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Editorial 
 

In keeping with its objective of providing a common platform for exchange of ideas and 
views on various aspects of health and health development in the South-East Asia 
Region, this issue of the Forum carries articles on diverse and interesting topics. 

The subjects covered in this issue include national health accounts, health 
legislation, utilization and expenditure on services for childbirth in a district, tubectomy 
in rural areas and arsenic contamination of groundwater. 

The Notes and News section carries write-ups on important meetings including the 
56th session of the Regional Committee, 28th Session of the Advisory Committee on 
Health Research for South-East Asia, and the Regional Consultation on 
Macroeconomics and Health. Several WHO publications in areas covering Health 
Systems Performance Assessment, Safe Abortion, Guidelines for Human Leptospirosis 
Control, National Health Accounts and Environmental Health in Emergencies and 
Disasters, among others, are featured in the Book Review. A write-up on the World 
Health Report 2003 is also included. 

To further extend the scope and readership of the Forum, we invite readers to 
contribute articles, essays or short write-ups for the next issue. Since the theme of next 
year’s World Health Day is: ‘Road safety’, contributions on related topics would be 
most welcome. These should be written in an informal, clear and readable style. 
Comments on published articles are also welcome. 
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Health Policy 

National Health Accounts: 
Policy Brief on Concepts and Approaches 

By Dr U Than Sein∗ and Dr Abdullah Waheed∗∗ 

                                                                 
∗ Director, Department of Evidence and Information for Policy, WHO-SEARO 
∗∗ Director-General of Health Services, Govt. of Maldives, Malé 

Introduction 

Worldwide, expenditure on health systems is 
growing rapidly with an estimated three 
trillion dollars spent in the late 1990s; nearly 
half of it in the western hemisphere. 
Improvement in knowledge and 
technological advances, demographic 
transition, rapidly changing patterns of 
morbidity and mortality, and the emergence 
of major public health problems such as 
SARS, HIV/AIDS and tuberculosis had 
highlighted the need for more resources. In a 
wide range of countries, health care is 
provided by a complex and shifting 
combination of government and private 
sector entities. In such an environment, 
health policy-makers need reliable national 
information on the sources and uses of 
resources for health, preferably comparable 
within and across countries in order to 
enhance health systems performance. 

National health accounts (NHA) are a 
synthesis of the financing and spending flows 
recorded in the operation of a health system, 
with a potential to monitor all transactions 
from funding sources to the distribution of 
benefits across geographical, demographic, 
socioeconomic and epidemiological 
dimensions. Through updating NHA on a 
regular basis, one can track expenditure 
trends of both internal and external resources 
for health and health-related activities and 
thus facilitate monitoring and evaluation of 
national health financing. NHA could be 
used to make financial projections of 
national health systems’ requirements. It 
could also offer a way of comparing one 
country’s health expenditure with that of 
others. NHA are related to macroeconomic 
and macrosocial accounts whose 
methodology they borrow. 

NHA are basically standard sets of 
tables that systematically compile and display 
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a nation’s health expenditure for a specified 
period. They entail rigorous classification of 
the types and purposes of expenditures and 
the actors in the health system. The update of 
these accounts also takes into consideration 
all spending for health, regardless of the 
origin, destination, or object of the 
expenditure. The NHA approach on 
collecting, cataloguing and estimating the 
flow of funds is a structural one, intended for 
continuous (ongoing) analysis as opposed to 
a one-time study. 

NHA as input to stewardship 

Governments, donors and others are using 
NHA in several ways. In addition to the 
traditional use of depicting a picture of the 
current financial state of health systems, NHA 
can provide information inputs to design 
better health systems policies. Experiences 
from countries with well- functioning NHA 
updating systems showed that they could 
help to answer the following types of 
questions: 

How are resources mobilized for the 
health system?  NHA can be used to assess 
the adequacy of resources available to the 
health system and identify strategies to 
increase it. NHA can indicate the types of 
social structures that have been created to 
raise, organize and pool funds, and pay for 
the production of health goods and services. 

Who pays, and how much do they pay 
for health? Knowledge about who finances 
health care and the financial burden relative 
to means gives an indication of the fairness 
of financing and the degree of financial 
protection. For example, many countries are 

decentralizing their public financing, relying 
more on provincial and municipal funding for 
social services. Health accounts at sub-
national levels can contribute to assessing 
how much and how fairly such programmes 
have contributed to pooling of resources 
across the population.  

Who are the important actors in health 
financing and health care delivery and how 
significant are they in total expenditure? Most 
of the public expenditure on health 
constitutes the operating costs of health care 
facilities (salaries and drugs, capital 
investment, especially for sophisticated 
equipment). The increase in health 
expenditure is generated by the health care 
providers rather than by the demand from 
health care seekers. How expenditures are 
distributed among the different financing 
entities and health care providers is one way 
of gauging the overall role of each in the 
health system. It could also contribute to 
developing reform strategies. Detailed 
financial accounting and allocation of 
expenditures to different types of providers 
and the production factors give valuable 
inputs to economic planning and to the 
analysis of economic efficiency, which are 
key focuses of policy-making. 

How are health funds distributed across 
the different services, interventions, and 
activities that the health systems produce? 
The commitment of health resources to 
certain sets of health functions is one of the 
valuable measures of actual priorities in a 
health system. Information on what 
proportion of health spending goes to public 
health interventions in comparison to 
inpatient services, or to interventions for 
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infectious diseases comparing maternal 
health or cardiovascular conditions is 
important for identifying national resource 
priorities. Measures like these are excellent 
indicators of whether policies to shift the 
resource priorities are working. 

Who benefits from health expenditure? 
It is also highly relevant to assess the fairness 
of financing distribution by measuring who 
actually benefits from health expenditure. 
There are a number of distributional 
dimensions that have great relevance for 
policy, such as social structure, household 
income, health problems, gender, age and 
geographical distribution. Answers to these 
questions address the important goal of 
fairness in financing of health systems.  

NHA provide most answers to the above 
general questions and to many more. To do 
this in a gen eric and replicable manner, NHA 
are designed around the concept of the “flow 
of financing”  in the health system, which is 
independent of the structure of the health 
care system and is valid under a variety of 
conditions including single or multi-payer 
models, public and private providers, 
epidemiological and demographic transition.  

Detailed health financing information 
generated from analysis of NHA enables 
health policy-makers to formulate a strategic 
vision, to better monitor the implementation 
of interventions and to evaluate the outcomes 
of the policies adopted. While NHA are 
useful tools for evidence-based policy-
making, one must understand their 
limitations. NHA cover only the financial 
dimension and do not distinguish between 
effective and ineffective expenditures. To 

answer the policy questions, one must 
combine NHA information with other non-
financial data sources such as 
epidemiological studies, population surveys 
etc. 

Some examples of how NHA 
information could be used for policy 
purposes are cited to explain their usefulness. 
Scarce information on NHA in India 
facilitated the adoption of new guidelines in 
the National Health Policy of India-2002 with 
time-bound goals for enhancing its 
investment in health with the total health 
expenditure to 6% of GDP, public health 
expenditure from the existing 0.9% of GDP to 
2.0%, and the share of central government 
grants from the existing 10% to at least 25% 
of total health spending by 2010. Similarly,  
the state governments would also need to 
increase commitment to the health sector. In 
the first phase, by 2005, the States would 
expect to increase their resource commitment 
to 7% of the budget; and, in the second 
phase, by 2010, to increase it to 8 percent.  
The provision of higher public health 
investments will also be contingent upon the 
increase in the absorptive capacity of the 
public health administration so as to utilize 
the fund gainfully. 

NHA tables can be constructed to link 
financing sources or agents to the cost of 
factors of production. This information can 
help policy-makers assess whether there is an 
appropriate allocation of funds for personnel, 
pharmaceuticals, equipment, etc. Spending 
trends by function and disease category are 
particularly relevant for OECD countries 
where expenditure restraint has emerged as a 
high national priority. A study on health costs 
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carried out in the Netherlands identified 
outlays by function (hospitals, nursing homes, 
inpatient psychiatric care, and institutions for 
mentally challenged people) and by 
demographic strata (age groups, sex, and 34 
diagnostic groups). Similar to many other 
OECD countries, health costs in the 
Netherlands increased exponentially at some 
point, for people above 50. All mental 
disorders together cover 28.4% of the 
healthcare budget in the examined 
diagnostic groups. Based on evidence, any 
expenditure restraining policies would have 
to directly take into account the evolution of 
the risk of disability and increasing longevity 
of its population. As many developing 
countries also reach a stage of demographic 
transition, distributional analysis could 
simulate the impact on health systems. 

NHA tables can also reveal the 
beneficiaries of health expenditure, 
addressing distributional equity and 
effectiveness issues. Such tables could 
provide information to policy-makers on 
whether scarce resources are actually spent 
on national priorities. For example, NHA 
information can be designed to evaluate 
whether sufficient funds are being allocated 
to address a major disease or adequately 
targeted to disadvantaged groups. 
Beneficiary groups can be constructed by 
disease categories or by interventions. As 
major epidemics burden the capacity of 
many poor countries to finance their health 
systems, external funding agencies are 
looking at efficient ways to channel funds to 
address specific diseases. A geographical 
distribution analysis of NHA could 
demonstrate that some regions are 
disproportionately penalized compared to 

others in the allocation of public funds. 
Mexico’s political strategy like in many 
countries where universal coverage has not 
been achieved was to ensure that limited 
public resources benefited the poor. A careful 
review using national and sub-national 
health accounts revealed that, contrary to 
policy intention, the allocation of resources 
for the uninsured population adversely 
affected the states with greater 
epidemiological challenges.  

NHA show the flow of financing from a 
source of funding to a particular use, and 
also to a user of that expenditure or to 
beneficiaries following a standard 
classification of health expenditure. In many 
cases, a single type of expenditure can be 
associated with a number of the functions 
simultaneously; households, for instance, are 
the source of out-of-pocket payments, of 
social and private medical insurance. The 
dimensions to be analysed depend on 
national priorities and strategic answers 
sought by stakeholders. NHA time series 
information permits a better understanding of 
structural change and are required for 
forecasting. 

Development of Common Framework  
and Tools 

Information on national expenditure on 
health is usually incomplete in most 
countries. Policy-makers had therefore, felt 
the practical utility of having a framework 
and suitable methods and tools in hand, so 
that essential accounting models could be 
adopted to rec ord and analyse the complex 
interactions that occur from the moment 
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funds are allocated to the health systems till 
they reach a beneficiary. 

The history of the use of NHA dates 
back to the early 1960s when the first few 
comparative studies on national health 
expenditures were made, using a framework. 
In 1963, WHO hosted an international 
meeting where the concept of health 
accounts was presented as a powerful tool 
for countries to manage financial resources 
for health systems. The United States 
introduced NHA formally in 1966, followed 
by France in 1972.  The OECD countries 
began to adopt it in the late 1970s.  

A series of reports were published by 
WHO to assist Member Countries to review 
and adopt appropriate policies on 
accounting of health resources. A few such 
reports are: (a) WHO Study Group's Report 
on Financing Health Services in 1978; (b) 
WHO Publication in 1983 on Planning the 
Finances of the Health Sector: A Manual for 
Developing Countries; (c) A special report on 
Health Care Financing in the World Health 
Statistics Quarterly, Volume 37, No.4, 1984, 
and (d) a USAID-financed study on health 
care financing in developing countries in 
1979. These documents provided various 
aspects of NHA and the use of NHA 
methodologies adopted worldwide.  

Since then, as part and parcel of 
updating the "National Accounts" a series of 
NHA updating exercises have taken place in 
many countries with support from 
international agencies such as the World 
Bank, regional development banks, WHO, 
USAID, SIDA and other development 
agencies. The OECD and non-OECD 

middle-income countries in Asia like China, 
Japan, the Philippines, South Korea, Sri 
Lanka and Thailand, and even some least-
developed countries like Bangladesh, 
Myanmar and Nepal initiated efforts on 
updating NHA. 

The US Health Care Financing 
Administration (USHCFA) had influenced 
NHA development in many countries. Based 
upon the experience of using the United 
Nations System of National Accounts (SNA) 
1993 Revision, the OECD members agreed 
to develop a System of Health Accounts 
(SHA), as a standard procedure in the mid-
1990s. By 2000, the OECD-SHA Procedural 
Module became available and this module is 
the most successful system adopted not only 
by OECD members but also by other 
developing countries. 

Around the same period, another 
framework known as the "Harvard Method" 
was developed as a simple matrix system of 
NHA based on the original framework of 
OECD-SHA. This method is being used in 
countries where the pluralistic system of the 
United States played a major role. It tried to 
answer the question, “who pays, how much 
and for what", and included an explicit 
analysis of sources of financing, financing 
intermediaries, and logically consistent 
classifications of the uses of funds.  

Presently, over 60 countries around the 
world (mainly low- and middle-income 
countries) have created or are currently 
creating NHA using different approaches. 
Most of them have produced complete or 
partial health accounts, but many of them 
cover only a single year. While countries in 
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Africa have mainly adopted the “Harvard 
Method”, several Asian countries adapted the 
OECD-SHA as the basic framework for 
updating their NHA. Using these 
international experiences and with the 
involvement and consensus of leading 
national health accounting experts 
worldwide, in 2003, the World Health 
Organization, the World Bank and the 
USAID jointly produced a practical guide on 
NHA, called the “Guide to producing 
national health accounts, with special 
application for low income and middle 
income countries”. The PG would be useful 
for many developing countries that are 
interested in embarking on a national health 
accounting exercise. It is a useful tool for the 
training of health accountants. Further 
development and exchange of experiences 
among national and international health 
accountants would provide a new set of 
directions about the right way to make 
metrics for health expenditure. 

NHA Framework 

Basically, NHA tables are constructed to 
disaggregate complex problems into a 
sequence of discrete matrices (or discrete 
tables in the case of time series) in which all 
agents and transactions of the health care 
system are uniquely classified (see next 
section on classification). The construction of 
NHA follows exacting rules. As a statistical 
system, the NHA process entails respect of 
major attributes ranging from policy 
sensitivity to comprehensiveness to timeliness.  

NHA are sequences of identities: 
expenditure (consumption plus investment); 
provision of goods and services; and sources 

of financing  (Taxes plus payroll; Taxes plus 
private disbursements). The expenditure and 
production identities are expressed in value 
terms using standard economic principles as 
follows: 

V = Q x P 
where V = Value of what is spent 

Q = Quantity; P = Price 

The nominal value and, where not 
available, the imputed value of resources 
spent in a health system are equal to the sum 
of the value of all goods and services 
delivered. Each health good and service is 
attributed a price which, when multiplied by 
the total quantity of that good and service to 
have the estimated total value. 

NHA tables are mostly two-dimensional 
cross-classifications, each representing an 
important description of health financing 
flows relevant for health policy. International 
experiences have highlighted certain 
dimensions that are of high utility in the 
development and use of NHA. Some 
dimensions are useful in estimating total 
spending, while others are useful in 
evaluating or formulating policy. Taken as a 
group, the following dimensions answer 
nearly all questions related to NHA: 

• Financing sources: Institutions or 
entities that provide the funds used 
in the system by financing agents.  

• Financing agents (FA) : Institutions or 
entities that channel funds provided 
by financing sources and use those 
funds to pay for or purchase the 
activities inside the health accounts 
boundary.  
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• Providers (P): Entities that receive 
money in exchange for or in 
anticipation of producing activities 
inside the health accounts boundary.  

• Functions (F): Types of goods and 
services provided and activities 
performed inside the health 
accounts boundary.  

• Resource costs : Factors or inputs 
used by providers or financing 
agents to produce the goods and 
services consumed or the activities 
conducted in the system.  

• Demographic characteristics of 
beneficiaries: Policy-relevant group-
ings of those receiving or affected by 
the goods and services consumed 
within the boundaries of health 
accounts – age, sex, race, urban/ 
rural, ethnicity, and so on.  

• Socioeconomic status of bene-
ficiaries: Policy-relevant groupings of 
those receiving or affected by the 
goods and services consumed within 
the boundaries of health accounts –
educational attainment, income, 
wealth or occupation. 

• Health status of beneficiaries : Policy-
relevant groupings of those receiving 
or affected by the goods and 
services consumed within the 
boundaries of health accounts –
condition or disease status,  
functional status or type of 
intervention received.  

• Regions: Sub-national groups of the 
entities involved in the financing or 
consumption of goods and services 
transacted within the health accounts 
boundaries. 

Among these, the three dimensions, viz., 
financing agents (FA), providers (P) and 
functions (F), have been found to be of 
critical importance for accurate estimation of 
total health spending. Thus, NHA tables that 
cross-tabulate these dimensions are 
important tools in further creation of other 
NHA tables. A typical structure of an NHA 
table is a cross-tabulation of two NHA 
dimensions. By convention, the ‘origin’ 
dimension is shown in columns and the ‘use’ 
dimension in rows (See table below). 

Table 1: Structure of a typical table in the NHA   

“Origin” dimension 
‘Use’ dimension 

Origin 1 Origin 2 … Origin n Total 

Use1  Expenditure 1.1 Expenditure 1.2 … Expenditure 1.n Expenditure 1 

Use2  Expenditure 2.1 Expenditure 2.2 … Expenditure 2.n Expenditure 2 

… … … … … … 

Usem Expenditure m.1 Expenditure m.2 … Expenditure m.n Expenditure m 

Sum of all uses Expenditure 1 Expenditure2 … Expendituren Total Expenditure 

Source: Modified from the guide to producing national health accounts (WHO 2003)
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Usually, nine basic NHA tables (as listed 
below from “Procedural Guide”) with cross-
classifications are found to be the most useful 
types of analysis for national health policy 
purposes. They are feasible for many 
countries to produce and also promise to be 
useful for in-country and international 
comparisons. These tables as listed below 
provide a basic set of NHA results.  They are 
certainly not the only tables that are useful 
and policy relevant. Tables 1-5 represent the 
most useful breakdowns for origins, financing 
agents, providers and functions. Tables 6-9 
are the distributional tables, each of which 
shows a different way of viewing the 
beneficiaries of health expenditure.  

List of Basic NHA tables 

• Table 1: Health expenditure by type 
of financing agent and type of 
provider (FAxP); 

• Table 2: Health expenditure by type 
provider and type of function (PxF); 

• Table 3: Health expenditure by type 
of financing agent and type of 
function (FAxF); 

• Table 4: Health expenditure by 
sources of funds and type of 
financing agent (SxFA); 

• Table 5: Health expenditure by 
resources used to produce health 
goods and services; 

• Table 6: Health expenditure by age 
and sex of the population; 

• Table 7: Health expenditure by 
socio-economic status; 

• Table 8: Health expenditure by 
health status of the population; and  

• Table 9: Health expenditure by 
geographic regions (FA x R). 

For the distributional tables, the “uses” 
dimension shows a specific characteristic of 
the beneficiary population. For the “origins” 
axis of the distributional tables, it is possible 
to use Financing Agents, Providers, or 
Functions classifications. Each of these 
presentations is useful for addressing different 
aspects of resource allocation and 
distribution. 

For most countries, especially for the 
first-time NHA producers, it would be very 
difficult to produce all of the above tables, as 
it takes some time and staff resources to 
produce and there could also be limited 
information. Countries should not therefore 
view these nine tables as a minimum goal 
but rather as a progressive path along which 
they may travel over time and produce tables 
as needed for national policy purposes. 

Time trends of the accounts also form 
an important part of the NHA presentations, 
because such trends are useful for health 
system analysis. Typically, the time dimension 
is given in columns. For a meaningful time 
series, it is essential to maintain consistency 
across the years and cross check the 
estimates for various years through 
triangulating. Because of its policy 
importance, an NHA time series should be 
developed as soon as practicable. Annex 5 
of World Health Report 2003 showed the 
time series of NHA from 1997 to 2001 for 
192 Member States. 
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Classifying NHA Entities  
The International Classification for Health 
Accounts (ICHA) developed by OECD, as 
contained in the manual of “OECD: A 
System of Health Accounts” (OECD-SHA-
2000), provides a basis for categorizing the 
entities and actors that participate as sources, 
providers, financing agents, functions, in the 
health care system. The classification goes up 
to four digits as the degree of detail and 
specificity increase. There are different 
classification schemes for different entities 
broadly classified as follows: 

(1) Financing agents; 

(2) Health care providers; 

(3) Financing sources; 

(4) Beneficiary population including 
demographic, socioeconomic and 
epidemiologic classifications, and 

(5) Resource cost. 

