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The plan of action for implementing the regional strategy for health for all by 
the year 2000 was accepted by the Regional. Committee in its resolution 
WPRjRC32.RS in 1981. The plan of action stipulates thatan evaluation of nationhl 
strategies will be done every six years. The last evaluatiollwas carried out in 1985. 

As with previous evaluation and monitoring. a Common Framework and 
Format for evaluating the. health-for-all stra~egies was used to guide the national 
evaluation process. Countries and areas were requested to submit their evaluation 
reports to the Regional Director by March 1991 for eventual incorporation in the 
regional evaluation· report. The Sub-Committee of the Regional Committee on 
Programmes and Technical Cooperation was requested, by resolutioll" 
WPR/RC41.R9. to review the draft report on the second evaluation of the strategy 
for health for all. 

This secondevaiuationreport is now subntittedfor conSideration by the 
RegionalCommitteeas .an8imeX to Part n oftAASub-ComnUttee·s··report. The 
report provides a synthesis ofthe [mdings of country and ~rea reports, which ha,:e 
used the Common Framework and Format for assessmg the effect of thel[' 
health-for-all strategies on national health develoPl1lent. • As not all countriesan(f 
are&$h.avelubl11itted evablation reports and as some information required fort~ 

. regional .•.. evaluation was·· not requested in·. the > country .• and area reports,; 
supplementary inforDlationhas been included intheana1ysla in order to reflect 
more fully the real situation in the Region. . 

The Regional Commiltee is requested tore:Yiewandcomment on the 
'reponal evaluation rep6rt,whlch, if it agrees, will. be submitted to the 
Dlfector-General for eventual inclusion in the global evaluation of the health-for~an strategieS. .... . ..... 
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Within the framework of its review, monitoring and evaluation of the implementation of 
the strategies for health for all by the year 2000, the Sub-Committee had before it for review 
the draft regional evaluation report on implementation of the national strategies!, which 
provided a synthesis of fmdings from the reports which had been received from countries and 
areas in the Region and which were based on the Common Framework and Format for 
evaluation of the health-for-a11 strategies. 

The Sub-Committee noted that as of the date of the meeting, only 21 out of 35 countries 
and areas of the Region had submitted evaluation reports and as some information required 
for the Regional evaluation had not been covered by the reports, particularly regarding 
environmental health, supplementary information from other sources had been included in the 
analysis in order to reflect more fully the real situation in the Region. 

The Sub-Committee stressed the importance of this evaluation process and urged 
countries and areas that had not yet submitted reports to do so as early as possible, so that 
WHO could fulfU its reporting responsibilities to the governing bodies of the Organization on 
their behalf. 

The Sub-Committee considered that, in general, the information provided by countries 
and areas on their evaluation process produced a clear picture of their health status, and noted 
particularly the willingness to indicate problem areas as well as achievements. 

In reviewing the report the Sub-Committee noted that significant progress had been 
made during the evaluation period, with most countries and areas of the Region having 
achieved their minimal requirements in terms of the health-for-a11 indicators. It also noted 
that severe economic problems had been the main constraint for the few countries and areas 
that had not done so. It was felt that the full potential of intercountry and interagency 
cooperation and collaboration had yet to be realized. 

In particular, the Sub-Committee draws the attention of the Regional Committee to 
Chapter 8 of the regional evaluation report concerning the outlook for the future, with the 
observation that a number of issues will have to be addressed to prepare the Region to meet 
the health needs of the next decade. In the area of communicable disease control, action 
should be focused on selected diseases such as poliomyelitis and leprosy. At the same time, 
emerging problems such as AIDS will need increasing attention. Environmental health will call 
for far-reaching policy decisions, especially in countries where there is rapid population 
growth. The development of human resources for health will focus on the new categories of 
health workers needed. To encourage healthy lifestyles, there will be an increasing need for 
innovative approaches to health promotion. Improved communication and information 
exchange between Member States will increase the effICiency of development programmes. In 
the field of management, the decentralization of health services to lower echelons of the health 
system will create many new challenges for training managers, allocating resources and 
strengthening support systems. 

The Sub-Committee was encouraged by the progress that had been made and was 
convinced that with sufficient emphasis in these areas the regional health-for-a11 goals would be 
achieved. 

The Sub-Committee recommended that the regional evaluation report, which is attached 
as an Annex, should be accepted by the Regional Committee for submission to the 
Director-General for eventual inclusion in the global evaluation report. 

lDocumenl WPR/F'TC/6/91.3. 
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In 1979 the Thirty-second World Health Assembly launched a global strategy for health 
for all by the year 2000, and invited the Member States of WHO to act individually in 
formulating national policies, strategies and plans of action for attaining this goal, and 
collectively in formulating regional and global strategies. A regional strategy for health for all 
was formulated and adopted by the WHO Regional Committee for the Western Pacific at its 
thirty-first session (1980) and was subsequently revised in the light of the global strategy 
adopted by the Thirty-fourth World Health Assembly.1 The revised strategy was adopted by the 
Regional Committee at its thirty-second session, in September 1981.2 

The plan of action for implementing the global strategy (approved by the Thirty-fifth World 
- Health Assembly in May 1982) calls on Member States to review and assess periodically their 

national health policies, strategies and plans of action.3 Monitoring of progress is to be done 
every three years, and an evaluation of effectiveness made every six years. The global plan also 
calls on regional committees to prepare indicators for monitoring and evaluating regional 
health-for-all strategies. The Regional Committee, at its thirty-third session, approved a list of 
indicators that could be used in the monitoring and evaluation of health-for-all strategies. 

A Common Framework and Format was prepared for the monitoring and evaluation of 
national, regional and global strategies.4 The results of national monitoring were to be used to 
prepare regional and global reports on the progress in implementation of the global strategy. 
The frrst regional monitoring report was reviewed by the Regional Committee at its 
thirty-fourth session in 1983 and the second at the thirty-ninth session in 1988. 

The global plan of action stipulates that an evaluation of national health-for-all strategies, 
as revised, should be carried out every six years. The first evaluation took place in 1985. A 
common framework and format was also used to guide the current national evaluation process. 
The common framework previously used was slightly revised for the current evaluation. 

Health for all is the basis for national health development in all countries and areas in the 
Region. In the management of their health-for-all strategies, countries and areas have already 
established routine monitoring and evaluation processes. Consequently, the aim of the current 
evaluation is to ascertain the progress being made in implementing national health· for-all 
strategies. The country and area reports consist of information that is being collected and 
analysed to support national health development efforts. 

1010bal strategy for health for all by the year 2000. World Health Organization. Geneva, 1981 ("Health for All" 

Series No.3). 
2RegionaiitrateIY for health for all by the year 2000. World Health Organization Regional OffICe for the Westem PacifIC, 

MaDila, 1982. 
Jplan 0( action for implementing the global strateIY for health for aU. World Health Organization, Geneva, 1982 

("Health for All" Series No. 1). 

4Monitoring ;. the term used for the continuous foUow-up of activities to ensure that they are proceeding according 

to plan. Ewluation;' the systematic assessment of the relevance, adequacy, progress, efficlell<)', effectiveness, 

and impact 0( health programmes (from the Glossary of Terms used in the "Health for All" Series 

N06.141). 
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The present report attempts to summarize the evaluations of the health activities 
currently being conducted in the countries and areas of the Region. It assesses progress 
towards achieving the health-for-all goals that were established for the Region in 1982. 
Particular attention is given to progress made since the fIrst evaluation report of 1985. Most of 
the information for the evaluation comes from the country reports, but some of it comes from 
other sources as well. The report highlights three important themes: (1) health-for-all activities 
that have been started since 1985; (2) the processes being used to plan, implement and 
evaluate health-for-all strategies; and (3) emerging trends in health development. 

The following sections are based on the fmdings of the national reports on evaluation of 
health-for-all strategies received from 21 of the 35 countries and areas of the Region. 

Chapter 1 

MAJOR SOCIOECONOMIC DEVELOPMENTS AFFECI'ING 
THE HEALTH STATUS OF THE POPULATIONS 

The Western PacifIc Region of the World Health Organization with its 35 countries and 
areas and its population of 1500 million plays a signifIcant role in global social, economic and 
political developments throughout the globe. The Region is remarkable for its heterogeneity. 
Some of its countries and areas consist of large land masses with diverse mining and 
agricultural production and others of small atolls surrounded by the still untapped wealth of the 
sea; populations range from over 1000 million to 2000; some of its economies produce goods 
and services for nearly every country in the world, others depend to a large extent on external 
support. This diversity is highly valued by Member States, and seen as one of the Region's 
greatest strengths and sources of potential. 

1.1 Political trends 

The Region is benefIting from a period of relative stability. The northern part of the 
Region, for the fIrst time in decades, is free of major wars. Countries and areas are 
cooperating more actively than before. The current political goals in most countries are 
expressed in terms of respect for individual rights and cultures and sustainable economic 
growth. Common goals appear to contribute to the relative harmony between countries that 
currently exists. 

