


Member States of 
SEAR 

The 11 countries which make up 
the South-East Asia Region (SEAR) 
of WHO are: 

Bangladesh 
Bhutan 
Democratic People's Republic 
of Korea 
India 
Indonesia 
Maldives 
Mongolia 
Myanmar (formerly Burma) 
Nepal 
Sri Lanka 
Thailand 

SOUTH-EAST ASIA REGION 

A rich heritage 
by Dr U Ko Ko 

Regional Director for South-East Asia 

HO's South-East 
Asia Region is 
home to a 
quarter of the 
world's popula

tion and presents a fascinating blend 
of the past and the present. While 
most of the 11 Member States - five of 
whom are categorised as Least 
Developed Countries - have achieved 
remarkable success in their health 
development activities, a wide gap still 
remains between the health haves and 
have-nots. 

Most countries of the Region share 
a common history of subjugation by a 
foreign power until about four decades 
ago. They share a common legacy of 
rampant communicable diseases, nutri-
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tional disorders and problems of 
poverty. The countries also share a rich 
socio-cultural heritage. In fact, culture 
and religion play a vital role in 
influencing the health behaviour of the 
population, especially in rural and 
tribal areas. Another common feature 
is that systems of traditional medicine 
have been widely practised and have 
been an integral part of the social 
infrastructure; efforts are now being 
made to integrate them within the 
health systems. 

The Region, however, still accounts 
for a large proportion of the world's 
disease burden. Mortality rates for 
some diseases have registered a signifi
cant decline in the past few decades, 
particularly with reference to infant 

mortality and crude death rates, yet 
there are pockets where rates of infant 
and maternal mortality as well as 
morbidity are unacceptably high. While 
malaria, tuberculosis , diarrhoea! 
diseases and other communicable 
diseases take a heavy toll, malnutrition 
is also prevalent in many countries. In 
addition, the countries face a threat of 
emerging diseases such as cancer, 
hypertension, cardiovascular diseases 
and diabetes - diseases which, in the 
industrialised world, are associated 
with lifestyles. 

Formidable though this scenario is, 
the member countries are making bold 
and determined efforts to improve the 
health status of their people. These 
efforts are reflected by the determined 
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putting into effect of Health for all 
strategies by the countries, and the 
regular monitoring and evaluation of 
those strategies. This determination 
was further reaffirmed at the regional 
Conference on Health Development 
held at Nev.~ Delhi in March 1989, 
when the member countries renev.~ed 
their commitment to the noble goal of 
Health for all. 

Restructured systems 
In order to provide health care to 

the vast majority of the people, 
member countries have restructured 
their health systems. Through the 
decentralisation of authority, district 
health systems have been strength
ened. At the same time, the develop
ment of human resources, including 
training primary health care workers 
and undertaking research into priority 
health problems, is receiving added 
attention. The countries are also step
ping up cooperation among them
selves, and are generally making sure 
that the wide disparities in the ac
cessibility of health care between rural 
and urban areas is bridged as soon 
as possible. 
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Heirs to a rich social and cultural 
legacy. 

In the process it is becoming increas
ingly clear that health needs to be 
given greater attention than it has 
received in the past if the pace of 
development, or development itself, is 
to be maintained and accelerated. 
Already the fruits of these efforts are 
beginning to be seen as the countries 
march ahead to achieve the goal of 
Health for all. 

In spite of severe resource con
straints, member countries have 
developed innovative approaches for 
carrying out HFA strategies. The 
success of the countries' efforts have 
been widely recognised; for instance, 
individuals working in four of the 
countries have won the Sasakawa 
Health Prize during the past fev.~ 
years. Some vignettes of such ap
proaches and achievements are vividly 
described in the pages of this issue of 
World Health. • 

I~ f~. 
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THAILAND 

People power 
by Or Prapont Piyaratn 

Adviser to the ASEAN Institute of Health Development, Mahidol University, Thailand 

T
he locale is rural, the 
setting spartan, the prin
cipal character is a lithe 
and diminutive lady with 
smiling eyes and a defi

nite nasal twang. The audience is of 
men, women and children of all ages, 
some wide-eyed, others open
mouthed in an apparent effort to take 
in the message from this lady. 

At the rear of the room, several 
farangs (the Thai word for fair-skinned 
foreigners) listen in silence to the 
translation by a Ministry of Public 
Health staff member who seems obli
vious to the searing heat and high 
humidity. The shrill voice of the lady 
rises to a crescendo as she reaches the 
climax of her discourse. 

What is this all about? Why the 
crowd? Why the devout attention? 
Why the presence of farangs who have 
braved Thailand's atrociously famed 
summer temperatures? 

The setting is the province of 

Nakorn Rachasima, known by its 
residents as Korat, lying some 256 km 
(160 miles) north-east of the capital 
city of Bangkok. Korat has a popu
lation of nearly two and a half million 
people in an area of 21,000 square 
km, and a population density of 115 
per square km. It has an annual 
population growth rate of 1.3 per cent 
and a birth rate of 1.6 per cent. The 
infant mortality rate is 10.42 per 1,000 
live births and the maternal mortality 
rate is 0.13 per 1,000 live births. 

The hall is passably clean and well 
ventilated, with rows of chairs laid out 
in anticipation of large audiences. 
Posters paper the walls, colourful 
enough to distract any peevish child. 
The messages on the posters are 
carefully written in Thai script. This is 
one of Korat's health centres. 

The leading character in the drama 
they are all watching is the village head 
woman - though she looks more like 
an archangel of health. Beneath her 

unpretentious exterior, however, lies a 
backbone of steel and an iron will. She 
has never been known to cede to a 
challenge - provided the challenge 
relates to her constituency and its 
Basic Minimum Needs (BMN). She is a 
living testimony to the high respect 
that the Thais have for their 
womenfolk. 

Adopt and adapt 
The audience is a merry mixture of 

indigenous villagers and visitors from 
neighbouring and distant villages. They 
have come to listen, to adupt and 
adapt what they have heard. The 
lecture approach rapidly gives way to 
include audience participation. The 

The village headwoman discusses the 
community's health efforts with a group 
of visitors. Right: At the sharp end of 
the immunization section of Thailand's 
Basic Minimum Needs programme. 
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villagers ask questions, seek clarifi
cation, volunteer their own experi
ences, share their constraints and 
suggest feasible alternatives. This is the 
"people power" approach that gave 
birth to TCDV (Technical Cooperation 
among Developing Villages) - an inno
vative offspring of WHO's TCDC 
(Technical Cooperation among 
Developing Countries). 

Human resources 
The group of foreigners attending 

the meeting are but a few of the many 
international guests who are fascinated 
by Thailand's BMN approach. They 
come from different disciplines; some 
are social scientists, others policy
makers, many are themselves health 
personnel. Their reactions vary from 
scepticism at one end to complete 
acceptance of the BMN approach 
at the other. Certainly all of them 
leave the country fully convinced that, 
notwithstanding the poverty , 
human resources represent a country's 
best asset. 
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At the time of the 1978 Declaration 
of Alma-Ata, Thailand was among the 
WHO member countries which sub
scribed to WHO's goal of Health for all 
by the year 2000, to be attained 
through primary health care. BMN is 
an acronym that in Thailand is almost 
synonymous with Health for all. A 
brain-child of the former Permanent 
Secretary of Public Health, Or Amorn 
Nondasuta, the BMN approach is in 
turn an innovation of the primary 
health care approach. When primary 
health care itself fell short of its 
projected expectations, brainstorming 
among officials of the Ministry of 
Public Health and of the inter
ministerial agency gave birth to Basic 
Minimum Needs. 

Nationwide needs 
Trial and error led to the formu

lation of eight such "needs" which 
apply nationwide. Among them are 
that every family should have ade
quate meals of nutritional and hygienic 
quality, appropriate shelter within a 

proper environment, and the right to 
receive basic social services. 

It is widely accepted that health is 
bound to be an elusive commodity in 
the absence of development. Recog
nising this fact, the authorities saw that 
a mechanism for an integrated 
approach was immediately called for. 
They designed, experimented with, 
adapted and applied different models 
of community health programmes with 
the people's participation. They 
developed, trained and re-trained 
various groups of health cadres, and 
introduced several financing schemes 
to fund village-based, self-managed 
activities. 

All these strategies took years of 
unrelenting effort. Yet the achieve
ments have been, to say the least, 
rewarding. At the close of the Fifth 
Five Year Development Plan ( 1982 to 
1986), health coverage had reached 
87 per cent of all Thai villages - that is 
to say, it embraced roughly 73.6 per 
cent of the country's total population 
of 53,605,000. • 
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SRI LANI<A 

Reaching the poorest of the poor 
by Mrs Carol Aloysius 

Senior journalist with an English-language newspaper in Sri Lanka 

A
ppuhamy, his wife 
Seela and their two 
children (aged two and 
four years respectively) 
live in a mud and 

wattle daub hut in a remote hamlet of 
north central Sri Lanka. Appuhamy, 
26, the sole breadwinner in the family, 
is a small farmer whose uncertain 
income varies from 400 to 500 rupees 
(US $10 to $12) a month using the 
ancient method of "slash and bum" 
agriculture. 

This meagre income is barely suffi
cient to feed his growing family even 
with two square meals a day. Often 
these meals consist of rice or yams and 
sometimes a vegetable or two, and 
occasionally a dish of dry fish or sprats. 
Except on very rare occasions, the 
family never eats meat or fresh fish, 
since these two protein-rich foods are 
much too expensive. They drink tea 
plain and plenty (to make up for the 
lack of food), usually taken with a dash 
of sugar. Occasionally, when the har
vest is plentiful, Appuhamy is able to 
buy a packet of sweetmeats for his 
children. 

Because of their poor diet, lacking in 
essential vitamins and proteins, the 
whole family is malnourished. Seela, 
21, who is expecting her third child, is 
also very anaemic. Occasionally she 
visits the maternal and child health 
clinic conducted regularly within five 
miles of her home by public health 
field staff. But on most days when the 
clinic is held, she is unable to attend it 
with her children as she has neither the 
bus fare to travel nor a change of 
clothes to wear. 

When she does manage to attend 
an MCH clinic, specially run to help 
pregnant women like herself and 
young children, the health workers 
give her iron tablets for her anaemic 
condition and other vitamin 
supplements. Sometimes she is lucky 
to be served a cup of kola Kende, a 
nutritious vegetable and rice gruel 
prepared by some of the health volun
teers assisting at the clinic. She also 
receives a free packet of T riposha -
supplementary food given to all 
malnourished pregnant or lactating 
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mothers and underweight children 
before they return home. 

