bhutan,
Myanmar, Nepal and Timor-Leste.

Malaria is a major
public health problem
in the Region and
has been accorded
high priority
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34. Five countries, namely Bhutan, Bangladesh, Indonesia,
Myanmar and Thailand revised their national treatment policy;
ACT was adopted and implemented. India introduced ACT in a
few pilot districts. Long-lasting insecticidal nets (LLINs) were
introduced on a small scale in many countries. The coverage
with the existing insecticide-treated nets ranges from 2% to 20%
in the Region.
35. Bi-regional collaboration continued between countries in
the Greater Mekong Sub-region of the South-East Asia and the
Western Pacific regions. This helped in coordinating the activities
in drug resistance and drug quality monitoring. An ongoing
project on information, education and communication (IEC)
supported by the ADB and WHO provided an opportunity to
national staff in improving their knowledge and skills in
empowering ethnic groups in the Mekong Region. Collaboration
involving the People’s Republic of China, the Republic of Korea
and DPR Korea was further strengthened for control of vivax
malaria especially at the border between the Republic of Korea
and DPR Korea.
36. Malaria is a major public health problem in the Region
and has been accorded high priority. WHO, in partnership with
the Ministry of Health, UNICEF, Japan International Cooperation
Agency (JICA) and Department for International Development
(DFID), carried out an external programme review of the malaria
control programme in Myanmar in October 2005. WHO also

Simple tests are available for malaria diagnosis.

supported Myanmar in development of a national strategic plan,
and preparation of proposals for alternative funding following
the termination of the Global Fund grant.
37. The proportion of P falciparum malaria which increased
from 15% in 1970s to approximately 50% in 2000 continues
to be a challenge. The rapid spread of multidrug-resistant
falciparum is another concern. The critical problem has been
the poor performance of programmes as shown by the low
coverage with IRS which is limited to 40% of the high-risk
population. The poor capacity of the control programme in
implementing IRS, the high costs of insecticides, and vector
resistance to insecticides are limiting the use of IRS as a vector
control strategy. Moreover, in several countries, decentralization
and integration of control programmes have resulted in loss of
focus and weakening of the programme, especially regarding
the disease surveillance and management aspects.
38. The quality of diagnosis and drugs remains a major
concern. Substandard and counterfeit antimalarials were
reported in some countries of the Region, especially at
international borders. Efforts are being made to establish
sustainable mechanisms for quality assurance of drugs and
diagnosis. All these issues were addressed, through wider
partnership in the Region.
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Dengue
39. A concept paper on dengue prevention and control was
developed for discussion at the meeting of partners in Chiang
Mai, Thailand in March 2005. The RTAG and the programme
managers meeting planned for the third quarter of 2006 will
further review the concept paper. Once finalized, it will provide
the framework for action at the country level.

A strategic
partnership for
dengue prevention
and control is being
established across
Asia and the Pacific

40. WHO continued to monitor and document the occurrence
of dengue in the Region and provided technical and operational
support during the outbreaks. In addition, advocacy documents
were prepared to be shared with Member countries and partners.
The Meeting of Partners on Dengue Prevention and Control in
Asia-Pacific was organized in Chiang Mai, Thailand in March
2006. Based on its recommendations, a strategic partnership
for dengue prevention and control is being established across
Asia and the Pacific.
41. Active collaboration and interaction continued with many
WHO-CCs, including the National Institute of Virology, Pune,
India and the Queen Sirikit National Institute of Child Health,
for the clinical management of dengue; the Hospital for Tropical
Diseases, Faculty of Tropical Medicine, Bangkok for clinical
management of malaria; the Vector Control and Research Centre,
Pondicherry, India for Integrated Vector Management and
Control; and the Faculty of Tropical Medicine, Mahidol
University, Bangkok for the environmental management of
vector control.
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42. To build capacity in epidemic preparedness and response in
Member countries, guidelines were provided, especially on vector
control operations. Since dengue vaccine is unlikely to be
available for at least another decade, vector control, vector and
disease surveillance, clinical management and community
mobilization will continue to be the major strategies for dengue
prevention and control. Dengue Bulletin, a specialized journal
on the subject, was published as a joint bi-regional publication.
For effective response to the escalating dengue situation in Asia,
resource mobilization remains a critical bottle-neck; additional
resources are therefore being mobilized to prevent and manage
dengue outbreaks. Efforts are being made to mobilize resources
through partnerships.

Diseases Targeted for Elimination/Eradication
43. WHO has identified four diseases for eradication (besides polio
which is dealt with separately) and elimination. These include
leprosy, lymphatic filariasis, kala-azar and yaws. To provide
necessary advice and guidance on strategies, RTAGs have been
established for leprosy, lymphatic filariasis and kala-azar. Meetings
of the RTAGs on leprosy and lymphatic filariasis were held during
2005.
44. A three-day meeting of partners and interested parties was
organized in Bangalore, India in November 2005 for advocacy
with national governments and partners, and to draw their
attention to the possibility of eliminating/eradicating these
tropical diseases. The participants endorsed the ‘Bangalore
Declaration’, which among others, urged national governments
and national/international agencies to accord high priority to
the elimination/eradication of these communicable/tropical
diseases and include them in their national development plans.
The meeting generated interest among the participating agencies
with indications of support. The progress on specific diseases is
as follows:

Leprosy

Of all Member
countries in the
Region, nine
achieved the
leprosy elimination
target by 2005

45. Much progress was made in the Region towards leprosy
elimination. Of all Member countries, nine including India,
achieved the leprosy elimination target by 2005. Nepal and TimorLeste are making concerted efforts to achieve the goal in 2006.
46. WHO continued its proactive support to national
programmes in planning, implementation, monitoring and
evaluation. The bi-regional “Strategy to Sustain Leprosy Services
Following Elimination in Asia and the Pacific”, developed during
2005, addresses the post-elimination efforts and highlights the
issues and challenges faced by low-endemic countries due to
decreased political commitment and resources as well as
insufficient capacity for timely detection and treatment. A
regional strategy complementing the global and bi-regional
strategies was developed during 2005, which further provides
a framework for the future, with ample scope for flexibility for
adaptation by Member countries.
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Steady progress is being made towards leprosy elimination in the Region.

47. The leprosy control programmes in many endemic
countries in the Region have been successful in reducing the
disease burden. At the same time, some of the major operational
challenges are being addressed. These are: (1) maintaining quality
of essential services in the integrated systems under low-endemic
situations; (2) strengthening surveillance, drug supply logistics,
information, education and communication, job-oriented
capacity building of general health workers and an efficient
referral network, and (3) expanding the coverage of leprosy
control activities to difficult-to-reach, underserved/marginalized
communities.

Global Leprosy Programme
48. In view of the changing trends in leprosy, the DirectorGeneral of WHO placed the management of the Global Leprosy
Programme under the Regional Director, SEA Region, considering
that this region has the highest burden of disease globally. The
office and staff of the Global Leprosy Programme moved from
Geneva to the Regional Office for South-East Asia, New Delhi
as of 1 July 2005.
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49. During the period under review, the Global Strategy for
Further Reducing the Leprosy Burden and Sustaining Leprosy
Control Activities 2006-2010 was developed. It evolved from

the Strategic Plan for Elimination of Leprosy 2000-2005. The
Global Strategy has been widely endorsed by all partners.
Operational Guidelines were developed for implementation of
the Global Strategy at the country level. Through concerted
efforts of all the stakeholders, the gains made by the elimination
strategy will be sustained to reduce disease burden steadily over
the coming years.
50. Leprosy control has been successful in most of the endemic
countries largely due to the efforts of the national programmes
and its partners, both local as well as international, in ensuring
that patients are diagnosed and treated on time. The following
are some highlights:
• Through integration of leprosy activities within the
primary health care system, a considerable increase in
coverage of leprosy services has been achieved.
• Multidrug Therapy (MDT) drugs were provided free of
charge in all endemic countries through WHO. Leprosy
patients are currently receiving MDT drugs free of cost
at a health facility nearest to their home.
• There is now increased community awareness about the
disease along with reduced stigma in most of the affected
communities.
51. Although the leprosy control programmes in many
endemic countries have been successful in reducing the leprosy
burden, some major remaining challenges are being addressed.
These include:
• Maintaining the quality of essential services in the
integrated systems under low endemic situations;
• Strengthening surveillance, drug supply logistics, IEC, joboriented capacity building of general health workers and
an efficient referral network;
• Expanding coverage of leprosy control activities to
difficult-to-reach, underserved/marginalized communities;
• Developing cost-effective, locally appropriate tools for
prevention of disabilities and provision of rehabilitation
services;
• Further reduction of stigma and discrimination against
affected persons and their families;
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• Strengthening partnerships and collaborative working
arrangements with all the partners.
52. With the consolidation of the gains made so far and placing
emphasis on sustaining quality services at the peripheral levels,
the disease burden in endemic countries is expected to decline
further in the coming years.

Lymphatic filariasis
53. The nine countries still endemic for lymphatic filariasis
scaled up annual MDA with DEC + albendazole, from 52 million
in 2004 to 82 million in 2005. Soil-transmitted helminthiasis
(STH), which mainly affects school-age children, can also be
effectively controlled through mass administration of
deworming drugs. While Bhutan, Maldives, Myanmar, Sri
Lanka, Thailand and Timor-Leste targeted the entire school-age
population, Bangladesh initiated deworming in two districts.

Implementation
plans for kala-azar
elimination have been
developed by all three
endemic countries,
with WHO support

54. All countries, except India have adopted a two-drug
(albendazole and DEC) regimen. India uses DEC alone in its
national programme and is conducting pilot testing of the twodrug regimen in seven districts. The outcome of this trial is
expected to lead to a policy change in favour of a two-drug
regimen in India like in other countries.

Kala-azar
55. After signing the Memorandum of Understanding by
Bangladesh, India and Nepal in May 2005, to reiterate their
commitment to the elimination of kala-azar from the Region by
2015, partners and stakeholders reviewed the regional strategy
and reached a consensus in August 2005. Implementation plans
for kala-azar elimination were developed by all three endemic
countries, with WHO support in September 2005. WHO is
developing standard operating procedures, tools and guidelines
for capacity building and a monitoring and evaluation framework
to assess the progress towards elimination of kala-azar.

Yaws
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56. India has achieved yaws eradication, i.e. no new cases were
reported in 2004 and 2005. Indonesia, the country with the

highest burden of yaws, and Timor-Leste plan to intensify efforts
to achieve eradication. WHO provided a forum to share country
experiences and develop plans for accelerated implementation
of yaws eradication efforts in Indonesia and Timor-Leste.
57. Efforts to achieve elimination/eradication of the abovementioned tropical diseases face many challenges that are being
addressed such as (a) ensuring and sustaining political
commitment and adequate resources; (b) wider coverage of
health services particularly in remote areas and unreached
population; (c) capacity building and skill development, (d)
developing newer and more cost-effective intervention strategies,
and (e) improving drug supply management. In addition,
ensuring quality ser vices and prevention of stigma/
discrimination and integration of disabled persons into the
community is proposed through increased community
awareness, sustained advocacy and IEC. Existing partnerships
in the Region are proposed to be strengthened and new partners
co-opted. Elimination/eradication of tropical diseases which
primarily affect the poor, the vulnerable and the marginalized
sections of society is, indeed, achievable in the foreseeable future.

Immunization and Vaccine Development
58. In order to accelerate programme gains in the area of
immunization and vaccine development, WHO changed its
programme strategies as follows:
• Monovalent oral polio vaccine (mOPV) was developed,
licensed and used in mass polio immunization campaigns
in selected areas in Bangladesh, India, Indonesia and Nepal
in addition to the use of the conventional trivalent vaccine.
• WHO modified its strategy of using the Surveillance
Medical Officer (SMO) network for polio surveillance to
support the surveillance of other vaccine-preventable
diseases (VPDs).
• Instead of continuing to support the traditional cascade
method of training of immunization health workers,
WHO focused attention on supporting and involving
national training institutes in selected countries in the
Region for capacity development.
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• The WHO-supported polio surveillance network was
expanded to include surveillance of other vaccinepreventable diseases.
59. One of the new tools that has had a major impact on polio
eradication in India, and in other countries in the Region which
have experienced polio importation, i.e. Bangladesh, Indonesia
and Nepal has been the use of the mOPV type 1 and mOPV
type 3. Between January 2005 and June 2006, a total of 436.5
million doses (36 million in Bangladesh, 390 million in India,
10 million in Indonesia and 500 000 in Nepal) were used during
the national and sub-national immunization days for polio
eradication in these countries.

The WHO-supported
polio surveillance
network was
expanded to include
surveillance of other
vaccine-preventable
diseases

60. In Bangladesh and Nepal, the WHO-supported polio
surveillance network was expanded to include surveillance of
other VPDs. The network was also used to provide support and
guidance in measles and rubella immunization campaigns. In
Nepal, SMOs also facilitated sur veillance for Japanese
encephalitis (JE). In India, the surveillance network now
supports the monitoring of routine immunization sessions and
data analysis. Additionally, the network also supports measles
and rubella control in the southern, polio-free states.
61. To provide training to immunization workers, WHO
designed and launched a regional training initiative to support
training institutes in Bangladesh, India, Indonesia and Nepal.
62. In India, use of monovalent oral polio vaccine contributed
to restricting polio transmission to just 66 (as of 20 March, 2006)
cases in the states of Uttar Pradesh and Bihar. Despite the
occurrence of cases in known reservoirs in early 2006, India is in
a very favourable position to eradicate polio in 2006. The response
to importations in Bangladesh, Indonesia and Nepal was also
very aggressive and timely, with the use of monovalent vaccine
in large areas. While Bangladesh and Nepal are expected to stop
transmission of polio very quickly, the bigger challenges faced
by Indonesia may take longer to overcome. Nonetheless, Indonesia
too is favourably positioned to stop transmission in 2006.
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63. Due to effective functioning of the SMO network in
Bangladesh, India and Nepal, surveillance for polio is at
certification level in the Region. Moreover, a regional network
of 16 fully-accredited polio laboratories continues to provide

Member countries are endeavouring to cover over 10 million children missed for
DPT3.

timely results for the programme. Subsequent to the expansion
to surveillance for measles and rubella control, a regional measles
laboratory network of 14 national and one regional reference
laboratories was also established. The measles laboratories
additionally helped to highlight the rubella burden in several
countries of the Region. Based on the quality of surveillance
data generated, large-scale measles catch-up campaigns were
implemented, and, with improvements in routine
immunization, the Region made major strides towards its
measles mortality reduction goal.
64. WHO is tackling the following main issues and challenges:
• interrupting polio transmission in the endemic reservoirs
in India;
• controlling the polio outbreaks in Bangladesh, Indonesia
and Nepal following importations of the polio virus;
• mobilizing the resources required to achieve the above;
• maintaining polio-free status in polio-free countries;
• transitioning from polio eradication to an increased
emphasis on strengthening routine immunization delivery;
• ensuring a future expanded role and sustainability of the
SMO network;
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• effectively implementing the Reach Every District (RED)
strategy so as to cover more of the 10 million infants
who are missed for DPT3 in the Region each year; and
• supporting the regulation of vaccines from development
to point of use. Such regulation would include overseeing
the clinical trials and establishing strong, post-marketing
surveillance for new resources, such as for JE, and
mobilizing adequate in-country resources to sustain the
procurement of auto-disabling (AD) syringes, and waste
disposal once the financial support from the Global
Alliance for Vaccines and Immunization (GAVI) ceases.

Blood Safety and Clinical Technology

WHO’s Strategy for
Safe Blood is
accepted by all
Member countries
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65. WHO’s Strategy for Safe Blood is accepted by all Member
countries. Its key elements include nationally coordinated blood
transfusion services, collection of blood from voluntary blood
donors, quality testing to ensure freedom from infectious
markers and rational use of blood in clinical settings. The
Guiding Principles for Human Organ Transplantation developed
in 1991 are in the process of being revised to match the
contemporary knowledgebase and practices.
66. WHO provided technical support to Bangladesh, Bhutan,
Indonesia, Myanmar and Sri Lanka in drafting their respective
National Blood Policy. Several donors were approached to provide
resources for strengthening blood transfusion services. An
assessment of regulated and unregulated blood banks was
supported in Bangladesh to ascertain the units of blood donated
by paid donors. Technical and logistics support was provided to
the Central Blood Bank in Timor-Leste and transfusion services
in DPR Korea. The Regional External Quality Assessment Scheme
(EQAS) continued to function effectively in seven countries.
67. In the area of laboratory support, WHO facilitated
confirmation of diagnosis of avian influenza through the WHO
Reference Laboratory in Hong Kong where a hands-on training
course for participants from all Member countries was also
organized. Bhutan, DPR Korea and Timor-Leste were supported
in the designing and construction of modern laboratories.

