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SECTION I 

l~"ginally issued as Draft Final Repon of the Forty-fifth Sesrion of the WHO Regional Commiltcc for South-East 

Asia (document SEAlRC45LI5, dated 12 September 1992) 



INTRODUCTION 

HE forty-fifth session of the Regional Committee for South-East Asia was held in 
TKathmandu, Nepal, from7 to 1)September 1992. It wasattended by the representatives 
of the eleven Member States of the Region. In addition, representatives from UNICEF, 
eight nongovernmental organizations having official relations with WHO, and observers 
from two voluntary agencies attended the meeting. 

The session was opened by H.E. Dr Abdul Sattar Yoosuf (Maldives), the outgoing 
Chairman of the forty-fourth session. His Excellency Dr Ram Baran Yadav, Minister 
of State for Health, His Majesty's Government of Nepal, inaugurated the meeting. 

A Sub-committee on Credentials, consisting of representatives from Bangladesh, 
DPR Korea and Mongolia, was constituted. The representative of Mongolia was elected 
Chairman of the Sub-committee which held two meetings and presented its reports 
(SEAiRC4St22 Rcv.1 and Add.l), based on which the Regional Committee recognized 
the validity of the credentials presented by all the representatives. 

The Regional Committee elected the following office-bearers: 

Chairman .. Mr Mukunda Shumsher Thapa (Nepal) 

Vice-Chairman .. Dr A.K. Mukherjee (India) 

The Committee reviewed the draft provisional agenda of the ninety-first session 
of the Executivc Board and of the Forty-sixth World Health Assembly (SEAtRC45t15). 
It established a Sub-committee on Programme Budget consisting of representatives from 
all Member States, and adopted its terms of reference (SENRC4514). Under the 
chairmanship of Dr Nyoman Kumara Rai (Indonesia), the Sub-committee held three 
meetings and submitted a report (SENRC45123), which was endorsed by the Regional 
Committee. 

The Committee elected Dr Somsak Chunharas (Thailand) as Chairman of the 
Technical Discussions on "Balance and relevance in human resources for health for 
HFN2000", and adopted the agenda for these discussions (SENRC4515 and Add.1). 
The conclusions and recommendations arising out of these discussions, which were held 
on 8 and 9 September 1992 (SENRC45/24), were presented to the Regional Committee, 
which endorsed the recommendations and adopted a resolution (SEAIRC45IRS). 

The Director-General of WHO, Dr Hiroshi Nakajima, addressed the session on 
the concluding day. 



A Drafting Sub-committee consisting of representatives from India, Maldives, 
Myanmar, Nepal and Sri Lanka was formed. After deliberations in six plenary sessions, 
the Regional Committee adopted nine resolutions, wbich have been issued separately 
in the resolution series, and are incorporated in Part I of this report. 

The Regional Committee nominated: 

(1) India to the Management Committee of the Global Programme on AIDS 
for three years from 1 January 1993, 

(2) Nepal to the Joint Coordinating Board of the WHO Special Programme 
of Research and Training in Tropical Diseases for three years from 
1 January 1993, and 

(3) India to the Policy and Coordination Committee of the WHO Special 
Programme for Research, Development and Research Training in Human 
Reproduction for three years from 1 January 1993. 

Bhutan was renominated to the Management Advisory Committee of the Action 
Programme on Essential Drugs for three years from 1 January 1993. 

The Committee decided to hold its forty-sixth session in the Regional Office in 
1993, and noted with appreciation the offer of the Government of Mongolia to host the 
forty-seventh session in Mongolia in 1994. 

The Committee decided to holdTechnical Discussions on the subject of "Community 
Action for Health" during its forty-sixth session in 1993. 

Part I of the report contains the resolutions adopted by the Committee. Parts 11, 
111 and IV of the report are devoted to summaries of Committee's discussions on 
important matters. 



REPORT OPlHB PORT(-RFIH R e O l O N h L C O M M ~ @  

Part I 

RESOLUTIONS 

HE following nine resolutions were adopted by the Regional Committee (the references 
T t o  the 'Handbm*. are to the Handbook o f R e s o ~  and Decisions of che WHO Regional 
Comn~ineefor South-EartRria, Volume 2, Eleventh edition, 1976-1991, and its supplements): 

SENRC45lRl TIME AND PLACE OF FORTY-SIXTH AND FORTY-SEVENTH 
SESSIONS 

The Regional Committee, 

Recalling its resolution SEAIRC44lR4. 

1. CONFIRMS its earlier decision to hold its fortysixth session at the Regional 
Office in New Delhi in September 1993; 

2. THANKS the Government of Mongolia for renewing its invitation to host the 
forty-seventh session in Mongolia in 1994, and 

3. DECIDES to hold the forty-seventh session in Mongolia in 1994. 

Handbook 1.2.1 
Page 3 

Sith Meeting, 13 September 1992 
SEAIRC45IMin.6 

SENRC45lR2 SELECTION OF A TOPIC FOR TECHNICAL DISCUSSIONS 

The Regional Committee, 

1. DECIDES to hold technical discussions on the subject of "Community Action 
for Health during its forty-sixth session in 1993, and 

2. REQUESTS the Regional Director to take appropriate steps to arrange for 
these discussions and to place this item on the agenda of the forty-sixth session. 

Handbook 1.2.2 
Page 5 

Sixth Meeting. 13 September 1992 
SEAIRC45/Min.6 

SENRC451R3 REPORT OF THE REGIONAL DIRECTOR FOR THE PERIOD 
1 JULY 1991 - 30 JUNE 1992 

The Regional Committee, 

Having reviewed and discussed the report of the Regional Director containing 
highlights of the work of WHO in the South-East Asia Region for the period 1 July 
1991 to M June 1992 (document SEARC4512 and Corr.l), 



1. NOTES with satisfaction the progress made during this period in the 
implementation of WHO'S programme of collaborative activities in the Region, and 

2. CONGRATULATES the Regional Director and his staff on bringing out a 
short and lucid report on the programmes and activities in the Region, in accordance 
with the decision of the forty-fourth session of the Regional Committee. 

Handbook 9 
Page 48 

Sixth Meeting, 13 September 19'Z 
SEAlRC4SIMin.6 

SEAIRC45JR4 PROPOSED PROGRAMME BUDGET FOR 1994-1995 

The Regional Committee, 

Having considered the Proposed Programme Budget for 1994-1995 (document 
SEAIRC4513) and the report of the Sub-committee on Programme Budget (document 
SEA/RC45/23), 

1. APPROVES the report of the Sub-committee on Programme Budget; 

2. NOTES the Proposed Programme Budget for 1994-1995 and requests the 
RegionalDirector to transmit the Proposed Programme Budget, ascontained in document 
SEA/RC45/3, to the Director-General for inclusion in his proposed Prqramme Budget 
for 1994-195, and 

3. APPROVES the recommendation of the Sub-committee on Programme Budget 
to delete item (l(c)j from its Terms of Reference for even-numbered years. 

Handbook 3 
Page 24 

Sunh Meeting, 13 September 1992 
SEAlRC45/Min.6 

SENRC451R5 BALANCE AND RELEVANCE IN HUMAN RESOURCES FOR 
HEALTH FOR HEN2000 

The Regional Committee, 

Recalling its resolutions SEA/RC38/R10 relating to the utilization of health 
manpower, and SEA/RC40IR5 concerning the reorientation of medical education, 

Recognizing that imbalances and lack of relevance in human resources for health 
continue to exist in most countries of the Region, and are being compounded by the 
changing socio-political and economic situations, thus necessitating proper and timely 
action, and 

Having considered the report of the Technical Discussions on "Balance and 
Relevance in Human Resources for Health for HFAR000" (SEA/RC45/24), held during 
its forty-fifth session, 

1. ENDORSES the recommendations made in that report; 



REFORT OF THE FORn-FIFIH REGIONAL C O M M W  

2. URGES Member States to carry out a thorough analysis of the overall situation 
of human resources for health, with particular focus on the type of imbalance as well 
as the relevance of human resources for health in terms of both skill and category mix, 
paying due attention to the situation in both private and public sectors, and to ensure 
appropriate corrective actions, and 

3. REQUESTS the Regional Director to support Member States in a proactive 
manner in carrying out actions to develop appropriate national policies, plans and 
strategies in the production, utilization and further development of human resources 
for health. 

Handbmk 7 
Page 44 

Sixth Meeting, 13 September 1992 
SEAmC4SIh3in.6 

SEAlRC451R6 MALARIA CONTROL 

The Regional Committee, 

Recalling Executive Board resolution EB83.Rl6 and World Health Assembly 
resolution WHA42.30, and the recommendations of the Inter-Regional Meeting on 
Malaria in Asia and the Western Pacific, held in New Delhi in February 1992, and 

Appreciating the importance of the forthcoming Ministerial Conference on Malaria 
to be held in Amsterdam in October 1992, 

1. URGES Member States: 

(a) to carry out critical reviews of their current malaria control strategies; 

(b) to further develop infrastructure for early diagnosis, including microscopy 
and effective treatment at all levels; 

(c) to continue the stratification of malarious areas on an epidemiological 
basis; 

(d) to use vector control measures selectively and cost-effectively, particularly 
bio-environmental methods; and 

(e) to lay emphasis on the identification of malaria epidemic-prone areas in 
order to monitor them more intensively so as to control epidemics 
promptly, and 

2. REQUESTS the Regional Director: 

(a) to assist Member States in carrying out critical renews of their strategies 
for malaria control; 

(b) to support programme-oriented operational field research on malaria as 
well as training in new concepts and practices of malaria control, and 



REFURTOP THe PORTYllPM REGIONAL C O M M W  

(c) to make every possible effort to m o b i i  rnourccs for malaria control 
and to seek external financial support. 

Handbook 5.1.1 
Page 33 

Sinh Meeting, 13 Scpambcr 1992 
SEAlRC4SlMin.6 

SEA/RC4S/R7 LEPROSY ELIMINATION 

The Regional Committee, 
$ 

Recalling World Health Assembly resolutions WHAZc1.51, WHA28.56, WHA29.70, 
WHA.3239 and WHA44.9, and its own resolution SEA/RC35/R6, 

Noting the considerable progress made in the control of leprosy through multidrug 
therapy, 

Expecting that adequate infrastructure for the elimination of leprosy will be available 
in the countries of the Region by the year U X X ) ,  and 

Having considered and endorsed the Regional Strategy for Leprosy Elimination 
(document SWC45/Inf.7), 

1. URGES Member States with endemic leprosy to implement strategies for the 
elimination of leprosy through: 

(a) sustained political commitment and increased priority for leprosy; 

(b) preparation of updated plans ofaction and monitoringof progress towards 
elimination; 

(c) mobilization of additional resources to ensure rapid and intensive coverage 
by MDT; 

(d) strengthening of training, particularly management training, and 

(e) ensuring adequate MDT drug supplies, and 

2. REQUESTS the Regional Director: 

(a) to continue to extend technical support to Member States in the 
implementation of leprosy control programmes; 

(b) to support Member States in the mobilization of extrabudgetary and 
multilateral sources in order to meet the requirements for training and 
anti-leprosy drugs; 

(c) to assist Member States in periodic evaluation of the programmes, and 

(d) to keep the Regional Committee informed of the progress made. 



REPORTOF WEFORTY-FIFTH REGIONAL COMMrlTEE 

SEAIRC451R8 
AIDS 

The Regional Committee, 

Recalling Executive Board resolution EB89.Rl9 and its own resolutions 
SEAIRC40IR1, SENRC42iR2, SEAlRC43R5 and SENRC441R8, 

Noting with concern the rapid spread of HIV infection in many countries of the 
South-East Asia Region, and 

Re-emphasizing all previous resolutions; 

1. URGES Member Countries to continue to implement the recommendations of 
previous resolutions on HIV infection and AIDS, and 

2. REQUESTS the Regional Director tocontinue to provide technicalcollaboration 
for these activities. 

Handhwk 5.1.6 
rage 37 

Sixth Meeting. 13 September 1992 
SEAIRC4SIMin.b 

SEAIRC4YRY RESOLUTION OF THANKS 

The Regional Committee, * 

Having brought its forty-fiflh session to a successful conclusion, 

1. WISHES to convey its gratitude to His Majesty's Government of Nepal for 
hosting the forty-fifth session and thanks the members of the Organizing Committee 
and staff for contributing to the success of the session; 

2. THANKS sincerely His Excellency Dr Ram Baran Yadav, Minister of State 
for Health, His Majesty's Government of Nepal for inaugurating the session; 

3. EXPRESSES its appreciation to Dr Hiroshi Nakajima, Director-General, World 
Health Organization, for his participation and address, and 

4. CONGRATULATES the Regional Director as well as staff and advisers from 
the Regional Office and headquarters for their contributions. 

Handbwk 1.2.3 (2) 
Page 7 

S i t h  Meeting, 13 September 1992 
SEAIRC4SIMin.6 



Part I1 

DISCUSSIONS ON THE REPORT OF THE 
REGIONAL DIRECTOR FOR 1991-92 

he Regional Committee noted that, following its decision to submit a long report T. m the non-budget years and a short report in the budget years, the report of the 
Regional Director that was submitted was the first such short report in an even-numbered 
year which covered the usual framework but highlighted only the salient features of 
health development in the Region for the period 1 July 1991 to 30 June 1992. 

The Committee noted with satisfaction that there was further progress in health 
development in the Region with expansion in the health infrastructure and improvement 
in the coverage as well as the quality of health care. Promotion of greater involvement 
of communities in health activities further improved the management of health services. 
WHO continued to assist the Member States in the reformulation of their health policies 
and reviewing and assessing the role and functions of ministries of health, keeping in 
mind the health needs of special population groups. WHO'S collaboration with the 
Member States was in cdhformity with its Eighth General Programme of Work. 

In the light of rapid urbanization and industrialization in the countries of the 
Region, WHO had been collaborating in the 8evelopment and strengthening of urban 
health services. Extensive urban development programmes, with health as an important 
component, were developed for many mega-cities in the Region. Though significant 
improvements had been made in health care coverage in most countries, the issue of 
quality assurance in primary health care development remained to bc dealt with. WHO 
continued to support the Member Countries in achieving a balanced distribution of 
health personnel by providing assistance to develop appropriate training modules for 
health workers at grassroot and district levels and also by making post-basic and 
continuing education more readily available to nursing personnel. Efforts were also 
being made to achieve optimum utilization of WHO fellowships in this respect. 

Information and education for health was further strengthened by improving the 
capabilities of health education personnel in training, management, monitoring and 
evaluation through general educational activities and WHO fellowships. 

The eighteenth meeting of the Advisory Committee on Health Research (ACHR) 
had, among other topics, reviewed the progress in the implementation of regional 



research promotion and development programmes. In addition to supporting scientific 
meetings on various priority subjects, WHO also extended technical and fmancial support 
to research projects such as the development of a dengue vaccine, a multicentre 
epidemiological study of NANB hepatitis, and research on human resources for health, 
health systems research, etc. 

Pursuing the global initiative of Safe Motherhood, Member Countries had taken 
several initiatives including national assessments of maternal health care and formulation 
of intensified maternal and neonatal health care. 

WHO had collaborated with the Member Countries in the field of environmental 
health and in activities related to the International Drinking Water Supply and Sanitation 
Decade (IDWSSD). 

In the area of essential drugs, WHO supported activities related mainly to the 
availability, quality assurance and rational use of drugs. 

While eight Member Countries had achieved Universal Child Immunization (UCI), 
the overall childhood immunization coverage was over 80 per cent, resulting in a steady 
decrease in EPI-related diseases. 

Even though WHO collaboration invarious aspectsofmalariacontrol wascontinuing, 
there was still cause for concern in malaria control activities due to the resistance of 
the parasite to various anti-malarials, vector resistance to different insecticides and 
socioeconomic constraints. National tuberculosis control programmes were further 
strengthened to improve case handling and provide short course therapy in view of the 
emerging threat posed by HIV-related tuberculosis. While multidrug therapy (MDT) 
had helped to reduce leprosy in the Region as a whole, WHO collaborative activities 
in this area included support in formulating a regional strategy to provide a technical 
basis for the development of leprosy control programmes leading to leprosy elimination. 

In view of the AIDS pandemic, all countries had established national committees 
with WHO support. WHO collaborative activities mainly focused on health information 
and education of the public, ensuring the safety of blood and blood products and 
strengthening STD control programmes with a view to integrating them with AIDS 
control activities. WHO continued to provide technical and managerial support to the 
countries in implementing the integrated approach in disease prevention and control 
activities with a view to achieving long-term national sustainability, deriving greater 
benefits and effective results. 

The following are some highlights of the extensive review and discussions of the 
Regional Director's report by the Regional Committee: 

In the area of health system development, the Regional Committee, while 
acknowledging the political will of the Member Countries for achieving the goal of 
health-for-all, called for the will to be translated into a more pragmatic allocation of 



REPORTOFTHE FORTY-FIF'P REGIONAL COMMITTEE 

resources for health development. Noting that this year's report was a short one, the 
Regional Committee felt that it would be useful for the report to reflect activities relating 
to health situation and trend assessment, and wished WHO to pursue closely the 
implementation of the International Classification of Diseases-10 (ICD-10). The 
Committee stressed the importance of health care financing including health insurance, 
and suggested that guidelines be developed to help initiate health insurance in the 
countries and for perspective plans for the development of human resources for health 
with a view to correcting the existing imbalances. In this connection, reference was 
made to the Indonesian experience in long-term planning for human resources, which 
enabled them to project the needs for the next 2.5 years. 

In the area of development of human resources for health, the Regional Committee 
noted that it was a dynamic issue which had to be seen in the context of country-specific 
needs for health care by the community. The question of health manpower had to be 
viewed as a total package since it involved many types of health workers with varying 
skills and functions. Noting the disproportionate availability of trained nursing personnel, 
the Regional Committee emphasized the need to focus attention on nursing educafion 
to bring about a quantum jump with regard both to quality and quantity. The Committee 
observed with concern the non-availability of trained health personnel, particularly in 
rural areas. There was also a need in some countries to decentralize health services 
through the introduction of health insurance, private practice and community financing 
in the light of the emerging market-oriented socioeconomic conditions. Planning for 
health manpower development should include in the total parameter an appropriate 
service system with relevant working environment and support. The Regional Committee 
also noted that the efforts of the Member Countries included the reorientation of 
medical education curricula to make them more community-based and 
community-oriented, planning and coordinating the training of medical and paramedical 
personnel, introduction of a household doctor system, and training of peripheral health 
workers. 

With regard to nursing, the Regional Committee noted with satisfaction the decision 
of the Forty-fifth World Health Assembly which requested the Director-General to set 
up a Global Multidisciplinary Advisory Group to study the various aspects of this subject 
and advise him accordingly. 

In the area of research promotion and development, the Committee noted that 
research was a priority area since it was the backbone of health development and 
ensured that medical care was delivered appropriately. From a disease-oriented approach, 
the regional research programmes were now directed towards the attainment of the 
goal of health for all resulting in greater emphasis on health systems research. The 
Committee noted the progress made in the research programme in the Region, including 
the development of a dengue vaccine which would soon be available for Phase 111 field 
trials. 



While noting that health systems research was a priority area, the Committee was 
of the view that country-specific and result-oriented operational research rather than 
basic research needed particular attention. WHO was urged to facilitate the exchange 
of information and strategies in this regard and to ensure that the lruits of research 
anywhere were made widely available. The Regional Committee also noted the usefulness 
of small research projects undertaken on specific health problems at the micro level, 
which would facilitate decision-making and quick execution. 

Referring to the 1990 World Summit for Children, the Committee noted that three 
main areas viz. survival, protection and development had been highlighted. While survival 
and development were taken care of by health care and education respectively, protection 
had multisectoral dimensions. In the decade of the 1990s, the collaborative work between 
different governmental sectors would be a test to promote the new paradigm for health 
as propounded by the WHO Director-General. Noting the increasing trend in road, 
agricultural and industrial accidents, the Committee felt that there was a need for 
suitable programmes to tackle this problem. 

While noting with satisfaction the efforts of Member Countries towards tobacco 
control activities, the Committee emphasized the need to further strengthen the 
programme through legislation, education and by encouraging activities to make places 
of common utilities tobacco-free, in collaboration with concerned ministries and 
departments. WHO and Member Countries should look into the aspect of reduction 
of tobacco use in coordination with other sectors such as agriculture and industry. 

Nutrition continued to be accorded priority with support being provided to activities 
of the South-East Asia Regional Research-cum-Action Network. The Committee noted 
that the countries faced constraints in iodine deficiency control programmes due to the 
high cost involved in providing laboratory support, which should be strengthened to 
step up the production of iodized salt along with logistic and laboratory techniques as 
part of the programme for prevention of iodine deficiency. The Committee reiterated 
that universal iodization of salt was the best way to prevent goitre, but iodated oil 
injection might be resorted to as a temporary measure for specific areas and identified 
groups. In this regard, there was a particular need to consider the safety aspects of 
iodine injections, particularly for pregnant women and also keeping in view the threat 
of AIDS. As such, the use of iodated oil injection cannot be recommended in any iodine 
deficiency control programme, particularly in countries which had a high prevalence of 
HIV positivity. 

In the area of promotion of environmental health, the Committee noted with 
concern the deteriorating scenario with regard to environmental degradation which had 
been further compounded as a result of population pressures. Though on account of 
WHO'S strong advocacy, health was now being perceived as integral to the developmental 
process and Member Countries had made progress in this area, problems such as the 
lack of safe drinking water, inadequate sanitation facilities and pollution of air, land 



and water sources persisted. The Committee noted the report of the WHO Commission 
on Health and Environment which provided information on various aspects such as 
intersectoral coordination, training, education and standardization of the quality of water 
and air. In this respect, the Committee emphasized the need to use WHO resources 
as seed money to mobilize extrabudgetary resources to tackle the problem. 

The Committee noted that traditional and indigenous systems of medicine had 
acquired recognition and a greater degree of acceptance as a result of WHO'S support 
in giving a scientific basis to traditional medicine as well as inculcating scientific 
knowledge, basis and rationale in this area. 

Referring to the essential drugs programme in the Region, the Committee noted 
with satisfaction the progress made in this area. In almost all the countries, consequent 
on the adoption of drug policies, essential drugs lists, rational use of drugs, quality 
control and production of vaccines were being developed and research was being 
undertaken for new technologies. However, achievement of self-sufficiency and 
collaboration among Member Countries needed closer attention. 

Noting that effective diagnostic technology required good laboratory services, the 
Committee noted with concern that the area of laboratory services had been seen as 
the weakest link in the chain of health services in some countries. In this regard, the 
Committee requested WHO for assistance in developing inexpensive testing kits which 
could be used by health workers in the field in the absence of trained technicians and 
necessary equipment. 

With regard to disability prevention and rehabilitation activities, the Committee 
noted the slowing down of the momentum during the last few years. It requested WHO 
to make a realistic assessment of the existing programmes with a view to identifying the 
gaps that needed to be filled. Attention was also drawn, in this regard, to the development 
of WHO'S Community-based Rehabilitation Manual and to the fact that most countries 
were still in the process of evolving ways of implementing the strategies for 
community-based rehabilitation. 

The Committee noted with satisfaction the positive impact of the immunization 
programme in reducing mortality, especially child mortality. Though the scarcity of 
vaccines was still a problem faced by some countries, many had achieved the goal of 
Universal Child Immunization. While appreciating the high coverage rates achieved by 
the Member Countries, the Committee underscored the need for sustainability of national 
immunization programmes through the development of national capability, health service 
infrastructure and adequate vaccine production. 

The Committee viewed with concern the prevailmg malaria situation and hoped 
that further guidance would be provided after the proposed Ministerial Conference on 
Malaria to be held in Amsterdam in October 1992, which was expected to adopt global 
strategies for malaria control. 



The encouraging results achieved through multidrug therapy and other 
developments, including the innovative approach of social marketing in the area of 
leprosy control leading to the possible elimination of the disease, were noted by the 
Committee. While prevention was important and MDT was the key to leprosy elimination, 
rehabilitation of those already treated and cured and their acceptance in the community 
also deserved attention to solve leprosy problems. The support provided by NGOs and 
other voluntary agencies in this area was appreciated. 

Tuberculosis continued to be a major health problem in the Region. Though new 
developments, such as introduction of short-course therapy, were noted, there was a 
need to improve the quality of training of health workers and create back-up support 
by referral laboratories. In this regard, it was expected that more resources for tuberculosis 
control activities would be available as a result of the new thrust in global tuberculosis 
control, supported also by Intensified WHO Cooperation (IWC). 

The Committee noted that diarrhoea1 diseases and ARI were assuming increasing 
significance which called for the involvement of hospitals in setting up CDD facilities 
and training units in addition to strengthening surveillance and laboratory services. In 
this connection, the Committee noted the serious cholera pandemic in South America 
and West Africa and cautioned the countries to be alert regarding the disease. 

Referring to kala-azar, the Committee urged WHO to develop a programme based 
on an integrated control strategy. Noting that the epidemiology and the therapy were 
known but that treatment facilities and drugs were expensive as well as toxic, the 
Committee urged the affected Member Countries to mobilize additional resources to 
combat the problem. 

In the area of prevention of blindness, the Committee noted the progress made 
by the Member Countriesand the important role played by various NGOs and international 
organizations in this area. The sustainability of these programmes needed to be assured. 
The Committee was concerned about the huge backlog of people needing cataracl 
operations and corneal grafting. To clear such a backlog would require strengthening 
of the existing infrastructure as well as the mobilization of additional resources. The 
Regional Committee recommended Member Countries to set up eye banks leading to 
a regional eye bank to meet the high costs involved in corneal grafting while encouraging 
vitamin A distribution to solve the problem of blindness caused by vitamin A deficiency. 
The Committee cautioned the Member Countries against unrestricted mass distribution 
of high potency vitamin A, particularly to infants and pregnant women, till its efficacy 
and usefulness were proved beyond doubt and the problem of toxicity was solved. 

The Regional Committee noted the emerging problems of noncommunicable 
diseases, including cancer and cardiovascular diseases, in the Region. In this regard, it 
called for increased research inputs in diagnosis and therapy as well as in the formulation 
of guidelines for appropriate and simple diagnostic techniques. The Committee urged 



the Member Countries to be prepared to tackle diseases emerging as a result of the 
changing demographical structure, lifestyles, disease patterns and epidemiological 
transition, and called upon them to establish national capabilities to sustain these 
programmes. 

Regarding health information support, noting that while the HELLIS network was 
functioning satisfactorily at the regional level, it needed to be activated within the 
countries. The Committee suggested that the exchange of information among countries, 
particularly in regard to fugitive literature, should take place and the information already 
compiled on published material be used. 

The Regional Committee adopted a resolution approving the Regional Director's 
Report (SEA(RC45R3). 



Part I11 

DISCUSSIONS ON 
THE REPORT OF THE SUB-COMMITTEE 

ON PROGRAMME BUDGET 

HE Sub-committee on Programme Budget, consisting of representatives from all 
TMember States, met during F m e p t e m b e r  1992 and submitted its report 
(SEA/RC45/23) to the Regional Committee. 

In accordance with its terms of reference, the Sub-committee examined the working 
papers relating to the renew of implementation of WHO'S collaborative programmes 
during the biennium 1990-1991 and during the first six months of the biennium 1992-1993; 
the planned allocations, by programme and actual expenditure, during the biennia 
1990-1991 and 1992-1993; the Proposed Programme Budget for 1994-1995; and the 
progress report on joint Government-WHO evaluation of priority health programmes 
during the biennium 1992-1993. 

The Sub-committee noted that the overall programme delivery during the first six 
months of the biennium 1992.1993 had been satisfactory and stressed that concerted 
efforts should be made by all Member countries to further improve programme delivery. 
It endorsed the recommendations of the Consultative Committee for Programme 
Development and Management (CCPDM), and made observations of its own, details 
of which are in the full report of the Sub-committee (SENRC45123). 

The Sub-committee, while discussing the working paper relating to review of the 
planned allocations, by programme and by actual expenditure, during the preceding 
and ongoing biennia, recommended that this item be deleted from its terms of reference 
for even-numbered years, in new of the fact that such an exercise was no longer useful 
and valid in the context of preparation of a single programme budget and annual detailed 
plans of action, which reflected the current needs and emerging priorities of Member 
Countries. 

While reviewing the proposed programme budget for the biennium 1994-1995, thc 
Sub-committee noted that the proposals had been formulated on the basis of "zero-level" 
growth of the Organization's Regular Budget and in conformity with the Eighth General 
Programme of Work covering the period 1990-199s and its Medium-term Programmes, 
the criteria for WHO support as provided in the Regional Programme Budget Policy, 



and the Director-General's procedural guidance for the elaboration of the programme 
budget for the financial period 19941995. 

The Sub-committee also endorsed the recommendations of the twenty-second 
meeting of CCPDM on the subject of joint Government-WHO evaluation of priority 
health programmes. 

In its resolution SEA/RC4S/R4, the Regional Committee approved the report of 
the Sub-committee on Programme Budget and requested the Regional Director (1) to 
transmit the Proposed Programme Budget for 1994-1995, contained in document 
SEA/RC45/3, to the Director-General for inclusion in the Proposed Programme Budget 
for 1994-1995, and (2) to delete item [l(c)] relating to review of planned allocations, 
by programme and by actual expenditure, during the preceding and ongoing biennia, 
from the terms of reference of the Sub-committee for even-numbered years. 



Part IV 

DISCUSSIONS ON OTHER MA'ITERS 

1. Review of the Draft Provisional Agenda of the Ninety-first 
Session of the Executive Board and of the Forty-sixth 
World Health Assembly 

The Regional Committee took note of the draft provisional agenda of the ninety-first 
session of the Executive Board and of the forty-sixth World Health Assembly. 

2. Technical Discussions on Balance and Relevance 
in Human Resources for Health for HFN2000 

Technical Discussions were held on the subject of "Balance and Relevance in Human 
Resources for Health for HFA/2000". During the discussions, the participants reviewed 
the experiences in the countries of the Region with particular concern for the difficulties 
in staffing rural areas with health personnel and the resultant rural/nrban imbalances. 
Concerns were also expressed regarding the competition between the public and private 
sectors for human resources for health (HRH) and the imbalances in the skill mix of 
the health work force brought on by the oversupply of some categories of health 
personnel, particularly of the professional categories, and the undersupply of others, 
such as nurses and non-professionals. 

The group also noted the importance of viewing the development of human 
resources for health in the context of the total manpower system of a country and the 
influence of other sectors on the health work force. It particularly recognized the 
importance of the consumer of health care and felt the need to build up a public 
educated to become responsible consumers of health senices with an ability to make 
the right decisions about healthy lifestyles as well as elements of self-care. 

Participants provided many examples of the mechanisms used in preventing or 
reducing imbalance and lack of relevance in human resources for health, including the 
use of incentives and rewards, training, supervision, systematic continuing education, 
and proper management and use of available health personnel. 



The group identified the following nine strategies that could be used to prevent 
or resolve the problem of imbalance and lack of relevance in human resources for 
health: 

(1) Development of appropriate HRH policies as tools to achieve balance 
and relevance of HRH development; 

(2) Development of dynamic HRH plans that reflect reality, affordability 
and relevance based on appropriate skill mix of various categories of 
health worker for the different levels of care; 

(3) Ensuring appropriate involvement and concern over the public demand 
and decisions on health care; 

(4) Strengthening coordination of health services, HRH development, and 
educational and teacher training to ensure that HRH production meets 
the needs of the health services, both quantitatively and qualitatively; 

(5) Reorientation of the curricula of all categories of health workers; 

(6) Strengthening HRH management and improving utilization of health 
personnel; 

(7) Regulating and assuring good quality of services; 

(8) Development of an HRH information base to improve the quality of 
decision-making and promotion of decision-linked HRH research, and 

(9) Development of legislation, ordinances and regulations as tools to achieve 
balance and relevance of HRH development. 

While recommending the nine strategies mentioned above, the group indicated 
that no single set of strategies could be appropriate to all countries but that each country 
would need to identify its own appropriate mix of strategies at a level appropriate to 
its own situation. The group recommended that: 

(1) Member Countries should carry out a policy analysis of the overall human 
resources for health situation with special attention on the types of 
imbalances as well as the relevance of human resources for health in 
terms of both skill and category mix, taking into account the situation 
in the private sector, and take subsequent appropriate actions, and 

(2) WHO should support Member States in a proactive manner in carrying 
out actions to develop appropriate national policies, plans and strategies 
in the production, utilization and further development of human resources 
for health. 

A resolution (SEAIRC45lR5) was adopted in support the above recommendations. 



REWRTOFTHE FORTY-FIFTH R E O I O N A L C O M M ~ E  

3. Consideration of the Recommendations of CCPDM on the 
Report of the Working Group on WHO Programme 
Management In South-East Asia 
The Regional Committee noted that CCPDM ha4 in the past, been discussing, the 
question of programme management in the Region as a whole and decided to undertake 
a study with a view to making programme management more effective and efficient in 
order to improve implementation at the country level. At its nineteenth meeting, CCPDM 
recommended the constitution of a working group consisting of members of CCPDM 
and WHO staff to study the causes for the low programme delivery in the Region and 
suggest remedial measures. 

The Committee noted that the study was undertaken both at the country and the 
Regional Office levels using a methodology approved by CCPDM which made it possible 
to bring out observations and recommendations to improve programme implementation. 
The specially-constituted working group visited the Eastern Mediterranean and the 
Western Pacific Regional Oftices to observe the practices and procedures followed in 
programme implementation in those Regions. The CCPDM, at its twenty-first meeting, 
discussed the findings of the study, based on which a further report was made for 
discussion at its twenty-second meeting. 

The Regional Committee, appreciating the work done by the Member Countries 
and the Regional Office in undertaking the study on WHO Programme Management, 
endorsed the following recommendations made by the CCPDM working group: 

At the country level: 

It was suggested that senior-level and experienced officials be assigned to 
manage WHO collaborative programmes and to make optimum use of 
available resources. 

Mechanisms should be established for regular briefing of senior national 
officials by WHO on the process of WHO programme development. 

Joint government~WHO mechanisms should be further strengthened to 
derive maximum impact on WHO programme management. 

Annual detailed plans of action should provide as much detail as possible, 
particularly with regard to components like fellowships, supplies and 
equipment, local cost subsidies and consultants, ensuring that more than 
half of the total biennial budget is programmed in the first year. 

There should be an inter-agency consultative coordinating mechanism 
under the leadership of the Ministry of Health to ensure harmony and 
complementarity of WHO programmes. 



At the Regional Office level: 

b Computerized data bases for monitoring and evaluation should be 
strengthened. 

b The management information system should be upgraded in content and 
technology, linking the Regional Office with the offices of the WHO 
Representatives. 

b Regular in-house meetings should be held for monitoring programme 
delivery. 

b Further delegation of financial authority to the WHO Representatives in 
the context of WHO financial management systems should be explored. 

Country support teams should intensify their support for programme 
planning, review and coordination. 

4. Progress Report on the Formulation of the 
Ninth General Programme of Work 
The Regional Committee noted that the Ninth General Programme of Work (GPW), 
covering the specific period 1996-UM1, was the last of the General Programmes of Work 
before reaching the target of HFA/2000. The four policy directions of the Ninth General 
Programme of Work include: 

b integrating health and human development in public policies; 

b promoting and protecting health; 

ensuring equitable access to quality health services, and 

b preventing and controlling specific health problems. 

In the discussions that followed, the Committee observed that the Ninth GPW was 
conceived more in general terms and that the countries, during implementation of the 
Ninth GPW, would be concentrating more on broad health programmes rather than on 
specific ones, which should provide some flexibility in the development of programmes. 
Referring to the policy directions as contained in the document (SEAIRC45/Inf.6), the 
Committee felt that it was also important to review the managerial system in order to 
further improve programme development. The classification of programmes in the Ninth 
GPW, the Committee noted, was expected to be much simpler and more flexible, as 
compared to the Seventh and Eighth GPWs. The reduction in the number of programmes 
and injecting some amount of flexibility, it was felt, would promote expeditious piogramme 
management and delivery. Noting that there would be no need to prepare either the 
Regional Programme of Work or the Medium-term Programme, the Committee agreed 
that the Ninth GPW, while offering general guidelines and policy framework, would be 



an exercise to simplify programme management and should be adequate to meet the 
needs of the Member Countries. 

The Committee wished to ensure that the Ninth GPW, when adopted by the World 
Health Assembly in 1994, could serve as good guidelines for the WHO collaborative 
programmes at the country level, in allowing flexibility and effectiveness of the general 
policy programme framework and in the restructuring of the health systems based on 
flexible programme classification. 

The Committee requested the Regional Office to convey its comments and 
observations to WHO headquarters for consideration during all steps of preparing the 
final document. 

5. Malaria Control - Ministerial Conference on Malaria 

The Regional Committee noted that malaria was endemic in more than 100 countries 
with high incidence ofmorbidity and mortality. To focus world attention on the worsening 
malaria situation, there would be a global Ministerial Conference on Malaria in 
Amsterdam in October 1992, which was expected to adopt a global strategy for malaria 
control. The Committee noted the four broad elements in malaria control, viz. prompt 
diagnosis and treatment of cases, development and strengthening of information systems 
to guide programme management, selective and cost-effective vector control and 
prevention and control of epidemics. Considering the various constraints faced by the 
countries in carrying out effective control measures, the Committee noted that a 
country-specific epidemiological approach by stratification, keeping in view the 
topography and ecology, would be the best solution. Operational methods for the control 
of the vectors needed to be applied in isolation or in combination. 

The Committee adopted a resolution on the subject (resolution SEA/RC45/R6). 

6. Leprosy Elimination 

The Committee noted with satisfaction the good progress in WHO'S collaborative 
activities in leprosy control. The introduction of multidrug therapy in the Region and 
the high priority accorded to the intensification of national efforts could lead to the 
goal of leprosy elimination by the year 2000. The Committee felt that leprosyelimination 
activities should focus attention on all aspects such as research, health education, 
prevention, rehabilitation and surgery. The Committee endorsed the regional strategy 
for leprosy elimination contained in the working paper, as per document submitted, 
with slight modifications. 

The Committee adopted a resolution on the subject (resolution SENRC45lR7). 



7. AlDS 
The Committee noted with concern the rapid spread of the AIDS pandemic with an 
estimated 10-12 million adult HIV infections (50 per cent of which were women), 1.7 
million adult AIDS cases and one million childhood HIV infections. This called for 
urgent adoption of a multisectoral and integrated approach to control the scourge. 
Considering the behavioural aspects of the problem, the Committee called for greater 
involvement of NGOs and voluntary organizations in the promotion of information, 
education and communication (IEC) activities for the control of AIDS. Since HIV 
infection was primarily a sexually transmitted disease and could also spread through 
blood transfusions and intravenous injection of drugs, the spread of HIV infectiondAIDS 
could be arrested through the promotion of safer sexual behaviour, control of sexually 
transmitted diseases, introduction of safer blood practices, drug abuse prevention 
activities and promotion of condom use. The Committee noted that though breast-feeding 
by HIV-infected mothers also could cause HIV infections, breast-feeding still needed 
to be protected, promoted and supported in order to reduce mortality in infants resulting 
from diarrhoea1 diseases, pneumonia and other infections. However, this aspect needed 
it needs constant monitoring and research. 

It was essential for the countries to step up prevention and control measures - 
managerial, laboratory, clinical and epidemiological - since it would be a long time 
before a drug or vaccine became available. The importance of developing and 
strengthening national implementing and coordinating mechanisms through engendering 
active involvement of all sectors of the Government was also stressed. Noting that the 
AIDS control activities had adversely affected national health budgets, the Committee 
stressed the need for the mobilization of additional resources from national budgets as 
well as from bilateral and multilateral agencies. 

