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Communicable Diseases

Communicable Disease Surveillance and Response
During the last two years, countries in the Region witnessed more
than 20 epidemics or outbreaks of cholera, acute diarrhoeal
disease, mysterious disease (possible atypical measles), dengue/
DHF, malaria, Japanese encephalitis, anthrax, rabies and hand,
foot and mouth disease (Figure 1.1).

Figure 1.1: Major outbreaks of diseases in SEA Region, 1999-2000

Source: WHO/SEARO
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The Regional Office provided timely technical support to
countries during many of these outbreaks, which included the
provision of necessary technical materials for control and
prevention, diagnostic test kits and reagents and consultancy
support. Building a sensitive surveillance system for early detection
of outbreaks was emphasized.

During the Orissa super-cyclone in October 1999, WHO
provided technical assistance to devise an emergency surveil-
lance system in the 12 cyclone-affected districts to get an early
warning of impending disease outbreaks. Training of staff was
undertaken and formats for disease surveillance provided for
use at district and PHC levels. This helped in averting potential
epidemics of fatal diseases. Recognizing this, the disease
surveillance programme was extended to the rest of Orissa.
Similarly, following the earthquake in Gujarat (India) in January
2001, which destroyed the health infrastructure in many areas,
WHO played the lead role in supporting the Government of
India and the state government in establishing disease surveil-
lance systems in the affected areas, including development of
an early warning system and capacity for rapid response to
epidemics. WHO immediately redeployed its medical officers
working on the polio and TB programmes in India to support
the emergency work. Resources were also provided for the
establishment of an Epidemiological Cell under the district
authorities. The rapid surveillance teams worked under WHO
guidance and many potential epidemics were averted.

For regional capacity building in epidemiology training,
WHO has developed two-year Field Epidemiology Training
Programmes (FETPs) in Thailand, Indonesia and India. WHO
continued to provide technical support to the training institu-
tions in these countries. As a result, regional and national
capacity is being built. A joint review of the regional FETPs,
conducted in February 2000, confirmed the high quality of work
by the training institutions in imparting training to national as
well as international participants. Short-term FETPs are also
being conducted regularly for medical officers and paramedical
staff.

The Regional Office is conducting 10-day intercountry
training courses on “Epidemic Preparedness and Response”

WHO played the
lead role in support-
ing the Government
of India in establish-
ing disease surveil-

lance systems in
the cyclone-affected
areas of Orissa state.
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annually to develop regional capacity in early detection and
response to disease outbreaks. Training materials were developed
for trainers at the central level. These courses were refined and
have progressively incorporated regional case studies.

The Regional Office developed two draft training manuals,
using a systems approach, for managing priority communicable
diseases. The manuals are for health workers and doctors at
the PHC level.

WHO assisted in developing a national plan for streng-
thening the surveillance system in India. To enhance USAID-WHO
collaboration in strengthening disease surveillance in the country,
a task force was constituted and regular meetings were held to
establish a national programme for disease surveillance. An
assessment of the implementation of disease surveillance
programmes in the pilot districts of seven states was completed
and an inventory of laboratories that can assist in disease
surveillance was prepared.

For information sharing and networking, WHO has already
developed an Outbreak Verification List (OVL), which is shared
on a weekly basis with focal points in all the regions of WHO,
WHO Representatives, selected institutions and individuals. The
information is derived from multiple sources (government and
private, including the media). Sharing of information is limited
in order to prevent panic resulting from unconfirmed media
reports. The Regional Office regularly shares selected informa-
tion pertinent to Member countries with institutions and indivi-
duals. This system is working reasonably well since this is a
trigger for interaction amongst the stakeholders. It is proposed
to widen its scope by including other health conditions and
problems of public health importance. However, it is important
to streamline the system and regional strengthening is necessary
to monitor more closely important events in the countries. WHO
is assisting the National Institute of Communicable Diseases
(NICD), India, in the preparation, printing and distribution of “CD
Alert”, a monthly newsletter published by NICD. The Early
Warning Reporting System (EWARS) bulletin in Nepal and the
Early Warning Outbreak Reporting System (EWORS) in Indonesia
share information on communicable disease outbreaks with
national health staff. It is also available on the electronic media.
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Sri Lanka publishes a Weekly Epidemiological Bulletin, which is
shared regularly with national staff as well as with the SEAR
Member countries. As for sub-regional networking, the Mekong
Basin Disease Surveillance (MBDS) bulletin is distributed among
the Mekong Basin countries, which is also accessible through
the web site. The Regional Office has developed a web site for
CDS Information. It is proposed to make this information
accessible to a wider audience, through the Internet.

Communicable Disease Prevention and Control

Roll Back Malaria

The incidence of malaria in the Member countries has fluctuated
between 2.8 and 3.7 million cases reported each year during
the last five years. The problem of Plasmodium falciparum is
increasing and spreading to new areas. Malaria continues to
challenge national development and the health of the people.
Progression from mono to multidrug resistance and its spread
is of great concern. The prohibitive cost of insecticides and the
emerging resistance is becoming a serious problem. The magni-
tude of resurgent malaria is compounded by the increasing

Some countries of the Region are providing microscopic facilities for malaria
control in the rural areas.
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population migration within the countries and across inter-
national borders. The rise in urban malaria poses a grave threat.

While resources continue to be limited, the economic crisis
in some countries has further affected the control efforts and
caused focal outbreaks. Conflict and civil unrest resulting in the
breakdown of the health infrastructure has exacerbated the
situation in several countries.

Countries sharing common borders have agreed to tackle
the problem of border malaria jointly through bilateral or
intercountry cooperation. WHO has supported these efforts and
responded through biregional collaboration to address the
challenges. The RBM Mekong Malaria initiative involves the
national governments of six countries jointly addressing cross-
border problems. The partnership has involved academic
institutions, bilateral and multilateral agencies, NGOs and the
media to address the multidrug resistance problem in the sub-
region. A consensus on case definitions has been reached and
common protocols for addressing the problem of drug resistance
developed. To ensure the availability of quality drugs, WHO has
promoted a mechanism for coordination, monitoring and
exchange of information on inferior and counterfeit drugs. To
intensify closer cooperation, Thailand and Myanmar have agreed
to jointly address the problems of priority communicable diseases
like malaria, TB and HIV/AIDS in border districts. A collaborative
programme with a similar framework amongst four SAARC
countries – Bangladesh, Bhutan, India and Nepal has been
initiated to combat four priority diseases – malaria, kala azar,
HIV/AIDS and TB in 11 border districts in these countries.

Under the RBM initiative, WHO established three technical
support networks (TSN) in 2000. These include a network on
transmission risk reduction; surveillance, information manage-
ment and epidemic preparedness response, and drug resistance
and policy. These networks help scientists and programme
managers to collaborate and facilitate evidence-based decisions
for policy and strategy development. National focal points have
been identified and guidelines prepared for TSN.

Seven countries of the Region viz. Bangladesh, India,
Indonesia, Nepal, Myanmar, Sri Lanka, and Thailand, have

The magnitude
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completed a situation analysis in selected districts. Being the most
peripheral level of administration, districts have the power and
authority to mobilize the community to support malaria control.
These countries have decided to initiate the implementation of
RBM in pilot districts (Figure 1.2).

Guidelines on implementation of RBM at the district level
have been developed by WHO in consultation with these
countries. A strategic plan and plans of action for pilot districts
have also been developed. After implementing RBM in the pilot
districts, it is proposed to expand the initiative progressively to
achieve the target of mortality reduction to 50% of the current
levels by 2010.

In collaboration with other partners and institutions, WHO
supported the development of ACTMalaria (Asian Collaborative
Training Network for Malaria). ACTMalaria focuses on training

Figure 1.2: RBM pilot districts/areas in SEA Region
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of national staff in the management of malaria field operations,
drug policy formulation, malaria case management, health
education and community mobilization. ACTMalaria has also
established a web site. WHO collaborating centres and national
centres of excellence in the countries are being increasingly
involved in capacity building on priority areas in the control of
malaria and other vector-borne diseases.

Evidence-based WHO support has helped to prevent post-
flood epidemics in Bangladesh, post-cyclone epidemics in Orissa
(India) and control of focal epidemics in Myanmar, Thailand and
Central Java in Indonesia. The problem of malaria continues to
be contained through surveillance, particularly in the state of
Gujarat (India) following the devastating earthquake in January
2001.

The Region is progressing towards self-sufficiency in
drugs, diagnostics and equipment. Dipstick, for rapid diagnosis
of malaria, is available at an affordable price. Drugs for the
treatment of malaria are produced locally.

HIV/AIDS

The AIDS epidemic continues to cause serious concern in the
Region. It is the second most affected region in the world after
sub-Saharan Africa. Based on sentinel surveillance and other
available data, WHO and the Joint United Nations Programme
on HIV/AIDS (UNAIDS), have estimated that about 36 million
persons were living with HIV infection in the world at the end of
2000 – nearly 6 million of them were in the SEA Region. As of
March 2001, 173 299 cases of AIDS have been reported from
the Member countries of this Region (Table 1.1). This represents
an increase of 87% over 92 427 cases reported by May 1999.
More than 95% of the reported cases were from Thailand, India
and Myanmar.

HIV/AIDS is considered a priority health and development
problem by the Member countries. Each country is implementing
a national strategic plan involving all concerned government
sectors, nongovernmental organizations (NGOs) and the
community. A syndromic approach to sexually transmitted
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infections (STI) case management has been accepted as a
national policy. Emphasis has been given to high-level
commitment to the programme with Thailand providing an
excellent example.

A number of successful target-specific interventions are
being implemented in the countries. The 100% condom use
programme in Thailand, which has received worldwide attention,
has led to a decline in the incidence of HIV infection. With peer
education among sex workers in Sonagachi in Kolkata (India),
HIV prevalence among the sex workers in the project area
continues to be low and the prevalence of STI is declining. The
interventions among injecting drug users, including the needle
exchange programme, are being implemented successfully in
Nepal. In Myanmar, educational interventions and the
community-based approach have helped to change the
behaviour of injecting drug users and to reduce HIV prevalence
rates. Blood transfusion safety has improved in all countries; for
example in Myanmar, screening for HIV in donated blood

Table 1.1: AIDS and HIV infections in SEA Region,  
December 2000 

Country 
Reported 

AIDS 
cases 

Date of 
last report 

Estimated 
HIV infections 

Rate per 
100 000 

population1 

Bangladesh 17 9/2000 13 000 16 

Bhutan 1 9/2000 <100 <16 

DPR Korea 0 9/2000 <100 <1 

India 12 239 6/2000 3 860 000 380 

Indonesia 411 9/2000 52 000 12 

Maldives 5 9/2000 <100 <25 

Myanmar 3 817 9/2000 510 000 760 

Nepal 383 9/2000 33 000 66 

Sri Lanka 117 12/2000 7 300 32 

Thailand 156 309 12/2000 740 000 1 345 

Total 173 299  ~ 6 000 000 >362 

1Based on WHO/UNAIDS Report, December 2000. 

Source: NACO HIV estimation meeting, March 2001.    
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increased from 5% in 1988 to nearly 100% at present. HIV sentinel
surveillance is being carried out in all countries to monitor the
trends of the epidemic and to estimate the burden of HIV in the
community. Behaviour surveillance is now increasingly used in
Member countries.

The priority issues that need to be addressed to tackle the
problem include increasing the application of successful inter-
ventions; sustained commitment at the highest level with
adequate allocation of resources; mobilization of and sustained
partnership among the public sector, the private sector, NGOs,
community groups, affected persons and donor agencies;
integration of prevention into the general health services;
providing continuum of care to persons with HIV/AIDS; improving
access to antiretroviral drugs, including their use in the
prevention of mother-to-child transmission; and reducing risk
behaviour among those with high-risk sexual behaviour and
injecting drug users.

WHO continued to provide technical and financial support
to national AIDS control programmes. As a cosponsor of UNAIDS,
the Regional Office played a leading role in the health sector
response to HIV/AIDS. Country experiences are regularly shared
at the annual programme managers’ meetings and through the
quarterly newsletter, “AIDS Watch”. HIV/AIDS was discussed at the
18th Meeting of Ministers of Health in August 2000, and also
during the CCPDM/Regional Committee meetings in Dhaka,
Bangladesh. The need to institutionalize cross-border inter-
ventions and establish a system of monitoring the epidemic
through HIV/STI and behaviour surveillance was emphasized.

WHO support to AIDS prevention programmes includes
condom promotion in situations of risk, blood transfusion safety,
STI management using the syndromic approach, prevention of
mother-to-child transmission and ensuring safe injection practices
at health care settings. Management of STIs is an important
intervention for prevention of HIV. However, most of the STI
patients seek care from the private sector. In this context, an
informal consultation was held in Bangkok in February 2001 to
develop strategies for enhancing the role of the private sector
in STI prevention and care, including surveillance, case reporting
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and syndromic case management. Transmission of infection
across international borders poses a major problem in the
control of communicable diseases. Joint plans of action for the
control of priority diseases (including HIV/AIDS) in the border
areas were prepared at an intercountry meeting jointly organized
by SAARC and WHO in March 2001.

To strengthen national capacities in coping with the
increasing demand for care of persons with HIV/AIDS, the
Regional Office conducted two training courses in October
2000, one on voluntary counselling and testing (VCT), and the
other on clinical management of AIDS. Plans of action for
establishing or developing VCT services were prepared.
Numerous guidelines and technical materials have also been
developed to assist in the planning and implementation of HIV/
AIDS comprehensive care. These were widely distributed in the
Member countries.

The Regional Office accords high priority to HIV surveil-
lance. Guidelines have been prepared for behaviour and STI
surveillance. The Regional Office has collaborated with the
Western Pacific Regional Office in further developing the
guidelines for behaviour surveillance which were reviewed at a
meeting held in Manila in February 2001. The Regional Office
also prepared a protocol for the evaluation of HIV surveillance.
Data generated from surveillance are being used to estimate
and project the number of infected persons and to design
appropriate interventions.

Tuberculosis

Every year 8 million people develop TB worldwide of whom
3 million, or 38%, are in the South-East Asia Region. An
estimated three-quarters of a million people died of TB last year
in the Region. TB kills more women compared to all causes of
maternal mortality put together. It is the most common cause of
death among adults in their economically most productive years,
directly affecting the national economies.

The close association between TB and HIV is well estab-
lished. HIV infection rates as high as 30-40% have been noted

Data generated from
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among patients with tuberculosis in Mumbai (India) and in
Northern Thailand. Between 60% and 75% of AIDS patients in
various countries develop tuberculosis. TB is the most common
life-threatening opportunistic infection associated with HIV in the
Region.

In 1993, WHO declared TB a global emergency and advo-
cated the use of the DOTS strategy for TB control. All Member
States have adopted the strategy and considerable progress has
been made with its implementation. Nearly 45% of the Region’s
population now has access to TB control through DOTS
(Figure 1.3). Over 500 000 patients have so far been treated with
a success rate of around 80% under programme conditions. The
quality of diagnosis has been good; however the number of
cases detected is still low – an overall 30% of estimated cases.

In 1991, the World Health Assembly set global targets of
85% cure rates and 70% case detection. While small and
medium-sized countries in the Region are expected to achieve
universal coverage with DOTS by the end of 2001, the five high-
burden countries, (Bangladesh, India, Indonesia, Myanmar and
Thailand) are scheduled to complete DOTS expansion and
achieve targets between 2003 and 2005.

The South-East Asia Region has five of the 22 countries
which account for 80% of the global tuberculosis burden.
Bangladesh has covered virtually the entire country with DOTS;
case detection is being enhanced. India is implementing DOTS
rapidly and successfully and countrywide coverage is expected
by 2005. Indonesia is expanding DOTS and has demonstrated
a strong political commitment. Technical strengthening is under
way. Myanmar is implementing DOTS well with plans to expand
coverage to the entire country provided sustained resources are
available. Thailand is expanding DOTS rapidly; supervision is
being enhanced in order to improve treatment outcomes while
reporting mechanisms have been strengthened.

Amongst the smaller and medium-burden countries,
Bhutan has achieved nationwide coverage. Fully ambulatory
DOTS and strengthening of the quality of reporting from the
district level is now a priority. DPR Korea has covered one-third
of the country with DOTS during 1999-2000 with good outcomes
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being reported. Maldives achieved and has maintained global
targets since 1995. Sri Lanka has 95% coverage; managerial
capacity is being strengthened so that cure rates in a few districts
can be increased to 85% or more. Nepal has expanded DOTS
to cover 85% of the country with good treatment success rates.
With interventions planned to improve treatment outcomes and
case finding, Bhutan, Nepal and Sri Lanka could be expected
to achieve global programme targets by end-2002.

Rapidly expanding the access to DOTS services while
simultaneously ensuring quality remains a top priority for the
Region. The regional objectives are to achieve nationwide
coverage in Member countries by 2005 and to reach or exceed
global programme targets.

The major constraints that could offset progress include the
lack of: (1) commitment at all levels and sustained resources to
maintain effective control programmes;  (2) capacity including
availability of trained personnel within national programmes to
effectively implement DOTS; (3) involvement of other major
health care providers such as the private sector and medical
teaching institutes; (4) supplies of drugs, equipment and essential
consumables, and (5) control of cross-border spread of
tuberculosis.

Figure 1.3: Implementation of DOTS in SEA Region,
1997-2000
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Serious efforts, however, are being made by Member
countries to address these problems and to achieve the targets
set by WHO.

Tuberculosis continues to be a significant health concern.
It is therefore essential that the DOTS strategy is rapidly made
universally available. To advocate for enhanced support for TB
control, WHO organized a meeting of Directors-General of
Health and national TB programme managers on the STOP TB
initiative in Myanmar in August 1999. Tuberculosis was also on
the agenda of the meeting of Health Ministers, held at Yangon
in October 1999, and of the meeting of Health Secretaries, held
at New Delhi in February 2000. Tools were developed to prepare
five-year strategic plans in Member countries. Assistance was also
provided to complete the development of these plans by August
2001.

WHO has continued to provide technical support in the
planning, implementation and monitoring of national TB control
programmes. This has been through WHO medical officers in
Bangladesh, India, Indonesia and Thailand and through national
consultants in some other countries.

In the area of capacity building, the Regional Office conti-
nues to prepare and disseminate technical and training materials
and hold several national and intercountry training courses.
Teaching material developed include: (1) training material for
an annual training course on TB control in Nepal; (2) laboratory
methods for TB control in Indonesia; (3) epidemiological basis
of TB control in India; (4) leadership and strategic management,
India; (5) training on EPICENTRE, a software programme to
facilitate recording and reporting at the country level, and
(6) guidelines on cross-border control of TB.

In order to promote awareness about DOTS in medical
schools, a meeting of Professors of Medicine and Community
Medicine, Deans and Medical Council Members within the Region
was held in July 2000. Model DOTS projects are being established
at medical institutes in India (at  the All India Institute of Medical
Sciences, New Delhi, and Surat Medical College), Nepal (B.P.
Koirala Institute, Dharan), and in Indonesia. WHO is also
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supporting national-level meetings to actively promote the
involvement of medical colleges in national TB control
programmes. A second meeting between private practitioners,
their professional associations and medical faculty on enhancing
the role of private practitioners in STI and TB control was held in
Bangkok in February 2001. Various initiatives on public-private
partnership in the Region are currently being supported by WHO.
These are being documented and widely disseminated as
successful models.

Following the recommendations of the Health Ministers
Meeting in 2000, the Regional Office organized an Intercountry
Workshop on Cross-border Initiatives for TB, HIV, Malaria and
Kala-azar together with the SAARC TB Centre, Kathmandu, in
March 2001. Joint action plans for cross-border collaboration
between Bangladesh, Bhutan, India and Nepal were developed.
WHO has also mobilized funds for cross-border activities for
HIV/AIDS and TB control along the Myanmar-Thai border.

Dengue fever/Dengue haemorrhagic fever

An estimated 20 to 30 million cases of dengue fever with
approximately 0.4 million cases of DHF occur annually in the

School students and NGOs participating in a rally on the occasion of
World TB Day.
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Region. To combat this problem, WHO is assisting countries in
improving clinical management of cases and in carrying out
effective vector control activit ies through community
participation.

During the biennium, WHO supported the countries in
conducting training in case management for reducing case-
fatality rates. The manual on Case Management in Small
Hospitals, prepared by the Regional Office, as well as the publi-
cation on Comprehensive Guidelines for Prevention and Control
of Dengue Haemorrhagic Fever was distributed to the countries.
Support was also provided in translating these documents into
respective national languages. The Dengue Bulletin continued
to be jointly published annually with the Western Pacific Region.
The Queen Sirikit National Institute of Child Health, Bangkok,
was designated as a WHO Collaborating Centre on Clinical
Management of DF/DHF. As a result of the regional inputs to
capacity building in clinical management, there has been a
substantial reduction in the case-fatality rates to less than 1%.

Support was provided to India, Indonesia, Maldives,
Myanmar and Sri Lanka in reviewing the dengue/DHF situation
and in evaluating control activities. The problems identified were:
occurrence of epidemics, especially in India and Indonesia, high
case-fatality rates during outbreaks, and poor participation of
communities in control activities.

Following an external evaluation of Thailand’s national
dengue control programme in March-April 1999, an initiative
to control dengue to coincide with the 72nd birthday celebrations
of His Majesty the King was started. In June 2000, an external
evaluation was carried out in Indonesia, which had experienced
the largest outbreak of DF/DHF in 1998. The recommendations
made by the mission are being implemented.

The First International Conference on Dengue/DHF,
supported by the Regional Office and attended by over
700 public health specialists from 41 countries, was held in
Chiang Mai, Thailand, in November 2000. The Conference
adopted the Chiang Mai Declaration on Dengue/DHF to
strengthen efforts to control dengue in the new millenium.
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Disease Vector Control
Vector-borne diseases are important causes of morbidity and
mortality in the Region. In the absence of vaccines and specific
drugs, vector control assumes greater importance in the
prevention and control of these diseases.

The first and second WHO Regional Training Courses on
Comprehensive Vector Control were held at the Vector Control
Research Centre (VCRC – WHO Collaborating Centre for
Integrated Method for Vector Control) in Pondicherry (India) in
1999 and August-September, 2000. Problem-based training
modules developed by experts were used at the training. These
modules were further refined and used at a national training
course conducted in India in March 2001.

Unfortunately, most countries of the Region, while
undertaking development projects, do not adequately consider
their adverse health impact. To address this issue, an Intercountry
Workshop on Adverse Effects of Development Projects on
Mosquito-borne Diseases was held in Bangkok in October 1999.
The workshop focused on medium and small-sized projects
where health aspects are usually not addressed. Based on the
case studies presented at this meeting, a working model for
incorporating health impact assessment and remedial actions
was developed.

Communicable Disease Eradication and Elimination

Leprosy

The South-East Asia Region accounts for 80% of the global
leprosy caseload (Figure 1.4). While Bangladesh, Bhutan,
Indonesia, Maldives, Sri Lanka and Thailand have already
reached the elimination goal (prevalence rate <1 per 10 000
population), Myanmar (prevalence rate: 2.37/10 000) and Nepal
(prevalence rate: 3.60/10 000) are likely to reach the goal by
2003. India (prevalence rate: 3.73/10 000) is expected to achieve
elimination by the end of 2005.
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With the use of multidrug therapy (MDT) since 1985, around
9.5 million persons have been cured. An estimated 1.5 million
additional patients in the Region will have to be detected and
covered by MDT by the end of 2005 to achieve elimination targets.

In India, prevalence of leprosy is high in Bihar, Jharkhand,
Uttar Pradesh, Uttaranchal, Madhya Pradesh, Chhattisgarh,
Orissa, and West Bengal. In Nepal, leprosy prevalence is high
in the central, eastern and far-western regions. In Myanmar, the
prevalence rate is high in Bago, Magwe, Mandalay, Sagaing
and Irrawaddy divisions and in Chin and Kayah states. Know-
ledge of this distribution has enabled leprosy elimination efforts
to be more focused and concentrated during the final push
towards the elimination of leprosy as a public health problem.

Advocacy at the highest level was undertaken by the
formation of the Global Alliance for Elimination of Leprosy in
Abidjan in November 1999. This was followed by the first
meeting of the Alliance in New Delhi in January 2001. WHO
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further intensified its technical support by assisting in the
preparation of detailed plans of action for each endemic country.
National coordination committee meetings have been regularly
organized with the involvement of all partners. Staff is provided
at the state and provincial levels for monitoring and problem
solving. During the final push for elimination, WHO is continuing
intensive work with partners, including the Nippon Foundation,
the International Federation of Anti-Leprosy Associations (ILEP),
the World Bank and others. The following important strategies
are included in leprosy elimination programmes:

• Promotion of community awareness to remove stigma
through media campaigns, IEC activities and advocacy
meetings for intensification of leprosy elimination
activities in districts where leprosy prevalence is high;

• Strengthening of the integration of leprosy services into
general health services and training of general health
staff;

• Improvement of MDT services through leprosy
elimination campaigns (LEC), and

• Ensuring uninterrupted supply of MDT blister packs free
of cost to all Member countries.