1.2 Economic trends 

Economists expect a global 2% or 3% aggregate annual growth rate for the remainder of 
the decade. Economic growth for the Region as a whole in the last two years has been nearly 
6%.5 

Economic growth in the Region is very much dependent on foreign trade. For 
Hong Kong and Singapore this constitutes almost the entire source of income, for Malaysia and 

5AnnuaJ Outlook for 1991, Asian Development Bank, April 1991. 

-
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the Republic of Korea it is the largest part of the economy, and for Australia, Japan and 
New Zealand it is an extremely significant part of the economy as well. 

For some developing countries, such as China and Viet Nam, the absolute value of trade 
remains small. For these countries, if they are to follow the growth model of their neighbours, 
large capital investments will be needed, probably from international sources. 

The economies of South Pacific islands have three features which differentiate them in 
varying degrees from their northern neighbours; reliance on foreign aid, remittances from 
citizens abroad, and the role of tourism in the economy. In general, the effect of the fIrst two of 
these factors is to make these economies fairly resistant to global economic fluctuations. 

Fiji and Papua New Guinea, are similar in having nearly self-sufficient economies. Papua 
New Guinea has vast natural riches in minerals, oil and agriculture but lacks the basic 
infrastructure to exploit these riches efficiently. Fiji has a lively economy, sustained currently 
by high sugar prices, tourism and a growing number of small-scale industries. 

For the Region as a whole, therefore, it has been a period of continuing economic growth, 
with a rapid recovery from the severe global recession of the early 1980s. However, as economic 
recovery or growth dominated the development agenda, major structural adjustments to 
improve internal imbalances such as in income distribution have not been made. The absolute 
growth was so dramatic in many countries that it was easy to overlook issues of distribution. It 
appears now that income distribution is the challenge of the 1990s. 

1.3 Demographic trends 

Perhaps the most significant features of the Region's demographic picture affecting 
health development are urbanization, aging and overall population growth. 

From country and area health-for-all reports, it has been estimated that the population of 
the Region had reached 1500 million by 1990. Population growth has slowed to about 1.4% per 
annum from over 2% in the previous evaluation period, and the total population is expected to 
reach 1700 million by the year 2000.6 

Migration from rural to urban areas has slowed down in most countries with the 
exception of China and the Republic of Korea, but the rapid growth of cities continues in much 
of the Region. 

Of the 100 largest metropolitan areas of the world, 20 are in the Region.1 Among the 
developed countries the Tokyo/Yokohama and Osaka/Kobe/Kyoto conurbations in Japan, and 
Sydney and Brisbane in Australia, lead the list. Among the newly industrialized countries and 
areas Hong Kong and Singapore, together with Seoul and Pusan in the Republic of Korea, are 
the largest. Among the developing countries, Beijing, Shanghai and seven other cities in China, 
together with Manila in the Philippines and He Chi Minh City in Viet Nam, are ranked as 
metropolitan areas with above 2 million inhabitants. 

For the most part, the growth of urban population is attributable more to fertility than to 
migration, with the possible exception of China, the Republic of Korea and a few South Pacific 
island countries. With respect to the relative healthiness of urban and rural settings, using 
infant mortality rates as a criterion, the picture varies. The metropolitan areas in Australia and 

6world Population Prospects, 1990, United Nations, New York, 1991. 

7Ufe in tbe World's 100 Largest Metropolitan AIus, Population erisil; Committee, W""hington, D.C., 1990. 
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Japan and in Hong Kong and Singapore had rates of less than 10 deaths per 1000 live births. 
The Republic of Korea's two metropolitan areas, Seoul and Pusan, had rates of 12 per 1000, 
which is the same as the overall national rate. China's nine large cities' rates range from 11 per 
1000 in Beijing to 18 per 1000 in Harbin and Wuhan, significantly lower than the national rate 
of 27. 

The age composition of a population at a given point in time depends on the fertility and 
mortality rates in preceding years. In the Region the population remains a young one with over 
one-third under the age of flfteen. At present, only 5.1 % of the Region's population is over 65 
years of age, but this is projected to reach 6% by the year 2000.8 It is expected that this trend 
will continue as it has in Japan, which is predicted to have an elderly population of 15% by the 
year 2000. In some countries and areas of the South Pacific this age group will approach 12% 
of the population by 2025.9 

The dependency ratio (defmed as the ratio of children under 15 and adults over 65 to the 
number of persons of working age) continues to drop in the Region. In 1990 it was estimated 
that there were only 60 dependents for every 100 persons of working age, whereas in 1980 there 
were 7t.1o 

A significant number of refugees and displaced persons come from the Asia-Pacific 
region,ll mainly because two major conflicts of a regional nature have occurred during the past 
two decades. During the past 14 years over 2 million people are estimated to have departed, 
mainly from the Indo-Chinese peninsula, for other countries. 

1.4 Social trends 

In earlier decades, some countries claimed that the long-term goal of economic growth 
took precedence over possible injustices or civil liberties in the short term. Today in all 
countries the values of social justice and human rights have been placed on the development 
agenda. 

Health evaluation results suggest that in the aggregate most national social and health 
indicators are quite encouraging. Of the countries and areas reporting, 85% have adult literacy 
rates of more than 80%. Seventy-five per cent report a daily per capita calorie supply of more 
than 2500 calories. Yet it is recognized that the benefits which these indicators reflect are not 
distributed equally throughout society. A large part of this problem can be seen in economic 
terms. For example, 20% of the people with the highest income typically use 40% of the 
country's health resources. This is often thOUght to be acceptable if they pay for those services 
themselves and if there is an unlimited amount of health service available. In most developing 
countries this is not the situation. Firstly, most health services have some type of subsidy 
attached to them, and secondly the total resources for health are limited. Therefore, if those 
who pay get first choice, there are too few services left for the remainder. Although the Region 
does not compare unfavourably with others in this regard, the distribution of benefits is a key 
issue in development policy and strategy. 

The countries and areas of the Western Pacific Region have varying levels of 
achievement in the area of promoting women's interests in health and development. Family 
health and health education programmes attempt to improve women's health by providing 

Sn.c: Sex and ~ Distribution of Popubuion, 1990 Revision, UN PopuJ.tion Sh>cIico, No. 122, New York, 1991. 

~ore Thall Health Service£: Health for PacifIC Peoples. RcgjorlaJ Development Dialogue, Vol. 11, No.4, Wmter 1990. 

IOworld Population Prospecu, Population Studies #120, United Nations, New York, 1991. 

llEronomic and Social Survey of Asia and the PacifIC, 1990, UN ESCAP, New York, 1991. 
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better access to health services and the quality of care, and to change unjust attitudes towards 
women's needs. Women's roles in health development activities are well established in most 
countries in the Region through women's associations and clubs. Organized women's group 
activities are particularly lively in providing primary health care services. However, women's 
participation in health programmes at high decision-making level is still quite insufficient. 

1.5 Intersectoral cooperation 

Countries were unanimous that any realistic health-for-all strategy must. involve 
intersectoral collaboration. In particular, this was expected to resolve policy and operational 
difficulties in the areas of water and sanitation, control of pollution, promotion of nutrition and 
food production, the drug industry, education and housing. 

In this regard, the current evaluation by countries differs from the generally optimistic 
views expressed in the monitoring reports of 1988.12 Intersectoral cooperation remains an 
enigma for many countries. It was to be a key theme for the water and sanitation decade, but in 
this and the other areas where such collaboration is clearly needed, the health sector appears in 
many instances to continue to work in isolation. However, a number of countries such as Fij~ 
Malaysia, Northern Mariana Islands, Papua New Guinea, Singapore, Solomon Islands and 
Tonga report that their national-level coordinating bodies do provide an effective exchange of 
information between sectors involved with health matters. In these countries the health sector 
can influence development activities to ensure that they make a minimum negative impact on 
health and the environment. 

A new trend appearing in this evaluation is that of sharing service responsibility. The 
1985 evaluation showed that countries were becoming more aware of the need for coordination 
between health services, government, the private sector and other sectors. The current 
evaluation shows that in some cases this awareness has been translated into action. In Kiribati 
and Papua New Guinea for instance, the policy values of equity, social justice and self-reliance 
are strongly endorsed at the presidential and prime minister level. This backing has greatly 
facilitated implementation of health programmes involving multiple agencies. New Zealand has 
taken a similar approach. By defming health in a broader social and economic perspective, it 
has enabled more sectors to see what their contribution to health should be. 

Some success has also been reported by countries which have simply recognized the fact 
that many agencies fmd it difficult to coordinate their activities. This is often due to inflexible 
bureaucratic structures and lack of common values. To overcome this, Australia is attempting 
to build a social and economic development framework in which individual sectors can make 
their own health impact assessment. In other countries, such as the Republic of Korea, 
improved sectoral coordination has been attained through the efforts of research organizations. 

12Monitoring of Implementation or National Strategies ror Health ror All by the Year 2000, WPR/RC39/7, September 1988. 
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Chapter 2 

DEVELOPMENT OF HEALTH SYSTEMS 

All health systems in the Region are based on the assumption that they must contribute 
to making the population socially and economically productive and be in harmony with overall 
socioeconomic development efforts.13 This assumption was translated into health development 
goals, which were formulated at the beginning of the 1980s. 

