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ABBREVIATIONS 

The following abbreviations are used in this documenl: 

ADB 
AGFUND 
AI DAB 
/'SEAN 
CDC 
CIDA 
EC 
EHC 
FAO 
HRC'AB 
IAEA 
JICA 
JSIF 
ODA 
OECD 
SID A 
SPC 
UNDP 
UNFPA 
UNICEF 
UNV 
USAID 
WPACHR 

Asian Development Bank 
Arab GuH Programme for Unfted Nations Development OrgAnizations 
Austranan International Development Assistance Bureau 
Association of South-East Asian Nations 
Centers for Disease Control 
Canadian International Development Agency 
European Commission 
Western Pacffic Regional Environmental Heatth Centre 
Food and Agricunure Organization of the Unfted Nations 
Health Research Councns/Analogous Bodies 
International Atomic Energy Agency 
Japan International Cooperation Agency 
Japan Shipbuilding Industry Foundation 
Overseas Development Administration, Unfted Kingdom 
Organization for Economic Cooperation Md Development 
Swedish International Development Agency 
South Pacffic Commission 
Unfted Nations Development Prograrrme 
United Nations Population Fund 
Unfted Nations Children's Fund 
Unfted Nations Volunteer 
Unfted States Agency for International Development 
Western Pacffic Advisory Committee on Heatth ResearCh 

The following symbols are used in this document to indicate the expected sources of financing for 
activfties: 

AS Special Account for Servicing Costs 
DK Unhed Nations Development Programme - standard laHar of agreement wfth a government as 

executing agency 
DL Unfted Nations Development Programme -standard loHer of agreement between executing agencies 
CM Unfted Nations Development Programme - project expendfture at standard cost - special measures 
DP Unfted Nations Development Programme - project expendfture at standard cost - Indicative planning 

figures 
FB Associate Professional Officers 
FP Unfted Nations Population Fund 
FS Trust Funds- Supplies 
FT Trust Funds 
FX Trust Fund for the Global Programme on AIDS 
ST Sasakawa Heafth Trust Fund 
UF Unfted Nations Children's Fund 
Vl3 Voluntary Fund for Heafth Promotion - miscelk,neous designated contributions -prevention of blindness 
~ Voluntary Fund for Heatth Promotion- diarrhoeal diseases. including cholera 
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1,0 - Voluntary Fund for Heanh Promotion -miscellaneous designated contributions -other 
VI Voluntary Fund for Heanh Promotion - expanded programme on Immunization 
Vl Voluntary Fund for Heanh Promotion - leprosy programme 
I;M Voluntary Fund for Heanh Promotion -malaria 
'M Voluntary Fund for Heanh Promotion -disasters and natural catastrophes 
VP Voluntary Fund for Heanh Promotion - mental heanh programme 
W Voluntary Fund for Heanh Promotion- miscellaneous designated contributions

special assistance to Cambodia, the Lao People's Democratic Republic and VietNam 
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OVERVIEW BY THE REGIONAL DIRECTOR, 
1996-1997 PROGRAMME BUDGET 

1. Introduction 

Looking towards the tum of the century \\ith a new general progmmmc of work, it is time to take stock 
oftl1c directions and intent of our health programmes both globally and regionally. At tl1e global level, revisions 
have been made to the way programmes are classified, overall programme directions have been streamlined, 
and priorities selected. These decisions have been reflected in our preparation of the 19%-1997 proposed 
programme budget 

In addition to incorporating these procedural ndjustmenl~. we have given very careful thought to tl1e 
future directions for health specific to this Region. l11e description of our planned method of work in each 
programme clearly renects the principal thrust we envisage for each area of our work. Our activities for I 9%-
1997 are linked by a vision of health care needs which are markedly difTerent from the needs addressed at the 
beginning of the Eighth General Programme ofWork. 

Looking at the profile of the Region, disease patterns have altered considerably, tl1ere are substantial 
shills taking place in demographic trends, and economies are developing rapidly. Not only healtl1 needs but 
health demands are changing in parallel with this evolution. Our preparation has to L1ke account of the Region's 
new horiwns in health. Most of the health-for-all targets \\ill have been met by the tum of the century. The 
new requirements for health focus on equipping individuals \\ith the knowledge, facilities and environmental 
support to achieve their health potential and ensure the best possible quality of life into a healtl1y older age. lhc 
activities we plan for the next biennium are the first step to the necessary reorientation of resources and 
approaches to achieve this vision in the next century. 

In addition to these health concerns, other factors have innuenced the allocation of resources, particularly 
the need to eliminnte past underbudgeting. This h:1s, however, resulted in a reduction in available funds. 
Focused and cost-efTective allocation to sustainable activities is therefore imperative, a.~ well a.~ efTorts to 
mobilize additional resources. Under these budgetarY constraints, WIIO's main role is not primarily a.~ a 
provider offinancial resources. Our role now and in the future will be to act as the catalyst for a coalition of 
resources mobilized in response to healtl1 issues. Our most valuable resources are not monetary but technical. 
Our proposed activities renee! tl1is recognition. 

2. Priority areas for collaboration in 1996·1997 

The activities in the I 9%-1997 biennium \\ill take place in the context of three complementary sel~ of 
priorities: national, regional and global. National priorities and plans of action~ are the ba.~is for esl1blishmcnt of 
mutually agreed collaborative activities in the country. On this basis, the regional and global priorities provide a 
further focus. The six regional priorities arc: development of human resources for health, environmental healtl1, 
the eradication and control of selected diseases, the exchange of information and experience, health promotion, 
and strengthening management. The four priorities set by the Director-General, ofhuman health in a changing 
environment, proper food and nutrition, integrated disea.•e control as part of overall healtl1 care and human 



PROPOSED PROGRAMME BUDGET 1996-1997 

development, and dissemination of information for advocacy and for educational, managerial and scientific 
purposes, are also addressed. The implemmtation of activities has been refined to take account of tl1e expected 
developments in health in the Region in the corning centwy. Together these sets of priorities attract the majority 
of funding for activities in the biennium 

While we will continue, to some extmt, to play our conventional curative and preventive role, 
programmes are also being adjusted in the 1996-1997 biennium to reflect an increased role for individuals in 
taking charge oftl1eir own health. Modifications to behaviours and Ufestyles will be emphasued as one of the 
responses to the new heald1 issues emerging in tl1e Region. These actions by the individual will be supported by 
both community and govemmml In parallel 11ith these approaches, specific population groups will be targeted. 

We have planned to orientate our health care delivery S)'Sterns and human resource training programmes 
to this new focus and we will prepare and support advocacy and communication channels of all kinds to 
stimulate recognition and acceptance of the key changes. 

ll1e programmes' major tlli1JSt is directed to the prime need oftl1e main target group, whetl1er this is the 
dietary and no-smoking behaviours of adults and the elderly in tl1e cardiovascular diseases prograrrune, or the 
need to address adoleset.'llt problems in tl1e mental health prograrrune. lhis approach allows a concerted e!Tort 
by one or many programmes to address the problems of certain categories. For instance, the main target of the 
Health of women and dlildren and family planning programme is self-evidmt. However, women and children 
are also a principal focus of attmtion in other programmes such as in occupational health where these vulnerable 
groups are ofien the least protected by law and most exposed to dangerous working conditions in small-scale or 
cottage industries, as well as in transitional agro-industrial areas which use pesticides and other d1ernical aids to 
producti1ity. These linkages across programme boundaries are encouraged in 1996-1997 and build on natural 
associations of concern and approach. 

3. Programme highlights 

A reduction in tl1e diseases that commonly kill is possible and has been seen in all countries in the 
Region. Our focus now is to shifi emphasis from the illness itself, to the risk factors which contribute to the 
problem. Several of tll~'Se risks cnn be controlled by the individual's 01111 behaviour. 'l11e development of 
national, regional, and local policies for health promotion will form a major proportion of work within all 
programmes. Country and intercountry programmes will be implemented which particularly focus on this 
aspect. 

ll1is approach must be complemented by protection from social and environmental risks. Health 
protection and promotion are therefore key strategies. Tilis 11ill require new skills in healtl1 workers, health 
policies that promote wellness, healthy environments and allocation of funds to support heald1 promotion 
interventions. In swrunary: balanced w1d equitable economic invcstmmts in tl1e heald1 S)'Stem and a fw1damental 
change in approad1 to heald1 development. 

1l1e beneficial e!Tects of interventions at an earlier stage in life can last throughout life, resulting 
eventually in a better quality oflifc in older age. ll1is is true of specific biomedical interventions as weU as the 
establishment of behaviour patterns. For exrunple, hepatitis D immunii.ation in infancy provides not only short
term protection but also longer-range protection against liver cirrhosis or liver cancer in adults and the elderly. 
TI1e emphasis on difTercnt age groups recognizes and takes account oftl1is. 

2 
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For children, the expansion ofimmuni7ntion coverage, the promotion of breast-feeding and weaning 
foods, m1d the adoption of baby-friendly hospital initiatives are key target~. I lealth promotion activities for 
school-age children, teachers, and parents include education \\itl1 regard to nutrition, oral health, and personal 
hygiene and environmental sanitation. Health-promoting-schools initiatives \\ill be launched in several countries. 
Prevention and control programmes for Vit:unin A, iodine and iron der,ciency related disorders \\ill be cmphasited. 

Acute respiratory infections and diarrhoeal disea.~es remain the major causes of morbidity and mortality 
in children. Training and human resources development \\ill be a focus for the biennium, \\ith stress on 
preventive measures and sustainable ways to contain the continued spread of these conditions. Teaching 
mothers how to manage attacks or episodes tl1cmselves and to judge when to seck professional care for tl1eir 
young children, is a key to lowering morbidity and mortality, a.~ well as a more efficient usc of health services 
and resources. 

As countries report zero C..'l~es of poliomyelitis after I9'J5, there \\ill be a continued and concerted effort 
to ensure the disease is eradicated and to maintain this situation. l11is involves continued high levels of 
immuni1ntion, surveillance, including nccurate and rapid diagnosis of suspected ca.~es. and immediate response to 
outbreaks or single cases. Improvement of the cold chain and vaccines and tl1e inclusion of other disca.~es in the 
expanded programme on immuni1ntion \\ill be addressed together \\ith the focus on poliomyelitis. Other related 
efforts \\ill be in the area of hepatitis and other \ira! illnesses. and in the prevention and control oflarge numhers 
ofpara.~itic and 1.oonotic diseases prevalent in the Region 

With regard to adolescents, the prevention of risk-taking behaviours related to drug abuse, alcohol 
drinking, smoking, sexually transmitted diseases, and family planning continue to be key area~ of work. I lcaltl1 
promotion activities related to physical well-being and psychological a~pects of adolescents' health \\ill be 
implemented in schools, worlqllaces and communities. 

For adults, issues such as family planning, safe motherhood and the involvement of fatl1ers in f.1111ily life 
are central. These concerns also include the expansion or service coverage and the improvement of obstetric 
care. l11e majority of tuberculosis and leprosy ca~es are found in this age group. l11ese diseases are targeted 
for special attention, \\ith the focus on accurate case-r,nding and appropriate management. Prevrntive measures 
include DCG immuni1ntion for tl1e very young 

The strengthening of programmes to control noncommunic..1ble diseases such as mrdiovascular diseases, 
cancer, diabetes, etc., \\ill particularly focus on promotion of healthy lifestyles Considerable attention \\ill also 
be paid to strengthening collaboration with national authorities on tl1e prevention and control measures for AIDS 
and sexually transmitted diseases. Individual behaviour and control of risks is particularly prominent as a 
protective tactic in these progran1mes. 

The development of community action networks and support systems for the chronically ill \\ill be 
initiated. The promotion of community-based services for mentally and physically disabled persons presents an 
important aspect of health protection and promotion for adults. l11e fonnulation of policies on healtl1 and safety 
in workplaces \\ill be continued. Support will be given to healtl1y cities and healthy island initiatives in order to 
strengthen health promotion acti\ities in communities. 

For the elderly, the development of community-based programmes and the training ofhcaltl1 workers 
and care givers are key areas of work. The prevention of deafness, blindness. hearing impainnent, and nutrition
related disea.~es together with tl1e promotion of physical and psychologic..'ll aspects ofhealtl1 of the elderly \\ill be 
focused upon. Commtmity-based primary care approaches to mrdiova.scular, cerebrovascular, and otl1er chronic 
diseases \\ill be developed. 

3 
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To support these initiatives, research capacity will be developed in Member States on tl1e detenninants 
of health, tl1e factors of social change, the etl1ical issues, and the economic aspects of health promotion and 
health protection. Coordination mechanisms at country level 11111 be further encouraged by the establishment of 
national health research councils and analogous bodies to ensure priority research is undertaken. The programme 
11ill also improve information exchange between WHO collaborating centres. 

Cootinuing tlJC emtimsis on generating important health information and ensuring its appropriate distribution, 
the group of media, both local and international, in partnership with WHO 11ill be expanded. Through these 
channels, factual information 11 ill be communicated to mobilize public opinion and individual action. WIIO 11ill 
actively promote increased exposure of journalists to health infommtion and encourage collaboration. 

To provide the organiz.ational framework in which tl1ese changes can take place, health systems in the 
Region will need to be reorientated and equipped 11ith greater skills in managenJCnt, advocacy, and coordination 
with other sectors. llealth systems reform 11ill initially concentrate on fmancial issues so that resources can be 
focused on priority concerns and effective approaches. Other issues such as drug supply remain critical 
elements in the development ofhealth systems. Issues of production, procurement, distribution and dispensing 
will be addressed at national and, where feasible, intercountry level. Quality assurance at each step will be the 
main focus ofW!lO's efforts in this field. 

The programme on quality of care and health technology covers a range of areas which are important 
components of the hea!tl1 service. One of the major features of this programme is that of quality of care, for 
which specific programmes are being developed in many aspects of health care. Laboratory and radiological 
technology is one area where quality assurance programmes are becoming an important feature of WIIO 
collaboration, with an emphasis on safety and accuracy as well as cost-effectiveness. Drugs, vaccines, 
biologicals and diagnostic reagents also will be targets for quality assurance programmes. Traditional medicine 
will be developed further with a particular emphasis on its coordination 11ith and utilization 11ithin the modem 
medical and healtl1 care systems. Issues such as improved research protocols and quality assurance will be 
stressed. 

llealtl1 facilities 11ill be strengthened at all levels to provide support to individuals and communities in 
promoting and protecting tl1eir O\ITI healtl1. Information systems will continue to be developed so as to facilitate 
health-management decision-making. A set of qualitative health indicators will be developed to monitor 
progress in the development ofhealtl1y lifestyles and health supportive environments, and for monitoring the 
health and well-being of populations in various stages of life. 

Through tl1e development of human resources for health, national capabilities will be strengthened in 
health workforce planning, production and management. The curricula for health professionals will be orientated 
towards the protection and promotion ofhealtl1 in specific age groups. For health workers already in the field 
this will be done through support for continuing and postgraduate education programmes. Where possible, 
countries will be encouraged to structure registration and certification requirements so as to ensure the appropriate 
orientation ofhcaltl1 professionals at all levels. 

In addition to strengthening individuals' capacity and 11illto superintend their 01111 health, and the 
structural and organi1.ational changes necessary to bring about such shills in the health systems, account must be 
taken of the external elements influencing the success or failure of such efforts. 

llealtl1 protection must encompass tl1e prevention of social and environmental risks. The positive steps 
that can be taken by individuals, families and communities to improve their 01111 health must be complemented by 
a supportive ecosystem. 

4 
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The adoption of the Regional Environmentalllealth Strategy in I 993 focused collaboration on o01er 
areas where impact cnn be made to improve conditions and the health of individuals in the future. Special 
empha~is ''ill be placed on health issues related to large nnd growing urbnn areas, on issues related to traffic
caused pollution and the use of fossil fuels, and on the management of toxic and solid wastes. The water supply 
and snnitation programme \\ill concentrnte on training and education nnd on mnnagement issues. 

Malaria, leprosy and tuberculosis are principal concerns in the Western Pacific Region. Malaria control 
programmes in the nine malarious countries ,,;11 be further refined during the biennium and emphasis placed on 
appropriate interventions in di!Terent situations. The overall 01ru~t will be on prevention measures, and ca~e 
mnnagcmen~ particularly in the context of increa~ing drug resistnnce. For leprosy, the main emphasis is on 
accurate case fmding and management with multidrug 01erapy. For tuberculosis, 01e empha~is is on prevention 
and case management \\ith short-course chemotherapy. Other tropical and vector-borne disea~es such a~ 
schistosomiasis and dengue fever \\ill also be addressed, where possible using a coordinated approach covering 
a range of disea~es. 

4. Budgetary aspects 

The I 9%-1997 programme budget enables us to address pa~t issues and reallocate resources in a 
practical manner, for instance allowing us to address 01e fundamental issues of past underbudgeting. An 
import:mt a~pect of the 19%-1997 proposed programme budget is the realignment that ha~ been made between 
budget allocations in order to overcome the problems of past underbudgeting resulting from insufficient cost 
incre:1.~es being provided to the Region 

The proposed I 9%-1997 regional programme budget amounts to US$ 71 531 000. This is the same 
amount as was allocated for the 1994-1995 biennium, as 01e Director-General has decided that cost increases 
are to be submitted separately to the World I lcalth Assembly and the budget later amended accordingly. In this 
proposed budget, US$ 39 678 000 or 55.47% has been allocated for country activities, US$ 19 776 000 or 
27.65% for intercountry activities and US$ 12 077 000 or I 6 RR% for regional activities. The corresponding 
percentages for 1994-1995 were W.61 %, 2602% and 1337% 

Towards the end of the 1990-1991 biennium, we had to curtail the implementation of plnnned activities 
by almost US$ 7 million in order to remain \\ithin the regional allocation. In 01e 1992-19'J3 biennium, we had to 
reduce activities by US$ 13.8 million (of\\hich US$ 12 million \\TIS due to pa.~t underbudgeting) and in the 19'J4-
1995 biennium by US$ 12.4 million (of\\hich US$ 9.4 million was again due to underbudgcting). 

Member States have been kept fully informed of this situation and advised of 01c necessity of these 
changes. Full cooperation was given. Details of the realignment nnd the individual features of the budget arc 
included in the follo\\ing section on the development, presentation and funding of the proposed programme 
budget 

l11is proposed budget may now be regarded ns fully costed at I9'J4-I9'J5 costs. l11is menns that all 
activities budgeted should be implemented without finnncial constraint~. Costing is not an exact science so 01ere 
\\ill be some variations between costs incurred for some items as compared to 01e budgeted values. I lowever, 
subject to the Region recehing a re.1.~onable level of cost increa~e in the 19'J6-19'J7 biennium, full implementation 
not only in monetary but in programme tcnns should be achievable. 

5 
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DEVELOPMENT, PRESENTATION AND FUNDING 
OF THE PROPOSED PROGRAMME BUDGET 

1. Development of the proposed programme budget 

Introduction 

TI1e proposed programme budget for the bienniwn 1996-1997 is the first of three programme budgets to 
be prepared under the Nintl1 General Programme of Work covering the period 1996-2001. It was developed in 
accordance with the policy and programme framework approved by the Executive Board in January 1993. The 
emphasis of the Ninth General Programme of Work is to enhance the capacity of countries to defme and 
implement their 01m priorities for healtl1 developmen~ disease prevention and health promotion, and to establish 
sustainable health infrastructures. The programme budget's development was also based on the Regional 
Programme Budget Policy for the Western Pacific Region adopted by the Regional Committee in resolutions 
WPRIRC37.R2andWPR/RC40.R4in 1986and 1989. 

National, regional and global priorities 

National priorities and plans of action arc the basis for tl1e establishment of mutually agreed collaborative 
activities in the count.Jy. On this basis, tl1e regional and global priorities provide a further focus. The six regional 
priority areas endorsed by the Regional Committee in 1991 are emphasized. These areas are: development of 
hwnan resources for health, environmental healtl1, the eradication and control of selected diseases, the exchange 
of information and experience, health promotion and strengthening management. This is done witltin the 
framework of the Director-General's four priority programme directions which are also stressed by the WIIO 
governing bodies and which will form the basis for Wl10's actions from 1996-2001. Titese are: human health 
in a changing environment, proper food and nutrition, integrated disease control as part of overall health care and 
huntan developmen~ and dissemination of information for advocacy and for educational, m:magerial and scientific 
purposes. 

Distribution of the basic planning allocation 

Follo\1ing the guiddines issued by tl1e Director-General, tl1e activities are presented at three organVational 
levels: count.Jy, intercountry and regional. The 1994-1995 proposed programme budget, reviewed by the 
Regional Committee in 1992, was presented in the same way. 

lhe basic plarming allocation is unchanged from tlte 1994-1995 bienniwn. llowevcr, the distribution 
between levels has changed. 111is reflects a realignment to overcome tl1e e!Tects of past underbudgeting and the 
redistribution of3% specifically for tl1e Director-General's priority programmes. Details of these changes are 
outlined in section 3 below. 

6 
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The follo\\ing methodologywa~ used for the distribution of the ba~c planning allocation for the Region: 

Country planning figures and programme activities 

The Regional Director established a provisional country planning figure for each country or area \\ithin 
the overall regional allocation. The main criteria were the follo\\ing: 

• The level of need, mea~ured in pnrt by the socioeconomic and health indicators of each cotmtry 
or area These include lhctors such a~ population, the level ofhealth infrastructure development, 
per capita gross national product, life expectancy at birth, and geographical location. Least 
developed countries and those facing special difficulties were given special consideration witltin 
the limits of the fmancial resources available. 

• The country's commitment and manifestation of efforts to build up il~ healtlt system in accordance 
with collectively decided policies and strategies and provision ofadeq1~1te information in keeping 
\\ith its accountability to WIIO. 

• The capacity of countries or areas to implement planned technical cooperation activities, judged 
mainly on the ba~is of !he implementation of programmes in the pasl 

• Expected support from extrabudgetary resources in addition to input from regional and intercountry 
programmes. 

In compliance with the programme budgeting procedures adopted by the Thirtieth World Health 
Assembly in resolution WJIA30.23, and the request for budgetary reform in resolution WIIA41i.35, the proposed 
country programme activities were prepared by the national autl10rities in close collaboration \\ith WJIO. 
Priority programmes were identified for technical cooperation in support of national policies and strategies for 
the attainment of health for all by the year 2000. To do this, the guidelines established under the Regional 
Programme Budget Policy were used. Within tlte limits of the country planning figure, the established criteria 
for setting programme priorities (ED87tl and ED87.R25) were followed. 

Intercountry programme allocation and activities 

The allocation for intercountry programmes was established in direct support of country programmes 
The programme activities were established afier ascertaining the governments' interest in participating in 
collaborative activities through the WHO Representatives and Country Liaison Officers. The intercountry 
activities were developed using the follo\\ing m'lin criteria 

Activities should: 

• make a direct contribution to the current needs of the regional health-for-all strategy and support 
relevant natioml acti\ities; 

• benefit two or more countries or areas; 

• favour lea<;t developed countries as far as possible; 

• include promotion of technical cooperation nrnong countries. \\ith particular emphasis on exchange 
of infonnntion and experience; 
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PROPOSED PROGRAMME BUDGET 1996-1997 

• include an innovative element, such as research and development; and/or 

• where possible, attract external sources of funding. 

Regional allocation and activities 

For the Regional Office, the planning allocation was established to cover the costs of the Regional 
Committee, the office of tlte Regional Director, Ute offices of Ute Director of Programme Management and 
teclmical programme directors, acti,ities under the health information support progranune, particularly publications, 
public information, informatics services, Ute fellowship unit, Ute support staJT under the Director of Support 
Programme, and the overall maintenance and upkeep of Ute Regional Office (regional common services). 

Adopllon of the proposed programme budget 

Follo\\mg Ute review by Ute Regional Committee in September 1994, Ute proposed regional programme 
budget \\ill be consolidated and finalized by the Director-General into the global WI 10 Proposed Programme 
Dudget for the fmancial period 1996-1997. The budget ,\in Uten be presented for consideration by the 
Executive Doard in JruJUary 1995 and subsequently for review and adoption by the World I lealth Assembly in 
May 1995. 

2. Form of presentation 

llte proposed programme budget has been presented in accordance \\ith Ute classified list of programmes 
for 1996-1997 under Um Nintlt General Programme of Work. llte classified list comprises six broad interlinked 
categories called "Appropriation sections": (I) Direction, coordination and management; (2) llealtlt-for-all 
policy development; (3) Jlealtlt systems development; ( 4) Protection and promotion ofhealtlt; (5) Prevention 
and control of disease and disability; and (6) Programme support. 

llte budget is presented here in broad terms. It represents a summary of detailed proposals prepared in 
collaboration with Member States which will be used during implementation. lhe budgetary tables show tlte 
programmes to be funded under Ute regular budget as well as U10se expected to be funded from extrabudgetary 
resources, according to Ute information available at Ute time oftlte preparation ofulis proposed budget. For 
purposes of comparison, Ute approved regular budget for Ute biennium 1994-1995 is included, as are Ute 
cxtrabudgctary funds for 19'.12-19')3 rutd Utose c.xpccted for I 994-1995 and 1996-1997. It should be noted Utat 
1994-1995 activities have been reclassified for comparison purposes using Ute classified list of programmes 
covering Ute first biennium oftlte Nintl1 General Programme of Work. 

The prograrnnte rutalyses are given on pages 29 to 205. Under each programme heading the objectives 
and targets for 1996-2001 are given, followed by a short summary reflecting m:ljor health issues in countries and 
areas in the Region. lltis situation analysis includes epidemiological data and a description of WI IO's role and 
its specific input. lllis is followed by a brief outline of programme achievements during 1992-1993 and expected 
outcomes in 1994-1995. llte mechanisms to evaluate the progress, e!Tectiveness and impact of WI 10 action 
are detailed. An overview of proposed activities for I9'J6-1997 is given, shm\ing the major thrust of such 
activities, and Ute population groups to whidt tltcy apply. Projections of nhether these activities arc expected to 
continue are given for tltc foiiO\\ing two bienniums (19<JH-20DI ). lltese form tlte basis of a "rolling horuon" 
which will be adjusted as tltc prograntme budgets arc developed. Eadt progranunc statement is supported by a 
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DEVElOPMENT, PRESENTATION AND FUNDING OF THE PROPOSED PROGRAMME BUDGET 

description of the budgetary implications and a table showing the proposed resources by source of funds and 
org:m.i;rational level. 

The programme ana1yses are followed by information annexes. Annex I presents a budget summary 
of country activities. Annex 2 presents the country or area programme statements. These comprise a 
description of the national health and health development situation, a summary of the WHO collaborative 
programmes, relevant programmes implemented by other agencies, the proposed WIIO collaborative health 
programme for 1996-1997 and a projection of whether areas of programme activity are expected to continue in 
1998-2001. The tables which follow show increases or decreases in budgelruy terms between the 1994-1995 
and 1996-1997 bienniwns, and the ftmding a11ocated to each programme. 

The expected costs for the WHO Representatives' offices are sho\\TI under the country in which the 
office is located, under the programme heading .. Support to the development and mnnagemcnt of country 
programmes". The provision for these offices is in addition to the ba.<;ic country plnnning figure allocated by the 
Regional Director to each country for programming purposes. 

i 

Annex 3 presents a budget summruy of the proposed intercountry activities. Annex 4 gives a 
description of intercountry activities in support of countries and areas. Annex 5 presents a budget summary of 
the proposed regional activities. Annex 6 gives a schedule of posts included in the regional post count, including 
those funded from other sources. Annex 7 presents the classified list of programmes covering the first biennium 
of the Ninth Gcnera1 Programme ofWork. 

3. Funding, cost factors arid budgetary concepts 

The Director-Gcnera1, in his guidelines, has requested the regions to present the 1 99{,-1997 regional 
programme budget proposals at the approved 1994-1995 cost levels. This is in order that comparison can be 
made in programme terms. Allowance \viii be made for cost increases and currency adjustments nearer the 
start of the biennium in accordance with resolution WI JA46.35. At that time, proposals will be updated to the 
approved 1996-1997 cost levels following the World l Jealth Assembly's approval of both the budget and the cost 
ceiling lor the biennium. 

Of the initial planning allocations, 3% or US$ 2 146 000 was reserved for the Director-General's priority 
programmes. This has subsequently been applied as follows: 

(a) To 15 countries in most need. In these countries. the country planning figures have been 
increased on a one-time basis by a tota1 of US$ I 626 000. Of this amount, US$ 1 million was 
allocated to Cambodia · 

(b) To two priority projects in the intercountry programme. in the amount of US$ 520 000, spccificruly 
for malaria control in most affected countries in the Region nnd for supply or hepatitis n vaccine 
to countries and areas in the South Pacific. 

The rate of exchange is potentially a significant variable in budget preparation. For those components 
which are payable in Philippine pesos, such as the post adjustment allowance of professional starT stationed in 
the Regional Office, sa1aries and rulowances of general service starT in Manila and common services items such 
as electricity, communications and local services, the exchange rate ofP27.70 to USS 1.00 is used. This is the 
same as the rate used in the approved 1994-1995 programme budget. This exchange rate is subject to review 
by the Director-General before the proposed programme budget is approved. 
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PROPOSED PROGRAMME BUDGET 19'J6-1997 

In all aspects of developing tre intercoW11ly and regiooal activities, limited zero-based budgeting tedmiques 
were used. Each post in tl1e 1994-1995 biermium was reviewed and scrutinized to ascertain \\hetl1er it shoultl 
continue in 19%-1997. 0\\ing to the very stringent budgeting exercise, fWlding was not available for a number 
of posts, particularly at professional level. TI1ese posts may have to remain unfilled during the implementation 
pcrioo. 

Allocation of resources for 1996-1997 

Total regional allocation 

TI1e proposed regional programme budget for 1996-1997 at 1994-1995 costs and rate of exchange, i.e., 
in real terms, comes to US$ 71 531 000 which is the same level as the 1994-1995 approved progran1me budget 
ll1is mearJS that there is no real increase for tl1is programme budget. Furtl1ennore no overall cost increase has 
been mad.: at this stage. TI1e proposals will later be updated to 1996-1997 cost levels in conjWlction with the 
World I lealtl1 Assembly's approval of the budget 

Although tl1e budget has increased over the past bienniums in dollar terms, tl1e increases were 
essentially to cover inflation. TI1e last real increase was US$ 966 000 in 1986-1987, while real decreases were 
rc"gistercd at US$ 2 185 000 in 1988-1989 and US$ 204 000 in 1994-I 995. 

To enable the Region to remedy the w1derbudgeting experienced in recent bienniwns, as a result of cost 
increases allowed being insufficient to meet actual costs, a realignment witl1in tl1e total regional allocation had to 
be effected. At the request of the Regional Director, the Director-General has approved a realignment within 
the regional allocation in 1996-1997. This has resulted in a real increase in tl1e regional, intercoWltry and WI 10 
Representatives offices' allocations. TI1ere has been a corresponding decrease 1mder the coWltry allocation to 
offset this increase. 

For !996-!997, 55.47% of the lola! regional allocation has been budgeted for COWllry activities, 27.65% 
for intcrcoWltry activities and 16.88% for the regional activities. 

Allocation for country activities 

l11e initial planning allocation for COWllry activities was US$ 43 352 600. There was a real reduction of 
US$ 4 000 000 to allow for a realignment in organizational levels. A further reduction of US$ I 300 600 was 
made representing 3% oftl1e country budget set aside for the Director-General's priorities. TIIis resulted in an 
adjusted coWltry allocation of US$ 38 052 000. 

TI1is allocation was subsequently increased to US$ 39 678 000 after tl1e amount of US$ I 626 000 was 
reinstated. This amount was part of the 3% oftl1e tola! allocation earlier witl1dmm by the Director-General, 
and has been applied to the Director-General's four priority areas mentioned earlier. 

Comparing the 1996-19'.17 allocation of US$ 39 678 000 with US$ 43 352 600 in I '.194-l9'J5,thcre has 
been a net real decrease of US$ 3 674 600 or 8.48%. llowever, it is emphasized tl1at tl1c allocation for I '.1'.16-
1997 docs not includ~ cost increases. 
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DEVElOPMENT, PRESEtfTATION AND FUNDING OF THE PROPOSED PROGRAMME Bl..OGET 

Allocation for intercountry activities 

The 1996-1997 proposed programme budget allocation of US$ 19 776 000 showll a net real increase of 
US$ I 161 400 or 6.24% over the 1994-1995 approved budget of US$ IR 614 GOO. Within this allocation, a 
substantial amount of realignment has taken place to ensure that only the most functional posts are retained at 
full 1994-1995 costs. Following a decision taken in the 1994-1995 budge~ three intercountry posts continue to be 
shO\m as shared country-based posts. 

Allocation for regional activities 

The 1996-1997 proposed programme budget allocation of US$ 12 077 000 showll a net real increase of 
US$ 2 513 200 or 26.28% over the 1994-1995 budget of US$ 9 563 800. The real increase is mainly due to a 
recosting of posts and common seni~ at1994-l995 levels. 

Extrabudgetary resources 

The proposed programme budget includes, as in previous bienniums, all acti\ities for \\hich financing 
may reasonably be expected from extrnbudgetary resources. The estimates for 19%-1997, compared with the 
latest available estimates for 1994-1995 now reflected in the budget document, show a decrease of US$ I R.3 
million. One important development concerns the IIIV/AIDS programme. In January 1994, the Executive 
Board recommended the development and eventual establishment of a joint and co-sponsored United Nations 
Programme on HIV/AIDS (comprising UNDP, UNICEF, UNFPA, UNESCO, WIIO and the World Bank), to 
be administered by WHO. It is planned that the Programme will be fully operational by the 199{,-1997 biennium 
A consolidated global programme budget, to be dr3\m up by the co-sponsors, will be approved in November 
1995. The relevant sections have therefore been len blank in the tables, since the infonnation on funding will 
only be available in the light of the development of the joint programme. 

Planning for funding from extrabudgetary sources at the regional level is particularly difficult lnfonnation 
on funds which may be expected from Headquarters' programmes is not alwll)ll available to the Regional 
Office at the stage of budget preparation. Details of funding sources at country level are not nonnally available 
until nearer the date of implementation. The budget ligures therefore include the expected position, as at mid-
1994, for the 1994-1995 biennium. These have been updated sinoe their presentation, in 1992, for the 1994-1995 
proposed programme budget. For 199(;-1997,the budget ligures include a conservative assessment of funds 
based upon the narrative presentation and the funds expected in 1994-1995. 

In the country narratives, a general account is provided, which explains the programme situation in the 
country, which aspects are included in the regular programme budget and which are expected to attract 
additional funds, \\ith an indication of the sources \\here possible. It is expected, on the basis of past experience, 
that further resources \\ill become available closer to and during the 1996-1997 biennium 
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I. 

II. 

Table 1 
Summary of regional health programmes: 

estimated obligations and sources of financing 

Estimated obligations 1994·1995 
and sources of financing 

US$ 

ESTIMATED OBLIGATIONS 

Regular budget programme 71 531 000 

Other prograrrmes ' 30 319 300 

TOTAL 101 850 300 

SOURCES OF FINANCING 

Regular budget 71 531 000 

' 

Other sources: 

Associate Professional Officers 436 100 

Sasakawa Heafth Trust Fund 2 671 500 

Special Account for Servicing Costs 3 524 500 

Trust Fund for the Global Programme 
on AIDS 8 854 000 

Trust Funds 416 100 

Trust Funds • Supplies 649 700 

United Nations Development Programme 32 400 

United Nations Population Fund 2 020 500 

Voluntary Fund for Heafth Promotion 11714500 

Sub-total • Other sources 30 319 300 
' 

TOTAL 101 850 300 
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1996·1997 

US$ 

71 531 000 

12 048 BOO 

83 579 800 

71 531 000 

0 

2 640 000 

2 684 700 

0 

60 000 

0 

0 

270 600 

6 393 500 

12 048 BOO 

83 579 800 



PROPOSED PROGRAMME BUDGET 1996-1997 

Programme 

1.1 Governing bodies 

1.1.3 Regional committees 

1.2 General programme 
development and 
management 

1.2.1 Executive management 

1.2.2 WHO programme 
development and 
management 

1.2.3 Oireclor·General's 
and Regional 
Directors' development 
programme 

1.3 Coordlnallon and 
moblllzallon of 
International action 
lor health 

1 .3.1 Extemal coordination 

2.1 Public policy and 
health 

2.1.1 Health and 
socioeconomic 
development 

2.1.2 Health legislation and 
ethics 

Table 2 
Summary of Increases and decreases 

by programme and source of funds 

Regular budget 

1994-1995 1996-1997 Increase (Decrease) 

US$ 'l'o US$ 'l'o US$ '1'. 

392 000 0.55 392 000 0.55 

621 400 0.87 866 100 1.21 244 700 39.38 

1 991 400 2.78 2 323 300 3.25 331 900 16.67 

1 043 000 1.46 1 043 000 1.46 

3 655 800 5.11 4 232 400 5.92 576 600 15.77 

239 100 0.34 297 300 0.42 58 200 24.34 

721 000 1.01 1 282 200 1.79 555 200 76.37 

198 600 0.28 239 300 0.34 40 700 20.49 

925 600 1.29 1 521 500 2.13 595 900 64.38 
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Other sources 

1992-1993 1994-1995 1996·1997 

US$ US$ US$ 

94 100 150 000 

38 000 

8800 

46 800 



Programme 

2.2 Strategic oupport to 
countrtee 

2.2.1 Support to the 
development and 
management of 
country programmes 

2.2.2 Emergency and 
humanitarian action 

2.2.3 International 
cooperation for health 

2.3 Health oltuallon and 
~end ••••••~nt 

2.4 Research policy and 
atrategy coordlnaUon 

2.5 Health and 
biomedical 
lnronnatlon 

2.5.1 Public Information 

2.5.2 Health and biomedical 
infonnation support 

3.1 Organization and 
management or 
health eyeteme 
baaed on primary 
health care 

TABLE 2. SUMMARY OF INCREASES AND DECREASES BY PROGRAMME AND SOURCE OF FUNDS 

Table 2 
Summary of Increases and decreases 

by programme and source of funds 

Regular budget 

1994·1995 1996-1997 lncreaee (Oecreate) 

USS % USS "· uss "· 

5 007 000 8.34 e 264 ooo 11.55 2 297 000 38.50 
' 

107 900 0.15 (107 900) (100.00) 

3 462 700 4.84 3 166 300 4.43 (296 400) (8.56) 

9 537 600 13.33 11 430 300 15.98 1 892 700 19.84 

1 488 800 2.08 1 108 000 1.55 (382 800) (25.71) 

945 500 1.32 681 900 0.95 (263 600) (27.88) 

415 300 0.58 492 200 0.69 76 900 18.52 

985 900 1.38 1 186 900 1.66 201 000 20.39 

1 401 200 1.96 1 679 100 2.35 277 900 19.83 

7 963 800 11.13 5 085 000 7.11 (2 878 800) (36.15) 
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Olhersources 

1992·1993 1994·1995 1996·1997 

USS USS USS 

100 200 162 700 102 700 

45 200 

950 300 207 000 

1 050 500 414 900 102 700 

180 800 119 700 

25 700 173 700 173 700 

171 600 45 100 

171 600 45 100 

2 759 200 2 616 600 2 599 300 
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Programme 

3.2 Human resources 
lor hea11h 

3.3 Eaaenlla1 drugs, 
vacclnea and other 
aupp11ea 

3.4 Qua111y of care and 
heal1h technology 

3.4.1 Ouahty of care 

3.4.2 Clinical, laboratory 
and imaging technology 

3.4.3 Drug and biologicals 
quality, safety and 
efficacy 

3.4.4 Traditional medicine 

4.1 Family, community 
health and 
population 

4.1.1 Health of women and 
children, and family 
planning 

4.1.2 Adolescent health 

4.1.4 Health of the elderly 

4.1.5 Occupational health 

4.2 Mental health 

Table 2 
Summary of Increases and decreases 

by progmmme and source of funds 

Regular budget 

1994·1995 1996-1997 1ncreaae (Decrease) 

US$ '~'• US$ % US$ '~'· 

12 151 300 16.99 1 014 800 15.40 1 136 500) (9.35) 

1 640 600 2.29 1 085 100 1.52 (555 500) {33.86) 

341 900 0.48 341 900 

1 360 000 1.90 1 416 000 1.98 56 000 4.12 

19 300 0.03 120 400 0.17 101 100 523.83 

599 500 0.84 691 300 0.96 91 eoo 15.31 

1 978 800 2.77 2 569 600 3.59 590 800 29.86 

1017300 1.42 738 100 1.03 (279 200) (27.45) 

34 000 0.05 46 000 0.06 12 000 35.29 

566 300 0.79 695 900 0.97 129 600 22.89 

590 500 0.83 561 900 0.79 (28 600) (4.84) 

2 208 100 3.09 2 041 900 2.85 (166 200) (7.53) 

771 000 1.08 709 BOO 0.99 (61 200) (7.94) 
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Other sources 

1992-1993 1994-1995 1996-1997 

US$ US$ US$ 

1 702 200 1 087 200 909 600 

428 600 301 000 

106 600 36 300 

106 600 36 300 

3 013 200 2 142 soc 431 700 

231 500 524 300 394 800 

3 244 700 2 666 800 826 500 

94 000 60 000 60 000 



Programme 

4.3 Health education and 
health promotion 

4.3.1 Health education 

4.3.2 Prevention and control 
of substance abuse 
(alcohol, drug•. 
tobacco) 

4.3.3 Oral health 

4.3.4 Other health protection 
and promotion activities 
for healthy life•lyle• 

4.4 Nutrttlon, food 
oecurtly and oafely 

4.4.1 Nutrition 

4.4.2 Food safely 

4.5 Environmental health 

4.5.1 Water supply and 
sanitation 

4.5.2 Environmental health 
tisk assessment 
and control 

4.5.3 Chemical safety 

4.5.4 Environmental health 
In urban development 

TABLE 2. SUMMARY OF INCREASES AND DECREASES BY PROGRAMME AND SOURCE OF FUNDS 

Table 2 
Summary of Increases and decreases 

by programme and source of funds 

Regular budget 

1994-1995 1996-1997 lncreage (Decrease) 

USS i ~. uss •;. USS ~. 

I 

' 

I 

309 300 0.43 110 400 0.15 (198 900) (64.31) 

343 300 0.48 195 000 0.27 (148 300) (43.20) 

728 200 1.02 486 100 0.68 (242 100) (33.25) 

1 042 500 1.46 1 613 300 2.26 570 800 54.75 

2 423 300 3.39 2 404 BOO 3.36 (18 500) (0.76) 

' 

i 

I 

1 252 200 . 1.75 854 400 1.19 (397 BOO) (31.77) 
i 

294 000 I 0.41 311 500 0.44 17 500 5.95 
' 
I 

1 546 200 2.16 1 165 900 1.63 (380 300) (24.60) 

2 709 300 3.79 2 596 500 3.63 (112 800) (4.16) 

90400 0.12 2 936 100 4.11 2 845 700 3147.90 

128 400 0.18 60 500 O.OB (67 900) (52.88) 

3 369 300 4.71 205 600 0.29 (3 163 700) (93.90) 

8 297 400 8.80 5 798 700 8.11 (498 700) (7.92) 
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Other sources 

1992-1993 1994-1995 1996-1997 

USS USS USS 

63 400 

100 000 100 000 

63 400 100 000 100 000 

256 000 127 200 25 700 

60 000 60 000 

256 000 187 200 85 700 

42 500 

362 100 

33400 13 300 11 BOO 

438 000 13 300 11 800 
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Programme 

5.1 Vaccine and 
lmmunlzaUon, 
Including 
pollomyelllla 
eradlcaUon 

5.2 Tropical disease 
control and research 

5.2.1 Malaria and other 
tropical disease 
control 

5.2.2 leprosy elimination 

5.2.3 Research in tropical 
diseases 

5.3 Diarrhoeal 
dlaeasea and acute 
respiratory lnfectlona 

5.3.1 Diarrhoeal diseases, 
including cholera 

5.3.2 Acute respiratory 
infections 

5.4 Tuberculoala 

Table 2 
Summary of Increases and decreases 

by programme and source of funds 

Regular budget 

1994-1995 1996-1997 lncreaaa (Oecreaae) 

US$ ~. US$ % US$ ~. 

1 503 300 2.10 1 387 300 1.94 (116 000) (7.72) 

' 
4 179 400 5.84 4 129 500 5.n (49 900) (1.19) 

375 900 0.53 92 500 0.13 (283 400) (75.39) 

293 200 0.41 293 200 

4 555 300 6.37 4 515 200 6.31 (40 100) (0.88) 

228 500 0.32 415 100 0.58 186 600 81.66 

439 600 0.61 381 500 0.53 (58 1 00) (13.22) 

668 100 0.93 796 600 1.11 128 500 19.23 

448 600 0.63 1 026 900 1.44 578 300 128.91 
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Other sources 

1992-1993 1994-1995 1996-1997 

US$ US$ US$ 

3 555 500 3 906 600 1 160 000 

1 123 100 767 700 60 000 

1 546 900 1 254 900 972 300 

2 670 000 2 022 600 1 032 300 

1 204 500 944 800 60 000 

985 100 1 921 600 1 680 000 

2 189 600 2 868 400 1 740 000 

458 600 386 100 174 800 



Programme 

5.5 AIDS and oexually 
transmitted diseases 

5.5.1 AIDS 

5.5.2 Sexually tmnsmitted 
diseases 

5.6 Other communicable 
diseases, Including 
%0000881 

5.7 Noncommunicable 
diseases 

5.7.1 Cardiovascular 
disea5e!l 

5.7.2 Cancer 

5.7.3 Other noncommunicable 
diseases, incii..Jding 
genetic disorders 

5.8 Disability prevenUon 
and rehabllltaUon 

TABLE 2. SUMMARY OF INCREASES AND DECREASES BY PROGRAMME AND SOURCE OF FUNDS 

Table 2 
Summary of Increases and decreases 

by programme and source of funds 

Regular budget 

1994-1995 1996-1997 Increase (Decrease) 

uss . ,. uss ,-. uss % 

64 600 0.09 45 000 0.06 (19 600) (30.34) 

3 000 0.00 3 000 

64 600 0.09 48 000 0.06 (16 600) (25.70) 

' 

1 711 300 2.39 1 438 000 2.01 (273 300) (15.97) 

309 400 0.43 326 600 0.46 17 200 5.56 

250 200 0.35 283 400 0.39 33 200 13.27 

1 027 900 1.44 964 300 1.35 (63 600) (6. 19) 

1 587 500 2.22 1 574 300 2.20 (13 200) (0.83) 

397 400 0.56 428 000 0.60 30 600 7.70 
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Other sources 

1992-1993 1994-1995 1996-1997 

uss uss US$ 

10 285 600 8 856 000 

10 265 600 8 856 000 

376 600 896 400 542 900 

51 500 76 600 

6 000 

600 54 600 54 200 

58 100 131 200 54 200 

261 300 303 400 296 100 
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Programme 

6.1 Admlnlalrallve 
services 

6.1.1 Personnel 

6.1.2 General administration 
and services 

6.1.3 Budget and finance 

6.1.4 Informatics sel'\lices 

6.2 Equlpmenl and 
auppllea aervlcea 
for Member Statea 

TOTAL 

Table 2 
Summary of Increases and decreases 

by programme and source of funds 

Regular budget 

1994·1995 1996-1997 Increase (Decrease) 

US$ "· US$ % US$ "· 

463 300 0.65 674 BOO 0.94 211 500 45.65 

3 15B 900 4.42 4 261 BOO 5.96 1 102 900 34.91 

611 BOO O.B5 942 200 1.32 330 400 54.00 

462 900 0.65 712 100 0.99 249 200 53.B3 

4 696 900 6.57 6 590 900 9.21 1 694 000 40.32 

331 900 0.46 509 700 0.71 177 800 53.57 

71 531 000 100.00 71 531 000 100.00 
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Other sources 

1992-1993 1994-1995 1996·1997 

US$ US$ US$ 

46 BOO 137 500 112 400 

992 000 2 440 100 1 779 200 

220 000 270 500 164 600 

B9 200 45 000 66 BOO 

1 348 000 2 893 100 2 123 000 

88 100 85 500 54 200 

31 953 600 30 319 300 2 048 800 



Table 3 
Summary by programme and organizational level 

Regular budget Other sources 

Programme 1994-1995 1996-1997 Increase (Decrease) 1992-1993 1994-1995 1998-1997 

uss uss uss 'Y· uss uss uss 

1.1 Governing bodleo 

Country or area ! 

Intercountry 

Regional 392000 392000 94100 150 000 

TOTAL 392 000 392000 94100 150000 

' 
1.2 General programme 

development and 
management 

Country or area 

Intercountry 1165500 1335 900 170400 14.62 

Regional 2 490 300 2 896 500 406200 16.31 46800 

' 

TOTAL 3 655 eoo 4 232 400 576 600 15.n 46800 

1.3 Coordination end 
moblllzallon o1 
International action 
lor health 

' 
Country or area 

Intercountry 239100 297 300 58200 24.34 

Regional 

TOTAL 239100 297300 58200 24.34 
' 

2.1 Public policy and 
health 

Country or area 161 600 573000 411400 254.58 

Intercountry 764000 948 500 184 500 24.15 

Regional 

TOTAL 925800 1 521 500 595900 84.38 
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PROPOSED PROGRAMME BUDGET 1996-1997 

Table 3 
Summary by programme and organizational level 

Regular budget Other sources 
Programme 

1994-1995 1996-1997 Increase (Decrease) 1992-1993 1994-1995 1996-1997 

US$ US$ US$ "· US$ US$ US$ 

2.2 Strategic oupport lo 
countrlaa 

Country or area 8 279 300 10 778100 2 498 800 30.18 I 046 000 369700 102 700 

Intercountry 1 258 300 652 200 (606 100) (48.17) 4500 45200 

Regionaf 

TOTAL 9 537 600 11430300 1 892 700 19.84 1 050 500 414900 102 700 

2.3 Health oltuaUon and 
trend aaaeaament 

Country or area 531 400 324400 (207 000) (38.95) 151100 119700 

Intercountry 957400 781 600 (175 800) (18.36) 29700 

Regional 

TOTAL 1 488 800 1106 000 (362 800) (25.71) 180 800 119700 

2.4 Reeearch policy and 
atralegy coordination 

Country or area 78900 (78 900) (I 00.00) 

Intercountry 866600 681 900 (184 700) (21.31) 25700 173 700 173 700 

Regional 

TOTAL 945 500 681 900 (263 600) (27.66) 25700 173 700 173 700 

2.5 Health and biomedical 
Information 

Country or area 18 300 49500 31 200 170.49 

Intercountry 200000 300000 100000 50.00 8000 

Regional 1182900 1 329 600 146 700 12.40 163600 45100 

TOTAL 1 401 200 1 679100 277900 19.83 171 600 45100 
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TABLE3. SUMMARY BY PROGRAMME AND ORGANIZATIONAL LEVEL 

Table 3 
Summary by programme and organizational level 

Regular budget Other sources 

Programme 1994·1995 1996·1997 Increase (Decrease) 1992·1993 1994·1995 1996·1997 

US$ US$ US$ ~. US$ US$ US$ 

3.1 Organization and 
management of health 
eyatems basad on 
primary hoollh caro 

Country or area 7107000 4095 600 (3 012 300) (42.3B) 416 BOO 12 400 

Intercountry 855000 989400 133 500 15.60 2 342 400 2604 200 2 599 300 

Regional : 

TOTAL 7963 800 5 085 000 (2876800) (38.15) 2759 200 2 618 800 2 599300 

3.2 Human resources for 
health 

Country or area 10231000 B 954 300 (1 277 600) (12.49) 321 400 196500 

Intercountry 1449600 1 702 200 252 600 17.43 1 380 800 890700 909600 

Regional 469 800 35B 300 (111 500) (23.73) 

TOTAL 12151 300 11014 800 (1 136 500) (9.35) 1 702 200 1 087 200 909 600 

3.3 Essential drugs, 
vaccinee and other 
oupplloo 

Country or area 1110300 737600 (372 700) (33.57) 211 800 113000 

Intercountry 530300 347 500 (1B2 BOO) (34.47) 216 800 1BB 000 

· Regional 

TOTAL 1840 600 1 085100 (555 SOD) (33.86) 428600 301 000 

3.4 Ouallly or care and 
health technology 

Country or area 1363 400 16B5 000 322 500 23.65 106600 36300 

Intercountry 615 400 8B3 700 268 300 43.60 

negionnl 

TOTAL 1 978 800 2 569 600 590800 29.86 106600 36300 
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PROPOSED PROGRAMME BUDGET 1996-1997 

Table 3 
Summary by programme and organizational level 

Regular budget Other sources 

Programme 
1994-1995 1996-1997 Increase (Decrease) 1992-1993 1994-1995 1996-1997 

US$ US$ US$ ~. US$ US$ US$ 

4.1 Family, community 
health and population 

Country or area 1 477 500 1112800 (364 700) (24.68) 2336300 1 481 200 270 600 

Intercountry 730600 929100 198 500 27.17 908 400 1185600 555 900 

Regional 

TOTAL 2 208100 2 041 900 (166 200) (7.53) 3244 700 2 666 800 826 500 

4.2 Mental health 

Country or area 395 700 300600 (95 100) (24.03) 4200 

Intercountry 375 300 409200 33900 9.03 89800 60000 60000 

Regional 

TOTAL 771 000 709800 (61 200) (7.94) 94000 60000 60000 

4.3 Health education and 
health promotion 

Country or area 1656900 1600 600 (56 300) (3.40) 

Intercountry 766400 804 200 37800 4.93 63400 100000 100 000 

Regional 

TOTAL 2 423 300 2 404 800 (18 500) (0.76) 63400 100000 100000 

4.4 Nutrition, food aecurlty 
and aafety 

Country or area 979 700 674 700 (305 000) (31.13) 60700 20000 

Intercountry 566 500 491 200 (75 300) (13.29) 195 300 167 200 85700 

Regoonal 

TOTAL 1 546 200 1165 900 (380 300) (24.60) 256 000 187 200 85700 
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TABLE3. SUMMARY BY PROGRAMME ANDORGANIZATIONALLEVEL 

Table 3 
Summary by programme and organizational level 

Regular budget Other sources 

Programme 1994·1995 1996·1997 lncreaee (Oecreate) 1992·1993 1994·1995 1996·1997 

US$ US$ US$ % US$ US$ US$ 

4.5 Environmental health 

Country or area 2 495 BOO 2 001 300 (494 500) (19.B1) 1300 

Intercountry 3B01 600 3 797 400 (4 200) (0.11) 438 700 13300 11 BOO 

Regional 

TOTAL 8 297 400 5 798 700 (498 700) (7.92) 438000 13 300 11800 

5.1 Vaccine and 
Immunization, Including 
pollomyollllo eradication ' 

' Country or area BB5 400 669500 (215 900) (24.38) 1 15B 000 B64 BOO 

Intercountry 817900 717 BOO 99900 16.17 2 397 500 3042 000 1 160 000 

Regional 
' 

TOTAL 1 503 300 1 387 300 (118000) (7.72) 3 555 500 3 906 800 1 160000 

5.2 Tropical dlteate control 
and research 

Country or area 3648 900 3288 600 (360 300) (9.87) 1 283 600 878 200 91900 

lnte rcountry 900400 1 226 600 320200 35.33 1 386 400 1144400 940400 

Regional 

TOTAL 4 555 300 4 515 200 (40 100) (0.88) 2 670 000 2 022 600 1 032 300 

5.3 Diarrhoeal dlaeatee 
and acute reeplratory 
lnlocllono 

Country or area 292 500 240200 (52 300) (1 7.B8) 163800 142 000 60000 

Intercountry 375 600 556400 180800 48.14 2025 800 2 724 400 1680000 

Regional 

TOTAL 668100 796600 128 500 19.23 2189 600 2 866 400 1 740 000 
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PROPOSED PROGRAMME BUDGET 1996-1997 

Table 3 
Summary by programme and organizational level 

Regular budget Other sources 
Programme 

1994-1995 1996-1997 Increase (Oecreaae) 1992-1993 1994-1995 1996-1997 

US$ US$ US$ % US$ US$ US$ 

5.4 Tuberculoala 

Country or area 353600 702 700 349100 98.73 149000 174 600 

Intercountry 95000 324200 229200 241.26 309600 211 500 174 800 

Regional 

TOTAL 448600 1 026 900 578 300 128.91 458 600 386100 174 800 

5.5 AIDS and oexually 
transmitted dlaeaaea 

Country or area 64600 4BOOO (16 600) (25.70) 7541100 6 622 300 

Into rcountry 1 254 BOO 373000 

Regional 1 489 700 1 860700 

TOTAL 64600 48000 (16 600) (25.70) 10 285 600 8856 000 

5.6 Other communicable 
dlaeaaea, Including 
zoonoses 

Country or area 933400 73B 600 (194 BOO) (20.B7) 96400 347000 

Intercountry 777900 699400 (7B 500) (10.09) 2B0200 549400 542900 

Regional 

TOTAL 1 711 300 1 438 000 (273 300) (15.97) 376 600 896 400 542 900 

5.7 Noncommunicable 
disease a 

Country or area 1 094 200 817000 (277 200) (25.33) 16100 76600 

Intercountry 493 300 757 300 264 000 53.52 42000 54600 54 200 

Regional 

TOTAL 1 587 500 1 574 300 (13 200) (0.83) 58100 131 200 54200 
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TABLE 3. SUMMARY BY PROGRAMME AND ORGANIZATIONAL LEVEL 

Table 3 
Summary by programme and organizational level 

I Regular budget Other sources 

Programme 1994-1995 1996-1997 Increase (Decrease) 1992-1993 1994-1995 1996-1997 

US$ US$ US$ "· US$ US$ US$ 

5.8 Dloablflty provonUon ! 

and rehablfllatlon 
I 

I 

Country or area 191 400 285 000 93600 48.90 133 400 58500 53200 

Intercountry 206000 143000 (63 000) (30.58) 127900 244 900 244 900 

' Regional ' 

' 

TOTAL 397400 428000 30600 7.70 261300 303400 298100 

6.1 Administrative aervlces 
! 

Country or area ' 

Intercountry ' 

Regional 4696900 6 590900 1894 000 40.32 1 348 000 2893100 2123 000 

I 

TOTAL 4696 900 6 590 900 1 894 000 40.32 1 346 000 2 893 100 2 123 000 
' 

6.2 Equipment and 
suppllea aervlces for 

' Member Slates 

Country or area 

Intercountry 

Regional 331 900 509700 177800 53.57 88100 85500 54 200 

I 
TOTAL 331 900 509700 177800 53.57 88100 85500 54 200 

TOTAL 

Country or area 43352 600 39 678 000 (3 674 600) (8.48) 15197 600 11512800 578 400 

Intercountry 18 614 600 19776 000 1161 400 6.24 13 525 700 13 772100 9 293 200 

Regional 9 563 800 12 077 000 2 513 200 26.26 3230300 5034 400 2177 200 
I 

' 
TOTAL 71 531 000 71 531 000 31 953 600 30319 300 12 048 800 
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PROPOSED PROGRAMME BUDGET 1996-1997 

L 

2. 

3. 

4. 

5. 

6. 

Table 4 
Summary of the regular budgets 1994·1995 and 1996·1997 

by appropriation section, with percentages of the total 

1994·1995 1996·1997 

Appropriation Country lntera Regional Total ~. Country Inter· Regional 
Section country country 

uss uss uss uss uss uss uss 

Direction, 
coordination and 
management 0 1 404 600 2 BB2 300 4 200 900 5.09 0 1 633 200 3 288 500 

Health-for-all 
policy development 9 OG9 500 4 046 300 1 182 900 14 2913 700 19.09 11 725 000 3 364 200 1 329 600 

Health systems 
development 19 B13 500 3 451 200 469 BOO 23 734 500 33.1B 15 473 400 3 922 BOO 358 300 

' 
Protection and 
promotion or 
health 7 005 600 6 240 400 0 13 246 000 1B52 5 690 000 6 431 100 0 

Prevention and 
control of disease 
and disability 7 464 000 3 472 100 0 10 038 100 15.29 6 789 600 4 424 700 0 

Programme support 0 0 5 020 BOO 5 028 BOO 7.03 0 0 7 100 600 

TOTAL 43 352 600 18 814 600 g 563 800 71 531 000 100.00 3& 878 000 19 nB ooo 12 on ooo 

2B 

Total % 

uss 

4 921 700 6.88 

16 41B BOO 22.95 

19 754 500 27.62 

12 121 100 1694 

11 214 300 15.68 

7 100 600 993 

71 531 000 100.00 
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PROPOSED PROGRAMME BUDGET 1996-1997 

1. DIRECTION, COORDINATION AND 
MANAGEMENT 

1.1 GOVERNING BODIES 

1.1.3 Regional committees (RCO) 

1.2 GENERAL PROGRAMME DEVELOPMENT AND MANAGEMENT 

1.2.1 Executive management (EXM) 

1.2.2 WHO programme development and management (GPO) 

1.2.3 Director-Generars and Regional Directors' development programme 
(DGP) 

1.3 COORDINAllON AND MOBIUZAllON OF INTERNAllONAL ACllON 
FOR HEALTH 

1.3.1 External coordination (ECO) 

1.3.2 Resource mobilization for health (RMB) 

Estimated obligations 

Regular budget Other sources 

1994·1995 1996·1997 Increase (Decrease) 1992·1993 1994·1995 1996·1997 

US$ US$ US$ ~. US$ US$ US$ 

Country or area 

lnlercountry 1 404 600 1 633 200 228 600 1628 

Regional 2 882 300 3 288 500 406200 14.09 140 900 150000 

TOTAL 4 286 900 4 921 700 634 BOO 14.81 140 900 150000 
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1.1.3 REGIONAL COMMITIEES (RCO) 

The ftmctions of the Regional Committee are defined in Article 50 of WHO's Constitution. The 
estimates cover the direct expenses of holding a regular session in 19% and 1997. Provision is also made for the 
organization of meetings of the Sub-Committee of the Regional Committee on Programmes and Technical 
Cooperation Through this Sub-Committee, the Regional Committee intensifies its involvement in tl1e work ofthe 
Organi7ation 

In addition to the direct costs of holding the above-mentioned sessions and meetings, many other 
programmes participate in and contribute to the preparation for and servicing of the Regional Committee and the 
Sub-Committee. 

Estimated obligations 

Regular budget Othersources 

1994-1995 1996-1997 Increase (Decrease) 1992-1993 1994-1995 1996-1997 

USS US$ US$ ,-. US$ USS US$ 

Country or area 

Intercountry 

Regional 392000 392000 94100 150000 

TOTAL· Regional 
committee• 392 000 392000 94100 150000 
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PROPOSED PROGRAMME BUDGET 199&-1997 

1.2.1 EXECUTIVE MANAGEMENT (EXM) 

TI1e Regional Director acts as technical and administrative head of the Regional Office, subject to the 
overall authority of the Director-General. 

Wilhin the framework of the general programme of work and the policies established by the World 
llcalth Assembly, he is responsible for the planning and execution ofWHO's regional programme, for ensuring 
Secretariat support to the Regional Committee, of which he is ex-oj]icio Secretary, and for the determination 
and implementation oftl1e Organization's policies, specifically 1\ith respect to tl1e regional strategy for health for 
all by tl1e year 2000. He formulates tl1e proposed programme b~dget for submission to the Regional Committee 
and, to that end, maintains direct contact 1\ith governments of the Member States of the Region and 1\ith 
international organizations and profe-ssional bodies. 

Titc Regional Director ensures tl1e coordination ofWHO's regional, intercountry and country progranrnes 
and keeps tl1c Director-General infonned of major developments affecting tl1c healtl1 situation of the Region 

Estimated obligations 

Regular budget Other sources 

1994-1995 1996-1997 Increase (Decrease) 1992-1993 1994-1995 1996-1997 

US$ US$ US$ '~'· US$ US$ US$ 

Country or area 

Intercountry 

Regional 621 400 866100 244 700 39.38 38000 

TOTAL· Executive 
management 621 400 868100 244 700 39.38 38000 
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1.2.2 WHO PROGRAMME DEVELOPMENT 
AND MANAGEMENT (GPO) 

1. Objective: 1996·2001 

To support the eiTective development and management of the Organi1ation's overall programme of 
collaboration with Member States, including its implementation, monitoring and evaluation 

2. Targets: 1996·2001 

I. WJIO's managerial methods, including its information support, \\ill have further improved to 
enable the Organi1ation to collaborate more eiTectively \\ith Member States and support them in achieving the 
goal of health for all by the year 2000. 

2. Information on implementation ofindi,idual programmes during tl1e perind \\ill be availahle on-
line in the Regional Office and the offices of WHO Representatives (WRs) and Country Liaison Officers 
(CLOs). This \\ill include data relating to the status of regional priority programmes. 

3. Situation analysis 

Programme development since 1990 has followed the broad lines of the Eighth General Programme of 
Work, adjusted as necessary to respond to changing needs and circumstances at country, intercountry and 
regional levels. The Regional Office formulates and implements collaborative activities jointly \\ith Member 
States in support of national health programmes aimed at the attainment of health for all. l11is has included two 
separate prioriti1ation exercises in which programmes were reviewed and acti\ities adjusted in accordance \\ith 
revised budgetary parameters. 

The Regional Programme Committee re\iewed the eiTectivencss and impact of programmes and made 
recommendations for adjustments. 

The six regional priorities (development of human resources for health, emironmental health, eradication 
and control of selected diseases, exchange of information and experience, health promotion, and strengthening 
management) were formulated in 1989 and endorsed by the Regional Committee in 1991. Periodically, acti\itics 
are monitored to ensure that resources :ire being applied to these priorities and making the necessary impact. 
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PROPOSED PROGRAMME BUDGET 1996-1997 

4. Programmeachievements 

1992·1993 

The proposed programme budget for 1996-1997 was developed using the new Classified List of 
Programmes for 1996-1997 and the Ninth General Programme of Work. The regional information S}~tem was 
adapted for tl1is purpose. 1l1e proposed programme budget reflected the allocation of additional resources to tl1e 
six regional priorities. 

Computerization in botl1 the Regional Office and the WRs' and CLOs' offices accelerated preparation 
of the programme budget by use of specific modules for project proposals. 

New programme profiles were developed for use by technical staiT These organized programme 
information botl1 by Classified List of Programmes and by cotmtry. 

Programme reviews were undertaken according to a regular schedule to guide programme managers in 
implementation and to adjust programme thrusts as necessary. 

1994·1995 

TI1e proposed programme budget for l996-1997was reviewed by tl1e WRs and CLOs in accordance 
1\ith the WHO programme budget cycle and the procedures for programme budgeting. 1l1e second evaluation 
of the implementation of the Global Strategy for llealtl1 for All and the Eighth Report on tl1e World llealtl1 
Situation were taken into accotmt. 