The Committee adopted a resolution on the subject (resolution SEA/RC45/RS). 

Report on the meeting of the Management Committee of 
the Global Programme on AIDS 

Dr Sumarmo P. Soedarmo (Indonesia) presented a report on behalf of Dr G. Hartono, 
who attended the eighth meeting of the Management Committeeof the Global Programme 
on AIDS, held in June 1992. 

Nomination of a memkr to the Management Committee of 
the Global Programme on AlDS 

The Regional Committee unanimously nominated India as a member of the Management 
Committee of the Global Programme on AIDS for a three-year term of office from 
1 January 1993. 



8. Health and Environment 

The Regional Committee observed that the documents SENRC45116, SEA/RC45/16 
Inf.5 and SEAIRC45116 Inf.9 adequately reflected the Organization's environmental 
health strategies for the future as also the recommendations of the WHO Commission 
on Health and Environment. The Committee noted that the work of the Commission 
on environment was appropriately broad-based since it embraced other related sectors 
such as food contamination, industrialization and energy, and quality of water, which 
were directly related to health and environment. The recommendations arising out of 
the Global Consultation on Safe Water and Sanitation, held in New Delhi in September 
1990, and of the global evaluation of the International Drinking Water Supply and 
Sanitation Decade, were noted. The Committee further noted that Agenda 21, adopted 
by the United Nations Conference on Environment and Development, identified the 
programmes of action to be undertaken by the countries for the twenty-first century. 

9. WHO Special Programme for Research and Training 
in Tropical Diseases 

Report on the Joint Coordinating Board (JCB) Session 

Dr Lin Aung (Myanmar) reported on behalf of Myanmar and Thailand on their 
participation in the fifteenth session of the Joint Coordinating Board, held from 30 June 
to 1 July 1992. 

Nomination of a Member to the Joint Coordinating Board 

The Regional Committee unanimously nominated Nepal to the Joint Coordinating Board 
(JCB) in place of Myanmar under Section 2.2.2 of the Memorandum of Understanding 
for representation at the Joint Coordinating Board for a period of three years from 
1 January 1993. 

10. WHO Special Programme For Research, Development 
and Research Training in Human Reproduction 

Report on the Policy and Coordination Committee (PCC) Session 

Dr Sumarmo P. Soedarmo (Indonesia) reported on behalf of Bangladesh, Indonesia 
and Thailand, who were represented at the filth session of the Policy and Coordination 
Committee, held in June 1992. 



Nomination of a member to the Policy Coordination Committee 

The Regional Committee unanimously nominated India under Category 2 as a member of 
the Policy and Coordination Committee for a period of three years from 1 January 1993. 

11. Management Advisory Committee (MAC) of the Action Programme 
on Essential Drugs 
Report on the Session of the Management Advisory Committee of the Action 
Programme on Essential D ~ g s  

Dr Jigme Singye (Bhutan) presented a report on hi attendance at the meeting of the 
Management Advisory Committee of the Action Programme on Essential Drugs, held 
in February 1992. 

Nomination ofa member to the Management Advisory Committee of the Action 
Programme on Essential Drugs 

The Regional Committee unanimously renominated Bhutan as the regional representative 
for the membership of the Management Advisory Committee for a period of three years 
from 1 January 1993. 

12. Consideration of Resolutions of Regional Interest Adopted 
by the World Health Assembly and the Executive Board 
Fifteen resolutions of regional interest, adopted by the Forty-fifth World Health Assembly 
and the eighty-ninth session of the Executive Board, were brought to the attention of 
the Regional Committee. They were noted. 

1. Implementation of the Global Strategy for Health For All by the Year 
;?MX): Second Evaluation and Eighth Report on the World Health Situation 
(WHA45.4 and EB89.Rb) 

2. Strengthening Nursing and Midwifery in Support of Strategies for Health 
For all (WHA45.5) 

3. Immunization and Vaccine Quality (WHA45.17 and EB89.R8) 

4. Collaboration within the United Nations System: General Matters 
(WHA45.18 and EB89.Rl5) 

5. Collaboration within the United Nations System: General Matters - 
Multisectoral Collaboration on WHO'S Programme on Tobacco or Health 
(WHA45.20) 



6. Child Health and Development: Health of the Newborn (WHA45.22) 

7. Collaboration within the United Nations System: General Matters - 
Health and Development (WHA45.24) 

8. Collaboration within the United Nations System: General Matters - 
Women, Health and Development (WHA45.25) 

9. WHO Action Programme on Essential Drugs (WHA45.27) 

10. Harmonizing Drug Regulations (WHA45.28) 

11. WHO Ethical Criteria for Medicinal Drug Promotion (WHA45.30) 

12. Health and Environment (WHA45.31) 

13. National Strategies for Overcoming Micronutrient Malnutrition 
(WHA45.33) 

14. Infant and Young Child Nutrition (Progress and Evaluation Report; and 
Status of Implementation of the International Code of Marketing of 
Breast-milk Substitutes) (WHA45.34) 

15. Global Strategy for the Prevention and Control of AIDS (WHA45.35 
and EB89.Rl9) 

3 Time and Place of Forthcoming Sessions of the Regional Committee 
The Regional Committee decided to hold its forty-sixth session in the Regional Office 
for South-East Asia, New Delhi, in September 1993, and noted the invitation of the 
Government of the Mongolian People's Republic to hold its forty-seventh session in 
Mongolia in 1994 (resolution SEAIRC45IRl). 

14. Selection of a Subject for the Technical Discussions at the 
Forty-sixth Session of the Regional Committee 
The Regional Committee decided to hold Technical Discussions on the subject of 
"Community Action for Health" during its forty-sixth session in 1993 (resolution 
SEAlRC451R2). 
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Annex 2 

I. Opening of the senion 

2. Sub<ommittce on Credentials 

2.1 Appointment of the Subcommittee 

2.2 A p p m l  of the repon of the Subsommittee 

3. Election of Chairman and ViceChairman 

4. Adoption of the Prwisional Agenda, and Supplementary Agenda, if any 

5. Appointment of the Sub-rommittee on Programme Budget and adoption of its 
terms of refcrcncc, and election of Chairman of the Subsommittee 

6. Adoption of Agenda and election of Chairman for the Technical Discussions 

7. Renew of the drafi provisional agenda of the ninety-fin1 session of the Exccvtivc 
Board and of the Forty-sixth World Health Assembly 

8. Address by the Director-General, WHO 

9. Repon of the Regional Director for 1991-92 

10. Technical Discussions on "Ralanrc and relevance in human resoumr for health 
for H F A R W  

11. Proposed Programme Budget for 1994-1995 

11.1 Consideration of the report of the Subammiltee on Pmgramme Budget 

12. Consideration of the recommendations arising out of the Technical Discu~ions  

SEA/RC45/5 
and Add.1 

SEA/RC45IIS 

SEA/RC45t2 
and Con.1. 

SEA/RC4S/lnf.l and 2 

13. Consideration of the recommendations of CCPDM on the report of the Working SEA/RC45RO 
Group on WHO Programme Management in South-East Asia 

14. Progress repon on formulation of the Ninth General Programme of Work SEA/RC45fl 
SEA/RC45/lnf.3,4 and 6 

15. Malaria Control - Ministerial Conference on Malaria SEA/RC45/14 

16. Lepmcy elimination SEA/RC45/19 
SEA/RC4S/Inf.7 

17. AIDS 

17.1 Update SEA/RC45/12 

17.2 Repon of the Management Committee of the Global Pmgsmmc on AIDS 

17.3 Nomination of a member to the Management Committee of 
the Global Programme on AIDS in place of Indonesia whase 
term expires on 31 December 1992 

'Originally issued as docunenl SEAiRC45I1 on 9 July 1992 



18. Health and environment SEAlRC45116 
SEAIRC45IInfS 

19. WHO Spccial Programme for Rexarch and Training in Tropical Discasca 

19.1 R e p n  on the Joint Coordinating Board (JC8) m i o n  

19.2 Nomination of a member to ICE in place of Myanmar whosc tcrm 1 sEAJRC45m 
expires on 31 December 1992 

20. WHO Spccial Programme for Research. Development and Research Training in 
Human Reproduction 

20.1 Repon on the Policy and Coordination Committec (PCC) session 

20.2 Nomination of a member to the Poliry and Coordination Committee in place SEA/RC45/9 
of Bangladesh p v h w  tcrm u p i n s  on 31 December 1992 

21. Management Advisoly Committee (MAC) of the Action Programme on 
Fssential Drugs 

21.1 R e p R  on the session of the Managcmcnt Advlsary Committee of the Action 
Programme on Essential Drugs 

21.2 Nomination of a member to the Management Advisory Committee in place of 
Bhutan w h w  term expires on 31 December 1992 

22. Consideration of resolutions of regional interest adopted by the World Health 
h e m b l y  and thc Executive Board 

23. Time and place of fonhmming Kssions of the Regional Cammittcc 

24. Selection of a subject for the T'echnical Discussions at the forty-sixth session of 
the Regional Committce 

?5. Adoption of the final r e p n  of the forty-fifth session of the Regional Committee 

26. Adjournment 



Annex 3 

REPORT OF THE SUB-COMMVE ON 
PROGRAMME BUDGET 

1. Introduction 
During the plenary session, held on 7 September 1992, the Regional Committee 
unanimously elected Dr Nyoman Kumara Rai as Chairman of the Sub-committee on 
Programme Budget. The Sub-committee held a preliminary meeting on 7 September 
1992 and reviewed its terms of reference (document SEAmC4514). The Sub-committee 
met again on 8 and 9 September 1992 to discuss the working papers (documents 
SEA/RC45/PB/WPIl to 5) relating to: 

(a) the implementation of the Organization's collaborative programmes in Member 
States during the biennium 1990-1991 and during the first six months of the biennium 
1992-1993; 

(b) the planned allocations, by programme and by actual expenditures, during the 
biennia 1990-1991 and 1992-1993; 

(c) the proposed programme budget for the biennium 1994-1995; and 

(d) the progress made in the joint governmentMlH0 evaluation of priority health 
programmes during the biennium 1992-1993, 

and to finalize its report. The meetings were attended by : 

Dr (Mrs) Khairun Nahar Bangladesh 
Dr Jigmi Singye Bhutan 
Mr Kwon Sung Yon DPR Korea 
Mrs Chong Hyo Song DPR Korea 
Mr B.S. Larnba India 
Dr Nyoman Kumara Rai Indonesia 
Mr Mohammed Rasheed Maldives 
Dr G. Purevsuren Mongolia 
Dr U Lin Aung Myanmar 
Dr Ram Nandan Sinha Nepal 
Mr Bhoj Raj Pokhrel Nepl 
Dr H.M.S.S.D. Heralh Sri Lanka 
Dr Jumroon Mikhanorn Thailand 
Dr Somsak Chunharas* Thailand 

'0ri~in.11~ islved ar document SEA/RC45/2 on 9 September 1992 
.Anmded in pan only 



2. Review of the Implementation of Programmes in the 
Biennium 1990-1991 

The Sub-committee reviewed the working paper (document SEA/RC45/PB/WP/l), noted 
the observations of the twenty-first meeting of the Consultative Committee for Programme 
Development and Management (CCPDM), and endorsed the rewmmendations as 
recorded in Section 2 of its report (document SEA/PDM/Meet.21/8). 

3. Review of the Implementation of Programmes During 
the First Six Months of the Biennium 1992-1993 

The Sub-committee rcviewcd the working paper (document SEAIRC45IPBIWPI2) 
relating to the implementation of WHO'S collaborative programmes in Member States 
and under the intercountry programme during the first six months of the biennium 
1992-1%3. While noting thc discussions at the twenty-second meeting of CCPDM, the 
Sub-committee urged Member States to accelerate the delivery of programmes funded 
not only by the Regular Budget of WHO, but also by the extrabudgetary resources, in 
the light of their increasing need for more funds to implement their health development 
activities to attain the targets of Health for All. 

The Sub-committee endorsed the recommendations made by CCPDM at its 
twenty-second meeting, as recorded in Section 1 of its report (document 
SEAIPDMIMeet.2217). 

4. Planned Allocations by Programme and Actual Expenditures 
During the Biennia 1990-1991 and 1992-1993 

The Sub-committee reviewed the working paper (document SEAIRC45/F'B/WPl3) and 
discussed the need and usefulness of including this item in the terms of reference during 
even-numbered years. 

The Sub-committee felt that a comparative analysis of planned allocations, by 
programme and actual expenditure, during the preceding and ongoing biennia would 
no longer be a meaningful and valid exercise in the context of a single programme 
budget as decided by the Regional Committee, and preparation of annual detailed plans 
of action which were based on the needs and priorities of Member States. In view of 
this, a comparison of the performance of WHO'S wllaborative programmes of the 
preceding biennium with the first six months of the current biennium did not produce 
any useful information for the benefit of the Sub-committee. 

In the circumstances, the Sub-committee recommended that this item [l(c)] be 
deleted from its terms of reference for even-numbered (budget) years. 



5. Review of the Proposed Programme Budget for 1994-1995 

The Sub-committee was informed that the proposed programme budget for 1994-1995 
had been formulated in the context of the zero-level growth of the Organization's 
Regular Budget, taking into consideration the national strategies for health for all, and 
in close consultation with Member States. More than 75 per cent of the regional budget 
was allocated to country activities, in accordance with World Health Assembly resolution 
WHA29.48, requesting the Director-General to ensure that the allocation of the regular 
programme budget reached the level of at least 60 per cent in real terms towards 
technical cooperation with, and provision of services to, Member States. 

The Sub-committee noted that the programme budget proposals for 1994.1995 
included an increase of 13 per cent on account of cost and inflationary factors. 

The Sub-committee was informed that the following changes would be made by 
WHO headquarters while preparing the global programme budget for 1994-1995: 

(a) the activities relating to Staff Development and Training, which had now been 
shown under the programme area General Programme Development (1.2.3) would 
be transferred to the programme area Development of Human Resources for 
Health (2.5.0); and 

(b) the posts funded by programme support costs, now shown under the programme 
area Tropical Discases Research (4.13.5) would be transferred to the programme 
area Research Promotion and Development, including Research on 
Health-promoting Behaviour (3.7.0). 

The Sub-committee noted that, within the proposed country budget, allocation to 
different programme areas could be modified according to the countries' needs and 
emerging priorities, which could be reflected in the annual detailed plans of action to 
be developed closer to the year of implementation. 

After reviewing the programme budget proposals for 1994-1995, contained in 
document SEA/RC45/3, the Sub-committee agreed that the programme proposals were 
in conformity with the Eighth General Programme of Work covering the period 1990-1995, 
as well as its Medium-Term Programmes, the criteria for WHO support as provided 
in the Regional Programme Budget Policy, and the Director-General's "Procedural 
Guidance for the Elaboration of the Programme Budget for the Financial Period 
1994-1995". 

The Sub-committee recommended that the Regional Committee request the 
Regional Director to transmit the proposed programme budget for 1994-1995 to the 
Director-General for inclusion in his programme budget proposals for 1994-1995. 



6. Progress Report on Joint GovernmenthWO Evaluation 
of a Priority Health Programme 

The Sub-committee noted the observations of the twenty-second meeting of CCPDM 
and endorsed the recommendations on this subject, as recorded in Section 2 of its 
report (document SEAPDMIMeet.2WI). 
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Annex 4 

RECOMMENDATIONS 
ARISING OUT OF THE TECHNICAL DISCUSSIONS 

ON BALANCE AND RELEVANCE IN H U M 9  
RESOURCES FOR HEALTH FOR HFAl2000 

1. INTRODUCTION 

Technical Discussions on "Balance and Relevance in Human Resources for Health for 
HFAD000" were held on 8 and 9 September 1992 under the Chairmanship of Dr Somsak 
Chunharas. The agenda and annotated agenda, as approved by the Regional Committee 
(SEA/RC45/5 and Add.]) and the working paper for the Technical Discussions 
(SENRC45/17) formed the basis for the discussions. 

1.1 Opening Remarks by the Chairman 

In his opening remarks, the Chairman noted the importance and complexity of the issues 
influencing the development of human resources for health. He pointed out the need to 
recognize that human resources for health was an important component of the total health 
system which was influenced by suprasystems, such as the socirrpolitical system of a country, 
and was composed of subsystems concerned with the planning, production and management 
of human resources for health. He noted that the main adors concerned with human 
resources included national health authorities, professionals and academics concerned with 
production, as well as consumers of health care, and that these adors had diierent goals 
and expectations that needed to be reconciled if conIlids were to be minimized. 

1.2 Definition and Criteria of Balance and Relevance 

Dr C. Paul Chen, Regional Adviser, Human Resources for Health, WHOISEARO, in 
his introduction, noted that health services were essentially labour-intensive and therefore 
the human resource constituted its most critical component utilizing 60 to 75 per cent 
of the health budget. It was therefore generally agreed that relevantly-trained human 
resources for health and the optimal use of the right kind of trained personnel, produced 
in the right quantities and at the right time, were the key to the development, improvement 
and efficient functioning of comprehensive health systems based on primary health care, 
which, in its turn, was the key to the attainment of health for all by the year uXM. 

'Originally issued ra document SEAIRC4SR4 Dsld  10 September 1992 



It was also noted that the terms "balance" and "imbalance" of human resources for 
health were dificult to define because it was not an absolute but a dynamic process. 
The terms denote adequacy and suitability for tasks as regards the number and the 
type of health personnel for a particular health target, in this case health for all by the 
year uMO, at a particular period of time. 

Nevertheless, it was suggested that imbalance be defined as: "a mismatch or 
discrepancy between numbers, types, and distribution of one or several categories of 
health personnel on the one hand, and a country's needs for their services and its 
capacity to employ, support and maintain them". 

( I )  1mbahnce.s of human resources for heaUh 

Imbalance of HRH might take the form of: 

Nunrerical imbalance in which there was an oversupply or undersupply of 
the total numbers of health personnel of one or more categories relative 
to a perceived or designated norm or standard, which might vary from 
country to country. 

Distriburional inrbalance of health personnel that may occur between 
regions or states within a country, between rural and urban areas, and 
also within different parts of the same urban area, as in the case of 
geographical imbalance; or when some health institutions in the country 
were more poorly staffed than others because of their location, facilities 
and other amenities; or when there was an imbalance between health 
personnel in the public and the private sectors. 

Inrbalance in HRH skill nrir may occur between categories of health 
personnel, such as the proportion of physicians to nurses in the country, 
or the over-representation or under-representation of one or more 
categories of health personnel in the health team; and within categories 
such as occurred, for example, in the distribution between general 
practitioners and specialist physicians, between those in the curative and 
preventive medicine fields, or in the imbalance in distribution between 
the different medical specialties. 

(2) Lack of relevance 

Lack of relevance implied overqualification (over-training), underqualification 
(under-training) and misqnalification (irrelevance of training), and reflected: 

the relevance of pre-service training and education to job descriptions; 
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the adequacy of training institutes to produce the type of health personnel 
needed; and 

the adequacy of continuing education programmes (both formal and 
in-service) to maintain, upgrade and supplement skills and knowledge. 

1.3 Consequences of Imbalance and Lack of Relevance 
of Human Resources for Health for HFAl2000 

The negative consequences of a shonage of HRH were poor coverage leading to reduced 
accessibility to the services of health personnel, and poor service provided by health 
workers due to increased workload and pressure. 

Oversupply of H R H ,  particularly of the professional categories, could have some 
advantageous consequences: improved geographical distribution and better accessibility 
to services, and, thebretically, provision of better quality care by less harassed health 
personnel. 

Negarive consequences of an oversupply included: unemployment, underemployment 
leading to lower productivity and professional dissatisfaction, inappropriate employment 
either in the health field or in other sectors, reduced choice of employment, reduced 
opportunities for career advancement and postgraduation, and the loss of highly trained 
health workers through migration. 

An important economic cost was the loss of opportunity to train larger numbers 
of other types of health workers with the resources used for training an oversupply of 
professional categories. The economic costs derived from an inappropriate skill mix of 
HRH or the inappropriare use of HRH could also be considerable. 

2. DISCUSSION 

During the discussion all  members of the Committee contributed accounts of the importance 
of imbalance and the lack of relevance of human resources for health in their wuntries. 
Several members indicated that up to 70 per cent of dodors were located in urban areas, 
and mentioned examples of disparities in doctor:nurse ratios - with some countries having 
more dodors than nurses. Several major areas with common problems of imbalance and 
lack of relevance of human resources for health in the Region were identified. 

2.1 Difficulty in Staffing Rural Areas 

There was general agreement that all countries faced the difficulty of staffing rural 
areas with health personnel, and that rural areas were generally inadequately served. 
Many reasons were mentioned for this state of affairs, particularly in relation to 



professionals, such as doctors. It was mentioned that doctors were unwilling to serve in 
areas that lacked adequate facilities, such as educational, housing and social facilities. On 
the other hand, teachers expressed the same reluctance because of poor health care services 
due to the lack of doctors. Thus, one needed to take into account the Linkage of health 
sector problems of human resources for health Hith similar problems of other sedors. 

Compulsory services in rural areas had been used to reduce the rural-urban 
imbalance. However, it was also mentioned that doctors, even if compulsorily posted 
to rural areas, might devise all kinds of escape mechanisms and that perhaps the use 
of village health workers and allied health workers may be the only solution. Experience 
indicated that even an oversupply of doctors did not ensure that rural areas were 
adequately served. 

2.2 Competition between Public and Private Sectors for 
Human Resources for Health 

A second major factor contributing to the imbalance of human resources for health in 
the Region was the competition between the public and the private sectors. This had 
more recently become much more acute than in the past, and affected many countries 
in the Region. In some countries, up to 60 per cent of the professional human resources 
for health were located in the private sector. Such a large proportion of human resources 
for health wuld not be ignored when the question of imbalance was examined. In a 
number of countries, private practice occurred after the official hours of work when 
public sector doctors were permitted to do private practice. However, some degree of 
pilferage of official working time as well as of consumables, such as drugs, may take 
place, and this undermined the government's efforts to provide satisfactory health care 
services. 

Regulation of the private sector was felt to be an important factor that needed to 
be considered if the private sector was not to remain uncontrolled, particularly in terms 
of the quality of senices. For example, it was noted that in some instances, private 
sector nurses were underqualified while public sector nurses met the registration 
standards. 

2.3 Human Resources for Health as part of the Total Manpower 
Development System of a Country 

A third major factor influencing the balance of human resources for health was the 
relation of the development of human resources for health to the total manpower system 
of a country. In Maldives and Bhutan, this was a critical factor since the availability of 
suitable candidates for training came from a limited general pool. Further, general 
policies governing total manpower development would have a significant effect on the 



development in the health sedor. For example, when policies restricted the number 
and shape of the pyamid of skill, it was often difficult to convince the Civil Service 
Commission that more specialists in the health sector were required in contravention 
to general policies. 

2.4 Important Role of the Consumer of Health Care and 
the Community in HRH Development 

It was recognized that the wnsumer of bealtb care and the community played important 
roles in the development of human resources for health. Thus, wnsumer behaviour and 
demand were important influences on the quantity and quality of health care services. 
An aggressive consumer assodation could serve as a check to the quality of health care 
provided. 

2.5 Some Examples of Mechanisms Used in Preventing or 
Reducing Imbalance and Lack of Relevance in Human 
Resources for Health 

It was recognized that, in looking into the factors that influenced balance and 
relevance in human resources for health, it would be necessary to bear in mind the 
interaction of the three main actors in the development of human resources for 
health, namely, the national health authority, professionals and academics, and the 
community, and that the total health team needed to be borne in mind as there was 
a danger in focusing mainly on professionals such as doctors. There was also a need 
to determine whether all categories of health workers shared a common vision and 
a common work culture. Without this common vision and common culture, conflicts 
were sure to arise. Within this context, examples of mechanisms to prevent or reduce 
imbalance and irrelevance were mentioned. 

(1) The use of various kinds of incentives and r e w a d  were mentioned. It was suggested 
that financial incentives, community rewgnition of the services of the health workers 
and job satisfaction could play important roles in preventing and reducingimbalance. 
Credit and recognition for serving in rural areas was found to be useful in reducing 
rural-urban imbalance. 

(2) Appropriate training of health workers could also be an important factor. For 
example, in India, health-related vocational training had produced allied health 
workers who were readily deployed in both public and private sectors. The 
dispersion of training institutes throughout the Indonesian archipelago had 
helped to reduce the geographical imbalance of health workers. The community 
and the private sector also participated in the training of health workers in 
Indonesia. 



(3) The appropriate supervision of village health workers was mentioned as a critical 
factor in sustaining their usefulness since unsupenised village health workers were 
often pressed into doing more than they had been trained to do, with damaging 
consequences. It was also pointed out that the performance of health workers was 
related to the quality of supervision, knowledge and the support they received 
from the community. 

(4) The manogenlenr and proper utilization of human resources for health was also 
recognized as a critical factor in reducing imbalance and irrelevance. In Indonesi4 
strengthening the management of human resources for health through annual short-term 
and long-term planning combined with improved recruitment and placement 
procedures, motivation, career development, a reward system, supelvision, and 
involvement of health professional organizations, was improving the situation. It was 
noted that in many developed countries that had a solid information base, management 
of human resources was the sole planning device used. 

(5) Systematic continuing education of health personnel was also recognized to be an 
important mechanism in increasing the relevance and career development of health 
workers. It also served as an incentive in encouraging increased performance and 
output, and influenced the willingness of health workers to continue in service. 

(6) The use of Iegslnrion andpro/essional councils to regulate the quality of practice and 
training of health personnel was also felt to be important in efforts to achieve balance 
and relevance in human resources for health. Here it was noted that the newer 
categories of health workers had not yet established their credibility as professioial 
groups with unique cores of knowledge and skills. As a consequence, they were unable 
to claim their legitimate rights to be governed by their own professional councils. 

2.6 Strategies for Intervention 

Based on the factors influencing human resources for health, nine strategies have been 
identified for action to prevent or resolve the problem of imbalance and for making 
HRH training more relevant to the needs of HFAIUXX). 

It must be stressed that the division into different strategies is somewhat empirical 
and is no more than an attempt to reduce the many factors that need to be considered 
into more manageable groupings. Furthermore, they are not mutually exclusive, nor are 
they arranged in a hierarchical sequence. 

Planners need to find entry points to initiate the process. Frequently, it is a question 
of the relevance of training that leads planners to a review of policy. It is also true that the 
nature of human resources for health is such that addressing the problems of a specific 
profession will invariably lead to considerations of aU other categories of the health work 
force. If the problems of the health work force are to be resolved, this is essential. 
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The environment in which the health work force operates is changing all the time 
as a result of new scientific knowledge, new technology, pressures from the community 
and economy, changes within the health profession, and updating. Therefore, the review 
of strategies must be an iterative process to be carried out at appropriate intervals or 
when some significant developments have taken place. 

A. HRHPLANNING 

( I )  Development of appropriate HRHpolicier as looh lo a c k h  balance 
andmvMcsofHRHdevelopmnt 

A number of countries have mentioned that the lack of explicit HRH policies is hindering 
the development of rational HRH plans. There is thus a need to review and analyse 
whatever HRH policies exist in a country and to formulate appropriate HRH policies 
which link health service policies to training and staffing policies and which incorporate 
flexibility to allow for modifications of employment practices. The development of 
methodology for HRH policy analysis and strengthening of national capabilities for this 
purpose, and developing implementation capability to support the policy, are therefore 
priority activities. Steps should be taken to make the HRH policy widely known and 
understood in both the public and the private sectors. 

(2)  &-vehpment o f d y ~ m i c  HRHpkurs thaI qJb3 ma&, &udabbilily 
and relevance based on appmpriafe skill mir of wriom d q o r k  of 
healrh workersfor the d i f f e m  leveh ofcan 

Although all countries of the Region report that there exists some form of HRH planning, 
all of them expressed the need for more systematic and realistic plans. There was also 
a need to regularly review the assumptions underlying the plans and update them as 
necessary. Therefore much remains to be done to ensure that medium-term and long-term 
HRH plans are systematically developed to promote a more balanced staffing mix and 
distribution of health personnel in Member Countries. The plans should consider realistic 
senice loads, realizing that not all demands can be met, and priorities must be defined 
within the budget realities. The contribution from the private sedor must be included 
in such considerations. An appropriate permanent mechanism would need to be instituted 
in many countries to regularly review and revise the HRH plans in the light of changing 
circumstances, and to strengthen national capabilities in HRH planning. 

(3) Ensuring appropriate involvement and concern over fhepublic demand 
and decisions on healrh c a n  

The public, or the consumers, of health care constitute the most important component of 
the health system. They are the first level where decisions for health take place and they 
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are the ones who make use of HRH. In order to ensure optimal use of HRH, it is 
necessary to build up a public educated to become responsible consumers of health 
services. This should include the ability to make the right decisions about healthy 
lifestyles as well as elements of self care. Health education will need to be pursued 
from a young age. 

The mobilization of public participation in health may also take the form of voluntary 
organizations besides the attempt to educate individuals or create individual health 
volunteers. 

B. PRODUCTION OF HRH 

(4) Strengthening cmrdiMIion of health services, HRHdevehpment, and 
educarional and teacher training to encure thal HRHproduetwn meets 
the needs of lhe health services, both quuntiralively and qualil(llively 

The traditional division of responsibilities between training institutes concerned with 
the production of different categories of health workers, and the health system responsible 
for the delivery of health care services, continues to persist in several countries of the 
Region. Renewed efforts need to be made to establish effective coordinated health 
services and human resources development (COHHRD) suited to the individual needs 
and circumstances of each country, which could ensure meaningful coordination between 
the production of health personnel and the requirements of health services. There is 
also a need to strengthen education and teacher training. 

(5) Reorieniolion o j l k  curricula of aU categorim of health workers 

Reorientation of the curriculum involves much more than tinkering with course 
requirements and contents, and duration of instruction, etc. Since health care is constantly 
evolving, what is needed is an intelligence system which senses changes in demography, 
epidemiology and technology that can be reflected in the curricula. The cost of health 
care has become an important issue and students should also be exposed to the problem 
of choice and economic implications. 

C. MANAGEMENT OF HRH 

(6) Strengthening HRH mnnugemeni and improving utilimwn of 
health personnel 

The shortage of many categories of trained health personnel in many countries of the 
SEA Region is aggravated by several factors that prevent health personnel from effectively 
performing the specific tasks for which they were trained. These factors relate to both 
technical capability as well as to productivity and motivation. Some of the problems 



include poor recruitment processes, inappropriate staffmg patterns, lack of leadership, 
poor motivation, inadequate support and supervision, poor staff relations, lack of 
problem-solving skills, lack of systematic staff development, lack of supplies and 
equipment, lack of rewards and incentives for good performance, and inappropriate 
organizational management. 

Two simultaneous actions may be taken to enhance the efliciency and effectiveness 
of health personnel: 

(a) Improved utilization of health personnel through the application of appropriate 
knowledge, skills and attitudes in regard to problem-solving, motivation, supervision, 
staff development, staff relations and the processes of recruitment, placement, staff 
appraisal and organizational changes in an environment of proper support with 
supplies, learning materials, equipment and ancillary staff that allows people to 
work properly; 

(b) Sysren~atic continuing educarion, aimed at maintaining and upgrading technical 
knowledge and skills, also serves as an incentive. 

(7) Regulating a d  assuring good qualily of services 

With the growing complexity of the health service system and the HRH mix as well 
as the growing orientation towards financial incentives in health care, one of the major 
concerns of HRH performance is to assure that appropriate services of an acceptable 
quality are provided. This requires the introduction of appropriate rules and regulations 
or even legislative measures and mechanisms set up to monitor and ensure that regulatory 
and quality assurance measures are properly adhered to. 

D. SUPPORT OF HRHDEVELOPMENT 

(8) Developmenl o / m  HRH injiormatwn base to impmve the qua& oj 
desiswn-making and promotion of decision-linked HRHmeoreh 

It is generally agreed that, to improve the quality of decision-making at the national 
level in matters relating to the development of appropriate HRH policy, plans and 
legislation for HRH development in general, an adequate and comprehensive HRH 
information base is absolutely essential. 

Timely and valid information from government, semi-government and private 
organizations is constantly required by decision-makers if the decisions are to be sound 
and realistic. Hence, to back up the HRH information base, decision-linked health 
systems research in HRH development should be initiated and continually supported. 



(9) Development of legislolion, ordinam& and @wm as took to orhieve 
balance and relevurn of HRHdevelopment 

Ordinances, regulations and HRH legislation can serve as a policy tool for strengthening 
the distribution, use and management of health personnel. This may be used as an 
instrument to complement official government policy, to define the functions of health 
personnel, to regulate their geographical distribution, to govern their working conditions 
and provide a career structure, to provide for surveillance of their performance, to lay 
down educational requirements to maintain their competence, and to allocate funds for 
training and development. 

3. CONCLUSIONS 

Following the exchange of experiences and views of members of the Committee, several 
topics were discussed and the following conclusions were arrived at: 

(1) It was agreed that imbalance and the lack of relevance of human resources for 
health continues to be a problem in the Region. It was also recognized that the 
phenomenon of imbalance and lack of relevance is a dynamic one and depended 
on the perspective of each country. However, solutions tended to take time and, 
consequently, there is a need to take timely action if the aim is to prevent and 
reduce such imbalances. 

(2) Numerical imbalances resulting in undersupply as well as oversupply are evident 
in the Region. Distributional imbalances occurred in terms of regional-provincial 
imbalances as well as in terms of rural-urban imbalances, while inefficient health 
personnel skill mixes were also evident as exemplitied by the fact that in some 
countries there were more doctors than nurses. 

(3) A lack of relevance in the skills and knowledge of some categories of health workers 
is also evident in the Region, with some workers being overtrained for their tasks 
while others are undertrained or mistrained. 

(4) It was recognized that the private sector plays a crucial role in the problems 
associated with the development of human resources for health, and that the private 
sector is a rapidly growing one in which the quality of health care services varies 
so much that there is a need to ensure quality through better regulation. On the 
other hand, the potential positive contribution of the private sector was also 
recognized in relation to planning, production and management of human resources 
for health. In this context, both the for-profit sector and the non-profit sector 
should to be taken into account. 

(5) It was also agreed that the development of human resources for health must be 
seen in the context of total manpower development. The influence of other sectors 
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on the health sector must be recognized in any attempt to achieve balance and 
relevance in human resources for health. 

(6) The important role of the consumer of health care and the community in influencing 
the demand for health and quality of services through bodies such as consumer 
associations was recognized. Additionally, consumer behaviour and reaction 
influence the behaviour of providers of health care. 

(7) It was also recognized that in any effort to achieve balance and relevance of human 
resources for health, economic reality and affordability, as well as the dynamicity 
of factors influencing balance and relevance, must be taken into account. 

(8) The Committee recomended the nine strategies set out in Section 2.6 and indicated 
that it was clear that no single set of strategies could be appropriate to the countries 
and that each country would need to identify an appropriate mix of strategies at 
a level appropriate to its situation. 

4. RECOMMENDATIONS 

(1) Given the increasingly complex and changing socioeconomic conditions which 
influence the health sector and especially the health work force, countries should 
carry out a policy analysis of the overall HRH situation with special attention paid 
to the type of imbalance as well as the relevance of HUH in terms of both skill 
and category mix. Such an analysis should take into account the situation in the 
private sector and should lead to subsequent appropriate actions with regard to: 

(a) HRH planning capability, mechanisms and processes as well as the 
promotion of an HRH information base and research studies; 

(b) production of HRH, both quantitatively and qualitatively, with necessary 
improvement of curriculum and faculty members, and 

(c) management of HRH in terms of incentive systems, supportive services 
and facilities, continuing education, career development, supervision, and 
quality assurance in order to best utilize the existing pool of available 
HRH. 

(2) WHO should collaborate in aproactive manner with countries to provide appropriate 
support in ensuring that countries carry out actions to develop appropriate national 
policies, plans and strategies concerning the production, utilization and further 
development of HRH in the countries. 



Annex 5 

REPORT OF THE TWENTY-SECOND MEETING OF THE 
CONSULTATIVE COMMIWE FOR PROGR+GME-~ 

DEVELOPMENT AND MANAGEMENT 

PURSUANT to the decision of the thirty-fifth session of the Regional Committee that 
the Consultative Committee for Programme Development and Management (CCPDM) 
should meet every six months to undertake a review of the implementation of WHO'S 
collaborative programmes in Member States of the Region, the Regional Director 
convened the twenty-second meeting of CCPDM at Hotel Soaltee Oberoi, Kathmandu, 
Nepal, from 4 to 6 September 1992, with the following as the terms of reference: 

(1) Review of Implementation of WHO'S Collaborative Programmes in 
Member States during the first six months of the biennium 1992-1993, 
i.e. 1 January to 30 June 1992; 

(2) Noting of the Progress Report on Joint Government-WHO Evaluation 
of Priority Health Programmes; and 

(3) Renew of the Report of the Working Group Study on WHO Programme 
Management. 

Welcoming the participants to the meeting, Dr D.B. Bisht, Director, Programme 
Management, WHO Regional Office for South-East Asia, briefly explained the 
background to the establishment of CCPDM and said that the primary task of the 
Committee, which met four times during a biennium, was to review the implementation 
of the Organization's collaborative programmes in Member States. During the past few 
years, however, CCPDM had also been assigned important tasks concerning programme 
development and management by the Regional Committee or by the Regional Director 
and its recommendations had been found quite useful both by the Member States and 
WHO. He then referred to the items included in the agenda for the current meeting 
and hoped that the deliberations of the Committee would provide useful guidance to 
WHO in its collaborative activities with the Member States. 

Dr Jigme Singye of Bhutan was elected Chairman, and Dr M.A.L.R. Perera of Sri 
Lanka Rapporteur. A list of participants is attached (see Appendix). 

'originally issued rs  dmumcnl S!2A/PDMMnrl220 on 6 September 1992 



REVIEW OF IMPLEMENTATION OF WHO'S COLWBORATlVE 
PROGRAMMES IN MEMBER STATES DURING THE FIRST 

SIX MONTHS OF THE BIENNIUM 1992-1993, 
is. 1 January to 30 June 1992 

THE CCPDM reviewed the information on programme delivery provided in the workiing 
paper (document No.SEA/PDMiMeet.W3). and noted that the adual delivety of WHO'S 
collaborative programmes, in financial terms, during the first six months of the biennium 
1992-1993 was 37 per cent excluding earmarking, and 40 per cent including earmarking, 
for the Region as a whole. 

The CCPDM felt that the regional programme delivery was, by and large, satisfactory 
even though the delivery rate in respect of some components, such as the feUowships, 
S&E and-LCS, needed improvemeht. Country delivery could be furthe; 
improved through expeditious processing of proposals received from the countries. The 
CCPDM also noted that delivery of programmes funded by UNDP, UNFPA and other 
voluntary agencies required further acceleration, especially in the context of zero-level 
growth of the Regular budget and the increasing need of the Member States for 
additional resources to implement their national HFA strategies. This would also improve 
the image of the Organization as an effective and efficient executing agency and further 
strengthen the existing joint Government~WHO coordination mechanism. 

The CCPDM reiterated that the specific recommendations made at its tenth meeting 
in September 1986 for actions to expedite the implementation process at both the 
country and Regional Office levels, which were again reiterated at its seventeenth 
meeting in April 1990, still held good. In this connection, it also referred to the recent 
Working Group Study on WHO Programme Management and hoped that, based on 
the conclusions of this Study and the deliberations of CCPDM, the Regional Committee 
would formulate specific recommendations with a view to providing guidance to Member 
States and the Organization on finding ways and means of improving programme delivery 
at the country and Regional Office levels. 