The regional health-for-all strategy outlines various components of the health system that 
should make it possible to reach these goals. They include policies, strategies, organization, 
managerial processes, community involvement, health promotion, legislation, and cooperation 
with other agencies and countries. This chapter describes some of the progress being made in 
the development of health systems. 

Most countries and areas have recognized the need for major changes in their health 
systems, and many have actually started to make such changes. 

2.1 Health policies and strategies 

KiribatL the Lao People's Democratic Republic, Northern Mariana Islands and the 
Philippines are revising their applications of the essential elements of primary health care. 
China, FijL New Zealand, Papua New Guinea, Solomon Islands and Viet Nam, which are 
making major changes in their health systems, emphasize reorganization of services and the 
strengthening of disease prevention, training and community participation. In previous 
health-for-all monitoring and evaluation reports, policy had been marked by an inability to 
translate ideals into practice. This group appears to have overcome this difficulty, as can be 
seen in more detail in the following observations on strategies. 

A number of countries are making major organizational changes. Fiji is decentralizing 
the management and delivery of services to the divisional level. The Marshall Islands, Papua 
New Guinea and Solomon Islands are strengthening local self-reliance. An important feature 
of Papua New Guinea's strategy is its emphasis on the idea of basic minimum needs. This is 
used not only in health but throughout the government service. The Republic of Korea is both 
decentralizing its health services and introducing comprehensive, universal health insurance. In 
Malaysia part of the strategy is to give a larger role to the private sector, and in China, it is to 
allow public health workers and organizations to receive payment for service directly from the 
patient. New Zealand's organizational adjustments focus on increasing the responsibility and 
involvement of the area health boards. 

Almost all countries have some aspect of human resource development in their strategies, 
and in some countries it is a dominant theme. For example, Malaysia gives high priority to 
making major development changes by strengthening management capabilities. Aspects of 
management are also heavily emphasized in China's strategy, for example in expanded 
decision-making responsibilities and a focus on leadership in health. 

l~gional strategy for health for all by the year 2000. World Health Organization Regional orr"", for the Western pacirlC, 

Manila, 1982. 
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By far the most frequently mentioned factor in health-for-all strategies was fmance. 
Previous monitoring and evaluation reports also indicated a rising awareness of the need for 
improved financial management. Now it is a prominent feature in most of the strategy 
statements as well. In a number of countries, such as China, Malaysia, New Zealand, Papua 
New Guinea, the Philippines, the Republic of Korea, Solomon Islands and Viet Nam it is more 
than a general concern, and specific measures are being taken. More details on fmancial 
resources are provided in the section on utilization and mobilization of fmancial resources. 

In summary, trends are apparent which suggest continuing progress in developing the 
Region's health systems. National health policy and strategy are clearly dominated by a vision 
of health for all through primary health care. More significant is the trend towards targeted 
services, fundamental changes in organization. and better use of human and fmancial resources. 

2.2 Organization of bealtb systems based on primary bealtb care 

All countries and areas now accept the principle that the eight essential elements of 
primary health care must be available at community level. However, as noted in the previous 
section, the application of this principle varies from country to country. 

As has been emphasized, most countries have come to realize that primary health care 
consists of more than the provision of various medical services. The responses of countries to 
questions on this subject indicate serious concern about how the essential elements of care are 
being delivered at the front line. This concern is expressed in allusions to fragmentation, lack of 
coordination, and poor mobilization of resources. The common theme is implementation 
difficulties at the peripheral level. In Australia, for example, the concern is about fragmented 
services and the need for coordination between government, private and nongovernmental 
efforts. China is concerned about the proliferation of health insurance schemes. Kiribat~ the 
Lao People's Democratic Republic and Viet Nam mention poor coordination at the community 
level. The complications of decentralized decision-making are the issue in Fiji, Papua New 
Guinea and the Philippines. Malaysia and the Republic of Korea are eager to improve service 
efficiency. New Zealand is working on incentives for general practitioners and in Solomon 
Islands and Tonga, it is the skills of the district managers and supervisors that appear to need 
improvement. 

Previous evaluation reports also mentioned serious problems at the periphery. However, 
the present reports also show that changes are being made. The major change is the 
involvement of individuals and communities at the local level of decision-making. New 
organizations are being established that seek to make the public a part of the health care 
system. Even though there are problems of implementation, formal acts of decentralization 
such as those seen in Fiji, Hong Kong, New Zealand, Papua New Guinea and Solomon Islands 
clearly reflect this new value. However, perhaps equally significant are the new financial 
mechanisms, management systems and training programmes that are being used to increase the 
number of people who are responsible for health care. 

2.3 Managerial process 

Early in the health-for-all movement, the managerial process was seen as collecting health 
statistics and preparing national health plans. Since then a major shift in understanding of the 
role of management in development, has occurred. 

In American Samoa, Kiribati, Malaysia, the Philippines, Solomon Islands, Tonga and 
Vanuatu efforts to improve the managerial process are focused on the planning component. 
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Recent developments in this area include increasing the participation of other agencies in 
planning, as in Malaysia and Tonga, and expanding the planning process to the regional and 
provincial levels of the system, as in the Philippines. 

A more pronounced trend is to see the managerial process in the context of 
decision-making. The common feature of countries in this group is that the responsibility and 
accountability for resource utilization has been delegated outside the central level. 

For example, in Fiji and Papua New Guinea, the delivery of services has been 
decentralized, so decision-making capabilities have to be strengthened at other levels. This is 
also seen in the area health boards of New Zealand. In Australia, Northern Mariana Islands 
and Singapore responsibility for resources is institution-based, and therefore improved 
decision-making is emphasized in hospitals. A major change has occurred in the Republic of 
Korea with the health insurance system, which makes the insurance companies fmancially 
responsible. Major managerial capabilities are needed by these groups. In the Lao People's 
Democratic Republic and Viet Nam, much of the decision-making at various levels is structured 
around the use of committees. In these countries emphasis is placed on strengthening the 
management capabilities of committee members. 

In countries where the managerial process emphasizes decision-making, one important 
aspect of plans for improvement is usually training. This has two primary purposes. The first is 
to help managers to define and understand the system more clearly and the second is to 
improve the managers' use of information in decision-making. Improved information support 
to management is frequently related to finances, but it also refers to the epidemiological data 
needed in health management. 

2.4 Community involvement and health promotion 

The regional health-for-all strategy indicates that a health system needs community 
initiative, commitment and resources to identify and resolve health development issues. 

Community involvement continues to be stressed by countries such as Malaysia, Northern 
Mariana Islands, Palau, Singapore and Tonga. This is often achieved through statutory services 
such as water and sanitation committees and hospital helpers. In Singapore it is planned that 
some local health facilities will be managed by the community. 

In many of the South Pacific island countries the traditional collective responsibility 
system remains vital to the effective delivery of community services. This is seen most notably 
in Fiji, Kiribati and Solomon Islands. This system is also effective for promoting healthy habits 
and lifestyles. A village health committee in Fiji recently won a Sasakawa Health Prize for its 
achievements in this area. Similar traditional mechanisms are used in Papua New Guinea to 
strengthen the health system. In addition, Papua New Guinea's new system of rural 
development according to basic minimum needs is expected to increase community 
involvement. 

2.5 Supporting legislation 

Most countries of the Region periodically review their legislation, particularly in the areas 
of public health and professional registration. Tonga, for example, is reviewing its overall public 
health legislation. This legislation is being updated to reflect new technology, ideas and 
practices and abolish obsolete acts and regulations. A similar activity has been completed in 
Malaysia, with regard to the registration of certain categories of health personnel. Malaysia is 
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developing a national health insurance programme that will determine which health providers 
are eligible for reimbursement for the services given. Consequently, health providers such as 
radiographers, physiotherapists, pharmacists and others are anxious to see their roles 
appropriately defined in legal statutes. Vanuam has also reviewed its health acts inherited from 
the colonial era and proposed some new legislation. 

The challenge in legislation, as in other fields, is to meet the needs produced by changing 
technology and social structures. For example, Fiji is decentralizing a major portion of its 
health service delivery to the divisional level. To do this, it needs supporting legislation. In 
Malaysia, a major effort is being made to structure a more comprehensive and participative 
health planning process. The goal is to bring into the planning process all sectors and parties 
affecting health. In Singapore and Viet Nam, legislation is used to support community 
involvement. 

._ China has carried out activities to make managers more aware of how to use health 
legislation. In Viet Nam as well, a major effort is being made to increase the awareness of 
health staff on how to use legislation to support their health programmes. Australia and New 
Zealand use legislation to implement new policies and strategies for health. 

As more and more countries become aware of the need to update their health legislation, 
social and political reforms are also changing the shape of institutional structures. The trend 
towards using legislation to support such changes is particularly significant for public policy in 
health development. 

2.6 Intercountry cooperation 

Most countries and areas report quite positively on the aspects of health development 
strategy that involve intercountry cooperation. The reasons given for improved cooperation 
include increased intercountry dialogue, information exchange, short study tours to meet 
specific needs, and training activities. An activity frequently mentioned as having been useful 
for intercountry exchanges is health systems research, which provides both training and 
practical experience. Other areas of intercountry cooperation mentioned were nutrition, 
malaria, pharmaceuticals and specialist technical training. 