Evaluation mechanisms 

The proposed programme budget for each biennium is reviewed by the Regional Committee before 
submission to tlJC World llcalth Assembly. Reports on implementation oftl1e programme budget are reviewed 
by tl1c Regional Conunittcc during tl1e period of implementation and afler its close. 

TI1e Sub-Committee of the Regional Committee on Programmes and Technical Cooperation reviews 
and comments on aspects of progranune implementation as wquL>stcd by tl1e Regional Committee and in 
accordance with its terms of reference. Teclmical programmes are reviewed from time to time during sessions 
oftl1e Regional Committee. 

5. Proposed activities for 1996·1997 

Tile main thrust of the overall programme of cooperation \\111 be to encourage a team approach to 
coordination between individual programmes and to focus activities on healtl1 protection and promotion. The 
regional programme will continue to be adapted to tl1e priorities of Member States through an efficient planning 
and consultation process. Ths process includes tl1e work on the biennial programme budge~ project monitoring 
and management (involving use oftl1e regional information system), and evaluation of regional progranJmes. 
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WHO PROGRAMME DEVELOPMENT AND MANAGEMENT 

At country level, the procedural cycles for programme development and management \\ill be pursued 
using established mech:misms such as dialogue \\ith national authorities through WRs and CLOs, joint government/ 
WHO programme review missions, WRs' meetings, and reviews by the Regional Programme Committee. 
EITorts will be made to increase the relevance, emciency and eiTectivcness of these managerial procedures. 

Joint meetings \\ill continue \\ith national authorities and such bodies as the United Nations Children's 
Fund (UNICEF), United Nations Development Programme (UNDP), United Nation~ Population Fund (UNFPA) 
and the Asian Development Dank (ADD) in order to plan, de\ise and implement national health strategies 

At intercountry and regional level, regional programme budget proposals for the second biennium of the 
Ninth General Programme of Work will be dra\\n up \\hich renect the priorities and problem areas identified by 
Member States. 

The Regional omce \\ill regularly undertake an examination of il~ programme priorities and management 
cnpahilities, n.~ required hy ~1e recommendation~ of~1e Executive Board Working Group on ~IC WIIO Response 
to Global 01a11ge in I 993. 

Projections for 1998·2001 

Design of procedural mechanisms \\ill be emphasized, integrating approaches for the planning, 
implementation, monitoring and evaluation of programmes, so that all resources are used to best eiTect. This \\ill 
apply to resources from international, multinational and bilateral donors, as well as WIIO. 

The technical expertise available in the Regional omce will match the changing needs of Member 
States. 

6. Budgetary implications 

The increase at intercountry level results from the transfer of four posts from the Regional omce to the 
intercountry programme. 

At regional level, the increa~e is due to sL1IT costs. 

Estimated obligations 

Regular budget Other sources 
1994·1995 1996·1997 Increase (Decrease) 1992·1993 1994·1995 1996·1997 

US$ US$ US$ ~. US$ US$ US$ 

Country or area 

Intercountry 122 500 292900 170400 139.10 

Regiooal 1 868 900 2030400 161 500 8.64 8800 

TOTAL· WHO programme 
development 
and management 1 991 400 2 323 300 331 900 16.67 e eoo 
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PROPOSED PROGRAMME BUDGET 199&-199: 

1.2.3 DIRECTOR-GENERAL'S AND REGIONAL 
DIRECTORS' DEVELOPMENT PROGRAMME (DGP) 

The funds provided under this heading \\ill be used to fmance collaborative programmes 1\ith govemmmts 
which could not be foreseen 1\hCJl the programme budget proposals were being developed. Seed money \\ill be 
made available to launch and to support priority cooperation activities and innovative programmes. 

As was the case in previous bienniums, part of the allocation will be used to provide impetus to 
programmes that are likely to attract substantial extrabudgetary funding. 

Estimated obligations 

Regular budget Other sources 

1994-1995 1996-1997 lncreaae (Decrease) 1992-1993 1994-1995 1996-1997 

US$ US$ US$ "· US$ US$ US$ 

Country or area 

lnte rcountry 1 043 000 1 043 000 

RegionaJ 

TOTAL· Dlroclor-Gonoral'o 
and Regional 
Dlrectora' 
development 
programme 1 043 000 1 043 000 
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' 

1.3.1 EXTERNAL COORDINATION (ECO) 

1. Objective: 1996·2001 

To support the management nn implemenl:ltion of the OrgnniTation's programmes by ensuring elfective 
coordination with other organiTations, both intergovernmental nnd nongovernmental, nnd agencies \\lthin the 
United Nations system at both regional and national levels. 

2. Targets: 1996·2001 

I. The Regional Office will have nn elfective and functional coordination system which facilitates 
multisectoral planning nnd implementation ofhealth programmes with national nnd international organi7ations. 

2. Most countries and areas nil! have a system for coordination of the health nnd health-related 
activities of all agencies (governmental, intergovernmental nnd nongovernmental) and organiTations working in 
the area of health development. 

3. Situation analysis 

' 

As health development becomes an increasingly intersectoral concern, coordination is more important 
than ever in the effort to achieve the goO! ofhealth for all. The agencies \\lthin the United Nations system are 
increasingly aware of this need, as are other bilateral nnd multilateral agencies. 

! 

Joint multisectoral activities to benefit Member States are increasing under the new mandate provided 
by the United Nations General Assembly and WI 10 governing bodies. The mandate defines new complemcntruy 
roles for WJIO's many potential different partners. Detter coordination of activities \viii ensure more efficient 
use of existing resources while WJIO's technical role is reaffirmed. 

' 

I 

4. Programmeachievements 

1992·1993 
I 

' United Nations interagency collaborntion included consultation, technical ad\isory servioes nnd participation 
in meetings. Technical advice was provided to the World Dank on several occasions. Joint missions were 
organi~ed in different countries such as the Lao People's Democratic Republic nnd VietNam. The Western 
Pacific Regional Office, as the focal point in WIIO for relations \vith the Asian Development Dank, held 
discussions to plan future joint activities. Joint missions were organized in several countries such as Cambodia 
nnd the Marshall Islands. 
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PROPOSED PROGRAMME 8\.JOGET 1996-1997 

Collaboration continued \\itlt various nongovernmental organitations in official relations with WIIO such 
as IIden Keller lntcmational, International Commission on Occupational! lcallh, International Leprosy Association, 
Intcmational Leprosy Foundation, International Union Against Cancer, International Federation of Red Cross 
and Red Crescent Societies, Rehabilitation International, Rotary International, Save the Children Fund, World 
Federation for Medical Education and World Vision International. 

Tite Regional Office also collaborated \\ith various regional and national nongovernmental organi?.ations 
in several fields such as AIDS prevention and control and poliomyelitis eradication. 

Building on tlte guidelines \\hich were approved by the Regional Committee in 1989, working relations 
were established \\itlt national nongovernmental organitations. 

1994·1995 

Tite regional framework and mechanism for collaboration \\ith other organi?.ations and institutions of the 
United Nations system and with bilateral and multilateral agencies was strengthened. This meant that health 
programmes were coordinated 11 ith otlter sectors considered essential for the attainment of national socioeconomic 
development goals. 

The Sub-Commillcc oftltc Regional Commillee on Programmes and Teclmical Cooperation reviewed 
collaboration witl1 regional and national nongovernmental organiJ.ations in relations 11ith WI 10, to report to the 
Regional Committee at its forty-filUt session in 19'J4. 

Evaluation mechanisms 

Monitoring and evaluation was undertaken tltrough reports to the Regional Commillee in 1989, 1992 and 
1994. In addition, the efTectiveness and impact of tlte programme is reviewed during each biennium by the 
Regional Programme Conunillee. 

Joint reviews and meetings 11itl1 partner agencies arc also held in connection 11ith specific health 
programmes and activities. 

5. Proposed activities for 1996·1997 

11te major thrust of tlte programme is to strengthen existing mechanisms and to develop new ones for 
improving coordination bctw~'Cn WIIO and all its partner agencies concerned 11ith health development at 
country, intercowtlry and regional levels. 

At country level, WI 10 togetlter 11 ith its national counterparts 11ill provide the required technical health 
inputs to existing intcrsectoral arrangements (such as interagency meetings). 

At intercountry and regional levels, joint programmes will be developed to address issues of common 
concem afTecting several countries or areas. 
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EXTERNAL COOnDINATION 

Projections for 1998-2001 

Elrorts \\ill continue to en.~ure elrccti\'e coordination mechanisms between WIIO and external support 
agencies for optimum implementation of health programmes at country level. 

6. Budgetary implications 

The intercountry provision for this programme CO\'ers both extern.'ll coordination and resource mobili7ation 
for he.'llth (1.3.2). The increase is attributed to stair costs being fully budgeted at 1994-1995 cost le\'els in order 
to eliminate the elrccts of past underbudgeting. 

Estimated obligations 

Regular budget Other sources 

1994·1995 1996-1997 Increase (Oecrea1e) 1992·1993 1994·1995 1996·1997 

US$ US$ US$ % uss uss US$ 

Country or area 

lnte rcountry 239100 297300 58200 24.34 

Regional 

TOTAL· Exlemal 
coordination 239100 297 300 58200 24.34 
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PROPOSED PROGRAMME BUDGET 199&-1997 

1.3.2 RESOURCE MOBILIZATION FOR HEALTH (RMB) 

1. Objectives: 1996-2001 

I. To collaborate with relevant multilateral and bilateral organizations in mobilizing resources for 
development of health activities and programmes. 

2. To strengthen advocacy for health activities. 

2. Target: 1996-2001 

Mechanisms to mobilize additional resources will be established with the majority of external support 
agencies interested in health development in the Region. 

3. Situation analysis 

New approaches to mobilization of resources to meet regional and global priorities are required. More 
extrabudgetary resources need to be channelled to health development, in full coordination with all development 
sectors. 

Although the majority of the Member States in the Region are developing countries, others are highly 
industriali~ed or rapidly industriali~ing. While tl1ere has been a degree of resource mobilization from some 
cow1tries, fmancial and teclmical cooperation should increase as more countries move from recipient to donor 
status. 

4. Programmeachievements 

1992-1993 

Collaboration \\ith UNDP continued in the implementation, review and evaluation of a number of 
country health projects for which WIIO is the executing agency. WHO participated in various meetings 
sponsored by UNDP and in a mission to prepare a draf\ project formulation framework for a UNDP-funded 
regional water supply and sanitation project for tl1e Pacific islands. 

WIIO worked closely \\ith UNDP, UNICEF and the Government of China in the development and 
implementation of a major project on the elimination of iodine deficiency disorders as a public health problem in 
China by the end of tl1e decade. 
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RESOURCE MOBIUZA TION FOR HEALTH 

Cooperation \\ith UNFPA continued \\ith projects on maternal and child health and family planning in 
15 countries in 1993. 

Close collaboration between WHO and UNICEF continued with various health development projects 
throughout the Region, particularly in the expanded programme on immunintion and poliomyelitis eradication 
efforts. Collaboration also continued to enhance national efforts to improve planning, management, operation 
and maintenance of water supply and sanitation systems. 

United Nations Volunteers continued to provide technical services for health projects in the Region. 
Nine United Nations Volunteers were assigned to WHO country projects. 

Exchange of information and meetings on common concerns continued between WHO and other 
organizations or agencies such as the Asian Development Bank, the Japan International Cooperation Agency 
(nCA) and the South Pacific Commission (SPC). 

Extrabudgetary funds continued to be provided by the Arab Gulf Programme for United Nations 
Development Organi7~tions (AGFUND), the Australian International Development Assist.-mce Bureau (AIDAn), 
the Governments of Denmark. Finland, France, Japan and the Netherlands, the Overseas Development 
Administration, United Kingdom, (ODA), the Japan Shipbuilding Industry Foundation (JSIF), and other donor 
agencies. 

Mobilization of support for poliomyelitis eradication activities in the Region was highly successful. 
UNICEF, the Governments of Finland, Japan and Sweden, AIDAn, the Canadian International Development 
Agency (CIDA), JICA, the United States Agency for International Development (USAID), Rotary International 
and the Centers for Disease Control (CDC), Atlanta, United States provided support. Approximately US$30 
million was mobili7.ed for poliomyelitis eradication activities between 1990.1994, including funds for oral polim·irus 
vaccine, staff and operational expenses. Of this amount, approximately two-thirds was provided bilaterally, \\ith 
the remainder pmided through WHO. : 

' Collaboration was developed \\ith the Industry Council for Development for a programme on food 
safety in China and the Philippines. Funds were provided for a training programme on the hazard analysis 
critical control point 

The Swedish International Development Agency (SIDA) provided support for a community-ba.~ed 
water supply and sanitation project in the Lao People's Democratic Republic. 

A joint mission was organized \\ith a nongovernmental organization for water, agriculture, and health in 
tropical emironments (EASl) to develop a school hygiene programme in Viet Narn 

A training programme for Pacific island countries on drinking-water quality surveillance and control was 
developed in collaboration \\ith ODA 

1994-1995 

The activities continued from the previous biennium were strengthened and further developed. For 
example, poliomyelitis resource mobilization intensified and extrabudgetary funding for malaria control increa.~ed. 

There were 21 joint activities with UNFPA in 15 countries in 1994. 
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Joint meetings and joint missions were organized \\itl1 AD!lto prepare for future joint activities. Joint 
missions were organized witl1 the World !lank in various cow1tries such as the Lao People's Democratic 
Republic and Viet Narn. 

An agreement was signed with US AID for execution of a large progranJme for the control of dengue 
haemorrhagic fever in Cambodia. A four-year programme (1993-1997) for prevention and control of AIDS 
(IIIV sentinel surveillance system) in tl1e Philippines continued to be supported by USAID. A project developing 
healtl1 education activities related to IIIV and AIDS prevention in China was supported by AIDAD. ll1e 
diarrhoeal disease control progran1me in Ouna, and tl1e poliomyelitis eradication programme were also supported 
by AIDA!lthrough donations at country level in Cambodia, tl1e Plulippines and Viet Narn 

Evaluation mechanisms 

At country level, tripartite reviews will be held in accordance \\itl1 donors' requirements. Financial 
reports of activities are made to WIIO headquarters and to donors in accordance \\ith requirements. 

5. Proposed activities for 1996·1997 

The major tllllJSt of tl1e programme is to develop a closer working relationsrup \\itl1 donor countries and 
agencies as well as to ensure adequate mobilization of funds and optimum cost-effective uti!iJ.ation. WIIO \\ill 
complement such activities with appropriate tcdmical resources. 

WIIO \\ill work closely \\ith Member States to strengtl1en national capacities for coordinating the use 
of extrabudgetary resources for healtl1 programmes. 

Projections for 1998-2001 

l11e est.ablishment of strong regional coordination mechanisms between WIIO, external support agencies 
and Member States will result in tl1c optimum distribution of resources between health and otl1cr development 
sectors. 

6. Budgetary implications 

There is no funding provision made for tlus progranJme. ll1c funds generated by tl1e progranJme are 
reflected under the individual programmes in \\hich they are to be applied. 
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2. HEALTH-FOR-ALL POLICY DEVELOPMENT 

2.1 PUBLIC POLICY AND HEALTH 

2.1.1 Health and socioeconomic development (HSD) 

2.1.2 Health legislation and ethics (HLE) 

2.2 STRATEGIC SUPPORT TO COUNTRIES 

2.2.1 Support to the development and management of 
country programmes (CPS) 

2.2.2 Emergency and humanitarian action (EHA) 

2.2.3 International cooperation for heanh (!CO) 

2.3 HEALTH SITUATlON AND TREND ASSESSMENT (HST) 

2.4 RESEARCH POLICY AND STRATEGY COORDINATlON (RPS) 

2.5 HEALTH AND BIOMEDICAL INFORMATlON 

2.5.1 Public information (INF) 

2.5.2 Health and biomedical information support (HBI) 

Estimated obligations 

Regular budget Other sources 

1994·1995 1996-1997 lncreaee (Dec rea••> 1892·1993 1994·1995 

US$ US$ US$ % US$ uss 

Country or area 9069500 11725000 2 655 500 29.28 1197100 489400 

Intercountry 4 046 300 3364 200 (682 100) (16.86) 67900 218900 

Regional 1182 900 1 329600 146 700 12.40 163600 45100 

TOTAL 14 298 700 18 418 800 2120100 14.83 1 428 600 753400 

43 

1996·1997 

US$ 

102700 

173700 

278400 
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2.1.1 HEALTH AND SOCIOECONOMIC DEVELOPMENT 
{HSD) 

1. Objective: 1996·2001 

To support cmmtrics in institutionalil.ing tl1e link between socioeconomic development, quality of life and 
appropriate health policies, \\ith special emphasis on the role of women 

2. Targets: 1996·2001 

I. More tl1an half of tl1e countries and areas will have formulated explicit policy statements 
concerning goals for action \\ltich relate to improved social security measures and macroeconomic strategies 
which support hcaltl1 and sustainable development initiatives. 

2. Some countries and areas will have explicit policy statements concerning goals for action 
related to the role of women in health development. This is seen as a necessary aspect of overall human rights 
in sustainable hcaltl1 development 

3. Health situation analysis 

1l1e first period of implementation of health-for-all strategies was in the early 1980s. It was characterized 
primarily by activities and documentation which rationalized the existing health care system. In the later I 980s, 
policy-makers in both the centrally planned and free market countries better understood how their systems 
functioned. In the I 990s, health reform initiatives are addressing issues of quality of care and services to the 
disadvantaged. Policy content has significantly changed, from matters such as child and maternal mortality, to 
recognition of quality of life aspects. Dotl1 child and mother should be able to achieve a higher quality of life 
throughout their lives. 1l1e specific aspects oftltis change are reflected in the focus of various national policies. 
Policy has focused on issues of targeting and efficiency. 

In addition, most countries of the Region are going through political and economic structural changes. 
1l1is has meant that more responsibility has been delegated to lower levels of health administration; the era of 
decentralization. lltis requires appropriate changes in tl1e way hcaltl1 policy is formulated. 

All countries of the Region are now fully aware oftl1e health-for-all values and have ta1.en measures to 
reorientate and adjust tl1eir health systems towards tltis goal. In spite oftl1e great diversity \\itltin the Region, a 
few generalizations can be made about tl1e recent achievements in healtl1 and socioeconomic development. 
Some common features of development include: an improved understanding of how healtl1 systems work; an 
increased ability to direct resources on the basis of policy; and better skills in targeting progranJmes to risk 
groups and priority problems. 
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4. Programme achievements 

1992·1993 

All cotmtries and areas had to make difficult decisions on a ,,;de range of issues in their health 
development. These included appropriate choice ortechnology, a balance between urban and rural activity, 
methods of remuneration to health care providers, human resource development, decentra!i?.ation of authority, 
the efficacy of cost sharing, and some formidable questions of equity, quality of care and ethics. Earlier efforts 
to solve such problems in isolation from each other have been supplemenled by a more holistic view of 
management The district health S)'Siern approach to development is one outcome of this changing perspective. 

The Learning Centre at the Regional Office continued its leadership development role. The programme 
provides potential leaders in the field ofhealth 1~th a unique opportunity to learn managerial and communication 
skills and to receive an introduction to the work of WHO. Forty-seven fellows graduated during the biennium 

1994·1995 

Increasing attention has been paid to the financing of health systems. Almost all countries are now 
implementing or are at least experimenting 1\;th insurance schemes, public or private partnership, incentive 
pa)ments, and various cost-sharing and cost-recovery techniques. Most cotmtries are now aware that these 
microeconomic interventions ,,;thin the health development sector require an tmderstanding of development 
policies at the macroeconomic level. 

Evaluation mechanisms 

' The effectiveness and impact of the programme is reviewed during the biennium by the Regional 
Programme Committee. In addition, assessment of programme activities particularly in areas of quality oflife 
improvement and health policies 1\;U be made through the periodic health-for-all evaluation and monitoring 
exercises. 

5. Proposed activities for 1996·1997 

The main thrust of the programme is to support implementation of national heallh development goals in 
all countries of the Region. This 1\;ll emphasize three concerns: equal access and use of services; improved 
quality of care; and containing the cost of care. 

At country level, the types of heallh reform approaches 1\;ll concentrate on three areas; finance, 
organi7.ation, and management. The fmancial measures include resource allocation schemes and heallh in•urance 
or other financial incentives to direct resources towards desired services. The organi7.ational mea.•ures involve 
defining responsibilities by centrallpro~ncial/district level, use of various public/private mixes, and use of internal 
markets. The management measures are typically related to quality of care and accountability/tran•parency 
issues. 
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The intercmmtry component of the progranune \\ill support activities \\hich attempt to tr.mslate country 
experiences into lessons for the Region as a whole. In addition, the regional progranune will support information 
and teclmical exchange activities between countries. 

Projections for 1998·2001 

The full impact of decentralizing the autl10rity and responsibility for health service delivery to peripheral 
authorities \\ill be felt towards the end of the decade. DccentraliiJ:d responsibility has a psychological as well as 
a technical component. Up to now, decentralized authority has been largely mechanical. However, as it 
becomes a real part oftlte political and social systems, it \\ill require a significant change in how collaboration is 
conducted with countries. For e.xample, tltere should be a clearer delineation of responsibility between central 
and peripheral levels. These structural changes will also make it easier for many parties to participate. This 
would include not only those involved in health but equally tltose concerned \\ith human rights and issues of 
women in development. Titis affects WHO collaboration on a range of activities from policy formulation to 
financial management at district level. 

6. Budgetary implications 

This is a new programme area under the Nintlt General Progranune of Work. Two countries have 
made provision for acti,·ities in 1996-1997. 

TI1e intercountry progranune will support the progranune for management and communications which 
in 19'J-l-19'JS was shown under progranune 2.SIIealth-for-all strategy coordination. It also reflects provision for 
a statistician pre\iously shm\n under programme 3.2 Managerial process fornational hcaltl1 development 

Estimated obligations 

Regular budget Other sources 

1994-1995 1996-1997 Increase (Decreate) 1992-1993 1994-1995 1996-1997 

US$ US$ US$ ~. US$ US$ US$ 

Country or area 369700 369700 

Intercountry 727000 912 500 185 500 25.52 

Regional 

TOTAL· Health and 
eocloeconomlc 
development 727000 1 282 200 555 200 78.37 
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2.1.2 HEALTH LEGISLATION AND ETHICS (HLE) 
I 

1. 0 bjective: 1996·2001 

To support countries to improve their capabilities in using legislative processes to support health 
development strategies. 

2. Targets: 1996·2001 

I. Most countries and areas \\ill have started to develop health legislation in \\hich policy is clearly 
directed to the environmental detenninants of health and related to the promotion of healthy bcha\iours. 

' 2. Most countries and areas \viii have reviewed their current health legislation and revised it to 
reflect current health development policies. 

I 

3. Health situation analysis : 
' 

Legislation plays an important role in public health. While every country has many laws and regulations 
which relate to health, few have developed a system to update them periodically and enact new ones as needed. 
Consequently, health care is often obstructed by obsolete laws as well as by a lack oflegislation on an increasing 
number of important health issues. This situation has made health legislation a pressing concern in many 
countries. 

Health legislation must respond to changing concepts of health as well as to each country's unique 
situation. Formerly, the main concern was infectious diseases and inadequate sanitation, according to a narrowly 
defined biomedical model of public health. Now, the concerns in both developing and developed countries are 
about noncommunicable diseases, mental health and diseases related to lifest)ie and beha\iours. Most countries 
also have a growing elderly population, increasingly dangerous and complex environmental health issues and the 
need for new approaches to financing health services. A much broader and more multiscctoral view of public 
health is required. Health legislation can play a central role in making the adjustments necessary to achieve this. 

' 

4. Programmeachievernents 

1992·1993 

Most countries of the Region periodically review their legislation, particularly in the areas of public 
health and professional registration. A number of proposals have been made to update this legislation. It now 
reflects new technology, ideas and practices. Obsolete acts and regulations such a~ some of those in Kiribati 
and Tonga have been reviewed, as has the registration of certain categories of health personnel, such as in 
Malaysia ' 
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1994-1995 

A major effort is being made to structure more comprehensive and participative health planning 
processes. Traditionally, health planning at the national level was all done in the Ministry ofllcalth. 1l1e goal 
now is to bring all sectors and parties involved in health into the planning process, as has been achieved in 
Malaysia 

Some cotmtrics have carried out activities to make managers more aware of how to use health 
legislation. A major effort is being made to alert health sl:!ffto how tl1ey can use legislation to support their 
health programmes. 1l1e emphasis is on training managers to use legislation in tl1e area of health promotion. 
lllis has been done in China and Viet Nan1. 

Evaluation mechanisms 

111e elf~'Ctiveness and impact oftl1e programme \\ill be reviewed during the biennium by the Regional 
Progr=e Comnlittee. In addition, assessment of programme acti1ities particularly in areas ofhealtl1legislation 
and etl1ics will be made through the periodic healtl1-for-all evaluation and monitoring exercises. 

5. Proposed activities for 1996·1997 

1l1e main thrust of tl1is programme\\ ill be to support tl1e development of countries' capabilities to use 
legislation to strengtl1cn healtl1 promotion and protection policies and strategies in support of individuals' 
responsibiliti~'S for tl1eir O\\ll healtlt 

Countries' efforts to promulgate laws which promote healtl1y behaviour and discourage unhealthy 
conduct will be supported. 1l1ese laws will include measures to regulate the production and pro1·ision of 
resources for healtl1 services. 111ese would include, for example, the promotion of breast-feeding or provision of 
contraccptiv~'S. 

Legislation will also be encouraged in the area of health care financing to ensure tl1e quality of health 
care. 

lne intercountry emphasis of tl1e programme is to prepare guidelines tl1at can be used in formulating 
the direction for health k-gislation and to facilitate tl1e exchange of experience between countries. 

Projections for 1998·2001 

1 Icalth development initiatives in most countries of the Region must take into account two primary 
trends. ll1e first is tl1e change in health care needs in tl1e light of such issues as changing lif~"Styles, unhealtl1y 
behaviours, demographic aging and environmental hazards. 1l1e second is an organizational trend towards 
partnerships. lhe health sector can no longer be run simply by a govemment bureaucracy or a medical 
establislunent. It has to be a harmonious orgtmit.ation r~prcscnting public, private, commwlity, professional ru1d 
consumer interests. Legislation will play a central role in meeting tl1ese new needs. 
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6. Budgetaryimplications 

The number of countries making provision for J Jcalth legislation and e01ics nctivitics has remained nt the 
1994-1995level, however, China has significantly increased its provision 

Estimated obligations 

Regular budget Other sources 

1994·1995 1996-1997 Increase (Decrease) 1992-1993 1994-1995 1996-1997 

US$ US$ US$ % US$ US$ US$ 

Country or area 161600 203300 41 700 25.80 

Intercountry 37000 36000 (1 000) (2.70) 

Regiooal 

TOTAl· Health 
legl•latlon 
and ethic• 198 600 239300 40700 20.49 
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2.2.1 SUPPORT TO THE DEVELOPMENT AND 
MANAGEMENT OF COUNTRY PROGRAMMES 
{CPS) 

1. Objectives: 1996·2001 

I. To provide govcrruncnts \\ith information concerning tl1e policies of the governing bodies of the 
Organization, including the regional and global strategies for healtl1 for all and the principles oftl1e Ninth General 
Prograrrune of Work, \\ith a \iew to ensuring that tl1ese policies will be taken fully into account in national policy 
and programme reviews. 

2. To support goverruncnts in tl1e planning and furtl1er management ofnation.'ll health programmes, 
including the setting up of appropriate supportive healtl1 information systems. 

3. To collaborate with governments to identify national prograrrunes \\here WHO's technical 
resources can be most useful, and to plan and manage such joint activities. 

' 
4. To collaborate with governments to identify and coordinate available or potentially available 

external resources for tl1e implementation of approved national healtl1 prograrrunes. 

2. Targets: 1996·2001 

I. Most countries and areas will have made clear links between the WHO prograrrune of work 
and tl1e goals of tl1eir national health development plan, with participative mechanisms in place to monitor 
collaborative activities. 

2. Most countries and areas \\ill have put in place a mechanism for the mobilization of resources. 
TI1cy \\ill have the capability to allocate tl1ese resources on the basis of national health plans. 

3. Health situation analysis 

At all levels of development the health sector is characterized by economic and political pressure. 
Countries arc coping \\ith demographic change such as rapid population gro\\lh or population aging; with new 
or resurgent health problems such as AIDS or malaria; and witl1 rising expectations from the public of better 
care. In tem1s of delivery, there is actually a contraction in available resources, at least in goverrunent services. 
TI1e health care system in almost all countries needs to achieve more in the areas of social justice, equity and 
economic emciency. 

A number of trends arc emerging in tl1c specific components of health systems. In terms ofhealth 
system fmancing, tl1erc is a trend towards local autonomy in raising funds, little expansion in total funds for hcaltl1 
and increased experimentation with healtl1 insurance schemes. More countries are attempting to increase 
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revenue by asking patients to pay directly for more of their care. All countries agree that tlJC greatest immediate 
financial gains can be achieved through efficient utilimtion of services. Improved efficiency and increased 
productivity through better m.111agement are a common theme throughout tl1e Region 

The distribution of health staff is an issue in most countries. Two new areas of emphasis in human 
resource development are the ratio of doctors to nurses, and the impact on productivity ofincrc.'l~ed commitment 
by the hcaltl1 worker. 

The contribution of technology to national health development is still inadequately a~sessed in many 
countries. There is increasing awareness of the importance of research for national health development, but 
there are still many constraints. 

4. Programme achievements 

The WHO Representative remains the key organizational link between Member S~1tes and the WIIO 
Secretariat. In conjunction \vith the study on the WIIO Response to Global Change, renewed attention was 
given to the role ofWIIO Representatives and country offices and ways in 1\hich both could be strengthened 
New procedures and processes were recommended to strengtl1en country offices and enhance stalf development 
and !mining 

Evaluation mechanisms 

The role ofWIIO in countries is being constantly evaluated in day-to-day operations, the preparation of 
country programmes and at the level of WHO governing bodies. Periodic meetings between senior government 
officials and the Regional Director provide a mechanism for improvement and development of the partnership. 

5. Proposed activities for1996·1997 

The main thrust of this programme is to provide an efficient link between WIIO and tl1e Member States 
using resources elfectively. The priority emphasis will be on appropriate programming and implementation 
through the WIIO Representative's office. Ths \viii be supported by the necessary technical capabilities and 
office facilities. 

The main process for decision-making concerning the use ofWIIO's resources in the country ,,;n be 
programme budgeting. This ,,;n be a flexible and continuing process to allocate WHO's resources at the 
country level. The final responsibility for allocation \viii be the government's. 

The WIIO Representative \\ill ensure that all proposals for joint activities meet the required criteria 
This means determining the organi7.ationallevel for implementation of programme activities as set forth in the 
Ninth General Programme of Work 

The role of the WIIO Representative in mobili1:ation of resources will become more important and 
WIIO's technical role in attracting extrnbudgetary resources will be strengthened. 
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ProJections for 1998·2001 

WI lO's role at count!)' level will become increasingly importan~ both in development and management 
ofWIIO programmes, and as a facilitator and focal point for mobilization of resources for country health priority 
programmes. 

6. Budgetary implications 

The increase is mainly due to the full costing of II WllO Representatives' offices, as well as to the full 
establishment of the WllO Representatives' offices in CambodJa and China. 

Estimated obligations 

Regular budget Other sources 

1994·1995 1996-1997 Increase (Decrease) 1992·1993 1994·1995 1996·1997 

US$ US$ US$ ~. US$ US$ US$ 

Country or area 5 967000 a 264 ooo 2297 000 39.50 100200 162 700 102 700 

Intercountry 

Regional 

TOTAL· Support to the 
development 
and manage-
ment of country 
programmes 5967 000 8264 000 2297 000 38.50 100 200 162 700 102 700 
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2.2.2 EMERGENCY AND HUMANITARIAN ACTION (EHA) 

1. Objective: 1996-2001 

To support cmmtries in institutima!il.ation of improved capabilities and processes to plan and initiate local 
and national emergency preparedness initiatives to mitigate against the destruction and damage due to natural 
disasters. 

2. Targets: 1996-2001 

i 

I. Most countries and nren.~ 11ill have initiated activities nt local levels to support tllC community's 
ability to mobili7e and utilize its o11n resources efficiently in the c:t~ of a disaster. 

2. Most countries and area~ 11ill have national emergency preparedness plans and operations in 
elTect that can respond elTectively to a mtural disaster. 

3. Health situation analysis 
' 

In the Western Pacific Region, disasters caused by tl1e extreme forces of nature are quite common. 
The number of disasters and people killed by tl1em in the Region seems to have incren.~ed each decade since the 
!9Ws. The apparent increase in each decade is partly accounted for by improved reporting. On average, there 
are three major disasters in the Region each montl1. In tl1e I9ROs, more than 300 disasters were reported. Sixty 
per cent of these occurred in China and the Philippines. In addition, an average of three Pacific island countries 
or areas are hit each year by a cyclone. These natural disn.~ters constitute a heavy economic burden, especially 
in developing countries. They not only inflict distress but cause setbacks in gro111h and development, including 
health development 

The WHO programme for emergency preparedness and response has promoted and strengthened 
disaster preparedness in Member States, and provided prompt responses to emergencies and disasters in 
coordination 11ith other orgn.ni7.ations. The importance of coordination, particularly intersect oral coordination, 
cn.nnot be emphasized too highly. Preparedness includes pln.nning, training, information and communication. 
Response includes situation and needs assessment, followed by technical and possibly material support. llealth 
development is emphasized as a possible long-term objective of disn.~ter relief 
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4. Programmeachievements 

1992·1993 

The objective of the Region's disaster relief activity was to be immediately responsive. WHO 
mobilized additional resources for a number of major disasters during this period, such as a major flood in 01ina, 
the eruption of Pinatubo volcano and an earthquake in the Philippines, and severe cyclones in Fiji and Samoa. 
l11ese resources were used for extended relief operations and for part of tl1e rehabilitation. 

1994·1995 

During the biermium, WHO responded rapidly to furtl1er natural disasters including typhoons across the 
Pacific and in VietNam The programme was more active both in the rebuilding and the preparedness aspects 
of disaster management. The emphasis was on support for countries to strengthen their community level 
response and preparedness activities. Good progress in these areas was made in China, tl1e Philippines, the 
South Pacific countries and VietNam. 

Close coordination was maintained also with tl1e United Nations Disaster Relief Organization, the 
Office of the United Nations I ligh COl)lmissioner for Refugees, the United Nations Children's Fund, the 
International Committee of the Red Cross and the League of Red Cross and Red Crescent Societies. l11e 
possibility of establishing a network of national institutions as WHO collaborating centres in disaster preparedness 
is being studied. In addition to working \\ith WIIO, tl1ese centres are expected to provide gradually increasing 
support to tl1e national autl10rities in tl1eir own countries and, tl1rough teclmical cooperation, to otl1er Member 
States. 

Evaluation mechanisms 

l11e programme is continually evaluated as activities are implemented whenever natural disasters occur. 
l11e collaborative linkages with other agencies mentioned above also provide opportunities to assess tl1e impact 
oftl1e programme. 

5. Proposed activities for 1996·1997 

ll1e main tl1rust of tllis programme is to support national emergency preparedness capabilities and 
planning, so that local communities use their own resources more e!Tectively during the first 24 hours after a 
natural disaster has struck. 

Programme c!Torts at country level will focus on increasing awareness witl1in governments, healtl1 
autl1orities and tl1e public, of the need for healtl1 emergency preparedness and planning at national, district and 
commuruty levels. I lcaltl1 emergency preparedness and response progran1mes will be developed and integrated 
into national health-for-all strategies. Adequate resource allocation \\ill be ensured for tl1e e!Tc'Ctive implementation 
of such programmes. 'l11e healtl1 sector will be involved in collaborative e!Torts for overall national emergency 
preparedness and response at all levels. Intercountry collaboration \\111 be promoted, particularly in training and 
research. 
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' The intercountry component of the programme is entirely devoted to the technical exchange among 
countries of their experiences in disaster preparedness and relie[ 

Projections for 1998-2001 

Programme activities \\ill provide technical support for an annlysis of tl1e vulnerability of essential henlth 
and health-relnted services, hospitals, health centres and water supply systems. In addition, efforts \\ill be made 
to include the basic concepts of disaster prevention and preparedness in the curricula of medical, nursing, 
sanitary engineering and other health-related schools or faculties. 

6. Budgetary implications • 

' At country level, no specific provision has been made for activities in the 1996-1997 biennium. In the 
event of major natural disasters or other types of emergency, funds may be made available from the Regional 
Director's Development Programme or from other funding sources. 

' Estimated obligations 

Regular budget Other sources 

1994·1995. 1996·1997 lncreaae (Decrease) 1992·1993 1994·1995 1996·1997 

US$ US$ US$ ,-. US$ US$ US$ 

' 
Country or area 107900: (107 900) (100.00) 

Intercountry I 45200 

Regional ! 

' 
' 

TOTAL· Emergency and 
hurnanltarlan 
ac!lon 107 900 ~ (107 900) (100.00) 45200 
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2.2.3 INTERNATIONAL COOPERATION 
FOR HEALTH {ICO) 

1. Objective: 1996·2001 

To support counlries in strengthening capabilities and processes for economic analysis, health policy 
refonns, and intcma!ional resource mobiliL.ation and coordination as part of sustainable healtl1 development 

2. Targets: 1996·2001 

I. Most countries and areas will have adopted formal fmancial management tools that enable the 
monitoring and assessment of financial decisions on healtl1 care quality and accessibility by disadvantaged 
populations, as well as tl1e optimwn utili1.ation of health resources. 

2. Most counlries and areas 11ill have strengthened mechanisms to mobiliL.e and coordinate 
extemal resources. 

3. Health situation analysis 

TI1e healtl1-for-all strateb'Y calls for the mobilization of human, financial and material resources to 
achieve its goals. To do tl1is, countries have sought ways to involve more people in deciding what kind ofhealtl1 
system and what forms ofhealtl1 care delivery they need. Most countries and areas oftl1e Region believe that 
the amount of resources going to hcaltl1 must be commensurate 11ith overall socioeconomic development. Many 
of the concerns about resources arc related to utili1.ation as well as mobilization. For resource mobiliL.ation, 
specific rcquiremmts need to be identified rather than general quantitative increases. 

Most countries are now looking at more comprehensive development slrategies that: ensure the allocation 
of resources to the underserved populations; contain the cost of healtl1 services; and promote continuous 
improvement in the quality of care. lhese are now being more adequately addressed under the health reform 
movement in many cow1tries. 

A number of countries receive a high percentage oftl1eir health sector support from external sources. 
A major concern of these countries is that tl10se external resources are directed to their priority needs. It is 
apparent that the way r~'Sources are used influences their impact on health. It has become much more 
important that countries adopt firm and e!Tective resource mobilization and coordination mechanisms. This is 
now a k~j' aspect of sustainable dcvelopmmt witl1 a strong role for WIIO. 

TI1cre is now a 11ide range of organit.ational arrangements among development institutions. Two key 
concepts di!Tercntiate tlus period from tl1c past, nan1cly managing by functions rather than by tasks or positions, 
and facilitating ratl1er tlmn directing or conlrolling. TI1ese are significant lessons from the I 9H0s that are 
influencing management needs for tl1e 1990s. 
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INTERNATIONAL COOPERATION FOR HEALTH 

4. Programmeachievements 

1992-1995 

In both the 1992-1993 and 1994-1995 bienniums, the programme has been active in facilitating health
for-all monitoring and evaluation. All countries and areas show their strong awareness of the health-for-all 
values and have taken measures to reorientate and adjust their health S)~tems towards this vision. While some 
similarities can be seen, each country or area has evolved its 0\m wny of implementing strategies to achieve its 
health goals. The programme has supported and reinforced efforts by countries to determine their o\m unique 
development policies and strategies. 

The programme strongly empha.~izcd the development ofinfonnation support for management. This 
led to significant improvement in the development of management inform1tion S)~tems as well as more frequent 
evaluation of specific health issues. The result has been better infonnation and increased national awareness of 
what is happening in the health S)'Stem.' 

Much attention was devoted to the financing of health S)'Stem~. Almost all countries are now 
implementing or at least experimenting with insurance schemes, public and private partnerships, incentive 
p:l)ments and various cost-sharing and cost-recovery techniques. 

Training continues to play an important part in all programme management projects especially at 
country level. Much of the programme's training effort has gone to management training at the peripheral levels 
of the health S)'Stem. 

Evaluation mechanisms 

The effectiveness and impact of the programme \\ill be revie~ved during the biennium by the Regional 
Programme Committee. In addition, evaluation of the programme activities and their impact, particularly the 
areas of economic analysis and health reform initiatives, will be carried out together \\ith WI 10 collaborating 
centres and other institutions in the field 

5. Proposed activities for 1996-1997 

The major thrust has two principal components, namely the development of appropriate ma11.1gement 
technology and the adaptation of this technology to individual country situations. lltese will be designed to 
enable health service consumers, as indi\iduals and as communities, to participate in decision-making processes 
concerning their 0\\TI health. 

At country level, the programme's collaborating centres \\ill play an active role in countries of the 
Region to promote specific technologies, and to work directly\\ ith countries to adopt these and train staff in their 
use. 

In some countries, projects have a programme management omcer reflecting the priority nature oftlte 
acthity. The acti\ities in tltcse projects have continuous full-time support. This results in m<rtainable mmagemcnt 
de,·clopment in the country. 
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At intercmmtry level, networks, meetings and various regional activities \\ill be supported to facilitate the 
exchange of ideas and work experience on the priority manab>ement and policy development areas. 

Projections for 1998·2001 

Most countries and areas will have adopted a macro health policy. A network of regional experts will 
provide support for tltis and, in partnership \\ith cmmtries and areas, \\ill collect, analyse and automatically share 
their results with all Member States. 

New and innovative skills will be needed, particularly in financing and in handling new structural 
arrangements and partnerships for the use of resources. 1l1e service structures that are now evolving in each 
country will be characteriL~'tl by more local responsibility \\itl1 regard to operational decisions. Many oftltese 
structures \\ill be less fonnal than tltey are now and \\ill link the govemmen~ tlte private sector, nongovernmental 
organiL.ations and tl1e conmJUnity. 

Titis decentralized environment will have significant implications for how national health policies and 
mobilization of resources can be organiLed and implemented to ensure tltat developments are sustainable. 

6. Budgetary implications 

ll1e number of countries making provision for this programme declined from ten in 1994-1995 to eight in 
1996-1997, however, overall, more resources ltave been appropriated. 

At intercountry level, tl1e reduction resuiiS from a reorgarllir.ation of stalf and streamlining of responsibilities 
which alfects programmes 2.1.lllealth and socioeconomic developmen~ 2.3lli!altlJ situation and trend assessment 
and 3.1 Primary health care, which are complementary. 

Estimated obligations 

Regular budget Other sources 

1994-1995 1996-1997 Increase (Decrease) 1992-1993 1994-1995 1996-1997 

US$ US$ US$ y. US$ US$ US$ 

Country or area 2 204 400 2 514 100 309700 14.05 945800 207000 

Intercountry 1 258 300 652200 (606 100) (48.17) 4 500 

Regiooal 

TOTAL· International 
cooperation 
for health 3 462 700 3166 300 (296 400) (8.56) 950300 207000 
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2.3 HEALTH SITUATION AND 
TREND ASSESSMENT (HST) 

1. Objectives: 1996·2001 

I. To develop and strengthen national capacities for assessing the general health situation and 
trends, particularly as they relate to priority problems. 

2. To strengthen the capacity to collect, use and disseminate up-Io-date information on delivery of 
services. This \\ill be used for planning, implementation, control and evaluation of health systems designed to 
improve quality oflife and environment.11 condition.~. 

3. To encourage necessary research and development of new methods, sources and resul!ant 
regional databases to monitor health protection and promotion activities. 

4. To promote planning, design and implementation of adequate health management information 
systems dedicated to subnational management of the district health system. 

5. To select and adapt appropriate informatics technology for data processing, storage and 
dissemination. 

2. Targets: 1996·2001 

I. All countries and areas will provide a high level of health information support for assessment of 
the health situations and trends. Nation.11 policies will be able to meet health information needs more directly. 

2. All countries and areas will have the necessary levels of data collection, processing and 
dissemin.1tion for health sen ice planning, control, monitoring and evaluation, including mamgement at tl1e district 
health system level. · 

3. All countries and areas ,,;11 have obtained the necessary training in the u~e of health information 
in management to en.~ure appropriate stalling at all levels of tlJC healtl1 system. 

4. Almost all countries and areas \\ill have in.~tituled a suitable level of automation in health 
mamgement information S)~tems. 

5. A regional database using new indicators to measure "positive health status" will have been 
established in the Regional Office. 
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3. Health situation analysis 

Specialized health programmes such as maternal and child healtl1, family planning, immunization, and 
diarrhoeal diseases have historically led the demand for healtl1 information systems for monitoring and evaluation 
Recording and reporting systems grew rapidly and special surveys were undertaken to measure !he success of 
implementation More recently, however, there has been considerable interest in the development of"indicators", 
following regional and globally-promoted planning, monitoring and evaluation errorts. In most cases, tl1e indicators 
chosen were already commonly available. l11ese requests contributed to progress in !he integration and 
streamlining of !he reporting systems and surveys conducted. However, tl1e collection, processing and transmission 
of health information is still not sufficiently integrated with !he functions and structure of programme delivery. 
Many countries still lack a well-defmed national information poficy and do not have enougil resources and trained 
staff to ad1ieve information-based managemen~ particularly at the district level of !he system. 

4. Programme achievements 

Between 1992 and 1995 almost every country in !he Region \\ill have made progress in developing an 
information system on its health situation and trends. In monitoring progress towards achieving national health
for-all goals, significant improvements have been seen in !he availabifity, quafity and timeliness of data indicating 
health status and the delivery of services. 

Evaluation mechanisms 

ll1e e!Tectiven~'Ss and impact of the programme will be reviewed during !he bienniwn by the Regional 
Programme Conunittee. Additional programme evaluation will be pursued in collaboration witl1 WIIO collaborating 
centres on healtl1 situation and trend assessment (liST) and healtl1 informatics in the Region. l11c JlealtlJ 
Situation and Trend Assessment Expert Advisory Panel will provide technical evaluation of progress as required. 

5. Proposed activities for1996·1997 

New concepts of management support \\ill be required, and tl1e identification of new measures to 
evaluate and monitor services and hcaltl1 status. Fundamental changes in measurement must be made to focus 
on individual healtl1 ad1ievement ratl1er tll3ll healtl1 care systems. 

The new focus for activities includes: the reformulation and construction of a new WJIOIWPRO 
database; encouraging research on new indicators for monitoring and evaluation; upgrading hunl3ll resources 
for management of health statistical systems; and, strengthening management information support to primary 
health care at district levels. 

At country level, W110 \\ill 

I. Provide necessary tcdlnical support for the develop men~ reorientation or refmement of national 
health information systems to assure adequate management support; 
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HEALTH SITUATION AND TREND ASSESSMENT 

2. Provide promotionJI support for human resources development in U<;e of health information and 
health literature in management. This will be achieved by reorientation or redesign of curricula for health and 
medical personnel to meet the needs of all levels of health S)~tems managemen~ and, 

3. Develop appropriate health information and literature support for continuing education, health 
promotion and technology transfer to primary health care workers at the district level. 

At intercotn1try level, new, more sensitive measurement devices, indicators and anal)1ic methods will be 
de,·eloped. These \\ill be introduced to assess health outcomes that \\ill have n longer-term and sust.1inable 
impact on the quality oflife of individuals and commllllities. 

' 

Projections for 1998-2001 

By 2001, new national and regional mechanisms will have been developed for obtaining information 
focU<;ed on lifesl)ies, health promotion, self-help and other region.'ll indicators. 

6. Budgetary implications , 

Ten countries have made provision for activities in 1996-1997 as compared with eight in 1994-1995. 
Due to the discontinuation of one long-term pos~ the overall provision at the country level shows a reduction. 

At intercotn1try level, one long-term post based in Fiji \\ill be discontinued from January 1997. St.1tisticJI 
support pre\ioU<;ly given to the progran1me is now renected under 2.2.3 lntemation.1l cooperation for health. 

Estimated obligations 

Regular budget Other sources 

1994-1995 1996-1997 Increase (Decreate) 1992-1993 1994-1995 1996-1997 

US$ US$ US$ oy, US$ US$ US$ 

Country or area 531 400 324 400 (207 000) (38.95) 151100 119700 

Intercountry 957400 781 soo (175 BOO) (18.36) 29700 

Re~onal 

TOTAL· Heal1h ollua!lon 
and trend 
aaaettment 1 488 800 1106 000 (382 800) (25.71) 180 800 119700 
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PROPOSED PROGRAMME BUDGET 1996-1997 

2.4 RESEARCH POLICY AND 
STRATEGY COORDINATION (RPS) 

1. Objectives: 1996·2001 

I. To promote research related to health, such as human behaviour, biomedical interventions and 
health systems. 

2. To coordinate the development of relevant scientific activities. 

2. Targets: 1996·2001 

I. Most countries and areas \\ill have developed the resources, personnel and infrastructure 
necessary for Carl)ing out research relevant to tl1e national health situation and the prevalent diseases. 

2. Most countries and areas \viii have developed the necessary mechanisms to ensure efficient 
coordination and management of research. 

3. Health situation analysis 

Research related to health, including research on hun1an behaviour, biomedical interventions and health 
systems, has been carried out in the Region. It has helped policy-makers, health authorities, health professionals 
and tl1e public to recogniLe health problems and lind solutions to tl10se problems. 

Countries are trying to establish a single focal point for research progr=e planning and coordination. 
Many developing countries lack the human resources and the infrastructure necessary for health research, 
including career structures for research workers. Major impediments to successful research promotion include 
poorly equipped and manned research facilities and the submission of poorly prepared proposals to funding 
agencies. 

National research management mechanisms need to be reinforced. This includes policy formulation 
and planning, strengthening research institutions and research training progranm1es for biomedical interventions 
and health systems, behavioural and related socioeconomic research, and promoting information exchange and 
dissemination of researcl1 results. 
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RESEARCH POLICY AND STRATEGY COOnDINATION 

4. Programmeachievements 

1992-1993 

Adequate mechanisms for coordinating research activities, linking research priorities to the solution of 
major health or health-related problems, were established in Drunei Darussalan1, the Lao People's Democratic 
Republic and Samoa. 

The first Joint Meeting of the Western Pacific Advisory Committee on Health Research (WPACIIR) 
and the directors of Health Research Councils or Analogous Dodies (HRC/AD) was held in I<J<J2 and became 
an important source of advice for research needed in the Region. 

Activities to develop human resources in rescarrh continued A nati<~lal \\or~shop on research design 
:md mctluxlolo[iV wa.~ held in Viet Nam (I 'N.l ). tl1e fi nemth since I 'IX I. 

A manual entitled "Health research methodology: n guide for training in research methods" was 
published in May 19?2. In September I 992, pcnnission was granted to reprint the manual in India. ll1e right~ to 
translate and print it in Croatian were gmnted in February l'l'l.l It was translated into Vietname-se and used in 
the nation.'ll workshop on rese.1rch design and methodology held in I lanoi in 1993. 

Twenty-two research propos.'lls were supported by this programme in tl1e 19'J2-1993 biennium 

1994-1995 

The manual on '1 lealth research methodology: a guide for training in research methods" \\115 translated 
into 01inese and published in 1994. It was used in the national workshop on research design and methodology 
held in Deijing, China, in September 1994. 

Hurmn resources development in resc.1rch was supported at all levels, including scientific, technological 
and managerial. The established mechanisms for he.1lth management were strengthened. In the Regional 
Oflice, priority research areas were identified and technical units were encouraged to initiate commissioned 
research in their priority areas. 

Evaluation mechanisms 

1l1e programme is evaluated regularly during tl1e biem1ium by the Regional Programme Committee. In 
addition, the programme is also reviewed by the WP ACI IR every two years 1l1is meeting, which is combined 
with a meeting of directors ofHRC/AD, is important in setting the direction of the research programme in the 
Region. 
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5. Proposed activities for 1996·1997 

At colllltry level, the major thrust \\ill be strcngtl1ening national research management mechanisms and 
tl1e capacity of institutions to conduct priority rL'Scarch. 

At intercountry level, tl1e major thrust will be to set research priorities; to promote information 
exchange and dissemination; and to strengtl1en the role ofWPACIIR and the Regional Centre for Research 
and Training in Tropical DiscasL'S and Nutrition in KLL11a Lwnpur, Malaysia. 

Projections for 1996·2001 

Most Member Stall'S will have proper mechanisms for conducting healtl1 research coordination, 
management and support tl1rough the establishment of national health research councils or analogous bodies. 
1l1e research capability in most Member States will have reached tl1e level where tl1ey are able to rccognit.e 
tl1eir healtl1-related problems and provide support to solve tl1em. Updated knowledge and techniques for 
research and research information will be absorbed and used by researchers and research institutions in the 
Region. 

6. Budgetaryimplications 

The one cmmtry previously making provision Wlder this programme area has integrated its research into 
otl1er programme areas. 

At intercountry level, there is a decrease because no budgetary provision has been made for a 
long-term post. 

Estimated obligations 

Regular budget Other sources 

1994·1995 1996·1997 Increase (Decrease) 1992·1993 1994·1995 1996·1997 

US$ US$ US$ ~. US$ US$ US$ 

Country or area 78900 (78 900) (100.00) 

Intercountry 866600 681 900 (184 700) (21.31) 25700 173 700 173 700 

Regional 

TOTAL· Roooarch 
policy and 
•trategy 
coordination 945 500 661 900 (263 600) (27.66) 25700 173 700 173 700 
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2.5.1 PUBLIC INFORMATION (INF) 

1. Objectives: 1996·2001 

I. To mobilize public opinion and action tl1rough dissemination ofinfom1ation in support ofhcaltl1 
for all via media and all other available commtmication ch:umcls. 

2. To support health prorrntion acti1ities tluough coordimted, consistent information and education 
efforts. 

3. To disseminate public information on WI 10 activities and enhance public relations. 

2. Targets: 1996·2001 

I. The Regional Office, country offices and all countries and areas 11ill have mechanisms in place 
for an ongoing partnership 11ith the media as agent~ for altitudinal and behavioural ch:mge. 

2. Regional Office technological capabilities will have been refined to ensure accessible and faster 
transmission of health information and healtl1 ne\\s reporting. 

3. All countries and areas will he making usc of media and otl1cr communication channels in 
encouraging individuals and communities to adopt hcaltl1y behaviours and healthy lifestyles a~ socially accepted 
norms. 

3. Health situation analysis · 

Interest in health, lifestyle, disease and nutrition issues has greatly increased over tl1c la.~t decade or so 
Unfortunately information on these topics is not alwa)s \\holly accurate or scientifically based and has sometimes 
been counterproductive. 

WI 10 has increasingly recogni1cd the media a~ partners in health promotion. Information dissemination 
and health education are essential tools in creating public awareness of major he:!lth issues TI1e Regional Office 
has consistently disseminated health information through press releases, intervie11s and press conferences, 
catering to needs on both nation.'ll and regional levels. Public relations, rapport 11ith media and other information 
activities have recently received greater attention. 

4. Programme achievements 

1992·1993 

More extensive distribution of information material (press kits, press releases, etc.) was undertaken. 
International da)S were promoted, such a~ World Health Day, World No-Tobacco Day, and World AIDS Day. 
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ll1e themes of World llcaltl1 Day were "/lear/ beat: the rhythm of health" and "Accident prevention" in 
IIJ<J2 and 1'!'!3 respectively. ·nw tmit wor~ed closely with technical units in tlJCir production of information 
folders for progranlmL'S such as malaria, nutrition and AIDS prevention and control. 

Links witl1 tl1c media were strengthened as tl1e mutual advantages oftl1is relationship were increasingly 
understood. Dissemination of information on important issues such as a new strain of cholera Vthrio cholerae 
013'!, AIDS, etc., was supportcd by extensive use oftl1e media. 

Requests from individuals or organizations for the Regional Office's monthly newsletter "llealth and 
Development"(\\ hich reached its !30th issue in December 1'!'!3) continued to increase. TI1e newsletter was 
furtl1er developed to be more responsive to activities in the Region ru1d to reflect current healtl1 news. 

1994·1995 

WIIO extended technical support to Member States in tl1e implementation of information and 
communication strategies to promote health. Tobacco-or-health issues and oral healtl1 will be objects for 
extensive coverage in IIJIJ.J-IIJIJ5. TI1e tl1emc for World Health Day in IIJIJ.J was "Ilea/thy teethfilr life". 

Rapport \\itl1 tl1e med•a was further strengtl1ened in recognition oftl1eir role in shaping public opinion (to 
adopt healthy lifL>styk'S) and as one of the agents of social change. WIIO continued to coordinate with the 
Collaborating Centre for Ilcaltl1 Reporting on issues conceming infolllJation dissemination, training and retraining 
ofhealtl1 reporters and other related topics. 

Evaluation mechanisms 

ll1c effectiveness ru1d impact oftl1e progrrunme \\ill be reviewed during the biennium by tl1e Regional 
Progrrunme Committee. In addition, success can be gauged by the extent and quality of media coverage and its 
quality. On a more formal basis WIIO will coordinate \\ith the Collaborating Centre for llcalth Reporting to 
review progress made in healtl1 information ru1d public relations as well as to assess furtl1er needs at botl1 
national and regional levels. 

5. Proposed activities for 1996-1997 

ll1e major thrust will be to usc the various media to encourage healthy behaviours in all age groups, 
particularly tl1e yow1ger adul~ tl1at will maxi mite qu:~ity of life in older age. 

At country li.!vcl, timely and useful supply of media materials \\ill be a high priority to encourage active 
imolvcment of all cow1trics in all tl1cme da)s such as World No-Tobacco Day, World Diabetes Day and World 
AIDS Day. 

Further strengtl1cning of tlJC wor~ing relationship bel ween WIIO and the media to ensure wider 
coverage of WIIO programmes and activities and otl1cr health concems will be sought throughout tl1c Region. 

National journalists' writing skills will be erumnced through training and their active partnership with 
WIIO in healtl1 promotion reinforced 
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At intercmmtry level, development of health promotive themes will be expanded. Study tours for 
journalist~ to broaden their knowledge and undcrst:u1ding ofhealtl1 concerns will be undertaken. A particular 
emphasis will be on meeting the information needs oftl1e less educated and more disadvantaged. 

' 

At regional level, the photo and video library will be improved, including the purchase of video 
equipment and facilities. 

Projections lor 1998·2001 

Individuals will become increasingly interested in health, health promotion and protection and the 
prevention and management of disease throughout their lives. They \\ill actively seek information on health 
issues. It \\ill be recognized that healthy lifestyles need to be accompanied by supportive environments. l11e 
media can work in partnership \\ith WI 10 in lobll)ing governments to implement laws and regulations in support 
of healthy environments. 

6. Budgetary implications 

Previously included under Public Information and Education, this programme now complements 
programmes 4.3.1 Health education and 4.3.4 Other health protection and promotion activities for healthy 
lifestyles. Both of these programmes focus on country level activities and it is in these programmes that 
allocations have been renected by countries. 

At intercountry level, there is 'a slight increase in resources due to the expansion of information 
exchange activities. 

At regional level, the increase is 'due to staff costs. 

' 

Estimated obligations 

Regular budget Other sources 

1994-1995 1996·1997 Increase (Decrease) 1992-1993 1994-1995 1996-1997 

US$ US$ US$ "!. US$ US$ US$ 

Country or area 

Intercountry 120000 140000 20000 16.67 

Regional 295 300 352 200 56900 19.27 

TOTAL· Public 
Information 415300 492 200 76900 18.52 
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2.5.2 HEALTH AND BIOMEDICAL INFORMATION 
SUPPORT (HBI) 

1. Objective: 1996·2001 

To make available to Member States of the Region valid scientific, technical, managerial and other 
information relating to heala1, in printed and other forms, whether originating ,,;aun or outside the Organit.ation 

2. Targets: 1996·2001 

I. All countries and areas \\ill have national policies and programmes designed to meet their 
particular needs for health literature services and biomedical information support 

2. All countries and areas will have mechanisms to screen WHO's documents and publications 
and selectively disseminate those that are of relevance to them throughout the health system. They 11ill be 
supported in alls, \\here applicable, by modem documentation centres in a1e WIIO Representatives' offices. 

3. Almost all countries and areas will have appropriate computer hardware and sofiware and 
attained skills in using a1em to access health literature. 

4. All countries and areas 11ill be able to network and share resources among significant health 
and biomedical information providers. 

5. 1l1e Regional Publications Programme \\ill aim to produce about four publications annually and 
to improve sales and distribution practices. ll1e information on such publications will reach an increased number 
ofheala1 workers and institutions. 

6. Editorial services will be strengthened, as an essential element of e!Tective and professional 
commurlications. Language services (translation) 11ill be responsive to the needs of Member States. 

3. Health situation analysis 

There continues to be a world\\ide need for up-to-date authoritative information on health matters. 1l1e 
rapidly increasing use of computer and CD-ROM technology in various aspects of information processing and 
transfer is beginning to influence working meamds and results in alls area. lllis eiTect is likely to become more 
noticeable during 1996-1997, particularly as equipment becomes less expensive and therefore more widely 
available. 

In many countries there are still inadequate facilities for information retrieval and dissemination, and for 
tl1e design, development, translation, production and distribution of publications. Personnel trained in modem 
library management and in up-to-date publishing techniques are scarce. There is a need to develop resource
sharing networks for tl1cse activities. 
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4. Programmeachievements 

1992·1993 

National capabilities were strengthened through national and regional training courses, fellowships and 
study tours on health library management and operations, including networking. Utilization of new technology in 
health libraries and information centres was encouraged. 

Greater visibility for the programmes' goals and objectives was achieved by selecting the topic of 
information and communication support for primary health care as the subject of the Technical Discussions held 
follo\\ing the forty-fourth session of the Regional Committee. 

1994·1995 

A m'ljor campaign to change countries' reliance on a single source for access to international bibliographic 
databases began in this period. Microcomputers and CD-ROM equipment were provided at the Regional Office 
and to a number of institutions in Member States for library management and for access to various international 
bibliographic databases. 

I 

ln the area of publications, the need for improved quality, better impact, greater cost-efficiency, and 
closer adjustment to countries' needs was emphasized. Guidelines helping health care providers to meet new 
demands were published in areas such as AIDS, disease vector control and traditional medicine. 

Evaluation mechanisms 

Groups of experts are asked to evalmte spcci fie publications in their fields as rcqtrired. The programme's 
effectiveness is reviewed periodically by the Regional Publications Committee and the Regional Programme 
Committee. In addition, overall evaluation of the responsiveness of the programme to needs \\ill continue to be 
sought from the Western Pacific Advisory Committee on Health Research. The interregional committee on 
policy and coordination of publications will continue to meet annually. 

5. Proposed activities for1996·1997 

The programme \\ill continue to support national and subnational programmes to collec~ use and 
distribute health information and literature. 

New national and regional mechanism~ for obtairring relevant health literature related to lifestyles, healtl1 
promotion, self-help and other new initiatives \\ill be established and maintained. Necessary technical support 
\\ill be provided to countries and areas for the development, reorientation or refinement of national health 
biomedical resource centres. Support \\ill be provided for human resources development by strengthening the 
usc of curricula for health literature services by m'ITiagemenl Support \\ill be given to tl1e development ofhcaltl1 
informatics applications in biomedical information and publication systems. Appropriate health information and 
literature \\ill be developed for primary health care workers at the district level for continuing education, researcl1 
activities, health promotion and technology transfer. 
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Projections for 1998·2001 

Although health literature and epidemiological data should progressively be disseminated through non· 
paper media, publications for training and promotional purposes in priority areas will still be required in the 
Region Translation of WI 10 publications into national languages will continue to be encouraged 

6. Budgetary implications 

At country level, there has been an increased provision by one country. 

At intercountry level, additional emphasis is given to the regional publications programme and a meeting 
to upgrade regional infonnatics and resource sharing. 

At regional level, the provision for one post is not budgeted. 11us reduction is offset by some increase in 
starr costs. 

Estimated obligations 

Regular budget Other sources 

1994·1995 1996-1997 Increase (Decreaae) 1992-1993 1994-1995 1996-1997 

US$ US$ US$ ~. US$ US$ US$ 

Country or area 18 300 49500 31 200 170.49 

Intercountry 80000 160000 80000 100.00 8000 

Regional 887600 977 400 89800 10.12 163 600 45100 

TOTAL· Health and 
biomedical 
Information 
oupporl 985900 1188 900 201 000 20.39 171 600 45100 
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3. HEALTH SYSTEMS DEVELOPMENT 

3.1 ORGANIZATION AND MANAGEMENT OF HEALTH SYSTEMS 
BASED ON PRIMARY HEALTH CARE (PHC) 

3.2 HUMAN RESOURCES FOR HEALTH (HRH) 

3.3 ESSENTIAL DRUGS, VACCINES AND OTHER SUPPLIES (EDV) 

3.4 QUALITY OF CARE AND HEALTH TECHNOLOGY 

3. 4. 1 Quality of care (QAC) 

Country or area 

Intercountry 

Regional 

TOTAL 

' 3.4.2 Clinical, laboratory and imaging technology (CLT) 

3.4.3 Drug and biologicals quality, safety and efficacy (DSE) 

3.4.4 Traditional medicine (TAM) 

Estimated obligations 

Regular budget Other sources 

1994·1995 1996-1997 Increase (Decrease) 1992-1993 1994-1995 

US$ US$ US$ % US$ US$ 

19813500 15 473 400 (4 340 100) (21.90) 1 056600 358200 

3 451 200 3922 BOO 471600 13.66 3940000 3682900 

469800 358 300 (111 500) (23.73) 

23 734 500 19 754 500 (3 960 000) (16.77) 4996 600 4 041100 
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PROPOSED PROGRAMME BIJDGET 1996-1997 

3.1 ORGANIZATION AND MANAGEMENT OF 
HEALTH SYSTEMS BASED ON PRIMARY 
HEALTH CARE (PHC) 

1. Objective: 1996·2001 

To ensure that health systems in the Region are organized, managed and sustained so that 
appropriate, accessible and aiTordable services, including those that promote achievement of personal 
health potential and a high quality oflife, are available to all people. 

2. Targets: 1996·2001 

I. Most countries and areas \\ill have programmes for strengthening intermediate and peripheral 
level health delivery systems. 