The annex tables of the World Health 
Reports (2000-2003) represent a simplified 
use of the classification scheme for sources 
or origins of funds, in order to show 
international comparison. The tables provide 
information on national health accounts of 
all WHO Member States using the form of a 
financing tree as follows: 

 

 

 

Total Health Expenditure (THE):  The 
total expenditure on health is the sum of the 
general government and private expenditure 
on health (aggregates of health expenditure 
from public sources - PHE and the private 
outlays on health -PvtHE). All estimates are 

usually calculated in millions of national 
currency units. 

THE = PHE (a) + PvtHE (b) 

(a) Public expenditure on health (PHE): 
comprises consolidated direct and 

Tax-based 
health expenditure 

(TxHE) 

Social security  
on health  

(SSHE) 

External resources  
for health disbursed 
through the public  

sector (EXRPb) 

External resources 
for health disbursed 
through the private  

sector (EXRPv) 

Private health 
insurance  

(PvtHI ) 

Out-of Pocket 
expenditure  

(OOP) 

Total Health Expenditure  
(THE) 

Public Health 
Expenditure 

(a) 

Private Health 
Expenditure 

(b) 
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indirect outlays (for example, subsidies to 
producers, transfers to households), 
including capital of all levels of 
government (central, provincial, down to 
local authorities, social security 
organizations, autonomous bodies and 
other parastatal institutions). Simply, it 
consists of general revenue or tax-funded 
health expenditure (TxHE), social security 
expenses (SSHE) and the external 
resources spent on health channelling 
through government (EXRPb).  

PHE = TxHE + SSHE + ExtResHE 

Tax-funded health expenditure (TxHE) is 
the expenditure or public outlays from the 
general revenue of the territorial governments 
either central, federal, provincial, regional, 
state, district, municipal, and local authorities 
for investment in health. 

External resources transmitted or 
contributions or expenses for social security 
via these territorial entities are excluded in 
order to avoid double counting. In other 
words, attributions are made net of 
intergovernment transfer flows. However, they 
do include subsidies to producers of medical 
goods and services, transfer payments to 
households to offset medical care costs, 
extrabudgetary funds and investment in 
medical facilities. TxHE is currently obtained 
as a residual for most countries.  

Social security on health (SSHE) is the 
total premium/contributions paid by 
employees and employers for compulsory 
schemes of health care and medical goods 
for a sizeable group of population. Tax-
funded subsidies to social security are netted 
out to avoid double counting. Likewise, 
pension contributions in social security are 
also netted out.  

External resources for health (EXRPb): 
are loans, grants and donations for health 
development including medical care and 
medical goods channeled through the 
Ministry of Health or other public agencies. 
Grants in-kind refer to capital equipment, 
pharmaceutical supplies and vaccines, and 
technical assistance such as experts. Grants 
to nongovernmental organizations are 
accounted under private expenditure but, in 
practice, they are not always easily separated 
from public grants. 

(b) Private outlays on health (PvtHE) 
integrate private health insurance (PvtHI), 
direct payments or out-of-pocket 
expenditure in health goods (OOP), and 
other prepaid schemes such as 
mandated enterprise health expenditure 
(MEHE), expenditure on health through 
non-profit health services (NGOHE), 
which include co-payment as well as 
direct disbursements by uninsured 
individuals. Part of the external resources 
for health is channelled through NGOs 
and other institutions. Accounts not 
captured by the other headings including 
private investment in health services 
(PvtInvH) are also added.  

PvtHE = PvtHI + OOP + others 
(including MEHE, NGOHE, EXRPv  
and PvtInvH) 

Private health insurance expenditure 
(PvtHI) are the total premiums collected from 
employers, households or sometimes other 
agents for prepayment on medical and 
paramedical benefits, including the operating 
costs of these schemes. 

Out-of-pocket spending (OOP) is the 
direct outlay of households including 
gratuities and in-kind payments made to 
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health practitioners, suppliers of 
pharmaceuticals, therapeutic appliances, and 
other goods and services whose primary 
intent is to contribute to the restoration or 
enhancement of the health status of 
individuals or population groups. These 
outlays include payments made to public 
services, non-profit institutions or 
nongovernmental organizations by 
households. 

To measure the relative weight of the 
health component of government expenditure 
and cross-country differences in the relative 
level of public resources allocated to health, 
Annex 5 of World Health Report 2003 
presents the public expenditure on health as 
a share of total general government 
expenditure. The total expenditure (THE) is 
measured against the GDP which is a proxy 
of relative consumption estimates of total and 
public expenditure per capita. Figures are 
presented both at official exchange rates and 
in dollars. 

Who Produces NHA? 

Generally, NHA is produced either by the 
ministry of health, finance (Revenue) 
department or the national planning and 
statistics bureau. While national authorities 
may adopt different approaches to assign the 
responsibility to update NHA, what should 
ideally be ensured is that:  

• There is open access to the 
information needed and the results 
can be easily made available to 
institutions and people who would 
be responsible for formulating and 
evaluating national health policy. 

• The representatives from different 
institutions who can contribute to 
update NHA should join together to 
collaborate without major difficulties. 

• The political and institutional 
interference is minimized in the 
production of NHA, so that work can 
continue without significant 
upheaval from political and 
institutional changes. 

The locations which best meet these 
conditions differ from country to country and 
they may either be a department within the 
ministries of health, finance, statistics or 
planning, or a specialized government 
agency such as a national health 
inspectorate, social health insurance 
organization or institute of policy studies. In 
some cases, the responsible institution for 
updating NHA has been assigned to 
agencies outside the government structure 
such as a unit in a university or 
nongovernmental research institute. And, in 
most cases, there is a combination of efforts 
by all. For example, the Health Systems 
Research Institute, a parastatal institute 
worked closely with the international health 
policy programme (IHPP) of the Ministry of 
Health and universities in Thailand. Similarly, 
the Institute of Policy Studies in Colombo 
worked closely with the health planning unit 
of the Ministry of Health in Sri Lanka.  

Certain skills and aptitudes for health 
accounting by the NHA teams or taskforces 
are necessary. The NHA team(s) or analyst(s) 
should be drawn from among experts who 
are (a) familiar with national economic 
statistics and accounting practices, 
(b) knowledgeable about the health systems 
and policies, and (c) experienced with the data 
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and information generated by different 
entities in the health systems. National health 
accounting does not necessarily require 
special training in accounting or economics.  
However, at least one health economist must 
be available as a member of the team/task 
force for appropriate supervision and advice. 
The most important attributes of health 
accountants are (a) a facility with numbers, 
(b) a willingness to question those numbers, 
and (c) a willingness to look for and consider 
alternatives to existing data sources. The 
team should include staff from several 
organizations with a variety of backgrounds 
that would provide access to many different 
data sources perhaps unknown to one 
organization, and facilitate a critical 
appraisal of team results. 

It is also essential to establish a Steering 
Committee for the NHA consisting of high-
level representatives from various 
stakeholders such as the ministries of health, 
finance, planning, and education; National 
Statistical Bureau, academic groups, 
representatives from other government 
sectors and enterprises that provide health 
care to their own employees with their own 
budget, private health care providers and 
consumer’s organizations, and social health 
insurance organizations. This could help to 
keep the activity on track, and provide 
needed access to data sources, and also 
serve as the conduit for communicating 
findings to policy-makers. Such a steering 
committee would also help to institutionalize 
the NHA updating by establishing ownership 
at a high level of the nation’s sociopolitical 
organization. 

The cost of implementing and sustaining 
an NHA updating exercise may vary by 

country, depending upon whether the 
exercise is undertaken by national or external 
expertise. If NHA production is an ongoing 
process, the cost of sustaining it within 
government institutions is modest and it 
could become a routine analysis. Experience 
in most countries showed that a useful NHA 
could be assembled in 12-18 months, with a 
team of 3-6 analysts working part-time. More 
detailed and specific analyses may require 
more time, particularly if appropriate data is 
to be collected for detailed purposes. 

While updating NHA could be a data- 
and labour-intensive exercise, the actual 
framework or tools required to maintain the 
accounts are modest. The NHA tables can be 
assembled using a standard spreadsheet 
programme on a typical desktop computer, 
with the use of off-the-shelf spreadsheet 
programmes (such as Excel, 1-2-3, or 
Quattro). This would facilitate development 
of the data tables as well as creation of 
presentation graphics and charts. Most of 
these programmes can be linked to off-the-
shelf database software that can be used to 
assemble the underlying information.  

The Harvard School of Public Health, 
Harvard University, USA, has developed a 
specialized NHA software package (NHA 
Software v.1 and v.2) 1 that can be used to 
train the NHA team and lay out the health 
care financing structure in the country. It is a 
windows-based training and data-
management tool incorporating the "Harvard 
Method" and "OECD-SHA". The classification 
system used in the package may however, 
differ from that promoted by the WHO Guide 

                                                                 
1 (http://www.hsph.harvard.edu/ihsg/NHA-
software.html) 
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for Producing National Health Accounts. 
WHO also developed "NHA data templates" 
for each Member Country that could be used 
for producing initial estimates of national 
NHA, later modified and updated.  

Although the NHA updating might not 
require a lot of computing power, there are 
times when large survey datasets are to be 
processed. In these instances, the services of 
another organization (such as the national 
statistical organization) could be helpful. If 
not, a more powerful desktop computer and 
a good statistical software package (many of 
which are available off the shelf) could be 
used.  

The value of a good set of NHA 
depends equally on the quality of the staff 
that prepared them and the data that 
underlie them. Access to all potential data 
sources is critical, and should be seen as one 
of the primary roles of the Steering 
Committee described above. Equally 
important is the freedom to replace official 
statistics with better estimates if available. 

What Data Sources? 

The data collection aspect of health accounts 
has four goals: (a) using all suitable existing 
data; (b) adjusting existing data to bring them 
closer to suitability; (c) improving and 
enriching surveys and administrative records 
with a potential for suitability, and (d) 
arranging for collection or “generation” of 
missing data.  

Health and socioeconomic survey data 
play a critical role in the estimation of 

national health expenditure. Typically, they 
are the major source of information about 
household spending on health care. Given 
the importance of the household sector, it is 
important to enter into the use of these survey 
data prudently, because their 
misinterpretation is probably the single most 
important cause of error in NHA. Making 
reliable estimates with survey data requires 
understanding the potential pitfalls and 
familiarity with methods to overcome their 
inherent weaknesses. They must be designed 
to minimize sampling errors, non-sampling 
errors and sample frame bias. The validity of 
these data depends on how they were 
generated. There is always a clear trade-off 
between cost, timeliness and quality. 

Non-survey data usually come from a 
variety of sources. Government budget data, 
government special reports, insurers’  
administrative data, trade association annual 
reports, academic research and business 
case studies are examples of this type of 
information. Others include qualitative 
research documents, focus group results, 
data from convenience samples and 
opportunistic data. Each of these data 
sources should be assessed for quality before 
being used in NHA, using generic questions 
such as: 

• How complete is the base upon 
which the data source is built? 

• Does the data source or sponsor 
have an agenda to push? 

• How were the data assembled? 

• How homogenous were the entities 
about which the source provides 
information?  
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In compiling the NHA tables for the 
World Health Reports, WHO has used the 
following main sources: 

• National accounts of the countries 
of the Organization for Economic 
Cooperation and Development 
(OECD) (1999-2003 OECD Health 
Data 2000) (for 27 OECD 
members) 

• International financial statistics 
yearbook and the government 
finance statistics yearbook (produced 
by International Monetary Fund -
IMF) which contained national 
accounts reports of 133 
central/federal governments 

• United Nations (UN) National 
accounts statistics: main aggregates 
and detailed tables 

• National health accounts or studies 
in 54 non-OECD countries. 

• All accessible national or 
international reports quantifying 
specific categories of health 
expenditure in other countries: 
information sources may vary by 
country, that include national 
accounts, statistical yearbooks, 
expenditure reports of the ministries 
of finance, health, social security 
institutions and international funding 
agencies, national reports of 
selected industries such as private 
medical insurance and 
pharmaceutical trade, NGO reports,  
household expenditure surveys,  
socioeconomic and health surveys, 
censuses, and administrative 
records.  

• Other useful sources include the WB 
and the regional bank’s health 
sector or project reports which are 
usually country-specific. Most are, 
however, confidential and have not 
been easy to access. As with any 
secondary data retrieved from 
various sources, validation of its 
reliability is essential. WHO has 
established a network of contacts 
with governments and country 
experts at local or international 
levels to validate the reliability of the 
data obtained from secondary 
sources.  

Currently, NHA classifications are 
broken down in such a way that, depending 
on data availability and national priorities, 
categories and sub-categories can be 
omitted without compromising the 
comparability and validity of the information. 
NHA capture the expenditure over a twelve-
month period, based on the calendar year 
unless otherwise stated. Expenditures are 
recorded in national currency, on current 
prices and an accrual basis, i.e. when 
resources are consumed and not when actual 
payments are made.  

For a situation analysis, an NHA-type 
exercise that covers only one year produces 
valuable financial information. For strategic 
policy planning purposes, monitoring and 
evaluation, time series information is critical. 
NHA must become routine before they can 
be regularly used with confidence for policy-
making. Health expenditure information is 
normally available from various sources 
including statistical reports in a number of 
international publications.  
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A minimum basic set of national health 
expenditure should include public and private 
expenditure and a sub-category breakdown 
to the extent feasible. For information to have 
basic domestic policy relevance, further 
breakdowns to the level of components of 
public and private expenditure, particularly 
tax-based and out-of-pocket, are required. 
Information on national aggregates and 
individual in-country reports needs to be 
reconcilable for it to be valid and 
comparable. 

WHO together with development 
partners and regional NHA networks is 
standardizing a range of imputations, so that 
gradually, countries that have not developed 
their own NHA can replicate them. In future, 
uncertainty intervals may be applied so that 
the variation in the reliability of the data can 
be clearly indicated. In the case of a handful 
of small or politically isolated countries, very 
little data is available from national sources. 
Extrapolations are made from macro-data. 
While some countries opt for stating “Not-
available” with respect to certain data, for 
those countries which do not have any NHA 
data, some prefer to produce such data 
through the use of best estimation. 

As national health accounting is a 
relatively new field outside of the OECD, the 
most reliable sources for clarification of 
conflicting information are the national 
experts themselves. Issues of double-counting 
as well as incomplete reporting are also 
serious concerns. For several years, each 
round of global NHA estimations led to 
major changes in ratios published previously. 
The differences in figures of the Annex 5 of 
the World Health Reports in different years 

showed this vividly. Some reflected genuine 
structural change, but a larger number 
reflected wider access to more appropriate 
data. 

Hopefully, the new WHO/WB/USAID 
Producer’s Guide (2003) will clarify many of 
the uncertainties with regard to national 
health accounts’ statistics. In the meantime, 
there are regional networks of professionals 
such as the Asia-Pacific National Health 
Accounts Network (APNHAN)2, Latin America 
and Caribbean Health Accounts Network3 
and many others from whom information can 
be accessed. The Partnerships for Health 
Reform (PHR) Website4 is also a resourceful 
way of resolving queries and concerns in 
country specific cases.  

For the South-East Asia and Western 
Pacific Regions, the APNHAN played a 
catalytic role by bringing together institutions, 
agencies and researchers who are involved 
in producing NHA. The APNHAN is an 
informal network established since 1997 as 
an effective link between health economists, 
health policy analysts and researchers, health 
policy-makers, and academic and research 
institutions concerned with knowledge, 
experience and applications with health 
economics in Asia and the Pacific. The 
APNHAN is also a partner of the Asia-Pacific 
Health Economics Network (APHEN) and the 
Asia-Pacific Health Research Forum (APHRF). 
It acts as a clearing-house for information 
sharing and technical exchange mainly 
related to national health accounting. The 
Institute of Policy Studies, Colombo in Sri 
                                                                 
2 (http://www.apnhan.org) 
3 (http://www.lachealthaccounts.org) 
4 http://www.phrplus. org 
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Lanka5 is presently responsible for 
coordinating the work of the APNHAN. 
Various institutions from Bangladesh, India, 
Indonesia, Maldives, Myanmar, Nepal, 
Thailand and Sri Lanka are actively involved 
in the APNHAN activities, together with 
institutions and researchers from Australia, 
Cambodia, China, Hong Kong SAR, Japan, 
South Korea, Kyrgyzstan, Malaysia, 
Mongolia, Philippines, and Singapore,  
among others. The WHO Regional Offices 
for South-East Asia and the Western Pacific 
are also collaborating partners of APNHAN. 

The APNHAN is collaborating with 
regional experts to develop a common 
regional standard for national and sub-
national health accounts, as well as establish 
a regional database on health systems, 
similar to that currently available for OECD 
and European countries. APNHAN also acted 
as a focal point for discussions between 
OECD and Asia-Pacific countries on 
development of international standards for 
health accounting. It is one of the partners of 
the EU financed EQUITAP project which aims 
to undertake an empirical study on cross-
country comparisons using both macro and 
micro data analysis of equity in health care. 
The Centre for Health Economics, 
Chulalongkorn University, Bangkok, is 
designated as a WHO Collaborating Centre 
for Health Economics and this centre is active 
in the area of NHA among others. There are 
many other national organizations and 
institutions of excellence active in this area.  

The International Health Systems 
Programme of the Harvard School of Public 

                                                                 
5 (http://www.ips.lk) 

Health, USA (IHSP-HSPH) 6 also promotes the 
development and application of NHA 
internationally. IHSP's contribution to NHA 
development worldwide includes: 
(a) providing tools and training in the 
adaptation of successful methods from USA 
and OECD countries to the middle and lower 
income countries and further advancing 
methodology development towards a 
standard international approach; (b) the 
NHA Software (versions 1 and 2); (c) a two-
week training course - “Creating and Using 
NHA in Health Financing Reform" for 
NHA practitioners from low and middle 
income countries offered in 2000-2002 in 
Stowe, Vermont, USA and likely to be offered 
again in 2004; (d) technical assistance and 
research on NHA in Africa, Asia, Latin 
America, Eastern Europe and the Former 
Soviet Union, and (e) development of 
innovative policy applications using NHA 
data.  

NHA development in the  
South-East Asia Region 

Thailand and Sri Lanka are two pioneer 
countries in the SEA Region which are 
relatively advanced in establishing state-of-
the-art national health accounts. Thailand 
initiated NHA updating since 1994 and 
implemented it in phases. In the first phase, it 
focused on the process, of capacity building 
and partnerships. Thailand’s first single year 
NHA was produced in 1994. In the second 
phase, it concentrated on fine tuning the 
methodology and standardization. During 
this phase, NHA-Thailand for 1996 and 

                                                                 
6 (http://www.hsph.harvard.edu/ihsg/NHA.html) 
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1998 were produced. The third phase began 
with the update of NHA-2000 and focused 
on institutionalization and continuing to fine-
tune the methodologies and produce more 
policy-relevant accounts. It is now advocating 
the wider use of NHA. 

Sri Lanka initiated its NHA updating 
process in 1998 when a national health 
expenditure survey committee was 
established by the Ministry of Health, which 
identified the need for a permanent 
mechanism to track shifting financial flows in 
the health sector. Following this, the NHA 
updating exercise was implemented as a joint 
collaborative effort of the ministries relating 
to finance, health and planning together with 
several government agencies including the 
Institute of Policy Studies (IPS). Sri Lanka 
adopted the methodology based on the 
OECD-SHA (2000) with some local 
modifications. In the first phase, Sri Lanka 
produced a complete NHA estimate for the 
period 1990 to 1999, giving health 
expenditure estimates by function and source 
for all provinces. In this process, Sri Lanka 
implemented full cross-mapping of 
expenditure estimates using the OECD-SHA 
format. The experience demonstrated the 
feasibility of implementing this low-cost 
format. 

The NHA information generated have 
provided the basis for the national debates 
on health sector reforms in Thailand and Sri 
Lanka. Sri Lanka’s NHA-1990-1999 
demonstrated the importance of separating 
the expenditure by sources and functions. 
The expenditure on inpatient and outpatient 
curative care is fairly evenly split - 25% for 
the former and 27% for the latter. Most of the 

government expenditure was on hospital 
inpatients. On the contrary, 
nongovernmental expenditure is concentrated 
on outpatient curative care and 
pharmaceuticals. Currently, Sri Lanka is 
involved in extending coverage, while at the 
same, time improving the methodology. 

Bangladesh produced its first set of 
NHA for a single year,  1996-97, and 
published it in 1998. A series of exercises 
have been carried out in 2002 to update the 
accounts for 2000-2001. In Nepal, the 
National Health Economics Association in 
partnership with the government has 
produced some NHA tables including a 
functional classification of government health 
expenditures for the period 1990-2000.  
Myanmar is currently collaborating with 
WHO to produce its NHA for 2001-2002 by 
mid-2004.  