During the discussions, the following observations were made: 

Processing of some pipeline activities, both in the WRs' oflices and the 
Regional Office, took a long time, which contributed to delays in the 
conversion of pipeline activities into actual obligations. If there were any 
deficiencies in the proposals received from the countries, these should be 
speedily resolved either at the country or Regional Office level, with a 
view to expediting programme delivery. 
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Implementation of programmes funded by UNDP and UNFPA was tardy 
in some countries because of the multiplicity of clearances required from 
various government agencies. 

The implementation of supplies and equipment wmponent sometimes did 
not reflect the true picture because the processing of requests, particularly 
for specialized equipment, took a long time. This was further compounded 
by incomplete specifxations of equipment requested. 

Increasing the WRs' fmancial authority for local purchases could accelerate 
implementation of the S&E component. However, the delegation of 
authority to the WRs was recently reviewed and revised upwards twice 
to help in accelerating programme implementation. 

lmplementation of activities under the LCS and CSA components could 
be improved by providing suitable administrative support to the programme 
managers who had a fair amount of workload. In some countries, experience 
had shown that involvement of NGOs and other voluntary agencies in the 
implementation of activities had been found useful, particularly under 
these components. 

The delivery rate under the fellowships component was low mainly because 
most of the orooosals were for extra-renional fellowshios. which had certain . . - . . 
constraints such as the candidates not fulfilling the basic requirements of 
the receiving universities/institutions. Further, last minute cancellation of 
f e ~ l o w s h i ~ s ~ f o r  which placements had already been finalized, or 
substitutions, also contributed to delays. 

Fellowships should be programme/outcome-oriented and in consonance 
with the long-term manpower planning requirements. Member States might 
consider the rolling plan concept as well as forward planning for their 
fellowships programmes. 

For identifying institutions for placement of fellows within the Region, 
Member States might make use of the directory of training institutions in 
the South-East Asia Region, and also the TCDC Directory, brought out 
by the Regional Office. Regarding identification of appropriate institutions 
for extra-regional fellowships, information could be found in the 
publications brought out by agencies such as USIS, the British Council, 
ODA, etc. 

Although it looked as if Local Cost Subsidy (LCS) and Direct Financial 
Cooperation (DFC) had many similarities, still the procedures for imple- 
menting activities under these components differed and needed to be 
clearly understood as they were distinct from each other in administrative, 
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t inand,  monitoring and evaluation terms. Member States could make use 
of suitable mechanisms for implement& acrivitics under these components. 

It was suggested that a comprehensive catalogue of various equipments 
by different manufacturers, giving the specifications, price, etc., could 
facilitate the countries in identifying the type of equipment required. The 
Regional Office should continue to provide necessary information to 
Member States as and when required. 

After detailed discussions, CCPDM made the following recommendations: 

(I) Member States should streamline their mechanisms/procedures with a 
view to accelerating the implementation of programmes, particularly 
those supported by UNDP and U W A  funds. 

(2) WHO should speedily implement the process of strengthening the 
informatics support for programme implementation and monitoring at 
country and regional levels, with a view to facilitating accelerated 
programme delivery. Member States should also adequately strengthen 
their internal informationlreporting systems. 

(3) While submitting requests for S&E, Member States should ensure that 
complete information and correct specifications of the equipment required 
were provided in order to enable the Regional Office to process them 
without delay. Within eight weeks of receipt of such requests, the Regional 
Office should provide a feedback to the countries on the status of requests 
being processed, particularly those which were either likely to cause 
&lay or were not in order. 

(4) Member States might wish to adopt the concept of the rolling plan and 
forward planning in the fellowships programme. While planning for 
long-term fellowships overlapping one or more biennia, countries should 
ensure adequate provision of funds while formulating programme budget 
proposals and make a specific statement that the funds would be provided 
for the fellowships from the next biennium. This would facilitate the 
obligation of funds for continuation of these fellowships without further 
reference to the countries. 

(5) Member States should utilize the existing potential and capabilities of 
national and regional institutions for in-country and regional fellowships 
to the maximum extent possible. This would not only strengthen the 
existing institutional capabilities but also result in better utilization of 
fellowships programmes. 

(6) Involvement of NGOs in the implementation of activities under LCSICSA 
components should be considered and encouraged, which might in turn 
accelerate the delivery rate of these two components. 



REPORTOFTHE FORTi-FlFnl  REGIONAL COMMTIEE 

PROGRESS REPORT ON JOINT GOVERNMENT-WHO 
EVALUATION OF PRIORITY HEALTH PROGRAMMES 

THE CCPDM reviewed the working paper (document SEAPDMNeet.2214) which 
outlined the progress made by the countries in carrying out a joint GovernmenVWHO 
evaluation of priority health programmes in pursuance of the recommendation made 
by it at its eighteenth meeting held in September 1990. 

The CCPDM noted with appreciation the various steps already initiated by Member 
States for undertaking the joint evaluation exercise. While three countries had already 
carried out the evaluation of their respective priority health programmes, the remaining 
countries were at various stages of undertaking this exercise. 

During the discmiom, delegates from Member States provided further information on 
the status of evaluation exercises in their respective countries and made the following points: 

There should be a committee at the national level to monitor and coordinate 
implementation of priority health programmes funded by WHO andlor 
extra-budgetary resources as well as to take follow-up actions on the 
recommendations arising out of the joint evaluation. 

The evaluation exercise should be cost-effective and time-bound. 

There should be clear-cut objectives for undertaking joint evaluations at 
the country level. In this connection, it was clarified that the main purpose 
of the evaluation exercise was to identify the constraints impeding smooth 
programme delivery and adopt suitable remedial measures to overcome 
them. The evaluation exercise should also cover other aspects of programme 
implementation such as appropriate process for management, efficiency 
and the impact of the programmes. The outcome of the evaluation should 
be used as feedback for programme formulation for the following biennia. 

After further discussions, CCPDM arrived at the following recommendations: 

(1) Member States, who have not yet completed the evaluation exercise, 
should do so before the end of the current biennium. 

(2) The experiences of the specitic programme evaluation, already completed by 
a Member Slate, wuld be shared with other Member States for their benefit. 

(3) Member States should initiate necessary action for identifying priority 
programmes for joint evaluation during the 1994-1995 biennium and 
inform CCPDM at its twenty-fourth meeting in September 1993 so that 
preparatory steps, including resource allocation, could be undertaken 
early both at the country and Regional Office levels. 



REPORT OF THE WORKING GROUP STUDY ON 
WHO PROGRAMME MANAGEMENT 

THE CCPDM was informed briefly about the genesis of its Working Group Study on 
WHO Programme Management, which was undertaken in pursuance of the 
recommendation made at its nineteenth meeting in April 1991. A preliminary repart 
wntaining the findings of the Study at different levels, viz. country, the Regional Oftice, 
WPRO and EMRO, was reviewed by it at its twenty-fust meeting, held in April 1992. 
While reviewing the working paper (Document No. SEA/PDM/Meet.22/5), CCPDM 
noted that it fully reflected the objectives, processes, methodology, findings and the 
outcome of the study undertaken earlier at various levels as well as the deliberations 
of the Committee itself on this subject. 

During the course of the discussions, the representatives appreciated and endorsed 
the findings and recommendations of the study undertaken by the earlier CCPDM as 
contained in the working paper. They also brought out some issues which, although not 
directly related to the findings and recommendations of this study, were important from 
the point of view of programme development and management at the country level. 
These were: 

Since Member States followed different mechanisms/ approaches for 
programme development and management, the recommendations were 
formulated in a general manner and were not country-specific. However, 
country-level management and implementation issues had been dealt with 
thoroughly in the respective reports of the country-level studies. 

A comparative statement of the processes and methods/mechanisms 
adopted by EMRO and WPRO vis-a-vis SEAR0 had not been included 
in the working paper since they differed from those adopted in SEAR. 
However, the salient features of programme development and management 
of EMRO and WPRO had been reflected in the working paper as 
appropriate. 

It was pointed out that, in some countries, the large number of collaborative 
programmes affected effiient implementation and management of 
programmes. In this connection, it was noted that so far as the number 
of programmes was concerned, these were decided by each Member State 
depending upon its needs and priorities. 

It was pointed out that the subject of formulation of the Ninth General 
Programme of Work would be discussed at the 45th Regional Committee. 
The representatives from Member States would have every opportunity 



to participate in the discussionson this item when they couldgive suggestions 
on the programme classification structure for the future. This could 
influence the final decision of the governing bodies in formulating the new 
programme classification structure under the Ninth General Programme 
of Work, restricting it to a few specific priority programme areas rather 
than to a large number as at present. 

The overall programme delivery for the Region would show a marked 
improvement provided all countries, particularly those receiving a sizeable 
allocation of WHO resources, took appropriate steps to improve their 
programme delivery. In this connection, it was noted that some countries 
had internal mechanisms for carrying out periodic reviews of 
implementation not only among their own departments and programme 
managers, but also with the WHO Representatives, and that this had 
contributed to speedy programme implementation. Besides, the senior 
officials responsible for programme management and coordination enjoyed 
considerable authority for decision-making. 

At the time of formulating the detailed plan of action (POA), it would 
be useful to include also the terms of reference for certain components 
such as STC. At the same time, in regard to the fellowships component, 
the POAs could also contain details of the training courses, duration of 
training and the name of the institution where the fellow should receive 
training. All these would obviate the need for frequent programme changes. 

Wherever an inter-agencyldonor coordination committee existed, it helped 
in mobilization of resources and also avoided duplication of effort among 
the agencies providing support to the health sector at country level. 

The regional arrangement of WHO and its method of working should be 
seen more as a strength than as an impediment to programme 
implementation. The recently constituted Executive Board Working Group 
study would review WHO functioning both at country and regional levels 
in the context of the changing global situation. Member States should 
actively participate in this study and provide useful inputs for improving 
programme development, management and implementation. 

While endorsing in principle the recommendations contained in section 6 of the 
working paper (document No.SEA/PDMIMeet.US), CCPDM made the following specific 
recommendations: 

(1) The implementation of the recommendations of the Working Group 
Study should be time-bound and each Member State as well as the 
Regional Office should prioritize them in the context of the 
countrylrcgion-specific situation. 



(2) There should be a periodic follow-up of the implementation of the 
recommendations arising out of the Working Group Study. 

(3) The WRs' offices should be strengthened in the areas of informatics to 
support programme monitoring. 

(4) In view of the financial constraints facing the Organization globally, 
Member Statcs should utilize WHO'S scarce resources as seed money 
for specific programme areas to attract extra-budgetary resources from 
the World Bank, UNDP, UNFPA, etc. In this regard, WHO would 
extend its technical cooperation to Member States in projed formulation 
and documentation as appropriate. 

(5) WHO functions within its constitutional mandate and financial rules and 
regulations. Any action, particularly with regard to programme 
implementation, requiring a change in the financial rules and regulations, 
would need to be taken up at the global governing bodies of the 
Organization. Member States should, thercfore,take up such policy issues 
effectively at these fora. 

(6) Member States should encourage involvement of programme managers, 
who are the focal points for the various collaborative activities at the 
country level, in the periodic meetings of the joint Government/ WHO 
coordination mechanism, as this would contribute to speeding up 
programme implementation. 
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1. OPENING OF THE SESSION (Iim I )  

Thc forty-fifth session of the Regional Committee was opened by H.E. Dr Abdul Sattar 
Yoosuf, Chairman of the forty-fourth session. He extended a warm welcome to His 
Excellency, the Minister of State for Health, His Majesty's Government of Nepal, and 
to the representatives of the Member Countries as well as of the UN and voluntary 
agencies. 

He recalled that the forty-fourth session of the Regional Committee adopted 
resolutions on important topics such as Disaster Preparedness, Evaluation of the 
Strategies for Health for All, Water Supply and Sanitation for the 1990s. AIDS, and 
Sustainable Development. He hoped that the Member States would have framed their 
country programmes suitably so that these resolutions could be translated into action. 

He felt that with the significant expansion of the primary health care network there 
had been an increase in life expectancy and a reduction in the infant mortality rate. 
There was strong evidence of growing political commitment for achieving the goal of 
Health for All. Malaria had for long evaded control strategies; he hoped that the 
forthcoming Global Ministerial Conference on Malaria, to be held in Amsterdam in 
October 1992, would provide new direction to tackle the disease effectively. WHO had 
also seriously takenup the challenge of eliminatingleprosy by the year uMOincollaboration 
with the Member States. 

AIDS was acquiring epidemic proportions globally and the Regional Committee 
would review the present situation in order to control this dreaded disease. There had 
been remarkable progress in regard to immunization in the Member States, most of 
which had exceeded 80 per cent coverage for polio, diphtheria and pertussis. He hoped 
that WHO'S programme on environmental health would be reoriented to meet the 
challenge posed by the recent Earth Summit and in the light of the discussions that 
might be held in Geneva in October 1992. 

Referring to the report of the Working Group on WHO Programme Management 
he hoped that the Regional Committee would provide valuable guidance for further improving 
and strengthening the management of the Organization's collaborative programmes. He 
said that because of the understanding and leadership of WHO there existed a favourable 
climate for effectively and efficiently implementing general health programmes. 

In conclusion, he extended his sincere gratitude to His Majesty's Government of 
Nepal for its warm welcome and the excellent arrangements made for the conduct of 
the meeting in Kathmandu, and said that he looked forward to a stimulating and 
rewarding session. 



Address by the Secretary, Ministry of Health, Nepal 

MR M.S. THAPA welcomed the participants and hoped that the beauty and atmosphere 
of Kathmandu would be conducive to successful deliberations during the session. He 
thanked WHO for holding thc session in Nepal after nine years and said that the 
members of the National Organizing Committee and WHO staff would do their best 
to make the participants' stay comfortable. During the session, the representatives from 
Nepal would like to share their experiences in regard to the health care delivery system, 
communicable and noncommunicablediseases, water and sanitation, health infrastructure 
and research, and Mr Thapa appealed to the representatives to identify common 
problems with a view to finding common solutions to them. He hoped that the 
deliberations of the meeting would be successful. 

Address by the Director-General, WHO 

Dr U Ko Ko read out a message from the Director-General, WHO. In his address, 
DR NAKAJlMA thanked His Majesty's Government of Nepal for holding the forty-fifth 
session of the Regional Committee in Nepal, a country for which he had an abiding 
affection, and for inviting him. 

He said that in the changing world situation, while maintaining more forcefully 
than ever the goal of Health for All, both WHO and its Member States must be prepared 
to adjust their approaches to health and development. Recognition of the important 
role of health in development implied that the health of the people must be seen as an 
investment for the future because there could be no development without healthy people. 
Thus it was essential that health care infrastructure interacted more closely with the 
social and economic infrastructures. This, in turn, meant review and readjustment of 
the existing infrastructures, a reorientation of the thinking of health professionals and 
entering into new and fruitful partnerships, both within and among countries. 

He was confident that the discussions would be stimulating and fruitful. He wished 
the session every success. 

Address by the Regional Director 

The REGIONAL DIRECTOR welcomed H.E. the Minister of State for Health, His 
Majesty's Government of Nepal, representatives of the Member Countries of the Region, 
representatives of the UN agencies and other international organizations, and other 
dignitaries. He expressed his gratitude to the Government of Nepal for hosting the 
forty-fifth session of the Regional Committee in Kathmandu, which offered a unique 
atmosphere of beauty and tranquillity. He also commended the efforts made by the 
Government to improve the health of its people which had resulted in increased life 
expectancy and reduced infant mortality. 



He said that the second evaluation of the HFA/UXX) strategies, carried out by all 
Member Countries in 1991, had indicated the presence of a strong political commitment 
to the goal of Health for All. There had been an overall improvement in the health 
status of the people as well as in the coverage of the population with primary health 
care. However, the progress was not uniform and there was lack of equity and social 
justice; yet, the goal of Health for All remained valid. He urged the Member Countries 
to take into consideration the rapid political, social and economic changes that were 
taking place all over the world while planning public health actions. 

The Regional Director referred to the new paradigm for health, propounded by 
the WHO Director-General, Dr Hiroshi Nakajima, which provided a framework for 
new public health action adapted to the changing economic, political and social realities 
at global, regional and country levels. He said that the objective of WHO's support to 
health action in the future would be to maintain and accelerate the progress, with 
priority being given to countries most in need. These countries had been identified 
under the Intensified WHO Cooperation Initiative (IWC), their health problems critically 
analysed and priority actions to solve those problems identified. This initiative had 
helped countries in this Region to identify critical areas for public health intervention 
and to mobilize additional resources. 

The eighty-ninth session of the WHO Executive Board had convened a working 
group to determine WHO's response and preparedness to meet the global changes. 
The outcome of this study was expected to contribute to a reorientation of WHO'S role 
and functions for making its support to health development in Member Countries more 
effective. In the South-East Asia Region, the Consultative Committee on Programme 
Development and Management (CCPDM) had undertaken a management study in 
Decemher 1991 with a view to optimizing WHO'S resource utili7ation through 
improvement of the process of formulation and implementation of WHO'S collaborative 
programmes. The report of this study was being submitted to the Regional Committee. 

The Regional Director said that training and development of human resources for 
health should be relevant to national strategies for Health for All and to the economic 
implications of different options available in health personnel policies and plans. He 
hoped that the Committee would take this aspect into account in its discussions on 
"Balance and Relevance in Human Resources for Health for HFADKKl", which was 
the subject of the Technical Discussions during the current session. 

He said that malaria continued to be a major problem in the tropical countries. 
There were over 100 million clinical cases of malaria globally, with over one million 
deaths every year. Some 2 24M million people were known to be at risk worldwide. As 
a follow-up of the discussions at the eighty-fifth session of the WHO Executive Board 
in 1990, and in the light of the deteriorating malaria situation in the world, it was 
decided to hold a global Ministerial Conference on Malaria in Amsterdam in October 
1992. This Conference was expected to strengthen the commitment of political and 



health leaders of the countries concerned as well as of the international community to 
malaria control. 

Leprosy was endemic in nine out of the eleven countries of the Region, which 
accounted for 60 per cent of the global case load. The introduction of multidrug therapy 
had resulted in a reduction by about one-third of the registered leprosy cases worldwide. 
Noting this progress, the Forty-fourth World Health Assembly in 1991 declared WHO'S 
continued support for the use of all control measures in the attainment of the global 
elimination of leprosy as a public health problem by the year 2000. 

AIDS had assumed epidemic proportions in several countries of the Region and 
was rapidly advancing in specific population groups as well as in the general population. 
As of May 1992, about 45 000 HIV-infected cases had been identified, of which 95 per 
cent were from three countries. The Regional Committee would be discussing this 
subject while the ministers of health of the countries of the Region would review the 
situation and examine the progress made at their tenth meeting, to be held in Kathmandu. 

The Regional Director said that the Earth Summit, held in Rio de Janeiro in June 
1992, had underlined health as a key factor in global development, which provided a 
challenge to WHO to develop and implement programmes for the promotion and 
protection of human health. The Summit also specified certain programme areas for 
WHO'S direct involvement. These were: meeting orimaw health care needs. ~articularlv -. . . 
in rural areas; control of communicable diseases; protecting the health of vulnerable 
groups; meeting urban health challenges; and reducing health risks from environmental . . 
pollution and hazards. In order to discuss the implications of these programme areas 
in detail, the subject of Health and Environment had been included as an item for 
discussion during the session. 

In conclusion, the Regional Director said that much still remained to be done for 
achieving Health for All before the close of the century, which was drawing near. WHO 
had a clear mandate to support all Member Countries in their quest for Health for All. 
He hoped that the Regional Committee would continue to provide its valuable advice 
and guidance in reorienting and strengthening WHO'S collaborative efforts in order to 
accelerate health development in the Member Countries (for full text, see Anna 1). 

Inaugural Address by the Minister of State for Health, Nepal 

His Excellency DR RAM BARAN YADAV, Minister of State for Health, His Majesty's 
Government of Nepal, inaugurated the session by lighting a lamp. 

In his inaugural address, Dr Yadav welcomed the distinguished delegates, the 
Regional Director and officials of WHO, representatives of UN agencies, 
nongovernmental organizations and other invitees, and said that it was the third time 
that the Regional Committee session was being held in Kathmandu. 



MINUTEFOPTHE FIRST MEEllNG 

He said that the scope and content of the agendaof the meetingwere comprehensive, 
and congratulated the Regional Director on his excellent and concise report as well as 
on the other background documents prepared by WHO. The topic of the Technical 
Discussions - 'Balance and Relevance in Human Resources for Health for HFA/uMO' 
- was particularly timely, since Nepal was encouraging nongovernmental and private 
sector organizations to come forward as effective partners in health. 

Nepal was one of the least developed countries of the Region and suffered from 
social deprivation, high infant and chid mortality, incidence of communicable diseases, 
malnutrition, inadequate health infrastructure, low literacy and lack of safe drinking 
water supply and sanitation. While AIDS, STD, drug abuse and kala-azar were newly 
emergent problems, noncommunicable diseases such as cancer, mental disease and 
metabolic disorders were also on the increase. 

Tracing the developments leading to the people's movement for the restoration of 
democracy, he said that his government was formulating polides and programmes aimed 
at improving the health of the people and bringing about signx~cant social and economic 
changes in the country. The broad goals of his government were in conformity with the 
Declaration made at the World Summit of Children. The political wiU and commitment of 
the government was reflected in the National Health Policy of 1991, the National Population 
Policy of 1992 and the Eighth National Development Plan from 1992-1997. The main thrusts 
of these policies, plans and programmes included increasing access to primary health care, 
promoting the involvement of the local community and nongovernmental organi~ations, 
development of human resources for health and lowering of population growth. Although 
the task was very challenging and difficult, he was confident of the objedive being achieved. 

He strongly felt that the close working relationship that existed among the health 
ministers, and the technical advisory role of WHO should be strengthened. Nepal had 
greatly benefited from the second evaluation of the strategy for HFAIUXX) which provided 
the direction for future actions. The health management information system, initially 
introduced in two districts, was being expanded further. He urged the representatives 
to discuss thoroughly the crucial issue of development of human resources for health 
and give concrete recommendations which could benefit the needy and less developed 
countries of the Region. He was confident that despite the diversity of the problems 
faced by the Member States, individuaVcollective solutions could be found. 

Stressing the role of the Regional Committee as a common forum for policy-makers, 
health care providers and managers, he felt confident that this pool of expertise could 
bring about a heightened level of cooperation and further strengthen the existing ties 
between the peoples of the Member States. There was a need for closer collaboration 
between the countries in the areas of research in health development, transfer of 
technology, multisectoral approach and community involvement. 



In wnclusion, he assured the representatives of his government's fullest cooperation 
in making their stay in Nepal very pleasant and wished them all success in their deliberations 
(for full text, see Anner 2). 

Vote of Thanks 

DR YOGENDRA MAN SINGH PRADHAN, Additional Secretary, Ministry of Health, 
Nepal, thanked the Minister of State for Health for inaugurating the Regional Committee 
session. Thanking the Regional Director on behalf of his government and the Organizing 
Committee for giving the honour of hosting the Regional Committee session in Nepal, 
he expressed their gratitude for the Regional Director's full and ready support to Nepal 
at all times. He also conveyed the appreciation of his government to the management 
of the Royal Nepal Academy for the use of their building for the opening ceremony. 
He lauded the dedicated efforts of the Steering Committee and the Organizing Committee 
and assured the representatives that every possible endeavour would be made to make 
their stay in Nepal enjoyable. 

2. APPOINTMENT OF THE SUB-COMMITTEE ON CREDENTIALS 
(Irem L I J  

The Regional Committee agreed that the representatives of Bangladesh, DPR Korea 
and Mongolia should constitute the Sub-committee on Credentials. 

The meeting was then temporarily adjourned 

3. APPROVAL OF THE REPORT OF THE SUB-COMMITTEE ON CREDENTIALS 
( I l m  22)  

On resumption of the meeting, the representative of Mongolia, who had been elected 
Chairman of the Sub-committee on Credentials, read out the report of the Sub-committee 
(SEAIRC45122) recommending recognition of the validity of the credentials presented 
by the representatives of Bangladesh, Bhutan, Democratic People's Republic of Korea, 
India, Indonesia, Maldives, Mongolia, Myanmar, Nepal and Sri Lanka, and informed 
the Regional Committee that the credentials of the representatives of Thailand had 
not yet been received. While recommending that the representatives of Thailand be 
permitted to take part in the work of the Regional Committee and vote, the Sub-committee 
requested the Thai representatives to present their credentials as soon as possible. 

The report of the Sub-committee was then approved. 



4. ELECTION OF CHAIRMAN AND VICE-CHAIRMAN (Item 3) 

On the proposal of Dr Jigme Singye (Bhutan), sewnded by Dr Khairun Nahar 
(Bangladesh), Mr Mukunda Shumsher Thapa (Nepal) was elected Chairman of the 
session. 

Mr Thapa expressed hi gratitude to the representatives for electing him Chaiian, 
which he considered an honour for himself as well as for his wuntry. He hoped that he 
would be able to steer the Regional Committee smoothly in its deliberations during the 
neld few days. Seeking their cooperation, he requested the representatives to be brief in 
their comments keeping in view the extensive agenda to be gone through in a short time. 

On the proposal of MR MOHAMED RASHEED (Maldives), seconded by DR 
M.A.L.R. PERERA (Sri Lanka), DR A.K. MUKHERJEE (India) was elected 
Vice-Chairman. 

5. STATEMENT BY THE REPRESENTATIVE OF UNICEF 

MR KARL-ERIC KNUTSSON (Regional Director, UNICEF) thanked the Regional 
Director for providing him with an opportunity to address the Regional Committee. 
Hc lauded the unique close cooperation and collaboration that existed between WHO 
and UNICEF in view of the common goals the two Organizations shared. The WHO 
definition aptly described the ideal state of human health, which was an indicator of 
total human development. And human development had to begin with the child. ln 
pursuance of its decision to intensify its activities and strengthen regional cooperation, 
UNICEF created a new Region of South Asia in March 1991 and located its headquarters 
in Kathmandu. This Region consisted of Afghanistan, Bangladesh, Bhutan, Maldives, 
Nepal, Pakistan and Sri Lanka, all of which shared common problems and benefited 
from each other's experiences. 

Mr Knutsson said that 30 per cent of the world's child population lived in the 
countries of UNICEF's South Asia Region. Despite the fact that more children were 
now in school and had access to health services and safe drinking water, more than 40 
per cent of them were faced with serious problems. The children, particularly girls, 
were being treated as mere commodities. This situation was further aggravated by poor 
social and economic conditions. The issue of child development, therefore, not only 
concerned health development, but also total socioeconomic development as the two 
were closely interlinked. This needed a major shift in the methods used for dealing with 
the problem within the existing policies and programmes for child development. This 
could lead to the realization of the full potential of our next generation, which was very 
much required in the present world of openness and competitiveness. 

Mr Knutsson said that the forthcoming SAARC meeting with its focus on the child, 
and the proclamation of the Non-aligned Meeting in Indonesia showing concern for 



children and women, were a few positive signs of a new world order. If new movements 
were to be initiated and sustained to reach the ultimate goal of health as defined by 
WHO, the problems would have to be addressed at the root level. A thrust had to be 
made to reach people in the rural areas and slums where they were living far below 
the social and economic indicators. Such groupings of the common strategies of WHO 
and UNICEF were imperative and necessary for the development of health. 

The UNICEF Regional Director said that most countries in the Region had ratified 
a convention on the rights of the child. The WHOIUNICEF strategies and joint efforts 
to promote breast-feeding child and mother care and baby-friendly hospitab were being 
actively pursued. Also, most countries had developed national programmes of action 
following their commitment to the declaration of the World Summit for Children. 
Mr Knutsson called for a holistic approach to what was being done and suggested closer 
collaboration between WHO and UNICEF not only to work out common strategies, 
but also to actually overcome the common problems facing child development such as 
primary school education, diarrhoea1 diseases, iron deficiency, safe drinking water, child 
labour, low birth-weight, family size, etc. This was particularly imperative in view of the 
fact that health of the people meant health not only of an individual but of the total 
system. This would lead to more productivity and hence total economic and social 
development. He wished success to the meeting. 

6. ADOPTION OF PROVISIONAL AND SUPPLEMENTARY AGENDA (Iron J )  and 
REVIEW OF THE DRAFT PROVISIONAL AGENDA OF THE NINETY-FIRST 
SESSION OF THE EXECUTNE BOARD AND OF THE FORTY-SIXTH 
WORLD HEALTH ASSEMBLY (Item 7) 

The Chairman said that while considering the provisional agenda (document 
SEAIRC4511), it would be useful for the Committee to consider agenda item 7 "Review 
of the draft provisional agenda of the ninety-first session of the Executive Board and 
of the Forty-sixth World Health Assembly" (SEA/RC45/15 Rev.]). 

The REGIONAL DIRECTOR referred to the provisional agenda (document 
SEAIRC45Il) which, he said, had been developed in consultation with the Chairman 
of the forty-fourth session of thc Regional Committee, the Director-General of WHO 
and the Member Countries. He drew attention of the Committee to the fact that there 
would be no Technical Discussions at the Forty-sixth World Health Assembly in 1W3 
although there would be Technical Discussions on "Community Action for Health" 
during the Forty-seventh World Health Assembly in 194,  as suggested by the WHO 
Executive Board in 1992. 

In the absence of any observations by the representatives, the provisional agenda 
was adopted after taking note of the provisional agendas of the ninety-first session of 
the Executive Board and of the Forty-sixth World Health Assembly. 



7. APPOINTMENT OF THE SUB-COMMITFEE ON PROGRAMME BUDGET 
AND ADOPTION OF ITS TERMS OF REFERENCE, AND ELECTION OF 
CHAIRMAN OF THE SUB-COMMITFEE (Iran 5) 

The REGIONAL DIRECTOR, introducing the agenda item, said that until the 1990-91 
biennium, the practice had been to present a broad programme budget in even-numbered 
years and a detailed programme budget in odd-numbered years. In both cases, the 
Sub-committee on Programme Budget had been examining the budget prior to its 
presentation to the Regional Committee. However, at its forty-second session, the 
Regional Committee, after detailed diiussions, had decided that only a single programme 
budget need be prepared for endorsement in even-numbered years. The Sub-committee 
would undertake a review, based on an in-depth analysis made by the Consultative 
Committee for Programme Development and Management (CCPDM), of the 
implementation of the programme during the first six months of the current biennium. 
Consequently, the detailed programme budget had been substituted by annual Plans of 
Action. The Regional Director then drew the attention of the representatives to the 
Proposed Programme Budget for 1994-95 (document SEA/RC45/3), which would be 
submitted for examination by the Sub-committee and noting by the Regional Committee. 

Referring to the terms of reference of the Sub-committee as contained in document 
SEA/RC45/4, the REGIONAL DIRECTOR said that the Regional Committee might 
adopt these terms of reference. 

On the proposal of PROFESSOR ZAW WIN (Myanmar), seconded by DR G .  
PUREVSUREN (Mongolia), DR N. KUMARA RAI (Indonesia) was elected Chairman 
of the Sub-committee on Programme Budget. The terms of reference were then adopted. 

8. ADOPTION OF AGENDA AND ELECTION OF CHAIRMAN 
FOR THE TECHNICAL DISCUSSIONS (Itan 6) 

On the proporal of DR YOGENDRA MAN SINGH PRADHAN (Nepal), seconded 
by DR SUMARMO P. SOEDARMO (Indonesia), DR SOMSAK CHUNHARAS 
(Thailand) was elected Chairman for the Technical Discussions on 'Balance and 
Relevance in Human Resources for Health for H F A W .  The agenda for the Technical 
Discussions was then adopted. 

9. REPORT OF THE REGIONAL DIRECTOR FOR 1991-92 ( n m  9) 

The REGIONAL DIRECTOR, while introducing the Report for the period 1 July 1991 
to 30 June 1992 (document SEA/RC45D), said that in 1990 it was decided to submit a 
long report (non-budget year) in odd-numbered years, and a short report (budget year) 
in even-numbered years. The report that was being presented for consideration by the 
representatives was the &st such short report in an even-numbered year covering the 



usual framework but highlighting only the salient features of health development in the 
Member Countries of the Region. 

During the period under review, there had been further progress in health 
development in the Member Countries with expansion in the health infrastructure and 
improvement in the coverage with the health senices and in the quality of health care. 
Management of services had further improved because of greater involvement of 
communities in the planning and implementation of health activities. WHO assisted 
Member States in the review and assessment of the role and functions of ministries of 
health, their resource allocations and utilization, and in the reformulation of health 
policies, in addition to promoting discussions on the strategies for providing health care 
to special population groups. 

In keeping with the Eighth General Programme of Work, the focus of WHO'S 
collaborative activities was on the development of human resources for health; system 
development and management; management information systems; health research and 
development; health promotion and protection; promotion of environmental health; 
public health and medical technology; and integrated prevention and control of diseases. 
WHO supported micro-planning and operational management at the district level and 
developed an integrated learning nlodule for thc training of middle-level health managers, 
supervisors and service providers. Innovative management and evaluation of integrated 
hcalth programmes hclped to address such operational issues as integrated disease 
prevention and control, and replicabilty and sustainability of successful innovations. 

In the light of rapid urbanization and industrialization in the countries of the 
Region, WHO collaborated with Member Countries in thedevelopment and strengthening 
of urban health services. As a result of the Technical Discussions on Strategies for HFA 
in the face of rapid urbani~ation, held during the Forty-fourth World Health Assembly, 
extensive urban development programmes with health as an important component were 
developed in many mega-cities in the Region. With a view to thoroughly examining 
health issucs relating to rapid urbanization in the countries of the Region, an intercountry 
Consultative Meeting on Health Policies and Strategies for Urban Slums was organized 
at the Regional Office in August 1992. 

Although there had been significant improvement in the coverage with health care 
in most countries since the Alma-Ala Declaration of 1978, the issue of quality assurance 
in primary health care development still remained to be dealt with. WHO collaborated 
in launching national programmes on quality assurance in some countries to enable 
them to improvc their own capabilities. 

WHO provided support to Member States in achieving balanced distribution of 
health personnel through the development of informatioddata bases for effective planning 
and management. A series of training modules had been evolved with a view to developing 
appropriate knowledge, skills and attitudes among health personnel at the district level. 



M I N m  O F M E  FIRST MEETING 

As part of the development of health system infrastructure, WHO also supported the 
training of basic health workers. Through innovative strategies Member Countries were 
trying to make post-basic and continuing education more readily available to a large 
number of nursing personnel. Efforts were also being made to achieve optimum utilization 
of WHO fellowships provided for the development of human resources for health. 

Information and education for health was further strengthened through WHO 
collaboration. Technical capabilities of health educational personnel for planning, 
management, monitoring and evaluation of health education were improved through 
group educational activities and fellowships. 

The eighteenth session of the South-East Asia Advisory Committee on Health 
Research, held in April 1992, reviewed the progress in the implementation of the regional 
research promotion and development programme and discussed topics of common 
interest such as research in maternal mortality, strengthening capabilities for 
epidemiological research; research on prevention of cardiovascular diseases, the children's 
vaccine development initiative, and technology development and transfer. Research 
protocols on the delivery of nursing and midwifery services were developed at an 
International Workshop on Nursing Research in Primary Health Care, held in 1991. In 
addition to supportingseveral scientific meetings on various priority subjects, development 
of dengue vaccine and the multicentre collaborative epidemiological study of NANB 
hepatitis and research on human resources for health received WHO's technical and 
financial support. 

Nutrition continued to be accorded a high priority. Activities of the South-East 
Asia Regional Nutrition Research-cum-Action Network, as well as research, received 
WHO's support. A tri-regional Seminar on Control of Iodine Deficiency Disorders for 
Programme Managers was conducted in India and Nepal in 1991 to provide 'hands on' 
experience in the implementation of the IDD programme and to facilitate exchange of 
information. 

Member Countries had taken several concrete actions, such as national assessment 
of maternal health care, formulation of intensified maternal and neonatal health care, 
maternal death audit, and family planning and child spacing, in order to further reduce 
the high infant and maternal mortality rates while pursuing the global initiative on Safe 
Motherhood. WHO and UNICEF reviewed country activities for setting up national 
programmes of action based on the 1990 World Summit for Children Declaration. 

in the field of environmental health, an in-depth evaluation of the International 
Drinking Water Supply and SanitationDecade wasmade and presented to the forty-fourth 
session of the Regional Committee in 1991. WHO had collaborated with Member 
Countries in the assessment of health risk, training of health personnel in the diagnosis, 
treatment and control of chemical poisoning; establishing national poison centres; the 
development of national data bases; the review and updating of legislation and regulations 



on the use of hazardous substances; and in the organization of an intersectoral 
environmental epidemiology course. 

WHO had provided support to Member Countries for the introduction of appropriate 
laboratory technology at the primary health care level, the establishment of external 
quality assurance in microbiology, and the production of reagents for rapid diagnostic 
techniques. WHO also supported activities relating to the availability, quality assurance 
and rational use of drugs; development of the requisite manpower and logistic support 
for the supply and distribution of essential drugs; review and updating of national 
policies concerning drug legislation; regulations and control mechanisms; rational use 
and effective management of drugs and improvement in the manufacturing of essential 
drugs; training in good manufacturing practices inspection; drug evaluation; production 
and utilization of reference substances; and to drug management. The WHO certification 
scheme on the quality of pharmaceutical products in international commerce was also 
promoted. 

Eight out of thc eleven Member Countries achieved the target of "Universal Child 
Immunization - 1990". The overall coverage for all childhood EPI antigens in the Region 
was over 80 per cent while the number of cases of EPI diseases continued to decrease. 

Malaria control programmes remained a cause for concern due to the resistance 
of thc parasite to various antimalarials, vector resistance to different insecticidcs and 
sociocconomic constraints. WHO offered cooperation in improving malaria control 
methodology; vector control methods; reviewing national malaria control programmes; 
strengthening of national capabilities in the planning, implementation and evaluation of 
control activities; carrying out drug sensitivity tests; developing capabilities in applied 
research methodology; clinical trials of new drugs; and early warning systems, etc. 

In view of the added threat of AIDS, specific attention was being given to HIV-related 
TB in addition to usual TB cases through strengthening of national tuberculosis control 
programmes to improve case handling and through short-course therapy to achieve the 
global targets set by the Forty-fourth World Health Assembly. 

Leprosy control activities wcre intensified in the endemic countries of the Region 
while multidrug therapy (MDT) helped to reduce leprosy in the Region as a whole. 
WHO collaborated in the review and modification of national plans of action for leprosy 
control, and in resource mobilization and coordination. A WHO regional strategy for 
the elimination of leprosy was being formulated to provide a technical basis for the 
development of leprosy control programmes. 

Concerned at the rising number of reported AlDS and HIV infection cases, all 
countries had set up national AlDS committees to implement AlDS control programmes 
with WHO support. Health information and education of the public continued to be a 
strategic thrust in the prevention and control of AIDS. STD control programmes were 
strengthened in some countries with a view to integrating STD and AlDS control 



activities. WHO continued to provide support for ensuring the safety of blood and 
blood products in the countries. 

The Regional Director said that WHO had been advocating an integrated approach 
in disease prevention and control in order to achieve long-term maintenance, sustainability, 
greater benefits and effective results. WHO was ready to pay increased attention to 
providing technical and managerial support to the countries in implementing unified 
prevention and control activities. 