2. EITective systems for upgrading and maintaining hospital equipment and facilities, including 
biomedical equipment, will be developed in most countries that do not already have them. The countries 
will have begun to implement these systems. 

3. Major urban health determinants, including those of disadvantaged settlements will have 
been identified. Appropriate programmes will have begun in some cities of the Region. 

4. Reform of the management and financing of health systems, emphasizing an integrated 
approach to health promotion, and to disease prevention, control and treatment 1\111 have been initiated in 
most countries. 

3. Health situation analysis 

Rapid population growth, urban migration, industrialization and the emergence of market economies 
are dramatically aiTecting living conditions, lifestyles and the quality of life in developing and developed 
countries of the Region. Despite improvements in treatment and control, acute and chronic infectious 
diseases such as diarrhoeal diseases, acute respiratory infections, tuberculosis and malaria remain a 
serious problem for vulnerable groups, such as children and the elderly, especially in the developing 
countries of the Region. 
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ORGANIZATION AND MANAGEMENT OF HEALTH SYSTEMS BASED ON PRIMARY HEALTH CARE 

Disadvnntages a~sociated with urbanization, industrialintion, environmental degradation, lifestyles, 
aging, inequalities in heallh nnd access to health services nre emerging as the major challenges of the next 
few decades. The effects of water, air nnd noise pollution nnd overcrowding on health nnd well-being nrc 
difficult to quanti~v. but well-kn0\\11. All age groups are affected, \\ith maximum damage to groups such 
as pregnnnt women, children and the elderly. 

TI1c primary heallh care approach will have to expand to meet these challenges. A collaborative 
framework focusing on development of positive health through primary health care is needed. This should 
be developed, strengthened and used to address these issues. 

4. Programmeachievements 

1992-1993 

Considerable progress was made in policy development, mnnagement, infrastructure development 
and training at the national level. At the local level, community organization, training and deployment of 
local community health workers, and assessment of health problems and needs were successfully tackled. 

1994·1995 

Strengthening of district health systems development, the development and adaptation of the 
primary heallh care approach to emerging hcallh issues such as heallh financing and urban health, the 
improvement of health information systems and the use of information among managers, and the 
encouragement of the use of health promotion strategies, were emphasi1.ed following the findings of the 
working group on Review of Infrastructure Development in Primary Heallh Care. Improvement in 
management capabilities, information support systems and human resource planning and training will 
remain important at all levels. 

Evaluation mechanisms 

The effectiveness and impact of the programme will be reviewed during the biennium by the 
Regional Programme Committee. Evaluation of the programme, including research nnd training programmes, 
will also be carried out in collaboration with leading research and educational institutions and WHO 
collaborating centres in primary health care and infrastructure development in the Region. The Primary 
I lealth Care Expert Advisory Panel ,,;11 provide technical evaluation of progress where required. 

5. Proposed activities for 1996·1997 

The main thrust of the progr~me will be to ensure that health systems, which presently focus on 
prevention and control of disease, begin to orientate health service structures and facilities, especially their 
workforce, to "people-centred" health improvement through the promotion of healthy lifestyles. 
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Country-level activities will continue to develop and strengthen district health systems, including 
supervision and referral functions. Training progranunes for rural health workers ,,111 be strengthened, and 
efforts to increase intersectoral collaboration in primary health care activities will continue. Urban health 
11ill remain a difficult area. Resources will be focused on the areas of greatest need, such as disadvantaged 
urban and peri-urban settlements. Infrastructure development \\111 be increasingly important, including the 
development of national expertise in the management, maintenance and repair of biomedical equipment. 
Underl)ing these activities 11ill be the development of human resources and the strengthening of capabilities 
in management and research. 

Intercountry activities will concentrate on developing a collaborative framework among regional 
units. TI1is will provide a technical resource base for country-specific support to improve health delivery 
systems and to initiate dialogue with health departments on health promotion, healthy lifestyles, and healthy 
environments for work and home. It will also encourage donors to provide timely and appropriate support 
to governments. llealth personnel training, with support from health departments and donors, 11111 begin to 
support the concept of health promotion and lifestyle improvement. Operations research will provide tools 
to implement the health promotion and positive health approaches. 

Projections for 1998-2001 

Most countries and areas will have increasingly effective health systems which cover more of 
their populations with care that promotes positive health, as well as control, treatment and prevention of 
disease. People will begin to understand their responsibility for their 01111 health, and will be adopting 
appropriate lifestyles. 

Improved public health and hospital management due to earlier investments in human resource 
development will have led to improvements in health services delivery and health promotion in most 
countries. Health promotion activities will have led to widespread acceptance of behaviours leading to 
healthier lifestyles. The effect of pollution on both health and disease in both rural and urban areas will be 
more completely understood. Health problems will be addressed by management frameworks stressing 
intersectoral and intrasectoral cooperation. Most countries will have some sort of universal healtl1 insurance 
or cost-recovery scheme in place. 
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ORGANIZATION AND MANAGEMENT OF HEALTH SYSTEMS BASED ON PRIMARY HEALTH CARE 

6. Budgetary implications 

In 1996·1997 five fewer countries have made provision for primary health care actiVIties. 
Additionally, a number of activities have been classified under other programmes, including 2.1.1 lleallh 
and socioeconomic development, renecting an integrated approach to health care. The provision originally 
shown under primary health care by Cambodia in 1994-1995 has been planned under other technical 
programmes in 1996-1997. This accounted for a significant portion of the reduction at country level. 

At intercountry level, the increase is due to the restructuring of activities, some streamlining and 
staff changes. The posts of Nursing Adviser and Medical Officer, Health services development and their 
support staff are now shown under this programme. The post ofllcalth Facilities Engineer is deleted. 

Estimated obligations 

Regular budget Other sources 

1994-1995 1996-1997 Increase (Decrease) 1992-1993 1994-1995 1996-1997 

US$ US$ US$ % US$ US$ US$ 

Country or area 7107 900 4 095 600 (3 012 300) (42.38) 416 800 12 400 

Intercountry 855 900 989400 133 500 15.60 2 342 400 2604 200 2 599 300 

Regional 

TOTAL- Orgonlzatlon 
and manage-
mont ol health 
eyelems ba••d 
on prtmary 
health care 7963 800 5085 000 (2878800) (36.15) 2 759 200 2 618 600 2 599 300 
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3.2 HUMAN RESOURCES FOR HEALTH (HRH) 

1. Objectives: 1996·2001 

I. To promote policies and programmes that strengthen managerial and leadership capabilities 
of health workforce personnel in all health care settings and at all levels of service. 

2. In addition to the traditional biomedical skills, to emphasize health promotion and protection 
as the basic approaches to health care in the next century. 

3. To encourage countries to implement new methods for developing, motivating, supporting 
and retaining a healtlt workforce that is relevant to the needs of the Region. 

2. Targets: 1996·2001 

I. Most health personnel training institutions in the Region will have reviewed and modi lied 
their training programmes to ensure their relevance to local problems and strategies, strengthening health 
workers skills in promoting healthy lifestyles and protection oftlte environment. 

2. Most educational institutions will have the capacity to produce the right numbers of 
appropriately trained health personnel to meet the projected needs, using updated and problem-orientated 
educational methods. 

3. In more than half of the countries, measures to strengthen health promotion and protection 
skills of existing and future health professionals \\ill have been incorporated in their training programmes. 

3. Health situation analysis 

The development of human resources is a vital part of the health infrastructure in all countries and 
areas. Most countries and areas of the Region have emphasized health workforce plans as an important 
component of national plans for health development. The resulting focus is increasingly on cost-effective 
training and dcplo}ment of the right numbers of appropriately trained personnel. Innovation and relevance 
have been emphasi:Led in basic, post-basic training and continuing education. These programmes were 
designed to prepare personnel to meet the currently perceived needs of the remaining years of the 
nineties. However, most of these efforts have been geared to present problems and have emphasi:Led 
conventional biomedical capabilities and traditional disease-orientated public health approaches. Increasing 
awareness of the rapidly changing pattern of health issues and problems within the Region has led 
countries and areas to consider more fundamental changes in the development of human resources to 
meet challenges to health further into the future. Thus, in addition to the innovations in content and 
methodology of basic training programmes, ways of emphasizing behavioural skills to help individuals take 
charge of their o\\n health are being developed. In some countries, these are linked to a recognition of the 
need for modifications in regulatory processes for health professionals and other members of the healtlt 
workforce. 
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HUMAN RESOURCES FOR HEALTH 

4. Programme achievements 

1992-1993 

Most countries reviewed their human resource policies, making improvements in the planning, 
training and use of the available health workforce to support the implementation of primary health care 
initiatives. 

The Plan of Action to develop the Fiji School of Medicine as a centre for the education of health 
personnel in the Pacific was adopted by the Regional Committee in I <JR<J. 1l1e newly developed curriculum 
started in 1991 with all 28 students from countries in the Pacific. The first graduates emerged in 
December 1993. The intake was increased to 40 in I 992 and 1993 and will further increase to 50 a year 
from 1994. 

1994·1995 

Most countries in the Region \\ill have either initiated the development of workforce data collection, 
or will have improved it. This will be the basis for projections of each country's workforce situation. 
Coordination between health service delivery, production planning and personnel training has reduced 
wastage and increased efficient utilization of resources. 

The eiTectiveness of the fellowships programme at country level has been monitored using a rapid 
assessment tool developed for the Region. A regional meeting of national fellowships officers was 
organi1.ed to review these monitoring reports and to discuss further measures to improve the programme. 

Evaluation mechanisms 

In addition to the regular review by the Regional Programme Committee, programme evaluation 
will be carried out in collaboration \\ith regional educational institutions as well as national counterparts. 
Intercountry meetings and workshops planned during the 19%-1997 biennium will also contribute to 
programme evaluation. The fellowship programme \\ill be evaluated by means of a biennial survey on the 
status of fellows who have returned to their home countries. The next Regional Meeting of National 
Fellowship Officers is planned for 1998 and \\ill also review the programme's impact. 

5. Proposed activities for1996·1997 

The major thrust of the programme is to strengthen the health promotion and protection capabilities 
of present and future health personnel. Thus training programmes will emphasize the links between the 
behavioural and environmental determinants of health. They will also focus on the need to enhance health 
workers' abilities to transfer health knowledge and skills to individuals and communities recogni7ing the 
limited impact of traditional biomedical technology on emerging health problems 

At country level, educational and training institutions will be encouraged to adapt their curricula 
and teaching methods so that health professionals support these new approaches to health development. 
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llealth personnel training will emphasiLe managerial and administrative skills at all levels, targeting 
health problems as they relate to age groups such as childhood, adolescence, adulthood or older age. The 
fellowship programme will be managed with Otis orientation also. 

WIIO will continue to support assessment of curricula and consideration of their relevance to the 
future functions of health professionals. Such collaborative review and adjustment is essential to allow 
necessary changes in health personnel policies and new directions in health personnel education. 

Intercountry and national educational meetings will be encouraged. In these, information, experience 
and technology in planning and managing the health workforce will be shared and the continuum of 
education in the health profession reinforced. Professional organizations will be encouraged to participate 
in the meetings, to support an appropriate supply of health personnel for the varied working conditions in 
tlte Region. 

At regional level the fellowship programme will continue to support the development of human 
resources for health. II will monitor whetlter the fellowships awarded are relevant to the health workforce 
plans and health development goals of the countries concerned. 

llte Regional Office will continue its collaboration with the Regional Centre at the University of 
New South Wales, Sydney as well as with such regional organizations as the Association for Medical 
Education in the Western Pacific Region, tlte Asia Pacific Academic Consortium for Public Health, and 
others involved in the development of new approaches to the training of health personnel. 

Projections for 1998·2001 

The health workforce of the next century will face problems associated with individual lifestyle 
choices and environments which arc increasingly hostile to health. If these personnel are adequately 
prepared now they \\111 be able to meet tltese challenges. They will have to deal not only \\1th individuals 
and communities but also work effectively as members of teams involving professionals and workers from 
other sectors. 

To achieve this, workforce planning and policies in the Region will emphasize particular managerial 
skills for national health development. lltcse will include the qualitative and quantitative perspectives 
necessary for the new health priorities. 

Fellowship programmes in countries will continue to be monitored to ensure their continued 
relevance to health workforce plans and health development goals. 
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HUMAN RESOURCES FOR HEALTH 

6. Budgetary implications 

At country level, the overall decrease results from substantial changes in provision due to shifis in 
government priorities. 

At intercountry level, the increase is due to the creation of a medical omcer post which will 
provide promotional, technical and developmental support to regional and country programmes. 

At regional level, the decrease is mainly due to the deletion of the fellowship and training omcer 
post 

Estimated obligations 

Regular budget Other sources 

1994-1995 1996·1997 Increase (Decrease) 1992·1993 1994·1995 1996·1997 

US$ US$ US$ % US$ US$ US$ 

Country or area 10 231 900 8954 300 (1 277 600) (12.49) 321 400 196500 

Intercountry 1 449 600 1 702 200 252 600 17.43 1 380800 890700 909600 

Regional 469 800 358300 (111 500) (23.73) 

TOTAL· Human 
reeource• 
lor health 12151 300 11 014 800 (1138 500) (9.35) 1 702 200 1 087 200 909600 
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3.3 ESSENTIAL DRUGS, VACCINES AND 
OTHER SUPPLIES (EDV) 

1. Objective: 1996·2001 

To ensure the continuous supply of essential drugs and vaccines of acceptable quality and 
affordable price to the population by rationalizing the systems for selection, procurement and distribution of 
drugs and vaccines as well as by strengthening national capacities for drug and vaccine production and 
manpower support. 

2. Targets: 1996·2001 

I. All countries and areas will have developed and implemented a national drug policy to 
ensure the availability of essential drugs and vaccines. 

2. All countries and areas' will have developed satisfactory networks for selection, procuremen~ 
storage and distribution of essential drugs and vaccines particularly to the periphery. 

3. Some countries and areas will have the capability to produce essential drugs and vaccines 
of appropriate quality. 

3. Health situation analysis 

There are enormous disparities within the Region: per capita drug expenditure ranges from over 
200 US dollars to less than one dollar a year. Some countries have serious difficulty in supplying even the 
most essential drugs for health care. This is due to shortage of funds for drug procurement, inadequate 
facilities for storage and distribution, poor infrastructure for transportation and communication, and a lack 
of trained personnel. Limited resources hinder most governments in the Region in the implementation of 
their drug programmes. 

Local manufacturing accounts for a significant proportion of drug supply sources in some developing 
countries in the Region. llowever, countries and areas in the South Pacific depend entirely on imported 
drugs. In Cambodia supply and management of even basic essential drugs has become a major issue. 
Drug production problems in the Region include a shortage of raw materials and equipment and difficulty 
in developing new drugs. 

Many small countries and areas in the Pacific have difficulty updating and implementing their drug 
regulations due to a lack of qualified staff 

Most of the developing countries and areas, particularly the Pacific islands, still face the problem 
of lack of trained pharmacy personnel. This is the most serious obstacle to the provision of pharmaceutical 
services. 
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ESSENTIAL DRUGS, VACCINES AND OTHER SUPPLIES 

4. Programmeachievements 

1992·1993 

WHO supported the establishment and implementation of national drug policies. Efforts were 
directed to the development of national drug formularies, essential drug lists, and the computerization of 
drug registration systems. Workshops were conducted to strengthen national programme development 
and implementation. The pharmaceutical situation in Cambodia was reviewed in 1993 and an action plan 
was developed. WHO provided support to the Association of South-East Asian Nations (ASEAN) 
countries to conduct two meetings in 1993 on Good Laboratory Practices and Re-evaluation Criteria for 
Registered Products. A drug inventory control system for Tonga wa~ modified in 1993 and staff trained in 
its use. 

1994·1995 

At country level, activities focused on the development, formulation and strengthening of national 
drug policies. Workshops, seminars or working groups were conducted to establish or review the essential 
drugs list. In Cambodia, Wl!O collaborated \\ith UNICEF, the French Government and nongovernmental 
organinllions to rehabilitate the pharmaceutical sector. At intercountry level, WHO continued to promote 
and encourage technical cooperation among countries particularly in the ASEAN region. This technical 
cooperation was extended to Cambodia, the Lao People's Democratic Republic and VietNam. 

Evaluation mechanisms 

The programme is evaluated through the following mechanisms: a biennial programme review 
which considers the effectiveness and impact of the activities, an annual working group meeting which 
reviews implementation of the ASEAN activities, and periodic reviews of progress according to donor 
agencies' requirements. 

5. . Proposed activities for 1996·1997 

The main thrust of programme activities will be directed towards strengthening national capacities 
for drug and vaccine management. At the country level, particular a!!ention will be given to area~ of drug 
supply management, local production, drug inventory control, rational use of drugs, and drug quantification, 
as well as to the monitoring of the implementation of national essential drugs programmes Technical 
personnel capabilities in these areas will continue to be strengthened. 

At intercountry level, exchange of information and expertise will continue through technical 
cooperation activities. Coordination \\ith nongovernmental and development agencies will be strengthened 
wherever possible to ensure concerted action in support of national efforts. 
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Projections for 1998·2001 

Dy the end of 1999, 90% of the countries and areas in the Region will have implemented a 
national drug policy and some will have developed the capability to produce essential drugs and vaccines 
of appropriate quality. Dy the end of 200 I, all countries and areas will have developed satisfactory 
management programmes for essential drugs and vaccines. 

6. Budgetary implications 

Seven countries made an allocation for activities in 1994-1995. Only six did so in 1996-1997, and 
one of these is very substantially reduced. 

AI intercountry level, the reduction is mainly caused by the deletion of a post of pharmacist, based 
in Samoa. 

' Estimated obligations 

Regular budget Other sources 

1994·1995 1996·1997 lncreaae (Decrease) 1992·1993 1994·1995 1996·1997 

uss uss uss ~- uss uss uss 

Country or area 1110300 737600 (372 700) (33.57) 211 800 113000 

Intercountry 530300 347 500 (182 800) (34.47) 216 800 188 000 

Regional 

TOTAL· EooenUal 
druga, 
vaccinee and 
other auppllea 1 640 600 1 085100 (555 500) (33.86) 428 600 301 000 
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3.4.1 QUALITY OF CARE (QAC} 

1. Objective: 1996-2001 

To develop capabilities in all Member States that \\ill en.~ure continuous improvement or quality or 
care, particularly in specific health care technologies. 

2. Targets: 1996-2001 

I. Most or the countries and areas will have developed policies and methods or ensuring 
quality or care particularly related to specific health care technologies. 

2. Most or the countries and areas will have initiated evaluation or existing practices and 
outcomes in selected fields of health care. 

3. Most of the countries and areas will have developed training and educational programmes 
on quality of care. 

3.. Health situation analysis 

Several countries and areas in the Region are now involved in some type of activity to improve the 
quality of care provided by their health sen·ices. In the second health-for-all evaluation, completed by 
countries in 1991, 19 countries explicitly identified an aspect of their health-for-all activities related to 
quality of care. Those countries and areas which have not yet made quality or care an explicit health 
agenda item are either very small, or still focusing on basic health care co\ erage as the major issue. 

Issues include consideration of the living environment in hospitals, the importance or dietetic 
service, and nursing care. 

4. Programme achievements 

1992-1993 

Though the programme is new, most countries and areas in the Region have been involved in 
some type of activity to improve the quality of care provided by their health services. Australia, Malaysia 
and New Zealand have integrated quality of care into their health management and development. Malaysia 
has had n quality assurance initiative since 1986. The programme was expanded from hospital services to 
include public health programmes in 1992. Singapore and llong Kong identified quality or care a~ n 
feature of future management, particularly hospital services. Japan promotes quality or care through 
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policy statements. Cook Islands, Kiribati and Samoa addressed quality of care through nursing services. 
In Cook Islands and Kiribati, hospital practices were improved by applying quality assurance methods. 
Samoa used its nursing training programme to emphasize quality of care. A regional quality assurance 
programme for laboratory services was developed and strengthened. A national quality assurance 
programme for laboratory services was developed in most countries and areas in the Region. 

1994·1995 

Countries and areas in the Region continued to implement activities in this area. The Regional 
Office collected relevant information during the biennium to support programme activities, and plan the 
implementation of the formal programme in I 996· I 997. In this connection, the Region contributed to the 
Working Group on I Iealtl1 Technology Assessment, held in Copenhagen, tluough participation of a Temporary 
Adviser. 

Evaluation mechanisms 

The effectiveness and impact of the programme will be reviewed bienially by the Regional 
Programme Committee. Workshops and meetings of experts will be convened to assess various aspects 
of quality assurance in health. These quality standards will provide a measure by which countries will be 
able to better assess the effectiveness of their health programmes. 

5. Proposed activities for 1996·1997 

At country level, the principal impetus of the programme will be on the training of the responsible 
person for national quality of care programmes and the establishment of quality assurance activities in 
different health care settings such as hospitals, clinics, health centres and communities. In addition, 
collaboration will be provided for development of models for analysis and evaluation of quality of care 
procedures and development of research capability. 

At the intercountry level, the major theme to be pursued is the development of guidelines for 
quality of care programmes. Additionally, a meeting will be conducted at the Regional Office in I 997 to 
develop problem-orientated models of quality assurance in health care. Intergovernmental and 
nongovernmental organizations will also be involved in this process. 

Projections for 1998·2001 

Most countries and areas will have developed policies and evaluation procedures of quality of care 
to ensure that the standards of quality of care form part of specific health care technologies. 
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QUALITY OF CARE 

6. Budgetary implications 

This is a new programme for \\hich three countries have made provision. 

At intercountry level, a modest provision is made to support country activities. 

Estimated obligations 

Regular budget Other sources 

1994·1995 1996·1997 Increase (Decreaae) 1992·1993 1994·1995 1996·1997 

US$ US$ US$ % US$ US$ US$ 

Country or area 257900 257900 

Intercountry 84000 84000 

Regional 

TOTAL· Quality or care 341900 341 900 
. 
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3.4.2 CLINICAL, LABORATORY AND 
IMAGING TECHNOLOGY (CLT} 

1. Objective: 1996·2001 

To strengthen the national health laboratory and radiology services by using appropriate technology 
in order to meet the diagnostic, case management and monitoring needs of curative and preventive health 
serVICeS. 

2. Targets: 1996·2001 

I. All countries and areas will have strengthened clinical and public health laboratory services 
as an integral part of the national health system and established or strengthened the routine quality 
assurance programme for health laboratory services. 

2. Most countries and areas will have introduced or strengthened regular refresher training 
for local laboratory staff 

3. Most countries and areas will have standardized essential laboratory technologies for 
common diseases and monitoring the quality of the environment. 

4. Most countries and areas will have safe blood and blood products. 

5. Most countries and areas will have trained radiological staff and will be developing 
mechanisms to ensure the safety and quality of radiology services. 

3. Health situation analysis 

In industrialized countries, particularly over the last two decades, there has been a marked 
expansion in health laboratory and radiology practice. This has resulted in more laboratory and radiology 
examinations with varying degrees of sophistication. In developing countries, however, the development of 
laboratory services is uneven. The central laboratory, particularly the clinical part, is frequently more 
developed than the intermediate and peripheral laboratories. Improvements in managerial skill and the 
quality control system have been made in most countries and areas. Regular refresher training for local 
laboratory and radiology staff is carried out in most countries and areas. However, shortages in qualified 
laboratory and radiology personnel remain a problem in spite of WHO's emphasis on training 

Clinical, laboratory and imaging technology are relevant to problems faced at all stages of life, and 
relate to several other programmes. Laboratory services for diseases covered by the expanded programme 
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on immuni7.ation mainly focus on childhood. Specifically, a laboratory network for poliomyelitis eradication 
has been developed to certify the absence of\\ild poliovirus. In the acute respiratory infections programme, 
laboratory technology targets children for epidemiological surveillance and antibiotic resistance surveillance. 
In adolescence and adulthood, laboratory services are needed for all kinds of diagnosis or surveillance in 
diseases such as sexually transmitted diseases, AIDS, liver diseases, and for pregnancy testing. Laboratory 
services are essential in the diagnosis and prognosis orlifestyle-related diseases, including diabetes, which 
are significant for adults and the elderly. 

4. Programmeachievements 

1992·1993 

The WHO regional external quality assessment programme was carried out for 16 laboratories in 
13 Pacific island countries and areas and three laboratories in the Lao People's Democratic Republic. A 
regional quality assurance programme was also carried out for ten national laboratories for poliomyelitis 
eradication. The national quality assurance programme for health laboratory services was developed and 
has progressed well in II countries. 

Essential bacterial media and antiserum for laboratory diagnosis were provided to five countries in 
the Region to enhance the prevention and control of Vihrio cholerae. In collaboration with the national 
staff, WIIO starr conducted a national workshop for control of V cholerae in Phnom Penh, Cambodia in 
December 1993. Reports essential for monitoring timeliness, completeness and accuracy of laboratory 
performance were submitted monthly and semi-annually by national laboratories for poliomyelitis eradication 
in 1993. Antimicrobial resistance data were collected yearly from focal point laboratories in twelve 
countries and areas in the Region. These laboratories participated in the regional or international quality 
assessment programmes. 

A campaign to promote voluntary blood donation and safe supply of blood and blood products 
progressed satisfactorily in Cambodia, China, the Philippines and VietNam. 

Radiology services were strengthened in China, Malaysia, the Philippines, Pacific island countries 
and Viet Nam by training personnel on radiography and radiotherapy. Thirty radiotherapy centres or 
hospitals took part in the International Atomic Energy Agency (IAEA)IWI 10 intercomparison service for 
radiotherapy dosimetry. 

1994·1995 

The WIIO regional external quality assessment programme is being further strengthened, a~ 
evidenced by the higher scores of test results obtained by laboratories in I 3 Pacific island countries and 
areas. The national quality assurance programme was further developed in China, Papua New Guinea, 
the Philippines, Tonga, and Vanuatu. 

The monthly reporting by the national laboratory for poliomyelitis eradication ha~ been computerited 
and incorporated into the expanded programme on immunization information system. This means that 
laboratory performance can be effectively evaluated and monitored. 
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The management of blood transfusion services and safe supply of blood and blood products have 
been strengthened in most of the provinces and municipalities in China, following the training course on 
blood transfusion services conducted in Shanghai, China. 

Quality control on radiology services was strengthened through the training courses conducted in 
the Philippines, Republic of Korea, Tonga and Vanuatu. 

Evaluation mechanisms 

Activities and progress made on the laboratory network on poliomyelitis eradication are reviewed 
at least once a year by the Technical Advisory Group (TAG) on the Expanded Programme on Immunization 
and Poliomyelitis Eradication in the Western Pacific Region. The regional quality assurance programme 
will be reviewed during the workshop on quality assurance in 1996. In addition to tllis, the programme is 
reviewed by the Regional Programme Committee. 

5. Proposed activities for 1996 ·1997 

The major thrust of activities will be on the strengthening of quality assurance and quality control 
of health laboratory services. Special a.ttention 11ill be given to food safety, water supply and monitoring of 
the quality of the environment. Attention will also be given to the safe supply of blood and blood products. 
Imaging technology will emphasize quality control and safety. 

At country level, collaboration will be extended for training oflaboratory and radiological personnel. 
Diagnostic methods used for the most common diseases 11ill be updated. 

At intercountry level, support will be provided to ensure adequate systems for the supply of safe 
blood and blood products; cooperation will be extended to reference laboratories, collaborating centres, 
scientists and international organizations to promote and strengthen the quality assurance programme; and 
an intercountry workshop will be held to review and evaluate the current status of the WHO regional 
external quality assessment programme in Fiji in 1997. 

Projections for 1998 ·2001 

Voluntary blood donation is expected to be at 80% in China, the Lao People's Democratic 
Republic, the Philippines and VietNam. 1l1rough strengtl1ening the external quality assessment programme, 
the reliability oflaboratory services \\ill be ensured. Radiology services will be strengthened. Most of the 
countries and areas will have appropriately trained laboratory and radiology personnel. 
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6. Budgetary implications 

In 1996-1997, seven cotmtries plan to implement activities in this area compared \\ith nine in 1994-
1995. 

Provision for a regional workshop to review the quality assurance programme has resulted in an 
increase at intercountl)' level, altl10ugh the overall level of funding remains fairly constant. 

Estimated obligations 

Regular budget Other sources 

1994-1995 1996-1997 Increase (Decrease) 1992-1993 1994-1995 1996-1997 

uss uss uss ~. uss uss uss 

Country or area 1 042 700 1 009 800 (32 900) (3.16) 106600 36300 

Intercountry 317 300 406200 88900 28.02 

Regional 

TOTAL- Clinical, 
laboratory 
and Imaging 
technology 1360 000 '1416000 56000 4.12 106 600 36300 
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3.4.3 DRUG AND BIOLOGICALS QUALITY, 
SAFETY AND EFFICACY (DSE) 

1. Objective: 1996·2001 

To support Member States in the establishment and implementation of effective national 
programmes for monitoring and maintaining the quality, safety and efficacy of pharmaceutical products. 

2. Targets: 1996·2001 

I. All countries and areas will have developed means of monitoring and maintaining the 
quality and safety of locally produced and imported drugs and vaccines. 

2. All countries and areas will have established a suitable network for information dissemination 
on all matters concerning drug efficacy and safety, including adverse drug reaction. 

3. Health situation analysis 

Pharmaceutical quality assurance capabilities in many countries and areas are poorly developed. 
Some countries in the Region can assure the quality of botl1local and imported drugs Others do not have 
tlJC resources and capabilities to carry out such analysis and consequently become recipients of substandard 
and counterfeit drugs. In countries with a manufacturing capability, quality control during production is 
sometimes inadequate. Major constraints in tl1e implementation of good manufacturing practices are: tl1e 
shortage of funds to upgrade manufacturing facilities; and a lack of trained personnel to design factories, 
manage production processes and inspect manufacturing facilities to ensure they meet good manufacturing 
practices standards. In the area of laboratory quality control, some countries have encountered difficulties 
in setting reference standards and obtaining reagents and supplies, adequate scientific documentation, 
instrumentation and trained personnel. 

4. Programmeachievements 

1992·1993 

As a result of increased awareness of the importance of quality control and good manufacturing 
practices, many Member States devoted more resources and personnel to this area. Despite the limited 
resources, activities on quality assurance of drugs continued tl1rough the ASEAN Pharmaceuticals Project. 
In IIJIJJ, through collaboration with the Japan Pharmaceutical Manufacturers Association, technical staff 
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from Cambodia, China and Malaysia were trained in the fields of chemical, biological and microhiological 
quality control. The development of the A SEAN reference substances, as well as training of pharmaceutical 
staff in the area of drug evaluation and control, continued under the ASEAN Pharmaceuticals Project. 
WI 10 continued to collaborate in the strengthening of national drug control authorities through workshops 
and seminars in China, the Lao People's Democratic Republic, the Philippines and Viet Nam. 

1994·1995 

National capabilities in the manufacture and maintenance of quality drugs were strengthened 
through the purchase of essential equipment, and chemicals and reagents for national quality control 
laboratories, particularly in the Lao People's Democratic Republic, VietNam and the small Pacific island 
countries. Staff capabilities were further strengthened through training in such areas as drug evaluation 
and registration, good manufacturing practices, inspection and laboratory quality control. TI1e use of the 
WIIO Dasic Tests was encouraged through workshops and training and through the development of basic 
test kits for use in remote areas or for on-the-spot quality control testing. 

Evaluation mechanisms 

The effectiveness and impact of the programme is evaluated during a biennial review by the 
Regional Programme Committee. Progress reports are prepared in accordance with donor agencies' 
requirements. An annual working group meeting reviews implementation of the ASEAN activities. 

5. Proposed activities for1996·1997 

The main thrust of activities \\ill continue to be directed towards strengthening the quality assurance 
system for drugs and vaccines. At country level, WI 10 will provide essential equipment to upgrade quality 
control laboratories. Training in such areas as drug evaluation and registration, good manufacturing 
practices, inspection and laboratory quality control \\ill also be important emphases. At intercountry level, 
sharing of resources and capabilities for drug and vaccine quality, safety and efficacy \\ill be promoted. 

Projections for 1998·2001 

All countries and areas in the Region will have established a suitable network for information 
dissemination on all matters concerning drug efficacy and safety, including adverse drug reaction. Ninety 
per cent of the countries and areas in the Region will have developed a means of monitoring and 
maintaining the quality and safety of locally produced and imported drugs and vaccines. 
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6. Budgetary implications 

The increase at country level results from two countries making allocation in 1996-1997 offset by 
one country discontinuing its activities. 

Estimated obligations 

Regular budget Other sources 

1994·1995 1996·1997 Increase (Decrease) 1992·1993 1994·1995 1996·1997 

US$ US$ US$ ~- US$ US$ US$ 

Country or area 19300 120 400 101 100 523.83 

Intercountry 

Regional 

TOTAL· Drug and 
b1o1oglca1o 
quall1y, 
oale1y and 
erncacy 19 300 120 400 101100 523.83 
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3.4.4 TRADITIONAL MEDICINE (TAM) 

1. Objectives: 1996-2001 

I. To promote the safe and errcctive usc of traditional medicine. 

2. To encourage the integration of traditional medicine into the general health service 
where applicable. 

2. Targets: 1996-2001 

I. To improve the quality of service provided by traditional medicine in countries \\here it is 
an integrated part of the formal health service system. 

2. To promote the use of traditional medicine in the official health service system as well as 
for safe individual practice. 

3. To define the role that traditional medicine can play in people's health care. 

3. Health situation analysis 

Traditional medicine is widely practised in most countries and areas in the Region. In developing 
areas, traditional medicine is the main resource available to meet people's health care needs. In industriali7ed 
areas, interest in traditional medicine has increased as people seck a viable alternative approach for their 
health care. 

Great differences exist in the traditional medicine practised in the Region, as it is usually developed 
within ethnically-homogeneous societies and based on local experience. However, this Region also has 
some well-documented traditional systems of medicine which have extended far beyond their original 
ethnic boundaries. 

The status of the integration of traditional medicine into the general health service system varies 
from country to country. In countries such as China, Japan, the Republic of Korea and Viet Nam, 
traditional medicine is part of their formal health service system and is well institutionalized. These arc 
some of the best examples of proper use of traditional medicine in the world, providing a service to people 
of all ages. In other countries, traditional medicine which is outside the mainstream of the health service, 
forms part of individual and community health practice. In areas where modem medical service is not 
available, traditional medicine is practised for the treatment of various diseases. llowevcr, there is a lack 
of awareness and interest in the importance and value of traditional medicine in some countries and areas. 
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4. Programmeachievements 

1992·1993 

Commonly-used medicinal plants were selected and publicized in the Lao People's Democratic 
Republic and the Philippines. This will particularly help in parts of those countries where many expensive 
imported drugs are either not available or not aJTordable. ll1e national programmes on traditional medicine 
were developed in those two countries. The usc of traditional medicine in community health services was 
extended to several provinces in VietNam. WHO's initiative on quality control of herbal medicines was 
instituted by China. Research guidelines for evaluating the safety and efficacy of herbal medicines were 
developed. Use of traditional medicine for promotion of health, particularly oftl1c elderly was encouraged. 
Computer literature databanl.s on acupuncture and herbal medicines were developed in China and the 
Republic of Korea. 

1994·1995 

The use of traditional medicine for primary hcaltl1 care, particularly in rural areas was promoted in 
the Lao People's Democratic Republic, the Philippines and VietNam More personnel were trained at 
di!Terent levels on various aspects related to safe and e!Tective usc of traditional medicine. An acupuncture 
clinic in a govemment hospital was opened in tl1e Philippines. Training and research was conducted on the 
improvement of quality of herbal products. Research capabilities in traditional medicine were strengthened 
in China, VietNam and other countries. Guidelines for Clinical Research on Acupuncture were developed. 

Evaluation mechanisms 

The c!Tectiveness and impact of the programme will be reviewed during the biennium by the 
Regional Programme Committee. Publications on traditional medicine are subject to peer review and then 
reviewed by the Regional Publications Committee. 

5. Proposed activities for 1996·1997 

The major thrust of the progran1mc is to promote the safe and e!Tective use of traditional medical 
practice, through training, development of national progrrunmes, establishment of standards and dissemination 
of information. 

At country level, the major activities will be to train traditional hcaltl1 practitioners who will play an 
important role in primary health care. Traditional healtl1 practices will also be introduced in the curricula 
for training healtl1 professionals. lnfonnation \\ill be disseminated to tl1e public to support and promote the 
proper use of traditional medicine. E!Torts to improve the quality of herbal medicines will continue. 
Activities to initiate a monitoring system on adverse reactions to herbal medicine will be supported. 

At intercountry level, the major thrust will be to promote close collaboration in the field of 
traditional medicine an10ng institutions and agencies. A regional meeting will be organized to promote the 
proper usc of traditional medicine and to prepare guidelines for programme development. 
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Projections for 1998-2001 

Collaboration will continue with countries practising traditional medicine to support the regional 
and national efforts for promotion and protection of health. Related policies and proper mechanisms will 
be developed to support use of traditional medicine in the general healtl1 service. Traditional medicine and 
practice of its useful techniques, will be an integral part of the general health service system Some 
knowledge and techniques used by the traditional system of medicine will be incorporated into the 
mainstream of medicine. Meanwhile, modem science and techniques will be used to strengthen the role 
played by traditional medicine in preventive, curative, promotive, rehabilitative and protective aspects 
for health. 

6. Budgetary implications 

At country level, while the amount of resources under this programme remains constant, four 
countries have planned activities as opposed to tluee in the previous biennium. 

At intercountry level, the increase is mainly due to the provision for a regional workshop on the 
use of medicinal plants in the genernl health service system based on primary health care. 

Estimated obllgntlons 

Regular budget Other sources 

1994-1995 1996-1997 Increase (Decrease) 1992-1993 1994-1995 1996-1997 

US$ US$ US$ % US$ US$ US$ 

Country or area 301400 297 eoo (3 600) (1.19) 

Intercountry 298100 393500 95400 32.00 

Regional 

TOTAL- Traditional 
medicine 599 500 891 300 91800 15.31 
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4. PROTECTION AND PROMOTION OF HEALTH 

4.1 FAMILY, COMMUNITY HEALTH AND POPULATION 

4.1.1 Health of women and children, and family planning (WCH) 

4.1.2 Adolescent health (ADH) 

4.1.4 Health of the elderly (HEE) 

4.1.5 Occupational health (OCH) 

4.2 MENTAL HEALTH (MNH) 

4.3 HEALTH EDUCATION AND HEALTH PROMOTION 

4.3.1 Health education (HED) 

4.3.2 Prevention and control of substance abuse (alcohol, drugs, tobacco) 
(ADn 

4.3.3 Oral health (ORH) 

4.3.4 Other health protection and promotion activities for healthy lifestyles 
(OHP) 

4.4 NUTRITION, FOOD SECURITY AND SAFETY 

4.4.1 Nutrition (Nun 

4.4.2 Food safety (FOS) 

4.5 ENVIRONMENTAL HEALTH 

Country or area 

Intercountry 

Regional 

TOTAL 

4.5. 1 Water supply and sanitation (CWS) 

4.5.2 Environmental health risk assessment and control (ERA) 

4.5.3 Chemical safety (PCS) 

4.5.4 Environmental health in urban development (EUD) 

Estimated obligations 

Regular budget Other sources 

1994·1995 1996-1997 Increase (Decrease) 1992-1993 1994-1995 

US$ US$ US$ ~. US$ US$ 

7 005 600 5690000 (1315600) (18.78) 2 402 500 1 501 200 

6240 400 6 431 100 190700 3.06 1693 600 1 526100 

13 246 000 12121100 (1 124 900) (6.49) 4 096100 3 027 300 
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4.1.1 HEALTH OF WOMEN AND CHILDREN, 
AND FAMILY PLANNING (WCH) 

1. Objectives: 1996-2001 

I. To reduce morbidity and mortality runong mothers and children, through health promotion 
activities rather than curative interventiom. 

2. To improve the health of women and children through expanded use of fertility regulation 
metl10ds, adequate antenaL1l coverage, and care during delivery. 

3. To reduce unplanned or unwanted pregnancies through sex education and the 1\ider usc of 
contraceptives. 

4. To increase political awareness oftl1c need to develop comprehensive intersectoral population 
policies using all available resources. 

2. Targets: 1996-2001 

I. The proportion of pregnant women receiving adequate antenatal care \\ill have increased from 
bet ween 60"/o-7 5% to between R0%-90%. 

2. At le:t~t XtYX, of births IVill be attended by trained hca!U1 personnel, including trained tradition:JI 
birtl1 attendants (TDAs). 

3. In countries where the contraceptive prevalence rate in 1993 was less than 20%, it will have 
increased to at least 40o/o, in other countries it \\ill have increased to at least 50%-60%. 

4. In all developing countries of the Region, appropriate training materials and guidelines for safe 
motherhood \\ill have been locally developed, tramlated or adapted, and 1\idcly disseminated and used. 

3. Health situation analysis 

Newborn, Infant and child health 

The infant mortality rate declined in most cmmtries of the Western Pacioc Region during the period 
1%0-1991. The decline in undcr-ove morL1lity shows a similar pattern. I lowever, much remains to be done in 
reducing mortality, permanent or temporary disabilities and in improving the quality of life C:t~es of child 
neglect, psychological or physical violence against minors, and the numbers of children abandoned or on the 
street, particularly in large urban areas, continue to grow. 
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Health of women of reproductive age, maternal health 

lligh maternal mortality is still a large health problem in many areas. In tl1c Region, maternal mortality 
varies from 6 • 7 deatlts per 100 tXlO deliveries in developed countries to as many as 1500-2000 per I 00 000 
deliveries in certain areas of Cambodia and Papua New Guinea. 

Accurate data on abortions are not available, particularly where tl1c practice is illegal. However, 
complications from abortions (where they arc illegal), are responsible for 25o/.-30% of the total number of 
maternal deaths. lligh fertility rates arc still a major problem a!Tecting a large proportion of women. TI1e total 
fertility rate (average number of children per woman) is still wry high in some countries oftl1c Region. Access 
to safe contraceptive methods and use of contraceptives arc highest in China and lowest in Papua New Guinea, 
where only 5o/.-6% of eligible people are using contraceptives. Population growth remains one oftl1c biggest 
concerns in many countries of the Region and will represent one oftl1e major constraints for the development 
process. ll1e population is expt.'Ctcd to double in 21}.30 years in most oftl1e developing countries of the Region 

Health of women past reproductive age 

Sequelae of pregnancy and birtl1s, changing hormonal profiles and other biological changes related to 
aging, profoundly alTect women who are beyond reproductive age. In most of tl1e developed countries the 
proportion of this age-group (45-50 years and above) has already increased. 

4. Programmeachievements 

1992·1993 

Management oftl1e maternal and child healtl1 programmes oftl1e cow1tries was strengtl1ened. Techniques 
and methods were developed to improve tl1e elTectiveness of programme management, and applied in the 
Region. 

TI1e home-based mothers' record helped women and healtl1 workers to recognize patients at risk and 
refer them promptly. The rapid evaluation mctl10d has been used to collect information on tl1e performance, 
strengtl1s and weaknesses oftl1c programme in China, the Lao Pc'Ople's Democratic Republic and VietNam 

WI IO's safe motl1C1hood programme has gained recognition and support in most countries. 

1994·1995 

National maternal and child healtl1, including family planning (MCIIJFP) programme management was 
strengthened tlrrough a seminar org<mizcd for tl1c Pacific cmmtrics and areas in May I '1'14. EITorts continued to 
improve and implement tl1c MCI 1/FP management information system in tl1e 3!Xl poorest counties in China. 

A women's health and reproductive profile was developed for each country and area oftl1c Region. 
TI1is stressed tl1e need to include various socioeconomic elements related to women's heal~1 ru1d to development 
in general, \\ithoutlimiting women's health to their reproductive function or to frunily planning. 
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MCII!fP manuals for mid\\ives and healtl1 workers were produced for the Philippines nnd VietNam. 
The m:muals are available for adoption by otl1er countries or the Region 

Evaluation of basic educational and refresher training courses took place in China, Solomon Islands and 
Vanuatu. It revealed the need to improve tl!C training methodology \\itl1 motivation and counselling techniques, 
medical skills and more trainee participation. 

Evaluation mechanisms 

The effectiveness and impact or the programme \\ill be reviewed during the biennium by the Regional 
Programme Committee. 1l1e regular collection or data on major health indicators, including maternal and child 
morbidity and mortality, \\ill represent the major evaluation and trend assessment mechanism. 

5. Proposed activities for 1996-1997 

The major thmst will be on promoting responsible parentlmod all infants born \\ill be wanted children 
whose parents take them for immuni7ations and other health protecting activities, and who ensure that they arc 
adequately nourished and securely nurtured. 

At country level, activities \\ill focus on promoting responsible parenthood, formulating appropriate 
family planning policies and implementing the programme, concentrating on the rolfo,,ing target groups: health 
service providers (to improve their skills); women or reproductive age; school-age children; couples; and 
policy-makers and community leaders. 

At intercountry level, activities \\ill focus on the application or new technologies which will be simple 
and affordable (clean and safe delivery, contraceptive ll~c. neonatal care, application or partograph, risk approach, 
home-based mother's record, etc). 

Projections for 1998·2001 

Newly industrialized economics and otl1er developing nations \\ill have to deal with "population 
momentum", \\hich occurs \\hen a very large proportion or people in young age groups reaches the reproductive 
period. This, together \\itl1 rapid urbanization, \\ill continue to pose major problems for the healtl1 sector. Close 
intcrscctoral cooperation at both national and international levels \\ill be a prerequisite ror furtl1cr development. 
Integrated health and population policies and tl1e expansion or maternal and child health and family planning 
services and other facilities to isolated rural communities, along \\ith the improvement of health care in urban 
area.~. \\ill continue to be among the major priorities. 
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6. Budgetary implications 

The allocation to this programme has been reduced by more than half While the number of countri~'S 
making provision for this programme's activities remains at five, though at lower levels, one country has 
subst.-uJtially reduced its allocation. 

The allocation at intercountry level has increased due to the provision for a regional seminar on 
management of maternal hcala1, safe moa1crhood and family plarming progranm1es in l'J'J7, and increased staff 
costs. 

Estimated obligations 

Regular budget Other sources 

1994-1995 1995-1997 Increase (Decrease) 1992-1993 1994-1995 1995-1997 

US$ US$ US$ % US$ US$ US$ 

Country or area 710000 316 200 (393 BOO) (55.46) 2336 300 1 461 200 270600 

Intercountry 307 300 421 900 114600 37.29 676900 661 300 161100 

Regional 

TOTAL· Health of 
women and 
children, and 
family 
planning 1 017 300 738100 (279 200) (27.45) 3013 200 2 142 500 431 700 
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4.1.2 ADOLESCENT HEALTH (ADH) 

1. Objective: 1996·2001 

To collaborate with Member Stales to develop, implement and evaluate national adolescent healtl1 
policies and programmes which further decrease adolescent morbidity and mortality and create a favourable 
en\ ironment for improving adolescent health, including reproductive health 

2. Targets: 1996·2001 

I. Most countries and areas \\ill have comprehensive adolescent health programmes. 

2. The percentage of pregnancies during the adolescent period \\ill have decreased to less than 
I 0% of total pregnancies. 

3. In most countries, in cooperation \\itlt other programmes, there \\ill be activities addressing 
health problems related to adolescent high-risk behaviours. 

3. Health situation analysis 

Little attention has been paid so f.1r to adolescents' problems as they arc believed to enjoy good health. 
However, very sensitive psychological problems, such a~ the transition from childhood to puberty and adulthood, 
peer pressure, competition and fear of failure, risk-taking behaviours (smoking, alcohol and drug usc, etc.), 
initiation of sexual life, and early marriages may place adolescents' health under con~iderablc threat. Unplanned 
pregnancies, (approximately I 0% to 20% of tltc total number of pregnancies), oficn resulting in abortions or 
irresponsible parenthood, are causes of considerable concern. 

Other health problems of adolescents and young people include obesity and hit~t suicide rates, anaemia, 
malnutrition, and a large number of fatal trallic accidents in several cotmtrics. 

4. Programmeachievements 

1992·1993 

In some Paci fie island countries and areas, awareness of adolescent problems ha~ increased through 
seminars for youth and youth leaders, conducted in cooperation \\itl1 other programmes and \\ith support from 
UNFPA A consolidated adolescent health programme has been established in Marshall Islands, the Federated 
States of Micronesia, and Palau. 
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1994·1995 

Appropriate technologies and meU10dologies have been made available to protect and promote adolescent 
health, 1\ith particular emphasis on gro111h develop men~ risk-L:lking behaviours and sexual problems. 

Evaluation mechanisms 

1l1e eiTectivcness and impact ofU1e programme 11ill be reviewed during tl1e biennium by the Regional 
Programme Committee. 1l1e evaluation will be carried out Uuough U1e collection and anal)~is of data on the 
most common health indicators, such as morbidity and mortality pattems of adolescents_ 1l1ese indicators will 
provide correlations \\iU1 the diseases or accidents 1\hich arc preventable through behavioural changes. 

5. Proposed activities for 1996·1997 

A major U1rust will be to ensure U1at adolescents are secure enough and properly informed to make 
U1eir O\\TI choices about lifestyles relating to drugs, diet, and sexual behaviours, despite peer group pressure to 
indulge in high-risk behaviours. AnoU1er principal emphasis will be to ensure that U1e appropriate healU1 
programmes will be strengU1cned, particularly for U1e adolescent group, and educational and hcalU1 promotional 
materinls \\ill be developed. 

At country level, healUl}' lifestyles an10ng youth will be promoted in Kiribati and Cook Islands and 
awareness of U1e dangers to healU1 from subst:mcc abuse, teenage pregnancy, sexunlly transmitted diseases and 
AIDS 11ill be raised. 

At intercountry level, data on health problems, lifestyles and behaviour of adolescents 1\ ill be collected 
from Papua New Guinea, U1e Philippines, Solomon Islands and Vanuatu and analysed The programme will 
concentrate on strengU1ening cooperation 1\ iU1 oU1er related programmes and on increasing community awareness 
of adolescents' needs and priorities. Appropriate policies and activities in each country \\ill be established, taking 
into consideration local cultural sensitivities, expanding U1e usc of appropriate contraceptives and introducing, 
wherever possible, reproductive health and sex education in schools. The gro11ing numbers of adolescents 11ill 
be prepared for responsible parenU1ood. 

Adolescent health is a relatively new programme and 11ill be implemented U1rough close collaboration 
11iU1 oU1er programmes such as healtl1 protection and promotion, sexually transmitted diseases, and prevention 
and control of substance abuse. 

Projections for 1998·2001 

1l1e number and the proportion of adolescents 11ill considerably increase in most developing countries 
due to U1e high fertility rate Ill to 15 years ago. All cmmtries will have programmes on adolescent health to 
taciJe U1e increasing problems and to promote henltl1y behaviours and lifestyles among young people. Countries 
will need more tcclmical and fmancinl support for planning and evnluation of the adolescent healU1 programme_ 
Ne11ly industriali.-ed economies and oU1erdeveloping nations will have to deal 11iU1 "populationmomcntwn". 
ll1is occurs when there is a very large proportion of people in young age groups reaching U1e reproductive 
period 
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6. Budgetary implications 

The number of countries ,,;th a separate programme for adolescent health has fallen from three in 
1994-1995 to two in 1996-1997. However, programme 4.3.4 Other health protection and promotion activities for 
healthy lifest)ies, \\nich focuses on healthy lifestyles, also has activities which meet the needs of adolescents. 

At intercountry level, the increased allocation is due to two new activities. 

Estimated obligations 

. Regular budget Other sources 

1994-1995 1998-1997 lncreate (Decrease) 1992-1993 1994-1995 1996-1997 

US$ US$ US$ '~'• US$ US$ US$ 

Country or area 34000 11 000 (23 000) (67.65) 

Intercountry 35000 35 000 

Regional 

TOTAL- Adoleoconl 
hoallh 34000 48000 12000 35.29 
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4.1.4 HEALTH OF THE ELDERLY (HEE) 

1. Objective: 1996·2001 

To improve the well-being and quality of life of the elderly. 

2. Targets: 1996·2001 

I. Most countries Md areas in the Region will have formulated national health policies for the 
elderly. 

2. Community-based health programmes for the elderly ,,;u be developed in most countries. 

3. llealth promotion acthities throughout life, aimed at W1 improved quality of life in older age, \\ill 
be implemented in most countries. 

3. Health situation analysis 

The number of elderly people aged 60 years and over in the Region has been steadily increasing. It is 
expected to rise from 140 million in 1990 to 320 million in 2020, \\ith the majority being in China. This also 
means that almost one-third of the people aged 60 years or over in the world \\ill reside in the Western Pacific 
Region The need for health services for the elderly \\ill consequently be a gro\\ing concern in this Region. 

The average life expectancy at birth in 18 countries of this Region, for which data are available, shows 
a projected increase from 67.7 years in 1990 to 74.7 years in 2020. llowever, the extension oflife expectancy 
does not necessarily mean the improvement of health or quality oflife of the elderly. On the contrary, the longer 
life expectancy grows, the more elTorts should be made for health promotion activities for the elderly. 

According to the WIIO-sponsored research on aging in selected countries, the loosening of family ties 
and the non-acceptance of traditional obligations have not only been occurring in developed countries, but also in 
otl1er developing countries in tl1e Region. 1l1e weakening of such informal support systems Md socioeconomic 
insecurity are botl1 factors tl1at have been shO\m to tlueaten the quality of life of older people. 

4. Programmeachievernents 

1992·1993 

Implementation of the recommendations of a Regional Workshop on I Iuman Resource D.!velopment in 
the llealth Care of the Elderly held in 1990, continued tl1rough this period. Awareness of the repercussions of 
aging populations is high in the countries which are experiencing a rapid increase in numbers of the elderly. 
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I lowever, some countries continue to place a relatively lower priority on healtl1 of the elderly due to tl1c 
comparatively small numbers or proportion of elderly people, and a lack of resources. l11e major emphasis has 
tl1erefore been on tl1e enhancement of governments' concern for the health of the elderly and iL~ support for tl1e 
development of relevant policies. 

In I 993, WI 10 organized a Regional Seminar on National Policy Planning for I !calth of the Elderly. In 
1990,1ess than half of the countries tl1at participated in tl1e regional workshop had healtl1 policies for healtl1 of the 
elderly. Dy 1993, about 60% of countries in tl1c Region had some policy in place, and all had focal persons or 
units in government. 

1994·1995 

To implement commw1ity-based health programmes for the elderly e!Tectively, training materials ;md 
methods for healtl1 workers were developed. Extensive training activities were conducted during tl1is biennium 
Countries were encouraged to strengthen both the formal and informal support systems tl1rough tl1e development 
of healtl1 and social policies for the elderly. The maintenance of the family system was also a focus, \\ itl1 
increased support to tl1e families caring for tl1eir older members and the infirm elderly allowed to be cared for at 
home. 

Evaluation mechanisms 

Evaluation \\ill be carried out in collaboration witl1 research institutions and involvement of WIIO 
collaborating centres for health oftl1e elderly. In addition, experts will be recruited to evaluate progress and to 
propose future directions of the programme every six years. 

l11e e!Tectiveness and impact of the programme will also be reviewed during tl1e biennium by the 
Regional Programme Committee. 

5. Proposed activities for1996·1997 

l11e major thrust \\ill be to strengthen healtl1 promotion activities tl1roughout life by encouraging hc:tltl1y 
behaviours such as regular exercise, adequate diet, not smoking etc., for enhanced quality oflifc in later years. 
l11e elderly \\ill also be encouraged to take increasing control of their lives and to tmdertake health promotion 
activities for tl1emselves and others in their extended fan1ilies. 

Technical support at country level will be provided to those countries which still need to formulate 
national policies. Support will also be given to implementation of programmes for the healtl1 of tllC elderly. 
Efforts to enhance awareness of the implications of aging populations will be continued. Socioeconomic 
conditions and availability of social and community support systems arc also import:mt f.1ctors affecting the 
health of the elderly. Training ofhealth professionals \\ill be supported through seminars, workshops and study 
tours. 

At intercountry level, dcmon,tration project' and research \\ill be supported to develop model programmes, 
especially for community-based and health promotion programmes. Cooperation with collaborating centres and 
other institutions \\ill be further strengthened so tl1at they continue to play a major role in intercountry activities. 
J!ealtl1 promotion activities will include the development ofhcaltl1 education materials and training ofllcaltl1 
workers and caregivers. 
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Projections for 1998·2001 

·nlC numbers and proportion of elderly people in the Region will continue to rise in all countries. 
Although approximately XO% oftllC elderly arc self-sufficient, such an increase in numbers will inc\itably mean 
ru1 incrc:L'e in the costs of healtl1 care for tl1is important portion of society. As quality of life issues rc'Ceive 
increasing auention, delivery of affordable but good-quality health care at the commWlity level will be a priority. 
'l11e maintenance of active, independent lives and compression of morbidity for as long as possible to ensure 
maximum quality of life for all elderly individuals will also be a priority. 

6. Budgetary implications 

1l1c increase at coLmtry level is due to two new coWJtries making provision in 1996-1997 and two 
countrie-s mal,ing increased provision for activities related to tl1e health of the elderly. 1l1is is offset by a 
substru1tially dccrc.1Scd provision in one coWllr)'. 

Estimated obligations 

Regular budget Other sources 

1994·1995 1996-1997 Increase (Decrease) 1992-1993 1994-1995 1996-1997 

US$ US$ US$ '~'• US$ US$ US$ 

Country or area 211 000 287 700 76700 36.35 

Intercountry 355 300 408 200 52900 14.89 231 500 524 300 394 800 

Regional 

TOTAL· Health of tho 
elderly 566 300 695 900 129 600 22.89 231 500 524 300 394 800 
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4.1.5 OCCUPATIONAL HEALTH (OCH) 

1. Objectives: 1996·2001 

I. To support Member Sl1tes in the improvement of working conditions, p:u1icul:uly in small-scale 
enterprises and agriculture. 

2. To support Member States in promoting tl1e hcaltl1 of their working populations, including the 
reduction of indll~trial accidents through comprehensive occupational healtl1 and safety measures :md 1\urkpbce 
healtl1 promotion. 

3. To encourage Member States in their efforts to ensure a close functional integration of 
occupational health and safety services \\ith prim:uy health care and the general S)'tem ofhealtl1 services. 

2. Targets: 1996-2001 

I. All countries and areas \\ill have established policies and progran1mes relevant to tl1e magnitude 
and nature oftl1eir occupational diseases. 

2. Most cmmtries and areas \\ill have and will be implementing legislation and regulations on 
occupational hcaltl1 :u1d safety for the protection of workers' hcaltl1 and to minimize industrial accident~. 

3. Most countries and areas will have developed occupational health programmes providing for 
preventive, promotive, protective, curative and rehabilitative services. 

4. Most countries and areas will have developed or adopted surveillance procedures, standards 
for exposure, control and early detection, and appropriate care of occupational and work-related diseases. 

3. Health situation analysis 

In most developing countries, over half of the workforce arc employed in small-scale enterprises, mining 
and agriculture. A high level of injuries, accidents and occupational disease is associated with these fields. 
Occupational safety and health inspections currently do not cover tl1e small-enterprise sector adequately. '!his is 
the mea'' here the especially vulnerable groups of workers are found, such as children, adolescents. \\·omen :u1d 
tl1e elderly. TI1ese groups are ol1en seriously underserved, underpaid and unprotected by occupational hcaltl1 
and safety measures. 

Legislation, and the implementation of occupational health and safety regulations. have contributed to 
reduced prevalences of occupational diseases and the number of industrial accidents in countries such as 
Australia. Japan, New Zealand and Singapore. Such measures still need to be furtl1er developed in the nc11 ly 
industrialized and the developing countries in tl1e Region. S)'tem~ to monitor tl1eir implementation also need to 
be established. Although healtl1 promotion in tl1c workplace is still relatively uncommon in tl1c Region as a whole. 
some large industries and state-controlled enterprises have instigated healtl1y work cnl'ironmcnL~. \\hich include 
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facilities such as creches. In return, these enterprises have seen increased productivity, reduced absenteeism 
and imprO\ed work practices. 1l1ere is a gro11ing interest in training for workplace health promotion. 

4. Programme achievements 

1992·1993 

Occupational risks and health problems were recognized. 1l1e programme was expanded to assess tl1c 
magnitude ofh:vards caused by tl1e usc of pesticides in agriculture in some countries. China, the Philippines, 
Republic of Korea and VietNam have all completed assessment of healtl1 problems in their small-scale 
enterprises. An international symposium on occupational health was held in the Republic of Korea for 
occupational heal01 personnel in industry. Occupational health inspectors and facilitators were trained in 
workpbce healtl1 promotion. Collaborating centres and otl1er institutions have been actively studying tlJC efTects 
of specific situations and materials on tl1c healtl1 of tl1e working population. Projects were established on 
comprel1ensive workplace hcaltl1 promotion. 

1994·1995 

Training workshops on tl1e usc of pesticides in agriculture were conducted in China, tl1c Philippines and 
Viet N:un. Support was provided for a survL')' on risk factors and common complaints of workers in sndl-sc;~c 
enterprises in several cow1tries. Guidelines were developed on managing occupational healtl1 and safety 
problems in small-scale enterprises, and on tl1e safe usc of pesticides in agriculture. WIIO also cooperated with 
Member States in developing and expanding projects on workplace healtl1 promotion including training A 
regional workshop on safe usc of pesticides was held in Manila. 

Evaluation mechanisms 

ll1e elTL'CtivenL'SS ;md impact oftl1e programme \\ill be reviewed by tl1e Regional Programme Committc'C. 
Its achievements will be evaluated against progranm1atic indicators and also by such measures as numbers of 
countries ru1d areas \\itl1 \\orksitc health promotion activities, appropriate legislation in place to proiL'Ct tl1e hcaltl1 
of workers, etc. National statistics on worksite i1~ury \\ill also be used as ru1 indicator. Data from these will be 
collected and evaluated tl1rough tl1e collaborating centres. 

5. Proposed activities for 1996·1997 

ll1c major tlm1st of activities \\ill be to convince worksite managers and decision-makers oftlJC mutual 
advantages of healtl1 promotion and safe work practices in factories ru1d omces, especially in small-scale 
enl~rpris~s. 

At cmmtry b·cl, WIIO 11ill work \\itl1Mcmber States in tl1e development of policies ru1d comprehensive 
programmes on occupational hcaltl1 and safety measures, using internationally accepted standards for specific 
occupations. Wmlplacc hcaltl1 promotion will reduce tl1e number of industrial accidents. Countries will be 
encouraged to establish a coordinating body to ensure sumcient intersectoral collaboration, particularly between 
ministri~ ofhcal~1 and ministries oflabour. 
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AI intcrcountl)' level, the major thmsl \\ill be to bring occupational health and well-beinnto industrial 
workers through workplace health promotion activities and mechanisms which promote tl1c participation of 
workers' and employees' organi7~tions The formulation and adoption of occupational healtl1 and safety 
standards and implementation in workplaces, particularly in small-scale enterprises and agriculture, will be 
encouraged. 

Projections for 1998-2001 

WIIO \\ill continue to cooperate with United Nations agencies, nongovernmental organi7ations and 
intergovemmcntal agencies concerned with workers' health, to implement and furtl1er develop tl1e programme. 
WIIO \\ill continue to support the formulation and implementation of occupational health and safety standards 
and the development of mechanisms for monitoring the healtl1 of workers. As countries become further 
industrialized, comprehensive programmes will be needed to improve and protect the healtl1 of all levels of the 
workforce from stress, pollution, "unhealthy building S)ndromes" and chronic fatigue S)ndromc. ll1e challenge 
\\ill be to protect the health of workers in unregulated factories, small-scale enterprises and in rural areas, in 
cotu1tries in tr:ut~ition. 

6. Budgetary implications 

In 199·1-1995, live countries made prO\ision for this programme. lllc reduction in 19%-19'>7 is caused 
by two of these countries not making any allocation, offset by one additional count!)' which made a small 
pro\1Slon. 

Activities in tl1e intercountry programme are maintained at appro~imatcly the same level. Overall tl1ere 
is vel)' little change in tl1c scope of activities planned. 

Estimated obligations 

Regular budget Other sources 

1994-1995 1996-1997 Increase (Decrease) 1992-1993 1994-199S 1996-1997 

US$ US$ US$ ~. US$ US$ US$ 

Countrt or area 522 500 497 900 (24 600) ( 4.71) 

Intercountry 68000 64000 ( 4 000) ( 5.88) 

Regional 

TOTAL· Occupational 
health 590 500 561 900 (28 600) ( 4.84) 
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4.2 MENTAL HEALTH (MNH) 

1. Objective: 1996-2001 

To promote policies nnd programmes to deal with priority psychosocial nnd bch:l\ioural problems; and 
to develop commtuli1y-bas~'tl programmes for prevention nnd control of mental nnd neurological disorders. 

2. Targets: 1996-2001 

I. lnfom1:tlion :md knowledge oftltc psychosocial aspects oftl1e problems of high-risk groups \\ill 
have been introduced into tlte education nnd training ofhealth workers nnd planners in most countries or areas. 

2. Programmes for the prevention nnd management of psychosocial nnd behavioural problems of 
children, adolescents and adults will have been fully integrated into primary hcaltl1 care in most countries. 

3. Most countries or areas in tl1e Region \\ill have strengthened tl1eir national mental healtl1 
policies nnd programmes, nnd will have established national coordinating mechanisms and groups for mental 
healtl1 programmes. 

4. Commtmity-based mental healtl1 services which arc humane, cost-effective and socioculturally 
relevant \\ill have been developed in most countries nnd areas. 

5. P;)·chosocial rehabilitation programmes for people \\itl1 chronic mental illness \\ill be practised 
in most countries. 

li. Mental he:~tl1legislation will have been dcvelop~'tl in more than half oftl1e countries and areas 
in tl1c Region. 

3. Health situation analysis 

Rapid socioeconomic change is affecting tl1c psychosocial well-being of tl1e Region's populations. 
Addicti\c behaviours, high-risk-taking behaviours and self-destructive behaviours arc the leading causes of 
mork1li1y and morbidity in tlte younger generations. Adolescents and adult males in rapidly developing cow1tries 
nrc at higl, risk of becoming susceptible to alcohol and drug abuse as well as to related dangers such as ir~ury 
and violence. For adults, :m increase in he:~tl1 problems related to lifestyles and habits is anotlter concem. 
Chronic stress S)ndrome :md depression among office workers have recently emerged as public healtl1 concems 
in developed rutd newly industrialized countries. Severe chronic mental ilmcsses such as schizophrenia. depression 
:md epilcpS)' continue to burden individuals, families, and communities in cmmtries \\itl1 already-scarce resources. 
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4. Programmeachievements 

1992·1993 

Most countries in the Region developed community-based programmes for people with psychosocial 
and other mental health problems. lltc focus was on patient education and family trainin~ 

Coordinating group meetings on mental health programmes at global, regional and nationall~vcl were 
held to promote comprehensive mental hcaltlt polices and programmes in tlte Rc~ion. 