Indonesia initiated NHA activities in the 
1990s through a Health Financing Project 
funded by USAID. Though the effort resulted 
in the production of partial NHA estimates 
for some years, the effort was not sustained. 
Since 2001, Indonesia has revived its process 
of updating NHA by adopting the WHO 
NHA Producer’s Guide. Efforts have been 
initiated to start with an update of district-
level health accounts to be consolidated later 
into national health accounts.  

In India, two states - Punjab and 
Karnataka had updated their state-level 
health accounts in 1999-2000. In its 
National Health Policy, India identified NHA 
as a national priority.  A series of national 
seminars and workshops were organized 
during 2002 and 2003, to sensitize the key 
actors and researchers, in order to initiate 
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NHA accounting exercises by relevant 
government agencies. Other countries in the 
Region need to initiate capacity building and 
adopt an appropriate national methodology 
to update their NHA. 

Conclusion  

The main purpose of preparing NHA is to 
help the country improve the performance of 
its health systems. The parameters of NHA 
methods such as health system's boundaries, 
health care structure, classification and 
definitions, and standard tables are proposed 
because they are essential to differentiate the 
expenditure account required for that 
purpose. Inevitably, small variations are 
introduced to respond to national policy 
concerns. Experience has shown that 
countries benefit from making valid 
comparisons with changes over time and with 
other countries. In order to do so, all NHA 
analysts need to be aware of and record 
differences using a standard practice which is 
feasible and not too difficult.  

It would never be possible to estimate 
health expenditure accounting without error. 

All countries, no matter how sophisticated 
their systems, have tried to complement hard 
financial data with estimates and 
extrapolations for those data harder to 
measure. Health accounting is both an art 
and a science. The NHA team should be 
prepared for some uncertainty, and focus 
attention on the big items, without becoming 
mired down in small inaccuracies. The team 
will find that commonsense and openness 
are valuable tools to work with. It should 
always be alert to what decision-makers want 
and how NHA can help them. Once NHA 
begins to serve their purpose, the highest 
levels of government are more likely to pay 
attention and continue their support to this 
work. NHA has a central role to play in 
supporting stewardship and decision-making 
by both policy makers and stakeholders.  

National accounting and national 
health accounting are evolving and each 
newcomer must assess its specific monitoring 
requirements and create matrices or tables 
adapted to these requirements. It would be 
important to take advantage and use 
international experience and ready-made 
classifications as shortcuts and cost-saving 
devices. 
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Abstract 
The right to health is now entrenched in the constitutions of several countries around the 
globe. Some constitutions or codes of public health articulate other rights flowing from, or 
associated with, the right to health, such as the right not to be subjected to clinical trials 
without consent. Rights are not generally absolute, they can be suspended, abridged or 
curtailed for specific reasons, such as, for instance, in the interest of public health. 
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Introduction 
In the last few decades of the twentieth 
century, the World Health Organization has 
repeatedly advocated the use of health 
legislation as a potent means to achieve the 
well declared objective of “health for all” that 
initiated a global effort to define health and 
evolve and adopt legal strategies to 
implement the avowed targets. This strategy 
became necessary as the health status of 
hundred of millions of people around the 
globe is not only worrisome but unacceptably 
pathetic. More than half the population of 
the world does not have access to adequate 
health care1. Albeit, a just society has an 
obligation to provide some level of 

reasonably distributed health care to all its 
citizens irrespective of their stations in life 2. 

The WHO Constitution and several 
resolutions of the World Health Assembly 
have affirmed that health is a basic human 
right and worldwide social goal. Providing 
basic human needs and improvement in the 
quality of life of the people should be the 
main social plank of governments and WHO 
in the coming years. All the governments of 
the world, particularly those of South-East 
Asian countries, have to devote their 
energies, efforts and resources towards the 
attainment by all citizens of a level of health 
that will permit them to lead a socially and 
economically productive life and in this 
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regard, health legislation can play a very 
crucial role. 

Health legislation is a very composite or 
comprehensive term which includes a vast 
range of laws dealing with quality of life 
issues affecting the health and welfare of 
people. With the advancement of medicine 
and public health technologies, existing 
health laws have undergone various changes 
and they cannot remain static. It is aptly said: 

The scope of health legislation some 
fifty or sixty years also was quite different to 
what it is today. In a sense, the evolution of 
health legislation is partly the story of 
evolution of medical and public health. It is 
not only a part of the story because not all 
medicinal and public health developments 
warrant legislative changes. Moreover, not 
all countries accord equal attention to the 
developments which warrant such changes3. 

Health legislation to some degree, 
covers some thirty different subject areas in 
its domain. Notwithstanding, this paper 
focuses on health legislations of some of the 
countries of the WHO South-East Asia 
Region in the following areas: 

• General public health laws; 

• Tobacco laws; 

• Blood safety laws; 

• Organ transplantation laws, and 

• International health regulations and 
food safety. 

Tobacco laws 

In the area of tobacco control internationally, 
twenty eight countries and the European 

Community (EC) signed the new global 
tobacco control treaty unanimously on 
16 June 2003 which was adopted in May 
2003 by all 192 Member States of the World 
Health Organization (WHO). This treaty 
makes every country accountable to the 
world. It also makes the world accountable to 
itself. The world is racing against time as 5 
million people die every year due to tobacco 
consumption4. 

The first international treaty negotiated 
under WHO auspices, the Framework 
Convention on Tobacco Control (FCTC) 
requires countries to restrict tobacco 
advertising, sponsorship and promotion, set 
new labelling, clean indoor controls and 
strengthen legislation to clamp down on 
tobacco smuggling. Tax and price increases 
would also be considered. In spite of two 
international tobacco control treaties, the 
status of tobacco control legislations varies 
widely amongst the countries of South-East 
Asia Region of the WHO. Some countries 
totally lack or have very minimal tobacco 
control laws, while other countries have 
much better control measures. In case of 
India, tobacco advertisements are banned on 
state-owned radio and television and a single 
warning label on cigarette packets and in 
advertisements is mandatory.  

Recently, in India, Cigarettes and other 
Tobacco Products (Prohibition of 
Advertisement and Regulation of Trade and 
Commerce, Production, Supply and 
Distribution) Act, 2003 has been enforced as 
anti-tobacco legislation. This Act makes 
smoking in public places punishable with 
fine, upto Rs.200, while advertisement of 
tobacco products would attract imprisonment 
of up to three years or a fine of Rupees one 
lakh in case of first conviction. It bans 
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advertisement of cigarettes and other 
tobacco products, direct or surrogate, 
besides prohibiting sponsorship of sports and 
cultural events by tobacco manufacturers. It 
also prohibits sale of tobacco products to 
minors besides proposing to compound 
minor offences and making punishment for 
offences by companies more stringent. The 
Cigarettes and other Tobacco Products 
(Prohibition of Advertisement and Regulation 
of Trade and Commerce, Production, Supply 
and Distribution) Act, 2003 has repealed the 
‘Cigarettes (Regulation of Production, Supply 
and Distribution) Act, 1975. 

In Indonesia, Cigarettes, Cigars, Bidis 
Regulation No. 81, 1999 in article 16 
provides restriction on vending machines 
which are not accessible to children. 
Tobacco control measures in Maldives 
include ban on tobacco advertisement, 
including bill boards. Sale of tobacco to 
persons under the age of 16 years is 
prohibited. Smoking is banned in 
government office buildings. There are 
awareness programmes concerning the 
hazards of smoking, such as anti-smoking 
advertisements on television. Every year 
“World No-Tobacco Day” is celebrated in 
Maldives. Under Section 76 of the ‘Children 
and Young Persons Ordinance of Sri Lanka, 
selling cigarettes to minors under 16 is 
prohibited. Smoking by teachers in school 
and sending children to purchase tobacco is 
also banned products as per circular sent by 
the Director-General of Health Services on 
17 May 1993. 

In Bangladesh, tobacco use is 
widespread. Tobacco is available in a 
multitude of forms in Bangladesh; however, 
only cigarette packages carry a warning. The 

warning is in Bengali in small type which 
reads “government warning smoking is 
deleterious to health”5. The warning is used 
by ‘British American Tobacco Alliance’ (BAT) 
for cigarettes produced by other companies 
or for bidis. The information conveyed in the 
warning is of little use, as a large proportion 
of the population is unable to read5. 
Bangladesh Anti-Tobacco Alliance (BATA), 
an NGO, held that the mode of flashing the 
warning is in violation of the laws7. BATA has 
regularly advocated for legislative changes 
including a signature campaign in favour of 
non-smoking carriages on trains and 
protests, calling for higher tobacco taxes and 
an end to tobacco advertising8 BATA has 
compiled laws from various countries on 
tobacco control which helped in drafting a 
comprehensive tobacco control law as of 
March 2003, which is still pending in 
Parliament of Bangladesh. The draft law bans 
advertising (except at point of sale), 
mandates pictorial warnings on cigarette 
packs and prohibits smoking in many public 
places9. BATA is very active to have the law 
passed and ensure that it is not weakened by 
parliament10. Smoking is banned in hospitals 
and some other places, but prohibitions are 
not effectively implemented. ‘Biman’, the 
national airline has prohibited smoking on 
domestic flights some years ago and in April 
2001, it imposed a ban on smoking in its all 
international flights11. In Bangladesh, the 
minimum legal age for purchasing and 
smoking tobacco under the Juvenile Smoking 
Act, 1993 is 15 years. The Act also bans the 
sponsorship of sporting and cultural events 
by tobacco companies. Recently, BATA held 
a symbolic funeral procession (march) in 
honour of the millions of people around the 
world who have died from tobacco and 
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demanded strong tobacco control laws to 
reduce these unnecessary deaths in future12. 
This is a very good development in the fight 
against the tobacco menace. If the 
government of Bangladesh enacts new draft 
legislation on tobacco control, it will be a big 
improvement and provide a strong legislative 
support for the control of tobacco use 
effectively. People, NGOs and other 
advocates continue to work in collaboration 
with policy-makers and others to have an 
effective ban on promotions, strong and 
clearly visible warnings on all tobacco 
products and protection of non-smokers and 
others13. 

The struggle for tobacco control in 
Thailand began in the mid-1970s14. The Thai 
Medical Association forcefully petitioned the 
government for printing of health warnings 
on cigarette packages. In 1976, the National 
Statistics Office carried out the first national 
survey of smoking prevalence and the 
Bangkok Metropolitan Administration issued 
an ordinance banning smoking in movie 
theatres and buses in the city15. A series of 
public health education programmes relating 
to the obvious dangers of smoking were 
carried out and the Thai Tobacco Monopoly 
(TTM) successfully played its role to 
strengthen the health warning on cigarette 
packages16. 

Presently, Thailand has a strong 
comprehensive tobacco control policy17. ‘The 
National Committee for the Control of 
Tobacco Use’ in a meeting held on 20 
September 2001, set up two committees to 
evaluate the Tobacco Product Control Act 
and Non-smokers Health Protection Act, 
1992 after ten years of existence18. These 
committees are considering various 

improvements in the law to remove the 
shortcomings, loopholes and ways to 
strengthen enforcement processes19. 

Besides, there is regular tax increase 
policy on tobacco. The current health 
warnings, which are displayed on the upper 
third of the two largest areas of cigarette 
packages and which have been in use for 
four years, are under consideration for 
revision to have a pictorial format, as 
championed by Garfield Mahood in 
Canada20. Thailand continues to hold a 
strong position on international issues such 
as trade, duty free sales, smuggling and 
trans-boundary advertising and promotion. 
Besides, tobacco control is and will remain 
the main project for the new Thai Health 
Promotion Foundation. One of the most 
important features of the Thailand anti 
tobacco campaign is the “Thai Women Do 
Not Smoke” project being funded by Thai 
Health Promotion Foundation21. 

However, the Thai anti tobacco 
campaign has passed through several stages 
and in 2002, plans for privatization of the 
‘Thai Tobacco Monopoly’ have been put on 
‘indefinite hold’ after appearing to be 
unstoppable22. 

Blood Safety 

In India, as per the National Blood Safety 
Policy, testing of every unit of blood is 
mandatory for detecting infections for 
diseases like hepatitis, syphilis and malaria, 
apart from HIV/AIDS23. The legal framework 
concerning blood safety issues has been 
properly covered in the Schedule XII B of the 
Drugs and Cosmetic Act, 1940 and Rules, 
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which stipulate mandatory testing of blood 
for blood transmissible diseases including 
HIV/AIDS in India. The Rules have been 
further amended, providing adequate testing 
procedures, quality control, standard 
qualifications and experience for blood bank 
personnel, maintenance of complete and 
accurate record etc24. 

Hospitals in India keep small samples of 
blood given for transfusion. This is to check 
blood contamination in case a patient shows 
symptoms of a viral infection. The minimum 
punishment for selling HIV or hepatitis B-
infected blood is five years and a minimum 
fine of Rs. 10 000 under the Drugs and 
Cosmetic Act. It is mandatory to exhibit on 
each bottle of blood that it is free from 
infection. A blood bank found selling blood 
without stating that can be prosecuted for a 
minimum imprisonment sentence of one year 
and maximum of two along with fine. The 
owner of an unlicensed blood bank can be 
jailed for three years. The minimum 
imprisonment is for one year with a fine of at 
least Rs. 5 000/-. The aggrieved person, the 
drug inspector or a recognized consumer 
association can also initiate the proceedings. 
However, the doctor who transfuses the 
contaminated blood cannot be tried. It is a 
belief in India, that the risk of transmission 
can be controlled by establishing safe 
practices and by sound public policy for 
blood transfusion services ensuring perfect 
quality assurance procedures25. India is 
adhering to the guidelines issued by the 
Global Blood Safety Initiative (GBSI) which is 
a cooperative endeavour to support the 
development of safe and effective blood 
transfusion services in all countries. GBSI’s 
recommendations are actually based on 
WHO recommendations on blood safety. 
The Supreme Court of India has laid down 

certain guidelines in the Common Cause26 
case to ensure safety of blood and blood 
products.  

Organ Transplantation Laws 

Organ transplantation constitutes a rapidly 
changing area for medico-legal thinkers and 
law makers. It is considered an important 
milestone in the history of medical 
advancement in solving the problem of 
organ failure. Prior to two or three decades, 
no law for the regulation of organ transplants 
existed and at least some of these processes 
were within the domain of human 
experimentation alone. Extensive legislative 
work has been undertaken since then to meet 
the needs of the people through expeditious 
scientific progress. Transplantation is certainly 
a medical process which must be dealt by the 
law and law makers. In the past years, the 
success rates of these transplants have gone 
up enough in order to provide a new lease of 
life to critically ill people. Medical science 
has developed immuno-suppressent drugs, 
which are responsible for increasing 
compatibility between donated organs and 
their recipients27. However, there are specific 
and valuable guiding principles of WHO 
which are intended to provide an orderly, 
ethical and acceptable framework for 
regulating the acquisition and transplantation 
of human organs for therapeutic purposes. 
The term ‘human organ’ is understood to 
include organs and tissues, but does not 
relate to human reproduction, and 
accordingly does not extend to reproductive 
tissues, namely ova, sperm, ovaries, testicles 
or embryos, nor is it intended to deal with 
blood or blood constitutes for transfusion 
purposes. The Guiding Principles prohibit 
giving and receiving money as well as any 
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other commercial dealing in this field, but do 
not affect payment of expenditures incurred 
in organ recovery, preservation and supply28. 

India 

To begin with, India occupies a very 
significant place in the South-East Asia 
Region and has important legislation enacted 
in 1994 by Parliament to address the moral 
and legal problems of organ transplantation. 

It is a landmark in medical science 
achieved through intensive efforts against 
health hazards caused due to interaction 
between natural and unnatural phenomena. 
But this important medical achievement has 
become a centre of controversy and is being 
misused by turning it into illegal trade or 
profitable commercial activity. It has become 
an activity at the hand of unscrupulous 
people29. 

The Indian Parliament at the initiative of 
the states of Goa, Himachal Pradesh and 
Maharashtra, in pursuance of article 252(1) 
of the Constitution of India took a step to 
enact “The Transplantation of Human 
Organs Act, 1994” (THOA) with the 
following objectives which are provided in the 
Preamble: 

• for the regulation of removal, 
storage and transplantation of 
human organs for therapeutic 
purposes; 

• for the prevention of commercial 
dealings in human organs, and 

• for matters connected therewith or 
incidental thereto. 

Transplantation means the grafting of 
any human organ from any living or 
deceased person to some other living person 
for therapeutic purposes. “Any part of the 
human body consisting of a structured 
arrangement of tissue which if wholly 
removed, cannot be replicated by the body”, 
is known as a human organ30. 

The law was enacted in pursuance of 
the guidelines provided by WHO based on 
the Resolution of the Forty- fourth World 
Health Assembly urging Member Countries to 
incorporate into their laws the enabling 
provisions for legitimate transfer of organs by 
voluntary donors and to define death as 
“Brain Stem Death”. The THOA aims to 
distinguish altruism from commercialism and 
permits the former while altogether forbids 
the latter just like the “The Human Organ 
Transplants Act, 1989” of Great Britain. In 
Great Britain, a person is guilty of an offence 
if he makes or receives any payment for the 
supply of or for an offer to supply an organ 
removed from a dead or living person and is 
intended to be transplanted into another 
person whether in Great Britain or elsewhere 
as per section 1(1-4)31. In India, THOA in 
Chapter VI deals with punishment for 
removal of human organs without authority 
and punishment for commercial dealings in 
human organs and for contravention of any 
other provision of the Act also include 
offences by companies and cognizance of 
offences. Section 19 of THOA is significant 
which deals with punishment for commercial 
dealing in human organs. If a person makes 
or receives any payment, for the supply of or 
makes offer to supply any human organ or 
seeks a person who is willing to supply for 
payment shall be punished with imprisonment 
for a term of not less than two years which 
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may go up to seven years and also be liable 
to a fine of not less than ten thousand 
rupees. This provision is very strict, and 
intended to curb illegal trading in organs. 
Under Chapter V of THOA, registration of 
hospitals engaged or intending to engage in 
removal, storage or transplantation of human 
organs is mandatory. No hospital shall 
commence any activity relating to removal, 
storage or transplantation of any human 
organ for therapeutic purpose after the 
commencement of the Act unless it is duly 
registered. Every hospital engaged partly or 
wholly in any activity relating to the removal, 
storage or transplantation of any human 
organ for therapeutic purposes has to apply 
for registration just as THOA came into force. 
The registration of hospitals will be at the 
discretion and satisfaction of the Appropriate 
Authority who shall hold an inquiry and if all 
the conditions are satisfied, it shall issue a 
certificate of registration which is renewable 
in such a manner and on payment of fees as 
may be prescribed (section 15). 

The Appropriate Authority under Section 
16 is empowered to issue a show cause 
notice to any hospital suo motu on a 
complaint under the Act, for suspension or 
cancellation of registration. The Appropriate 
Authority, in public interest, may suspend the 
registration of any hospital without issuing 
any notice in the public interest by recording 
in writing the reasons for doing so. The 
decision of the Appropriate Authority is 
appealable for rejection of an application for 
registration or order of suspension or 
cancellation of registration whatever the case 
may be. 

According to Section 18 of THOA, any 
person who renders his services to any 

hospital, for the purposes of transplantation, 
conducts, associates with, or helps in any 
manner in the removal of any organ without 
authority, shall be committing an offence and 
punishable with imprisonment for a term 
which may extend to five years and a 
maximum fine of Rs. 10 000. If such a 
person is a registered medical practitioner, 
his name shall be reported by the 
appropriate authority to the respective State 
Medical Council for taking necessary action 
including the removal of his name from the 
register of the Council for a period of two 
years for the first offence and permanently for 
the subsequent offence. 

Besides, Section 19 provides punish-
ment for commercial dealings in human 
organs and in this regard whoever: 

(a) makes or receives any payment for 
the supply of, or for an offer to 
supply, any human organs; 

(b) seeks to find a person willing to 
supply for payment any human 
organ; 

(c) offers to supply any human organ 
for payment; 

(d) initiates or negotiates any 
arrangement involving the making 
of any payment for the supply or 
offer to supply, any human organ; 

(e) takes part in the management or 
control of a body of persons, 
whether a society, firm or company 
whose activities consist of or include 
the initiation or negotiation of any 
arrangement referred to in clause 
(d) or 

(f) publishes or distributes or causes to 
be published or distributed any 
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advertisement in this regard shall be 
punishable with imprisonment for a 
term which shall not be less than 
two years but which may extend to 
seven years and shall also be liable 
to a fine which shall not be less 
than Rs. 10 000. 

In view of adequate and special 
reasons, if any, the sentencing judge may 
award a sentence of less than two years and 
also below ten thousand rupees in terms of 
fine. 