Midwives creating community awareness about leprosy.
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Eradication of guineaworm disease

Intersectoral partnerships were established and sustained to
achieve the goal of eradication of guineaworm disease. WHO
assisted Member countries in partnership with other agencies. A
landmark in public health was reached when guineaworm disease
was eradicated in India. Following the visit of the International
Certification Team to India in November 1999, the International
Commission for Certification of Dracunculiasis Eradication
(ICCDE), at its fourth meeting held in Geneva in February 2000,
certified that guineaworm disease was eradicated from India, DPR
Korea and Thailand. Thus, the South-East Asia Region of WHO
became the first WHO region to eradicate the disease.

Visceral leishmaniasis (Kala-azar)

Kala-azar is more pronounced along the international borders of
Bangladesh, India and Nepal. It has shown a declining trend since
its last peak in 1992. The three most affected countries reported
20 359 cases and 336 deaths in 1999. Guidelines for kala-azar
control have been developed. Although early diagnosis is a
problem, a recombinant 39 amino acids (K-39) antigen-based
rapid test is seen as an excellent development. The K-39 test is
simple and suitable for use at the periphery. The available anti-
leishmaniasis drugs have to be given parenterally. An oral alkyl
phosphocholine, miltefosine, a new and promising drug, has been
tested extensively in India and will be used for the treatment of
kala-azar in endemic countries. Cross-border collaboration is
being strengthened for the control and elimination of the disease.

India has launched a kala-azar elimination programme
with 2012 as the target year. DDT is cost-effective in kala-azar
control and spraying would continue in Bangladesh and India
to control Phlebotomus argentipes.

Lymphatic filariasis

Lymphatic filariasis (LF) is a disease that is targeted for elimination
as a public health problem globally. This infection is widespread

Banwari Lal of district
Jodhpur, Rajasthan – the last
case of guineaworm disease
in India (1997).
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in eight countries of the Region. It is estimated that over 600
million people are living in filaria-endemic areas with
approximately 60 million persons infected. This represents 60 per
cent of the global burden of this disease. A global strategic plan
for the elimination of filariasis was developed in September 1999.
The two main strategies are: (1) reducing the spread of infection
by interrupting transmission – through mass drug administration
(diethyl carbamazine and albendazole) to populations at risk,
and (2) relieving and preventing suffering and disability – through
intensive local hygiene.

Following an informal Consultation on New Initiatives on
Elimination of Lymphatic Filariasis, held at Bhubaneswar (India)
in February 2000, a regional strategic plan to eliminate filariasis
was developed. Key indicators and milestones were established
and targets for five years (2000-2004) set. Subsequently, all
endemic Member countries developed national plans with the
goal to eliminate LF. WHO has agreed to provide free supplies
of albendazole to Bangladesh, India, Maldives, Myanmar,
Sri Lanka and Thailand for the elimination of LF.

Communicable Disease Research and Development
(including TDR)

Tropical Disease Research (TDR) is a special programme co-
sponsored by the United Nations Development Programme
(UNDP) and the World Bank, with WHO as the executing agency.
It is financed almost entirely by voluntary contributions from
governments, intergovernmental and nongovernmental agencies,
foundations and other external sources. A five-year strategic plan
(2000-2004) has been developed. TDR has adopted dengue and
TB to its portfolio. The programme is moving towards a functional
approach with the stress on capacity building in research in least
developing countries, and with a focus on implementation
research.

In the SEA Region, the TDR programme continued to
support activities and research which focused on malaria,
lymphatic filariasis, leprosy and kala-azar.
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Research activities on malaria included studies on drug
resistance (Myanmar, Thailand), vaccine development (India,
Thailand); vector control (Sri Lanka); monitoring of drug efficacy
(Indonesia, Myanmar, Sri Lanka); and new drug regimen
(Thailand).

Studies on lymphatic filariasis emphasized the impact of
mass chemotherapy with DEC or albendazole (India, Myanmar
and Sri Lanka); filariasis endemicity (Myanmar, Sri Lanka); and
insecticide impregnated curtains (Sri Lanka).

Capacity building in research on tropical diseases was
undertaken in Nepal. Studies on kala-azar covered the
development of an animal model (India); clinical study with
aminosidine and miltefosine (India); impregnated bednets
(Bangladesh); field evaluation of test kit (Nepal), and
epidemiology and control (Nepal).



2
Noncommunicable Diseases

DURING the last decade of the 20
th
 century it has been

increasingly recognized that chronic, degenerative
noncommunicable diseases (NCDs) constitute the major health
challenge to economic and social development. They also
impose a tremendous strain on national health budgets and the
curative health services in developing countries.

In the South-East Asia Region, the epidemiological
transition, characterized by a rapid increase in NCDs, has
reached a stage when the burden attributable to this group of
diseases outweighs the burden of communicable diseases. With
the reported increase in life expectancy, the transition has taken
a new dimension. It brings a number of NCDs from its previous
position of disorders of elderly and wealthy societies, to
pandemics affecting millions of disadvantaged and increasingly
younger people.

According to estimates in the World Health Report 2000,
NCDs account for nearly 52% of all deaths and 38% of the
disease burden in the South-East Asia Region. Significantly, the
ten countries of the Region contribute 22% to the global NCD-
related mortality and 28.7% to the global NCD burden.

Nonetheless, it is perceived, both at regional and country
levels, that the validity of these estimates could be challenged
on the basis of inadequacy of epidemiological evidence from
most developing countries. Moreover, the lack of satisfactory
country and disease-specific data hampers efforts to develop and
strengthen national prevention and control programmes
addressing NCDs with increasing public health importance.
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Major NCDs like cardiovascular diseases, cancer and
diabetes mellitus are linked to lifestyle changes accompanying
industrialization, urbanization and globalization. This has resulted
in high prevalence of common risk factors, namely tobacco use,
alcohol abuse, unhealthy diet, obesity, physical inactivity etc.

The global strategy adopted by WHO aims at reducing the
burden of NCDs through integrated prevention and control of
risk factors at individual, family, community and population
levels. It emphasizes the need for strengthening NCD surveillance
systems. Accordingly, NCD programmes are receiving increasing
attention in the countries of the Region.

Currently, the focus is on capacity building through mobili-
zation and strengthening of human resources for surveillance,
programme development and management. Further prioritization
of NCD programmes at regional and country levels requires
more evidence-based advocacy to facilitate appropriate policy
decisions.

The strategy for the prevention and control of NCDs
developed in the Region identifies major diseases, viz.,
cardiovascular diseases, cancer and diabetes mellitus for inte-
grated surveillance, prevention and community-based and
primary health care-based management. The strategy targets
common risk factors like tobacco and alcohol consumption,
physical inactivity, imbalanced diet, obesity and high blood
pressure.

Noncommunicable Disease Surveillance
Five main approaches to NCD surveillance are currently in use
in the Region. These are: record-based surveillance, national
report-based surveillance, periodic surveys, follow-up of
community studies, and national death registries.

Record-based surveillance has been implemented to
measure cancer incidence through population-based registries
in India and Thailand. All countries of the Region are applying
report-based surveillance using hospital data. It provides
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information on the proportion and distribution of causes of
deaths. With the exception of injuries and external causes, it is
regarded as rather a poor tool for measuring NCD morbidity.
National death registries, which are an important supplement
to NCD surveillance, have not been adequately developed in
most of the low-resource countries. In the SEA Region, only
Myanmar, Sri Lanka and Thailand reported coverage of at least
70% deaths. National periodic surveys and follow-up community
studies have been implemented in India, Indonesia and Thailand
and are regarded as a good tool for measuring morbidity and
NCD risk factors.

Despite considerable efforts, the quantity, quality, accessi-
bility and practical applicability of information on major NCDs
in the Region is largely inadequate. In particular, the data
available are insufficient to guide the development of cost-
effective programmes for prevention and control of NCDs.
Moreover, the lack of a reliable system of NCD surveillance
hampers sound evaluation of ongoing and planned intervention
programmes.

Collection, analysis and use of reliable, standardized and
up-to-date health information are essential aspects of health
planning and management. In view of the above, there is a need
to establish a simple, inexpensive, effective and feasible
surveillance system in the Region. As major NCDs share common
modifiable risk factors, namely tobacco and alcohol consump-
tion, high blood pressure, physical inactivity and imbalanced diet,
it is very important to establish risk factor surveillance together
with surveillance of selected NCDs.

At its 53rd session, the Regional Committee recognized the
need to strengthen national surveillance systems for the control
of both communicable and noncommunicable diseases. Subse-
quently, the foundation for the development of comprehensive
surveillance for NCDs has been set up in the Region. A new WHO
collaborating centre was designated in India to support
programme development and implementation.

A region-wise collection of available epidemiological
information on major NCDs and their risk factors was completed
in 2000. The main objective was to compile standardized data
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to provide evidence-based information for advocacy and policy
development purposes. In addition, the exercise was regarded
as the initial step in the process of establishing a functional
network of focal points in the Region for further surveillance
activities relating to NCDs.

In August 2000, a group of experts from the Member
countries attended an Intercountry Consultation of Principal
Investigators on Surveillance of Major NCDs. They reviewed,
consolidated and validated the available information and
identified areas where basic epidemiological information on
major NCDs and their risk factors is scarce, incomplete or of
poor quality. The draft NCD surveillance guidelines were
discussed and sound recommendations made on the establish-
ment of a comprehensive and reliable regional surveillance
system for major NCDs and their risk factors. A Regional NCD
Profile, based on compiled evidence, is being developed for
advocacy purposes and to serve as a tool for policy-makers in
developing public health strategies and interventions.

WHO continued to support selected activities aimed at
collection of standardized information on the current situation
and trends in the area of major NCDs. A long-term project on
establishing sentinel surveillance systems for cardiovascular risk
factors, cardiovascular mortality and determinants of the
epidemiological transition has been launched with WHO support
in 10 Indian industrial populations. An NCD risk factor survey
was initiated in Indonesia to test the standardized WHO surveil-
lance instrument. A Stroke Surveillance Programme, adopting
the WHO methodology, was initiated at six centres in India.
Community-based cancer registries in India and Thailand have
been strengthened and personnel trained to support the
establishment of cancer registries in other Member countries,
including Myanmar and Sri Lanka. In India, the National Cancer
Registry Programme was technically and financially supported
to develop a network of 30 national centres in order to obtain
an overview of patterns and monitor trends in the incidence of
cancer in different parts of the country.

Another important step initiated by the Regional Office was
to support Member countries in establishing partner-based net-
works for the development of effective, reliable and sustainable
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national NCD surveillance systems to be integrated within
national health information systems. WHO standardized metho-
dology and tools for NCD surveillance have been developed and
tested in selected Member countries. The Regional Office is
planning to establish a functional mechanism to provide linkages
between national networks in the Region.

Noncommunicable Disease Prevention
The economic, social, behavioural, and demographic determi-
nants of NCDs have become more apparent; larger segments
of populations in the Region are acquiring unhealthy lifestyles.
Rising tobacco consumption, an imbalanced diet and physical
inactivity have become important factors contributing to the ill
health of the population.

Primary and secondary prevention is the most important
method of reducing mortality and morbidity due to NCDs. The
application of both population-based and individual prevention
approaches has been feasible and cost-effective in selected
countries in Europe and North America. Unfortunately, there is
very little awareness in the Region that NCDs are amenable to
effective prevention.

WHO continues to promote an integrated approach to
NCD prevention and control, which addresses common risk
factors of major NCDs that could be effectively addressed
through community-based intervention programmes. So far,
there have been limited attempts to implement comprehensive
community-based NCD prevention programmes in the Region.
Wherever initiated, they often lack intersectoral cooperation
and appropriate monitoring. They also cannot demonstrate
changes of risk factors and disease outcomes in the
communities.

Four countries, viz., India, Indonesia, Myanmar and
Thailand, are implementing an integrated approach for the
prevention of NCDs in selected areas. Even in countries where
an integrated approach has been initiated, more technical
support for better management and monitoring of project
implementation is needed.



The Work of WHO in the South-East Asia Region

28

WHO is continuing efforts to increase public awareness
about NCDs and their risk factors and to strengthen programme
management capabilities. Bangladesh, DPR Korea, India,
Myanmar and Sri Lanka conducted training courses on prevention
and management of NCDs for medical and paramedical staff.

In order to bring about increased awareness among the
public and modify unhealthy behaviours that contribute to
major NCDs at the community level, new projects targeting
common lifestyle-related risk factors have been initiated with
WHO support in Bangladesh, India, Indonesia and Sri Lanka.
These community-based intervention projects aim at promoting
healthy lifestyles, particularly focusing on the health hazards
of tobacco use, diet and physical activity and reduction of other
risk factors. The emphasis is on developing appropriate, country-
specific intervention packages and on testing instruments for
evaluation of its outputs and outcomes.

The ultimate goal is to develop culture-specific intervention
strategies on prevention of major NCDs, including cardiovascular
diseases, cancer and diabetes mellitus with due focus on
behavioural risk factors and other determinants. This should be
supplemented by a reliable surveillance system that would
provide a standardized tool for meaningful evaluation of
ongoing and planned NCD prevention programmes at national
and subnational levels.

Noncommunicable Disease Management
NCDs are an important health issue in the South-East Asia
Region. Cardiovascular diseases, cancer and diabetes mellitus
have been recognized as leading causes of mortality and
morbidity in the countries where life expectancy exceeds 60 years.
They are also regarded as a priority public health challenge in
the coming decades. Transformation of the health systems in
developing countries is essential to address this challenge
appropriately. In particular, the health systems need to be more
responsive to changing expectations and health demands
resulting from ongoing demographic and epidemiological
transition.
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In the Region, NCDs have been mostly addressed with
tertiary care, which is expensive and often only a palliative.
Relatively less attention has been given to prevention. The health
services market is dominated by the private sector and concen-
trated in major urban agglomerations. Modern diagnostic and
curative services are inaccessible and/or unaffordable to the
majority of those in need. The introduction of voluntary user
charges and community-based insurance schemes, aimed at
improving access to essential services, has been proposed as
an alternative to private and social health insurance and tested
in selected communities in Bangladesh and India.

Public health care systems in the Member countries are not
designed to address the current NCD epidemic. There is an over-
all inadequacy of health care infrastructure and human resources
for early detection and quality curative services. Furthermore, the
management strategy for chronic, degenerative NCDs needs
significant revision if compared with control of communicable
diseases, maternal and perinatal conditions and nutritional
deficiencies. Therefore, an adjustment of the health care system
is required. It should be guided by evidence-based information
on changing trends in disease pattern and cost-effectiveness of
feasible interventions. The Region is participating in the global
WHO exercise aimed at collection of standardized data on
assessment of national capacity for NCD prevention and control.

With its limited resources but clearly defined focus on
surveillance and prevention, WHO has continued to support
Member countries in developing and strengthening national
programmes for prevention and control of major NCDs. The
efforts to promote an integrated approach to management at
the community level with optimal utilization of primary health
care facilities have been intensified. Still, most of the programmes
in the Member countries are vertical. In some countries (e.g.
DPR Korea and Thailand) attempts have been made to integrate
various NCD programmes at the national level.

The current emphasis of the integrated NCD programme,
initiated in 1986 in Thailand, is on modification of unhealthy
behaviours, improving the quality of life and promoting a healthy
environment. The programme addresses the need for reorienta-
tion of the health care system to make it more accessible and
affordable and promote people’s participation in self-care.
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National Cancer Control Programmes (NCCPs) have been
initiated in most countries of the Region. These programmes are
at an early stage of development and need further long-term
WHO technical support. The National Cancer Control Strategy
in Indonesia is being revised with WHO assistance. In addition
to primary prevention, NCCPs promote early detection, cost-
effective treatment and palliation for patients with advanced
cancer.

Facilities for screening and proper management of cancer
patients are grossly limited in most countries of the Region. In
India, more than two-thirds of cancer patients are already in an
advanced and incurable stage at the time of diagnosis.
Appropriate strategies are being developed, including creating
public awareness about cancer, tobacco control, and application
of self or assisted screening techniques for oral, cervical and
breast cancers. Training of health personnel on early detection
of pre-cancerous conditions, development of palliative care
services, and strengthening of referral facilities for combined
cancer treatment regimens are also assuming increasing
importance in the Region.

One of WHO’s priorities in cancer control is screening for
cervical cancer, which is the most prevalent cancer among women.
The emphasis is also on training of health personnel for oncolo-
gical services. During the last two years, WHO continued its
technical assistance for establishing training centres for cancer
management. Training of laboratory staff for the screening of
cervical cancer was initiated in collaboration with NGOs in India
and a community-based early detection campaign was supported.
An intercountry training course on palliative care of terminal
cancer patients resulted in the development of guidelines on
palliative care in India and Indonesia. Some countries are currently
developing national policies for pain management and care for
terminally-ill patients.

The current and anticipated burden of NCDs in the Region
can be illustrated by WHO estimates that forecast the
disproportionate expansion of diabetes mellitus in South-East
Asia. In 1995, 20 per cent of the global diabetic population
resided in the Region. However, this will reach 27 per cent by
2025 when the South-East Asia Region will move to the first
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position among all WHO Regions, with the largest diabetic
population (see Figure 2.1).

National programmes for the prevention and control of
diabetes mellitus have been strengthened in Bangladesh,
Myanmar and Thailand. The development of new diabetes
control programmes has been supported in Indonesia and
Sri Lanka. Prevention and control activities at the country level
have been evaluated in nine countries of the Region (Bangladesh,
Bhutan, DPR Korea, India, Indonesia, Maldives, Myanmar,
Sri Lanka and Thailand).

WHO continued to provide technical and financial support
in the area of capacity building for national diabetes control
programmes in the Member countries. Training of concerned
staff was facilitated through fellowships. In view of the growing
demand for better treatment, a guide for self-care of diabetes
has been developed by the Regional Office.

Recent advances in human genetics have highlighted the
role of heredity in single-gene disorders (e.g. thalasaemia) and
common NCDs like cardiovascular diseases and cancer in which
both genes and the environment are the major causative factors.
In Maldives, prevention and management of thalassaemia has

Figure 2.1:  Persons with diabetes mellitus in WHO regions:
estimates and projections 1995-2025

Source: World Health Report 1997 (modified)
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been supported through strengthening of the National
Thalassaemia Centre. WHO supported the participation of experts
from the Region in the Second Conference on Thalassaemia, held
in New Delhi in November 2000.

Tobacco Free Initiative

In response to the urgent call for intercountry action on tobacco
control by the 17th Health Ministers Meeting, held in October 1999,
Member countries were supported in undertaking research and
innovative demand reduction interventions. To support country
activities, a $ 800 000-funded plan of action was approved for
the biennium 2000-2001. Most countries have evolved national
plans with technical and financial support from WHO.

The International Conference on Tobacco Control Law:
Towards a WHO Framework Convention on Tobacco Control,
organized and co-hosted by the Regional Office in January 2000,
brought together over 100 participants from all over the world,
particularly from the developing countries. The focus was on the
inclusion of developing countries’ perspective in the formulation
of the WHO Framework Convention on Tobacco Control. Critical
outcomes of the Conference, including the New Delhi Declaration,
are an important milestone for the countries in the march towards
a tobacco-free Region as the Declaration reinforces further
regional action on tobacco control.

At its 52nd session, the Regional Committee adopted the
Regional Policy Framework and Regional Action Plan 2000-2004
for tobacco control. The Action Plan highlights time-bound
critical demand reduction policies and activities to be adopted
by all countries in a comprehensive manner.

The Region hosted the global launch of World No-Tobacco
Day in Bangkok on 31 May 2000. Activities included the national
launch of the South-East Asia Anti-Tobacco (SEAAT) Flame, the
start of the advocacy clock on tobacco by the Director-General
of WHO, press conferences by the Prime Minister of Thailand
and the Director-General of WHO and an audience of the
Director-General with His Majesty the King of Thailand. These
activities helped to strengthen advocacy for political as well as
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social support for tobacco control in the country. Her Royal
Highness Princess Bajarakitiyabha of Thailand chaired the
function to launch the South-East Asia Anti-Tobacco (SEAAT)
Flame.

To support advocacy and educational programmes for
World No-Tobacco Day at the country level, information kits were
produced and distributed to all countries. The Regional Director
briefed the press on various occasions on the issue of tobacco
control. Nine countries of the Region were visited by Mr Alan
Landers, a one-time tobacco industry model – now turned
tobacco control activist. His campaign, supported by the Regional
Office, using his personal experience on the hazards of tobacco,
touched many hearts including cancer patients, the youth, policy-
makers and women’s groups. Results in terms of societal action
for tobacco control have been reported to be remarkable in the
countries he visited.

To enhance Region-wide social mobilization, the SEAAT
Flame Campaign was launched on 7 January 2000. The Flame,
in many cultures of the Region, symbolizes energy, life, youthful-
ness and victory of good over evil. The aim of the campaign
was to stimulate and increase the momentum of societal action
against tobacco. The Flame travelled through all the ten
countries of the Region. It not only spurred the creation of non-
smoking settings such as universities, research institutions and
hospitals but also sensitized communities, the youth in particular,
on the harmful effects of tobacco use. The Flame formed an
integral part and a critical component of World No-Tobacco Day
celebrations in many countries in 2000 and 2001.

Strengthening the regulatory aspects of tobacco control is
critical to the success of national tobacco control policies.
Countries, including Nepal and Indonesia, have been provided
technical support in reviewing and strengthening existing national
laws and regulations on tobacco control, including drug control
in Indonesia.

An Intercountry Consultation on FCTC, organized in Jakarta
in April 2001, provided the necessary forum for countries to
crystallize their inputs to the development and negotiation process
of FCTC. A Declaration issued by the Consultation supported FCTC
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while bringing into focus the specific needs of Member countries.
The participation of all Member countries in the Working Group
meetings as well as in the first and second sessions of the
Intergovernmental Negotiating Body on FCTC was supported.

Development of a scientifically sound database on tobacco
control continued to be a critical component of the technical
support to selected countries of the Region. Sentinel prevalence
studies on tobacco use were initiated and partly completed in
Bangladesh, India, Indonesia, Myanmar and Sri Lanka. This
would provide a sound basis for intervention development and
advocacy for intensified tobacco control activities. To support
fiscal policy formulation in Member countries, economic analysis
of tobacco production and use as well as health and other costs
related to tobacco use have been initiated in Bangladesh,
Indonesia, Maldives, Myanmar, Nepal, Sri Lanka and Thailand.
It is hoped that the results of these studies would direct and
strengthen the efforts of the countries to enact fiscal policies
which will protect children, the youth, women and the poor from
the hazards of tobacco use.

While the adverse effects of smoking on reproductive health
are widely known, that of chewing tobacco needs to be further

Dr Gro Harlem Brundtland, Director-General, WHO, pushing the button to
start the Digital Death Clock showing the death toll from smoking at the
global launch of World No-Tobacco Day, Bangkok, May 2000.
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studied. In most countries in the Indian subcontinent, tobacco
use among women is predominantly in the chewing form.
Research to elucidate the implications of chewing tobacco for
reproductive health outcomes has been initiated in Bangladesh
and India.

Countries have also been supported in the area of tobacco
control among children, the youth and women through the
development of target-specific information packages, particularly
for rural women, and a summary on tobacco use among the
youth.

The media plays a very critical role in advocacy and the
formulation of publicised opinion for health action. An
intercountry meeting of media experts, including those from
communication and advertising agencies, was conducted to
evolve a regional strategy for media interventions to comple-
ment the regional advocacy strategy developed during the period
under review. This would provide direction for effective and
concerted country-level advocacy and media interventions for
tobacco control.

NGOs play a critical role in tobacco control activities in
the Region. To strengthen the capacity of major NGOs through
networking, profiles of major NGOs have been compiled with
materials on specific capacity building issues developed for their
use.

To support tobacco control focal points at the country level,
the Indian Institute of Health Management and Research, Jaipur,
was contracted to develop management training modules on
tobacco control.
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3
Health Systems and
Community Health

Child and Adolescent Health and Development (CAH)

Child rights and protection

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

Adolescent health and development

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

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

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

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

Integrated Management of Childhood Illness (IMCI)

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

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

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

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

Intercountry/ 
Country 
courses 

Facilitators 
training  
(5 days) 

11-day 
course 

BHW  
5-day 
course 

BFC 
course 

Orientation of 
community-

based volunteers 

Intercountry  21 208 69  25 – 

India (National/ 
District level) 

– – 274  64 – 

Indonesia  
(National/ 
District level) 

– 126 16  – – 

Myanmar  
(National/ 
District Level) 

–  35 2 371  42 – 

Nepal (National/ 
District level) 

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

Total number of 
people trained 

32 720 2 871 131 17 143 

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

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

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

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

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

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

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

The South-East Asia
Region has done
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training package
for Basic Health

Workers. This has
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has produced a kit on IMCI for a wide variety of audiences, which
is available on the web site of the Regional Office .