1994·1995 

Community-based psychosocial programmes 1\hich arc humane, cost-eiTcctive and socioculturallv relevant 
continued to be developed and applied to a 'ariety of psychosocial problems concerning children and ad~lcsccnts 
Medical and health education focused more closely on the psychosocial and behavioural aspects of healtlt. 
Research on brain and neuropsychological functioning was strengthened to help understanding of the delicate 
interaction between body and mind. 

Evaluation mechanisms 

llte effectiveness and impact of the programme \\ill be reviewed during the biennium by tlte Regional 
Programme Committee. In addition, evaluation of the programme, including research and training programmes, 
will be carried out in collaboration 1\ith leading research and educational institutions and involvement of\VIIO 
collaborating centres in mental health and neurosciences in tlte Region. lllC Mental llcaltlt Expert Advisory 
Panel will provide technical evaluation of progress where required. 

5. Proposed activities for 1996·1997 

llte promotion of mental health \\ill focus on cltildren and adolescents. Special empha.,is will be placed 
on tlte further development of community-based mental health services and related family training. 'lltis will 
help tlte patient and tltc family to understand tlte disease treatment, patient care and rehabilitation and to take an 
active part in it. lltis will also change attitudes towards the mentally disturbed person and help to involve tltat 
person in social activities. 

WIIO \\ill collaborate 1\itlt Member States to develop comprehensive national policies and programmes 
on mental health, and to increase the awareness of health workers of psychosocial and behavioural risk f.1ctors 
among children and adolescents. 

At country level, WHO will collaborate to strengthen national multidisciplinary coordinating groups on 
mental hc.1ltlt programmes, and to train general health workers to develop comnnmity-bascd mental health 
servtces. 
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"Il1c intercmmtry pwgr~mmc will promote training and research. Psychosoci:ll and bcl1aviour:ll aspects 
ofhc:lltl1 of children and adolescents \\ill be givrn speci:ll attention. Promotion of children's he:llthy psychosoci:ll 
dcwlopmcnt; reduction ofh:mnful addictive :md self-destructive behaviours among adole-scents; and support to 
neuroscience programmes dealing with epilepsy, mental retardation and dementia \\ill be areas of particular 
emphasis. lkt;ional and mtion:ll meetings \\ill be supported to reorientate medic:ll education lo tl1e promotion of 
humanil1ri:m care giving due nllcntion to psychosoci:ll aspects and the qu:llily oflifc of patients. 

Projections for 1998·2001 

ll1c pro~;r:unmc will seck increased collaboration witl1 other related programme areas lo promote 
hc:lltl1y lifestyles and behaviours an1ong children, adolescents, adults and the elderly. One of the m:ljor 
challenges for hc:lltl1 workers \\ill be the psychosoci:ll and mcnl:ll health problems of tl1e elderly. As the 
population a~;es, the probkms of senile dementia and menial hcaltl1 problems of the elderly population will 
increase. The qu:llily oflifc of aging populations \\ill become a mnjor concern in the Region 

6. Budgetary implications 

ll1e decrease at country level results from a reduction in botl1 the number of countries planning 
activities and the sc:~e of those activities. 

Estimated obligations 

Regular budget Other sources 

1994-1995 1996-1997 Increase (Decrease) 1992-1993 1994-1995 1996-1997 

US$ US$ US$ ,, US$ US$ US$ 

Country or area 395 700 300 600 (95 100) (24.03) 4 200 

Intercountry 375 300 409 200 33900 9.03 89800 r.o 000 60000 

Region.1l 

TOTAL· Mental health 771 000 709 800 (61 200) ( 7.94) 94000 60000 60000 
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4.3.1 HEALTH EDUCATION (HED) 

1. Objectives: 1996·2001 

I. To encourage countries to establish comprehensive measures which promote heal~1y lifestyles 
tl1r0ughout the lifespan of all individuals, empowering tl1em through knowledge and skills. 

2. To strengtl1en the health education component in otl1er healtl1 programmes. 

2. Targets: 1996·2001 

I. Most countries \\ill have developed health education programmes aiming at the development of 
lifeskills throughout the lifespan. They will have implemented health education activities specifically aimed at 
children, adolescents, adults, or the elderly. 

2. In most oftl1e countries and areas of the Region, health education will have become an integral 
part ofschooi curricula for all grades. 

3. Health situation analysis 

Health education has been recognized as an important element in primary healtl1 care and the healtll
for-all strategy. It has become a principal tool for primary healtl1 care workers in tl1e Region. Most Member 
States have now established a health education infrastructure \\ith responsible officers in ministries of health, and 
\\itl1 health education institutes at national and often at provincial levels. Considerable attention to human 
resource development has also contributed to tlus progress. Educational components in major health programmes 
have been strengthened. The role and involvement of mass media has gro\\TI substantially. In many Member 
States and the Regional Office, emerging healtl1 problems have resulted in an orientation towards the broader 
approach ofhcalth promotion, of\\hich hcaltl1 education remains an important part 

4. Programme achievements 

1992·1993 

WI 10 supported a \\ide variety of training acti\ities in healtl1 education and helped to develop capacities 
and capabilities for healtl1 education in all Member States. 
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1994·1995 

The healtl1 education infrastructure was further developed in many countries and areas in tl1e Region. 
I lcalth education training include-d representatives from ministries of education 

Sd10ol healtl1 education programmes were assessed and support was given to the development of 
comprchmsive school-based health programmes. 

Evaluation mechanisms 

'I11e effectiveness and impact oftl1e programme \\ill be reviewed during tl1c biennium by the Regional 
Progrrunme Committee. l11e WIIO collaboraJing centres for healtl1 education and health promotion will review 
tl1e progress made on a regular basis in their meetings \\ith otl1er institutions. The Expert Advisol)' Panel on 
lnfonnation, Education and Communication for Health \\ill prO\·ide technical evaluation of progress where 
required. 

5. Proposed activities for 1996·1997 

Learning about health, establishing positive concepts about one's body, acquiring lifeslills early in life, 
ru1d taking care oftl1e environmen~ \\ill be emphasized in tl1is programme \\ith the aim ofstimulaJing a sense of 
responsibility for he;~th in all individuals in the Region 

At count I)' level, health behavioul'li which form part of healtl1y lifestyles such as personal hygiene, 
exercise, bahmccd nutrition, participation in self-hdp activities, no-smoking and no other substance abuse, \\ill be 
addressed according to tlJC needs of various age groups. TI1e main emphasis will be on school-age children and 
adolescents. 'Jhis will be achieved through simple and practical health educa!ion activities and \\ill require action 
by individuals, commw1itics ru1d govemments. 

Training in health education and support to the development and production of healtl1 education 
materials "111 remain priorities. 

Progress made in he:lltl1 education methodology \\ill be shared to strengtl1en otl1er healtl1 programmes. 

At intercmmtry level, healtl1 educalion will be part oftl1e broader healtl1 promotion activities earned out 
by tl1e Regional Adviser. lhis will be renected w1der 4.3.4 Other health protection ru1d promotion activities for 
hcaltl1y lifestyles. 

Projections for 1998·2001 

Additional target groups \\ill include tl1e chronically ill in both tl1e older and tl1e younger nge groups, tl1e 
1mcmployct! ru1d "drop-outs"-

l11e hc.'llth education progrrunme \\ill increasingly be part of otl1er programmes and activities. It \\ill be 
involved in the long process of reorientating tl1c outlook of all hcaltl1 profc'Ssionals; tl1c key reco£11ition being of 
tl1c individual's hcaltl1 potential tl1al can be promoted at evel)' stage oflife. 
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6. Budgetary implications . 

The decrease in country acti\ities results from programmes which arc more orientated towards health 
promotion and which arc therefore listed in this biennium under programme 4.14 Other health protection and 
promotion activities for healthy lifestyles. Four countries made provision in I '!'!4-1 '!'!5 as against only two in 
19'X>-19'J7. 

Estimated obligations 

Regular budget Other sources 

1994·1995 1996·1997 Increase (Decrease) 1992·1993 1994·1995 1996·1997 

US$ US$ US$ % US$ US$ US$ 

Country or area 309300 110400 (198 900) (64.31) 

Intercountry 

Regional 

TOTAL· Health 
education 309300 110400 (198 900) (64.31) 
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4.3.2 PREVENTION AND CONTROL OF SUBSTANCE 
ABUSE (ALCOHOL, DRUGS, TOBACCO) (ADT) 

1. Objective: 1996-2001 

To collaborate l\itl1 Member States in d1e development of comprehensive national policies and programmes 
to reduce problems related to alcohol, drug m1d tobncco abuse. 

2. Targets: 1996·2001 

I. One-third of Member States will have adopted national policiL'S on alcohol, drugs and tobacco. 

2. In most countries and areas of the Region, a moderation in alcohol use and use of psychotropic 
drugs 11iU have been achieved. 

3. In most countries and areas oftl1e Region, the Regional Action Plan on Tobacco or Health for 
1995-1 <)')9 11ill have been implemented. In some countries and areas in the Region there will be a reduction of 
tobacco usc. In otl>crs, tobacco control programmes will have been implemented, including school-based 
progranunes. 

4. In one-tl1ird of the countries and areas of the Region, alcohol-related problems, such as 
mortality and morbidity from violence or attributable to driving while under tl•e influence of alcohol, will be 
reduced. 

5. Data on alcohol, drugs and tobacco use, by social class, education, occupation, employment 
status and otl1er rclcvrult social factors will have been collected, including data on economic impact 

3. Health situation analysis 

Alcohol consumption is 11idcly prevalent in the Region. Li1ing conditions and lifestyles in tl1e Region 
have been cl1anging rapidly, 11hich has led to increased consumption. In a considerable number of countries, 
there is an epidemic of alcohol-related problems, such as traffic accidents, domestic violence and child abuse. 
Inadequate policies, including the uncontrolled importation of alcoholic beverages, and increased availability have 
contributed to this. 

The use of illicit drugs and abuse oflicit drugs has been increasing with the economic growth of many 
countries and areas such as China, I long Kong, Macao and Malaysia IIIV infection is linked to the growing 
use of illicit drugs tl>rough unsafe drug-injecting practices. 
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lltc increase in young drug users is a particular concern. Increasing numbers of adolescents arc 
becoming addicted to refined drugs such as heroin. amphetamines, and cocaine. Solvent abuse and exposure to 
illicit dru~ nrc occurring in ever-younger age groups among those living in poverty, particularly street-children. 
The socioeconomic foundations of illicit drug abuse in developing countries have not yet been studied in detail. 

Tobacco contributes to far more deaths than nll other psychoactive substances combined. Per capita 
cigarette consumption has increased dramatically in the Region from 1985-1992. lltc tobacco industry has 
predicted further sales increases of up to one-third by the year 2000. 

More than liO% of adult males smoke in many countries of the Region. 'Iltc number of women 
smokers, especially ymmg women. is increasing. 

4. Programmeachievements 

1992·1993 

WI 10 continued to prm1dc support to Member SL1tes in the development of alcohol control programmes 
and programmes to reduce both demand for drugs and harm related to drug abuse. 

A database and a country-specific historical record have been established to collect information, for 
example, on prevalence of smoking and tobacco consumption, legislation and healtlt education programmes 

1994-1995 

WI !0 collaborated \\ith Member States in the assessment and monitoring of changes and trends in 
alcohol and drug abuse and in tltc formulation ofmultisectoral prevention programmes. 

Continuous support was pro\ided to demand reduction programmes in several selected countries and 
areas. 

lltc 1990-I 994 Regional Action Plan on Tobacco or Health was evaluated in I 994, showing that, in 
spite of considerable progress in m:my areas, much more needs to be done. An Action Plan for I 9'!5-1 <J'J'! \\as 
developed for review by the Regional Committee at its forty-!iflh session. 

Evaluation mechanisms 

lltc effectiveness and impact of the programme "ill be reviewed during the biennium by the Regional 
Programme Committee. In addition, a Regional Working Group on Tobacco or llenlth has twice evaluated 
activities in the Region, made recommendations for further action to the Regional Director and will be involved in 
tltc monitoring and evaluation of such action. 
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5. Proposed activities for 1996·1997 

Achi~\·ing a tobacco-advertising free Western Pacific Region will be a major thrust for action. lltis will 
help yoLmg people not to start smoking and will make smoking kss attractive for women. WIIO will encourage 
M~mber S~1tes to work towards this goal. WIIO will collaborate in the establislunent of comprehensive national 
policies and programmes which address alcohol, drug and tobacco issues, especially witl1 regard to children and 
adolc'Sccnts. 

At country !~vel, healthy lifestyles for young adults, without tl1e use of drugs, alcohol and tobacco, will 
be emphasized as part ofhealtl1 promotion and primary prevention. Countries will be encouraged to restrict and 
subsequently ban all forms of tobacco advertising. Drug and alcohol addicts will be helped to gain a better 
quality of life tl1rougiJ eiTorts to treat addiction and tlrrough rehabilitation. ll1is will also impact favourably on tlJC 
addict's families and associates, who can be much aiTccted by abuse and addiction. 

At tl1c intercountry level, eiTorts will continue to enlist support from all sectors of society; government 
and nongovernmental org:mi/.ations, including religious leaders and women's orgm.ations. 

Appropriate curricula and teaching materials prepared for all grades in schools and for the education 
and training of medical students, otl1er healtl1 professionals, teachers and parents will be developed with regard 
to alcohol, drug, and tobacco usc. 

Assessment and monitoring of changes and trends witl1 regard to alcohol, drug, and tobacco use will be 
supported to facilitate updating of data and excl1ange of information both at regional and national levels. 
Continuous support will be given to research activities on alcohol, drug, and tobacco use. 1l1ese will include 
studies on clinical intcn·entions, and behavioural modification, as well as on epidemiological and economic 
aspects. 

Projections for 1998·2001 

ll1c growing population in tl1c Westem Pacific Region will be targeted with aggressive marketing 
strategies by alcohol, drug and tobacco companies. Increasing affiuence will make the use of these products 
aiTordablc. Trallicking of illicit drugs and their use by young people will be a continuing problem 

WIIO will continue its collaboration with Member States to raise the level of awareness oftl1e public 
hcaltl1 impact of problems related to alcohol, drug and tobacco use, to support and strengtl1cn multisectoral 
nation.'ll policies and progranuncs, and to support training and research. 
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6. Budgetary implications 

The reduction at country level reflects the integrated approach being L'lken to such programmes tl1rough 
the incorporation of substance abuse activities in programmes 4.1.2 Adolescent health, 4.3. I llcallh education 
and 4.3.4 Otl1er hcaltl1 protection and promotion activities for healtll)' lifestyles. Four countries made provision 
in 1994-1995 as against only one countiy in 1996-1997. 

At intercountry level tl1e slight decrease is due to a reduction in acti\itics. 

Estimated obligations 

Regular budget Other sources 

1994-1995 1995-1997 Increase (Decrease) 1992-1993 1994-1995 1996-1997 

US$ US$ US$ •• US$ US$ US$ •• 

Country or area 137 300 15000 (121 300) (88.35) 

lnle rcountry 206000 179000 (27 000) (13.11) 63400 

Regional 

TOTAL· Prevention 
and control of 
substance 
abuse 
(alcohol, 
drugs, 
tobacco) 343300 195 000 (148 300) (43.20) 63400 
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4.3.3 ORAL HEALTH (ORH) 

1. Objective: 1996·2001 

To support Member Stales in the rational development oftl1eir oral healtll care programmes so that tl1e 
highest possible level of oral healtl1 can be attained by all and maintained tl1roughout life. 

2. Targets: 1996·2001 

I. Adequate numbers of professional dental slalf al various and appropriate levels of expertise 
\\ill have bL'Cn trained in tl1e Region 

2. In all countries and areas the dental caries level will have been brought do\\n to a mean of 
tl1rcc or IL'Ss decayed, missing or filled permanent tcctl1 per child at age of 12 years. 

3. In most countries and areas oral hygiene oftl1eyoung \\ill have improved, so tl~at not more tl1an 
25% of all those aged 15-19 years require scaling of calculus on tlleir teetl1 (where tl1is is possible to measure). 

4. At least 80% of children will have been elTeclively taught self-care in most countries and 
areas; all \\ill be exposed to health education on diets which support sound oral healtll; all \\ill be covered by 
progran1mes on fluoride, and pit and fissure sealant; and all will have easy access to comprehensive curative 
serVICeS. 

3. Health situation analysis 

Dental caries and periodontal disease are tlle two major oral diseases in tl1e Region and account for 
nearly all oral healtl1 problems and tooth loss. Currently, approximately 80% of tl1e general population have 
dcr~lal caries, and over three-quarters of all adults sutTer from some degree of periodontal disease. Dental caries 
alTect children and adolescents more than adults. Periodontal disease, however, remains more of a serious 
problem for adults. Prevalence and levels of dental caries vary \\idely. There are signs of a steady decline in 
tl1e prevalence and level of caries in some industrialized countries. llowever, tl1ere is an increase in caries in 
urb:m areas of developing cow1tries. l11e prevalence ru1d severity of periodontal disease show little change and 
remain widespread Severe fluorosis of the tectl1 is seen in parts of China and oral cancers are additional 
problems in tl1e Melanesi:m cow1tries. 

Oral healtl1 care services cannot meet tl1e present basic treatment needs and therefore cannot maintain 
a satisfactory level of oral healtl1 in most developing countries. Accessibility to basic services remains a major 
problem in many commw1ities. Even \\here preventive measures have been introduced, coverage is poor. 
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4. Programme achievements 

1992·1993 

Steady progress was made in increasing coverage by appropriate preventive programmes for children 
and adolescents. National services continued to be reorientated so that greater emphasis wns placed on 
prevention as well as curative services. To this end, national workshops on pit and fissure sealants were held. 
Training in all areas, including oral health surveillance, continued, especially in China and Vanuatu. About 75% 
of countries nchievcd mean levels oflcss U1an three decayed, missing or filled permanent tcctl1 among 12-year
old children. 

1994·1995 

A major breakthrough in the development and strengthening of human resources for oral hcaltl1 wa.~ 
achieved for tl1e Soutl1 Pncific countries and areas. A unique multi-stage training programme was established in 
tl1e Fiji School of Medicine. After trainees reach certain levels of knowledge and skills, they arc permitted to 
exit tl1e programme to work as auxiliaries. Later in their careers they can re-enter tl1e programme for higher 
levels of training. 

Evaluation mechanisms 

1l1e programme \\ill be evaluated by assessing to what extent targets have been nchieved. 1l1ese will 
include botl1 programmatic and specific dental indicators e.g., the number of countries and area.~ \\ith mlcquatc 
dental sL1ff at all appropriate levels trained, and tl1e number of cmmtries reaching the goal of 12-ycar -olds having 
only three or less decayed, missing or filled tectl1. 

The e!Tcctiveness and impact of the programme will also be reviewed during the biennium by the 
Regional Programme Committee. 

5. Proposed activities for 1996-1997 

1l1e main thrust will be to ensure tl1at the majority of children and families \\ill spontaneously seck 
annual dental check-ups for their children and that they will have easy access to basic curative sen ices. and 
adequate knowledge of smmd, preventive denL'll practice. 

At country level, relevant preventive programmes including oral hcala1 promotion \\ill be advocated and 
developed for children and adolescents. 1l1ese will empha.~ize increa.~ing coverage and the training nnd 
utilitation of appropriate human resources. 1l1is will generally be done in collaborntion with ministries of 
education and in cooperation \\ith otl1cr programmes such as health promotion and nutrition 

Some countries and arc.1S \\ill continue to expand their curative programmes for children a.~ part of their 
oral health protection c!Torts, a.~ trained national personnel become available. Advisory services by short-tenn 
consultants and support for tl1e purcha.~e of essential equipment and supplies will be provided to accelerate tl1e 
above development. 
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At intercountry level, tl1e main UJrust oftl1e acthities will be to advocate a reorientation of national oral 
hcaltlt programmes for children and adolescents towards oral hcaltl1 promotion and protection and to provide 
advisory services to countries and areas in the management of U1eir programmes to achieve greater cost
effectiveness. 

Projections for 1998-2001 

For I <)<JX-2001, all tl1e above acti\itics \\iii continue. Due to likely budget constraints, tl1ey may be on a 
reduced scale, but it is hoped that govemments will continue to give attention to U1is very preventable area of 
disease. The adult population \\ill be targeted Ulfough integrated programmes dealing witlt lifestyles such as 
hdtlt promotion and nutrition 

6. Budgetary implications 

A shiflto healtlt promotion and healtl1 education in schools has resulted in fewer countries maJ..ing 
specific allocation tmder Otis programme. Eight countries allocated funds in 1994-1995 but only five in JI)<JG. 
I 'J'J7. 

Estimated obligations 

Regular budget Other sources 

1994-1995 1996-1997 Increase (Decrease) 1992-1993 1994-1995 1996-1997 

US$ US$ US$ % US$ US$ US$ 

Country or nrea 548 100 305100 (243 000) (44.33) 

Intercountry 180100 181 000 900 0.50 

Regional 

TOTAl- Oral health 728 200 486100 (242 100) (33.25) 
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4.3.4 OTHER HEALTH PROTECTION AND PROMOTION 
ACTIVITIES FOR HEALTHY LIFESTYLES (OHP) 

1. Objectives: 1996·2001 

I. To encourage Member States to establish comprehensive policies and programmes which 
promote hcalUl)' lifestyles and hcaltl1-supporting living conditions. 

2. To encourage Member States to enlist support for healtl1 goals from all government sectors, 
nongovemmcnt.'ll organi7ations and the private sector in all countries oftl1e Region, and to strcn1,>then management 
capabilities in health promotion. 

2. Targets: 1996-2001 

I. Most countries and areas \\ill have developed comprehcn,ive national and loc.'ll hc.'llth promotion 
policies, and management capacities to implement tl1em 

2. In more than half of the comtries and areas of the Region, allocations for hc.'llth promotion will 
appear in national and loc.'ll health budgets. 

3. In more than half of the countries and areas of tl1e Region, ways and means of community 
participation in the planning, implementation and evaluation ofhe.'lltl1 promotion activities in schools, workplaces, 
homes, neighbourhoods and cities \\ill have been developed. 

4. In more tl1an half of the countries and arc.1S of the Region, healtl1 promotion \\ill have become 
an integral part of medical education and training of other hc.'lltl1 personnel. 

5. A set of qualitative healtl1 indicators will hm·e been developed to monitor progress in the 
development of healthy lifestyles and health-supportive environments. 

3. Health situation analysis 

Lifestyles and living conditions in the Western Pacific Region arc evolving in relation to the rapid 
industriali7.ation, urbanization and modemi7.ation taking place. Many health problems arc closely linked to tl1is 
evolution. The demography of the Region is also changing rapidly, with important consequences for progran1me 
planning and appropriate focus on poptdation groups 
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Lifes1yles are significantly detcnnincd by the division of tl1e day into work and leisure. In an urban 
community, for example, centres of daily activity such as homes, neighbourl1oods, sd10ols, workplaces, religious 
centres, health centres or public transport systems help lo provide such divisions. These are supported by the 
more peripheral areas of social interaction such as parks, sports facilities, leisure centres or cultural institutions. 

There is no comprehensive information available about diiTerenl aspects of healthy lifestyles and the 
settings in which they arc developed. New, qualitative indicators arc needed to provide evaluation mechanisms 
and data tl1al allow progress in heald1 and well-being to be measured. 

4. Programmeachievements 

1992·1993 

A health promotion programme was developed, reviewed by a WHO Working Group on Health 
Promotion in Singapore in March 1993, and endorsed by the forty-fourtl1 session of the Regional Commillee. 

llcaltl1 promotion programmes were started in schools, workplaces, and urban conunwlities. 

TI1e process of integrating health promotion into training of health personnel was started with an 
intercow1lry workshop, 1md a national worl..shop in tl1c Lao People's Democratic Republic. 

1994-1995 

Support was given lo Member States in d1e development of comprehensive heald1 promotion policies 
and tl1c management of health promotion programmes. 

Evaluation mechanisms 

ll1e eiTcctivencss and impact ofd1e programme will be reviewed during tl1e biennium by tl1e Regional 
Programme Commillcc. ll1e Subcommillec onllealth Promotion of the Western Pacific Advisory Commillee 
on Health Research will assess tl1e progress made in programme development and related research. The 
WIIO collaborating centres for health education and health promotion \\ill help to develop health indicators for 
programme monitoring and evaluation in tllL~r meetings \\id1 other institutes. 

5. Proposed activities for 1996·1997 

llcalth promotion \\ill aim at enabling pL'Ople lo live a full and productive life. Ths will imply feelings of 
self-worth and self-awareness, tl1e capacity to be active and take decisions, to give and receive support within 
the community, and the responsibility to work witl1 od1ers for healtl1-supportive environments. Ths framework 
highlights health as an essential element of the quality of life. The major tl1rust of the programme will be d1e 
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strengdtening of health promotion programmes and creation of supportive environments to enable people to look 
aller dteir own heald1 dtroughout their lives. 

WIIO will collaborate with Member States in the development and implementation of health promotion 
policies and programmes, and in d1e strengthening of management capacities necess:uy for this process. Tiu:se 
will promote the development of lifestyles conducive to health in childhood, adolescence, adulthood and older 
age. 

At country level, activities 11ill focus on the development of healthy lifestyles, the creation of supportive 
environments for health and the full participation of communities. Training in health promotion will be an 
important aspect of collaboration. 

At intercountry level, support will be given to health promotion projects in schools, workplaces, urban 
communities and neighbourhoods, and to d1e Healthy Island initiatives. Activities \\ill emphasv.e the involvement 
ofWIIO collaborating centres for healdt education and health promotion and other institutions as well as regional 
networks of professionals. l11ere \\ill be close collaboration wid1 other programmes to achieve multisectoral 
involvement. Advocacy for heald1 \\ill be important 

lhe programme 11ill continue to strengthen dte hcald1 promotion elements in different heald1 programmes 
and to collaborate closely wid1 them. 

Projections for 1998-2001 

The approach of promoting supportive environments for health \\ill be extended to other settings, such 
as hospitals, kindergartens and sports facilities, and national coordinating procedures will be developed concerning 
interscctoral collaboration. 

In the process of health promotion planning, a \\ide range of questions will evolve, for which appropriate 
research will secl. timely answers. 

In cooperation \\id1 other programmes, the complex needs of people living \\id1 a chronic illness \\ill be 
identified and action taken to preserve and improve dteir quality oflife. 

A holistic approach \\ill be required to promote health in the years ahead. It \\ill be based on 
understanding the ecosystem. l11is involves appl)ing the concepts and principles of ecology, of\\hich human 
bcluviour is a part 
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6. Budgetary implications 

The increase at coun!Iy level renccts the change in emphasis, and consequent re.<llocation of resources, 
from health education, to the broader frame\\'ork ofhe.'llth promotion, by 12 countries. 

Estimated obligations 

Regular budge! Other sources 

1994-1995 1996-1997 Increase (Decrease) 1992-1993 1994-1995 1996-1997 

US$ US$ US$ ~. US$ US$ US$ 

Country or are3. 662 200 1169100 506900 76.55 

Intercountry 380300 444 200 63900 16.80 100000 10000 

Regional 

TOTAL- Other health 
protection and 
promotion 
acllvllleo lor 
hea!lhy 
!!leo lyle• 1 042 500 1613 300 570800 54.75 100 000 100 000 
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4.4.1 NUTRITION (NUT) 

1. Objectives: 1996·2001 

I. To promote and support improvement of the nutritional stahL~ of all sectors of the population, 
especially that of mothers and children and other vulnerable groups, and to promote appropriate and balanced 
diel~. 

2. To significantly reduce the prevaiCflce of specific nutritional deficiencies, witl1 particular emphasis 
on iron deficiency and the elimination, as public health problems, of the micronutrient deficiencies of iodine and 
vitamin A. 

2. Targets: 1996·2001 

I. Most countries or areas \\ill have formulated national nutrition policies and plans of action as 
part ofintegrnted socioeconomic developmCflt, and \\ill be implementing them. 

2. Most countries or areas \\ill have functioning surveillance systems and appropriate monitoring 
and evaluation procedures to monitor the nuUitional status of their population~. 

3. Most countries or areas where micronutrient deficiCflcies are a public healtl1 problem, \\ill have 
integrated national plans of action in place for prevention and control. 

4. Over three-quarters of all hospitals with obstetrics services \\ill have achieved the ten steps 
involved in becoming a "baby-friendly" hospital. 

5. One-third of countries or areas \\ill be actively implementing national food safety plans and 
programmes, incorporating FAO/WHO recommendations for food standards as adopted under the Codex 
Alimentmius and as appropriate for the country. 

6. The Region as a whole will have built up adequate institutions and programmes of activities to 
mnke it self-sufficient in training and in undertnking basic and applied research of national and regional relevance, 
focused on priority areas and problems and on vulnerable population groups 

3. Health situation analysis 

There has been an overall reduction in the prevalence of undernutrition and specific micronutrient 
deficiCflcies in the Region. Nevertheless, in some countries, the number oflow-birth-weight infants remains high 
and levels of malnutrition are still unaccepL1ble. Thi~ impacts on morbidity and morL1Iity from infectious diseases 
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and limits achie\·ement ofmenL1I and physical potential. Vitamin A deficiency has appeared in some countries 
in Micronesia \\here it was not previously a public heal~! problem Bre:tst-fccding rates have also declined in 
many countries. 

There is increasing e\idence that malnutrition in early life affects health and quality of life in later years. 
In adolescent years, dietary and lifestyle patterns are being shaped for tl1e future An emerging problem in the 
Region is obesity in childhood and adolescence. Obesity in these years leads to a greater likelihood of obesity 
and other noncommunicable diseases in later years. The current ongoing changes in lifestyle (such as increased 
tobacco use and decreased exercise patterns) and diets (such as increased total fat, especially s:tturated animal 
fats, increased salt and alcohol and decreased fibre), have led to high adult mortality rates from cardiovascular 
and cerebrovascular causes and higher incidences of non-insulin dependent diabetes. 

4. Programmeachievements 

1992-1993 

Activities focused on and were stimulated by the preparation for and follow-up from the F AO and 
WHO International Conference on Nutrition, held in Rome in 1992. Breast-feeding was promoted through the 
recruitment of many hospitals to the UNICEF/WI 10 Baby-Friendly llospiL'lllnitiative. Micronutrient deficiencies 
were actively addressed in affected countries and an interregional workshop on iodine deficiency disorders 
(100) helped strengthen national plans of action in this area. China and tl1e Philippines instituted important 
national programmes against iodine deficiency disorders and other micronutrient deficiencies 

1994-1995 

Policy development and preparation ofmultisectoral plans for.action in nutrition have been taking place 
in most Member States. Acthities in this area were enhanced through a Regional Workshop on National Food 
and Nutrition Policies. WIIO further supported them through nation.'ll workshops, meetings and training. 

Monitoring of the International Code of Marketing ofDreast-milk Substitutes contimrd and an interregion.'ll 
meeting examined issues of current implementation of the Code. 

Evaluation mechanisms 

Infant feeding and implementation of the International Code of Marketing ofDreast-milk Substitutes arc 
an agenda item for review by the Regional Committee every alternate year. The implementation of the 
recommendations of the International Conference on Nutrition is also reviewed by the Regional Committee. It 
\\ill be referred to again in connection \\ith such issues as the number of Member States \\itl1 national p!Jns of 
action for nutrition. The success of micronutrient deficiency activities ,,;n be evaluated by comparing pre\·alcnces 
to WHO-established levels. In addition to these specific review mechanisms, the overall effectiveness and 
impact of the programme is evaluated during the biennium by the Regional Programme Committee . 

• 
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5. Proposed activities for 1996·1997 

The major thrust of activities will be to make motl1ers sumciently aware of good nutritional practices 
that they will spontaneously make sure that they receive vitamin A and iodine supplements when necessary, 
seck out and comply with iron supplementation regimens during pregnancy, and decide to breast-feed their 
infants. 

Follo\\ing the International Conference on Nutrition, countries agreed to develop national food and 
nutrition policies and national plans of action. Most activities will be de,·oted to implementing and furtl1er 
developing these plans through intersectoral participation and national meetings. Where affected, countries and 
areas \\ill work towards the elimination of \·itamin A and iodine deficiencies and the reduction of iron deficiency 
anaemia. Implementing universal salt iodi;ation in 100-aiTected countries will be an important tlmt~t. 

At intercountry level, attention \\ill be paid to promoting breast-feeding, strengthening the baby-friendly 
hospital initiative, reducing the prevalence of micronutrient deficiencies (iodine, iron and vitamin A), and supporting 
health promotion-related activities to prevent and control nutritionally-related noncommunicable disea.~es. l11ese 
\\ill be encouraged through national workshops and intercountry exchange of expertise and training, which \\ill 
continue to be a high priority, particularly in the Pacific 

Projections for 1998·2001 

Malnutrition should continue to decline in this Region, although hungry and undernourished children \\ill 
still be seen in populations living in poverty, and in the afiermath of natural or man-made disasters. Conversely, 
increasing prevalences of obesity seem likely. 

The challenge of the future \\ill be to encourage populations not to abandon many of their beneficial 
food and lifestyle traditions, \\hile embracing the healthier aspects of a more secure food supply and imprm·ed 
health care. A further challenge \\ill be to modify the sometimes-negative effects oftl1e rural-urban drin, such 
as decreasing breast-feeding levels and unbalanced diets which lead to micronutrient deficiencies and 
noncommunicable diseases. 
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6. Budgetary implications 

Acti vi tics have been planned by eight countries and areas in 1996-1997, a reduction from 12 in 1994-
1995. ll1is has resulted in a decrease of approximately one-tl1ird oftl1c provisions at country level. llowcver, 
some activities 1\hich were developed 1\hcn national plans of action were formulated, \\ill be implemented under 
programmes such as 4.1.1 llealth ofwomL'Il and childrcn, and family planning, 4.3.4 Other hc:!lth protection and 
promotion activities for he;~tll)' lifestyles, and 5.7.3 Otl1cr nonconununicable diseases, including genetic disorders. 

At intercountry level, tl1c decrease is mairuy due to tl1e deletion of a post of medical olliccr based in Fiji. 

Estimated obligations 

Regular budget Other sources 

1994-1995 1996-1997 lncreaae {Decrease) 1992-1993 1994-1995 1996-1997 

US$ US$ US$ % US$ US$ US$ 

Country or area 685 700 456 200 (229 500) (33.47) 60700 20000 

Intercountry 566 500 398 200 (168 300) (29.71) 195 300 107 200 25 700 

Regional 

TOTAL· Nulrlllon 1 252 200 854 400 (397 800) (31.77) 256000 127 200 25700 

130 



4.4.2 FOOD SAFETY (FOS) 

1. Objectives: 1996·2001 

I. To promote food safety as :m import:mt clement of primary healtl1 care 1\hich 11ill contribute to 
meeting basic health needs and to achieving health for all. 

2. To improve technical capabilities for monitoring. assessing, controlling and managing food-
related risks to healtl1. 

3. To promote appropriate and environmentally safe methods and technologies for the effective 
prevention of food-related disease and disability. 

4. To strengthen national and local environmental health information systems related to food 
safety. 

2. Targets: 1996·2001 

I. Most countries and areas \\ill have defined the priority issues related to food safety in support 
of the development of national and city-specific healtli and en1ironment plans. 

2. Most countries and areas 1\iU have formulated or revised food safety policies, strategies and 
legislation, and adopted administrative fC!,'tdatiom 

3. Most countries and areas 11ill be actively implementing national plans and programmes for food 
safety monitoring and surveillance; and 11ill have attained their short-term and long-term goals as defined in their 
national action plan~ of nutrition and food safety. 

4. Most countries and area.~ will be actively implementing standards in accordance with tl1e 
COdex Alimentarius as part of the FAO/W!IO Food Standards Programme. 

3. Health situation analysis 

Active cooperation with Member States on food safety has enabled good progress to be made in 
meeting the earlier programme targets and a.~suring the safety of food in the Region A number of countries 
have established an institutional and legislative framework for food safety administration. 

More countries are becoming aware of the importance of food safety and have started to implement 
national food safety programmes. Food-borne diarrhoeal disea.~es and malnutrition continue to be a major 
problem in most developing countries, usually ranking high in morbidity statistics. This is primarily because 
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insumcient resources are committed to the implementation of national food safety programmes. Progress has 
been slow in cltanging the food handling habits \\hich contribute to contamination 

4. Programmeachievements 

1992·1993 

A new Regional Strategy on llealth and En\ironment, including food safety was developed. 

Food Safety Acts were formulated for Fiji, Papua New Guinea and Tonga. The Federated States of 
Micronesia joined the Codex Atimentarius Commission as the fiflcenth Member State from tltc Western Pacific 
Region. A fifih collaborating centre and the first national participating institution were designated to provide 
support to tlte Global Food Contamination Monitoring Programme as part oftlte Global Environmental Monitoring 
System. 

1994·1995 

Tecltnical collaboration was promoted with otlter WIIO programmes, external support agencies, and 
nongovernmental organit.ations in areas of common interest. Considerable support was provided to strengthening 
food safety programmes in selected countries and to developing guidelines on street food safety. Education and 
training activities were supported to improve food quality control, encourage the application of appropriate 
t~'Cimology, promote technical cooperation and infomtation exchange, and control food-borne diseases. National 
food safety planning and management capabilities were strengthened. Applied studies were supported to 
develop and utiliLe appropriate technologies and methods for dealing with priority food safety issues, including 
emergency preparedness. 

Evaluation mechanisms 

Tecltnical evaluation of every activity is required. Concerned government agencies are asked to 
monitor progress and implementation of recommendations at tlte end of eaclt year. The programme is evaluated 
every two years by tltc Environmental Health Centre Advisory Committee and tlte Environmental llealili 
Subcommittee of tlte Western Pacific Advisory Conunittec on llealili Researcl1. A general programme revtew 
is made bienially by tlte Regional Programme Committee. 

5. Proposed activities for 1996·1997 

Tite main thrust oftlte activities will be to improve street food safdy through improved information on 
issues for botlt consumers and providers Govenmtent officials, development decision-makers, a!feciL"ll populations, 
and all concerned wiili nutrition and food safety issues \\ill be involved in comprehensive and relevant plarming 
and intplemcntation. 
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At country level, activities \\ill aim to enhance infonnation management so a~ to improve decision
making; to assure access to safe food of adequate quality and quantity for vulnemhte, underprivileged target 
population groups (children, pregnant women, nursing motlters, the elderly); and to promote urban health 
development in priority problem areas. Recogni,jng the fundamental linkages between infectious disease, 
malnutrition and food safety, these issues \\ill be approached on an integrated ba~is \\here possible e.g, through 
national plans of action for nutrition developed follo\\ing the FAO/WJ 10 International Conference on Nutrition. 

At intercountry level, group educational activities will be conducted in areas such a~ surveillance and 
control offoodbome diseases, development of an epidemiological infonnation system related to food safety, and 
development of food quality surveillance and control laboratory capabilities. These activities \\ill be coordimted 
primarily through the Regional FnvironmenL'll I lealtl1 Centre in Kuala Lumpur, Mala)~ia Technical support \\ill 
be available to assess food safety problem~ of common interest. The exchange ofinfonnation and experience in 
areas of mutual concern will be promoted among individuals. organi1ation~. and institutions (e g. collaborating 
centres) 

It \\ill be cmcial to develop collaborative and complementary activities \\itl1 selected external support 
agencies to ma-ximize the impact of available resources. Similarly, health promotion and advocacy are imporL1nt 
dimensions. 

Safe, nutritious and appropr~1te food is especially important to tl1e health and well-being of vulnerable 
groups such as the very young, nursing mothers, and the elderly From a socioeconomic perspective. it is tl1e 
poor and disadvantaged among tl1cse groups that surrer the most. 

Projections for 1998·2001 

Empha_~is \\ill be on collaborative initiatives \\ith other external support agencies. elrcctive mmagement 
ofinform1tion, advocacy, training, and education. 

Food irradiation \\ill become more readily accepted by the consumers a~ an essential and elrective 
me.ms of making food safe from bacteria and other disea~e-catt~ing organisms. It \\ill serve to reduce spoilage, 
extend shelf-life, preserve nutritional value and reduce food wa~tage. 

The ha~ard analysis critical control point concept and principles \\ill be used to reduce the food related 
health risks both at home and by the food industry. Good manufacturing practices \\ill become an essential part 
of food production and processing. 
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6. Budgetary implications 

In 19%-1997 four cotmtrics have planned activities in this programme area as compared to five in 19'J4-
I9'J5. 

Provisions at intcrcow1try level have been made for training activities. 

Estimated obligations 

Regular budget Other sources 

1994-1995 1996-1997 Increase (Decrease) 1992-1993 1994-1995 1996-1997 

US$ US$ US$ "· US$ US$ US$ 

Country or area 294 000 218 500 (75 500) (25.68) 

Intercountry 93000 93000 60000 60000 

Regklnal 

TOTAL-Food aaloly 294 000 311 500 17500 5.95 60000 60000 
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4.5.1 WATER SUPPLY AND SANITATION {CWS) 

1. Objectives: 1996-2001 

I. To promote safe water supply and adequate sanitation as essential components oftl1e primary 
health care approach to meeting basic health needs and achieving health for all 

2. To improve technical capabilities for monitoring, a~sessing, and managing water supply and 
saniL1tion-rclated risks to health. 

3. To promote appropriate and environmentally safe metl10ds :md technologies for the effective 
prevention of water supply and sanitation-related disease and disability. 

4. To strengthen national and local water supply and sanitation-related environmental health 
infom1ation S)~tcms. 

2. Targets: 1996-2001 

I. Most countries and areas \\ill have delineated the priority water supply and sanitation issues in 
support of the development of national and city-specific health and environment plans. 

2. Most countries and area~ will be implementing and evaluating national plans and programmes 
for drinking-wnter qmlity monitoring and surveillance. 

3. Most countries and areas \\ill have attained tl1eir short-term national goals \\ith respect to safe 
water supply and adequate sanitation, and will have established longer-term goals comistent with generally 
recognized standards as part of an ongoing national planning and development process. 

4. Most countries and areas \\ill have introduced and adapted an appropriate programme 
man.1gernent tool to improve planning, implemenL1tion, and monitoring of water supply and sanitation activities 

3. Health situation analysis 

Safe, clean and fresh water for domestic purposes and adequate sanitation are essential to health. 
Quantity, quality, safety, availability and accessibility are the main wnter-related factors affecting human health. 
A high proportion of life-threntening and health-threatening infections arc transmitted through contaminated 
water. 
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Approximately 19 million people in 01c Region were aiTected by waterborne diseases in 1990 (1417 per 
I tXl 000 population). Waterborne diarrhoeal diseases are one of the main causes of deaths in children under five 
years of age each year. The morbidity associated 11i01 water-related vectorbome diseases such as schistosomiasis, 
malaria, dengue fever, and filariasis adversely impacts quality oflife as well as productivity and other aspects of 
economic grm1 th. 

4. Programmeachievements 

1992-1993 

A new regional strategy on heald1 and environment was developed, recogni1ing that WHO's resources 
must be focused on priority activities to maximize effectiveness and impact A water and sanitation information 
system was introduced in Papua New Guinea and 01e Philippines. l11e revised (1993) WIIO Drinking Water 
Qua lay Guide!mcs were promoted resulting in new national standards for drinking-water in the Philippines and 
drall standards in Fiji. Fragile drinking-water supplies in Tonga and Kiribati were also assessed. An intercountry 
project streng01cned collaboration with 01e Pacific island countries and areas. 

1994·1995 

Technical collaboration \\ith other WIIO progranJmes, external support agencies and nongovernmental 
organizations was promoted in areas of common interest. These included education and training activities to 
improve water quality surveillance and control, 01e application of appropriate technology, the promotion of 
teclmical cooperation and information excl1ange, and improved operations and maintenance. National water and 
sanitation plarming and management were strengthened through expanding water and sanitation information 
systems. Applied studies were supported to develop and utilize appropriate technologies and methods to deal 
11i01 priority water supply and sanitation issues, including emergency preparedness. 

A new intercountry project enhanced collaboration 1\ith Cambodia, 01e Lao People's Democratic 
Republic and Viet Narn 

Evaluation mechanisms 

Concemed government agencies are asked to monitor progress at the end of each year. l11e 
progranJme 11ill be evaluated every two years by 01e Environmcntalllcalth Centre Advisory Committee and 01e 
Environmental lleai01 Subcommittee of the Western Pacific Advisory Committee on lleal01 Research. A 
general programme review is w1dertakcn bic>nnially by 01e Regional ProgranJme Committee. 
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5. Proposed activities for 1996·1997 

The major thrust of the activities is to involve government officials, decision-makers and affected 
populations in comprehensive and relevant planning and implementation of policies and project acti1ities. 

At country level, acti1ities 11ill enhance information management to improve decision-making; provide 
access to safe water and adequate sanitation to the most vulnerable, undcrserved target population groups 
(children, pregnant women, the elderly); and promote urban health development in priority problem area~. 
especially good hygiene and sanitation practices among schoolchildren and the general public. 

It will be crucial to develop collaborative and complementary activities with selected external support 
agencies to ma.ximize the impact of available resources. Similarly, health promotion and advocacy are important 
dimensions to prO\ ide relevant information and mobilize response. 

At intercountry level, group educational activities will be conducted in areas such a~ water quality 
surveillance and control, operation and maintenance of11nter supply and sanitation facilities, and cost recovery 
and containment. lllis 11ill be coordinated mainly through the Regional Environmcntalllcalth Centre (EIIC) in 
Kuala Lumpur, Malaysia Technical support 11ill be available to assess problem~ of common interest among 
several countries and areas of the Region, in particular small island countries in the Pacific. Exchange of 
information and experience in areas of mutual concern will be promoted among individuals, organi1ations and 
countries. 

ProJections for 1998·2001 

Population shifi from rural to urban areas 11ill continue and there 11ill be more urban dwellers than rural. 
In 1993 there were three megacities (Deijing. Seoul, Manila) in tl1e developing countries in the Western Paci lie 
Region and this number is expected to double by the year 2020. Demand for water 11ill increa~e 11ith the 
development, but the water resources avail~ble within easy reach of tl1cse urban area~ and that could be 
developed at a low cost will not be sufficient to meet the demand. Water 11ill have to be brought from further 
away, and 11ill require more costly treatment because of pollution of the source(s) by anticipated increases in 
domestic, agricultural and industrial wastes. All these f.1ctors will in tum result in higher costs to the consumers. 
The peri-urban areas 11ill also expand and place a greater burden on the system. 

Increased demand for and commensurate supply of water 11ill result in increased 11nste11nter generation. 
Low-cost, on-site technologies currently used to dispose of wastewater in many urban areas 11ill no longer be 
adequate. Therefore, the wastewater generated by the urban settlers 11ill need to be collected and treated 
before being discharged back to the environment. Depending on availability of and demand for water, the 
waste11nter will have to be collected and reused, requiring costly treatment. 

Solid waste generated 11ill increase and 11ill require proper management to reduce its potential to 
contaminate the surface and underground 11nter resources available. 
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6. Budgetaryimplications 

A reduction from 14 countries making provision in 1994-1995 to 13 countries in l9<JG-1997 has reduced 
the budget at count!)' level. Four countries made substantial reductions in their provisions. Additionally, there 
has been a slight shift to programme 4.5.2 Environmental health risk assessment and control as basic infrastructure 
needs arc addressed. 

At intercountry level, t11crc is a substantial increase in activities \\hich highlights tl1e priority given to tlus 
programme area. 

Estimated obligations 

Regular budget Other sources 

1994·1995 1995·1997 Increase (Decrease) 1992·1993 1994·1995 1996·1997 

US$ US$ US$ "· US$ US$ US$ 

Country or area 1 892 300 1 328 300 (564 000) (29.80) 

lnlercountry 817000 1 268 200 451 200 55.23 42500 

Regional 

TOTAL- Water ouppty 
1nd aanltatlon 2 709 300 2 598 500 (112 800) ( 4.16) 42500 
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4.5.2 ENVIRONMENTAL HEALTH RISK 
ASSESSMENT AND CONTROL (ERA} 

1. Objectives: 1996·2001 

I. To improve technical capabilities for monitoring. assessing. controlling and managing the hcala1 
risks resulting from the environmental effects of socioeconomic activities. 

2. To promote environmentally safe and sound methods and tcclttlologics for the cffL'Ctive prevention 
of environmental hmhh-related disease and disability. 

2. Targets: 1996·2001 

I. Most countries and areas \\ill have developed national and city-specific health and environment 
plans, which incorporate priority lists of environmental health problems. lhese \\ill be available to healal
environment-development omcials as reference points for decision-making. 

2. Most countries and areas \\ill have defined the human resources required to effectively 
implement their health and en\ironment plans. 

3. Most countries and areas will have developed emironrncntal health indicators to track progress 
in rcsohing their priority health and cmironment issues. 

4. Most countries and areas will have strengthened their national and local environmental health 
infonnation systems and begun exchange and proper use ofinfonnation. 

3. Health situation analysis 

Industrial wastewater, air pollution emissions from stationary and mobile sources, and municipal wastes 
(from household and commercial sources) are the principal concerns of this programme. Pollutants such as 
suspended particulate matter, carbon monoxide, sulphur dioxide, the oxides of nitrogen, arom.1tic hydrocarbons. 
and heavy metals (e.g., lead and mercury), cause or aggravate health problems. 

Transportation-related air pollution problems pose particular risks to heala1 in congested urban areas. 
The very young, the elderly, and vulnerable population groups such as street vendors, public transport drivers, 
and tramc control personnel, face increased incidence and severity of respiratory and cardiovascular diseases. 
Fossil fuel combustion, both for commercial power generation and residential purposes, constitutes a major 
source of pollutants associated wia1 similar heala1 problems. In colder climates in rural areas, indoor air pollution 
associated \\ith heating and cooking c:m ha,·e quite a severe impact on women, children and the elderly 
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4. Programmeachievements 

1992·1993 

A new rL'gional strategy on health and environment was developed. The development and implementation 
of environmental health impact assessment guidelines in collaboration with other external support agencies was 
emphasized. ll1e promotion of training on emirorunental epidemiology and applied studi.:; to influence decision
making were also particular areas of interest. 

1994-1995 

Environmental health problems are an integral part of the development process. Attention was focused 
on liaison 1\ith bilateral and multilateral support agencies and otl1ers. lllis involved evaluation oftl1e impact of 
development on health through formulation of environmental healtl1 impact assessment guidelines, support for the 
development of environmental healtl1 action plans in those areas wi01 high development potential, and using the 
teclmieal expertise ofWIIO to enhance national capabilities to develop such plans. 

As coal 11ill continue to be a principal source of energy in the Region, attention is focused on promoting 
technology transfer to remove pollutants from coal, wastewater associated 1\ith coal preparation, and coal 
combustion emissions. 

Evaluation mechanisms 

1l1c efTcctiveness and impact of the programme is reviewed each biennium by the Regional Prograrrunc 
Committee. In addition, the Environmentalllealth Centre Advisory Committee reviews 01e Centre's technical 
cooperation activities and makes recommendations for future courses of action. Governments are asked to 
monitor 01e programme's progress and to ensure implementation of recommendations. 

5. Proposed activities for 1996·1997 

The main 01rust of01e programme will be to increase the awareness of individuals and communities of 
the interactions between 01c environment, health and socioeconomic development. This will enable them to 
participate more efTectively at all levels in socioeconomic decision-making 

At country level, emphasis 11iU be placed on encouraging and equipping national and local health sector 
oillcials to become substantively involved in the development decision-making process. At district level, 
activities 11ill aim to disseminate information to individuals, households, scl1ools, businesses, and bureaucracies to 
promote healtl1 and the sustainable usc of resources, and to make people of all ages and status aware of their 
role in safeguarding 01e environment 

At intercountry level, primarily Ouough EIIC, group educational activities 11ill be conducted in areas 
such as environmental healtl1 risk assessment, environmental health in urban development, chemical safety, and 
waste management. Teclmical support will be available to assess environmental heal01 problems of common 
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interest to several countries and areas of the Region llte exchange of information and experience in area~ of 
mutual concern \\ill be promoted among indi,idu:tls, organi7ations, and countries and are:t<;. 

Projections for 1998-2001 

Selected countries and area~ \\ill have integrated their air and water pollution control :md wa~te 
management activities in tlte national healtlt :md environment plan development process. lltere \\ill be :m 
increased awareness of the importance of good air and water pollution control and wa1te management to the 
socioeconomic development process. A sufficient information management base \\ill have been established, in 
selected countries, to guide development decision-making and more clearly define tlte epidemiology of air, 
water, and waste pollution-related diseases. 

6. Budgetary implications 

The increase at country level reflects a shift in empha1is from prograntmc 4.5.1 Water supply and 
sanitation. 

In 1994-1995, EIIC was sho\\n under programme 4 5.4 Environmental health in urban development 
In 1996-1997, EIIC is classified under 4.5.2 Environmental healtlt risk assessment and control, and the 
intercountry provision is reduced, mainly due to the deletion of two professional posts of Water Quality 
Man:tgement Specialist and Environmental Epidemiologist 

Estimated obligations 

Regular budget Other sources 

1994-1995 1996-1997 Increase (Decrease) 1992·1993 1994·1995 1996·1997 

US$ US$ US$ 'l'o US$ US$ US$ 

Country or area 90400 406900 316500 350.11 1 300 

lnlercounlry 2 529200 2 529 200 360800 

Regionnl 

TOTAL· Environmental 
health risk 
a•••••ment 
and control 90400 2 936100 2 845 700 3147.90 362 100 
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4.5.3 CHEMICAL SAFETY (PCS) 

1. Objectives: 1996·2001 

I. To improve teclmical capabilities for monitoring, assessing, controlling and managing the risks to 
health related to chemical safety issues; and chemical safety elements required to meet basic health needs. 

2. To promote environmentally safe and sound methods and technologies for the effective prevention 
of disease and disability related to chemical safety issues and to promote cooperation and coordination among 
programmes and organizations concerned with chemical safety \\1th a \iew to ensuring the more judicious use of 
available resources. 

3. To strengthen national and local environmental health information systems as they relate to 
chemical safety and to promote the exchange and proper use of information. 

4. To streng1hen capabilities for emergency preparedness in relation to accidents involving toxic 
chemicals. 

2. Targets: 1996·2001 

I. Most countries and areas \\111 have developed the chemical safety component of national and 
city-specific heal~! and environment plans, including priority lists of chemical safety problems. 

2. Most countries and areas will have defined the human resources related to chemical safety 
which are required to impkment the plans developed effe-ctively, and to carry out ~1e required training in selected 
areas. 

3. Most countries and areas 11ill have developed practical guidelines or manuals for dealing \\ith 
selected chemical safety problems in tl1e Region (e.g., tl1e disposal of waste oil in Pacific island countries). 

4. Most countric'S and areas will have developed a network (intercountry and intracountry) for 1he 
sharing of d1emical safety resources in response to chemical emergencies. 

3. Health situation analysis 

Chemical safety and h:u.ardous waste issues have become increasingly prominent in the Western 
Pacific Region over 1he last decade in tl1e face of rapid industri:J!iJ:ation and economic growth. TI1e extent of1he 
damage to human health, ecological degradation, and the resultant economic losses have not been adequately 
addressed in botl1 developing and developed countric'S. 

Most Member States in the Region have not been successful in tl1eir efforts to coordinate the multitude 
of chemic:J!-safcty-related activities undertaken among the different responsible agencies and sectors. Poor 
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communications, particularly with regard to planning and development activities, nnd n lack of well-informed 
decision-makers nnd enforcement personnel, seriously impede the implementation of eiTective control programmes. 

4. Programme achievements 

1992·1993 

WHO, in collaboration \\ith UNDP, implemented a regional project on the Safety and Control ofT oxic 
Chemicals and Hazardous Wastes. This project involved China, Malaysia, tl1e Philippines, the Republic of 
Korea, nnd Singapore. It was designed to strengthen the legal and technical capabilities of the participating 
institutions, develop measures to mitigate specific priority problems, nnd train nnd develop human resources. 

1994·1995 

Particular emphasis was placed on collaboration ''itl1 China, Malaysia, tl1e Philippines, the Republic of 
Korea, and Singapore. Acti,ities included the further development, promotion and implementation of follow-up 
proposals to the UNOP/WJIO project; development and promotion of practical guidelines for h.v.ardous waste 
disposal (including appropriate technology transfer) in Soutl1 Pacific island countries; development and promotion 
of practical guidelines for the handling and disposal of hazardous hospital wa~tes; and collaboration \\ith 
selected governments and industries regarding specific priority emironmental healtl1 problems in the workplace. 

Evaluallon mechanisms 

The effectiveness and impact of the programme \\ill be reviewed during the biennium by the Regional 
Programme Commi!lec. In addition, the Environmental Health Centre (EHC) Advisory Commillee reviews 
EHC technical cooperation activities and makes recommendations for future courses of action. Governments 
nre a~ ked to monitor progress and ensure implementation of recommendations made by sL11T and consuiL1nts. 

5. Proposed acllvilles for 1996·1967 

The major thrust of the programme \\ill be to increa~e public awareness of chemical safety issues \\ith 
special concern for high risk indi\idu.'lls using toxic cl1emicals. 

At country level, national or local health sector official~ \\ill be encouraged and equipped for involvement 
in the development decision-making process. In selected countries and cities, the chcmic.'ll safety component of 
national or city health and environment plans will be developed. The chemical safety clements of other sector 
development plans \\ill also be enhanced. Priority chemic.'ll safety issues \\ill be defined, and innovative 
approaches to resolving them supported. Individuals in selected areas will be fully-equipped to deal with 
chemical hazards. Practical guidelines or manuals on dealing \\ith chemical risks \\ill be made available to 
schools, factory workers and establishments \\ith chemic.'ll safety problems. 

At intercountry level, group educational activities \\ill be conducted in nreas such as environmental 
health risk assessment, environmental health in urban development, chemical safety, and waste management. 
These activities \\ill be implemented by EIIC. Technical support \\ill be available to a~scss chemical safety 
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problems of common interest among several countries and areas of the Region. The exchange of information 
and experience in areas of mutual concern \\ill be promoted among individuals, organi7.ations, and countries or 
areas. 

Projections for 1998·2001 

Selected countries and areas will have integrated their chemical safety activities, including hazardous 
waste management, in the national health and environment plan development process. There will be an 
increased awareness of the importance of good chemical safety to the socioeconomic development process. 
An adequate information management base will have been established, in selected countries and areas, to guide 
development decision-making and more clearly define the epidemiology of diseases related to chemical safety. 
A network for sharing chemical safety resources in response to chemical emergencies will h.ave been established 
among selected countries and areas. 

6. Budgetary implications 

TI1e reduction at countJy level reflects reduced allocation by two countries. 

Estimated obligations 

Regular budget Other sources 

1994-1995 1996-1997 lncreaae (Decreaee) 1992-1993 1994-1995 1996-1997 

US$ US$ US$ '~'· US$ US$ US$ 

Country or area 128 400 60500 (67 900) (52.88) 

Intercountry 

Regional 

TOTAL· Chemical 
oaloty 128 400 60500 (67 900) (52.88) 
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4.5.4 ENVIRONMENTAL HEALTH IN URBAN 
DEVELOPMENT (EUD) 

1. Objectives: 1996·2001 

I. To improve environmental health in urban areas, and to collaborate \\ith national officials in 
providing the environmental elements required to meet basic health needs. 

2. To promote increased awareness and understanding of the interaction between health, the 
environment, 1111d development, among leaders and the public in order to strengthen community action for health 
and sustainable development 

3. To promote cooperation and coordination among programmes and organizations concerned 
\vith environmental health in urban areas \\lth a view to ensuring the more judicious use of available resources. 

4. To promote and support institutional capacities for progressive improvement of policies, plans, 
legislation and actions on health, the en\ironment and development 

2. Targets: 1996·2001 

I. Most countries and areas nil! have developed city-specific health and environment plans which 
incorporate priority lists of environmental health problems and are available to health-environment-development 
officials as reference points for decision-making. 

2. Most countries and areas will have defined the human resource requirements for effective 
implementation of their plans. 

3. Most countries and areas will have developed environmental health indicators to track progress 
in resohing priority health and environment issues. 

3. Health situation analysis 

The numbers of urban dwellers throughout the world are increasing steadily. ny the end of d1e century 
they 'viii exceed rural dwellers. In the next century, almost half of the world's population will live in large cities. 
There is a critical need for programmes which effectively prevent and control the adverse impact on health of 
this rapid growth. In the Western Pacilic Region, the majority of the cities concerned are in developing 
countries. 

Common problems found in these cities include deteriorating infrastructures, environmental degradation, 
and increasing slum and squatter areas. Consideration must be given to the problems of smaller urban areas, 
such as those found in South Pacilic island countries, where the infrastructures are ofien equally overtaxed by 
gro\\ing populations and unplanned development 
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Ahhough some counlries have already initiated environmental reforms, most of the countries and areas 
in the Region are constrained by the national priority given to industriali~.ation. Past efTorts to deal with urban 
environmental healtl1 problems have not been fully efTective. More innovative and city-specific approaches are 
called for in tl1e future. 

4. Programme achievements 

1992-1993 

A new regional strategy on health and environment was developed. Several priority activities were 
identified in all elements of tlte environmental health progranJme. Plans were developed in several countries. 
ActivitiL'S included development of guidelines, environmental impact assessment and managemen~ solid waste 
management and urban environmental healtl1. 

1994-1995 

Activities focused on assessment of tlte impact of development on health; development of environmental 
healtl1 action plans; information management to improve environmental healtl1 decision-making; drinking-water 
quality guidelines; safety and control of toxic chemicals and h~.ardous wastes; motor vehicle emissions control; 
coal use; and urban healtl1 development 

Evaluation mechanisms 

Tite Environmentalllcallh Centre (EIIC) Advisory Committee reviews the EIIC technical cooperation 
activities and make'S rL'Commcndations for its future course of action every two years. Governments are asked 
to monitor progress and to ensure implementation of recommendations made by stafT and consultants. In 
addition to these, the cfTc'Ctivc~tcss :md impact of tlte programme are reviewed during the biennium by the 
Regional Programme Conunittce. 

5. Proposed activities for 1996·1997 

The success of this progranJme requires improved collaboration among local national and external 
support agencies involved in activities related to health, the environment and development Major emphasis \viii 
be placed on developing collaborative initiatives \\ith otl1er external support agencies; managing available 
information in more efTcctive ways; and training, education and advocacy. Improved conditions of urban living 
\\lll be targeted through seminars on proper hygiene and sanitation. Priority attention will be given to the most 
vulnerable population groups (dtildren, pregnant women, tl1e elderly, and others such as tlte urban workforce). 

At country level, local healtl1 sector officials \\lll be encouraged and equipped to become substantively 
involved in the development decision-making process. In selected cities, city healtl1 and environment plans will 
be developed; and the healtl1 ru1d environment elements of other sector development plarlS \\ill be enhanced. 
Priority environmental healtlt issues "ill be dclined, ru1d im10vativc approaches to resolving them supported. 
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Efforts will be made to coordinate and collaborate with other external support agencies in carrying out activities 
of common interest 

At intercountry level, group educational activities \\ill be conducted in areas such as environmental 
health risk assessment, environmental health in urban development, chemical safety and waste management. 
These activities will be conducted primarily through EIIC. Technical support will be available to assess 
environmental healtlt problems of common interest among several urban area.~ of the Region. 11te exchange of 
information and experience in areas of mutual concern will be promoted among indi\iduals, organizations, and 
urban communities. 

Projections for 1998·2001 

Selected cities and urban areas \\ill have integrated their environmental acti\ities into the national or city 
health and emironment plan development process. An adequate information management base will have been 
est.1blished, in selected cities, to guide development decision-making and more clearly define the epidemiology of 
environment-related diseases. 

6. Budgetary implications 

The decrease at country level rest~ IS from one country reducing its pro\ision in 19%-1997. 

Activities at intercountry level, which relate mainly to EllC, are shO\m under programme 
4.5.2 Emironmental health risk assessment and control in 199(,-1997. 

Estimated obligations 

Regular budget Other sources 

1994-1995 1996-1997 tncr•••• (Oecrea10) 1992-1993 1994-1995 1996-1997 

US$ US$ US$ % US$ US$ US$ 

Country or area 384 700 205600 (179 100) ( 46.56) 

Intercountry 2984 600 (2 984 600) (100.00) 33400 13300 11 800 

Regional 

TOTAL- Envlronmenlal 
health In 3369 300 205600 (3163 700) ( 93.90) 33400 13300 11800 
urban 
development 
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5. PREVENTION AND CONTROL OF 
DISEASE AND DISABILITY 

5.1 VACCINE AND IMMUNIZATION, INCLUDING 
POLIOMYELmS ERADICATION (VID) 

5.2 TROPICAL DISEASE CONTROL AND RESEARCH 

5.2.1 Malaria and other tropical disease control (CTD) 

5.2.2 Leprosy elimination (LEP) 

5.2.3 Research in tropical diseases (TOR) 

5.3 DIARRHOEAL DISEASES AND ACUTE RESPIRATORY INFECTIONS 

5.3.1 Diarrhoeal diseases, including cholera (DOC) 

5.3.2 Acute respiratory infections (ARI) 

5.4 TUBERCULOSIS {TUB) 

5.5 AIDS AND SEXUALLY TRANSMITIED DISEASES 

5.5.1 AIDS (GPA) 

5.5.2 Sexually transmitted diseases (STD) 

5.6 OTHER COMMUNICABLE DISEASES, INCLUDING ZOONOSES (CDZ) 

5.7 NONCOMMUNICABLE DISEASES 

5.7.1 Cardiovascular diseases (CVD) 

5.7.2 Cancer (CAN) 

5.7.3 Other noncommunicable diseases, including genetic disorders (NCO) 

5.8 DISABILITY PREVENTION AND REHABILITATION (DPR) 

Estimated obligations 

Regular budget Other sources 

1994-1995 1996-1997 Increase (Decrease) 1992-1993 1994-1995 1996-1997 

US$ US$ US$ % US$ US$ US$ 

Country or area 7 464 000 6 789 600 (674 400) (9.04) 10541400 9164000 205100 

Intercountry 3 472100 4 424 700 952 600 27.44 7 824 200 8 344 200 4 797 200 

Regional 1489700 1 860 700 

TOTAL 10V36100 11214300 278200 2.54 19 855 300 1V366 voo 5002 300 
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5.1 VACCINE AND IMMUNIZATION, INCLUDING 
POLIOMYELITIS ERADICATION (VID) 

1. Objectives: 1996-2001 

I. To maintain the Region's poliomyelitis-free status and neonatal tetanus elimination and to 
further reduce morbidity and mortality from diphtheria, pertussis, measles, hepatitis n and tuberculosis by 
strengthening both the delivery and awareness of immunization services \\itl1in the context of comprehensive 
health services. 