However, [1] no court shall take 
cognizance of an offence under Section 22 
of the Act except on a complaint made by: 

(a) the Appropriate Authority 
concerned, or by any officer 
authorized in this behalf by the 
Central Government or the State 
Government or, as the case may 
be, the Appropriate; or 

(b) a person who has given notice of 
any less than sixty days, in such 
manner as may be prescribed, to 
the Appropriate Authority 
concerned, of the alleged offence 
and of his intention to make a 
complaint to the court. 

[2] No court other than that of a 
Metropolitan Magistrate or a Judicial 
Magistrate of the first class shall try any 
offence punishable under this Act. [3] Where 
a complaint has been made under clause (b) 
of sub-section (1), the Court may, on 
demand by such person, direct the 
Appropriate Authority to make available 
copies of the relevant records in its 
possession to such person. 

The THOA is designed to legally 
regulate transplantation practices in India 
and permit organ donation after death, 
which should make availability of organs 
easier. In India, more than one-lakh (one 
hundred thousand) patients including 7 000 
infants die every year due to liver failure in 
the country32. Besides an equivalent number 
die due to cardiac complications and more 
than 60 000 suffer from end-stage renal 
failure33. The livers of these patients could 
have been saved if relatives of brain dead 
patients were willing to donate organs34. 
Commercialization of human organs is to the 
extent that about 2 500 kidneys are sold 
every year in the country and the total 
amount involved in the human organ trade is 
to the tune of Rs. 40 crores (400 million)35. 
The THOA has to some extent helped in 
checking the trade in human organs, but to 
what extent, it is difficult to elaborate. 
However, THOA is certainly a major 
achievement for medical men, policy-makers 
and NGOs involved in the enactment of the 
law as “every well preserved cadaver can 
save six lives, since the heart, the liver, 
pancreas, two kidneys, bone marrow and 
other organs can be harvested from it.”36 

Indonesia 

The Indonesian Law No. 23/1992 on 
Health,37without specifically mentioning 
trafficking, in essence, criminalizes the 
trafficking of people for the purpose of the 
removal of organs. In this regard some 
provisions are : 

Article 80 verse (3) provides: 



Health Policy  

28  Regional Health Forum – Volume 7, Number 2, 2003 

Anyone who deliberately commits an act 
for commercial purposes in the conduct 
of transplantation  of human organ or 
body tissues or transfusion of blood as 
referred to in Article 33 verse (2) is 
convicted with a penalty of maximum 15 
(fifteen) years in jail and a fine of 
maximum Rp. 300 000 000 – (three 
hundred million rupiahs). 

Article 81 verse (1) point a provides:  

Anyone without any expertise and 
authority who deliberately performs a 
transplantation of organ and or body 
tissues (without any expertise and 
authority) as referred to in article 34 
verse (1) is convicted with a penalty of 
maximum 7 (seven) years in jail and or 
a fine of maximum Rp. 140 000 000,- 
(one hundred and forty million rupiahs). 

Thailand  

In Thailand the practice of medicine is 
carried out according to laws and regulations 
which have been designed to protect the 
people’s quality of life through the 
assurances of appropriate standards and 
quality of medical treatment. To meet this 
purpose, the Medical Profession Act, 1982 
and the Rules of the Medical Council on the 
observance on medical ethics have been 
used as a basis for establishing the system of 
medical regulation, practice standards, 
professional ethics and disciplinary control 
measures etc38. In the area of organ 
transplantation, there exists the Medical 
Council’s Announcement on Criteria for 
Brain Death Diagnosis39. 

All these criteria have been laid down in 
pursuance of the Announcement of Medical 
Council of Thailand issued in the year 1989. 
The Thai Medical Council rules provide for 
the identification of a potential donor40. In 
most organ donors who die from brain stem 
death due to accident and acute brain 
haemorrhage, it is the responsibility of a 
medical team and nurse providing medical 
care to take steps to propose organ donation 
to the patient’s family. However, the early 
notification of the donor’s condition, to the 
‘Centre for Human Organ Donation’, will 
enable it to take the best possible care of the 
patient and at the same time to have 
adequate time to find an appropriate 
recipient of donated organ including check 
up of the donor to make sure that he/she is 
suitable to donate his/her organ. 

It is also to ascertain whether potential 
donors of human organs are sick due to 
cerebral trauma, subarachnoid 
haemorrhage, CVC, primary brain tumour, 
suicide and respiratory and cardiac arrest 
which can be responsible for brain stem 
death. Every donor of human organs must be 
diagnosed so as to be under the following 
conditions: 

(1) complete irrecoverable brain stem 
damage; 

(2) using ventilator, and 

(3) being free from severe infection, 
cancer (except primary brain 
tumor) and chronic and severe 
hypertension. 

Besides, Thailand’s Medical Council 
has prescribed criteria for selection of human 
organ donors41. In this regard, the kidney 
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donor has to be aged less than 70 years, 
his/her kidney must function normally with no 
record of any kidney illness. 

In the same way, a liver donor must be 
aged less than 55 years, ensured of its 
normal functioning with no drug or alcohol 
addiction. In case of heart donor, he/she 
must be less than 50 years in age with no 
record of any kind of heart disease 
whatsoever. Regarding heart and lung donor 
criteria defined for heart donation will apply 
but there are other conditions also laid down 
for heart and lung donors. They should not 
have any record of respiratory disease, 
excessive smoking, pulmonary infection 
(check up is made through X-ray and gram 
stain), and good gas exchange and 
compliance. Besides, the size of the donated 
organ must fit the receiver by comparing total 
lung capacity. In the final process, in 
operating upon a dead person for organ 
transplantation, it is necessary to have a 
check list of brain stem death, consent of the 
donor’s family and if the donor is a criminal, 
then contact with a forensic physician is 
necessary42. Physician’s opinion on a 
prescribed form regarding diagnosis of death 
is required (See Annex 1). 

In relation to consent of the deceased 
donor’s heir, a request for human organ 
donation can be made only after the donor’s 
death due to brain death in accordance with 
the criteria defined by the Medical Council of 
Thailand43. The procedure for request 
stipulates that a request for organ donation 
should be made by a medical team or a 
person designated by the medical team. An 
initiative has to be taken by the medical team 
or nurse engaged for the care of the 
deceased patients44. 

The consent for organ donation must be 
given by a deceased person’s heir or a 
representative of the deceased with the legal 
rights. Consent has to be in writing, which is 
certified by two witnesses. The donor’s heirs 
include specifically spouse, son or daughter 
of legal age (not less than 20 years), father 
or mother, relative, cousin at the legal age, 
representative with the legal right as the dead 
body’s owner45. The deceased who 
consented to donate his/her organ to the 
‘Centre for Human Organ Donation’, Thai 
Red Cross Society must be a bearer of organ 
donor card. In case no relative turned up, the 
said document could be used as evidence 
instead of the document as required from the 
deceased person’s heir or a representative. A 
deceased donor’s relative has to file a written 
assurance that he/she will not receive any 
compensation for the donated organ46. 
Donor’s relative is to fill up a letter of consent 
on the form prescribed by the Medical 
Council of Thailand (See Annex 2). 

There is no law to directly govern 
transplant procedures in Thailand. There is 
no statute, which can directly deal with 
regulation relating to removal storage, 
transplantation of human organs and 
commercial dealings as such, on the lines 
India has. The role of the Organ Donation 
Centre in Thailand acts as the centre for 
distributing the donated organs47. But it is 
good that all hospitals providing such 
services would have to register with the Thai 
Red Cross Society, which is responsible for 
distributing donated organs without 
considering the financial status of the 
patients48. As far as punitive actions are 
concerned, the Medical Council in Thailand 
determines whether any punitive action on 
even criminal charge for the theft of kidneys 
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could or should be taken against the 
doctors49. The Medical Council is responsible 
in regulating human organ transplantation. 
They decide the criteria from time to time. 
Doctors in breach of ethics could face 
punishment ranging from a reprimand to 
suspension of their medical licence or even 
revocation50. 

It seems Thailand has not taken note of 
the guiding principles on human organ 
transplantation issued by the WHO, which 
can shape and reshape the policy, practices 
and decisions of Medical Council in Thailand 
to be in tune with the time, in this crucial 
area. Thailand focuses only on the criteria for 
brain death diagnosis through Medical 
Council’s announcement and also on the 
identification of a potential donor and criteria 
for selection of human organ donors with 
regard to kidney, liver and heart and lung. 
The physician’s opinion on diagnosis of 
death is mandatory, and consent of the 
deceased donor’s heir or representative is 
also necessary. 

General Public Health Laws 

Poverty continues to be biggest stumbling 
block to health advancement in the South-
East Asia Region of WHO, as the home to 
one quarter of the world’s population also 
harbours over forty percent of the world’s 
poor51. The poverty-health nexus is so strong 
that poor health keeps the poor in absolute 
poverty and poverty pushes them into poor 
health status52. To break this nexus, the world 
needs a ‘global health law’ so that the 
essential issues and guiding principles for 
formulating strategies for health for all in the 
years to come could be evolved by the 

countries of the United Nations and the 
WHO53. The health for all vision is based on 
the following key values54: 

(1) Recognition of the highest 
attainable standard of health as 
fundamental right; 

(2) Continued and strengthened 
application of ethics to health 
policy, research and service 
provision; 

(3) Implementation of equity oriented 
policies and strategies that 
emphasize solidarity, and 

(4) Incorporation of a gender 
perspective into health policies and 
strategies. 

These values are interrelated with legal 
base of global health law for attaining the 
highest attainable standard of health as a 
fundamental human right which is contained 
in the WHO constitution, the International 
Covenant on Economic, Social and Cultural 
Rights, the Vienna Declaration and Universal 
Declaration of Human Rights. Development 
of public health law and regulations are 
powerful instruments to achieve the goals of 
health for all. The instruments of law precede 
the development and adoption of policies 
beneficial to the people in general. This is 
well illustrated in the areas of tobacco 
control, blood safety, abortion and 
reproductive health problems of women, 
HIV/AIDS, communicable diseases, food 
safety and use of pesticides etc. Global 
public health action must be universally 
acceptable, relevant for global public good, 
“where the benefit to individual countries 
may be low, but the benefit to all is high.”55 It 
is aptly said:56 
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Health for all will only become a reality 
when all potential partners act together. 
Thus WHO at a global level will work 
closely with its UN partners, all Member 
States, NGOs and academics to 
develop and implement appropriate 
international instrument for health. The 
role of public health law and of public 
health lawyers will be decisive in the 
process of health for all. 

International Health Regulations  
and Food Safety 

The world is in the 21st century and food 
safety issues loom large, as they are of prime 
importance than what they were in the early 
or mid twentieth century. Nevertheless, 
people are more concerned due to high 
profile food-borne diseases arising due to 
contamination of food and certain pathogens 
(eg. Salmonella, Escherichia coli, Listeria 
monocytogenes and others) as they have 
serious impacts and create complications in 
the high risk population sector57. Safety in 
food stuffs and medicines is of prime concern 
as they affect public health everywhere. 
Adulteration of food and drugs has been a 
persistent and continued problem throughout 
human history58. The present age is an age 
of global consciousness and concern about 
the health of the people worldwide is no 
longer a question of morals, but of necessity 
linked with the survival of human beings. For 
this purpose, food legislations have been 
developed from the stage of regulating 
adulteration to promoting the nutritive value 
of foods and drinks59.  

In the Asian scenario, many factors are 
responsible for the slow development of a 

positive food policy and supporting 
regulatory system in most of the Asian 
countries60. In this regard, the various factors 
responsible for lack of food safety in the 
Asian context are61: 

(1) Lack of political determination 
accompanied by the absence of a 
national food safety and sound 
nutrition policy backed by effective 
manpower or mechanism; 

(2) Incompatibility of inadequate and 
outdated laws and regulations with 
the present needs of the people 
and time; 

(3) Inadequate or outdated facilities to 
test food in laboratories; 

(4) Absence of standards and 
specification determination rules 
and regulations; 

(5) Limited and outdated infrastructure 
to test quality of water supply in 
urban areas and other places; 

(6) Lack of consumer education, 
awareness and support and right 
to adequate grievance redressal in 
and outside courts; 

(7) Absence of nutrition education and 
proper health education to be in 
tune with advanced health 
knowledge, technologies and 
promotion programmes, and 

(8) Lack of concern about conforming 
to international standards. 

International standards for food safety 
are listed under the Codex Alimentarius 
Commission established in 1962. India is 
also its member, still trying to develop a 



Health Policy  

32  Regional Health Forum – Volume 7, Number 2, 2003 

National Codex Alimentarius of its own under 
the Ministry of Consumer Affairs62. However, 
food safety, a very complex concept connotes 
specific regulations established by authorities 
such as WHO, the European Commission 
and the United States Food and Drug 
Administration. The standards and laws 
enacted for the conduct of international trade 
are part of regulatory definitions of safe 
food63. In this regard, food safety standards 
adopted by the Joint Food Agriculture 
Organization/WHO Codex Alimentarius 
Commission (CAC) invariably are being used 
as international reference being used to solve 
international trade problems64. However, 
some regulations and regulatory authorities 
are using quantitative risk assessment to help 
define food safety as well as determine 
optional intervention strategies65. To stress, 
scientific assessment is considered the 
foundation for food safety standards 
worldwide with the issuance of Sanitary and 
Phytosanitary Agreement by World Trade 
Organization (WTO)66. The work of the 
Regional Codex Coordinating Committee for 
Asia provides the acceptance of food safety 
issues within a broader regional and 
international context, and consequently 
accords facilitation of trade and commerce 
and the harmonization of requirements67 in 
relation to specific needs of the countries. In 
spite of all international efforts, it is difficult to 
define food safety in a fixed compass. It is 
aptly said: 

Safe food is a composite of all the views 
and descriptions held by consumers, 
special interest groups, academicians, 
regulatory authorities, and industry. 
Almost any single definition of safe food 
will be overly simplistic, because safe 
food is a complex, multifaceted 

concept… Safe food, if properly 
handled at all steps of production 
through consumption, is reliably unlikely 
(i.e., the probability is low and 
variability is small) to cause illness or 
injury68. 

Conclusion  

Development of health legislation in the 
developing countries of South-East Asia is in 
itself a powerful and pragmatic means of 
promoting good health for their people. 
Effective enforcement requires positive and 
strong linkages between the public at large, 
law enforcement agencies, NGOs and health 
authorities in particular. Monitoring of health 
legislation is more essential in the Asian 
context for its effective implementation. 
National and local health information 
systems are very much necessary for the 
development of an equitable, efficacious and 
quality control health system to serve the 
people at large in rural, semi urban and 
urban areas in the various countries of 
South-East Asia. National health information 
systems should be transparent enough to 
carry out proper and scientific analysis for 
assessing the implementation of public health 
laws on desired health objectives. It is 
appropriately summed up69: 

Health for All will become a reality when 
all potential partners act together.  

Thus WHO at a global level will work 
closely with its UN partners, all Member 
States, NGOs and academics to 
develop and implement appropriate 
international instruments for health. 
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Utilization of and Expenditure on Delivery Care Services: 
Some Observations from Nashik District, Maharashtra 

Rajeswari Balaji*, Dilip T.R.**, Ravi Duggal*** 

Abstract 
This paper explores the link between uses of institutional facility for delivery care and cost 
of delivery care services in a population. Analysis is based on data on expenditure on 
delivery care services collected during a community-based survey on women’s health in 
Nashik district. Results showed a very high out-of-pocket expenditure on institutional 
delivery. Comparison of source of delivery and cost of delivery clearly indicates that higher 
incidence of home deliveries in rural areas than in urban areas is due to their lack of 
access to delivery care at a nominal cost. Income inequalities, use of institutional delivery 
and expenditure on delivery care were very high. Results indicate that there is a need to 
strengthen public health care infrastructure as well as to develop collective payment 
schemes to meet the delivery care expenditure, for promotion of institutional deliveries in 
the country. 

Introduction 

Despite growing attention to women's health 
needs the world over, the maternal mortality 
figures due to pregnancy and childbirth have 

been a cause of concern. One major reason 
for very high level of maternal mortality levels 
in India is that of lack of medical attention at 
birth. At present, only one-third of the 
deliveries in India take place in a health 
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facility/institution, while the remaining are 
home deliveries1. In fact, this is part of the 
problem faced by Indian women in relation 
to their access to basic and good quality 
health care services. Women’s access is often 
governed by their age, education, earning, 
occupational status, and role in the family, 
coupled with the cost of health care services 
2. It must be added that the lack of medical 
attention at birth does not only adversely 
affect maternal health/mortality, but also 
increases the risk of neonatal mortality in the 
population. Despite five decades of 
implementation of the official family welfare 
programme, the progress of institutional 
deliveries has been far from satisfactory. 
Perhaps it might have got sidelined because 
of massive investment required for its 
promotion and due to over emphasis on 
other relatively cheaper components of the 
programme like family planning and 
immunization.  

Health care services in India are 
provided mainly by the government and the 
private health sector, with the private sector 
provision having a larger share. Expenditure 
on inpatient and outpatient care is also 
expectedly higher in the private sector than 
the public sector 3. The largest source of 
financing these health care services is that of 
direct household spending. Estimates show 
health expenditure as a percentage of annual 
income to be varying from 3 percent in the 
richest 20 percent of the households to 12 
percent in the bottom 20 percent of the 
households4. This type of impact due to 
expenditure on health care affects the 
economic condition of the household, 
certainly restricting the utilization of health 
care services among the poor. Since 1990s, 
there has been an increase in cost on 
inpatient care services; added to that is an 

increase in untreated episodes, especially 
among the poor3. Vulnerable sections, 
especially women, may find it increasingly 
difficult to access health care, thereby 
experiencing untreated episodes, leading to 
higher morbidity and also mortality levels5.  

Available studies also show a very high 
out of pocket expenditure on delivery care. 
For example, a normal delivery with a skilled 
attendant tends to range between 3-7 times 
higher in Africa and Latin America than in 
poor countries, where it is quite low. 
Similarly, it is to be noted that caesarean 
section that costs much more than vaginal 
deliveries, both in terms of number of 
hospitalizations required as well as financial 
costs, is being misused for profit purposes in 
private sector in several states6. In India, 
estimates of pregnancy-related expenditures 
are available through various household 
expenditure studies. This expenditure varies 
across the country and time periods. A study 
in Madhya Pradesh found the total average 
costs per delivery in urban areas to be 1.4 
times higher than rural areas 7. Another 
national level survey 8 shows that the 
average expenditure per delivery in urban 
India is 1.6 times higher than in rural India. 
But here, if one had to calculate only 
institutional deliveries, then the total cost may 
be higher in rural areas due to costs relating 
to physical access.  

Studies often attribute non-use of 
maternal care services to sociocultural factors 
rather than due to accessibility factors 9,10,11. 
There are studies which have shown that 
availability of a hospital does not have any 
significant effect on the odds of giving birth in 
a medical institution in that population 12, 11. 
This is most likely due to the cost factor, since 
a large majority of people would not have 
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the resources to access such services. It is 
precisely this, which we would explore in this 
paper. 

The NFHS-2 data is a clear pointer 
towards higher usage of public as well as 
private facilities in urban areas for deliveries. 
Though in urban areas private facilities are 
used more than public facilities, in rural 
areas, we find a reverse scenario with a 
relatively larger proportion depending on 
public rather than on private heath care 
services for delivery. This is mainly because 
of lack of participation of profit motivated 
private sector in setting up units in remote 
areas and due to the cost involved even if 
they have set up such units in these areas. 
Treatment from public sector has also started 
becoming expensive. Facility surveys indicate 
the shortage of staff and essential 
equipments and drugs in public hospitals 13 
give rise to an increase in out of pocket 
expenditure incurred during delivery in the 
public health care sector. 

This paper examines differentials in out 
of pocket expenditure incurred for child birth 
in order to assess the validity of the 
hypothesis that cost of health care services is 
a significant factor in choice of the 
institutional facility for delivery care. Since 
there is a huge difference in expenditure 
incurred on deliveries in public and private 
institutions, the paper is extended further to 
find out sector-wise variations in cost of 
treatment by certain key variables. 

Data 

The data examined here is from a household 
survey on women’s health problems and their 
health seeking behaviour carried out in the 

year 1998 in the Nashik district of 
Maharashtra. The survey covered 1 193 
households from the district14. A total of 
2 443 women in the reproductive age group 
were interviewed. It was found that 245 
deliveries had taken place during a period of 
one year prior to the survey. The present 
analysis is restricted to information based on 
225 deliveries, where women were able to 
report information on source of delivery and 
expenditure incurred during delivery. 