As for the two youngsters, they are 
examined and weighed, and their 
growth is recorded on a chart. Since 
their weight gain is below what is 
expected of children in their age 
groups, Seela is advised on suitable 
diets for them. The midwife warns her 
to eat more nutritious and adequate 
meals so that both she and the baby 
will be healthy. 

Despite the good advice given to 
her, her extreme poverty prevents her 
from cooking the prescribed diets. So 
both she and her children continue to 
be malnourished. Nor does the damp, 
ill-ventilated and overcrowded hut 
where they live in any way help to 
improve their health status. 

While the two young children have 
been safeguarded from the six 
common childhood diseases (polio, 
tetanus, whooping cough, measles, 
diphtheria and tuberculosis) through 
the universal child immunization pro
gramme, they are nevertheless prone 
to constant bouts of diarrhoea and 
respiratory infections. 

This again is largely due to the lack 

A poor family in Sri Lanka, beneficiaries 
of the Janasaviya (strengthening the 
people) Programme aimed at alleviating 
extreme poverty. 

of safe drinking water and sanitary 
toilets, to eating unhygienically cooked 
foods and to sleeping in damp sur
roundings. The children also suffer 
from worm infestations - there is no 
toilet so they have to defecate on the 
open compound where they play. 

The plight of the Appuhamy family 
is by no means a rare phenomenon in 
Sri Lanka. It is one that is shared by 
thousands of other very poor families 
in a country where over half of the 
rural population live below the poverty 
line - earning under 700 rupees a 
month (about US $18). 

A vicious circle 
Their extreme poverty has trapped 

them in a vicious circle of ill-health 
from which they cannot break free. It 
also prevents them from making the 
best use of the many welfare services 
provided by the government, such as 
free education and free health services. 
Consequently, these families have 
been unable to participate in the 
country's development or lead a full 
and healthy life. 

It is to help such families that the 
government recently introduced an 
innovative programme aimed at 
alleviating extreme poverty and thereby 
improving the overall quality of life of 
the poorest of the poor. 

The Janasaviya Programme, mean-



ing "strengthening the people," was 
conceived by the President of Sri 
Lanka, Mr R. Premadasa. It is also 
known as the Poverty Alleviation Pro
gramme (PAP) because that is its 
prime goal. In Mr Premadasa's words, 
poverty "is synonymous with misery, 
bringing in its wake ignorance, disease, 
debilitation and defeatism." 

The PAP is a country\.vide response 
to a set of fundamental problems 
affecting Sri Lanka's social, political 
and economic order, namely, poverty, 
unemployment, landlessness and 
alienation from the land, all of which 
have resulted in a waste of potentially 
productive human resources. It will 
form the key strategy of the 
government for the next few years. 

Closely linked to it, and an integral 
component of the PAP, is another 
innovative programme directed at 
improving people's health status. This 
health component, developed by the 
Ministry of Health and Women's 
Affairs, is called Suva Saviya -
"strengthening health." As the Presi
dent explains: "Poverty and ill-health 
are intricately interwoven. Poverty 
affects health which in turn affects the 
participation of the people in the social 
and economic development of the 
country." 

Like the PAP, the Suva Saviya 
programme is also a people-based one 
- a bottom-up process starting at 
hamlet level and primarily geared to 
the health needs of the poorest of the 
poor. 

The philosophy behind it reflects the 
broad definition of health proposed by 
WHO, namely, that health is not merely 
the absence of disease and infirmity, 
but also the physical, mental and social 
well-being of a person. The pro
gramme relies on the primary health 
care approach to achieve its goals, and 
the needs of the beneficiaries are 
obtained from a family profile main
tained by the midwives or other health 
workers. 

This approach has been selected for 
several reasons, all of which are 
compatible with the PAP. For one 
thing, it entails remedying the root 
causes of illnesses rather than the 
illnesses themselves, through simple, 
practical and cost-effective methods 
such as improving nutrition, providing 
safe drinking water, health education, 
school health, mother and child care 
including immunization, control of 
diarrhoea! diseases, hygiene and family 
planning. In other words, the emphasis 

A small child goes in the weighing scale 
for a check on its healthy growth. 
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is on prevention rather than cure, and 
on self-reliance. 

It is also regarded as the most 
effective way of making basic health 
services accessible to families in an 
affordable and acceptable way, while 
ensuring their fullest cooperation and 
participation. 

While the overall objective of the 
Suva Saviya programme is to raise the 
health status of the beneficiaries in 
general, it puts special emphasis on 
mothers and children - regarded as 
the two most vulnerable sectors of this 
target population. 

For although Sri Lanka's infant and 
child mortality rates are among the 
lowest in South-East Asia, there still 
exist significant differentials between 
geographic, social and economic 
groups. Malnutrition and under
nutrition among young children is 
widely prevalent in certain areas, and 
leads to chronic stunting. Anaemia and 
poor maternal nutrition is common 
among mothers in the low income 
groups, resulting in low birth weight 
babies. Post-partum haemorrhage is 

. one of the commonest causes of 
maternal mortality - and its victims are 
already anaemic mothers. 

As in other countries of the Region, 
a large number of these illnesses and 
deaths could be prevented, if suitable 
strategies could be developed and 
carried out. The country has a wide 
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network of health institutions ranging 
from big teaching hospitals to central 
dispensaries, maternity homes and 
clinics but, as we have seen, poverty 
often prevents people from visiting 
them regularly. Even the home-visiting 
services provided by the midwife and 
the public health inspector often meet 
with poor compliance on the part of 
some mothers. 

The Ministry, which is responsible 
for planning, organizing, coordinating 
and evaluating MCH programmes, 
trains and orientates field health 
workers to pay special attention to the 
health care of mothers and children. It 
urges public health nurses, public 
health inspectors, midwives and pre
pupil midwives to ensure that everyone 
receives the fullest benefits from the 
wide spectrum of health services pro
vided free. 

These programmes for mothers and 
children are largely funded by leading 
international agencies such as WHO, 
UNICEF and UNFPA (the UN Population 
Fund). 

Services under the Suva Saviya 
programme will include· ante-natal, 
natal and post-natal care, nutrition 
programmes for malnourished 
·mothers, immunization for children 
against common chikihoqd diseases, 
growth monitoring of the young child, 
promotion of breast-feeding, and 
appropriate weaning practices. Family 

Keeping the records up-to-date. The 
new approach to health care in Sri 
Lanka is already winning a positive 
response. 

planning is also emphasised, with the 
accent on birth spacing. Attention will 
also be paid to child mental health, 
control of diarrhoea! diseases and 
acute respiratory infections, and school 
health. 

The public health midwife is the first 
formal contact point with ordinary 
people in the field of primary health 
care. On her efficiency largely rests 
the succe~s of the Suva Saviya 
programme. 

Close collaboration between the 
Ministry and both WHO and UNICEF, 
from the planning stage onwards, has 
proved specially valuable. WHO is to 
carry out a project to evaluate the 
impact of the two programmes - the 
PAP and Suva Saviya - on the lives of 
the people who benefit from them. 

Although it is too early yet to say 
what impact the Suva Saviya concept 
has had, field visits made by Ministry 
personnel show that there is indeed a 
positive response to the new approach. 
In the fullness of time it should 
revolutionise the health status of all 
mothers and children in the poorest 
of poor communities in Sri Lanka 
and thus offer them a chance of a 
better life. • 
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BANGLADESH 

Essential dmgs po&cy 
by Or Mohamed Jahangir 

Director, Drugs Administration, Ministry of Health and Family Planning, Bangladesh 

T
he objective of the 
Action Programme on 
Essential Drugs in 
Bangladesh is to make 
drugs available to more 

of the population at a reasonable cost. 
The government has consistently pur
sued a policy of expanding the public 
health infrastructure and providing pri
mary health care to the vast majority of 
rural people, in line with WHO's global 
aim of Health for all. 

In order to achieve this objective, the 
government introduced a national 
drugs policy in June 1982 designed to 
give priority to the production of 
essential, safe and efficacious drugs, 
and at the same time to remove all 
harmful, useless and undesirable prod
ucts from the market. 

The idea of drawing up a list of 
about 200 drugs and vaccines that 
could be considered essential to good 
medical practice was introduced by 
WHO in 1977. The list enables 
developing countries to keep their 
spending on pharmaceutical products 
to a minimum while ensuring that a 
majority of ordinary people have 
access to the medicaments they need. 
The model list and the guidelines and 
recommendations of the WHO Expert 
Committee on the selection of 
essential drugs are among the basic 
components of primary health care, 
and were carefully considered when 
the Essential Drugs list of Bangladesh 
was in preparation. 

What are the criteria that apply iQI 
when products for local manufacture .i 
and registration of imported drugs are .E 
being considered? The following are ~ 
strictly observed: ~ 
- combinations of antibiotics, anal- z 
gesics, narcotics and vitamins are ~ 
prohibited; 
- combinations are only exceptionally .S 
allowed - for instance, oral rehydration ~ 
salts· ~ 

' ' 0 
'l::l 

---------~ 
Bangladesh girls practising first aid. § 
Treatment they will oHer for injuries will o 
be derived from the country's list of] 
essenti~mvg£ ; 

~ 
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- manufacture or importation of drugs 
with little or no therapeutic value, such 
as cough mixtures, throat lozenges, 
tonics or gripe-water, is prohibited; 
- products with doubtful or little value 
or advantage, or differing only slightly 
in composition, are prohibited; 
- certain drugs with serious side
effects but offering favourable risk
benefit are allowed in restricted use; 
- the importation of drugs is restricted 
to those that are otherwise not avail
able in the country; 
- protection is given to drugs made 
from locally produced raw materials; 
- restrictions are placed on the manu
facture by multinational corporations 
of vitamins and antacids; 
- the production of drugs under 
licence is not allowed. 

Negative impact 
The introduction of this policy 

generated a great deal of controversy 
at first. Manufacturers were afraid that 
their production and profits would be 
disrupted, and expressed concern 
about the short-term negative impact 
on their sales. 

But the objectives and strategies of 
this drugs policy were essentially 
people-oriented - in conformity with 
the recommendations and philosophy 
of WHO on essential drugs. Since the 
adoption of the drugs policy in 1982, 
there are clear indications that the 
drug situation in Bangladesh has 

changed for the better. Any fears 
about local production being disturbed 
or of a drug crisis turned out to be 
unfounded. 

The local industries, both national 
and multinational, have adapted well 
and have adjusted themselves to 
the changed policies. The value of 
locally produced drugs rose from 
US $54,420,000 in 1981 to 
$156,400,000 in 1989. The share of 
the cost of essential drugs in expendi
ture on primary health care increased 
significantly over the year and now 
stands at 75 per cent, compared to 30 
per cent in 1981. 