2. To promote regional self-reliance in terms of vaccine production, quality control and supply. 

2. Targets: 1996·2001 

By the end of 1997, indigenous ''ild poliomyelitis virus transmission in the Region \\ill have ceased, \\ith 
systems in place to maintain this status, neonatal tetanus \\ill be eliminated and measles will have been 
controlled. 

I. All countries and areas in tl1e Region \\ill have maintained their poliomyelitis-free status and be 
ready for certification. 

2. High immunization coverage of more than 90% in each district will be maintained in the 
Region, including new and improved vaccines as they become available, with the community aware of and 
actively seeking immuni7.ation services. 

3. Measles eradication initiatives \\ill be established and implemented in most countries and areas. 

4. All countries and areas \\ill have established an eiTective surveillance system for the Expanded 
Programme on Immuni7.ation (EPJ) target diseases. 

5. All countries and areas will have prepared plans to assure their EPI vaccine needs ''ith high 
quality vaccine, and will have established eiTective and sustainable cold chain systems for safe storage and 
transport of vaccines. 

6. All vaccines used in EPI in the Region \\ill meet the potency and safety requiremenl~ 
recommended by WHO, \\ith adequate national vaccine production and quality control where applicable. 

3. Health situation analysis 

The expanded programme on immunization is being implemented in all countries and areas of the 
Region. EPI prevents substantial morbidity and mortality from the vaccine pre,·entablc disea~es. llH~se 
diseases are major causes of loss of productivity for society. Immuni7.ation is one of the most cost-eiTcctivc 
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public health intcn·entions, as the cost of providing vaccine is many times less than the cost of treating the 
disease. 

From 19S3-1992, there was a significant reduction in the reported regional incidence of diphtheria, 
pertussis, tetanus, poliomyelitis and measles. Data on neonatal tetanus are not complete, however, and the 
disease is still not reported separately from all tetanus cases by all countries. Disease control initiatives for 
poliomyelitis eradication, elimination of neonatal tetanus nnd measles control are making good progress. Twenty
nine countries and areas have now included Hepatitis D immunization for the newborn as part of the Expanded 
Programme on lmmuni1.ation 

4. Programmeachievements 

1992-1993 

Incidence of EPI target diseases continued to decrease. In 1993, a record low provisional total of only 
1214 cases of poliomyelitis was reported, even \\1th improved disease suneillance. Overall regional immunization 
coverage remained above 80% altl1ough a small decrease in coverage was recorded in 1993. A regional plan of 
action to eliminate incorrect EPI stcrili1.ation and inlmuniL".ation practices was prepared in 1993. 

' To achieve poliomyelitis eradication, supplementary immunization with oral poliovirus vaccine was 
started in the poliomyelitis-endemic countries. The Philippines conducted the first national inlmunization days 
(N!Ds) in the Region in April and May 1993. China and VietNam conducted their first rounds ofNIDs in late 
1993. The regional poliomyelitis laboratory network became operational in 1992. During 1993, China, the 
Philippines and VietNam accelerated activities to achieve neonatal tetanus elimination. 

1994-1995 

All five countries still reporting poliomyelitis cases will conduct NIDs during the 1994 - 1995 low
transmission season. 

Surveillance for acute flaccid paralysis (AFP) and neonatal tetanus was improved, with progress made 
in meeting the criteria for certification of poliomyelitis-free status. l11e Western Pacific Region Teclmical 
Advisory Group on EPI and poliomyelitis eradication continued to coordinate and monitor EPVPoliomyelitis 
eradication acti\1ties. An initiative to improve vaccine production and quality control in the Region was started. 

Evaluation mechanisms 

Evaluation is an integral part of the EPI, witl1 progranJme reviews conducted annually in selected 
districts in most countries and areas and national reviews of selected aspects of the programme carried out 
every three to five years. EPI managers' meetings, followed by Teclmical Advisory Group meetings (since 
199 I}, also provide an opportunity to review the progranJme and set future directions. The regional poliomyelitis 
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VACCINE AND IMMUNIZATION, INCLUDING POLIOMYELITIS EMDICATION 

laboratory network provides immediate feedback on poliomyelitis eradication work md the proper ftmctioning of 
national hboratories. 

5. Proposed activities for 1996 ·1997 

Given that the aim of the programme is to further reduce the burden of the EPI target diseases, the 
main thrust \viii be to involve the entire community in the bcttennent of health A key to promoting partnership in 
improving the health of individuals and families is tlte active recognition by leaders and by decision-makers such 
as mothers, schoolteachers, community workers, etc. that immunitation is beneficial and desirable. Decreased 
incidence of the EPI target diseases will improve the quality oflife for populations The main impact v.ill be on 
inf.111ts, children and women, but it v.ill also benefit all age groups from infants to the elderly. 

At country level, collaboration will focus on maintaining poliomyelitis-free status, neonatal tetanus 
elimin.1tion, measles control, increasing immunization coverage to more than RO% in all countries while improving 
the quality of services and adding new antigens when applicable. Documentation v.ill be started for poliomyelitis 
eradication certification. 

At intercountry level, technical support will be provided through country visits. Emphasis will be on 
developing integrated disease surveillance S)~tems and indicators, and training in disease control activities and 
routine EPI. Surveillance S)'Stem development will be based on AFP surveillance, which was started as a part 
of the poliomyelitis eradication initiative. Collaboration v.ill continue in improvement of the cold chain and 
logistics S)'Stems. Operational research v.ill be conducted in the Region, concentrating on locally produced cold
chain equipment, strategies for improving immunitation coverage and disease control initiatives and integration of 
new antigens and interventions into the EPl National vaccine quality assurance capabilities v.ill be developed in 
collaboration v.ith the Member States. 

Technical Advisory Group meetings will be conducted at least once a year. Meetings of the regional 
interagency coordinating committee will continue as well as meetings of the regional poliomyelitis laboratory 
network. WHO will collaborate to improve self-sumciency in production and procurement of high quality 
vaccmes. 

Projections for 1998·2001 

At intercountry level, the EPI ''ill continue to collaborate v.ith countries and area.s to improve immunitaion 
coverage and to eradicate or eliminate some of the target diseases. Dy the year 2001, global poliomyelitis 
eradication \viii be achieved, while neonatal tetanus elimination v.ill be maintained and measles eradication 
activities started in selected countries. Exchange of experiences and information on immunization services 
delivery and vaccines, including vaccine availability, v.ill continue to be facilitated between countries. 
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PROPOSED PROGRAMME BUDGET 1996-1997 

6. Budgetary implications 

lbe ch:mgcs in the budget reflect the decreasing need to fund the poliomyelitis eradication initiative at 
country level, but the continued need for funding at intercountry level. In anticipation of achieving the goals of 
poliomyelitis eradication and neonatal tetanus in the Region during the 1994-1995 biennium, funds are being 
allocated towards activities for maintaining poliomyelitis-free status and neonat:J! tet:mus elimination 

Addition:J! extrabudgetary funds \\ill be mobilized, as required, to meet any shortfalls for VID activities. 
Extrabudgetary funding is expected to increase as global poliomyelitis eradication approaches and as activities to 
improve vaccine production and quality control intensify. 

Estimated obligations 

Regular budget Other sources 

1994-1995 1996-1997 Increase (Decrease) 1992-1993 1994-1995 1996-1997 

uss US$ US$ ,-. uss US$ uss 
' 

Country or area 885 400 669500 (215 900) (24.38) 1158000 864 800 

Intercountry 617 900 717 800 99900 16.17 2397500 3 042 000 1160000 

Regional 

TOTAL· Vaccine and 
lmmunlzaUon. 
Including 1 503 300 1 387 300 (116 000) ( 7.72) 3 555 500 3 906 800 1160 000 
pollomyelllla 
eradlcaUon 
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5.2.1 MALARIA AND OTHER TROPICAL 
DISEASE CONTROL (CTD) 

1. Objectives: 1996·2001 

I. To promote national and regional action for controlling malaria and other tropical diseases of 
public health importance including Yectorbome diseases. 

2. To prevent the re-establishment of diseases in countries or areas \\f1ere they have been 
eliminated. 

2. Targets: 1996·2001 

I. Morbidity caused by malaria will have been reduced by 50% and mortality by 80% overall, 
using 1992 data as the base figure. 

2. Countries and areas affected by filariasis and schistosomiasis \\ill have reduced prevalence of 
filariasis by 50% and schistosomiasis by 70%, using 1992 data as the base figure. 

3. Most countries and areas affected by tropical vectorbome diseases \\ill have implemented 
Yiable yector control programmes involving communities in their self-protection. 

3. Health situation analysis 

Malaria is the primary parasitic disease in nine countries and a major risk for travellers. All age groups 
are equally susceptible but epidemiological factors Yary within the different ecosystems. Depending on these 
factors, different risk groups are Yulnerable to infection. Resistance to antimalaria drugs by 1'/asmodium 
folciparnm, population mobility and poor management of programmes are the main causes of increases in 
malaria morbidity and mortality. A strain of chloroquine-resistant 1'/asmodillm vimx has been reported from 
the South Pacific. 

Dengue feyer/dengue haemorrhagic fever, filariasis and Japanese encephalitis also require attention in 
the Region. Filariasis and schistosomiasis have a localiT.ed distribution. Schistosomia~is affects approximately 
500 000 people in China, about 55 900 people in the Philippines, and approxim1tely 40 000 in both Cambodia and 
the Lao People's Democratic Republic. Two million people live in areas in \\hich l)mphatic filariasis is endemic. 
The disease has its greatest effect on adult~ and remains a threat in parts of the Pacific and in some 
communities in Asia 
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PROPOSED PROGRAMME BUOGET 1996-1997 

4. Programmeachievements 

1992·1993 

A reorientation of all malaria control programmes resulted in the preparation of national plans of action 
(for implementation from January 1994). All malarious countries of the Region agreed on a wide range of 
collaborative activities intended to enhance programme monitoring and development, information exchange, 
training and other issues at two meetings held in Kunming, Yunnan Province, China in November 1993. 

There was a major decrease in monality and morbidity of the target diseases such as malaria, filariasis 
and schistosomiasis in some parts of the Region. 

WIIO conducted vector surveys and trained healtl1 inspectors on vector control measures in Cook 
Islands, and collaborated \\itl1 Malaysian autl1oriti~'S to develop a national plan on scrub typhus. \VI 10 produced 
Guidelines on Dengue Surveillance and Mosquito Control. 

1994·1995 

All aspects of the recommendations which resulted from tl1e Kunming meetings on malaria were 
urgently addressed in collaboration \\ltll national governments. Collaboration was strengtl1cned by assigning field 
staff to Cambodia, the Lao People's Democratic Republic, VietNam and South Pacific countries. Training was 
improved. 

Five rounds of mass drug administration in Khong Island, Lao People's Democratic Republic from 1989 
to I 993, reduced 01e schistosome egg-positive rate among schooldlildren from 30"/o in IIJ89to 0.4% in 1994. 

In Samoa, tlJC overall microfilaria rate was reduced to less tl1an I% using annual mass drug administration 

The programme has mainly collaborated in conducting national training courses in vector control, 
expanding tl1e use of impregnated bednets for malaria and filariasis vector control, preparing for outbreaks of 
dengue haemorrhagic fever, and promoting simple environmental control measures \\hich can be used by 
individuals and communities in a cost-effective manner. 

Evaluation mechanisms 

The effectiveness and impact of the programme will be reviewed during the biennium by the Regional 
Programme Committee. 

Evaluation is also based on the collection of epidemiological data by national control programmes and 
information from country visits. Where there is an external suppon agency involved (e.g, 01e Overseas 
Development Administration, United Kingdom) periodic evaluations are held in accordance with the donor's 
requirements. 
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MALARIA AND OTHER TROPICAL DISEASE CONTROL 

5. Proposed activities for 1996·1997 

The major thrust \\ill focus on individual and community action (e.g, use of treated bednets nnd 
destruction of breeding sites) in the control ofmosquito-bome diseases, particularly malaria. Revitali7.ation of 
malaria control programmes will include efforts to reduce mortality and morbidity through improving early 
diagnosis and treatment of the disease; improving appropriate nnd sustainable community-based vector control 
measures; and greater community involvement and awareness of the life-threatening nature of/'. ji1lci{'Grum. 

At country level, improving diagnostic skills, ca.~e management, personal and family protection and tl1e 
regular collection of epidemiological information for continued programme evaluation and development will 
continue to be primary activities. 

At intercountry level, the development of technical and management skills \\ill be a priority for control 
programmes. Training at national and regional levels, including the design and production of training materials, 
\\ill continue to be improved and strengtl1ened. 

The programme \\ill continue to emphasite training in vector control and c:<panding tl1e tt~e ofimprcgmted 
bednets for malaria and filariasis vector control. Emergency preparedness against dengue outbreaks \\ill be 
promoted. Simple environmental control measures which can be carried out by indi\iduals and communities in a 
cost-effective manner \\ill be emphasi7ed. 

Projections for 1998-2001 

Malaria deaths and severe forms of clinical filariasis may be prevented in area.~ where drug treatment is 
combined \\ith the year-round protection pro\ided by impregnated bed nets. Improvements in standards ofliving, 
water supply and housing \\ill contribute to a reduction in the incidence of vectorbome disea.~es. Jlowever, it is 
expected that the appropriate technology used in the early 1990s will still be required afier the tum of tl1e 

' century. 

To sustain achievements, programmes \\ill continue to rely on existing control mea.~ures but diagnosis 
\\ill be improved by dipstick identification method for l'.falci{'Grum and /'. vivax. This \\ill reduce tl1e 
demands for microscopy and increase the effective use of resources Work \\ill continue on the use of new 
drugs (e.g, artemisinin) and problems of drug resistance in control programmes. 
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PROPOSED PROGRAMME BUDGET 1996-1997 

6. Budgetary implications 

1l1e decrease at coun!Iy level reflects the integrated approach which countries have taken to handling 
programmes on disease vector control, parasitic diseases, and malaria. Three countries reduced their provisions, 
partially olfset by a substantial increase in one count!)'. 

At intercountl)' level, an increased provision is made for the malaria control activities in most alfected 
countries in the Region. Ths increase is olfset by the transfer of the posts of the scientist and secretary to 
programme 5.2.3 Research in tropical diseases. 

Estimated obligations 

Regular budget Other sources 

1994-1995 1995-1997 Increase (Decrease) 1992-1993 1994-1995 1996-1997 

US$ US$ US$ % US$ US$ US$ 

Country or area 3 510 BOO ' 3196100 (314 700) (8.96) 1 084 300 767700 60000 

lnte rcountry 668600 933400 264800 39.61 38800 

Regional 

TOTAL- Malaria and 
other tropical 4179 400 4129 500 (49 900) (1.19) 1123100 757 700 60000 
dlaeaaa control 

156 



5.2.2 LEPROSY ELIMINATION (LEP} 

1. Objectives: 1996·2001 

I. To reduce tl1e prevalence oftl1e disea~e to such a level tl1at transmission will he intem1pted. 

2. To reduce disability related to leprosy by the early detection or c."t~es. 

2. Targets: 1996·2001 

I. All countries and area~ \\ill be in a position to mannge their national leprosy control programmes 
e!Tectively, including better implementation of multi drug therapy in areas where patients are dimcult to reach. 

2. All countries and areas will have implemented health systems research as part of programme 
manngement. 

3. The prevalence rate will have been reduced to less than one ca~e per I 0 000 population in all 
countries and areas. 

4. The disability rate among new C."t~es \\ill be less than 10% in all patients. 

5. The rate or completed treatment \\ill be maintained at above 90% 

3. Health situation analysis 

The goal orleprosy elimination was reached at regional level in 1991 \\hen an average prevalence rate 
orless than one case per 10 000 population was achieved. Projections from 1992 data indicate that the likely 
average prevalence is currently 0.44 per I 0 000 population. However, although the overall rate is satisfactory, 
there are pockets of high prevalence 1\ithin countries, and several countries and areas have prevalence rates rar 
higher than the goal. Multidrug therapy is used by all countries and areas in the Region and coverage is R2%. 
l11e remaining patients are either cured patients kept on registers or old patients who were given dapsone 
monotherapy and refuse to stop treatment. Countries in \\hich the disea~e is a major problem include Cambodia, 
the Philippines and VietNam. Some South Pacific countries have virtually no cases of leprosy. 

Leprosy primarily a!Tects those aged between 40-65 years. The disability rate among new patient~ 
ranges from 5%-50%. The best programmes, which detect the disease very early, have very little disability 
among new ca~es. This can be seen in Malaysia, Republic of Korea, and Singapore. 
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PROPOSED PROGRAMME BUDGET 1996-1997 

4. Programmeachievements 

1992·1993 

A plan for the elimination ofleprosy in the South Pacific was developed with the support of the Pacific 
Leprosy Foundation (PLF) \\ ith the aim of strengthening leprosy control measures by training extra personnel 
and by regular assessment of the situation. Comprehensive evaluations of the multidrug therapy programme 
were carried out in three provinces of China, the Federated States of Micronesia, Malaysia and Viet Nam. 
Assessments of the leprosy situation in Cambodia resulted in a detailed two-year plan to implement multidrug 
therapy throughout tl1e country. Training, workshops and seminars on leprosy control activities such as case
fmding and expansion of multi drug therapy, were organized in most of the South Pacific countries and areas and 
in Cambodia, Papua New Guinea and tlte Republic of Korea Medical staff and healtl1 workers from China, Fiji, 
the Federated States of Micronesia, tl1e Philippines, Republic of Korea and Vanuatu underwent training on 
management oflcprosy control programm~'S. 

1994-1995 

1l1e leprosy control programmes of thirteen countries and areas were assessed. These countries now 
have national leprosy control programmes \\ith teclmical standards and a plan for extension of case detection. 
An ~1temational Conference on Elimination of Leprosy took place in VietNam in July 1994 and a workshop on 
leprosy elimination in tl1e Pacific \\ill be hdd in Fiji in November 1994. Tedmical support for the leprosy control 
programme \\ill continue in close collaboration \\itl1 tl1c tuberculosis prograrrune. 

Evaluation mechanisms 

'll!C eflcctivcn~-ss ru1d impact of the programme is reviewed during tl1e biennium by the Regional 
Programme Committee. In addition, the progranlffie is periodically evaluated by tl1e Working Group on Leprosy 
Control. Training courses for Leprosy Managers also provide opportunities to review the programme 
implementation. The programme is reviewed under the Tripartite Project between concemed countries, the 
SU!;akawa Memmiall k:~th Foundation :utd WIIO. 

5. Proposed activities for 1996·1997 

The main thrust of the programme will be to provide patients with multidrug therapy (mainly the age 
group 40-65 years). 1l1rough education and appropriate information, patients can be motivated to maintain and 
complete the multidrug therapy regimen. 

At country level, contact examination of cases will be conducted. School surveys \\ill be further 
developed in specific areas. 11uough infom1ation campaigns, health personnel and the public \\ill learn how to 
rccogniLe or suspect leprosy. 

Intercountry activities \\ill focus on training of referral healtl1 workers. As the disease becomes less 
common, tlteir diagnostic skills \\ill need improvement. 1l1ere \\ill be systematic evaluation of the leprosy control 
programme and its achievements. Activities \\ill be conducted to remove the stigma of tltis disease, such as 
closing remaining leprosaria or converting tltem for otlter purposes. 
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LEPOOSY ELIMINATION 

Activities 1M II focus on improvement of case-finding and case-holding Monitoring will he reinforced. 
Operational research will be developed to lind appropriate solutions for the difficult to reach areas. 

Proj~tio!'!s for 1 !!98-2001 

An integrated rehabilitation programme \\hich bring.~ handicapped people into the general social S)~tem 
will be developed. Health ~tern research and clinical trials \\ill result in better management and drug regimens 
that nrc easier to implement As the programme progresses, careful monitoring and evaluation \\ill be needed to 
measure achievements. 

6. Budgetaryimplications 

Supplies and equipment are now provided by nongovemmenL'II organi1ations in most countries of the 
Region, resulting in d~creased allocations at country level. Extrabudgetnry support is expected to be available 
from the Japan Shipbuilding Industry Folllldation and the Pacific LeproS)' Foundation. 

At intercountry level, no provision has been made for starT, since support \\ill be provided from 
programme 5.4 Tuberculosis. 

Estimated obligations 

Regular budget Other sources 

1994-1995 1996-1997 Increase (Decrease) 1992·1993 1994-1995 1996-1997 

US$ US$ US$ '~'· US$ US$ US$ 

Country or area 138100 92500 (45 600) ( 33.02) 199300 110500 31900 

Intercountry 237 800 (237 800) (1 00.00) 1 347 600 1144 400 940 400 

Regional 

TOTAL- Leprooy 
elimination 375 900 92500 (283 400) ( 75.39) 1 546 900 1 254 900 972 300 

159 



PROPOSED PROGRAMME BUDGET 1996-1997 

5.2.3 RESEARCH IN TROPICAL DISEASES (TOR) 

1. Objective: 1996-2001 

To promote and strengthen research activities and development of new and improved mechanisms and 
methods of prevcr1tion, diagnosis and treatment of mJjor tropical diseases. 

2. Target: 1996-2001 

A majority of cow1tries and areas in the Region will have developed their 0\\n research capabilities to 
enable tl1em to identify tl1e dimensions oftlJC tropical disease problem in tl1eir country and to determine the most 
appropriate control metl10ds and technologic'S for local conditions. 

3. Health situation analysis 

Malaria, schistosomiasis, filariasis and leprosy have a major impact on public healtl1 ll1cy affect over 
500 miUion people and account for about half of the world's illnesses. l11e progran1n1e has supported about 565 
research projects in tl1c Region during I 975-1993, including about 142 for tl1e bienniwn I 992-1993. Each project 
is selected and monitored by outside experts and time-limited so that the progr=e can be adjusted to meet 
emerging dJ:l!lenges and new priorities. 

Through the strengthening of national institutions in countries affected by tl1e diseases, a network of 
self-reliant national research and training centres has been established in developing countries with a core of 
national scientists able to pursue careers in tl1eir home countries. 

4. Programme achievements 

1992-1993 

ll1e Special Programme for Research and Training in Tropical Diseases contributed approximately 
US$1.99 million in I 992 and the same amount in 1993 to activities witl1in tl1e Region The principal recipients 
were China (32.8%), the Philippines (23.4%) and Australia (22.9%). Of the total amount, 44.3% was allocated 
to training and institution-strengthening activities (23.4% and 20.9%, respectively} The balance was allocated to 
research projects in six countries for research on malaria, leprosy, socioeconomic factors and otl1er related 
subjects. 

The Malaria Control Services of tl1e Philippines (funded by TOR under a technical services agreement) 
and WIIO continued to contribute to the production and global distribution of in vitro kits for testing the 
sensitivity of malaria parasites to antimalarial drugs. Low-cost portable incubators were also included for use 
where constant temperatures are required for studies. 
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RESEARCH IN TROPICAL DISEASES 

Evaluation mechanisms 

The programme is reviewed each biennium by the Regional Programme Committee. "l11erc arc new 
steering committees and a task force under the global programme. These arc designed to bring expertise from 
many disciplines and areas of interest to bear on critical obstacles to disease control. 

5. Proposed activities for 1996·1997 

1l1e main thm~t \\ill be to strengthen research capability at the regional, intercountry and national levels. 
1l1is \\ill focus on the feasibility and cost-e!Tectiveness of strategies for tl1c control of tropical diseases through 
collaboration \\itl1 independent scientists and industry. Dehavioural research will also be included on how to 
avoid disc.1Scs \\here drug-resistance is developing. 

Projections for 1998·2001 

1l1c programme 11ill accelerate the development of new technologies which have potential to improve 
tl1c control, prevention and treatment of tropical diseases. Countries' capabilities \\ill be strenbothened to conduct 
research tl1at helps control tl1c tropical dise.1Ses. 

6. Budgetary implications 

1l1is programme is primarily funded by headquarters 11itl1 technical collaboration at intercountry level. 
1l1c provision is for the posts of a scientist and secretary which were previously budgeted under programme 
5.2.1 Malaria and other tropical disease control. 

Estimated obligations 

Regular budget Other sources 

1994·1995 1996·1997 Increase (Decrease) 1992·1993 1994·1995 1996·1997 

US$ US$ US$ % US$ US$ US$ 

Country or area 

Intercountry 293 200 293200 

Regional 

TOTAL· Research In 
tropical 
diseases 293 200 293 200 
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PROPOSED PROGRAMME BUDGET 199&-1997 

5.3.1 DIARRHOEAL DISEASES, INCLUDING CHOLERA 
(DDC) 

1. Objectives: 1996·2001 

I. To reduce diarrhoea mortality in children llllder five years of age. 

2. To reduce mortality due to cholera. 

3. To reduce morbidity from acute diarrhoea by promoting breast-feeding and good weaning 
practices, persoml and domc'Stic hygiene. 

2. Targets: 1996·2001 

l11e follo\\ing key targets have been established to measure the progress of the programme and 
progress towards the goals established by the 1990 World Summit for Children where it was proposed to reduce 
annual d1ildhood diarrhoea mortality by half, and tl1e annual incidence of d1ildhood diarrhoea by one-quarter in 
colUltrics \\here it is still a nL~or health problem by tl1e year 2000: 

I. Maternal knowledge- I 00% of mothers \\ill know the three rules of home care (increased 
fluids, continued fc'Cding and indications for care seeking). 

2. Oral rehydration salts access • I 00% of the population (children under five years of age) in 
de1·eloping countries will have access to a regular supply of oral rehydration salts. 

3. Oral rehydration therapy (increased fluids) plus feeding- 80% of diarrhoea cases (in children) 
will receive increased fluids and continued fc'Cding. 

4. Case management- 95% of cases seen in health facilities \\ill be correctly managed. 

3. Health situation analysis 

l11e magnitude and severity of tl1e diarrhoeal diseases problem vary considerably throughout tl1e 
Region. In most of tl1e developing countries, diarrhoeal diseases constitute tl1e second or tl1ird most important 
cause of mortality. It is estimated tlmt on average each child has two to tl1ree episodes of diarrhoea per year. 
More tll:Ul 200 OlXl d1ildren each year die from dianhoca in tl1e developing cmmtries oftl1e Region. 

Cholera is endemic in many countries in tl1e Region. Case fatality rates due to cholera have remained 
comparatively low in tl~e Region. For example, the estimated case fatality rates for cholera were 3.4% in 1992 
ru1d 2.2%) in I Y'J3. 
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DIARRHOEAL DISEASES, lflCLUDING CHOLERA 

Despite the progress mrulc in increasing availability and use of oral rehydration saiL~ and oral rehydration 
therapy, there are still problems in convincing healtl1 workers and the public to use oral rehydration therapy as 
the treatment of choice. There is a need for vigorous education of both the general public and the healtl1 
workers on oral and intravenous rehydration therapy and rational usc of drugs. Heal01 facility sun·cys ha1·c 
repeatedly sho1m that health workers are lacking in face-to-face communication skills. Improvement of such 
skills 01rough training is of utmost import:mce. 

4. Programmeachievements 

1992-1993 

Improved case management of diarmoca at home and at health facilities \\TIS a key strategy in mortality 
reduction. Access to oral rehydration saiL~ increased from 45% in 19R5 to 89% in 19')3 and 01c usc rate for oral 
rehydration therapy increased from 32% in l985to 55% in 19'J3 (excluding China) 

To reduce diarmoea morbidity, promotion of exclusive breast-feeding. good weaning practices and 
personal and domestic hygiene were emphasi7.ed during training courses held in 01e Region 

1994-1995 

The programme increasingly focused on coordimtion and integration 11i01 o01er programmes inmlved in 
prevention and management of major childhood diseases. Particular emphasis was given to interventions that 
addressed 01e decre:t~e in diarrhoea trarto;mission. 

Efforts were made in 01e following areas: to incorporate the programme in the curricula of all hcaltl1 
worker training institutions; to train private practitioners, drug vendors and pharmacists; and to identify other 
potential channels and partners to reach the community, such as women's groups. Breast-feeding counselling 
courses were conducted in the Philippines and VietNam with new curricula. 

Emphasis also continued on dissemination of information, strengthening of sun·eillance and on close 
monitoring of the sprerul and epidemiological implications of 01c newly identified cholera strain ( Vihrio cho/cmc 
0 139) in the Region. 

Evaluation mechanisms 

The programme \\ill be evaluated using dat:l on key programme indicators, collected Otrough hou,ehold 
and health facility surveys. Meetings and other technical panels will review such information. lltc glohal 
programme is evaluated annually by its Technical Advisol)' Group. In ruldition, tl1e programme \\ill be reviewed 
during 01e biennium by the Regional Progranlllle Committee. 
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PROPOSED PROGRAMME BUDGET 1996-1997 

5. Proposed activities for 1996·1997 

ll1c m;Jjor tlmtst 11ill be to prmide infonnation 11hich encourages individUJ!s to t:lke greater responsibility 
for improving tl1eir personal and household hygiene, tlrrough understanding how such measures impact their 0\\n 
and tl1eir family's healtlt 

Infants and young children are tl1e most vulnerable to death from diarrhoea and will remain the main 
target group oftl1e programme. Promotion of breast-feeding 11ill have a positive impact on tl1e well-being of 
botl1 women and childrc'll 

Country-level activities 11ill continue to focus on tl1c training of health workers in communication and 
breast-feeding counselling skills, in addition to programme management, supervisory and case management 
skills. Increased emphasis \\ill be given to strengtl1ening the teaching of diarrhoeal diseases in healtlt training 
institutions, expanding training to reach healtl1 workers outside govemment healtlt systems, and promoting 
breast-fc"''lling, good weaning practices and personal hygiene. 

At intercoun!Jy level, activities 11ill include periodic workshops for prograntme managers, and intercountl)' 
training courses. 

Emphasis 11ill be given to strengthening resource mobiliL.ation, and collaboration with otl1er organiz:llions 
and other WIIO prograntmc'S. 

lligh priority will be given to close monitoring oftlte spread and occurrence of cholera in tlte Region. 

Projections for 1998-2001 

lltere will be an increasing emphasis on coordination and integration 11ith other programmes involved in 
prevention and management of tlte major childhood diseases. Collaboration and cooperation 11ith national 
progr:unmes in key programme areas 11ill continue. ll1e programme areas which contribute most to tl1e 
at~1inmcnt oftl1e World Summit for Children targets 11ill be the focus of most attention 

Cholera control activities 11ill be detennined by the epidemiological situation and countl)' needs at tl1e 
time. 

164 
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6. Budgetary implications 

Two cotmtri\'S made a pro\'ision for tltis programme in 1994-1995. Of tltesc, one cmuttry In~ not made 
a pro\'ision in 19%-1997, howe\'cr, Cambodia has mnde a major pro\'ision which results in rut o\'crall increase al 
COlUlll)' le\'cl. 

AI intercountry le\'cl, the allocation has increased, mainly due to acti\'ities such a~ a meeting of regional 
diarrhoeal disc:tsc programme managers, training courses and pro\'ision of teaching aids. 

Estimated obligations 

Regular budget Other sources 

1994-1995 1996·1997 Increase (Decrease) 1992·1993 1994·1995 1996·1997 

US$ US$ US$ % US$ US$ US$ 

Country or area 88000 150 200 62200 70.68 60000 60000 

Intercountry 140 500 264 900 124 400 88.54 1 204 500 884 8oo 

Rcgionnl 

TOTAL· Olorrhoeal 
diseases, 
Including 228 500 415100 186 500 81.66 1 204 500 944 800 60 000 
cholera 
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PROPOSED PROGRAMME BUDGET 19'J6-1997 

5.3.2 ACUTE RESPIRATORY INFECTIONS (ARt) 

1. Objectives: 1996-2001 

I. To reduce mortality and morbidity from acute respiratory infections, particularly pneumonia, in 
children below five years of age. 

2. To decrease the inappropriate use of antibiotics and other drugs used in tl1e treatment of acute 
respiratory infections (ARI) in children below five years of age. 

2. Targets: 1996-2001 

'l11e follo\\ing targets will be achieved in tl1e Western Pacific Region in order to reduce childhood ARI 
mortality by one-third by tl1e year 21XXl, tl1e goal established at tl1e World Swnmit for Children in 1')<)0. 

I. Sixty per cent of first-lc\·el hcaltl1 facility staiT\\ill have been trained in ARI case management. 

2. Eighty-five per cent of children under five years of age will have access to a health worker 
trained in ARL 

3. Eit~hty per cent of caretakers \\ill know \\hen to seck care from a health worker for a child 
with ARL 

4. Sixty per cent of pneumonia cases in young children \\ill be adeqmtcly treated at health 
facilities 

3. Health situation analysis 

It is estimated tl1at each year about 300 000 deaths due to ARI, particularly pneumonia, occur in 
children below five years of age in the Region. Ninety-seven per cent oftl1cse deaths take place in six countries 
of the Region (Cambodia, China, tl1e Lao People's Democratic Republic, Papua New Guinea, tl1e Philippines 
:md VietNam). In tl1ese priority countries, the infant mortality rate is greater than 40 per 1000 live births at 
national or district levels and malnutrition and low birtl1 weight are common. As ARI account for :u1 estimated 
20% of these inf<mt deatlt~. tl1e progr:unme has great potential to make a significant impact on inf:mt mortality. 
Training on st:u1danl m:magement of cases witl1 ARI has been tl1e main strategy of tl1c programme to reduce 
child mort:~ity. 



ACUTE RESPIRATORY INFECTIONS 

4. Programme achievements 

1992·1993 

Dy the end of 1993, 15% of facility-based stafTin the Region were trained. An estimated 25% of the 
child population living in the six priority countries had access to standard ca~e management llte training 
coverage increased rapidly, particularly in the Philippines and VietNam. A reduction in pneumonia-specific and 
overall infant mortality rates, previously sho\\n in intervention studies, was reported in sentinel monitoring 
areas in China under normal conditions of programme implemenL'llion. 

The number of training units established to foster training of trainers and decentralization of training 
grew to 25. Key training and reference materials were translated into Khmer, Chinese, Laotian, Bahasa 
Malaysia and Vietnamese, and widely disseminated and used. Focused etlmographic studies were carried out to 
guide and direct communications activities in China, the Philippines and VietNam. llousehold surveys and 
health facility surveys were conducted to monitor the progress ofthe programme. 

1994·1995 

Dy the end of 1994, the field testing of the manual for the national sun·eillance of antimicrobial 
resistance of Strcptococm' pncumoniac and l!acmophilus injlucnzac \\ill have been completed in VietNam. 
The manual will then be reviewed. The manual \\ill be used to help set up a system to monitor the resistance 
pattern of S. pncumoniac and II. lnjluenzac. 

Activities were carried out through collaboration with the national ARI programmes and the medical 
and nursing schools. Aspects of standard ARI case management were incorporated in the curricula in Fiji, the 
Lao People's Democratic Republic, the Philippines, Papua New Guinea, Vanuatu and VietNam. llte first 
combined acute respiratory infections/diarrhoeal diseases/expanded programme on immtmitation workshop was 
conducted in the Lao People's Democratic Republic in 1994. The workshop supported the development of 
teaching plans by nurse instructors for each of the programme areas. 

Evaluation mechanisms 

WIIO has collaborated in surveys at household and health facility level to measure achievements 
against t:u-gets, validate data collected through monitoring S)~tems and gather useful information for programme 
development llte global programme has been annually evaluated by it~ Technical Advisory Group. In addition, 
the programme \\ill be re\iewed during the biennium by the Region.'ll Programme Committee. 

5. Proposed activities for 1996·1997 

The major aim oftlte ARI programme is to promote better care oftlte sick child. lltis will be achieved 
not only by improving health services but also by improving and developing the knowledge and ability of 
individuals, i.e., caretakers and other family members, to give appropriate home care, to recognize severe illness, 
and to take such children for treatment at hcaltlt services promptly. 
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At cow111y b·el, major collaborative activities \\ill inclu:le national aml provincial workshops for programme 
managers, to develop and update operational plans. Training ofhealUt workers in st:mdard case management of 
ARI and other childhood diseases, as appropriate, and workshops for teachers of allied health scl1ools will be 
conducted. J lousehold and hcalU1 facility surveys, programme re1iews and oU1er problem-solving activities 11ill 
be canicd out 

At intercolU1try level, re1iews of national drug fo1111ulas and studies on drug sellers' dispensing practices 
will be carried out, and workshops 11iU1 public and private healUt workers and professional groups will be 
conducted. Available data on antibiotic sensitivity patterns 11ill be reviewed. Collaboration witlt oUter related 
WIIO programmes ru1d UNICEF will continue and 11ill be reinforced. New linkages 11111 be established witlt 
nongovernmental organizations, tl1e private sector and teaching institutions. 

Projections for 1998-2001 

Coordination ru1d integration \\itlt the otlter programmes involved in U1e prevention and management of 
Ute major childhood diseases will be furilier strengthened. Training in standard ARI case management and 
otlJCr childhood diseases 11ill focus on identified high risk groups. CommlU1ications initiatives 11ill be promoted at 
all levels. 11te strengtltening of the surveillance system \\ill continue witlt emphasis on areas 11ith low sensitivity 
to Ute first-line antibiotics. 111e programme areas which contribute most to tl1e attainment of the World Summit 
for Children targets 11ill be Ute focus of most attention 

6. Budgetary implications 

Tite decrease at country level results from one colU1try's substantial reduction of activities which is 
slightly offset by one new cowttry making a provision 

Estimated obligations 

Regular budget Other sources 

1994-1995 1996-1997 Increase (Decrease) 1992-1993 1994-1995 1996-1997 

US$ US$ US$ or. US$ US$ US$ 

Country or area 204 500 90000 (114 500) (55.99) 163 800 82000 

Intercountry 235100 291 500 56400 23.99 821 300 1 839 600 1680 000 

Regional 

TOTAL- Acule 
respiratory 439 600 381 500 ( 58 100) (13.22) 985100 1 921 600 1 680 coo 
Infections 
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5.4 TUBERCULOSIS (TUB) 

1. Objective: 1996-2001 

To decrease the transmission of the disease and to lower the number of deaths due to tuberculosis 
through IJCG vaccination of infants and implementation of short-course chemotl1erapy (SCC) 

2. Targets: 1996-2001 

I. The programme will have achieved an annual decrease of 7% in the risk of infection in 
cmmtrics in which the disease is highly endemic. 

2. 1l1e number of deaths 11ill have decreased by half of the 1994 figure. 

3. All countries and areas in the Region 11ill have trained starr in tuberculosis control and SCC 
implementation. 

4. All countries and areas \\ill have made a thorough review of tuberculosis programmes and 
conducted prevalence/tuberculin surveys. 

5. A surveillance system for drug resistance \\ill have been implemented in nil countries and arc.'t' 
in which the disease is highly endemic. 

6. All countries and areas \\ith tuberculosis as a major henlth problem will have implemented 
operational research. 

3. Health situation analysis 

In the Western Pacific Region in 1992, there were an estimated 1.9 million cases of tuberculosis, 
corresponding to a prevalence rate of 136 per I 00 000 population. 1l1e reported cases have increased from 
360 000 in 1939 to 750 000 in 1992. The annual risk of infection was estimated at about 1.5%. 1l1c m'c fatality 
rate was estimated at35%. Using these assumptions, it was estimated that tuberculosis deaths totalled 672 000 
in 1992 corresponding to a rate of 4R per I 00 000 population. !Jased on epidemiological data, the tuberculosis 
situation is most serious in Cambodia, China, the Philippines and VietNam. 

A resurgence of tuberculosis cases is currently occurring in certain countries due to multiple drug 
resistance and inadequate case management. Tuberculosis aiTects mainly adults of working age and has :m 
important eiTect on the workforce and productivity. In countries in which the disea'e is highly endemic, and 
hc.'llth facilities are weak. adolescents and children are also aiTected. 

Tuberculosis-lilY co-infection is not yet a problem in the Western Pacific Region. Five countries arc 
being closely monitored for IIIV, however, because the risk of spread of infection is high (Cambodia, China, 
Mnlaysia, the Philippines and VietNam). 
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4. Programme achievements 

1992-1993 

Malaysia, tlte Philippines and the Republic of Korea account for 36% of all reported cases in tltc 
Region. Short-course chcmotlterapy was provided to over 90% oftlte smear positive cases detected. Usc of 
SCC was over XO% in most of the small Pacific island countries. 

In Cambodia, a five-year plan of action for SCC implementation was designed and implementation 
begun. National workshops, seminars and training on several aspects oflubcrculosis control were orgartized in 
China, tlte Lao People's Democratic Republic, tlte Federated Stales of Micronesia, Papua New Guinea, tltc 
Philippines and VietNam. An assessment oftlte programme was made in Papua New Guinea and a thorough 
review of the recording and reporting system perfonned in tlte Philippines. 

1994-1995 

Training on management of the programme at district level and for laboratory tcclmicians was org:uti.-ed 
in tluce provinces in Cambodia. Tite programmes in the Lao People's Democratic Republic, Mala)~ia, 
Singapore and VietNam were evaluated. 

Evaluation mechanisms 

11te e!Tectivencss and impact of tlte programme is evaluated in each biennium by tlte Regional 
Programme Committee. 11te activities oftltc programme arc reviewed annually at global level by the regional 
advisers meeting. 'Iltc WI 10/JICA International Tuberculosis course also provides opporttmitics for progran1mc 
managers and international experts to evaluate tl1e programme implementation of each country. Cambodia 
performed a tuberculin survey to assess tlte current status of tlte disease and the impact of tlte control 
programme. ll1c Philippines will undertake a prevalence survey in 1995. 

5. Proposed activities for 1996-1997 

The main tltrust of activities to address tl1e resurgence of tuberculosis cases, should be in stimubting 
mothers to ensure tltal tl1cir infants are protected \\itlt E3CG, and encouraging all adults to ensure tltal those witll 
a persistent cough arc investigated for tl1c disease, and, if found to have tuberculosis, tllatthey complete tlte full 
course of treatment. 

At cow1try level, tlte programme \\ill collaborate in training for case-mamgemenl nnd healtlt education 
to improve case-finding 

Intercountry activities \\ill include evaluation of progr=e output and outcome. Progr:unmc adtieverncnt 
in countries in ''hi cit tlte disease is highly endemic will be assessed through prevalence surveys or tuberculin 
survc;·s wherever possible. 
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TUDERCUlOSlS 

Projections for1998·2001 

A regional surveillance system for drug resistance \\ill be developed and operational resear2h results 
\\ill improve management of cases. It is expected that new tools\\ ill be available for diagnosis of tuberculosis. 

6. Budgetary implications 

Eight countries and one area made prO\ision for acti\ities in 19%-1997 compared \\ itl1 six in I 994-1 995. 
Substantial increases were made in three countries. 

At intercountry level, the increase renccts tl1e establishment of two posts. 

Estimated obligations 

Regular budge! Other sources 

1994-1995 1996-1997 Increase (Decrease) 1992·1993 1994·1995 1996-1997 

US$ US$ US$ % US$ US$ US$ 

Country or area 353600 702700 349100 98.73 149 000 174 600 

Intercountry 95000 324 200 229200 241.26 309 600 211 500 174 eoo 

Regional 

TOTAL· Tuberculosis 448600 1 026 900 578300 128.91 458 600 386100 174 800 
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5.5.1 AIDS (GPA) 

1. Objectives: 1996·2001 

1. To prevent the transmission oflllV. 

2. To reduce the personal and social impact ofHIV infection and AIDS. 

2. Targets: 1996·2001 

I. Most countries and areas in the Region \\ill have National AIDS Committees which meet at 
least twice a year, a full-time AIDS programme manager, and subcommittees on information, education and 
communication, and surveillance and socioeconomic impact, which meet at least every two montlJS. 

2. More tl1an half of the estimated nwnber of commercial sex workers in six countries (Cambodia, 
China, Papua New Guinea, the Philippines, Republic of Korea and VietNam) \\ill have been contacted by 
outreach workers at least twice in the preceding year. 

3. ll1e majority of countries in tl1e Region will have comprehensive plans to lessen the impact of 
IIIV infc'Ction upon individu:~s and families from botl1 medical and socioeconomic aspects. 

4. In most countries and areas at least 70% of the adult and adolescent populations will be able to 
cite at least two instances ofhcaring or reading about IIIV and AIDS in the media in the preceding year. 

3. Health situation analysis 

As at 28 April I 994, the cumulative total of AIDS cases reported in the Western Pacific Region was 
(.0 I 0. Of these, 3707 persons have died. ll1e total number of reported IIIV cases for the Region was 33 416 
(including AIDS cases) Reported rates of!IIV infection vary from I 00 per I 00 000 population in Australia and 
(,2 per I 00 000 in French Poi}11CSia to fewer tl1an 0.1 per I 00 000 in China. Eight Pacific island countries have 
not reported any IIIV infection Levels of IIIV infection in Australia have remained relatively constant in tl1e 
past tl1ree years. llJL•y have been increasing, however, in Cambodia, I long Kong, Macao and VietNam. 

More tl1an 70'Yo of the AIDS cases in tl1e Region have been acquired through homosexual/bisexual 
contact, but transmission tl1rough injecting drug use and heterosexual intercourse is increasing. 
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AIDS 

4. Programme achievements 

1992·1993 

Twenty-five countries and areas established multisectoral AIDS programmes and 19 formulated medium
term plans by the end of 1993. All countries established public awareness programmes, training activities for 
health care workers and some specific interventions for populations at risk. All countries conducted surveillance 
activities. I !IV testing capabilities were developed in most of the countries, and close to I 00% of donated blood 
wns being screened for I !IV in 25 countries and arens in the Region. 

1994-1995 

All countries and areas established health educntion programmes l1rgeted at specific population groups. 
Selected countries developed functioning peer education projects for commercial sex workers and injecting dmg 
users. Nearly all countries and areas hnd a functioning condom distribution S)stem and healtl1 care worker I !IV/ 
AIDS education programmes by the end of 1995. Selected countries carried out studies on the socioeconomic 
impact of selected interventions. 

Evaluation mechanisms 

The medium-term plans provide for annual internal reviews as well as comprehcnsi\·c external reviC\\S 
at tl1c end oftl1e period. In addition, tl1c effectiveness and impnct of the programme \\ill be reviewed during tl1c 
biennium by the Regional Programme Committee. 

5. Proposed activities for 1996·1997 

The main thrust of the programme will be to maintain awareness of the role played by individual 
behaviour in disease transmission, \\ith promotion of safer sex bc11.1\iours, including condom promotion. Secondly, 
health promotion \\ill encourage individuals likely to be exposed to tl1c disease to participate in regular sun'Cillance 
acti\ities. 

Projections for 1998·2001 

It is expected thnt towards the end of the above period, a m;!jority of the Region's sexually active 
population \\ill be able to cite at least two wa)S of protecting themselves from JIIV and will have had no sexual 
conl1ct other than their regular partner. In addition, close to half of tl10se who continue to expose themselves to 
high-risk sexual intercourse \\ill usc condoms. 
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6. Budgetary implications 

1l1e reduction at country level results from activities being planned at a decreased level in one country 
ofTsl't by a new provision in another country, in 1996-1997. 

Estimated obligations 

Regular budget Other sources 

1994-1995 1996·1997 Increase (Decrease) 1992-1993 1994·1995 1996-1997 

US$ US$ US$ 'l'o US$ US$ US$ 

Country or area 64 600 45000 (19600) (30.34) 7 541100 6622 300 

Intercountry 1 254 800 373 000 

Regional 1 489 700 1 860 700 

TOTAL- AIDS 64600 45000 (19 600) (30.34) 10 285 600 8856 000 
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5.5.2 SEXUALLY TRANSMITTED DISEASES (STD) 

1. Objective: 1996·2001 

To reduce the transmission of sexually transmitted diseases including I !IV. 

2. Targets: 1996-2001 

I. Most countries 311d areas in the Region \\ill have developed national policies 3lld protocols for 
the management of sexually transmitted diseases. 

2. Almost half of STD clients seen in public health facilities in six countries (Cambodia, China, 
Papua New Guinea, the Philippines, Republic of Korea 3lld VietNam) \\ill receive adequate infonnation on 
prevention of sexually transmitted diseases. 

3. In all countries most people seeking STD care in public health facilities will be a~sesscd 3lld 
treated appropriately. 

3. Health situation analysis 

Sexually tr3llsmittcd diseases are a signiflc3llt public health problem in the Region. Estimated rates of 
syphilis vary from 20- 100 per 100 000, 3lld reported gonorrhoea rates from 6-500 per 100 000. Reported 
rates are likely to be 311 underestimate of the situation. There has been a marked increase in the number of 
cases of STD in Cambodia 311d China in the last three years. Treatment of gonorrhoea is a growing problem, 
\\itl1 the incidence of penicillinase-producing Neisseria gonorrhoea on the increase. 

4. Programme achievements 

1992-1993 

An STD management training manual was developed 3lld tested in four countries. STD prevalence 
studies were conducted in selected countries. A model STD community clinic wa~ estab!Lshed in Cambodia. 

1994-1995 

Appropriate STD training materials are being made available in all countries of the Region. All 
countries \\ill have stafTtrained in S)ndromic STD management, 3lld the cost-eiTectiveness of this approach is 
being evaluated in selected countries 3lld areas. STD surveill311ce programmes arc being implemented in most 
cmmtries and areas. 
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Evaluation mechanisms 

At count!)' level, WIIO will, in collaboration with agencies responsible for assessment of STD 
programmes, evaluate the impact and effectiveness of the programme. At regional level, programme reviews 
will be conducted and the services of international experts will be used as well as the regional collaborating 
centres. 

5. Proposed activities for 1996·1997 

TI1e main tl1rust of SID activities in tl1e Region will be to develop the individual's responsibility for safe 
sexual behaviour. In addition, case management will be improved and care-seeking behaviour of adolescents 
:Uld adults promoted. I ligh-risk individuals \\111 be motivated to seek attention and comply witl1 management 
regimens. STD activities will also be part of such programmes as health promotion and healtl1 of women and 
children, and family planning 

Projections for 1998-2001 

It is anticipated tl1attowards the end oftl1e period, most sexually active adults and adolescents \\111 have 
had no sexual contact otl1er than tl1eir regular partner. Close to half of those who continue to expose themselves 
to high-risk sexual intercourse ,,111 usc condoms. In addition, at least half of all healtl1 facilities should be able to 
provide appropriate assessment and treatment for men and women \\1th SID. 

6. Budgetary implications 

One country has made a small provision for activities in 1996-I 997. 

Estimated obligations 

Regular budget Other sources 

1994-1995 1996-1997 Increase (Decrease) 1992-1993 1994-1995 1996-1997 

US$ US$ US$ '1'. US$ US$ US$ 

Country or area 3000 3000 

lnter..::ounlry 

Regional 

TOTAL- Sexually 
transmitted 3000 3000 
diseases 
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5.6 OTHER COMMUNICABLE DISEASES, 
INCLUDING ZOONOSES (CDZ) 

1. Objectives: 1996·2001 

I. To establish effective surveillance and vigilance mechanisms with respect to other communicable 
diseases, including zoonoses, for all age groups. 

2. To develop programmes for prevention and control activities against \ira! hepatitis, particularly 
hepatitis D and hepatitis C, dengue fever and dengue haemorrhagic fever (DF/DIIF), Japanese encephalitis, 
hantavirus infection and plague for all age groups. 

2. Targets: 1996·2001 

I. Hepatitis D immuni7.ation coverage \\ill reach more than 90% for all newborn infants in high 
prevalence countries, and \\ill become one of the vaccines in the expanded programme on immuni1.ation. 

2. In some countries or areas the chronic carrier rate of hepatitis D virus will be reduced to I% or 
less of the population so that mortality and morbidity from chronic liver diseases, including liver cancer in adults 
and the elderly, will be decreased in the future. 

3. Local Japanese encephalitis vaccine production in VietNam will progress and morbidity \\ill be 
decreased in that coun!Iy using locally produced Japanese encephalitis (JE) vaccine. 

4. The mortality rate ofDF/DHF \\ill not exceed I% in countries in which DF/0111' is endemic, 
follo\\ing the introduction of appropriate diagnostic and case management measures. 

3. Health situation analysis 

Hepatitis Dis a major public health problem in the Region. Twenty-three of the countries and areas 
(65. 7%) reported a hepatitis D virus prevalence rate greater than 8%. Ten per cent of carriers will develop 
chronic hepatic illness, such as hepatic cirrhosis or primary hepatocellular carcinoma, \\hich arc m:;ior causes of 
death in adults and the elderly. The hepatitis C virus infection is also strongly associated with chronic liver 
diseases in adults and the elderly. 

Dengue fever and dengue haemorrhagic fever is recognized as a public health problem in the Region. 
Twenty-eight countries and areas have experienced outbreaks over the past two decades. 1l1c number of cases 
has been increasing and deaths arc still being reported every year. It is mainly children that arc affected, though 
adult~ also sometimes fall seriously i11. 
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Jap:mese encephalitis is a serious problem in China and VietNam. It is asswned to exist in Cambodia 
and the Lao People's Democratic Republic as well, altl10ugh this has not yet been clarified because oflimited 
bboratmy diagnostic facilities and lack of experienced personnel to confirm its existence. 

llantavirus infection, which causes haemorrhagic fever with renal syndrome and can have a mortality 
rate of I 0%, is a problem in China and d1e Republic of Korea. Plague is still endemic in China and VietNam. 

4. Programme achievements 

1992·1993 

In tl1e Region, 32 countries and areas had policies implementing hepatitis D immuni/.ation Twenty· 
seven implemented immunization policies for all newborn infants in 1993. Technical support was provided to 
China and Viet Nam for the development of large-scale production of plasma-derived hepatitis D vaccine. 
China produced more tl1an 25 million doses oftl1e vaccine. VietNam successfully held field trials of its locally 
produced vaccine. WHO supplied hepatitis D vaccine to eight countries in tl1e South Pacific through the WIIO 
plasma collection scheme in collaboration \\ith the WIIO collaborating centre in Japan. Approximately two
thirds of the newborn infant.; in the participating countries were immunized. Hepatitis C virus surveillance 
studies were in;tiated in tl1e Region 

l11e Forty-sixth World Health Assembly called for global action to control DF/DIIF. The DF/DIIF 
control programme has been supported in countries in \\hich the disease is endemic, by provision of teclmical 
support, equipment and reagents. 

1994·1995 

l11irty-tl1rec countries and areas implemented hepatitis D immuni/.ation, 29 oftl1ese included all newborn 
infants in tl1e immtuli7.ation policy. In tl1e Soutl1 Pacific, WHO supported in1munization activities in collaboration 
with tl1e Governments of Japan ru1d New Zealand, and tl1e Hepatitis Foundation (New Zealand). Cook Islands, 
Fiji, Kiribati, Solomon Islands, Tonga, Samoa and Vanuatu achieved 100% hepatitis D immunization coverage. 
llcp:tlitis C virus surveillru1ce studies were accelerated and completed in 26 countries. 

l11e dengue control programmes in countries where the disease is endemic were further supported by 
providing technical support, equipment and reagents. The Workshop on Epidemiology ru1d Laboratory Diagnosis 
on Dengue Fever and Japanese Encephalitis was held in Nagasaki, Japan in 1994. Dy 19\15, Viet Nam had 
produced 100 000 doses oflocally manufactured Japanese encephalitis vaccine. 

l11e programme on epidemiological surveillance and laboratory diagnosis of plague in China and 
VietNam was supported. 
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OTHER COMMUNICABLE DISEASES, INCLUDI~.1 ZOONOSES 

Evaluation mechanisms 

Periodic meetings such as that for the control of communicable diseases re\iew the current situation of 
the programme. 1l1ese \\ill supplement the biennial review by the Regional Programme Committee. I lcpatitis 
D immunization activities are evaluated in the annual Technical Advisory Group meeting on the expanded 
programme on immunitation and poliomyelitis eradication. 

5. Proposed activities for 1996·1997 

The major thrust of the programme is the continued development of preventive and control programmes 
for prevalent communicable diseases. Another major e!Tort \\ill be to provide information on the various 
commtmicnble diseases so that people can take appropriate action for their O\\n health. 

WIIO \\ill also continue to encourage the development and strengthening of the epidemiological 
surveillance system, laboratory diagnosis, appropriate case management and immunitation to control and prevent 
communicable diseases including 7Mnoscs. 

Through control of communicable diseases, children's lives \\ill be saved, and adults and elderly people 
\\ill be protected from some chronic illnesses. 

At country level, WIIO will collaborate in strengthening the epidemiological surwillance system based 
on laboratory diagnosis; laboratory diagnostic capabilities; appropriate case management based on correct 
diagnosis; and prevention and control activities such as the immuni1ation stratet,'Y for other communicable 
diseases including zoonoses. Support \\ill be pro\ided for epidemiological and other studies in order to provide 
information on the agents and other factors essential for the treatment, management and control of these 
diseases. 

At intercotmtry level, support \\ill be provided to WIIO collaborating centres and other essential 
institutes to develop simple, low-cost tools and to promote clinical and epidemiological studies. WHO will 
facilitate opportunities to share experiences and to exchange information on communicable diseases, particubrly 
the rapid spread of diseases across borders, such as DF/DIIF, Japanese encephalitis, hepatitis A and hanta,·irus 
infections. 

Projections for 1998·2001 

Jlepatitis D immunization of all newborn infants \\ill result in a substantial decrease in the future in tl1e 
number of chronic liver diseases such as liver cirrhosis and primary liver cancer in aduiL~ and tl1e elderly. 

The regional prevalence of hepatitis C virus infection will be knO\m. Some countries with high 
prevalences \\ill institute national control programmes on hepatitis C ,;rus infections by tl1e year 200 I. 

National dengue fever control programmes and case management \\ill be strengthened. Laboratory 
diagnostic capability \\ill be upgraded and case management measures \\ill be improved. ll1e mortality rate of 
DI'/DIIF \\ill not exceed I% in com tries where the disease is endemic by the year 2001. 
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·n1c epidemiolo0cal situation \\111 be clarified in Crunbodia and the Lao People's Democratic Republic 
and the number of Japru1ese encephalitis patients in Viet Nrun will decrease afier the introduction of locally 
produced \'accine. 

6. Budgetary implications 

AW10ugh four countries (as compared witl1 only two in 1994- 1995) have plrumed activities in tl1is 
programme area for 19%-1'>97, consolidation of the progrrunmes on other communicable diseases including 
zoonoses ha\'e resulted in a much reduced provision in one country. 

At intercountry le\'el tl1e increase in activities is m:Unly offset by tl1e deletion of a post of medical 
officer. 

I Eslir.1llled obligations 

Regular budget Other sources 

1994·1995 1996-1997 Increase (Decrease) 1992·1993 1994-1995 1996-1997 

US$ US$ US$ ,. US$ US$ US$ 
" 

Country or area 933400 738 600 (194 BOO) (20.87) 96400 347000 

Intercountry 777900 699 400 (78 500) (10.09) 280200 549400 542 900 

Regional 

TOTAL· Other 
communicable 
diseases, 1711300 1 438 000 (273 300) (15.97) 376 600 896 400 542 900 
Including 
zoonoses 
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5.7.1 CARDIOVASCULAR DISEASES (CVD) 

1. Objectives: 1996·2001 

I. To prevent or delay the onset of cardiovascular diseases. 

2. To improve the management of cardiovascular diseases, in order to maximize disability-free 
and productive lives in older age. 

2. Targets: 1996·2001 

I. Most countries and areas will have established national policies and programmes on the 
prevention and control of cardiovascular diseases including priorities for action leading to a reduction in age
specific cardiovascular disease mortality. 

2. Most countries and areas \\ill have developed appropriate preventive activities leading to a 
reduction in ti1c prevalence of age-specific cerebrovascular diseases. 

3. Several countries or areas \\ill be implementing community programmes for the integrated 
prevention and control of noncommunicable diseases, including cardiovascular diseases, for tl1e \\hole population. 

4. Most countries and areas in \\hich rheumatic heart disease is a significant public health 
problem will have programmes aimed at the management of rheumatic heart disease and the prevention of 
rheumatic fever. 

3. Health situation analysis 

Cardiovascular diseases remain one of the major causes of adult mortality in tlJC Region In many 
developing countries of the Region, morbidity and mortality resulting from ischaemic heart disease arc on tl1e 
increase. Hypertension and cerebrovascular disease remain common in tl1e Region, notably in China, Japan and 
the Republic of Korea, although significant reductions in prevalence have been seen. Rheumatic fever and 
rheumatic heart disease are still public health problems in some countries such as in tl1e soutl1em part of China, 
the Philippines, Samoa, Tonga and VietNam. 

Although tl1erc has been an encouraging decline in cardiovascular diseases in several countries, curative 
and surgical approaches still consume a large amOtmt of national healtl1 budgets. The challenge now is to avoid 
tl1e increase of risk factors in countries and areas experiencing industrial growth and increasing a/Tiuence. 
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4. Programme achievements 

1992·1993 

l11e main activities were in training, including strengthening of institutions, clinical care and public heJlth 
measures. Commwuty·based methods of prevention and control were \\idcly promoted. 

Several ongoing projects on rheumatic fever and rheumatic heart disease were supported, including a 
computer-based patient follow-up system 

1994-1995 

National cardiovascular disease programmes were strengthened and several countries implemented 
preventive community programmes. Emphasis was placed on combined approaches to tl1e control ofh}pertension, 
coronary heart disease and stroke. Linkages were made to heJlthy lifestyles programmes. 

Evaluation mechanisms 

As cardiovascular disease is tlu: main cause of death in many countries, data on mortality statistics are 
generJlly good. l11e success of the programme can effectively be measured by the considerable changes in 
tl1cse figures in tl1e Region. 

l11e effectiveness and impact of the programme will also be evaluated by gauging the success or 
othemise ofnationJl programmes to reduce tl1e known modifiable risk factors such as high-fat diets, obesity, 
smoking, stress and lack of exercise. l11e programme \\ill also be re1iewed during the biennium by tl1e RegionJl 
Progranm1e Committee. 

5. Proposed activities for 1996-1997 

Community-based primary care programmes for the prevention and control of cardiovascular and 
cerebrovascular diseases will be strengthened. l11ere will be special emphasis on adults and the elderly taking 
active and continuing responsibility for exercising appropriately, not smoking, and eating a prudent diet. 

At count!)' level, nationJl programmes aiming at heJlthy lifestyles \\ill be developed. Rheumatic heart 
disease programmes related to children 11ill continue in six countries oftl1e Region 

At intercountl)' level, policies for tl1e prevention of cardiovascular diseases will be developed as part of 
nationJl heJltl1 promotion and nutrition progranmes. 

Training will play a major role, predominantly in health promotion areas, secondary prevention and 
rchabilit.atio1~ 
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CARDIOVASCULAR DISEASES 

Projections for 1998·2001 

Integrated national programmes for the prevention and control of cardiovascular diseases will be 
developed throughout the Region, often as part of national health promotion programmes. Age-specific 
cardiovascular and cerebrovascular disease mortality and morbidity 11ill be reduced in many of the more affiucnt 
countries, but \\ill continue to affect the less advantaged socioeconomic strata. Less affiucnt countries will also 
start to experience a reduction in the incidence of these diseases. More emphasis will be placed on long-tenn 
monitoring of trends and detenninants of cardiovascular diseases. 

6. Budgetary implications 

l11ere has been a slight overall increase at country level 11hich renects the continuing levels of attention 
being given by countries to this programme. 

Estimated obligations 

Regular budget Other sources 

1994-1995 1996·1997 tncreaoe (Decreaoe) 1992-1993 1994-1995 1996-1997 

US$ US$ USS % US$ uss USS 

Counlry or area 218 400 237 600 19200 8.79 16100 76600 

Intercountry 91000 89000 (2 000) (2.20) 35400 

Regional 

TOTAL· Cardlo· 
vascular 
diseases 309 400 326 600 17200 5.56 51 500 76600 
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5.7.2 CANCER (CAN) 

1. Objective: 1996·2001 

To prevent or delay the onset of cancer and to improve management, including palliative care, in order 
to promote disability-free and productive lives in older age. 

2. Targets: 1996-2001 

I. Most countries and areas will have established national policies and progranunes on the prevention 
and control of cancer, including priorities for action. 

2. Most countries and areas \\ill have developed appropriate preventive activities specific to cancers 
that are prevalent in the c01mtrics concerned. 

3. Appropriate palliative care for cancer pain will be available in all countries and areas. 

3. Health situation analysis 

Recent data show that cancer is one of the three major causes of adult mortality in 19 countries and 
areas of the Region. Cancers of the stomach, lung, liver and cervix are the major forms. In recent years there 
has been a decrease in stomach cancer morbidity and mortality wllile the incidence and mortality oflung cancer 
have been increasing in almost every country. WHO has set three priorities for cancer control: primary 
prevention, early detection followed by effective therapy, and palliative care, especially pain relief. Immunization 
against hepatitis n is one of 01e most effective ways to prevent liver cancer. This has been included in 01e 
expanded progranune on immunifation in 29 countries and areas. Screening for breast cancer by mammography 
or physical examination (including self-examination) and screerung for cen·ical cancer by Pap smear test have 
been carried out in Australia, China, New Zealand, the Philippines and VietNam, \\itl1 encouraging results. 
Many cancer patients particularly in developing countries come to the health care system too late for curative 
treatment. Palliative care, especially pain relief, is therefore the only humane and practical option. lltis 
programme has been developed vigorously in recent years, particularly in Australia, China, Japan, New Zealand, 
Papua New Guinea, the Philippines and Singapore. 

4. Programme achievements 

1992-1993 

Support was provided for 01e establishment of cancer registries. lltese now exist in most countries and 
areas of tl1e Region, tl10ugh with vruying degrees of effectiveness. 

Pain rei ief received considerable attention, especially when linked to community-based care. 
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CANCER 

1994·1995 

Increasing recognition of environmental and dietary causes of cancer has led to more preventive 
measures, some of which were carried out in the context of other programmes such as heai01 promotion and 
nutritioo. 

Several countries have been supported in the development of national cancer prevention and control 
programmes. 

Evaluation mechanisms 

AI010ugh cancer registries in 01e Region can give some information on trends, information is onen 
inadequate and so process indicators \\ill be used. These \\ill include the number of countries and areas \\ith 
national cancer control programmes, and the number with cancer registries, etc. l11e active collaborating 
centres in the Region \\ill be called upon to help in the evaluation process. The programme \\ill be reviewed 
during the biennium by the Regional Progran1me Committee. 