Analysis  

Overall, it can be seen that the majority (67 
percent) had been home deliveries, as found 
elsewhere in India. These home deliveries 
might be attended by skilled health providers, 
trained birth attendants, friends, relatives and 
other persons and cost of delivery could vary 
according to assistance during home delivery 
also, which could not be explored due to 
limitation in availability of data. Remaining 
22 percent and 11 percent of deliveries had 
taken place in the public and private health 
care sector respectively. Table 1 also gives 
average pocket expenditure on delivery care, 
which includes expenditure on doctor, fees, 
medicines and beds spent during the time of 
delivery. For home deliveries, expenditure on 
person attending the delivery (if charged) and 
other medicines taken after delivery was 
taken into account. 

The average expenditure incurred per 
delivery in this population was Rs. 512. The 
expenditure varied from Rs. 193 if it was a 
home delivery to Rs. 423 and Rs. 2 613 if 
the delivery had taken place in public and 
private institutions respectively. This wide 
differential in costs was definitely a critical 
factor influencing the decision on source of 
delivery care sought. 
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Table 1 Average out of pocket expenditure on delivery care (in rupees) and source for delivery care by 
selected background characteristics of pregnant woman 

Source for delivery (%) Average out of pocket expenses (in Rs.) 
 Public 

sector 
Private 
sector Home Public 

sector 
Private 
sector Home Total 

No.of 
cases 

Place of residence  

Rural 

Urban 

 

14.6 

42.6 

 

8.5 

18.0 

 

76.9 

39.4 

 

558 

300 

 

2 070 

3 303 

 

179 

265 

 

395 

828 

 

164 

61 

Order of Pregnancy 

1 

2 

3+ 

 

30.0 

20.8 

13.3 

 

24.3 

7.9 

0.0 

 

45.7 

71.3 

86.8 

 

528 

385 

195 

 

2 281 

3 317 

-  

 

110 

192 

251 

 

763 

480 

244 

 

70 

101 

53 

Nature of delivery 

Normal 

Complicated (Caesarean/ 
episiotomy) 

 

20.1 

63.6 

 

10.0 

36.4 

 

69.9 

0.0 

 

416 

530* 

 

1 970 

6 300* 

 

147 

-  

 

413 

2 628 

 

209 

11 

Earning status 

Earner 

Non-earner 

 

16.4 

29.0 

 

7.8 

15.1 

 

75.8 

55.9 

 

384 

445 

 

1 742 

3 193 

 

161 

250 

 

321 

767 

 

128 

96 

Occupation level of household 

Unskilled and casual labour 

Skilled and semi skilled workers 

Professional, traders 

 

26.4 

22.3 

12.5 

 

5.7 

7.2 

37.5 

 

67.9 

70.5 

50.0 

 

230 

646 

731* 

 

1 039 

790 

4 525 

 

160 

185 

313 

 

228 

291 

1 945 

 

53 

139 

32 

Total 22.2 11.1 66.7 423 2 613 193 512 225 

* denotes mean is based on less than 10 cases 

Place of Residence 

Rural urban differentials were marked. In 
rural areas, 77 percent of deliveries were 
home deliveries, in contrast to only 39 
percent in urban areas. Relatively high level 
of institutional deliveries in urban areas 
seemed to be out of a strong presence of 
public sector. About 43 percent of deliveries 
in urban areas had taken place in public 
institutions. 

The mean expenditure was more than 
double in urban areas than that in the rural 
areas. At the same time, it is to be noted that 
the cost of delivery in the public sector is 
Rs. 558 in rural areas and only Rs. 300 in 
urban areas. This is due to the fact that 
public facilities are often distant, adding to 
the access costs. Compared to the urban 
areas, the rural population seemed to be 
spending lesser in delivery care, the obvious 
reason being the higher number of home 
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deliveries in rural areas. This showed how 
urban women have benefited from the 
relatively larger presence of public health 
care facilities than in rural areas. 

Order of Pregnancy 

It is also clear that the preference for 
institutional deliveries was higher for lower 
order of pregnancy than the higher order 
ones. In fact, none of the pregnancies of 
order 3 and above had taken place in a 
private institution. Women are more likely to 
get care for their first delivery than others that 
follow, as there are factors like fear of the 
unknown or excitement that is probably 
associated with the first child 1 5 . On the other 
hand, the percentage undergoing home 
deliveries systematically increased from 46 
percent in first order to 71 percent in second 
order births to 87 percent in pregnancies of 
order 3 and above. Women tend to incur 
decreasing expenditure pattern in the public 
facilities, with higher order of pregnancy, 
whereas the expenditure pattern for the home 
deliveries shows a consistent increasing 
pattern with decline in order of pregnancy.  
Average out of pocket expenditure on 
delivery care was Rs. 763 for women 
delivering for the first time, while it was Rs. 
244 for women undergoing deliveries for the 
third time or more. 

Nature of Delivery 

The chances of going for an institutional 
delivery are higher if the woman is 
experiencing health problems during 
pregnancy. All complicated deliveries 
(caesarean/ episiotomy) had taken place in 

institutions; data does not show any public –
private differentials in the same. It also shows 
that women prefer to undergo institutional 
delivery in case of complications. Average 
expenditure on a normal delivery was Rs. 
413 and that for complicated delivery was as 
high as Rs. 2 628. Average expenditure on a 
normal delivery was four times higher in the 
private sector, while the expenditure on a 
caesarean delivery was almost 12 times 
higher in the private than in the public sector.  

Earning Status 

Though the variable earning status was 
included as an indicator of pregnant 
women’s autonomy and economic status, the 
results indicate that it is the non-earners (44 
percent) who are more likely to go for 
institutional delivery and capable of seeking 
delivery care from public sector than private 
sector, than earning women (24 percent). 
Again, the women who were non-earners 
tended to spend more on delivery care than 
their earning counterparts. The utilization 
pattern by the non–earners who were more 
likely to go for institutional delivery, explains 
this expenditure pattern. The difference in 
expenditure in the private sector is 
comparatively larger between the earners 
(Rs.1 742) and non-earners (Rs.3 193). The 
negative relationship involving earning status 
with both utilization of institutional delivery as 
well as expenditure on delivery care observed 
above is mainly due to the above income 
inequalities between earners and non-earners 
in this population. Poor women in the 
population were involved in earning activities 
than the rich and hence their low utilization 
of institutional facilities was due to the high 
cost involved in it. 
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Occupation level of household 

Occupational level of household was 
considered as an indicator of the economic 
status of pregnant woman. This variable is 
based on the highest level of occupation 
attained by any member in her household. 
Overall, the about 50 percent of the 
economically well-off ‘Professional/traders’ 
category were having institutional delivery. 
There was not much differential in utilization 
of institutional facility for delivery care 
between the ‘unskilled and casual labour’ 
category and ‘skilled/semi skilled’ category. 
As can be expected, the chances of 
undergoing institutional delivery are very high 
in the highest occupation category than in 
the other two categories considered, which 
underscores the role of economic 
background of pregnant women while 
selecting source for delivery care. Further, it 
can be seen that delivery care services in the 
private sector are mostly accessible to 
professional/ traders category (38 percent 
than the others, where only less than 7 
percent had gone in for the same). 

Occupational level shows that average 
expenditure on delivery care varied from 
Rs. 1 945 in ‘professionals/traders’ category 
to Rs. 228 in ‘unskilled and casual labour 
category. Similar differentials were found in 
the public and private sectors, which 
strengthens our argument that potential to 
pay for delivery care is one major factor that 
limits women from utilizing institutional 
facilities delivery care services.  

Conclusion  

The above analysis helped us to explore the 
link between utilization of institutional delivery 
and cost of delivery care in this population. 

Notable were the rural-urban divide and rich-
poor divide, which is common in an Indian 
scenario. Rural-urban divide in source and 
cost of delivery clearly shows that the higher 
incidence of home deliveries in rural areas 
than in urban areas is due to their lack of 
access to health care at a nominal cost. It is 
obvious that the urban bias in location of 
health of public health care facilities has 
resulted in a higher cost of delivery care 
services in rural areas than in urban areas, in 
the case of public sector. All this stresses the 
need to strengthen health care infrastructure 
facilities for promotion of institutional 
deliveries in rural areas. The positive 
relationship between economic background 
of women with both level of institutional 
delivery and expenditure on delivery, reflects 
the inequalities in access to health care in the 
population, which could be also minimized 
by strengthening the public sector, where cost 
of delivery is relatively very low.  

From the analysis, it is seen that only 
provision of delivery care services at an 
affordable cost will encourage women to go 
for institutional deliveries, especially among 
the poor and in rural areas. Here, one 
aspect, which could not be explored in detail, 
is the differential in expenditure on home 
deliveries by type of attendance during the 
delivery. According to NFHS-II, 33 percent of 
deliveries in India are attended by dais (TBA) 
and 22 percent by friends, relatives and other 
persons 1. Home deliveries attended by 
skilled health care provider with referral 
backup would also give the opportunity to 
achieve Millennium Development Goals for 
skilled health attendance, which the 
Government of India is committed to. 
However, the target of 80 percent 
institutional deliveries by the year 2010 16 
can be achieved only by strengthening the 
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public health care system and through 
developing collective payment mechanisms 
to meet the delivery care expenditure. 
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Factors Influencing the Decision to Undergo Tubectomy  
in a Rural Area of Maharashtra State 

Athavale AV*, Athavale SA**  

Abstract 
Objective: As per NFHS - II data, 71% of the overall contraceptive prevalence in India is 
shared by female sterilization. Median age at sterilization has been reduced by one and a 
half years between the mid eighties to late nineties. There is a need to explore the reasons 
why women opt for female sterilization at a relatively young age. 

Methods: This is a cross sectional study of 100 beneficiaries of tubectomy at a 
Government Rural Hospital in Maharashtra State who were interviewed using a pretested 
questionnaire. Analysis of data was done with simple statistical methods. 

Findings: The mean age at tubectomy was found to be 25.52 years. Economic 
compulsion was the sole reason in 43% of beneficiaries to opt for tubectomy followed by 
a desire for good upbringing of children (12%). 60% of tubectomy clients cited themselves 
and their husbands as the most influential persons in their decision to have tubectomy. 
84% of beneficiaries had not used any modern contraceptive method ever before. 72% of 
beneficiaries were aware of male sterilization. Out of these, the majority volunteered for 
tubectomy; the husband being the bread-winner in the family. 
Conclusions: Economic compulsions and non-acceptance of other family planning 
methods explains the tendency of couples to directly go for sterilization at a relatively 
young age. 
Keywords: Tubectomy; Contraceptive prevalence; Family size; Mass media; Family planning 
methods; sterilization; National Family Health Survey-II. 

Introduction 

As per NFHS-II, India (1998) data, 71 % of 
the overall contraceptive prevalence in India 
and 83% in the state of Maharashtra is 
shared by female sterilization. Median age at 

sterilization has been reduced by 1.5 years 
between the mid eighties to late nineties.(1, 2) 
This study has been conducted to explore the 
reasons why women in a rural setup opt for 
female sterilization at a relatively younger 
age. 

*  Associate Professor, Dept. of Community Medicine, Rural Medical College, Loni, Maharashtra.  -  
** Assistant Lecturer, Dept. of Anatomy, Rural Medical College, Loni, Maharashtra. 
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Setting:  Rural hospital, Selu, Dist. 
Wardha, Maharashtra. 

Methodology 
This is a cross sectional study, the study 
population comprising 100 women in the 
reproductive age group admitted for 
tubectomy at the Rural Hospital, Selu, Dist. 
Wardha of Maharashtra State, over a period 
of four months (from 1 October 2001 – 28 
January 2002). The study subjects were 
interviewed with the help of a pretested 
questionnaire. The questionnaire included 
questions regarding socioeconomic and 
demographic factors, reasons for opting for 
tubectomy, access to mass media and 
persons influencing family size decisions, etc. 

Socioeconomic status was assessed 
from Modified Prasad Classification for rural 
area3. Woman’s educational status was 
divided into illiterate, literate and middle 
school complete and high school complete 
or more .(1) The term “family size” is referred 
to as the total number of children a woman 
has borne at a point in time.(4) Analysis of the 
data was done using simple statistical 
methods. 

Observations 
92% of the study population was Hindu by 
religion with average family size of 2.3 
children  and 8% were Muslims with average 
family size of three children. All the study 
subjects were from low socioeconomic status. 
51% were agricultural labourers, 45% 
housewives and 4% were farmers by 
occupation. 

Figure 1 shows educational status of 
mother at the time of tubectomy. 23% of the 

women were illiterate, 11% were literate but 
had not completed middle school, 35% had 
completed middle school and 31% 
completed high school or more. 
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The median age at tubectomy was 
found to be 25 years with a range from 19 to 
30 years. 

The mean achieved family size in study 
population was 2.36 children. 

Figure 2 presents the family size of 
tubectomy acceptors. Majority (72%) of study 
subjects had a family size of two children 
while it was 3 and 4 in 20% & 8% 
respectively. 
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Figure 2. Family size at tubectomy 

Figure 1. Mother’s Education at the  
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Place of last delivery was hospital in 
44% and home in 56% of respondents. 89% 
of study subjects had at least one male child. 
Median birth interval for the last birth was 
found to be 24 months. 

Figure 3 depicts the reasons of opting 
for tubectomy by study subjects. 
Unaffordability to have more children was the 
sole reason in 43% of study subjects to opt 
for tubectomy. 

Overall 68% of women responded with 
economic compulsions as one of the reasons 
for tubectomy. Desire for good upbringing of 
child (32%), complications in previous 
pregnancy (12%) and government rules -  
incentives & disincentives (8%), were the 
other reasons. 

Out of the study subjects, only 60% had 
access to mass media. Out of these, only 
47% received information regarding family 
planning methods from mass media. 

84% of women had knowledge of at 
least one modern contraceptive method. Out 
of these, only 19% had ever used any 
contraceptive prior to sterilization and ever 
use of contraception out of all study subjects 
was 16%. 

Out of women who had knowledge of 
any other contraceptive methods but never 
used any time before, 94% did so for the 
“fear of side effects” as a sole reason. 

72% of women had knowledge of male 
sterilization. Table 1 gives the reasons for 
preference of tubectomy over male 
sterilization among these study subjects. Out 
of these, 87.5% opted for tubectomy with the 
belief that operation leads to weakness and a 
person is unable to do heavy work; and male 
was either the only earner or had a greater 
share of income in the family. In 9.7% 
husband refused for vasectomy. In 2.8% the 
reason was the fear that if conception occurs 
(due to failure of vasectomy), female would 
be blamed for extramarital relations.  
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Table 1:  Reasons for opting out of male 
sterilization among those who knew about it. 

Reason No. of  
Subjects n =72 %age  

Operation leads 
to weakness 

63 87.5 

Husband 
refused 

07 9.7 

“Blame” if 
conception 
occurs 

02 2.8 

Figure 4 presents the source of 
motivation of study subjects for tubectomy. In 
60% of the study subjects, the decision to go 
for tubectomy was jointly taken by husband 
and wife. In another 16%, the decision was 
taken by husband, wife and relatives, in 8% 
self and relatives, in 12%, motivation was by 
relatives and in-laws, while only 4% were 
motivated by any health functionary. 

Discussion 

Median age of female sterilization in this 
study is comparable with NFHS – II (1998) 
for the State of Maharashtra.  

Declining trend of family size in 
tubectomy acceptors has already been shown 
in various studies. (5, 6) Majority (72%) in this 
study had two children. 

Although, the study reconfirms the 
finding that the majority accepted tubectomy 
when they had at least one male child as 
seen in other studies.(7, 8, 9), 11% of study 
subjects accepted tubectomy without a male 
child, showing a decline in male preference 
as compared with these studies. 

Median birth interval was 24 months in 
this study as compared to 29 months as per 
NFHS-II data for Maharashtra state. This may 
be because of non-acceptance of other 
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family planning methods in the study subjects 
which may have also prompted them to 
undergo tubectomy at a relatively younger 
age. Stagnation in reduction of infant 
mortality in India recently may be partly 
attributed to such lowered birth intervals. 

The study re-establishes economic 
compulsion being the main reason to opt for 
tubectomy which has been seen in other 
studies.  (10, 11)  

Fear of side effects as the main reason 
for either non-acceptance or discontinuance 
of other contraceptive methods than terminal 
methods has been shown by Kumar R, et al., 
1999. (12) Similar are the results of the present 
study. 

Only 32% received message of family 
planning from mass media showing a very 
low level of effectiveness of mass media in 
study subjects. Due to the fact that female 
sterilization has a major share out of total 
contraceptive prevalence in general, mass 
media would be less effective in the 
community as a whole for the acceptance of 
other contraceptive methods. 

Role of any health personnel to motivate 
woman to undergo tubectomy is extremely 
low as in majority, the decision was taken by 
husband and wives themselves. This is of 
concern in light of new “target-free 
approach” where the health functionaries 
have to enable the eligible couple to make 
an informedl choice. 

Majority of the subjects believed that the 
operation leads to weakness and if the male 
is the sole earner, then the income of the 
family would suffer. Similar are the findings 
of the study by Devi DR, 1980. (13) Such a 
deep rooted belief may act as a 
phenomenally hurdle for the promotion of 
male sterilization in the population, unless 

extensive efforts are undertaken to root out 
the belief. 

Conclusion  

It is evident from the study that economic 
compulsion is a significant reason for the 
couples to limit the number of children. 

Non-acceptance of other contraceptives 
mostly due to fear of side effects has led 
couples to decide upon female sterilization 
as a preferred method to limit the family size. 

Lower median birth interval (24 months) 
in the study subjects as compared to that for 
the state of Maharashtra (29 months) also 
confirms the non-acceptance of other 
contraceptives by the study subjects. 

The impact of mass media to deliver 
family planning message in the study subjects 
was poor. 

Motivation of study subjects to adopt 
family planning by health functionaries was 
dismally low. 

Because of deep-rooted belief of 
weakness caused due to operation, there was 
non-acceptance of male sterilization by the 
woman herself, as the male was a prime 
earner in the family. 

Although, the study depicts the centrality 
of economic factors in low income women’s 
family planning decisions, there is a 
difference in adoption of contraception out of 
such compulsion and that out of informed 
choice. There is a need for serious 
introspection towards delivery of family 
planning services in rural India, especially 
regarding the role of health functionaries and 
mass media in the context of newer “target 
free approach”. 
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Arsenic Contamination of Ground Water: 
An Emerging Health Concern 
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 Myint Thein**, Yin Kyi Oo**, Than Tun Sein*** 

Abstract 
A cross sectional survey was conducted to assess the arsenic content of groundwater in Kyonpyaw 
and Thabaung townships, Ayeyarwaddy Division in Myanmar during 2002. A survey covered 15 
villages in Thabaung and 10 villages in Kyonpyaw townships. A total of 99 water samples either 
from tubewells or dug wells (sources) and 74 household-water samples (actual sites of consumption) 
were collected. Arsenic content of the water was determined by using atomic absorption 
spectrophotometry.  

It was observed that 66.6% of the 99 collected water samples from wells {83 arsenic-
contaminated and three arsenic-free shallow tubewells that had previously been identified by test kit 
together with additional 13 wells which had not been tested before} had arsenic levels of more than 
the national standard of 0.05 mg/l. However, only 36.5% of the household water from drinking 
water pots had arsenic level of more than 0.05 mg/l, indicating that the arsenic levels of water at 
the sites of consumption were lower than at the water sources. 

In addition, the exposed population in these townships was assessed by examining any skin 
symptoms or other relevant clinical manifestations for identification of cases with arsenicosis. Two 
probable cases of arsenicosis were detected, which showed symptoms of dermal changes likely to 
be the early stage of arsenical skin manifestation. High arsenic content in their nail samples 
indicated the evidence of exposure. Furthermore, the arsenic content of the water in the tubewell 
which they had used, was eighteen times higher than the national standard of 0.05 mg/L. In 
addition, arsenic content of the water from their drinking water pots was six times higher than the 
national standard. After six months of follow up assessment, it was observed that their skin 
pigmentation became faded after stopping consumption of arsenic-contaminated tubewell water. 

Since this is the first health survey done on arsenic contamination of groundwater and its 
impact on the health of the population, further and thorough evaluation of the extent of the arsenic 
problem in the potential areas should be considered. 

* Clinical Research Division, Department of Medical Research (Lower Myanmar) 
** Occupational Health Division, Department of Health 
*** Director, Department of Medical Research (Lower Myanmar) 
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Introduction 

The provision of an adequate supply of safe 
water was one of the eight components of 
primary health care identified by the 
International Conference on Primary Health 
Care in Alma-Alta in 1978. The safe quality 
of water supplied to communities is an 
important consideration in the protection of 
human health and well-being.  