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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



The Work of WHO in the South-East Asia Region

47

determine the operational requirements and develop HRH plans
relevant to the national health systems.

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

As seen in Table 3.2, the proportion of extra-regional
fellowships was 25.2 per cent, as against 32.5 per cent in the
previous two-year period. This was in line with the recommen-
dations of the 50th session of the Regional Committee.





The Work of WHO in the South-East Asia Region

53

During the reporting period, regionally the percentage of
fellowships for females (28.3%) was marginally lower than for
the previous reporting period (31.3%). In absolute terms,
DPR Korea and Myanmar sent more female candidates during
the reporting period.

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

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

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

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

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



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

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

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

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

Healthy Environment

Health in Sustainable Development
(including Healthy Settings)
Countries in the Region have been strengthening the infrastructure
and improving services to cope with traditional environmental
threats. However, the rapid pace of urbanization and population
pressure continues to expose large numbers to health risks
associated with the lack of clean water and basic sanitation.
Similarly, while environmental standards are being developed in
Member countries and their enforcement strengthened, the
“conflict” between economic development and environmental
protection continues to expose human health to modern
environmental risks.

Nine countries have initiated Health and Environment (H&E)
programmes and adopted or drafted plans of action involving
intersectoral partnerships. During the reporting period, WHO
assisted Thailand and Myanmar in developing their national
Health and Environment Action Plans with the focus on priority
areas of Water Supply and Sanitation, Food and Chemical Safety,
Air Pollution, Solid and Hazardous Waste, and Health Impact
Assessment. A similar exercise for Bhutan is under way. National
action plans have also been developed with WHO facilitating
the process.

The constraints in implementing the national action plans
on health and environment include the absence of a national

55
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coordinating mechanism to monitor the progress of implemen-
tation and the lack of requisite H&E programme implementation
capacities in the ministries of health and other sectoral ministries.
A regional publication, Sustainable Development and Health for
All: Building the Capacity of National Health Authorities, was
published to highlight these aspects.

The focus on the health of the poor has also been
sharpened. The Regional Office organized regional conferences
of parliamentarians on the health of the vulnerable population
in November 1999 in Kathmandu, and on the impact of
tuberculosis and malaria on poverty in November 2000 in Dhaka.
The development of a national strategy on health and poverty
reduction in Sri Lanka and Nepal respectively is under way. The
SEARO publication, Poverty and Health, has been widely
disseminated. A methodology for Health Impact Assessment is
being shared with countries.

Healthy Settings

At its 53rd session, the Regional Committee urged countries to
pilot the concept of Healthy Districts. To create a better under-
standing of the concept and practice of healthy settings, an

Haphazard growth of colonies in urban areas is a major contributing factor
to environmental degradation in some countries.
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advocacy package has been developed. This encapsulates the
origins of the concept, experiences in the implementation of the
various elemental settings (schools, hospitals, cities) with the
Healthy District as an umbrella setting for coordinated and
cooperative action for health. The Regional Concept and
Strategic Paper and operational guidelines would help Member
countries in developing healthy districts. A training course on
the management of integrated healthy settings at the district level
is scheduled for August 2001 to further enhance national capacity
for healthy setting projects.

Nutrition for Health and Development
All countries of the Region have developed national plans of
action for nutrition with a multisectoral approach following the
declaration at the International Conference on Nutrition (ICN)
in 1992. National nutrition and food policies have been adopted
in most countries and interventions are being redesigned keeping
in view past experiences and future needs.

A regional nutrition profile has been prepared which
highlights nutritional achievements and future challenges. The
per capita energy supply has increased in the Region during the
last 20 years but the progress with regard to reduction in mild
and moderate degrees of malnutrition is negligible in most
countries. The trends in the prevalence of underweight children
are shown in Figure 4.1.

Household food insecurity is a major concern in all countries.
Nutritional disorders of public health concern are protein energy
malnutrition (PEM), and deficiencies of micronutrients, such as iron,
iodine and vitamin A. Also, diet-related chronic noncommunicable
diseases (NCDs), are becoming severe burdens on health services,
causing death and disability in several countries of the Region.

In December 1999, the Regional Office organized, a joint
WHO/FAO intercountry workshop to review the progress of coun-
tries and exchange experiences in developing and implementing
national nutrition plans. The workshop also assisted in the revision
and reprioritization of national plans of action for nutrition on
the basis of successes and failures of programme implementation.

Regular growth monitoring
is essential to measure child
development.
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In February 2000, the first inter-agency meeting of the newly-
formed South-East Asian Iodine Deficiency Disorder Elimination
Action (SEA IDDEA) Group was convened in New Delhi. This was
in collaboration with UNICEF, Micronutrient Initiative (MI) and the
International Coordination Council for Elimination of Iodine
Deficiency Disorders (ICCIDD) to begin a process of planning
regional collaborative approaches.

A regional training workshop to improve knowledge and
skills on management of severe malnutrition was conducted in
Dhaka in December 2000. The 6th meeting of the South-East
Asia Nutrition Research-cum Action Network in Myanmar, held
in February 2001, reviewed nutrition research undertaken by
members of the nutrition network during the last five years. It
also developed a generic draft protocol for undertaking a survey
on diet-related chronic diseases in selected countries.

In collaboration with UNICEF and FAO, a regional
consultation on infant and young child feeding was conducted
in Bangkok in March 2001. The Consultation reviewed current
infant feeding practices, policies and plans of the countries of
the Region and discussed a draft global strategy on infant and
young child feeding. The proportion of children who are breast-
fed in the Region is shown in Figure 4.2.
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Figure 4.1: Trends in prevalence of underweight
(weight for age) children (<5 years)
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Nationals of DPR Korea were trained in nutrition monitoring,
data collection, compilation and surveillance. A two-year fellow-
ship was provided to Bhutan for sustainable development of the
food and nutrition programme.

Orissa state in India decided to include vitamin A supple-
mentation with the Intensified Pulse Polio campaigns to provide
evidence of feasibility, safety and impact that this intervention
has on the vitamin A status of children. India has been included
in the WHO Multicentric Growth Reference Study for Children
0-5 Years: The international multicentre study aims at constructing
new growth reference curves for children aged 0 to 5 years by
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pooling data from seven sites in different geographical regions.
The study will be completed in 2003.

A study on promoting household nutrition security, parti-
cularly among the vulnerable, will assist in the development of
policy, plans and programme in Myanmar. Bhutan was supported
in conducting and analysing data of the national nutrition survey
and vitamin A prevalence survey. Also, Maldives was supported
in undertaking a nationwide vitamin A status survey in under-
five children, the first of its kind in the country.

Food Safety

In addition to microbial contamination of food and water, the
increasing use of chemicals in agriculture and food processing
has added new concerns for health. A number of countries have
entered the international food trade and are exporting and/or
importing food. While several countries in the Region have food
legislation, well-defined national food safety policies and
strategies have yet to be developed in many of them.

As part of the follow-up of the 10-point Regional Strategy
on Food Safety developed by the Regional Office in 1998, WHO
support was provided to India by way of rapid assessment of
selected state food laboratories, leading to a report and advice
on the minimum requirements for a well-equipped microbiology
laboratory. A brief review of Indian food law was initiated and
examples of well-designed food safety legislation by other
countries provided. Maldives and Bhutan were supported in the
areas of (a) training in general food safety, (b) hazard analysis
critical control point (HACCP), and (c) inspections and
strengthening laboratory capabilities. The 10 point Regional
Strategy was adopted as a resolution at the 53

rd
 session of the

Regional Committee.

Protection of the Human Environment

Water supply and sanitation in human settlements

During the reporting period, the focus was on the preparation
of the joint WHO/UNICEF Global Water Supply and Sanitation
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Assessment 2000, and strengthening of national drinking water
quality surveillance programmes. Figure 4.3 reflects the
availability of piped water in selected cities in the Region.

All countries in the Region submitted reports for the
preparation of the Assessment 2000 report and subsequently
provided clarifications. The final report was launched in
November 2000 at a meeting of the Water Supply and Sanitation
Collaborative Council, held in Iguaçu, Brazil. The report provides
an important frame of reference for policy development, planning
and advocacy.

In preparation for the March 2000 World Water Forum,
the Water Supply and Sanitation Collaborative Council held a
series of regional meetings (in Bangkok for South Asia) and
subsequently a global meeting in Ahmedabad, India. The
meetings were designed to finalize the “Vision 21” document
representing the sector strategy for the first part of the new
millennium. The strategy was presented at the World Water Forum
Conference in the Hague in March 2000.
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Subsequently, efforts continued to support national drinking
water and sanitation programmes in the Member countries and
to address the problem of arsenic contamination of drinking water
in Bangladesh and India. A meeting on preparation of a mono-
graph on arsenic was held in Dhaka in November 1999 with the
participation of WHO, UNICEF, the World Bank as well as other
contributors. The document summarizing various aspects of arsenic
poisoning and mitigation approaches and technologies is available
in draft form and will be accessible on the internet by mid-2001
for peer review and subsequent finalization. Work has also started
on the preparation of Guidelines for Monitoring, Surveillance and
Control of Water Supplies in Medium Sized Towns, initiated in
Bangladesh with support from WHO headquarters. The Regional
Office is also collaborating with WHO headquarters in developing
a technical document on monitoring chemicals in drinking water.

To strengthen national drinking water quality surveillance
programmes, a review of national programmes was conducted in
the latter half of 2000. The situation was reviewed at an inter-
country consultation, held at Bangkok in January 2001 where plans
of action were prepared. Demonstration projects at the national
level are now being planned for immediate implementation.

Environmental health in urban development

Efforts continued on further expansion and promotion of the
Healthy City approach. Support was extended to communities
that already had programmes. To assist these communities as
well as those interested in initiating such projects, two regional
publications were planned. The first, based on a questionnaire
survey of various practitioners of Healthy City projects as well as
those administrators responsible for promotion of the approach,
has already been published. The second publication will summa-
rize successes and constraints of various Healthy City projects in
the Region and draw conclusions based on regional experiences.

Assessment of environmental health hazards

The assessment of environmental health hazards from air, water
and land pollution in Member countries to help promote the
development of national capability for better management,
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continues to be an area of priority. In this regard, a review,
through a questionnaire survey, of the capacity of Member
countries in the area of hazardous waste management was
carried out. A status report and the country profiles have since
been prepared. These documents will provide the base for the
formulation of proposals for strengthening national hazardous
waste management programmes. In addition, a similar exercise
to review Member countries’ capacity in the area of ambient air
quality control was also carried out through a questionnaire
survey. Based on the information collected, a status report on
urban air quality management and country profiles have been
prepared. Areas of action for capacity development will soon
be identified. Meanwhile, support continued to be provided to
countries in the area of hospital waste management.

Promotion of chemical safety

In this programme area, support was extended mainly in
strengthening the poison control and management capacity in
India, Indonesia, Nepal and Thailand. A Pesticide Poisoning
Training Manual for Health Workers at the PHC level is being
prepared. An analytical toxicological training course was
organized in Bangkok. The implementation of pilot projects on
Establishment of Pesticide Poisoning Database in India, Indonesia,
Nepal and Thailand was completed.

A retrospective study of Organophosphorous Pesticide
Poisoning was completed in cooperation with the Medical
Toxicological Unit of St. Thomas Hospital, London, U.K.

Occupational and environmental health

The Region is home to nearly 25 per cent of the world’s popula-
tion and has an estimated work force of 580 million. Eighty per
cent of this work force is in the informal sectors, including small-
scale industries, home industries, self-employed, services, farms
and fisheries. In order to reduce the burden of occupational
disease and injuries, WHO collaborative activities focused on
three main areas: (1) strengthening existing infrastructure,
(2) responding to occupational hazards, and (3) capacity building
for human resource development.
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The infrastructure of the two existing collaborating centres
on occupational health, located in India and Thailand, was
strengthened. Essential supplies and equipment were provided
to the National Institute of Occupational Health, Ahmedabad.
Support was provided to the Collaborating Centre on
Occupational Health of the Ministry of Public Health, Nonthaburi
(Thailand) for participation at the International Workshop on
Occupational Health, held in Singapore, in August 2000.

In all countries, surveys for risk assessment of hazardous
conditions and unsafe work practices and developing regional
guidelines for surveillance of occupational diseases have been
initiated. In addition, support was provided for the development
of an advocacy brochure on health promotion at work places.

In the area of health impact assessment of environmental
hazards, the Regional Office has adopted a three-pronged
approach: (1) providing policy and advocacy support,
(2) providing technical support and, (3) developing partnership
for implementation of health impact assessment.

An advocacy brochure for the inclusion of health impact
assessment in development projects, based on a situational
analysis of prevailing conditions in the countries of the Region

Pesticide poisoning is a major concern in the Region.
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has been prepared. This document will be critical in providing
policy and advocacy support to policy-makers and catalyzing
intersectoral collaboration in mitigating the health impact of
environmental hazards. Tools and guidelines for the accurate
detection of arsenicosis are being developed for use by four
Member countries. This activity is important in defining the true
burden of disease associated with arsenic contamination in the
Region. The Regional Office conducted a preliminary survey of
arsenic contamination in Ronpiboon district in Thailand. It was
found that a high proportion of exposed subjects suffered from
clinical arsenicosis.

To further strengthen regional capacity to respond to
environmental hazards, a Regional Training Workshop in
Environmental Epidemiology was held in New Delhi in December
1999. The objective was to provide basic skills and knowledge
of environmental epidemiological methods for surveillance,
monitoring and response to environmental health problems.

Recognizing partnership as a critical component to deal
with environmental health, the Regional Office played a key role
in forging partnership with the UN Foundation to fund an arsenic
mitigation project in Bangladesh.

Emergency and Humanitarian Action
The health of people in the Region continues to be affected by
natural disasters and complex emergencies (see Table 4.1). The
cyclone in Orissa State (India) killed 10 000 people in October
1999 and 10-15 million people were directly affected. A devas-
tating earthquake hit Gujarat State (India) in January 2001 taking
nearly 30 000 lives and injuring 170 000 persons. There was
widespread destruction of houses and infrastructure rendering
approximately one million people homeless. The health
infrastructure was severely affected with 227 health facilities being
destroyed. The floods in West Bengal (India), Nepal, Bhutan and
Bangladesh in August-September 2000 directly affected millions
of people.

The crisis in East Timor, West Timor, and Maluku contributed
to large population displacement and a breakdown of the civil
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and health infrastructure. This posed a serious challenge in
delivering adequate health services. The health situation in
DPR Korea continues to be precarious in spite of some improve-
ments over the past years. The civil conflict in the northern part
of Sri Lanka has made the people living in the affected areas
more vulnerable. The increasing health problems in the border
areas between Myanmar and Thailand, characterized by popula-
tion movements, have exposed people to health risks, particularly
related to malaria, tuberculosis and HIV-AIDS. The public health
consequences of complex emergencies and natural disasters
therefore remain a challenge for WHO in the Region. The
Regional Office has been able to mobilize extrabudgetary
resources amounting to approximately $ 9 million for East Timor,
Indonesia, DPR Korea, and India (Gujarat) and for activities at
the Thai-Myanmar border.

Support was provided to Bangladesh, Indonesia, Nepal and
Myanmar for the development of emergency profiles. The
progress of the Emergency Information System in the respective

Source: WHO/SEARO

Table 4.1:  Reported major disasters in SEA Region 
 

Date Type Country 

Early 1998 Haze due to forest fire Indonesia 

May 1998 Cyclone Bangladesh 

June 1998 Cyclone India 

June 1998 Tidal wave DPR Korea 

June 1998 Flood Bangladesh 

June 1998 Flood India 

December 1998 Earthquake Indonesia 

October 1999 Super cyclone India  

December1999 Complex emergency East Timor 

June 2000 Earthquake Indonesia 

August 2000 Flood Bhutan 

August 2000 Flood Bangladesh 

September 2000 Cyclone Bangladesh 

September 2000 Flood India 

January 2001 Earthquake India  
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countries was shared during a sub-regional workshop in Calcutta
in November 2000. The All India Institute of Hygiene and Public
Health, Calcutta, was contracted to conduct research on post-
flood disaster preparedness and training activities for
strengthening the emergency health information system.

A member of the EHA team in the Regional Office was a
key member of the UN Disaster Assessment and Coordination
(UNDAC) team sent to Orissa after the super-cyclone and
provided technical support in the initial rapid health sector
assessment. A system for epidemiological surveillance, which was
used by all agencies, was developed jointly by WHO and
Medicine Sans Frontiers.

The Regional Office responded rapidly to the earthquake
in Gujarat and participated in the initial assessment by the
UNDAC team. A team consisting of about 15 professional staff
was in the field within a few days after the earthquake. This greatly
helped in developing the necessary rapport with the government,
local and international agencies as well as donor representatives.
The main activities were focused on strengthening disease
surveillance, health sector coordination, water quality control and
re-establishment and rehabilitation of health services with special
attention to primary health care.

The Regional Office responded rapidly to the earthquake in Gujarat and
participated in the initial assessment by the UNDAC team.
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After the referendum in August 1999, more than 75% of the
population in East Timor was initially displaced. Soon after, WHO
had a presence in East Timor, along with other UN agencies. Later,
a WHO office was established in Dili. It played a catalytic role in
the formation of the future direction of health development, the
formation of its health authority, and in the formulation of health
policy, planning and health regulations. WHO contributed in
rebuilding a communicable disease control capability by helping
with the re-establishment of a communicable diseases surveillance
system and the setting up of a rapid outbreak response. A Weekly
Epidemiological Bulletin was published bilingually in Tetun and
English. In close collaboration with other partners, WHO supported
the establishment of a Roll Back Malaria strategy and a National
Tuberculosis Control Programme, and the implementation of a
national polio immunization campaign with vitamin A distribution.
Emphasis has also been given to the reconstruction and delivery
of basic services, child and adolescent health, safe motherhood,
reproductive health and HIV-STIs. SUMA, a computerized tool for
the management of humanitarian relief supplies, was used for the
coordination of pharmaceutical supplies. WHO supported the
development of an essential drugs list and steps have been taken
for further drug legislation and registration. In the current post-
emergency phase, WHO is supporting a wide range of activities
to improve the health of the population and establish a viable
and sustainable health care system in East Timor. While focusing
on long-term solutions, attention is also given to immediate health
problems. The Director-General, Dr Brundtland, visited East Timor
in October 2000 and confirmed WHO’s continued support for
health development.

After the civil unrest in East Timor, there were a large
number of internally displaced people in West Timor. A WHO
sub-office with international as well as national professional staff
was established in Kupang, West Timor, to strengthen public
health and disease surveillance and malaria control. The health
situation of the displaced persons in West Timor has improved.
WHO continues to support the West Timor health authorities on
a limited scale by conducting laboratory training and support
for disease surveillance.

The sectarian violence in Maluku resulted in large population
displacement. Health services for the population on both sides of
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the conflict were severely affected. WHO provided a Health
Coordinator from October 2000 based in the UN Office in Ambon,
but continuous presence was hampered by the security situation.

The first “Health as a Bridge for Peace” workshop in
Indonesia was held in October 2000 in Yogyakarta. The partici-
pants, mostly government health workers, came from across
Indonesia, particularly areas that are facing unrest such as
Maluku, Aceh, West Papua and Irian Jaya. The aim of the
workshop was to enable health professionals to improve their
services in conflict situations, and was part of the expanding
“Health as a bridge for Peace” initiative in the Region. The
University of Gadja Mada in Yogyakarta was contracted to adapt
and translate the curriculum for the second workshop held in
Ambon in February 2001.

The EHA Office, established in November 1997 in
Pyongyang, continues to have one international EHA Coordinator.
The programmes have focused on control of tuberculosis through
the introduction of DOTS, capacity in disease surveillance and
early warning of epidemics, and quality of health services at the
community level. The emphasis has been on the provision of
necessary equipment and supplies complemented by training and
capacity building. An external review of WHO’s emergency
response in DPR Korea was carried out in September 2000 in
cooperation with the Swedish International Development Agency
(SIDA). The Government decided in February 2001 to transform
the EHA office to a permanent WHO office.

In Nepal, an APO has been working as a focal point for
EHA in the WHO office with support from DANIDA, and
considerable progress has been made in disaster preparedness
activities. However, a full-time person on disaster preparedness
is yet to be designated in the Ministry of Health and this is
constraining further progress. Two workshops on mass casualty
management and strategic planning related to earthquake
preparedness were conducted in June 1999 with support from
PAHO. Furthermore, two intersectoral workshops on disaster
preparedness and management were conducted in June 2000,
and a video on mass casualty management has been completed.

A national workshop on “Health as a Bridge for Peace”
was held in Sri Lanka in February 2000, and will be followed by



a training-of-trainers workshop in 2001. The escalation of the
internal conflict from late 1999 onwards emphasizes the need
for continuous assessment of the health situation in the conflict-
affected areas in Sri Lanka.

The Regional Office has mobilized funds to support a two-
year project on health coordination in the border areas of
Myanmar and Thailand. The objective is to improve the health
of the population with special focus on the health and
humanitarian aspects of the migrant population, and to
complement the ongoing joint action plan between the two
countries.

The Work of WHO in the South-East Asia Region
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5
Social Change and

Mental Health

Health Promotion
The Healthy Settings approach has been the thrust for health
promotion interventions during the past two years. The period
saw systematic initiatives in the areas of health promoting schools,
workplaces and hospitals.

In response to the Health Ministers’ recommendations to
Member countries to gradually develop schools into health
promoting schools, WHO has supported the review of school
health programmes and the strengthening of school health
interventions. Working together with WHO headquarters and the
Educational Development Centre, Boston, USA, a Region-specific
instrument, Rapid Assessment and Action Planning Process
(RAAPP) for assessing country capacity and planning for the
development of health promoting schools has been developed.
RAAPP has been used with good results in Indonesia at both
central and provincial levels. It is planned to be used to develop
and support health promoting schools in other countries of the
Region in the next biennium. Technical support has been provided
to countries in strengthening various aspects of school health
programmes. Bhutan was assisted to review and strengthen its
national school health curriculum. A Memorandum of
Understanding between the Ministry of Education, WHO and
Smithkline Beecham Pharmaceuticals in Indonesia for deworming
of school children has been facilitated. The national health
promotion strategy of Maldives, which includes approaches to

71
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improve the health of school children, has been supported.
Further, operational guidelines for the development of health
promoting schools have been completed. A Regional Framework
for introducing Life skills Education to promote the health of
adolescents has been developed for adaptation and incorpora-
tion into the school curriculum by Member countries. An inter-
country consultation on incorporating the life skills package into
school health was attended by participants from all the countries.

A healthy lifestyle is critical to the quality of life. It not only
helps prevent some communicable diseases which are increas-
ingly becoming a public health problem in the Region, but also
enhances individual and community responsibility for self-care.
To provide direction and support interventions at the community
level, advocacy publications on healthy lifestyles and on the
prevention and management of noncommunicable diseases were
developed. Training modules on healthy lifestyles for community-
level health personnel were developed, reviewed by experts and
pretested in two countries. These modules should help strengthen
the capacity of community-based health staff in promoting healthy
lifestyles.

Advocacy on health promoting workplaces has been intensi-
fied since the fourth International Conference on Health Promotion,
held in Jakarta in 1997. A regional advocacy publication on
promoting health at the worksite for both workers and manage-
ment as well as the surrounding communities has been developed.
This will provide direction to relevant national authorities in working
with establishments, factories, and industries, both formal and
informal, to gradually improve occupational health programmes.

Health promoting hospitals was the focus of an intercountry
consultation in Bangkok in November 1999. The consultation
created a better understanding of what the health promoting
hospital concept was about. It also motivated participants to pay
attention to other health determinants at the hospital setting which
influence the health of patients, their relatives, management and
staff. A Regional Concept and Strategic Paper was reviewed and
finalized based on the regional guiding principles for the develop-
ment of health promoting hospitals and schools. Based on these
guiding principles, regional operational guidelines for the develop-
ment of health promoting hospitals have also been developed.
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The 5th Global Conference on Health Promotion, held in
Mexico City in June 2000, provided an opportune forum for
Ministers of Health and participants from Member countries to
define their vision for health promotion at the country level
through the adoption of the Ministerial statements on Health
Promotion and the Framework for Health Promotion. The
outcomes of the Conference will continue to provide directions
to Member countries for the development of their plans of action
for the next biennium and beyond.

Disability/Injury Prevention and Rehabilitation

Injury and violence

Rapid industrialization, urbanization and an unprecedented
increase in the number of vehicles, coupled with lack of health
and safety promotion policies, have resulted in injuries becoming
a leading cause of morbidity, mortality and disability globally and
in the South-East Asia Region. Although there is a general paucity
of information on the burden and determinants of injury, the efforts
of the Regional Office in the last few years have resulted in the
identification of road traffic injuries, domestic injuries, occupational
injuries (especially agricultural injuries), suicides and violence as
major causes of injury in the Region. Injuries contribute to 10-20%
of deaths, varying between the countries; 20-30 times this number
is hospitalized, and 50-100 times that number need emergency
care. Nearly one-third of all disabilities in the Region is due to
injury. Despite these staggering statistics, most countries in the
Region still do not have a national injury prevention programme
in place. Following the recommendations of the Workshop on Injury
Prevention, held in 1997, national focal persons have been
identified in some Member countries. Meanwhile, the Regional
Office has intensified its efforts to place injury prevention and
control on the development agenda of Member countries.