Though countries note some progress, most appear to believe that the great potential for 
cooperation is yet to be realized. For instance, intercountry discussion and dialogue does not 
always lead to useful projects. In many intercountry projects, there are perennial problems of 
poor coordination between the parties involved, particularly in programme planning. Part of 
the reason for limited success is that many cooperation agencies do not have appropriate 
budget lines for technical exchanges, which means that funding specifically for technical 
cooperation is not forthcoming. 

2.7 Cooperation with WHO and other agencies 

It is apparent from the evaluation reports that most countries and areas believe that their 
cooperation with WHO is good and in fact has improved over the past few years. Much of this 
improvement appears to be the result of initiative that comes from the countries themselves. 
For example, in the area of planning, countries indicate that they have involved themselves 
more actively in preparing programmes of collaboration with WHO. A number of countries 
have established committees for monitoring and coordination to further the efficient 
implementation of WHO collaboration. Others are improving implementation by appointing 
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local programme managers or counterparts to ensure more continuity of collaboration with 
WHO experts and consultants. 

Countries also report that cooperation has been improved through WHO's more direct 
involvement in country activities. Some countries reported on the usefulness of frequent and 
regular programme review meetings, increased exchange of information and more direct WHO 
involvement in health programme and project evaluation activities. 

There continues to be concern about cooperation between agencies working in the same 
country, particularly in the case of smaller countries. Agencies may exchange information on 
their plans and achievements, but at the implementation stage duplication is often hard to 
avoid. More efficient use of resources would be achieved if cooperation between agencies was 
made early in the planning stage of an activity. 

Chapter 3 

HEALTH CARE 

Progress in the delivery of health care in the Region is expressed in terms of coverage, 
utilization and quality of care. Coverage with basic services in most countries is quite high. 
Utilization is a problem in a number of countries because referrals are not controlled. The 
emerging concern is to improve the quality of the services provided. 

The coverage with local health services, including the availability of essential drugs, within 
one hour's travel, is reported to be 80% or more in 95% of the countries and areas in the 
Region. High coverage has also been achieved in care during pregnancy, child care and care 
during delivery. Generally, for essential services, coverage does not go below 70% even in 
countries facing severe difficulties. Coverage has improved steadily since the first monitoring 
report in 1983. Immunization coverage is also considered to be quite good. 

Coverage with safe water and sanitation remains the most difficult of the essential 
elements of primary health care to achieve. Even here, however, the combined water and 
sanitation coverage figure is reported as 85% in urban areas and 70% in rural areas. Safe water 
is reported to be available to over 70% of the population in all but five countries of the Region. 

Almost all country reports indicate general satisfaction with the aggregate coverage of 
basic health services. Now the concern is equitable distribution. Most national reporting 
systems are not sufficiently developed to reflect distribution accurately, but all countries and 
areas have some evidence of underserved areas and population groups. 

This is seen as a problem of inequity caused mainly by poverty and isolation. For 
example, in the larger countries there is inequity between urban and rural areas and in island 
states there are great differences between outer island and main island services. No one claims 
to be satisfied with this situation. China, Malaysia, the Republic of Korea and others are trying 
to solve this problem by finding a more efficient and affordable combination of health 
resources. In the Republic of Korea, a new type of health facility is being developed for this 
purpose in some rural areas. It combines some features of the traditional health centre with 
those of the district hospital. In the Republic of Korea removing fmancial barriers to service by 
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means of health insurance has created another type of problem: the rural population can now 
seek primary care in the tertiary care facilities, which drives the cost of care up. To solve this, 
an attempt is being made to provide better care nearer to the users' home. 

The referral problem is not unique to the Republic of Korea. Most countries are now 
facing some form of it, because with full coverage people have a choice, and they believe that 
tertiary care is best. Thus more and more people are seeking care in inappropriate and 
expensive facilities. Various countries, such as Malaysia and the Philippines, are attempting to 
solve this problem by improving the overall efficiency of their services. Singapore has done 
some major restructuring of facilities to improve efficiency, closing some down and adding new 
components to others. 

In addition to this concern about linkages and referral, quality of care has become a 
priority. It is recognized that if improvements in quality are made in the right places they can 

- solve referral problems as well. People will use their local health facility when they know it can 
provide them with reliable care. Fiji, Malaysia and Papua New Guinea have started special 
programmes aimed particularly at improving quality in such public health areas as maternal and 
child health. 

As mentioned in the section on the organization of health systems based on primary 
health care, one of the new strategies for improving coverage is to organize services around 
priority problems. This is known as the 'targeted' approach to services. It applies particularly 
to urban areas where there are severe economic barriers to service. Targeted programmes 
typically involve providing selected services to a selected group of people. At present such 
programmes are often aimed at women, adolescents, homeless people, children and the elderly. 

Chapter 4 

HEALTH RESOURCES 

The regional strategy calls for the mobilization of human, fmancial and material 
resources to achieve health-for-all goals. To do this, countries have sought ways to involve 
more people in deciding on what kind of health system and what forms of health care delivery 
they need. As in all previous health-for-all monitoring and evaluation reports, resources are a 
central issue. Most countries and areas of the Region believe that the amount of resources 
going to health is sufficient to provide a level of care that is commensurate with overall 
socioeconomic development. Consequently, most of the concerns about resources are related 
to utilization more than mobilization. In the few countries that still stress mobilization, specific 
needs are indicated rather than just the need for a general increase. Utilization is also referred 
to in specific terms. In this area, as in others, the evaluation reports have become more 
concerned with operational issues than general principles, and strategies for achieving equity 
are more clearly defmed. 

4.1 Financlal resources 

The regional plan formulated in 1982 indicated that financial strategy must combine 
measures of mobilization with community involvement, detailed information on requirements, 
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and mechanisms to use available resources effectively.14 This meant that the three essential 
fmancial issues were mobilization, allocation and utilization. 

The current reports reflect a trend towards local autonomy in raising funds, little 
expansion in total funds for health, and increased experimentation with health insurance 
schemes. A common theme throughout the Region is that individual users of services will be 
required to pay directly for more of their care. 

In the Republic of Korea there has been a significant increase in the fmanciaI resources 
available for health. This has occurred during the period of adjustment after introducing 
comprehensive universal health insurance. Singapore also reports that a larger percentage of 
government funds are going to health. Other countries appear to have seen very little change in 
the proportion of total national funds going to health. 

There are now very few countries and areas that are not either experimenting with health 
insurance or examining its feasibility. Even countries which have had health insurance for 
some time are studying ways to expand its coverage. Much remains to be learnt about how to 
use health insurance more effectively. 

There is a defmite trend towards increased local control over the process of making 
fmancial allocations to health. This has been noted in China, the Lao People's Democratic 
Republic and Viet Nam, where local self-reliance is encouraged, and in other places such as Fiji 
and Papua New Guinea, where responsibility is delegated more formally through 
decentralization. 

In Australia, New Zealand and Northern Mariana Islands, national policy supported by 
strong political will has directed allocations towards a larger proportion of promotive and 
preventive activities. 

All countries seem to agree that the greatest immediate fmanciaI gains can be achieved 
through efficiencies in utilization. A wide range of activities in this area can be found in the 
Region. Cost effectiveness studies are increasingly popular, for example in China and New 
Zealand, and Solomon Islands is also planning to use this approach. Cost recovery is becoming 
the norm as more national policies emphasize increased payments by the users of health -
services. 

Improved efficiency and increased productivity through better management have become 
a common theme throughout the Region. In the past, countries reported only vaguely on such 
matters, but now they refer to specific management measures supported by extensive training 
as in China, Malaysia, the Philippines and Viet Nam. In the Republic of Korea, monitoring and 
control are being increased to make the referral system work. In Malaysia, the quality 
assurance programme now includes considerations of 
cost-effectiveness, and a new decentralized budgeting system has been introduced to improve 
the allocation of resources at state level. A new budgeting system is also being introduced in 
the Philippines. Other countries, such as New Zealand, are experimenting with incentives for 
increasing efficiency. Singapore has an extensive scheme for improving utilization, with a range 
of indicators and cost indexes that focus both on increasing the productivity of the health 
system and controlling its costs. 

14Regjon&l strategy for health for all by the year 2000. World Health Organization Regional OffICe for the Western PIlCiJ"IC, 
Manila, 1982. 
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In many countries which have a strong private sector, a constraint frequently mentioned 
is poor coordination. For example, in Malaysia, New Zealand and the Republic of Korea there 
is concern about duplication of services. 

4.2 Human resources 

Current developments in human resources for health seem to be more varied than in 
previous reporting periods. This reflects the general trend towards more specific and focused 
strategies and interventions. 

One country referred to increases in the number of workers; this was the Philippines, 
which added a large number of rural midwives to the service. Kiribati and Tonga expressed the 
need for retaining a sufficient number of medical doctors. To some extent, most of the island 
nations have difficulty in retaining their medical doctors. 

On the other hand, the distribution of staff is a concern for almost all countries. No 
country appears to have found an adequate solution to this problem, and most continue to 
experiment with various incentives and other schemes to improve distribution. However, in the 
Republic of Korea, it was reported that as the insurance programme provided more money for 
health in rural areas, there was a slight increase in the number of staff going to these areas. 