In fact the production volume of the 
Bangladeshi companies actually 
increased compared to that of the 
multinationals which had dominated 
the field of local production. Local 
companies now produce nearly 52 per 
cent of the total local production 
compared to only 35 per cent in 1981. 
These companies now appear in the 
first, third, fourth and ninth position in 
the list of Top Ten companies. 

Although the total expenditure on 
imports of raw materials has increased 
over the years to meet the demands of 
local production, there has been a 
significant downward shift in the prices 
of many individual items by anything 
from 20 to 90 per cent. Consequently 
the maximum retail price of finished 
products has been lowered propor
tionately. 



Vaccines too are among the list of drugs 
recommended by WHO to ensure that 
priority is given to the local production 
of essential, safe and efficacious 
products. 

On the other hand, between 10 and 
12 per cent of the total requirements 

· of drugs of a special nature are still 
being imported. But the cost has been 
reduced from $13,500,000 in the year 
1981 to $6,800,000 in 1989. 
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population can afford allopathic health. 
care facilities. The government is seek
ing to provide health care services to 
the majority who cannot afford to 
pay, through a network of health 
centres, hospitals and institutes. Both 
preventive and curative aspects are 
taken care of. 

Donor agencies such as the World 
Bank, UNICEF and WHO, DANIDA (of 
Denmark) and SIDA (of Sweden) are 
extending their help to supplement the 
government's resources and provide 
essential drugs for primary health care. 

At present the greatest emphasis is 
given to making quality pharmaceuti
cal products available. The concept of 
quality assurance at the manufacturing 
level is given high importance and 
facilities, and the availability of trained 
manpower has to be guaranteed 
before any drug manufacturing licence 
is granted. The quality assurance of 
drugs, as embodied in good manufac
turing practice and the subsequent 
monitoring of quality from manufac
ture to use has been identified as a 
crucial element of drugs policy. 

Facilities for testing and analysing 
drugs at the government Drug Testing 
Laboratories have been considerably 
improved by procuring the latest 
equipment and technologies, and by 
training personnel with the active assis
tance of WHO, DANIDA and SIDA. This 
has enhanced the capacity of the Drug 
Testing Laboratories to handle more 
samples sent as part of routine moni
toring and surveillance. 

QuaUty control 
Further development of these 

laboratories should lead to the conti
nued availability of quality drugs on 
the market. Two government laborato
ries are now checking random samples 
of drugs from the open market on a 

·6, regular basis, under a programme 
~ known as the "national survey of 
~ quality control of essential drugs." 
e_ If any drug proves to be sub
~ standard and if the manufacturer fails 
~ to satisfy the authorities why it has 

The withdrawal of harmful, abuse
potential, useless and non-essential · 
drugs has in turn protected consumers. 
And there is no longer a scarcity of 
generic drugs identified as essential. 
The more rational prescription of 
drugs indicates that physicians, 
chemists and pharmacists are increas
ingly aware of the benefits. 

The health system in Bangladesh 
provides for health care services in 
both the public and private sectors. 
Only 15 to 20 per cent of the 

produced it, that drug is withdrawn 
from the market and will remain under 
suspension until the manufacturer 
improves the situation. 

The whole concept of essential 
drugs has been a success in improving 
the supply and use of drugs in 
Bangladesh in spite of our meagre 
resources. It has been made possible 
because of the strong political will of 
the government and with the con
tinuous backing of WHO, UNICEF, the 
World Bank and such agencies as 
DANIDA and SIDA. • 
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INDONESIA 

Mobilising women for health 
by Mrs Lina G. Padmo Hoedojo 

Specialist in public health education based in Jakarta, and author of "Primary Health Care in Indonesia " 

A
line of anxious mothers 
clad in colourful 
sarongs, with their 
infants safely tucked in 
their long carrying

shawls, waits near a crowded village 
service post (Posyandu) for the 
monthly weighing of children by the 
women volunteers known as kaders. 

"Many mothers visit the posyandu 
every month. They no longer hesitate 
to come to this integrated village post 
and we - the kaders and the health 
staff - are ready to assist them and 
their children in their health needs," 
one volunteer remarked. 

Women's participation in village 
health development in Indonesia has 
been a common feature over the past 
three decades. Since the early 1960s, 
women have been actively supporting 
social development programmes as 
kaders. The use of these volunteers 
began in Java in 1960, when 
thousands of women literacy cam
paigners from the Community Edu
cation Programme worked in their 
own communities to improve the vil
lagers' reading and writing skills. 

Today, most of the country's village 
development efforts have come to rely 
on women as cadres in a wide range of 
community-based health programmes. 
They are perhaps best known for their 
contribution to the posyandu. 

Each village integrated service post -
the name posyandu is derived from 
Pas Pelayanan Terpadu - is a self
reliant health service unit provided by 
the community for the community. 
Each is supported periodically by the 
nearest health centre in its efforts to 
reduce infant mortality and improve 
the health and nutritional status of 
children under five years of age, and 
also of pregnant and lactating mothers. 

Despite rapid economic growth over 
the past 15 years, Indonesia - the fifth 

'7he mothers no longer hesitate to 
come to this integrated village post and 
we - the kaders and the health staR -
are ready to assist them and their 
children. " 

W ORLD HEALTH, September-October 1990 

most populous nation in the world -
has an infant mortality rate of 107 per 
1,000 live births (in 1980) which 
exceeds the rates in the other ASEAN 
countries (Association of Southeast 
Asian Nations). One of the underlying 
causes is that about one-third of all 
children aged under five, or ten million 
children, suffer from some form of 
protein-energy malnutrition. 

In 1982, an integrated village post 
was established in every village staffed 
by trained village health volunteers; 
primarily to reach as many families as 
possible. Posyandu today is the village 
health programme that uses the largest 
number of women kaders. These 

volunteers perform various types of 
activities. They motivate the mothers to 
visit the posyandu every month, weigh 
the under-fives, undertake some 
degree of recording and processing of 
data, offer health and nutrition edu
cation, and provide supplementary 
feeding for small children. 

Community spirit 
Kaders do not receive cash payment 

for their services. As one of them 
remarked: "Why should we be paid for 
helping ourselves?" A sense of com
munity spirit and mutual help - it is 
known here as gotong-royong - has 
motivated these volunteers to partici-
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pate in the posyandu. Increased know
ledge and skills, greater social status, 
wider social contact and the desire to 
fulfil religious obligations have been 
sufficient reasons for thousands of 
village health workers to spend hours 
each week working for better health 
within their communities. 

Today, women visit these grass-roots 
health posts not only for the monthly 
monitoring of their children's weight 
and growth but also for other health 
services. These include immunization 
against the six major diseases of 
childhood, oral rehydration therapy 
against diarrhoea, and nutritional first 
aid - for instance, giving children a 
high dosage of vitamin A capsules 
once every six months to guard against 
xerophthalmia or nutritional blindness. 
The integrated service post also pro
vides family planning services and 
information to eligible couples, iron 
supplements for pregnant and lactat-
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ing mothers, and referral of severely 
malnourished children to the health 
centre for treatment. 

Instead of focusing on clinics, the 
weighing activities are built into the 
existing village women's organization 
known as PKK (Family Welfare 
Movement), which holds a monthly 
mothers' meeting. All children under 
three are weighed each month on 
locally made weighing scales, and the 
results are entered up by the volunteer 
worker on the child's weight chart. 

Warning signs 
The rainbow-coloured growth chart 

- it costs about US 5 cents - is kept at 
home by the mother rather than in the 
clinic by a health worker; this means 
that the responsibility for good nutri
tion is not taken away from the mother 
herself. The main message of the chart 
is that monthly weight gain is good, 
constant weight may be a warning 

Mobilising women 
for health 

Left: The integrated service post en
courages women's participation in 
village health development in 
Indonesia. Among other facilities, it also 
provides family planning services 
including fitting of IUDs. 

Right: Women volunteers who work in 
such community-run posts evolved from 
the thousands of women literacy 
campaigners who have worked for three 
decades to improve reading and writing 
skiDs in their own communities. 

signal, and weight loss is a danger sign. 
The mothers understand this clearly. 

When the kader announces that the 
baby has gained weight, the mother 
smiles happily; where it has lost weight, 
the mother blames it on illness or the 
baby's reluctance to eat. 

The reverse side of the chart carries 
information about how to prepare oral 
rehydration salts and nutritious 
weaning foods. The weight chart has 
become a prime educational and 
communication channel for teaching 
mothers the relationship between 
food, illness, weight gain and health. 

In many villages the mothers have 
started neighbourhood nutrition clubs. 
Using food available in their own 
homes or produced in their own 
gardens, mothers gather periodically to 
cook and serve a good meal and to 
discuss how to maintain a well
rounded diet. These clubs too have 
become both an educational forum 
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and a social affair for the mothers. 
The PKK recently adopted a nevJ 

strategy aimed at reaching as many 
families as possible. Known as the dasa 
wisma approach, this is based on ten 
households or families considered as a 
unit of self-reliant welfare. A chairman 
is chosen among the families, usually a 
woman, whose duties include 
reminding the womenfolk to visit the 
posyandu for regular checks on their 
own and their babies' health. 

A fevJ months ago, the Health 
Minister, Or M. Adhyatrna, opened the 
first training course for some 300 dasa 
wisma volunteers, most of them mar
ried. The Minister called on them to 
support posyandu activities, and -in 
particular the immunization pro
gramme. Indonesia's immunization 
coverage in 1989 was only 65 
per cent, but the target for 1991 is 
80 per cent. 

The development of the posyandu 

W ORLD HEALTH. September-October 1990 

has indeed been remarkable. Accord
ing to the Ministry of Health, their 
numbers increased from 25,000 in 
1984- to 214,533 in 1989. Today these 
integrated service posts are scattered 
across the country's 68,000 villages 
and urban areas. 

PKK itself is a community 
movement run and managed by 
women volunteers which operates in 
every Indonesian village. It has been a 
national network since 1971, spon
sored by the Ministry of Home Affairs, 
and it carries out ten basic pro
grammes, including health. 

About one and a half million 
women volunteers associated with 
PKK are actively involved in the inte
grated service posts. This remarkable 
accomplishment of the PKK was inter
nationally recognised in 1988 when 
the movement received the Mauritts 
Pate Award from UNICEF for its efforts 
in reducing the national infant morta-

WHO/UNICEF/D. Natanagara 

lity rate, and the Sasakawa Health 
Prize under the auspices of WHO for its 
active participation in the posyandu, its 
efforts in improving village health and 
its success in mobilising and coordinat
ing government and non-government 
sectors for health. 