In conclusion, the Regional Director assured Member Countries of continued 
WHO support in their efforts to achieve the goal of Health for All. He felt confident 
that the Regional Committee would provide valuable guidance and sound advice for 
future collaboration (for full text, see Anner 3). 

The CHAIRMAN invited general comments from the representatives on the report 
of the Regional Director and said that specific comments relating to the individual 
topics could be made later while discussing the relevant chapters. He urged 
representatives of nongovernmental organizations not to raise issues relating to 
implementation of the programmes since representatives from the governments were 
present. However, they were welcome to make statements or comments on mattcrs 
relating to their areas of interest. 

DR A.K. MUKHERJEE (India) congratulated the Chairman on his election. He 
thanked the representatives for the honour bestowed upon him and his country by 
electing him Vice-Chairman. He said that he was impressed by the report of the 
Regional Director which addressed all the important and relevant issues giving a clear 
dimension of the enormous joint efforts of the countries and WHO. The quantitative 
analysis done in the report with regard to the AIDS programme enhanced the readers' 
knowledge of the problem in the Region. He suggested adopting a similar approach 
while reporting about other disease control programmes. 

PROFESSOR DR SUMARMO POORWO SOEDARMO (Indonesia) felicitated 
the Chairman and Vice-Chairman on their election to their respective offices. He also 
congratulated the Regional Director on presenting an excellent and concise report. 
Assistance from WHO was being well received during the present political and social 
reformation taking place in Indonesia. He expressed the hope that the current session 
of fhe Regional Committee would further enhance the understanding among the Member 
States and strengthen their collaborative endeavours with WHO towards the achievement 
of the goal of Health for All by the year U)OO. His country would appreciate receiving 
clarification on the progress and future plans regarding the dengue vaccine development 
programme in Thailand which had been supported by the Regional Office for about 
11 years. He wished to know if WHO was planning to develop a drug production unit 
in order to facilitate research in the field. 



DR JIGME SINGYE (Bhutan) joined the other representatives in congratulating 
the Chairman and the Vice-Chairman on their election and expressed his appreciation 
of the Regional Director for presenting a lucid report covering all the critical areas. 
The report not only gave an account of the achievements of the period under review, 
but also sewed to caution about problems in the future. 

DR (MRS) SUNITI ACHARYA (Nepal) congratulated the Regional Director for 
presenting an excellent and concise report covering all important and relevant topics. 
She acknowledged that the development of district health systems was the most important 
aspect for the delivery of district health senices in rural areas through primary health 
care. The idea of an integrated disease control strategy was an important emerging 
concept. She said that the Member Countries looked forward to receiving further 
guidance from WHO in this regard as well as about other emerging problems in this 
meeting and in other fora. 

MR B.S. LAMBA (India) congratulated the Chairman and the Vice-Chairman on 
thcir election as well as the Regional Director on presenting an excellent report on the 
health situation in the Region. Referring to the obscwation made by the representative 
from UNICEF, he sought WHO'S direction with regard to challenges posed by the 
communicable, noncommunicable and other new diseases. He also requested WHO'S 
support in facilitating external resources from bilateral and multilateral donor agencies. 
He saw an increasing shift of focus taking place from development of industrial 
infrastructure to the social sector and emphasized the significance of the efforts being 
madc in other areas for the achievement of the objective of Health for All. 

MR KWON SUNG YON (DPR Korea) congratulated the Chairman and the 
Vice-Chairman on their election and felicitated the Regional Director on his excellent 
short report. He expressed the interest of his country in developing the district health 
system based on primary health care. 

DR ABDUL SAITAR YOOSUF (Maldives) congratulated the Chairman and the 
Vice-Chairman on thcir election. He also extended his congratulations to the Regional 
Director for presenting a short report which provided information on all the collaborative 
programmes of the Organization. 

DR G. DASHZEVEG (Mongolia) congratulated the Chairman and the 
Vice-Chairman on their election and expressed appreciation to the Regional Director 
for his excellent report. He gratefully acknowledged the timely support received from 
WHO during the political and socioeconomic reforms in his country. He hoped that 
the current session of the Regional Committee would further renew their understanding 
and strengthen the collaborative activities. 

The REGIONAL DIRECTOR, intervening at this point, informed the 
representatives that, while taking up the individual chapters from the Regional Director's 
report for discussion, relevant resolutions of the World Health Assembly and the 



Executive Board, as contained in document SEAIRC45/18, which formed part of the 
agenda (item 22), should also be considered.The Committee then took up the Regional 
Director's report chaptenvise. 

Governing Bodies (pp 1-2) 
WHO'S General Programme DeveIopment and Management (pp 3-4) 

There were no comments. 

Health System Development (pp 5-6) 
Organization of Health Systems Based on Primary Health Care (pp 6-9) 

DR JIGME SINGYE (Bhutan) acknowledged the presence of political will for achieving 
the health-for-all goal emanating from the declaration at Alma-Ata. However, he wanted 
translation of this will into a more concrete form of pragmatic allocation of resources 
for health development. 

PROF. DR SUMARMO (Indonesia) stated that a study was being conducted in 
Indonesia on the activities related to trend analysis. He explored the possibility of 
support for the monitoring and formualtion of a long-range plan. There was a plan to 
follow it up by some more studies through its decentralization into five parts of the 
country. 

DR (MRS) ACHARYA (Nepal) mentioned about the process of restructuring of 
the health system taking place in Nepal, which would continue for another 2-3 years. 
This was being done through the intensification of action programmes for primary health 
care in selected districts. She requested additional support from WHO in order to 
make this exercise more effective in order to achieve an integrated health system. 

DR SOMSAK CHUNHARAS (Thailand) congratulated the Chairman and the 
Vice-Chairman on their election. He said that the report of the Regional Director 
contained little information on activities under the topic of Health Situation and Trend 
Assessment. A few countries of the Region, including Thailand, had carried out some 
activities under ICD-10. He wanted to know the actions that the Regional Office was 
planning in order to implement this particular activity. Most of the countries were 
concerned about health care financing and health insurance. He wished to know if 
information on the policies, programmes and implications for a country was available 
in case it wanted to initiate a programme of health insurance. He suggested that it 
would be useful if the Regional Office could compile guidelines on policies to help 
initiate health insurance in the countries. 

MR LAMBA (India) said that most countriesofthe Regionsuffered from imbalances 
in human resources for health. To overcome the problem, it would be useful to develop 
an informationldata base on human resource development, which would provide 



guidelines for planners and decision-makers to arrive at a balance in the composition 
of the health team. It would also be useful to learn about the experiences of the countries 
of the West, the Far East and even the South-East Asia Region in this area. Expressing 
the need for concrete measures to bridge the gap between demand and supply of trained 
specialists in the composition of health teams, he sought information on the thinking 
of the Regional Office in terms of preparing guidelines on perspective plans and WHO'S 
interface with other countries and the rest of the world. 

The REGIONAL DIRECTOR, responding to the observations made by the 
representatives, said that because it was a short report this year, detailed information 
could not be given on all the subjects. However, more detailed information could be 
found in some of the other publications prepared by the Regional Office such as the 
Bulletin of Regional Health Information, which contained detailed health data in the 
Memher Countries for the period 1988-1990. Also, the Ministers of Health were aware 
of the problcms facing the hcalth sector and how to cope with them in the changing 
economic and political scenario. This year also the Ministers would deliberate on the 
future of primary health care and other changes. He said that it would be useful to 
know about the Indonesian experience in long-term planning by which they were able 
to project the needs for the next 25 years, and requested the representative from 
Indonesia for more information regarding the trend assessment exercise undertaken by 
Indonesia using the WHO methodology. Similar exercises were also being undertaken 
in other countries, depending upon national exigencies and their own methodologies. 

The Regional Director further stated that the issue of human resources for health 
was to be discussed at length as part of the Technical Discussions during the current 
session. The Director of the Division ofHuman Resourcesfor Health, WHO headquarters, 
who was attending the Regional Committee, would also present in greater detail the 
thinking and future plans of WHO on this subject. 

10. ADJOURNMENT 

The meeting was adjourned. 



TEXT OF ADDRESS BY THE REGIONAL DIRE€TOR 

At the outset, I wish to offer my grateful appreciation and thanks to His Majesty's 
Government of Nepal for graciously hosting the forty-f&h session of the Regional 
Committee of the South-East Asia Region of the World Health Organization. I am 
especially grateful to Your Excellency for having graced this inaugural function in spite 
of the numerous demands on your precious time. On behalf of the World Health 
Organization and on my own behalf, I have great pleasure in extending to you greetings 
and a warm welcome on this occasion. I also extend our greetings and a warm welcome 
to all the distinguished delegates as well as representatives of UN agencies and 
international, governmental and nongovernmental organizations. 

Nepal, with its unique geographical location and landscape, its scenic beauty and 
tranquillity, and the homogeneity of its people, provides an excellent backdrop for this 
august assembly of distinguished representatives from the Member Countries of WHO'S 
South-East Asia Region. The country's commitment and dedication to the cause of 
improvement of health and welfare of its people through the implementation of the 
national strategy for health for all has already shown many achievements. 

Excellency, your country's efforts to strengthen the health services and improve 
health coverage, in spite of many difficulties, have been commendable. Your government 
has made immense efforts to mobilize and coordinate resources at all levels for health 
development. The overall improvement in the health status of your people has increased 
their life expectancy while maternal and child health care has brought down infant 
mortality. 

Distinguished representatives, ladies and gentlemen, the results of the second 
evaluation of the health-for-all strategies, carried out in all the countries of the Region 
in 1991, clearly show the presence of a strong political commitment to the goal of Health 
for All. There has been an overall improvement in the health status of the people in 
all the countries, including Nepal. The population covered by primary health care has 
increased. However, the evaluation also shows that progress has, unfortunately, not 
been uniform; disparities in the health status of people within countries persist, and the 
gap between the least developed and other developing countries has increased. This 
makes it quite clear that, while there have been advances in the provision of health 
care to individuals, we are still a long way away from achieving equity and social justice. 
Yet, the health-for-all goal remains valid. 



MINWlE5 OF THE F I N  MEEllNO 

The past decade has seen rapid and often unpredictable changes in the global 
political, economic and social systems in many countries of the world, not to mention 
the growing concern for environment. These changes must be taken into account while 
planning public health action geared towards the attainment of the goal of Health for 
All through primary health care. This would require the health authorities to give due 
attention to the close relationship that exists between health and development, and to 
extend their health plans and actions beyond the confines of the health sector. 
Furthermore, health problems and their causes transcend national boundaries 
necessitating regional and global cooperation, which thus becomes an indispensable 
element in health development worldwide. 

In the light of the challenges being faced by Member States and the international 
community, the Director-General of WHO, Dr Hiroshi Nakajima, has propounded a 
new paradigm for health which provides a framework for new public health action 
adapting the health strategies to the current and changing economic, social and political 
realities at global, regional and country levels. Within this context, broad assessments 
of health issues are needed. The future health action to be supported by WHO is to 
build on the progress made so far, rather than on further elaboration of concepts. The 
aim is to maintain progress where it has been rapid, and to accelerate where it has 
been slow. Priority is to be given to countries and peoples most in need. For the 
purpose of WHO collaboration, the wide range of specific activities required to achieve 
the goal of Health for All may be grouped under four main policy areas, that is, 
protecting and promoting health, ensuring access to health care, mobilizing resources 
for health, and monitoring and evaluating public health action. 

Under the Intensified WHO Cooperation Initiative (IWC), countries and peoples 
most in need have been identified and their health problems critically analysed. Priority 
actions to solve those problems have been identified, and technical and financial resources 
mobilized to render catalytic support to national authorities. In the light of the resource 
constraint, particularly under the WHO regular budget, the IWC initiative in the WHO 
South-East Asia Region has proved effective in helping needy countries identify critical 
areas for public health intervention and mobilizing additional resources for such 
interventions. 

In this context, the eighty-ninth session of the WHO Executive Board decided to 
convene a working group to determine the Organization's response to global changes 
and review its structure, preparedness for changes, leadership role, mission and means 
for promoting international health work. This study will contribute to a reorientation 
of WHO'S future role and functions for more efficient and effective support to health 
development in Member Countries. In the South-East Asia Region, a study was 
undertaken by the Consultative Committeeon Programme Development and Management 
with a view to optimizing the utilization of WHO'S resources through improvement of 
the process of formulation and implementation of WHO'S collaborative programmes, 



especially at the country level. This study was launched in December 1991, and, after 
a series of reviews, a report on this study is being submitted to this session of the 
Regional Committee. 

Providing the right kind of training to the health personnel and their optimal use 
is vital for cost containment and for imorovement of the entire health svstem. since 
personnel consume a major portion of the annual operating health budget. Development 
of human resources for health has to take into account their relevance to the national 
strategies for health for all, economic implications of different options available in health 
personnel policies and plans, and the involvement of communities and sectors other 
than health in the formulation, implementation and evaluation of such policies and 
plans. In this context, I hope that there will be a detailed review of the subject of 
Balance and Relevance in Human Resources for Health for HFAl2000, as part of the 
Technical Discussions during this session. 

As all of us are aware, malaria continues to be one of the most important diseases 
in the tropical countries. According to a worldwide estimate, there are over 100 million 
clinical cases of malaria, with over one million deaths every year. Some 2,200 million 
people are known to be at risk worldwide. Following discussions at the eighty-fifth 
session of the WHO Executive Board in January 1990, and in response to the growing 
concern about the deterioration of the malaria situation in many parts of the world, it 
has been decided to hold a global Ministerial Conference on Malaria at Amsterdam in 
October 1992. This Conference will address itself to the broad policy issues, particularly 
to the actions that need to be taken at global, regional, and country levels for the most 
cost-effective and sustainable control of malaria in countries where it constitutes a major 
public health and socioeconomic problem. It is expected that this Conference would, 
among other things, strengthen the commitment to malaria control among political and 
health leaders, both of the countries where the disease is endemic and the international 
community as a whole. During the course of this session we will have an opportunity 
to review some of these details. 

Leprosy also continues to be a major public health problem in the world in spite 
of the significant progress made during the past decade. The South-East Asia Region 
of WHO, with an estimated 3.7 million cases out of the global estimate of 5.5 million, 
accounts for 60 per cent of the total case load. Leprosy is endemic in nine out of the 
11 Member Countries of this Region. However, with the advent of the multidrug 
therapy, the leprosy control programmes have made considerable progress throughout 
the world. Noting this progress, which has resulted in a reduction by about one-third 
of the registered leprosy cases worldwide, the Forty-fourth World Health Assembly 
declared WHO'S commitment to continuing support to the use of all control measures, 
including multidrug therapy together with case-finding, in order to attain the global 
elimination of leprosy as a public health problem by the year UXX) .  The subject will 
also be disucssed by the Regional Committee. 



Since 1984, when human immunodeficiency virus (HIV) infection was first identified 
in the Region, the acquired immunodeficiency syndrome (AIDS) has assumed epidemic 
proportions in several countries. The disease is rapidly advancing in specific population 
groups and also in the general population through heterosexual contact, which is the 
major mode of transmission of HIV in the Region today. As of May 1992, a total of 
about 45 000 HIV-infected cases have been identified, of which 95 per cent were from 
three countries of this region. At the same time, 344 cases of AIDS were reported, 
most of which were from two of those three countries. The Regional Committee, is also 
scheduled to discuss this subject under Agenda item 17. The honourable ministers of 
health of the wuntries in the South-East Asia Region will also discuss the subject. 

The Earth Summit, held in Rio de Janeiro in June 1992, underlined health as a 
key factor in global sustainable development, giving the World Health Organization the 
challengeofdcvelopingand implementingambitiousnew programmes aimedat promoting 
and protecting human health. Action under Agenda item 21 of the Earth Summit 
addresses primary health care needs of the world's population since they are integral 
to the achievement of the goals of sustainable development and primary environmental 
care. As far as WHO'S direct involvement is concerned, five programme areas have 
been specified. These are: meeting primary health care needs, particularly in rural areas; 
control of communicable diseases; protecting health of vulnerable groups; meeting the 
urban health challenges, and reducing health risks from environmental pollution and 
hazards. This subject will also be reviewed in this session. 

Excellency, distinguished representatives, ladies and gentlemen, the year 2000 is 
drawing near while much more remains to be done for the attainment of health for all. 
The double burden of communicable and noncommunicable diseases is being aggravated 
by the spread of AIDS pandemic and the resurgence of old scourges such as malaria, 
tuberculosis and cholera. Our strategies for tackling these problems, both at national 
and international levels, must be kept under constant review and modified when necessary. 
WHO has a clear and strong mandate to support all Member Countries in their quest 
for health for all. Our traditionally close collaboration may need further strengthening 
and reorientation so that the impact of our cooperation will be far-reaching and really 
helpful to health development. I trust that the Regional Committee, through its collective 
wisdom, will continue to advise and guide the Organization in its collaborative efforts 
in accordance with the needs of the countries. 

In conclusion, while once again thanking His Majesty's Government of Nepal and 
the Honourable Minister of Health, I wish this session of the Regional Committee every 
success. I also wish you all a very happy and pleasant stay in this beautiful city of 
Kathmandu. 

Thank you. 



Anna 2 

TEXT OF ADDRESS BY THE MINISTER OF STATE 
FOR HEALTH, NEPAL 

It is indeed a privilege and honour for me to address the inaugural meeting of the 
forty-fifth session of Regional Committee, which is the third of its kind to be held in 
Kathmandu. 

As a representative of the government formed after the people's movement for 
the restoration of democracy in Nepal, allow me, first of all, to extend my warm welcome 
to the distinguished delegates from countries of the South-East Asia Region (Dr Hiroshi 
Nakajima, Director-General of WHO, who, I understand, would be joining us later) 
and to Dr U KO KO, Regional Director of the South-East Asia Region, and other WHO 
officials who have come to participate in the Regional Committee meeting. 

I have seen that the scope, content of the agenda of the forty-fifth session of the 
Regional Committee are most appropriate. I would like to congratulate the Regional 
Director on his excellent and concise report and for other background documents 
prepared by WHO which will facilitate the deliberations. The topic chosen for the 
Technical Discussions, "Balance and Relevance of Human Resources for Health is 
extremely important. This is particularly timely for us in Nepal, where we are encouraging 
nongovernmental organizations and private sectors also to come forward as effective 
partners in health. 

Distinguished delegates, Nepal is one of the least developed countries and suffers 
from many aspects of social deprivation like high morbidity, including high prevalence 
of communicable diseases and malnutrition, high infant and child mortality, inadequate 
health infrastructure, low level of literacy and limited access to sanitation and safe 
drinking water. 

Emerging health problems includes AIDS, STD, kala-azar and drug abuse related 
conditions. Noncommunicable diseases, such as cardiovascular diseases, cancer, mental 
disorders and some metabolic disorders are also on the increasing trend. Population 
pressure through steady urbanization is beginning to show in Kathmandu as well as in 
a few other municipal towns. 

Distinguished delegates, you will recall that movements for democratic reforms took 
place in Nepal since 1988. Following the promulgation of the new Constitution in November 
1990, general elections were held in May 1991. The Nepali Congress party won the election 
and was ushered in as the eleded government under the parliamentary democratic system. 
Whie continuing with the democratic pursuits, the government is striving to recover from 
the realities of the poor economy, social deprivation and dependence by formulatingpeoplc- 



oriented development programmes, building appropriate social and economic 
infrastructure, and by endeavour at achieving self-reliance. 

Distinguished delegates, many factors in the past, some of which are continuing 
till present, contributed to this poor state of health of our people. The popularly elected 
Nepali Congress government has made significant efforts and commitments in the last 
one year towards improvement of this situation. The broad goals we have set to achieve 
by the year uXX) are in conformity with the goals set up by the world Summit on Children 
in 1990 i.e. to bring down IMR from the current 102 to 5011000 live births, to increase 
life expectancy from the present 53 to 65 years by the year 2000. The political will and 
commitments of the government is reflected in the National Health Policy of September 
1991, the National Population Policy of January 1992 and the policy directives of the 
Eighth National Five-Year Development Plan covering the period 1992-97. The main 
thrusts of these policies, plan and programme includes: increasing access to primary 
health care through expansion and strengthening of peripheral health facilities i.e. 
sub-health posts, health posts and primary health care centres and through improvements 
in referral systems; promoting the involvement of local community, NGOs, other relevant 
sectors and the private sector; development of human resources for health, including 
the capacity for upgrading; lowering of population growth rate by reducing fertility 
levels through integrated multi-disciplinary approach; administrative reforms, and 
efficient monitoring and evaluation. All of these are supported by measures directed 
at sustainable economic growth, poverty alleviation and regional balance. We realize 
that our task is extremely difficult. But with strong political will and well formulated 
programmes, efficient and adequate administrative structure, effective monitoring and 
supenision, I am confident that we shall be able to meet our commitments. 

Coming back to matters of regional relevance for South-East Asia, Nepal strongly 
feels that the existing close working relationship between WHO and the Health Ministers 
and the direct technical cooperation by WHO through its regular budget are highly 
significant and should, therefore, be further strengthened. To this end, allow me to 
highlight some of the collaborative programmes which are particularly significant. 

Nepal is benefited by partaking in the second Evaluation of the HFA Strategies, 
which provided directions for future actions. Efforts to develop a critical mass of people 
capable of assuming leadership in HFA movement have been initiated. Likewise, the 
management information system developed in two districts is being further consolidated 
prior to its expanded utilization. Three programmes under the Intensified WHO 
Cooperation initiatives are now in different stages of development. These are in respect 
of (1) Human Resources for Health (2) Strengthening of MIS, Health Economics and 
Health Financing. 

The initiatives are expected to be expanded to cover "Aid Management and Donor 
Coordination" and "Strengthening of District Health Systems". Extensive collaboration 
has taken place to strengthen the National AIDS Prevention and Control Programme. 



Distinguished delegates, permit me to remind you that a heavy agenda awaits you in 
the week ahead. You will then be giving attention, among other topics, to such vital 
issues as Programme Budget; Progress on the Formulation of the Ninth General 
Programme of Work Malaria, Leprosy, AIDS; Health and environment and WHO 
programme management. The technical discussions on the subject of "Balance and 
relevance in human resources for health for H F ~ "  is very important. 

The development of human resources is one of the most crucial factor in health 
development. In this area, cooperation with WHO as well as TCDC mechanisms can 
contribute significantly. I request the participants of the meeting to discuss this issue 
thoroughly and come out with mechanisms and concrete recommendation so that the 
needy and the lesser developed countries in the Region can benefit. 

The eleven Member Countries, although located within WHO'S South-East Asia 
Region, are characterized by having to face either similar or a diversity of health 
problems. While solution to some will have to be sought individually, others would need 
to be solved collectively. 

Hence, this meeting, which has brought together policy makers, managers and 
scientists will serve as an important forum for expanding and heightening the level of 
cooperation, exchange of knowledge and information and further strengthening of 
professional and personal ties between the people of our countries. 

I am confident that with the collective wisdom of the delegates and their pool of 
experience and expertise, deliberations of this Regional Committee would be fruitful, 
productive and provide positive contribution to health development in the countries of 
the South-East Asia Region. I feel that, in order to overcome barriers for achieving the 
goal of HFA12000, there is a need for continuing political commitment, close cooperation 
between Member Countries, appropriate research for health development, technology 
transfer, development of human resources for health, leadership development, a 
multisectoral approach and enlightened community involvement. 

In conclusion, let me assure you that we in Nepal will do our best to fulfil our 
duties as a host to the meeting and eldend our fullest cooperation for the attainment 
of the objectives of this fortpfifth session of the Regional Committee. 

With these remarks, I have the honour and pleasure of inaugurating the forty-fifth 
session of the Regional Committee of the WHO South-East Asia Region and wish the 
very best for a successful deliberation. 

Thank you. 



TEXT OF THE REGIONAL DIRECTOR'S ADDRESS 
INTRODUCING HIS REPORT FOR THE PERIOD 

1 JULY 1991 TO 30 JUNE 1992 

It is my great privilege and pleasure to present to you the Regional Director's report 
covering the period 1 July 1991 to MJune 1992 as contained in the documem SE&RC45/2. 
First of all, let me remind the Committee that the Regional Committee at its forty-third 
session in September 1990, had decided to adop a system of submission of a long report 
in odd-numbered (non-budget) years and a short report in even-numbered (budget) years. 
The report before you now for consideration is the fust such short report covering the 
usual programme trends but giving only the highlights. As the members of the Committee 
have the full report with them, I would refer only to the salient features of WHO's 
collaborative work in health development in the South-East Asia Region. 

Mr Chairman, ladies and gentlemen, the period under review witnessed further 
progress in health development in all the Member Countries where the health 
infrastructure expanded and the health services coverage and quality of health care 
improved. Besides, management of services and training and deployment of community 
health workers and volunteers further improved because of greater involvemen! of 
communities in the process of planning and implementation of local health activities. 
WHO collaborated with some of the Member States in the review and assessment of 
the role, functions and structure of the ministries of health. WHO also promoted 
discussion on the strategies for providing health care to the underserved and 
underprivileged population groups, both in rural and urban areas. Efforts were also 
made to assist some countries in the review of their resource allocations and utilization, 
health insurance, and reformulation of health policies. 

The Eighth General Programme of Work of WHO emphasizes the development 
and strengthening of national health systems infrastructure in support of primary health 
care with stress on district heallh systems as a manageable component of national health 
systems. To make district health systems effective and sustainable, WHO's collaborative 
activities focused on the development of human resources for health; system development 
and management; management information system; health research and development; 
health promotion and protection; promotion of environmental health; public health and 
medical technology, and integrated prevention and control of diseases. 

For integrated delivery of senices, district health systems received national and 
international support. Model district health systems have been developed in several 
countries. Particular efforts have been made by WHO to support micro-planning and 



operational management at the district level. An integrated learning module was 
developed by the Regional Office for the training of middle level health managers, 
s u p e ~ s o r s  and service providers. The review of intensification of action programme 
on primary health care revealed extensive application of innovative management and 
evaluation of integrated health programmes at the district level, which also addressed 
the operational issues such as integrated disease prevention and control and replicability 
and sustainability of successful innovations. 

Recognizing the adverse consequences of rapid urbanization and industrialization 
in countries of the Region, particularly those where public health services are yet unable 
to cope with the situations, WHO's collaboration was extended for the development 
and strengthening of urban health services. The outcome of the Technical Discussions 
during the forty-fourth World Health Assembly in May 1991, which focused on strategies 
for Health for All in the face of rapid urbanization, greatly contributed to urban health 
development in the countries of this Region. Extensive urban development programmes, 
with health as an important component, have been developed in many mega-cities in 
the Region. These programmes have been financed by the World Bank and a few other 
donor agencies, and technically supported by WHO in their health development 
components. To review and examine thoroughly health issues relatingto rapid urbanization 
in countries of the Region, an intercountry Consultative Meeting on Health Policies 
and Strategies for Urban Slums was held at the Regional Office in August 1992. 

Ladies and gentlemen, since the enunciation of the Aha-Ata Declaration in 1978, 
most countries have successfully improved the coverage of health care s e ~ c e s  through 
primary health care as a part of their health development effort. This in itself is commendable 
because it deals with the issue of equity and social justice. However, the issue of quality 
assurance in its broad sense has yet to be dealt with seriously in primary health care 
development. National programmes on quality assurance have been prepared and are being 
launched in a few countries with WHO collaboration and technical support, which is geared 
towards strengthening of national capabilities in this important area. 

WHO attaches great importance to its collaboration with Member States for the 
development of human resources for health. Support has been provided to countries 
for the achievement of an appropriate balance in the distribution of health personnel 
through the development of information/data bases for effective planning and management 
of human resources. A series of training modules on human resource management have 
been developed and are now being field-tested for the development of appropriate 
knowledge, skills and attitude among health personnel working at the district level. With 
WHO's technical support, Member Countries are taking steps to use innovative strategies, 
such as distant education, to make opportunities for post-basic and continuing education 
more readily available to a larger number of nursing personnel. As an integral part of 
the development of health system infrastructure, support has also been provided for 
the training of basic health workers, including health auxiliaries, paramedicals, and 



health volunteers. Fellowships continue to be a major component of WHO collaboration 
in the development of human resources for health, and all countries have made efforts 
to accelerate and optimize the utilization of WHO fellowships for such development. 

Information and education for health in support of primary health care has been 
further strengthened in the Region through WHO collaboration. In all countries, technical 
capabilities of health education personnel for planning. management, monitoring and 
evaluation of health education have been improved through group educational activities 
and fellowships, both within and outside the countries. During the period under review, 
particular attention was given to health communication, school health education, and 
intrasedoral l i i g e s  with other health programmes in which WHO support was intensified. 

Research promotion and development continues to receive priority attention in 
WHO collaborative programme in the Region. The eighteenth session of the South-East 
Asia Advisory Committee on Health Research, held in April 1992, reviewed the progress 
made in the implementation of the regional research promotion and development 
programme. In addition, the Committee also discussed in detail certain topics of common 
interest, such as research in maternal mortality; strengthening the capacities for 
epidemiological research; research on prevention of cardiovascular diseases; children 
vaccine development initiative; and technology development and transfer. After an 
intercountry consultation on research in nursing held in 1991, research protocols relating 
to the delivery of nursing and midwifery services were developed at the International 
Workshop on Nursing Research in Primary Health Care held the same year. Several 
scientific meetings on various priority subjects were supported under the regional 
research promotion and development programme. Technical and financial support 
continued to be provided to the development of dengue vaccine and to the multicentre 
collaborative epidemiological study of NANB hepatitis as well as to research on human 
resources for health. Particular attention was paid to the support for research capability 
strengthening. Funds were approved for u) new research projects covering such diverse 
areas as malaria, liver diseases, nursing, drug utilization, development ofhealth laboratory 
techniques, traditional medicine, entomology, mental health and health economics. 
Under this regional programme, there are now 69 WHO collaborating centres 
representing a wide spectrum of specialities, which reflects the increasing stature of the 
research institutions in the Region. 

In the area of general health protection and promotion, nutrition continues to be 
accorded a high priority in WHO'S collaborative programme with the Member States 
in the Region. Support was provided to the activities of the South-East Asia Regional 
Nutrition Research-cum-Action Network, especially in research on priority topics. To 
provide 'hands on' experience in the implementation of the IDD control programme 
and an opportunity for exchange of information, a SEARO/EMRO/WPRO tri-regional 
seminar for programme managers on Control of Iodine Deficiency Disorders was held 
in India and Nepal in 1991. 



The assessment of the nutrition programme implemented as a part of primary 
health care in Myanmar demonstrated that, in spite of lack of resources, improvement 
in child health and nutrition can be brought about through such an approach in a large 
population over a short period of time and at low per capita cost. 

In spite of the considerable progress made in the delivery of maternal and child 
health and family planning services, infant and maternal mortality rates in the Region 
still remain unacceptably high with much diversity existing among countries. In pursuing 
the global initiative on Safe Motherhood, concrete actions have been taken by Member 
Countries to reduce maternal mortality. These include national assessment of maternal 
health care, formulation of intensified maternal and neonatal health care, and maternal 
death audit. All countries have accepted family planning and child-spacing as a means 
of achieving better health for mothers and children. As a follow-up of the 1990 World 
Summit for Children, WHO, together with UNICEF, have reviewed country activities 
for setting up national programmes of action based on the Summit Declaration. 

For the promotion of environmental health, an in-depth evaluation of the 
International Drinking Water Supply and Sanitation Decade (1981-1990) in the Region 
was completed and presented to the forty-fourth session of the Regional Committee in 
September 1991. On account of the increasing use of toxic chemicals in industrial and 
agricultural activities in the Region, WHO collaborated with Member Countries in the 
assessment of health risks; training of concerned health personnel in the diagnosis, 
treatment and control of chemical poisoning; setting up of national poison centres; 
development of national data bases; review and updating of legislation and regulations 
on the use and control of hazardous substances; and organization of an intersectoral 
environmental epidemiology course. 

Good laboratory support can greatly contribute to effective delivery of primary 
health care. WHO's efforts have been specifically devoted to collaboration with Member 
Countries in this important programme area. Support has been provided for the 
introduction of appropriate laboratory technology at the primary health care level; 
establishment of external quality assurance in microbiology, clinical chemistry, 
haematology and blood banking; production of reagents for rapid diagnostic techniques 
and for surveillance of priority communicable diseases, and the use of electron microscopy 
in advanced diagnosis of infectious diseases, cancers and metabolic diseases. 

Recognizing the importance of essential drugs in health care services, especially 
at the primary health care level, WHO paid special attention to supporting the Member 
Countries in ensuring the availability, quality assurance, rational use of drugs as well 
as development of the required manpower in this area. WHO's collaboration has been 
extended to the development of logistical support to the supply and distribution of 
essential drugs; review and updating of national policies with regard to drug legislation, 
regulations and regulatory control mechanisms, and to promoting rational use and 
effective management of drugs; improvement of the manufacturing of essential drugs. 



Support has also been given to improve the manufacture of essential drugs; training in 
good manufacturing practices inspection, microbiological assay of production, drug 
evaluation, production and utilization of reference substances, and drug management 
at the peripheral level. The WHO certification scheme on the quality of pharmaceutical 
products moving in international commerce has also been promoted in the Region. 

Mr Chairman, ladies and gentlemen, I am happy to inform the Committee that 
one of the main achievements in the Region during the period under review has been 
the success of the Expanded Programme on Immunization (EPI) leading to the declaration 
of the attainment of targets for "Universal Child Immunization - 1990" by eight of the 
eleven Member Countries. The overall coverage for all childhood EPI antigens in the 
Region was reported to have exceeded 80 per cent. The number of reported cases of 
EPI diseases, especially polio and neonatal tetanus, continued their downward trend. 

Overall, the malaria situation in the Region has remained somewhat under control 
for the past 10 years, with the case incidence remaining between 2.5 and 2.9 million. 
During the period under review, the slide positivity rate in the Region as a whole ranged 
between 2.3 and 2.9 per cent; the proportion of P falciparum continued to be about 40 
per cent. However, there was an upward trend in the slide positivity rate of P. falciparum 
in some countries. The main problems faced by malaria control programmes in the 
Region include resistance of parasite to various antimalarials, vector resistance to 
different insecticides, and increasing socioeconomic constraints. WHO'S cooperation 
was extended for the refinement of the malaria control methodology and diversification 
of vector control methods; external assessment of national malaria control programmes; 
strengthening of national capabilities in the planning, implementation and evaluation of 
control activities, and carrying out of drug sensitivity tests and other fwld studies. In 
the area of research, WHO supported the development of capabilities in applied research 
methodology with particular reference to stratification. epidemiology of severe and 
drug-resistant P.falciparum malaria and its control: clinical trials of new drugs, 
insecticide-impregnated bednets, evaluationloutput indicators for measuring thedynamics 
of the disease in the populations, and early warning systems for impending 
epidemicsloutbreaks. 

Tuberculosis, unfortunately, continues to be a serious challenge in public health 
in South-East Asia, especially in the light of the emerging problem of AIDS. The large 
number of HIV-related TB cases in the Region have added to the usual load of 
tuberculosis. Particular attention is now being given to vigorous case detection, drug 
distribution and patient compliance. Support was provided for the strengthening of 
national Tuberculosis control programmes in order to improve case-finding and treatment 
in order to attain the global targets, as set by the Forty-fourth World Health Assembly, 
of cure of 85 per cent of the sputum-positive patients and detection of 70 per cent of 
cases by the year 2000. Short-course therapy has also been promoted in the Region. 



In pursuance of the World Health Assembly resolution WHA44.9, which called for 
the elimination of leprosy as a public health problem by the year 2000, all endemic countries 
of the Region have embarked on intensification of leprosy control activities. Through the 
application of multidrug therapy (MDT), the Region as a whole has made remarkable 
progress in leprosy control. WHO collaboration has been extended in the review and 
modification, where necessary, of national plans of action for leprosy control. Support also 
continued to be provided in resource m o b i i i o n  and coordiiion. A WHO regional 
strategy for the elimination of leprosy was being formulated. This will provide a technical 
basis for the development of leprosy control programmes at the country and regional levels. 

As of June 1992, 353 cases of AlDS and 4 5 3 6  cases of HIV infection have been 
reported in the Region, contributed largely by three countries. In addition to its health 
implications, all countries are now extremely concerned about the social and economic 
consequences of AIDS. Almost all AlDS control programmes in the countries are being 
developed and managed by national AlDS committees which are mostly multidisciplinary 
and multisectoral and are supported by WHO staff and consultants. Health information 
and education of the public continues to be a strategic thrust in the prevention and 
control of AIDS. Since sexually transmitted diseases are important co-factors in HIV 
transmission, efforts are being made to strengthen STD control programmes in some 
countries with a view to integrate the two control activities. WHO support also continued 
to be provided for ensuring the safety of blood and blood products in all countries. 

WHO has been advocating, and the countries have been implementing, integrated 
approaches in disease prevention and control. For long-term maintenance and sustainabiity, 
these prevention and control activities should be integrated judiciously into the basic health 
system through the primary health care approach. Accordingly, the prevention and control 
strategies of a group of diseases should be unified and planned in an integrated manner 
as a package taking into account the common risk factors and common technology for 
intervention. With such a holistic approach, the effects of the measures taken for disease 
prevention and control will be amplied and made more effective. WHO wiU be willing to 
pay more attention to providing technical and managerial support to the countries in this 
important aspect of disease prevention and control. 

Mr Chairman, ladies and gentlemen, I have presented to you some of the 
developments and achievements made in our quest for health, as well as spelled out 
certain difficulties in our collaborative endeavours during the past year. With 
understanding and cooperation from the Member Countries, WHO 'will continue to 
intensify its efforts in providing more efficient and effective support to them in their 
efforts to achieve the goal of health for all. 

I look forward to valuable guidance and sound advice from the honourable members 
of the Regional Committee for our future activities. 

Thank you. 
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Upon resumption of the meeting, the CHAIRMAN welcomed the representatives from 
Thailand who had just arrived. 

1. REPORT OF THE REGIONAL DIRECTOR (Imn 9, conniurcd) 

Development of Human Resources for Health (pp.9-12). and 
Public Information and Education For Health (p.12-13) 

The CHAIRMAN suggested that these chapters be taken up for discussion, along with 
resolution WHA45.5 relating to Strengthening nursing and midwifery in support of 
strategies for health for all (document SEAlRC45118). He then invited comments from 
the representatives. 

MR LAMBA (India), referring to the recent workshop on medical education held 
in New Delhi, said that the undergraduate medical curriculum system that had been in 
force in his country for many years required major restructuring in the light of the 
needs of the community and the challenges which had come up. The workshop had 
recommended that the present system of having two terms of 1-l/2 years and one of 
two years needed to be changed and that emphasis should be laid on behavioural 
sciences and community participation. In regard to nursing education, he said that even 
though the services rendered to humanity by doctors could not be overemphasized, the 
output of nurses, their status in the health profession, the role assigned to them, and 
the esteem in which society held them had somehow been so affected that even market 
forces and planned efforts had failed to produce the right type and number of nurses. 
Further, the number of nurses was quite disproportionate when compared to the number 
of doctors trained in the modern system. He urged WHO to look into the causes for 
such a situation and suggest what forces, planned or market, should be allowed to 
operate to induce, in the medium term, a quantum jump in the quantity and quality of 
nurses. He was of the view that this would provide the most cost-effective solution since, 
in some situations where doctors or specialists were deputed, the services of a nurse 
would be sufficient. This called for a proper delineation of the role of nurses in the 
health care system or in the health composition team. Even from the angle of raising 
the status of women by giving them economic independence, this issue deserved attention. 