Tubewells with hand pumps have 
proven effective in providing bacterially safe 
water at a low cost and are widely accepted 
in the developing world, including Myanmar. 
Although the great majority of quality 
problems with community drinking water are 
related to faecal contamination, a significant 
number of serious problems may occur as a 
result of chemical contamination from a 
variety of natural and man-made sources. 
Programmes to provide “safe” drinking water 
over the past 30 years have helped to control 
water-borne diseases such as diarrhoea, 
dysentery, typhoid, cholera and hepatitis. But 
in some areas, they have had the unexpected 
side effect of exposing the population to 
another health problem – ‘arsenic’.  

Natural contamination of groundwater 
by arsenic has become a crucial water quality 
problem in many parts of the world, 
particularly in the Bengal Delta (Bangladesh 
and West Bengal, India) (1-6). Arsenic 
contamination of groundwater and other 
sources of drinking water have also been 
documented in many countries, such as 
Thailand (7), Vietnam (8), Taiwan (9), Chile, 
USA, Mexico, Hungary, and China (10). 

Arsenic contamination of groundwater 
in Myanmar first came to attention in the year 
2000. Since then, rapid field-testing for 

arsenic was conducted by the Water 
Resources Utilization Department (WRUD) 
and the Department of Development Affairs 
(DDA), Save the Children (UK) and 
UNDP/UNCHS. The test results showed the 
presence of arsenic in varying degrees in 
different parts of the country and in several 
water sources.  

This prompted us to evaluate the 
arsenic field test kit results of the tubewell 
water samples and detect the cases of 
arsenicosis in the exposed population in 
selected villages in Thabaung and Kyonpyaw 
townships in Ayeyarwaddy Division.  

Objectives 

The objectives of the survey were: 

• To determine the arsenic levels of 
the dug wells and shallow tubewells 
[previously detected and identified 
by field test kits] by using Atomic 
Absorption Spectrophotometry 
(AAS); 

• To study and evaluate the cases of 
chronic arsenic toxicity (arsenicosis) 
of the exposed population in the 
study area, and 

• To compare the arsenic levels at the 
sources and at the sites of the actual 
consumption. 

Methodology 

Study area and population 

Cross-sectional survey for determination of 
arsenic content in groundwater and case 
detection for chronic arsenic poisoning of the 
exposed population was conducted in 
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Thabaung and Kyonpyaw townships in 
Ayeyarwaddy division, Myanmar.  

Five village tracts in Kyonpyaw and six 
in Thabaung Township, whose tubewells with 
arsenic content of more than 0.05 mg/L, 
were selected on purpose. From these 
respective village tracts, fifteen villages in 
Kyonpyaw and ten villages in Thabaung 
townships were further selected for the study. 

Active case detection for chronic arsenic 
poisoning of the exposed population and 
water samples collection were carried out 
during March 2002.  

Sampling methods  

A multistage sampling procedure was 
employed with the following details. 

• Thabaung and Kyonpyaw Townships 
were selected on purpose, as it had 
been reported that groundwater 
arsenic content of many tubewells in 
these townships were in excess of the 
proposed national standard 0.05 
mg/L. 

• Village tracts in the above townships, 
whose tubewells were previously 
reported as having arsenic 
contamination of > 0.05 mg/L were 
purposely selected. 

• Approximately 10% of contaminated 
tubewells previously tested with field 
test kit by SC (UK) in each townships 
were selected for validation of water 
arsenic level for this study. At least 
30 wells in each township had to be 
tested. Random selection of tube 
wells as well as dug wells serving as 
drinking water source for the 

community was performed. Forty-five 
wells in Kyonpyaw and fifty-four in 
Thabaung townships were tested for 
this study.  

• All households in the vicinity of these 
selected arsenic contaminated tube-
wells in Thabaung and Kyonpyaw 
townships were eligible for the study. 
All households using water from the 
nearby surrounding wells either for 
drinking or cooking purposes were 
selected; all members from the 
selected households were chosen as 
exposed persons, and clinical 
assessments were done for the 
evidence of chronic arsenic 
poisoning.  

Methods of Data Collection  

The survey consisted of two components: 
Collection of water samples from selected 
shallow tubewells or dug wells along with 
representative water samples from household 
drinking water pot for each well from which it 
was fetched. 

The other component was data 
collection by using pre-tested structured 
questionnaire together with clinical 
assessment of the study population. The 
health impact of chronic arsenic poisoning 
was assessed through observation of dermal 
changes and physical examination of the 
residents in the survey area. 

Before the field survey, a series of 
training courses in field data collection were 
conducted for interviewers. Trained 
interviewers were allocated into three survey 
teams for collection of data and water 
samples. The team leaders and members 
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checked data quality every night of the field 
survey. 

During the home visits, face-to-face 
interviews were conducted using a pretested 
structured questionnaire to obtain 
information on sociodemography, life style 
factors and history of occupation and water 
use as well as for tubewell characteristics. 

The survey covered a total of 25 
villages, 10 villages in Kyonpyaw and 15 
villages in Thabaung Township. Number of 
households studied in Kyonpyaw and 
Thabaung townships was 276 and 272 
respectively. A total of 2 473 members from 
these households were studied and clinically 
assessed for any evidence of arsenicosis and 
anthropometrics examination.  

Water samples of forty-five wells (either 
tubewell or dug well) from Kyonpyaw and 
fifty- four from Thabaung Township were 
collected. In addition, 74 water samples 
from households were taken for 
determination of water arsenic level. Water 
samples were stored in dry clean plastic 
containers and acidified with 1% nitric acid 
(10 cc of nitric acid in 1 litre of water). 
Arsenic content was determined at the 
Occupational Health laboratory in Yangon 
by using Atomic Absorption 
Spectrophotometry (graphite furnace).  

Data analysis  

All data collected were computed by using 
Epi info Version 6 (Centers for Disease 
Control, Atlanta, Georgia). Validity and 
consistency of data were checked before 
performing analytical procedures. Stata 
version 6 statistical software (StataCorp, 
College Station, Texas) was used for data 

analysis. Descriptive analyses were made 
using tabulation to obtain an overall view of 
the data. 

Results 

Study population of 2473 for both 
townships consisted of 47.4% male and 
52.6% female and the age ranged from 1 
to 95 years. Ninety nine water samples from 
wells and 74 water samples from 
households were assessed for arsenic level. 

Determination of the arsenic levels of the wells 

Out of 99 wells tested in both townships, 90 
are shallow tubewells and nine are dug 
wells. All water samples from dug wells 
showed that arsenic level was less than 0.05 
mg/L.  

It was observed that 66.7% (66/99) of 
the 99 collected water samples from wells 
had arsenic levels of more than 0.05 mg/L, 
among which 24 wells (36%) had arsenic 
level of ≥ 0.1 mg/L (Table 1).  

Table 1. Arsenic levels in wells of Kyonpyaw  
and Thabaung Township 

Number and  
percentage  of wells 

Kyonpyaw Thabaung 

Total Arsenic 
level 

(mg/L) 

No. % No. % No. % 

< 0.05 

0.051-
0.099 

> 0.100 

15 

17 

13 

33.3 

37.8 

28.9 

18 

25 

11 

33.3 

46.3 

20.4 

33 

42 

24 

33.3 

42.4 

24.3 

Total 45 100 54 100 99 100 
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Comparison of arsenic levels at the sources and at the 
sites of consumption 

Representative water samples were collected 
from 74 households and only 36.5% (27/74) 
of the household water from drinking water 
pots had arsenic level of more than 0.05 
mg/L, indicating that the arsenic levels at the 
sites of consumption were lower than that of 
the water sources from which these were 
collected (Fig 1). In these areas, people 
usually treated the drinking water by one or 
more of the following methods: keeping 
water overnight in a pot causing 
sedimentation effect; filtration by cloth-filter; 
or treating with alum, which may have led to 
the reduction of arsenic content in the water. 
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Identification of probable arsenicosis cases 

In addition, probable cases with arsenicosis 
of the exposed population in these townships 
were identified by examining any skin 
symptoms or other relevant clinical 
manifestations. Two cases of arsenicosis were 
identified during the field survey.  

Case report (I) 

The patient was Daw MK, 68 years old lady, 
who has lived in Upper Thaung Ywa in Kyon 
Pyaw Township since her birth. She 
complained of tingling and numbness of 
lower extremities for two years and darkening 
of the skin over her lower chest and back for 
the same duration. She also gave history of 
ischaemic heart disease (IHD) for six years 
but no history of hypertension, diabetes 
mellitus, weakness/asthenia and brittleness of 
the nails. Personal history revealed habit of 
smoking cheroots for thirty years’ duration with 
no history of consuming traditional medicine 
on a regular basis. Physical examination 
showed pallor and low body mass index 
(BMI) of 17.57. Conjunctivitis and periorbital 
oedema were absent. There were multiple 
spotted areas of melanosis over the lower 
chest and back, but no typical pattern of 
hyperkeratosis of palms and soles. Her 
drinking water source was the tubewell with 
water arsenic level of 0.942 mg/L, which is 
much higher than the maximum permissible 
level of 0.05 mg/L. This tubewell had been 
dug for three years and the depth was 142 
feet. The household water sample from 
drinking water pot had water arsenic level of 
0.307 mg/L. For the confirmation of chronic 
arsenic exposure, the nail sample was sent to 
the School of Environmental Studies, 
Jadavpur University laboratory in India. The 
method used for the test was Flow injection-
hydride generation-atomic absorption 
spectrometry (FI-HG-AAS). Nail sample 
arsenic content was 1 950 µg/Kg, which was 
much higher than the reference value. 
(Normal range for arsenic level in 
Nail = 430 – 1080 µg/Kg). 

Figure 1. Percent distribution of arsenic content in 
well water and household water  
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Case report (II) 

The second case was of Daw OK, 63 years 
old lady, also a resident of Upper Thaung 
Ywa in Kyonpyaw Township. She developed 
a change in skin colour (hyperpigmentation) 
of her trunk. There was no similar complaint 
in other family members. The patient denied 
history of hypertension, IHD, diabetes 
mellitus, tingling and numbness of the 
extremities, brittleness of nails, nausea, 
vomiting and abdominal pain. She was a 
chronic smoker of twenty years’ duration, 
with no history of consuming traditional 
medicine on a regular basis.  

During physical examination, pallor was 
present, but no periorbital oedema and 
conjunctivitis. Her BMI was 15.78, which was 
quite low. There were depigmented macules 
in hyperpigmented skin commonly referred to 
as ‘raindrop pigmentation’ over her trunk, 
especially at the back (leukomelanotic type). 
Other skin manifestations were absent.  

Her dinking water source was the same 
as the above patient as they were next-door-
neighbours. Both the tubewell and household 
water arsenic contents were above the 
normal limits (0.942 mg/L and 0.307 mg/L 
respectively). Diagnosis of arsenicosis was 
supported by high level of nail sample 
arsenic content (1894 µg/kg), tested in the 
laboratory mentioned above by FI-HG-AAS 
method.  

Discussion  

This is the first small-scale health survey 
conducted in Myanmar with the aim to 
determine the arsenic content of the wells in 
the selected areas that had previously been 

tested with field test kit, integrated with 
detection of arsenicosis cases of the exposed 
population.  

The survey showed that about two third 
of the 99 wells {83 arsenic-contaminated 
and three arsenic-free shallow tubewells that 
had previously been identified with field test 
kit together with additional 13 wells which 
had not been tested before} determined by 
using AAS had arsenic content of more than 
0.05 mg/L. The highest concentration of 
arsenic content in well water was detected in 
Thaung Ywa, Kyonpyaw Township, the 
concentration of which was eighteen times 
higher than the national standard 0.05 mg/L.  

The two probable cases of arsenicosis, 
who were next door neighbours, were 
detected in the vicinity of this high-arsenic 
contaminated tubewell. They had collected 
drinking water from this tubewell, as one of 
the various water sources available. This 
tubewell had been dug for three years and 
was situated just in front of their houses, both 
households collected the water from this well 
and used it for drinking and cooking 
purposes since then. The arsenic content of 
their nail samples was also higher than the 
reference normal range for arsenic level in 
nail. People in these villages were informed 
of the facts about the arsenic contamination 
of the tubewell and advised to stop drinking 
contaminated water. These two cases were 
examined after six months and their skin 
pigmentation had faded to some extent. 

Arsenic is widely distributed in nature 
and has many uses in industry, agriculture 
and also in some traditional medicine. Khay 
Mar Yee et al. (1986) reported that 12 
patients with vitiligo treated with indigenous 
medicine had the characteristic skin 
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manifestations of chronic arsenic poisoning. 
The skin changes comprised palmo-plantar 
keratosis and raindrop dermatosis (11). The 
amount of arsenic consumed could not be 
established, but the duration of treatment in 
these patients varied from two months to 13 
years. However, in our study, both cases 
denied history of taking traditional medicine 
or other western medicine on a regular basis 
and there was no history of exposure to 
insecticides. 

None of the family members from these 
households showed any other signs of 
dermal changes or other clinical 
manifestations of arsenicosis. The health 
outcomes of exposure to arsenic depend on 
the modality and duration of exposure as well 
as the source and type of arsenic (12). Toxicity 
of arsenic depends on its accumulation in the 
body. The time taken to develop symptoms in 
the human body is believed to depend on the 
dose, exposure, body defense mechanism, 
nutritional status, and other unknown 
predisposing factors. It is thought that it may 
take 2-20 years to develop symptoms (13).  

In these areas, due to the variety of 
water sources used by people for different 
purposes at different times of the year, it is 
difficult to estimate how many people use 
shallow tubewells for drinking water and how 
much they consume. Availability of various 
water sources makes it possible for people to 
take the drinking water from other sources 
apart from the tubewell. 

In this study, 44% of the wells were less 
than five years old. The impact of arsenic 
pollution on human health – arsenicosis is 
typically gradual. It was stated that the 
clinical symptoms of chronic arsenic 
poisoning from ingestion of contaminated 

water were typically observed after five years 
of exposure (14, 15), coupled with the fact that 
various water sources were available in these 
areas, the likelihood of detecting clinical 
symptoms in the vulnerable population at 
present appeared to be quite low. 
Furthermore, the early manifestations were 
difficult to diagnose, particularly in the 
absence of awareness of potential problems 
(16). Detection of symptoms was presumed to 
be most likely at locations where arsenic 
levels were the highest and where people 
had depended substantially on such sources 
for many years.  

There is no medicine yet known that can 
cure arsenicosis. The best treatment is to 
drink arsenic-free water, which can reverse 
the symptoms in the early stages of the 
disease. 

Based on the cultural and societal 
norms of Myanmar, people do care for 
quality of water. Priority is however, given 
only to such physical characteristics as clarity, 
odour and taste, and not to the harmful 
effects due to, for example, bacterial content 
or chemical contamination, which cannot be 
seen. Awareness about chemical pollution in 
drinking water should be raised so that the 
users (community) become well positioned to 
take initiatives for improving the quality of the 
water they drink. 

The arsenic problem and its impact on 
the health of the population are relatively 
new to Myanmar. In our survey, only a 
fraction of potentially contaminated wells had 
been validated by AAS. The full magnitude 
and the scale of the problem are still 
unknown. To assess the magnitude of the 
problem, it is crucial to confirm the arsenic 
field test kit results by the gold standard 
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method AAS in potentially contaminated 
areas. 

It is suggested that much could be 
learned from others working on the problem. 
It is necessary to recognize the importance of 
finding a middle path between the two 
extremes of “condemning the contaminated 
wells and creating panic in the community” 
and “keeping quiet to avoid the scare”. 
Considering the early stage of knowledge 
about arsenic in Myanmar, it is 
recommended that further and thorough 
evaluation of the extent of the arsenic 
contamination of groundwater and public 
awareness mechanism be intensified in order 
to mitigate the severity of exposure.  
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Updates 
Polio Update-SEAR 

IVD Unit, SEARO 

Not a single case of poliomyelitis has been 
found in the South-East Asia Region (with the 
exception of India) since November 2000. All 
countries of the Region are maintaining high 
quality surveillance and continuing to 
strengthen routine immunization. The priority 
focus of regional poliomyelitis eradication 
initiative continues to be on India, the last 

remaining source of poliovirus transmission 
in the Region.  

India has made significant progress 
during 2003. As of 31 December 2003, only 
220 laboratory confirmed poliomyelitis cases 
have been reported in 2003 compared to 
1 600 in 2002. In particular, there has been 
a significant reduction in the number of cases 

Figure 1.  India Wild Polio Virus cases 2002 

Total 1600 cases 
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in Uttar Pradesh and Bihar, the two states 
that have been the major reservoirs of 
poliovirus during the previous years. UP had 
only 86 cases this year compared to 1 242 
last year and Bihar only 17 cases compared 
to 121 last year (see Figures 1 and 2). This 
year, India (and hence SEAR) currently 
accounts for only 32% of the global cases 
(677) compared to 84% in 2002. 

Although a majority of cases still occur 
in UP, the area of transmission has narrowed 
down to western UP, especially in the districts 
of Aligarh and Badaun. In 2003, 
transmission has continued in West Bengal, 
mainly in the North and South 24 Pargana 
districts. Further, low intensity transmission 

has continued in several other states (e.g., 
Punjab, Maharashtra and Orissa). 

Of particular concern is the reintro-
duction of the virus to several states which 
did not report any case during the previous 
two years -  Karnataka (35), Andhra Pradesh 
(20), Assam(1) and Tamil Nadu (2). This 
serves as an important warning that no state, 
and no country, is free of polio until the 
entire Region becomes polio free. Thus every 
state in every country needs to maintain a 
very high level of immunity of the children 
through routine immunization and 
supplementary immunization activity (SIA) 
and very high quality surveillance.  

Figure 2.  India Wild Polio Virus cases 2003* 
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The success in India is due to the 
implementation of additional rounds of 
supplementary immunization campaigns in 
the high risk states in April, June, September 
and November 2003 which contributed to 
significantly reducing the immunity gap 
among children caused by poor routine 
immunization activities and fewer SIA during 
the previous two years.  

So far, 2003 represents the year with 
the lowest number of cases ever and provides 
the best opportunity to finish the job - that is 
to stop further transmission - through 
sustained implementation of high quality 

SIAs, mop-up rounds and continue to 
strengthen routine immunization, especially in 
the high risk areas of northern India. The 
India Expert Advisory Group in its November 
meeting has recommended implementation 
of five rounds of NIDs in January, February, 
April, September and October 2004 and a 
large scale SIA in May 2004.  

There has never been a better opportunity 
than now to interrupt wild poliovirus 
transmission in India and hence in SEAR. 
The challenge is to sustain the high level 
political commitment and implement SIAs 
as proposed. 
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Update on Leprosy Elimination in SEAR 
(November 2003) 

The WHO South-East Asia Region remains 
the only Region yet to achieve the goal of 
elimination of leprosy. The prevalence rate as 
of March 2003 is 2.46/10 000 population. 
However, there have been creditable 
achievements. There has been a 92% 
reduction in prevalence over a 15-year 
period (1987-2002) and over 10 million 
persons have been cured of the disease. 
Bangladesh, Bhutan, DPR Korea, Indonesia, 
Sri Lanka and Thailand achieved national 
level elimination by December 2000, the 

original target date set by the World Health 
Assembly through its Resolution in 1991. 
Myanmar achieved the goal in 2003. India, 
Nepal and Timor-Leste are targeted to 
achieve the goal by 2005.  

The Region accounted for 73% of the 
globally registered and 84% of the new cases 
globally detected in 2002. The main 
contributor to the regional case-load is India 
which accounted for 89% of the registered 
and 91% of the new cases in 2002.

Table-1: Leprosy prevalence in SEAR as of March 2003 

Country 
Population 

'000 
Reg. Lepr 

cases 
PR/ 

10 000 
New cases 
in 2002 

NCDR 
100 000 

MDT cured  
Since 1982 
(Cumulative) 

Year of 
reaching 

elimination 

Bangladesh 129 248 8,143 0.63 9 844 7.62 140 440 1998 

Bhutan 659 33 0.50 13 1.97 940 1997 

India 1 067 482 344 377 3.22 473 658 44.37 10 383 038 2005 

Indonesia 207 840 16 837 0.81 12 377 5.96 257,690 2000 

Maldives 270 19 0.70 29 10.74 1 163 1996 

Myanmar 52 827 4 965 0.94 7 386 13.98 226 698 2003 

Nepal 24 154 7 291 3.02 13 830 57.26 94 448 2005 

Sri Lanka 19 086 1 639 0.86 2 214 11.60 34 534 1995 

Thailand 61 879 1 905 0.31 1 000 1.62 56 561 1994 

Timor-Leste 849 249 2.93 281 33.10 N.A. 2005 

SEA Region 1 564 294 385 458 2.46 520 632 33.28 11 195 512 2005 

Source: Country reports 
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The three countries which are yet to 
achieve elimination are -  India, Nepal and 
Timor-Leste. 