Crucial elements 
The experience of women's partici

pation in village health development 
programmes in Indonesia suggest that 
the creativity and enthusiasm of 
women volunteers can be successfully 
combined with government structures 
to provide health services to an ever
wider population. The most crucial 
elements in forging this combination 
are government support coupled 
with a high degree of participation 
and commitment by women, who thus 
help to determine the direction 
and momentum of their health 
development. • 
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DEMOCRATIC PEOPLE'S REPUBLIC OF KOREA 

Healthy aging 
by Dr Choe Chun Hyon 

Head of WHO Collaborating Centre in Gerontology and Geriatrics, Pyongyang 

" Nothing is more pre
cious than man in 
the world . . . Man is 
the master of eveyY
thing and decides 

eveyYthing." With its emphasis on 
humanity - and here "man" means 
"woman" too - this is the philosophi· 
cal base for the health policy of the 
Democratic People's Republic of 
Korea (DPRK). This principle applies 
equally to the elderly, since protection 
of the elderly is an important part of 
the state's policy. 

Populations are aging rapidly not 
only in the developed world but also in 
developing countries. There are an 
estimated 416 million older people 
(aged 60 years and over) in the world. 
By the year 2025, they will number 
806 million, accounting for 11.9 per 
cent of the world's total population. 

In the DPRK, life expectancy in 
1986 was 7 4.3 years. The Socialist 
Labour Law stipulates that the state 
takes charge of and provides for the 
life of eveyY citizen, and pledges as a 
matter of supreme principle to con
tinuously increase the material and 
cultural life of all citizens. It also lays 
down that men are entitled to a state 
pension when they reach the age of 60 
and women at the age of 55, and that 
eveyY citizen has a right to work and 
eventually to have access to nursing 
homes and homes for the elderly 
without any charge. 

In March 197 4, the Supreme 
People's Assembly published a law 
entirely eliminating the taxation 
system, thus making it a tax-free 
countyY. 

Free medical care 
The Public Health Law stipulates 

that eveyY citizen shall enjoy the bene
fit of completely free medical care 
from the state and has a right to be 
treated without charge. The docu
ment "Theses on Socialist Education" 
ensures universal and continuous edu
cation for all people throughout their 
lives, from childhood to old age, and 
including pre-school, school and adult 
education. 
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The latter is considered of great 
importance in consolidating and 
developing people's world outlook and 
in increasing general knowledge, as 
well as improving their technical and 
cultural levels. The education provided 
is not only universal and compulsoyY 
but also free of charge. 

The social relationship of people is 
based on the collective principle of 

The elderly are entided to primary 
health care, and there is much 
emphasis on the pre-disease status of 
older people. 

"One for all, all for one;" everybody 
helps each other. The state is respon
sible for providing the elderly (and 
indeed eveyYone) with food, clothing 
and housing almost without any 
charge. As for family relationships with 
elderly people, the young traditionally 
respect the old and share their homes 
with them. 

The Public Health Law )ays down 
the state's policy and the ·principal 
ways to consolidate and develop the 
Section Doctor System. This is a 
system of health care with doctors in 
charge of certain sections, performing 
prophylactic and therapeutic activities, 
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taking good care of the citizens' health. 
Accordingly, every elderly person is 
registered and cared for by the section 
doctor, without charge. 

The elderly are entitled to primary 
health care, general examination and 
guidance on activities from the doctors 
in charge. There is much emphasis on 
the pre-disease status of the elderly. 
Important areas receiving attention are 
hygiene propaganda, physical and 
mental training, observance of per
sonal hygiene, diet and nutrition, guid
ance for a regimen for healthy living, 
the supply of gerotonics, facilities for 
rest and recreation, and anti-epidemic 
measures including vaccination. 

In 1986 there were 135.9 hospital 
beds per 10,000 population. Beds for 
the elderly far exceed this number. In 
the capital, Pyongyang, there is a 
centre for medical services and 
research for the elderly, which has 
1,700 beds and a specialised experi
mental unit. The other big hospitals 
and provincial hospitals also have 
departments and beds for specialised 
medical services for the elderly. 

Modem medicine is combined with 
traditional medicine on a scientific 
basis. Special attention and efforts are 
directed at preventing and controlling 
geriatric diseases,· from their early diag
nosis to the prevention of relapse. 
Most of these diseases are chronic and 
incurable, calling for long-term 
treatment. So it is rational to prevent 
and treat diseases on the basis of 
normalising the structure and function 
of the organs and systems in elderly 
people. This requirement is met by 
traditional medicine. 

We differentiate the gerontologica 
clinic from the geriatric clinic. For 
continuous maintenance of the health 
status of the elderly, relatively healthy 
dderly people are admitted as patients 
to gerontological clinics for investiga
tion and assessment. These patients 
are given special medicaments and 
offered training and rehabilitation. 

Medicaments based on traditional 
medicine and mimufactured on a 
scientific basis are used to prevent and 
treat iSchaemic heart disease, Parkin
sonism and senile mental disturbances, 
or to raise the immune resistance in 
the aging. 

There are five or six kinds of 
activities that the elderly can pursue. 
They can continue to do their work or 
act as an adviser or honorary official. 
They can participate in associations of 
retired persons, which are voluntary 
organizations for retired persons. Or 
they can undertake light activities in 
workshops or in neighbourhood work 
teams for the elderly. They can live in 
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National policy in the DPRK aims to 
ensure that all the elderly live long and 
happy lives, under the most favourable 
conditions. 

nursing homes or homes for the 
elderly, while those with chronic 
diseases receive treatment in special 
hospitals. 

Facilities where the elderly can lead 
an active life are run by the state. 
These have well-equipped clinics 
designed for a full cultural, recreational 
and emotional life. The residents are 
given nutritious meals and an oppor
tunity to enjoy films, opera and drama, 
to visit historical places and recreation 
grounds, or to organize their own 
artistic performances. 

The elderly receive education from 
skilled health and social workers in 
such matters as social hygiene, public 
health and disease prevention. Short 
scientific films and television offer 
excellent means of conveying this kind 
of education. 

Meanwhile studies are being carried 
out on various aspects of the elderly. 
These include epidemiology - aimed 

at identifying the determinants of aging 
as well as the risk factors and favour
able factors. Social studies try to 
identify ways to remove risk factors 
and use favourable factors, and to 
develop facilities for "healthy aging" 
which will ensure an active mind, 
health lifestyles, relaxation, organized 
work, education, and cultural and 
emotional interests. 

Other studies seek to clarify the 
mechanism of aging, to find ways to 
delay its onset, and to identify rehabili
tation measures that will maintain 
structure and function in the elderly 
through physical and mental training 
and the use of traditional medicines. 
Also under investigation are the pre
vention, early diagnosis, treatment and 
prevention of relapse of diseases in the 
aging, especially by applying traditional 
medicine. 

The health of the elderly in the 
DPRK is an integral part of the state's 
policy, which aims to ensure that all 
the elderly live long and happy lives, 
on a sound structural, functional and 
social basis, and under favourable 
conditions of universal and completely 
cost-free state support. • 
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the mosaic of sou 
IH 

ome to a quarter of the world's 
population, the South-East Asia Region 
of WHO is a mosaic of 11 countries 
which share a rich social and cultural 
heritage. From Mongolia in the heart of 

Asia to the scattered archipelago of the Maldives, the 
Region spans a huge part of the inhabited world, where 
culture and religion have played a particularly vital role in 
influencing the health behaviour of ordinary people. 

In many countries, systems of traditional medicine 
have been widely practised, forming an integral part of 
the social infrastructure. Today, efforts are being made to 
integrate such systems within the health systems. 

Although mortality rates for some diseases have 
registered a significant decline in recent decades, pockets 
still remain where rates of infant and maternal mortality 
as well as sickness are unacceptably high. To the heavy 
toll of communicable diseases are now added the threat 
of "lifestyle" diseases such as cancer, cardiovascular 
diseases and diabetes. 

In the face of this double menace, the member 
countries of South-East Asia are making bold and 
determined efforts to improve the health status of their 
people, particularly by restructuring their health systems 
and putting into effect innovative Health for all strategies. 

Right: Bringing health care to the scattered atolls of the 
Maldives- the mobile health team's boat approaches its 
next port of call. Below: Mothers at a health post in 
Bangladesh watch anxiously in case the baby is not 
putting on weight as it should. 
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-eastasia 
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Above: A yak herdsman on the great plains of Mongolia 
rounds up his beasts for a check on brucellosis - a disease 
that can be passed to humans. Above left: Good health 
aids good development; bearing heavy loads is still a daily 
burden for working men in much of South-East Asia. Left: 
Collecting water samples for a check on pollution in a 
reservoir in India. Right: Piped water makes the task easier 
for these washerwomen in Nepal. 



MALO IVES 

Mobile health team 
by Mr Mohamed Waheed 

Director of World View International Foundation in the Maldives 

T
he treacherous reefs 
and shallow lagoons of 
the Maldives have pro
ved to be hindrances to 
normal developmental 

activities. All such activities are central
ised in the capital, Male, on which all 
the other 201 inhabited islands of the 
archipelago depend for such basic 
needs as food, material goods and 
health care. 

Health care is one of the most 
important yet relatively under
developed sectors. The Central Hospi· 
tal in Male has been the only facility 
where proper medical care can be 
obtained. Those seeking medical atten· 
tion from the islands in the north and 
south had to come to the capital for 
treatment. Even basic health care such 
as child immunization had to be 
attended to in Male. 

Today, the government has started 
to decentralise development-reiated 
activities, and health is viewed as one 
of the priority sectors. Under this 
expansion, four regional hospitals have 
been built to provide health services to 
the islands. 

Reaching the atoUs 
In view of the pressing demand for 

better health facilities in the outer 
islands, the services of a Mobile Health 
T earn (MHT) were clearly needed. 
And to overcome the difficulties of 
inter-island communication and trans
port, the notion of a mobile health 
team using a boat proved to be the 
ideal solution. WHO has been actively 
collaborating with and supporting 
these MHTs in providing health 
services to the scattered atoll popu
lation. With the intensification of pri· 
mary health care activities, additional 
support has been provided to cover 
more of the atolls. 

In 1980, a programme was drawn 
up to provide better and more equit· 
able health services. The main 
component of this programme was to 
provide two MHT s from Male to visit 
the islands in the north and in the 
south, where primary health care 
services such as immunization, family 
health and nutrition were insufficient 
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or lacking altogether. 
But financial constraints at that time 

caused the programme to be post
poned. There were many other prob
lems initially. Among them, difficulties 
with transport, the lack of trained 
personnel for the job and the absence 
of administrative staff forced the pro
ject to be re-drawn in such a way that 
foreign assistance could be obtained to 
fulfil the programme activities. Later, in 
1984, a special project on child survi
val was passed on to foreign agencies 
for funding. 