Prevention of blindness and deafness

The prevalence of blindness in the Region is around 0.8%. The
rates vary from 0.3% in Thailand to 1.5% in Indonesia. The

Industrialization,
urbanization and
an increase in the
number of vehicles

have become a leading
cause of morbidity,

mortality and disability
in the South-East

Asia Region.



The Work of WHO in the South-East Asia Region

74

blindness prevalence rate for Thailand is comparable to
developed countries and is a reflection of the outstanding
achievement of the Thai national programme.

Renewed efforts have been initiated for prevention of
blindness following the regional launch by the Regional Director,
in September 1999, of Vision 2020: The Right to Sight, to contain
the rising incidence of blindness in the Region. At its 53rd session,
the Regional Committee adopted a resolution in support of
Vision: 2020. With WHO support, seven Member countries have
already launched their National Vision 2020. This has greatly
helped to put blindness prevention on the national health
development agenda. Most countries observed 12 October 2000
as World Sight Day. Various programmes were organized with
the participation of national leaders, celebrities and professionals.

A Regional Strategy Document for Vision 2020 has been
developed following two intercountry consultations. At a follow-
up intercountry meeting, the countries agreed to develop a
national plan of action for Vision 2020. Through this strategy
document Member countries commit themselves to three main
directions, viz., advocacy, partnership development and
networking, and integrated approach to reduction of disease
burden through coordinated development of human resources
and infrastructure.

During the period under review, the Regional Office
conducted a study covering five countries in the Region. This
study revealed a high burden of ocular morbidity and blindness
due to eye injuries, and corneal ulcers. Efforts are being made
to contain this “silent epidemic”. A baseline study to assess the
existing status of ophthalmic training at both undergraduate and
postgraduate levels in medical schools in five countries of the
Region has been completed. Data are currently being analysed.
This should facilitate in reorienting medical education to the goals
of Vision 2020. Financial support for training paediatric eye care
teams to address childhood blindness and to train eye care
programme managers has been mobilized.

To fill the long-existing gap in knowledge on the burden
and determinants of deafness in the Region, the Regional Office
supported a multi-centric study in four countries using the protocol
developed by WHO headquarters. The data, which will be further
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refined, will be useful in developing a regional profile as well as
for programme planning.

Ageing and health

Six countries in the Region (DPR Korea, India, Indonesia, Maldives,
Sri Lanka and Thailand) have already achieved a life expectancy
at birth of above 60 years. This rapid increase in the population
of the elderly has resulted not only in disturbing the social support
system but also impacted directly on the health of the populations
with increasing physical as well as neurological disabilities.

The Regional Office has been actively engaged in highlight-
ing the health aspects of ageing. A situation analysis on ageing
and health in the Region has been proposed. The data, when
available, will be used to develop a regional profile and
subsequently a regional strategy.

Rehabilitation

An estimated 3-10% of the population in the Region is disabled
causing a great socioeconomic burden to the already fragile
economy of the countries.

The elderly population in the Region is growing steadily.
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WHO has for long promoted the concept of community-
based rehabilitation. Countries such as Bangladesh, Bhutan,
India, Indonesia, Myanmar, Sri Lanka and Thailand have initiated
integration of CBR into PHC services. Training of health workers
in CBR is being strengthened. This will help in developing the
much-needed human resources in this important area of health
development.

Oral Health

Strengthening of oral health care is one of the public health
priorities in the Region in view of the rising prevalence of this
preventable health problem.

Dental caries, periodontal diseases and oral cancer have
been identified as major oral health problems. During the period
under review, WHO supported the training of participants from
eight Member countries in Atraumatic Restorative Treatment (ART)
at the Faculty of Dentistry in Thamasat University, Thailand. ART
is a well-accepted component of WHO’s Oral Health package
for the control of dental caries.

Community oral care efforts are being intensified in the Region.
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Mental Health
Historically, disease burden has been based on mortality statistics.
However, these statistics underestimate the burden from non-fatal
conditions such as neuropsychiatric disorders, which include both
mental and neurological disorders. Thus, neuropsychiatric
disorders have largely been ignored as they are not included in
the “cause of death” list. When disease burden measurement
includes time lived with disability, several neuropsychiatric
disorders emerge as leading causes of disease burden worldwide.

Reliable population-based data on the burden of neuro-
psychiatric disorders in the Region are currently being compiled.
Mental health disorders, such as dementia, depression and
schizophrenia, generally affect the elderly. There has been an
increase in the number and proportion of the elderly in the
Region. It is estimated that 45% of the increase in schizophrenia
from 1985 to 2000 is based on ageing of the populations. Consi-
dering the vast size of the population, it is estimated that the Region
will be faced with a huge burden from mental health morbidity.

The stigma associated with neuropsychiatric disorders leads
to various negative consequences not only for the sick persons
but also for their families. These include rejection, denial of equal
opportunities and participation in various activities, humiliation
and isolation. Persons with neuropsychiatric disorders are at high
risk of human rights violations. Despite the significant public
health impact of neuropsychiatric disorders on morbidity, disability
and mortality, policy-makers and health care administrators
worldwide accord low priority to the development of services for
these conditions.

Attention is being increasingly focused on community-based
activities in mental health. Such programmes are commonly
referred to as community mental health (CMH) and cover treat-
ment and intervention programmes initiated and implemented
outside mental hospitals.

Coverage with basic mental health care has been increa-
sing continuously over the last decade in all countries of the
Region. The Regional Office has supported these efforts through
technical assistance covering aspects of training etc.
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A regional meeting of national mental health focal points
was held in the Regional Office in October 2000 to discuss
mental health programmes of Member countries and to review
the regional policy on mental health. World Health Day 2001
was dedicated to mental health and was observed widely in all
Member countries.

In India, support was provided for various studies including
dementia and its prevention; development of training modules
in basic mental health services for community health care
providers; promotion of mental health amongst adolescents;
identification and optimum management of depression, and
management of epilepsy in the community.

Indonesia is going through substantial political and
economic changes which are affecting the health care system.
With the government’s new policy of decentralization, the struc-
ture and delivery of mental health services will need to be revised.
The Regional Office supported the Government of Indonesia in
the development of a draft mental health policy.

In Sri Lanka, support was provided to develop two model
districts for mental health services in the community. Other
projects that were supported included prevention of harm from
alcohol and substance abuse and prevention of suicide,
particularly amongst adolescents.

Thailand, with its vast resources in mental health, is playing
an important role in training in mental health, not only for the
Member countries of the Region, but also for other countries,
such as China, Vietnam, Cambodia etc. Support was extended
to cover, among others, a workshop on community mental health;
development of a curriculum for community-based rehabilitation
and life skills development for adolescents concentrating on rural
and marginalized populations.

Substance Abuse

The Region is particularly affected by the problem of substance
abuse. Injecting drug use has been fuelling the AIDS epidemic
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in many countries of the Region. What is being witnessed today,
on a global scale, is a virtual epidemic. A disturbing trend is
that more and more young people are being drawn to this
devastating addiction. The sharing of contaminated equipment
to inject drugs has been a key factor in the spread of HIV/AIDS
and other infections among drug users.

A Regional Policy and Strategies on Substance Abuse,
including plans of action for 2000-2005, have been developed.
This aims to sensitize governments on the importance of
substance abuse and for them to define the goals and objectives
(both long-term and short-term) to control substance abuse.

In Indonesia, an eighteen-month (second phase)
Ethnographic Study on the Intervention Strategies of Street
Gangs, their Alcohol and Drug Use was conducted by the Police
Science College, Jakarta, with officials of the Directorate of
Mental Health and with NGO groups working on substance
abuse. Their action plan to control the increasing menace of
substance abuse in the country is being reviewed.

In September 1999, UNDCP launched a three-year project
on Strengthening Selected Demand Reduction Programmes with
WHO as the executing agency. The project aims at
strengthening selected components of demand reduction: data
collection, prevention, treatment and rehabil i tation
programmes.

One NGO each in India, Indonesia and Thailand, has
been identified to develop a network of substance abuse
prevention and services.

An Intercountry consultation on Child and Adolescent
Health and Development in Bali, Indonesia, identified the urgent
need to address psychosocial development of adolescents in
the Region. A component of this programme will be prevention
of substance abuse among adolescents. An Intercountry
Consultation to Promote the Incorporation of Life Skills into
School Education for Adolescents was held at Bangkok in
December 2000.

The sharing of
contaminated

equipment to inject
drugs has been a
key factor in the

spread of HIV/AIDS
and other infections
among drug users.
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Alcohol abuse

There is clear evidence that alcohol-related morbidity and
mortality is high in most countries of the Region. Impairment
due to excess alcohol use also adds to the other negative conse-
quences such as accidents due to drunken driving, domestic
violence and reduced productivity. Methanol poisoning due to
adulterated alcoholic beverages is also a problem in the Region.

Alcohol abuse in poor and deprived communities is
particularly deleterious     as scarce financial resources of the family
are diverted to alcohol rather than to food, health care and
education. Another phenomenon which is commonly seen is
“pay-day binge drinking”. Some wage earners spend their entire
month’s earnings on alcohol.

In India, in the mid-1990s, the adult male per capita
consumption of alcohol was 5-6 litres and the prevalence of
alcohol-dependence syndrome was estimated to be 3.2 million.
The total alcohol production more than doubled to 800 million
litres between 1993 and 1996. Fifty per cent of all home and farm
accidents were estimated to be related to regular consumption
of alcohol.

In Sri Lanka, the adult per capita alcohol consumption
increased from 3.79 to 5.11 litres between 1990 and 1997. A
survey in the mid-1990s revealed that 43% of urban shanty
dwellers and 60% of estate workers consumed alcohol.

A 1991 survey in Thailand revealed that 31.4% of those
over 14 years of age consumed alcohol (54% of males and 10%
of females). Thailand showed an 11-fold increase in beer
production between 1970 and 1993.

In DPR Korea, the per capita consumption is reported to
be 3 litres. In Myanmar, 10% of all admissions to the Yangon
Psychiatry Hospital in 1994-96 were due to alcohol dependence.
Cirrhosis of the liver, possibly related to excess alcohol consump-
tion, has been reported as the third most common cause of death
in Bhutan.

Systematic research aimed at estimating and understanding
the nature and extent of public health problems related to alcohol

There is clear evi-
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use in the Region is required. Meanwhile, there is a need to imple-
ment effective strategies for prevention of harm from alcohol.
These strategies, which are being developed and implemented
include early identification and services for alcohol abuse and
dependence, campaigns aimed at reducing specific problems
like drunken driving and industrial accidents, and increasing
public awareness about the harmful effects of alcohol abuse.

The Regional Office is developing several intercountry
projects which will assist Member countries in planning and
developing their programmes on mental health and substance
abuse.

Sri Lanka and Bangladesh are setting up National Institutes
of Mental Health, similar to the National Institute of Mental Health
and Neurosciences, Bangalore, India. The Regional Office is
providing technical support for the establishment and
development of these centres of excellence.

Rural and marginalized populations are particularly affected
by neuropsychiatric conditions, not only because of a lack of
services but also due to widespread myths, misconceptions and
traditional methods used to manage such conditions. A training
module in basic neuropsychiatric disorders will be developed for
community health care providers. In addition, advocacy material
for the community on the medical nature of neuropsychiatric
disorders and the need to take appropriate treatment will be
developed and widely circulated.

Member countries of the Region are witnessing rapid
changes in population growth, socioeconomic development and
health profiles. Suicide rates vary from 8-50 per 100 000 popu-
lation in the countries of the Region. India and Sri Lanka record
the highest number of suicide rates (11 and 37 per 100 000 popu-
lation respectively) and occupy the 45th and 7th positions globally.
Nearly 2 548 persons in Bangladesh, 4 840 in DPR Korea,
104 000 persons in India, 5 616 in Sri Lanka and 5 095 in
Thailand committed suicide during 1997-98 as per official reports.

With changing sociocultural values in the populations of
Member countries, adolescents are facing increasing psycho-
logical stresses. Poverty, economic crisis and material demands
are adding to their mental stress.

Rural and margina-
lized populations are
particularly affected
by neuropsychiatric
conditions not only
because of a lack of
services but also due
to widespread myths
and misconceptions.



Simple modules on stress management, coping skills,
enhancement of self esteem etc. are being developed. These
modules can be adapted for use in different communities
depending on their specific needs.
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6
Health Technology and

Pharmaceuticals

Essential Drugs and Medicines Policy
WHO collaboration with countries in pharmaceuticals is within
the framework of a National Drug Policy (NDP) which aims at
providing drugs relevant to the health care needs of the popula-
tion, of acceptable quality, in an affordable and sustainable
manner, and ensuring their rational use. The Essential Drugs
concept is a key component of NDP. The countries have made
steady progress in this area; in addition, pharmaceuticals became
conspicuous in the health arena due to new and highly visible
issues introduced by globalization. Traditional medicine, an area
where the countries of the Region have a rich heritage, also came
into prominence due to an increasing interest in the wake of
Intellectual Property Rights.

Access and affordability, and sustainable financing of
essential drugs were discussed by the Working Group on Drug
Financing in Nepal in May 2000; this was part of the larger global
effort of seeing that essential drugs are provided on the basis of
need rather than on the ability to pay. The efforts to promote the
rational use of drugs in the Region were reflected in the
workshops for health officials held in Indonesia and, for the first
time, in a workshop that was held with a consumer/ patient focus
in Thailand.

The South-East Asia Region is
endowed with a rich heritage
of traditional medicines.
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Issues including technical cooperation and reference
substances were discussed at two ASEAN meetings. The Workshop
on Regulation and Monitoring of Drug Imports, held at Bangkok
in December 2000, enabled an “inventory” of drug registration
to be done in the countries of the Region.

As part of bilateral activities, information on pharmaceutical
raw material producers in India were provided to Indonesia. This
has enabled the Indonesian manufacturers to purchase raw
materials cost-effectively, thus moving towards the overall
objective of achieving self-sufficiency in essential drugs.

Harmonization of drug registration in the developing world
is being given increasing attention. However, such harmonization
must be within the context of a benefit to public health rather
than simply attempting to register drugs faster. The Regional
Office, in collaboration with WHO headquarters, presented the
public health perspective as well as the Asian situation (which
also involved the Western Pacific Regional Office) at the Asian
Regulatory Conference in Bangkok in March 2001. The
International Pharmaceutical Federation (FIP – the international
association of pharmacists) initiated collaboration with the
Regional Office to establish a Pharmaceutical Forum for the
Region. This is to be modelled on what is already functioning in
the European Region but with modifications based on the
background/situation of the profession in the Region.

At the country level, Bhutan was moving towards enacting
legislation to institutionalise the National Drug Policy. Sri Lanka,
which for a long time had an unwritten drug policy, held a
meeting in November 2000 as the first step to institutionalize the
policy. In the drug registration area, Maldives, which imports all
its drugs, installed a computerized system to monitor all drug
imports and to provide useful data on drug consumption in the
country. Continuing support was given to Indonesia in the
regulatory area where the Directorate General of Drug and Food
Control in the Ministry of Health was succeeded by the National
Agency of Drug and Food Control. Other countries too are
considering the model of a drug regulatory authority to function
as an independent regulatory body rather than as a section of
the Ministry of Health. Sri Lanka became the 59th Member
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country of the WHO International Monitoring Programme for
Adverse Drug Reaction Monitoring.

The Regional Office participated in a joint mission to
evaluate the pharmaceutical situation in DPR Korea. Drug infor-
mation for rational use as well as technical and material support
for the manufacture of essential drugs were identified as priority
areas.

In India, support was provided for a situation analysis of
the ayurveda sector as well as for developing a module on tradi-
tional medicine. The module could be used in the curricula of
other systems of medicine. Projects to evaluate the efficacy of
drugs in the ayurvedic system using strict scientific criteria were
also initiated.

The most visible pharmaceutical issue in the Region was the
effect of the Intellectual Property Rights on the affordability and
access to pharmaceuticals. Two meetings (Jakarta, May 2000 and
Bangkok, July 2000) were held with all stakeholders to increase
awareness on the clauses that allow public health needs to be
considered in the Trade-Related Aspects of Intellectual Property
Rights (TRIPS) agreement. However, these clauses must be part of
national legislation before a country can use them. The status of
these clauses in national legislation is being examined with the
aim of providing appropriate information and advice to the
countries. This issue surfaced again when Thailand wanted to
manufacture fluconazole for the treatment of fungal infections in
AIDS patients. The issue, with global implications, is yet to be
resolved.

The intellectual property rights of traditional medicines
were discussed at the Inter-Regional Workshop on Intellectual
Property Rights in the context on Traditional Medicines, held in
Bangkok in December 2000. It was emphasized that knowledge
developed by a community when made use of, should benefit
the community also rather than only the institutions who have
made it a commodity. This issue was also discussed at an ASEAN
meeting, held in February 2001 in Jakarta. A plan was deve-
loped to foster active cooperation among ASEAN countries to
adopt a variety of measures to protect the biodiversity of these
nations.

The most visible
pharmaceutical issue
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The Region has the capability to take a compound from
discovery to registration as a finished formulation; it has the
manufacturing capacity to provide essential drugs of adequate
quality for the population in the Region. What needs to be
ensured is that drugs of good quality are accessible and
affordable and used rationally.

Vaccines and Other Biologicals

Vaccine research/field trials

Studies in the Region currently supported through the WHO
headquarters’ Steering Committee on Epidemiology and Field
Research include:

• Hib study in Vellore, India. While this study is nearly
complete, the laboratory aspects are continuing.

• Rubella/Congenital Rubella Syndrome (CRS) in Vellore,
India. This study is expected to be completed in less
than a year.

• Respiratory Syncytial Virus (RSV) disease burden study in
Indonesia. This is a long-term study currently in progress.

• CRS surveillance in Yangon, Myanmar. This study has
received ethical national clearance and the burden study
is expected to start before the end of 2001.

• CRS surveillance by an ophthalmology group in
Madurai, India. A team of experts recently visited the
site and assisted the investigators in finalizing their
proposal.

Introduction of new vaccines

In July 2000 the Regional Office and USAID/Partnership for Health
Reform (PHR) conducted a meeting in New Delhi to present and
promote the Global Alliance on Vaccines and Immunization
(GAVI), encouraging the introduction of new and under-used
vaccines and generating a country perspective on immunization
financing. The meeting recommended the establishment of a
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regional working group on immunization to help draft long-term
plans of action on immunization and for the introduction of new
vaccines. Disease burden studies to help countries in their
application for GAVI funding were also recommended.

A Regional Working Group on Immunization for South-East
Asia     (RWG-SEA) was formed in November 2000 with membership
of WHO SEA Regional Office, UNICEF ROSA, World Bank,
Children’s Vaccine Programme, donors, and Member countries.
The RWG-SEA Secretariat is based in the Regional Office.

RWG-SEA provided technical assistance to India, Nepal and
Bangladesh to evaluate their respective hepatitis B disease burden
and assist with developing their GAVI applications. All three
countries are in the process of applying for assistance to introduce
hepatitis B vaccine (HBV) in their routine immunization programmes.
Bhutan has already applied for and secured GAVI funding for the
introduction of new vaccines. However, GAVI funding will only
begin in 2003 when the existing external funding for hepatitis B
ends.

Immunization systems – vaccine supply and quality

Strengthening of national regulatory authorities (NRA) was
accorded high priority in the Region during 2000. Training and
assessments have provided governments a systematic way of
addressing vaccine quality issues. National Regulatory Authorities
of Sri Lanka and Thailand were assessed and found to be largely
competent. Thailand needs to strengthen compliance with Good
Manufacturing Practice (GMP) and Sri Lanka has to increase
access to laboratories for testing. NRA in India has an adequate
structure; however, the capacity to implement regulations needs
to be strengthened. The polio eradication programme in India
has challenged the OPV quality control systems and, in response,
several measures have been undertaken. The government played
an active role in conducting GMP audits of OPV manufacturers,
standardized OPV potency procedures and provided standard
cell lines and antiserum to all the manufacturers. At the regional
level, NRAs and manufacturers are making efforts to harmonise
hepatitis B vaccine potency testing procedures.
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Twenty candidates from National Control Laboratories and
National Control Authority manufacturers have received training
in topics including laboratory quality systems, good manufac-
turing practices, DTP vaccine production, vaccine quality control
technology and laboratory animal science and husbandry for
vaccine quality control. However, the countries of the Region need
to pay increased attention to vaccine regulation and develop
responsive systems.

India, Indonesia and Thailand are self-sufficient in the
supply of vaccines through domestic production and government
funding of all routine EPI vaccines. India was able to supply 80%
of the total OPV required for supplementary immunization
activities during 1999 and 2000. Several Indian vaccine manufac-
turers and Bio Farma in Indonesia have developed capacity to
produce HBV.

To further ensure uninterrupted supply of vaccines, all
countries need to improve forecasting and vaccine management.
They should also carry out regular reviews of vaccine wastage.

Immunization safety

The first South-East Asian Regional workshop on immunization
safety was held in Colombo in November 2000 with the participa-
tion of national immunization programme managers, officers
responsible for vaccine preventable diseases surveillance and
representatives of national regulatory authorities. The workshop
recognized that immunization requires coordinated response and
a high level of political commitment. In order to generate adequate
commitment from the government, it was recommended that
immunization safety be included on the agendas of the meetings
of Ministers of Health and Health Secretaries.

Based on the countries’ interest and support generated from
the workshop, immunization safety will be a major priority for
the Region in 2001. Country-level injection safety assessments
are planned for Bangladesh, India, Myanmar and Nepal. All
national-level immunization programme managers, staff
responsible for vaccine quality and representatives of regulatory
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authorities will be trained to further develop surveillance of
adverse events following immunizations.

Cold chain

The cold chain mechanism in the high-risk state of Bihar, in
northern India, was upgraded and made almost fully functional.
A computerized spare parts inventory system was introduced
simultaneously.

A plan for upgrading the cold chain in Nepal was prepared
in cooperation with the UNICEF country office. The implementa-
tion, including a computerized inventory and cold store tempera-
ture monitoring system, is planned to begin in early 2001. A
12-month cold chain temperature monitoring study will take place
in 2001-2002.

A follow-up visit, including an inspection of the cold store
and training in cold chain for medical officers, took place in
DPR Korea in December 2000. The procurement and installation
of a new cold room, a freezer room, a stand-by generator and
an A/C unit has been planned for 2001. A cold chain review for
the eastern coastal region has also been planned.

The introduction of solar hybrid cold chain systems has been
planned in Myanmar and Sri Lanka. Field trials are scheduled
to take place in mid-2001.

A two-year temperature study conducted in cooperation
with DANIDA was finalized in Madhya Pradesh, India. The result
of the study indicates that the present cold chain is too cold for
hepatitis B vaccine. The initial phase of introduction of the
geographical information system (GIS) to monitor the distribution
of chloro-fluoro carbon (CFC) compared to non-CFC cold chain
equipment has been conducted.

A joint team of staff from the Regional Office and WHO
headquarters and the Crown Agents of London visited the cold
store in Pune, Maharasthra, India. Following this visit, the protocol
for cold store certification was drafted.
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Polio Eradication Initiative
In 2000, the South-East Asia Region accounted for 40% of the
global burden of virus-positive polio1  with India contributing 97%
of the cases in SEAR2  (Figure 6.1). Nepal reported four cases
along the border with India, and Myanmar reported two. The
achievement of Bangladesh in reducing the number of cases from
29 in 1999 to just one case in 2000 is particularly noteworthy.
Since the onset of paralysis of this case in August, no wild virus
has been found in Bangladesh despite good surveillance. The
last P2 wild poliovirus was isolated in Aligarh, Uttar Pradesh,
India, in October 1999. The evidence to date indicates that India
and the world may have successfully eradicated the P2 wild
poliovirus. DPR Korea is reported to have stopped polio
transmission; however, more information is needed.

Through May 2001, only 14 cases of wild polio virus have
been reported in the Region. All of them are in India.

During 2000, all countries of the Region conducted
supplementary immunization rounds, with endemic countries
conducting additional rounds of NIDs or mop-up operations in
the high-risk areas. In India, the implementation of the Intensified
Pulse Polio Immunization (IPPI) strategy during the winter of 1999
and spring of 2000 led to the emergence of three distinct
epidemiological zones of polio transmission. A high-burden zone,
comprising Bihar, Delhi, Uttar Pradesh (UP) and West Bengal; a
middle-burden zone, comprising 7 states, and a low-burden
zone, comprising the remaining states of which several were
polio-free. India implemented four rounds of IPPI in the high-
burden zone, three in the middle-burden zone and two in the
low-burden zone during the period September 2000 to January
2001.