5. Proposed activities for 1996·1997 

l11e major 01rust of the programme \\ill be to emphasize activities for adults and the elderly \\hich 
support prevention of cancer by the individual. This would include eating fresh fruits and vegetables rich in 
antioxidants, avoidance ofknmm carcinogens and not smoking For those with cancer, 01e emphasis will be on 
indi\iduals achieving maximal quality oflife through monitoring and controlling their O\\n cancer pain relief. 

At country level, adult mortality \\ill continue to be monitored \\ith emphasis on diseases specific to 
particular geographic locations such as nasoph:JI)nX and oesophageal cancers in China Cultural element~. such 
as diel1!)' factors apparenOy protective against lung cancer in Fiji, \\ill also be monitored. 

Formulation of national cancer programmes \\ill continue. While specific attention \\ill be given to 
cancer registries and cancer pain relief, these \\ill be seen as part of a broader cancer policy, perhaps even 
within a broader noncommunicable disease policy and programme \\ith special empha.,is on adult~ and the 
elderly. 

At intercountry level, cancer prevention and control \\ill continue to focus on registries and cancer pain 
alle\iation strategies, but efforts will be made to establish programmes for people living with cancer. including 
self-help and social support schemes. 

Projections for 1998·2001 

Integrated national programmes will be developed for the control and prevention of cancer throughout 
the Region. 

Programmes for nllc\iation of cancer pain \\ill be developed in all countries and areas. 

People living \\ith cancer \\ill be supported through programmes that help to identify and meet their 
needs, and measures that support a better quality of life. 
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6. Budgetary implications 

1l1e increase at country level reflects the importance of cancer as a major cause of mortality. 

1l1ere is a slight reduction in intcrcountl)' activities as some activities have been transferred to integrated 
lifestyle progranuncs. 

Estimated obligations 

Regular budget other sources 
1994-1995 1996-1997 Increase (Decrease) 1992-1993 1994-1995 1996-1997 

US$ US$ US$ ~. US$ US$ US$ 

Country or area 156 200 206400 50200 32.14 

Intercountry 94000 77000 (17 000) (18.09) 6000 

Regional 

TOTAL- Cancer 250 200 283 400 33 200 13.27 6000 
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5.7.3 OTHER NONCOMMUNICABLE DISEASES, 
INCLUDING GENETIC DISORDERS (NCO} 

1. Objective: 1996·2001 

To prevent or delay the onset of noncommunicable diseases and improve their management, especially 
diabetes mellitus, to maximize disability-free and productive lives in older age. 

2. Targets: 1996·2001 

I. Most countries and areas \\ill have developed appropriate preventive activities specific to the 
noncommunicable diseases prevalent in the countries concerned. 

2. Several countries and areas \\ill have established comprehensive national policies and 
programmes on pre\·ention and control of the noncornmtUlicablc diseases, including priorities for action, leading to 
an ovemll dctreasc in incidence of non-insulin dependent diabetes in the Region. 

3. Several countries and areas \\ill be implementing integrated programmes for tl1c prevention and 
control of major noncommunicable diseases for the \\hole population. 

3. Health situation analysis 

Noncommunicable diseases are a serious public health problem in tl1e Region. Statistics show tl1at non
insulin dependent diabetes mellitus is common, particularly in some South Pacific countries and areas where 
significant socioeconomic changes have taken place. The most important risk factors for diabetes and several 
other noncommunicable diseases arc obesity, lack of physical activity, a diet rich in saturated fats, and a high 
refined carbchydrate intake. Insulin dependent diabetes mellitus, conversely, is still rare in developing countries. 

The trend of increasing prevalence of noncommunicable diseases is expected to continue in the coming 
decades unless effective measures arc bken. 

Comprehensive community-ba.~ed control programmes \\hich combine primary, secondary and tertiary 
prevention need to be established. Experience has sho\\n that integration of diabetes control into primary health 
care is cost-effective and could be promoted further in the future. Attention should also be paid to healtl1 
education for the public and patients. 

187 



PROPOSED PROGnAMME BUDGET 1996-1997 

4. Programme achievements 

1992·1993 

Activities to prevent and combat diabetes focused on establishing and strengthening diabetes centres, 
for example in Fiji, Samoa, and Tonga Integrated programmes to address noncommunicable diseases were 
emphasited e.g , a global meeting of centres was held using satellite link-up in neijing, China. Training and 
development ofheai01 education materials were especially successful in the Pacific. 

1994-1995 

Support was provided to several Member Stales to develop community-based prevention and control 
proi;rammes. Diabetes prevention and control workshops were held in Fiji and Samoa and heal01 education 
efforts for Ote improvement of dietary practices and other aspects of diabetes control were supported. Steps to 
integrate noncommunicable disease programmes were taken in several countries such as China :md Fiji. 
Regional guidelines on management of non-insulin dependent diabetes were developed. 

Evaluation mechanisms 

Active involvement of collaborating centres and aiDer appropriate expertise will be called upon in 
progr:.unme evaluation. 'l11cse 11111 include anal)~is of prevalence data, trends and progr:.unmatic indica to~ such 
as the number of countries :.u1d areas wiiD national diabetes centres. A regional group of experts has already 
informally advised on control and development of sequelae. It 11111 also contribute to 01e evaluation of the 
progralllllle, \\i01 01e collaborating centres in Ole Region The progranl!lle \\ill be reviewed during tl1c biennium 
by the Regional Progranm1e Committee. 

5. Proposed activities for 1996·1997 

l11e major Olrust will be to develop programmes which address lifestyle facto~ which, if moderated, 
will help lead toheal01y old age \\i01 improved quality of life. ll1ese measures will start in childhood, as well as 
lar£eting adoksccnts :.u1d adults. 

At count!)' level, emphasis 11111 be placed on addressing tl1e rising levels of non-insulin dependent 
diabetes being seen Ououghout Ote Region. Diabetes will be approached on a risk factor basis, for example, by 
reducing obesity and by community management approaches. 

At intercotuJtry level, a broad heal01 promotion approach \\'111 address risk factors commonly shared 
wi01 other noncommunicable diseases. Another area of importance will be tl1c development of aJTordable, 
sustainable and simple community approaches to case management of diabetes, including case-finding :.utd 
ongoing treallnL~ll and hcai01 promotion 
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OTHER NONCOMMUNICABLE DISEASES, INCLUDI~JG GENETIC DISOnDERS 

Projections for 1998-2001 

Integrated n3tional programmes \\ill be developed for the control and prevention ofnoncommunic3ble 
disea~cs. including genetic disorders, in all countries. The increasing incidence of non-insulin dependmt di3hctcs 
in the Region \\'ill be re\·ersed tl1rough the est3blishment and implement3tion of comprehensive policies rul(l 
progran1mcs. 

6. Budgetary implications 

At count I)' level, live countries m3de provision for this programme in 1994-1995. Of these, two h3ve 
substantially reduced tl1eir I9'J(;.J9'J7 provision while one countl)· has m3de no provision 3t all. 111is reflccL~ the 
integration ofp3rL~ oftl1is programme \\ith otl!Cr noncommtmiC3ble diseases and \\itl1 he3ltll promotion acti' ities. 

At intercmmtry level, tllC increase is due to the provision for a new post to strengtl1en activities in otl1er 
noncommtulic3hle dLse3scs, including genetic disorders, in the South Pacific. 

Estimated obligations 

Regular budget Other sources 

1994-1995 1996-1997 Increase (Decrease) 1992-1993 1994-1995 1996-1997 

US$ US$ US$ ~~ US$ US$ US$ 

Country or area 719600 373000 (346 600) (48.17) 

Intercountry 308 300 591 300 283000 91.79 600 54 600 54 200 

Regional 

TOTAL· Other 
noncommunl-
cable diseases 1 027 900 964 300 (63 600) (6.19) 600 54 600 54 200 
Including 
gene lie 
disorders 
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5.8 DISABILITY PREVENTION AND REHABILITATION 
(DPR) 

1. Objectives: 1996·2001 

I. To enhance the quality oflife, especially in older age, by preventing disability and rehabilitating 
tl1e handicapped, inlinn and disabled tl1rough community-based rehabilitation (COR) services and appropriate 
rehabilitation technolo~. 

2. To reduce disability from injuries and accidents using a preventive and protective approach tl1:1t 
involves tl1e individual and tl1e community. 

3. To reduce preventable and curable blindness and promote adequate eye care services especially 
in underserved rural and urbJJl communities. 

4. To reduce the incidence and consequences of hearing impairment and deali1ess and promote 
hearing protection in undcrserved rural and urban communities. 

2. Targets: 1996-2001 

I. All countries will have a national policy on health promotion that incorporates quality of life 
issues ilirough reducing the period of disability. 

2. Most countries and areas will have expanded COR services tlmt arc integrated into home and 
community care and into the general hcaltl1 system, and 11ill have rehabilitation centres for referral. 

3. A regional database on rehabilitation 11ill have been established, witl1 e!Tective mechanisms for 
exch;mging infom1ation JJld technical cooperation an10ng Member States on useful and applied developments in 
afiordable, CUR tc'Cimiqucs. 

4. Most countries and areas will have reduced blindness rates to a manageable level of not more 
tl1an 1% in any part of tl1e country, and will have initiated development of national primary hearing care 
progranm1es, particularly addressed to issues of iatrogenic ototoxicity. 

5. l\1ost countries and areas 11ill have made substantial reductions in cataract level, in particular 
China, tl1c Lao People's Democratic RepubEc, the Philippines and Viet Nam, using existing and a!Tordablc 
treatment techniques. 
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DISABILITY PREVENTION AND REHABILITATION 

3. Health situation analysis 

It is estimated that there are 100 million disabled people in the Region, and 40 million of these need 
rehabilitation services. The reported disability rates range from 2%- I 0% of the population. l11e main causes 
are sequelae of infectious diseases, malnutrition, poor perinatal care and hereditary f.1ctors in the newborn, 
infants and children. For adolescents and adults, the main causes are communicable diseases, poor nutrition, 
accident~ and injuries, poor workplace environments and the aftermath of war. Chronic degenerative diseases, 
unhealthy earlier lifestyles and injury and accidents arc the major causes for the elderly. 

Dlindness has been estimated to affect over 8 million people in the Region, with 82% located in 01ina, 
the Philippines and VietNam. The reported prevalence rates of blindness range from 0.2% to over 1.0%. The 
most common causes are birth injuries, Vitamin /1. deficiency, infection and poor personal hygiene in childhood, 
injuries and trauma in adolescents, and cataract, trachoma and glaucoma in adults. It is estimated that 40 million 
people suffer from hearing impairment and deafness. /1.\•ailable data show premlcnce rates ranging from 2.1% 
to 4.6%. Infections of the middle ear, irrational use of ototoxic drugs and poor personal hygiene arc the main 
causes ofhearing impairment and deafness in the newborn and children. In adolescent~ and adults, the common 
causes are injuries, trauma, exposure to excessive noise (including in the workplace), substance abuse and the 
aging process. 

4. Programmeachievernents 

1992·1993 

Most countries initiated and expanded CDR services and integrated them into the general health 
services. Collaborating centres researched rehabilitation and training of primary and intcnnediate rehabilitation 
workers on management of CDR. The programme's contribution tel achieving the goals of the Asia-Pacific 
Decade for Disabled Persons (which ended in 1992) was recognized. 

Most countries established baseline data on blindness and some developed national programmes 
Significant progress was achieved in China, the Lao People's Democratic Republic, the Philippines and Viet 
Nam in reducing the backlog of cataract cases. /1. workshop on training of mid-level personnel on blindness 
prevention also identified training needs for primary eye care personnel. China, the Lao People's Democratic 
Republic, Papua New Guinea, the Philippines and VietNam conducted epidemiological surveys on hearing 
impairment and deafness, and identified needs. 

1994-1995 

More countries conducted trnining for primary and intermediate levels of rehabilitation workers to 
support the expansion of CDR services, in particular in Cambodia and Fiji. Most cmmtrics received support for 
training and the expansion of primary eye care services and, where appropriate, basic eye care diagnostic 
equipment and supplies were provided for cataract operations. /1. working group assessed hearing impairment 
and deafness in the Region, and guidelines for collecting epidemiological data and strategies for the development 
of national programmes were formulated. 
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Evaluation mechanisms 

Quality oflife issues are being emphasized rather than tl1e handicaps or disabilities themselves. The 
existing indicators for measuring quality of life are not yet perfect. The working group on hearing impairment 
and dea!hc:ss provides evaluation oftl1e countries with national programmes. 

5. Proposed activities for 1996·1997 

lbere are two principal directions for the activities. One is to promote individual actions tlmt maximiLe 
quality of life by using tl1e best methods to live productively witl1 handicap and disability. 1l1e otllCr is to prevent 
disabilities, including tl10se due to wmccessary injuries, tllfough health promotion activities. 

At country level, collaboration will focus on establishing and expanding CDR services and primary eye 
and ear care services tlmt are integrated into tl1e general health services. Support will be provided for technical 
and management training for primary and intermediate rehabilitation and ear/eye care worlers, monitoring and 
evaluating CDR. and establishing primal)' ear/eye care services in some countries. 

At intercountry level, WllO will promote information exchange and research on rehabilitation, earkj·e 
care, and production of low-cost tl1erapeutic devices. Strengthening cooperation and coordination with otl1er 
United Nations agencies, nongovernment~ organu.ations ru1d intergovernmental agencies concerned \\lth disabled 
persons will continue to be important. WllO will also promote tl1e expansion or establishment of primary eye 
care and hearing services, facilitate tl1e training of middle-level ear/eye care personnel, and provide teclmical 
backup in training and progranlllle development 

Projections lor 1998·2001 

lhe programme \\ill continue to collaborate with countries in the expansion, monitoring and evaluation 
of CDR services, and teclmology transfer for rehabilitation and production of low-cost therapeutic devices. 
EITort.s \\ill also be made to mobili~e resources, exchange experience and information, and promote research 
and training on mrumgcment of CDR. Further coordination ru1d cooperation on rehabilitation with other agencies 
ru1d org:mi1.ations will be pursuL'II. 

In the prevention of blindness and deafness, WI 10 \\ill support data collection and development of 
national programmes, promote tl1e establislunent of community-based eye care and hearing impairment services, 
and support training and trrulSfer of k:clu10logy, in particular for producing low-cost lenses and hearing aids. 
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DISABILITY PAEVENTiotJ AND REHABILITATION 

6. Budgetaryimplications 

At country level, three colmtrics m<lde provision in 19%-1997, compared \\itl1 two in IIJ<J.t-1995, and in 
one of these the provision was substantially greater. 

At intercountry level, the reduction resulted from con~olidation of acti,-ities relating to the programmes 
on blindness and deafness, accident prevention and rehabilitation. 

Estimated obligations 

Regular budget Olhersources 

1994-1995 1996-1997 tncreaae (Decroaae) 1992-1993 1994-1995 1996-1997 

uss uss uss '~'• uss uss uss 

Country or area 191 400 285000 93600 48.90 133400 58 500 53200 

Intercountry 206000 143 000 (63 000) (30.58) 127900 244 900 244 900 

Regional 

TOTAL· Dloablllty 
prevention 
and 397 400 428000 30600 7.70 261 300 303400 298 100 
rehabilitation 
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6. PROGRAMME SUPPORT 

6.1 Administrative services 

6.1.1 Personnel (PER) 

6.1.2 General administration and services (GAD) 

6.1.3 Budget and finance (BFI) 

6.1.4 Informatics services (ISS) 

6.2 Equipment and supplies services for Member States (SUP) 

Estimated obligations 

Regular budget Other sources 

' 1994·1995 1996·1997 lncreaae (Decrease) 1992·1993 1994·1995 

US$ US$ US$ % US$ US$ 

Country or area 

Intercountry 

Regiooal 5 02B BOO 7100 600 2 071 BOO 41.20 1 436100 2 97B 600 

TOTAL 5 028 800 7100 600 2 071 800 41.20 1 436100 2 978 600 
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6.1.1 PERSONNEL {PER) 

1. Objectives: 1996·2001 

I. To provide effective personnel mnn:~gement support and senices to the technical programmes, 
and to the offices ofWIIO Representatives and Cmmtry Liaison Officers. 

2. To ensure the timely recmitment of stafT of the highest level of competence, integrity and 
efficiency, \\itl1 consideration being given to the geographical represenL1tion of Member SL1tes and the recruitment 
of a larger number of women, particularly in the professional grades. 

3. To advise staff on their entitlements and conditions of service and brief tl1em on personnel-
related mailers. 

2. Programmeachievements 

1992-1993 

The computer program, "Personnel Administration Recmitment and Information System" (PARIS) 
was developed. This facilitates the processing and monitoring of data in the following work areas: short-term 
consultants; staff and post monitoring; rental subsidy calculation and payment autl10ri7ation; and skill-coded 
candidates. 

Support to the technical units was given through the Secretarial Assistance Pool, thus m:nimizing 
existing secretarial resources, and improving the quality of work in the Regional Office. Staffing of tl1e 
reestablished WJIO Representative office in Cambodia was arranged. Support to technical programmes was 
facilitated through the provision of a greater number of Associate Professional Officers from donor countries. 
Recmitment from uruepresented and under-represented countries was increased. 

1994·1995 

The International Civil Service Commission Global General Service Classification Standard for Nnn· 
headquarters Duty SL1tions was applied to all General Service Posts in tl1e Regional Office (I 9R post descriptions 
re,iewed). A comprehensive salary surwy for General Sen·ice SL1ff and National Officers in the Philippines 
wa~ completed. General service posts were esL1hlished and local staffrecmited, to meet the staffing requirements 
of the office of the WJIO Representative in VietNam, and to meet the requirements of a government decree. 
Action wa~ taken towards the achievement of the target established by the Executive noard for the recruitment 
and participation of women in the work ofWIIO, i.e. 30% of posts in established offices by September 1995. 
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Evaluation mechanisms 

The programme is subject to review by both internal and external auditors as well as internal reviews 
within the Regional Office. Every two years, personnel-related matters are discussed and reviewed at a 
meeting of regional and headquarters' Personnel Officers. Special areas such as geographical distribution and 
representation of women are periodically reviewed by the governing bodies. 

3. Proposed activities for 1996·1997 

Personnel management services such as contract administration, recruitment, salary surveys, cost-of
living surveys, etc., will be delivered efficiently .. Changing requirements and available resources wtll necessitate 
judicious utilization and re-depl0}111ent of staff resources. The participation of women wtll increase, especially in 
senior positions. More cost-efficient measures and methods of providing services wtll be identified, including 
computer program development Delivery of information to staff will be improved through the implementation of 
a comprehensive briefmg programme. This will ensure appropriate familiarity \vith administrative regulations 
and staff entitlements. 

Projections for 1998-2001 

Existing staff resources \viii be used to the full and the search for viable alternatives to meet programme 
needs \viii continue. There \\lll be more emphasis on the career development of women candidates through 
their involvement at higher, decision-making levels. Training programmes for all staff will be more comprehensi\e. 
Computerization of specific aspects of Personnel work wtll be further strengthened \vith direct linkage to the 
Regional Information System 

4. Budgetary implications 

The increase is due to staff costs which have been fully recasted to 1994-1995 cost levels to eliminate 
the e!Tects of past underbudgeting. Some posts are supported from extrabudgetary funds. 

Estimated obligations 

Regular budget Other sources 

1994·1995 1996-1997 Increase (Decrease) 1992·1993 1994·1995 1996-1997 

uss uss uss ~. uss US$ uss 
' 

Country or area 

Intercountry 

Reg1onaJ 463300 674 eoo 211 500 45.65 46600 137 500 112 400 

TOTAL~ Personnel 463 300 674 BOO 211 500 45.65 46800 137 500 112 400 
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6.1.2 GENERAL ADMINISTRATION AND SERVICES 
(GAD) 

1. Objective: 1996·2001 

To provide facilities and services in the Regional Office and to the offices of the WHO Representatives 
and Countty Liaison Officers, particularly in relation to building management and maintenance. This includes 
energy management controls, communication facilities, document reproduction facilities, physical arrangements 
for meetings, records and archive management, travel and transportation services, overall security and other 
ancillary services. 

2. Programmeachievements 

1992·1995 

A new annex to the Regional Office was constructed, giving additional space of I 056 square metres. 
Office space at the Regional Office was reorganized so that all units were grouped in their respective divisions. 
Support was provided for four sessions of the Regional Committee (Hong Kong (I), Mal~ia (I), and Regional 
Office (2)) and servicing of all meetings in the Regional Office. Forty of these involved international personnel 
and 120 were internal meetings. Transport and accommodation were arranged for an average of2000 visitors 
per year. Communication facilities were improved and upgraded, 11ith consequent savings on communications 
costs. The Regional Office building interior was repainted. The grounds, fencing and gardens at the Regional 
Office were expanded. 

Evaluation mechanisms 

The programme is re1iewed by both internal and external auditors as well as being subject to internal 
reviews 1vithin the Regional Office. E1·ery three years, a meeting is held of key stalf in this area of work from 
the regions and headquarters to review the programme and in particular, to provide a re1iew and update of new 
office procedures and technology. 

The regional common services budget is periodically re1ie~ved as it forms a large component of the total 
budget under this programme. Regular meetings are held 11ith travel and insurance agents to re,·iew the 
services provided. Constant re1iews are made of security arrangements. 

3. Proposed programme activities for 1996·1997 

Assistance 11ill be given in running two sessions of the Regional Committee (one in Manila and one 
possibly in a host country); services 11ill be pr01ided in support of all meetings; conference services \\ill be 
provided at the Regional Office and support given to meetings held elsewhere in the Region. Costs 11ill be 
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contained for comrmmications. Tile technology will be continuously upgraded and moves made towards greater 
automation in the office. A central registry and archives system will be maintained for the Western Pacific 
Region, giving due regard to changing technologies. Building insurance 1\111 be assessed and rates negotiated 
through continuing evaluation of buildings and other assets to ensure adequate insurance coverage. Building 
maintenance \\ill be undertaken. including all electrical and airconditioning facilities; Regional Office grounds 
and surroundings 1\111 be maintained, ensuring aesthetic and sound environmental and ergonomic practices. 
Travel and transportation services \\111 be maintained in an efficient and cost-efTective manner. Provisions will 
continue to be made for document reproduction facilities to meet essential printing needs of the Regional Office. 

Projections for 1998-2001 

Since the acti\1ties in this programme are largely continuous, the outputs from this programme are not 
expected to alter substantially. Methods of achieving the outputs, however, \\111 be under continuous review. 

The technology used in document reproduction \\111 be expanded to allow a \\lder range of printing 
needs to be mel Registry facilities \\111 be improved through more modem technology. 

4. Budgetary implications 

TI1e increase is due to the recasting to the 1994-1995 cost levels of the regional common sen1ces, staff 
costs and contractual services, in order to eliminate the effects of past underbudgeting. The programme 
receives considerable support from extrabudgetary sources. 

Estimated obligations 

Regular budget Other sources 

1&94·1&95 1996·1&97 lncroau (Oocro10o) 1V92·1&&J 1&&4·1995 1&96·19&7 

US$ US$ US$ '~'• US$ US$ US$ 

Country or area 

lnle rcounlry 

RegtonaJ 3158 900 4 261 800 1 102 900 34.91 992000 2440100 1 n92oo 

TOTAL· Gonoral 
admlnletraUon 3158&00 4 261800 1102 900 34.91 992 000 2 440 100 1 ns2oo 
•nd aervlce• 
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6.1.3 BUDGET AND FINANCE (BFI) 

1. Objectives: 1996·2001 

I. To prepare, monitor and control the overall regional programme budge~ including both regular 
and extrabudget:uy sources, and to report thereon for management, administration and statutory accountability 
purposes. 

2. To facilitate the effective provision of financial management services, such as the maintenance 
of the payroll and related starr matters including: the settlement of claims; banking services at the Regional 
Office and WHO Representatives' offices; monitoring of imprest accounts; and routine disbursements and 
payments. 

2. Programmeachievements 

1992·1995 

Regular monitoring reports were prepared for the Regional Programme Committee. Financial 
implementation reports were made to the Regional Committee and statutory information was submitted to 
headquarters for inclusion in reports to the Governing Bodies of WHO. 

Computerized systems were developed to monitor the budget and local costs. A concern was to fmd 
innovative ways to overcome ongoing financial constraints. Further refmements between the Administration and 
Finance Information System and the Regional Information System were made to facilitate up-t<Hlate monitoring 
of the budget 

Evaluation mechanisms 

Periodic reports on fmancial performance and related budgetary information are reviewed by the 
Regional Programme Committee. The Regional Committee reviews both an interim and a final report on 
fmancial implementation of the budget Budget and Finance staff from the regions and headquarters meet every 
two years to review the programme and the guidelines for each new biennial budget. The programme is subject 
to stringent periodic audits by both internal and external auditors. 

3. Proposed activities for1996·1997 

In compliance \vith the Financial Regulations and Financial Rules. a range of statutory and routine 
support services will be provided such as management. safe custody, control and accounting for the use of the 
Region's financial resources (regular and extrabudgetary); and reporting thereon for managemen~ administration 
and statutory accountability purposes. 
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PROPOSED PROGRAMME BLOGET 1996-1997 

Dudgetary and financial information will be developed with particular reference to expanding the level 
of understanding and interaction amongst users. The review of procedures and liaison v.ith the data processing 
facility at the Regional Office and headquarters will continue, to upgrade fmancial systems and advance the 
integration of data between the Administration and Finance Information System and the Regional Wormation 
System. Suppon will be given in the preparation of the biennial proposed programme budge~ as well as in 
execution and monitoring of the financial component of the programme budget. Staff training in the use of the 
various fmancial information systems that are being developed in the Region \\ill be a focus. 

Projections for 1996·2001 · 

Since the nature of the activities in this programme are continuous to a large extent, the outputs from 
this programme are not expected to alter substantially. The methods of achie1ing the outputs however, will be 
under continuous re1iew. 

Development of regional budgela!y and fmancial information systems 1\ill be continued and the 
communication process between WHO and ministries of health in this regard \\ill be enhanced 

Funher refmements will be made to the integration of headquarters' and Regional Office systems in 
budget and fmancial controls and the Regional Information S)~tem. 

4. Budgetary implications 

The increase is due to the recasting of posts to 1994-1995 cost levels in order to eliminate the effects of 
past underbudgeting. Some posts are supponed from extrabudgela!y funds. 

Estimated obligations 

Regular budget Other sources 

1994-1995 1996-1997 lncraue (Decrease) 1992-1993 1994-1995 1996-1997 

US$ US$ US$ % US$ US$ US$ 

Country or area 

I Intercountry 

Regional 611 BOO 942200 330400 54.00 220000 270500 164 600 

TOTAL· Budget and 
finance 611800 942 200 330 400 54.00 220 000 270 500 1SUOO 
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6.1.4 INFORMATICS SERVICES (ISS) 

1. Objectives: 1996·2001 

I. To support executh·e management, technical and administrative programmes of the Regional 
Office with cost-effective and functional information systems and facilities. 

2. To support health informatics aspects of other technical programmes. 

2. Targets: 1996·2001 

I. The Regional Office and WHO field offices will be equipped with a fully integrated on-line 
programme management system linked by electronic mail with facilities for programme managers to analyse and 
predict implementation trends. 

2. The Regional Office and WJIO field offices will have a telecommunications system supporting 
direct computer-to-computer communication to facilitate faster data interchange and to minimize administrative 
del:!) 'S in progrnmrne implementation 

3. The programme management system will be linked \\1th related systems in headquarters and in 
some other regional offices ,,;th suitable telecommunications facilities. 

4. All WHO technical units in the Region \\111 be equipped \\1th databases and information 
sysiems to assist in responding to the needs of Member States. 

5. The health, statistical and technical databases maintained in the Region will be made accessible 
to Member States and external partners throug)J telecommunications. 

3. Situation analysis 

Advances in computer and communications technologies over the last thirty years have been impressive. 
These advances have made it possible to make significant improvements in the efficiency and speed of the 
organization's work. Such improvements are expected to continue until at least the year 2010. 

The sophistication of the Regional Office's information S)'Stems has increased signi ficanUy over the last 
six years, capitali7.ing on improvements in hardware and sofiware. l11e telecommunications sector in the 
Philippines is currently being upgraded with substantial investments. This is expected to facilitate the efforts of 
the Regional Office to develop advanced computer-based message and data interchange capabilities. To further 
augment the capabilities of the systems and to improve the security of data. it is necessary to migrate from a 
DOS-based en\1ronment to one based on WindO\\'S and a client server architecture. 
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4. Programme achievements 

1992·1993 

Activities were directed towards improving the management of WHO's programme of collaboration 
with Member States. The information systems were enhanced, improving the computing facilities and 
communications services in the Regional Office and field offices. As a resul~ all staff now have access to, and 
can use, up-to-date computing facilities and information systems. 

1994·1995 

In I 994, the Regional Office and field offices standardized the use of Microsoft Windows software to 
achieve greater productivity. Information systems were converted to operate in a Windows and client-server 
environment 

With computers in \\idespread use, electronic mail is gro,,ing as a substitute for other more expensive 
forms of communications. Developmental work will continue in this area. 

The Region is playing a leading fOle in the development of management information systems. Two 
other WHO regions are adapting the programme management system developed in Manila. The office is 
collaborating with other regions and headquarters in the development of a worldwide management information 
system as part of the WIIO Response to Global Change. 

Evaluation mechanisms 

Development plans and implementation schedules are monitored by the Office Automation Committee 
which meets regularly to review progress and provide policy guidance. A computer users' group advises on the 
technical content of the Region's information S}~tems. 

The effectiveness and impact of the programme \viii be reviewed during the biennium by the Regional 
Programme Committee. 

5. Proposed activities lor 1996·1997 

The major thrust of activities \\ill focus principally on strengthening the ability of the Organiz.ntion to 
respond to Member States' needs through further strengthening of the programme management information 
S)~tem nnd tl1e supporting computing nnd telecommunications facilities. l11is S}~tem will be enhanced through 
collaborative activities \\ith other WHO offices as part of the development of a world\\ ide management 
information S}~tem. The S}·stem \\ill become fully on-line and S}nchronized \\ith field offices through electronic 
mail. The local area network in the Regional Office \vill be upgraded to support enhanced linkages to field 
offices, headquarters and other regions. Staff training \\ill be emphasized so that the information systems, 
computing equipment nnd telecommunications facilities are fully exploited. 
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INFORMATICS SERVICES 

At the intercountry level, the technical databases used by WHO Regional Advisers and field staff will 
be strengthened to ensure better technical backup to Member States. Access by Member States and collaborating 
institutions and individuals to health statistics information will be facilitated. 

ProJections for 1998-2001 

With continuous advancements in computer technology, the capabilities of WHO's management 
information systems and communications facilities \\ill be much greater in the next century. By the next 
century, it is expected that information from throughout WHO will be available in WHO's \vide-area network. 
Advances in computing and networks may also have a significant impact on WHO's management structure. 
WHO will increasingly communicate \vith Member States through computer networks. A highly advanced 
telecommunications system \vill provide video teleconferencing \\ith country offices and \\ith Ministries of 
Health, permitting greater interaction between health professionals. The investment in informntics \\ill continue 
to be significant Ths investment will be supported through efforts to improve efficiency and effectiveness. 

6. Budgetarylmplications 

The increase is due to the recosting of posts to 1994-1995 cost levels in order to eliminnte the effects of 
past underbudgeting. Some posts are supported from extrnbudgetruy sources. 

Estimated obligations 

Regular budget Other sources 
- 1994-1995 1996-1997 lnereaee (Deertate) 1992-1993 1994-1995 1996-1997 

uss uss uss "· uss uss uss 

Country or area 

Intercountry 

Regional ~62000 712100 249 200 53.83 89200 45000 56800 

TOTAL· Informatica 
1ervlce• 462800 712100 249 200 53.83 89200 45000 66800 
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6.2 EQUIPMENT AND SUPPLIES SERVICES 
FOR MEMBER STATES (SUP) 

1. Objective: 1996·2001 

To ensure timely procurement and delivery of equipment and supplies as required by the WHO 
programme of cooperation, including reimbursable purchases made on behalf of Member States within the 
Region. 

2. Programme achievements 

1992·1995 

The Supplies Management Information System (SMIS) was further improved to facilitate project 
implementation by effective monitoring of supplies and equipment deliveries. Support to Member States through 
the reimbursable purchases scheme resulted in a five-fold incre'15e in reimbursable purchases from 1992-I 993. 
Improvement in inventory management through the use of SMIS facilitated identification of slow-moving items 
in the inventory and therefore facilitated maintenance of an optimum inventory level. Routine procurement 
services were provided for projects (regular budget and extrabudgetary funds) in close cooperation with local 
suppliers and with headquarters. 

Evaluation mechanisms 

The programme is subject to review by both internal and external auditors as well as internal reviews 
1\ithin the Regional Office. Particular attention is paid to inventory control, recording and receipt by country 
projects. Meetings of Supply Officers from the regions and headquarters are held every three years to review 
the programme and to discuss supply-related matters, particularly new and alternative sources of supplies. 
Regular contact is maintained \\ith local and regional suppliers. 

3. Proposed activities for 1996·1997 

WHO Representatives, Country Liaison Officers, technical staff and national project managers \\ill be 
ad\ised on procurement procedures, costing, shipment and delivery, timeframes and technical specifications as 
required. 

SMIS will be introduced in selected country representative offices to facilitate exchange of information, 
thereby improving coordination and programme implementation. Computer applications \\ill be expanded to 
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EQUIPMENT AND SUPPLIES SERVICES FOR MEMBER STATES 

other areas of supply management to streamline operations and to manage resources better (e.g., improved 
inventory management). The search for more cost-effective ways to provide supplies and equipment services 
will be continued. 

Skills will be upgraded through staff training, particularly in computeri7.ation and purchasing. 

Projections for 1998-2001 

The services provided to WIIO Representatives and Country Liaison Officers, technical staff and 
national project managers will be continued. Meetings at national level of project managers will be held in 
selected countries. 

SMIS will be extended to all the offices of WHO Representatives and Country Liaison Officers. 
Expansion of computer applications will continue into other areas of operations and existing applications will be 
modified to meet changing needs. 

Evaluation of existing foreign and local suppliers will be strengthened in the search for more cost
effective supplies and equipment services. 

4. Budgetary Implications 

The increase is due to the recosting of posts to 1994-1995 cost levels in order to eliminate the effects of 
past underbudgeting. Some posts are supponed from extrabudgetary funds. 

Estimated obligations 

Regular budget Other sources 
1994-1995 1998-1997 lncreue (Oecreue) 1992·1993 1994-1995 1998-1997 

uss uss uss or. uss uss uss 

Country or area 

Intercountry 

Regional 331 900 509700 177800 53.57 88100 85500 54 200 

TOTAL· Equipment 
and eupplle• 
eervlcet for 
Member 
Staleo 331900 509 700 177800 53.57 88100 85500 54 200 
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Annex 1 
Summary of country activities 

Regular budget Other sources 

Country or area 1994-1995 1996-1997 Increase (Decrease) 1992-1993 1994-1995 1996-1997 

US$ US$ US$ '~'• US$ US$ US$ 

American Samoa 144 200 114 000 (30 200) (20.94) 29 600 10 000 

Au•tralla 99 000 78 000 (21 000) (21.21) 151 100 119 700 

Brunei Darussalam 99 600 79 000 (20 600) (20.68) 100 

Cambodia 1 630 000 2 744 600 1 114 600 68.38 2 003 400 1 921 700 

China 9 124 600 7 906 300 (1 218 300) (13.35) 2 755 200 2 214 400 113700 

Cook Islands 487 000 485 000 (2 000) (0.41) 223 800 49 700 

FIJI 2 487 500 2 384 800 (102 700) (4. 13) 345 500 567 900 

French Polynesia 113 000 89 000 (24 000) (21.24) 83 600 

Guam 111 000 88 000 (23 000) (20.72) 33 300 

Hong Kong 163 900 130 000 (33 900) (20.68) 

Japan 95 000 75 000 (20 000) (21.05) 

Klrlball 786 000 671 000 (115 000) (14.63) 143 400 113700 

Lao Peoplo'a Democratic 
Republic 2 437 600 2 280 900 (156 700) (6.43) 1 217 300 1 039 000 64 600 

Macao 82 000 65 000 (17 000) (20.73) 13 200 

Malaysia 1 856 300 1 715 400 (140 900) (7.59) 102 100 38 900 18 900 

Mariana Islands, 
Northern 120 900 96 000 (24 900) (20.60) 42 000 

Marohall Islands 257 600 204 000 (53 600) (20.81) 158 400 193 900 55 300 

Micronesia, Federated 
Slate• of 698 000 552 000 (146 000) (20.92) 395 100 69 600 

New Caledonia 93 400 74 000 (19 400) (20.77) 83 500 

New Zealand 61 000 48 000 (13 000) (21.31) 

Niue 50 000 59 000 g 000 18.00 

Palau 145 900 115 000 (30 900) (21.18) 90 000 

Papua New Guinea 3 719 400 3 361 700 (357 700) (9.62) 1 158 800 1 219 100 

Philippines 2 355 700 2 074 400 (281 300) (11.94) 2 414 600 1 539 700 85 700 

Republic of Korea 2 049 500 1 966 700 (82 800) (4.04) 193 200 50 800 

Samoa 1 857 800 1 648 300 (209 500) (11.28) 348 800 132 600 
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Annex 1 
Summary of country activities 

Regular budget Other sources 

Country or area 1994·1995 1996-1997 Increase (Decrease) 1992·1993 1994·1995 1996·1997 

US$ US$ US$ 'l'o US$ US$ US$ 

Singapore 730 200 772 000 41 800 5.72 

Solomon Islands 1 657 900 1 396 000 (261 900) (15.80) 575 900 357 500 72 400 

Tokelau 51 000 60 000 9 000 17.65 29 500 26 200 

Tonga 1 453 800 1 169 000 (284 800) (19.59) 260 600 241 400 51 900 

Tuvalu 116000 116000 143 600 35 900 

Vanuatu 1 443 000 1 191 000 (252 000) (17.46) 411 300 385 600 91 000 

VIetNam 6 890 800 5 868 900 (1 021 900) (14.83) 1 790 700 1 185 500 24 900 

TOTAL 43 352 600 39 678 000 (3 674 600) (8.48) 15 197 600 11 512 800 578 400 
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PROPOSED PROGRAMME BLOGET 1996-1997 

AMERICAN SAMOA 

1. National health and health development situation 

lltc Government of American Samoa has committed itself to pursuing a comprehensive health policy 
encompassing Ute development ofhealth systems based on primary health care and the provision of appropriate 
secondary care for people \\ho become ill. llJC health system is funded through the Government's O\m local 
resources, and also by the United Stales of America and WHO. 

llte Government of the United States of America withheld all but the most essential of funds in 1993 as 
a result of concerns over tlte distribution of Government funds in the last several years by American Samoa 
Responsibility for proposing more secure and effective application of funds was given to the United States 
Administration. While more United States funding is gradually becoming available, many development activities 
effcctivdy ceased. lltis caused some difficulty in making pa)ments for goods and services already rendered to 
Government Departments rutd, in particular, affc'Cted tl1e timely delivery of adequate essential drugs and medical 
supplies. Recovery from the two storms of 1990 and 1991 is nearly complete, but deficiencies remain \\iU1 
incompkte reconstruction ofhospitals, health centres, schools and road networks. 

ll1e population exceeded 52 000 in 1994. Reported infant mortality rates remain at around 10.0 per 
I 000 live births. While general health indicators are encouraging, leprosy and tuberculosis still occur and the 
number of cases and severity of noncommunicable diseases such as cardiovascular diseases, hypertension and 
diabetes continue to rise. Motor vehicle deatl1s and injuries continue to increase and concern is expressed about 
tobacco and alcohol consumption. Sexually transmitted diseases have risen over the past three years and 
education of the popL~ation has been stepped up to make the population aware oftl1e danger ofSTDs and !!IV/ 
AIDS. 

Government continues to emphasize human resource development. A recent survey indicated tl1at with 
projected population growtl1 over the next ten years, the number of doctors alone wowd have to be doubled. 
Two-tl1irds of the \VIIO country programme budget is devoted to fellowships in medicine and oral health. 
Quality assurance efforts initiated in 1994-1995 under the programme on the managerial process for national 
healtl1 development \\ill continue under the title "Quality procedures in public health nursing" A quality 
assurance programme in public healtlwursing should be in operation by the end of the 19%-1997 biennium 

Solid and liquid waste management issues continue to be of concern especially in rural areas and tl1e 
urban area of Pago Pago. l11is is of concern as botl1 a hcaltl1 and environmental issue and is being addressed by 
the Department ofllealth, tl1e American Samoa Power Authority and Department of Public Worl..s. 

2. Summary: WHO collaborative programmes and relevant programmes 
implemented by other agencies 

Outcomes oft he collaborative programmes for1992-1993, 1994·1995 

ll1e I <J<J2-l <J<JJ WIIO programme of cooperation conl1ined four projects, and one was dd eted as part 
of the priority-selling exercise ll1e primary health care project in support of nurses provided computer 
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AMERICNJ SAMOA 

equipment for hcaltl1 information systems and a project vehicle to improve access to rural areas. lla,ic supplies 
and equipment were provided to rural health facilities as part of the efTort to standardi1.e materials in each 
facility. AIDS prevention and control funding provided resources for activities for World AIDS Day, and 
several health education workshops and continuing promotional activities throughout the biennium. lhese 
activities were supported by visits from the WR office and WIIO intercountry programme Sl1IT. 

In 1994-1995, the WHO programme of cooperation pro\ided for initial activities in the development of 
nursing managerial skills, specifically related to the development of quality assurance. fellowships were 
provided to support tl1e American Samoa human resources development plan. An optometl)• fellom;hip wa' not 
completed and funds were reprogrammed to ophthalmology training for a medical officer. Empha,is wa' 
placed on health promotional activities, especially those related to tobacco abuse, and to tl1c development of 
better solid and liquid waste disposal in urban and rural areas. 

Mechanisms to evaluate programme progress 

The WIIO programme activities are evaluated periodicnl~· by WIIO starT in cooperation \\itl1 government 
personnel and consull111ts. 

3. 1996·1997 country activities 

Major areas of activities 

3.2 Human resources for health (HRH) 

Support for tl1e training of a medical officer, 
dental officer and a dental therapist is much 
needed in the continuing efTort to expand 
the numbers and skills of indi\iduals in the 
health services. The provision of 
fellowships is essential to the country and 
should continue. 

3.4.1 Quality of care (QAC) 

Support for quality of care activities is 
considered to be very important with long
term implications for the full health 
programme. 
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Projections for 1998-2001 

To be continued for tl1e foreseeable future. 

Once successfully installed, support for 
public health nursing might be pha,ed out 
Support for quality of care activities in other 
healtl1 care services might be considered at 
tl1at time. 



PROPOSED PROGRAMME BUDGET 1995-1997 

Major areas of activities 

4.5.4 Environmental health in urban 
development (EUD) 

Support for solid and liquid waste 
m:magcment is becoming an increasing 
necessity \\ith population pressures and 
industrial challenges to the urban areas. As 
ciTorts continue it is essential that activities 
become a rational part of a !ong-tem1 plan. 

Projections for 1998·2001 

Support for activities \\ill be essential as 
urban ch.'lllenges become increasingly more 
complex. 

Estimated obligations 

Programme 
Regular budget Other sources 

1994-1995 1996·1997 lncrease(Oecrease) 1992-1993 1994-1995 1996-1997 Source 
or 

US$ US$ US$ ~. US$ US$ US$ funds 

2.2.3 International 
cooperation for 
health 25400 (25 400) (100.00) 

3.2 Human resources 
for health 85800 72800 (13 000) (15.15) 

3.4.1 Oual1ty of care 19000 19000 

4.3.2 Prevention and 
control of substance 
abuse (olcohol, 
drugs, tobacco) 16000 (16 000) (100.00) 

4.5.4 Environmental 
health in urban 
development 17000 22200 5200 30.59 

5.5.1 AIDS 29600 10000 FX 

TOTAL-American Samoa 144 200 114000 (30 200) (20.94) 29600 10 000 
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AUSTRALIA 

1. National health and health development situation 

Australia's National Health Goals md Targets have been revised, including tl1e Aboriginalllcalth Goals 
and Targets. This led to discussion of the inclusion of those indicators in tl1e Government's national system of 
healtl1 insurance and associated legislation. The national development and implementation process was also 
discussed, focusing on four key areas: cardiovascular disease, cancers, injury and mental healtl1. 

A major revision of guidelines on lead in blood has been completed, with a goal of less than I 0 
micrograms per decilitre of blood adopted for all Australians by the Nationalllcalth and Medical Research 
Council. TI1e National Food md Nutrition Policy was released and its implementation initiated under tl1e current 
Nationalllealtl1 Advancement Program. 

The National Program for the Early Detection of Breast Cancer is currently in tl1e third year of its five
year implementation phase. The Program screened nearly 400 000 women in the period I July l'l9 I to 
31 December I 993. Australian women have been very responsive to the Progran1 and there has been a 
significant increase in screening numbers during 1993. The Organized Approach to Preventing Cancer of the 
Cervix brought together strategies developed by Commonwealth, States and Territories healtl1 authorities to 
formulate national plans to develop C)1ology registries, screening services to meet special needs, education :md 
commtmication strategies, and data collection 

TI1e NationallllV/AIDS Strategy was evaluated in 1993. Based on the findings, Australia's approach 
to tl1e IIIV/AIDS epidemic will be to strengthen and consolidate the strateb'Y adopted thus far. lhis will build on 
experience and successes to date, and allow flexibility for mobilizing a rapid response to any change in tlJC 
domestic nature oftl1e IIIV epidemic. Australia's response is characterized by: a political approach supported 
by all major parties; a secure blood supply; high-quality social and biomedical research; and, from the 
beginning, the involvement of community-based organizations in education and support strategies aimed at 
reaching those most at risk of infection and those living \\ith 111V/AIOS. As Australia moves into the second 
decade of the IIIV epidemic, it \\ill address two challenges: the first is to halt tl1e spread of the virus, and the 
second is to prO\ide support to those already infected with HIV and increase their chance oflong-tcrm survival. 

Building on the achievements of the National Campaign Against Drug Abuse, such as tl1e prohihition of 
tobacco advertising and closer scrutiny of alcohol advertising, the National Drug Strategic Plan 11)93-1 997 is 
being prepared to address areas of concern tl1at remain. This \\ill furtl1er reduce the harmful effects on 
Australian society oftl1e misuse of all drugs, eitl1er licit or illicit. 

The statistical basis for planning, monitoring and evaluating healtl1 st.1tu~ and services has been cort~idcrably 
enhanced. Responsibility for tl1e identification of national statistical needs and for recommending priorities lies 
\\ith tl1e National Committee on Health nnd Vital Statistics. At tl1e national level tl1is includes four agencies: the 
Att~tralian Institute ofllcalth and Welfare; the Australian Bureau of Statistics; the Commonwealtl1 Department 
of! Iuman Services; and llealth and Worksafc Australia. 
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2. Summary: WHO collaborative programmes and relevant programmes 
implemented by other agencies 

\VIIO collaboration is sought mainly tl1rough fellowships and the role of\VIIO colbborating centres in 
Australia. l11e fellowship scheme will cover a wide area of public health, including attachment to overseas 
heallh institutions. l11e role of\VIIO collaborating centres is being revised to enhance tl1eir capacity to support 
tl1e worl. of\VIIO in tl1e Western Pacific Region. 

3. 1996-1997 country activities 

Major areas of activities 

3.2 Human resources for health (HRH) 

\VIIO collaboration \\ill be required for tl1e 
further development of human resources 
for health. l11is will consist of specialized 
training ofhealtl1 personnel in countries of 
tllC Region. 

Projections for1998-2001 

In 1998-19'JJ, Australia\\ ill collaborate 11 ith 
WHO tlu-ough fellm1ships involving training 
in public and emirOJmlcntal healtl1, exd1angc 
and transfer of appropriate scientific 
technology, and attachments of Australian 
fellows to hcaltl1 authorities witl1in the 
Region. 

Estimated obligations 

Programme 
Regular budget Other sources 

1994·1995 1996-1997 Increase (Decrease) 1992-1993 1994-1995 1996·1997 Sou rca 
of 

US$ US$ US$ ~- US$ US$ US$ runds 

2.3 Health situation 
nnd trend 
assessment 151100 119700 FT 

3.2 Human resources 
for henlth 99000 78 000 (21 000) (21.21) 

TOTAL· Australia 99000 78 000 (21 000) (21.21) 151100 119700 
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BRUNEI DARUSSALAM 

1. National health and health development situation 

Drunci Damssalam's National Health Policy is to provide the highest level ofhealtl1 care which is cost 
effective, and a high quality of life in a clean and healthy environment It is firmly believed tl1at healtl1 is an 
integral part of socioeconomic development, and U1at it is essential for the country's progress. l11e objective of 
health for all by the year 2000 through the primary health care approach is fully endorsed as a means of 
achieving the high standard ofhealth that will enable people to enjoy a high quality oflife. 

Drunei Darussalam has one of the highest annual per capita incomes in the Region. Successful health 
care programmes have resulted in more favourable health indices and elimination of major communicable 
diseases, including most of the childhood communicable diseases, from the country. l11e health infrastructure is 
developing rapidly to cover all parts of the country. 

Development of human resources for health is tl1e highest priority. The country's population is small 
and the health sector has to compete \\lth otl1er sectors for the available pool of human resources. ll1is 
shortage is particularly felt in the area of medical specialists and nursing personnel. 

l11e training of various categories of nursing personnel is provided through aN ursing College, aS d10ol 
of Nursing and a Primary Health Care Training Centre. Other categories of medical and allied health workers 
still have to go overseas for training. However, the supply of human resources is still inadequate. 

Technical collaboration is required in the follo\\ing areas. 

(I) organization and management of a health system based on primary hcaltl1 care; 

(2) quality of care and health tcclmology; and 

(3) noncommunicable diseases. 

' 
Personnel training in tl1e foiiO\\ing areas is also essential: 

(I) health system research; 

(2) health advocacy; 

(3) disease control; and 

(4) matemal and child health. 
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2. Summary: WHO collaborative programmes and relevant programmes 
implemented by other agencies 

Outcomes of the collaborative programmes for 1992·1993, 1994·1995 

In I <)'J.J-1 995, tl1e development of human resources for health represents 22% of tl1e countty planning 
figure, sho11ing significant increase compared to tl1e 1992-1993 budget In 1996-1997, tl1e human resources for 
healtl1 component will represent 50"/o of the country pbnning figure. 

1l1e outcome of this programme will be to make tl1e countty less dependent on a foreign workforce 
and, by using well trained people, to provide tl1e country witl1 improved services. This will result in people 
enjoying a better life and leading a more productive existence. In I 99-1-1995, the fellowship programme covers 
training in health st:Jtistics, in clinical nutrition and in quality assurance of drugs. WliO cooperation was provided 
in tl1e past to tl1ese programmes and tl1e present fellowships are a continuation of the respective programmes. 

ll1e process of industrialization of the country necessitates more protection for tl1c workers. For tl1is 
reason a consultant in tl1c field of occupational healtl1 \I ill be provided in I <)<J.J-1995. 1l1e recommendations of 
tl1e consultant 11 ill help tl1c Government to est:lblish adequate legislation 

Cancer is the second most import:lnt cause of death in IJrunci Darussalam after heart disease. It is the 
Government's policy to e1·aluatc the cancer screening programme and to review tl1e functioning and efficacy of 
tl1e c:mcer registry. ll1e outcome of tl1c programme is to detect cancer early and consequently to take action 
when tl1c disease is still curable. 

WIIO has provided cooperation in the field of health legislation. Due to recent developments tl1ere arc 
now new fields to be covered by legislation which will require tl1c services of a consultant. Updated legislation 
should allow tl1C healtl1 a~tlwrities greater control over public healtll 

Training of community hcaltl1 nurses started in 1990 and ,,;n be completed at tl1e end of I <J'J.J. 1l1e 
community hc:lltl1 nurses have a more holistic approach to tl1e community and give better scn·ice to tl1c people. 

Mechanisms to evaluate programme progress 

ll1erc is no formal emluation mechanism for the programmes but evaluation is made on an ad hoc 
basis alkr completion oftl1e projects. 
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3. 1996 - 1997 country activities 

Major areas of activities 

3.1 Organization and management of 
health systems based on primary 
health care (PHC) 

WIIO cooperation is needed to develop and 
maintain health infrastructure. One 
component oftl1is is health care technology. 

3.2 Human resources for health (HRH) 

The need for training \\ill continue because 
technologies are always in evolution. 

3.4.3 Drug and biologicals quality, safety 
and efficacy (DSE) 

In view of the continuous progress in 
pharmacology and pharmaceutical 
technology, there is a need for regular 
updating oftl1e National SL·mdard Dmg List 

5.7.2 Cancer(CAN) 

Cancer is the second most significant cause 
of morL'llity. Orcas! and cervical cancers 
are an important component. WHO 
cooperation is needed to make 
recommendations on the screening 
procedures. 
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Projections for 1998·2001 

WIIO cooperation \\ill still be necessary 
from 1998-200 I to cover other aspects of 
the programme. 

WHO cooperation 11 ill still be needed for 
specific areas of dmg ru1d biological quality. 

WHO cooperation will still be needed for 
some other areas of the programme. 



PROPOSED PROGRAMME BUDGET 1996-1997 

Estimated obligations 

Regular budget Other sources 
Programme 

1994-1995 1996-1997 lncrease(Oecrease) 1992-1993 1994-1995 1996-1997 Source 
or 

US$ US$ US$ % US$ US$ US$ tundt 

2.1.2 Health legislation 
and ethics 30000 (30 000) (100.00) 

3.1 Organization and 
management of 
health systems 
based on prim.1ry 
health care 20000 13000 (7 000) (35.00) 100 FT 

3.2 Human resources 
for health 21200 40000 18 BOO 88.68 

3.4.3 Drug and biologicals 
quality, safety and 
efficacy 13 000 13 000 

4.1.5 O:cupatioro.l health 10000 (10 000) (100.00) 

5.7.2 Cancer 18 400 13000 (5 400) (29.35) 

TOTAL-Brunet Darussalam 99600 79000 (20 600) (20.68) 100 
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CAMBODIA 

1. National health and health development situation 

More than two Md a half years afier the elections, a number of projects are under way in every sector 
of the Kingdom of Cambodia. Health remains a priority. 

Intense collaboration 11il! be needed to sustain development in the health sector. Available health data 
indicate a need for strengthening and improving the public health services. Infant mortality and child mortality 
arc m~or concerns. Public health seniccs are inaccessible for a significant portion of the mral population. 
Clean, safe drinking-water is in short supply in both urban and rural communities. Funding for public health 
senices is far below tl1e needs of the population, although it has improved over tl1e last two years. 

Malaria is the leading health problem in rural areas. Improvement in urban areas h:1s allowed a shill of 
additional resources from urban to mral malaria control activities. The infectious agent responsible for most 
cases is 1'/asmodium folciparum, 11hich can be fatal in 40% of cases if untreated, and 11hich ha.~ apparently 
developed a degree of resistance to most commonly used drugs. l11e vector responsible for tl1e majority of 
cases is a forest mosquito, Anopheles dim,, which is less common in cities, t011 ns and villages. 

Tuberculosis is a leading cause of mortality among young adults. An estimated 13 000 death~ per ymr 
are due to tuberculosis. l11e epidemiological indicators of tuberculosis show incidence and prevalence rates to 
be very high. The prevalence oftl1e condition is estimated at500 per 100 000 population, 1\hich would give a 
total caseload of more than 40 000. For 1992, 12 715 infectious cases were detected. The physical and mental 
suffering caused by tl1is disease, and its frequently fatal outcome if no proper treatment is given, make it a m~or 
public hcaltl1 problem 

Dengue is tl1e second leading cause of hospitali1ation of children in tl1c capital, and among tl1c ten 
leading call~es of dmth in children. Improvements in vector control and surveillance have improved tl1c situation, 
but the dismsc remains a public health concern. 

As a result of the scarcity of clean water and absence of sanit.'ll)' facilities throughout the country, 
diarrhoeal diseases and related communicable diseases continue to be m~or causes of child morbidity and 
mortality. 

About4 million people (or 50% of the population) are under the age of 17 years and 1.3 million arc 
children under the age of three years. Women constitute approximately 64% oftl1e adult population and play a 
m~or role in manual labour and the production of food. The birth rate is probably the highest in Asia (40- (,()per 
1000). l11e annual population gro111h rate is believed to be 2.8%, though some estimates arc higher. 'l11e 
maternal mortality rate is not kno1111, as most of the deliveries take place at home with local birth attendants 
llospit.11 data show a matcrn.11 mortality rate of900 per 100 000 deliveries. 

l11e expanded programme on immuni?ation is well stmctured at the national level 11itl1 a workpl:m 
prepared each year and an annual national conference attended by authorities from each of tl1c 21 provinces. 
I Iowcvcr, EPI staff need further training in basic management and supervisory skills in tl1e districl~. 
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TI1e structure of the public health service has been reformed to give the Central Ministry of Health 
direct control over provincial and district health scr.ices. Most importantly, tl1c budgeting system for all public 
hcaltl1 services \\':JS rcfom1ed to place financial control ,,;th the Ministry of Health. TI1e Ministry ofllealth is 
responsible for policy nnd planning, the ovemll direction of preventive and curntive hcaltl1 services, tl1e national 
health programmes (malaria, tuberculosis, leprosy, maternal and child hcaltl1, and immunii.1!ion), human resources 
devc:Jpmenl, and equipment and pharmaceuticals supplies. Responsibility for provision of health services to tl1c 
people has been returned from the provincial level to tl1e Ministry ofllcalth. 

Many imbalances remain between districts in stalling and activities. Some districts lack sufficient 
drugs. Staff require training to provide adequate health services at the district level. District and commune 
hcaltl1 services need strengtl1cning to ensure tl1a1 staff carry out preventive activities as directed by the Ministry 
of llealtl1. 

2. Summary: WHO collaborative programmes and relevant programmes 
implemented by other agencies 

Tile programmes funded by tl1e \VIIO 1994-1995 regular budget and tl1e proposed 1996-1997 regular 
budget arc expansions oftl1c existing overall programme of collaboration. Tiley should be \iewcd in tl1e context 
oftl1c major financial role played by extra budgetary sources which supplement tl1e WilD-funded programmes. 
TI1c areas in \\hich these supplementary funds arc concentrated arc: AIDS, malaria, tuberculosis, dengue 
hacmonhagic fever, strengtl1cning hcaltl1 systems management, human resources for healtl1 and essential drugs 
and vaccines. For 1994-1995 tl1is external funding is estimated at US$ 4 million in addition to tl1c non-monetary 
support of staff seconded from Dclgium, France and tl1e United Kingdom 

It is expected that the level of extrabudgetary support \\ill remain the same for the 1996-1997 
biennium. 

TI1c overall financial requirements of Cambodia for the development of tl1e hcaltl1 sector for I 994-1996 
(capital investment and recurrent costs) are estimated nl US$ 196 million. TI1c Government may be able to 
provide nrow1d US$ 36 million of tl1is. ll1e same level of needs and government contribution is likely to be 
present in 1997, leading to an estimated total need for external resources for the period 1994-1997 of 
US$214million 

\VIIO has collaborated closely with numerous nongovernmental organi/.alions, intergovernmental 
org:mi/ations, donor cmmtrics and otl1er United Nations ngcncies in the healtl1 sector in Cambodia 

!Iuman resources planning and management is expected to have major input from the United Nations 
Development Programme, tl1e Asian Development Ilank, tl1e World Dank, and tl1e Government ofDclgium 

ll1e strengtl1ening of the hcaltl1 systems management has had solid support from the Overseas 
Development Administration oftl1e United Kingdom and UNDP. 

AIDS pre\'enlion is supported by UNDP and tl1e United Nations Children's Fund in addition to key input 
from nongovernmental organitalions. 

'l11c rehabilitation ofhospitals and institutions in Plmom Penh and many of the provinces is supported by 
major donor cmmtrics such as Australia, France, Japan, United Kingdolll, and tl1e United States of America 
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UNICEF has supported programmes on immuni7ation, diarrhoeal diseases control, and acute respiratory 
infections for m:my years and cooperates closely with WIIO in implementing these essential programmes. 

Mechanisms to evaluate programme progress 

Cambodia participated in the Third monitoring of the StratCb'Y for llealtiJ for All by the Y car 2000 
exercise in 1994. 1l1is was the first monitoring exercise to be undertaken at tl1e national level. 1l1c first National 
llealtl1 Policy and Strategy document was produced in early I 993, the second in early 1994. A three-year 
Nationalllealth Plan is in the final stages of development. Dy the end of I 994 it is expected that tl1erc will be 
monitoring and evaluation mechanisms in place at tl1e central level to evaluate progress oftl1c Plan. 

3. 1996·1997 country activities 

Major areas of activities 

2.2.3 International cooperation for health 
(!CO) 

Strengthening central level policy, planning, 
and coordination to develop tl1c provincial 
and district healtl1 systems. 

3.2 Human resources for health (HRH) 

Improvement of the training of health 
professionals, strengthening of human 
resource planning capacity, and national 
policy development. 

4.5.1 Water supply and sanitation (CWS) 

Collaboration will be provided in the area 
of evaluation and design of remedial 
resources required for rehabilitation of water 
supply and tl1e improvement of sanitation in 
hospitals. 

5.2.1 Malaria and other tropical disease 
control(CTD) 

Rc\iew of drug sensitivity and monitoring, 
development of new tre:Jtment strategies. 
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Projections for 1998-2001 

Continuation of the programme with 
expansion to more provinces and districts. 
Development of tl1e Nationall!caltl1 Plan. 

Continuation of support to the Ministr)' of 
Health. Implementation of a human 
resources review system. 

It is expected that further support \\ill be 
required. 

Provision of support for dnrg sensitivity 
monitoring and development of new 
treatment strategies. Support for the 
National Progranm1e. 



Major areas of activities 

5.3.1 Diarrhoeal diseases, including 
cholera(DDC) 

Training \\'ill be provided in surveilbnce 
and control of diarrhoeal diseases/cholera 
and acute respiratory infections case 
management. 

5.4 Tuberculosis (TUB) 

Strengthening of epidemiological 
sun·eilbncc of tuberculosis activities, drug 
resistance, and tuberculosis due to IIIV. 

Projections lor 1998·2001 

Improvement of the quality of 
communicable disease surveillance at the 
district level. Improvement of control and 
case management. Support of the National 
Programmes in priority areas. 

Conduct of a national tuberculosis survey 
to monitor the expected decrease in the 
annual risk of infection despite an expected 
increase in the number of tuberculosis cases 
due to IllY. Continued support to the 
National Programme. 

Estimated obligations 

Programme 
Regular budget Other sources 

Source 
199~·1995 1996-1997 Increase (Decrease) 1992·1993 1994·1995 1996-1997 

of 
US$ US$ US$ % US$ US$ US$ funds 

2.2.1 Support to the 
development and 
"'~m~gement of 
country programmes 530000 875 600 345 600 65.21 

2.2.3 lntem..1tionnl 
cooperation for 661100 661100 361 500 DL 
health 466500 185 300 VD 

3.1 Organization nnd 
manngement of 
heoHh systems 
based on primary 
henlth care 1100 000 (1 100 000) (100.00) 66600 FS 

3.2 Human resources 
lor he.:tlth 806 700 806 700 9200 97000 VD 

3.3 Essential drugs, 
vaccines and 
other surplies 37500 113000 VD 

4.1.1 Health of women 
and children, nnd 
family plann1ng 6100 UF 
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Estimated obligations 

Programme 
Regular budget Other sources 

1994·1995 1996·1997 lncrease(Oecrease) 1992·1993 1994·1995 1996·1997 Source 
ol 

US$ US$ US$ % US$ US$ US$ funds 

4.5.1 Waler supply and 
sa.nit.,tion 50000 50000 

5.2.1 Malaria and other 
tropicnl disease 
control '39000 39000 544 600 556200 VM 

5.3.1 Diarrhoeal diseases, 
including cholera 75200 75200 

5.4 Tuberculosis 237000 237000 68800 174 600 VD 

5.5.1 AIDS 442600 795 600 FX 

TOTAL· Cambodia 1 630 000 2 744 600 1114600 68.38 2 003 400 1 921 700 
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CHINA 

1. National health and health development situation 

China is in a period of transition between a planned economy and a socialist market economy. The 
economic rcfonn has had a major impact on the health system, especially in the areas of fmancing and 
institutional organitation. Most health services, which had previously been heavily subsidized, have now been 
placed on a cost rccovel)' basis. lllC result has been rising costs, restricted access to care, and a deterioration 
of Ute three-tier health care system, particularly in rural areas. Public health budgets have also been reduced, 
and preventive healUt care has declined accordingly. Adverse e!Tects of Ute grO\\th in internal and external 
trade have also included Ute increased availability of breast-milk substitutes and cigarettes. 

lltc benefits of rapid economic gro\\ th have not been evenly distributed in China. Witlt a large and 
widely scattered population, large di!Terences in economic progress and culture exist between urban and rural 
areas and between di!Terent regions. 1\lountainous and remote areas \\lUt poor transport have not l.ept up \\ith 
China's overall progress towards hcalUt for all. I Icalut education and preventive health services need strengtltening 
in tltesc areas. 

lltc Government is concerned that economic change should neitlter weaken preventive healtlt services 
nor place an unnecessary economic burden on Ute people. Particular attention has been given to strcngtltening 
primary healUt care in both urban and rural areas, with an emphasis on preventive care. Major new initiatives 
have been btmched to strengUtcn healUt institutions at tmmship and village levels; to develop general practitioners 
and to give appropriate support to more th:m one million village doctors; and to fmd new solutions to the 
problems of health care financing. 