Partly because of limited financial resources, countries continue to rely on and strengthen 
their local training activities rather than sending trainees abroad. Almost all countries and 
areas have now instituted routine in-service training. In many cases this has combined 
management and supervision with technical training. 

In Tonga, most categories of health workers are now trained within the country except for 
a few in highly specialized fields. In Viet Nam, each health programme is responsible for 
assessing its own training needs and meeting them. 

Countries indicating particular activity in medical education include China, Fiji, Malaysia 
and Viet Nam. Important changes have taken place in the Fiji School of Medicine, where the 
medical degree programme is now in two phases. After the fIrst three years the students are 
qualifIed as primary care practitioners, and then, after at least one year of practice, they can 
return to the school to complete a programme leading to a conventional medical degree. 

Two new areas of emphasis in human resources development are becoming common 
throughout the Region. One concerns resource combinations, such as the ratio of doctors to 
nurses, and the other concerns goal orientation, such as commitment to being a good health 
worker. Both attempt to increase the productivity and efficiency of the workforce. 
Preoccupation with human resource combinations is dominant in Australia, Malaysia and the 
Republic of Korea. In Australia, the approach being used is referred to as 
multi-variant or multi-disciplinary education, which produces workers who can do a number of 
tasks depending on what is needed at a given workplace. In the Republic of Korea, the 
emphasis is on making more family practitioners available at the front line, instead of large 
numbers of specialists. This trend is expected to become more pronounced in the future. Some 
countries also look for increased worker productivity through the implementation of village 
health worker schemes. 

Goal orientation is stressed in Australia, China, Malaysia and Viet Nam. In Australia, 
emphasis is placed on the final outcome of treatment rather than the process. In China and 
Malaysia it is stressed that the goal of training is to produce good health workers. In Viet Nam, 
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the emphasis is on the "new public health" goal which is to enable people to improve their 
quality of life. 

Fiji has attempted to improve the efficiency of its workforce by means of 
decentralization. It is still too early to tell whether this will have the desired effect. 

National-level workforce planning is being done in an increasing variety of ways by many 
countries. With the need to be extremely flexible in response to changing demands, the 
traditional "manpower planning" is found to be of limited utility. There is increasing awareness 
in the South Pacific of the need for regional workforce planning activities such as those being 
carried out at the WHO Regional Training Centre in Sydney. In the Northern Mariana Islands, 
Papua New Guinea and Solomon Islands, however, national workforce planning is being used. 
The trend, as seen for instance in Papua New Guinea, is to go beyond numerical estimates in 
the planning process and outline ideas on managing the existing workers, improving the 
information and knowledge available to the workforce, and coordinating activities with other 
relevant agencies such as those responsible for education and fmance. Similarly in Viet Nam, 
the human resource planning places emphasis on the management issues of day-to-day 
integration with other activities. 

In New Zealand, human resource development is based mainly on a free market 
economic policy, though standards and regulations are imposed to ensure quality. This 
free-market approach can be effective insofar as there is a sufficient amount of resources and 
opportunities for employment to ensure that the health workers needed will be forthcoming. 

4.3 Research and technology 

The contribution of technology to national health-for-all strategies is still inadequately 
assessed in many countries. In Australia, the development of specialized technology is 
controlled to some extent by a funding policy. New Zealand has delegated this responsibility to 
the area health boards. The emerging trend is to link technology to finance, so that if it can pay 
for itself it is likely to be supported. One obvious danger of such a policy is that it can lead to 
technologies being marketed for the sole purpose of making money rather than because they 
are needed. 

Two other strategies for managing technology were mentioned. In a few countries, such 
as Papua New Guinea, the Philippines and Tonga, a high-level committee is used to review the 
use of technology. Others, such as Fiji and Solomon Islands emphasize the promotion of 
primary health care technology. 

Though the role of research is expanding it remains a relatively limited contributor to 
development in many countries, especially the smaller and less developed ones. Some of the 
priority fields for research that have been mentioned by countries are health systems research, 
financing, human resources, malaria control and decentralized management. 

There is increasing awareness of the importance of research for national health 
development, but there are still many constraints. These include lack of technical and fmancial 
resources, insufficient motivation, lack of national health research policies and lack of national 
commitment. Effective national organizations for the management of health research are still 
rare in the developing countries. Focal points to coordinate and manage research activities 
have been established in Australia, Malaysia, New Zealand, Papua New Guinea, the 
Philippines, Singapore and Viet Nam. Recently, Solomon Islands has identified a focal point 
for health research. Also, plans are being made to revitalize the National Health Research 
Council in Fiji. 
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The establishment of mechanisms for health research coordination and management has 
been progressing slowly. Most developing countries of the Region still lack the funding, staffing 
and infrastructure required for health research, and career structures for research workers have 
not been established. 

4.4 International resou.rus for health 

International support for health plays an important role in all developing countries, but 
there are problems that need to be solved to make this form of cooperation more effective. In 
some of the Pacific islands, international aid is the principal source of income. In the larger 
countries, bilateral as well as some Asian Development Bank (ADB) or World Bank funding is 
used for major infrastructure projects that would otherwise be extremely difficult to support 
from a country's internal resources. 

Countries report that the majority of the projects supported with international resources 
are in the programme areas of maternal and child health and water and sanitation. Some also 
go to nutrition and pharmaceuticals, and some to human resource development projects. 

Countries report two major types of problem with international assistance. Firstly, it is 
extremely difficult to focus such assistance on country priorities. The agencies concerned have 
their own priorities. Thus, when countries do draw up comprehensive assistance plans, they are 
often found to be not very useful. 

The second problem is with coordination. It is related to the first in that donor agencies 
are not always flexible enough to work with others with different administrative processes. 
Consequently, projects in a particular country are sometimes divided up on the basis of 
geography, which often leads to confusion. 

Chapter S 

PATIERNS AND TRENDS IN HEALm STATUS 

5.1 Mortality, morbidity and disability 

The Regional health status picture is principally made up of the trends in infant and 
maternal mortality and life expectancy, complemented by trends in the crude death rate and 
mortality patterns by cause. Other issues such as disability, malnutrition, accidents and 
substance abuse matters, complete the health status picture of most countries of the Region. 
The statistical data used in this chapter are taken from WHO's Country Health Information 
Profiles. 

A review of the principal gauge for assessing health status, namely infant mortality, 
reveals continued progress within the Region. For all but four countries and areas the rate of 
infant death during the evaluation period was below the global target of 50 per 1000 live births. 
Two countries continue to show rates higher than 100 per 1000. In addition, two countries are 
below the 100 level but greater than the global target at 82 and 72 per 1000. With the exception 
of those four countries with rates higher than the global target, the bulk of the remaining 
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31 countries and areas have either shown some level of progress or remained stable between 
1985, the date of the first evaluation, and 1990, the end of the second evaluation period. 

Maternal mortality, expressed as the number of deaths per 10 000 live births, shows a 
wide disparity between countries and areas, ranging from 0 to 50 per 10000 live births. Only 
two countries, however, have rates higher than the global target of 30 per 10 000. 

With regard to life expectancy at birth, only four countries or areas reported an average 
life expectancy of less than the global target of 60 years. As would be expected, these were the 
same countries that displayed high infant mortality rates. In all but two countries of the 
Region, progress in achieving longer life expectancy is clear although for some countries the 
gains have been quite small. 

Crude death rates have continued to decline throughout the Region during the period of 
the evaluation report. Today, they range from less than 5 to slightly more than 10 per thousand 
population. This downturn in crude mortality, probably achieved through the application of 
grass-roots health programmes including the use of oral rehydration salts, immunization, and 
other recent technologies, appears to level off in the period between the second monitoring 
process in 1988 and the current data year of 1990. 

Mortality by cause continues to group countries in three clusters. The first, principally 
the developed countries, shows the leading causes to be associated with lifestyle. These include 
cardiovascular diseases, cancer, stroke and accidents. The second group consists of countries 
where the gap between infectious diseases and the chronic and 
lifestyle-associated diseases is rapidly narrowing. The third is where the bulk of the mortality is 
still caused by communicable diseases and associated malnutrition, which go hand in hand with 
severe economic problems. In the Region, sixteen countries reported more deaths from 
noncommunicable diseases and accidents than from infectious or parasitic diseases. 

All the countries and areas of the Region report on cases of infectious and parasitic 
diseases. The frequency and accuracy of reporting, particularly for some conditions, is 
somewhat unreliable, however, as not all countries include the same diseases as reportable, and 
some combine categories. However, combining the data of those that report regularly produces 
at least a crude ranking of the leading causes of morbidity from infectious diseases. Diarrhoeal 
diseases rank first with acute respiratory infections a close second. Tuberculosis and measles 
are also reported at significantly high levels. 

Partly as a result of the Expanded Programme on Immunization, there has been a steady 
decline in the incidence of these conditions on a regional basis. However, for individual 
countries the progress is not always favourable. For example, in 8 countries in 1990 the 
prevalence rate for tuberculosis was over 50 per 100 000. 

Noncommunicable disease prevalence continues to rise in virtually all countries. For 
both developed and developing countries and areas, at least three of the five leading causes of 
death are noncommunicable diseases and accidents. Morbidity is rapidly following a similar 
pattern. 