In addition to IPPIs, eight mop-ups were conducted,
reaching 22.7 million under-five children in 74 districts in 6 states.
However, the emergence of wild polioviruses after the completion
of the mop-ups in the North Karnataka region and Maharashtra

1 271 out of 662 cases globally as of February 2001
2 264 out of 271 cases as of February 2001

The UN Secretary-General,
Mr Kofi Annan, participated in
India’s national immunization
day programme during his
visit to New Delhi in April
2001.
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indicates that the quality may have been compromised. The
detection of a wild virus in Kerala, a state in India free of polio
since 1997, highlights the importance of implementing high
quality NIDs, maintaining high routine immunization and sustain-
ing a high level of AFP surveillance. The genetic sequencing of
the wild virus isolate from this area indicates that these viruses
are indigenous and local transmission was taking place.

The progress in the Region shows that eradication is an
achievable target in India and Bangladesh even by the end of
2001, and that the strategies are appropriate. To further
accelerate polio eradication activities, the Government of India
has been planning to conduct pre-emptive mopping-up
campaigns in UP and Bihar in the spring of 2001. The pre-emptive
mop-ups will target districts where wild poliovirus transmission
has been documented during the low-transmission season
(February–May) in previous years. Nepal will coordinate mop-
ups along its border with Bihar and Uttar Pradesh in India.

AFP surveillance

In 2000, Bangladesh, Bhutan and Myanmar achieved the non-
polio AFP rate of at least 1 case per 100 000 population aged
less than 15 years, thus joining India, Nepal, Sri Lanka, and
Thailand, who sustained their rate well above 1 per 100 000.
Indonesia had a rate close to 1 per 100 000. Whilst the reporting
of AFP improved in DPR Korea, non-polio rates have not been

Figure 6.1: Polio cases in SEA Region, 1999-2001

Source: WHO/SEARO

##
#

#

#

#
#

#
#

#

#
#### ##

#

## #
#

#

## #

#

# ## #
###

##

#
##

#
#

#

#
#

#
#
##

#
#
##
#

#
#

##

#
# ##

#
#

##
#
#

#

#
#
#

#
# #

## #
# ####

#

##
#

#
# ## ##

#
#

#
##

#

# #

#
#

#

#
#

#

# ## # ### ##
# # #####

###
#

# ##
####
#

#
#

##
# ##

#
#

## ###
# #

# ##
###
###

# #
###

## #
#

##

###
#

###
####

### ##
###

#
#
#

####

##
#

#

#

#
#
#

#

#
####

#

#
#

## ###
# # #

#
#

#
# #

# #

###
#

#
#

#

# ## #
##
#

#

#

#
#

#
#

#
# #

#
#

###
#

#

#

#

#
### ### #

#
#

#
#

#
#

#

#
#

##

#####
# #

##
## #

####
#

#
## #

#
#

##
## ####
#
#####

#
#
#

##

# #

###
#

#

# ##
#
## #

#
# ##

#
#

#
#

##
#

##
#

# #
#

#

#

#

#
#

#
# ## #

##
#

#

#
#

#
#

#

##
#

#

## ### # #
#

##
##

#

# #
##

#

#

#################

#
# ###

#
### ##

#
####

# #
#

##

#

#
##

#
# #

#

#
#

#

###
#

#
##

#

#

#

## ###

## ##
# #

## # #
#

##

#

#
#
##

###
# ###

#

#

#
#

##

#
#

#
#

#
#

#
#

###

#
#

# ###
#

#
#

##
# ##

#

###

#
#

###
#

###
#
##

### #

##
#

#
#

##
#

#

#
#

#
# #

#
# #
#

#
#####

#

#

#

# ##
#

#
# ##

#
#

##

##
# #

##

##
#

#

# #

#
#

##
#

#
# #

#
###

###
#

#

#

#
#

##

#

###
##
#
# #

#
##

#

#
#

#
#

#
#

##
# #

##
##

#
##

##
##

## # #

#

#

## #

#
#

#
#

#
#

#
###

#
#

##

##
#

############

#

# #
#

#
# #####

#
# ##

#

###
#

#

# #

##
#
# #

#
#
#

#
#

##
##

##
#
#

#
#
##

##
# ###

#

#
#

##

##

##
#

##
# #

#

#

### #
#

#
#

#
#

##
##

#####

# #

#
#

#

### ###
###

#
# ####

#
# ###

#
#

#
#
#

#
#
###

#

#
#

##
###
#

# ### ##
#
## ##

#
##

#
#

## #
##
#
######### #### # ###### #

###
#

#
#

## #
#

##
### ## ## ###### #

#
##

# # ###
# ####### ##
#

## #####
#
#

###
#
# #

#
### ##

###
#
#

#
#

#
#

#
#
##

#### #
# #

#
## ##### #

#### #
### #

# #
###

# ### ## #
# ## ###
### ####

####

# ###
##### ##
##
#
###### #######

##

##
#

# #
#

# ##
## ##
#

#
#
###### #

#
# ## ## #

#

# ####
#

###
#####

# #
#

#
# #
#
# ### #
#
#

#
##

#
##

## #
#

##

## ##
#

###
#
#### #
## #

######

###
#######
#

## #### ####
##

##

# ####

#

#
#

#

##
# ######
##
# ####

###### ##### # ## ### ######### #
#

#### # ##### ##
#

#
####

#
# ####

##### ####
#### ####### ##### ## #

### ####
# ### ##### ## ###
##### ##
##

# ### #
##

## ##### ## #
## ## ## ###

#
# #####

#
##

## ####
# ##
#

# ## ##
#

#
### #
#

####

######
#

#

# #
#

#
#
#

###
#

#

#
# ##

##

##
# ## ##

#

#
#
#

##
##

#
#

#

#
#

####

#
#

#
##

#

#

#
#

#
#
#

###
#
## #

# # ##
##

#
# ##########

#

#

#

#
#

#

#######

#
#

######
###

##
#
#
#

#
##

###
#

# ##
#
##

# #

#
#### #
#

##

# #
# ##

###
#

#

#
#

#
#

# #
###

#

##

## #

#
# #

#

##

#
###

#
#

##

#
##
# ##
##

#
#

#

##
############ #### #####

#

#

#
#

#
#######

# ## ####
#

### ###
#

###### # ### ####### ##### #### ###### # ## # #

####
#

#

##### #####
#
########

##
###
#
#

#
# ##

##
# ####

#### ##
###

# ##

#
#

#
##

##
# ## #

##
### ##

#
# #
# #### ######

#

##
#

#
###

## ####
# ## #

#

### ## ###

# ###
#

#
##
#

###
# #
#
#

# ### ######
#####

######## ##
###
#####

#
# ## ## ###
#
##

#
######

#
# #

####
## ##### #

# ### ##### ## #
### ####### ##

#
#
##
#

#

#
#######

#
##
### ##

##
#
###
#

#
##

###### ###### ## #################
#

## ########
## ####

#
##

##

#
#
#

#
###

## #####
# ##

#
###

##

###
#

#
#

#
#

#

###
#
#
#

##
#

#
#

#

##

#

# #

#

#
### #

# ##
## #
#
###

#
#

#
###

#

# ##
##

#
#

### #

# #######
####
#
## ###
##
#### ####

#
####

# ### ###

#
#

##

#
#

#

###

####

#
##

#
#

#

###

### #

#

# #

###
#
##

#

#
##

#

##

#

#

#

#

#

# #

#
##

##
#

#
#

#
#

#

#

##

#

#

#

##
##
#

#

#

#
#

#

#

#

#

#

##

#

#
#

#

#

#

# ####

# #

#
#

###
#

##
#
#

#

####
##### #
#

##
#
###
#####
#

##
##

#
#

##
# #

#
###### ####

#
#
#
#
# ## ###
#

#
#

#
###

####
## #

####
#####

####
##

#
#

# ##
#

#
#

# #
######
#

##
#

#
#
##

#
###

##### ###
## ##### #

## ### #### #### ##
### ## ### ###

## #
#

#
#

### ## # ### ##

### ### ## #### ## ### ###
# ##

#
#
# ##
###
### ###

## ##
#

#
#
#

# ## ##
### # #

## ##
####

# ####
#

# #
#

#
#

##
#####

# ######
###

## ###
#

##
####### ##

#
##

#### ###
#

#
## #

# ### #
#

#
##

#
#

# # ####
#

## ###
###
#
#
##

# ###
## ## #

#
#

#
#

#

#
##

#

# #
###

# ##

# ##
###

#
# #

#####
##

###### #
#

# ### #
#

##
#

##
#

##
#
##
#
####

###

##
## ##### ##

## #
###

### #
#

#

# ### #

#
#

#
#
## #

#

##
###

## #
###

######## #
## ## ###

# #
#
# ##

#
######
##

###
#
#
#

#

#

#
##### # #

#
#### #

#
### #####
#

#

##

#

#
#

#
#

#

##

#

#

#
#

#

###

#
## # #

##
#

#
###

####
#

# #

#
# ##### ## ### # ##

#
#

#
## ###

#

##
#

#####
#

####
###### ## ###
######

## #
###### #

### ####
## # #########

#####

#
#

#
##### #### #

#
#
##

###
###

#
##
######
#
####
##

###
#
#
####

#
##
#
#

#
## #
##

#
#

#
#

##
####

#
#####

# ##
#

### ###
### #

##
### ## #

#

##### #
#

### #
######### ## #### ####### ##### ### ##

#####
#

#
#

#
##

##
######
########

##
#
## ###

##
#####

###
##
#

########## ###
######### ######

#
# #######
## ################ ###### ####### ### ## ###

#

#

#

#

#
#

# #

#

#

#
#

#
#

##
###
# #

#
##

##
###

##
##

#
###

# ##
#

## #

#

#

##
#

#

#
#

#

##
#

#

###

#
# #

#

#

#

#

#
#

#

##

## #
##

##

#
##

# #
##

##

#
###

##
## # ##
### ## ## ## #

#
#### #

## #### ### ## #

# # ##
##

##
#####

##
#

#

# ##

## ###

#

#
## #

#

#

# ##
# ## ##

#
#

##

##

######
#

#

#

#

#

# #

# # #
## #

#

###
#

#### ## #####

##
#

##
# ### ####

#

#

###

###
#

#
## #

#
#

##
###
#
## #######

##

####

#

####

# #

1999 2000 2001

The progress in the
Region shows that
eradication is an

achievable target in
India and Bangladesh

even by the end of
2001, and that the

strategies are
appropriate.



The Work of WHO in the South-East Asia Region

92

calculated because of a delay in testing specimens in a WHO-
accredited laboratory. Information on these specimens will be
available in the second quarter of 2001. Based on the improve-
ment in surveillance, the Technical Consultative Group has
suggested that the countries of the Region which were still using
the clinical case classification scheme switch to the virological
classification scheme in 2001 with the exception of DPR Korea.

A switch to the virological scheme permits a sensitive as
well as a specific identification of polio, and provides programme
managers with specific virological information which they can
use to accurately target areas for mopping-up activities. The use
of the virological scheme entails the formation of a national expert
committee in every country. The committee’s function is to review
AFP cases from whom no or inadequate specimens were collected
in order to determine if they could have been polio.

Laboratory network

The WHO Regional Reference Laboratory in Mumbai has been
upgraded to a Global Reference Laboratory. Of the 17 labora-
tories in the Polio Laboratory Network in the Region, 15 are fully
accredited. The laboratory in DPR Korea is now equipped and
has trained staff. Further support and review are required prior
to achieving accreditation standards. A new software programme
has been developed and implemented in the polio laboratory in
Thailand, Myanmar and Bangladesh. It enables virologists to
perform additional laboratory-specific analysis of polio data.

Regional guidelines for the implementation of laboratory
containment of wild polioviruses have been developed and
countries with no poliovirus circulation for at least three years
were requested to prepare a national plan of action for the imple-
mentation of containment activities. Indonesia, Myanmar and
Sri Lanka have already started implementing these guidelines.

Measles control

Measles continues to be a major cause of morbidity and mortality
in the Region, with 37 030 cases reported in 1999, much lower
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than the 65 208 cases reported in 1998. However, the actual
incidence is estimated to be much higher due to underreporting.
Improved surveillance is key to better-targeted immunization
activities. Countries are building on the experience gained from
AFP surveillance to establish NT and measles surveillance.
Indonesia, Sri Lanka and Thailand have established laboratory
confirmation for measles outbreaks. In 2000, Myanmar
developed an intensive plan of action for measles control.

Measles control in the Region is guided by the polio
eradication status of each country. Bhutan, Indonesia, Maldives,
Sri Lanka and Thailand will concentrate on measles outbreak
prevention while polio endemic countries such as Bangladesh,
India, Myanmar and Nepal will target measles mortality reduction
with emphasis on campaigns to reach children not reached by
the routine EPI. In the latter group of countries, intensification of
measles control activities will only be considered when polio
eradication efforts are well advanced.

Neonatal tetanus control

Five countries of the Region are considered as having eliminated
neonatal tetanus (NT). However, it is estimated that about 100
million women of childbearing age are still at high risk. In 2000,
Myanmar continued the implementation of its elimination plan
based on the high-risk approach. Nepal developed a joint WHO–
UNICEF plan of action to eliminate NT and started implementing
the project in 2000. The remaining countries (Bangladesh, India,
Indonesia) are developing their plans to reach the target of less
than one NT case per 1 000 live births by 2001/2002. Countries
in the Region are encouraged to promote school-based
immunization (where female enrolment is high) to reach women
of childbearing age.

Vitamin A supplementation

Vitamin A deficiency (VAD) is a serious public health problem in
most developing countries, including those in the South-East Asia
Region, with serious negative health consequences for children
and women. While the available data indicate that the severe
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forms of vitamin A deficiency i.e. clinical xerophthalmia, have
declined in the Region, VAD continues to remain a major public
health and nutrition problem.

Over the past few years, many countries of the Region have
initiated different strategies to deliver high-dose vitamin A to
women and children for VAD prevention and treatment. Vitamin A
capsules are administered regularly along with measles case
management. Several countries of the Region, including
Bangladesh, Myanmar and Nepal, and a few states in India have
national vitamin A days during which capsules are given to
children 6 to 59 months of age.

National polio immunization days are also increasingly
being used to deliver vitamin A to children in the Region. During
1999-2000, NIDs and sub-NIDs were conducted in all countries
of the Region. Bangladesh, Indonesia, Myanmar, Nepal and a
few states of India (Assam, Orissa, Uttar Pradesh and Bihar)
integrated vitamin A distribution with NIDs. Over 35 million
children between 6 and 59 months of age received one high
dose of vitamin A during these campaigns.

During the 1999 and 2000 NIDs, WHO supported a study
in India to confirm that vitamin A supplementation with NIDs is
feasible and is safe and that vitamin A supplements improve
vitamin A status, and to assess the positive impact. The study
was undertaken in collaboration with the state Government of
Orissa and the National Institute of Nutrition (NIN), a WHO
collaborating centre. The results of the first part of the study
indicate that vitamin A administration along with OPVs during
large-scale immunization campaigns, such as NIDs, is safe and
feasible. The coverage of vitamin A to the target beneficiaries
was very high (92%). The follow-up impact study has been
completed and data are being processed.

Immunization Coverage – General

Data for 1999 showed that over 80% of children 12-23 months
old had received DPT vaccination in over 80% of districts in
Bhutan, Maldives, Myanmar, Sri Lanka and Thailand. Similarly,
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63% of districts in Bangladesh, 37% of districts in India, and 50%
of districts in Nepal reported over 80% DPT3 coverage (Table 6.1).
Therefore, maintaining and increasing routine immunization
coverage will be a top priority.

Recently, the discrepancy between the reported coverage
and the survey coverage results has been of great concern. The
Immmunization Data Quality Audit procedure, developed by
WHO headquarters to assess the quality of data at the country
level was tested in Sri Lanka in December 2000. The districts
where the audit took place were found to have highly accurate
data. Nevertheless, several ways to strengthen the monitoring
system were identified. In 2001, the Regional Office will attempt
to conduct similar tests in a “less performing” country, to get a
general view of the quality of data in the Region.

Disease incidence

The number of cases of diphtheria in 1999 (2 010) did not vary
much from the number of cases reported in 1998 (2 091)

Table 6.1:  Reported immunization coverage of children 12-23 months old in SEA Region,  
1998 and 1999 (percentages) 

BCG DPT3 OPV3 Measles TT2 
Country 

1998 1999 1998 1999 1998 1999 1998 1999 1998 1999 

Bangladesh 92 94 78 66 78 66 72 86 86 86 

Bhutan 94 n.a. 86 n.a. 85 n.a. 71 n.a. 80 n.a. 

DPR Korea 64 61 37 59 77 98 34 70 5 n.a. 

India 79 80 73 78 73 78 66 60 n.a. 80 

Indonesia 85 85 65 64 77 74 76 44 n.a. 81 

Maldives 99 98 97 97 97 98 98 97 91 95 

Myanmar 91 87 87 80 88 82 85 81 78 62 

Nepal 86 93 76 76 70 76 73 81 65 65 

Sri Lanka 90 97 94 99 94 99 91 95 78 91 

Thailand n.a. 98 n.a 97 n.a. 97 n.a. 94 n.a. 90 

Regional 81 78 72 77 67 78 74 74 60 74 

Source: Country reports 
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(Table 6.2). There was a significant decline in the cases of pertussis
in 1999: 12 276 from 46 666 in 1998, 41 940 in 1997 and
22 479 in 1996. Over 90% cases of pertussis (11 264) were
reported in India. In 1999, the number of cases reported for other
vaccine-preventable diseases such as measles, total tetanus, and
polio were 37 030, 6 376 and 3 128 respectively. In 2000, a small
outbreak of measles was reported in Myanmar. It was easily
controlled.

While the above number of cases can be used to monitor
trends, it is likely that the real incidence is much higher than
what is reported. The difficulty in diagnosing these diseases and
the poor quality of routine reporting are the two major reasons
for inaccurate data on the burden of diseases.

Blood Safety and Clinical Technology
The main thrust in this area has been on quality assurance in
various disciplines of health laboratories, blood safety,
antimicrobial resistance monitoring, analytical chemistry as well

Table 6.2:  Number of reported cases of EPI diseases, 
1998 and 1999 

Pertussis Diphtheria Polio Measles Tetanus 
Country 

1998 1999 1998 1999 1998 1999 1998 1999 1998 1999 

Bangladesh 1991 1814 123 58 312 396 6 522 5 666 1 991 1 814 

Bhutan 0 0 0 0 2 0 66 n.a. 0 n.a. 

DPR Korea 32 50 0 0 0 0 0 n.a n.a. 0 

India 1 199 1 264 1 378 1 786 4 315 2 817 33 990 21 013 6 705 2 125 

Indonesia n.a. 287 14 114 46 0 1 034 4 767 n.a. 1 782 

Maldives 0 n.a. 0 n.a. 0 0 0 n.a. 4 n.a 

Myanmar 46 n.a. 22 n.a. 40 50 1 465 n.a. n.a n.a 

Nepal 14 339 n.a 511 n.a. 31 42 5 771 n.a. 556 349 

Sri Lanka 135 112 0 0 0 0 177 2 417 76 72 

Thailand 101 43 43 52 31 0 13 734 3 167 43 52 

Regional 46 666 12 276 2 091 2 010 4 777 3 128 62 759 37 030 9 642 6 376 

Source: Country reports 
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as public health laboratories. Various group educational activities,
and training workshops were organized to strengthen quality
assurance and accreditation in various countries.

To support quality assurance in Member countries,
guidelines for the development of standard operating procedures
in microbiology, clinical chemistry, opportunistic infections in HIV/
AIDS and haematology were published and disseminated to all
Member countries. Translation of the publication Quality
Assurance in Bacteriology and Immunology into the Korean
language was supported for use in DPR Korea.

A steady increase in the number of participating labora-
tories in external quality assessment schemes covering a large
number of parameters is a broad indicator of improvement in
quality assurance. A systematic evaluation of quality assurance
activities in Bhutan, India, Myanmar, Nepal and Sri Lanka was
carried out and appropriate recommendations made. The
successes in quality assurance achieved in various countries are
being disseminated through the bi-annual QA Newsletter.

To improve quality, adequacy and safety in blood transfu-
sion services, technical support in terms of group educational
activities was provided to Bangladesh, DPR Korea, India,
Myanmar, Nepal and Sri Lanka. Efforts have been initiated in
India, Myanmar and Sri Lanka to educate clinicians about
rational use of blood. These activities shall be replicated in other
Member countries. Technical support was also provided to
Sri Lanka in formulating the proposal for revamping their blood
transfusion services, which has been approved for funding by
the Japanese Bank of International Cooperation (JBIC).

Realizing that quality management of blood transfusion
services is weak, WHO initiated a quality management project
in all the Member countries in 2000. Capacity building has been
accorded priority under this project. To assure uniformity in
training courses, course curriculum and training material were
developed. These were field tested at an intercountry workshop
at Bangkok during March–April 2001, attended by participants
from all the Member countries of the Region.

Quality assurance in diagnostic imaging continued to be
strengthened. In this regard, support was provided to Bangladesh,
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Indonesia, Myanmar and DPR Korea through the WHO
Collaborating Centre in Radiology at the All India Institute of
Medical Sciences, New Delhi.

Antimicrobial resistance has become a major issue of
concern in the Region. Laboratories undertaking antimicrobial
susceptibility testing play an important role in detecting emer-
gence and restricting the spread of resistant micro-organisms.
This requires the application of a uniform standardized technique
and the use of electronic means and customized computer
software to rapidly analyse the data. WHO has been actively
involved in the training of trainers in uniform methodology and
the utilization of WHO-developed software (WHONET 4 and 5).
Bangladesh, India, Indonesia, Myanmar, Nepal, Sri Lanka and
Thailand were provided technical support through WHO
consultants to strengthen antimicrobial resistance monitoring in
the respective countries. Networking of laboratories in different
countries is being proposed for quality assurance as well as
analysis of data at national and regional levels.

Chemical poisoning has emerged as a major problem in
some countries of the Region. In collaboration with the Medical
Toxicology Unit, London, programmes have been developed to

Total quality management and quality assurance of health laboratories
remain a major challenge in the Region.
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strengthen capacity building in analytical toxicology for India,
Myanmar, Nepal and Thailand.

To promote awareness on safety of blood, World Health
Day 2000, with the slogan, ‘Safe Blood Starts with Me – Blood
Saves Lives’, was observed, both in the Regional Office and in
Member countries, through various activities. Information material
developed by WHO headquarters and the Regional Office was
also distributed. Technical support was provided to all the
Member countries of the Region in organizing activities related
to blood safety.
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7
Evidence and Information

for Policy

Evidence for Health Policy
The WHO collaborative programmes in this area have included
collecting, validating, analysing, synthesizing and disseminating
information on health situation and trends in the Region.

Support was provided to strengthen the quality of morbidity
and mortality statistics and to improve the health information
systems in the countries of the Region. A number of intercountry
training courses on the Tenth Revision of the International
Statistical Classification of Diseases and Related Health Problems
(ICD-10) and medical record practices and health information
management in hospitals were conducted. A total of 135
participants from almost all the countries of the Region have
already been trained in these courses since 1997. The curricula
for these training courses were developed by the National Centre
for Classification in Health (NCCH), Brisbane, Australia, a WHO
Collaborating Centre for ICD-10.

This, in conjunction with other relevant efforts, culminated
in the institutionalization of the above-mentioned courses at the
National Institute of Health Sciences (NIHS), Kalutara, Sri Lanka.
The Institute has conducted intercountry ICD-10 training and
medical records/health information management courses for
participants from countries of the Region. Evaluations by the staff
of the WHO Collaborating Centre in Brisbane and experts from

Support was provided
to strengthen the

quality of morbidity
and mortality statis-
tics and to improve
the health informa-
tion systems in the

countries of
the Region.



The Work of WHO in the South-East Asia Region

102

the Region were positive and reflected the assurance that NIHS
is a competent regional centre to carry out these courses.

The next step in the process of building up the ICD-10
expertise within the Region is to develop capability for assessing
the quality of ICD-10 coding in the countries. For this purpose,
two technical core groups from Sri Lanka and Thailand were
established and trained in collaboration with NCCH. The core
groups were trained to use the benchmark audit tool, i.e. the
Australian Coding Benchmark Audit (ACBA), developed by NCCH.
This user-friendly tool is being adapted in the countries of the
Region to assess the quality of ICD-10 coding. It was field-tested
in Sri Lanka and Thailand to facilitate its adaptation for use in
the Region.

Health information systems (HISs) are being strengthened
to improve their contribution to national planning processes. The
Regional Office is developing, in collaboration with experts from
the Region, a generic protocol for monitoring and evaluation of
HISs in the countries.

A number of activities on measuring maternal mortality and
monitoring maternal health were undertaken with support from
WHO headquarters. An Inter-regional Consultation on Maternal
Mortality Measurement, Monitoring and Surveillance was carried
out in July 1999 in Geneva. Participants from Bhutan, India,
Nepal, Sri Lanka and Thailand attended the consultation. In
collaboration with WHO headquarters, a small working group
(consisting of experts from UK, USA and staff from WHO
headquarters and the Regional Office) was formed to prepare
guidelines on qualitative assessment techniques/approaches
useful in analysing maternal mortality. A guide for investigating
maternal mortality is being prepared by WHO headquarters.