Collection of blood from voluntary donors is being promoted.

68. An intercountry training workshop on CD4 T lymphocyte
enumeration was organized in Bangkok for high HIV burden
countries to increase the capacity in diagnosis and treatment of
HIV. A bi-regional (the South-East Asia and Western Pacific
regions) consultation of experts was organized to incorporate
their experiences in the revised WHO Global Guiding Principles
on Human Organ Transplantation. Bangladesh, Bhutan, DPR
Korea, India, and Sri Lanka organized national training courses
on blood safety.
69. India, Nepal and Thailand have a comprehensive national
blood policy that articulates the structure, function and
regulation of their respective blood services. WHO’s efforts in
mobilizing resources for blood safety programmes resulted in
support to Bangladesh (World Bank), DPR Korea (European
Union), Indonesia (Luxembourg Government) and Timor-Leste
(Global Fund). Initiation of national EQAS was supported in
Bangladesh, India, Indonesia, Myanmar and Sri Lanka. Due to
WHO’s sustained support and efforts, the percentage of paid blood
donors in Bangladesh declined to 16% in 2005 from 70% in 2000.
70. The role of efficient laboratory ser vices and their
networking was highlighted in the regional and national
influenza pandemic preparedness plans. The Bureau of
Laboratory Quality and Standards, Ministry of Public Health,
Thailand was designated as a WHO-CC. Guidelines on HIV

21
THE WORK OF WHO IN THE
SOUTH-EAST ASIA REGION

Diagnosis and Monitoring of ART were revised. Standard
Operating Procedures for blood processing were disseminated.
While guidelines for implementation of quality standards were
developed, guidelines to establish a tissue bank and ethics in
organ transplantation, are being drafted.
71. However, WHO is facing many challenges. For example,
against an estimated requirement of 15 million units, only 9.3
million units of blood are collected annually in the Region.
Replacement donors contribute approximately 40% of total blood
donated. Only one quarter of donated blood is converted into
components. Indonesia, Myanmar, Maldives and Timor-Leste
have yet to achieve screening for hepatitis C in all donated units
of blood. Five countries do not have nationally coordinated blood
transfusion services.

Of the 15 million
units of blood
required annually in
the Region, less than
two thirds are
collected

Research and Development
72. In the area of tropical diseases, technical support was
provided for undertaking research, particularly in the least
developed countries.
73. Furthermore, the Regional Office, in collaboration with
Tropical Disease Research (TDR), WHO headquarters, organized
a Proposal Development Workshop in September 2005 which
led to the formulation of research proposals for small grants
(US$ 7 000 per proposal).
74. During the period under review, 32 proposals were received.
Of these, 11 were funded through WHO’s small grants
programme, including those from Bhutan, Maldives and
Timor-Leste, on the recommendation of the Research Review
Committee. These grants covered tropical diseases such as
dengue/dengue haemorhagic fever, lymphatic filariasis, kalaazar, tuberculosis, leprosy and malaria.
75. Continued and sustained support to Member countries,
particularly those with limited capacity in research, continues
to be an important priority for the Regional Office.
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2

Noncommunicable Diseases
and Mental Health
Prevention and Management of Chronic
Noncommunicable Diseases
1. Noncommunicable diseases (NCDs) such as cardiovascular
diseases (CVDs), cancer, chronic lung diseases and diabetes
mellitus account for 54% of all deaths in the SEA Region. Almost
half of these NCD-related deaths occur prematurely. Tobacco
use, unhealthy diet, and physical inactivity, high blood pressure
and high cholesterol level make up a cluster of well-known and
largely modifiable risks related to these NCDs. The current threat
of NCDs could be overcome with available knowledge. Despite
these possibilities however, health promotion and prevention of
NCDs remain marginal to the mainstream of essential public
health actions in the countries of the Region. During the period
under review, WHO continued to promote multisectoral actions
based on principles of health promotion and integrated
prevention and control of NCDs at population, community and
individual levels.
2. Integrated epidemiological surveillance and populationbased interventions to curb major risk factors were supported.
At the same time, equitable and cost-effective management of
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major NCDs with the optimal utilization of existing health
systems was promoted. A regional project on “Capacity
strengthening for policy-makers and programme managers
from health and other sectors for prevention and control of
NCDs” was initiated in collaboration with the WHO Centre for
Health Development, Kobe, Japan. Twelve training modules on
capacity building were developed, which will facilitate the
development of new and revision of existing policies, strategies
and programmes for control of NCDs in countries of the SEA
Region.

Scientific evidence
shows that
inappropriate diet
and physical inactivity
are among the most
powerful risk factors
for occurrence of
NCDs
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3. Scientific evidence shows that inappropriate diet and
physical inactivity are among the most powerful risk factors
for occurrence of NCDs. Keeping this in view, WHO Member
countries adopted the Global Strategy on Diet, Physical Activity
and Health in 2004 in terms of the resolution WHA57.17. As
a follow-up to this, national plans of action for implementation
of the Global Strategy in India, Indonesia and Nepal were
formulated with technical support from WHO.
4. WHO is continuing its support for community-based
interventions (CBI) through pilot projects for integrated
prevention of NCDs, which were implemented in Bangladesh,
India, Indonesia and Sri Lanka. The CBI project in Depok, near
Jakarta City in Indonesia gained considerable recognition from
the local community and district administration. This in turn
led to the expansion of CBI as an essential element of the national
NCD prevention programme in Indonesia.
5. Experts and institutions that are the major pioneers in the
prevention and control of NCDs in the Region have formed a
Regional Network for NCDs Prevention and Control for SouthEast Asia (SEANET-NCD) by adopting the charter for
collaboration among the network members including WHO.
Necessary plans of action for implementation of the Network’s
activities over the next two years were finalized at the regional
consultative meeting held in Maldives, in November 2005. The
SEANET-NCD contributes to dissemination of information and
exchange of expertise, and facilitates multisectoral,
multidisciplinary and multi-level collaboration. The broad
adoption of WHO’s STEP-wise approach in NCD prevention and
control has contributed to strengthening national capacity for
conducting surveillance, and in development of policy options.

Member countries are addressing the challenge of inappropriate diet and physical
inactivity.

6. Standardized NCD-risk-factor surveys were completed in
nine countries of the Region. Follow-up actions to collect more
nationally representative data are under way in India, Indonesia,
Nepal, Sri Lanka and Thailand. Support was also provided in
deploying the NCD InfoBase at national level in countries of the
Region. National InfoBase teams were constituted, and orientation
training provided in utilization and maintenance of this
knowledge resource. The InfoBase would help in bringing the
evidence closer to the attention of policy-makers and programme
managers and contribute to the planning process. Recognizing
the need to strengthen monitoring and evaluation, a survey
instrument for assessing the progress in NCD prevention and
control was developed. The survey has documented the status of
country commitment, capacity and capability and identified
constraints and needs.

Standardized
NCD-risk-factor
surveys were
completed in
nine countries
of the Region

Mental Health and Substance Abuse
7. Mental health development in countries of the Region is
unique in some ways. WHO has played an active role in
sensitizing Member countries on the need to develop programmes
for mental health promotion and well-being, and in developing
strategies for mental health care which reaches out to the
community. An experts’ meeting on mental health promotion,
held in the Regional Office in October 2005 set the agenda for
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development of strategies for mental health promotion in Member
countries. Using the outcome of the meeting, an intercountry
workshop on mental health promotion was organized jointly
by WHO and the Ministry of Public Health of Thailand, in
Bangkok in November 2005. It identified strategies and tools to
promote adolescent mental health and building community
resilience. Models for these strategies will be further developed
and tested in Member countries.
8. After the tsunami hit some countries of the Region on 26
December 2004, WHO, together with affected Member countries
and other development partners, played an active role in
supporting the response in the area of mental and psychosocial
health promotion. In collaboration with experts and institutions
from the Region, WHO produced and disseminated a series of
technical documents related to community-based mental health
care and psychosocial support to victims. These publications,
published in local languages, were widely used in affected
Member countries. WHO also produced a document entitled
“WHO Framework for Mental Health and Psychosocial Support
after the Tsunami”. This document outlines the overall WHO
policy on mental health and psychosocial relief efforts following
a big disaster like the tsunami.
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9. WHO worked closely with the Ministry of Health, Sri Lanka
in developing a national plan for community-level psychosocial
support, along with the mental health back-up services, as an
offshoot of the response to the tsunami-related mental health
services. A similar plan was implemented in Tamil Nadu, India.
In order to have a common strategic direction and to have
appropriate dialogue with other development partners including
NGOs, a technical assessment of mental health and psychosocial
relief efforts in India and Maldives was conducted with the help
of a WHO expert team and an external evaluator. This evaluation
showed that the mental health activities conducted in Maldives
were technically appropriate. All activities in the affected Member
countries were summarized in the publication: “Mental health
and psychosocial relief efforts after the tsunami in South-East
Asia”. An intercountry meeting on development of guidelines
for mental health and psychosocial aspects of disaster
preparedness was held in Thailand in June 2006, at which the
tsunami-affected countries shared their experiences in mental

Community-based mental health care and psychosocial support are being
strengthened in the Region.

health and psychosocial relief efforts. The meeting also discussed
the mental health and psychosocial components of existing
disaster preparedness plans of all participating Member countries
and made recommendations for mental health and psychosocial
aspects of disaster preparedness which can be adapted by all
Member countries.
10. With WHO support, Sri Lanka successfully adopted a new
National Mental Health Policy in February 2006. The process
of revising/developing mental health policy, with technical
support from WHO, is continuing in Bangladesh, Bhutan,
Indonesia, Maldives, Myanmar and Nepal. Programmes for
developing community-based mental health systems were
conducted in India, Indonesia, Maldives and Myanmar. In
Bangladesh a study on the magnitude of common
neuropsychiatric disorders was conducted.
11. Member countries were assisted in developing communitybased programmes on prevention and control of the harmful
use of alcohol, keeping in line with the implementation of the
WHO resolution WHA 58.26 on “Public health problems caused
by harmful use of alcohol”. Programmes on prevention of harm
from substance abuse were organized in India, Maldives,
Myanmar, Sri Lanka and Thailand with WHO’s support. The
basic approach is empowerment of the community through
information and knowledge to reduce harm from alcohol and

The basic approach
is empowerment of
the community
through information
and knowledge to
reduce harm from
alcohol and other
substances of abuse
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demand for other substances of abuse. Other WHO activities
included development of self-learning material for community
volunteers on prevention of harm from alcohol, and an economic
analysis of the direct and indirect costs of alcohol consumption
in one district of Karnataka, India. This study has documented
that alcohol consumption affects all areas of a person’s own
life, and of his/her children, family, the entire community and
the state.
12. All Member countries are developing programmes for
mental health promotion. Specific programmes include
adolescent mental health promotion using the life skill strategy,
building community resilience, use of traditional methods such
as yoga to promote mental well being. A reorientation of the
mental health programme to focus on mental health promotion
is needed while building community mental health systems at
the same time.

Health Promotion
13. The Sixth Global Conference on Health Promotion on
“Policy and partnership for action: addressing the determinants
of health”, organized by WHO in Bangkok, Thailand in August
2005, adopted the renewed commitments on health promotion
and identified new policy actions and strategic directions to
promote health through investment in sustainable policies,
strategies and infrastructure; building capacity to promote
health; and establishing partnership and alliances with public
and other sectors for resource mobilization and services delivery.
The Conference resulted in the formulation of the “Bangkok
Charter for Health Promotion in a Globalized World”.
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14. The 117th session of the Executive Board in January 2006
and the 59th World Health Assembly in May 2006 debated upon
the progress and follow-up action on the Bangkok Charter for
Health Promotion. Member countries were urged to consider
the need to increase investments in health promotion as an
essential component of equitable social and economic
development. In June 2006, at the regional consultation of
stakeholders from the ministries of health, education, and
communication, and representatives from civil society groups,
the regional strategy for health promotion was reviewed and

Deworming is an important component of school health promotion in the Region.

endorsed as part of the follow-up to the Sixth Global Conference
on Health Promotion. Countries also identified actions and
commitments for follow-up at country level, through the
development of national workplans. WHO continued to work
with academic institutions and civil society groups as part of
the follow-up to the Global Conference. WHO supported
participation by three academic institutions from the Region
involved in human resource development in health promotion,
i.e. Chiang Mai University (Thailand), the Rajiv Gandhi
University of Health Sciences, Bangalore (India) and the Indian
Institute of Mass Communication, New Delhi (India) at the
meeting of Collaborating Institutions in Health Promotion, held
in Singapore in February 2006 for development of plans of action
for strengthening national and regional capacity building for
health promotion professionals.
15. Promoting school health activities focused on de-worming,
building lifeskills, and development of policy and strategy.
Activities in this regard were implemented in India, Maldives,
Myanmar, Sri Lanka and Thailand in collaboration with WHO
and other partners. In order to disseminate appropriate health
messages and promote health, the health promotion programme
worked closely with the disease control programme to reduce
risk of human exposure to avian flu. In addition, risk
communication was adopted as part of the regional strategy
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for the elimination of rabies in humans and animals at an intercountry meeting on rabies elimination, held in Sri Lanka. The
City of Bangalore, India was selected as the regional site for the
collaboration project undertaken with the WHO Kobe Centre
for Health and Development as part of the work of the
Commission in May 2006. A follow-up project on urbanization
and health development examined the social determinants of
health affecting the poor in the urban slums of Bangalore.

Tobacco Control
The focus of the
Regional Tobacco
Control Strategy
has been to build
national capacity
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16. Five million people die every year globally from tobacco
use; with 1.2 million people being from the SEA Region, among
the most affected regions of WHO. Against this backdrop,
Member countries developed the WHO Framework Convention
on Tobacco Control (WHO FCTC). Of the 131 Member countries
which are Party to the Convention, nine are from the SEA Region
as of June 2006. The main focus of the Regional Tobacco Control
Strategy has been to build national capacity to help countries
meet their obligations under the Convention. A follow-up
workshop to review and implement the outcome and
recommendations of the First Session of the Conference of the
Parties to the Framework Convention was organized in August
2005 in Bangladesh.
17. In order to pursue this strategy, a number of activities were
undertaken in the Region, including: organization of national
workshops for capacity building; development/amendment of
tobacco control legislation; joint workshop of the South-East
Asia and the Western Pacific regions for sharing expertise and
information on tobacco control efforts, and consultation with
potential donors, bilateral organizations and tobacco control
partners. The Global Health Professional Survey (GHPS) Training
Workshop was organized following which GHPS was
undertaken in five countries in the Region. Similarly, the GYTS
was undertaken in five countries. A GHPS Analysis Workshop
and an intercountry GYTS analysis workshop were also
organized to analyse the survey data and produce a report.
Support was provided to revise the health costs study pertaining
to Bangladesh, and to develop the protocol for such a study in
Sri Lanka. At the request of Bhutan and Maldives, tobacco

cessation training activities were organized for health workers.
Countries were supported to commemorate and celebrate the
“World No Tobacco Day 2006” with the theme - “Tobacco:
Deadly in any form or disguise.” Like every year, all Member
countries celebrated ‘World No Tobacoo Day’ on 31 May with
the specific aim to create awareness on and to advocate for
national commitment on tobacco control. Three eminent tobacco
control advocates from the Region received the World No Tobacco
Day awards for 2006.
18. The Regional Strategy for Tobacco Control and Regional
Plans of Action for Tobacco Control (2006-2010) were developed.
Generic Guidelines for Enforcement of Tobacco Control
Legislation were developed to help countries implement tobacco
control measures.
19. Surveillance and research in tobacco control were further
strengthened through updating of the tobacco information
database maintained at the Regional Office. The mechanism for
exchange of information and experiences would continue to be
upgraded and adapted as per the reporting instrument under
Article 21 (Reporting and Exchange of Information) of the WHO
Framework Convention. Efforts are continuing towards
supporting countries from the Region who are Parties to the

The tobacco leaf juice affects the tobacco grower and leads to GTS – Green Tobacco
Sickness – an occupational illness.
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Framework Convention to meet their obligations under the
Convention. Key areas of focus are education, training, public
awareness and communication, and partnership development
for tobacco control. National capacity building and mobilizing
resources for tobacco control activities would remain a challenge.