Eventually the project, funded by 
UNICEF in collaboration with the Mal
dives government, was launched on 
World Health Day, 7 April 1985. 
Under this project, two MHTs were 
dispatched, one to the north and one 
to the south. Each of these teams 
included a project officer (later 
replaced by a primary health care 
worker), a nurse, a family health 
worker, a malaria fieldworker, three 
community health workers and an 
official from the administrative sector. 
The teams visited four atolls in the 
northern region and five atolls in the 
southern region. The services they 
undertook included immunization, 
communicable diseases control, family 
health, nutrition and health education. 

The notion of a mobile health team 
using a boat to reach the remote islands 
of the Maldives archipelago proved to 
be the ideal solution. Right: Today the 
three teams bring such services as 
family health, nutrition and health 
education, immunization and com
municable disease control. 

After the project started, it was clear . 
that there was a dire need for more< 
such health services in the islands, so 
one more team was added to cover 
the Seenu region. Together, the three 
teams continued to visit the islands 
and proVide health care. 

Basic statistics 
Initially it was planned for the teams 

to operate from the central region, 
making three trips a year and covering 
all the inhabited islands. In the second 
phase of the operation, the teams were 
to continue visiting the same islands 
and to complete the immunization 
programme. In the event, they were 
unable to keep to this schedule and 
could make only two trips a year. 

Apart from this, the teams collected 
basic statistics on child health services 
such as growth monitoring, immuni· 
zation and child nutrition. They also 
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trained family health workers in moni
toring these activities and maintaining 
the necessary health records in their 
own islands. 

As a result of the training pro
gramme conducted by the MI-ITs, the 
family health workers and midwives 
will gradually be in a better position to 
identify "problem cases" such as high 
risk pregnancies, children with growth 
problems and so forth. These cases 
can later be referred to the mobile 
health team who will make a diagnosis 
and, if needed, in turn refer them to 
the appropriate regional hospital or to 
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the central hospital in the capital. Thus 
the MI-IT will have more time to 
concentrate on difficult assignments 
such as identifying and treating 
leprosy, filariasis, malaria and tuber
culosis. 

Success of the teams 
The Maldives will continue to 

depend on the MI-ITs for primary 
health care for at least another decade. 
The success of these teams depends 
on the proper planning of logistics. 
This means setting up an efficient 
monitoring system which can determine 

which islands or atolls need the 
services of the MI-ITs most urgently. 
Although so far there has been no 
formal evaluation carried out of the 
actual services received by the island 
communities from the MI-IT s, there 
can be no doubt that they have 
benefited from their visits. The mobile 
teams have provided much-needed 
antenatal care to pregnant mothers. 
Indeed, if it had not been for the 
MI-ITs, the Maldives would not have 
achieved universal child immunization 
in 1989 - a full year ahead of the 
target date. • 

WHO/SEARO 
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INDIA 

Guineawonn - the fiety serpent 
by Or Thomas Verghese 

Director, National Institute of Communicable Diseases, New Delhi 

][ 

n a remote village in the arid 
district of Barmer in Rajasthan, 
a man descends into a step
well - the only source of 
drinking water in the village. 

Using a rope, he dips a conical, 
sieve-like contraption into the shallow 
water while a few village women look 
on curiously. After a minute, he lifts 
the contraption, a funnel-net, and the 
water drains through the sides of the 
sieve. Unscrewing a nipple with a wire 
mesh attachment at the bottom of the 
funnel-net, the man carefully examines 
the wire mesh. He repeats this process 
twice in different parts of the step-well. 
Satisfied, he climbs up, makes a mark 
on a map and adds an entry in the 
register he carries. 

A thousand kilometres to the south, 
in a village in the Bijapur district of 
Karnataka, another young man -
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under the watchful eyes of his superior 
- pours an emulsion he has prepared 
in a plastic bucket evenly into the 
pond, using a plastic mug. After 
emptying the bucket, he washes his 
hands and records the date on a 
nearby rock while his supervisor makes 
an entry in a register. 

A third stranger greets a villager 
sitting under a tree in front of his 
thatched hut in Madhya Pradesh, the 
largest state of India. After exchanging 
pleasantries, the visitor explains the 
purpose of his call. He then examines 
the villager and finds an ulcer on his 
leg which he cleans and dresses with a 
bandage. He examines the other 
members of the family too, talks to 
them all for a few minutes, makes an 
entry in his register and moves on to 
another hut some distance away. 

These three functionaries in differ-

ent parts of India all belong to 
the health departments of state 
governments, and all are involved in 
India's national guineaworm eradi
cation programme. They are carrying 
out the strategy of vector control and 
active case detection aimed at elimi
nating this debilitating disease from the 
3,596 affected villages in six states, 
accounting for a total of 7,881 cases. 

Dracunculiasis or dracontiasis, 
caused by the nematode worm Dra
cunculus medinensis, is considered to 
be a very ancient disease. Indeed 
guineaworm is believed to be the "fiery 
serpent" referred to in the Bible. 
Sixteenth century European travellers 

The camel-powered watercart is pic
turesque - but how safe to drink is the 
water? 
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noticed the disease in Guinea-Bissau, 
in West Africa, hence the name 
guineaworm. At present, 19 African 
and four Asian countries are con
sidered endemic for the disease. The 
most severely affected countries in 
Africa are Burkina Faso, Ghana and 
Nigeria. The major foci in Asia are 
India and Pakistan. 

Scarcity of water facilitates the 
spread of the parasite. The fully 
developed worm can measure 60 to 
100 centimetres in length and about 
1.5 cm in diameter, and lies under the 
patient's skin, usually in the legs. When 
such an infected individual wades into 
a pond or a step-well - usually the 
source of drinking water for many 
households and sometimes for an 
entire village - literally millions of 
larvae can be discharged into the 
water. 

These are swallowed by the tiny 
crustacean Cyclops commonly present 
in the water. These infected creatures 
enter the bodies of other people who 
drink water from the same source and 
presently die, releasing the worm 
larvae. The larvae in turn develop until 
the fully grown guineaworm is living in 
the subcutaneous tissue of the new 
host. The cycle is repeated. 

Guineaworm infection causes a 
number of disabilities, not least the 
ugly ulcers where the adult worm 
emerges from the body. It rarely causes 
death, but the economic loss in man
hours because people cannot go to 
work and children cannot go to school 
is substantial. 

The most important factors in the 
transmission of the disease are the 
presence of guineaworm sufferers, 
who consequently infect drinking water 
sources, and the presence of the 
Cyclops vectors. This is particularly the 
case in endemic rural areas where 
water scarcity is chronic. 

Safe drinking water 
So in its efforts to eradicate the 

disease, India has adopted the 
combined strategy of providing safe 
drinking water, active surveillance, 
vector control, health education and 
personal treatment. 

Three active searches carried out in 
the endemic states between 1980 and 
1981 revealed more than 12,000 
cases of guineaworm. By 1984, nearly 
40,000 cases in 12,840 villages of 
seven states were on record. Now 
three well-planned active searches in 
all the endemic villages are organized 
each year, in April, June and Novem
ber. Since humans are the only known 
reservoir of the infection, identifying all 
active cases will help to control its 
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transmission. 
The ideal preventive method would 

be to provide safe piped water. The 
Technology Mission on Drinking 
Water, run by India's Ministry of Agri
culture and Rural Development, has 
given priority to the endemic villages. It 
also provides assistance for converting 
unsafe water sources such as ponds 
and step-wells into safe draw-wells with 
protective parapets around them. 

These kinds of measures may take 
some time. So other means are used 
to render the water safe, both at the 
water source and before a family 
drinks it. Sources likely to contain 
infested Cyclops are treated regularly 
with T emephos, a chemical lethal to 
the vector but safe for human beings. 
And all households in the endemic 
areas are provided with double nylon 
mesh strainers and advised how to use 
them to eliminate the vector. 

If such measures are to be success
ful, people have to be made aware of 
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Many families still use unsafe water 
sources, so they have to be made aware 
of the risk of guineawonn and shown 
how to treat the water before they 
drink it. 

the disease, how it is transmitted and 
the simple preventive actions that must 
be taken by those at risk. This is done 
through a health education campaign 
using posters, pamphlets and the mass 
media. The impact of these channels 
of communication on the rural poor 
and illiterate - who are the main target 
group - is limited. So the health 
educators make widespread and 
successful use of such folk media as 
songs, drama productions and group 
meetings. 

In order to achieve the goal of 
guineaworm eradication, the concerted 
efforts of a number of agencies will be 
needed. The departments of health, 
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Guinea worm 

public health engineering and water 
supply, as well as the mass media and 
publicity at central as well as at state 
levels all have to work in close coordi
nation. The National Institute of 
Communicable Diseases in New Delhi, 
which is the nodal point for the 
Guineaworm Eradication Programme 
and is responsible for planning, carry
ing out and evaluating eradication 
activities, holds frequent meetings with 
these agencies. 

A crash programme for training the 
personnel of these departments has 
also been started. With assistance from 
WHO, ten epidemiological teams have 
been deployed in the six endemic 
states to supplement the state health 
services and to monitor the pro
gramme. They help to identify any 
gaps in the activities and offer guid
ance to the state governments in 
carrying out effective programmes. 

Task force 
The Indian programme is now in its 

eighth year. A Task Force consisting of 
public health experts and engineers 
regularly reviews the programme and 
recommends mid-course corrections 
whenever necessary. An independent 
evaluation of the programme, first 
carried out in 1985, has now become 
an annual feature. These appraisals 
highlight weak areas needing more 
attention, and strong areas for con
solidation. 

The preventive activities of the 
Eradication Programme have been 
well received by the community. But 
by the very nature of its transmis
sion, guineaworm is mainly preval
ent in remote and difficult terrain 
where there is a perennial scarcity 
of water and poor communication 
facilities. Health workers often find it 
difficult to reach such areas to carry 
out their work. 

Despite some weaknesses, the Pro
gramme has shown very encouraging 
results. From 39,792 cases in 12,840 
villages in 1984, the number of cases 
had declined by 1990 to 7,881 in 
3,596 villages. In Gujarat, only six 
imported cases are on record now. 
Rajasthan, on the other hand , 
accounts for more than 60 per cent of 
the case-load today, and there are calls 
for intensifying efforts in that region. 

The target year for achieving "zero 
guineaworm · incidence" is 1991. 
Though this might have to be post
poned slightly, a deterrriined and coor
dinated effort by all the concerned 
agencies can bring about the eradi
cation of this disease from India in the 
very near future. • 
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MONGOLIA 

A process of renewal 
by Dr Rinchin Arslan 

Senior Medical Officer, Directorate of Science and Manpower Development, 
Ministry of Health and Social Services, Mongolia 

T
he health status of the 
people, their well-being 
and their cultural level 
are not only major indi
cations of progress in a 

society; they are also an important 
pre-condition for further economic 
development. This is why the ultimate 
objective of social, economic and 
health development policies in Mon
golia is for everyone to attain the 
highest possible level of welfare and 
well-being. This is the starting point of 
national strategies for Health for all. 