DR M.A.L.R. PERERA (Sri Lanka) congratulated the Chairman and the 
Vice-Chairman on their election and the Regional Director on his presentation of a 
concise report. He said that in his country an exercise had been undertaken to forecast 



manpower needs up to the year uWXI. This was done unit-wise, by determining the type 
of institution and the type of medical and paramedical personnel that would be required 
per unit at that time. It was found that the requirements would be for approximately 
5 MM doctors, 9% consultants and about 17 000 nurses. This exercise not only gave an 
indication of the manpower requirements but also in the case of imbalance, especially 
with regard to consultants, it helped young doctors choose specialities that the country 
needed. The private sector was, however, not included in this exercise. The medical 
faculties, in consultation with the Ministry of Health, were in the process of changing 
the curriculum and implementing attitudinal changes. 

PROFESSOR ZAW WIN (Myanmar) said that his country had recognized the 
importance and relevance of human resources for health and was in the process of 
developing a different curriculum with a view to achieving an optimum mix in regard 
to health manpower. Postgraduate and undergraduate curricula had been designed in 
a community-based and community-oriented fashion. Problem-based learning had been 
started from the first year onwards. A full-fledged training programme, leading to a 
degree in nursing, existed at the Institute of Nursing. Training for paramedical personnel, 
such as pharmacists, was also available. The aim was to have an optimum mix of different 
categories of medical and paramedical personnel down to the primary health care level. 

DR R.N. SINHA (Nepal) acknowledged the assistance provided by WHO to the 
Member Countries in most aspects of the development of human resources for health, 
including planning and coordinating systems and the training of medical and paramedical 
personnel. His country had derived particular benefits from this. Balance in the 
development of human resources for health, both in numbers and categories, had 
assumed importance since, in view of the policy of his government and the emergence 
of new health institutions, such as medical institutions and specialized hospitals, coupled 
with the strengthening of primary health care at the referral level, the manpower 
requirement had increased enormously. He expressed the hope that the Technical 
Discussions would deal in detail with these aspects and arrive at concrete 
recommendations. He wished to associate himself with the views of the representative 
from India that the improper distribution of manpower precluded its full utilization. 

MR KWON (DPR Korea) referred to the introduction of the household doctor 
system in health care in his country and said that medical personnel and facilities were 
being provided in a balanced way. Positive measures had been taken by his government 
to enhance the number of qualified doctors and other junior health workers to ensure 
the provision of improved health care facilities through the household doctor system. 
The contents of the medical curriculum had also been changed to suit the actual 
conditions. Reorientation of doctors by specialized sections in accordance with the 
doctor reorientation plan had been undertaken. Currently, 3 000 doctors and pharmacists 
were receiving refresher education in 12 doctor reorientation institutes and their number 
was increasing every year. The demand for nurses had also increased and 3 000 nurses 



were being trained every year in large hospitals and in some city and county hospitals. 
Great importance was attached to the training of doctors through WHO fellowships 
and about 50 doctors had undergone training and taken up research, assisted by WHO. 
He thanked WHO for assisting his government in this regard. 

DR KHAIRUN NAHAR (Bangladesh) said that with the assistance of WHO the 
course and curricula for medical education, nursing and paramedical education had 
already been changed by introducing field education teaching. The problem facing her 
wuntry was that, even though students who were put on a new syllabus were proficient 
in public health aspects, they might not be deficient in clinical subjects. Moreover, it 
was also not possible to provide employment to all doctors graduating from the medical 
colleges, or for the nurses. This had resulted in the migration of physicians into 
neighbouring countries. Even though more subjects were added to the curriculum of 
doctors, after graduation from the medical colleges they were either absorbed by private 
clinics or they left the wuntry in search of employment. This situation was causing great 
concern to her country and she wished to know how other Member Countries were 
coping with similar situations. 

DR JIGME SINGYE (Bhutan) said that his wuntry had made progress in the 
area of development of peripheral health workers. There were, however, problems in 
obtaining placements for higher level professionals for which his country had to depend 
on neighbouring countries. He pointed out that, with regard to prioritization, it was 
difficult to decide whether to spend the limited resources at the peripheral level or at 
the physician and specialist level, particularly when there was a need for both specialized 
and general health workers. 

DR ACHARYA (Nepal) said that even though a number of training programmes 
had been undertaken in different areas for medical doctors at the peripheral levels, the 
availability of human resources was very deficient among the rural population. In the 
new health policy, one doctor was provided for each primary health centre. The problem 
faced by her wuntry was one of deployment and manning of facilities because of the 
difficult terrain, rather than of production of trained professionals. The Institute of 
Medicine, established in 1977, had developed problem-oriented and community-based 
education. She referred to the recent meeting on the subject held in New Delhi. 

The Institute of Medicine, Nepal, had conducted exercises in 1980, 1982 and 1986 
on issues of health manpower production with regard to public and private sector 
requirements. An innovative type of education on integrated systems of teaching, 
particularly problem-solving approaches, was started in Nepal in 1986. WHO was 
planning to support the creation of a centre for medical education in Nepal. Besides, 
the Institute was actively involved in bringing about health learning materials in support 
of primary health care for various types of health workers. 



DR G. PUREVSUREN (Mongolia) said that owing to the transition and the 
difficult economic situation his country faced manpower problems. There was a need 
to train physicians, managers and health personnel to conduct effective preventive and 
curative services in market-oriented conditions and promote health education activities. 
It was necessary to lay greater emphasis on the quality and effectiveness of service 
through training and reorientation of health manpower and by upgrading the national 
capacity for producing health learning materials to carry out health protection and 
promotion activities. There was also a need to change health services management and 
financing, to revise the structure and organization in the light of mixing private and 
government-owned health facilities in accordance with market-oriented relations, by 
decentralization of health services, through introduction of health insurance, and by the 
promotion of private practice and community financing. 

In his intervention, the REGIONAL DIRECTOR said that the question of health 
manpower should be viewed as a total package concept since it involved many types of 
health workers with varying skills and functioned on a complementary basis. 

With regard to orientation and attitude, the Regional Director said that orientation 
of manpower should not start from the institute only but also from the community. It 
must be oriented towards the general needs of the community. One should not just 
think about training and education, which should be followed by proper working 
environment and supervision in order to develop and use their technical skills more 
effectively. Orientation and training would not be effective if in the field a doctor did 
not have laboratory support and other facilities. 

DR ERIC GOON (WHOWQ), while responding to the various issues, said that 
human resources for health was a dynamic area as changes were taking place all the 
time. Every individual had a responsibility for maintaining his health, and, as such wide 
health education was necessary. 

So far as the exact requirement of different categories of health manpower and 
proper mix was concerned, as a matter of fact, no country had been able to find an 
answer to these problems. The balance could be looked at in terms of service needs, 
what the community demanded and what the professionals themselves felt, while the 
planners were concerned with looking at the cost implications. Manpower planning 
was a tool to knowing as to what would happen in another five to ten years from now. 
WHO now felt that large-scale planning was very expensive and a simple approach was 
appropriate. 

With regard to nursing, he said that in many developing countries additional 
responsibilities were given to nurses without proper training or support in terms of 
materials and supplies and equipment, and they were being paid at avery disadvantageous 
level. Many other social factors, such as rights and status of women, were the other 
important factors.The Forty-fifth World Health Assembly had asked the Director-General 
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to set up a global multidisciplinary Advisory Group to study all these issues and advise 
him on the subject. 

Regarding medical education, fustly, it was also very important not only to look 
at the curriculum which could show whether the students were receiving the right kind 
of education, but also to look into the working conditions into which they graduated. 
Secondly, if a doctor was doing the diagnosis as well as administering treatment to the 
patient, there could be a potential conflict of interest. Further, in looking into manpower 
development, it was necessary to look into both the public and private sectors as many 
countries limited manpower reviews to public sector only, omitting the private sector 
which contributed substantially in terms of health care. 

Research Promotion and Development (pp.13-14) 

In his introductory remarks, the REGIONAL DIRECTOR said that research was a 
priority area in WHO since it was the backbone of health development and ensured 
that medical care was delivered appropriately. The Global Advisory Committee on 
Health Research laid down policies regarding global research while the Regional 
Advisory Committee on Health Research played an identical role at the regional level. 

DR SNEH BHARGAVA (Chairperson, ACHR) presented a summary of the 
activities of ACHR during the past year. She said that ACHR had made a major impact 
in fostering health research in support of national health programmes. Since its inception 
in 1976, there had been a shift in regional research programmes from a disease-oriented 
approach to an approach directed towards the attainment of HFA/2000, resulting in 
greater emphasis on health systems research. After a self-appraisal of its role, the ACHR 
had decided to take on a more active role in critically examining health research 
strategies in the Region. Towards this end, a consultative meeting was proposed to be 
organized later in the year, in accordance with the World Health Assembly resolution 
WHA43.19, to set up a task force to redefine health research strategies of the countries. 

Research and development activities during recent years included research 
promotion, institutional research capability strengthening, and direct support for research 
projects through grants. Progress had been made in the development of dengue vaccine, 
which would soon be available for Phase 111 field trials. 

The regional programme on research had focused its attention on the issue of 
development of human resources for health, since human resources was a large consumer 
of the health budget of most countries. It was also taking up health economics and 
health financing as subjects for potential research. The ACHR recommended that the 
regional RPD programme aim at a well-balanced mixture of health systems research, 
biomedical research and clinical research specific to the needs of the Region and that 
more HSR be commissioned according to socio-behavioural and socioeconomic trends. 
She said that ACHR, at its eighteenth session, had considered three technical topics, 



viz., maternal mortality, prevention of cardiovascular diseases and epidemiological 
research and training. 

The agenda for the next session of ACHR would include, inter alia, research into 
the improvement of health care delivery systems, strategic planning for the promotion 
and strengthening of health economic research, and strategies for health research within 
the context of the new paradigm of health. 

DR YOOSUF (Maldives) said that although health systems research was a priority 
area, operational research rather than basic research needed particular attention. This 
was evident after the two evaluations of the HFA strategy. However, effective 
implementation of research results could be ensured only by adopting suitable 
methodologies, for which he looked to WHO for guidance. He stressed the need for 
country-specific and result-oriented operational research in view of the wide geographical 
and demographic disparities in the countries of the Region. He felt that WHO could 
play a pivotal role in exchanging information and strategies through the distribution of 
publications and documents and other learning materials. 

DR MUKHERJEE (India) congratulated the Chairperson, ACHR, on her excellent 
presentation and said that his country was conscious of the issues raised by ACHR. 
His country was critically reviewing the National Health Policy, adopted in 1983, with 
a view to updating and modifying the methodologies laid down therein. The Central 
Bureau of Health Intelligence was the focal point for the collection of epidemiological 
information and collation of data generated at the primary health centre level. Through 
the adoption of the health management information system designed by WHO in ten 
districts, it was proposed to improve the accuracy and the authenticity of the information 
compiled in this way. The National Institute of Communicable Diseases, Delhi, was 
conducting field and orientation training courses in epidemiology for personnel working 
at primary health centres with a view to improving the quality of information available 
at the national level for effective interventions. 

PROF. DR SUMARMO (Indonesia) said that, in his country, the National Institute 
of Health Research and Development organized workshops every year to which planners 
and managers were invited to identify the kind of personnel they needed. This was 
known as the Rapid Assessment Programme for health systems research. However, 
most of the basic medical and clinical research was carried out by universities under 
the guidance of medical research councils. 

DR SOMSAK (Thailand) commended the work of ACHR in the past year and 
expressed his appreciation for the way in which it had attempted to strike a balance 
between various types of research. Although it was not a conventional subject for 
research, he suggested that the decision-making process be considered by ACHR since 
the prime objective of health systems research was to support rational decision-making 
and research was one of its essential inputs. Mere emphasis on research might result 
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in sidelining the issue of decision-making but it might be possible to improve it by 
analysing the actual process of decision-makii. An alternative mechanism of collecting, 
analysing and synthesizing information for decision-making had to be devised to avoid 
faulty decision-making based on incorrect information. He recommended that individual 
research findings be not used in an isolated manner, but be interpreted and applied 
along with relevant and related information from other sources. Researchers wishing 
to effect decision-making should be able to synthesize information in this respect. ACHR 
should take this into account in its efforts to promote and support linkages between 
research studies and the decision-makiing process. 

MR LAMBA (India) congratulated the Chairperson, ACHR, on her report and 
said that for health managers, research was largely a question of resource allocation. 
Resources being scarce, they somehow got allocated for meeting the immediate needs 
of controlling communicable diseases such as TB, leprosy and malaria, and hence 
biomedical research got lower priority. He urged WHO to ensure that the fruits of 
research anywhere were made available and shared by people of all the countries. 

DR (MRS) ACHARYA (Nepal) felicitated the Chairperson, ACHR, on her 
concise report. Endorsing the views of the other representatives, she said that operational 
and health systems research should be given utmost importance. However, she expressed 
her concern that even successful pilot projects, when translated into action programmes, 
failed to perform well. In this context, projects should be looked at from the beginning, 
i.e. right from the designing stage. Replicability, feasibility and resource requirements 
should be well considered before research projects were sanctioned. 

DR BHARGAVA, Chairperson, SEAJACHR, responding to the issues raised by 
the representatives, said that the emphasis should be on undertaking research that was 
both desirable as well as feasible. This would ensure effectiveness of such research. She 
said that health economics would be discussed in depth at the next session of ACHR. 
It was important to have a judicious mix of biomedical and clinical research and, as 
such, ACHR was conscious of the need to have a balance among the types of research. 
The linkage between primary, secondary and tertiary care levels was of extreme 
importance. She was of the new that health information services, management services 
and research had to be dovetailed into one another. She also referred to epidemiological 
research and training being undertaken at the clinical and field levels in Thailand, with 
assistance from the International Clinical Epidemiology Network and WHO. 

The REGIONAL DIRECTOR, referring to the balancing of biomedical and health 
systems research, referred to two documents on 'Concepts of Health Senices Research' 
and 'Research Needs for Health For All by the Year 2000'. WHO would encourage 
any research, whether basic or otherwise, which would solve the problems of Member 
Countries. He referred to two publications issued by WHO headquarters viz. "Health 
Research in the Context of Health For All" and another, "Research Strategies for 
Health", which was a follow-up of the Forty-fourth World Health Assembly resolution. 



It was important to design research projects very well so that their findings could be 
valid. In health systems research, it was important to involve the user. 

The Regional Director said that the so-called "quick and dirty" research projects, 
such as those developed by Mahidol University in collaboration with the Ministry of 
Public Health, Thailand, could be useful. Such research should be undertaken on specific 
and small health systems problem areas for quick execution and support for 
decision-making at the micro level. As regards research capability strengthening, WHO 
had been able to stimulate the WHO Programme on Tropical Diseases Research (TDR) 
and the Special Programme on Research, Training and Research Development in Human 
Reproduction (HRP) to go into more research capability strengthening in the countries. 
He referred to the current TDR projects being carried out in Bangladesh, Myanmar, 
Nepal and Sri Lanka. 

Referring to the query raised by the representative from Indonesia, the REGIONAL 
DIRECTOR said that while WHO would be glad to assist Member Countries in 
formulating their own plans and other technical support in dialogue with donors, it 
would not be possible for WHO to establish drug production units as such. He also 
mentioned the WHO-supported activities in this area, such as the drug production units, 
under the Essential Drugs Programme in Bangladesh, activities related to the production 
of drugs and oral rehydration, etc., in Sri Lanka, and the production of vaccines in 
Indonesia. 

General Health Protection and Promotion (pp 14-16) 
Protection and Promotion of Health of Specific Population Groups (pp 16-18) 
Protection and Promotion of Mental Health (pp 18-19) 

The CHAIRMAN suggested that, while considering Chapter 8, sub-section "Nutrition", 
the Committee might also examine resolution WHA45.33, "National Strategies for 
Overcoming Micronutrient Malnutrition", and that with sub-section "Tobacco or Health", 
resolution WHA45.20 "Collaboration within the United Nations System: General Matters 
- Multisectoral Collaboration on WHO'S Programme on Tobacco or Health" could also 
be taken up. Also, while considering Chapter 9, sub-section "Maternal and Child Health, 
including Family Planning", resolution WHA45.22 "Child Health and Development: 
Health of the Newborn" and resolution WHA45.34 "Infant and Young Child Nutrition 
(Progress and Evaluation Report; and Status of Implementation of the International 
Code of Marketing of Breast-milk Substitutes)" might be examined (document 
SEAlRC45118). 

DR MUKHERJEE (India), noting the increasing trend in road, agricultural and 
industrial accidents, stated that, in India, as per 1981 figures, the number of road 
accidents was 31.8 per cent, as compared to 8.7 per cent in France, 6.8 per cent in 
Sweden and 9.8 per cent in Japan. According to a study done in India in 1990, about 



220 000 persons had been injured in road accidents, of whom about 60 000 had died, 
resulting in a loas to the economy of about Rs.1 100 craw. There was a &tical need to 
design suitable programmes with required inputs to tackfe this enormous problem. He 
mentioned about the functioning of a Trauma Services (CAT) centre in Delhi, and sought 
WHO'S assistan= in setting up simila~ centres in other major cities of the country. 

Lauding the role of voluntary agencies in times of disasters, he advocated the 
involvement of those agencies while designing programmes for accident prevention and 
disaster preparedness. He suggested that voluntary agencies, such as the Red Cross, 
should be invited to participate in meetings such as the Regional Committee. 

DR SOMSAK (Thailand), highlighting activities under the Tobacco or Health 
programme in his country, said that Thailand was one of the countries targeted for 
trading by multinational tobacco companies. In spite of the pressure from these companies, 
attempts were being made to restrict domestic marketing of international brands of 
cigarettes. Also, the Ministry of Health had initiated a number of measures to restrict 
their use. Though there was no specific legislation to cover the use of tobacco, the 
Consumer Protection Act was invoked to prohibit advertisement of products hazardous 
to health. Other measures undertaken included legislation banning smoking in public 
places, controlling the distribution of tobacco, banning the sale of cigarettes to teenagers 
and reviewing the ingredients of tobacco products. A special unit in the Ministry of 
Health was established for the purpose. 

PROF. DR SUMARMO (Indonesia) mentioned that his country had organized 
two national workshops on accident prevention to assess the causes of accidents in 
pursuance of the 1989 meeting of the WHO Advisory Committee on Health Research. 

DR KHAIRUN NAHAR (Bangladesh) said that, though her country also had a 
project on accident prevention through which it received WHO support for strengthening 
the surveillance system, institutional capability and training, Bangladesh had a peculiar 
problem because of a large number of slow-moving vehicles on the road. This problem 
could be solved only by bringing about a change in the national policy on this issue. 

DR JIGME SINGYE (Bhutan) said that Bhutan had brought about a significant 
reduction in the incidence of goitre through the iodine deficiency control programme. 
In this regard, Bhutan received technical support and guidance from WHO in carrying 
out a nationwide survey through urinary examination. He sought information as to which 
was the correct and cheapest type of examination for iodine deficiency. In view of the 
long time and large expenses involved in getting blood tests done in countries such as 
Australia and USA, necessary laboratory facilities within the Region needed to be 
developed and strengthened. 

He further mentioned that, through a nation-wide anti-smoking campaign, which 
laid emphasis on education, tobacco consumption was being reduced in Bhutan. In this 
campaign, the lead was taken by religious and educational institutions, with the Ministry 
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of Health playing a supportive role. Four districts in the country had been declared 
smoke-free. 

DR (MRS) ACHARYA (Nepal) said that Nepal at one stage had an extremely 
high incidence of goitre. Though the situation was now improving because of better 
transport and communication facilities, the cost of providing iodized salt and its packaging 
deterred progress by iodine deficiency disease control activities. She also thought it 
necessary to set up good laboratory facilities within the Region to support iodine 
deficiency control programmes. 

She further informed the Regional Committee that the Parliament in Nepal had 
recently approved legislation on the code of marketing of breast-milk substitutes. The 
anti-tobacco campaign in Nepal was being actively supported by nongovernmental 
organizations, particularly the Nepal Medical Association. 

PROFESSOR ZAW WIN (Myanmar) said that, while tobacoo smoking as well 
as tobacco leaf and betel chewing, were prevalent in Myanmar, as in some other countries 
of the Region, betel chewing had been prohibited in some public places. He felt that 
some kind of legislation on tobacw use, like the one enforced in Thailand, was necessary. 

DR SINHA (Nepal) said it was not only road accidents but accidents related to 
occupation that were on the increase, and the situation had become alarming. There 
was a need for urgent action to incorporate accident prevention programmes into 
national plans of action as well as those of WHO. The programme of protection and 
promotion of mental health also required due consideration in national plans of action 
as part of the primary health care package, as more and more people suffered from 
mental problems due to the stresses and strains of daily lie. 

DR YOOSUF (Maldives) said that maternal and child health, including family 
planning, had relevance to the health of the underprivileged. Emphasis in this area had 
an important part to play in focusing attention on the subjects of manpower, finances, 
etc., in order to tackle problen~s that needed to be followed up following the 1990 
World Summit for Children. The report of this meeting had mentioned three main 
areas, viz. sunival, protection and development, which had also been endorsed by a 
national conference in Maldives. While sunival and development were taken care of 
by health and education respectively, protection had multi-sectoral dimensions. In the 
decade of the 1990s, the collaborative work between different governmental sectors 
would be a test to promote the new paradigm for health propounded by the WHO 
Director-General. He invited responses from the countries in regard to the mechanisms 
they were employing in mobilizing support from other sectors not only in child welfare 
but also in environmental health, noncommunicable diseases, nutrition, etc. 

The REGIONAL DIRECTOR, responding to the observations made by the 
representatives, said that there was some progress in creating awareness among people 
about the health-damaging effects of tobacw consumption. There was also a need to 



increase anti-tobacco activities, such as trying to make public transportation and other 
common utility places, etc., tobacco-free. However countries and WHO needed to work 
closely in collaboration with the ministries of planning, finance, agriculture, industries, 
and even the prime ministers' oftices in the aspect of reduction in tobacco production. 

Programmes such as oral health, accidents, health of the elderly, etc., which were 
upcoming priority programmes at the planning stage, received far less attention at the 
executing stage. There was a need for situation analysis and case establishment in order 
to mobilize financial resources for such programmes from various interested donor 
agencies. 

The Chid Survival Programme, with subiitles such as Child Survival, Promotion 
and Development Programme, was receiving WHO'S support in collaboration with 
UNICEF and other agencies. 

WHO recognized the importance of the iodine deficiency disorders (IDD) 
programme. A SEAROEMROIWPRO Tri-Regional Seminar on Control of Iodine 
Deficiency Disorders was held in Indiamepal in December 1991. Participants were 
mostly IDD programme managers or salt technologists with responsibility to look into 
the totality of the iodation programmes. This seminar provided "hands on" experience 
in programme implementation and an opportunity for exchanging experience among 
the participants. He referred to the deliberations of a previous Regional Committee 
session when goitre prevention was thoroughly discussed and a resolution passed stating 
that universal iodization of salt was the best way to prevent goitre. However, for specific 
areas or identified groups, iodated oil injection may be resorted to, but it should be an 
additional approach and used only as a temporary measure. Apart from the ongoing 
controversies on the safety of iodine injection, particularly for pregnant women, one 
had to be aware of the emergence of AIDS. Resorting to injection in such areas was 
not advisable, particularly in countries or areas where AIDS was emerging as a problem. 

2. ADJOURNMENT 

The meeting was adjourned. 
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1. APPROVAL OF THE REPORT OF THE SUB-COMMITIEE ON CREDENTIALS 

Upon resumption of the meeting, the CHAIRMAN requested the Chairman of the 
Sub-committee on Credentials to present hi report. 

The representative of Mongolia, who had earlier been elected Chairman of the 
Sub-committee on Credentials, read out the second report of the Sub-committee 
recommending recognition of the validity of the credentials presented by the 
representatives of Thailand (SEA/RC45/22 Rev.1 Add.1). 

The report of the Sub-committee was then approved. 

2. REPORT OF THE REGIONAL DIRECTOR (Itan 9, continued) 

Promotion of Environmental Health (pp 19-21) 

The CHAIRMAN invited comments from the representatives. 

DR YOOSUF (Maldives) said that his country faced a major problem of provision 
of safe drinking water to the population. Due to the geological formations of his country 
where drinking water was only available in a thin water lens underground, the country 
was rapidly facing the problem of contamination and depletion of this water source. 
This situation was getting further aggravated due to the growing population pressure. 
These problems needed solutions by way of specific interventions. He requested WHO 
assistance in finding out modalities for regional cooperation in this respect, perhaps by 
looking at similar problems faced by countries geographically similar to his country. 
Lessons could be drawn in this regard through participation in workshops and seminars 
addressing such problems. 

Endorsing the views expressed by the representative from Maldives, DR JIGME 
SINGYE (Bhutan) felt that water supply and sanitation should receive priority attention. - -  ~ 

His government had passed a Royal decree which accorded top priority for safe drinking 
water and sanitation in the Seventh Plan covering the period 1992-1997. With a view 
to making the communities more receptive to new technologies, provision had been 
made in the Seventh Plan to involve them at all levels, starting from the basic sanitation 
level. As regards water supply, since maintenance of drinking water schemes was a 
problem, great importance was being attached to training and various educational 
activities. He appreciated the active role played by WHO in the area of water supply 
and sanitation which had a direct bearing on health, and sought further assistance from 
WHO in this important area. 



DR SINHA (Nepal), endorsing the views expressed by the representative from 
Bhutan, said that his wuntry faced the problem of shortage of water supply, especially 
in urban areas. Rapid urbanization in the capital resulting from the growth of industries 
had aggravated the problem of water and air pollution as well as contamination of food. 
Even though his government had been endeavouring to find solutions such as purifying 
water before supply and keeping the city clean, these had not borne fruit due to 
overpopulation. WHO had been assisting hi wuntry in the promotion of environmental 
health. He felt that this programme should get priority in the national plan of action 
as well as in WHO's collaborative programme in the country. 

DR KHAIRUN NAHAR (Bangladesh), associating herself with the views expressed 
by the representative from Nepal, said that environmental pollution, resulting from 
excessive growth of urban populations, posed a problem in her country. Even though 
WHO was actively assisting her country to solve this problem, she requested further 
support from WHO. 

DR JUMROON MIKHANORN (Thailand), sharing the experience of his country, 
requested WHO assistance in further strengthening coordination and collaboration with 
other sectors, viz. public works, local authorities and mineral resources authorities, in 
the provision of safe drinking water and improvement of environmental health. He 
requested support from WHO and donor agencies in strengthening national programmes 
of water supply and sanitation, which he felt were rather weak. 

Responding to the issues raised by the representatives, DR D.B. BISHT, Director, 
Programme Management, said that the report of the Regional Director included, in a 
nutshell, various activities that had been and were being undertaken in the countries in 
collaboration with WHO. Any human activity, whether industrial, agricultural, or relating 
to the use of chemicals and pesticides, fertilizers, etc., had a direct or indirect relation 
with the health issue. Referring to the Director-General's active participation in forming 
a Commission on Health and Environment, he said that the report of this Commission, 
entitled 'Our Planet Our Health', had already been distributed. This report gave 
information under various categories such as intersectoral coordination, training, 
education, monitoring, standardization of the quality of water and air in great detail. 
The report was timely in view of the recently concluded Rio meeting, attended by most 
countries at the highest level. The report of this meeting was being sent to all countries. 
He expressed the hope that when detailed plans were drawn up by the countries, some 
of the recommendations would find their way into the joint collaborative programme. 
WHO was committed to play an active role in this exercise. 

Responding to the availability of scarce resources for improvement of the 
environment, he mentioned that WHO's resources should be used as seed money for 
the identified programmes to attract extrabudgetary resources from other UN agencies 
such as UNICEF, UNDP, UNIDO, and other bilateral funding agencies, which were 
already assisting Member Countries in the area of environment and health. It was 



gratifying to note that because of WHO's strong advocacy, health was now being 
previewed by the people as intepal to the development process, and thus had found 
its way into various legislative acts in many Member Countries. He urged the Member 
Countries and the miniistries of health to ensure that health did not lag behind in the 
developmental process and overall growth of the country. 

Diagnostic, Therapeutic and Rehabilitative Technology (pp 21-23) 

The CHAIRMAN suggested taking up for consideration resolutionWHA45.27 on 'WHO 
Action Programme on Essential Drugs' (Doc. SEARC45118). while discussing this 
chapter. He then invited comments from the representatives. 

PROF. DR SUMARMO (Indonesia), apprising the Committee on the follow-up 
actions of the programme of pharmaceuticals in ASEAN countries, said that technical 
cooperation had been initiated in 1979 and its fourth phase covered the period 1992-1994. 
This phase would concentrate on supporting development in the field of environmental 
health, human resources and economic reforms and the pharmaceutical sector. Activities 
in this regard had been coordinated with Thailand and support had been obtained from 
the Ministry of Health and Welfare in Japan. The Drugs Action Programme in WHO 
headquarters had agreed to provide support for the priority activities to be implemented 
in 1992. Possibilities were being explored for obtaining financial support from other 
sources. 

DR PERERA (Sri tanka) felt that the traditional system of medicine, consisting 
of Ayuweda, Siddha and Unani, also formed an important part of primary health care 
in his country. Ayuweda, which had been on the decline, had recently undergone a 
renaissance. Realizing the importance of traditional medicine, the government had 
established a new Ministry of Indigenous Medicine under the Ministry of Health and 
Women's Affairs. WHO had been supporting activities related to traditional medicine 
under the regular budget, besides being the executing agency for the fairly extensive 
UNDP project. In the light of WHO's intervention in givinga scientific basis to traditional 
medicine, traditional medicine had acquired recognition and a greater degree of 
acceptance even among Western medical practitioners. WHO had also been successful 
in inculcating scientific knowledge, basis and rationale into the area of traditional 
medicine. Manpower development had been supported under the UNDP project. The 
capability for scientific research and quality assurance of traditional medicine had also 
been supported. Traditional medicine had also been effective in the treatment of chronic 
diseases. His country had seven Ayuwedic medical officers of health and, for the first 
time, efforts were under way for the establishment of a preventive medical programme 
using the Ayuwedic sector, which hitherto had only a promotive programme. 

DR JIGME SINGYE (Bhutan) said that laboratory senices had been identified 
asone of the weakest areas in the health services of his country. He expressed appreciation 
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for the technical and material support his government had received from WHO. His 
government was in the process of improving laboratory senices at all levels. He wished 
to place on record the appreciation and gratitude of his government for the support 
provided by WHO for the essential drugs programme which was doing well, and 
requested continued assistance from WHO. His government was thankful to the 
Government of Thailand and the WHO Collaborating Centre in Thailand for the prompt 
and spontaneous assistance to requests for testing the quality and the efficacy of essential 
drugs. As regards traditional medicine, as in Sri Lanka, his wuntry had also given 
formal recognition to traditional medicine and traditional doctors were being treated 
on oar with allooathic doctors. His wuntrv had the wtential and resources and was 
trying to build up capability for ensuring self-sufficiency and self-reliance in intersectoral 
health programmes. He sought WHO'S assistance and guidance in enhancing the delivery 
of health ;ervices, particularly primary health care 

MR MOHAMMED RASHEED (Maldives) felt that although WHO had initiated 
a number of rehabilitation activities at the beginning of the International Decade for 
the Disabled, which was drawing to a close, the momentum had slowed down considerably 
during the last few years. During the discussions on accident prevention, most of the 
representatives had admitted that the number of road accidents resulting in disabilities 
had registered a steep increase in their countries. Since accident prevention and 
rehabilitation were related issues, it was necessary to give an impetus to rehabilitation 
programmes for optimum utilization of resources. He urged WHO to make a realistic 
assessment of existing programmes with a view to identifying the gaps that needed to 
be backstopped. 

DR PUREVSUREN (Mongolia) said that in his country, 90 per cent of the drugs 
were imported. In order to reduce dependence on external sources, it was necessary 
to increase home production of drugs. Following the political and economic changes 
of 1990, there was an acute shortage of essential drugs and vaccines. Immediate financial 
assistance to the tune of US$ 10.5 million was required to import essential drugs for 
the three-year period ending 1094. Some of the issues requiring urgent attention were: 
formulation of a national drug policy, drawing up of an essential drugs list, devising of 
a mechanism for selection, procurement, storage and distribution of drugs, training in 
the methodology of quantification of drugs, identification of standard treatment regimens 
with rational use of drugs, standardization of traditional medicines and quality assurance 
of imported drugs, upgradation of existing pharmaceutical manufacturing facilities and 
local manufacture of drugs and biologicals. He sought WHO'S technical assistance on 
these matters so that his wuntry could become self-sufficient. Proper utilization of the 
existing natural resources was also a priority area in order to reduce drug consumption. 

DR LIN AUNG (Myanmar) stated that the essential drugs programme in his 
country was supported with voluntary funds from FINNIDA and executed by the World 
Health Organization. The concept of essential drugs was imparted togeneral practitioners 



through the Myanmar Medical Association. He acknowledged WHO'S technical support 
in the quantification of drug requirements, preparation and procurement of drugs, 
management training courses for pilot townships and organization of a coordination 
committee meeting of high-level government officials and policy-makers involved in the 
drug action programme. The National Health Committee was entrusted with the 
formulation of a national drug policy. 

The Department of Medical Research was responsible for developing hepatitis B 
vaccine locally from human plasma on a pilot scale. It was envisaged that the development 
and incorporation of hepatitis B vaccine into the immunjzation programme would reduce 
the high incidence of liver cancer. Towards this end, a UNDP-funded pilot project had 
been initiated for the produdion of hepatitis B vaccine from human plasma, to be 
followed by field tests for safety and efficacy. However, quality control and testing of 
vaccines had to be carried out in the next few years in order to support the national 
drug policy and to ensure a long-term catalytic effect on the Myanmar Essential Drugs 
Programme, funded by FINNIDA since 1990. He sought continued WHO support for 
the development of the essential drugs programme under the regular budget. 

MR LAMBA (India) said that his country produced and exported drugs worth 
crores of rupees every year to different countries of the world. Quality control mechanisms 
were very strict and the safety and efficacy of drugs and vaccines were tested by 
well-equipped laboratories. He suggested that the countries of the Region could take 
advantage of the production capability and quality control facilities available in India. 
India could easily meet the essential drug requirements of all the countries in the Region 
who did not have their own pharmaceutical manufacturing units. 

DR BHOJRAJ POKHREL (Nepal) said that in his country basic health senices 
were provided by Ayumedic hospitals and dispensaries located all over the country. 
Realizing the importance of promoting traditional systems of medicine, the expansion 
of Ayuwedic hospitals all over the wuntry had been incorporated in the national health 
policy of the government. He pleaded for increased WHO input for research in traditional 
medicine and human resource development. 

DR KHAIRUN NAHAR (Bangladesh) said that in her wuntry, multinational 
pharmaceutical companies were slowly fading out as new indigenous drug manufacturing 
plants for antibiotics and biologicals were coming up. This had necessitated a review 
of the national drug policy formulated five years ago. New drug regulation policies and 
legislation were expected to be evolved, for which WHO'S technical assistance was 
required. 

MS AMINATH JAMEEL (Maldives) expressed her gratitude to WHO for its 
assistance in establishing laboratory services in Maldives. However, since the atolls and 
islands of Maldives were dispersed over a large area, transportation of specimens was 
very difficult. She wished to know whether any of the countries had developed a cheap 



testing kit, or whether WHO could provide assistance in developing one for use by 
health workers in the field, in the absence of trained technicians. 

She said that her country did not produce drugs, aU of which had to be imported. 
Since 1990, the import of drugs had been controlled by the private sector and the 
country was being flooded with all kinds of drugs. It was, therefore, necessary to have 
some kind of drug legislation and an essential drugs list to ensure rational use of drugs. 
There was apparently some inconsistency as medical professionals were not willing to 
work as full-time policy-makers, leading to conflict in decision-making. She wished to 
know how other countries of the Region were coping with this problem. 

Traditional medicine was very popular and widely used in her country. It perhaps 
had its origin in Unani medicine, but many elements of Ayuweda had also been included 
in it. There were no standardized methods of treatment yet. She requested WHO'S 
technical assistance in compiling information about the different traditional medical 
practices prevalent in her country on the lines of the systems in use in India and Sri 
Lanka. 

DR SOMSAK (Thailand) drew attention to the fact that the Ninth General 
Programme of Work was due to be finalized soon. He wished to share the experiences 
and problems encountered in Thailand in the field of diagnostic capability. He said that 
for effective diagnostic technology, good laboratory support was essential. Another 
concern was consumer protection in health in respect of new drugs, foods and cosmetics 
to ensure that they were not hazardous to human health. Food products should be free 
from harmful microbes and chemical additives injurious to health. Reliable information 
material and reports in respect of consumer protection in health should be disseminated 
to policy-makers and members of the general public to enable them to take the necessary 
precautionary measures. Similarly, the working environment should be free from 
ha~ardous chemicals and toxic substances to safeguard the occupational health of 
workers. It was also well-known that pollution of the environment eventually affected 
the health of human beings living in it. 

In order to better understand the problems in these three areas, reliable laboratory 
technologies and facilities as well as infrastructure were required. Simplifying the existing 
technologies so that they could be applied appropriately to create better awareness in 
the public, at the same time making available necessary infrastructure in the country, 
would enable the Member States to pay better attention to emergent problems. 

The REGIONAL DIRECTOR expressed his appreciation at the interest displayed 
by the representatives in the broad spectrum of subjects covered under chapter 12. 

He said that the subject of technology had a strong scientific background which 
was important for its proper application in the community. WHO was trying to help 
develop better diagnostic tools and vaccines not only through its collaborating centres 
and special research programmes, but also through programmes such as the Children's 



Vaccine Initiative, basic radiology services, GMP, etc. WHO had prepared a lot of 
documentation on the various ways of applying scientifically sound techniques in the 
field, such as laboratory, surgery, anaesthesiology, and the Member Countries wuld 
benefit by using those publications to upgrade the quality of services. 

He said that during the International Decade for the Disabled, WHO had executed 
several programmes funded from extrabudgetary resources. However, it appeared that 
the programme was now levelling off, particularly since UNDP and some donors expected 
national governments to execute its projects. Thus the role of WHO would be focused 
more on technical collaboration, appraisal and programme formulation and monitorink 
etc. On the other hand, many of the donor agencies wanted WHO to execute their 
projects. WHO was always willing to assist the countries, technically or even in an 
executive capacity, if they so desired. Whatever might be the case, he urged the 
representatives to vigorously pursue with various donor agencies proposals requiring 
external funding. 

He expressed his satisfaction over the progress made in the drug action programme 
which existed in some form or the other in all the wuntries, though programme 
implementation varied according to individual country situations. In almost all the 
countries, new vaccines, essential drug lists and drug policies were being developed and 
research was under way for new technologies. 

So far as the rehabilitation programme was concerned, he admitted that the pace 
had rather slowed down. The development of the Community-based Rehabilitation 
Manual was an important achievement, but most countries were still in the process of 
evolving ways of implementing the strategies for community-based rehabilitation. 

Disease Prevention and Control (pp 24-33) 

The CHAIRMAN suggested that sub-sections relating to Immunization, Disease Vector 
Control, Malaria, and Parasitic Diseases, be taken up along with resolutions WHA45.17 
and EB89.R8 on Immunization and Vaccine Quality. He then invited comments from 
the representatives. 