Global YYouth
outh T
obacco Sur
vey – A success stor
Tobacco
Survey
storyy

WHO support
was provided to
strengthen
national capacity
for injury
prevention
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In collaboration and partnership with the Centers for Disease Prevention
and Control, Atlanta, USA, the Global Youth Tobacco Survey (GYTS)
was conducted in 10 countries except Timor-Leste. The survey was
repeated in a few countries to analyse the trend of tobacco use among
the youth. The repeated surveys in Sri Lanka showed that smoking
prevalence among the youth had declined. Based on the recommendation
of the GYTS Policy Workshop, the regional strategy and regional plan of
action for the utilization of information generated from national surveys
were formulated by participating countries with support from WHO. A
Manual on Tobacco Control in Schools was developed based on the
findings of GYTS in the Region. The Manual is expected to enhance the
knowledge of the youth about the harmful effects of tobacco use and
encourage school authorities and countries to develop smoke-free and
tobacco-free policies for schools. Information from GYTS would help
the contracting Parties to the WHO Framework Convention to meet
their obligations under Article 21 (Reporting and Exchange of Information)
of the Convention.

Injuries, Violence and Disabilities
20. National policy and programmes for injury prevention in
Member countries were developed according to the regional
strategy. WHO support was provided to strengthen national
capacity for injury prevention, multisectoral involvement, care
and rehabilitation through infrastructure strengthening and
human resources development, establishment of efficient and
effective surveillance systems for evidence-based policy. Eight
countries have national plans and/or national implementing
mechanisms in place for injury prevention and rehabilitation.
21. Teaching Modules on Injury Prevention and Control for
undergraduate medical and nursing students were developed,
through an expert group, specifically to deal with major causes

of injuries (such as road traffic injuries, drowning, unintentional
falls, burns, poisoning, and injuries related to violence, i.e.
assaults and self-harm). The modules have been adapted in line
with the Global Initiative on Training, Educating and Advancing
Collaboration in Health on Violence and Injury Prevention
(TEACH-VIP), which is a comprehensive, modular curriculum
for injury prevention and control developed by WHO and a
global network of experts. The presidents and senior members
of medical and nursing councils, and experts and representatives
from ministries of health, involved in developing the modules,
have expressed strong commitment in producing future
graduates who will work as important “change agents” in injury
prevention and control.
22. Three countries (Maldives, Myanmar, and Sri Lanka) have
established national injury surveillance systems, with technical
and financial support from WHO. Thailand’s national injury
surveillance system established in 1995 recently received
technical support for its new version of injury surveillance, in
order to accommodate changes in prevention activities, acute
care services and information technologies.
23. WHO is collaborating with the UN Regional Commissions
in preparing for the First UN Global Road Safety Week to be
observed from 23 to 29 April 2007 in the Region. The Regional
Office is collaborating with ESCAP in planning and
implementing the safety week campaign in countries of the
Region. This action is in response to the United Nations General
Assembly (UNGA)’s resolution (58/289): Improving global road
safety and the World Health Assembly resolution WHA57.10,
which have identified WHO as coordinator on road safety issues
within the UN system.
24. Two regions of WHO, South-East Asia and the Western
Pacific, account for the highest number of deaths from injuries
worldwide. Injuries ranked fifth among all causes of death for
the SEA Region in 2004. Approximately 150 people died every
hour from injuries in the Region. Of these, road traffic injuries
were the leading cause while drowning ranked first for children
less than 15 years. The rapid increase in the use of motorcycles
in countries of the Region, particularly by children, poses a grave
challenge and is being tackled through urgent research. This

The rapid increase
in the use of
motorcycles in
countries of the
Region, particularly
by children, poses
a grave challenge
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would be an important initiative considering the lack of scientific
data and information on which to base the interventions.
25. Efforts are being made to overcome the following common
challenges for prevention of injuries and disabilities in countries
of the Region: rapid increase in the burden of injuries and
disabilities; inadequate allocation of resources to identify
problems, monitor the trends, and describe the epidemiology in
important age groups; and lack of infrastructure and full-time
staff to sustain current efforts and to implement policy and
strategies to achieve the set goals.

SOUND HEARING
2030, a Regional
Forum for prevention
and alleviation of
hearing impairment
was established

26. For disability, it is estimated that 15 million blind (one third
of the blind population of the world); and 67 million people
with moderate-to-severe hearing impairment live in the SEA
Region.
27. WHO worked closely with networks of national experts
and institutions, including WHO-CCs, for development of
national programmes on prevention of deafness and a national
plan of blindness, and for strengthening the implementation of
rehabilitation programmes.
28. SOUND HEARING 2030, a Regional Forum for prevention
and alleviation of hearing impairment in countries of the Region
was established by a network of experts and partners. The
Forum is a strong mechanism for planning, implementation
and monitoring, and for providing technical support to Member
countries in the area of promotion of sound hearing. It has
already reviewed and updated the regional situation pertaining
to deafness, hearing loss and intervention programmes, and
has developed a regional framework for preparation of national
plans of action for prevention and alleviation of hearing
impairment in the Region.

Blindness

34
THE WORK OF WHO IN THE
SOUTH-EAST ASIA REGION

29. Eight of the 11 Member countries of the Region launched
the national Vision 2020 programmes during the period under
review, with some countries implementing large-scale coverage
of populations requiring cataract surgery. Thailand has
successfully reduced blindness prevalence by more than half over

the last decade, and is now shifting the focus of the prevention
of blindness programme from disease-oriented intervention to
eye health promotion with comprehensive eye care planning,
community participation, and research and development. A
community approach was adopted to deal with non-preventable
and incurable blindness mostly from chronic noncommunicable
diseases by piloting intervention projects for the prevention of
injury-induced corneal ulceration and utilizing the existing
trained government health workers in primary health care
settings.
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3

Family and Community
Health
Adolescent Health
1. During the period under review, country profiles on
adolescent health to document specific problems and needs of
adolescents were prepared in Bangladesh, Bhutan, Nepal,
Myanmar, Sri Lanka and Thailand. Technical assistance was
provided by WHO for the development of national strategies in
Bangladesh and India which highlight the role of the health
sector in encouraging other sectors to take action conducive to
adolescent health. To build capacity in the Region on Adolescent
Friendly Health Services (AFHS), a regional pool of consultants
was trained in the use of the Orientation Programme training
package. The package was adapted in Bangladesh and India for
use at the national level. WHO provided technical support to
selected sites in India for field testing, finalization of the package,
and training of master trainers. In these two centres, national
consultations were supported to develop national standards for
delivery of quality health services to adolescents and young
people. An implementation guide to operationalize standards
was prepared in India. Members of professional bodies
representing paediatrics, obstetrics and gynaecology were trained
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as trainers to build public-private partnership in moving AFHS
forward. Documentation of different models of AFHS was
initiated in selected sites in India.

Programmes are being
forged for HIV/AIDS
prevention and care
targeted at young
people

2. Young people (10-24 years) and HIV/AIDS is one of the
priority areas in the Region since about 50% of new HIV
infections occur among young people each year. Prevention and
care programmes targeted at young people are being forged in
the Regional Office through extensive collaboration between
areas of adolescent health and HIV/AIDS. A project on Young
People and HIV/AIDS was supported under UNFPA’s Strategic
Partnership Programme (SPP). WHO also supported capacity
building of UN country teams and in the preparation of
workplans in four countries, namely Bangladesh, India, Nepal
and Sri Lanka. A regional meeting of UN co-sponsors was
organized by WHO in August 2005 to identify areas of
collaboration. This was followed by a capacity building meeting
of UN country teams and experts in March 2006. Mapping of
experts and institutions in four focus countries was initiated.
Fact sheets on young people and HIV/AIDS covering all Member
countries were prepared. Success stories on health sector response
to HIV/AIDS among young people were documented. However,
gaps in available data, especially those related to increased
vulnerability of young people, is a challenge which is being
addressed.
3. In order to accelerate progress on Adolescent / Youth Friendly
Health Services (AFHS/YFHS), HIV/AIDS is an important entry
point. A regional consultation on Young People and HIV/AIDS
was organized in Chiang Mai in October 2005 attended by
HIV/AIDS and AHD national programme managers, UN
partners and International Nongovernment Organizations
(INGOs). The draft Regional Strategy was discussed to address
the issues and challenges related to collaboration and integration
at national level to implement the programme.

Nutrition
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4. Adequate nutrition is one of the basic prerequisites for
health. Though positive trends in enhanced acceptance of
exclusive breastfeeding and appropriate complementary feeding

practices are discernable, the progress in most countries is not
optimal. There was inadequate capacity and support from the
health system. The Baby Friendly Hospital Initiative (BFHI)
showed a slippage. Key recommendations were to establish an
intersectoral and interagency coordination mechanism in
countries for tracking progress in IYCF after selection of key
indicators and for imparting training. After the adoption of the
resolution on Global Strategy on Infant and Young Child Feeding
by the 55th World Health Assembly in 2002, national workshops
were held and various countries (Bangladesh, Indonesia,
Maldives, Myanmar and Nepal) developed national strategies.
India also developed national guidelines for this purpose. To
assess the progress in implementation of the strategy, a regional
workshop was held in April 2006, in collaboration with UNICEF
and Care-India.
5. To address management of severe malnutrition in children,
WHO provided support to national training workshops for
doctors and nurses in Bangladesh, Myanmar and Nepal. Staff
at upazila level in Bangladesh were also trained on prevention
and reduction of malnutrition.
6. Following the launching of the new WHO child growth
standards in April 2006, a regional workshop to orient Member
countries was held in June 2006. The new standards are more
representative since they are based upon study of growth of
children from several parts of the world, predominantly
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breastfed during the first six months of life (unlike the currently
used National Centre for Health Statistics standards, based on
the growth of American children, primarily of European descent
and mostly fed on formula milk).
7. Recognizing that adequately trained staff are essential for
managing and monitoring nutrition programmes, Bhutan, with
WHO support improved the capacity of its staff through
assessment of key problems and training of key health personnel.
8. India, Myanmar, Nepal and Timor-Leste trained health
staff to assess and monitor micronutrient deficiency,
particularly iodine deficiency disorders (IDDs) and/or iron
deficiency anaemia.
9. WHO formed a regional working group with partner
agencies and experts from some countries for identifying
constraints and accelerating the elimination of IDDs as progress
is variable in the Region (as shown in Figure 3.1). The first
working group meeting held in September 2005 developed a
regional plan of action. Two Member countries (Myanmar and
Sri Lanka) were provided additional technical and financial
support for accelerating implementation. Regulation on IDD is
being finalized in Nepal.

Figure 3.1: Iodized salt coverage in Member countries of the SEA
Region
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Source: Recent data from DPR Korea, India, Maldives and Myanmar which were obtained through questionnaires
used for the desk review in 2005. For other countries, previous national survey data are shown.

10. Nutrition is included as a priority in the adolescent health
strategies of Bangladesh, Bhutan, India, Indonesia and Nepal.
The focus is on prevention and reduction of anaemia and on
nutrition counselling for healthy lifestyle. With WHO support,
Thailand and Sri Lanka carried out studies to determine major
risk factors influencing healthy lifestyle among school-aged
adolescents. India conducted workshops to create awareness
about Diet-Related Chronic Disease and healthy lifestyle in a
number of states.
11. A joint WHO/FAO multisectoral intercountry workshop,
attended by delegates from Bangladesh, Bhutan, India, Indonesia,
Myanmar, Nepal and Sri Lanka discussed revision of national
nutrition policies and plans of action. Thereafter, Nepal and
Indonesia finalized their national nutrition policies, while Sri
Lanka is in the process of doing so.
12. For integrating nutritional care and support into HIV/AIDS
programmes, an intercountry workshop was held in October
2005. Training materials will need to be translated and assistance
provided by partner agencies for inclusion of nutritional care
and support during scaling-up of HIV programmes.

The focus of
WHO’s work on
child survival
includes the
IMCI strategy

Child Health
13. The focus of WHO’s work on child survival includes the
Integrated Management of Childhood Illness (IMCI) strategy.
Significant advances were made in institutionalization of IMCI
in the Region. Bangladesh, Bhutan, DPR Korea, India, and TimorLeste expanded coverage with the IMCI strategy. All districts in
Timor-Leste are now implementing IMCI. Bangladesh initiated
community IMCI on a pilot basis. Myanmar produced IMCI
materials for basic health workers in the local language. Nepal
expanded the community health workforce trained in IMCI.
Myanmar was assisted in conducting a baseline study on key
family and community practices that impact child health.
14. Introduction of IMCI in the pre-service curricula in medical,
nursing and paramedical schools is a cost-effective and
sustainable option. An Intercountry Workshop to Accelerate
Integration of IMCI in Pre-service Health Professionals in the
SEA Region was held in Mumbai, India. Results of an evaluation
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Equitable access to effective health care interventions to all children is being
promoted.

of pre-service IMCI in medical schools in India, supported by
WHO were shared. The workshop resulted in a blueprint for
rapid expansion of pre-service IMCI in the Region. Bangladesh,
DPR Korea, India, Myanmar and Nepal introduced or expanded
pre-service IMCI training in medical and paramedical schools.
15. Bangladesh decided to include IMCI as a component of the
World Bank-funded Health, Nutrition and Population Sector
Programme. India developed the Integrated Management of
Neonatal and Childhood Illness (IMNCI) expansion strategy as
a central thrust area for child health in the World Bank-funded
national Reproductive and Child Health Programme (Phase II).
Myanmar finalized a five-year (2006-2011) strategic plan for
child health development. DPR Korea was assisted in developing
a framework for a multi-year programme for improving
women’s and children’s health through assistance from the
Republic of Korea. This programme aims to improve maternal
and child health in DPR Korea by adopting a systems approach.
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16. In a continuing effort towards advocacy for IMCI, WHO
sponsored a technical symposium on IMCI at the 11th Asian
Conference on Diarrhoeal Diseases and Nutrition held in
Bangkok, Thailand in March 2006.

17. In order to give a much-needed impetus for care and
treatment of children with HIV/AIDS, regional paediatric ART
guidelines were drafted. A meeting of technical experts to review
the draft was organized in New Delhi, in May 2006. A consensus
was achieved on the technical issues that need to be incorporated
in the Regional Guidelines. The final version of the guidelines
will be ready for dissemination in the third quarter of 2006.
Agreement was reached on developing a roadmap to assist the
countries to expand the coverage of ART.
18. WHO facilitated the development and submission of
proposals from research institutions in the Region for research
studies on public health effectiveness of approaches to promote
key family practices for child survival and care-seeking for
childhood illness. Two institutions, one each from Bangladesh
and India, qualified and were invited to participate in a proposal
development workshop in Maputo, Mozambique in October
2005. These proposals are being finalized and will be considered
for funding by WHO in 2006. This endeavour will not only
increase understanding of public health dimensions of child
health in the Region, but also assist in building research capacity.

Member countries
were supported in
building capacity to
develop neonatal
health strategy

19. Evidence on effective interventions made by Member
countries for neonatal health is now available. Furthermore,
Member countries were also supported in building capacity to
develop neonatal health strategies.
20. The Regional Office initiated the SEA Regional PerinatalNeonatal Database Network project in collaboration with the
WHO-CC for Training and Research in Newborn Care, All India
Institute of Medical Sciences, New Delhi, India. This project will
fulfil a long-felt need for topical data collection and dissemination
regarding perinatal and neonatal epidemiology in countries of
the Region. Availability of this information will allow evidencebased, effective and efficient programming for neonatal health.
21. Several countries included elements of neonatal care in their
Child Health and Development or Making Pregnancy Safer
programmes. Neonatal care in the IMCI algorithm was included
in India and Nepal. Timor-Leste developed a national strategy
for newborn health. Myanmar received a large grant from Italy
for newborn care. The grant would be utilized for training health
care providers in essential newborn care and equipping the health
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system for providing essential interventions for preventive,
diagnostic and therapeutic newborn care interventions.
22. The challenge before Member countries is to ensure
equitable access to effective health care interventions to all
children. WHO will continue to provide technical assistance as
needed for policy and strategy support; establishment of
evidence-based neonatal and child health norms and standards
for public health initiatives; and, capacity building for efficient
and effective delivery of neonatal and child health interventions.