Some 60 per cent of national 
income is at present devoted to the 
non-production sectors, including 
health. The health sector alone 
receives around nine to ten per cent of 
the national economy. In addition, 
resources used mainly for building new 
health institutions or buying vehicles 
and equipment are devoted to the 
health sector from national income 
(the capital investment fund) . 

Over the last decade, the health 
budget increased at a lower rate than 
that of total national income. But with 
external aid support, it proved possible 
to ensure some progress in health 

development; the numbers of medical 
institutions, doctors and hospital beds 
increased significantly, different types 
of medical care (including specialised 
care) were introduced, and health 
services were made more accessible to 
the whole population. 

Nine visits a year 
Mongolia now has 27.4 doctors, 

118 hospital beds and 87.3 paramedi
cal workers per 10,000 population. 
Every citizen makes an average of nine 
visits to the doctor each year. There 
are around 60 general or specialised 
city and township hospitals, more than 
350 provincial hospitals, and 1,337 
feldshers (primary health care 
workers). Physicians trained in the 
main specialities provide medical 
services to the entire population. New 
technology and new diagnostic and 
curative methods are being introduced 
into practice, using sophisticated 
equipment, and these contribute 

A feldsher paying house-calls among 
the distinctive rounded tents of nomadic 
herdsmen in Mongolia. 
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towards improving the referral system 
for primary health care. 

Nevertheless, the public's demand 
for health services in terms of their 
quality, availability and accessibility is 
not yet fully met. The decrease in 
sickness rates is still too slow, and the 
national authorities still face the prob
lems of disease and death among 
infants. There is a high incidence of 
some infectious diseases, and conse
quent absenteeism from the workplace 
poses a severe handicap. 

Since health is so closely linked with 
social and economic development, 
solving the problems in the health 
sector depends first of all on how 
things are going on in the national 
economy as a whole. During recent . 
decades, the strongly centralised 
planning system and the inadequacy 
and inflexibility of management and 
financing tended to drain the national 
economy, and there was a heavy bias 
towards carrying out plans regardless 
of cost. 

Many social matters, including 
health, were not given a high priority 
or were neglected. The situation was 
aggravated by the imbalance between 
commodities and cash flow, and the 
failure to meet the targets for providing 
people with consumer goods. Top
heavy administration became a serious 
hindrance to production and to solving 
social problems. 

Furthermore, the global recession 
and economic instability which 
adversely affected the countries of the 
Council of Mutual Economic Assis
tance (CMEA) had a negative influ
ence on Mongolia, because these 
countries are its biggest trading part
ners and providers of loans. For 
example, while the import prices of 
industrial products - including medical 
equipment from CMEA countries -
have increased 2.5 times in recent 
years, export prices of traditional Mon
golian products, which are mainly 
agricultural, remained the same. 

Scarce resources 
All these unfavourable conditions on 

the international market were a signifi
cant cause of scarcity of resources and 
tended to slow down health devel
opment. 

Today a process of renewal is 
gaining ground in Mongolia, and it 
affects all spheres of society. The 
Ministry of Public Health has been 
re-organized to become the Ministry of 
Health and Social Services. More 
emphasis is being given to preventive 
measures and the restoration of tradi
tional (Mongol} medicine. New plann
ing and management methods with a 
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view to decentralisation have been 
introduced on an experimental basis. 

Among the new approaches are 
three new comprehensive programmes 
of maternal and child health, control of 
viral hepatitis and health protection for 
the rural population up to the year 
2000. 

Revision of the main economic 
indicators contained in the national 
Health for all strategy, and the updat-

New planning drawn up with a view to 
decentralisation includes a com
prehensive programme of maternal and 
child health. 

ing of the strategy itself, are two further 
measures which are confidently 
expected to result in rapid improve
ments in the health status of the 
nation. • 
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MY AN MAR 

Ayadaw Township 
by Dr Tin Tun Oo 

Health Education Officer, Department of Health, Yangon 

A
yadaw Township lies 
between the River 
Chindwin and the River 
Mu, north-west of Man
dalay in central Myan

mar (formerly Burma). It used to be a 
water-scarce area in the dryest zone of 
the country. Life was by no means easy 
there, and local people would say: "We 
need water, not gold and money." 

Then in 1975 the township con
ceived a plan for providing clean, safe 
water. The plan worked, and the 
townsfolk moved on to improving 
public health and environmental sani
tation. To ensure that the measures 
being taken under the People's Health 
Plan were both quantitatively and 
qualitatively effective, health workers 
received training, while the people 
held regular discussion sessions, evalu
ated the progress of what was being 
done, and studied new methods. 

The People's Health Plan which the 
government began in early 1979 
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attracted the enthusiastic involvement 
of the administrative authorities and 
the local populace, and the results 
were encouraging. So was the signifi
cant success achieved on a national 
scale. Improvements in health were 
followed by progress in the social and 
economic spheres. And among all the 
townships, Ayadaw ranked top. 

At a time when only 52 per cent of 
the villages throughout the nation had 
at least one midwife or an auxiliary 
midwife, this was already true of 100 
per cent of the villages which consti
tute Ayadaw Township. In addition, 
97.2 per cent of the population had 
clean and safe water, and 90 per cent 
used sanitary fly-proof latrines. This 
latter figure was well above the 
national average of 30 per cent. 

Every baby born in the township 
made its appearance with the help of 
either a trained traditional birth attend
ant (TBA), an auxiliary midwife or the 
midwife herself. The coverage of 

infants with immunization against the 
main killer diseases of childhood rose 
steadily from 60 to 90 per cent. 

Consequently Ayadaw Township 
became the model for others in the 
country, as regards the supply of clean 
and safe water, environmental sani
tation and the building of fly-proof 
latrines. It managed to eliminate such 
communicable diseases as cholera and 
plague, and even the incidence of 
diarrhoea! diseases is on the decrease. 

Sasakawa Health Prize 
In May 1986, at a ceremony during 

the 39th World Health Assembly in 
Geneva, Switzerland , Ayadaw 
Township proudly received the annual 
Sasakawa Health Prize in recognition 
of its contribution towards the fulfil
ment of Myanmar's People's Health 
Plan. 

Besides the active participation and 
cooperation of the people, the 
township's accomplishment was due to 
the higher skills and conscientious 
performance of duties by the basic 
health staffs, community health 
workers, auxiliary midwives and trained 
TBAs. And while serious attention was 
being paid to people's health activities, 
there was much emphasis on 
developing the social and economic 
spheres. 

So what were the other main factors 
which contributed towards the success 
of winning the Sasakawa Health Prize? 
They included: 
- accepting the leadership, guidance 
and necessary assistance from the 
government in Yangon (formerly 
Rangoon); 
- receiving the wholehearted help of 
various professional and mass organi
zations; 
- holding training courses to ensure 
that health staff are better qualified; 
- outstanding performances on the 

A community health worker admires 
the handsome Sasakawa Health Prize 
awarded to Ayadaw Township, 
Myanmar, in 1986. 
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part of health staff; 
- full intersectoral cooperation; 
- active participation by such social 
activists as voluntary health workers 
and midwives; 
- motivating the local populace and 
arousing their enthusiasm; 
- the active participation of the local 
people, their financial assistance and 
their adherence to health guidelines; 
- all-round development in the health, 
educational, soda) and economic 
fields; 
- proper keeping of accurate health 
data and records of activities; 
- continuous monitoring and evalu
ation of the progress of work. 

Other townships in the central 
province of Myanmar Naing-Ngan 
which did not win the Health Prize had 
also actively participated in the health 
plans, and had their own successes 
to show. 

The over-riding factor in all these 
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Mothers have to be made aware that 
only if they get their children 
immunized will they be free from the 
dangers of many killer diseases. 

achievements was the active participa
tion of the local community in health 
matters. Everyone worked with the 
conviction that "if we really strive, we 
will surely achieve success." 

Carrying out primary health care 
measures through the strength of the 
people is a fundamental part of the 
People's Health Plan laid down by the 
state. Voluntary health workers such as 
community health workers and auxili
ary midwives are playing a leading role 
in effectively bringing primary health 
care to every village. No less important 
is the role of Red Cross youths and 
other local youth groups. 

Comprehensive state-run health 
programmes will be of little use unless 

people adhere to health guidelines. 
For instance, if villagers - especially 
mothers - refuse to get their babies 
aged under one year immunized when 
the Universal Childhood Immunization 
teams come to the villages, they will 

· not reap the benefits. In fact, only if 
the mothers get their children immun
ized will the children be free from 
the dangers of many killer diseases. 
It is essential for parents to have an 
ardent desire to protect their children 
in this way. 

The townships of Myanmar Naing
Ngan today enjoy high standards of 
health - clear proof that community 
participation is the main factor con
ributing to success in carrying out 
health plans. It follows that the active 
participation of the whole commu
nity is crucial when health activities 
are being put into effect, anywhere in 
the world, with a view to promoting 
good health. • 
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BHUTAN 

Change comes to Mongar 
by Mr Tashi Phuntsho Wangdi 

Journalist with the Kuensel national newspaper, Thimphu 

§ teep hills intercut with deep 
gorges, fast-flowing rivers 
and small settlements nest
ling on near-vertical slopes 
- these are the main 

features of Bhutan's north-eastern 
district of Mongar. With a population 
of 81,830 scattered over 11 gerA.Jogs or 
blocks, each comprising 15 to 20 
villages, Mongar is quite secluded save 
for the national lateral highway which 
traverses just a few of the communities. 

The rugged terrain makes commu
nication extremely difficult. It may take 
as long as a week to reach some 
villages. The people rear livestock and 
grow maize, rice, wheat, pulses and 
oilseeds. Most of them are illiterate. 

An outside visitor returning to Mon
gar after an absence of some four 
years finds that any changes are hardly 
discernible to the eye. A few additional 
houses stand out, and tiny pit latrines 
encroach on the fields near the 
villages. 

Yet there has been much change -
not so visible externally, but within the 
people, who now have an awareness 
of a better way of life. This new 
awareness is best expressed by 22-year
old Ugen, from Shaling, whose own 
life has changed since 1986 when he 
became a Village Voluntary Health 
Worker (WHW). Shaling is one day's 
walk from the district centre, and 
comprises 13 households with 106 
people. Ugen says: "All the people in 
the village now know the importance 
of cleanliness, immunization and a 
healthy diet, and they all have kitchen 
gardens and pit latrines." 