Consolidation of the achievements of the past forty years in tlte light of current socioeconomic changes 
is a major task. A renewed emphasis on preventive health services, appropriate training of healUt workers, 
leadership development, and replacement of old equipment is needed if health services are to meet U1e challenge 
of the changing economic situation in China 

Despite tlte fact tltat the Chinese economy is developing rapidly, Utis development is not without 
imbalances which in tum have a!Tccted health development In cities and some rural areas \\ith sound economic 
development, disease patterns and mortality causes have changed. llte disease pattern in these areas is 
clt~racterized by chronic and non-infectious diseases such as cardiovascular and cerebrovascular diseases, 
malign:mt tumours, diabetes, etc. In urban areas, deauts as a result of cardiovascular and cerebrovascular 
disc:L~cs, malignant tumours as well as other degenerative diseases make up 70% of Ute total causes of 
mortality. lltc major social health problelllS facing urban areas are Ute increasing number of diseases attributable 
to unhea!Uty lifestyles and behaviours, the aging population, mental diseases, and health hazards derived from 
urb:miFation and environmental pollution. In rural areas, infectious diseases are still a majority, and malnutrition is 
a problem. Respiratory diseases, digestive diseases, inftX:tious diseases, injul)' and poisoning still remain the four 
leading categories of causes of death in rural areas, making up 60% of all deauts. At the same time, Utere is a 
tendency for the disparities existing between the urban and mral areas to increase in lenns of the coverage of 
primal)" healut care and Ute distribution ofhealtlt resources. 
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ll1e health priorities in China are a~ follows: 

(a) to improve primary heald1 care in rural areas; 

(b) to strengthen the three-tier network for prevention and medical care in rural areas and the 
cooperative medical care system; 

(c) to increase the immunization rate in mral areas; 

(d) to strengthen the surveillance and control of major infectious diseases, such as viral hepatitis, 
tuberculosis as well as sexually transmitted diseases/AIDS; 

(e) to reduce the number of people at risk of schistosomiasis; 

(I) to achieve universal iodir.llion and elimination of iodine deficiency disorders; 

(g) to reduce infant and maternal mortality and malnutrition among children; 

Q1) to promote the baby-friendly hospital initiative and implement family planning; 

(i) to promote the management of medical institutions and strengd1en health legislation; 

fj) to develop medical education and promote the development of medical science and tccllllology; 
and 

(k) to improve water quality and water supply. 

2. Summary: WHO collaborative programmes and relevant programmes 
implemented by other agencies 

Outcomes oft he collaborative programmes for 1992·1993, 1994·1995 

In the period I 992-I 993 \\'110 activities concentrated on three m:ljor areas: (I) prevention and control 
of diseases afTecting large parts of the population; (2) development of human resources for health; and 
(3) research and development of appropriate technology. In I 994-1995 tl1ese three m:ljor areas continued to 
receive emphasis in addition to the promotion of environmental healtl1, healtl1 systems research- particularly as it 
relates to the use of information and health economics- and the role of traditional Chinese medicine. 

In botl1 bieMiums the development of human resources for healtl1 was the major component of the 
WI 10 collaborative programme. Training wa~ undertaken within China as well as overseas, in priority areas 
such as health care and health research, and management. 

Otl1er programmes which received a large share of the country progranm1e budget in I 99·1- I 995 were: 
managerial process for national health development; organization of health systems based on primary healtl1 
care; immunization; and oilier communicable disease prevention and control activities. l11e mtional and 
regional goal of poliomyelitis eradication by 1995 was supported by tl1c latter two progran1mes. In December I '!'J3 
and January 1994 the first-ever national immunization days were held in China witl1 tl1e aim of giving oral 
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poliovims vaccine to all children aged four years and under. Ths activity, together \lith a strengthened 
sun·cillancc system, was developed in close collaboration 11iti1 WHO, supported by funds from UNICEF, the 
Goi'Crnmcnt of Japan, Japan International Cooperation Agency, Rot:uy International and Rot:uy Japan. 

WI 10 has collaborated closely witi1 UNDP Wld UNICEF on a major programme for the elimination of 
iodine ddiciency disorders. WIIO and UNICEF have also worked together closely on ti1c baby-friendly 
hospital initiative and on implementing ti1c International Code of Marketing ofDreast-milk Substitutes. WI 10 
has implemented several projects funded by UNFPA in ti1c areas of reproductive health and maternal and child 
hcalti1. WI 10 has collaborated \lith ti1c World Dank in the implementation of a tuberculosis control project. A 
m:jjor initiative in heaW1 economics and financing was jointly launched by the Economic Development Institute! 
World Bank and WI 10 in !'Jn, :md UNICEF and WI 10 h:\l'e continued to work togeti1er in this area. 

Support for environmental issues in China is ol\cn tl1rough ministries other Ulan ti1e Ministry of Public 
I lealti1 and fw1ds are ol\en provided from sources oti1er UlJJl ti1e country progranJme budget 

M:jjor projects plarmed in China that 11ill complement WI 10 activities for 19%-I 997 include a UNDP
funded project on strengtl1ening of nursing education; continuing and new UNICEF activities, especially 
conceming immunitation programmes and the health of women and children, and a World Bank project on 
matcmal :md child healtlt 

Mechanisms to evaluate programme progress 

TI1e WIIO biennium 1990-1997 covers the first two years oftl1c Ninth National Five-Year llealtl1 Plan 
for ti1e period J'J<)()-20txl, 11hich is still under development 

An evaluation component will be included in tl1c 1996-2000 national healili plan. TI1e Ministry of Public 
I lcalth conducts an armual review of all WHO cooperative acti1itics in China. 

3. 1996-1997 country activities 

___ ____:M~a.!:::jo~r ~ar~e~as~o:::.f..:a.::ct::.:iv..:.:il:::ie.:.s ___________ ...:P...:.ro::.-i.::ec:.:t:..:.::ions for 1998·2001 

2.1.1 Health and socioeconomic 
development (HSD) 

l11c strL"Ilgthemng of national capabilities in 
financial management and regional healtl1 
planning will continue with \VIIO 
cooperation, including financing of primary 
health care, hospital reconstruction and 
expansion, finlncial management of 
hospitals, and allocation of regional health 
n:sourccs. 
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llealtiJ financing and the development of 
general practice/family medicine arc boti1 
areas 11llich \\ill require continuing tcclmical 
support. 



Major areas of activities 

WHO \\111 support the development of 
training materials and training for rural 
doctors and General Practice/Family 
Medicine per.;onnel. Cooperation in hospital 
quality management \\ill also be pr01ided 
by WHO through domestic and overseas 
training 

2.1.2 Health legislation and ethics (HLE) 

Continued WJIO cooperation will be needed 
to support health policy and health 
development strategy research, including 
the areas of medical ethics and the use of 
tl1e mass media in health policy fomJUlation. 

2.2.3 International cooperation for health 
(!CO) 

Management of the China/WHO 
programme of cooperation will continue to 
be strengthened \\1th WHO support for 
the development of management and 
computer infonnation systems. 

2.3 Health situation and trend 
assessment (HST) 

The evaluation of national health status and 
he:lltl1 data quality control \\ill be supported 
by\\'110. 

2.5.2 Health and biomedical information 
support (HBI) 

WHO support \\ill be given to improve the 
national medical information net\\ork. 

CHINA 

Projections for 1998-2001 

Will continue as an ongoing effort. 

Information exchange \\ill continue. 

1\lay need f urtl1er technical support. 
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Major areas of activities 

3.1 Organization and management of 
health systems based on primary 
health care (PHC) 

WIIO cooperation \Iii! continue with a new 
emphasis on the development of family 
medicine! general practice and urban prim:uy 
health care through domestic and overseas 
training National capability for response 
to emergencies will also be strengthened 
tl1rough WHO cooperation in tl1c f1eld of 
emergency medical services as part of 
hospital management. 

3.2 Human resourc!;'S for health (HRH) 

Overseas training to strengthen national 
capacity will continue to have WHO 
support. SpeciJl areas such as nursing 
education refom1 and training of educationJl 
managers in pocr ::u1d remote areas \\ill 
receive support. 

3.3 Essential drugs, vaccines and other 
supplies (EDV) 

Qu:dity control and the evaluation of new 
biolog"•cal products will be strengthened 
along with Good Manufacturing Practices 
administration through domestic and 
o\·crscas training. 

3.4.2 Clinical, laboratory and imaging 
technology (CL T) 

Strcngtl1ening of blood transfusion seniccs 
is a government priority and will receive 
WIIO support, as well as tl1e development 
of techniques for cardiovascular radiolotw 
::u1J transplantation research. 
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Projections for 1998·2001 

Cooperation in primary heJltl1 care activities 
will continue but witl1 increasing emphasis 
on new areas such as urban health 
development 

This will continue as an ongoing progr::unme 
of cooperation 

This \\ill continue as an ongoing progr::unme 
of cooperation 

Will continue in selected areas including 
strengtl1ening of blood tr::u1sfusion scn'iccs. 



Major areas of activities , 

3.4.4 Traditional medicine (TRM) 

WHO coopcrntim ''ill be ncedoo to dcvdop 
clinic:!l epidemiology training and to develop 
the scientific use of traditional Chinese 
medicine in clinical applications. 

4.1.1 Health of women and children, and 
family planning (WCH) 

WIIO will provide training on congenital 
defects and measures to prevent 
postpartum haemorrhage. 

4.1.5 Occupational health (OCH) 

The strengthening of occupational health 
in rapidly developing small-scale and 
medium-sized enterprises \\ill receive 
WHO support. 

4.2 Mental health (MNH) 

Commtmity mental health services for the 
prevention, treatment and rehabilitation of 
selected mental conditions \\ill receive 
WHO support through domestic and 
overseas training. 

4.3.4 Other health protection and 
promotion activities for healthy 
lifestyles (OHP) 

Health education and health promotion \\ill 
be strengthened at the community level 
and in national minonty areas, with WI 10 
support for training in national management 
and planning capability. 
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CHINA 

Projections for 1998-2001 

Will continue, especially in areas related to 
the scientific evaluation and use of traditional 
Chinese mooicine. 

Will continue in selected pnonty areas. 

Will continue especially in relation to small 
and medium-si7ed industnes. 

Will continue in specific areas. 

This pnonty programme \\ill continue "ith 
activities directed towards the four stages 
of the life cycle: childhood, adolescence, 
adulthood and older age. 
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Major areas of activities 

4.4.1 Nutrition (NUT) 

Nutrition interventions for micronutrient 
deficiencies WJd chronic dise:JSe prevention 
arc important in China and will receive 
WIIO tcdmical support. WIIO cooperation 
will continue in the control of iodine 
deficiency disorders. 

4.4.2 Food safety (FOS) 

Food safety, especially for street food, is of 
great importWJce as the free market 
incre:JSes in China rulll WIIO collaboration 
in this area \\ill continue. 

4.5.1 Water supply and sanitation (CWS) 

Water supply ru1d sanitation in rural are:JS 
will continue to be a high priority for the 
Government WJd WHO will continue to 
support d1is activity. 

5.1 Vaccine and immunization, including 
poliomyelitis eradication (VID) 

1l1e government goal is eradication of 
poliomyelitis by 1'>'>5. SurYCillance activities 
will be very important in 1'>'>6·1'>'>7 WJd 
WIIO collaboration is provided for d1is ru1d 
for the strengtl1ening of EPI mrumgement. 

5.2.1 Malaria and other tropical disease 
control (CTD) 

1l1is is an area of major concern to the 
Government WIIO collaboration ,,;11 be 
provided for malaria surveillru1ce and 
control, as well as for the control of other 
par:JSitic diseases such as schistosomi:JSis, 
clonordli:JSis WJd arbovirus diseases. 
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Projections for 1998·2001 

Will continue in selected areas including 
iodine deficiency disorders elimination. 

WIIO collaboration \\ill continue. 

To be continued as W1 ongoing effort in 
selected areas in China 

Poliomyelitis surveilkmce, consolidation of 
EPI ru1d incrC:JSed efforts for the elimination 
of neonatal tetanus \\ill be needed. 

Will continue as W1 ongoing progr=e 



Major areas of activities 

5.2.2 Leprosy elimination (LEP) 

The Government's goal is the elimination 
of leprosy by the year 2000. WIIO will 
continue to collaborme \\ith the Government 
through training on the criteria of evaluation 
for leprosy elimination 

5.4 Tuberculosis (TUB) 

Technical support and training \\ill be 
provided by WIIO in tuberculosis control. 

5.6 Other communicable diseases, 
including zoonoses (CDZ) 

WHO \\ill collaborate in an a~scssmcnt of 
the plague control programme and in tl1e 
surveillance and control of other infectious 
diseases such as anthrax, rabies and 
meningitis. 

5.7.1 Cardiovascular diseases (CVD) 

Cardiovascular diseases are increasing in 
China, and have been given a high priority 
by the Government. WHO collaboration 
\\ill focus on training in CVD prevention 
and treatment. 

5.7 .2 Cancer (CAN) 

WHO collaboration will emphasize 
prevention, early diagnosis and treatment 
of cancer at the community level. 
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Projections for 1998·2001 

Will continue, especially in support of 
eva! uation 0 f tlle elimination programme 

Will continue a~ an ongoing programme. 

Will continue in high risk areas of the 
country. 

Will continue, coordinated with other 
acti\itics on the oontrol of noncommunicable 
diseases. 

Will continue in coordination ,,;th acti\ities 
undertaken by the International Agency for 
Research on Cancer. 
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Major areas of activities 

5.7.3 Other noncommunicable diseases, 
including genetic disorders (NCO) 

The control of genetic disorders and otl1er 
nonconummicablc diseases is a government 
priority. WIIO support in tl1is area will be 
provided. Community-based control of 
h)pcrtension will also be supported. 

5.8 Disability prevention and 
rehabilitation (DPR) 

WIIO collaboration will focus on the 
promotion of community-based rehabilitation 

Projections for 1998·2001 

Will continue in specific areas of 
noncommunicable disease control. 

Will continue as the programme ts 
implemented tllroughout the country. 

Estimated obligations 

Regular budget Other sources 
Programme 

Source 1994-1995 1996·1997 lncrease(Oecrease) 1992·1993 1994·1995 1996·1997 or 
US$ US$ US$ % US$ US$ US$ funds 

2.1.1 Health and 
socioeconomic 
development 321 700 321 700 

2.1.2 Health legislation 
and ethics 88600 148 700 60100 67.83 

2.2.1 Support to the 
development and 

102 700 management of 636900 1 097 300 460 400 72.29 100000 162 700 AS 

country programmes 200 VD 

2.2.2 Emergency and 
humanitarian action 107900 (107 900) (100.00) 

2.2.3 International 
cooperation for 
health 407000 181 700 (225 300) (55.36) 

2.3 Health sib.Jation 
and trend 
assessment 30200 30200 

2.4 Research policy 
and strategy 
coordination 78900 (78 900) (100.00) 
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Estimated obligations 

Regular budget Other sources 
Programme Source 1994-1995 1998-1997 lncrease(Decrease) 1992-1993 1994-1995 1998-1997 or 

US$ uss uss % uss uss uss rundt 

2.5.2 Health and 
biomedical 
information support 49500 49500 

3.1 Organization and 
management of 
health systems 
based on primary 
health care 628 900 612 200 (16 700) (2.66) 

3.2 Human resources 
lor health 3284700 2235 700 (1 049 000) (31.94) 

3.3 Essential drugs, 
vaccines and 
other supplies 102400 125900 23500 22.95 

3.4.2 Clinical, labomlory 
and imaging 
tocmorogy 67600 222 000 154 400 228.40 

3.4.4 Tmditional medicine 170400 133800 (36 600) (21.48) 

4.1.1 Health of women 
and children, and 
family planning 328700 128 400 (200 300) (60.94) 444 000 105 000 FP 

4.1.5 Clccup11tional 
health 110 600 165 000 54400 49.19 

4.2 Mental health 186 400 118 000 (68 400) (36.70) 4200 FT 

4.3.2 Prevention and 
control of substance 
abuse (alcohol, 
dn.JgS, tobacco) 55400 (55 400) (100.00) 

4.3.4 Olhor health 
protection and 
promotion activitiM 
lor healthy lifestyles 185 200 185 200 

4.4.1 Nutrition 205200 167 500 (37 700) (18.37) 60700 20000 OK 

4.4.2 Food safety 94000 97700 3700 3.94 

4.5.1 Water supply and 
sanitation 164 600 66000 (98 600) (59.90) 

4.5.2 Environmental 
health risk 
assessment and 
control 80400 (80 400) (1 00.00) 
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Estimated obligations 

Regular budget Other sources 
Programme 

1994-1995 1996-1997 Increase (Decrease} 1992-1993 1994-1995 1996-1997 Source 
of 

US$ US$ US$ 'l'o US$ US$ US$ fundi 

5.1 Vaccine and 
immunization, 
including 
poliomyeh!s 
eradication 515 000 290800 (224 200) (43.53) 

5.2.1 Malaria and other 
tropical disease 
control 320 100 467 300 147 200 45.99 

5.2.2 leprosy elimination 52500 52500 18100 12 400 11 000 ST 

5.3.2 Acute respiratory 
infections 129 500 (129 500) (100.00) 

5.4 Tuberculosis 109200 109200 

5.5.1 AIDS 1 976 500 1 517 300 FX. 
' 

5.6 Other 
communicable 
diseases, 
including 
zoonoses 708 400 453700 (252 700) (35.77) 10600 347000 VD 

5.7.1 CardiCNascular 
diseases 122600 107 600 (15 000) (12.23) 11 300 50000 VD 

5.7.2 Cancer 60000 60000 

5.7.3 Other 
noncommunicable 
diseases, including 
genetic disorders 433000 248 700 (184 300) (42.56) 

5.8 Disabhty 
prevention 99400 30000 (69 400) (69.82) 117100 DP 
and rehabilitation 12 500 ST 

TOTAL-CHINA 9124 600 7 906 300 (1 218 300) (13.35) 2 755 200 2 214 400 113 700 
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COOK ISLANDS 

1. National health and health development situation 

The overall goal of the health sector development is the attainment of health for all by the year 2000. 
The aim is to achieve a standard of health that \\111 enable the people of Cook Islands to enjoy a high quality of 
life. Under the Health Doard, management of the health services and the progressive development of the 
economy, health facilities and health standards have been gradually improved and upgraded in both Rarotonga 
and all Outer Islands. This ,,;11 be continued. A programme of development is under negotiation, to be financed 
by a loan from the Asian Development Dank. 

One of the most crucial problems remaining in the country's development is the shortage of skilled 
human resources for health. With more allluence, the public demands higher standards ofhealth care. These 
demands are difficult to meet becau~e of the migration of doctors to New Zealand. lhe continuing medical 
education of health staff over the years, however, has helped to maintain a high standard of health care and 
health management. Every effort \\111 be made to encourage major improvements in education (including 
teacher training) and the mechanisms for regulating training programmes in order to meet the new expanded 
roles of all categories of health staff In this respect, WHO fellowship support for training ,,;11 be required in the 
fields of medicine, dentistry, nursing, health technicians and management personnel. 

At present, health indicators show that some of the health-for-all targets have been reached. The 
Ministry of Health \\111 make further improvements towards the achievement of these targets during the 
biennium 

Some key health indicators for 1992 were: 

Crude birth rate (per I 000 population) 

Crude death rate (per I 000 population) 

Infant mortality rate (per 1000 live births) 

Average life expectancy (male) 
(female) 

28.4 

6.1 

9.5 

67 
73 

The major communicable diseases are under control and no new ca~es of poliomyelitis have been 
diagnosed since 1959. 

The expanded programme on immunization ,,;11 be continued, ,,;th improvement in coverage a~ a 
priority, particularly in the Outer Islands. A programme for the immuni7ation of all children under ten years \\ith 
hepatitis D vaccine \\ill be started in the next three months when the supply of vaccine becomes available. The 
cost of the vaccine is being met by the Rarotonga Rotary International Club. 
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In I <>n, tl1e proportion of infants w1der one year of age \\ho were fully immunized against tuberculosis, 
diphtheria, poliomyelitis and measles, and of pregnant women immunized against tetanus was high, ranging 
between 88o/o-'J4% for DCG, DPTJ, OPVJ, Measles and Tf2+. 

To date no IIIV infection has been detected among the population of Cook Islands. In collaboration 
with WIIO, the Government will continue to strengthen its awareness programme on the prevention of JIIV 
infection <Uld AIDS. 

Witl1 a marked decrease in the number of cases of communicable diseases, the morbidity pattern has 
changed, showing an increasing trend in chronic and degenerative diseases and a growing elderly population 
requiring changes in the type of hcaltl1 care deli vel)' system to meet their needs. The increasing problems of 
youth and adolescents, including teenage pregnancy, alcohol problems, and motor vehicle accidents, also need 
special attention. TI1e trend in the care of chronic and degenerative diseases and care of the elderly has caused 
great concern because of tl1c increase in health costs over the years and the breakdo\m in extended family 
relationships. 

Environmental problems are of major concern to the Government and to the people of Cook Islands. 
TI1e improvement of drinking-water supply and basic sanitation, the control of environmental health hazards, 
healtl1 risk assessment of potentially toxic chemicals, the upgrading of food safety measures and drafting of 
relevant legislation, and tl1e improvement of environmental health in Cook Islands are all priority programmes to 
be strengthened. 

2. Summary: WHO collaborative programmes and relevant programmes 
implemented by other agencies 

Outcomes of the collaborative programmes for 1992-1993, 1994-1995 

In tl1e I'J94-1995 biennium, tl1e major components of the WHO collaborative programme are: the 
development of human resources for healtl1 (32%), community water supply and sanitation (22%), organization 
of health systems based on primal)' health care (12%), and oral health (10%). The major WIIO collaborative 
programmes for I 9'J4-I 995 are similar to those in the previous biennium although there have been some 
significant changes. 

As an outcome of these programmes, people have been well trained in their field of expertise and 
consequently quality of services has great~· improved. 

The upgrading of community water supply and sanitation in the Outer Islands resulted in reduction in 
diarrhoeal diseases, reduction in diseases of the skin related to poor hygiene, decrease in astl1ma because of the 
decrease in worm load, decrease in rheumatic fever, and a general improvement in the quality of life in these 
isolated islands. ll1e training ofhealtl1 staff in the organization of health systems based on primal)' health care, 
\\itl1 community participation and logistic support over the years, has tremendously improved the services and 
the partnership relationship between tl1e healtl1 providers and the community. 

'l11e training of oral health staff has resulted in improved basic oral healtl1 services, accessible and 
available to all tl1e population oftl1e islands, \\itl1 marked reduction in dental caries among schoolchildren 
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Programmes Implemented by other agencies relevant to 1996-1997 activities 

A women's health survey conducted by the Ministry of Health in 1990-1992 revealed the need to 
upgrade the physical medical facilities in the Outer Islands, and the need to construct n women's health and 
training centre on Rarotonga 

The British High Commissioner in Wellington provided NZ$ 39 RM for the purcha<;e of obstetrical and 
medical equipment for Rarotonga and the Outer Islands, \\hich \\ill contribute to the upgrading of obstetrical and 
gynaecological senices. 

From 1991 to 1993, US$ lOR 800 was provided by UNFPA to support the programme in maternal and 
child health, including family planning. Funding for a project in 1994 has not been f mali zed. The project consists 
mainly of fellowships in mid\\ifery, training \\orkshops for nurses, mothers, youth, Child Welfare Committee and 
community leaders, the provision of materials for health education, supplies and equipmen~ and family planning 
pills, lUDs and condoms. 

For the 1992-1993 period, US$ 119 I 00 was allocated from the Global Programme on AIDS, and for 
the 1994-1995 period, the allocation of funds \\ill be US$ 49 700. The fund is to assist in the implementation of 
the medium-term plan in the control of sexu:1lly transmitted diseases and AIDS. 

Mechanisms to evaluate programme progress 

The achievement of the Ministry of Health's objectives can be mea<;ured through the close monitoring 
ofkey socioeconomic and health indicators for Cook Islands, and other indicators set out in the WI 10 document 
WI!Of!IST/90.1 "Evaluating the strategies for health for all by the year 2000". In addition to these, the 
monthly report from the Outer Islands and all divisions is used as a basis for re,iew of all programmes. 

3. 1996-1997 country activities 

Major areas of activities 

2.2.3 International cooperation for health 
(ICO) 

Technical support will be provided in the 
development and strengthening of the 
management of health services. This post 
,,;n be shared \\ith Samoa 

Projections for 1998-2001 

Further support \\ill be required 
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Major areas of activities 

3.1 Organization and management of 
health systems based on primary 
health care (PHC) 

During this period further strengthening of 
Outer Islands services will take place, 
emphasi;ing staff development and health 
promotiof\ particularly in nutrition and control 
of lifestyle-related diseases. 

3.2 Human resources for health (HRH) 

Medical and dental undergraduate training 
is to be continued so that there are enough 
doctors to replace those due to retire in the 
next ten years. 

Postgraduate training will be provided in 
those areas considered essential, namely 
mid\\ifery, public health nursing, advanced 
diploma of nursing and nurse practitioner 
courses. 

Training for auxiliary health wor~crs will 
also be provided and a radiographer will be 
trained to replace the incumbent 
radiographer 11ho 11ill shortly retire. 

4.1.2 Adolescent health(ADH) 

An adolescent health programme was 
developed and this should continue, with 
emphasis on tlte dangers to healtl1 brought 
about by substance abuse, teenage 
pregnancy, sexually transmitted diseases and 
AIDS. The programme 11ill be developed 
as a cooperative effort by community groups 
in conjunction with the Public Health 
Division and Health Promotion Section of 
tlte Ministry ofllealtll 
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Projections for 1998-2001 

WHO cooperation 11111 be necessary for 
further developmmt and research support 

Continued WHO support \\ill be necessary. 

Needs to continue. 



Major areas of activities 

4.3.4 Other health protection and promotion 
activities for healthy lifestyles (OHP) 

Particular attention \\ill be given to util"11ing 
personnel and equipment provided by past 
collaboration in the development of health 
promotion programmes to limit teenage 
pregnancies, sexually transmitted diseases 
and AIDS. Programmes integrated \\ith 
primruy health care, maternal and child 
health, nutrition, exp;mded programme on 
immunization, acute respiratory infections, 
diarrhoeal diseases, and tobacco or hcal01, 
and those associated 1\ith the development 
of healthy lifestyles, have health education 
and health promotion components. 

4.4.1 Nutrition(NUT) 

The nutrition programmes \\ill encourage 
development of healthy living and dietruy 
practices, including food preservation and 
preparation. Advice \\ill be sought from 
the Regional Office and the Regional 
Emironmental llcal01 Centre (Ell C). Kuala 
Lumpur, on prevailing local practices (FOS 
442) 

A training course \\ill be held for public 
health workers on ensuring food safety and 
draning relevant legislation, including 
regulations and implementation guidelines. 

4.5.1 Water supply and sanitation (CWS) 

The programme focuses on development 
of adequate sanitation through provision of 
adequate water supplies and flush toilets 
for schools in the Outer Islands. Educational 
programmes will also promote hygiene and 
sanitation and rational water usage among 
community groups. For other i~sucs relating 
to environmental protection, collaboration 
\vith EIIC \viii form a part of the planned 
programme. 
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Projections for 1998·2001 

Will continue a~ an ongo'1ng programme. 

Ongoing programme. 

This programme is expected to continue 
for at least another tluec bienniums. 
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Estimated obligations 

Regular budget Other sources 
Programme Source 

1994-1995 1996-1997 lncrease{DecreaJe) 1992-1993 1994-1995 1996-1997 
o1 

US$ US$ US$ % US$ US$ US$ 1unds 

2.2.3 lntema6onal 
cooperation for 
health 80000 80000 

3.1 Organization and 
management of 
health systems 
based on primary 
health care 60200 43800 (16 400) (27 24) 

3.2 Human resources 
for health 155 000 192 700 37700 24.32 

3.3 Essential drugs, 
vaccines and 
other supplies 18 500 (18 500) (100.00) 

3.4.2 Clinical, laboratory 
and imaging 
technology 37700 (37 700) (100.00) 

4.1.1 Health of women 
ard children, and 
lomi1y p1onning 104700 FP 

4.1.2 Adolescent health 3000 5000 2000 66.67 

4.1.4 Health of the elderly 17700 (17 700) (100.00) 

4.3.3 Oral health 50300 (50 300) (100.00) 

4.3.4 Other health 
protection and 
promotion activities 
lor healthy lifestyles 16300 15 400 (900) (5.52) 

4.4.1 Nutrition 6300 9000 2700 42.86 

4.5.1 Water supply and 
sanitation 107000 139100 32100 30.00 

5.2.1 Malaria and other 
tropical disease 
control 15000 (15 000) (1 00.00) 

5.5.1 AIDS 119100 49700 FX 

TOTAL-Cook Js1ando 487 000 485 000 (2 000) (0.41) 223800 49700 
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1. National health and health development situation 

The development of the health sector is making a key contribution to the general social and economic 
development of the country, according to 'Opportunities for Gro\\1h: policies and strategies for Fiji in the 
medium term', published by the Government of Fiji in February 1993. The chapter on health provides an 
overview of the current situation, lays out key policies, and sets broad priorities for the future. 

In common with many other countries, Fiji seeks to achieve 'I lealth for All by the Year 2000' through n 
strategy based on sound primary health care \\ith the key components of equitable distribution, community 
involvement, focus on prevention, appropriate technology, and a multisectoral approach. 

On most health indicators such as the infant mortality rate, maternal mortality rate, and life expectancy, 
Fiji compares well with similar Pacific countries and the trends are by and large encouraging. For example, the 
number of children d;ing in their first year of life has dropped from about GO per I 000 in the 1960s to I R per 
1000 in 1991. Over the same period life expectancy has risen by around ten years. Such improved health status 
will only be sustained if the health services and the general public are jointly committed to such a goal. 

Fiji is in a state of transition a~ regards the major health problems confronting the country. There has 
been a decline in infectious diseases of childhood (largely brought about by immtminttion), and a mca~urc of 
control over the severe adult infections and communicable diseases such as leprosy. Tuberculosis has been well 
controlled during the past decade but new policies need to be implemented to achieve better treatment results 
and better monitoring of the programme. However, there is an alarming increase in noncommunicable disea.~es 
such as diabetes, heart complaints, and cancers. These tend to be life-long or chronic ailments. The reduction 
of the problem lies as much with the individual patient as \\ith the health service. Fiji also faces a continuing 
problem \\ith sexually transmitted diseases, and the serious risk from AIDS remains. 

Health promotion and the prevention of diseases are, and \viii remain, the key programmes through 
which the Ministry of I lealth seeks to raise the health status of the population. A range of programmes are in 
place (many \\ith WHO support) and \\ill be strengthened. In addition a major joint Australian International 
Development Assistance Bureau (AIDAD)/JICA project to improve health promotion in Fiji is due to begin in 
1994. 

Health facilities in Fiji are being impro,·ed in both urban and rural areas. A major extension to the main 
hospital in Suva was opened in 1993. Programmes for the comprehensive upgrading of complete rural health 
subdivisions are well developed \\ith funding in place (AID AD, European Commission (EC), and joint AIDAIV 
JJCA). The renewal of major national institutions (such as the Government Pharmacy and the Medical 
Rehabilitation Unit) is plarmed. Detter quality information is seen as critical to the development of the health 
service in Fiji and the Ministry of Health is strongly committed to major change in this area. 

The recruitment and retention of a well-trained health workforce is a high priority for the Government of 
Fiji. Following the complete redevelopment of the Fiji School ofNursing, lhe prime focus now is lhe Fiji School 
of Medicine. The School's curriculum has been altered to better meet regional requirements, and institutional 
and physical redevelopment is planned. 
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Health care fmancing arrangements in Fiji are currently under review (with the support of the Asian 
Development Dank) and a consistent policy covering cost recovery, health insurance and the relationship 
between public and pri vale health services is being developed. 

2. Summary: WHO collaborative programmes and relevant programmes 
implemented by other agencies 

Outcomes of the collaborative programmes for 1992·1993, 1994·1995 

Twelve joint countl)·/WI !0 programmes were implemented during the I 992- I 993 biennium in line \\ith 
Government health priorities. Twelve joint programmes are also planned for !11e I 994- I 995 biennium 

Programmes Implemented by other agencies relevant to 1996·1997 activities 

The Minis!Jy of Health in Fiji has recently received support from a range of international agencies (such 
as the EC, UNDP/UNV, UNICEF, and UNFPA) and particular countries (such as the governments of 
Australia, France, Japan, New Zealand, United Kingdom, and the United Stales of America) 

Several of the donors have focused aid on the Fiji School of Medicine as a key regional institution. The 
Government of Japan has funded a major extension to the main hospital in Suva and, jointly \\itl1the Government 
of Australia, is responsible for a health promotion project and the redevelopment ofTaveuni health subdivision. 
I !ealth facilities are being renewed by the Government of Australia in Kadavu health subdivision, and by the EC 
in Naitasiri health subdivision. The Government of New Zealand funds treatment of referred patients from Fiji 
in New Zealand. l11e governments of France and the United States of America have both recently made 
substantial donations of equipment UNFI'A is providing funds to ensure an acceptable population growth rate, 
UNICEF plays a key role in the immunization progranJme in Fiji, and the UNDP/UNV doctors have helped Fiji 
cope \\i!l1 medical staJT shortages. 

Mechanisms to evaluate programme progress 

All programmes are carefully monitored by the Director or Assistant Director responsible, though the 
!11orough and properly-documented evaluation ofhealtl1 plans in Fiji takes place on an ad hoc basis at present 

l11e relatively recent establishment of a healtl1 planning unit (with support from the UK Government) 
\vill lead to the full monitoring of plans in the healtl1 sector in future. 
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3. 1996·1997 country activities 

Major areas of activities 

2.2.3 International cooperation for health 
(I CO) 

Training will be provided to enhance 
management skills and enable better 
utili7ation of resources from all sources. 

3.1 Organization and management of 
health systems based on primary 
health care (PHC) 

WHO collaboration in this programme has 
helped in the development and strengthening 
of the lower tiers of the national health 
system (healih centres, nursing stations, and 
village clinics). 

3.2 Human resources for health(HRH) 

Effective management is viewed as a key 
element in the achievement ofhealih for all 
by the ye:ll' 2000 ''ithin the limited available 
resources. 

• Fiji School of Medicine 

The development of the Fiji School of 
Medicine is of critical importance to health 
services in Fiji and the Region, including 
development of courses, teaching skills, and 
infonnation systems. 

• Fiji School of Nursing 

With WHO support, plans can be 
implemented to develop curricula, raise !he 
quality of teaching, and improve learning 
aids for !he benefit of Fiji and the Region 

243 

FIJI 

Projections for 1998·2001 

Programme is expected to continue. 

Continuing programme throughout the 
country. 

Collaboration \\ill continue on m.n1gement 
staff development. 

This \\ill be a continuing programme. 

Programme \\ill continue 
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Major areas of activities 

The programme on mental health 
strengthens both the institutional and 
community-based psychiatric services as 
well as containing an important training 
component (4.2 Mental health) 

3.3 Essential drugs, vaccines 
and other supplies (EDV) 

Supply of essential drugs to rural areas is 
a key concern of the Minisuy of llealtl1; 
tlus programme \~ill improve the situation 
through staff development and the 
production of a manual. 

4.1.4 Health of the elderly (HEE) 

TilC elderly population is increasing. Tiuough 
this programme health staff will develop 
skills necessary to safeguard tl1e health of 
the elderly. WHO cooperation will enable 
an important programme of staff 
development and trairung workshops to take 
place in the area of community-based 
rehabilitation (S.K Disability prevention and 
rehabilitation) 

4.3.1 Health education (HED) 

l11e strengtl1ening of staJT development in 
health education will continue (this 
programme \\ill be coordinated with an 
AIDAD/JICA project in tllis area). 

4.3.3 Oral health (ORH) 

WIIO support will strengtlx.'lllocal initiatives 
in tl1is area in which most health problems 
are preventable. 

ll1e programme will substantially enhance 
tl1e skills of both senior and junior dental 
staff 
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Projections for 1998-2001 

Likely to be a small-scale ongoing 
programme. 

Further support is anticipated during this 
period. 

Focus may shifi to support of workshops 
rather than staJT development. 

Continuing support needed from WHO. 

Programme is expected to continue. 
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Major areas of activities Projections for 1998·2001 

4.4.1 Nutrition (NUT) 

With WHO cooperation the Ministry \\ill Programme to continue. 
be able to develop key staff and effectively 
contribute to the multisectornl approach in 
Fiji. 

4.5.1 Water supply and sanitation (CWS) 

This key area \\ill benefit from supplies Programme likely to be enlarged. 
funded by WI 10 to improve water supplies 
and sanitation. Local staff \\ill be trained in 
waste management 

5.1 Vaccine and Immunization, including 
poliomyelitis eradication (VID) 

This programme \\ill prO\ ide logistic support Continuing programme. 
to maintain rold chain operations and ensure 
a high immunization coverage rate in Fiji. 
Through a mtionnl immmizntion survey local 
staff \\ill gain useful insights into the current 
situ:llion. 

5.2.1 Malaria and other tropical disease 
control (CTD) 

Community involvement \\ill be encouraged Ongoing WI 10 support is anticipated. 

to reduce mosquito-borne diseases. 
Equipment and materials will support 
destruction of breeding sites and other 
operational activities. 

5.3.2 Acute respiratory Infections (ARQ 

Training nt di\isionallevel \\ill help to reduce Continuing support needed from WIIO. 

morbidity and mortality from ARI and in 
addition will help with the control of 
diarrhoeal diseases. 
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Major areas of activities 

5.6 Other communicable diseases, 
including zoonoses (CDZ) 

Support will be sought from WHO for the 
development of key staJT and to disseminate 
information at all levels on tuberculosis, 
dengue fever, inllucnza and viral illnesses. 

5.7.2 Cancer(CAN) 

Teclmical collaboration \\111 be provided in 
re\iewing and developing cancer prevention 
policies as well as in training to improve the 
cancer registry. 

5.7.3 Other noncommunicable diseases, 
including genetic disorders (NCO) 

Noncommunicable diseases are tlte major 
cause of morbidity and mortality in Fiji and 
are largely preventable. Titis carefully 
structured progranune for integrated NCD 
control will support the prevention 
campJJgn 

Projections for 1998·2001 

Ongoing WHO support is anticipated. 

Continued support is likely. 

Continuing support required. 

Estimated obligations 

Programme 
Regular budget Other sources 

1994-1995 1996-1997 Increase (Decrease) 1992-1993 1994-1995 1996-1997 Source 
or 

US$ US$ US$ % US$ US$ US$ !undo 

2.2.1 Support lo !he 
development and 
management of 
country programmes 1 018 500 1 203800 185 300 18.19 

2.2.3 International 
cooperation for 
heallh 147 200 61600 (85 600) (58.15) 

3.1 Organization and 
management of 
heallh syslems 
based on primary 
health care 196100 122400 (73 700) (37.58) 
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Estimated obllgntlons 
- -----------

Programme 
Regular budget Other sourcu 

1994-1995 1996-1997 lnerease(Oecrease) 1992·1993 1994·1995 1996-1997 Source 
or 

US$ US$ US$ "· US$ US$ US$ !undo 

3.2 Human resources 
lor health 650900 465 400 (185 500) (28.50) 

3.3 Essential drugs, 
vaccines and 
oll1er supplies 20000 20000 

4.1.1 Health or women and 
children, and family 
plaming 177900 7900 FP 

4.1.4 Heal111 of the elderty 73200 73200 

4.3.1 Health education 89400 61900 (27 500) (30.76) 

4.3.3 Oral health 88300 88300 

4.4.1 Nutrition 35400 36600 1 200 3.39 

4.5.1 Water supply and 
sanitation 184 600 48900 (135 700) (73.51) 

5.1 Vaccine and 
immunization, 
Including 
poliomyelitis 
eradication 35000 39000 3000 8.57 

5.2.1 Malalia and other 
tropical clisea5e 
control 33000 20000 (13 000) (39.39) 

5.3.1 Oianhoeal diseases, 
Including cholem 28000 (28 000) (100.00) 

5.3.2 Acute respiratory 
Infections 10000 10000 

5.5.1 AIDS 167600 560000 FX 

5.6 Other 
communicable 
diseases, 
including 
zoonoses 71900 71900 

5.7.2 Cancer 20000 20000 

5.7.3 Other 
noncommmicable 
diseases, including 
genetic disorders 69400 42800 (26 600) (38.33) 

TOTAL·FIJI 2 487 500 2 364 800 (102 700) (4.13) 345 500 567900 
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FRENCH POLYNESIA 

1. National health and health development situation 

French Polynesia has reached a high level of health and socioeconomic development, as sho\\n by the 
principal indicators. With about 9% (US$ 300 million) of the gross domestic product currently spent on health, 
nearly all of the population have ready access to quality health care, resulting in immunization coverage levels 
over 90%,low infant mortality rates (12.4 infant deaths per 1000 live births), zero maternal mortality, and a life 
expectancy at birth of 70 years. 

This favourable situation may be attributed to significant socioeconomic development and to the gradual 
implementation of an efficient healtl1 care S)~tem This progress is characterized by an epidemiological transition 
where communicable diseases are decreasing \\hile noncommunicable diseases are increasing. 

While morbidity due to acute respiratory infections and diarrhoeal diseases remains lllirly high, especially 
in rural and poorer urban districts, improvements in medical care have resulted in very low mortality for these 
conditions. Noncommunicable diseases, especially cardiovascular diseases and cancers, continue to increase. 

Altl10ugh "health for all by the year 2000" was adopted as a general objective of the health policy in 
the early 1980s, the Territory has not defmed or implemented a health development strategy as such. Nevertl1eless, 
most primary health care services are delivered at the first contact level. 

Altl10ugh efficien~ the present health system is very costly, orientated as it is to a curative and 
teclmologically-advanced approach requiring heavy investments in equipmen~ high operating costs and highly
qualified persormel. This is accompanied by general coverage by a healtl1 insurance programme favouring 
pa)ment for curative care services and tl1e free choice of a practitioner. 

TI1is has resulted in a major increase in healtl1 costs. Although tl1e French State \\111 increase its 
financial support for health in the Territory as part of a" /'acte de l'rogres" (Pact for Progress) for the next 
live to ten years, the major part oftl1e budget for healtl1 is and Y.ill be provided by Territorial resources. This is 
tllfeatcned by economic difficulties, an increase in demand for health services, and population gro\\th 

In \lew oftl1is, the Ministry ofllealtl1 is seeking to control healtl1 care costs in part by giving priority to a 
public health approach, emphasizing prevention of disease and promotion of healthy lifestyles. This is reflected in 
the pi arming and budgeting of coordinated programmes to integrate curative \\1th preventive care and health 
education activities. Medium-tern! programme plans have been or are being prepared for acute respiratory 
infections, AIDS, filariasis, leprosy, tuberculosis, noncommunicable diseases and family planning. 

In addition, the Direction de Ia Sante (Directorate for Health) was mandated in early 1994 by the 
Ministry of Ilealth to prepare a master plan for healtl1 for 1995 - 1999 as a high priority. Emphasis will be placed 
on pi arming and management proccssc'S and on docentrali1ation. The recent reorgani1ation of the administrative 
structure oftl1e Direc·tum de Ia Sante should facilitate tl1e process. 
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2. Summary: WHO collaborative programmes and relevant programmes 
implemented by other agencies 

Outcomes of the collaborative programmes for 1992·1993, 1994·1995 

Collaboration with international and regional organi7ations such a<; Wl 10 and the South Pacific Commission 
has taken on particular significance in recent years. 

All WHO collaborative programmes were implemented a~ planned in 1992·1993. These included two 
training courses in community health for instructors of the Territorial Nursing School, a training course for the 
vector control programme head resulting in the creation of a small entomology laboratory and improvement of 
the equipment maintenance programme and the emergency intervention plan for the vector control programme, 
and a training course for the epidemiological surveillance programme head resulting in qt~1lity improvement for 
the cancer registry. In addition, a training programme was implemented for two teacher trainers focused on 
health education and substance abuse control and major support was provided in the production of AIDS and 
STD education materials and in training trainers for counselling on l nv and AIDS. 

A continuing major component of the WliO collaborative programme in 1994-1995 is the development 
ofhumm resources for health with a ba~ic training project in community/public health planned for public health 
nurse coordinators, invohing a consultant in curriculum development and local costs support. A consultant was 
also requested for collaboration in elaborating a medium-term programme plan for acute respiratory infections. 
Financial support in the preparation and purchase of educational materials in the programme areas of rheumatic 
fever control and family planning is also anticipated. 

Three health informatics projects are proposed, one for contractual services for sofiware development 
for the analysis of health data, and two for the purchase of hardware to improve epidemiologic data on traflic 
accidents, their causes and consequences, and on oral health problem;. 

For AIDS control, collaboration 1\ith WliO in 1994-1995 included evaluation and updating of the 
medium-term plan, training in counselling melhods, and marketing and distribution of condoms. 

Mechanisms to evaluate programme progress 

A comprehensive system to monitor and evaluate the national health strategy has not yet been 
implemented in the Territory. Minimum socioeconomic and health indicators have been progressively introduced, 
and the resulting health data regularly transmitted to WliO. 

The medium-term plans for priority public health programmes and WliO collaborative projects include 
specific objectives and measures of efficiency. Epidemiological data and surveys are used to assess changes in 
prevalence and incidence of important diseases. The impact of health education activities is periodically 
assessed by means of knowledge, attitude, and practice surveys. Use of other methods, such as cost benefit 
analysis is being considered to better assess the impact of selected health activities. 
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3. 1996·1997 country activities 

Major areas of activities 

3.2 Human resources for health (HRH) 

WIIO coopcmlion will be sought for health 
personnel training in public health 

4.5.2 Environmental health risk assessment 
and control (ERA) 

WIIO support for this priority programme 
will be sought to inlprove monitoring of new 
m\ ironrncntal pollutioo problems which have 
an impact on health. 

Projections for 1998·2001 

Cooperation in this area should emphasize 
b[)Sic and refresher training of public health 
persotu1el to improve their ability to plan 
and manage heal~1 programmes, as well 
as in methods of communication for health 
education These are vital skills to improve 
the efficiency of health protection and 
promotion programmes. 

. , 
Collaboration in this area may develop in 
the future. 

Estimated obligations 

Programme 
Regular budget Other sources 

1994·1995 1996·1997 Increase (Decrease) 1992·1993 1994·1995 1996·1997 Source 
or 

uss uss uss '1'. uss uss uss funds 

3.2 Human resources 
lor t.lnllh 113 000 65200 (47 800) (42.30) 

4.5.2 Environmental 
t..allh risk 
assessment and 
control 23800 23800 

5.5.1 AIDS 83600 FX 

TOTAL·French Polyneola 113 000 89000 (24 000) (21.24) 83600 
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GUAM 

1. National health and health development situation 

As in previous years, Guam is dedicated to the attainment of the objectives of health for all by the year 
2000. llcalth objectives have not changed. llo\\l!ver, there is great concern regarding the increa.•ing size of the 
population, through migration and birth. In general, people are more aware ofhealth issues. 

The thirteen identified health service component priority areas for the year 2000 are as follows: human 
resources developrnen~ health planning, wellnes.s promotion, health information systems, communicable disea•e 
control, disposal ofhazardous and toxic materials, availability and accessibility to health services, environmental 
protection, drugs and alcohol abuse, chronic disease prevention and control, injury prevention, maternal and child 
health, and vector control. The Guam llcalth Planning and Development Agency is planning to institute a health 
information system for the \\hole island 

The health sl:!tus of Guam continues to irnpro\·e. The infant mortality rate dccrca.•ed with the crude 
dc.1th rate per I O<lO reducing from 4.2 in IIJ'J2 to 4.0 in IIJ'JJ lhe five lc.1ding causes of death arc still the same 
disea.•es of the he~ neoplasms (cancer), cerebrova.•cular disease, diabetes and motor vehicle accidents. 

2. Summary: WHO collaborative programmes and relevant programmes 
implemented by other agencies 

In tllC 1992-1993 bicnniwn, Guam was unable to implement mJny oftl1e pl·umed collaborative programmes 
due to certain administrative reasons and lack of applicants for some fellowships. 

However, local and federally funded programmes such as AIDS, maternal and child health, healtl1 
education for high-risk indi,iduals. and alcohol and drug abuse were implemented. 

Mechanisms to evaluate programme progress 

Aside from the established monitoring process for meeting Guam's healtl1 objectives, the following 
mechanisms to evaluate the outcome of\VIIO collaboration are rc\iewed: 

(I) Number of fellows and area.' of training 

(2) Number of fellows \\ho completed training 

(3) Number of fellows \\ho carne back to Guam and work in an area related to the training 

( 4) Impact of fellow on area of training 
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(5) Impact on the overall healtl1 objectives 

(G) Impact of training on 01c fellow's professionalism and number of trained human resources 
for health \\hich are availablc. 

3. 1996-1997 country activities 

Major areas of activities 

3.2 Human resources for health 
(HRH) 

Due to the increase in population the 
emphasis of collaboration \\ill still be on tl1e 
continued development of human resources 
for health. Additional support may be 
r~·quested from tl1e intercoLUJtry programme 
for otl1er identified areas, if necessary. 
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Projections for 1998·2001 

There \\ill be an increase in the need for 
more trained health professionals 
proportionate to the increase in population. 
Due to this, plans for individual training 
sessions and usc of short-term consultants 
in the following fields are presented below 
as projections for I'.I'JR-200 1: 

(I) Nurse Practitioners in family practice, 
obstetrics and pediatrics; nurses in various 
fields of maternal and child health, 
psychiatry, operating room teclmiques, 
prenatal/neonatal care, critical care, 
gerontology, oncology, d1emotl1erapy 

(2) Psychologists in various fields such as: 
clinical, counselling, testing and 
measurement, and groups such as d1ildren 
and adolescents 

(3) Speech, physical, occupational and 
recreational tl1erapy 

(4) Drug and alcohol abuse 

(5) Nuclear medicine 

(G) Environmental he.11ih, air quality, water 
and soil pollution 

(7) Quality assurance 

(8) Epidemiology. 



Major areas of activities 

5.6 Other communicable diseases, 
including zoonoses (CDZ) 

WIIO collaboration is needed in the fonn 
of technical support to upgrade the level of 
health services byreviC\\ing national policies 
on animal control and quarantine. 

Projections for 1998·2001 

Estimated obligations 

Regular budget Other sources 
Programme 

1994·1995 1996·1997 Increase (Decrease) 1992·1993 1994·1995 1996·1997 

USS US$ USS '~'· USS US$ USS 

3.2 Human resources 
for heallh 101 000 75000 (26 000) (25.74) 

4.5.2 Environmental 
heallh risk 
assessment and 
control 10000 (10 000) (100.00) 

5.5.1 AIDS 33300 

5.6 Other 
communicable 
diseases, 
including 
zoonoses 13000 13000 

TOTAL-Guam 111 000 88000 (23 000) (20.72) 33300 
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HONG KONG 

1. National health and health development situation 

1l1e people of I long Kong enjoy a high standard of health in comparison \\ith the developed colllltries of 
the world. 1l1is is reflected in the highly satisfactory health indices; for instance, in I 992, the average life 
expectancy at birth was 80.5 years for females and 74.8 years for males. With the steady increase in population 
and gro\\ing expectations of the commllllity, there is continued need for improvements in the standard of 
medical and health care services to meet rising demands. 

In the early 1990s, the Government initiated a new era of medical and health care delivery system 
reforms. 1l1is started \\ith the establishment of the Hospital Authority. 1l1e Authority took over the full 
management of 3H hospitals and institutions on I December I 991 with a view to improving the delivery of 
hospital services through management reform. Aggressive plans for primary health care were also formulated. 
The aim was to provide a high quality, comprehensive and holistic health care service for the commllllity. 

1l1e Government is prepared to raise recurrent spending on hospital services and health care by 22% in 
real terms between 1992- I 997. Target achievements include the provision of 4200 additional hospital beds, 
op~'lling of 13 new clinics and tl1e expansion of II existing clinics. 

A m:Ijor improvement is the introduction oftl1e district healtl1 system. Adopting the practices of equity, 
health promotion, community participation and multiscctoral cooperation has involved changes in concept and 
approach, consistent witl1 the WIIO health-for-all strategy. 

New targets have been set to meet the special needs of specific groups. The I !ospital Authority \\ill 
share responsibility witl1 dedicated vollllltmy agencies to provide hospice care for patients in need. Rehabilitation 
services for the chronically ill have also been expanded \\iUJ the aim of helping these patients to lead lives tl1at 
arc as full and comfortable as possible. 

Regarding primary healtl1 care, a three-year large-scale oral health education campaign for preschool 
children was mounted in I9'J3. In 1994, the first well-woman clinic \\ill be set up and \\ill be followed by two 
more clinics in four years' time. A new Student llealtlJ Service Scheme will also replace the existing School 
Medical Service in 1995. 

I lospital and institutional services for the elderly will also require substantial health care input. It is 
estimated UJat by 2011 as many as 794 300 persons, representing 12.3% of the whole population, will be aged 65 
and above. New initiatives are therefore being taken for health maintenance and promotion together with 
opportunistic screening for tl1e aged. Dy 1997, seven healtl1 centres for the elderly will be established providing 
screening and primary health care services for 7(Xl 000 people aged 65 and above. Seven nursing homes for tl1e 
elderly providing 14!Xl beds \\ill also be in operation by 19'J7. 

Appropriately trained and skilled health care personnel \\ill be needed to accomplish all this. The 
Govemment has contributed millions of dollars to tl1e medical and health care reforms. I lowever, the amollllt 
dc'll•cated for tl1c training of health care personnel is insufficient to meet all training needs. Support from WIIO 
fdlowships for training in heal~! financing and planning, epidemiology, nursing and special laboratory techniques 
will be required in 19%-19'J7. 
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2. Summary: WHO collaborative programmes and relevant programmes 
implemented by other agencies 

Outcomes of the collaborative programmes for 1992·1993, 1994·1995 

HONG KONG 

As in previous years, tl1e WliO collaborative programmes for I long Kong in I ')'l2-l '>93 were mainly 
dedic.1ted to the development and training of human resources for healtl1. 1l1ey have provided tl1e appropriate 
health care personnel with proper training in their respective field of expertise to meet the needs of tl1e 
community. Sixty-four per cent (M%) oftl1e total budget was dedicated to the training ofmedic.1l doctors in 
community medicine. The remainder was devoted to specialist training for au'<ilinry health workers on child 
assessmen~ AIDS and advanced lnboratol)' techniques. Similar programmes are planned for 1994-1995. 

These programmes have enabled doctors to attain appropriate postgraduate qualifications 1l1is in tum 
provides a higher quality medic.'ll service which the community needs and deserves. 

As the major front-line workers in the provision of health care service, nurses arc a~suming increasing 
responsibilities in the health care reform~. Appropriate training is neccssal)' to enhance their clinical skills in tl1e 
care of A lOS patients and children with special needs. 

In parallel with tl1e world trend, the numbers of I Iuman Immunodeficiency Virus (IIIV) infected 
persons and AIDS cases reported in I long Kong continue to rise. Appropriate training given to laboratory staiT 
on recent bboratol)' advances in these areas helps tl1cm to monitor the prevention and control ofiiiV/ AIDS. 

Mechanisms to evaluate programme progress 

The current \\ide-ranging programme plan of the I long Kong Government on primal)' hcaltl1 care \\ill 
last until 1997. Whilst a gradual, step by step approach is adopted for the implementation of variou~ projects, the 
Government conduct~ annual evaluation~ on progress and makes suiL1ble modifications where necessary. The 
training needs ofhealth personnel are also reviewed on an annual ba~is to meet actual needs. 

3. 1996-1997 country activities 

Major areas of activities 

3.2 Human resources for health 
(HRH) 

Training of health care personnel in planning, 
management, fmnncing, as well as lnboratol)' 
techniques and communicable disease 
management are essential for the 
maintenance and improvement of health 
care serv1ces. 

Projections for 1998·2001 

This \\ill continue as M ongoing effort 
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Estimated obligations 

Regular budget Other sources 
Programme 

Source 1994-1995 1996-1997 Increase (Decrease) 1992-1993 1994-1995 1996-1997 
or 

uss uss uss ~. USS US$ USS !undo 

3.2 Human resources 
ror health 163900 130000 (33 900) (20.68) 

TOTAL-Hong Kong 163 900 130000 (33 900) (20.68) 
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JAPAN 

1. National health and health development situation 

The health situation in Japan has continued to improve concurrently \\ith its social and economic 
development The emphasis is now on hcaltl1 promotion. Individuals should be made aware oftl1eir responsibility 
to "promote and protect their own hcaltl1". In conjunction with this, a framework of health services closely 
identified \\ith the community is required. The Nationalllcaltl! Promotion Movement, \\hose rum is comprehensive 
health promotion, has been in operation since 1978. The Movement has three m1jor objeclil·cs: (a) the provision 
of health services throughout the life cycle, from conception and birth lo old age; (b) the development of 
community health centres, in \\hich the community participates, to provide various services based on public 
health nursing at municipality level; and (c) the enhancement of community awareness and promotion ofhealth 

The ba.~ic principle governing the delivery of health care services is that all citizens should be able, at 
any time and place, to receive the health care they require. Until now, efforts have focused on ensuring the 
avnilability of sufficient health care personnel and consolidating health care facilities. Emergency care, medical 
care for remote areas, and high-level and specialized care for such diseases as cancer and cardiovascular 
diseases have been promoted. 

The improvement in the health situation has already been renected in a reduction in mortality rates, 
which has contributed greatly to achieving the highest life expectancy in the world. 

A result of improved medical services and extended life span has been a shin in the principal causes of 
death from communicable diseases to chronic degenerative diseases such as malignant neopla.~ms and heart 
diseases (i e., cancer, heart and cerebrovascular diseases) which have doubled in the last 35 years. In view of 
the gro\\ing importance attached to the control of these diseases, mass screening ha.~ been intensified for the 
early detection of stomach and uterine cancer and for the prevention of diseases of the circulatory system. The 
facilities of rural screening centres have also been strengtl1cned. 

The changes in health statistics such as increased life expectancy and a low birth rate have resulted in a 
rapid increase in the number and proportion of the elderly, defined as those aged 65 and over. Oy 2020, it is 
estimated that the elderly 11ill constitute approximately 25% of the entire population. A corresponding increase 
in medical expenditure is expected. Greater attention \\ill need lo be given to the appropriate allocation of 
resources and to human resources de1·clopmcnt to meet the changing role of health professionals 11ithin these 
changing circumstances. 

Well trained personnel in the health field, especially in the Minisll)· ofllcalth and Welfare, arc crucially 
important to the efficient implementation of the National Health Plan. l11c WIIO-sponsored fellowships, tluough 
which training is undertaken in highly advanced institutions of the world, have been supportive to the Ministry in 
Japan. 
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2. Summary: WHO collaborative programmes and relevant programmes 
implemented by other agencies 

Outcomes of the collaborative programmes for 1992·1993, 1994·1995 

The WHO collaborative progrrunmes for Japan in 1992-1993 were dedicated to the development and 
training ofhwnan resources for hcaltlt 11tcy have provided tltc appropriate healm care personnel with proper 
training in me public healm field, particularly at universities in tlte United Kingdom and the United S!ates. Similar 
programmes are planned for I ~J.t-1995. 

Tite programme provided important knowledge and experience, enabling Medical Officers to attain 
appropriate postgraduate qualifications. Through me programme, a higher quality of public healm service \\ill be 
available. 

Mechanisms to evaluate programme progress 

Tite outcome of tlte training is evaluated by me Minisl!y of Healm. 

3. 1996-1997 country activities 

Major areas of activities Projections for 1998-2001 

3.2 Human resources for health (HRH)) 

Training in Public llmltlt, mainly for Medical 
Officers of the Ministry of llcaltlt and 
Welfare, Japan will enhance the hcaltlt care 
services in Japan. 

This project \\ill be continued. 

Estimated obligations 
Regular budget Other sources 

Programme 
1994·1995 1996·1997 Increase (Decrease) 1992·1993 1994·1995 1996·1997 

US$ US$ US$ % US$ US$ US$ 

3.2 Human resources 
for health 95000 75000 (20 000) (21.05) 

TOTAL·Japan 95000 75000 (20 000) (21.05) 
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KIRIBATI 

1. National health and health development situation 

The Kiribati Sixth National Development Plan I 9R7-1991 st.1ted in its policy guidelines d1at d1c development, 
improvement and expansion of health and education systems arc essential prerequisites for economic and social 
progress. The health s!:ltus of all shall be promoted to permit an economically productive life and enjoyment of 
religious and cultural traditions. 

To consolidate the achievements made so far and also to realize the ultimate objective of the health-for
all goal, the Government formulated its l11ird National Health, Family Planning and Social Welfare Plan in 
harmony \\ith the overall framework of the Sevcntl1 Kiribati Development Plan for 1992-1995. 

The policy for national development stresses social equity, dccentrali7ation of planning and implementation 
at the local level, active community involvement, local resource mobilization and national self-reliance. 

The key strategy is that of the primary health care approach, "for the people, through the people, and 
by the people". The primary health care approach is guided by five underl)ing principles: equitable distribution, 
community involvement, a focus on disease prevention, usc of appropriate technology, and a multiscctoral 
approach 

The State's financial input to the Ministry ofl !ealth is increased each year. With over AUS$ 4 million 
for 1993, the Ministry is the second largest afier the Ministry of Education, Science and Technolob'Y whid1 has 
an allocation of over AUS$ 5 million. 

The infant mortality rate has improved from R2 per I 000 live births in 1991 to (,5 per I 000 live birth~ in 
1992 \\hile life expectancy rose from 50.(, in 1991 to 57.7 for males in 1992, and from 55.(, in 1991 to (,2_R for 
females in I 992. 

The quantity of population covemge and quality of services in the periphery have improved over the 
years; Kiribati now has 4(, dispensaries and 24 health centres manned by public health nurses and medical 
assistants. 

The effectiveness and efficiency of all health personnel are being strenb>!hened with WIIO cooperation 
by continuing education, workgroups, seminars and overseas training. 

In spite of the achievements made during the previous two cycles of National! lealth and Family Plans, 
which applied the primary health care approach and health-for-all strategies, a shortage of health workforce 
remains one of the main constraints of the Government. 

Kiribati has a total of 13 medical doctors, five of whom are already retired but reemployed by tl1e 
Government Dr Tetaua Taitai, the former Secretary for llcalth, is now reassigned to the Ministry of Education 
while two senior medical officers are occupied \\ith administrative activities. Two doctors arc overseas 
undergoing long-term pos1graduate training, thus leaving only a few Kiribati medical officers engaged in clinical 
and curative activities. The situation is made worse by the Kiribati retirement age of 50 years. 
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The Medical Assistants, who are senior nursing omcers 11ho have completed a one-year post-basic 
training course, arc now tl1c core preventive and curative health workforce for all the outer islands as well as tl1e 
capital South Tarawa. As has been recommended by several WHO consultants, these Medical Assistants 
should have access to tl1c second tier of training at the Fiji School of Medicine, afler appropriate selection and 
tests. 

TI1e World llcalth Organi/ation has been actively supporting the Kiribati Nurses Training School. TI1is 
School runs a three-year course producing much-needed nurses. Ten nurses graduated from the School in July 
19'J3 and have already joined the henltl1 workforce. The Government is now preparing to take 15 new trainees. 

WIIO should continue strong support to the Nurses Training School and the Medical Assistants 
(Primaty llcalth Care Practitioners) Training School in Kiribati. 

In view of tl1e shortage of medical omcers in Kiribati, WHO supported the Government in the 
formulation of the United Nations Volunteer medical specialists project The project, now in its third year, held 
a tripartite review with UNDPIWHO/Govemment in August 1993 11hich resulted in a recommendation to 
continue tl1e project. A UNV psychiatrist, a paediatrician, an obstetrician/gynaecologist and a dental surgeon 
are in place: the remaining two specialists will arrive soon. The UNV specialists project greatly strengthened 
botl1 the curative and training aspects oftl1c Tungaru Centralllospital, which is the main institution producing 
human resources for healtl1. 

Sustained, satisfactory coverage of the expanded programme on immunization and the absence of any 
major outbreak of communicable and immunizable diseases arc well reflected in the steady drop in the infant 
mortality rate and the increase in life expectancy. Primary health care activities are therefore progressing well 
in Kiribati. 

2. Summary: WHO collaborative programmes and relevant programmes 
implemented by other agencies 

Outcomes of the collaborative programmes for 1992-1993, 1994·1995 

TI1ere were eleven country projects in the I 992- I 993 biennium. These reflected the emerging needs 
and regional priorities. lhe I 994- I 995 collaborative programme has ten projects. 

In both I 992- I 993 and I 9'J4- I 995, the Government has placed special emphasis on the organi7ation of 
health systems based on primary healtl1 care, allocating 44. I 9% and 38.08% in respective bienniums. The 
development of a health system infrastructure is necessary to generalize the primary health care approach, 
which requires proper planning, implementation, monitoring and evaluation. 

I laving achieved the targets and goals set in the previous National primary health care plans, the 
Government is now consolidating its gains. Primary healtl1 care delivery will be improved botl1 quantitatively and 
qualitatively. TI1e proposed allocation for the I 9'J6-J 997 biennium is therefore close to 50% for the organi/ation 
of health S)~tems based on primary health care. 

ll1e Government considers development of an appropriate health workforce a top priority. Training of 
the health workforce accounted for I 0. 30% and 2 I .65% of the budgetary allocation over the last two bienniums 
respectively. TI1e proposals for I 996-1997 also reflect the need to continue developing human resources for 
health \\iU1 an allocation of over 26% of the budget to this area 
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Programmes Implemented by other agencies relevant to 1996·1997 activities 

Kiribati is supported in its health development activities by donors such as Australia, China, Japan, New 
Zealand, and the United Kingdom, in addition to agencies such as UNICEF, UNDP/UNV and US AID among 
others. 

AID AD and the Government of New Zealand support workforce training, and a visiting specialist 
·treatment programme in eye and plastic surgery is funded by Australia. New Zealand also supports Kiribati 
\\ith specialist referral services for needy patients. l11e United Kingdom offers some training services in 
addition to the senior dental medical officers \\ho were resident in Kiribati for r,ve years, until 01e programme 
ended in late 1993. Tungaru Centralllospital in Tarawa wa.~ constructed and completely equipped by the 
Japanese Government (JICA) at a cost of some US$ I 0 million. The Government of China ha.~ provided a 
surgeon and anaesthetist for several years. A dental clinic is under construction by the Kiribati Government 
\\ith support from the French Government. Aner the termination of the Dritish-supported Dental Surgeon's 
contrac~ a UNV Dental officer is now in charge of oral heal01 activities. The completion of the dental clinic 
should further strengthen the WJIO-coflabornted oral health activities in Kiribati. 

UNICEF has prO\ided vaccines, oral rehydration salts and cold-chain equipment and other supplies. A 
Vitamin A programme is beingjointly supported by UNICEF and USA! D. 

There is an ongoing UNFPA funded MCI IIFP project For I 994, so far, tl1erc arc repha.~ed ftmds only. 
The projec~ however, has been approved for the period I 9'J2- I995. 

Mechanisms to evaluate programme progress 

The Seventh National Development Plan covers the period I 992-I 995. The third National Primary 
Health Care and Family Planning Programme falls \\i01in the same period. 

The Ministry of Health has a Central Planning, Monitoring and Evaluation Dody headed by the 
Permanent Secretary for Health \\hich performs regular monitoring exercises. A National Impact Evaluation 
was systematically conducted by a team from various related ministries and WJIO, at 01e end of01e 19R7-I 9'J I 
Primary 1 Jealth Care Plan. The 1996-1997 WIIO biennium \\ill cover the r,rst two years of the Four01 National 
Health Plan. 