Making Pregnancy Safer

Skilled birth
attendance at every
birth is critical to
reduce maternal and
newborn morbidity
and mortality

23. Skilled birth attendance at every birth is critical to reduce
maternal and newborn morbidity and mortality. “Skilled Care
at Every Birth” was the topic for the Technical Discussions
during the 42nd Meeting of the Consultative Committee on
Programme Development and Management (CCPDM) held in
July 2005 at Dhaka. The recommendations of the Technical
Discussions to promote skilled care at every birth in Member
countries were then endorsed by the Regional Committee for
South-East Asia during its 58th session through a resolution
(SEA/RC58/R2).
24. The proportion of skilled care at delivery in countries of
the Region varies from 13% in Nepal to 99% in Thailand.
Countries with less than 50% of births attended to by skilled
attendants (Bangladesh, Bhutan, India, Nepal and Timor-Leste)
were given special attention. Support was provided for
assessment of human resources for maternal and newborn
health to Nepal as a basis for the development of a national
strategy on the subject. The strategy is in the process of
endorsement by the government.
25. Technical support was provided to Bhutan for the
development of a national strategy to achieve universal
institutional births. Six doctors and nurses were trained with
WHO support in emergency obstetric and newborn care in India.
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26. For strengthening midwifery education in Timor-Leste,
support was provided for identifying training needs and
development of a training plan, following which support was
provided for training of six midwives in Australia. Bangladesh

Provision of skilled care at delivery is receiving priority attention.

initiated national-level training with support from WHO and
other UN agencies for training community-level skilled birth
attendants. Support was also provided for development of
supervisory tools and guidelines for monitoring these health
workers and also to strengthen the curriculum to make it at
par with international standards.
27. To address quality of care, facility-based maternal and
perinatal death reviews were supported in select institutions in
Bangladesh, India, Myanmar and Nepal. An informal
consultation was held in January 2006 in which the principal
investigators and programme managers from these Member
countries participated in identifying further steps to carry this
activity forward.
28. An Asia-Pacific workshop on promoting continuum of care
for improving maternal and newborn health was co-organized
by the Regional Office and ACCESS/USAID in November 2005.
The collaboration will facilitate newborn care in the Region
through training of health care providers in Essential Newborn
Care course developed by Making Pregnancy Safer (MPS)WHO,HQ. The first training course was organized in Myanmar
in June 2006 and the second is scheduled in Dhaka in September
2006.
29. To advocate for the cause of maternal and newborn health,
collaboration was strengthened with UNICEF-Regional Office
for South Asia (ROSA), South Asia Federation of Obstetricians
and Gynaecologists, UNFPA and other professional organizations
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as part of the South Asia Network for maternal and newborn
health.
30. It is proposed to provide assistance to countries with low
skilled birth attendance coverage. The focus will be on
development of human resources and development of referral
linkages complemented by behaviour change communication.

Reproductive Health and Research
31. The Global Reproductive Health Strategy was incorporated
or referred to in the national reproductive health strategy of
the Member countries of the Region.
32. The Strategic Partnership Programme between WHO and
UNFPA continued to support activities related to family planning
and RTI/STIs. WHO guidelines were adapted in Bangladesh,
Maldives Myanmar, Thailand and Timor-Leste.
33. To address the issue of unsafe abortion, a bi-regional
meeting was held in June 2005 in collaboration with Ipas, USA,
an NGO engaged in the area of reproductive health. Support
was provided to Nepal and Thailand for addressing countryspecific needs in preventing unsafe abortion. Technical support
was also provided to Bangladesh for evaluation and expansion
of the menstrual regulation services in the country as part of a
five-year programme supported by the Royal Government of
the Netherlands.
34. In the post-tsunami rehabilitation phase, support was
provided to address reproductive health needs in the tsunamiaffected areas of Indonesia and Sri Lanka.
35. Apart from the core areas of reproductive health, future
work would also focus on health-related population
development, policy, and education. Increased emphasis would
be laid on strengthening research in key aspects of reproductive
health including operations research.

Gender and Women’s Health
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36. WHO’s main focus during the period under review for
activities in this area, at both regional and country levels was

two-fold: (1) addressing women’s low access to health care
services, and (2) assisting Member countries to address the issue
of gender-based violence.
37. With a few exceptions, women’s access to and utilization
of health care services are unacceptably low across the Region.
The reasons for this are complex, ranging from the fact that
many more women than men live in remote rural areas, and
that women’s health is subject to specific traditional taboos that
restrict women’s autonomy, self-reliance and ability to seek
appropriate health care services. Although female literacy rates
are improving across the Region, far too many women still
lack access to appropriate health promotion and information.
Access to quality primary health care including quality
reproductive health care is being stressed in many Member
countries.
38. WHO worked with stakeholders in Member countries of
the Region, to help address some of the above issues. In
particular, work continued to build better understanding of
gender and health issues in all areas and in addressing policy
issues through promoting a human rights perspective to health
care, as in Indonesia where work commenced to introduce new
tools developed by WHO for assessing laws and policies. Based
on lessons learnt from the response and recovery efforts to the
tsunami of December 2004, it has to be ensured that gender
issues are appropriately integrated into all emergency
preparedness plans.

Access to quality
primary health care
including quality
reproductive health
care is being
stressed in many
Member countries

39. One of WHO’s major efforts in this area has been to
continue support for efforts to integrate gender into pre-service
and post-basic medical education programmes, in particular,
for introducing a specific module on the subject. This has been
tried out with good result in three pilot sites: India, Nepal and
Thailand. The course managers from each site participated in a
WHO-sponsored workshop during the 10 th International
Women’s Health Meeting, held in New Delhi, India in September
2005, to showcase their work. Plans have been made to scale
up this work and extend it to all health care professionals, both
in the pilot countries and in others.
40. Gender-based violence is increasingly being acknowledged
as a major problem in many countries. In December 2005, WHO
launched its longitudinal multi-country study on gender-based
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violence. Two countries in the Region, Bangladesh and Thailand,
participated in this study. Findings from Thailand suggest that
about 57% of the women reported physical/sexual violence by
their intimate partner at any one time in their lives. A WHO
study on domestic violence shows that gender-based violence
was a much under-reported and often frequent occurrence for
a significantly large number of women. Further, the report offers
conclusive evidence that gender-based, intimate partner or
domestic violence as it is variously referred to, has a major
impact on the long-term health of women, and needs to be
addressed as a major public health issue. The Regional Office
supported activities in countries to increase awareness and
understanding of the issue among health care providers.
Increasing the understanding and knowledge of gender-based
violence is crucial to increasing detection, offering appropriate
health care services for victims and designing appropriate
advocacy and health promotion campaigns to reduce the
incidence.
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4

Sustainable Development
and Healthy Environments

Sustainable Development
1. During the period under review, WHO followed up on the
progress of work related to the Commission on Macroeconomics
and Health (CMH) in countries of the Region, especially in
developing reports of their national commissions.
2. The Report of the National CMH, published by the
Government of India, calls for scaling up basic health
interventions for the poor. In Indonesia, CMH-supported
research focuses on improving the efficiency of public sector
health spending, enhancing technical efficiency of public sector
spending on health, and achieving equity in health and
individual health expenditures. The National CMH in Sri Lanka
has supported a number of focused policy-oriented studies. The
aim is to create health policies that are synergistic with Poverty
Reduction Strategy Paper (PRSP) and national development
strategies to establish an evidence-based argument for greater
health spending. In Thailand, a draft report on Macroeconomics
and Health – Framework for Investing in Health, was developed.
The Ministry of Public Health, Thailand has prepared an
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investment plan for 2006-2015 broadly under the heads: (1)
Infrastructure; (2) Health insurance, and (3) Risk reduction.

Health and Environment
Water and sanitation

It is estimated
that nearly half
the population
in the Region
do not have
access to
sanitation
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3. In recent years, drinking water is becoming scarce in several
countries, affecting large cities often year round and rural areas
during certain periods. While water supply agencies have
advocated for conservation of drinking water to reduce the strain
on surface and groundwater sources, people have increasingly
turned to rainwater to augment their domestic supply. Improved
sanitation also remains elusive, especially due to the explosive
growth in cities. It is estimated that nearly half the population
in the Region do not have access to sanitation, which, in
combination with the poor hygiene, poses a major health risk.
The tsunami disaster demonstrated the importance of adequate
and safe water supply and sanitation for the health and wellbeing of people, and the critical role of health authorities to
ensure provision of such facilities.

Water quality
4. The 2004 edition of the WHO Guidelines for Drinking
Water Quality strongly promotes Water Safety Plans (WSPs) as
the main risk management tool. The WSPs help the community
and the water system operators to gain a better insight of their
schemes and to decide on critical points to control, based on
hazards identified along the supply system. A review meeting
was held in Dhaka in September 2005 on the early experience
with WSPs. Whereas improvements in water quantity and
hazard risk management were demonstrated in pilots,
countrywide quantitative results are likely in 1-2 years.
5. The experience gained in the review on WSP was used to
initiate WSP consultation and capacity building in a workshop
for urban application in Galle (Sri Lanka), Chennai and
Hyderabad (India) and ADB-supported towns in Kerala, India.
The inception workshop was organized in Hyderabad, India in
May 2006, which led to initiation of several community WSP
activities in several wards in greater Hyderabad area and in other
cities in India and Sri Lanka.

Water quality surveillance for safe water – measuring chlorine residual.

6. With more communities and households in the Region
considering rainwater as a source for drinking water, WHO
developed a guidance document on “Rainwater and Health
Aspects”. The draft will be submitted in August 2006 for
consideration by the committee dealing with the revision of the
WHO Drinking Water Quality Guidelines.
7. Partnerships, in particular with AusAID and United States
Environmental Protection Agency (USEPA), helped to extend
WHO’s outreach in developing water quality guidance and
facilitating the application of good practices through pilot
projects in Bangladesh and Bhutan for field staff and community
members.
8. Emergency preparedness and response in the area of water
and sanitation, and in other environmental health areas,
continued to be strengthened in the Region through training
courses, guidance notes and preparedness planning. Projects on
water and sanitation are going on in Tamil Nadu (India), Aceh
and Yogjakarta (Indonesia) and in Sri Lanka.

Sanitation
9. Following the South Asia Conference on Sanitation
(SACOSAN) held in October 2003 in Dhaka, all participating
Countries took up sanitation as a priority. Countries such as
Bangladesh, India and Nepal committed themselves to achieve
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‘total sanitation’ well before 2015. Extensive support was provided
during the last year to country teams in implementing the
SACOSAN commitment through sanitation months or weeks,
and through support to various pilot projects e.g. on ecological
sanitation. The progress and achievements in sanitation will be
reviewed in ensuing SACOSAN meetings.

Occupational health
10. WHO support in occupational health is based on the SouthEast Asia Regional strategy. Countries in the Region continued
to use this strategy to strengthen the regional occupational
health network; promote the use of the health risk paradigm,
and build capacity in these areas.

Workers’ health has
to be addressed as a
basic human right
for health equity,
to alleviate poverty
and achieve
gender balance
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11. The WHO Regional Occupational Health Strategy was
finalized and technical support was provided to Bangladesh,
India and Thailand for its implementation. In addition,
networking in occupational health was further strengthened
by identifying an additional potential WHO-CC in India. A biregional meeting between the Regional Offices for South-East
Asia and the Western Pacific strengthened collaboration between
the two regions and with the International Labour Organization
(ILO). Three main outputs emerged from these activities: (1)
The publication and distribution of the regional strategy on
occupational health, (2) the formulation of draft plans of action
by Bangladesh, India and Thailand and (3) greater networking
between the two regions for hosting a common occupational
health portal and between WHO and ILO in Thailand for hosting
the Asia Asbestos meeting in June 2006. The increased
collaboration between WHO-CCs in the Western Pacific and
South-East Asia regions led to the exchange of scientific
experience in developing norms, standards, protocols, guidelines
and modules.
12. The vulnerable populations of countries of the SEA Region
including women and the poor are primarily employed in the
informal sectors. They often lack the basic knowledge of hazards
and work for long hours often in unsafe conditions. Workers’
health has to be addressed as a basic human right for health
equity, to alleviate poverty and achieve gender balance.

13. The challenges ahead include assisting countries in the
Region to establish occupational health policies, programmes
and services around a hierarchy of interventions, moving, in
order of preference, from the elimination of the hazard, to
engineering and administrative controls and, finally, to work
towards better use of personal protective equipment – such as
barriers and filters between the worker and the hazard.

Arsenic poisoning
14. The regional strategy for arsenic mitigation provides a
framework for policy and capacity building to deal with the
problem. Progress during the period under review was
consolidated and expanded by focusing on three main areas of
capacity building: development of guidelines; human resource
development, and operational research.
15. The WHO Field Guide and Trainers’ Guide on Case
Detection, Management and Surveillance of Arsenicosis, and the
stand-alone version of the WHO Algorithm were finalized and
field-tested in arsenic-affected countries. National workshops
were supported to train health care personnel in these
programme areas. A cadre of at least 200 people was trained in
arsenic mitigation using WHO guides. In order to identify
suitable laboratories for arsenic testing, selected laboratories in
Bangladesh, India, Nepal and Thailand participated in proficiency

Fixing hand pumps – helping arsenic mitigation efforts.

53
The Work of WHO in the
South-East Asia Region

testing. The UNF-funded project for capacity building at the
community level was evaluated. A draft evaluation report of
the joint UNICEF/WHO programme on arsenic in Bangladesh
where the UNF project was completed was also produced.
16. The need for safe drinking water and water for irrigation
has compelled international communities and national
governments to search for alternative sources of water in areas
where piped-water is currently unavailable. WHO is assisting
the countries to address the challenges ahead to sustain these
efforts by providing infrastructure and integrating arsenicosis
disease management into the existing health services.

Climate change and human health
17. WHO organized an “Inter-regional workshop on Human
Health Impacts from Climate Variability and Climate Change
in the Hindukush-Himalaya Region” in India, in October 2005.
The workshop discussed the global environmental changes that
are projected to result in rapid and profound changes in the
Region over the coming decades and proposed strategies to
mitigate the impact. Current temperature increases may lead
to more glacier lake outbursts and floods in the Himalayan
regions.
18. In terms of prevention, countries in the Region that had
contributed the most by way of greenhouse gas emissions
should be requested to reduce such emissions, and should
support mountain regions in adapting to climate change.
Member countries were urged to assess their vulnerability to
climate change and estimate the burden of climate-sensitive
health determinants and outcomes, to revise their existing
policies in order to make them more effective, and adopt
awareness-raising and capacity building measures to reduce this
burden. WHO proposes to support identification of adaptation
measures that reduce the projected negative health effects.

Chemical Safety
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19. A joint inter-regional workshop on Environmental Health
Impacts from Exposure to Metals held in India. It was organized
and sponsored by the Indian Council of Medical Research (ICMR),
the Embassy of the United States of America in New Delhi,

India, the CDC/Agency for Toxic Substances and Disease Registry
(ATSDR), United States of America, and WHO’s Regional Office
for South-East Asia.
20. The human and environmental impacts from exposure to
four heavy metals (arsenic, mercury, cadmium and lead) in
specific settings were addressed at the workshop to define
mitigating and preventive actions. The workshop comprised
presentations of local case studies (mainly from Indonesia and
Thailand) related to: metal exposure in the household;
occupational risks, and metal contamination of crops. The
outcome of the workshop was a framework for national public
health interventions and collaboration, addressing human
exposure to metals.

Health care waste management
21. In an effort to further implement the new WHO policy on
the sound management of health care waste, countries in the
SEA Region set major milestones during the period under review.
These comprise of developing guidelines, creating national action
plans and building capacities in health care waste management
(HCWM).
22. The six-month HCWM distance learning certificate course,
developed by the Indira Gandhi National Open University
(IGNOU), New Delhi, India, was launched in March 2006.