He goes from house to house 
educating people about health, treats 
them for minor ailments and maintains 
a link between the people and the 
basic health unit (BHU), half a day's 
walk away. Yet at first, being a WHW 
was not easy, as the villagers viewed 
anything that deviated from the norm 
with scepticism and suspicion. 

Choeda, 44, is from Mukhung, a 
larger village of 80 houses a day's walk 
from Mongar town. He agrees that he 
was completely ignorant of the 
common practices of health and 
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hygiene. Sickness meant a visit to the 
traditional healer followed by a small 
ceremony. 

Today, he says, the village and 
interiors of homes are much cleaner; 
pit latrines, kitchen gardens, pigsties 
and cattle sheds are kept at a distance 
from the house. The children have all 
been regularly immunized, and are fed 
green vegetables rather than the old 
daily diet of maize and potatoes; and 
they all wash every day. "The people 
are very health conscious, and are 
willing to use any facility that might 
improve the quality of their lives," says 
Choeda. 

Assessing services 
These changes have been stimu

lated by the Health Development Pro
ject initiated in 1985 by Bhutan's 
Department of Health and supported 
by WHO. Or J. Norbu, director of the 
department of health in Thimphu, 
explains: "We felt it was time to assess 
the services delivered. Were they 
responsive to the health needs of the 
people? And what initiatives werE' 
needed from the sector to involve 
people more fully in maintaining and 
promoting their own health? Evalu
ation revealed that, at present, the 
services were not enough." 

He went on: "Just having facilities is 
not enough if they are not used. We 
had to get the people involved, let 
them take more responsibility by creat
ing an awareness, an understanding of 
the importance of health. People must 
help themselves." 

Mongar fitted the project perfectly 
since it was broadly representative of 
the rest of the country, with common 
health problems such as diarrhoea, 
dysentery, respiratory tract infections, 
intestinal worm infestation, skin 
diseases and malnutrition. The experi· 
mental project - if successful - could 
be replicated elsewhere. 

The first aim was to re-structure and 
streamline existing facilities, rather than 
simply increasing them, in order to 
deliver a health care system that would 
be effective and economical while 
correcting previous deficiencies. 

Together with a small health team, 
Or Sonam T enzing, the zonal health 
officer for the region, and Or Rinchen 
Dorji, the district health officer, visited 
all the local villages for six months 
"stirring up the community," as Or 
Sonam puts it. They delivered talks on 
sanitation, nutrition, child care and 
immunization. They quickly realised 
that the existing health structure was 
far from satisfactory, and was plagued 
with problems related to the lack of 
supervision, monitoring, referral system 
and cooperation between different 
sectors. 

Several dispensaries, four sub-posts 
and a BHU were set up, with the 
backing of good community participa
tion. Today, the project is supported by 
one hospital, seven BHUs and three 
dispensaries. From these units, 42 
outreach clinics are held each month, 
covering all the distant villages. 

An ingenious new structure was 
devised to engage all health-related 
sectors, headed by a district health 
committee with the dzongda (district 
administrator) as chairman and all 
other regional sectoral heads as 
members. A t'echnical committee, 
again with the dzongda as chairman, 
coordinates the activities of field 
workers. The bottom level - a unique 
feature of this structure - is the block 
development committee, with the vil
lage headman ·as chairman. With all 
the extension staff and the WHWs as 
members, its role is to motivate 
people's participation. 

No easy answers 
In Or Sonam's words: "Each com

munity must find its own solution to its 
problems. There are no easy or uni
versal answers that can be brought in 
from outside. Therefore it was neces
sary to organize local executive 
bodies." 

Eligibility for becoming a WHW 
depended on such qualities as literacy, 
a sense of responsibility and healthy 
habits. These people were to play a 
pivotal role in disseminating health 
information and serving as a bridge 
between the people and the new 
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Checking the blood pressure of a vil
lager. Motivating people to participate 
in health activities is a key factor in 
Bhutan's new health structure. "Each 
community must find its own solution to 
its problems. There are no easy or 
universal answe~ that can be brought 
in from outside.,, 

structure. 
For two weeks 100 selected volun

teers underwent training on environ
mental health, cures for common 
disorders, maternal and child health, 
vaccination, personal hygiene, first aid, 
building pit latrines and keeping farm 
animals at a distance from homes. 

In recognition of the vital role that 
women play in health care, seven 
sub-posts were started exclusively for 
mother and child care and immuni
zation. They were built entirely by the 
community. Between 1987 and 1988, 
260 women were trained for pre- and 
post-natal and child care, and they in 
turn encouraged pregnant women to 
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have regular check-ups and vaccinate 
their children. 

An effective drug distribution system 
is now operating, complete with cold 
storage facilities, backed up by a 
central stock of drugs in Mongar. A 
system of data collection and referral 
cards for the early detection of 
diseases and follow-up treatment today 
has some 600 cards on record. 

Among the spin-offs from the pro
ject are health education, animal hus
bandry expertise, distribution of 
vegetable seeds and water supply 
amenities. During local festivals, people 
enjoy seeing videos and films on 
health matters. 

The project has always had an eye 
on economy. The main expenditure so 
far has been on training, buying a 
vehicle and strengthening the existing 
structure. "The project was designed in 
a spirit of self-reliance and self
sustenance - to run on its own and 
not be dependent on any major 
external input," says Or Sonam. 

The general opinion is that the 

project has succeeded in improving 
people's lives, gaining their full support 
and maintaining health. Or Joop 
TV.M. de Jong, a WHO short-term 
consultant who evaluated the project 
in November 1988, commented: "The 
Mongar health development project 
impresses us as an overwhelming 
success regarding its key objectives." 

This success has been followed up 
by regular health workshops, refresher 
courses for the personnel, outreach 
clinics, cooperation between all sectors 
and up-dating of the service sector to 
meet new demands. In Or Norbu's 
words: "There have been no drop-outs 
from the WHWs, the BHUs have 
gained credibility, attendance at these 
units has increased dramatically and 
the people's cooperation is total." 

Despite the vigorous efforts of all 
concerned and the evident success of 
the Mongar project, there is no room 
for complacency. Centuries-old habits 
and customs still need to be modified, 
and positive health behaviour still has 
to be encouraged. • 
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A
lmost 83 per cent of 
the landlocked Hima
layan kingdom of 
Nepal consists of hilly 
regions and snow

capped mountains. Its climate ranges 
from the sub-tropical T erai, part of the 
plain of the River Ganges, through the 
temperate Hills (some 300 to 3,000 
metres above sea-level) to the per
petual snow of the mountains (higher 
than 3,000 metres). 

Nearly 18.8 million people live in 
the plains and valleys, but the harsh 
terrain is one factor that puts Nepal 
low in the list of the world's poorest 
countries, with an average per capita 
income of only US $160. The rainfall 
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is unevenly distributed, and there are 
many micro-climates. 

The country's economy depends 
basically on farming. Indeed, 90 per 
cent of the population are engaged in 
the agriculture sector which, together 
with forestry, produces more than 80 
per cent of the total industrial raw 
material. Agricultural products account 
for 68 per cent of the total export 
earnings. 

Nepal's health system provides facil
ities at the national, regional, district 
and local levels. At the national level 
is the Ministry of Health with its vari
ous divisions and units, which frames 
policies on all aspects of health 
development. 

WHO/SfARO 

The country faces a wide variety of 
health hazards, many of which are 
the outcome of ignorance and illit
eracy among the general populace. 
This is particularly true of the high 
rates of maternal and child mortality 
- a problem which is widespread 
throughout South Asia. According to 
Or Fred T. Sai, president of the 
London-based International Planned 
Parenthood Federation (IPPF), about 
a quarter of a million women in South 
Asia die eveJY year in pregnancy and 
childbirth - that is, 650 women a day. 

In the absence of accurate statistics, 
it is difficult to cite just how many 
women die in such circumstances in 
Nepal, but we may consider it to be 
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Scenically spectacular, the harsh 
terrain of Nepal - the landlocked 
Himalayan kingdom -makes it hard for 
health personnel to reach all the people 
in need. Right: Vitamin A deficiency is a 
leading cause of blindness in children -
yet it can be prevented. 

higher than the average for the region 
as a whole. This is why a programme 
of safe motherhood has been initiated 
in Nepal - part of a global initiative to 
reduce maternal deaths by fully one 
half by the year 2000. 

So far, the main emphasis has been 
on vaccination against tetanus . 
However, one of the country's well
identified public health concerns is 
Vitamin A deficiency. This is a leading 
cause of blindness in children and is 
responsible for one-third of bilateral 
blindness (affecting both eyes) among 
pre-school children. This problem is 
particularly concentrated in the 
T erai, and in the hills of the west and 
far west. 

High morta&ty rates 
A major programme to combat the 

problem involves the distribution of 
Vitamin A capsules through the 
government-run health posts. Several 
non-governmental organizations are 
also active in this field, such as the 
SEVA Foundation, Save the Children, 
the Christoffel-Blindenmission, Radda 
Barnen International and the Swiss 
Red Cross. Mortality rates are 
extremely high among children with 
potentially blinding Vitamin A defi
ciency, and in its milder forms it is 
likely to cause diarrhoea and respira
tory infections which again can lead to 
death. So far there is no specific 
national programme for controlling 
this condition. 

Although the Expanded Programme 
on Immunization (EPI) in Nepal has 
been propagating the idea of safe 
motherhood, including a health edu
cation programme aimed particularly 
at the women in the remote country 
areas, the structure does not lend itself 
to other aspects of maternal mortality 
such as Vitamin A deficiency. The 
present vaccination programme aimed 
at controlling tetanus may not be fully 
effective in controlling the high death 
rates among mothers and children in 
Nepal until other immunizable diseases 
and other health hazards are included. 

Since EPI, with its networking and 
infrastructure, has succeeded in 
working busily at the lowest level in the 
villages, it would seem appropriate to 
entrust this programme with the task 
of controlling Vitamin A deficiency as 
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well. Initially benefiting the rural areas, 
its effects could presently be expected 
to make themselves apparent at the 
national level. 

More funding needed 
Clearly a very careful study and 

analysis will have to be made in 
advance of such a move, not least 
because of the limited resources that 
exist within the EPI's total structure of 
operation. In order to operate on both 
fronts, further funding will be needed 
to ensure the smooth running of both 
the programmes without hindrance, 

and without interrupting EPI's present 
primary function, which so far has 
been found to work very satisfactorily. 