The World Health Report 2000 generated widespread
interest among governments, international agencies and public
health policy-makers and professionals on ways to assess and
improve health systems performance. In many countries, it
triggered public debates and led to increased focus on the
strengths and weaknesses of the national health systems. In order
to review and discuss various aspects of the report and to make
future world health reports an effective tool for senior health
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managers and policy-makers, a high-level task force meeting
was organized in the Regional Office in July 2000. As a follow-
up to the report, the Regional Office took several important
initiatives, in collaboration with WHO headquarters. Six countries
from the Region (India, Indonesia, Myanmar, Nepal, Sri Lanka
and Thailand) are involved in the global Enhancing Health
Systems Performance Initiative (EHSPI). This initiative will not only
give an opportunity to work with the Member States concerned
but will also provide an opportunity for all Member States to
transform their health systems performance framework into an
effective technical tool to assist in health policy development.
The Regional Office and the country offices are collaborating
with WHO headquarters in the conduct of health and health
responsiveness surveys in EHSPI participating countries of the
Region.

The following technical activities were supported by the
intercountry Evidence for Health Policy (GPE) programme:

National health information systems were reviewed and
updates prepared of national/regional plans of action through
an Interregional Consultation on WHO Support to Health
Information System Development, held in Malaysia in August 1999.
Capacity building in mortality statistics has been improved through
the Training Workshop on Mortality Statistics, held in Myanmar in
September 1999. This capacity building activity has especially
strengthened vital registration and “cause of death” certification
in the Member countries. As an outcome of this workshop, a
training manual for mortality statistics was developed in
collaboration with the WHO ICD Collaborating Centre in Brazil
and the United Nations Statistical Division, New York, and is being
published. Ten public health professionals from the Region, three
from WHO country offices and one from the Regional Office were
trained in the DALY methodology through the Workshop on Using
Burden of Disease and Cost-effectiveness to define national
health priorities, in November 1999 in Australia. Forty-five partici-
pants from the countries of the Region, four staff members from
the Regional Office and one staff member from a WHO country
office were trained in the tools and methods used in the assessment
of health systems performance through the Workshop on Evidence
for Health Policy: Burden of Disease, Cost-effectiveness and Health
System held in Bali, Indonesia, in September 2000. Technical
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support was provided to Bhutan for conducting a national health
survey, to DPR Korea for conducting a workshop on clinical
epidemiology and data management in Pyongyang in March 2001
and to Bangladesh for conducting its first national ICD-10 training
course in Dhaka in May 2001.

The Regional Office initiated many activities to support the
countries in the implementation of health sector reforms. In order
to exchange information and identify strategic areas for
accelerated implementation of health sector reform activities, an
Informal Consultation on Health Sector Reform was organized
in the Regional Office in November 2000. The Regional Office
supported an International Forum for Senior Executives: Facing
New Challenges in Health, organized by Chulalongkorn
University, Bangkok, in December 2000. Senior level policy-
makers from the countries of the Region attended the above
meetings. A monograph, “South-East Asia: Progress Towards
Health for All: 1977-2000”, was published.

Health Information Management
and Dissemination
Production and distribution of documents and publications,
translation of WHO publications into national/local languages,
promotion of the sale of WHO publications and improvement of
scientific communication continued to be the main activities of
the Information Management and Dissemination programme.

Five new titles were issued under the SEARO Publications
series. Among the non-serial publications, Volume 23 of the
Dengue Bulletin was issued. Volume 3 (1999) and Volume 4,
Nos. 1 and 2 (2000) of the Regional Health Forum, which serves
as a platform for the exchange of views and experiences on health
development in the Region, were published. Non-priced
documents, including reports of various kinds, continued to be
issued and distributed. Documentation of the WHO SEA Regional
Committee, including reports of the fifty-second and fifty-third
sessions and of the Technical Discussions held in conjunction
with the sessions, were printed and distributed. The second
volume of the Handbook of Resolutions of the Regional
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Committee was updated. World Health Assembly and Executive
Board documents were distributed to staff in the Regional Office
as well as to the general public in the countries of the Region.

During the period under review, the turnover of sales of
WHO publications was approximately $ 463 000.

With a view to making WHO publications easily available to
health personnel and the general public, reprint rights for low-
cost editions of 45 titles, including seven SEARO publications, were
given to commercial publishers. Permission was also granted to
pharmaceutical firms to print and freely distribute five WHO
publications. Translation rights in respect of 37 WHO titles were
granted; the languages included: Bengali, Korean, Bahasa
Indonesia and Thai as well as a number of major Indian languages.

The recent issues (Volumes 3 and 4) of the Regional Health
Forum were published on the SEARO web site. Cover pages of 75
most recent WHO publications, along with comprehensive biblio-
graphical descriptions and abstracts, were also published. In
addition, data in respect of 850 reports issued from January 1992
to June 2001 were included on this web site with a view to enabling
easier and wider accessibility.

The Regional Office, in collaboration with WHO head-
quarters, participated in Book Fairs held at Frankfurt, and in the
Water Resources and World Water Day 2000 and 2001 Workshops,
held at New Delhi. At these fairs/workshops, a large number of
books, documents and pamphlets were displayed/distributed. Such
participation helped to create greater visibility and awareness
among the public about WHO and its programmes.

The Regional Office library serves as a major resource centre
for all WHO materials. In collaboration with WHO headquarters
library, it now holds in full text electronic format WHO publications
from 1986 to date. Member countries can access this information
through the Regional Office library web site.

The library continued to strengthen its information
resources, both in hard copy and in electronic format, to better
serve WHO staff, health policy-makers, administrators and health
professionals in the Region. The staff now have access to full
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text of articles from 420 online journals, which are also available
to Member countries upon request. Arrangements are being
made for staff in the WHO country offices to access these
resources.

The library continued to disseminate health information to
Member countries and WHO staff in both regional and country
offices. It expanded the scope of its services with wider coverage
in document delivery, photocopy requests, inter-library loans, new
issue alert service for Table of Content with direct access to full
text of articles via personal email alert and database searches
as well as information retrieval services from selected web sites
over the Internet.

New activities were initiated to provide better services to
Member countries through the library web site. These include:

• Development of a digital photo library database of over
5 000 photographic images related to health and
environment in the Region.

• Development of a full text database of Regional Office
documents/publications from 1991 to date and support
to the Documents sub-unit in providing Regional Office
publications in full text electronic files from 1991-1997,
for archival purpose.

• Development of an annotated bibliography database
of video collections with facility to preview contents
online.

• Development of Index Medicus for South-East Asia
Region (IMSEAR) database on the web. IMSEAR contains
more than 100 000 bibliographic records with abstracts
of articles from selected national health/medical journals
of the Region.

Major information resources available through the Library
web site are shown in Table 7.1.

Technical support was provided to Member countries
through national and intercountry meetings and training
workshops.
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Research Policy and Cooperation
The overall objective of the WHO regional Research Policy and
Cooperation programme is to generate and apply knowledge
contributing to the attainment of the goal of health for all. The
programme focused on integrated work in several interlinked
areas such as health research promotion and development,
research capability strengthening and health systems research
promotion, and ethical issues in health research. Particular
attention was paid to the improvement of health research
management, including strengthening of ethical review
procedures in the Member countries.

The South-East Asia Advisory Committee on Health
Research (SEA-ACHR), which is the main advisory body to the
Regional Director on health research matters, was reconstituted
with new terms of reference. The 25th session of SEA-ACHR, held
in Bali, Indonesia, in April 2000, reflected this new role with its
enlarged membership with greater diversity of disciplines and
expertise drawn from all countries of the Region. Members of
the new SEA-ACHR comprise health policy-makers, research policy
advisers, heads of health research councils or research institutions
and senior research scientists. This has helped to ensure
intensified and cohesive implementation of the health research
agenda in the countries.

Table 7.1: Major information resources available  
through the library web site    

 

Resources Coverage Quantity 

WHO material in full 
text 

WHO documents and 
publications from 
1986 to date 

24 206 documents 

Digital photo library Women’s health and 
environment in SEA 
Region 

5 000 photographic 
images 

Index Medicus for 
South-East Asia 
(IMSEAR) 

Articles from selected 
journals in SEA Region 

100 000 articles 

eJournals Various subject areas 420 online titles 
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The 25th session of SEA-ACHR reviewed the progress of the
work of scientific working groups on four aspects of health
research management, namely: (1) Management and coordi-
nation of health research activities in the countries; (2) Criteria
for setting health research priorities; (3) Formulation of national
health research policies and strategies, and (4) Management of
health research information. The other topics were the reports
of expert groups on (1) operational research in reproductive
health; (2) HIV-AIDS research with emphasis on social and beha-
vioural aspects, and (3) vaccination research. The recommenda-
tions of each expert group have been followed up. On the work
of health research management, for example, Member countries
conducted workshops, choosing relevant areas to strengthen the
management of national health research. The Reproductive
Health Unit in the Regional Office has commissioned research
on making pregnancy safer in six Member countries. The draft
of the regional vaccine policy has been produced by the core
group.

The 26th session of SEA-ACHR was held in Thimphu, Bhutan,
in April 2001.  The deliberations focused on (a) Regional Health
Research Strategies for health research system development;
(b) Criteria for selection of WHO-supported health research in

The 26th session of SEA/ACHR was held in Thimphu, Bhutan.
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the Region; and (c) promoting the use of WHO collaborating
centres.  A scientific debate on regional perspectives in human
genetics was also held during the session. This helped to sensitise
senior health researchers and provided relevant entry points for
action in this important area of scientific development. The expert
group reviewed the existing strategy document and prepared the
draft regional health research strategies, which was reviewed by
SEA-ACHR. Based on the recommendations of ACHR, the new
Regional Health Research Strategies for development of
Health Research Systems     will be finalized by the expert group
in July 2001 and submitted to the Regional Committee for
endorsement. On the subject of human genetics, SEA-ACHR
recommended (1) mapping and designation as WHO collabo-
rating centres of some of the key institutions in the Region which
are involved in genomic research; (2) incorporating regional
perspectives on ethical, legal and social issues on human
genome in the global document on “The ethical, legal and social
implications of genome and health”, being prepared by the
Global ACHR.

The partnership with and the network of WHO collaborating
centres, national centres of expertise and the WHO panels of
experts were further strengthened through collaborative research
activities on agreed agendas. Partnerships with global health
development initiatives, such as the International Clinical
Epidemiological Network (INCLEN) were strengthened. The South-
East Asia and the Western Pacific Regional Offices established a
“Forum for Ethical Review for South-East Asia and Pacific (FERCAP)”
in Thailand early this year. Joint training activities were conducted
during the period under review. The Asia-Pacific Forum in Health
Research, Council for Health Research and Development
(COHRED) were further strengthened through joint activities. The
collaboration with the Global Forum on Health Research is also
expected to be fruitful in advancing analytical knowledge on
research resource flows.

New rules and regulations for designation and redesig-
nation of WHO collaborating centres have been introduced. A
database of the collaborating centres in the Region has been
prepared in order to have a better picture of their area of work,
number and current status. A Global Screening Committee was
constituted for the designation of collaborating centres. Currently,



The Work of WHO in the South-East Asia Region

110

there are 81 collaborating centres in various disciplines spread
over almost all the countries of the Region. A database of
members of Expert Advisory Panels in the Region is also being
developed.

The International Conference on Health Research (ICHR)
was held in October 2000 at Bangkok with the theme: “Health
research for development, the continuing challenge”. The
Conference discussed reports on the work of COHRED and
adopted the Bangkok Declaration and Action Plan. At the
Conference, Indonesia and Thailand shared their experiences
in the conduct of research activities during the economic crises.

The work on ethics in health research has attracted the
attention of the countries. To help strengthen the national ethical
mechanisms for reviewing research proposals, “Operational
guidelines for Ethics Committees that review Biomedical
Research”, developed by WHO headquarters, were widely distri-
buted. These were also adapted by Bangladesh, Indonesia,
Nepal and Thailand. The Regional Office is working closely with
this network to promote and strengthen national and regional
capacities for ethics and ethical review mechanisms in health
research. Training courses were organized jointly by WHO
headquarters and FERCAP in Thailand and India to sensitize the
participants on ethical issues related to health research in various
fields. Support was provided to India in undertaking a complete
revision and expansion of its national ethical guidelines for
biomedical research on human subjects.

The South-East Asia Health Ethics Network (SEAHEN),
established in 1997 to strengthen technical and managerial
capacity in ethics in health research, carried out a multi-centred
research project, “Multicentric baseline study on ethical values
in teaching hospitals in six SEAR countries”. Volume 3 of the series
on ‘Research ethics in the SEA Region” was published. This
focused on individual aspects of the doctor-patient relationship
and the results derived from the study.

With WHO’s support, Bangladesh reviewed its ethical issues
mechanism in the institutions. Technical support was also
provided to the Nepal Health Research Council and the National
Institute for Health Research and Development (NIHRD), Jakarta,
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Indonesia, to conduct a five-day workshop-cum-training for
updating knowledge and skills in the area of ethics in health
research and finalizing the national guidelines for ethical boards
to review research proposals involving human subjects.

The Regional Office also conducted an intercountry training
Workshop on Quantitative and Qualitative Research Methods used
in HSR Projects. It was attended by 29 researchers from 9 countries
of the Region. As a follow-up, similar training was carried out at
the national level by Bangladesh, Indonesia and Myanmar. A
review of research curricula in medical and paramedical institutes
was conducted in Bangladesh, Indonesia, Myanmar, Nepal and
Sri Lanka.

Four countries of the Region were among the 10 awardees
of the Rockefeller International Awards sponsored by the
Rockefeller Foundation-COHRED and WHO to support coopera-
tion in health research for development. These are: Tata Institute
of Social Science, India; Health Research Council, Nepal; Health
System Research Institute, Thailand, and Institute of Policy Studies,
Sri Lanka.

Four prominent universities in Indonesia conducted research
on decentralization of health services with each university
selecting one specific aspect. The results provided important and
timely inputs for decision-makers and planners since the country
moved from a centralized to a decentralized structure from
January 2001.

Research information as well as research utilization,
recommended by SEA-ACHR, received serious attention at the
Regional Office. A database for research projects is being
developed. It will provide technical information on the research
content and trace the administrative and managerial status of
each research project, both at intercountry and country levels.

Volume 5 of “Research abstracts – South-East Asia Region”
containing summaries of health research projects undertaken with
WHO support was published and widely distributed. It covers
wide-ranging subjects such as malaria, leprosy, noncommuni-
cable diseases, human resources for health, health systems
research and immunization.
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Organization of Health Services Delivery
Primary health care remains the approach of the Member
countries for improving equity, quality and efficiency of their health
systems. WHO headquarters is currently  reviewing its global
policy on PHC.

It is over two decades since the adoption of the Alma-Ata
Declaration identifying primary health care as the key approach
to achieve the goal of Health for All. Yet, despite encouraging
results in the development of the District Health System, initiated
in 1986, a lot still remains to be done. Member countries are
reforming their health systems in order to cope with the challenges
of the double burden of diseases, spiralling costs and the effects
of globalization.

Equity, the most salient feature of HFA, needs to be better
translated, both at policy and implementation levels. Quantitative
targets showing the political commitment to improve equity in
health and health care are not explicitly spelt out. For this pur-
pose, disaggregated data are indispensable, which, unfortunately,
are not readily available in most of the Member countries. This
might account for the widening gaps in health status between
the poor and the well off. An integrated approach in collecting
these aggregated data is needed. Since very little data are
available from facility-based sources, piggybacking on routine
health, demographic or socioeconomic household surveys is
highly recommended. If this mechanism materializes, unneces-
sary workload and expenditure could be avoided. The Regional
Office has commissioned a study on equity or fairness in financing
in Indonesia, Nepal and Thailand. The results clearly show
regressive financing of health care. This means that the poor
are paying more compared to the rich. This is not surprising since
in all Member countries, out-of-pocket payment accounts for 60
to 75% of payment for health care. Thailand has been quite
successful in addressing this issue through implementation of
various health insurance schemes. Indonesia is planning in a
big way as well; a national health insurance law is at present in
its final stages of preparation for enactment by the parliament.

Bangladesh, through the Health and Population Sector
Project (HPSP) assisted by the World Bank, is addressing the issue
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of improved access for the poor as a means to improve equity
in health care. Around 15 000 community centres will be
constructed to enhance geographical accessibility of health care.
HPSP has utilized the valuable experience gained during the
intensification of PHC spearheaded by WHO. In collaboration
with the Regional Office, WHO headquarters has assisted HPSP
in assessing its impact on equity in health care.

India continues its efforts in capacity building for health
care among tribal communities by using community volunteers.
A study to obtain baseline data on health problems was initiated
in 1999. Nearly 30 000 people from 11 districts in Madhya
Pradesh, Maharastra, Tamil Nadu, Orissa, Tripura and Andaman
and Nicobar have been covered in this study. In addition, two
districts of Bihar are being covered for haemoglobinopathy and
viral marker studies. The tribal population is a major source of
malaria transmission accounting, in some states, for up to 50%
of the total malaria cases.

Around 660 Tribal Welfare Volunteers and 660 TBAs have
been trained in essential health care. WHO has provided TBA
kits and drugs as well as bicycles for use by the volunteers. WHO
has also agreed to provide, in the first year, transportation costs
for referral of emergency cases. The issues of accountability and

Primary health care remains the key approach for achieving health for all.
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sustainability in using this kind of fund is being considered by
the nationals.

To improve the quality of health care, quality assurance,
including accreditation, will be accelerated. In November 2000,
an Inter-regional Consultation on Quality Assurance in District
Health System was convened in Bangkok. Nigeria and Malaysia
also participated in this meeting. Experiences in quality assurance
and accreditation were exchanged and a broad plan of action
and recommendations were formulated. Sri Lanka initiated quality
assurance in 1988; however, the lack of a dedicated unit to spear-
head the programme was a constraint to its sustainability. In
Indonesia, around 50% of the health centres have implemented
quality assurance. In Thailand, hospital accreditation is progress-
ing well; the Institute of Hospital Accreditation, an independent
government body, conducts this activity. Technical assistance has
been provided to Nepal for developing its national quality
assurance programme. Bangladesh has a long-term WHO staff
to provide expertise in quality assurance.

In line with this and also to improve access to quality care
for the poor and marginalized population in Bhutan, a tele-
medicine project to link the district hospital in Mongar with the
National Hospital in Thimphu is in the final stages of implemen-
tation. Support was also provided for engaging expatriate
medical specialists in various fields.

Improving the efficiency of the health system in the light of
the scarcity of health resources is another important target for
which Member countries are striving. Various health intervention
packages, such as essential health service in Nepal, essential
service package in Bangladesh and basic health package in
Indonesia, have been implemented. These packages usually
consist of cost-effective interventions and are targeted to address
health problems affecting mostly the poor and the marginalized
segments of the population. The selection of these cost-effective
health intervention packages is referred to as Selective Primary
Health Care. Selective PHC is a reflection of the “new
universalism” paradigm. New universalism aims at providing high
quality essential health care for all rather than all possible care
for the whole population. The latter is the vision of the “classical
universalism” associated with comprehensive primary health care.

Community health workers play a
crucial role in providing essential
health care.
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In Indonesia, WHO, in close collaboration with other
development agencies such as the World Bank and Asian
Development Bank, is trying to minimize the untoward effects of
decentralization on health. This is particularly important since
Indonesia has not fully recovered from the economic and political
crisis affecting the country since 1998.



8
External Relations and

Governing Bodies

Governing Bodies

World Health Assembly

The Fifty-third World Health Assembly was held in Geneva from
15 to 20 May 2000. The Assembly elected Dr Libertina Amathila
(Namibia) as President. Mr N.T. Shanmugham (India) was elected
as one of the Vice-Presidents, Prof S.M. Ali (Bangladesh) as
Chairman of Committee A and Dr Suwit Wibulpolprasert (Thailand)
as Rapporteur of Committee B.

DPR Korea was elected to designate a person to serve as
a Member of the Executive Board for a term of three years, to fill
the vacancy created by Sri Lanka completing its term. The Assembly
adopted 17 resolutions.

Discussions on technical and health matters included: Stop
TB initiative; HIV/AIDS; food safety: the role of WHO; infant and
young child nutrition; technical cooperation among developing
countries; strengthening health systems in developing countries;
revised drug strategy; eradication of poliomyelitis; WHO
Framework Convention on Tobacco Control; global strategy for
the prevention and control of noncommunicable diseases;
cloning in human health, and health promotion.

In addition to regular discussion on management and
financial matters, the Assembly also approved amendments to
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the Financial Regulations; the most important changes related
to applicability and delegation of authority, Regular budget
appropriations, assessed contributions, investment of funds, and
internal control.

The Fifty-fourth World Health Assembly was held in Geneva
from 14-22 May 2001. The Assembly elected Dr Hong Sun Huot
(Cambodia) as President. Mr Ri Tcheul (DPR Korea) was elected
as one of the Vice-Presidents.

Myanmar was elected to designate a person to serve as a
Member of the Executive Board for a term of three years, to fill
the vacancy created by Bangladesh completing its term. The
Assembly adopted 22 resolutions.

Discussions on technical and health matters included: infant
and young child feeding; communicable diseases; strengthening
health services delivery; tobacco control; HIV/AIDS; drug strategy,
and health effects of depleted uranium.

In addition to management and financial matters, the
Assembly discussed special arrangements for the settlement of
WHO contributions, arrears, and the scale of assessments for
2002-2003. In addition to the proposed amendments to Staff
Regulations and Staff Rules, particularly relating to increase in
assignment grant, number of holidays and composition of Boards
of Appeals, the Assembly also discussed the use of languages in
WHO.

Executive Board

The 105th session of the Executive Board was held in Geneva
from 24 to 28 January 2000. Among the important issues
discussed were: the WHO corporate strategy; poverty and health:
evidence and information for policy including an important
presentation on trends and challenges in world health; working
in and with countries; public-private partnerships for health; draft
policy on extrabudgetary resources; programme budget priorities
for 2002-2003; terms of reference of the audit committee;
amendments to the Financial Regulations, and the use of
languages in WHO.
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The technical and health matters discussed related to food
safety: the role of WHO; WHO Framework Convention on
Tobacco Control; HIV/AIDS: confronting the epidemic; Stop TB
initiative, and global alliance for vaccines and immunization.

The 106th session of the Executive Board was held in Geneva
on 21-22 May 2000. It considered a number of mostly procedural
issues. The session also reviewed smallpox eradication:
destruction of variola virus stocks, and Roll Back Malaria.

The 107th session of the Executive Board was held in Geneva
from 15 to 23 January 2001. Among the important issues dis-
cussed were: programme budget for 2002-2003; financial
matters; amendments to the Staff Rules; reports of the Joint
Inspection Unit, and guidelines on working with the private sector
to achieve health outcomes.

The technical and health matters discussed related to:
global strategy for infant and young child feeding, health promo-
tion, communicable diseases, strengthening health services
delivery, Roll Back Malaria, making pregnancy safer, mental
health, HIV/AIDS, tobacco and injection safety.

The 108th session of the Executive Board was held in Geneva
from 23 to 24 May 2001. It reviewed staffing and management
and financial matters.

Regional Committee

The 52nd session of the WHO Regional Committee for South-East
Asia was held in Dhaka from 6-9 September 1999. Besides
representatives from all the ten Member countries of the Region,
it was attended by the Director-General of WHO, representatives
from UNICEF, UNESCO and a number of nongovernmental
organizations. The Prime Minister of Bangladesh delivered the
inaugural address, which highlighted her government’s
commitment to socioeconomic development, particularly health
sector programmes.

The Committee discussed the Regional Director’s report on
the work of WHO and noted the progress made in the imple-
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mentation of the WHO collaborative programmes in the Region.
The report highlighted WHO’s intensified efforts and initiatives
in collaboration with countries, such as intercountry cooperation
for health development, joint planning initiative, synchronization
of National Immunization Days (NIDs), coordination of border
meetings for prevention and control of communicable diseases,
addressing  women’s health issues, and health research and
training.

The Committee, among other things, discussed programme
budget issues, Roll Back Malaria (RBM), intercountry cooperation
on essential drugs, and strengthening poison control centres in
the Region. The Committee considered the recommendations
arising out of the Technical Discussions on “Tobacco or Health:
Action for the 21st Century” and “Intensification of HIV/AIDS
Surveillance”, held during the 36th meeting of the Consultative
Committee for Programme Development and Management
(CCPDM).