In India, prevalence of leprosy as of 
March 2003 is 3.22 per 10 000 population. 
The prevalence is above 5 per 10 000 
population in four States-Bihar, Chhattisgarh, 
Jharkhand, Orissa and one Union Territory-
Dadra & Nagar Haveli, between 2 and 5 per 
10 000 population in seven States- Andhra 
Pradesh, Goa, Maharashtra, MP, Tamilnadu, 
UP, West Bengal and two Union Territories-
Delhi and Lakshadweep Islands, between 1-2 
per 10 000 in six States/UTs and <1 per 
10 000 in the remaining 15 States/UTs 

In Nepal, during the year: 2001/2002, 
13 830 new cases were detected. The 
number of registered cases as of March 
2003 was 7 291, giving a prevalence rate of 
3.02 per 10 000 population, the second 

highest in the Region. Prevalence is high in 
Central, Eastern and Far-western Regions.  

In Timor-Leste, a total of 249 cases are 
registered as of March 2003, giving a 
prevalence of 2.93 per 10 000 population. 
66% of the registered cases are from 
Oecusse district, which is an enclave in the 
West Timor province of Indonesia. The high 
prevalence has to be considered in the 
background of the pre-independence conflict 
in the country which resulted in severe 
dislocation of health programmes. Therefore, 
most of the leprosy cases registered in 2002 
are likely to be backlog cases. 

All countries of the Region are in the 
process of integrating leprosy services into 
the general health services and promoting 
decentralization of programme management. 
Countries which have achieved elimination at 
the national level are concentrating on efforts 
to achieve sub-national elimination. India, 

Figure: Leprosy Prevalence in the SEA Region - March 2003 
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Nepal and Timor-Leste are intensifying and 
accelerating the activities to achieve 
elimination by the year 2005. 

All countries are committed to 
implement the Final Push Strategies 
recommended by WHO and have forged 
partnerships to further reduce the burden of 
leprosy. Through improved and easier access 
to early detection and treatment and intensive 
education and awareness programmes, 

there is a dissemble positive change in the 
public perception of leprosy in all countries, 
including a reduction in stigma attached to 
the disease. 

WHO will continue to provide technical 
support and supply free MDT drugs to 
Member Countries to help them achieve the 
leprosy elimination goal. 
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SEARO Notes and News

Twenty-Eighth Session of SEA/ACHR 

The twenty-eighth session of the WHO South-
East Asia Advisory Committee on Health 
Research held in Male, Maldives from 12-13 
August 2003 was inaugurated by Mr Ahmed 
Abdullah, Minister of Health, Republic of 
Maldives. In his address at the inaugural 
session, the Regional Director, Dr Uton 
Muchtar Rafei, said that following the 
Twentieth Anniversary Commemorative 
Session of the Regional ACHR held in 1994, 
health research development in the Region 
became a priority agenda for reform in many 
countries. In 2000, the terms of reference of 
ACHR were revised, which enabled widening 
the scope of ACHR and expanding its 
membership to include experts from a wider 
academic background. A regional strategy 
for health research systems development, to 
help Member Countries to strengthen their 
health research systems has been evolved, 
which identifies four main areas for 
improvement, i.e. governance, financing, 
capacity strengthening and knowledge 
utilization. 

The theme of World Health Report 
2004 is: “Knowledge for Better Health”. 
WHO RPC/HQ is embarking on collecting, 
compiling and analyzing information on 
various aspects of national, regional and 
global health research systems development. 
The information gathered from the various 
analyses is expected to be the major input for 

this Report. From the SEA Region, Indonesia 
and Thailand are fully involved in this first 
phase process. 

The Regional Director said that at the 
International Health Research Conference in 
Bangkok in October 2000, four institutions 
from our Region received awards from the 
Rockefeller Foundation for their proposals to 
enhance health research capacity through 
effective networking and partnerships. He 
said that collaboration with other leading 
health research partners like the Global 
Forum for Health Research, Council for 
Health Research and Development 
(COHRED), INCLEN Trust and other bilateral 
and multi-lateral organizations and NGOs 
needs to be enhanced. 

He informed that WHO had established 
a project called HINARI – Health Internetwork 
Access to Research Information, under which 
leading publishers were allowing WHO to 
provide online accessibility to health 
researchers from the least-developed 
countries to over 1 500 top international 
medical and related scientific journals in full-
text, free of cost. This was perhaps the most 
significant initiative taken by WHO towards 
reducing the health information gap between 
rich and poor countries. 

In conclusion, he said that although the 
Regional Committee for South-East Asia had 
given the mandate of allocating at least 2.5% 
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of the WHO Regular Budget for carrying out 
activities in health research in the Region, 
nonetheless, resources and funds were still 
needed to support research promotion and 
research capacity strengthening. 

56th Session of the Regional Committee  
for South-East Asia 

The 56th session of the Regional Committee 
was held from 10-12 September 2003 at 
World Health House, SEARO. It was 
preceded by the 40th CCPDM from 4-6 
September 2003 and the 21st meeting of the 
Health Ministers from 8-9 September 2003. 

The WHO Regional Committee for 
South-East Asia concluded its 56th session 
with a call for strong commitment and joint 
endeavours by the Member States to tackle 
priority health issues. The three-day session 
was attended by health ministers and 
representatives of Member Countries as well 
as UN Agencies, nongovernmental 
organizations and staff from WHO/HQ. 
Timor-Leste participated in the Regional 
Committee session for the first time as a new 
Member Country in the South-East Asia 
Region. 

In her address at the inaugural session, 
HE Mrs Sushma Swaraj, Minister of Health 
and Family Welfare, and Parliamentary 
Affairs, Government of India commended 
WHO on its handling of the SARS epidemic 
and appreciated its support to meet this new 
challenge. She stressed the importance of the 
landmark Framework Convention on 
Tobacco Control and informed that India 
would soon be signing it. Highlighting the 
importance of indigenous systems of 

medicine, she requested WHO to locate its 
headquarters for traditional medicine in 
India. She also urged WHO to form a global 
alliance for women’s health to focus on 
reducing IMR and MMR in the Region, which 
had a direct correlation to women’s health 
status. 

Mrs Sushma Swaraj (India) was elected 
Chairperson and HE Prof Mya Oo, Deputy 
Minister of Health, Government of Myanmar, 
the Vice-Chairperson. The Regional 
Committee reviewed the Annual Report of the 
Regional Director for the period 1 July 2002 
to 30 June 2003 and noted with satisfaction 
the progress in the implementation of WHO’s 
collaborative programmes and activities in 
the Region. 

The Committee voiced concern at the 
gradually reducing budget allocation to the 
Region as a result of the World Health 
Assembly resolution WHA 51.31 which had 
led to budget cuts for the South-East Asia 
Region, over three bienniums. It was also 
concerned at extrabudgetary resources not 
being commensurate with the Region’s high 
population and burden of disease. 

Addressing the SEA Regional Committee 
for the first time as Director-General, Dr LEE 
Jong-wook, acknowledged the challenges 
posed to health development in the Region 
by HIV/AIDS, malaria and TB and 
appreciated the efforts mounted to eradicate 
polio. He said that a comprehensive strategy 
to put three million people on anti-retrovirals 
by the end of 2005 from UNAIDS and the 
Global Fund was expected to be announced 
on World AIDS Day on 1 December 2003. 
Efforts were on to mobilize resources for 
implementing these plans. Dr LEE said that 
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several preventable and treatable conditions 
still exacted a very high toll, and initiatives 
such as Making Pregnancy Safer and 
Integrated Management of Childhood 
Illnesses could help in reducing child 
mortality in the Region. Referring to the 
adoption of the Framework Convention on 
Tobacco Control, Dr LEE said that it was a 
global achievement of remarkable 
significance which would give people the 
means to protect themselves from the ill-
effects of tobacco consumption. Noting the 
concern of the Regional Committee on the 
uneven allocation of funds to the SEA 
Region, the Director-General assured that a 
more equitable distribution of extrabudgetary 
resources at regional and country levels 
would be ensured in future. 

Dr Samlee Plianbangchang (Thailand) 
was nominated the next Regional Director of 
WHO/SEARO for a five-year term. Rich 
tributes were paid to the leadership and 
vision of Dr Uton Muchtar Rafei, the 
outgoing Regional Director on his 
stewardship of the Region to improve the 
health status of the peoples of the Region. 
The Committee declared Dr Uton as 
Regional Director Emeritus and a resolution 
to this effect adopted. 

The Regional Committee considered the 
recommendations arising out of the 
Technical Discussions held during the 40th 
meeting of CCPDM on ‘Social Health 
Insurance’ and adopted a resolution on the 
subject. It decided to take up ‘Emergency 
Preparedness and Response’ as the subject of 
technical discussions during the next meeting 
of CCPDM. It selected ‘Intensification of 
cross-border collaboration in priority 
communicable diseases such as HIV/AIDS, 

polio, TB, malaria, kala-azar, dengue and 
SARS’ as the programme area for joint 
evaluation by Member Countries. 

The Committee noted the reports of 
CCPDM on the 26th session of the JCB and 
the 2003 PCC and nominated Myanmar to 
the JCB and Sri Lanka to the PCC for three-
year terms commencing 1 January 2004. 
Timor-Leste was nominated to the office of 
Vice-President of the Fifty-seventh World 
Health Assembly. It decided that elective 
posts of office-bearers of the World Health 
Assembly and membership of the Executive 
Board would be filled by rotation among 
Member Countries of the Region. 

The Committee decided to hold its fifty-
seventh session in Maldives in September 
2004 in conjunction with the meeting of 
Health Ministers. Nine resolutions on various 
subjects, including traditional systems of 
medicine, health of the newborn, 
strengthening of nursing and midwifery and 
water supply and sanitation were adopted. 

Regional Consultation on Macroeconomics 
18-19 August 2003 

A Regional Consultation on Macroeconomics 
and Health was inaugurated by Dr Uton 
Muchtar Rafei, Regional Director in SEARO 
on 18 August 2003. The meeting brought 
together representatives from the Ministries of 
Health, Finance and Planning from 
Bangladesh, Bhutan, India, Indonesia, 
Maldives, Myanmar, Nepal, Sri Lanka, and 
Thailand. Timor-Leste was represented by the 
Ag. WHO Representative, Dr AG 
Andjaparidze. Other participants included 
colleagues from HQ and the Regional 
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Offices for the Western Pacific and Eastern 
Mediterranean and representatives from the 
World Bank, Columbia University, and 
USAID.Dr Uton highlighted the significant 
health gains achieved globally and in the 
Region but noted that these accomplishments 
had bypassed many of the poor and 
underserved of the Region. He also noted the 
significance of modern epidemics such as 
AIDS, re-emerging diseases such as TB and 
the increasing incidence of 
noncommunicable diseases, especially in the 
setting of poverty, illiteracy and uncontrolled 
populations. The Consultation noted that the 
macroeconomics and health process will help 
countries to enhance the efficiency and 
efficacy of what they are already doing. It 
requested WHO to provide leadership in 
taking macroeconomics and health forward 
at the global, regional and national levels. 

Memorandum of Understanding 

The International Federation of Red Cross 
and Red Crescent Societies formally signed a 
memorandum of understanding with the 
World Health Organization on 10 September 
2003 to step up collaboration on the 
prevention and control of communicable 
diseases including HIV/AIDS in eleven 
countries of the Region. The International 
Federation will also seek to boost a safe 
regional blood supply by promoting voluntary 
non-remunerated blood donations in 
addition to enhancing collaboration in 
preparing for, and responding to, 
emergencies and disasters in the Region. 

The Regional Director, Dr Uton Muchtar 
Rafei signed the MoU on behalf of WHO 
while IFRC was represented by its Vice 
President, Mr Murli S Deora. Th e signing 

ceremony was witnessed by the Hon’ble 
Ministers of Health of the countries of the 
SEA Region or the chief country delegates of 
RC56 where the Ministers were not available. 

Welcoming the memorandum, HE Dr 
Achmad Sujudi, Health Minister of Indonesia 
said this would serve as a framework for 
cooperation between the International 
Federation of Red Cross and Red Crescent 
Societies and WHO/SEARO to develop and 
implement joint activities through 
coordinated efforts with their national 
counterparts and national health authorities. 
Mr Kongsiri Sawanit, Assistant Secretary-
General of the Thai Red Cross Society, 
Bangkok also spoke on the occasion. The 
Regional Director said that WHO, with its 
technical expertise and capacity to work with 
health ministries to design policy, and other 
agencies of the United Nations, and the Red 
Cross and Red Crescent National Societies 
who constitute a part of the largest 
humanitarian network – the International 
Federation of Red Cross and Red Crescent 
Societies, must work together. 

As per this MoU, WHO and IFRC have 
agreed on a framework for cooperation and 
to work together with the governments of 
Member Countries in the Region, through the 
ministries of health, to ensure that the health 
systems of the countries respond to the needs 
of the population, particularly the most 
vulnerable. The MoU will initially be in force 
for a period of three years. 

Programme Managers Meeting on Malaria  
Control in SEA Region 

An Intercountry consultation held in Manesar, 
Haryana from 22-26 September 2003 
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reviewed the progress made in malaria 
control/RBM in the Member Countries and 
prepared plans to scale up efforts in order to 
reach the RBM and MDG goals. Sixty three 
participants representing ten Member 
Countries, WHO at all levels and partners 
including UNICEF and World Bank discussed 
early diagnosis and prompt treatment, 
integrated vector management, community 
mobilization, partnerships, cross border 
collaboration and monitoring and evaluation 
as the main thrust areas for expansion of the 
control efforts.  

The meeting recommended 
development/ refinement of strategic plans 
and work plans reflecting result-based 
planning during scaling up of the control 
efforts. Important strategies included 
implementation of modern malaria control 
based on stratification, strengthening and 
expansion of networks that monitored 
therapeutic efficacy and reduced the 
transmission risk of the disease. Since the 
problem of malaria predominantly affected 
the remote and poor populations and those 
living in the border districts, it recommended 
strengthening of cross-border collaboration 
and improving access through collaboration 
with the private sector and NGOs. 
Community mobilization through behaviour 
change communication using innovative 
strategies like communication for behaviour 
impact (COMBI) was needed to increase the 
demand for services and a greater 
participation in vector management. The 
meeting concluded that determination of the 
burden of malaria and its adverse 
socioeconomic impact was important to 

increase its visibility in the countries of the 
Region.  

World Sight Day 

Globally, an estimated 40 to 45 million 
people are blind and 135 million have low 
vision. But according to WHO, 80 per cent 
of visual loss can be prevented or cured. 
VISION 2020 is a joint initiative of WHO 
and the International Agency for the 
Prevention of Blindness (IAPB). Launched in 
1999 in Geneva, VISION 2020 includes 
other UN agencies, governments, eye care 
organizations, health professionals, 
philanthropic institutions and individuals 
working in partnership to eliminate avoidable 
blindness. The global initiative has already 
helped over a hundred Member Countries 
initiate national level VISION 2020-related 
projects and activities working towards the 
achievement of the Vision 2020 goal.  

On the occasion of World Sight Day on 
9 October, VISION 2020 launched a CD-
ROM Tool Kit, which provides practical and 
technical guidance and support for 
governments and health professionals to 
develop National Prevention of Blindness 
Plans. VISION 2020: The Right to Sight, aims 
to eliminate avoidable blindness by the year 
2020. The Tool Kit, which was developed to 
help countries follow through on the WHA 
resolution, aims to give the necessary 
evidence-based information, templates, data 
and research knowledge to those involved in 
developing and implementing national plans. 

This year, governments around the 
world showed their commitment to VISION 
2020 by unanimously adopting a resolution 
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on Elimination of Avoidable Blindness at the 
Fifty-sixth World Health Assembly in May 
2003. The resolution urges all governments 
to develop and evaluate national prevention 
of blindness plans, with a view to 
implementing them by 2007. 

“The latest research shows that the 
numbers of people who needlessly become 
blind are increasing. WHO is committed to 
reversing that trend,” says WHO Director-
General Dr LEE Jong-wook.  

World Osteoporosis Day 

Osteoporosis is a bone disease that occurs 
when a person's bones become very fragile. 
While women are four times more likely than 
men to develop the disease, men also suffer 
from osteoporosis. World Osteoporosis Day 
was observed on 20 October to draw 
attention to this debilitating disease. 

Indian men and women seem to be 
more prone to this problem and sustain 
fractures about 10-20 years earlier than their 
western counterparts. This is probably due to 
their genetic makeup and poor calcium and 
vitamin D intake (in spite of plenty of 
sunshine, dark skin doesn't absorb vitamin D 
well and lifestyle nowadays doesn't allow 
people to be in the sun as much as they need 
to be). One out of two women suffer from 
osteoporosis beyond the age of 50 and one 
out of four have lifetime risk of fractures.  

Those at risk of osteoporosis are 
generally females above 50, of thin body 
build, Asian or white race. The following 
factors enhance the risk: early menopause 
(before 45 years), hysterectomy, inactive 

lifestyle, intake of tobacco/alcohol, mother's 
history of osteoporosis or fractures, personal 
history of fracture as an adult, low calcium 
and vitamin D intake, poor sun exposure,  
medical conditions like diabetes mellitus, 
overactive thyroid and the use of certain 
medications like steroids (used for arthritis or 
asthma), anti-epilepsy medications and 
thyroxine (in excess), cyclosporine and 
heparin. 

Whether or not a person develops 
osteoporosis depends on two factors: the 
thickness of her bones early in her life and 
the practice of healthy habits later in her life. 
Children need plenty of foods containing 
calcium, exposure to the sun, physical activity 
and good nutrition in the growing years. 
Good strong bones in the youth are like 
money in the bank. One can draw only from 
what one has. If not prevented or left 
untreated, osteoporosis can progress 
painlessly until the bones begin to break. 
Bones can break even during normal daily 
activities such as lifting a heavy bag or rolling 
over in bed. These fractures occur typically in 
the hip, spine and wrist. Fractures of the hip 
and spine are of special concern. A hip 
fracture almost always requires hospita-
lization and a major surgery. It can impair a 
person's ability to walk unassisted and may 
cause prolonged or permanent disability or 
even death. Spinal or vertebral fractures also 
have serious consequences, including loss of 
height, severe back pain and deformity. 

Bone mineral density is a simple way of 
knowing how strong or thin the spine and 
hipbones are. A computerized x-ray 
technique called Dual Energy X-ray Absorp-
tiometry (DEXA) is used to determine bone 
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density. With this technique, it is possible to 
tell if a person is normal, has osteopenia or 
osteoporosis. There are other techniques 
using ultrasound and CT, but the DEXA is 
now the standard tool for BMD. 

To prevent osteoporosis, adequate 
calcium and vitamin D must be included in 
the diet and through sun exposure (dairy 
products, green leafy vegetables, pulses, 
grains are good sources of calcium). Eating a 
nutritious diet would help keep one’s weight 
close to ideal body weight. Coffee and 
beverages containing caffeine should be 
taken in moderation. It is also important to

keep oneself physically active and do aerobic 
exercise (walking, jogging, cycling) for at 
least 30 minutes three to four times a week. 
Tobacco and alcohol should preferably be 
avoided. In case of medical problems 
requiring medications, irregularity of 
menstrual cycle or early menopause (before 
45 years), a talk with the family doctor about 
bone health is necessary.  
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Book Review 

Guide to Producing National Health Accounts 
[ISBN 92 4 154607 7;Sw.fr.35.-/US$ 31.50] 

National health accounts are a powerful and 
practical tool for policy-makers interested in 
evaluating and restructuring their nation's 
health care financing and in developing and 
assessing financial interventions to improve 
people's health. This Guide to producing 
national health accounts, with special 
applications for low-income and middle-
income countries, provides practical help in 
developing this socioeconomic information. 
Jointly sponsored by the World Health 
Organization, the World Bank, and the 
United States Agency for International 
Development, the Guide pulls together the 
experience and expertise of long-time 
practitioners in the field to help the reader lay 
out the framework for a set of accounts. It 
takes the reader through the process of 
acquiring and evaluating data and provides 
step-by-step examples of how to turn raw 
numbers into information useful for policy 
analysis and development. 

Health Systems Performance Assessment  
[ISBN 92 4 156245 5;Sw.fr.70.-/US$ 54.00] 

This volume reports on a large body of work 
led by the World Health Organization that is 

intended to strengthen the foundations for 
evidence-based policies aimed at health 
systems development. This has included work 
to develop a common conceptual framework 
for health systems performance assessment, 
to encourage the development of tools to 
measure its components, and collaborate 
with countries in applying these tools to 
measure and then to improve health systems 
performance. 