With the scarcity of reliable data it is difficult to assess more detailed trends in mortality 
and morbidity. However, it is reasonable to conclude that most of the countries and areas of 
the Region have reached the health status levels called for by the global health-for-all 
indicators. The few exceptions are countries where severe economic problems have hampered 
efforts to achieve these levels. 
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The patterns and trends in health status as discussed in this chapter are supported by 
tabular material exhibited in the section on socioeconomic and health indicators. 

The principal causes of disability in the Region continue to be bifurcated between the 
developed and developing countries and areas. The causes in developing countries are 
associated primarily with malnutrition and poor perinatal care. Much of this disability is in the 
younger ages and results in long-term disability. In the developed countries, accidents and 
chronic diseases, mental illness and drug or alcohol abuse are the principal causative factors, 
and the associated disability is distributed across the age groups more equally. 

5.2 MlUOr determinants or health 

For the most part, the rate of population growth has declined in the Region during the 
period of the report. Most of the countries have an annual growth rate of slightly over 1 %. 
Interventions to reduce high population growth have continued to receive support in almost all 
countries and areas of the Region. The increase in the use of contraceptives by women of 
childbearing age within the Region continues. In spite of resistance to family planning 
programmes, on religious, cultural and traditional grounds, there have been successes in 
increased coverage. Surveys carried out in several countries have indicated that almost one
third of all married women use some form of contraceptive. However, these same studies 
continue to indicate relatively high rates of unwanted pregnancy. 

Family planning services are usually made available through the main network of 
frontline health services in most of the countries and areas of the Region. The exception to this 
is China, where the bulk of the family planning service activities are coordinated by the Family 
Planning Commission, which operates separate family planning service facilities. Information 
on the use of contraceptive methods has not been systematically available in the Region, 
although recent studies have made for some improvements in this area. 

The nutritional factors that contribute so markedly to the viability and healthy growth of 
children have continued to show improvement in the Region during the reporting period. The 
weight of infants at birth, while continuing to reflect some variations, remains well within the 
global target. In fact, only four countries or areas are reporting more than 10% of the newborn 
weighing less that 2500 grams. Between 1985 and 1990 two countries can be cited as reaching 
that level for the ftrst time, namely Kiribati where the rate fell from 18% to 7% and Viet Nam 
where it fell from 25% to 4%. 

Recently, studies have indicated a slight improvement in levels of breast-feeding 
throughout the Region. Reports at the end of the ftrst evaluation in 1985 painted a negative 
picture with a decline in breast-feeding in the Region. Although data are incomplete in most 
countries, it appears that breast-feeding for at least the first 4-6 months of life is on the rise. 
The increased awareness of the effects of breast-feeding on fertility may contribute to stronger 
policy development and a continued upswing in practice. 

An additional indicator of the nutrition/health axis is weight for age and height. 
Unfortunately, data on this are available for only ten countries. Of the ten reporting, four are 
below the regional targets of 90% of children whose weight for age and height is acceptable. 

Given the epidemiological shift in health problems affecting most of the countries of the 
Region from mortality and morbidity caused by infectious diseases and during the perinatal 
period to chronic diseases and accidents, concerns with lifestyle have arisen. For the most part, 
lifestyle indicators are extremely difficult to obtain in any systematic fashion. Personal 
practices which are health-enhancing such as good nutrition and family planning have already 
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been touched upon. It remains to mention some of those practices considered to be 
health-damaging. like smoking and abuse of alcohol and drugs. Alcohol abuse has led directly 
to an increase in road traffic accidents and violence, which are on the increase throughout the 
Region. 

Health professionals and, by and large, the public accept the growing pool of evidence 
linking smoking with increased morbidity and mortality from chronic conditions such as heart 
disease, cancer, stroke and emphysema. In spite of this awareness, the prevalence of the 
smoking habit continues almost unabated throughout most of the Region. Data on smoking 
and lung cancer reported from studies in several developed countries of the Region, namely 
Australia, Hong Kong, Japan and New Zealand, indicate rising rates of smoking-associated lung 
cancer, particularly among women. High levels of heart disease and respiratory conditions in 
China, Papua New Guinea, the Philippines and Viet Nam, together with evidence of high levels 
of smoking practices in their populations, are indications of the link between this aspect of 
lifestyle and serious illness and death. 

Recently the problem of heroin and opium abuse has appeared in parts of China and 
Viet Nam. In the Philippines, methamphetamine and organic solvents have become major 
drugs of abuse. Other countries and areas report similar increases in drug dependence and 
drug abuse. The link between drug abuse and the spread of HIV infection has heightened 
government awareness of this area of public health concern. 

Chapter it 

HEALTH AND ENVIRONMENT 

In the ftrst health-for-all evaluation in 1985, "health and environment" was not highlighted 
in a separate chapter. However, there is now clear recognition of the important linkages 
between the environment and health, and a growing awareness among Member States of the 
adverse environmental health consequences of unplanned or inadequately coordinated growth 
and development. There is also growing recognition that these adverse consequences have a 
significant detrimental impact on long-term economic progress and the sustainability of 
development. These realizations are giving new impetus to health-for-all initiatives related to 
the environment, and bringing about a better understanding of the critical need for improved 
programme integration, coordination and cooperation. 

6.1 Environmental health programmes in the 19805 

Over the past decade, WHO programmes have dealt with a wide variety of environmental 
problems related to human health and well-being. These problems have been primarily 
associated with community water supply and sanitation, air and water pollution contro~ rural 
and urban development and housing, and food safety. The programme aimed at resolving these 
problems have had a significant positive impact in the Region. 

During the 1980s, over 530 million additional people have been provided with access to 
safer and more adequate supplies of drinking water; and over 250 million additional people 
now have access to adequate sanitation facilities. Substantial efforts have been made to 
improve coverage in most countries and areas of the Region. In this regard, particularly 
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significant gains have been made in China, Cook Islands, Kiribati, the Lao People's Democratic 
Republic, Malaysia, New Caledonia, Papua New Guinea, the Philippines, Solomon Islands, 
Tonga and Vanuatu. However, ensuring the ongoing operation and maintenance of existing 
systems continues to be a problem as adequate resources are often not allocated to support 
repairs and the purchase of spare parts. This greatly reduces the effectiveness of the significant 
efforts that have been put into training human resources. Poor operation and maintenance also 
results in contamination of drinking water, increased wastage of water, and deterioration in 
service coverage. 

Another factor that exacerbates water supply and sanitation problems is that, in some 
cases, insufficient attention is paid to assessing the sociO<Ultural acceptability or 
appropriateness of proposed solutions. For example, preventive maintenance and repair 
programmes are difficult to implement in situations where water is not seen by the local 
community as a limited, costly resource. Similarly, water supply schemes that cover broad 
geographic areas must deal effectively with questions of land ownership and basic water rights 
in the local cultural context if they are to succeed. In short, all affected members of the local 
community must have some ownership of and responsibility for solutions if they are to be 
effective. 

With regard to air and water pollution control, efforts have focused mainly on 
infrastructure development through institution-building activities and human resources 
development. In this regard, significant progress has been made in a number of countries, 
particularly China, Fiji, Malaysia and the Republic of Korea. Competent pollution control 
agencies have been set up, as well as viable legislative and regulatory mechanisms. However, in 
many countries the political will and resources needed to implement fully the regulatory 
programmes that have been created are lacking. Environmental health considerations have yet 
to be fully accepted or integrated in the economic planning and development decision-making 
process. Hard decisions regarding environmental health issues are often put off, thus passing 
on the burden of resolving them to future generations. 

In recent years, environmental health problems associated with the safety and control of 
toxic chemicals and hazardous wastes have also become more evident. The increased use of 
agricultural chemicals, rapid industrialization and ill conceived schemes to import hazardous 
wastes for disposal in the Region are matters of growing concern. To date, efforts in the 
Region have focused on the identification and prioritization of problems and the provision of 
technical advisory services to assess and recommend solutions to specific problems. Particular 
attention has been paid to industry-related problems in China, Malaysia, the Philippines, the 
Republic of Korea and Singapore. Additionally, special emphasis has been placed on 
facilitating cooperation and coordination among the many governmental agencies concerned 
with importing, manufacturing, transporting, using and disposing of toxic chemicals and 
associated hazardous wastes. Interagency cooperation and coordination will continue to be a 
central issue in mounting effective control programmes to deal with the multitude of associated 
environmental health problems. Also, because of the technical complexity of some of these 
problems, better mechanisms must be developed for involving the private sector, especially 
industrialists, in the problem-solving process. 

Food safety problems and their relationship to human health and well-being have been 
clearly documented. Every year, on a global basis, WHO receives reports of hundreds of 
thousands of cases of foodborne diseases from all over the world. WHO estimates that this 
represents only a small fraction of the disease cases that are actually of foodborne origin. 
Regional activities in this important area of environmental health have been concerned with 
establishing good manufacturing practice, formulating acceptable import and export 
requirements, developing information networks, and monitoring food contamination. Most of 
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the attention has been directed toward governments, manufacturers and large distributors. 
However, it is recognized that a major part of the problem exists at the end-user and 
local-distributor levels and must be dealt with there. Educational and promotional activities 
need to be increased and made more effective, and particular efforts must be made to change 
socio-cultural behaviour patterns which exacerbate food-related health problems. 