An early assessment
following the tsunami
found a high risk of
disease outbreaks due
to mishandling of
infectious waste

23. WHO supported the training of health workers in Maldives.
The training sessions, carried out at the SM Ramaiah Medical
College in Bangalore, India, also set the basis for formulating
HCWM legislation in the country.
24. In Banda Aceh, Indonesia, WHO, with significant support
from the European Commission Humanitarian Aid office (ECHO)
– supported the local authorities to implement the project, “Clinical
Waste Management in the Earthquake and Tsunami Affected Area
of Northern Sumatra”. Immediately after the catastrophe, an early
assessment found that there was a high risk of disease outbreaks
due to mishandling of infectious wastes. Action was required to
reduce this risk in the few functioning health facilities and in the
field hospitals set up in the overcrowded Internally displaced
persons (IDP) camps. The project thus focused on providing
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necessary HCWM training to health workers in the 13 affected
districts, and delivering appropriate equipment to all 180 affected
health facilities. At the completion of the project in April 2006,
about 450 health workers in the province had been trained in the
sound management of medical wastes.
25. The project was able to generate an appreciable response.
Besides training concerned health workers in the affected areas,
the project also managed to facilitate the integration of HCWM
as a key component into the 2006-2008 Banda Aceh Rehabilitation
project. This effort was the result of the inter-agency coordination
initiated by the WHO-ECHO project members.

Food Safety
26. In the area of policy advocacy, WHO supported Bangladesh
in amending its 1959 “Pure Food Ordinance Act”, constituting
a National Food Safety Advisory Council and in establishing
Pure Food Courts in each district of the country. WHO also
collaborated with India and Nepal to bring out Hazard Analysis
at Critical Control Points (HACCP) guidelines and notifications
for various food items, food additives and pesticide residues.
Support was provided to Bhutan in installing a microbiology
testing unit at its National Public Health Laboratory.
27. To facilitate food safety awareness and capacity building,
WHO’s guidance material on ‘Five Keys for Safer Food’ was
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Public awareness on unprotected display and processing of food in market settings
is needed.

translated into regional and local languages. This helped in
producing adapted training manuals in all countries of the
Region. In Indonesia, WHO supported the National Agency for
Drug and Food control to develop seven training modules on
food risk assessment and to establish a food safety database
information system linked to a national network mechanism
for microbiological risk assessment.
28. Following the tsunami in December 2004, WHO supported
the Department of Public Health and other national authorities
in Maldives to establish a national integrated food safety system,
based on risk-analysis principles. Specific training was imparted
to food inspectors in close collaboration with the hospitality sector.
29. It has been reported that 83% of human influenza cases
around the world were linked to exposure to infected poultry,
thereby highlighting the fact that mitigating the pandemic threat
effectively also depends on controlling the disease at source –
backyard poultry, the farms and at live animal markets or “wet
markets”.
30. WHO developed a manual on “Public Health Intervention
for Prevention and Control of Avian Influenza” and distributed
it to all countries in the Region. The manual is being translated
into local languages. A series of training materials were produced
to help strengthen the capacity of Member countries in
implementing these public health interventions effectively.

It has been reported
that 83% of human
influenza cases
around the world
were linked to
exposure to
infected poultry

31. The Regional Office developed health education materials
at five workshops focusing on wet markets and healthy food
markets. These materials were aimed specifically at people who
handle poultry and its products, during the production stage,
during transportation, handling and processing at live animal
markets, or closer to homes, while preparing the food.

Emergency and Humanitarian Action
32. As a result of the various crises in the Region, such as the
earthquake in Jammu and Kashmir, India (October 2005), the
monsoon floods in India (2005), the Yogyakarta earthquake
(Indonesia – May 2006) and the recent civil unrest in TimorLeste, WHO responded by focusing on the need to improve
emergency preparedness and response (EPR). A Regional Meeting
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on Health Aspects of Emergency Preparedness and Response was
held in November 2005 where issues on how to improve EPR
systems in countries were discussed. At this meeting,
benchmarks for a comprehensive and effective emergency
preparedness and response system in countries were developed.
Benchmarking for emergency preparedness and response has
not been done in other regions of WHO, and may be a model
that can be followed and adapted.
33. Emergency and humanitarian action in the Region during
the reporting period can be categorized into three major areas:

Benchmarks for a
comprehensive and
effective preparedness
and response system
in countries were
developed

•

post-tsunami rehabilitation in affected countries

•

assistance in achieving benchmarks for EPR

•

strengthening WHO country and Regional Office
preparedness.

34. Various information materials documenting WHO’s
response to the tsunami in the areas of communicable disease,
mental health and environmental health, etc. were developed
and published.
35. Recovery support to health systems in the tsunami-affected
areas continued to be provided. The operational support
functions were taken up by the WHO team to look into the
planning, financial management and coordination aspects of
this support activity conducted in the field and Country Offices.
36. The need to update and develop new guidelines for specific
emergencies remains one of the main functions of WHO. These
areas include water and sanitation, and mental health, wherein
the tsunami not only underscored the need for WHO to respond
quickly during the emergency, but also to be better prepared
for future emergencies.
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37. Guidelines disseminated and used during the tsunami
response are being further reviewed. First and foremost in this
context is the need for guidelines for management of the dead
and the missing. Through a workshop organized jointly by
WHO and Asian Disaster Preparedness Centre (ADPC), Bangkok,
guidelines on best practices were reviewed and updated in
October 2005.

38. From the regional perspective, the benchmarks developed
provide the basic needs for an effective preparedness and response
system for countries. As such, every country in the Region
would have different priorities with regard to its benchmarks.
Building action plans around the benchmarks is a strategic
direction the programme can support.
39. The benchmarks developed for EPR will guide the Regional
Office and Country Office EHA programmes in the
implementation of comprehensive EPR programmes with
multisectoral involvement and a community base. It will also
identify the type of support that WHO can provide to countries
in the Region.
40. As for their own preparedness and improved response, the
WHO Regional Office and Country Offices continue to refine
their preparedness plans and standard operating procedures.
41. For WHO Country Office preparedness, the Regional Office
supported workshops for contingency planning organized by
the Country Offices in Myanmar and Nepal. The WHO Country
Offices in Sri Lanka and Thailand also developed their
preparedness plans.

Member countries
are at different levels
in terms of emergency
preparedness and
response

42. To support capacity-building initiatives, the Fifth InterRegional Course on Public Health and Emergency Management
(PHEMAP) was organized in collaboration with the Regional
Office for the Western Pacific and ADPC. The first national
PHEMAP was also conducted in Sri Lanka by WHO and the
University of Peradeniya.
43. Member countries are at different levels in terms of
emergency preparedness and response. Support is provided
according to specific country needs, the demands posed by the
emergency, and priorities. Although varied and requiring
different resources, these country-specific requirements were
addressed, whether in the area of tsunami recovery and
rehabilitation work, achieving benchmarks developed for EPR
or providing regular support to capacity building of systems
for emergency preparedness and response.
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5

Health Systems Development

Health Systems
1. An integrated health system responsive to the needs of the
people and, accessible to all, can contribute to efficient and
effective health care delivery. The potential of a health system
should be optimized to promote health, reduce excess mortality,
morbidity and disability, and respond to people’s legitimate
demands in an equitable and financially fair manner.
2. During the period under review, Member countries in the
Region were supported to develop and put into place such health
systems that have the capacity for strategic planning for health
services which can respond effectively to emerging and reemerging threats to public health.
3. Considering the concern for patient safety and quality
assurance and to provide adequate technical support to countries
in the Region, WHO-SEARO was involved in the meetings of
the World Alliance for Patient Safety. Patient safety was also
the subject of the Technical Discussions held during the 42nd
meeting of the CCPDM in June 2006. There was close
collaboration between the Regional Offices for South-East Asia
and the Western Pacific on this subject.
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4. WHO renewed its efforts towards the implementation of
the Management Effectiveness Programme (MEP) during the
current biennium. Technical support was provided to Myanmar
in the implementation of MEP which aims to bring together
the central, state-divisional and township levels to work as a
team to identify and develop management systems needed to
improve the delivery of basic health services. Besides Myanmar,
work on MEP continued in India, Indonesia and Sri Lanka.
5. The Regional Office organized a follow-up Regional
Consultation on Macroeconomics and Health in June 2006 to
assess the progress made by participating countries of the
Region. The consultation made recommendations on the future
course of action with particular emphasis on strengthening
health service delivery and increasing national budgets for
health, keeping in view country achievements and experiences.
6. During the period under review, WHO continued to provide
technical assistance to the Royal Government of Bhutan to
finalize its draft Medical and Health Council Regulations Act.
Support was also extended in the area of Medical and Health
Council Regulations.
7. As part of WHO’s framework for action in response to the
World Health Assembly resolution on eHealth adopted in May
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Efforts are being made to increase the outreach of health systems.

2005, a networked global eHealth observatory to document
and analyse development and trends, inform policy and practice
in countries, and report regularly on the use of eHealth
worldwide was established. Countries in the Region were assisted
in conducting a survey which focused on issues relating to
processes and outcomes in key health action areas previously
identified by the World Summit on the Information Society.
8. Social determinants of health (SDH) relate to key aspects
of the living and working circumstances of people. There is
growing realization of the importance of social environments
and of SDH as they have health and economic implications. A
Regional Consultation on SDH was held in September 2005 with
the objective of understanding the work, vision and strategies
of the Commission on SDH. The consultation helped in
identifying opportunities for regional participation in knowledge
networks and Region-specific topics within the knowledge
network themes. The consultation also provided a platform to
sensitize countries in the Region for according due importance
to SDH in planning.

Research Policy and Cooperation

There is a growing
realization of the
importance of social
determinants of health
and economic
implications

9. During the period under review, work was initiated to
update the profiles of Member countries on national health
research systems.
10. To support countries in building their knowledge and skills
in research management, a draft of 10 modules on health research
management was developed by a group of research experts.
Indonesia took the lead in conducting orientation courses using
the modules and assigned focal points, formed core groups of
trainers, identified the target audience for the training and selected
the appropriate modules and sections for developing the course
package. The modules will be further revised and discussed at a
regional consultation expected to be held in November 2006.
11. The testing of teaching guidelines on medical ethics initiated
in 2002 in seven medical schools in Bangladesh, Indonesia,
Myanmar, Sri Lanka, and Thailand was completed. Based on
the recommendations of a workshop held in August 2004, the
field-tested ethics teaching guidelines were revised and printed
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in September 2005 as “Health Ethics in South-East Asia: Teaching
Health Ethics – Resource Material from the WHO SEA Region”,
Volume 4, and disseminated.
12. WHO supported a national conference on “Ethical Issues
in Health Research” held in February 2006 at Chulalongkorn
University, Bangkok, Thailand. Almost 300 participants from
seven research institutions and universities in the Region
attended the conference.
13. In collaboration with the National Institute of Health, USA
and the National Institute of Health Research and Development,
Jakarta, Indonesia, a conference on International Collaborative
Research and Health Ethics was organized in Jakarta. The
conference covered areas in current research ethics as well as
emerging topics, including networking and capacity building.

WHO collaborating centres
14. The Guidelines for designation/redesignation of WHO-CCs
were reviewed and the revised guidelines were printed and
disseminated in June 2006. These guidelines would facilitate
the process of designation/redesignation of WHO-CCs.
15. The total number of active WHO-CCs in the Region
increased from 77 in 2005 to 82 until March 2006. In addition,
three new proposals for designation are being processed.

Expert advisory panels
16. WHO is working closely with the scientific communities of
Member countries to identify experts to be selected and appointed
as Expert Advisory Panel (EAP)/Expert Advisory Committee
members. As of March 2006, 79 experts in the Region were
engaged in 46 areas of health development. The majority of
members are from India and Thailand.

Essential Drugs and Medicines
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17. Intellectual Property Rights (IPR) and their effect on access
to medicines and vaccines continued to figure prominently in
the regional activities in essential medicines. The 23rd Meeting
of Ministers of Health of countries of the SEA Region, held in
September 2005 in Colombo, Sri Lanka, recommended that

WHO continue to work in this area and provide technical
assistance including training. The philosophy of “Patients over
Patents” was supported by all countries.
18. WHO organized a regional meeting in Bangladesh in March
2006 on country-specific activities relating to the public health
provisions of trade agreements. The use of oseltamivir in the
context of avian influenza and of antiretrovirals for HIV/AIDS
treatment attracted special attention at this meeting. It was also
suggested that ministries of health would have to include areas
of trade and health within their ambit; India had tackled this
efficiently by establishing a World Trade Organization (WTO)
cell within the Ministry of Health staffed by lawyers.
19. In the area of national drug policies, Sri Lanka adopted a
unifying policy bringing together activities and regulations into
an official cabinet document that articulated national objectives.
Bangladesh updated its national drug policy with a focus on
essential medicines and support to the industry. The original
policy in the late 1980s provided the main impetus that helped
transform the country from an importer of medicines to one
that is almost totally self-sufficient in medicines and, in addition,
has a vibrant export sector.

The philosophy of
“Patients over
Patents” was
supported by
all countries

20. Bhutan made steady progress in developing the regulations
for implementing the Medicines Act. The opening up of
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medicines to the private sector would require a more marketoriented perspective quite different from the government
monopoly that exists now. India accepted in principle the
centralization of drug regulation and moved steadily to build
the infrastructure which included buildings, human resources
and legislation. A joint-venture manufacturing facility for
pharmaceuticals in DPR Korea was a step forward in that
country ’s plan to achieve an indigenous pharmaceutical
capability. In 2006 there was a focus on utilizing this facility
to produce essential medicines. Activities were also initiated for
establishing a Drug Regulatory Authority.

Counterfeit medicines
continue to be a
highly visible issue
in many countries
of the Region
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21. The problem of pharmaceutical waste due to inappropriate
donations of medicines for the tsunami was a major problem
for Indonesia. Inadequate storage, inability to dispose off expired
or not-needed drugs, and inadequate security that exposed these
drugs to pilfering and to their filtering back to the market, were
some of the major concerns. The inappropriate donations
received during the tsunami provided a major impetus for
revision of and greater publicity to the Guidelines for Drug
Donations.
22. Counterfeit medicines continue to be a highly visible issue
in many countries of the Region. However, differing definitions
of counterfeit, different methods of assessing the problem and
different interpretation of data made realistic comparison
between the countries difficult. The Global Conference on
Combating Counterfeits, held in Rome, Italy in February 2006
saw the strong participation of countries from the Region and
the beginning of concerted action in this area. In addition, biregional activities between the Regional Offices for South-East
Asia and the Western Pacific were strengthened. An electronic
“bulletin board” was developed that made sharing of information
easier.
23. While the Region has the capacity to produce essential
medicines and Anti Retrovirals (ARVs), it is clear that there are
issues relating both to supply and quality. A bi-regional
consultation between the two regions was therefore organized
in November 2005. The consultation discussed activities to
increase the demand for essential medicines through government
and private sector purchasing schemes and the need for
treatment guidelines that use essential medicines. Raw materials,

manufacturing facilities and patents were not a problem but
these three factors were critical for ensuring a steady supply of
ARVs.
24. In the context of avian influenza and potential influenza
pandemic, an informal consultation was organized by SEARO
in which the national governments were involved to share
information relating to regional production of oseltamivir. The
SEA Region was the only region in the developing world capable
of producing this drug and had manufacturers who were willing
to supply the drug to national governments at appropriate
prices. Companies had the capacity to produce oseltamivir but
needed an assurance that there would be a market for it.
25. The Regional Office convened two consultations with experts
from the Region on rational use of medicines. The first focused
on education and the second focused on ethics. The conclusions
of the consultation emphasized the many factors from different
areas that contribute to the problem and the multidisciplinary
nature of the interventions that were required. Education and
ethics are important strategies in achieving rational use of
medicines – an essential factor in treatment of diseases and
promoting good health, which is a basic human right.

Education and ethics
are important
strategies in
achieving rational
use of medicines

Traditional medicine
26. Work in the area of traditional medicine was focused on
the primary health care (PHC) approach, with emphasis on
intercountry cooperation. The publication, “The Use of
Traditional Medicine in Primary Health Care” was under revision
with contributions from national authorities. The ultimate
objective of the publication is the use of common, accessible
and affordable traditional remedies in solving common medical
problems at the PHC level.

Evidence for Health Policy
27. The key challenge in this area is to strengthen country
health information systems (HIS) to facilitate evidence-based
decision-making at national and sub-national levels. The main
challenges are:
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• ensuring and maintaining data quality at all levels;
• applying information and communication technology;
• feedback mechanism and marketing products of HIS;
• harmonizing HIS-related initiatives at the country level,
and
• implementing HIS in decentralized systems.