In my own view, the Vitamin A 
deficiency problem in the country 
deserves special attention. Ideally, it 
should be launched as a supplement
ary programme alongside the existing 
safe motherhood programme, if the 
childhood sickness and deaths arising 
from this deficiency are to be checked. 
Of course, including this additional . 
function would necessarily call for the 
provision of extra funds and essential 
manpower. • 
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Editor: Philippe Stroot 

No health 
without 
research! 

At the conclusion of 
Technical Discussions on the 
role of health research in the 
strategy for Health for All by 
the Year 2000. held under 
the chairmanship of Pro
fessor Natth Bhamarapravati. 
Rector of Mahidol University 
in Bangkok. in conjunction 
with the 43rd World Health 
Assembly, participants 
unanimously agreed that 
biomedical research and 
research in the physical 
sc1ences are "a sine qua non 
for improving health and 
health care." 

They agreed in particular 
that while primary emphasis 
should be given to the appli
cation of existing scientific 
knowledge, "there is never
theless a desperate need for 
new knowledge which will 
lead to new or better adapted 
treatments. drugs, appliances 
and vaccines needed for the 
assessment. prevention and 
alleviation of disease." 

They noted that cancers. 
for example. account for 
about 25% of all deaths in 
developed countries and 
5-1 0% in developing coun
tries. As the age of the popu
lation increases. cancers in 

developed countries are pro
jected to increase by the year 
2000 by some 50% and in 
developing countries by 
more than 100%. Much 
remains to be done regarding 
the development of better 
methods for diagnosis and 
early detection. and notably 
for treatment. 

"Research is the vehicle by 
means of which revolu
tionary advances have occur
red in science and 
technology," noted WHO 
Director-General Or Hiroshi 
Nakajima. in opening the 
Technical Discussions. "We 
are now at the point". he 
added. "where we can reap 
technological benefits in 
several areas. such as in 
vaccine technology, in 
diagnostic and surgical 
technologies. in communi
cations technology, even in 
remote sensing technology. 
The time has come for WHO 
to exploit intensively current 
and impending technological 
development." 

WHO Deputy Director
General Or Mohamed Abdel
moumene hoped "that the 
traditional partnership 
between the Organization 
and research institutions all 
over the world will continue 
to grow and strengthen." 

WHO's eminentlv scientific voca 
tion. 

In re-emphasising the 
scientific dimel'lsion of WHO's 
work. the 1990 Technical 
Discussions without doubt 
took a further step 1 n 
this direction. • 

WHO Award 
for Health 
Education 

An annual award in the 
field of health education is 
offered by the World Health 
Organization Its purpose is 
to reward outstanding con
tributions made by any per
son(s). institution(s) or non
governmental organi
zation(s) towards strength
ening Health Education in 
primary health care . This 
cash prize of US$5,000 is to 
be used for continuing these 
health education activities. 

Candidates for the award 
may be nominated by any 
national health education 
authority. a former recipient 
of the prize. or by any indi
vidual institution or non
governmental organization 
concerned with health edu
cation. However. the United 
Nations family of organi
zations and members of their 
staff are not eligible for 
nomination. 

Nominations must include 
the following information: 
1. name and address of the 
person(s) or institution(s); 
2. brief summary of the pri
mary health care project in 
which the health education 
activity is integrated (pro
ject's objectives. geographi
cal coverage. target groups. 
duration of activities. person
nel involved. and monitoring 
and evaluation of efforts 
planned/undertaken). 
3. description of the health 
education activity being 
carried out as part of the 
primary health care project. 
which should emphasise the 
planning, implementation 
and evaluation phases. and 
highlight the innovative 
approaches being used and 
the impact of the education 
on people's behaviour. -

Only a health education 
activity still in progress will 
be considered for the award. 
The education may pertain to 
any aspect of primary health 
care. lt must be innovative in 
its planning and implemen
tation. as well as in the 
evaluation of the activity's 
impact on the health of the 
people concerned. 

A jury of international 

experts in the field of health 
education will select the reci
pient of the award. 

Nominations for the 1990 
award must reach WHO 
before 30 September 1990 
and be addressed to: 

Division of Health 
Education 
World Health Organization 
1211 Geneva 27. 
Switzerland. • 

"I decided to quit before I started". 

Growing up 
without 
tobacco 

The theme for the third 
World No-Tobacco Day, 
held throughout the world 
on 31 May 1990 under 
WHO's auspices. was: 
"Childhood and youth with
out tobacco " Why was this 
theme chosen? Because 
childhood and youth are the 
periods of life when most 
bad habits are adopted and 
because smoking is a habit it 
is particularly difficult to get 
rid of. The child may be a 
victim of tobacco right from 
birth. and even earlier if the 
mother smokes during preg
nancy. The resulting danger 
to the foetus has been ade
quately demonstrated. as 
have the risks of respiratory 
infections or otitis in the 
newborn baby and in child
ren living in a smoky atmo
sphere. In the developing 
countries. some of the 
poorest adults prefer to 
spend their money on 
tobacco instead of on food 
for their children. 

lt seems that WHO's 
Member States are becoming 
increasingly aware of the 
problems of smoking and are 
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taking steps to combat them. 
At the Forty-third World 
Health Assembl y , the y 
adopted a resolution urging 
the strengthening of tobacco 
control and, in particular. "to 
eliminate eventually all direct 
and indirect advertising, pro
motion and sponsorship 
concerning tobacco." In its 
preamble. this resolution 
refers to WHO's new estimate 
that unless current smoking 
rates decrease. there will be 
three million tobacco-related 
deaths per year during the 
1990s and this figure will rise 
quickly to 10 million deaths 
per year by 2020. 

So it is not surprising that 
the opponents of smoking 
made a big effort throughout 
the world on the occasion of 
this World No-Tobacco Day. 
At WHO headquarters in 
Geneva Dr Nakajima. the 
Director-General, bestowed 
a number of medals on indi
viduals and organizations 
prominent in smoking con
trol. Award-winners were 
"Smokebusters". a British 
young people's club that 
carries out numerous anti
smoking activities through
out the country; the World 
Organization of the Scout 
Movement which is very 
active in prevention among 
young people; and Benoit 
Marchesini. a student at the 
Geneva School of Decorative 
Arts. who designed the 
World No-Smoking Day 
poster for WHO. 

Of the many activities 
organized to mark World No
Smoking Day, the special 
effort made by the magazine 
Spirou deserves to be 
highlighted . This Belgian 
cartoon weekly, well known 
to young people in the 
French -speaking world , not 
only devoted a special issue 
to smoking control but also 
conducted an extensive 
information campaign in 
public transport vehicles in 
Brussels and some other 
Belgian towns. By making 
fun of the publicity issued by 
the major cigarette brands. 
Spirou's artists got young 
people - and the not-so
young - to laugh with them. 
thus contributing to the 
success of the campaign 
launched by two Belgian 
organizations: the Founda
tion to Combat Respiratory 
Infections and Promote 
Health Education, and the 
Belgian Cancer Association. 
The slogan selected - "First 
tobacco-free generation" -
could not have been more in 
keeping with WHO's aims. • 

Nevvsbriefs 
* Statistics on addiction: The Addiction Research 
Foundation of Ontario. which is a WHO collaborating centre. 
announces the availability of international statistics on 
alcohol. tobacco. and drug use. and resulting health and legal 
problems such as. consumption of alcohol. tobacco and legal 
drugs (by specific drug), illicit drug use (by specific drug) , 
drunk driving: drug arrests and prosecution, and liver cirrhosis 
mortality. Information is available for up to 163 countries 
showing both numbers and rates per population. so that 
countries of different sizes can be compared. This can be 
obtained free of charge from: Clearinghouse for International 
Alcohol and Drug Statistics Information. Statistical Research 
Program. Addiction Research Foundation. 33 Russell Street. 
Toronto, Ontario. Canada M5S 2S1. Telephone No. 1-416-
595-6091 : Fax No. 1-416-595-5017 

* Medical schools: Since the publication of the sixth 
edition of the World directory of medical schools in 1988. the 
Government of India has informed WHO that the Or B. R. 
Ambedkar Medical College, Kadugondanahall1~ Bangalore 
560 045, and the Kempegowda Institute of Medical Sciences. 
Bangalore 560 004. both affiliated to Bangalore University. 
were granted temporary registration from 1980 until 1988. 

Counselling for AIDS patients: The Scottish Health 
Education Group is producing a series of training packs. The 
first in the series deals specifically with HIV/ AIDS counselling 
and is designed for trainers in both the statutory and 
voluntary health and welfare services. lt includes two videos. 
"Living with Aids" and 'Time for Talking" In a moving 
interview a gay man talks about his feelings after the death of 
his partner of twelve years. The second pack. "HI V and AIDS 
- counselling for the general practitioner. " is designed for 
doctors and also includes videotaped interviews with 
patients. "Sharing counselling skills " is a guide to running 
short introductory courses for nurses. midwives and health 
visitors. 

All the packs focus on learning through experience and. in 
the course of their development. they have been extensively 
piloted and pre-tested to ensure that they are both acceptable 
and consumer-friendly. 

More information about these packs can be obtained from 
the Scottish Health Education Group, Health Education 
Centre. Woodburn House, Canaan Lane. Edinburgh EH10 
4SG, United Kingdom. • 

In the next issue 
The scourge of AIDS. the acquired immunodeficiency 
syndrome. shows no signs of abating. nor has this 
disease been mastered by a cure or a vaccine. The 
November-December issue of World Health will examine 
the particular impact of the disease on women. Women 
and AIDS is also the special theme of World AIDS Day, 
1 December. 
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If you would like to 
obtain the catalogue 
of WHO publications, 
or receive sample 
copies of other WHO 

periodicals which you 
want to evaluate be
fore placing a sub
scription, please con
tact: World Health 
Organization, Distri
bution and Sales, 
1211 Geneva 27, 
Switzerland 

WORLD HEALTH 
for readers everywhere 

During 1990 there will be no 
change in the cost of a one-year 
subscription. (Two-year and 
three-year subscriptions have 
been discontinued) . The rates are: 

US$ 0 Sw.fr. 0 
One year 20.- 25.-

WHO also offers its "Health Hori
zons" combined subscriptions to 
both World Health (six issues per 
year) and the quarterly World 
Health Forum 
The annual price will be: 

US$ 0 Sw.fr. 0 
56.- 70.-

0RDER FORM 
I would like a one-year subscripti on to 

World Health D 
Health Horizons D 
D Payment enclosed 

D Please charge to my cred it card 

D Visa D American Express 

D Eurocard / Masterca rd/Access 

Card number: 

Expiry date . 

Signature: . 

Name: . 

Address: . 

Date of order . 

World Health. W HO, Avenue Appia. 
1211 Geneva 27. Swi tzerland 
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Knowing how to safeguard water 
sources is a vital key to good 

health in South-East Asia. 
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