In all of the above programme areas, activities have been developed and implemented in 
a more or less vertical manner, with little practical integration, coordination or cooperation 
with programmes outside the traditional health sector. The fact is, however, that most of the 
solutions to environmental health problems lie outside the health sector. This is particularly 
true with regard to the control of the resources involved and the decision-making authority 
required to effect these solutions. 

The lesson to be learnt from this is that environmental health, and, indeed, "health for all" 
in general, must be more than a health sector programme. If we are to maintain the gains that _ 
have been made and make further progress in the future, we must capture the attention and 
support of national policy-makers and economic decision-makers. "Environmental health for 
all" must become recognized as a societal goal and not just a health agency slogan. 

6.2 Promoting environmental health policies and programmes 

Initial efforts to develop environmental health policies and programmes in the Region 
have been successful. Fundamental legislative and administrative frameworks have been 
established in all countries. In the most rapidly developing industrial countries, substantial 
environmental health infrastructures have been developed, and some of them have been 
adequately funded in relation to the current stage of economic development. 

However, in terms of solving environmental health problems, what has been done so far is 
the easy part. Efforts to establish technical and administrative know-how must be supported by 
adequate ongoing funding and strong political and economic 
decision-making. In short, to be effective, environmental health initiatives must be recognized 
and accepted as an integral part of the power and decision-making structure. This requires 
aggressive environmental health promotion at all levels and incorporation of environmental 
health impact assessment in the economic planning and development process. People must be 
convinced that sustainable development and improved quality of life frequently depend in the 
long run on preventing or solving environmental health problems. This can be a particularly 
difficult task in the rapidly changing economies of the Region, where there is strong pressure on 
leaders to focus only on short-term economic gains. 

6.3 Assessment and monitoring of environmental health hazards and risks 

The assessment and monitoring of environmental health hazards and risks in terms that 
are meaningful to the affected populations is a key factor in gaining adequate support for 
environmental health initiatives. To date, unfortunately, most efforts in this regard have been 
based on Western, developed-country perceptions of risk which often have little practical 
relevance to developing country situations. While the external scientific literature may be quite 
clear on certain environment-health relationships, local environmental epidemiology studies, 
incorporating local expertise, are often essential to demonstrating relevance and gaining 
support. Similarly, environmental health impact assessment and risk assessment must be done 
in terms that are meaningful to the population concerned. In short, while there is an obligation 
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to monitor, assess and report on local environmental health situations in a way that can be 
readily understood by the global scientific community, there is a corresponding obligation to 
make global data locally usable. 

6.4 Environmental resources management 

While important benefits to health result from sound economic growth and development, 
countries and areas of the Region are becoming increasingly aware that air, water and land are 
fmite environmental resources whose depletion is a threat to health. There is also a growing 
awareness that many environmental resources must be shared among countries, and that 
pollution often does not respect geopolitical boundaries. For example, the relative scarcity of 
energy resources has caused some countries to look to nuclear fuel alternatives and others to 
develop their coal resources more intensively. Each of these options carries with it a different 
set of resource allocation and transboundary environmental health problems. However, this 
growing awareness still needs to be translated into sound decision·making that leads to the 
judicious management of environmental resources and sustainable growth and development. 

In most countries and areas of the Region, the health dimension of growth and 
development is not given due consideration in the decision-making process. For example, plans 
to build large resort hotels on small South Pacific islands with limited water supply and 
sanitation alternatives have not usually included a consideration of the future development 
options that would no longer be available when the hotels were built. In other words, health 
impact assessment has not been made in the context of an overall planning and development 
process. Even when it has been made, it has only been done on a project-by·project basis. 

From a global perspective, as environmental resources have become scarce, there has 
been a tendency for developed countries to acquire the rights to resources in developing 
countries in order to maintain their own high standard of living. Thus the benefits of the 
resources accrue to the developed country, and the risks associated with their depletion accrue 
to the developing country. For example, the acquisition of fIShing and logging rights by distant 
developed countries has often led to severe local environmental health problems. 
Considerations such as the health needs of displaced populations, the contamination of air and 
water resources or the ill-effects of changing employment patterns have seldom received 
adequate attention in these situations. Because of economic and political pressures, it is often 
extremely difficult for the developing country to cope with this risk transference tendency. 
While recognizing the substantial benefits that can result from economic development, the 
health community must become a stronger advocate for decisions which have a positive impact 
on environmental health. 

Chapter 7 

ASSESSMENT OF ACHIEVEMENTS 

7.1 Progress achieved 

This evaluation process gives some indication of the continuing effort of countries and 
areas to achieve the global goal of health for all. All countries and areas reporting manifest 
their strong awareness of the health-for-all values and have taken measures to reorient and 
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adjust their health systems towards this vision. While some similarities can be seen, each 
country has evolved its own way of implementing strategies to achieve its health goals. 

In spite of great diversity, a few generalizations can be made about this new era in health 
development. It is characterized by some common features which include (1) an improved 
understanding of how the health system functions, (2) increased ability to direct resources on 
the basis of policy and (3) better skills in targeting programmes to risk groups and priority 
problems. 

There has been a significant improvement in the development of management 
information systems as well as more frequent evaluations of specific issues. The result has been 
better information and increased national awareness of what is happening in the health system. 

The ability of health leaders to direct resources towards real improvements in the 
delivery of services has increased considerably. This achievement is one of the most striking 
features of this evaluation period. However, beneficial change may not always be led by the 
health sector; for example, the decentralization movement in a country may be led by the 
Ministry of Home Affairs. For whatever reason, many changes have taken place in the 
organization, management, and financing of health systems, often resulting in significant 
improvements. Decentralization of health services has been implemented in varying degrees in 
several countries, ranging from the delegation of complete responsibility for service delivery to 
the delegation of limited responsibility for a few specific activities. 

Much attention is now being devoted to the fmancing of health systems. Almost all 
countries are now implementing or at least experimenting with insurance schemes, 
public/private partnerships, incentive payments and various cost sharing and cost recovery 
techniques. 

The training of the workforce has also significantly improved. This has resulted from the 
more precise defmition of the goals and needs of health systems. In-service and continuing 
education as well as basic training have benefited from this development. 

7.2 ElJectiveness and impact of the strategy 

According to the existing health-far-all indicators, the status of health development in the 
Region as a whole appears to be quite satisfactory. In terms of access to essential primary care 
services, 90% of the countries and areas in the aggregate have achieved the access level called 
for. Similarly 90% of the countries and areas have immunization coverage of 80% or more. 
The indicators also show that 80% of the countries have an overall infant mortality rate of less 
than 30 per thousand live births, and in 85% of the countries 90% of the newborn weigh at least 
2500 grams at birth. The few countries not reaching these levels have either serious economic 
constraints to development or formidable geographical barriers which make it difficult to 
provide access to services for some parts of the popUlation. Thus, on the whole, countries and 
areas have reason to be pleased with their progress. 

In a few countries both service accessibility and health status are unsatisfactory. 
Moreover, even in countries that appear to have achieved satisfactory levels there continue to 
be pockets in which health status is poor. Thus, problems of unequal access to services and 
unattained health goals persist and will demand renewed efforts in the future. 

In addition, even though the current health-for-all strategies have been very successful, 
new health concerns are emerging. Urbanization, aging populations, and lifestyle-related health 
problems are increasingly. posing obstacles to further health development in most countries. 
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These, combined with new biological problems like AIDS and, especially, the very apparent 
deterioration of the physical environment and its impact on health have become major health 
concerns. These issues have important implications for both the fmancing and the quality of 
the health systems of the Region in the future. 

Chapter 8 

OUTLOOK FOR THE FUTURE 

8.1 Introduction 

The period of the last half of the 1980s has seen the Region's economic achievements 
continue to outpace those of other parts of the world. A number of political events have had 
adverse short-term social and economic effects on certain countries. However, these events 
have not changed the overall trend of continued national development and improved quality of 
life for the majority of people in the Region. Given this trend, it is not unrealistic to expect 
social, economic and political conditions in the Region to continue to be generally favourable 
for health development in the next ten years. 

Considering this optimistic assumption, it is likely that the Region can achieve its 
health-for-all goals by the year 2000. This will require intensified action in those few countries 
that have not yet reached this level of health development. In addition, further effort will be 
needed to improve the health status of some pockets of low coverage within the other countries 
and areas of the Region. 

8.2 General polley and strategies 

Looking at the overall health picture, disease and illness patterns can be grouped into 
three categories. First there is the persistent unnecessary loss of life from malnutrition, 
infectious diseases and other problems caused by unhygienic conditions which manifest unequal 
economic status. Then there are the increasing rates of injury and disability caused by 
accidents, industrial problems and environmental degradation, all of which are a by-product of 
economic development. Finally there are the diseases, potentially the most difficult to prevent 
and contro~ that are related to the aging of populations and changes in lifestyle. It will no 
longer be sufficient for policy to deal only with infant and maternal deaths. Policy will have to 
ensure that the children born, as well as their mothers, are able to achieve a higher quality of 
life throughout their lives. 