The book provides a uniquely 
comprehensive exploration of many different 
facets of health systems performance 
assessment. It will be relevant for researchers, 
students and decision-makers seeking a more 
detailed understanding of concepts, methods 
and the latest empirical findings. While most 
authors in this volume take a global 
perspective, the findings have important 
implications for the development of national 
performance frameworks and the creation of 
a culture of accountability. 

World Health Report 2003 
[ISBN 92 4 156243 9;Sw.fr.10.50-/] 

Today’s global health situation raises urgent 
questions about justice. In some parts of the 
world, there is a continued expectation of a 
longer and more comfortable life, while in 
many others there is despair over the failure 
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to control disease, although the means to do 
so exist. The World Health Report 2003, 
‘Shaping the future’, shows how international 
action to tackle HIV/AIDS, polio, SARS and 
noncommunicable diseases can help 
strengthen health systems and meet other 
major public health challenges. The purpose 
of the report is to encourage action for 
health improvement, especially for the poor 
and disadvantaged. Health care systems 
must be strengthened through focused action 
in countries if global health goals agreed by 
the international community are to be met. 
The key message of the report is that real 
progress in health depends vitally on stronger 
health systems based on primary health care. 
It confirms the desperate plight of the poorest 
nations, where HIV/AIDS has contributed to 
cuts in life expectancy, and examines how 
lessons from the SARS and polio eradication 
programmes can shape strategies for an 
urgent health system response to HIV/AIDS. 

The renewed focus on health systems 
and services involves all areas of WHO work: 
the "3 by 5" initiative to increase the 
availability of antiretroviral treatment for 
HIV/AIDS; a newly refocused drive to reduce 
maternal mortality; and work on chronic 
diseases and mental health. All of these 
initiatives contribute to the development of 
better health care in countries - and all 
require stronger health systems to succeed. 

"These global health gaps are 
unacceptable," said Dr LEE Jong-wook, 
Director-General of WHO. “Twenty-five years 
ago, the Declaration of Alma-Ata on Primary 
Health Care challenged the world to 
embrace the principles of health for all as the 
way to overcome gross health inequalities 

between and within countries. To lend 
impetus to this process, WHO is now making 
the achievement of results in countries its 
main objective. To meet the major health 
challenges facing the world, WHO is 
fundamentally changing the way it works. We 
are committed to combining new 
technologies with proven approaches to 
provide better health care for all." 

Human Leptospirosis: Guidance for Diagnosis, 
Surveillance and Control  
[ISBN 92 4 154589 5;Sw.fr.30.-/US$ 27/] 

Leptospirosis is a potentially serious but 
treatable zoonotic disease, representing a 
worldwide public health hazard. Its symptoms 
may mimic those of a number of other 
unrelated infections such as influenza, 
meningitis, hepatitis, dengue or viral 
haemorrhagic fevers. It is important to 
distinguish leptospirosis from these diseases. 
For this reason, new diagnostic methods 
have been developed in recent years. In 
humid tropical and subtropical areas, where 
most developing countries are located, 
leptospirosis poses a greater health problem 
than in areas with a temperate climate. 
Because leptospirosis is easily overlooked 
and consequently underreported in many 
parts of the world, it is necessary to increase 
awareness and knowledge of the disease as 
a public health threat. 

The aim of these guidelines is to assist 
in this process. The target groups to which 
these guidelines are directed consist of health 
workers, clinicians, laboratory technicians, 
microbiologists, public health workers, 
veterinarians and biologists with an interest in 
zoonoses, having no specialized knowledge 
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of leptospirosis but who wish to be generally 
informed about the microorganism 
concerned and the disease that it may cause. 
This is not a handbook and avoids technical 
details, but the interested reader can find 
further information in the annexes and the 
general bibliography. These guidelines are 
concerned essentially with human 
leptospirosis. 

Managing Complications in Pregnancy  
and Childbirth  
[ISBN 92 4 154587 9/Sw.fr.40.-/US$ 36/-] 

This manual is written for midwives and 
doctors at the district hospital who are 
responsible for the care of women with 
complications of pregnancy, childbirth or the 
immediate postpartum period including 
immediate problems of the newborn. The 
emphasis of the manual is on rapid 
assessment and decision making. Section 1 
outlines the clinical principles of managing 
complications in pregnancy and childbirth 
and begins with a table that the health care 
worker can use to rapidly assess the woman’s 
condition and initiate appropriate treatment. 
Section 2 describes the symptoms by which 
women with complications of pregnancy and 
childbirth present. The symptoms reflect the 
major causes of mortality and morbidity. 
Section 3 describes the procedures that may 
be necessary in the management of the 
condition. Clear guidance is provided on 
drugs and dosages, a wide variety of 
anaesthesia options. Section 4 contains a list 
of essential drugs and an index. The manual 
is one in a series of tools named Integrated 
Management of Pregnancy and Childbirth 
(IMPAC), aimed to improve the quality of 
care for mothers and newborns. 

WHO Model Drug Formulary  
[ISBN 92 4 154559 3; Sw.fr.40.-/US$ 36.00] 

The WHO Model Formulary presents 
formulary information on over 300 medicines 
included in the WHO Model List of Essential 
Drugs, as a reference for national and 
institutional drugs and therapeutic 
committees. It is also a valuable source of 
independent and unbiased information for 
students and prescribers who are interested in 
focusing their prescribing on those medicines 
which are globally recognized as essential. 
The four successive annexes include 
information on drug interactions, pregnancy, 
breastfeeding, and renal and liver 
impairments. The CD-ROM follows the same 
pattern as the book and contains 27 sections 
that can be printed or saved on file. It is 
intended as a starting point for developing 
national/institutional formularies. 

Right to Water 
[ISBN 92 4 159056 4; Sw.fr.10.-/US$ 9.00] 

The objective of this publication is to raise 
awareness of the right to water as an 
important health and human rights concern. 
Water is a fundamental prerequisite for living 
a life of dignity and as such, all people have 
a right to it. Without water, the realization of 
other human rights is impossible. The 
responsibility of providing access to safe, 
secure, affordable and acceptable drinking 
and freshwater resources for all rests with the 
States and other public or private 
organizations. This publication outlines the 
scope and content of the human right to 
water and explains its relationship to other 
civil, cultural, economic, political and social 
rights. Water is closely linked with the rights 
to food and nutrition, to work and to a 
healthy environment. 
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Surgical Care at the District Hospital 
[ISBN 92 4 154575 5; SW.fr.50./-US$ 45/-] 

Many patients who present to district (first-
referral) level hospitals require surgical 
treatment for trauma, obstetric, abdominal or 
orthopaedic emergencies. Often surgery 
cannot be safely postponed to allow their 
transfer to a secondary or tertiary-level 
hospital, but many district hospitals in 
developing countries have no specialist 
surgical teams and are staffed by medical, 
nursing and paramedical personnel who 
perform a wide range of surgical procedures, 
often with inadequate training. The quality of 
surgical and acute care is often further 
constrained by poor facilities, inadequate 
low-technology apparatus and limited 
supplies of drugs, materials and other 
essentials. 

The Department of Blood Safety and 
Clinical Technology (WHO/BCT) has 
identified education and training as a 
particular priority, especially for non-
specialist practitioners who practise surgery 
and anaesthesia. It has therefore developed 
Surgical Care at the District Hospital as a 
practical resource for individual practitioners 
and for use in undergraduate and 
postgraduate programmes, in-service training 
and continuing medical education 
programmes. 

The manual is a successor of three 
earlier publications that are widely used 
throughout the world and that remain 
important reference texts: General Surgery at 
the District Hospital (WHO, 1988), Surgery at 
the District Hospital: Obstetrics Gynaecology, 
Orthopaedics and Traumatology (WHO, 

1991), Anaesthesia at the District Hospital 
(WHO, 1988; second edition 2000).  

Safe Abortion 
[ISBN 92 4 159034 3; Sw.fr.30.-/US$ 27/-] 

In June 1999, a United Nations General 
Assembly Special Session reviewed and 
appraised progress toward implementation of 
the Programme of Action of the International 
Conference on Population and Development 
(ICPD) held in Cairo, 1994. At this Special 
Session, the Governments of the world again 
recognised unsafe abortion as a major public 
health concern, and pledged their 
commitment to reduce the need for abortion 
through expanded and improved family 
planning services. 

This technical and policy guidance 
publication is the outcome of a Technical 
Consultation of an extensive review of 
evidence, and of additional review by experts 
from around the world in the fields of 
medicine, social science, law, ethics, 
provision of services and information, and 
health policy. This publication should be of 
use to a wide range of health professionals, 
and others, inside and outside governments, 
who are working to reduce maternal mortality 
and morbidity. It provides a comprehensive 
overview of the many actions that can be 
taken to ensure access to good quality 
abortion services as allowed by law. 

Poverty and Health  
[ISBN 92 4 156236 6; Sw.fr.21.-/US$ 27/-] 

Health is higher on the international agenda 
than ever before. Concern for the health of 
poor people is a central development issue. 
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In addition to its intrinsic value for 
individuals, investment in health is an 
important and previously underestimated 
means of economic development; 
substantially improved health outcomes are a 
prerequisite if developing countries are to 
break out of the cycle of poverty. 

This DAC Reference Document on 
Poverty and Health, jointly published by the 
Organization for Economic Cooperation and 
Development (OECD) and WHO, extends 
the analysis and recommendations of the 
DAC Guidelines on Poverty Reduction by 
setting out the essential components of a 
pro-poor health approach. It provides a 
framework for action within the health system 
- and beyond it, through policies in other 
sectors and through global initiatives. The 
Reference Document is aimed at a broad 
range of development agency staff working 
in policy and operations, at headquarters 
and in the field. The recommendations are 
also relevant for policy-makers and planners 
in partner countries. 

Health Opportunities in Development  
[ISBN 92 4 154563 1; Sw.fr.75,-/US$ 67.50] 

This manual presents in detail the principles 
of problem-based learning for the 
development of professional capacities to 
deal with issues of an intersectoral nature. 
Health is a cross-cutting issue in the 
development activities of many other public 
sectors. Both health sector professionals and 
professionals in the other sectors require to 
develop skills allowing them to successfully 
engage in intersectoral negotiations and 
action during project planning, design and 
operation. 

The second part of the Manual is a 
practical, step-by-step guide on how to 
organize the course, in the context of one 
particular field of work, Health Impact 
Assessment of development projects. 
Preparations for and implementation of a 
task-oriented course are illustrated from the 
experience of five courses held in different 
parts of the world. The third part contains all 
course materials, including the Task Guides, 
guides for tutors and resource persons, 
generic course schedules and instructions for 
field trips. A CD-ROM is part of this set, and 
includes electronic versions of all materials 
contained in the guide as well as background 
text books and visual aids. The complete set 
consists of two volumes (Volume I: parts 1 
and 2; Volume II: part 3) and a CD-ROM. 
This Manual will be an asset for educational 
institutions, ministries and technical 
assistance agencies, as well as students of 
management, education and development. 

Environmental Health in Emergencies  
and Disasters 
[ISBN 92 4 154541 0; Sw.fr.60,-/US$ 54.00] 

This volume distills what is known about 
environmental health during an emergency 
or disaster. It is intended for practitioners, as 
well as for policy-makers and researchers, 
and thus covers both general and technical 
aspects of environmental health. In Part I of 
this volume, a conceptual framework is 
presented for understanding environmental 
health issues in the context of disaster 
management. The framework covers the 
entire disaster-management cycle, from 
preparedness and warning, to recovery and 
prevention. Guidelines are also suggested for 
planning and reducing the effects of extreme 
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events on public health, and practical 
guidance is given in organizational and 
logistical matters. There is also a focus on 
the vulnerability of populations during an 
emergency or disaster, with the implication 
that such people have capacities and local 
knowledge that should be integrated into 
efforts to secure both environment and 
development against extreme events. The 
creative potential of balancing "top-down" 
and "bottom-up" approaches is emphasized 
in chapters on health promotion and 
community participation, and on human 
resources. 

Part II of this book is a detailed 
compendium of best practices and strategies 
for risk reduction and response in the fields 
of: Shelter and emergency settlements; water 
supply; sanitation; food safety; vector and 
pest control; control of communicable 
diseases and prevention of epidemics; 
chemical incidents; radiation emergencies; 
mortuary service and handling of the dead; 
health promotion and community 
participation; and human resources. This 
book will be useful in planning for, 
responding to, and recovering from the 
movements of displaced persons and 
refugees in humanitarian crises, as well as 
the floods, storms, earthquakes and other 
extreme events that could confront health 
workers in the first decade of the 21st 
century.  

WHO/ILO Guidelines for Workplace  
TB Control Activities 

A new effort to protect the health of millions 
of workers was launched by the World Health 
Organization and the International Labour 

Organisation, with the release of guidelines 
for TB control activities in the workplace. The 
guidelines describe cost-effective steps to 
protect workforce productivity in the face of 
this disease: TB infects 8 million and kills an 
estimated 2 million people each year – the 
equivalent of 5 000 deaths per day. The toll 
is even more alarming because three-
quarters of TB victims are in the most 
economically productive age group of 15-54 
years. Effective treatment, however, under the 
internationally recommended DOTS strategy, 
can prevent avoidable deaths and allow sick 
workers to return to productive work sooner. 

The guidelines draw on the practical 
experience of employers and workers and the 
technical expertise of WHO and ILO. They 
are the first comprehensive approach to 
workplace TB control. The information in the 
guidelines is targeted at employers, 
employees and their associations, and health 
workers, all of whom can play a significant 
role in their implementation. 

The 74-page booklet gives authoritative 
information on TB, how it spreads, and what 
can do done to control the disease. It also 
includes current information on the treatment 
of people who are co-infected with TB and 
HIV, and for people who have multi drug-
resistant TB, which is far more difficult and 
expensive to treat than normal TB. The 
internationally recommended DOTS strategy 
for curing and controlling TB is hailed by the 
World Bank as one of the most cost-effective 
of all health interventions. A number of 
illustrative case studies included in the 
workplace guidelines show how a variety of 
businesses are now reaping the rewards of 
their TB control activities. 
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The WHO–ILO guidelines for work-
place TB control activities are expected to 
play a key role in strengthening 
public/private partnership, between the TB 
community and the business sector, which is 
of great importance in achieving the goals of 
the global effort to stop TB.  

MONICA Monograph and Multimedia Sourcebook 
[ISBN 92 4 156223 4; Sw.fr.45./US$ 40.50] 

MONICA -  MONItoring Cardiovascular 
disease - the most extensive medical 
research project ever, published its reports 
over two decades. This Monograph and 
Multimedia Sourcebook now brings 
everything together in 264 pages and two 
CD-ROMs. Richly illustrated in full colour, it 
describes the planning, people, institutions 
and populations involved, key hypotheses, 
how data were collected and analysed, and 
painstaking MONICA quality control. 

Abstracts of collaborative publications are 
republished, plus 80 dramatic graphics with 
detailed explanations of the principal 
findings.  

Two CD-ROMs reproduce a wealth of 
documents from the MONICA website-
manuals, questionnaires, MONICA Memos, 
quality assurance reports and data books of 
MONICA results. These are supplemented by 
slide shows with narrated commentary, and a 
20% random sample of the MONICA 
database, for those wishing to analyse 
further. For anyone interested in heart 
disease, stroke, lifestyle and risk factors, 
public health policy, and in epidemiology 
and prevention-ranging from the general 
public to journalists, medical specialists, 
students and teachers - this WHO publication 
provides a wealth of thought-provoking ideas 
and information that will stimulate others to 
study and follow MONICA. 
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Guidelines for Contributors 

HE Regional Health Forum seeks to inform and to act as a platform for debate by health 
personnel including policy-makers, health administrators, health educators and health 

communicators. 

Contributions on current events, issues, theories and activities in all aspects of health 
development are welcome. Contributions should be original and contain something of interest 
to those engaged in health policy and practice, some lesson to be learned, some idea, 
something that worked, something that didn't work, in fact anything that needs to be 
communicated and discussed on a broader scale. Articles, essays, notes, news and views 
across the spectrum of health development will be published. 

Every year, the May-June issue of the Forum is dedicated to the World Health Day theme 
of the year, which is mentioned in the December issue. Readers may send contributions relating 
to the theme for inclusion in the special issue. 

Papers for submission should be forwarded to the Editor, Regional Health Forum, World 
Health Organization, Regional Office for South-East Asia, World Health House, Indraprastha 
Estate, Mahatma Gandhi Road, New Delhi 110002, India (e.mail address: editor@whosea.org). 

Contributions should: 

• be in English; 

• be written in an anecdotal, informal, lively and readable style (so that sophisticated 
technologies, for example, may be easily understood); 

• be in MS Word and sent with a diskette and a printout in double space, and 

• not normally exceed 3000 words with an abstract (approx. 250 words) and a 
maximum of 30 references. 

Letters to the editor should normally be between 500-1000 words with a maximum of six 
references. 

Responsibility of the Authors 
Authors are responsible for: 

• ensuring that their contributions contain accurate data and references (and are 
requested to check the accuracy of both before submission); 

T 
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• obtaining permission to use copyrighted material (if used). The letter granting such 
permission should be attached to the manuscript when submitted; 

• obtaining permission from appropriate governmental authorities if the contribution 
pertains to a government programme/projet and contains material/statistics/data 
derived from governent sources; 

• ensuring that all abbreviations (if used) are explained; 

• giving their full names, the name and address of their institutions, and an exact 
description of their posts; 

• declaring sources of funding for the work undertaken, and 

• disclosing at the time of submission, information on financial conflict of interest that 
may influence the manuscript. They may also choose to declare other interests that 
could influence the results of the study or the conclusions of the manuscript. Such 
information will be held in confidence while the paper is under review, and if the 
article is accepted for publication the editors will usually discuss with the authors the 
manner in which such information is to be communicated to the reader. 

Tables and Illustrations 
• The use of tables and illustrations should be restricted to those that clarify points in the 

text.  

• All illustrations and tables should be numbered consecutively and should be lightly 
marked on the back with the figure number, and the author's name indicated. 

• Graphs and figures should be clearly drawn and all data identified. 

• Photographs should be on glossy paper, preferably in black and white. 

• Each table should be submitted on a separate sheet of paper. 

References 
• References should be numbered consecutively as they occur in the text. 

• Journal titles should be written out in full (i.e. not abbreviated). 

• A reference to a contribution in a book should include the chapter title and page 
range. 

Reprints 

Reprints of contributions are not produced but five printed copies of the issue will be supplied to 
the respective authors. An electronic version of the article in PDF format may also be made 
available to authors if they provide their e-mail addresses. 
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How to order WHO Publications 
New WHO publications are issued frequently. Requests for information about WHO 
publications and orders should be addressed to the nearest sales agent (listed below) or 
to WHO, New Delhi. Orders sent to New Delhi must be accompanied by payment in the 
form of a demand draft/Indian postal order/money order (prices include handling and 
postage charges). Orders from countries other than India can be addressed to the Sales 
agent or WHO Representative in that country and are payable in local currency: 

INDIA 

Southern India  
M/s New Century Book House (P) Ltd.  
136 Anna Salai 
Chennai 600 002, TAMIL NADU  

Western India  
M/s Consumer Communications 
52, Shafi Estate, Amar Mahal 
Chembur 
Mumbai 400 089, MAHARASHTRA 
 
M/s K.M. Varghese & Company 
Medical Book Distributors & Publishers 
104 Hind Rajasthan Building 
Dadasaheb Phalke Road, Dadar 
Mumbai 400 014, MAHARASHTRA  

Eastern India 
M/s Insales India (P) Ltd. 
1C/1&2, Camac Court 
25-B, Camac Street 
Calcutta 700 016, WEST BENGAL 

BANGLADESH 
Ahsania Mission Book Distribution House 
House No. 1/A, Road No. 13, 
Dhanmondi R.A. (Mirpur Road) 1st Floor, 
Dhaka - 1209  
Email: dam@drik.bgd.toolnet.org 

INDONESIA 
M/s C.V. Sagung Seto 
Jalan Pramuka No. 27 
P.O. Box 4661 
Jakarta 10001 

NEPAL 
Everest Media International Services (P) Ltd. 
Shanti Nagar-34 
Block No. Kha-1-248 
New Baneswar, Kathmandu 

THAILAND 
Suksit Siam Co. Ltd 
113, 115 Fung Nakhon Road 
Opp. Wat Rajbopith 
Bangkok 10200 

World Health Organization 
Regional Office for South-East Asia 
Indraprastha Estate 
New Delhi 110 002, India 
Attn: Publications (Sales) 
Telephone: 2337-0804 
Telefax: 2337-9395 / 2337-9507 
Email : publications@whosea.org 
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