Member countries were urged to promote and support the
RBM initiative by integrating its activities with prevention and
control programmes of other communicable diseases within the
existing primary health care settings and district health system.
The Committee urged the Member countries to establish and
strengthen poison control initiatives for chemical safety and
control of environmental health hazards like arsenic and fluoride
contamination in ground water. Following a review of the report
of CCPDM on tobacco control, the Committee urged the countries
to constitute a multisectoral national council, strengthen policies
to control this serious health hazard and promote advocacy for
policy changes through intercountry activities, such as the South-
East Asia Anti-tobacco (SEAAT) Flame.

The 53rd session of the WHO Regional Committee for South-
East Asia was held in New Delhi from 4 to 7 September 2000. It
was attended by representatives from all the ten Member
countries of the Region and by the Director-General of WHO,
representatives from UNICEF, ILO, DFID, European Commission,
Red Cross, and a number of nongovernmental organizations.
The Minister of Health and Family Welfare of India delivered the
inaugural address. He highlighted his government’s commitment
to equitable access to health care services, involving other rele-
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vant sectors in the formulation and implementation of the national
population policy as well as national health policy, and urged
WHO to support developing countries in setting attainable health
standards.

The Committee discussed the Regional Director’s Report
on the work of WHO in the South-East Asia Region during the
period 1 July 1999 to 30 June 2000 and noted the progress made
in the implementation of the WHO collaborative programmes.
The Committee also noted the progress made in the RBM and
Stop TB initiatives, as well as the synchronized national
immunization days and cross-border collaboration.

Consultative Committee for Programme Development and
Management (CCPDM)

The 36th and 37th meetings of CCPDM were held in Dhaka and
the Regional Office in New Delhi in August 2000 and August
2001 respectively. The CCPDM, inter alia, reviewed (1) the
implementation of the WHO collaborative programmes at country

The 53rd session of the Regional Committee was held in New Delhi.
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and regional levels, including the intercountry programme;
(2) reports by country representatives on their attendance at the
meetings of the coordinating bodies of WHO global programmes;
(3) the regional implications of the decisions and resolutions of
the World Health Assembly and the Executive Board.

The 36th meeting of  CCPDM reviewed the detailed plans
of action in respect of country and intercountry programmes for
the 2000-2001 biennium; its recommendations were forwarded
to the Regional Committee for noting. During the meeting,
Technical Discussions were held on Tobacco or Health: Actions
for the 21st Century, and Intensification of HIV/AIDS Surveillance.

The 37th meeting reviewed the Proposed Programme Budget
2002-2003.  Part 1 of the document, a joint effort of the Regional
Offices and WHO headquarters, provided a policy framework
for the Organization and a strategic budget by area of work.
Part 2 of the Proposed Programme Budget reflected the regional
perspective and proposed priority areas as identified by the
Member countries of the Region. The meeting also reviewed the
report of the working group established by the Regional Director
to study the efficiency of the WHO Regional Office and the country
offices. Technical Discussions were held on (1) Equity in Access
to public health, and (2) Healthy settings, during the meeting.

Regional Director’s Meeting with WHO Representatives

The 48th and 49th annual meetings of the Regional Director with
the WHO Representatives were held in November 1999 and 2000
respectively. Country-specific experiences in implementing the
WHO collaborative programmes in the Member countries, issues
of concern at the country level, post-launch activities relating to
World Health Report 2000 and the Regional Strategy for Resource
Mobilization, were among the topics discussed in these meetings.

Health Ministers’ Meeting

The Seventeenth and Eighteenth Meetings of Health Ministers
were held in October 1999 and August 2000 in Yangon and
Kathmandu respectively.
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The Health Ministers, at their seventeenth meeting, reviewed
the actions taken on the recommendations of the sixteenth
meeting. The Ministers deliberated upon the actions taken at the
country level on global health projects, namely, Roll Back Malaria,
Stop TB initiative and Tobacco Free Initiative. Far-reaching
recommendations for strengthening national capacities to combat
malaria and TB were, inter alia, made. There was a consensus
that increased tobacco use in various forms is emerging as a
major public health problem in the Region and, therefore, coun-
tries should develop and implement time-bound national plans
of action on tobacco control. WHO should continue to provide
technical support to Member countries to develop and implement
national policies and strategies on tobacco control.

The Ministers also reviewed the use of traditional medicine
in health care systems and recommended that while countries
should develop and strengthen national policies on traditional
medicine and promote its use in their national health care
systems, WHO should provide all requisite technical support in
the context of TRIPS and other international treaties. The need to
promote intercountry cooperation in drugs and pharmaceuticals
was underlined.

At their eighteenth meeting, the Health Ministers reviewed
ways of rationalizing WHO resources to strengthen intercountry
collaboration. The meeting recommended that an action plan
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to work out the operational details of an enhanced intercountry
programme should be prepared jointly by the Regional Office
and the Member countries. In pursuance of this recommendation,
the Regional Director constituted a high-level Task Force, which
has held two meetings.

The meeting reviewed issues and opportunities concerning
Health Sector Reform and, inter alia, recommended that national
capacities for planning and managing health sector reforms
should be strengthened. It also discussed lessons learnt in respect
of HIV/AIDS and concluded that the disease was a serious health,
socioeconomic and developmental problem in the Region. It
recommended that national capacities to combat HIV/AIDS should
be strengthened.

Health Secretaries’ Meeting

The Fifth and Sixth meetings of Health Secretaries were held in
February 2000 and February 2001 in New Delhi and Yangon
respectively.

At their fifth meeting, the Health Secretaries deliberated
upon public health in the South-East Asia Region in the 21st

century and reviewed the progress of polio eradication and
tuberculosis control. They reviewed major achievements of the
WHO collaborative programmes during the biennium 1998-1999
and its main thrusts during 2000-2001. The Health Secretaries
also reviewed various aspects of traditional medicine in the
Region and noted a report on intercountry cooperation in health
development in the 21st century.

At their sixth meeting, the Health Secretaries reviewed the
progress on the control of diseases and other health problems.
They reviewed intercountry cooperation, in the context of
programme budget 2002-2003, and in the light of the recommen-
dations of the eighteenth meeting of the Health Ministers and
the High-Level Task Force on Intercountry collaboration. They
recommended that the funding for supplementary ICP (ICP-II)
should be at least at the same level as for the biennium
2000-2001. They further recommended that the Regional Director
should pool the funds, other than WHO operating expenses,
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which are not obligated by 30 June 2003 and use the same for
implementing intercountry proposals supporting priority
programmes and flagship projects. Such a modality would ensure
that the contribution to meet the shortfall for the supplementary
intercountry programme will be shared by all countries on the
one hand, and the Regional Office on the other.

Regional Conference of Parliamentarians

Regional Conferences of Parliamentarians were held in
November 1999 and November 2000 in Kathmandu and Dhaka
respectively.

The theme of the Kathmandu Conference was Health of
the Vulnerable Populations. Health and development: poverty and
health; identification of the vulnerable population groups; priority
health needs of the vulnerable population; mobilization of
resources for the health of the vulnerable population, and role
of parliamentarians in improving the health status of the vulner-
able populations were specifically discussed. The parliamenta-
rians were convinced that poverty is the single most important
cause of vulnerability and that the governments have the responsi-
bility to address it as a top priority. Inter alia, the parliamentarians
called for the strengthening of free health care services for the
poorest and most vulnerable and for effectively curbing increasing
commercialization of health services. They, inter alia, recom-
mended that access of the poor to basic health services, food
and nutrition, safe drinking water and sanitation should be
enhanced. The parliamentarians underlined the importance of
decentralization and empowerment of the people in this regard.

The theme of the Dhaka Conference was Impact of
Tuberculosis and Malaria on Poverty. The specific topics discussed
included: health and poverty reduction; interlinkages and
evidence; WHO strategy on health and poverty reduction; impact
of tuberculosis and malaria on poverty: Bangladesh perspective;
role of parliamentarians; minimising impact of diseases on the
poor contributing to poverty reduction, and massive efforts
against infectious diseases that contribute to extreme poverty:
Stop TB Initiative and Roll Back Malaria. The parliamentarians
reiterated that poverty is one of the most important factors that
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cause ill health and diseases and that ill health essentially leads
to poverty. Orientation of health policies and programmes to
ensure that the needs of the poor are met and forging of partner-
ships for better coordination among the concerned departments
along with NGOs, donors and others concerned were also
stressed.

Mobilization of Extrabudgetary Resources
The period under review saw a notable increase in WHO extra-
budgetary resources in the Region, and this trend is continuing.
The amount of extrabudgetary funds received till 30 June 2001
reached the highest ever mark of $ 99 million (see also page
138).

Countries such as Canada, Netherlands, Japan, Norway,
Denmark, Sweden and Italy have increased their contribution to
the health development initiatives of the least developed and the
developing countries. USA, Finland, Australia, Germany and UK
continued to be among the major bilateral donors who substan-
tially contributed to the priority health programmes in the countries.
The newly-established Melinda and Bill Gates Foundation and
the United Nations (Turner) Foundation made substantial contri-
butions to programmes such as children’s health, polio eradica-
tion, tuberculosis control, reproductive health, prevention and
control of AIDS, vaccine development, and Tobacco Free Initiative
etc. The Nippon Foundation continued its support to the leprosy
elimination programme.

National and international NGOs committed to health are
growing in number and strength. Notable among the NGOs
which are active in the Region are Rotary International, Lions
Club International, American Leprosy Mission, Medecins du
Monde, International Planned Parenthood Federation,
International Union against Tuberculosis and Lung Diseases,
World Vision International, Association of Medical Doctors of
Asia, International Federation of Red Cross and Red Crescent
Societies, International Commission on Occupational Health,
International Medical Parliamentarians Organization and the
Ford Foundation. WHO maintained close collaboration with these
NGOs. Within the framework of WHO’s new strategy on renewed
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relations with NGOs, the Regional Office is currently exploring
ways and means of further promoting and expanding
collaboration with NGOs, both at regional and country levels.

The Executive Board, at its 105th session in January 2000,
endorsed WHO’s policy guidelines on resource mobilization which
focused among others, on broadening the resource base, includ-
ing involvement of the private sector, improving intra-organization
coordination and increasing complementarity with partners. An
important focus of these guidelines is to improve resource mobili-
zation capacity at the country level concentrating on national
and WHO priority programmes and introducing joint planning
of regular and extrabudgetary funds.

In the context of the Region’s unique situation, the Regional
Office has developed a supplementary strategy and a Plan of
Action within the broad framework of the WHO policy guidelines
to accelerate resource mobilization in order to meet the Region’s
priority needs. Under this strategy, the Regional Office has taken
a number of steps to strengthen the capacities of the national
and the WHO country offices. A database of donors’ profile was
made available to all WHO country offices. WHO organized, in
collaboration with the DANIDA Training Centre, Copenhagen,
an Intercountry workshop on Project Formulation Skill
Development for Mobilization of External Resources for Health
Development in Kathmandu in January 2001. The purpose of
this workshop was to improve understanding of the tools and
techniques and facilitate qualitative upgrading of project
implementation and proposal writing skills of national officials
and WHO field staff. WHO also organized the second Intercountry
Workshop on Negotiation Process for Health Resource
Mobilization in Jakarta in November 1999 as part of its continuing
effort to strengthen national capacity to more effectively negotiate
resource mobilization for the health sector. Support was also
provided to a National Workshop on Managing Negotiation for
Health Development organized by Thailand in August 2000.

The Regional Office participated in the annual Meetings
of the Interested Parties (MIP), held at Geneva in 2000 and 2001,
and apprised the participants of the activities, priorities and needs
of the Region. WHO continued to provide technical support to
the national authorities as well as the funding agencies in various
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appraisal and programme formulation missions, programme
monitoring and evaluation, aid negotiations process and, in some
instances, implementation of selected technical assistance
components. To mention a few examples, agreements between
WHO and NORAD and between WHO and the Department for
International Development of the Government, UK (DFID) were
signed in Nepal for collaboration in the TB Control Programme.
In Indonesia, the Netherlands signed a similar agreement with
WHO for TB control. In India, agreements were signed between
WHO and DANIDA for technical support to the polio eradication
programme. WHO assisted in programme development as well
as in the negotiation process between the Government of
Sri Lanka and the Japan Bank for International Cooperation (JBIC)
for a credit of $ 20 million for improving blood transfusion
services. WHO would continue its support to the project by
providing technical supervision. The Regional Office worked
closely with the World Bank in Bangladesh, India, Indonesia and
Nepal in support of various health sector programmes and
projects funded by the Bank.

WHO participated in the 7th Round Table meeting (RTM) on
health and sustainable development at Thimphu, Bhutan, in
November 2000. The Regional Office also took part in many
other important fora, such as Presentation to Foundations, held
in February 2001 at New York, and the Informal Meeting with
Bilateral Health Partners, held in Stockholm in March 2001 where
the Region’s priorities and resource needs were projected to the
donors.

External Cooperation and Partnerships
WHO continued to strengthen its partnership with the UN system
agencies to bring health into the centre of the development
agenda. It contributed to preparations for the Special Session of
the UN General Assembly in 2000 on the 5 years’ review of
implementation of the Copenhagen Declaration on Social
Development and Programme of Action and the Beijing
Declaration and Platform for Actions, adopted in 1995 at the
World Summit for Social Development and the Fourth World
Conference on Women respectively.
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WHO participated actively in the exercise of the UN
Development Assistance Framework (UNDAF) in Bangladesh,
India and Nepal to increase the effectiveness and efficiency of
UN operations by bringing synergy and complementarity to
support national health development and make health as the
UN system’s priority at the country level.

WHO continued to play an active role as the lead agency
on health in the UN Resident Coordinator System. WHO convened
several meetings of the core group on Health InterNet, India,
which is the pilot project to implement the UN Secretary-General’s
initiative presented at the UN Millennium Summit. The initiative
seeks to establish around 10 000-13 000 new health information
sites accessible to developing countries by the end of 2003.

WHO attended a number of ESCAP meetings relevant to
health and social development as well as the Regional
Coordinating Meeting especially convened by the Deputy
Secretary-General of the United Nations. At the latter, WHO
presented a position paper on inter-agency collaboration with
ESCAP and other UN agencies and highlighted, among others,
regional health priorities and the need for social equity and a
social safety net. WHO extended its support for the preparation
of the 4th ESCAP Ministerial Conference on Environment and
Development in Asia and the Pacific, held in Kitakyushu City,
Japan, in August/September 2000, and followed up the imple-
mentation of ESCAP and ECOSOC resolutions on Greater
Mekong Sub-region Development, adopted at their respective
sessions in May and June 2000.

WHO-UNICEF collaboration in the area of immunization
has been further strengthened by convening the WHO-UNICEF
meeting of secretaries of SAARC and border countries on cross-
border management of poliomyelitis eradication, held in
Kathmandu in March 2000. This joint meeting initiated a number
of actions to achieve a high level of national commitment,
financial support, micro planning and management and local-
level activities.

WHO strengthened its collaboration with ASEAN through a
joint Mid-Term Review of the Memorandum of Understanding
(MoU) between the two organizations in November 1999, and
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recommended future strategic directions as well as new areas
of priority. WHO provided technical support for ASEAN Health
Ministers’ Meeting, held in Yogyakarta, Indonesia, in April 2000,
where Health ASEAN for 2020 was adopted. It also participated
in the 18th Meeting of the ASEAN Sub-committee on Health and
Nutrition, held in Hanoi, Vietnam, in October 2000.

WHO’s partnership with SAARC entered a new phase of
cooperation through a MoU in 2000 which highlights the areas
of cooperation. The two organizations have agreed to cooperate
to help Member countries achieve the goal of Health for All based
on the PHC approach. They will also provide technical support
to developing countries for effectively promoting sound national
development and collective self-reliance.

In the wake of mounting concern over the impact of the
world trading system, especially in the areas of pharmaceuticals,
health service trade and food safety, WHO convened, with the
participation of UN agencies, national governments and institu-
tions, a Regional Consultation on the Implications of Multilateral
Trade Agreements on Health (TRIPS) in August 1999, in Bangkok
and an Intercountry Expert Group Meeting on Globalization,
Trade and Health: Tools and Training for National Action in
December 2000, New Delhi. The meetings reviewed the new
trend of globalization and implications of trade agreements of
the World Trade Organization and recommended actions to be
taken at country, regional and global levels. With WHO support,
three case studies in India, Indonesia and Thailand are under
way to review the implications of foreign hospital operations on
national health development in terms of equity, quality and
efficiency.

WHO and the Asian Development Bank (ADB) have initiated
health legislation programmes to strengthen the legal and
regulatory framework for health services in two WHO regions.
WHO also cooperated with ADB in other health-related activities
in Bangladesh, Bhutan and Indonesia.

WHO continued to provide support for intercountry
cooperation for health development (ICHD) in the South-East Asia
and Western Pacific Regions. An Integrated Meeting of the Process
and Subject Area Coordinators for ICHD was held in Manila in
December 1999. It adopted the Manila Declaration, identified
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seven priority subject areas and a framework for intercountry
cooperation and also formulated a plan of action for each area.
WHO also assisted the College of Public Health, Chulalongkon
University, Thailand, to conduct training for policy-makers and
senior managers in international health development. With WHO
support, Thailand undertook studies to prepare an inventory of
the potential institutions and create a national-level network as
part of national capacity building to support the ICHD initiative.
Support was provided to Indonesia in establishing an internet
web site on ICHD.



9
General Management

Budget and Management Reform
Support was provided for the implementation of the WHO
collaborative programmes and activities at country and regional
levels with the active participation of national officials concerned,
WHO country offices and technical units in the Regional Office.
The programme budget for 2000-2001 achieved an overall finan-
cial implementation of 63 per cent at the end of the first year of
the biennium. Support was also provided under the supplementary
intercountry programme to implement activities which addressed
priority issues common to more than two or three countries.

The guidelines for the development of detailed work plans
for the country and supplementary intercountry programmes, to
implement the programme budget for 2002-2003, were reviewed
at a meeting of the Planning/ Management Officers in the WHO
country offices as well as programme managers.

To ensure the full participation of Member countries in the
development of intercountry programmes, the Regional Director
established a High-Level Task Force (HLTF) for Intercountry
Collaboration. HLTF identified 14 areas for support under the
intercountry programmes for the 2002-2003 biennium. On the
basis of the recommendations of the Task Force, the Regional
Office, in consultation with the country offices, developed the
detailed work plans for submission to the Regional Committee
for noting at its 54th session in September 2001.

The formulation of country cooperation strategies (CCS) for
all Member countries in the Region marked another important

133
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development during the biennium. As part of the new approaches
in the development of a strategic budget for One WHO, CCS
missions visited all Member countries of the Region and identified
country priorities for WHO collaboration during the period 2002-
2005. South-East Asia is the only Region to have developed
country cooperation strategies and to have incorporated the
country priorities, as noted in CCS, in the regional programme
budget for the 2002-2003 biennium.

Department Directors and the Advisory Committee on Policy
and Programmes reviewed and monitored, at periodic intervals,
the financial and technical aspects of programme implementation
during the 2000-2001 biennium. These reviews helped to ensure
a qualitative improvement in programme implementation and
also to realign WHO’s scarce resources to meet the priority health
needs of Member countries.

As part of the global mid-term monitoring of the implemen-
tation of the 2000-2001 biennium, the Regional Office assessed
the progress towards the achievement of expected results in the
regional programme budget for the 2000-2001 biennium. As part
of the exercise, the Regional Office examined expenditures noting
variances with the approved budget.

Another important development related to the selection, in
accordance with the decision of the 53rd session of the Regional
Committee, of two intercountry programmes, namely, (a) Tobacco
Free Initiative, and (b) Improving the Health of the Marginalized
and Vulnerable Groups, for evaluation. Joint government and
WHO teams visited selected Member countries of the Region and
assessed the efficacy and efficiency of these two intercountry
programmes and their impact on the respective national
programmes. The results of this exercise will be submitted to the
54th session of the Regional Committee in September 2001.

Human Resources Services
The Regional Office continued its reorganization efforts to
facilitate the smooth coordination of the Organization’s activities
at headquarters, regional and country levels. The current
organizational structure of the Regional Office is at Annex 1.
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The number of established professional posts in the South-
East Asia Region on 30 June 2001 was 127 as against 124 on
30 June 2000. There were 132 established posts on 30 June 1999.
Table 9.1 shows the number of professional (P) staff appointed,
separated or reassigned out of the Region as of 30 June 2000
and 30 June 2001.

Of the 19 appointments made during the reporting period,
10 were from A and B1 countries (including one on secondment).
Feedback obtained through interviews of staff retiring and/or
terminating their assignments with WHO has led to effective
changes in the briefing of staff members.

Of the 88 professional staff in position as of 30 June 2001,
41 (47%) were nationals of the SEA Region. Out of the total
number of professional staff in position, 24 (27%) were women.
This is an improvement as compared to 22% in 1999.

The Regional Office continued its efforts to achieve and
maintain equitable representation of women in an effort to reach
gender parity by the year 2010. During the reporting period, 53%
of the appointments in the Region (including appointments by
reassignments from other regions and WHO headquarters were
women, as against 40% for the period July 1997 to June 1999.

During the period, 413 short-term contracts were issued,
involving 261 persons. Of the 261, 138 (53%) were nationals from
the SEA Region. Out of the total number of short-term staff
appointed, 72 (28%) were female.

Table 9.1: Professional staff appointed and separated  
or reassigned out of SEA Region 

(July 1999 – June 2001) 
 

No. of Professional staff 
appointed 

No. of Professional staff 
separated or reassigned  

out of SEA Region 
12-month 

period ending 
Male Female Male Female 

June 2000 4 8 14 5* 

June 2001 5 2 9 4 

* includes 4 mutually-agreed separations.  
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As of 30 June 2001, there were 8 National Professional
Officers appointed to assist the WHO Representatives in four
countries (Bhutan, India, Myanmar and Thailand) in the imple-
mentation of national health programmes. Action to establish four
more posts has been completed and recruitment is in progress. It
is envisaged that more national professional officers will be
recruited in the coming years.

The Region has found the Special Services Agreement (SSA)
mechanism to be a particularly effective way of enlisting support
for programmes such as polio and tuberculosis. There were 438
SSA holders in the SEA Region as of 30 June 2001. They perform
a variety of grassroot functions in relation to the implementation
of activities such as eradication of polio, tuberculosis and AIDS,
including the management of project delivery and local
administration/management.

Two interim salary surveys for general service staff were
conducted by WHO for all UN staff in India. The outcomes were
reviewed by UNDP, New York, and approved by WHO
headquarters.

Job classification reviews were conducted by consultants
in Bangladesh, India, Myanmar and Sri Lanka with a view to
examining and strengthening the staffing pattern in the WHO
country offices.

Staff Development and Training continued to be an
important area. Both professional and general service staff took
part in various group training courses, viz., orientation on WHO
corporate strategy; report writing; aspects of health promotion,
as well as individual training courses on water and sanitation,
transforming health, etc.

Financial Services

2000-2001 biennium

In the current biennium, the Regional Office is intensively monitor-
ing implementation to carry out planned activities and avoid
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surrender of funds. Part of this effort included setting an imple-
mentation rate target of 75% by 31 December 2000 for countries
and for RO/ICP funds. Although fewer than half the countries
had met this initial target, all ten countries were on the verge of
100% implementation (including earmarkings) by the end of June
2001. The task for the last six months of the biennium is to
obligate the remaining balance of uncommitted funds and liqui-
date outstanding obligations so as to minimize reserves. This will
relieve the staff and countries from having their attention divided
between completing the work of the previous biennium and
beginning the work of the new one. Pooling and reallocating
funds that remain uncommitted as of 30 June 2001 will also
improve the Region’s implementation rate. The Health Secretaries
endorsed this action in 1997 and again in February 2001.  Pooled
funds will be used to support countries with the greatest need
and a demonstrated high absorption capacity, as well as priority
intercountry or flagship projects.

Overall, the implementation rate for the Region, as of late
June 2001 is 98% (Annexes 2 and 3). At the same stage of the
previous biennium, the implementation rate was 87%. Accelerated
implementation this biennium compared with the last, both in
terms of obligations and liquidations, should result in less of a
biennium-end rush to obligate all available funds. This in turn
should mean that the Region would carry lesser and higher-quality
reserves into 2002-2003.

This biennium all regions in WHO were required to generate
efficiency savings in order to make additional funding available
to priority programmes. The efficiency target for South-East Asia
was $ 5.2 million. Savings came from capping expenditures related
to travel, study tours, fellowships and procurement. To date, the
Region as a whole has been able to stay within the capped
amounts. Additional savings came from mutually agreed separa-
tions (MAS), which resulted in the elimination of 11 positions from
the Region. The savings were used to augment priority activities in
blood safety, mental health, making pregnancy safer, strengthening
health systems, food safety and noncommunicable diseases. These
programmes received $ 500 000 from efficiency savings at the
beginning of the biennium. In January 2001, this was supplemented
by an amount of $ 750 000 from WHO headquarters. To date
84%     of the combined amount of $ 1.25 million has been obligated.
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Extrabudgetary funds coming into the Region continue to
grow, to the point where they are likely to surpass Regular budget
funds, for the first time, in 2000-2001 (see also pages 126-128).
The Region is expected to receive more than $ 100 million from
donors this biennium, as compared to $ 63 million in 1998-99.
More than two-thirds of the Region’s extrabudgetary resources
support the Polio programme, while TB, HIV/AIDS and Leprosy
account for much of the rest (Figure 9.1). The largest contributors
among the 36 donors of extrabudgetary funds to the Region are
the Department for International Development (UK), the US
Agency for International Development and Rotary International.