The issues of targeting and efficiency must now be more precisely incorporated into 
national policy and strategies. It was observed that one of the truly significant 
health-for-all achievements in the Region is the ability to manage change on the basis of clearly 
formulated policies. This change has resulted in increased service coverage and effectiveness. 
In addition, more countries are now going through significant social change with resulting 
structural changes, most notably the decentralization of responsibility for decisions on resource 
utilization. Consequently, there must be a commensurate revision in the next generation of 
policies and strategies to reflect this change. In the past the primary responsibility for 
utilization was at central level. With decentralization, we can expect a clearer delineation of 
responsibility between the central and peripheral levels. 
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8.3 Control 01 selected diseases 

Targeting will be the strategy for controlling or eradicating selected diseases. For 
instance, six countries are still reporting poliomyelitis cases. The eradication of this disease 
from the Region by 1995 will make available for other needs the resources being used now to 
deal with poliomyelitis and its sequelae. To achieve eradication, the Expanded Programme on 
Immunization will be strengthened. This involves improving delivery systems for vaccines and 
installing a reliable laboratory network for surveillance of viral diseases. These will increase the 
effectiveness of vaccination against other viral diseases like hepatitis B, which has recently been 
added to the Expanded Programme on Immunization, an effort which is particularly important 
in this Region where carrier rates exceed 10% of the population in some countries. The 
continuing development of new vaccines will also benefit from these systems and facilities. 

An intensified leprosy control programme based on multidrug therapy is expected to 
reduce the incidence of leprosy to less than 1 per 100 000 and the prevalence to less than 1 per 
10 000. This means that, in time, the large numbers of people disabled by this disease will be so 
reduced that the enormous resources currently spent on them can be directed to more 
productive activities. 

In other areas too, the focused application of current technology, such as 
short-course chemotherapy for tuberculosis, can significantly reduce the disease burdens of 
some countries. Even for diseases that are still resistant to technology such as malaria, an 
intensive effort can prevent the further deterioration of a serious situation. 

8.4 Environment 

It is quite obvious that environmental issues will increasingly dominate the health agenda 
not just in the long term but equally in the short term. Environmental policy must deal with 
issues which have a long-term effect on health. It must also include provisions for strengthening 
the health sector's participation in government planning for socioeconomic development and its 
influence on the private sector. For example, private development initiatives often do not 
include adequate environmental health impact assessment as part of the decision-making 
process. This means the health sector needs to get better at promoting recognition by other 
sectors of health issues, concerns and priorities. 

8.S Human resource development 

No single factor will have a greater impact on health sector efficiency in the future than 
that of how human resources are developed and used. Consequently, it is not surprising that 
human resource development holds the greatest challenge and is probably the area within which 
the future will see some of the most significant changes. 

The broad issues for the next phase of human resource development are reasonably clear: 
the number of health staff will not change significantly, but what individual members of the 
workforce do and the formal structures within which they do it will be constantly changing to 
meet new needs. 

In the immediate future, it is quite apparent that more emphasis will be placed on a 
continuous process of development and training of human resources. This has direct 
implications for both formal training programmes and in-service training activities. Human 
resources must be able to adapt to changing responsibilities, structures and management 
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methods. Staff must be more attuned to and capable of assessing the needs of individuals and 
groups, and they must be more able to make technical decisions. 

Health workers can significantly improve the overall efficiency of the system by matching 
a client's needs with the wide variety of health technology that is available. Where shared 
responsibility for services exists, "managed care" and health promotion by numerous providers 
will become the norm. 

With improved information systems, health leaders will be able to solve problems of 
maldistribution of personnel more effectively. Strong leadership will also be needed to guide 
the formation of partnerships with other sectors and participate in decision-making on the 
allocation of resources including personnel. 

The management of human resources will face a number of new issues in the future. The 
responsibilities placed on individual health workers must be supported by appropriate policies 
and support programmes, especially for training. Future health workers cannot be expected to 
stand alone as they so frequently are today. The health system must respond to new needs with 
a supportive national policy and expanded and flexible formal and informal learning 
programmes for the health workforce. 

In the future most health workers will be directly involved in management and 
supervisory functions. As the overall structures evolve towards more local responsibility, and 
with the emphasis on quality rather than quantity of staff, more of the health staff will be 
involved in some type of management team. Management is also changing. A health unit's 
responsibility will include more involvement with the community, both informally and through 
boards and committees. In addition, as the responsibility for more services will be shared by 
various agents in the community, including those in the private sector and nongovernmental 
organizations, the whole function of personnel management will be far more complex than in 
most cases today. 

8.6 Health promotion 

The impact of noncommunicable diseases such as heart disease, cancer, diabetes, chronic 
lung disease and trauma associated with traffic accidents was felt initially in developed 
countries. Today they are increasing in many developing countries as well and will account for 
over 50% of the deaths occurring in these countries by the end of the century. This 
phenomenon is partly due to declining fertility combined with reductions in infant and child 
deaths, resulting in a demographic transition in which the number of deaths occurring in middle 
to old age is proportionately increased. In addition, the ability to control many infectious 
diseases has caused an epidemiological transition in which the age-specific incidence of the 
noncommunicable diseases is increased. Thus, the prevention and control of these diseases has 
become a major health policy issue in both developed and developing countries in the Region. 

An effective programme of health promotion should influence individual behaviour so as 
to affect the patterns of diseases. One example of such an effort is the Tobacco or Health 
campaign. In this case the use of rather aggressive marketing techniques is needed to achieve 
significant results. These programmes require that clear information about the relationship 
between behaviour and disease is transmitted to the public. Thus information exchange and 
communication will become more essential components of a programme for the promotion of 
health. In fact, it is through this transfer of knowledge and technology that individuals and 
communities will be empowered to make healthy decisions. 
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8.7 Informatioo euhange 

Information exchange will become a more important health-for-all strategy. By sharing 
their knowledge, information and technology, countries can greatly benefit from each other's 
experience. The focus of these exchanges will probably shift from purely technical matters to 
increasing emphasis on policy and decision-making issues. 

In the 199Os, while the regional fellowship programme continues to provide for 
long-term academic placements of young health workers, increasing emphasis will be given to 
short-term exchanges of more senior health service staff. Seminars, symposia and conferences 
involving officials at policy and decision-making levels will be promoted to balance the present 
emphasis on training courses and workshops for technical personnel. 

8.8 Management 

The achievement of future goals will require unprecedented management abilities, 
especially in financial matters, and new structural arrangements for the use of resources. The 
fmancial challenge is to find ways to influence the national allocation of resources so as to 
achieve a more realistic balance between curative and preventive activities. For some countries 
this will include increased spending on relevant research. 

The service structures that are evolving in each country will be characterized by more 
local responsibility with regard to operational decisions. Many of these structures will be less 
formal than they are now, and will link partners involved, which include government, the private 
sector, nongovernmental organizations and the community. 

A major challenge for the future is fmancing the health sector. Some of the main issues 
in this area have become much clearer. They include how to make the most efficient use of 
whatever money is obtained, how to contain the overall cost of care once it reaches 5% or 6% 
of the gross national product, and how to direct resources to those most in need. 

For most developing countries in the Region, the need for a ceiling on health costs is not 
yet a concern. However, it should not be completely ignored even at this stage, since those 
countries which are considering a national insurance scheme could see overall expenses for -
health rise dramatically. The major fmancing issue for the Region is how to pay for services for 
rural areas and the poor when only a small portion of national revenue is spent on health. The 
trend towards decentralization may help to reduce some of these problems as there is some 
evidence that local control makes it easier to improve resource utilization efficiencies. 

Financial mechanisms will not only affect national allocation policies but also influence 
decisions on how to improve the quality of life. Pricing and payment methods will be used more 
effectively to influence demand for care and contain the overall cost of services. 

Another important area of support for policy objectives is legislation. Legislation has 
traditionally been used as a control measure, and in systems with centralized authority this may 
have been appropriate. However, in such matters as human resource development and health 
fmancing, legislation has begun to have a more supportive function. As noted, an increasing 
number of health matters will depend on a pluralistic grouping of partners. While the degree of 
leadership and control between organizations will vary from country to country, a common 
framework within which these partners can fmd their respective contributions can often be 
provided by legislation. 
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Information systems will continue to develop very rapidly. These systems will support all 
the more complex technical and management functions of the future. They will share 
information more effectively between partners. The most challenging task will be to integrate 
management systems with the additional technical information that will be needed in the future 
to solve both collective and individual problems. 

8.9 Conclusion 

Many of these developments are already taking place in various parts of the Region. No 
single country or area is fully confident that it can make the necessary changes alone. However, 
judging by the past, it can be expected that with their dynamic leadership, their willingness to 
learn from neighbouring countries and their common values, the Member States of the Region 
will meet these challenges effectively. 

It is anticipated that the Region will continue to be a growing economic power at the 
global level. The few countries that have not shared in the overall economic growth should 
within a few years be doing so. Health systems will be evolving within a complex environment 
of social and political change whose implications for health are still not clearly enough defined. 
However, the current trends make it likely that steady progress towards health for all will 
continue. 