Health Metrics Network
After launching the global partnership platform for strengthening country
health information – the Health Metrics Network (HMN) – countries of
the SEA Region have been assisted by WHO in formulating their proposals
for HMN support. Five countries (Bangladesh, Bhutan, Indonesia,
Myanmar, and Timor-Leste) have already been approved for HMN support
for the first year, and have started implementing their detailed plans.
Other countries have been sensitized and may consider submitting their
HMN proposals during the second half of 2006.

Many countries in
the Region have
decentralized their
health systems to
district level
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28. These challenges were discussed and addressed during the
formulation of the Regional Strategy on Strengthening Health
Information in countries of the SEA Region. An intercountry
consultation was held to finalize the Regional Strategy.
Strengthening vital registration, improving data quality,
standardized reporting of health information, data collection
and utilization in a decentralized system were identified as
strategic areas by most countries. Regulation and legislation on
HIS, development and allocation of HIS resources, application
of communication technology, promotion of data quality,
strengthening of data sharing, analysis and utilization at all
levels and cooperation and coordination, were identified in action
at the country level. The countries have outlined their action
plans.
29. Many countries in the Region have decentralized their
health systems to district level. Health status indicators are
needed to assist resource allocation, health service coverage and
access to and quality of health services. During the period under
review, Service Availability Mapping (SAM) was introduced as
a tool to facilitate visualization and consistent monitoring of
service availability in the Region, to support decision-making

by providing national and district planners with the skills and
tools required to map and monitor service and resource
availability on a regular basis. A core group of trainers from
countries of the Region were trained on SAM and are now able
to conduct national and sub-national SAM training activities.
Maldives conducted the training in June 2006 while Nepal and
Timor-Leste have prepared the plans. Service Availability
Mapping, which is based on the WHO-developed software
particularly for Pubic Health Mapping (which is part of the
public domain), as opposed to costly commercial mapping
software, would be a more sustainable tool in countries of the
Region.
30. Work on one of the main products of bi-regional
collaboration between the South-East Asia and Western Pacific
regions – a publication on Health in Asia and the Pacific, 2006
– continued. The first draft was finalized, reviewed by the
technical editors, and is undergoing further improvement. It is
expected that the publication, which will focus on issues,
challenges and future directions in improving health in Asia
and the Pacific, would be ready for printing by the end of 2006.
31. Health care financing is an important area to be addressed
in the Region, due to the high out-of-pocket expenses related to
health care and the limited coverage by health insurance
schemes. Following the adoption of resolutions by the World
Health Assembly and the Regional Committee for South-East
Asia on the subject, a majority of countries in the Region have
been working on their National Health Accounts. The Strategy
on Health Care Financing for Asia and the Pacific was published
and widely distributed as a guide for countries to further develop
their health care financing systems.

Health-related MDGs
WHO continued to assist Member countries in monitoring and reporting
on the health-related MDGs. Ten of the 11 countries of the SEA Region
have already submitted at least one national report on progress in achieving
the MDGs. The reports have shown that only with concerted efforts of
all partners in health and other sectors of society and the international
community in scaling up their activities, the targets related particularly
to maternal and child mortality may be achieved in the Region by 2015.
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Knowledge Management and Dissemination
32. There are major challenges in the area of identification,
management, sharing and dissemination of national knowledge
assets in the countries of the Region.
33. To support Member countries, the Regional Office expanded
its role from “enabler” and “advocate” to “coordinator” and
“facilitator” of knowledge identification, management and
collaboration. It provided technical support to ensure that
partners and stakeholders in countries of the Region conformed
to the international standards and norms in knowledge
management and sharing.
34. Training courses and workshops in management and
dissemination of national knowledge assets, targeted to produce
trainers at the national level, were organized in Bangladesh,
Indonesia, Nepal and Thailand. These trainers as resource persons
contributed significantly in the development of three new
regional bibliographic databases on malaria, adolescent health
and avian influenza. The image archives on the tsunami have
been expanded and, in collaboration with technical units and
WHO Country Offices, new image archives on immunization,
leprosy, TB and HIV/AIDS were added. All new databases can
be accessed through the portal of health science libraries network
in Member countries named Health Literature, Library and
Information Services (HeLLIS) and the library web sites of the
Regional Office.
35. During the avian influenza outbreak, knowledge resources
from the regional HeLLIS Network and international resources
were pooled, repackaged and disseminated as hourly updates
through the HeLLIS Information Portal and the Regional Office
library web sites. Arrangements were also made for some of
the HeLLIS information resources to be accessible through wellknown search engines. These new information update services
and the outreach strategy of using search engines resulted in
an unprecedented increase in access to the Regional Office library
web site and HeLLIS Information Portal.
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36. As part of an international effort to re-establish and
strengthen midwifery education in Aceh, Indonesia, heavily
damaged by the earthquake and tsunami, in December 2004,

support was extended for the re-establishment of three
midwifery school libraries. Areas of assistance covered collection,
development, information management and information
services.
37. For equitable access to original full text health literature,
the existing document delivery strategy was revised. The new
document delivery strategy delivers four times faster, resulting
in a 30% increase approximately in document delivery requests
from countries in the Region. For Health Inter Network Access
to Research Initiatives (HINARI) – eligible Member countries,
end-user orientation courses on HeLLIS and HINARI were
conducted in national languages in Bangladesh, Bhutan and
Nepal during the review period. A new strategy for distribution
of WHO publications was formulated and implemented to
ensure dissemination of the right information to the right place
at the right time.
38. The Regional Office activities pertaining to reports and
documents were restructured and streamlined, resulting in a
more compact and efficient set-up focusing on editing and
designing services. This also helped in enhancing the quality
and reliability of editorial and designing services. With a view
to ensuring the quality and high level of technical publications
which are duly peer reviewed, the procedure for publications
was revised. This led to publications and information/advocacy
materials being produced in a planned manner, with a view to
eliminating production of ad hoc materials.
39. Volume 9, No.2 (2005) of the Regional Health Forum
covering topics like “Avian Influenza”, “Progress of Leprosy
Elimination” and “Role of Public Health in Economic
Development” was issued. Volume 10, No.1 (2006) of the Forum
was mainly devoted to the World Health Day theme for 2006
– Human Resources for Health (HRH), with contributions
covering various aspects of HRH received from eminent
professionals in the Region. Articles covered by the Forum are
now widely available electronically as they are being
continuously posted on the Regional Office web site.
40. In addition, a series of technical publications, newsletters
and bulletins on issues of priority interest were brought out.
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Volume 1 of the Regional Director’s speeches: “A Vision for
Health Development in South-East Asia” was also published.
41. The Regional Office continued to print information and
advocacy materials for free distribution, including reports on
various meetings, monographs, guidelines and training modules
covering different technical areas. The report of the 58th session
of the WHO Regional Committee for South-East Asia, as well
as the report and recommendations of the Technical Discussions,
were printed and distributed. Volume 3 of the Handbook of
Resolutions and Decisions of the Regional Committee for SouthEast Asia was updated.

Education Training and Support
42. During the period under review, 312 letters of award were
issued against 403 fellowships applications received. There also
was an appreciable increase in the receipt of Fellowship
Termination of Study Reports. The country-wise data are
provided in Table 5.1.
43. Intensive efforts were made to obtain Utilization of Fellows’
Services Reports. Furthermore, technical and managerial support
ser vices were provided to other regional offices in the
implementation of a total of 53 fellowships and study tour
programmes, with active support of country offices.
44. Applications for 20 study tours were processed for
implementation by the technical units.
45. A total of 76 meetings/group educational activities (GEAs)
were held, of which seven were policy meetings, 12 were
advisory meetings and 57 were intercountry technical meetings.
46. The web-based WHO Regional Directory of Training
Institutions (RDTI) contains data for 52 institutions along with
their related profiles. The database will serve as a reference tool
to facilitate placement action.
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Table 5.1: Fellowships awarded and termination of study reports
received in the SEA Region

Source: WHO/SEARO, Education Training and Support Unit - 2006

Human Resources for Health
47. The emphasis on development of human resources for
health (HRH) was directed towards the “Public Health Initiative:
2004-2008”. Multidisciplinary and multisectoral involvement
with consideration for ecological concerns were the highlights
of advocacy in public health. Since HRH was the theme for World
Health Day 2006, policy debates were focused on building an
HRH information base, for evidence-based policy-making and
utilizing the existing health workforce optimally. Ways and
means of mitigating the rural to urban migration and external
migration issues were considered at different forums.

Information on the
number of health care
providers, other than
doctors and nurses,
was documented at
the Regional level

48. For the first time, information on the number of health care
providers, other than doctors and nurses, was documented at
the regional level. However, there are wide variations in numbers
and categories between and within countries of the Region. The
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Building an HRH information base and making the best use of the existing health
workforce.

number of health care providers ranged from a low of 15 (Nepal)
to a high of 110 (DPR Korea) per 10 000 population.

With globalization
and market
orientation,
deterioration of
professionalism
among health
workers has
become a serious
concern

49. Several faculty exchange programmes were carried out
involving institutions from Bangladesh, Indonesia, Myanmar,
Nepal, Sri Lanka and Thailand. Strengthening public health was
also an agenda item at the meeting of Ministers of Health where
formation of national task forces to strengthen public health
was recommended. Several studies including essential public
health functions, enumeration of public health workforce and
categorization of public health legislation in countries of the
Region, were undertaken.
50. With globalization and market orientation, deterioration
of professionalism among health workers has become a serious
concern. This issue is being addressed through enhancing health
professions’ curricula to strengthen psychosocial and ethical
components in medical education. Technical support was
provided for the first meeting of the Executive Committee of
the South-East Asia Regional Association of Medical Education
(SEARAME) which was held in Bangkok, in March 2006.
51. The above-mentioned activities produced the following
outcomes:
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• Advocacy documents on HRH challenges and priorities,
and profiling of public health workforce;

• Development of a framework for strengthening the
psychosocial and ethics components in medical education;
• Facilitation and enhanced coordination of SEARAME
network;
• Updated data on HRH workforce;
• Regional Documentation of HRH for World Health Day
2006;
• Continued updating of the Regional Directory of Training
Institutes; and
• Core Curriculum in Public Health Laboratory Technologies.
52. The enumeration of human resources in the private sector
and of the traditional health workforce remains a challenge in
most countries of the Region. Since the countries are at different
stages of development of HRH, the number of human resources
as well as the categories in respect of skill-mix remain a problem.
The roles and responsibilities of HRH at each level of the health
care system need to be identified in countries of the Region.

Nursing and Midwifery
53. Nurses and midwives comprise the majority of HRH in most
countries in the Region. To meet the challenges in nursing and
midwifery, WHO continued to focus on strengthening of nursing
and midwifery workforce management and improvement of the
quality of education and service.

Nurses and midwives comprise the
majority of HRH in
most countries
in the Region

54. During the period under review, the multidisciplinary
advisory group on Nursing and Midwifery met in Paro, Bhutan
in October 2005. The issues of migration of nurses and
midwives, skilled birth attendants, public health initiatives and
the minimal data set for nursing and midwifery were discussed.
The Nursing Council in India initiated a project to monitor the
increasing trend in nurse migration.
55. A review of nursing and midwifery curriculum based on
identified core competencies was undertaken in November 2005.
The Nepal Nursing Council was assisted to strengthen its role
in accreditation of nursing education institutions. Midwifery
teachers from Timor-Leste were supported in curriculum
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revision. Bangladesh and Sri Lanka are working on the
implementation of their new bachelor degree curriculum.
Indonesia and India developed a nursing module on disaster
nursing with support from WHO.
56. As part of capacity building of nurses and midwives, over
45 WHO fellowships were awarded to nurses and midwives for
training and field visits to update their knowledge and skills. A
12-week training of trainers on HIV/AIDS prevention, care and
support was organized for nurses in August 2005, which was
attended by 27 participants from Bhutan, Bangladesh, India,
Indonesia, Nepal, and Iran. Two regional consultative meetings
were organized to review the draft nursing education modules
on malaria and injury prevention and care in June and December,
2005 respectively. In December, a workshop was organized
jointly with UNFPA on accreditation of skilled birth attendants
at primary care level.
57. For strengthening the role of nursing councils, technical
advice and support on strengthening the Nepal Nursing Council,
the implementation of the Nursing Council Act in Sri Lanka
and the development of the Nursing Act and Midwifery Act in
Indonesia, were provided.
58. The WHO-CCs for Nursing and Midwifery Development
in India and Thailand played important roles in conducting short
courses in advanced nursing for nurses and midwives in Member
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Strengthening core competencies of nurses and midwives.

countries, providing advice on curriculum development and
supporting the work of the Regional Office. The major products
included:
• The South-East Asia Strategic Framework for Nursing
and Midwifery Development;
• Advocacy for skilled birth attendants in Member countries;
• Nursing education modules on HIV/AIDS prevention, care
and support;
• Nursing education module on Prevention and Care of
Patients with Severe Malaria;
• South-East Asia Core competencies of nurses and
midwives, and
• Framework of pre-service nursing and midwifery
curriculum.
59. It is expected that capacity building of nurses and midwives
in HIV/AIDS, malaria and midwifery will enhance nursing and
contribute to MDG. The guidelines to monitor the contributions
are being developed.
60. With the World Health Assembly resolution WHA 59.27
calling for strengthening of nursing and midwifery, it is expected
that the Member countries will commit and invest more in
nursing and midwifery workforce and practices.
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6

Programme Planning
and Management
Governing Bodies and Policy Dialogue
World Health Assembly
1. The Fifty-ninth World Health Assembly was held in Geneva
from 22 to 27 May 2006. It opened with the announcement of
the sad news of the untimely death of the Director-General of
the World Health Organization, Dr LEE Jong-wook, on the
morning of 22 May 2006.
2. The Health Assembly elected Professor Paulo Ivo Garrido, the
Minister of Health of Mozambique as President. From the SouthEast Asia Region, Dr Siti Fadilah S. Supari from Indonesia was
elected as one of the five Vice-Presidents and Dr Anbumani
Ramadoss, Minister of Health and Family Welfare, India, chaired
Committee A of the Health Assembly.
3. The Health Assembly adopted a total of 27 resolutions on
technical and health subjects, as well as on other matters.
4. Other technical and health matters discussed included:
Strengthening pandemic-influenza preparedness and response,
Eradication of poliomyelitis, HIV/AIDS, Prevention and control
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of STIs, Prevention of avoidable blindness and visual impairment,
International trade and health, Emergency preparedness and
response, Health promotion in a globalized world and patient
safety. It also discussed the Eleventh General Programme of Work
and reviewed the performance assessment of the Programme
Budget 2004-2005.
5. The Health Assembly also adopted a ten-year framework
outlining the strategic direction for health partners across the
globe that includes a situation analysis of the state of global
health and seven priority areas for action, called “The Global
Health Agenda”.
6. Following the approval last year of a new set of
International Health Regulations -2005 (IHR-2005), this year’s
World Health Assembly agreed to start implementing – on a
voluntary basis – some of these new rules a year early. IHR 2005 will come into force in June 2007.
7. The Sasakawa Health Prize was shared by the International
Leprosy Union (ILU), India with the Agape Rural Health
Programme, Philippines; and the United Arab Emirates Health
Foundation Prize was shared by Ms Aminath Jameel, Executive
Director, Manfaa Centre on Ageing, Maldives, for their
outstanding contribution to health development, with the Rafic
Hariri Foundation (Lebanon).
8. In his closing remarks to the Health Assembly Plenary on
27 May, Dr Anders Nordstrom, WHO Acting Director-General,
while remembering Dr LEE, and his determination to see polio
eradication completed said, “In his memory, and in honour that
all of that he stood for, let us commit with absolute dedication
to see that goal quickly accomplished.”

Executive Board
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9. The 117th session of the Executive Board was held in Geneva
from 23 to 28 January 2006. The technical issues discussed
included: Eradication of poliomyelitis; Nutrition and HIV/AIDS;
Strengthening pandemic influenza preparedness and response;
Prevention and control of STIs; Health-related Millennium
Development Goals; Health research; eHealth; Eleventh General
Programme of Work, 2006-2015; Prevention of avoidable

blindness and visual impairment, and Human resources for
health development.
10. The Board also met in a special session on 23 May 2006 to
appoint the Acting Director-General. The 118th session of the
Executive Board was held in Geneva from 29 May to 1 June
2006.
11. Dr Suwit Wibulpolprasert of Thailand was elected as the
Vice-Chairman of the Executive Board, Sri Lanka was nominated
as new member to the Programme Budget and Administration
Committee (PBAC), while Bhutan continued to serve in the same
Committee. Thailand was also nominated to the Standing
Committee on NGOs.
12. The important matters discussed by the Board included:
Thalassaemia and other haemoglobinopathies; Consideration
of the acceleration of the procedure to elect the next DirectorGeneral of WHO; Control of leishmaniasis, and Strengthening
of health information systems.