DR YOOSUF (Maldives) said that the immunization programme in hi country 
had made much headway as part of the Universal Child Immunization (UCI) programme, 
and felt that it was time to think about its sustainability. The Atoll administrations were 
being made responsible for getting the target population immunized according to a 
time-bound programme. Referring to the sub-section on malaria on page 25 of the 
report of the Regional Director, wherein a slide positivity rate of 0.05 percent had been 
reported in respect of Maldives, he said that this wuld be interpreted to mean indigenous 
malaria parasite positivity rate, whereas in fact these were imported cases. He clarified 
that there had been no cases of indigenous malaria during the past eight years in 
Maldives. 



DR JIGME SINGYE (Bhutan) said that his wuntry had also declared UCI. He 
was confident about the sustainability of the EPI programme in his wuntry as it was 
being given top priority. While pursuing such goals and targets, he appreciated WHO'S 
policy of supplying infrastructure and capacity building which had a direct bearing on 
sustainability. However, self-reliance in vaccine and vaccination equipment was not 
possible as Bhutan did not produce or manufacture them. His wuntry would continue 
to require support in those items. 

With regard to malaria, he said that the malaria control programme in his country 
had been started with donor assistance from India for which he thanked the Government 
of India. His country was aware that the malaria control programme was not doing very 
well. An in-depth review of the programme had been planned so that new strategies 
could be evolved. He sought WHO'S participation in the review, which was expected 
to be held shortly. 

He further said that Bhutan had positive experience with the integrated project 
on parasitic diseases, which was launched with execution by JOICFP and financial 
assistance from UNFPA. The results had been very good, and the programme had now 
been extended from four to eighteen districts. 

MR LAMBA (India) assured the representative from Bhutan of India's continued 
support for the malaria control programme. He said that India had taken several steps 
to control malaria. For the past many years efforts had been made at considerable 
expense to reduce the incidence of malaria in the country below the level of 2 million 
cases. It was also a matter of concern that almost one-third of the cases were due to 
P. falcipanml infection. In the forest areas, the incidence of malaria was much higher 
than the rest of the country. Also, spraying of insecticides in forest areas destroyed 
forests, on which depended the livelihood of the people residing in those areas. Since 
it was well known that the vector itself had developed resistance to insecticides, it had 
to be considered whether insecticides should continue to be used or be replaced by 
some other environmental technology. 

With regard to tuberculosis, he said that it would not be correct to say that the 
situation was under control. A major offensive was proposed to be launched with the 
assistance of the World Bank. He said that his country would be glad lo share its 
experiences in regard to leprosy with other countries so that they could also benefit 
from the production of any new vaccine. 

DR B.L. SHRESTHA (Nepal) said that malaria was one of the endemic diseases 
in Nepal, as 60 per cent of its population, i.e. more than 11 million of the total population 
of about 22 million, were exposed to it. His country used to have a low proportion of 
P. faleiparunt cases, but a Large number of P. falciparum cases (about 86 per cent of 
the total number of cases) had been found in people coming from Bhutan, the total of 
which had risen from 8 to 17 per cent. Almost 60 per cent of the cases had been 



detected in five districts in the Central region and two districts in the Eastern region. 
There was minimum use of insecticides in his country. With the reduction in the use 
of insecticides, cases of kala-azar had been noticed. He suggested that coordinated and 
concentrated action against kala-azar and malaria be. initiated in the countries in the 
Region. The use of insecticides would have to be increased in order to wntrol kala-azar 
in Nepal. 

MR LAMBA (India) said that a concerted drive had been launched to control 
kala-azar in Bihar. Two rounds of insecticides had been sprayed, sufftcient amount of 
medicines had been provided and there was no dearth of drugs. As a result, it was 
expected that the incidence of kala-azar would decrease considerably within two years. 
Nepal, being on the border with Bihar, would also benefit from this wntrol programme. 

DR KUMARA RAI (Indonesia) said that malaria was still a big problem in the 
outer islands of Java and Bali and the eastern part of his country, which still relied on 
spraying of insecticides. He said that since spraying of DDT had been discontinued, a 
huge stock of the insecticide was lying unused, and his country was prepared to supply 
it free of cost except for cost of transportation to any country that might be interested 
in acquiring it. 

DR SINHA (Nepal) said that in his country the immunization programme for 
common preventable diseases delivered through the primary health care approach had 
shown a positive effect on reducing mortality, especially child mortality. The lack of 
vaccines still continued to be a problem; as such, the production of vaccines needed to 
be strengthened. Similarly, programmes for the control of malaria and kala-azar, which 
hadbecome avery prominent problem in the plains, needed tobe strengthened, especially 
in coordination with India, so that both countries could benefit. 

DR KHAIRUN NAHAR (Bangladesh) said that in her country the situation in 
regard to malaria and other vector-borne diseascs was similar. Bangladesh had started 
a programme for the control of intestinal parasitic infection with assistance from IDA 
which was very innovative. It was also proposed to do mass surveillance and mass 
treatment of the population under five years. 

DR HERATH (Sri Lanka) said that his country had been able to control Japanese 
encephalitis which had erupted in 1987 in the northern part of Sri Lanka, by vaccinating 
the human and pig populations in that area. This method of approach was found to be 
very effective. It required large funds to procure vaccines. Assistance from donor 
agencies, which had been available in the first few years, had been discontinued now, 
and it was necessary to think of exploring funds for control of the disease. 

Responding to the issues raised by the representatives, the REGIONAL 
DIRECTOR said that efforts should be made to sustain the gains of EPI through the 
development of national capability, vaccine production, and health service infrastructure. 
If a programme was systematically implemented, with a given structure and system, and 



with regular team work, targets could be achieved. He quoted the examples of Thailand 
and Sri Lanka which eradicated smallpox just by routine vaccination. International 
agencies wanted to reduce their input into EPI to make use of funds thus saved for 
other programmes. He agreed that, depending upon the resources, hepatitis, measles, 
rubella and influenza might also be included in the programme but new antigens must 
be added after thorough assessment of the situation and resources. He stressed that it 
was necessary to persuade people to come forward for immunization, and sincere efforts 
should be made to get everybody immunized. He strongly felt that in health programmes, 
public health education must be based on sound scientific principles in order to be 
successful and effective. 

Regarding malaria control, he said that while trying to develop new technologies 
and better and new vaccines, scientists had to be very careful in passing on related 
information lest it should be misunderstood by field workers and cause confusion. He 
referred to the proposed Malaria Conference, to be held in Amsterdam in October 
1992, to which all countries except DPR Korea and Mongolia, had been invited, and 
expressed the hope that all the Ministers bad accepted the invitation to participate. 
The preparatory inter-regional meeting, held in February 1992, had generated a 
considerable amount of infornlation on the malaria situation in the countries of the 
Region and steps were being taken by countries for the control of malaria. Further 
guidance would be forthcoming after the declaration and strategies for malaria control 
were adopted. 

He said that countries of the Region had been participatingin the Special Programme 
on Tropical Diseases Research (TDR) although not to the extent desired. Whereas 
TDR had been providing grants to universities in the South-East Asia Region, only 
Thailand, India and Sri b n k a  and, to some extent, Indonesia had so far been able to 
obtain funds. There had been continuous dialogues between the Regional Office and 
WHO headquarters in this regard. TDR had agreed to capability strengthening in 
Bangladesh, Myanmar and Nepal. TDR had been a little hesitant to provide support 
to programmes that were unlikely to yield quick results. However, he felt that unless 
funds were provided, the countries could not embark on developmental activities. There 
was a programme to assist young scientists, particularly scientists from the countries of 
the Region, and he felt that this facility should be made use of. 

The Chairman invited comments on sub-sections on Control of Diarrhoea1 Diseases 
(pp 27-28), Acute Respiratory Infections (pp 28), Tuberculosis (pp 28-29), Leprosy 
(p 29), Sexually Transmitted Diseases (pp 29). Research and Development in the Field 
of Vaccines (pp 30), Other Communicable Diseases - Viral Hepatitis (pp 31-32), and 
Japanese Encephalitis (pp 32). and Noncommunicable Diseases (pp 32-33), while leaving 
the sub-section on AIDS to be taken up along with Agenda item 17. 

DR MUKHERJEE (India), while endorsing the earlier statement made by his 
colleague, Mr Lamba, on leprosy, said that, out of the 450 districts in the country the 



disease was prevalent in 201 districts. The Indian leprosy programme had consistently 
been showing a positive trend towards success and it had been lauded as one of the 
best managed programmes in the world. It was the introduction of multidrug therapy 
for the control of leprosy which had successfully brought down the number of cases. 
Initially, the programme endorsed the concept of identification and treatment through 
drugs, but, later it also adopted the surgical and rehabilitation aspects. Education, 
socialization and vocation had been brought under the rehabilitation aspect of the main 
aims of the leprosy control programme. Rather than fmishing with drug treatment, a 
total package for leprosy patients was absolutely necessary. An evaluation of the 
programme would be undertaken soon to fmd out the feasibility of obtaining bigger 
external support so that all the 201 districts could be covered not only for curing the 
disease but also for providing rehabilitation services. More work was needed towards 
providing a package which incorporated early detection, treatment, prevention of 
deformities and rehabilitation. He urged the Regional Committee to consider these 
aspects of the leprosy control programme. 

DR N. KUMARA RAI (Indonesia) said that tuberculosis was still a major problem, 
as evidenced by Member Countries in the Region taking part in the joint evaluation. 
Indonesia was carrying out sputum examinations at the health centre level, where some 
of the cases had been treated on the basis of clinical symptoms only. From this year 
the long-course treatment was being replaced by the short-course therapy, but the 
authorities were afraid of misuse of the short-course treatment. Considering that the 
quality of microscopy at the peripheral level was not very good in most countries, he 
wished to know about other countries' experience in this area. 

DR JlGME SINGYE (Bhutan) said that, with technical assistance and guidance 
from WHO, his country had recently conducted a nationwide survey on the control of 
diarrhoea1 diseases the results of which were awaited. These would be shared with 
Member Countries at the next meeting of the Regional Committee. The Government 
of Bhutan was determined to strengthen the tuberculosis and acute respiratory infections 
control programmes, which were quite weak at present, in the next five years on a 
priority basis. A preliminary baseline study had been conducted in collaboration with 
WHO. 

He further mentioned that for the treatment of tuberculosis Bhutan had switched 
over to short course chemotherapy. The quality of microscopy was very weak at the 
periphery, and his country was concentrating on improving the quality of microscopy 
by training peripheral health workers and creatingback-up support by referral laboratories 
to check the quality of tests. 

Elimination of leprosy was within his country's reach and his government was 
working towards this goal. A lot of work had been done in collaboration with the 
Leprosy Mission, the Norwegian Mission, etc., who had provided assistance from the 
beginning. Since it was the last phase of control of leprosy, more and more effort and 



resources should be provided to achieve elimination of leprosy. His country had 
introduced the blister pack recently in the programme. 

DR ACHARYA (Nepal) stated that a comprehensive diarrhoeal diseases control 
programme review was held in Nepal during November-December 1991. Another case 
management survey was undertaken in 1990 with a view to assessing the progress made 
by the CDD programme in the areas of case management, training in ORS production, 
and surveillance. It was now felt that emphasis should be given to surveillance and 
laboratory s e ~ c e s .  Involvement of hospitals in setting up CDD facilities and training 
units was especially called for. A plan of operation for 1992-96 and a work plan for 
1994-95 had been prepared with the help of WHO whiie a CDD national policy had 
been approved by the Ministry of Health. 

Multidrug therapy was being used in Nepal in the treatment of leprosy and a 
national leprosy eradication programme was being implemented with assistance from 
NGOs and WHO in addition to funds received from some bilateral donors. However, 
this area needed further strengthening along with some other diseases mentioned in 
the report. 

Dr Acharya further stated that national workshops and seminars on leishmaniasis 
(kala-azar) had been held in India and Nepal. Spraying of DDT was introduced in 
seven districts in the eastern Terai area to which kala-azar had spread. She sought 
further support and guidance from WHO in order to develop an integrated control 
strategy and design a suitable control programme. 

DR HERATH (Sri Lanka) mentioned the innovative approach of social marketing 
adopted by his country in respect of leprosy control. This approach had two aspects: 
(1) detection of cases through creating awareness about the disease, and (2) provision 
of treatment. This approach involved the production and use of a large number of TV 
spots and posters, and, as a result of this strategy, it was found that a large number of 
cases were voluntarily reporting to the special clinics. Fifty pet cent were reporting 
directly and 50 per cent of cases were referred by other clinics. Before adopting the 
social marketing approach, Sri Lanka had conducted a survey in four districts which 
showed that detection of one case of leprosy cost about US $130. Hence a social 
marketing campaign was launched. The number of leprosy clinics had since been 
increased from 23 to 175 in view of the increased number of cases being reported. All 
cases were being treated by multidrug therapy which was showing good results. The 
country hoped to eliminate leprosy by the year u)00. 

DR KHAIRUN NAHAR (Bangladesh) said that diarrhoeal diseases continued to 
be a major threat to the lives of children under 5 years in Bangladesh. A Diarrhoea1 
Diseases Control Centre was functioning in Dhaka. Some diarrhoeal disease training 
units had also been established in the country. Regular assistance was being received 
from WHO and the World Bank in the implementation of the diarrhoeal diseases 



control programme apart from the country's own efforts. This subject was also included 
in teaching hospitals, diarrhoeal diseases training centres and district hospitals with a 
view to imparting training. In spite of the presence of oral rehydration salt production 
units in the country, national efforts in this area needed further strengthening. She 
sought further assistance from the international community in this regard. There was a 
need to provide at least 2-3 beds at health centres at the lowest level to meet the 
emergency needs of patients. 

DR YOOSUF (Maldives) said that in Maldives diarrhoeal diseases had caused 
much mortality and morbidity, but they had learnt some lessons and were able to tackle 
the problem with the active woperation of the people. He considered acute respiratory 
infections as the second most important cause of childhood morbidity and mortality. 
He sought guidance from WHO which was trying to develop a global programme in 
collaboration with UNICEF, for ARI case detection and treatment. Referring to the 
proceedings of the International Conference on ARI, held in Washington last year, he 
said that it had generated enthusiasm for formulating standardized procedures to deal 
with the complexity of this problem which had defied solution so far. There was a need 
to develop a simple solution similar to ORS, although its implementation was not as 
simple as oral rehydration therapy since it involved monitoring at 3-4 stages. However, 
there still was a need to persuade the medical sector to work for the provision of a 
s tandardid  methodology despite probable initial resistance from the public. The 
training aspect also needed greater focus. 

The REGIONAL DIRECTOR, responding to the points raised by the 
representatives, stated that tuberculosis continued to remain a cause for concern ever 
since 1948. However, calamities and difficulties necessitated innovations and 
achievements. For example, because of the emergence of AIDS, more and more cases 
of tuberculosis were being detected. WHO was addressing this problem with a new 
thrust. A plan had been worked out with activities involving approximately US $14 
million. WHO would have a global advisory committee which would go into the technical 
aspects of tuberculosis and advise countries on how to deal with the diagnostic tools, 
treatment and socioeconomic aspects of tuberculosis. Secondly, the Intensified WHO 
Cooperation, developed by WHO headquarters, aimed at focusing on certain groups 
of countries. It was hoped that within a year more resources would be available with 
regard to tuberculosis control in developing countries. Extrabudgetary resources were 
expected to be tapped for the purpose. 

He said that control of communicable diseases, such as leprosy and tuberculosis, 
formed part of the overall health delivery system. While prevention was an important 
aspect of control of leprosy, rehabilitation of those already treated and cured and their 
acceptance in the community also needed focus. Member Countries facing these problems 
had to take decisions according to the epidemiological situation, their priorities and 
resources at their disposal. 



The Regional Director further stated that diarrhoea1 diseases and ARI were 
assuming increasing significance. Some time ago, with the attainment of some control 
over diarrhoea1 diseases, the problem of cholera had been sidelined. However, it was 
discovered that this was not so and cholera stiU eaisted and played havoc in South 
America and West Africa. Because of its virulence and epidemiology and wntrol of 
diahorreal diseases programme, the problem of cholera might seem minimized but the 
countries had to be conscious about cholera. 

Referring to the statement made by the representative from Nepal, the Regional 
Director said that kala-azar was weU within the focus of WHO. In Bangladesh, India 
and Nepal, some work was under way through a UNDP-assisted project. Thc epidemiology 
of the disease and the therapy was known, but treatment facilities and drugs were 
expensive as well as toxic. He urged the three countries concerned to mobilize more 
funds to combat the problem. WHO would, of course, support all these efforts. 

Viral hepatitis was prevalent in all countries of the Region, and the situation was 
being monitored in view of the emerging hepatitis C and E viruses not only with NANB 
and hepatitis B virus. There was a need to look at the problem in totality. Vaccination 
programmes for hepatitis should be planned keeping in mind available resources - 
health system, manpower, vaccine and future possibility of acquiring needed vaccine by 
donations or productions. However, support was being provided to counlries to carry 
out epidemiological studies and R&D projects and to review the vaccine production 
facilities. Activities in this respect were being carried out in some countries and results 
were expected within the next 2-3 years. 

MR LAMBA (India) said that in lndia a high percentage of people suffered from 
cataract-induced blindness. Presently, there were about 22 million people needing 
immediate cataract operations, whereas the country could carry out only about two 
million operations. To clear such a huge backlog, he requested WHO's help in mobilixing 
additional resources from other international agencies to set up the necessary 
infrastructure, including manpower and equipment, as the conventional cataract camp 
approach alone would not be able to wpe with this enormous task. lndia was also trying 
to mobilize external resources, and, recently, the World Bank had agreed to finance 
activities for the prevention of blindness, particularly for carrying out cataract operations 
in six States. 

DR SINHA (Nepal), highlighting the prevention of blindness activities in Nepal, 
said that Nepal had an efficient programme for vitamin A distribution to prevent 
blindness among children. Though cataract operations were now easier and within the 
reach of the community through an efficient network of eye hospitals and infrastructure, 
set up both in thegovernment sector and by NGOs, the sustainability of these programmes 
needed to be assured. He sought WHO's assistance in the epidemiological assessment 
of deafness and hearing impairment in Nepal. 



Though cancer prevention was being carried out through NGOs and 
government-supported programmes, and one cancer hospital was also being set up, 
assistance was needed in training the required manpower for cancer prevention activities. 

PROF. DR SUMARMO (Indonesia) stated that the Indonesian Ophthalmological 
Association actively participated in cataract operations in health centres. Recently, an 
eye care centre at the sub-district level was established for the first time in the country. 

DR JIGME SINGYE (Bhutan) stated that Bhutan had a blindness control 
programme supported by NGOs. Other activities for the prevention of blindness included 
cataract operations at the peripheral health centres and distribution of vitamin A to 
specified age-groups. There were no programmes on deafness and cancer. He said that 
observance of special occasions, such as World Health Day, provided a useful forum 
for the people to exchange views and interact among themselves on health problems. 
He sought WHO'S continued support for such activities. 

DR MUKHERJEE (India) said that corneal blindness was also a major problem. 
Due, however, to the high costs involved in corneal grafting, he emphasized the need 
for popularizing the eye donation concept. He expressed appreciation for Sri Lanka in 
this regard, and suggested assistance in sensitizing Member Countries on this issue and 
in setting up a regional eye bank. 

DR PERERA (Sri Lanka) said that the primary eye care programme had been 
integrated into the primary health care activities in Sri Lanka. Active technical leadership 
in an essentially public health problem and active involvement and support of NGOs 
had made the prevention of blindness programme very successful in his country. Helen 
Keller International had played a prominent role in formulating the national primary 
eye care programme, and also acted as the secretariat for the National Prevention of 
Blindness Committee. Other agencies, such as the Eye Foundation of Sri Lanka, Eye 
Care Sri Lanka, and International Sight Savers, also actively participated in the activities 
of the eye care programme. In addition, the Lions Club International also had a Sight 
First programme in Sri Lanka which would continue for five years, and they would be 
providing resources for the prevention of blindness activities. 

Sri Lanka had also set up a national centre for ophthalmic technologists' training 
with the assistance of the Christofell Blinden Mission of Germany, and was now in a 
position to accept candidates for training from other countries of the Region. 

About the experience of his country in eye banking, Dr Perera said that Sri Lanka 
had a good eye bank and was, in fact, one of the biggest suppliers of donated eyes. It 
had so far supplied about 25 000 eyes within the country and to the world as a whole. 
This was made possible by a large number of eye donations from the people because 
of their faith in Buddhism. The country had a nationwide network for the collection 
and transportation of donated eyes to the eye bank. 



H e  suggested that in view of the effective implementation of blindness programmes 
by NGOsIvoluntary organizations, it would be much better if the programme officers, 
who had multi-responsibility at the governmental level, could function in tandem. 
However, this would require a clear understanding and delineation of responsibility and 
authority - even by entering into some sort of an official memorandum of understanding. 

DR SOMSAK (Thailand) said that his country was passing through an 
epidemiological transition and depended upon hospitals and health centres to tackle 
the post-transition diseases. Noncommunicable diseases were not well perceived by the 
population, and in order to better understand this particular group of diseases, Thailand 
had planned to carry out an appropriate nationwide health examination survey. H e  
sought WHO'S guidance and technical backstopping for such a survey. Stating that ECG 
was perhaps the only method by which cardiovascular and CVD-related lung diseases 
could be assayed, he requested WHO for support in the formulation of guidelincs for 
appropriate, simple, and easy-to-follow tcchniques to diagnose certain noncommunicable 
and cardiovascular diseases to enable their early detection and treatment, perhaps by 
organizing a consultation of renowned experts in this field. 

DR KHAIRUN NAHAR (Bangladesh) said that, as in other countries, a programme 
existed for the prcvention of blindness and deafness in Bangladesh. Nongovernmental 
organizations, such as Lions and ORBlS International, were activc in the area of 
prevention of blindness. Thcrc was a need for the training of physicians and health 
workers at the grassroot level in the prevention ofhlindness. Regarding noncommunicable 
diseases, a cancer institute and a cardiovascular diseases institute were functioning in 
Bangladesh. WHO was also executing a World Bank-assisted project on cancer. Except 
for rheumatic fever, the prevention of which was being taken up with Japanese assistance, 
Bangladesh was facing great difficulty in carrying out prevention programmes for other 
heart diseases, for which suitable WHO assistance was needed. 

DR LIN AUNG (Myanmar) said that the major thrust of blindness prcvcntion 
activitics in Myanmar was on the gradual introduction of primary eye care at the 
community level. A model eye care township had been set up. Myanmar also reccivcd 
support in the form of supplies of modern microsurgery equipment as well as technical 
assistance in developing an eye bank from international agencies such as ORBlS 
Inlernational, the American Eye Association and the Christoffel Blinden Mission. Thc 
country had also passed legislation for setting up a national eye bank and he sought 
assistance in this rcgard. 

DR BHARGAVA (Chairman, ACHR) pleaded for inputs through research inlo 
noncommunicable diseases such as cancer, cataract, etc., as the conditions were acute 
and chronic. More cancers were caused by poverty than by affluence. She said that 
cancers of the cenix and oral cancers did not require sophisticated examination for 
diagnosis. Other noncommunicable diseases, such as rheumatic heart disease, ischaemic 
disease and hypertension, were caused by new lifestyles. These required massive research 



inputs in diagnosis and investigation of molecular changes, as well as in therapy. The 
need was to look into the areas which were more pertinent for research in the countries 
of the Region. 

The REGIONAL DIRECTOR said that actions as appropriate would be taken 
on the observations and suggestions made by the representatives. He agreed that Member 
States should be prepared to tackle the emerging problem of noncommunicable diseases 
as a result of the changing demographic structure, lifestyles, disease patterns, and 
epidemiological transition. Pointing out that the enthusiasm and earnestness at the time 
of starting the programmes usually plateaued with the passage of time, he called upon 
Member States to establish national capabilities to sustain these programmes at the 
country level as it might become more and more diffcdt to mobilize funds, particularly 
from extrabudgetary sources. 

Referring to the problem of vitamin A deficiency in the context of blindness 
problem, the Regional Director drew attention to the distribution of vitamin A in some 
countries, particularly in Bangladesh, India and Indonesia, as part of the programme 
to combat vitamin A deficiency, which was good. However, he cautioned the countries 
about the unrestricted use of vitamin A for routine distribution to infants. There still 
was a difference of opinion among scientists all over the world about the efficacy and 
usefulness of high doses of vitamin A to infants which was sometimes claimed by some 
as a magic bullet. The problem of todcity caused by high potency vitamin A to infants 
and pregnant women was also yet to be solved. These issues were being discussed by 
various nutrition experts in world forums, apart from being mentioned in several 
documents. One relevant document in this regard was the report of a consultation held 
in April-May 1992 in WHO headquarters on the validity of vitamin A as a part of EPI, 
which was not conclusive. In August 1992, a meeting was held in Geneva prior to an 
International Congress on Nutrition (Rome, December 1992) where the issue was 
discussed more seriously. They disagreed on endorsing massive use of vitamin A 
universally. The point about the possibility of diverting meagre resources on health to 
an unproved activity also needed consideration. It was therefore advisable to be alert 
and cautious for another 2-3 years when the question of its efficacy would be clear. 

Referring to the question raised by Dr Somsak (Thailand) about epidemiological 
surveys, the Regional Director said that the facilities and the systems available in a 
country should determine the course of action. 

The REGIONAL DIRECTOR referred to the earlier presentation made by the 
Chairperson, ACHR, regarding research on cardiovascular diseases, rheumatic heart 
diseases and rheumatic fever, and said that the countries themselves had to decide 
about the level of studies to be undertaken, i.e. whether to conduct them at the primary 
level before signs and symptoms appeared, or at the secondary level when the signs 
and symptoms were evident, or wait till the tertiary level when it became very obvious. 



As a point of  clarification to his statement made earlier, D R  SOMSAK (Thailand) 
said that what h e  requested was technical and not managerial support from the Regional 
Office as also from WHO'S global sources in the form of expertise to establish certain 
criteria for conducting a CVD survey in Thailand. 

Health Information Support (pp 33-34) 
Support Services (pp 34-35) 

MR KWON (DPR Korea) acknowledged the importance of a strong regional HELLIS 
network in the Region and the accessibility of the countries to health literature and 
information. His government considered WHO'S support in this regard as very valuable 
and sought further collaboration in view of their interest in the activities of the regional 
HELLIS network. 

DR MUKHERJEE (India) emphasized the importance of sharing information 
among the Member Countries themselves and sought WHO'S support for making 
information, such as the annual reports of the ministries of health, available to the 
countries. 

PROF. DR SUMARMO (Indonesia) mentioned that the library of the National 
Institute of Health was the national focal point for HELLIS. It had linkages with the 
national health systcm research information system, the primary health care information 
system, and the family planning and population information nctwork. The country had 
succeeded in developing computer software for collaborative activities, providing a 
network for the librarians in charge of maintenance as well as retrieval. 

DR JIGME SINGYE (Bhutan) informed the Committee that the health information 
system developed in Bhutan was very encouraging and appreciated the support received 
from WHO in this regard. H e  sought further assistance from WHO in this area. 

The REGIONAL DIRECTOR felt that, from the regional point of view, the 
HELLIS network was functioning satisfactorily. However, in some countries in thc 
Region the national HELLIS system was not functioning as well. H e  viewed favourably 
the suggestion made by D r  Mukherjee (India) concerning the regular exchange of 
information among countrics, although documents from Member Countries as wcll as 
the Rcgional Office relating to health systems, health education and functioning of 
medical research councils in the Region from the countries were available to all Member 
Countrics. The Bulletin of Rcgional Hcalth Information was brought out by thc Regional 
Office periodically. Such documents were always made available to the countrics through 
the WHO representatives. The Rcgional Office would also he ready tocollate information 
provided by the countrics and distribute it among them. 

DR PUREVSUREN (Mongolia) said that Mongolia had adopted a family planning 
policy in early 1991 to control the high infant and maternal mortality rates in the country. 



As a result, the number of induced abortions had increased while spontaneous abortions 
had decreased. The maternal mortality rate had gone up in the first six months in view 
of the lack of transport facilities which prevented pregnant mothers from availing 
themselves of hospital facilities. This situation was further aggravated by the sbortage 
of food, vitamins and medicines. He requested WHO support for the expansion of the 
family planning programme through the Safe Motherhood Initiative in Mongolia. 

DR YOOSUF (Maldives) raised the issue of concentrating on health system and 
operational research in the Region and emphasized the need to establish a mechanism 
for the dissemination of such information through an annual or bi-annual journal by 
WHO. 

The REGIONAL DIRECTOR said that the Regional Office would try to compile 
lists of the contributions received from Member Countries. Publication of two volumes, 
each covering 100 projects, containing the results of research conducted since 1976 in 
the Region had been undertaken. Currently, the third volume was under preparation. 
This volume would be made available to the Member Countries. 

DR D.B. BlSHT (Director, Programme Management), supplementing the 
information provided by the Regional Director, said that all published health information 
material was being compiled and published by the Regional Office and distributed 
regularly to the countries. Volumes of these publications were also available at the 
WHO representatives' oflices. He urged that better utilization be made of the mechanisms 
available. 

The CHAIRMAN proposed the constitution of a Resolution Drafting Committee 
consisting of representatives from India, Maldives, Myanmar and Sri Lanka. He said 
that representatives from other countries could also participate in this Committee if 
they so desired. This Committee would draft resolutions to be considered by the Regional 
Committee along with Agenda item 25 - Adoption of the final report of the forty-fifth 
session of the Regional Committee - on 13 September 1992. 

3. ADJOURNMENT 

The meeting was adjourned. 
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M I N W  OFTHE FOURTH MEETING 

1. CONSIDERATION OF THE RECOMMENDATlONS OF CCPDM ON 
THE REPORT OF THE WORKING GROUP ON WHO PROGRAMME 
MANAGEMENT IN SOUTH-EAST ASIA (iron 13) 

Introducing the item, the REGIONAL DIRECTOR said that the issue of efficient 
WHO programme management had been a matter of concern for all and CCPDM had 
debated this issue on a number of occasions beginning in 1986. As a result of concerted 
actions, taken both at country and regional levels, there had been some progress; yet 
there was room for improvement. The nature of WHO programme management involved 
the governments very closely and, therefore, actions to improve its efficiency and 
effectiveness must take place mainly at the country level, supported by those taken at 
the Regional Office level. 

As recommended by the twentieth meeting of CCPDM, a Working Group consisting 
of some members of CCPDM and WHO staff had been constituted to study the low 
programme delivery in the Region. The study group team visited the Regional Offices 
for the Eastern Mediterranean and the Western Pacific with a view to identifying 
measures for ensuring full implementation of WHOIgovernment programmes at the 
country and regional office levels. The twenty-first meeting of CCPDM had discussed 
the preliminary draft report of the Study Group in April 1992 and, based on its comments, 
the current report was revised and discussed by the twenty-second meeting. He suggested 
that the Chairman of the twenty-second meeting of CCPDM be requested to report on 
this subject. 

At the request of the Chairman, DR JIGME SINGYE (Bhutan), Chairman, 
CCPDM, presented the report of the twenty-second meeting of CCPDM on the Working 
Group Study on WHO Programme Management. He said that the Director, Programme 
Management, had highlighted the genesis, the rationale and the background for the 
conduct of the Working Group study. He had also informed CCPDM about the 
preliminary findings of the study conducted at various levels and in the three WHO 
Regional Offices. 

He then referred to the document SEAPDM/Meet.22/5 which included the terms 
of reference of the current CCPDM related to the Working Group Study. The CCPDM 
was appreciative of, and commended the quality of work, particularly its clear objectives, 
refined methodology and specific outcomes. While endorsing the findings and 
recommendations of the Working Group study, CCPDM had highlighted eight issues 
and made six recommendations (document SEA/PDM/Meet.22/7), for consideration by 
the Regional Committee. The CCPDM had come up with other issues and 
recommendations which, though not directly related to the Working Group study, would 
be followed up by the Regional Office with the countries concerned. 



The REGIONAL DIRECTOR said that even though there might not be much 
discussion, mainly because most of the representatives of the Regional Committee had 
also been members of CCPDM, comments from those representatives who had not 
participated in the CCPDM meeting were welcome. If there were no comments, the 
Regional Committee might approve the report of the Working Group on Programme 
Management. Further action at country, regional and global levels for improvement and 
future remcdial measures would be taken. 

The Committee then adopted the report of the CCPDM Working Group Study 
on W H O  Programme Management and endorsed the recommendations (SEA/RC45/20). 

2. PROGRESS REPORT ON FORMULATION OF THE 
NINTH GENERAL PROGRAMME OF WORK ( iron 1.0 

T h e  C H A I R M A N  re fe r red  t o  document  SEAlRC4517, SEAIRC45IInf.3,  
SEAIRC45llnf.4, SENRC451Inf.6 and SEAIRC45llnf.R and requested the Regional 
Director to introduce the item. 

The REGIONAL DIRECTOR, explaining the various documents in detail, first 
referred to the document "Progress Report on Formulation of the Ninth General 
Programme of W o r k  (document SEA/RC45/7), which was the basic documcnt outlining 
the theoretical and historical background of the general programme ofwork and general 
report of whal was being done. This document had been sent lo the representatives six 
weeks earlier. The documcnt SEAIRC45lInf. 3, Paradigm for Health, formed the 
Director-General's new approach on how to meet the primary health care requirements 
in the countries. This could be seen as a background concept to the preparation of the 
Ninth GPW. Document SENRC45lInf.4 gave the preliminary outline of the Ninth GPW. 
This topic had been first prcsentcd to the Executive Board in January 1992 and the 
information contained in this document had been sent to WHO headquarters in December 
1991 for consideration by the Executive Board in January 1992. Document 
SEAIRC45lInf.6 related to the general policy and programme framework for the Ninth 
GPW and was the draft for discussion by the Programme Committee of the Executive 
Board. The Executive Board in January 1992 had referred the detailed discussions on 
the Ninth GPW to the Progranlme Committee. This document would form the basic 
frame that would finally be preser~ted to the Executive Board and the World Health 
Assembly in 1994. Document SEAIRC45Ilnf.8 formed the draft report of the Programme 
Committee of the Executive Board. Whereas SEAlRC451inf.6 was the document 
considered by the Programme Committee, SEAIRC45IInf.8 contained the conclusions 
of the Programme Committee. 

The programme of work being a constitutional requirement, the Organization had 
been developing programmes of work covering specific periods. The bienium 1994-95 
was the final bienium of the Eighth GPW. The Ninth GPW would commence from 



19% and would cover the period up to the year uM1. It would thus be the last GPW 
before the target ofHFA12000 wasreached. He suggested that the Committee concentrate 
on document SEAfRC45flnf.6 which would form the basis of the Ninth GPW. The 
general policy framework, general programme framework and the possible programme 
classification would be much simpler than the Eighth GPW. The Committee might wish 
to satisfy itself that the Ninth GPW met the needs of the countries and that this 
document, when finalized, would be able to serve the needs of the countries in WHO'S 
collaborative programme. The suggestions and observations of the Regional Committee 
would be forwarded to WHO headquarters, where these would be reviewed before 
submission to the Executive Board and the World Health Assembly. 

The REGIONAL DIRECTOR further informed the Committee that documents 
on the ninth General Programme of Work had been made available to WHO 
representatives and the members could study the documents in detail and send their 
comments to the Regional Office later. These comments would then be transmitted 
through WHO headquarters to the Executive Board and the World Health Assembly 
for consideration. 

DR YOOSUF (Maldives) stated that there was a major shift in the Ninth General 
Programme of Work from the traditional programmes of WHO. Referring to the recent 
Programme Committee of the Executive Board, he said that one of the important issues 
discussed at the Programme Committee was the change in the orientation of the issues 
that were being faced in the health system, particularly in respect to changes that were 
taking place in the world's social, economic and political situations and the prevailing 
resource constraints. The countries would be called upon to shift from a programme 
approach to a thematic approach and concentrate on broad ideas rather than specific 
programme areas. This would provide some semblance of flexibility to the countries in 
view of the intersectoral nature of the programmes, particularly with respect to lifestyles, 
noncommunicable diseases, and environmental programmes. The Ninth GPW contained 
guidelines within which the countries were expected to work in the implementation of 
programmes. Referring to the four policy directions mentioned on page 3 of the document 
SEAIRC45nnf.6, he said that it was important to review the managerial system also 
with a view to improving programmes. 

DR SOMSAK (Thailand), referring to page 1, item 3 of the document 
SEA/RC45/Inf.8, said that the Ninth GPW appeared to be more general in nature as 
compared to the earlier GPWs. Since the general programmes of work provided the 
framework for the Organization's support to Member Countries, he wondered whether 
the flexible nature of the Ninth GPW would allow clearer guidelines to the countries 
in structuring their programmes. 

Responding to the point raised by Dr Somsak, the REGIONAL DIRECTOR said 
that the classification of programmes in the Seventh and Eighth GPWs was done in a 
detailed manner and had resulted in increases in the number of Units in HQ and the 



total number of projects. In the new programme classification structure, efforts had 
been made to minimize the number of projects by programme approach, while allowing 
more flexibility. The World Health Assembly would endorse this structure at the time 
of finalization if it responded to the needs of the countries. The country programmes, 
which depended upon a country's health infrastructure, etc., need not have to be in 
total conformity with WHO'S programme of work. The question was whether the new 
classification would be adequate to meet the needs of the countries for WHO 
collaboration. The senior staff in WHO headquarters, who had drafted this structure 
in the Programme Committee, had felt that the reduction in the number of programmes 
and allowing of more flexibility would be helpful to countries. 

The Regional Director further informed the Committee that there would not be 
any need to prcpare thc Regional Programme of Work, which had been the practice 
hitherto. Also, the medium-term programme, which was normally being developed 
within the framework of the general programme of work, would not be necessary any 
longer. The wh11le idea of this exercise was to simplify the procedure and programmes 
so that WHO collaboration in the countries could be carried out more effectively. 
However, the main question was whether this simplification would still be adequate to 
meet the countries' needs. 

3. MALARIA CONTROL - MINISTERIAL CONFERENCE ON MALARIA (ircnt 15)  

The CHAIRMAN sugcstcd  that agenda item 15 be taken up together with pages of 
the Regional Dircctor'sReport (SEA/RC4512), and invited the comments of the 
representatives. 

In his introductory remarks, the REGIONAL DIRECTOR said that, malaria being 
endemic in more than 100 countries of the world with high incidence of morbidity and 
mortality, the eighty-third session of the Executive Board and the Forty-second World 
Health Assembly in I089 passed resolutions (EB83.Rl6 and WHA42.30) affirming that 
malaria be declared a global priority in order to achieve the goal of HFN2000. 
Accordingly, it was decided to hold a global malaria summit of ministers of health to 
focus world attention on the worsening malaria situation, to be attended by the ministers 
of health and one technical representative from each of the 95 countries with high 
incidences of malaria. 

Thrcc separate interregional meetings on malaria were held in Brazraville, New 
Delhi and Brasilia in prcparation for the forthcoming Ministerial Confcrencc to be held 
in Amslerdam in October 1Yj2. These meetings were convened with the objective of 
assessing the malaria situation in the respective regions, to identify interregional and 
global malaria control strategies and to discuss issues of particular regional interest. 

The common focus of emphasis was on four broad elements: (1) prompt diagnosis 
and treatment of cases; (2) development and strengthening of information systems to 



guide programme management; (3) selective and cost-effective vector control, and (4) 
prevention and control of epidemics. It was proposed to process and analyse the outputs 
from the interregional meetings, and a declaration of the countries' commitments and 
an indication of a global strategy for malaria eradication was expected to be adopted 
at the Ministers' Conference. 