2002-2003 Biennium

In May 2001, the World Health Assembly approved a Regular
budget of $ 93 million for South-East Asia. This is $ 2.6 million
(2.7%) below the level of funding for 2000-2001. Since the least
developed countries in the Region were not to be affected, the
non-least-developed countries had to absorb the cuts in the
country programmes. The Regional Office allocation was also
reduced from $ 23.8 million to $ 23.3 million. The combination
of a declining budget and increases in staff costs and fixed costs
means that lesser funds are available for activities, particularly

Figure 9.1:  Extrabudgetary allocation for
SEA Region, 2000-2001

Malaria
Polio

Tuberculosis

HIV / AIDS

Leprosy

Others

$64.4M (70%)

Total $ 92.1 million

$8.4M (9%)

$ 3.1M (3%)

$ 1.7M (2%)

$ 3.9M (4%)

$ 10.6M (12%)
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in the Regional Office. However, the supplementary ICP funding
– country contributions to the Regional Office-administered
intercountry programmes – will remain at $3.73 million, the same
level as the current biennium, based on the recommendations
of the High-Level Task Force and approval of the Health
Secretaries in February 2001.

Regional budget reserves

Looking at the results from the 1998-99 biennium, the South-
East Asia Region did slightly better than in the previous biennia
(Table 9.2). Of the $16 million in obligations that the Region
carried into the current biennium as reserves from 1998-99,
$3.4 million was ultimately surrendered. Although this is an
improvement from the $4.3 million surrendered from 1996-97,
over 3% of the Regular budget allocation for 1998-99 went
unspent. It is hoped to further improve implementation through
active monitoring, as mentioned above. Improving the implemen-
tation rate should strengthen the Region’s bargaining position
when additional resources are sought, while failure to do so could
jeopardize future allocations.

Internal Audit

The annual internal audit, which took place in February and
March 2001, focused on the efficiency and effectiveness of
operations at the Regional Office and its compliance with rules
and policies. Greater emphasis was placed on performance, i.e.
measuring whether the Region was achieving its objectives, than

Table 9.2:  Regular budget reserves established vs. surrendered  
1994-1995 to 1998-1999 

Biennium Allocation Reserve 
established 

% of 
allocation 

Reserve 
surrendered 

% of allocation 
surrendered 

1994-1995 84 543 200 23 863 006 28 4 404 277 5.2 

1996-1997 95 920 300 16 339 909 17 4 271 522 4.5 

1998-1999* 96 220 000 15 977 905 17 3 378 882 3.5 

*As of 31 December 2000 
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in past audits when more attention was given to regulatory
compliance. Among the recommendations of the audit were that
the Region integrate planning for extrabudgetary and Regular
budget resources; consolidate procurement functions; add
controls in the processing of Staff Health Insurance claims, and
limit reserves by more accurate costing of proposals. The auditors’
recommendations are in the process of being implemented.

Informatics and Infrastructure Services

Electronic information dissemination and cost-effective communi-
cation through computer networks hold real potential for effecting
further efficiency in the Region. In order to expand access to WHO/
SEAR information worldwide and cut costs in producing, distributing
and exchanging information, the Regional Office developed
Intranet and Internet web sites with technical information from
almost all the areas of work as well as general administration-
related information. Country offices in Bangladesh, India and
Indonesia have developed and hosted their web sites on the
Internet. Web sites for Polio Eradication, Roll Back Malaria,
Tobacco Free Initiative, AIDS and Tuberculosis have been hosted
on the SEARO Internet web site. The web site is also used as an
information source to provide background documents for
selected regional meetings and information on special events.

Support was provided to build informatics infrastructure for
health telematics pilot projects in Bhutan targeted to improve
health care delivery. WHO is also supporting the development
of a National Health Telematics Plan for the country. Further,
support was provided to build informatics infrastructure for the
tele-education project in Myanmar.

Several projects were technically supported in India. These
include: the electronic connectivity project for the Tuberculosis
programme; a web-based system for the dissemination of health-
related statistical data for the Central Bureau of Health
Intelligence; a web-based information management system for
the National Institute of Communicable Diseases, and computeri-
zation of the work of the International Health (IH) Division of the
Ministry of Health and Family Welfare.
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The Gujarat Earthquake Relief Programme was supported
on request from the WHO Representative to India. A Geographical
Information system (GIS) was developed for rehabilitation of the
health services. A prototype Disease Surveillance Information
system was also developed on the basis of field requirements, which
would serve as the data feeding system for GIS.

Training on the use of the Activity Management System
(AMS) was provided to the staff in the Regional Office and the
WHO country offices in India, Indonesia and Thailand. The WHO
country offices in Bangladesh and Nepal were advised on the
upgrading of the IT infrastructure and skills for the AMS rollout.
The WHO country offices in India and Indonesia are using AMS
for financial monitoring. New user-specific AMS reports have
been developed. A user-friendly web-based system for technical
monitoring has been developed based on agreed business rules.
A web-based Pipeline Maintenance module is under design. This
will facilitate remote access from the field offices to the
information related to proposals not yet obligated in the Regional
financial system. A new strategy for centralized AMS database
is being adapted, where the WHO country offices with sound
Internet connectivity will be provided access to the central AMS
database in the Regional Office. At the same time, a decen-
tralized approach of installing the AMS server locally will continue
for the offices possessing IT expertise.

During the period under review, a new state-of-the-art high
speed Local Area Network (LAN) was installed. All users were
migrated to the new LAN.

The Regional Office has been connected to the WHO
Global Private Network (GPN) serving WHO headquarters and
other WHO regional offices for rendering services such as voice,
video-conferencing and Internet/Intranet access. South-East Asia
Region is the first among the WHO regions to test the data
connectivity through GPN with full connectivity to LAN.

A systematic approach was adopted to combat potential
Year 2000 problems. Computer hardware, network components
and office automation software was made compliant through
cost-effective software solutions. Guidelines/solutions were sent
to all the country offices for full Y2K compliance.
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Most of the staff from the Regional Office and some WHO
country offices have been trained on the basic office automation
software, data protection and security, web browsing and
calendar and meeting management.

As a move towards a paperless office and to enable faster
search and retrieval of documents, a document management
system (DMS) was tried, on a pilot basis in two units, for electronic
archiving of day-to-day documents.

Procurement Services
Procurement by the Regional Medical Supply Services during the
reporting period amounted to $31.49 million.

The Regional Office Medical Supply Unit procured drugs,
biologicals, contraceptives, vehicles, office and informatics equip-
ment, etc. in support of WHO collaborative programmes funded
by the Regular budget and extrabudgetary funds.

Essential drugs and vaccines were also procured for
Member States and other UN agencies on a reimbursable basis.

As part of WHO’s global programme on the eradication of
poliomyelitis, laboratory equipment, office supplies as well as
vehicles were procured and supplied to Member countries.
Various advocacy materials were also distributed to create
awareness regarding National Immunization Days (NIDs).

Anti-TB drugs were procured and supplied for successful
implementation of the DOTS strategy in India and DPR Korea.

The Medical Supply Unit continued arranging clearance
and distribution of anti-leprosy drugs provided by donors to the
Leprosy programme of the Government of India. Similar assis-
tance was provided in respect of 20 million albendazole tablets
for the Lymphatic Filariasis Elimination programme in India.

During the reporting period, the Medical Supply Unit also
arranged various emergency procurements for Bangladesh, India
and DPR Korea. Emergency health kits were procured and
supplied to the Government of India during the recent earth-
quake in Gujarat. Water quality testing equipment and other



The Work of WHO in the South-East Asia Region

143

office equipment was also provided to facilitate surveillance
activities undertaken by the WHO Relief Mission.

The setting of an early biennial deadline for the submission
of requisitions for supplies and equipment, both for the Regional
Office and Member countries, helped to ensure timely execution
and implementation of the procurement activity.

General Support Services
A critical review of the existing Registry procedures was under-
taken. Necessary steps are being taken to introduce an electronic
filing system.

The Regional Office Address List and Telephone Directory
have been put on the SEAR Intranet. It is accessible throughout
the Region and is being updated regularly.

The construction of stores on the roof of the old annexe,
and in the south-west and north-west corners was undertaken.
A new staff lounge was also built. The Text Processing and Printing
Unit was renovated. An “Operations Room” with modern facilities
was established.

An ALCATEL PBX was installed to match the telecommuni-
cation facilities at WHO headquarters. Global Private Network
links were established with WHO headquarters and other regional
offices for speedy communication.

In order to improve the indoor air quality of World Health
House, studies were carried out by the Tata Energy Research
Institute, India, and the Building Research Establishment Ltd. UK
(BRE). The report of the latter  inter alia suggested further research
to detect arsenic levels. A sampling strategy is being drawn up
by BRE to test the presence of arsenic levels.

Security services are being improved by deploying addi-
tional guards. A guard monitoring system is being introduced.



10
Regional Director’s

Development Programme

Public and Media Relations
The Information Unit continued to strengthen the Organization’s
links with the media to facilitate their continued interest in health
issues and provide a bridge between WHO’s technical experts
and the media.

Two new periodicals/compilations were started in this
period. These are “Window on SEAR”, the newsletter for the
Region, and “Health in the news”, a compilation of health-related
news stories which have appeared in the print media, in the
Region. Besides distribution to Member countries, these are
shared with WHO headquarters and other regional offices; they
help to disseminate information both about WHO’s work in the
Region as well as health concerns reflected in the media of
Member countries.

Constant efforts have been made to obtain media interest
in health issues and in the work of the Organization. The Region
was the venue of important events of global importance. The
Director-General’s two visits to New Delhi in 2000, and to Thailand
for the Global launch of World No Tobacco Day received
unprecedented interest from national and international media.
President Clinton’s visit helped to focus media attention on polio
and tuberculosis, and the visit by the UN Secretary-General,
Kofi Annan, provided an opportunity for a focus on polio
eradication efforts.

145
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WHO’s work in the aftermath of the catastrophic earthquake
in Gujarat, India, was brought to media attention, both in New
Delhi and at the earthquake site. Experts were able to present
WHO’s point of view on television and through interviews to inter-
national and national media. A film on WHO’s experience in
disaster management in Gujarat, and the lessons learnt, was
presented to the meeting of WHO Representatives at WHO
headquarters in March 2001.

World Health Day 2001 provided ample opportunity to
engage media interest as the subject of mental health proved to
be of great interest. An innovative theatrical performance on the
theme was presented to select audiences and copies of the video
recording shared with Member countries and WHO headquarters.

In the past two years, both the frequency and quality of
media interaction has seen a quantum increase. There are
frequent press releases and media alerts, regular press briefings,
including technical briefings for media persons, some of which
were organized in conjunction with high-level policy and technical
meetings, like the Regional Committee, the Global Alliance for
Leprosy Elimination, Roll Back Malaria, and Tobacco Free
Initiative.

An intercountry workshop to develop prototype media
strategies for tobacco control in Member countries was held in
Gurgaon, Haryana (India) in September 2000. A training
workshop for WHO Representatives and senior professional staff
on techniques for interacting with the media was held in the
Regional Office in November 2000.

Country Offices
At the Regional Office, a liaison mechanism has been established
in the Regional Director’s Office. This has facilitated coordination
between and among country offices, the Regional Office, as well
as WHO headquarters for the smooth implementation of WHO’s
collaborative programmes.

The annual meeting of WHO Representatives is another
effective mechanism which helps to coordinate work with the
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countries. This meeting also affords an opportunity for the
Regional Office staff to have individual discussions on adminis-
trative and technical matters to speed up programme implemen-
tation. At the meeting held at the Regional Office in December
2000, issues on programme implementation for 2000-2001,
preparations for the 2002-2003 work plan and implications of
the World Health Report 2000 were discussed. Furthermore, the
plan to implement “Enhancing Health System Performance
Initiatives (EHSPI) was also discussed in detail. The immediate
outcome of the meeting was the formulation of clear action points
for the Regional Office, as well as for the WHO Representatives
in terms of a close follow-up and monitoring of future programme
implementation.

The success of the Director-General’s initiative in terms of
a Global Meeting of WHO Representatives and Liaison Officers
(two meetings have been held in Geneva: February 1999 and
March 2001), has already started manifesting itself in the form of
a stronger bonding and cohesiveness between and among the
Regional Office, country offices (through the WHO Representatives)
and headquarters. This, in turn, has led to substantial progress
in the critical areas of disaster/emergency preparedness and
response management; country cooperation strategy [CCS], and
health system development.

An operations room was established in the Regional Office
in 2000 with the objective of using it as a control room during
emergency situations; for briefing visiting dignitaries and guests,
and for conducting high-level meetings and brainstorming sessions
for the management of the Regional Office. The operations room
is being increasingly and extensively used and accessed by all
departments as a very reliable data bank, as well as for preparing
and disseminating country profiles.

The South-East Asia is the only region where the CCS
exercise has been undertaken in all Member countries. The
exercise had two main objectives: (1) to sensitize and internalize
the WHO corporate strategy, and (2) to study the prevailing issues,
challenges and opportunities which will form the WHO framework
for collaborative programme planning and implementation in
the forthcoming two biennia (2002-2005). Priority programmes
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as well as common areas for the countries of the Region have
also been identified in the Regional Office CCS reports. The CCS
document is the sole commonly-agreed framework for coopera-
tion at the country level and forms the basis for the preparation
of the programme budget. It will be the only document to be
used for country-level planning and programming, based on
problems, concerns, issues and challenges and utilizing the
opportunities and expertise available at the country level. The
document also reinforces the concept of “One WHO” and
demonstrates how the three levels of the Organization can
collaborate in producing tangible results at the country level
through truly realistic planning and implementation.

Regional Director’s Development Programme
The Regional Director’s Development Fund (RDDF) continued to
be used to support emergency situations in Member countries
and to support the county as well as intercounty programme
initiatives. During the reporting period, support was provided in
different areas, namely: (1) emergency health relief for earth-
quake victims in Gujarat, India, in January 2001; (2) training of
community health workers from Maldives and Sri Lanka;
(3) strengthening intercountry institutional collaboration between
Maldives and Sri Lanka; (4) establishment of a telemedicine
system in Bhutan, and (5) meeting of High-Level Task Force on
World Health Report 2000.
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Annex 2

Regional Summary of Budgetary Implementation
of Activities – 2000-2001*

REGULAR BUDGET

(Expressed in US $)

Country Allotted 
Dis-

bursement 
Unliquidated 
obligations 

Total 
obligation 

Ear-
marking 

Total 
committed 

Uncommitted 
balance 

Bangladesh 6 716 000 3 120 195 
(47%) 

2 175 786 
(32%) 

5 295 981 
(79%) 

1 409 653 
(21%) 

6 705 634 
(100%) 

10 366 
(0%) 

Bhutan 1 488 900 1 146 070 
(77%) 

341 925 
(23%) 

1 487 995 
(100%) 

– 1 487 995 
(100%) 

905 
(0%) 

DPR Korea 3 079 000 1 555 691 
(50%) 

605 434 
(20%) 

2 161 125 
(70%) 

837 394  
(27%) 

2 998 519 
(97%) 

80 481 
(3%) 

India 12 938 000 7 927 926 
(61%) 

3 545 112 
(28%) 

11 473 038 
(89%) 

1 435 925  
(11%) 

12 908 963 
(100%) 

29 037 
(0%) 

Indonesia 6 672 300 3 702 211 
(55%) 

2 652 605 
(40%) 

6 354 816 
(95%) 

306 059  
(5%) 

6 660 875 
(100%) 

11 425 
(0%) 

Maldives 999 000 701 931 
(71%) 

262 105 
(26%) 

964 036 
(97%) 

2 406  
(0%) 

966 442 
(97%) 

32 558 
(3%) 

Myanmar 5 382 000 3 837 381 
(71%) 

1 077 994 
(20%) 

4 915 375 
(91%) 

415 910  
(8%) 

5 331 285 
(99%) 

50 715 
(1%) 

Nepal 3 756 800 1 990 731 
(53%) 

1 514 902 
(40%) 

3 505 633 
(93%) 

218 500  
(6%) 

3 724 133 
(99%) 

32 667 
(1%) 

Sri Lanka 3 342 000 2 325 722 
(70%) 

606 618 
(18%) 

2 932 340 
(88%) 

384 400  
(12%) 

3 316 740 
(100%) 

25 260 
(0%) 

Thailand 3 324 000 1 968 631 
(59%) 

1 227 647 
(37%) 

3 196 278 
(96%) 

93 005  
(3%) 

3 289 283 
(99%) 

34 717 
(1%) 

Country total 47 698 000 28 276 489 
(59%) 

14 010 128 
(29%) 

42 286 617 
(88%) 

5 103 252 
(11%) 

47 389 869 
(99%) 

308 131 
(1%) 

Intercountry  
(including IX) 

9 294 000 4 781 919 
(52%) 

2 365 441 
(25%) 

7 147 360 
(77%) 

1 325 352 
(14%) 

8 472 712 
(91%) 

821 288 
(9%)** 

SEAR 56 992 000 33 058 408 
(58%) 

16 375 569 
(29%) 

49 433 977 
(87%) 

6 428 604 
(11%) 

55 862 581 
(98%) 

1 129 419 
(2%) 

  * As of 30 June 2001 

**  Uncommitted amount is required for Regional Director’s Development Fund, important meetings, priority activities from 
efficiency savings and casual income. 
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EXTRABUDGETARY FUNDS

(Expressed in US $)

Country Allotted 
Dis-

bursement 
Unliquidated 
obligations 

Total 
obligation 

Ear-
marking 

Total 
committed 

Uncommitted 
balance 

Bangladesh 6 960 412 4 740 794 
(68%) 

844 281 
(12%) 

5 585 075 
(80%) 

188 000 
(3%) 

5 773 075 
(83%) 

1 187 337 
(17%) 

Bhutan 65 823 15 036 
(23%) 

27 967 
(42%) 

43 003 
(65%) 

0 
(0%) 

43 003 
(65%) 

22 820 
(35%) 

DPR Korea 3 735 655 1 678 882 
(45%) 

1 199 013 
(32%) 

2 877 895 
(77%) 

117 984 
(3%) 

2 995 879 
(80%) 

739 776 
(20%) 

East Timor 2 696 359 1 561 266 
(58%) 

410 955 
(15%) 

1 972 221 
(73%) 

206 592 
(8%) 

2 178 813 
(81%) 

517 546 
(19%) 

India 48 255 970 25 347 363 
(52%) 

9 559 609 
(20%) 

34 906 972 
(72%) 

687 922 
(1%) 

35 594 894 
(73%) 

12 661 076 
(27%) 

Indonesia 6 736 621 2 815 220 
(42%) 

1 187 609 
(17%) 

4 002 829 
(59%) 

70 698 
(1%) 

4 073 527 
(60%) 

2 663 094 
(40%) 

Myanmar 3 524 960 1 063 101 
(30%) 

1 013 275 
(29%) 

2 076 376 
(59%) 

4 500 
(0%) 

2 080 876 
(59%) 

1 444 084 
(41%) 

Nepal 6 765 130 1 709 220 
(25%) 

1 720 834 
(26%) 

3 430 054 
(51%) 

279 220 
(4%) 

3 709 274 
(55%) 

3 055 856 
(45%) 

Sri Lanka 137 372 61 328 
(44%) 

35 415 
(26%) 

96 743 
(70%) 

0 
(0%) 

96 743 
(70%) 

40 629 
(30%) 

Thailand 43 878 35 821 
(82%) 

93 
(0%) 

35 914 
(82%) 

0 
(0%) 

35 914 
(82%) 

7 964 
(18%) 

Country total 78 922 180 39 028 031 
(50%) 

15 999 051 
(20%) 

55 027 082 
(70%) 

1 554 916 
(2%) 

56 581 998 
(72%) 

22 340 182 
(28%) 

Intercountry 13 223 169 4 723 216 
(36%) 

2 413 413 
(18%) 

7 136 629 
(54%) 

890 069 
(7%) 

8 026 698 
(61%) 

5 196 471 
(39%) 

SEAR 92 145 349 43 751 247 
(47%) 

18 412 464 
(20%) 

62 163 711 
(67%) 

2 444 985 
(3%) 

64 608 696 
(70%) 

27 536 653 
(30%) 

Extrabudgetary Funds: UNDP, UNFPA and Voluntary Funds 
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Annex 3

Budgetary Implementation of Activities – 2000-2001*,
by Major Programme (2-digit level)

REGULAR BUDGET
(Including IX)

(Expressed in US $)

      

Prog. 
Number 

Prog. 
Code 

Programme Title Allotted Obligated 
% 

obligated 

01.1 CSR Communicable Disease Surveillance and Response 1 147 850 1 005 343 88 

01.2 CPC Communicable Disease Prevention and Control 6 371 490 5 633 851 88 

01.3 CEE Communicable Disease Eradication and Elimination 672 300 542 322 81 

01.4 CRD Communicable Disease Research and Development 
(including TDR) 

77 500 75 690 98 

02.1 NCS Noncommunicable Disease Surveillance 333 800 288 790 87 

02.2 NCP Noncommunicable Disease Prevention 3 832 950 3 367 002 88 

02.3 NCM Noncommunicable Disease Management 744 600 379 097 51 

03.2 CAH Child and Adolescent Health and Development 2 472 500 2 203 510 89 

03.3 RHR  Reproductive Health and Research 4 542 500 3 701 051 81 

03.4 WMH Women’s Health 400 800 336 455 84 

04.1 HSD Health in Sustainable Development 1 956 350 1 474 558 75 

04.2 NHD Nutrition for Health and Development 726 150 711 499 98 

04.3 PHE Protection of the Human Environment 3 978 500 3 572 598 90 

0.4.4 EHA Emergency and Humanitarian Action 481 500 339 737 71 

05.1 HPR Health Promotion 2 094 150 1 898 833 91 

05.2 DPR Disability/Injury Prevention and Rehabilitation 1 879 390 1 552 177 83 

05.3 MNH Mental Health 787 600 650 608 83 

05.4 SAB Substance Abuse 193 750 161 254 83 

06.1 EDM Essential Drugs and Other Medicines 3 318 370 2 847 476 86 

06.2 VAB Vaccines and other Biologicals 2 291 300 2 008 325 88 

06.3 BCT Blood Safety and Clinical Technology 1 674 850 1 445 654 86 

07.1 GPE Evidence for Health Policy 1 036 100 845 521 82 

07.2 IMD Health Information Management and Dissemination 208 000 191 625 92 

07.3 RPC Research Policy and Cooperation 2 200 100 2 008 291 91 

07.4 OSD Organization of Health Services Delivery 10 375 300 9 558 957 92 

08.2 RMB Resource Mobilization 211 400 210 649 100 

08.3 ECP External Cooperation and Partnership 2 260 000 2 053 810 91 

09.1 BMR Budget and Management Reform 19 100 11 122 58 

10.1 DGO  Director-General’s and Regional Director’s Offices  275 800 122 340 44 

10.3 DDP Director-General’s and Regional Director’s 
Development Programme and Initiatives 

428 000 235 832 55 

Total 56 992 000 49 433 977 87 

* As of 30 June 2001    
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EXTRABUDGETARY FUNDS

(Expressed in US $)

Prog. 
Number 

Prog. 
Code 

Programme title Allotted 
Total 

obligations 
% 

obligated 

01.1 CSR Communicable Disease Surveillance and Response 595 909 408 053 68 

01.2 CPC Communicable Disease Prevention and Control 9 978 974 3 744 096 38 

01.3 CEE Communicable Disease Eradication and Elimination 3 980 663 2 422 152 61 

02.2 NCP Noncommunicable Disease  Prevention 10 500 500 5 

02.3 NCM Noncommunicable Disease Management 3 705 2 008 54 

03.2 CAH Child and Adolescent Health and Development 852 389 748 175 88 

03.3 RHR  Reproductive Health and Research 3 145 755 2 381 191 76 

04.1 HSD Health in Sustainable Development 18 505 15 795 85 

04.2 NHD Nutrition for Health and Development 115 707 39 980 35 

04.4 EHA Emergency and Humanitarian Action 7 942 744 5 491 549 69 

05.3 MNH Mental Health 29 773 27 557 93 

05.4 SAB Substance Abuse 105 700 67 288 64 

06.1 EDM Essential  Drugs and Other Medicines 243 883 143 190 59 

06.2 VAB Vaccines and other Biologicals 64 201 124 45 961 316 72 

07.3 RPC Research Policy and Cooperation 3 061 3 061 100 

07.4 OSD Organization of Health services Delivery 28 318 27 602 97 

08.3 ECP External Cooperation and  Partnership 888 639 680 198 77 

Total 92 145 349 62 163 711 67 

 