Regional Committee
13. The fifty-eighth session of the Regional Committee for
South-East Asia was held in Colombo, Sri Lanka, from 6 to 10
September 2005. Besides representatives of all the 11 Member
countries of the Region, the Director-General and representatives
of other UN agencies, NGOs having official relations with WHO,
and observers attended the session.
14. The Committee reviewed the Report of the Regional Director
on The Work of WHO in the South-East Asia Region covering
the period 1 July 2004 to 30 June 2005. The Committee adopted
six resolutions and three decisions. The Committee thanked WHO
for rendering all possible assistance immediately after the tsunami
and in post-tsunami rehabilitation work and expressed its feeling
that incorporating Emergency Preparedness and Response
programmes within ministries was essential in making disaster
management in the health sector sustainable. While appreciating
the efforts made by the SEA Region with regard to the IHR 2005, the Committee urged WHO to mobilize additional resources
and provide technical expertise to ensure effective and timely
implementation of the same. The Committee also requested WHO
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to support Member countries in strengthening their capacity for
communicable disease surveillance and outbreak alert and
response, and to establish a regional mechanism to coordinate
and advise on the effective implementation of the Asia-Pacific
Strategy on Emerging Diseases.

Health Ministers’ Meeting
15. The Twenty-third Meeting of Health Ministers of Countries
of the WHO South-East Asia Region was held in September 2005
in Sri Lanka.
16. At this meeting, the Health Ministers deliberated on health
action in emergencies, including response to earthquakes and
tsunamis of 26 December 2004, and endorsed the
recommendations of the 10th meeting of Health Secretaries on
the importance of institutionalization of the Emergency
Preparedness and Response Programmes or units within the
Ministry of Health at a high level.
17. The Health Ministers discussed strengthening of public health
infrastructure, with the emphasis on education and practice and
recommended that specific public health needs and availability of
human resources in countries should be assessed to develop
priorities and strategic objectives to improve public health.
18. The Health Ministers also deliberated on access to medicines
and vaccines: implications of intellectual property protection
and trade agreements and recommended that WHO should
continue to work in the area of Intellectual Property Rights and
the effect on access to medicines and vaccines.

Health Secretaries’ Meeting
19. The Tenth Meeting of Health Secretaries of countries of the
WHO South-East Asia Region was held in Bangladesh in July
2005.
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20. The health secretaries discussed health action in
emergencies, including response to the earthquakes and
tsunamis of 26 December 2004. They recommended that WHO
should assist Member countries in strengthening the national
emergency health preparedness and response capacities.

21. The health secretaries recommended that WHO should
provide technical support and cooperation to Member countries
in conducting situation analyses of existing core capacities,
health infrastructure and country resource requirements
necessary for implementation of IHR - 2005.
22. They discussed polio eradication: Final Strategy and
recommended that WHO should assist Member countries to
make every effort to interrupt the final chains of indigenous
and imported wild-type poliovirus transmission and should
assist Member countries to start the process of developing and
strengthening their national long-term routine immunization
policy for the post-polio era.
23. The health secretaries also discussed the Asia-Pacific Strategy
on Emerging Diseases and recommended that WHO should assist
Member countries in carrying out an assessment of their national
capacities in responding to emerging communicable diseases,
followed by preparation of the outbreak preparedness and
response plans and collaborations should be established with
existing regional epidemiology and laboratory networks.
24. At the Eleventh Meeting held in the Regional Office in New
Delhi, in June 2006, the health secretaries discussed: the Regional
Framework for Prevention and Control of NCDs; the New Stop
TB Strategy and its Implementation, and Operationalizing the
Neonatal Health Care Strategy in the SEA Region. They endorsed
the Regional Framework for Prevention and Control of NCDs.
and recommended that Member countries should initiate steps
to update and strengthen national policies, strategies and
programmes for their integrated control, and establish
infrastructure and funding mechanisms for collaboration.
25. The health secretaries deliberated on the New Stop TB
Strategy emphasizing the need to develop national plans of
action and to ensure adequate financial, technical and operational
resources to help achieve MDGs by 2015.
26. In the context of Operationalizing the Neonatal Health Care
Strategy in the SEA Region, the health secretaries requested WHO
to provide technical assistance and necessary resources to develop
policy, build capacity and undertake operational research.
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Donor agencies are working in partnership with WHO to meet health challenges in the Region.

Resource Mobilization, and External Cooperation
and Partnerships
Resource mobilization and external cooperation
27. To facilitate resource mobilization efforts, a Regional
Business Plan for Resource Mobilization, 2006-2007 was
developed. The objective of this plan is to provide a framework
for resource mobilization to all offices and staff, with technical
support, assistance, and coordination from the Regional Office.
As part of this plan, resource mobilization action plans and
strategies for specific programmes are being developed to achieve
the programme budget target for the biennium.
28. Regular communication and contact were maintained with
partners at regional and Country Offices, including consultation
meetings with the Government of Japan, Deutsche Gesellschaft
für Technische Zusammenarbeit (GTZ) of Germany, Asian
Development Bank (ADB), the United States Agency for
International Development (USAID), Canadian International
Development Agency (CIDA), and visits to donor agencies in
Washington (USAID, World Bank) and London (DFID).
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29. Regional and Country Offices participated in policy,
operational level and informal meetings with partner and donor
agencies and organized specific meetings to mobilize resources.
These included meetings in Indonesia organized by the WHO
Country Office with donor agencies which led to increased
commitments for support to WHO’s activities in Avian Influenza
Pandemic Preparedness. A partners’ meeting on mental health
in Sri Lanka resulted in an increased commitment to support

the mental health programme, which was identified as a priority
in the Country Cooperation Strategy.
30. One of the needs identified by Member countries and WHO
staff was technical capacity in resource mobilization. To address
this, training workshops were held for WHO staff and Ministry
of Health officials in Bangladesh, Myanmar and Nepal as well
as for WHO staff at the Regional Office. A cross-departmental
resource mobilization support team was formed and the
Regional Office was also represented on the WHO Global
Resource Mobilization Team.
31. As a result of these efforts, between June 2005 and March
2006, over 27 donor agreements were signed for various
activities. During the 2004-2005 biennium a total amount of
US$286.8 million was mobilized against a target of US$ 191.5
million. This represented a 50% increase over the target (US$
191.5 million), and a 121.6% increase over the target 20022003 biennium (US$ 129.4 million). Figure 6.1 shows this
growth over the last three bienniums. The challenge for 20062007 remains daunting – a target of US$ 257.9 million to be
mobilized, a 50% increase compared to the last biennium.
32. Voluntary contributions now make up nearly three
quarters of the total programme budget of WHO for the South-

Figure 6.1: Growth of voluntary contributions during the last three
bienniums: SEA Region
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East Asia Region. This is a challenge for regional and Country
Offices to implement their workplans.

Strategic alliance and partnerships
33. In line with the UN reform process and the Paris Declaration
on Harmonization and Alignment, the 58th World Health
Assembly became the first Governing Body of a UN specialized
agency to adopt a resolution defining the Organization’s role in
harmonization of operational development activities at country
level. This resolution enables WHO to provide effective technical
support to Member countries, focusing on areas WHO has
comparative advantages in and where it is acknowledged as a
global public health leader.
34. The Regional Office and Country Offices have continued
to strengthen collaboration with UN agencies and regional
intergovernmental bodies. During the past year, the Regional
Office participated in discussions and in the adoption of
resolutions pertinent to public health in the Region; ESCAP
adopted a resolution calling for action to enhance capacity
building in public health; SAARC adopted a resolution on
communicable disease control across borders, and IFRC called
on national societies to coordinate their efforts with
governments and WHO towards preparedness for the influenza
pandemic. Additionally, the review of the WHO/ASEAN MoU
in 2005 led to the Strategic Collaboration Framework being
adopted at the ASEAN Health Ministers’ Meeting.
35. The Regional Office was also active in the UN Regional
Coordination for Asia. It actively participated in the Asia Regional
Working Group on International Migration including Trafficking
and was given the responsibility to chair the Regional Working
Group on Health.
36. At country level, WHO actively participated in the Country
Coordination Mechanisms and in the preparation of the new
UNDAF for Bangladesh, Bhutan, Sri Lanka and Thailand. WHO’s
contribution was particularly significant as it was based on the
CCS that reflects the national priorities in health.
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37. Moreover, in addition to regular communication and
contact with partner agencies in the Region, extensive dialogue

was initiated between WHO and partners through strategic
partnership meetings including the bi-regional consultation
meeting on the draft 11 th General Programme of Work;
partnership meetings on measles; neglected diseases; kala-azar;
mental health; the Sound Hearing 2030 and the Asia-Pacific
dengue partnership meetings.
38. The major challenge in this area will be the managerial
and administrative changes needed to align WHO’s work with
the harmonization and UN reform and the need for a more
robust NGO policy globally.

General Management
Programme planning, monitoring and evaluation
39. Several major changes were initiated and achieved during
the period under review to strengthen WHO’s Results-based
Management framework. These include the performance
assessment of the Programme Budget (PB) for 2004-2005, the
full integration of Voluntary Contributions with the Regular
Budget in PB 2006-2007 workplans and the introduction of the
Medium-term Strategic Plan (MTSP) for 2008-2013 as a basis
for the PB 2008-2009. Implementation of the PB 2006-2007 will
require more emphasis on monitoring since, under the new
financial rules of WHO, there will no longer be any carry-over
of work and budget into the 2008-2009 biennium. Finally, Multicountry Activities (MCA) have been introduced in this biennium
to support work between Member countries of the Region.
40. The Results-based management strengthens the
accountability for WHO’s work with emphasis on the results
achieved at the country level. The PB 2004-2005 performance
assessment looked in detail at the achievements and the
constraints faced by countries during workplan implementation.
Performance assessment information was channeled from the
countries to the regional offices and then to Headquarters for
reporting to the World Health Assembly and the Executive Board.
In addition, the Regional Office analysed the country
information and sent feedback to countries, which were
discussed extensively during the meeting of the CCPDM in June
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2006. During this meeting technical discussions were held on
Promoting Patient Safety at Health Care Institutions.

Work on the
Programme Budget
2006-2007 was
intensified in
countries and the
Regional Office to
implement the
current workplans

41. Major efforts were undertaken to integrate Voluntary
Contributions with the Regular Budget in the PB 2006-2007
country and regional workplans. While some programme areas,
such as polio eradication and tuberculosis control, expect
substantial Voluntary Contributions, all Areas of Work planned
their total resource requirements to achieve results. These
integrated workplans will now form the basis for resource
mobilization and negotiations with potential donors to provide
Voluntary Contributions. This is important to ensure that funds
from donors meet the needs and priorities of Member countries.
42. With the finalization of the 11th General Programme of
Work (GPW) covering the period of 2006-2015, WHO turned
its attention to the MTSP for 2008-2013. The MTSP outlines
15 Strategic Objectives for WHO (Members States and the
Secretariat) for the next three bienniums. Each of these Strategic
Objectives has about six Organization-wide Expected Results,
describing the results that the Secretariat expects to help achieve
the Strategic Objectives. These provide a medium-term direction
for the Organization. Parallel to the development of the first
MTSP, the Organization has developed the draft PB 2008-2009
plan that describes the budget for the first biennium of the MTSP.
The final MTSP and PB 2008-2009 were sent to the Health
Assembly in May 2007.
43. Work on the PB 2006-2007 was intensified in countries
and the Regional Office to implement the current workplans.
Under the new financial rules, implementation is defined as the
delivery of results rather than merely the obligation of funds.
Therefore, all results must be completed by the end of 2007
since the carry-over of obligations into the next biennium will
not be allowed. This will require more intensive monitoring to
identify projects where implementation is slow so that necessary
steps can be taken to complete work by the end of the biennium.
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44. The Region’s workplans for 2006-2007 no longer include
ICP-II funding, which has been replaced by MCA. Member
countries of the Region strongly supported the concept of
working together to achieve results. Multi-country Activities
are now budgeted in country workplans with implementation

controlled by the countries, and facilitated by the Regional Office.
Because this is a new implementation mechanism involving
multiple countries and the Regional Office, there is a risk that
implementation will not cover all the activities planned.
Therefore, special attention is required to ensure that the MCA
objectives are met.

Human resources
45. The current Organizational Chart of the Regional Office is
at Annex 1.
46. The South-East Asia Region has an innovative human
resources programme to attract, retain, develop and motivate
highly qualified personnel.
47. WHO is functioning in a complex and changing
environment and the strategic importance of human resources
services has grown substantially. Human resources reforms
continued to be high on WHO’s agenda and continued to be
adapted to the regional context.
48. Recruitment and selection procedures were streamlined to
improve turnaround time for recruitment and to strengthen
the role of the technical units and WHO Representatives. Twentytwo new professional staff members were appointed/reassigned
to the SEA Region during the reporting period.
49. The staff strength of the South-East Asia Region as of 30
June 2006 comprised 501 staff [127 International Professional
(P), 35 National Professional Officers (NPOs), and 339 General
Service].

The SEA Region has
a human resource
programme to attract,
retain, develop and
motivate highly
qualified personnel

50. Continued efforts were made to increase participation of
women professional staff in the work of WHO. Thirty-four
per cent of appointees were women, as against 33% for the
previous reporting period. The gender distribution of P staff in
the Regional Office and Country Offices is shown in Figure 6.2.
51. While professional staff in the Region represent 40
nationalities, 45% are from the Region.
52. Decentralization initiatives and the movement of resources
to the Regions and countries have meant increased staff and
activities for the Region. To respond to this increase, 35 new
posts were established (14 P posts, 2 NPO post and 19 GS posts).
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Figure 6.2:: Gender distribution of professional staff: SEA Regional
Office and Country Offices (as of 30 June 2006)

Source: WHO/SEARO, Personnel Unit - 2006

With funds increasingly coming from sources other than the
regular budget, about 86% of these posts were created under
other sources of funds.
53. To continue to provide sound and timely technical support
to Member countries, SEAR contracted for the services of 266
temporary staff (159 professionals, 61 consultants and 46
NPOs). Major projects such as Polio Eradication, Tuberculosis
and Leprosy were supported through Special Ser vices
Agreements (SSA). By the end of June 2006, more than 1 800
SSA holders were engaged to support the national health projects
in the Member countries. Thirty-five NPOs served the Region,
performing professional duties that require knowledge and
experience at the national level. These mechanisms, while helping
in health sector development, also promote national self-reliance.
54. Within the context of WHO ’s commitment to
strengthening staff capacity to support Member countries,
renewed emphasis was given to staff development and learning
(SDL) activities. In order to enhance effectiveness of the induction
of new staff members, a DVD briefing package in the area of
Administration and Finance was developed.
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55. Group, as well as individual SDL activities were conducted
in various areas, including the Global Leadership Programme
(GLP), orientation workshops for Secretaries, administration and
finance workshops for country office staff, language training

and an on-line course on writing effectively. Thirty staff
members from the Region are participating in the GLP which
aims at developing core, managerial and leadership competencies
and increasing accountability among managers and leaders in
WHO.