PROF. DR SUMARMO (Indonesia) wished to know why consideration of the 
results of the Ministerial Conference on Malaria did not figure in the draft provisional 
agendas of the Executive Board and the World Health Assembly meetings to be held 
in 1993. 

The REGIONAL DIRECTOR clarified that malaria was discussed at the 
eighty-third session of the Executive Board during the programme budget presentation 
as discussion on follow-up actions of the previous years's programme but not as a 
separate subject. Though malaria had not been discussed as a separate agenda item at 
the Forty-second World Hcalth Assembly, it was expected to be discussed next year as 
part of the budget proposals. During the meetings of the Executive Board and the 
World Health Assemblv. briefine sessions were oreanized bv the Secretariat for the , , - 
delegations, with particular reference to the Malaria Summit. He urged the representatives 
to ensure that the two documents relating to the global strategy and the draft declaration 
were thoroughly reviewed by the respeclive ~inisters ,  so that their comments could be 
included in the documents being prepared for the Conference. 

MR LAMBA (India) lauded the inilialive taken by WHO in convening a ministerial 
summit on malaria, which was a disease prevalent in most countries of the Region. He 
felt that the organization of three preparatory regional meetings preceding the conference 
had ensured regional inputs for the formulation of an effective global malaria control 
strategy. He said that his country was reviewing its national strategy in the light of the 
recommendations emanating from the meeting held in New Delhi in February 1992. 
Besides helping to obtain political commitment of the countries at the highest level, the 
presence of external funding agencies at the Conference could be utilized to mobilize 
financial resources in tackling the problem of malaria. At present, the resources available 
for malaria control were too scarce. It was therefore essential that the global strategy 
for malaria control had a back-up of additional resources to implement it. 

The REGIONAL DIRECTOR said that one of the expected outcomes of the 
conference was a global strategy for malaria control in the future. Ministers from 
malaria-endemic countries would be convinced that malaria was still a major public 
health problem requiring large inputs from national health administrations. 
Representatives of donor agencies and ministers of finance and planning from different 
countries would also be sensitized to the malaria situation. 

DR MUKHERJEE (India) said that the consultative meeting, held in February 
1992, brought out a fundamental difference in the approaches to malaria control. The 
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main approach would be prevention and he felt that the cost implications had to be 
considered. More resources were required to implement malaria programmes than were 
at present available to the countries. H e  suggested that feasibility studies in terms of 
investment of manpower, resources and drugs should be carried out. 

While agreeing with the representative from India, the REGIONAL DIRECTOR 
pointed out that a country-specific epidemiological approach by stratification of the 
country, keeping in view the topography and ecology, would be the best solution. 
Operational methods for the control of vectors of different kinds needed to be  applied 
in isolation or  in combination. H e  suggested that during the Conference, the ministers 
could reflect their views about the applicability of the different approaches to evolve a 
national strategy. 

4. LEPROSY ELIMINATION ( i r o n  16) 

The CHAIRMAN invited the representatives to discuss the documents SEAIRC45119 
and SEAIRC45IInf.7 relating to leprosy elimination. 

Introducing the subject, the REGIONAL DIRECTOR stated that the countries 
of the Region had shown good progress in their leprosy control activities with the 
introduction of multidrug therapy. Lcprosy was accorded high priority following World 
Health Assemhly resolution WHA44.9, which called for the intensification of national 
efforts for the atcainmcnt of thc goal of leprosy elimination by the year 2000. 

The regional strategy for leprosy elimination was being formulated for adoption 
according to individual needs of the countries. H e  assured WHO technical support in 
the implementation of national leprosy control programmes. The Regional Director 
informed the committee that Maldives had recently started its programme with a view 
to achieving total elimination of leprosy in a span of three to four years. Similar 
programmes were proposed to be initiated hy Bhutan, Sri Lanka and Thailand, to be 
gradually followed by the other countries. 

DR MUKHERJEE (India) felt that, although the regional strategy document 
conceptualized most of the aspects of leprosy elimination, reconstructive surgery for 
the management of rehabilitation programmes did not find a mention therein. Since at 
present trials for four typcs of vaccine were going on, some mention of the role of the 
leprosy vaccine should also be specifically reflected. 

DR JIGME SINGYE (Bhutan) noted with pleasure that a leprosy elimination 
programme would be introduced in Bhutan, as in Maldives. H e  said that due to the 
progress achicved in the treatment of leprosy cases, the leprosy hospitals in Bhutan had 
been converted into general hospitals. However, he felt that total integration of the 
leprosy control programme into general health services might lead to dilution of its 
effectiveness. 



At this point the Chairman invited the Secretary of the International Leprosy 
Association to speak on the subject. 

DR YO YUASA (Secretary, International Leprosy Association) said that there 
seemed to be some confusion among the people, especially health administrators, in 
the understanding of leprosy as a problem. There were two aspects. The disease was 
an infection, and was accompanied by disability and deformity. While leprosy as an 
infection was a legitimate target of public health activity, the deformity and 
disability-producing aspect formed part of rehabilitation. WHO'S goal to eliminate 
leprosy seemed to consider leprosy as an infectious disease. The goal of reducing the 
prevalence rate, globally and nationally, to 1 per 10 000 was attainable with the available 
resources through multidrug therapy, as recommended by WHO. This would also prevent 
new deformities. He was gratified to note the achievement made in the South-East Asia 
Region, and hoped that with the continued interest of both WHO and the Member 
Countries it would be possible to eliminate leprosy by the year 2000. In most western 
countries leprosy had disappeared even before chemotherapy was available. In Japan 
and Korea the disease had been eliminated with an increase in the standard of living 
of the people, which reduced the chances of being infected. He felt that it was difficult 
for most of the countries to tackle the deformity aspects in view of lack of resources. 
In the first place, therefore, attention should be directed to elimination of leprosy as 
an infectious disease while the rehabilitation aspects could be dealt with later. 

Referring to the observations made by Dr Yuasa, DR MUKHERJEE (India) said 
that public health administrators were aware of the infectious and disability aspects of 
leprosy. Infection could be controlled with medicine, but disability would still be there 
for quite some time. He felt that it was not proper to wait beyond the year 2000 to 
take up the disability aspect. Efforts should continue for the rehabilitation of the 
handicapped. 

DR YUASA clarified that health education on the prevention of deformity was 
being included in the programme. Quite often people tried to club all aspects of leprosy 
control, which was certainly not possible with the kind of resources available. The 
problem was being addressed to all deformity patients, including leprosy patients. He 
suggested that the rehabilitation problem be integrated into a general problem rather 
than isolating it as a leprosy problem as such. 

Responding to the points raised by the representatives, the REGIONAL 
DIRECTOR said that leprosy elimination would depend on the epidemiology, workload, 
resources, etc. Even though epidemiologists, microbiologists, and public health 
administrators accepted that leprosy patients could be cured and deleted from the list 
of patients, it was difficult to convince the patients and the general public about their 
having been cured if they had developed some kind of deformity or disability. In such 
cases there was a need to correct deformity. The programme for control of leprosy had 
to be a composite one, including prevention, treatment, rehabilitation and surgery. 



Elimination of leprosy was a specific activity to reduce incidence and prevalence to a 
negligible level. H e  felt that India would be able to undertake deformity correction as 
part of leprosy control because of the resources available to it. The elimination of 
leprosy in Bhutan depended on various conditions. If an integrated approach was being 
adoptcd, the use of infrastructure was necessary. The leprosy hospitals in Bhutan were 
a model, with an outreach programme under which the people were treated in the 
villages. These activities could be coordinatcd by the government in an integrated way 
and WHO would be pleased to provide assistance in this respect. 

H e  agreed that a reference could be made in the strategy paper reflecting the 
scope of rehabilitation as also vaccine development, and even immunology, as supportive 
activities even though they were not the main themes for the elimination of leprosy. 

5.  WHO SPECIAL PRO(;RAMME FOR RESEARCH AND TRAINING 
IN TROPICAL DISEASES (iletn 19) 

Report on the Joint Coordinating Board (JCB) Sessiun (;(em 19.1) 

The REGIONAL DIRECTOR, introducing the agenda item, referred lo document 
SEAIRC4.518 which dealt with the Special Programme known as  TDR. In accordance 
with an earlier dccision of the Regional Committee, he requested the representatives 
from Myanmar and Thailand, who attended the fifteenth session of JCB hcld from 30 
June to I July 19'12, to rcport on its deliberations. 

DR LIN AUNG (Myanmar) presented the report on behalf of the representative 
from Myanmar who had attended the JCB mecting in addition to a representative from 
Thailand. Indonesia had also participated in this mecting as an observer. H e  gave 
highlights of the report presenled to JCB which comprised reports of the Standing 
Committcc, of the Director, TDR, and ofthe Scicntificand Technical Advisory Committce 
(STAC), as well as technical prcsentalions. H e  mcntioncd that a memorandum of 
understanding had been signed with thc National Council of Scientific and Technological 
Development of Brazil. This would serve as an example for future collaboration with 
other organizations. The importance of closer collaboration between the research 
activities being carried out in leprosy and tuberculosis was re-emphasized. JCB also 
approvcd the recommendation of STAC, made at its fourteenth meeting, that TDR's 
Lcprosy Steering Committce be reorganimd to form two new joint leprosy-tuberculosis 
steering committees in collaboration with the WHO programme on tuberculosis. Thc 
Standing Committee was requested to continuc to collaborate with other organizations 
working in similar arcas and to explore fund raising mechanisms. The JCB also requested 
regular information on the priorities set by the Programme which should contain clear 
descriptions of the recommended priorities and the rationale used in addition to regular 
reports on activities related to the Product Development Unit and collaboration with 
industry. A Prospective Thematic Review (PTR) was requested to be  carried out on 
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TDR's scientific directions to examine the balance between basic research, product 
development and operational research, to explore changes in the functions and 
composition of STAC, to identify priorities and TDR's comparative advantages and to 
facilitate improved collaboration with WHO programmes. 

Nomination or a member to JCB in place of Myanmar 
whose tenn expires on 31 December 1992 (item 19.2) 

Following a proposal by DR JIGME SINGYE (Bhutan), seconded by DR A.K. 
MUKHERJEE (India), the Committee nominated Nepal as a member of JCB in place 
of Myanmar for a period of three years from 1 January 1993. The Chainnan requested 
the Regional Director to inform WHO headquarters accordingly. 

6. WHO SPECIAL PROGRAMME FOR RESEARCH, DEVELOPMENT AND 
RESEARCH T R A l N l N G  IN HUMAN REPRODUCTION (im 20) 

Report on the Policy and Coordination Committee (PCC) Session (ifem 20.1) 

Introducing the item, the REGIONAL DIRECTOR referred to document SEMC4519 
dealing with the Policy Coordination Committee (PCC). He informed the representatives 
that at present the South-East Asia Region was represented in PCC by-Bangladesh, 
Indonesia and Thailand. Bangladesh's term of office was due to expire on 31 December 
1992 and a replacement was to be nominated. 

He also requested one of the countries who had attended the fifth meeting of PCC 
held in Geneva from 24-26 June 1992, to present a report to the Regional Committee. 

PROF. DR SUMARMO (Indonesia) presented the report on behalf of 
representatives from Bangladesh, Indonesia and Thailand, who attended the fifth meeting 
of PCC. He said that PCC, which had 32 members, was responsible for taking decisions 
on the policy and budget of WHO'S human reproduction programme (HRP). He gave 
a brief history of the Special Programme of Research, Development and Research 
Training in Human Reproduction and emphasized the significance assumed by it in 
view of the active involvement of other UN agencies and voluntary organizations. The 
Programme had so far collaborated with some luX) institutions in 97 countries involving 
scientists from both developed and developing countries and had provided grants to 
scientists and institutions worldwide. Ad hoc consultations through experts and scientific 
committe;~ guided the Programme's various activities. Describing the work of the fifth 
meeting of PCC, he mentioned that PCC reviewed the results of a 10-year multicentre 
study which had indicated no significant overall correlation between the use of 
Depo-provera and breast cancer. The US Food and Drug Administration had also 
extended the use of second-generation copper device TCu380A IUD from six to eight 
years following the Programme's studies demonstrating continued effectiveness without 



any increase in side-effects. The study was still going on and a further extension of use 
to 10 years could be envisaged. With regard to research on antiprogestins - RU486 - 
PCC had given its endorsement in 1991 of the work carried out in this respect. The 
Standing Committee noted the studies that were being continued by the Programme 
on RU 48(, to assess the efficacy and safety of further reducingthe dose of the compound. 
The Programme had continued to disseminate information on [he rcsulrs of ils research 
and it was collaborating with various governments and agencies in their respective 
programmes in the field of humdn reproduction. 

Nomination of a Member to the Policy and Coordination Committee in place of 
Rangladesh whose term expires on 31 December 1992 (Item 202) 

Following a proposal by PROF. DR SUMARMO (Indonesia), seconded by DR ABDUL 
SATTAR YOOSUF (Maldives), India was nominated as a memhcr of the Policy and 
C:oordination C'onimittce of the WHO Special Programmc for Research, Dcvciopmcnt 
and Research Training in Human Reproduction in place of Bangladesh for a period 
of three years from 1 January 1093. 

The Chairman rcquestcd the Regional Director to inform WHO headquarters 
about thc nominirtion by [he Rcgion;il Commitrec. 

7. REPORT ON THE SESSION OF THE MANAGEMENT ADVISORY 
COMMITTEE OF' THE ACTION PROGRAMME O N  ESSENTIAL 
DRUGS (Irrrn 21.11 

The REGIONAI. DIRECTOR, introducing the item, stated that the representatives 
from Bhutan and Indonesia had participated in the fourth mccting of the Management 
Advisory Committee (MAC) of thc Action Programmc on Essential Drugs, held in 
Fehruary 1002. He rcqucstcd thc Chairman to invite the rcprcsentatives to prescnl a 
report o n  their attendance at this mecting. 

DR J lGME SINGYE (Bhutan), presenting a report on his attcndance al the MAC 
meeting, held in Geneva on 26-27 February 19.')2, said that the MAC meeting appreciated 
the guidelines given to it by the WHO Director-General. H e  stressed the importance 
of DAP's functions in the implementation of the Revised Drug Strategy, and the 
achievcmcnts made so far. The meeting approved the proposed plan and budget for 
1'992.93 which amounted to US$25.3 million, subject, of coursc, to adjustments latcr lo  
reflect the rcccnt structural changes in DMP and DAP. The meeting also rccommcndcd 
that DAP devclop strategic medium- and long-term planning and review its priorities. 
For this purpose, it established an ad hoc MAC support group to recommend priorities 
and strategic options for the next five years. Recognizing that rational use of drugs 
was an integral part of the revised drug strategy, the meeting stresscd the responsibility 
of all interested parties in the rational use of drugs. Other topics covered by MAC 



included quality assurance, indicators, African initiative for Essential Drugs, etc. The 
next meeting of MAC was scheduled to be held in Geneva from 23-24 February 1993, 
with the possibility of an extraordinary meeting b e i  held in the autumn of 1992. 

Nomination of a Member to the Management Advisory Committee of the 
Action Programme on Essential Drugs (MAC) in Place of Bhutan whose 
term expires on 31 December 1992 fh 21.2) 

On a proposal made by DR SOMSAK CHUNHARAS (Thailand), seconded by 
MR LAMBA (India), Bhutan was nominated to the membership of the Management 
Advisory Committee for a period of three years from 1 January 1993. The Chairman 
requested the Regional Director to inform WHO headquarters accordingly. 

8. REPORT OF THE MANAGEMENT COMMITIXE OF THE 
GLOBAL PROGRAMME ON AIDS (Ifem 17.2) 

The REGIONAL DIRECTOR, introducing the subject, said that the Management 
Committee of the Global Programme on AIDS (GMC) acted as an advisory body to 
the WHO Director-General and represented the interests and responsibilities of WHO'S 
external partners collaborating in the global strategy for the prevention and control of 
AIDS. Indonesia and Myanmar represented the South-East Asia Region on this 
Committee. While Myanmar participated in the 7th GMC meeting, held in 1991, Indonesia 
had participated both in the seventh and eighth (1992) meetings of GMC. He then 
requested the Chairman to invite the representative from Indonesia to present a report 
on his country's attendance at the meeting. 

PROF. DR SUMARMO (Indonesia) reported on the eighth GMC held in Geneva 
from 10 to 12 June 1992. He informed the Committee that the session was dominated 
by the findings and recommendations of the external review committee of GPA. 
Considering the nature of the AIDS pandemic, it would be vital for the world to have 
the most effective strategies to draw upon. This required that the expertise, commitment 
and momentum that had been generated should not be allowed to falter. The report 
would be widely circulated. The report also dealt with collaboration within the UN 
system while confirming the lead role of WHO in the fight against the disease. The 
GMC proposed that the mandate of the'Global Commission on AIDS be modified and 
its name changed to Advisory Council on HIV and AIDS. 

The meeting also took note of the fact that many governments and external support 
agencies were active in the global endeavour to help prevent HIV infection and AIDS. 
Their respective roles and functions needed clarification and it was suggested that an 
AIDS coordination forum be established to function as a consultative mechanism for 
developing countries, which would include other UN agencies, intergovernmental 
organizations, bilateral donors and NGOs. 



Nomination of a Member to the Management Committee of the 
Global Programme on AIDS in place of Indonesia whose term 
expires on 31 December 1992 (iron 17.3) 

Following a proposal by MR KWON SUNG YON (DPR Korea), seconded by DR 
SOMSAK CHUNHARAS (Thailand) and DR SUNITI ACHARYA (Nepal), India was 
nominated as a mcmher of GMC for three years from 1 January 1993. The Chairman 
requested the Regional Director to inform WHO headquarters accordingly. 

The REGIONAL DIRECTOR commended the reports presented by the countries 
on their attendance at the meetings of the various committees this year. These were 
extremely useful and informative and provided good feedback to the Regional Committee. 
H e  also urged that the countries nominated to represent the Region at these important 
committees should ensure participation by highly qualified and competent persons who 
should be able to influence policy decisions at the global level for the benefit of the 
programmes in the Region. 

MR LAMBA (India) assured continued representation by competent and qualified 
persons from his country. 

At this point the Vice-Chairman took the Chair 

9. CONSIDERATION OF THE REPORT O F  THE SUB-COMMITTEE 
ON PROGRAMME BUDGET (itern 11.1) 

The VICE-CHAIRMAN requested the Chairman, Sub-committee on Programme Budget 
to present thc report. 

DR N. KUMARA RAI (Indonesia), Chairman, Sub-committee on Programme 
Budget, said that thc Committee had held a preliminary meeling on 7 Seplcmber 
followed by mectings on 8 and 9 September. H e  then presented the report of the 
Sub-committee. 

The Committee, while endorsing the recommendations of CCPDM on the review 
of the implcmcntation of WHO'S collaborative programmes during the biennia 1990-1991 
and 1992.1003, urged the Memher Countries to accelerate programme delivery, especially 
of those programmes which were funded by extrabudgetary sources. This would result 
in enhanced resource mobilization. The Committee recommended deletion of the item 
"Planned allocations by programme and actual expenditure during the biennia 1990-1991 
and 1992-1993" (1 (c)J from its terms of reference for even-numbered years because a 
comparative analysis was not meaningful or valid in the context of the preparation of 
the single programme budget and annual detailed plans of action based on the actual 
needs and priorities of the Member Countries. 



Even though World Health Assembly resolution WHA29.48 had recommended 
allocation of at least 60 per cent in real terms of the Regular budget for technical 
cooperation with Member Countries, more than 75 per cent of the Regular budget was 
allocated for country activities in the South-East Asia Region. The Committee was 
appreciative of this facility. It recommended that the programme budget proposals for 
1994-1995 be transmitted to the Director-General for inclusion in his programme budget 
proposals for 1994-1995. The Committee also endorsed the recommendations of the 
twenty-second CCPDM on joint government-WHO evaluation of priority health 
programmes. 

The VICE-CHAIRMAN invited comments from the representatives on the report 
of the Sub-committee on Programme Budget. 

The REGIONAL DIRECTOR, expressing his gratitude to the members of the 
Sub-committee for their guidance, said that WHO always worked together with the 
countries in the preparation of the programme budget. He reminded the Committee 
that the regional programme budget proposals would be included in theglobal programme 
budget proposals for 1994-1995 by the Director-General for submission to the Executive 
Board in January 1993 and later to the World Health Assembly in May 1993. It was 
only after approval by the Assembly that the countries could make use of the funds. 
He underlined the importance of providing appropriate briefing to the representatives 
who would be attending the World Health Assembly to present the Region's needs 
effectively in order to influence programme budget's approval by the Assembly. He 
further stated that after the budget was approved by the World Health Assembly, the 
Regional Office would start consultations with the countries for the preparation of the 
annual detailed plans of action. 

8. ADJOURNMENT 

The meeting was then adjourned 
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1. CONSIDERATION OF THE RECOMMENDATIONS ARISING OUT OF 
THE TECHNICAL DISCUSSIONS ON BALANCE AND RELEVANCE 
IN HUMAN RESOURCES FOR HEALTH FOR HFA/2000 (im 12) 

On resumption of the meeting, the Vice-Chairman took the chair and invited Dr Somsak 
Chunharas, Chairman of the Technical Discussions on Balance and Relevance in Human 
Resources for Health for HFAR000, to present his report. 

Dr SOMSAK (Thailand) thanked the participants for their cooperation and 
contributions to the Technical Discussions. He also conveyed his appreciation for the 
support provided by the Secretariat and presented the report on the Technical Discussions 
(document SEAiRC45D) to the Committee. He then read out the conclusions and 
recommendations arising out of the Technical Discussions. 

The VICE-CHAIRMAN thanked the Chairman of the Technical Discussions group 
for a valuable report and requested the representatives to express their views on the 
report, after which the recommendations could be adopted for implementation in the 
wuntries of the Region. 

MR LAMBA (India) complimented Dr Somsak on producing a very lucid and 
instructive report on a topical subject. In a dynamic situation, it might not be possible 
to achieve a static objective. Although maintainance of a balance in health manpower 
might be an elusive goal in the face of numerous imponderables, an attempt should be 
made to strive for improvement in the quality and increase in the quantity of health 
manpower in the Region. Even an unbj4anced growth in manpower would release forces 
leading to correction of the imbalances. 

DR JIGME SINGYE (Bhutan) commended the Regional Director and his 
colleagues for the ground-work done for the Technical Discussions and for enriching 
the deliberations by dissecting the issue of human resources for health in all its dimensions. 
He congratulated the Chairman olthe Technical Discussions for handling a vast, complex 
and complicated issue competently. 

DR SOMSAK (Thailand) regretted that, due to the paucity of time, certain policy 
issues deserving to be reviewed in depth could not be discussed at greater length. 
However, this need not limit the representatives from critically examining the issues in 
their own countries in the light of the recommendations made. 

The REGIONAL DIRECTOR, echoing the sentiments of the representative from 
Thailand, stressed that the topic of public and private mix of human resources for health 
was also included in the Health Ministers' Meeting and thus expected to receive guidance 
for future action. He urged the representatives to study the situation in their countries 
and take a fresh look at the health manpower situation. 

The report of the Technical Discussions was then adopted. 



2. AIDS (iron 1 7 )  

The VICE-CHAIRMAN said that while discussing the AIDS Update, sub-item 8 of 
chapter 13 of the Regional Director's report (document SEAiRC4512) and resolutions 
WHA45.35 and EBIIY. R19 relating to AlDS also be taken up together. 

The RECiIONAL DIRECTOR, introducing the subject, stated that the global 
situation of AlDS had further deteriorated. As of January 1992, an estimated 9-10 
million adult HIV infections had occurred and 1.5 million adult AIDS cases were 
expected. It was disturbing to note that, while in 1985 developing and developed countries 
had identical prevalence of HIV infection, by the year uXX) it was indicated that 80 per 
cent of HIV infection would be in developing countries. India, Myanmar and Thailand 
showed a high incidence of HIV infection, and all the remaining countries, with the 
exception of Mongolia, DPR Korea and Bhutan, had varying degrees of prevalence. 
The alarming trend of the spread of HIV infection made it only a matter of time before 
the disease occurred in these countries too. Thus, there was no room for complacency. 

The countries of the Region had to adopt a multisectoral, integrated approach to 
combat and control the scourge of AIDS in anticipation of the h e a y  strain on their health 
infrastructures in the near future. WHO had been providing technical guidance to Member 
Countries for the orientation of health workers in case management to prepare them to 
take on the additional burden of caring for AlDS patients. 

There was a resurgence of tubcrculosis with the emergence of AlDS, as was 
evidenced by the tuberculosis epidemics in some countries of Africa already affected 
by AIDS. This added a new dimension to AIDS control activities because of the social 
stigma attached to AIDS, and to tuberculosis patients also, further complicating an 
already bleak scenario. The problem of AlDS was further compounded by intravenous 
drug abuse and sexually transmitted diseases. He called for greater involvement of 
nongovernmental and voluntary organizations in health cducalion and community 
involvement programmes for AlDS prevention and control. 

H e  noted with satisfaction that most countries of the Region had made budgetary 
allocations and formulated programmes for the prevention and control of AIDS since 
the interest of donors was likely to dwindle with the passage of time. H e  concluded 
with a special mention of the suhstantial financial input made by the Thai government 
for AIDS prevention and control. India had recently secured a loan of US$85 million 
from the World Bank for the same purpose. 

H e  then invited Dr M.H. Merson, Director, Global Programme on AIDS, WHO 
headquarters, to make a presentation on the latest situation on AIDS. 

Using transparencies, DR MERSON showed that the latest global situation indicated 
an estimated 10-12 million adult HIV infections, 1.7 million cumulative adult AIDS 
cases, one million childhood HIV infections and more than 500 000 childhood AIDS 



cases. He pointed out that, while Africa had the largest number of HIV infections (7 
million), Asia was catching up with an estimated one million cases. North and South 
America had one million cases each, all adding up to a global total of approximately 
10-12 million cases. 

Highlighting the global trends in HIV infection, Dr Merson said that almost half 
of the HIV-infected persons in the world in the fust six months of 1992 were women. 
The worldwide male-female ratio of almost 1:l showed that the predominant route of 
HIV infection was heterosexual transmission, leading to the conclusion that HIV infection 
was primarily a sexually transmitted disease. In addition, it wuld spread through blood 
transfusions and intravenous injecting of drugs. Thus a multi-pronged approach was 
required in control strategies to arrest the spread of HIV, through promoting safer 
sexual behaviour, controlling STD, introducing safer blood practices and drug abuse 
prevention activities. Prevention of STD was a key intervention for HIV control. Early 
diagnosis and treatment of other STD would prevent HIV infection. Prevention of 
sexually transmitted diseases, in turn, could be achieved by promoting safer sexual 
behanour, including the use of condom. 

He cited the success story of Thailand, where successful interventions for AIDS 
control had been documented. Some of the approaches used were: social marketing of 
condoms for the prevention of HIVISTD and health education programmes to promote 
condom use in brothels. Mobilization of social opinion and the assistance of voluntary 
organizations were key factors that contributed to a demographic decrease in HIV 
infection. This proved that a well-designed, intensive programme for high-risk groups 
with community involvement and social support yielded significant results. 

He sought a shift in focus from screening of blood donations to selection of 
voluntary healthy blood donors and reduction of unnecessary blood transfusions to 
minimize the risk of HIV transmission through blood contamination. 

Dr Merson said that care was another aspect of AIDS control. As of 1991, the 
AIDS epidemic in Africa was ten years ahead of Asia, and 40-70 per cent of beds were 
occupied by patients with HIV-related diseases in Africa. Fifty per cent of tuberculosis 
patients in Africa were HIV-positive. A concept of community-based care was being 
followed in Africa with assistance from nongovernmental organizations. The WHO 
Regional Office was planning to hold a meeting to share experiences of community-based 
care. In Uganda there were premature deaths. It was estimated that AIDS would cost 
the Thai economy about nine billion dollars by the year 2000. The best way to control 
AIDS was to have a strong prevention programme. 

He stated that HIV infection could be transmitted through breast-feeding. Roughly 
one-third of the babies born worldwide to HIV-infected women were becoming 
HIV-infected. This was causing concern as to which mothers should breast-feed. Most 
of the mother-to-infant transmission occurred during pregnancy and delivery, but some 



of it occurred through breast-feeding. Since continuation of breast-feeding was very 
important in terms of public health policy, and helped protect children from dying of 
diarrhoea1 diseases, pneumonia and other infections, the baby's risk of HIV infection 
through breast-feeding must be weighed against its risk of dying of other causes if it 
was denied breast-feeding. H c  recommended that breast-feeding be continued to be 
protectcd, promoted and supported. 

With regard to HIV testing, he said that testing of blood and semen was the only 
indication for mandatory testing. For diagnostic purposes testing should be voluntary. 
For diagnosis, the ELlSA test could be  used for screening and confirmation, which was 
very cheap as compared to the more expensive Western Blot test. Currently, two types 
of vaccines relating to prevention and treatment were in the pipeline. Twelve different 
types of candidate preventive vaccines were under development, six of which were now 
going through Phasc I testing for safcty and immunogenicity. WHO was preparing four 
countries, including Thailand, to prepare vaccines. It was hoped to field test one vaccine 
in 1993 and another in 195 .  Three anti-retroviral drugs that were currently available 
were only cffcctive in so far as they delayed the onset of AIDS. 

H e  said that availability of resources and coordination of control activities were 
essential. As of 1992, WHO was providing support to 128 countries, as against 50 in 
1989. Countrics nceded more funds to implement their control programmes, including 
for the treatment of sexually tr:~nsmittcd diseases and care. The socioeconomic impact 
would also involve expenses. Besides WHO, many other UN agencies, such as thc World 
Bank (for India), UNICEF, UNDP, UNFPA, as well as bilateral agencies, were making 
commitments to AIDS control programmes. A major effort was under way among the 
donor agencies to look for better mechanisms of coordination, and an AIDS Coordinating 
Forum was in the process of being formulated. There was also a need to ensure good 
coordination among donor agencies at the country level. H e  stressed that a multisectoral 
approach involving ministries of education, information, defence, tourism, etc., under 
the leadership of ministries of health was critical. 

The CHAIRMAN thanked Dr Merson for his valuable presentation and invited 
comments from representatives on the subject. 

MR LAMBA (India) complimented Dr Merson on his excellent presentation. H e  
suges ted  that copies (if the transparencies presented by Dr Merson be made available 
for the information of all countries. These would provide a very effective way of conveying 
the latest position to any group of concerned people, and could be used at political, 
public and media levels to assist in preventing and controlling the epidemic. AIDS was 
really becoming a cause of great concern in India and had thrown the health budget 
of India completely out of gear. As against 2-3 per cent in 1991, over 20 per cent of 
thc Central health budget was earmarked for AIDS in 1992-93, which had greatly 
affected other health control programmes. 



India had launched a major offensive to control AIDS. With the assistance of the 
World Bank, a nationwide programme had been formulated at a cost of Rs. 255 crore 
with emphasis on blood safety and sexually transmitted diseases control, including the 
IEC component. The Government of India had instituted a National AlDS Control 
Organization, and a National AIDS Committee had also been set up in view of the 
potential mischief that AlDS could play. Similar AIDS Committees had also been set 
up in every State of the country. NGOs were being involved, and US AID had also 
come forward to assist India in this respect. 

He said that the statistics mentioned in the document SEA/RC45/12 needed to be 
updated. In India, as of 1 July 1992, there were 8 309 reported HIV-positive cases, and 
194 full-blown AIDS cases, which presented a very alarming picture. 

DR SOMSAK (Thailand) said that the working paper mentioned that Thailand 
had 35 000 HIV-positive cases. Because the figures on HIV infection obtained through 
reporting were found to be unscientific, his country currently depended on sentinel 
surveillance. HIV infection in various high-risk groups was being monitored for 
extrapolation back into the base population. It was estimated that, out of the total 
population of 55 million, as many as 300 000 people were HIV-infected, mainly belonging 
to two groups, viz. frequent customers of prostitutes, and housewives who were victims 
of such behaviour. The approach of 100 per cent condom usage was also not very 
positive in his country since prostitutes were not the decision-makers in the use of 
condoms. Brothel owners had to be convinced about the use of condoms. This could 
not be done through an educational approach only, but needed the assistance of law 
enforcing institutions such as the police. Constant monitoring of STD cases covering 
the entire country was essential. The conflicting figures obtained needed to be analysed 
to judge the effectiveness of the control programmes. 

DR KHAIRUN NAHAR (Bangladesh) appreciated the valuable presentation 
made by Dr Merson. She said that in her country only one person had been infected 
with AIDS, and expressed satisfaction that two vaccines had been identified for preventive 
and therapeutic purposes. She felt that the vaccine would be of immense help to her 
country in controlling the spread of AIDS. 

MR LAMBA (India), highlighting heterosexual behaviour as a predominant cause 
for the spread of AIDS, said that there had been a sharp increase in the number of 
AIDS cases. The reporting system might not always be accurate, which caused great 
concern to leaders in the health sector. He agreedwith the representative fromThailand 
that brothel owners should be motivated to promote the use of condoms, and stressed 
the importance of having an effective IEC system. An oEcial gazette notification to the 
effect that the production of condoms in his country should conform to WHO standards 
was under way in order to reduce the possibility of contracting the disease despite the 
use of condoms. The Drugs and Cosmetics Act was also being amended to ensure 
stricter enforcement with regard to the safety of blood and blood products. 



The VICE-CHAIRMAN, speaking as the representative from India, and 
supplementing the information provided by his colleague, Mr Lamba (India), said that 
in 1986 his country had reported six cases of AIDS. The number had gone up to 194 
in July 1992 and currently it might have crossed 200. 

DR MERSON, responding to the observations made by the reprcsentalives, 
said that risk factors for HIV transmission existed in all countries of the world. 
Countries with high rates of sexually transmitted diseases wcrc sitting on a time 
bomb. It was just a matter of time before the pandemic struck. The real challenge 
for the South-Est Asia Region, unlike Africa, was that, whereas a t  the time when 
AIDS came to Africa the disease was not known to the world, now the countries 
werc aware of AIDS, its methods of spread and measures to control the same. The 
development of a vaccine would not make much difference since the disease would 
havc spread enormously by the time the vaccine became available. Almost 55 per 
cent of  the world's population lived in Asia, and it would be a real success story if 
the AlDS situation did not explode in ten years. H e  cited the example of some cities 
in Africa where one-third of adults were HIV-infectcd. H e  said that it was possible 
to avoid a major catastrophe in India and Thailand. H e  pledged global support for 
prevention and control of AIDS in South-East Asia. 

The REGIONAL DIRECTOR, reiterating the caution sounded by Dr Mcrson, 
said that preventive and control mcasures had to be stepped up to stop the alarming 
spread of the AlDS pandemic. It would be too late if the health authorities waited for 
thc development of'a drug or  a vaccine. Countries had to preparc themselves for a long 
battle. The extrabudgetary resources currently available might later dwindle. With thc 
extrabudgetary resources, counlries should develop national capabilities in all aspects 
of management, laboratory, clinical, epidemiological, communications, etc. for the control 
of AIDS. H e  stressed thc importance of developing and strengthening national 
coordinating mechanisms to ensure proper coordination at the national level with thc 
many donor agencics who would be interested in funding AlDS control programmes 
in countries. It was essential to give adequate attention to the administrative and 
management aspects. 

DR MUKHERJEE (India) informed the representatives about the forthcoming 
International Conference on AIDS in Asia and the Pacific to be held in New Delhi in 
December I'M2 and requested them to inform the concerned officials in their countries 
about it. 

3. HEALTH AND ENVIRONMENT (ice,n 18) 

DR D.B. BISHT (Director, Programme Management) introduced this item and referred 
to documents SEAlRC45116, SEARC45IInf.S and SEAIRC45IInf.9, which provided the 
broad findings and recommendations of the Organizations's Commission on Health and 



M l N L m F  OFTHE FIFTH MemNG 

Environment and WHO'S future environmental health strategies. These documents also 
contained an evaluation of the International Drinking Water Supply and Sanitation 
Decade as well as the new WHO community water supply strategy. These reports had 
made significant inputs to Agenda 21 adopted by the United Nations Conference on 
Environment and Development (UNCED), called the Earth Summit, at Rio de Janeiro 
in June 1992. This item was called Agenda 21 since it also identified the programme 
of action for the twenty-first century and the treaties on bio-diversity and climatic change 
which were signed during this Conference. Dr Bisht suggested that the representatives 
might wish to comment, particularly with regard to the future WHO strategies, in the 
light of the report of the WHO Commission and the Rio Declaration. 

In the absence of any comments, the VICE-CHAIRMAN invited Dr D.B. Bisht 
to make a statement. 

DR D.B. BlSHT (Director, Programme Management), recalled the comments on 
this subject made by the representatives at the time of consideration of the relevant 
chapter of the report of the Regional Director. He said that the documents, which 
originated from WHO and UNCED, were very important and could serve as a guide 
for the preparation of detailed plans of action which every country was expected to 
formulate with regard to the global environmental health plan. 

Referring to the deliberations in some of the earlier reports, Dr Bisht said that 
an evaluation of the International Drinking Water Supply and Sanitation Decade 
(IDWSSD) had been carried out both at global and regional levels. A Global Consultation 
on Safe Water and Sanitation for the 1990s was held in New Delhi in September 1990. 
The output of this Consultation went into the global evaluation of the Decade. The 
Decade was over in 1990 and South-East Asia was the first region to undertake the 
evaluation of IDWSSD. The relevant documents had been made available to the Member 
Countries as guidelines for the preparation of their plans of action. In 1992, this matter 
was discussed at the World Health Assembly together with the common issues and the 
types of actions to be taken as a result of the findings of the WHO Commission. The 
Commission's work was not confined to the health sector alone. It also considered other 
important health-related sectors such as food contamination, industrialization, quality 
of water, etc., and other subjects having indirect impact on health. 

He drew the attention of the representatives to the fact that the European Regional 
OEce had published a European Charter on Environment and Health as well as adopted 
a slogan "The Charter of Environmental Health: From Words to Action". They were 
very actively engaged in taking suitable actions which were incorporated into Agenda 
21 and were to be taken up globally and by all Member Countries. This information 
would benefit all countries and help them deal with environmental health issues and 
prepare plans of action. 



4. CONSIDERATION O F  RESOLUTIONS OF REGIONAL INTEREST 
ADOFTED BY THE WORLD HEALTH ASSEMBLY AND THE 
EXECUTIVE BOARD ( I 1 m  22) 

The REGIONAL DIRECTOR reiterated that some relevant resolutions, as contained 
in document SEARC45118, were taken up at the time of discussion of specific topics 
of the Report of the Regional Director under Agenda item 9. The following remaining 
eight resolutions were now to be taken up for consideration by the Regional Committee: 

1. Implementation of the Global Strategy for Health for All by the Year 
2000: Second Evaluation and Eighth Report on the World Health Situation 
(WHA45.4 and EB89.R6) 

2. Strengthening nursing and midwifery in support of strategies for Health 
for All (WHA45.5) 

3. Collaboration within the United Nations System: General Matters (WHA 
45.18 and EB89.Rl5) 

4. Collaboration within the United Nations System: General Matters - 
Multisectoral Collaboration on WHO'S programme on Tobacco or Health 
(WHA45.20) 

5. Collaboration within the United Nations Syslem: General Matters - Health 
and Development (WHA45.24) 

6. CollaborationwithintheUnitedNationsSystem:GeneralMatters-Women, 
Health and Development (WHA45.25) 

7. Harmonizing Drug Regulations (WHA45.28) 

8. WHO Ethical Criteria for Medicinal Drug Promotion (WHA45.30) 

The Regional Committee took note of the above-mentioned resolutions. 

The REGIONAL DIRECTOR informed the Committee about the Global 
Commission on Women, Health and Development which would be formed in 3-4 years. 
Apart from that, several conferences on women were due t o  take place in addition to 
the Safe Motherhood Initiative. 

5. SELECTION OF A SUBJECT FOR THE TECHNICAL DISCUSSIONS AT THE 
FORTY-SIXTH SESSION O F  THE REGIONAL COMMITTEE (!ton 24) 

The REGIONAL DIRECTOR said that the various topics taken up for Technical 
Discussions during the last ten years had been listed in document SEA/RC45/11 in 
order to enable the representatives lo select a topic for the next meeting of the Regional 



Committee from the following five swes ted  topics. He said that the representatives 
could also propose any other topic. 

1. Community action for health 
2. Health and environment 
3. Emerging technologies and health development - A regional perspective 
4. Quality assurance in health care 
5. Elimination of leprosy. 

DR SOMSAK (Thailand), referring to the subjects proposed in the previous 
sessions of the Regional Committee, said that while one topic was selected, the rest 
were dropped and a new set of topics proposed the next year. However, he suggested 
that Health Systems Research shouldbe considered as the topic for Technical Discussions 
at the next session of the Regional Committee. 

DR PUREVSUREN (Mongolia) expressed his preference for the topic 'Community 
Action for Health' in new of its importance for hi country. 

DR JIGME SINGYE (Bhutan), while agreeing that all the five topics proposed 
were relevant and important, expressed his preference for the subject of Community 
Action for Health. 

DR KHAIRUN NAHAR (Bangladesh) also agreed that Community Action for 
Health should be chosen as the subject for Technical Discussions to be discussed at 
the forty-sixth session of the Regional Committee. 

MR KWON (DPR Korea) also suggested selection of the topic Community Action 
for Health. 

The Vice-Chairman announced that since the majority of the Member Countries 
favoured the topic, "Community Action for Health", the same should be the subject 
for Technical Discussions during the fortpsixth session of the Regional Committee in 
1993. 

6. TIME AND PLACE OF FORTHCOMING SESSIONS OF THE 
REGIONAL COMMIlTEE ( I I ~  23) 

Introducing the subject, the REGIONAL DIRECTOR said that, in accordance with 
Rule 4 of the Rules of Procedure of the Regional Committee, it was necessary to decide 
the time and place of the forthcoming sessions. It was customary to hold alternate 
sessions of the Regional Committee at the Regional Office unless there was an invitation 
from a government to hold the session in one of the countries. At the forty-fourth 
session of the Regional Committee, held in Maldives, it had been decided, vide resolution 
SEA/RC44/R4, that the forty-sixth session of the Regional Committee would be held 
in the Regional Office in September 1993. 



The Committee accepted the suggestion of the Regional Director that the dates 
of the forty-sixth session of the Regional Committee he  Tuesday, 21 September to 
Monday, 27 September 1993. 

The representative from Mongolia confirmed his government's invitation to host 
the forty-seventh session of the Regional Committee in 1994, which was noted by the 
Committce. The dates and venue of the meeting would be decided in due course. 

7. DISCUSSION ON DRAFT RESOLUTIONS 

Commenting on the draft resolutions which were before the Committee, the REGIONAL 
DIRECTOR said that these resolutions represented the consensus arrived at by the 
Drafting Committee but needed to be studied thoroughly by the Regional Committee 
before approval and formal adoption on 13 September. 

The Chairman read out the t e a  of each draft resolution and invited comments 
from the representatives. The Regional Committee endorsed the t e a  of the following 
draft resolutions with some changes: 

Drofi resolurion No.1 - Report of the Regional Director 

There were no comments. 

Drrrji re.solurion No.? - Balance and Relevance in Human Resources for Health for 
HFA12000 

There were no comments 

Drnji resolu~ion No.3 - Proposed Programme Budget for 1994-95 

There were no comments. 

Drrrji resolurion No.4 - Malaria Control 

Thcrc was some rethinking on the sequence and grouping of the topics covered 
in this resolution. It was decided to redraft this resolution and submit it to the Committee 
at its n e a  meeting on 13 September 1992. 

Drop resolurion No.5 - Leprosy Elimination 

There were no comments 

Dm/t resolr~rion No.6 - Resolulion of Thanks 

There were no comments 

Drafi resolurion No.7 - Time and Place of Forthcoming Sessions of the Regional 
Committee 

Thcre were no comments. 



Draf resolution No.8 - Selection of a Subject for the Technical Discussions at the 
Forty-sixth Session of the Regional Committee 

There were no comments. 

To a suggestion of MR LAMBA (India) that there could be a resolution on AIDS, 
the REGIONAL DIRECTOR said that, if the Committee agreed, the Drafting Committee 
on Resolutions would be requested to draft a resolution on AIDS. 

8. ADJOURNMENT 

The meeting was adjourned, 
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1. ADOPTION OF RESOLUTIONS 

The Regional Committee adopted the following resolutions: 

SEAIRC45Rl Time and Place of Forty-Sixth and Forty-Seventh Sessions 
(Draft resolution No.1) 

SEARC45R2 Selection of a Topic for Technical Discussions (Drafi 
resolution No. 2) 

SEAIRC45R3 Report of the Regional Director for the period 1 July 1991 
- 30 June 1992 (Draft resolution No. 3) 

SENRC45lR4 Proposed Programme Budget for 1994-1995 (Draft 
resolution No. 4) 

SEAIRC45IRS Balance and Relevance in Human Resources for Health 
for HFAIUXX) (Draft resolution No. 5) 

SEAlRC45R6 Malaria Control (Draft resolution No. 6) 

SEAIRC45lR7 Leprosy Elimination (Draft resolution No. 7) 

SENRC45/R8 AIDS (Draft resolution No. 8) 

SEAIRC45IR9 Resolution of Thanks (Draft resolution No. 9) 

2. ADDRESS BY THE DIRECTOR-GENERAL, WHO (iron 8) 

DR H. NAKAJIMA, Director-General, WHO, said that it was a matter of pleasure 
and privilege for him to attend the Regional Committee session to benefit from the 
appraisal of the health situation and achievements in the Region and to keep the Member 
Countries informed of the progress and perspectives of WHO. Socioeconomic and 
political realities were affecting health development in the world, and WHO was trying 
to come to grips with the emerging new health environment. 

Dr Nakajima said that countries and peoples everywhere were experiencing the 
consequences of transition. But the countries in the South-East Asia Region, being 
multi-ethnic, multi-religious and multi-lingual, had a tradition of tolerance to other 
cultures and peoples which was a priceless asset for peace and development, and must 
bepreserved.The on-going trend towardsliberalization,decentralization and privatization 
leading to greater devolution of authority to local communities was a positive development 
and would allow for greater initiative in health action on the part of all groups and 
individuals. He said that although the primary responsibility for achieving equity and 



Health for AU remained with the governments, the WHO Executive Board had also set up 
a Working Group to respond to global changes and to scrutinize the Organization's mission, 
structure and means of action, as well as the measures that needed to be adopted in order 
to improve the relevance, timeliness and effectiveness of WHO's action. 

Dr Nakajima stated that he attached the utmost importance to the reform process 
of redefinition of international action and coordination among the whole United Nations 
system launched by the Secretary-General of the United Nations. H e  was determined 
that the pivotal role of health as well as WHO's leadership in international health work 
was preserved in the international and political arena, and assured the Committee that 
W H O  was equally ready to contribute to the four areas of preventive diplomacy, 
peace-making, peace-keeping, and peace-building of the common United Nations Agenda 
for Peace delineated by the Secretary-General. 

Dr Nakttjima stressed that financial and human resources were essenlial for 
exercising increased leadership of WHO and for ensuring its sustainability. Any 
organization needed a compelent, independent and motivated staff with satisfactory 
working conditions in order to provide countries with the best possible service. The 
major determinant of WHO's international leadership in health could only be  ensured 
through collective support and decisions. 

Thc Member States, Dr Nakajima said, had expected WHO to exercise world 
leadership in two major areas such as (1) the definition of general health objectives 
and policies and health-related technical and ethical standards and norms, and (2) 

technical cooperation for health system development including selective operational 
support. H e  felt that it was necessary for the ministries of health to strive to involve as 
many of the partners as feasible and exercise 'leadership' at the national level. H e  was 
gratified to report that WHO now enjoyed good working relations with several 
organi7ations or bodies of the United Nations at both policy and operational lcvels. 
The World Bank was preparing its World Development Report for 1'993 which would 
contain a major component on hcalth. Such a positive experience implied that hcalth 
was part and parcel of social and economic development. WHO had stressed that equity 
demanded universal access to health senices and care, but for sustainability, a "health 
culture" meaning multisectoral and transdisciplinary strategies at global, national and 
local levels should be promoted. 

Taking into consideration the particular social, political and economic realities t h : ~ ~  
existed in the Member Countrics, hc had proposed a paradigm for public health action, 
which should he used not only for defining specific policies but for combining different 
policies and facilitating their implementation. H e  felt that the paradigm for health would 
allow for effectiveness, efficiency and harmony in action. 

The Director-General said that since the Seventh and Eighth General Programmes 
of Work (GPW) of WHO were flawed by their excess of detail, leading to rigidity and 



fragmentation of efforts and resources, he had decided that the Ninth GPW should 
follow a three-tier layout. The first tier would outline four major policy areas of integration 
of health and development, equity and quality, health promotion and protection, together 
with prevention and control. The second tier would provide for the development of a 
framework that would be oriented towards specific programmes, provide guidance on 
general principles and criteria for programme formulation, and determine the 
organizational levels at which activities would take place. The third tier would include 
a very precise classification of programmes, with detailed goals and targets, so as to 
support global leadership, planning and continuous monitoring of activity at all levels. 
Thus, he felt that the Ninth General Programme of Work would clearly set a vision of 
health for all, as the promotion of a health culture, based on primary care, and at the 
same time it should be developed into a workable programme globally and locally, for 
practical and sustainable health development. 

Dr Nakajima said that each Regional Committee was in a unique position to 
communicate what it perceived were the specific circumstances, issues and opportunities 
that prevailed at the regional, the sub-regional, or the local level, and the Regional 
Director and he depended on their cooperation to ensure that the Organization's 
programmes duly reflected their priorities and that technical cooperation was optimally 
implemented. He assured the Committee that WHO would continue to provide support 
in the development of national food and nutrition strategies, especially in relation to 
protein-energy malnutrition, iodine deficiency disorders, etc., through the Nutrition 
Research-cum-Action Network. 

Many countries of the South-East Asia Region had been associated with the "Kuala 
Lumpur Declaration on Environment and Development'' (April 1992) which called for 
"a new global partnership based on respect for sovereignty and the principles of equity 
and equality among States for the achievement of sustainable development". It had 
asked the developing countries to provide additional financial aid and transfers of 
technology to the developing countries. The Director-General felt that there was concern 
for the new concept of development, and that health and health action would be key 
components of the new concept of social and economic development in the twenty-first 
century. He thanked the voluntary organizations, many of which were very active in the 
field of health, and said that WHO would continue to rely on their participation in 
many programmes, such as the Safe Motherhood Initiative, maternal and child health 
care, and adolescent health. 

Referring to the emerging threat of AIDS, Dr Nakajima said that HIV had gained 
entry into many places and was taking its toll, and that delay or negligence could not 
be afforded. The HIV transmission pattern was now mostly heterosexual and the risk 
of AlDS applied to everyone, for which effective means of prevention were available. 
In order to combat AlDS successfully, it was necessary to provide relevant and accurate 
information to the public at large. Public health authorities should provide leadership, 



remove misconceptions, and refrain from unreasonable measures, such as mandatory 
or involuntary HIV testing. Courageous leadership must be exercised at the highest 
political level and must be supported by the society as a whole. WHO would try to 
ensure that what had happened in Africa, where one out of every three young adults 
was now infected with HIV, should not happen in the South-East Asia Region. 

In conclusion, the Director-General said that it was an era of worldwide transition, 
and there was a need to remain alert. He believed that the next few years would be 
exciting and challenging and, at the same time, difficult and crucial. He had the 
determination and the experience, and with the trust and maperation of Member States, 
he would carry out the tasks that had been undertaken together (for full text see Annex). 

3. ADOPTION OF THE FINAL REPORT OF THE FORTY-FIFTH SESSION 
OF THE REGIONAL COMMIITEE (Non 25) 

The REGIONAL DIRECTOR suggested consideration of the report (document 
SEA/RC45/25), page by page; and, section by section, for Part I1 "Discussions on the 
Report of the Regional Director for 1991-92"; and Part IV "Discussions on Other 
Matters". 

Part IV - Discussions on Other Matters 

Page 12, item 4 

The following to be added at the end of the first paragraph: 

"The four policy directions of the Ninth General Programme of Work include: 
integrating health and human development in public policies; promoting and protecting 
health; ensuring equitable access to quality health services; and preventing and controlling 
specific health problems". 

Second paragraph, seventh line, "more" to be added between "and" and "flexible". 

Page 13, item 7 

Second paragraph, third line "The importance of developing and strengthening 
national coordinating mechanisms ..." to read "The importance of developing and 
strengthening national coordinating and implementation mechanisms, through 
engendering active involvement of all sectors of the government, was also stressed." 

The Committee adopted the report after noting the abovc modifications. 

4. ADJOURNMENT (nem 26) 

3 R  JIGMI SINGYE (Bhutan) thanked the Chairman of the Regional Committee for 
the excellent manner in which he steered the forty-fifth session. He also thanked the 



Vice-Chairman and the Chairmen of the various sub-committees on their excellent work. 
He expressed hi gratitude to the Director-General of WHO, Dr H. Nakajima, for his 
inspiring, encouraging and thought-provoking address. It had indeed been very 
enlightening to know the circumstances in which WHO functioned as also to know the 
future directions of the Organization. He expressed his sincere appreciation to His 
Majesty's Government of Nepal for the excellent arrangements made for the meeting 
and the warm and generous hospitality extended to the participants. He commended 
the Regional Director and the Secretariat for their excellent preparatory work and 
professional approach, which guaranteed the success of the deliberations. He p~ticularly 
appreciated the valuable contribution and inputs made by the representatives of the 
Member Countries through frank and detailed discussions in a friendly atmosphere. He 
also thanked the hotel management for making every effort to make the stay comfortable. 

MR KWON SUNG YON (DPR Korea), speaking on behalf of his delegation, 
thanked the Chairman, the Vice-Chairman and the Chairmen of the sub-committees 
for the excellent guidance and able chairmanship which resulted in fruitful 
recommendations. He also conveyed his delegation's heartfelt thanks to Hi Majesty's 
Government of Nepal for hosting the Regional Committee in the beautiful city of 
Kathmandu as well as for their generous hospitality. He said that the inspiring address 
of the Director General of WHO would serve as a guiding light for the future. He also 
thanked the Regional Director and his staff for their untiring efforts towards the smooth 
conduct of the meeting and its fruitful conclusion and hoped that the resolutions adopted 
at the session would be implemented by the Member Countries. 

MR B.S. LAMBA (India), speaking on behalf of his delegation, placed on record 
the deepest appreciation of the efficient manner in which the heavy agenda of the 
Regional Committee was discussed. He complimented the Chairman, Mr Thapa, on his 
able statesmanship in steering the discussions. He thanked the Director-General, WHO, 
for his presence at the session despite his busy schedule and for addressing the Regional 
Committee. He commended the perspective in which the Director-General placed the 
issues relating to health as being not isolated from the mainstream of socioeconomic 
development. He also expressed his wholehearted appreciation to His Majesty's 
Government of Nepal for the excellent arrangements made. 

PROF SUMARMO POORWO SOEDARMO (Indonesia) heartily endorsed the 
sentiments expressed by other speakers. 

DR ABDUL SAITAR YOOSUF (Maldives), echoing the sentiments of the earlier 
speakers, said that after visiting the beautiful hill kingdom of Nepal, he realized that 
the problems faced by his country and Nepal and the manner in which they were being 
tackled were similar. He thanked His Majesty's Government of Nepal for the hospitality 
and kindness shown to the delegates and hoped that these would contribute to the 
common interests of the Region. He appreciated the amiable manner in which the 



discussions were carried out which had resulted in fruitful outcomes. H e  also thanked 
the WHO Secretariat for its untiring work behind the scene to bring the Regional 
Committee session to a successful conclusion. 

DR G.  DASHZEVEG (Mongolia) thanked Honourable Dr Ram Baran Yadav, 
Minister of State for Health, for the excellent arrangements made by His Majesty's 
Government of Nepal for the meeting and conveyed his appreciation to the 
Director-General of WHO for his participation. H e  also thanked the Chairman, the 
Vice-Chairman and the Chairmen of the different sub-committees for the smooth conduct 
of the meetings and for bringing them to a successful conclusion. 

PROF ZAW WIN (Myanmar) thanked His Majesty's Government of Nepal and 
the people of Nepal for their warm hospitality. 

DR M.A.L.R. PERERA (Sri Lanka), wishing lo associate himself with the views 
expressed by the preceding speakers, thanked the Director-General, WHO, for his 
inspiring address and for charting a clear path for attaining the goal of HFA12000. H e  
expressed his gratitude to the Minister of State for Health and his colleagues for the 
warm hospitality and hard work done to make the Regional Committee session a 
resounding success. H e  also appreciated the efforts of the hotel staff in making their 
stay memorable. 

DR SOMSAK CHUNHARAS (Thailand), associating himself with the sentiments 
expressed by the previous speakers, conveyed special thanks on behalf of his delegation 
to His Majesty's Government of Nepal and to the WHO Secretariat. H e  said that the 
degree of appreciation of his delegation was in inverse proportion to the length of his 
statement. 

DR (MRS) KHAIRUN NAHAR (Bangladcsh) wished to record her sincere 
gratitude to His Majesty's (;ovcrnmcnl of Nepal and the WHO secretarial as well as 
the staff working behind the scenes to make the forty-fifth session a memorable one. 

The REGIONAL D I R E ( T 0 R  said that the meeting was held in an excellent 
atmosphere where critical and useful guidance was provided on many subjects. While 
stating that the Regional Office would take follow-up action on the issues as best as 
possible, he exprcssed the hope that the representatives of the Member Countries too 
would d o  their best to implement the decisions when they went back to their countries. 

He thanked Dr Nakajima, Director-General, WHO, for gracing the occasion, and 
also thanked Dr Merson and Dr Goon and representatives of nongovernmental 
organizations for their participation in the deliberations of the session. 

The Regional Director further said that the meeting proceeded smoothly under 
the able guidance of the Chairman, the Vice-Chairman, the Chairman of the Technical 
Discussions, the Chairman of the Programme Budget Sub-committee, CCPDM, and 



with the cooperation of all the representatives, and hoped to meet them at the forty-sixth 
session in New Delhi in 1993. 

The CHAIRMAN expressed his thanks for the honour bestowed on hi by the 
representatives by electing him to chair the forty-f&h session of the Regional Committee. 
He expressed his gratitude to His Excellency, the Minister of State for Health, Hi 
Majesty's Government of Nepal, for inaugurating the session and for his inspiring 
address. He also thanked Dr Nakajima, Director-General, WHO, for his august presence 
and for his thought-provoking address, which would guide the work of the Organization 
in its collaboration with the Member States. He also thanked the Vice-Chairman for 
his able and smooth conduct of the meeting during his absence and the representatives 
for their unstinted cooperation. 

He further said that the session provided an opportunity for the delegates from 
Member Countries to review important developments that had taken place in the health 
activities in the countries to discuss various issues and to adopt resolutions on important 
subjects of topical interest. He hoped that the suggestions made during the deliberations 
and the important decisions taken would guide the work of the Member Countries and 
the Organization in its march towards the goal of Health for All. 

He recorded his deep appreciation and grateful thanks to the Regional Director 
and his dedicated staff and secretariat in making the session a successful one. He also 
thanked the representative from Mongolia for reconfirming his government's invitation 
to host the forty-seventh session in Mongolia in 1994. He sincerely hoped that the 
distinguished representatives would return with more determination and dedication for 
providing better health care facilities and for improving the health status of their people. 

He then adjourned the session. 



Rnner 

TEXT OF ADDRESS OF DIRECTOR-GENERAL, WHO 

It is a pleasure and a privilege for me to take part once again in the session of 
your Regional Committee, and thus to be able to benefit from your appraisal of the 
health situation and achievements in your respective countries. It is also a unique 
opportunity to keep you informed and share my views with you on the progress and 
perspectives of our Organiiration. 

Over the past two years, I have alerted the regional committees, the Executive 
Board and the World Health A\semhly to the way changing socioeconomic and political 
realities have been affecting health development. I suggested that we, in the World 
Heallh Organization, should try to come to grips with this emerging new health 
environment, and embark on a process of reform to respond to what I sensed would 
be a period of profound change throughout the world. 

As health officials in your own countries, and also as ordinary citizens, you are 
already expericncing the consequences of this era of transition that our societies have 
entered. It is a timc of turmoil, which sharpens both difficulties and opporlunitics; a 
timc of paradoxes, when an unpredictable future can be envisaged with hope as much 
as with fear of suffering. Most countries of this Region are multi-ethnic, multi-religious, 
and multi-lingual; as such they have a long-standing tradition of tolerance of, and 
hospitality to, other cultures and peoples. This is a priceless asset for peace and 
development, which you must all preserve against possible-international or intercommunal 
tensions. The general trend towards liberalization, decentralization and privatization is 
lcading to greater devolution authority to local communities. This positive development 
shc)uld allow for greater initiative in hcallh action on the part of all groups and individuals. 
Yet, considering the c a ~ n o m i c  and social disparities that still persist, and the geographical 
difficulties of access to remote areas, responsibilities for achieving equity and health 
for all will remain first and forcmost that of governments of the countries of the Region. 
In the face of uncertainty, it is imperative that different possible health scenarios should 
be included in our thinking and planning, so that there is a chance for us to anlicipate 
and have somc control over change, rather than just submit to it. 

Alive to the challenges of the time and sharing my concern, the Exccutive Board 
decided to set up its own working group on the WHO response to global change. The 
Working Group has started what promises to be an innovative and far-reaching scrutiny 
of the Organization's mission, structure and means of action, and of the measures that 
need to be adopted in order to maintain and improve the relevance, timeliness and 
effectiveness of WHO'S action. 



Reforms to improve the global health situation cannot be carried out by WHO 
alone; the Organization has to work together with its Member States and with the 
United Nations and other international organizations. Its special concern must be the 
Member States in greatest need, and vulnerable groups everywhere. I have committed 
WHO to the streamlining of its administration and its activities, but this has to be in 
harmony with, and echoed by, similar efforts on the part of all our partners. The 
Secretary-General, Mr Boutros Boutros-Ghali, has already launched such a reform 
process for the United Nations, and within the Administrative Committee on Coordination 
(which, as you know, is a committee of the heads of the United Nations organizations 
and bodies) for improved coordination of the activities of the whole United Nations 
system. I personally attach the utmost importance to this process of redefinition of 
international action and coordination, in which I am taking an active part, since I am 
determined that the pivotal role of health should be preserved in the international and 
political arena, as well as WHO'S leadership in international health work, in conformity 
with the mandate accorded to our Organization by its Constitution. WHO is equally 
ready to contribute its specialized skills and resources to the common United Nations 
Agenda for Peace, within which four areas have been delineated by Mr Boutros-Ghali 
- preventive diplomacy, peace-making, peace-keeping, and peace-building. 

However, as you will readily agree, it would be inconsistent for anyone to expect 
increased leadership and cooperation on the part of WHO while ignoring, or denying 
the Organization, the financial and human resources essential for exercisingthat leadership 
and ensuring its sustainability. 

Recently, I emphasized before the United Nations Economic and Social Council 
that, to be functional, any Organization needs a competent, independent, and motivated 
staff. We must be able to offer our staff in WHO satisfactory working conditions, in 
harmony with those generally prevailing in the United Nations system. It is also very 
important that Member States, in their partnership with the Organization, should help 
us in giving precedence to quality. This will guarantee that the Organization can provide 
countries with the best possible service. 

The need for a truly global international health organization was recognized, 
forty-six years ago, by WHO'S founding fathers, who defined its mandate in the 
Constitution. To fulfil this mandate, the Organization must act, and act with others. 
The responsibility incumbent upon us all is to define how best to act, today, in specific 
circumstances and with specific partners, and to make sure that the Organization is 
provided with the means to act. There lies the major determinant of WHO'S international 
leadership in health, and it can be ensured only through collective support and decisions. 

As Member States, you have always clearly indicated that you expect WHO to 
exercise world leadership, in the form of initiative and guidance, in two major fields: 
(1) the definition of general health objectives and policies, and health-related technical 
and ethical standards and norms; and (2) technical cooperation for health system 



development, including selective operational support. Technical cooperation with 
developing countries now accounts for over 60 per cent of WHO's expenditure, amply 
demonstrating our growing concern to he present in the field, working along with 
Member States. For our interventions to be effective, however, national priorities and 
responsibilities should be well defined and undcrstood, and genuine intersectoral action 
must be achieved within national and local structures, as well as with bilateral and 
multilateral agcncies. 

There is no doubt in my mind that prime responsibility for national health matters 
should he vested in the health ministries. But these, in turn, should not appear to be  
working in isolation within their technical domain and as merely money-spending 
agencies. Such an attitude will be detrimental to their effectiveness and, in the end, to 
their own credibility and leverage with other governmcntal and social sectors. Ministrics 
of hcalth should therefore strive to involve, as carly as possible, as many of the partners 
directly concerned as fcasiblc, whcthcr they he nongovernmcntal organizations, local 
associations or the private sector. In other words, they should exercise "leadership" on 
the national level. 

Some countrics, particularly in times of financial constraint, are vulnerable to lack 
of coordination and at times lo  competition among bilateral and multilateral donor 
agencies. This certainly does not allow for a careful and well-balanccd assessment of 
real health nccds and opportunities for action. As Director-General, I have given 
particular attention to the nccd for improved United Nations coordination. I am gratilied 
to report that WHO now enjoys good working relations with several organizations or 
bodies of the United Nations at both policy and operational levels. 1 would particularly 
mention our closc collaboration with UNICEF in the U N I C E F N H O  Joint Committee 
on Health Policy and in the World Summit for Children, with UNDP in the UNDP/WHO 
Alliance to c ~ ~ m h a t  AIDS, with F A 0  in convening the International Conference on 
Nutrition, and with the World Bank in preparing its 1'33 World Development Report 
which will contain a major health component. I am determined that much more will be 
done, along the lines of such positive experience. Such coordination implies convincing 
new partners, within the United Nations as well as at country level, that hcalth is part 
and parcel of social and economic development. 

T o  me, advocacy is an c\sential part of WHO's role as leader. In my mectings 
with pollcy and decision-makcrs and expcrts in all countrics, I have relentlessly emphasized 
that narrow technical solutions to narrowly-dcfined medical or hcalth problems, although 
necessary in thcmsclves, can in no way cnsure "sustainable hcal th ,  be it for a person 
or for a nation. Hcalth is closcly connccted with the social, economic, cnvironmcntal, 
cultural and emotional aspects of men's and women's lives, and with the socioeconomic 
status and lifestyles of social groups. Hence, by pursuing the objective of "health for 
all", we, in WHO, have stressed that equity demands universal access to health services 
and carc, and that effectiveness requires prevention; but, for sustainability, we further 
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want to promote a "health culture", which means multisectoral and transdisciplinary 
strategies, at global, national, and local levels. 

Some may have thought, and others have openly said, that by expanding its focus 
beyond the immediate concerns of disease, pathology and pathogens, WHO was exceeding 
its field of competence. I am glad to report that the International Monetary Fund and 
the World Bank have now formally accepted that social development should be recognized 
as "the fourth pillar" of any economic masterplan, along with macroeconomic reforms, 
structural adjustments, and trade arrangements. The World Bank and IMF have decided 
that the overall direction in international fmancing should be towards austainabIe 
development, including particularly the alleviation of poverty. I should l i e  to believe 
that advocacy on my part has in some way been instrumental in achieving this. This 
decision by the World Bank and IMF also reflects the appeals of many distressed and 
impoverished populations whose needs were being sacrificed to profitability, measured 
in terms of money only. 

It is thus accepted that development itself, together with social stability, cannot be 
sustained unless it preserves the health and welfare of those who should be its first 
beneficiaries: men, women and children. At a recent World Bank/lMF meeting in 
Bangkok, AIDS and the socioeconomic ramifications of the pandemic was a major item 
on the agenda, within the broader context of health as a conditionality for overall 
development. We may thus expect that, from now on, these development institutions 
will be ready to table more health projects, in close cooperation with WHO, particularly 
for the development and strengthening of primary health care, as a major infrastructure 
investment on which to build sustainable health. 

Mr Boutros-Ghali has pushed forward the new concept of "human security", as 
an all encompassing criterion for peace and international cooperation. It certainly 
deserves our full support. The agenda for Peace that he presented to the Security 
Council last January can also be regarded as an Agenda for Development to which the 
whole United Nations system, WHO included, should and will contribute. 

However, as I see it, leadership in the United Nations system should steer away 
from the temptation of solidifying into a monolithic and overbearing structure, that 
might be used by those who have financial or technological clout to impose a single 
system of political, social, economic or cultural values. The United Nations can be 
morally justified only as an expression of all its Member States; it must respect their 
diversity, and it should carefully avoid the risk of becoming a mere substitute for previous 
political and economic blocs. Leadership should never be authoritarian; it must be 
collective, in harmony with decentralization, and fully transparent. This is the leadership 
that I have tried to pursue within WHO. 

The best way to ensure this is to work with Member States, taking into consideration 
the particular social, political and economic realities existing in each of them. It w 



also with this in mind that I proposed a paradigm for public health action - a proposal 
which originally raised so many eyebrows. By analysing the different dimensions of our 
health environment as it is today, not as it was ten years ago, o r  as we would like to 
think it has become, we should be able to map out and constantly update this health 
paradigm. As a framework, it should be used not just for defining specific policies, but 
for combining different policies and facilitating their implementation. It should thus 
serve as a flexible tool for management, pointing not only to quantitative data and trends 
but also to qualitative interactions between various factors, integrating social perceptions, 
expectations of the communities and their possible resistance to health action. In that 
way, the paradigm for health will allow for effectiveness, efficiency, and harmony in 
action. 

The Ninth General Programme of Work, covering the period 1996-2001, will take 
account of the experience gained in the implementation of the Seventh and Eighth 
General Programmes of Work. It would appear that these have been flawed by their 
excess of detail, leading to rigidity and fragmentation of efforts and resources. I therefore 
decided that the Ninth General Programme of Work should be revised, most probably 
following a three-tier layout. 

First of all, the Ninth General Programme of Work will outline four major policy 
areas, organized along the driving forces of our global "health for all" strategy, which 
can be summarized in a few key words: integration of health and development, equity 
and quality, health promotion and protection, together with prevention and control. It 
is necessary that our Organization should set a global policy framework, agreed upon 
by all Member States, so as to ensure commonality of purpose and direction within 
WHO as a whole, while retaining enough flexibility to chart approaches and action - 
at global, regional, and national levels - that can be adapted with due regard to diversity 
of circumstances and resources. At the global policy level, we intend to formulate our 
goals and targets in terms of intended outcome. In other words, WHO'S functions and 
objectives in policy-setting, coordination, and technical cooperation in international 
health will have to be defined vis-A-vis their consolidated impact. 

In its second ticr, the Nintli General Programme of Work will develop a framework 
that will be  oriented towards specific programmes. It should provide guidance on general 
principles and criteria for programme formulation. It should also determine the 
organizational levels at which activities would take place. 

As a third tier, this framework should propose a very precise classilication of 
programmes, with dctailed goals and targets, spelled out so as to support global 
leadership, planning, and continuous monitoring of activity at all levels. Focus should 
remain on development and inlplen~entotion of priority programme aimed at achieving 
and sustaining our health-for-all goal; permanent follow-up and evaluation of resource 
allocation, utilization and mobilization; and building of a sustainable health infrastructure 
based on primary health care which is the very backbone of our action. 



To sum up, the Ninth General Programme of Work must set out clearly our vision 
of health for all, as the promotion of a health culture, based on primary care. At the 
same time, it should become a workable programme, globally and locally, for practical 
and sustainable health development. 

Regions in WHO are quite diverse. Each regional committee is in a unique position 
to communicate what it perceives are the specific circumstances, issues and opportunities 
that prevail at the regional, subregional, or local levels. As in the past, the Regional 
Director and I shall very much depend on your cooperation to ensure that the 
Organization's programmes duly reflect your priorities and that technical cooperation 
is optimally implemented. 

WHO will continue to provide support in the development of national food and 
nutrition strategies, especially in relation to protein-energy malnutrition, iodine deficiency 
disorders, vitamin A deficiency and anaemias. Much of the groundwork for these 
activities will be done through the South-East Asia Nutrition Research-cum-Action 
Network. 

Preparations for the International Conference on Nutrition, from the country level 
to the meeting of the Preparatory Committee which took place from 18 to 24 August 
1992, have offered countries of the Region an opportunity to share experiences and to 
propose recommendations for action to be considered by ministers at the Conference 
itself in Rome in December. The regional meeting for Asia and the Pacific convened 
in Bangkok last January was also instrumental in that sense. I hope that the plan of 
action to be recommended at the conference will be the key tool for a successful 
follow-up. Environmental concerns in your Region are not new. They date back to 
ancient times, involved cultural world views and beliefs, and were ruled by tradition 
and customs. Today, we have come to recognize that man's interference with nature 
may have many adverse effects, particularly in relation to health, and that it must be 
our common wish and responsibility to preserve mankind as a precious element of 
biodiversity. However, the controversy about the management of nature, yet unresolved, 
has become a more complex issue. We may expect that, in future, public pressure on 
governments for prevention and protection policies will be stronger, as their populations' 
income levels increase, together with their awareness of the environment, and their 
desire to preserve quality of life and reduce health hazards for their families. 

There is yet another dimension to environmental concerns and policies. I know 
that many countries in your Region are parties to, or have been associated with, the 
"Kuala Lumpur Declaration on Environment and Development", adopted by ministers 
from 55 developing countries who met in Kuala Lumpur, from 26 to 29 April 1992, at 
the invitation of the Government of Malaysia. The conference was held in preparation 
for the United Nations Conference on Environment and Development - or Earth Summit 
- held in Rio de Janeiro last June. The Initiative was launched in New Delhi in April 
1990, and a first ministerial conference was convened in Beijing in June 1991. The Kuala 



Lumpur Declaration calls for "a new global partnership based on respect for sovereignty 
and the principles of equity and equality among States for the achievement of sustainable 
development". It asks that additional financial aid and transfers of technology be provided 
by developed countries, in support of developing countries. It asserts that "development 
is a fundamental right of all peoples and countries", and emphasizes that "an 
environmentally sound planet should correspond to a socially and economically just 
world". The Declaration also urgcs developed countries to face up to their responsibilities 
regarding climate changes, and emphasizes that it is disaster prone developing countries, 
and small island states, with low-lying coastal areas, that are particularly vulnerable to 
climate changes that may induce either sea-level rises or drought and desertification. 

The Earth Summit was an excellent example of the paradoxes and opportunities 
of our time. More fundamentally, it seems to me, what is at stake here and concerns 
us all, is a new concept of development. This implies a reconsideration of the idea of 
"progress", and of its implications. Increasingly, people will have to weigh their individual 
rights against their related responsibilities, their demands and expectations against their 
own levels and patterns of consumption. This will hold true for States as well. Above 
all, preserving the Earth and the future of mankind will be possible only through a 
renewed international social covenant, freely agreed to by all parties, as an expression 
of our collective determination to live togcrher, in a spirit of solidarity and 
interdependence. Health and hcalth action will be key components of this new concept 
of social and cconomic development in the 21st century. 

W H O  recently sponsored an international forum in Accra which focussed on the 
intricate relations between health and development. Equity, through access to health 
and education services for the poor and the vulnerable groups, clearly appeared as the 
best insurance scheme against social instability and in favour of sustainable development. 
The South-East Asia Region has always bccn known for its wealth ofvolunteer associations, 
many of which have hccn very active in the field of health, and to whom I should like 
to pay tribute. We, in WHO, shall continue to rcly on their participation in our many 
programmes, such as the Safe Motherhood Initiative, maternal and child health care, 
adolescent health, and others. 

These programmes will be all the more crucial at a time when the Region has to 
muster all its energy and wisdom, all its logistic support too, in order to fight the threat, 
or thc presence, of AIDS. Just a few years ago, from the vantage point of South-East 
Asia, HIV infection appeared as "the disease of the others", an alarming but unlikcly 
prospect for this Region. Today, tragically, the human immunodeficiency virus has 
gained entry in many places and is already taking its toll, including among infants. We 
cannot afford denial, or negligence, or delay. It must be recognized that the HIV 
transmission pattern is now mostly heterosexual and that the risk of AIDS applies to 
everyone, irrespective of social groups or countries. Means of prevention are, however, 
available, and are effective. A major and concerted effort is required, at education and 
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information, with laboratory and medical back up. I welcome the increasing resoluteness 
with which this Region is facing the AIDS pandemic, learning from the painful experience 
of countries in other parts of the world. 

Awareness is a first prerequisite to combat AIDS successfully. It is therefore 
necessary to provide relevant and accurate information to the public at large, while 
making due allowance for people's sensitivities, and their cultural perceptions of health 
and sexuality. Secondly, public health authorities should provide leadership, clear up 
misconceptions, and refrain from unreasonable measures, such as mandatory, or 
involuntary, HIV testing. Mandatory testing may in fact be counter-productive and 
facilitate the spared of HIV, by giving people a false sense of security if they are tested 
negative, instead of leading them to emphasize personal changes to safer behaviour. 
Systematic case detection and screening are useful only for people who donate blood, 
or organs for transplantation. Lastly, experience shows that the response to AIDS cannot 
come from the health sector alone. Courageous leadership must be exercised at the 
highest political level, and must be supported by the whole of society. 

Leadership is needed to remove fear and encourage rational policies and attitudes, 
to fight discrimination and explain that HIV-infected people are not contagious through 
everyday contact, and to reassert that these people must be respected and cared for. 
Leadership will promote a truly multisectoral effort against AIDS. Leadership will make 
sure that Asia slows down the spared of AIDS and that its coming generations are 
spread the dramatic incidence rates now recorded by some cities in Africa, where one 
out of every three young adults is infected with HIV. It could happen here: WHO will 
do its utmost to help you ensure that it does not. 

Unfortunately, new scourges do not phase out old ones and malaria is a continuing 
problem. In your Region, the epidemiological situation has remained static over the 
past 5-6 years. In the nine endemic countries, about 1 150 million people are at risk. 
2.5 to 2.8 million clinical cases occur every year. Plasmodium falcipamm is the causative 
agent in about 40% of cases. Parasite resistance to various antimalarial drugs, vector 
resistance to various insecticides, and exophilic and exophagic habits, constitute the 
main technical problems in the control of malaria. 

Ladies and gentlemen, we live in an era of worldwide transition. All of us in WHO, 
the Organization's administration and staff, together with Member States, will have to 
adapt our logic and our modes of action, if we intend to remain alive and relevant at 
all, and, even more important, if we want to retain some capacity to shape this incipient 
world in harmony with our o y  mission and principles. I believe the next few years will 
be exciting and challenging. They will also be difficult, crucial, I have the determination, 
I have the experience. With you, with your help, and with your trust, I shall carry through 
the task that, together, we have undertaken. I thank you for your attention. 