Budget and financial management
56. At the close of the 2004-2005 biennium, the SEA Region
had fully committed its Regular Budget (RB) allocation of
US$ 93.15 million and used more than twice that amount –
US$ 189 million – of extrabudgetary (EB) funds received from
donors. The Region was largely successful in meeting the
ambitious targets set for accelerated implementation of Regular
Budget funds, in accordance with the recommendations of the
40th meeting of CCPDM and the 56th session of the Regional
Committee. These targets were set to prevent the surrender of
unutilized funds and limit the carryover of unliquidated
obligations into the next biennium. The final expenditure figures
for 2004-2005 are shown by country and the Regional Office,
and by Areas of Work in Annexes 2, 3 and 4.
57. Polio Eradication remained the largest EB -funded
programme in the Region for the last biennium, followed by
Emergency Health Action (including US$ 37 million for tsunami
relief); Tuberculosis, and HIV/AIDS.. Extrabudgetary
expenditures were more than double those for RB in the 20042005 biennium, and it is expected that this difference will
continue to increase. (Figure 6.3)..
58. For 2006-2007, the Region’s Regular Budget allocation was
increased by 4% to nearly US$ 100 million, the first such increase
for the last several bienniums. The criteria for allocating the
increase among countries of the Region were agreed upon during
the 58th session of the Regional Committee held in Colombo, Sri
Lanka in 2005. While each country in the Region got additional
funding, small countries in greatest need of the RB received
increased funding of more than 25%. The division of RB funding
between countries and the Regional Office was maintained at
75% and 25% respectively. The SEA Region continues to allocate
more of its RB funds to countries than any other region.
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Figure 6.3:: Regular vs Extrabudgetary Expenditure: SEA Region

Source: WHO/SEARO, Budget and Finance Unit - 2006

59. Significant new financial rules have taken effect in the
2006-2007 biennium. These include policies that will allow the
Organization to record income at the time a donor agreement
is signed, rather than waiting for deposit of the cash
contribution. This will permit earlier implementation of donorfunded activities and reduce the need to seek no-cost extensions.
The definition of expenditure has also changed for this biennium.
In the past, obligations – the legal commitment of funds –
counted as implementation. However, under the new financial
rules, expenditure would occur only when the work is actually
delivered. Moreover, unliquidated obligations in the form of
‘reserves’ would no longer be allowed to be carried over from
one biennium to the next (the Region carried ‘reserves’ of US$
9.7 million after the 2002-2003 and 2004-2005 bienniums).
From now on, any work that stretches beyond the end of the
biennium must be funded from the budget of the subsequent
biennium. Close monitoring will be required by the Organization
to ensure that work is delivered on time by contractors,
suppliers, and government counterparts, etc.

Informatics and infrastructure services
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60. With an enhanced focus on WHO’s presence in countries
and the Country Cooperation Strategy, Information and

Communication Technology (ICT) infrastructure and support
was further strengthened in Country Offices in order to
empower WHO staff to better respond to the needs of Member
countries. All Country Offices in the Region have dedicated
internet connectivity, secure access to the Regional Office and
HQ Intranets as well as corporate data applications, and e-mail
facility. As another step towards establishing a coherent image
of WHO in the Region, a common e-mail domain, searo.who.int,
was established in SEARO and five Country Offices. The
connectivity between Country Offices, the Regional Office and
HQ using the Global Private Network (GPN) further helped in
bringing countries closer to the Regional Office and HQ. The
GPN was established at 12 sites in the Region – the Regional
Office, nine Country Offices and two field offices at Banda Aceh
and Meulaboh (Indonesia) for data, voice and video connectivity.
Internet links were upgraded in Sri Lanka and Maldives.
61. Regular ICT support was provided for various activities
under country workplans, such as development and
upgradation of ICT infrastructure. Support was provided to the
Government of India in the design, development and nationwide implementation of the Routine Immunization Monitoring
System (RIMS). Regular support was provided for development
and upgradation of the Surveillance Project Management System
(SPMS), Tuberculosis Programme Information System (TPIS) and
the NICD information System in India. A prototype of National
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and Regional Experts System (NRES) was established in Thailand
at the Faculty of Public Health, to identify suitable candidates
for consultation or short-term assignments.
62. Region-wide implementation of integrated information
systems with on-line access to WHO Country Offices ensures
timely, up-to-date, consistent and complete information.
Significant progress was made towards strengthening the
capacity of Country Offices for knowledge and information
sharing through the development of websites and web-based
Information systems. Web sites are available for eight Country
Offices in the Region.

Continued support
was provided to
Member countries
in the application of
the Geographical
Information System
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63. Continued support was provided to Member countries in
the application of the Geographical Information System (GIS),
at various administrative levels. Nine WHO Country Offices
(except DPR Korea and Maldives) are using the GIS for analysing
health-related data. The Regional Office’s web-based Integrated
Data Analysis System was further enhanced to meet user
requirements for managing health-related indicators and related
data, and for producing various statistical reports, graphs and
maps using standardized GIS spatial database of the Region.
Service Availability Mapping implementation was initiated in
India, Indonesia and Sri Lanka to support decision making by
providing national and district planners with the skills and tools
required to map and monitor service and resource availability
on a regular basis.
64. Cooperation and support from the governments and
respective Country Offices helped in moving forward the Health
Telematics Project in the Region. Pilot eHealth projects were
initiated with WHO’s support in three countries – Bhutan,
Maldives and Sri Lanka. A needs assessment study for teleeducation services is under way for Nepal and Myanmar.
Support was provided for an E-Learning Project for continued
education for Health Professionals in Sri Lanka. The Continuing
Medical Education (CME) model developed in Sri Lanka could
be utilized in other countries after necessary country-specific
customization. An outline of a master plan to establish
communication links among health facilities in order to
strengthen the provision of health care services in Bhutan was
developed on the basis of lessons learnt from existing pilots.

This can serve as a foundation to develop similar plans in other
interested countries.
65. The Organization is becoming increasingly dependent on
ICT to perform its work, hence there remains a continuous need
to strengthen the ICT infrastructure, systems and services to
render a reliable and secure platform so that the Organization
can fulfill its mandate.

Procurement services
66. During the reporting period, the overall supplies procured
for the Member countries and the Regional Office amounted to
US$ 27.75 million – US$ 1.11 million from Regular Budget
funds and US$ 26.64 million from other sources of funds.
Purchases made for individual countries on a reimbursable basis
amounted to US$ 9.2 million. Supplies procured on their behalf
included drugs, vaccines, diagnostic test kits, water purifying
chemicals, vehicles, office equipment and personal protective
equipment. Figure 6.4 represents percentage procurements by
major categories of supplies in the SEA Region.
67. The Regional Office was active in securing supplies and
equipment during emergencies. In particular, procurement for
tsunami relief and rehabilitation projects in the affected countries
amounted to US$ 10.2 million for laboratory equipment, waste
management supplies, communication equipment, hospital
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Figure 6.4:: Procurements of major categories of supplies in the
SEA Region (Percentage)

Source: WHO/SEARO, Medical Supplies Unit - 2006

equipment, environmental equipment, office supplies etc. For
Avian Influenza, drugs and personal protective equipment were
supplied. In addition, procurement services continued to facilitate
timely supply and logistic support for the WHO Global
Programme on Eradication of Poliomyelitis, TB control and other
technical programmes.

General support services
68. The Administrative Services Unit continued to work
towards streamlining procedures to enhance transparency and
efficiency. The following were the major projects undertaken
during the period under review.
• SEAR’s travel contract was revised. WHO SEAR has entered
into through direct agreements with airlines on commonlyused routes including domestic routes within India. This
brought about a sizeable reduction in the cost of travel.
• Standardized contracts were prepared and sent to Country
Offices indicating suggested fare levels for commonly used
routes.
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• The handling of all diplomatic pouches and courier
operations were rationalized to better utilize staff services
and secure better rates for diplomatic mail and courier
rates.

• The first phase (feasibility phase), of introducing an
electronic records management system was completed.
• All major contracts were reviewed and put out to bids
which resulted in improved rates and efficiency.

Field security services
69. During the period under review, office security surveys
were conducted; security surveillance coordinated and conducted
and security awareness training courses were held in the
Regional Office, Bangladesh, Indonesia, Nepal, Sri Lanka and
Thailand.
70. Support was provided by the Field Security Officer to
Country Offices through training/information on explosives,
security awareness and terrorism and implementation of
security plans. After the Diwali bombings in New Delhi in
October 2005 integration of a new and improved staff tracking
system was initiated.

Medical services
71. The most valuable resource of an Organization is its staff,
and it follows that the health and well-being of staff are essential
for the Organization to fulfill its mission. Increasing attention
was paid to disease prevention and proactive health promotion
education. In addition, fitness centre facilities were upgraded
and, consequently, utilization by staff members increased
significantly.
72. A training module was developed to scale up the UN
system’s response and promote the WHO policy on HIV/AIDS
at the workplace. A total of 800 UN and 212 WHO staff
members completed this training. A contingency plan for an
Influenza Pandemic was prepared for the Regional Office and
shared with Country Offices and the common UN system.

WHO’s Presence in Countries
73. Many Member countries in the Region have requested new
WHO CCS since their first CCSs have expired. During the
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reporting period, two countries in the Region completed new
CCS and four countries initiated preparation of drafts. The new
CCS emphasize a clear focus for WHO country work, within
the Results-based Management Framework to maximize support
to Member countries.

The new Country
Cooperation
Strategies emphasize
focus for WHO
country work, within
the Results-based
Management
Framework

74. The Fifty-seventh Meeting of the Regional Director with
the WHO Representatives (WRs) was held at the Regional Office
in New Delhi, from 28 November to 3 December 2005. This
meeting represented a significant change in the way that WRs
meetings have been conducted. Changes were made in the agenda
and programme to have a “closer” and “more collegial” working
relationship between Country Offices and the Regional Office.
The agenda and programme of the meeting were modified by
introducing reports by WRs on (i) Current Health and Healthrelated Situation, and (ii) WHO Activities and Contributions
Reflecting Programme Development and Management during
the past year.
75. The meeting addressed a wide range of issues related to
WHO’s work in the Region. The Regional Director asserted that
the delegation of authority to the Country Offices had increased
the responsibilities of the WHO Representatives. The Regional
Office would continue to provide administrative support to WRs
in their implementation of country workplans and, at the same,
ensure appropriate accountability. The Regional Director also
called for increased support by Regional Advisers to ensure the
successful implementation of country programmes.

Public Relations and Media
76. Several measures were taken during the period to
strengthen the scope of communication activities across the
Region. A media/advocacy Coordinating Group was set up. This
helped to strengthen the Regional Office information resource
by bringing together a wider group working on various aspects
of communication, including resource mobilization, health
promotion, the public information officers in technical units,
as well as the key technical staff.
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77. The Regional Office communication team worked very
closely with the Avian Influenza Task Force and there was a

quick response to media queries on avian influenza in the Region.
Regular updates were provided to global AI focal points, and an
information brochure on self-protection during the AI outbreaks
in birds was produced for the public information. During the
58th session of the Regional Committee, a special AI briefing
session was included for the media.
78. The following advocacy products related to the tsunami
were produced:
(a) “Moving beyond the tsunami: the WHO story” is a well
designed, visually-rich publication.
(b) A CD-ROM, “The tsunami and the health sector: Voices
from the field”. For SEARO/WHO, this is a unique postdisaster ‘talking book’. It brings together the voices of
health sector representatives from the field and some
victims helped by the health sector. It also contains WHO
technical guidelines.
(c) The results of a media study of coverage of health issues
in the first three months, post-tsunami, was published
as “The tsunami and health: the media perspective”.
79. The March/April 2006 edition of ‘Window on SEAR’
focused on the tsunami commemoration activities in all the
affected countries.
80. To strengthen communication and media skills among
health professionals, media training was provided to WHO staff
at the Regional Office and at a few Country Offices.
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Annex 1

Organizational Structure
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Annex 2

Budgetary Implementation, 2006-2007
by country/intercountry
Regular Budget
(as of 30 June 2006)
Expressed in US $

*After budget cut.
Planned figures for DPR Korea and Timor-Leste include US$ 436 000 and 389 000 respectively as additional allocation approved by the Regional Director.
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Annex 3

Budgetary Implementation, 2006-2007
by country/intercountry
Extrabudgetary Funds
(as of 30 June 2006)
Expressed in US $

103
THE WORK OF WHO IN THE
SOUTH-EAST ASIA REGION

Annex 4

Budgetary Implementation, 2006-2007
by area of work (in descending order)
All sources of funds
(as of 30 June 2006)
Expressed in US $
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Annex 5

List of Acronyms
ACT
ADB
AD
ADPC
AFHS
AI
ART
ARVs
ASEAN
ATSDR

artemisinin-based combination therapy
Asian Development Bank
auto-disabling
Asian Disaster Preparedness Centre
adolescent friendly health services
avian influenza
antiretroviral therapy
anti retrovirals
Association of South-East Asian Nations
Agency for Toxic Substances and Disease
Registry
BFHI
baby friendly hospital initiative
CBI
community-based interventions
CC
collaborating centre
CCS
country cooperation strategies
CCPDM Consultative Committee on Programme
Development and Management
CDC
Centers for Disease Prevention and Control
CIDA
Canadian International Development
Agency
CME
continuing medical education
CMH
Commission on Macroeconomics and
Health
CVDs
cardiovascular diseases
DEC
diethyle carbamazine
DFID
Department for International Development
DOTS
directly observed treatment, short-course
EAP
Expert Advisory Panel
EB
Extrabudgetary
ECHO
European Commission Humanitarian Aid
Office
EPR
emergency preparedness and response
ESCAP Economic and Social Commission for Asia
and the Pacific
EQAS
external quality assessment schemes
FCTC
Framework Convention for Tobacco Control
FETP
field epidemiology training programme
GAVI
Global Alliance for Vaccines and
Immunization

GDF
GEAs
GFATM
GHPS
GIS
GLP
GPN
GPW
GTZ

Global Drug Facility
group educational activities
Global Fund to fight AIDS, TB and Malaria
global health professional survey
geographical information system
global leprosy programme
global private network
general programme of work
deutsche gesellschaft für technische
zusammenarbeit
GYTS
global youth tobacco survey
HACCP hazard analysis at critical control points
HeLLIS health literature, library and information
services
HIS
health information system
HINARI Health Inter Network Access to Research
Initiatives
HIV
human immunodeficiency virus
HCWM health care waste management
HMN
health metrics network
HRH
human resources for health
ICT
information and communication
technology
ICMR
Indian Council of Medical Research
IDDs
iodine deficiency disorders
IDP
internally displaced persons
IEC
information, education and communication
IFRC
International Federation of the Red Cross
and Red Crescent Societies
IGNOU Indira Gandhi National Open University
IHR
International Health Regulations
ILO
International Labour Organization
ILU
International Leprosy Union
IMCI
integrated management of childhood illness
IMNCI integrated management of neonatal and
childhood illness
INGOs international nongovernment organizations
IPR
intellectual property rights
IRS
indoor residual spray
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JICA
JE
LLIN
MCA
MDT
MDR
MDA
MDGs
MEP
MoU
mOPV
MPS
MTSP
NCDs
NGO
NICD

Japan International Cooperation Agency
japanese encephalitis
long-lasting insecticidal net
multicountry activity
multidrug therapy
multidrug-resistant
mass drug administration
millennium development goals
management effectiveness programme
memorandum of understanding
monovalent oral polio vaccine
making pregnancy safer
medium-term strategic plan
noncommunicable diseases
nongovernmental organization
National Institute of Communicable
Diseases
NRES
national and regional experts system
PB
Programme Budget
PBAC
Programme Budget and Administration
Committee
PHC
primary health care
PHEMAP Public Health and Emergency
Management in Asia and the Pacific
RB
Regular Budget
RDTI
Regional Directory of Training Institutions
RED
reach every district
RIMS
routine immunization monitoring system
PRSP
poverty reduction strategy paper
RTAG
Regional Technical Advisory Group
RTI
reproductive tract infection
RTWG
Regional Technical Working Group
SAARC
South Asian Association for Regional
Cooperation
SEA
South-East Asia
SARS
severe acute respiratory system
SACOSAN South Asia Conference on Sanitation
SAM
service availability mapping
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SDH
SEARO
SEANETNCD
SEARAME

social determinants of health
Regional Office for South-East Asia
SEA Regional Network for NCD
Prevention and Control
South-East Asia Regional Association of
Medical Education
SHOC
Strategic Health Operations Centre
SMO
Surveillance Medical Officer
SPMS
surveillance project management system
SPP
strategic partnership programme
SSA
special services agreements
STH
soil-transmitted helminthiasis
STI
sexually transmitted infection
TB
tuberculosis
TDR
Tropical Diseases Research
TEACH-VIP Training, Educating and Advancing
Collaboration in Health on Violence and
Injury Prevention
TPIS
Tuberculosis Programme Information
System
TRIPS
Trade Related Agreements and Patents
UNICEF
United Nations Children’s Fund
UNDAF
United Nations Development Assistance
Framework
UNFPA
United Nations Population Fund
UNGA
United Nations General Assembly
UNGASS
United Nations General Assembly Special
Sessions
USAID
United States Agency for International
Development
USEPA
United States Environmental Protection
Agency
VPDs
vaccine-preventable diseases
WHO
World Health Organization
WRs
WHO representatives
WSP
water safety plan
WTO
World Trade Organization
YFHS
youth friendly health services
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