The Third Nationalllealth, Family Planning and Social Welfare Plan for the period 1992-1995 was 
formulated \\ith WJIO collaboration, based on the experiences of the past two cycles. Various sections and 
divisions of the Ministry of Health detailed their future health workforce and material needs with proper 
foreca.~ts and projections. 
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PROPOSED PROGRAMME BUDGET 1996-1997 

3. 1996·1997 country activities 

Major areas of activities 

2.3 Health situation and trend assessment 
(HST) 

TI1e strengthening of national capabilities 
will still need WHO input to further 
strengthen surveillance and country health 
infommtion S)~tcms. 

3.1 Organization and management of 
health systems based on primary 
health care (PHC) 

WIIO cooperation \\ill be needed in health 
infrastructure dcvclopmen~ health S)~tems 
research, and selection and uti!it.ation of 
healtl1 care technology. 

3.2 Human resources for health (HRH) 

TI1e need for training will continue as 
tedmologies arc alwa)~ in emlution. 

3.4.2 Clinical, laboratory and imaging 
technology(CL T) 

Increasing demands from the rising number 
of patients at tl1c New Tungaru Central 
llospital means WIIO cooperation will be 
required to strcngtl1cn tl1c clinical, laboratory 
and inJaging technology services. 

4.1.2 Adolescent health (ADH) 

Increases in obesity, diabetes and 
cardiovascular diseases have been noticeable 
hU!ce tl1e Government is amious to promote 
healthy lifestyles among youtl1 
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Projections for 1998·2001 

Continuation of cooperation will be needed 
to further expansion throughout the country. 

Will still be necessary for further 
development and rcseard1 support 

Cooperation will still be necessary. 

Cooperation \\ill need to continue. 

The programme \\ill continue. 



KIRIBATI 

Major areas of activities Projections for 1998-2001 

4.1.4 Health of the elderly (HEE) 

In view of the aging population and its Efforts \\ill continue. 
consequences, it is expected that WHO 
resources in this area \\ill be tapped to 
develop a programme on national health 
care of the elderly. 

4.3.1 Health education (HED) 

The collaborative programme \\ill be based Continued efforts \\ill be necessary. 
on community education and information 
on heahh. WI 10 cooperation \\ill therefore 
be needed to support this programme area. 
Emphasis will be placed on nutrition 
education on meat and vcgeL1blcs. 

4.5.1 Water supply and sanitation (CWS) 

Given the scarce supply of fresh water The programme \\ill continue. 
and available land \\ith incrc:t~ing congestion 
in South Tarawa, WI 10 input in this area 
\\ill be needed. 

5.2.1 Malaria and other tropical disease 
control (CTD) 

The importance of dengue fever in the This programme area \\ill continue to 
country justilies WHO support, and develop. 
involvement in control programmes. 
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Estimated obligations 

Regular budget Other sources 
Programme 

1994·1995 1996·1997 lncreate(Decrtalt) 1992·1993 1994·1995 1996·1997 Source 
or 

US$ US$ US$ % US$ US$ US$ !undo 

2.3 Health situation 
and trend 
assessment 69700 40000 (29 700) (42.61) 

3.1 Organization and 
management of 
health systems 
based on primary 
health care 299300 346 700 47400 15.84 

3.2 Human resources 
lor health 170200 178 500 8300 4.88 

3.4.2 Clinical, laboratory 
and imaging 
tecmology 11 000 8000 (3 000) (27 27) 

4.1.1 Health of women and 
children, and family 
planning 76500 64100 FP 

4.1.2 Adolescent health 16000 6000 (10 000) (62.50) 

4.1.4 Health ol the elde~y 4500 6000 1 500 33.33 

4.3.1 Health education 107 500 48500 (59 000) (54.88) 

4.4.1 Nutrition 20000 (20 000) (100.00) 

4.5.1 Water supply and 
S<lnitation 78800 31 300 (47 500) (60.28) 

5.2.1 Malaria and other 
tropical disease 
control 9000 6000 (3 000) (33.33) 

5.5.1 AIDS 66900 49600 FX 

TOTAL· Kiribati 786 000 671 000 (115 000) (14.63) 143 400 113 700 
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LAO PEOPLE'S DEMOCRATIC REPUBLIC 

1. National health and health development situation 

In 1993, the population of the Lao People's Democratic Republic was an estimated 4. 7 million, and 
grO\\ing at an annual rate of2.9"/o. 

The Government's Five-Year Health Plan \\ill be an integral part of the national socioeconomic 
development plan once it has been finali1cd. The ongoing reorganization in the Ministry ofllcalth \\hid1 started 
in late 1992 has delayed the planning process. This partially explains the fact that healtl1 is allocated only 2.2% 
of the national budget (equivalent to US$1.7 per person). 

As a consequence, less than I 0% of the population benefits from official health services. As the 
country is opening up, many Lao citizens are seeking medical care in neighbouring countries or through private 
semi-legal health services. 

Due to overall poor managerial capabilities, expansion of services has been slow in many parts of the 
country. Major problems requiring attention include the quality of health personnel training, poor commtmications, 
lack of m:magerial and supenisory skills, poor resource allocation and lack of priority setting by the national and 
provincial administrations. Although the national health strategy is explicitly based on a policy of primary health 
care, most resources are consumed by curative services and the salaries of healtl1 personnel. In an effort to 
improve the situation, the Government has recently recentralized a number of administrative functions to ensure 
a more equitable distribution of the meagre human, fmancial and material resources to all parts of the country. 

National committees have been established in order to improve coordination between different programmes, 
such as the expanded programme on immunit.ation, AIDS, etc. These committees have improved coordination 
and integration of services and activities. Major organizational changes have been introduced to facilitate 
teamwork, promote intersectoral coordination, and strengthen community participation. l11e use of revolving 
funds for district and village pharmacies has been started. 

Priority areas have not been explicitly named by tl1e Ministry of Health, but include the development of 
human resources to atL'lin more efficient and equitable resource allocation, improvements in environmental 
saniL1tion, through which large reductions in morbidity and mortality could be achieved, and healtl1 promotion and 
health education. Community participation, currently at a low level, is a potential resource which can be 
mobilized to effect considerable improvements, through a primary health care approach in tl1e above areas. 

The overall disease pattern continues to be characteristic of a least developed cmmtry. It is anticipated 
that the priorities for 1996-1997 \\ill remain unchanged. 
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PROPOSED PROGRAMME BUDGET 1996-1997 

2. Summary: WHO collaborative programmes and relevant programmes 
implemented by other agencies 

Outcomes oft he collaborative programmes for 1992·1993, 1994·1995 

Dctwecn 19M9 and 1994, WHO was involved with the Government in an intensive schistosomiasis 
control programme in Khong District, focusing especially on Khong Island. The programme, built around a rross 
drug treatment approach, was successful in dramatically reducing the schistosome egg-positive rate among the 
population (e.g., among schoolchildren on Khong Island, from 30% in 19M9to 0.4% in 1994). To maintain these 
significant reductions, more emphasis is being placed on health education and sanil:!tion In addition, a systematic 
monitoring programme has been established to quickly recognize re-emerging problems. 

WIIO has concentrated on working 1\itl1the Deparlrnent of Planning, Coordination, llealth Information 
and Financing, and 11ith pr01incial authorities to increase coordination and strengthen managerial and supervisory 
skills at tl1e central level. The high priority given to human resources for health is reflected in all the 
programmes. Elforts to translate publications into the Lao language 1\ill be reinforced. Books and otl1er self
learning documents will be provided to training institutions and to the personnel of curative and preventive 
services. 

WIIO has paid particular altention to malaria, participating in the development of the National Plan of 
Action and preparation of the project document for funding of this Plan by tl1e World Dank. Technical support 
has been provided by stalf posted in the Lao People's Democratic Republic and Viet Nam, and from tl1e 
Regional Ollice. 

Environmental health is a priority. Emphasis on activities such as water supply and sanitation has 
increased since the appointment of a sanitary engineer in VietNam in 1994, 11hose responsibilities also cover tl1e 
Lao People's Democratic Republic. 

The development of health promotion in schools and other institutions will be made a priority, to 
accelernte the adaptation oftl1eyounger generation to health problems linked 11ilh tl1e emironmen~ industrialization 
and otl1er elfects of opening up the country. 

Programmes Implemented by other agencies relevant to 1996·1997 activities 

1l1e World Dank 11ill start a US$ 9 million project in two southern provinces. The project includes a 
malaria and a primary healtl1 care component 

A Master Plan for malaria control covering the whole country has been approved at Cabinet level and 
is being implcmmtcd. 

Malaria is one of the most imporlant public health problems witl1 an estimated 2 million clinical casl'S per 
year. Little control work has been possible outside the main urban areas. The World Dank-funded (loan) plan to 
control malaria in Savannakhet and Xekong Provinces 11itl1 other control activities in six other provinces will start 
in 1994. 

Activities are based on improved diagnosis and treatment, and appropriate vector control measures 
based on community collaboration. Instead of a Technical Ollicer, a Malariologist 11ill be assigned to the 
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project. In addition, thr Mnlariologi$t n~signcd on a shared country-hn~cd posttn cnvcr C'amhodia, tl1c 1.10 

People's Democratic Republic and Viet Nnm is conlributing to the development oftl1is programme. 

The Asian Development D:mk will provide support of about US$ 4 million to a primary health care 
project in two northern provinces. The European Communily has a global development project with a health 
component located in Luang Prabang province. UNICEF will continue to work 11ith WIIO to support a 
nntiom1ide exp:tnded programme on immuni7.ation. The Swedish International Development Agency is inmlved 
.in supporting the mnnagerial capabilities of the Ministry of llealth in essential drugs and vaccines. The Jap:tn 
Intematioml Cooperation Agency will continue its support for primary hcaltlt care in Khnmou:tnc province :tnd 
for the exp:tnded programme on immunization natiom1ide. Cooperation 1\ith lll:ul:tnd through multiple local 
initintives is becoming a main factor in the d)namics of tl1e health system. 

As a follow-up to the UNDP meeting (held in Gene1·a in 1992) to prepare a global pl:tn for presentation 
to dono[$, a meeting on health issues Wl!S in preparation. This project was postponed by the Ministry of llealtl1. 

Mechanisms to evaluate programme progress 

In the ahsence of a formal healtlt pl:tn, definitive national evaluation mech:tnisms are not yet in place. 
At the level of province :md district, however, some planning has resulted from the primary healtl1 care !raining 
initiatives, and ad hoc evaluations have been carried out. The results have not as yet been fed back into 
subsequent pl:tnning cycles. 

At micro level, supervision and quality assessment will be the evaluation mech:tnisms. Continuous 
exch:tnge of information between the external support agencies and nongovernmental organit.ations will facilitate 
Mscssmcnt and mom to ring of the outcomes of external cooperation 

3. 1996-1997 country activities 

MaJor areas of activities 

2.3 Health situation and trend assessment 
(HST) 

WIIO support will slrengthen surveillance 
of communicable disCMes through a health 
survey. Laboratory-services will also be 
improved. 

ProJections for1998-2001 

The programme is expected to continue. 
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PROPOSED PROGRAMME BUDGET 199&-1997 

Major areas of activities 

3.1 Organization and management of 
health systems based on primary 
health care (PHC) 

Management sl..ills will be strengtl1ened at 
all levels oftl1e hcaltl1 S)Stems tllfough direct 
technical support. National capabilities to 
tmalyse and revise existing hcaltl!lcgislation 
will be strengthened with WIIO 
collaboration (2 1.2 Health legislation and 
etl1ics). 

3.2 Human resources for health (HRH) 

WIIO \\ill support the training of stafT in 
tlJC mana~,'cment and administration ofhcaltl1 
services and institutions. 

ll1e nursing curriculum \\111 be revised \\1tll 
a view to strengthening management of 
nursing services at all levels. 

3.4.3 Drug and biologicals quality, safety 
and efficacy (DSE) 

WIIO \\111 support training of pharmacists 
and pharmacy assistants in the field of 
management and techniques of quality 
assurance of drugs, vaccines and biologicals. 
Support \\ill also be provided for translation 
into tl1e Lao language of WI 10 documents 
and publications. 

3.4.4 Traditional medicine (TRM) 

Training in methods for development and 
utili/ation of traditional medicinal herbs. 
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Projections for 1998·2001 

Additional cooperation \\111 be needed, 
including quality assessment. 

1l1e programme will be continued. 

EITorts \\111 be continued and expanded to 
include health technicians. 

The programme \\111 be ongoing. 

Training \\111 be continued. 



Major areas of activities 

4.1.1 Health of women and children, and 
family planning (WCH) 

Support will be provided for management 
and planning with emphasis on the 
integration of programmes relnted to women 
and children. 

4.3.3 Oral health {ORH) 

Management skills in preventive dental care 
\\ill be reinforced. 

4.3.4 Other health protection and promotion 
activities for healthy lifestyles (OHP) 

WI 10 \\ill support the further development 
of information, education and 
communication strategies. 

4.5.1 Water supply and sanitation {CWS) 

To keep pace \\ith rapid urban development 
the programme will focus on solid waste 
management and similar aspects of 
environmental pollution. 

5.1 Vaccine and immunization, including 
poliomyelitis eradication (VID) 

Management and information systems in 
surveillance of target diseases will be 
improved. The strengthening of national 
capabilities \\ill also require WHO support 
nt national and prO\inciallevcl. (2.3llcalth 
situation and trend assessment) 
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Projections for 1998·2001 

Support \\ill need to continue. 

Efforts \\ill continue. 

Further collaboration \\ill be required 

ll1e programme \\ill continue. 

Support will be needed to maintain 
coverage. 



PROPOSED PROGRAMME BUDGET 1906-1997 

Major areas of activities 

5.2.1 Malaria and other tropical disease 
control (CTO) 

l11e programme will support improved 
surveillance and encourage stronger 
community involvement 

5.2.2 Leprosy elimination (LEP) 

Support will be pr0\1dcd to the strcnt;thening 
of programme management and 
development of capabilities in preventive and 
corrective measures. 

5.4 Tuberculosis(TUB) 

Planning. management and integration \\ith 
other services will be supported by the 
programme. 

Projections for 1998·2001 

Further support will be required. 

l11c programme will continue. 

To be adapted in order to complement 
support provided by the International Union 
Against Tuberculosis. 

Estimated obligations 

Regular budget Other sources 
Programme 

Source 1994·1995 1996·1997 Increase (Decrease) 1992·1993 1994·1995 1996·1997 
of 

US$ US$ US$ 'Yo US$ US$ US$ rundt 

2.2.1 Support to the 
development and 
management of 
country programmes 490000 641900 151 900 31.00 

2.2.3 International 
cooperation for 
health 245000 (245 000) (100.00) 68700 21700 VD 

2.3 Health situation and 
trend assessment 71900 73000 1100 1.53 
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Estimated obligations 

Programme 
Regular budget Other sources 

1994·1995 1996·1997 lncrease(Decrease) 1992·1993 1994·1995 1996·1997 Source 
or 

US$ US$ US$ % US$ US$ US$ fund• 

3.1 Orgru1izntion and 
management of health 258 000 384 100 126100 48.88 222 800 DP 
systems based on . 26300 UF 
primary health care 21100 VD 

3.2 Human resources 
lor health 312000 211 600 (100 400) (32.18) 73600 FB 

3.3 Essential drugs, 
vaccines and other 
supplies 77000 (77 000) (100.00) 

3.4.3 Drug and biologicals 
quohly, salely and . 

efficacy 107 400 107 400 

3.4.4 TrnditionaJ medicine 50000 26200 (23 BOO) (47.60) 

4.1.1 Health of women 
and children, and 
family planning 120000 77400 (42 600) (35.50) 31 900 FP 

4.3.3 Omlhealth 48000 32000 (16 000) (33.33) 

4.3.4 Other health 
protection and 
promotion activities for 
healthy lifeslyles 71100 82300 11200 15.75 . 

4.5.1 Water supply and 
sanitation 88000 81800 (6 200) (7.05) 

5.1 Vaccine and 
immunization, 
Including poliomyelitis 240000 240000 98300 81 200 FB 
eradication 219 500 300000 VD 

5.2.1 Malaria and other 
tropical disease 
control 250000 249600 (400) (0.16) 

5.2.2 Leprosy elimination 65000 30000 (35 000) (53.85) 

5.3.1 OianhoeaJ diseases, 
Including cholera 60000 60000 ST 

5.4 Tuberculosis 51600 43600 (8 000) (15.50) 

5.5.1 AIDS 454 300 570900 FX 

5.8 Disability prevention 
and rehabililation 800 5200 4600 ST 

TOTAL·Lao Poople'o 
Democratic 
Republic 2 437 600 2 280 900 (156 700) (6.43) 1 217 300 1 039 000 64600 
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MACAO 

1. National health and health development situation 

l11e Government of Macao has allocated considerable financial resources to strengthen the health 
infrastructure and to improve the health status of tllC population progressively. 

A network of eight health centres has been completed to cover the 11hole territory, providing promotive, 
preventive, curative and rehabilitative services free of charge. l11e government hospital has been newly 
upgraded. It now provides improved patient care with more advanced diagnostic and curative technology. 
TcclmiC<Ii as well as fmancial support to the private hospital has also been increased. These two hospitals now 
give strong technical backup to the health centres. 

l11e people of Macao now have a higher standard of health, as reflected in the general decline in the 
incidence of commw1icable diseases, the increase of life expectancy and tl1e improvement of health indices. For 
example, tl1e crude mortality rate has been reduced to 3.85 per I 000 population. The infant mortality rate is now 
7.3 per 1000 live births. Immunization coverage for children has reached more than 90%. The average life 
expectancy for men and women is currently 79 years. 

l11e immunization programme and other preventive measures have drastically reduced morbidity and 
mortality from communicable diseases in the Territory. Most oftl1e communicable diseases are under control. 
No cases of eitl1cr cholera or poliomyelitis have been reported for many years. 

l11e AIDS programme has been greatly intensified through health education and IIIV surveillance. 
Several practical measures in relation to confidentiality, health care, drug users and immigration policy have been 
adopted based on respect for human rights and prolL'Ction oftl1e general population. 

I Iealth education and communication will be enhanced to encourage healthy lifestyles and prevention of 
ill-health. The subjects will cover a broad range such as breast-feeding, nutrition, smoking cessation, disease 
control, drug abuse and safe sexual behaviour. ll1e audiences will be the public, schoolchildren, teaclJers, 
motlJCrs, young people and tl1e elderly. 

Efforts arc still needed to strengthen epidemiologiC<Ii surveillance and immunization programmes, to 
ensure further control of communicable diseases. Increased attention will be given to noncommunicable 
diseases such as cancer and heart disease, particularly those where incidence is related to lifestyles. Health 
promotion activities should be developed aiming at changes in tl1e behaviour of the individual, the community, 
society and tl1e protection of the en\ ironment. 

Action on environmental health needs to be furtlJCr intensified in the fields of air pollution control, 
particularly motor vcl1icle emission control, noise control, solid waste management, and water quality management, 
particularly the surrounding estuarine water from tl1e Pearl River Delta basin. Food quality surveillance, food 
inspection and market control 11ill be further intensified. 

In order to beller usc funds for healtl1, a I lealth Insurance Scheme is being developed. This is designed 
to furtl1er improve quality, to reduce risk and to promote social solidarity. llealth management and administration 
will be strengtl1ened to improve efficiency, effectiveness, and cost/benefit. 
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It is nlso essential to en~ure tl1e provision of safe and errective drugs. II training programme to update 
the local traditional Olinese medical doctors and phannacists \\ill be organized. 

Health programmes for the disabled, adolescents, elderly and mentally handicapped persons will be 
strengthened in collaboration with other go\·emmental and nongovernmental organi1ation~ Vocational training 
centres \\ill be established and community-based education, prevention, treatment and rehabilitation projects \\ill 
be developed to help them rejoin the community and society. Legislation \\ill be prepared in order to achieve 
social integration and social security as well as for the benefit of individuals, the community and society. 

The most crucial problem remains the shortage of qualified local healtl1 personnel !Iuman resources 
development, in particular the development of local health personnel, is of \'itnl importance to Macao for 
errective delivery of quality health care ~d for the continuing provision of such health services beyond I9'J'J 

To meet the needs of health personnel, various training and retraining programmes continue to be 
developed and further stren1,>thened. l11e Teclmical School for the training of nurses and technicians of various 
disciplines in diagnostic and therapeutic services \\ill be expanded. In-service training, refresher courses and 
workshops, study tours and technical visits \\ill nlso be organi7.ed domestically or overseas to upgrade the 
knowledge and skills of the medical stalT and other health personnel. 

WI IO cooperation will be important for accomplishing nil oftl1e above. Fello\\~hip support is particularly 
needed for training in laboratory technology for food safety, blood transfusion, in health education for cancer 
prevention, in adolescent healtl1, mental hcaltl1, and rehabilitation. 

For the implementation of projects in other areas, it is hoped tl1at WI IO support \\ill be available. 

2. Summary: WHO collaborative programmes and relevant programmes 
implemented by other agencies 

Outcomes oft he collaborative programmes lor 1992·1993, 1994-1995 

In designing major areas for WIIO collaboration, the Macao Government has taken Regional and global 
priorities into account. WI IO collaboration mainly focuses on development of human resources for health. In 
1992-1993, the programmes concentrated on health S)~tem development Forty per cent oftl1e approved budget 
was allocated to laboratory technology development and computerization oftl1e health S)'Stem. In 1994-1 9'J5, 
tl1ere was a slight change in emphasis. Support is requested through the country programme for tl1e promotion 
of environmental health, disease prevention and control, oral hcaltll, healtl1 of tl1e elderly, cardiovascular diseases, 
tuberculosis and AIDS. 

As a result of WJJO's continuous support, the Government has been able to ensure proeress in the 
development of health services. It ha.~ provided preventive and promotional activities for eood health, and 
ensured adequate training of health professionals, development of managerial skills and the provision of tools 
needed to implement the programmes. 
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Mechanisms to evaluate programme progress 

1l1c evaluation ofhuman resource development is made by the Commission for Continuing Education. 
The Commission devises yearly training programmes for healtl1 personnel at the Department ofllcalth and also 
monitors tl1e progress during tl1e year. 

3. 1996·1997 country activities 

Major areas of activities Projections for 1998·2001 

3.2 Human resources for health (HRH) 

The Govemrrrnt is committed to tl1e priority 
of increasing skills, and the number of 
indi\iduals \\ith tl10sc skills, as a fundarrental 
component oftl1e process ofreach.ing health 
objectives. WIIO cooperation in I996-19'J7 
will be essential to reach tl1e Government's 
fdlowship and training goals. 

Will continue as an ongoing progran1me. 

Estimated obligations 

Regular budget Other sources 
Programme 

1994-1995 1996-1997 Increase (Decrease) 1992-1993 1994-1995 1996-1997 Source 
or 

US$ US$ US$ % US$ US$ US$ funds 

3.2 Human resources 
lor r-ealth 82000 65000 (17 000) (20.73) 

5.5.1 AIDS 13 200 FX 

TOTAL-Macao 82000 65000 (17 000) (20.73) 13200 
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MALAYSIA 

1. National health and health development situation 

The implemenL1tion of the Seventh Malaysia Plan \\ill start in 19%. ll1e ohjoctives ofthc present Five
Year llealth Plan (1991-1995) are in line \\ith the strategy for health for all by the year 2000 as adopted by the 
World llealth Assembly. 

Accessibility to healtl1 for all, \\ith equity in healtl1 opportunities, has been tl1e main theme of tl1c 
development of health care during the Sixth Malaysia Plan. Efforts have been made to provide primary health 
care tluough the existing network ofhcaltl1 care facilities in the public sector. EITorl~ arc also being made to 
increase the availability of physical facilities in underserved and remote areas of Mala)~ia. 

Equity in hcaltl1 opportunities has been implemented. Existing primary cnre l:1eilities have been upgraded 
in botl1 rural and urban areas. Several district hospitals, some \\itl1 specialist senices, have been built during tl1c 
Sixth Plan. 

1l1c Government is cautious in maintaining its current level of spending on healtl1, given tl1c escalating 
costs of health care. 1l1is is evident in the budget allocation for health which remains low. To contain costs, 
emphasis is now on promotion and protection of health Investments in prevention and control of specific health 
problems have received top-level political commitment The Cabinet Committee was established to oversee the 
National llealtll)' ufc Style Progranune and tl1e Control of AIDS Programme. 

Marked improvement in the health status of the population is indicated by steadily decreasing mortality 
rates. The infant mortality rate in Mala)'sia was 12.1 per 1000 live births in 1992, and the maternal mortality rate 
was 0.2 per I 000 in 1991. Longer life expocLmcies and considerable success in immtmi1.ntion programmes and 
control of communicable diseases are also seen as results of improvements in facilities and human resources. 
Infant immuni?.ntion against OPT was 91. 9%, against tuberculosis, <J'J%, and against measles, 81.5%. 

1l1erc has been n steady increase in rural healtl1 facilities, a~ well ns nn improvement in the ratio of 
hcaltl1 facilities to rural population. 'I he ratio of denL'Il units to population also improved, from I: 10 K25 in I 975 to 
I :8096 in 1992. This pattern, however, is not uniform throughout MalJ)~ia 

Ministry of llealth hospitals and numbers of beds increased from R2 to I 00 and 22 825 to 26 I 66, 
respectively, while specialist and acute hospital beds decreased. 

The expenditure for he.'llth in I <J'J2 was 5.42% of the national budget, and M$ 127 per capiL'l allocation. 

A study of health trends in the country indicates that MalJ)·sia is in epidemiological transition. ll1c 
ch.mging patterns of disease and age distribution among populations need to be addressed. New programmes to 
provide for health care for adolescents and tl1e elderly \\ill be implemented. DcatlJS due to cancers, cardiova~cular 
disorders and injuries, and perinatal death due to complications of pregnancy should be addressed. ll1esc arc 
among the ten major causes of death and admission to hospitals. Fellowships to upgrade the skills of medical 
and auxiliary healtl1 sL'lfThave been identified. 
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l11e control of vec1orbome diseases continues to pose a problem, with malaria res urging in eastern 
parts of Malaysia. Dengue fever and Japanese encephalitis are emerging concerns in urban areas. 

The problems of environmental health and food contaminated by undesirable levels of chemicals have 
caused concern to the Government, especially given tl1e inadequate quality control of food sold in tl1e open food 
mar~cts. 

l11e emphasis on primary health care has highlighted the need for family health practitioners who \\ill 
provide comprehensive services covering preventive, curative and rehabilitative care in primary health care 
centres in urban and rural areas. Hence the universities have launched the training of family medical specialists 
who will upgrade tl1e level of primary health care. 

In tl1e field of curative care, emphasis is on the quality of care in clinical laboratory and imaging 
technology, and quality assurance training for managers of hospitals to ensure that hospitals continue to provide 
high quality care to the community. Considerable investment in sophisticated equipment and physical facilities 
has to be accompanied by high quality services. 

Ongoing evaluation of most of the health programmes in tl1e Ministry of Health during tl1e past decade 
has identified managerial weaknesses and insufficiency of data as major problems. There is a need to 
strengthen tl1e capabilities of personnel in health systems research, health behavioural research and various 
areas of biomedical and clinical research. Pharmaceutical and maintenance services are moving towards 
privatization. Quality control and surveillance skills of government personnel must therefore be upgraded before 
tl1e implementation of the Seventh Malaysia Plan. EITorts should be made to continue upgrading existing 
hospitals, to adopt new policies on daycare, to use low-risk delivery centres, to support trauma centres, and to 
provide personnel skilled in planning and designing new facilities to ensure cost-eiTectiveness and adherence to 
quality standards. 

Malaysia's objective is to become a fully developed nation, economically, socially, spiritually, psychologically 
and culturally. As health is an integral part of socioeconomic development, the government must support the 
improvement of the healtl1 status of its people and tl1e productivity of its work force. Programmes to deal \\ith 
changing patterns of disease at various ages and their effects on an elderly population, mental health, industrial 
health problems, a changing environment witl1 water and food pollution, accidents and injuries at all ages, 
emerging diseases of amuence such as cardiovascular diseases and cancers, especially in adults, and new 
diseases such as AIDS must receive adequate resources. The Government is committed to CarY)ing out 
studies on modes of health care delivery, financing and improvement of data for planning strategies and cost 
evaluation/analysis, given the escalating health care costs. 

2. Summary: WHO collaborative programmes and relevant programmes 
implemented by other agencies 

Outcomes of the collaborative programmes for 1992·1993, 1994-1995 

In 1994-1995, the development of human resources for health is the major component of tl1e WHO 
collaborative programme. constituting 74.35% oftl1e total country planning fi!,'llre. The percentage allocated to 
development ofhum.m resources \\ill remain at approximately 70% in future. 
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The outcome of this programme is people well trained in their field of expertise who provide tl1e country 
with improved services. This in turn results in a better and more productive life for tl1c population. In tl1e 
fellowship programme, management development is an important component. This includes the upgrading of 
current managerial processes and systems to ensure that facilities are properly managed to meet the changes 
envisaged. In 1994-1995, the second most important programme is Organization of health S)~tcms based on 
primary health care. The development of the health S)~tem infrastructure is necessa•y to generalize the usc of 
the primary health care approach. This requires careful planning. Staff need to be trained in hea.!tl1 and hospital 
planning to enhance this aspect of managerial skill. As a consequence of this training tl1cy \\ill improve tl1cir 
services to tl1e community. 

Mechanisms to evaluate programme progress 

The development of Malaysia is based on successive five-year plans. During the implementation of 
each plan, each Ministry is instructed to produce a mid-term evaluation. Another evaluation is made at the end 
of the period. The WIIO biennium 1996-1997 will cover the first two years of the seventh country plan tl1at \\ill 
last until tl1e end of the year 2000. Each successive country plan \\ill be part of, and guided by, a more 
comprehensive plan. In addition, the Education and Training Divisions of the Ministry ofl Iealth have tl1cir o\m 
targets for tl1c training of health personnel (medical doctors and auxiliary health professionals) which arc 
evaluated yearly. 

3. 1996·1997 country activities 

Major areas of activities 

2.1.2 Health legislation and ethics (HLE) 

Modem life and industrialization need to 
have updated legislation, and modification 
of ethiea.l rules is important 

3.2 Human resources for health (HRH) 

The need for training ,,;n continue since 
technologies are always evohing. 

3.4.1 Qua!ityofcare(QAC) 

When coverage is adequate and "hen basic 
needs are taken care of, it is important to 
improve the quality of care required by a 
more demanding public. Malaysia is taking 
a pioneer approach but WIIO cooperation 
is still needed. 
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Projections for 1998-2001 

Continued WI 10 cooperation. 

Cooperation ,,;ll still be necessary. 

Cooperation \\ill still be necessary because 
quality can always be improved. 
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Major areas of activities 

4.1.1 Health of women and children, and 
family planning (WCH) 

Women are still in an unfavourable 
economic and social situation. WHO 
cooperation is needed to propose solutions 
to problems linked to women, children and 
fanlily planning. 

4.1.4 Health of the elderly (HEE) 

In view of the aging population and its 
consequences, it is expected that WHO 
resources in this field 11111 be tapped for 
developing a national programme on healtl1 
care of the elderly. 

4.4.2 Food safety (FOS) 

As the development of tourism is one of 
the Government's priorities, and there is an 
increase in the consumption of food 
prepared outside the house, food safely 11ill 
be emphasized and WHO collaboration 
sout;hl. 

5.2.2 Leprosy elimination (LEP) 

As the Government intends to eradicate 
leprosy by the year 2000, WHO cooperation 
and logistical support 1\ill still be needed to 
achieve the objective. 

5.7.2 Cancer(CAN) 

As cancer is one of the major causes of 
dcatl1, and in view of the continued progress 
in det~-ction, prevention and treatment, it is 
expected that WI 10 cooperation \\ill be 
needed in developing a national cancer 
control programme. 
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It is expected that later on the Government 
will be able to tackle this problem using its 
own resources. 

Will continue as an ongoing effort 

This programme will continue with WHO 
involvement until all aspects of the food 
safely programme are in place. 

Activities to be continued. 

Cooperation \\111 continue. 



~WAYSIA 

Estimated obligations 

Programme Regular budget Other sources 
1994·1995 1096·1997 Increase (Decrease) 1992-1993 1994·1995 1996·1997 Source 

ol US$ US$ US$ "'· US$ US$ US$ fundi 

2.1.2 Henlih legislation 
and ethics 13000 13000 

2.2.1 Support to the 
development and 
management of 
country progrnmmes 637 400 752400 115000 18.04 

2.5.2 Health and 
biomedic.."\1 
Information support 18300 (18 300) (100.00) 

3.1 Organization and 
management of 
health syst~ms 
based on primary 
health care 123100 (123100) (100.00) 

3.2 Human resources 
for health 906200 676000 (230 200) (25.40) 

3.4.1 Quality of care 106700 106700 

4.1.1 Health of women 
and children, and 
family planning 29000 54 600 25600 88.28 

' 4.1.4 Health of the 
elderly 60700 60700 

4.4.1 Nutrilion 43800 (43 800) (100.00) 

4.4.2 Food safety 45000 34000 (1 1 000) (24.44) 

5.2.1 Malaria and other 
tropical diseases 
control 200 FS 

5.2.2 leprosy elimination 25 100 5000 (20 100) (80.08) 

5.5.1 AIDS 101 900 20000 FX 

5.7.2 Cancer 13000 13000 

5.7.3 Other 
noncommunicable 
diseases, including 
genetic disorders 28400 (28 400) (100.00) 

5.8 OiMblity 
prevention and 
rehnbilitation 18 900 18 900 ST 

TOTAL-Malayola 1 856 300 1 715 400 (140 900) (7.59) 102100 38900 18 900 
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NORTHERN MARIANA ISLANDS 

1. National health and health development situation 

The "modem" diseases of the industrialized world, such as cancer, heart and cerebrovascular diseases, 
hypertension and diabetL'S are increasing. With tl1e urbanization and increasing influx of population to Saipan, 
problems such as automobile and other accidents are also becoming more inlportant. 

The leading reasons for health services utilization remain the same, namely: infectious and parasitic 
diseases, normal deliveries, complications of pregnancy and childbirth, accidents, diseases of the respiratory 
system, diseases oftl1e genito-urinary S)~tem, diseases oftl1e digestive S)'Stem, diseases of the ear and mastoid 
process and skin and subcutaneous diseases. 

Mental health problems continue to increase. The multiple factors that contribute to the increased 
number of patients have not diminished. With decreased family support, patients are likely to relapse and require 
hospitalv.ation. 

TI1e most common dental problem remains dental caries. It has the highest incidence rate of any 
disease in the Pacific Dasin for persons between I and 17 years old. As in other developing countries, tl1e 
incidence of dental caries has increased in direct proportion to the rate of introduction of refmed carbohydrates 
present in imported foods, stemming from the "development" of the economy. 

The Division of Primary Health Care offers systematic, efficien~ and responsive delivery of primary 
health rare services. TI1is Division encompasses all public health clinics and health progr=es. Public health 
nursing, home and village health care, school healtl1 services, communicable diseases epidemiology, and varied 
conununity-based public healtl1 and environmental services also aim to inlprove the involvement of the community 
in ~.c health care deliYery S)'Stem. 

ll1e Commonwcaltll Health Center is a unified medical centre providing inpatient and outpatient 
services, emergency care, diagnostic services and administrative offices. It has 74 acute care beds available for 
medical, surgical, obstetrical, pediatric and acute mental health patients. Equipment is state-of-the-art. As tl1e 
principal medical centre, the hospital is the primary referral facility for the Rota and Tinian sub-hospital healtl1 
centres. 

TI1e goal of the Center is to consolidate inpatien~ outpatient and public health programmes to provide 
systematic, efficient and effective delivery of prinlary and secondary health care services to the entire resident 
population of Saipan, Rota and Tinian, and to develop local resources and availability of such services. Tilis goal 
represents a significant rL'Drientation in the provision ofhealth services, particularly because it departs from tl1e 
fom1er hospital system as tl1e model from which the population receives both primary and secondary care. 
Emphasis has shified towards preventive health and primary care services, based on community participation 

TI1e Nortl1em Mariana Islands health organization is an independent agency responsible directly to tl1e 
Governor, \\itl1 all the characteristics of a supra-agency structure, encompassing not only Public llcaltl1 Service 
but also curative 010spital), environmental health protection services and others. 
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The health-for-all strategies continue to work \\ith other sectors, particularly in health education, 
handicapped children, water, food safety and sanitation and food/nutrition. lhe Department cooperates 1\ith 
private businesses and the community to improve water supply, sanitation and food safety by sharing expertise 
and funding. 

Continuing education for health professionals and allied health workers is provided at the Commonwea1~1 
llealth Center. Training, however, remains a problem both in terms of ~1e limited hum:m resources and local 
funds to support training. Training opportunities in tlte Western Pacific Region are valued. Linkages have been 
established 1\ith the University of Guam, tl1e University ofllawnii, and otlm he;Uth instittrtion<;/agencies 

Environmental hcaltl1 \\ill be further promoted. lltere has been a dramatic innux of people resulting in 
economic gro\\th, increasing pollution, dimculties in managing solid waste disposal, and an increa~e in wa.~te 
products. 1994-1995 should see implementation of anti-pollution law(s), as well a.~ tighter control of wa~te 
disposal. 

2. Summary: WHO collaborative programmes and relevant programmes 
implemented by other agencies 

Outcomes oft he collaborative programmes for 1992-1993, 1994·1995 

Emphasis on development of human resources for health has been increa~ed for 1994-1995, specifically 
at tlte managerial level. lligh priority areas up to the year 2001 include mental health, health administration and 
IIIV I AIDS prevention activities. 

The outcome of such human resources development will be indigenous staff able to take over healtl1 
administration at mid-mamgement levels. 1992-1993 fellowships included health education. mental health, and 
dental laboratory technology. 1994-1995 fellowships include health administration and mental health. 

Mechanisms to evaluate programme progress 

A new administration was elected in November I 993. A new Acting Director of the Department of 
Public Health and Environmental Services has been appointed and awaits confirmation by the Legislature New 
policies for the Department will tlten be formed, and health plans revised to renect the changes An evaluation 
mechanism \\ill be developed to determine their emcacy and emciency. 

A centralized computer system wa~ implemented for the Commonwealth I lealth Center in April I <)<)2, 

including maternal and child health data, immuni7.ation data, etc. Data from previous years are inputted also. 
Uniform data sets for all the United States and Territories. including tlte Northern Mariana Islands, are being 
developed by the Centers for Disease Control. This \\ill serve as :motl1er evnluation mechanism. 
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3. 1996·1997 country activities 

for the I CJ'JG-1 CJCJ7 WIIO Regular 13udget, priority will be given to primary health care services, 
specifically nutrition Wld menial health services aimed at preventing the two major sources of health problems. 

Resources under the programme of cooperation with WHO will be allocated to the priorities envisioned 
during the programme years, including health workforce issues towards the improvement of services delivery 
and organizational capacity-building acti1ities. The need to stren&'lhen national managerial capacities at programme 
level to implement health strategies Wld programmes to enhance health promotion Wld care, Wld disease 
prevention Wld control \\ill continue to be the focus of WHO collaboration during 1996-1997. 

Major areas of activities 

3.2 Human resources for health (HRH) 

l11e new Commonwealth Health Center 
has expanded human resources 
requirements. Management capabilities Wld 
responsibilities are being evaluated, 
particularly tl10se involved in prevention Wld 
health promotion programmes. Emphasis 
will continue on impr01mg stalfmanagcment 
capabilities and making optimum usc of 
available human resources, with special 
focus on promotion of functional integration 
of health systems and personnel 
development in tl1e field of infonnatics. 

4.2 Mental health (MNH) 

In 1993, Mental Healtl1 outreach workers 
such as child social workers were hired. 
Unfortunately, at tl1e end of 1993 about 30 
nurses retired, leaving tl1ese primary care 
positions vacant. Recruitment efforts are 
under way. Training 11ill enhance the 
capability of healtl1 professionals in basic 
menial health issues. 
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Projections for 1998-2001 

Training needs 1\111 continue as activities 
expand to address W1 increase in population 
and growing economic situation. 
Collaboration 11ill be required to assess and 
follow up on mental health problems, 
nutritional status, and evaluation of 
management capacities. 



Major areas of aclivllies 

4.4.1 Nutrition (NUT) 

For a number of years, a Nutritionist has 
been recruited from overseas. An 
indigenous person who already has a 
Bachelors' Degree should be trained at 
the Master's level. This \\ill increase the 
managerial skills of the sta!f 

NORTHERN MARIANA ISLANDS 

Projections for 1998-2001 

Training of indigenous persons in tl1is nrea. 

Estimated obligations 

Regular budget Other sources 
Programme 

1994·1995 1996-1997 lncreaoe(Decrease) 1992·1993 1994-1995 1996-1997 Source 
of 

US$ US$ US$ ~. US$ US$ US$ rund• 

3.2 Human resources 
lor health 120900 21000 (99 900) (82.63) 

4.2 Mental health 9600 9600 

4.4.1 Nutrition 65400 65 400 

5.5.1 AIDS 42000 FX 

TOTAL-Northern 
Mariana l•land• 120 900 96000 (24 900) (20.60) 42000 
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MARSHALL ISLANDS 

1. National health and health development situation 

The Government of the Republic of the Marshall Islands is firmly committed to the primary health care 
strategy of providing health for all. The main objectives of the Government in the health sector are: (I) to 
improve the overall standard of health of the population; (2) to enhance self-reliance in the delivery of health 
services to the population; and (3) to overcome special health problems within the Republic. In order to meet 
these objectives, the current health system, which still tends to be hospital-based curative services, is in the 
process of being reorganized according to primary health care principles. In support of this process is a major 
health and population project, 1\hich is providing funding (through an Asian Development Bank loan) for a whole 
range of primary health care activities including the reorientation and training of health personnel; the construction 
of outer island dispensaries; strengthening of the administration of the health system; and health promotion and 
education for the population 

The Marshall Islands is facing pressing health problems. The annual population growth rate of 4.1% 
has a direct and major impact on the health status in the Republic. The 1988 census indicates that the total 
fertility rate is 7.23. Malnutrition was most probably the underlying cause of 17% of the deaths of children under 
the age of five. Overcrowding in urban areas has a direct effect on noncommunicable diseases related to 
modem lifestyles. Teenage pregnancy, suicide and alcoholism are increasing. Communicable diseases such as 
tuberculosis are also on the increase. In addition, there are serious problems related to the environment 

l11e exact nature and extent of many of these health problems are difficult to specify because the 
health information system has many deficiencies. It can, however, be stated with confidence that one of the 
main obstacles to effectively addressing these health needs is the lack of indigenous health workers. 

2. Summary: WHO collaborative programmes and relevant programmes 
implemented by other agencies 

Outcomes oft he collaborative programmes for 1992-1993, 1994·1995 

In 1992-1993 the Republic of the Marshall Islands, with WHO cooperation, initiated an IS-month 
training programme for health assistants. The curriculum was redeveloped and teaclung resources were 
secured. A doctor and nurse mid\1ife from the United States Public Health Service Corps and an Australian 
nurse volunteer from the Overseas Service Bureau collaborated in teaclling the programme with their nationai 
counterparts. Other outcomes included nutrition trairung for one fellow at the Fiji School of Medicine and some 
practical and concrete input into the management information system from a WHO short-term consultant 

Late in 1993 WHO staff participated in an Asian Development Bank rrlission which prepared a 
proposal for a US$ 6 rrlillion loan to the health sector. The outcome was a loan which focuses on activities to 
support primary health care. In 1994-1995 WIIO continued to collaborate with the Government and the Asian 
Development Bank on the training and retraining of outer island health assistants, primary care practitioners and 
public healtl1 nurses and on strengthening the management of primary health care services, particularly in relation 
to community outreacl1 and involvement. 
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Two other key areas of collaboration in the last biennium have been in nutrition and f.'Ullily planning. In 
the area of nutrition, WHO provided fellowships and staff consultation. UNICEF has cooperated in this area 
through the provision of a full-time nutritionist. In the area of family planning. UNFr A and WHO have 
cooperated \\ith Government in a number of areas, including the provision of contraceptives and the training of 
health workers, including overseas training fcllo\\Ships for nurse midwives. 

Finally, in 1994-1995 considerable collaborative activities were implemented on the outer islands. 
Dental teams provided health education as well a~ preventive and curative treatment~. llealth education teams 
provided orientation to the island councils on primary health care and support to the outer island health a~ist:mts. 

Mechanisms to evaluate programme progress 

There is no detailed Health Plan yet. llealth planning in the Marshall Islands has been a part of overall 
national development planning, \\ith the objectives for the health sector being stated only in general terms. The 
development of a specific health plan is one of the components of the llealth and Population Project currently 
under way. 

Meanwhile, each of the United States Federal grants has its O\\n evaluation criterion ''hich is addressed 
in the periodic reports submitted. This is also the case for the projects funded by the \'arious United Nations 
agencies. 

3. 1996·1997 country activities 

Major areas of activities 

3.2 Human resources for health (HRH) 

The training ofMarshallese health workers 
and improvement in the quality of health 
services are of the highest priority. In 
addition to fellowships, WHO cooperation 
will be sought to develop local continuing 
education programmes and to develop an 
innovative job training programme in the 
health sector for high school graduates. The 
goal of this long-range programme is to 
recruit young people into the health 
professions, \\hile addressing current critical 
staff shortages. 

5.4 Tuberculosis (TUB) 

There is a need to assess the extent of the 
problem and to strengthen prevention and 
control activities. 
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Projections for 1998-2001 

This priority area for action is expected to 
continue as an ongoing WIIO collaborative 
acti\ity. 

The collaborative activities in tuberculosis 
control are expected to be further developed 
once the nature and extent of the problem 
is clarified. 
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Estimated obligations 

Programme 
Regular budget Other sources 

1994-1995 1996-1997 Increase (Decrease) 1992-1993 1994-1995 1996-1997 Source 
of 

US$ US$ US$ % US$ US$ US$ funds 

3.1 Organization and 
management of 
health systems 
based on primary 
health care 26700 (26 700) (100.00) 

3.2 Human resources 
lor health 134 BOO 182 700 47900 35.53 

4.1.1 Health of women 
and children, and 
family planning 111100 164100 55300 FP 

4.2 Mental health 10000 (10 000) (100.00) 

4.3.1 Health education 15 400 (15 400) (100.00) 

4.3.3 Oral health 14 200 
' 

(14 200) (100.00) 

4.4.1 Nutrition 56500 (56 500) (100.00) 

5.4 Tube rcllosis 21300 21 300 

5.5.1 AIDS 47300 29800 FX 

TOTAL-Marahalllalanda 257 600 204 000 (53 600) (20.81) 158 400 193900 55300 
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FEDERATED STATES OF MICRONESIA 

1. National health and health development situation 

The National Government and each of the states have prepared their O\\Tl five-year comprehensive 
health plans covering 1992-1996. The health priorities in the current plans include: the importance of the 
primary health care approach and health-for-all strategies aimed at containing health care costs and improving 
health care coverage; ensuring the availability, accessibility, affordability and acceptability of health care senices; 
impro\ing the qu:uity and continuity of medical care; and the prevention of diseases. 

High population growth adversely affects health indicators such as infant and maternal mortality, and 
also offsets economic growth. Prenatal care is slowly improving in the state centres and is being expanded to 
remote arc.'IS. Dc.1th and illness due to dianhoea and acute respiratory infections still form a large proportion of 
infant morl:llity and morbidity. The 1992 immuni1ation coverage rate of all children by the age of24 months was 
84.1 %. This has been a positive by-product of the hepatitis B immuni1ation campaign, however, it \\ill still be 
necessary to develop strategies to continue the improved coverage. Projections for 1994 show a crude birth rate 
of 38 per 1000 and a total fertility rate of 5.6, renecting a need for increased family planning coverage. 
lnfc'Ctious and parasitic diseases, particularly tuberculosis and leprosy, are prevalent throughout the four states. 
At the end of 1992, I 09 cases of tuberculosis and approximately 327 cases of leprosy were registered. 

Human resources shortages in several areas continue to pose problems. About half of the physicians 
presently in semce are expatriates. From 1992 to 19%, the Medical Officers Training Program on Pohnpei ,,;11 
graduate enough health practitioners to solve the problem partially. Nursing services, dental services and mid
level nnd lower-level health care providers still lack adequate human resources. 

Country-\\ide, a total of four 'state hospitals and nearly I 00 dispensaries are now showing signs of 
deterioration. Community level involvement in health and the utili1.ation levels of the dispensaries are not high 
due to inadequate stafling, a frequent lack of medical and drug supplies, nnd nn inadequate consultation/referral 
mechanism between the dispensaries and the four major hospitals. 

The health issues to be addressed include: lack of proper cooperation among coordinating bodies due to 
dispersed authority; slow progress in delivering integrated services; and weakness in personnel and financial 
management. Weakness in monitoring and evaluation and the lack of a good management information system 
need to be given more attention. The six regional priorities will be a focus, as well as other integrated health 
programmes that provide increased health care coverage to the entire population through primary health care. 
Attention also needs to be focused on reorientating the health system, a fuller utili1ation of the existing 
infrastructure, and on the development and use of appropriate resources to those ends. 
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2. Summary: WHO collaborative programmes and relevant programmes 
implemented by other agencies 

Outcomes oft he collaborative programmes for 1992·1993, 1994·1995 

In I 99-l-1995 the main emphasis, constituting 44.96% oftl1e total budge~ will still be on the development 
of human resources for health. TI1e allocation for this programme shows a 20.60% increase compared to the 
1992-1993 allocation. llus ''ill remain high in I <J96-1 997. It is expected tllal tl1e outcome oftlus programme ''ill 
be people well trained in their field of expertise who \\ill, in tum, provide the country with improved services 
resulting in a better quality of life. 

For I 9<J.1-l 'J'J5, the sc'Coml most important programme will be tl1e organi.-.ation of health systems based 
on primary hcaltl1 care. This represents 12.46% oftlm total budget. The tl1ird most important programme is oral 
health. It represented 12.2B% oftl1e total budget and showed an increase of B4.30% compared to I 992-1993. 
Eight fellowships were requested in the dental field to upgrade current human resources knowledge and to seek 
an immediate solution to the critical shortage of dental care providers. The development and establishment of a 
food safety act was an integral part of the nation's econorrlic development plan. This plan focused on the 
development of seafood processing plants in the nation 

Programmes Implemented by other agencies relevant to 1996·1997 activities 

The Government of the United States of America has contributed funds and techrllcal support in several 
programme areas including maternal and child health, mental health and substance abuse, commurlity health 
centres, family planning, continuing education, health information, and in the provision of physicians and other 
consultants. 

Other funds provided to the Federated States of Micronesia from Australia have supported training in 
various health and healtl1-related areas. Support has also been received from Japan, the State of llawaii, and 
the Soutl1 Pacific Comrrlission. 

Mechanisms to evaluate programme progress 

TI1e development of the Federated States of Micronesia is governed by successive plans of five-year 
duration. The current plan is the second and covers the period 1992-1996. During this plan period the 
Department ofHcald1 is required to produce mid-term and end-of-the-period evaluations. The end-of-the-period 
evaluation will cover the first part of the Wl!O bienniun1 19%-1997. It is envisaged that tl1e 1997 evaluation \\ill 
be done separately at the end of 1997 by the Department of Health Services and will again be included in the 
mid-term evaluation of 1he 1997-200 I development plan period of d1e Federated States of Micronesia. 
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3. 1996·1997 country activities 

Major areas of activities 

2.3 Health situation and trend assessment 
(HSl) 

1l1e strengthening of national capabilities 
,,;11 still need Wf!O input in the fields of 
epidemiological surveillance and country 
health information systems. ' 

' 3.1 Organization and management of 
health systems based on primary 
health care (PHC) 

WHO cooperation will be needed in the 
finali1ation oftl1e health care plan 

3.2 Human resources for health (HRH) 

Emphasis will be on training nurses, 
implementing the Nursing Practice Act, and 
developing the health workforce. 

4.4.2 Food safety (FOS) 

As economic development is one of the 
Government's priorities, and there is an 
increase in consumption of food prepared 
outside the house, food safety will be 
emphasized. WHO collaboration \\ill be 
sought in ensuring safe food processing and 
retailing. 

5.1 Vaccine and immunization, Including 
poliomyelitis eradication (VID) 

Effective operation of the cold chain has 
been a major problem due mainly to 
inaccessibility of the islands. WIIO support 
in maintenance of a central vaccine 
procurement and distribution centre is 
needed. 

289 

FEDERATED STATES OF MICRONESIA 

Projections for 1998·2001 

The programme \\ill continue \\itl1 expansion 
and refinement. 

Cooperation will still be necessary for 
further development and research support 

The programme \\ill still be necessary. 

This programme \\ill continue with WHO 
involvement until all aspects of food safety 
programmes arc in place. 

WHO support \\ill still be needed. 
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Major areas of activities 

5.4 Tuberculosis (TUB) 

Treatment regimens recommended by 
WIIO will continue. Continued provision 
of medication by WHO \~ill be needed. 

Projections for 1998-2001 

WHO support \\ill be needed. 

Estimated obligations 

Programme 
Regular budget Other sources 

1994·1995 1996-1997 Increase (Decrease) 1992-1993 1994-1995 1996-1997 

US$ US$ US$ '~'· US$ US$ US$ 

2.3 Health situation and 
trend assessment 26100 3000 (23 100) (88.51) 

3.1 Organization and 
management of 
health systems based 
on primary 
health care 87000 18 000 (69 000) (79.31) 

3.2 Human resources 
for health 313 800 498 500 184 700 58.86 

4.1.1 Health of women 
and children, and 
family planning 205200 19600 

4.3.3 Omlhealth 85700 (85 700) (100.00) 

4.4.2 Food safety 63900 5000 (58 900) (92.18) 

4.5.1 Water supply and 
sanitation 37000 (37 000) (100.00) 

5.1 Vaccine and 
immunization, 
including 
poliomyelitis 
eradication 9400 5000 (4 400) (46.81) 

5.2.1 Malaria and other 
tropical disease 
control 36000 (36 000) (100.00) 

5.4 Tuberculosis 39100 22500 (16 600) (42.46) 

5.5.1 AIDS 189900 50000 

TOTAL-Fedoraled States 
of Mlcronesla 696 000 552 000 (146 000) (20.92) 395100 69600 
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NEW CALEDONIA 

1. National health and health development situation 
' 

New Caledonia was administratively divided into three provinces (North, South and Islands) in 1990. 
These are under the authority of the French State Representative, Delegate of the French Government. 
Technic.'ll, administrative and political responsibilities have been decentralized. The Provincial Directorates of 
Health and Social Affairs are responsible for health and social activities. This involves the management of 
provincial public health services (health centres and provincial hospitals), public health and social welfare. Tile 
Directorates implement the health policies defined by the provincial authorities. l11e Territorial Directorate of 
Health and Social Affairs is responsible for regulations, statistics, planning and coordination 

! 

i 

In 1993, the population was over I 70 000. Most live in the Southern Province where the urban 
population is constantly growing (68% of the total population). The birth rate has decreased overall from 
28 per I 000 to 24 per 1000 over the last ten years, but significant differences can be noted in some provinces 
(varying from 2I per 1000 to 29 per 1000). 

! 

The population growth is largely due to a decrease in general mortality. More specifically, the infant 
mort.'llity has dropped spectacularly to approximately I 0 per 1000 live births. General mortality remains low at 
5.3 per thousand in 1992. Life expectancy has increased over the last ten years from 63 to 67 years for men, 
and from 71 to 72 years for women. ' 

The significant improvement of the health status of the population can be attributed to the economic 
growth of New Caledonia as well as to the quality ofhe.'llth care coverage. The 11hole population has access to 
health services in the Territory. 

For many ye.m, emphasis has been placed on maternal and child health, immtmi7ation and communimble 
disease control. Today, the disease patterns traditionally associated with consumer societies are appearing; 
noncommunicable diseases are increasing while infectious diseases are tending to decrease. Several studies 
confirm this health status. 

Some infectious diseases persist, such as tuberculosis (186 new cases in 1993),leprosy (I 0 new cases 
in 1993), and acute rheumatic fever (93 new cases in 1993). 

The primary causes of mortality in 1993 among noncommunicable diseases were: cardiovascular 
diseases (232 deaths) and neoplasms (213 deaths including 61 lung cancers). Diabetes affects 5% of the adult 
population. One hundred and thirty-eight cases 11ith kidney disorders currently require dialysis in New Caledonia. 

Traffic accidents are also significant muses of morbidity and mortality and arc mainly linked to the 
excessive consumption of alcohol. 
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2. Summary: WHO collaborative programmes and relevant programmes 
implemented by other agencies 

WHO's collaboration should be extended to cover various needs ofNew Caledonia in the future. Ths 
additional support will be requested from the intercounl.!y programme. The specific country programme 
activities, however, 1\111 be focused on two priority programme areas, namely. tuberculosis and other 
noncommunicable diseases. 

Outcomes of the collaborative programmes for 1992·1993, 1994·1995 

1l1e collaborative programme is included in the framework of the health programmes defined by the 
provinces and is also a continuation of the WHO collaborative programmes for the 1992-1993 biennium 

In 1992-1993 cooperation focused on the development of human resources. A consultant provided 
support to evaluate current programmes and conducted a training seminar for provincial and territorial health 
personnel. 

The collaborative programme in 1994-1995 focuses on education in nutrition, water and sanitation 
issues, and training of health workers on tuberculosis prevention and control. 

Mechanisms to evaluate programme progress 

New Caledonia needs to develop evaluation schemes both for its O\\TI programmes at the provincial 
level, and for outside support acti\ities. The introduction of a fom1al annual joint evaluation exercise is planned 
for the health programmes and projects. Ths will be undertaken by pro\incial health authorities in support of the 
territorial directorate of health and social affairs towards the end of each year. WHO participation \\111 be 
requested as required. 

3. 1996-1997 country activities 

Major areas of activities 

5.4 Tuberculosis {TUB) 

The persistence of diseases such as 
tuberculosis reqtrires new or continued health 
control programmes. 

Projections for 1998·2001 

1l1e programme is expected to continue 
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Major areas of activities 

5.7.3 Other noncommunicable diseases, 
including genetic disorders (NCO) 

New diseases such as some 
noncommtmicable diseases also need to be 
taken seriously by the authorities. The 
establishment of new institutions in 1990 
and tl1e collaboration between the provincial 
and territorial health administrations has led 
to a bel!er distribution of skills "nich are 
bel!er adapted to New Caledonia. Tim 
WHO/New Caledonia collaborative 
programme will enable continuous; sustained 
and efficient action in the long term, in 
particular through the training of health 
personnel. 

' 

NEW CALEDONIA 

Projections for 1998-2001 

Collaboration in these activities is expected 
to continue. 

Estimated obligations 

Programme 
Regular budget Other sources 

1994·1995 1996-1997 Increase (Decrease) 1992·1993 1994-1995 1996-1997 Source 
or 

US$ US$ US$ % US$ US$ US$ Iundt 

4.4.1 Nutrition 39400 (39 400) (100.00) 

4.5.1 Water supply and 
sanitation 15000 (15 000) (100.00) 

5.4 Tuberculosis 39000 13000 (26 000) (66.67) 

5.5.1 AIDS 83500 FX 
5.7.3 Other 

noncommunicable 
i diseases, including 
' genetic disorders 61000 61000 
' 

TOTAL· New Caledonia 93400 i 74 000 (19 400) (20.77) 83 500 
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NEW ZEALAND 

1. National health and health development situation 

Restructured health system 

ll1e New Zealand health system was restructured in 1993 with the aim of improving access to health 
services and the e!Tectiveness and efficiency with which services are delivered. All public funding is now 
devolved to five healtl1 purchasers who buy all services for their populations from a range of public, private and 
voluntary providers. l11ey operate within a framework of Government objectives, \\hich include four health-gain 
priority areas \\here purchasers are expected to seek active improvements in health status. l11e four healtl1-gain 
priority areas are the child, Maori, mental health, and the health of the physical environment. Purchasers are 
also required to carry out local health needs assessments, consult with their populations and purchase in a way 
tlmt meets regional priorities. 

ll1e five purchasers comprise four regional health authorities. These commission all personal health 
services delivered to individuals. In addition, a Public Health Commission purchases public health services 
directed to the whole population or sub-populations, including health education, health promotion and disease 
protection services. The Health Research Council also continues to commission most publicly-funded healtl1 
research. 

Stabilizing the health sector is part of the Government's overall economic strategy. About 80% of all 
health expenditure is publicly funded. A number of principles govern the way purchasers carry out their 
activities. ll1ese include the need to ensure equity (improved access), e!Tectiveness (improved quality, including 
for Maori), efficiency (giving priority to cost-e!Tective services which provide the best value in terms of health 
gains}, safety and acceptability (e.g., to Maori), and to manage the fmancial risks to the Government and 
taxpayers. All purchasers are expected to work cooperatively to achieve the Government's objectives. 

New Zealand has a coordinated national health information strategy based on a national computer 
network. lllis is well established for hospital services and is currently being expanded to cover primary and 
other providers. 

A priority for the health system is to develop the new skills needed to work \\ith a restructured system 
based on specific goals and priorities, separation of purchasers and providers, competition between providers, 
and explicit contracting between the Government and purchasers, and purchasers and providers. 

Country situation 

New Zealand has a stable population with an average projected increase rate of around 0. 7% until 
2011. l11e population has a low fertility rate and is aging overall. l11e Maori and Pacific island populations 
( 13.3% and 5% oftl1e total population respectively), however, show higher growth rates and have a younger age 
structure than tl1e general population 
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The key problems to be addressed, as suggested by the health-g:tin priority areas. are child health, 
Maori health, mental health services and environmental health. 

! 

Average life expectancy at birth (71.9 years for males and 78.0 for females in 1991) has improved by 
25% over the last ten years. lschaemic heart disease, cancer and stroke are the three leading causes of death 
Compared \\ith other Organi7.ation for Economic Cooperation and Development (OECD) countries, New 
Zealand has relatively high mortality rates for ischaemic heart disease, respiratory diseases, breast and colon 
cancer and motor vehicle accidents. Death rates from ischaemic heart disease and cerebrova~cular disea~c arc 
dropping, however. Dreast cancer rates for Maori women are among the highest in the world. New Zealand 
has the sixth highest infant mortality rate of the 24 OECD countries, \\ith Maori infant deatl1 rates approximately 
double those of non-Maori. 

I 

Employment, income, housing and education are closely linked \\ith health status. On each of these 
counts, Maori and Pacific island populations are more at risk. Unemplo)ment increased to over 10% of the 
workforce during the last decade, but is now slowly dropping as New Zealand experiences a modest export-led 
recovery. Maori and Pacific island populations have unemplo)ment rates of over !\\icc the national average, 
and young people have over four times the national average. Closely associated with the rise in unemplo)ment 
is a decline over the past decade in actual incomes. Over the last twelve years tl1e lowest 20% of wage earners 
have endured an 8% fall in their income \vhile the top 20% have experienced a 7% rise. Ag:tin, average Maori 
incomes are well below the national average, together \\ith the majority of one-parent families, women and 
retired older people. The percentage of the population who received some form of benefit from the state 
increased from 43.2% in 1981 to 57.2% in 1991. Maori and Pacific island populations also have greater 
problems \vith substandard housing and lower levels of educational attainment 

In terms of health risk factors influenced by individual beh.1\iours, use of tobacco products has declined 
significantly over the past two decades. New Zealand experienced the largest decline in tobacco consumption 
and is now among the countries \vith the lowest consumption levels. llowever, an estimated 47% of all Maori 
smoke, and 64% of Maori women aged 15-34 are smokers, compared to 21% of the European population and 
29% of the Pacific island population. The Government is also concerned about reducing over-consumption of 
alcohol, especially by men and young people, reducing the average f.1t intake, and promoting ph)~ical exercise. 

New Zealand has low levels of air pollution compared to other similar countries, but a relatively high 
incidence of waterborne diseases such as giardiasis and Cl)'ptosporidiosis. There is also evidence of pollution of 
recreational waters. 

2. Summary: WHO collaborative programmes and relevant programmes 
implemented by other agencies 

Outcomes of collaborative programmes 1992-1993, 1994·1995 

In 1992-1993, the main activitici were in the strategic priority areas ofhealth of the elderly, healtl1 care 
services, quality assurance, and health risk assessment (health outcomes). These activities contributed directly 
to developing the new S)~tems and approaches required in the restructured health system. Activities were nlso 
planned in the quality assurance area but were postponed because of funding reductions. Strategic planning, 
priority setting and relating henlth senice contracting to health outcomes (including health techr .. 1logy msessmcnt) 
\\ill continue to be priorities in 1994-1995 and for the foreseeable future until the potential of the restructured 
health S)~tem is achieved. 
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Mechanisms to evaluate programme progress 

1l1e health sector operates within a plarming and accountability framework consisting of a cycle of 
public documents. Each year the Government issues a statement of its objectives for the health sector'' hich 
has a three to live-year strategic focus, issues policy guidelines to the purchasers, and negotiates funding 
agreements with each purchaser. These set out what purchasers are required to buy for tl1eir populations, the 
terms of access and the quality which must be achieved. These include the four healtl1-gain priority areas 
discussed in section I. The health service purchasers also publicly issue statements ofinten~ also with a three
year strategic focus. The purchasers are monitored on how well they achieve the Government's objectives and 
tl1c conditions oftl1e funding agreements. The results of the monitoring are considered in the development of the 
following year's strategic objectives and priorities. Some of this monitoring information will be made available to 
the public. The New Zealand Health Information Service and the Public Health Commission also have 
monitoring and evaluation functions in terms of analysing access to health services and changes in health status. 

3. 1996·1997 country activities 

Major areas of activities 

2.1.1 Health and socioeconomic 
development (HSD) 

WHO cooperation will be sought in 
developing the new skills needed to manage 
a restructured health system which focuses 
on achieving health gains. 1l1ese skills 
areas include processes for identifying 
national health slat us priorities, ways to link 
tl1e contracting process to the achievement 
of improved health outcomes, particularly 
for Maori people, and ways to maximize 
the usc oflimitcd resources. 

1l1is will include developing efficient 
purchasing strategies and analysing the 
impact of private health markets. The main 
form of cooperation sought will be 
fellowships and short-term consultancies. 
WHO support \\ill also help in exploring 
international trends in the related area of 
hwnan resources for health (3.2). 

Improvements in mental health and mental 
health services are a high priority for New 
Zealand. WHO collaboration will be 
required to develop alternative models of 
primary mental health care, and 
methodologies for collecting data and 
monitoring mental health services for 
effectiveness and outcomes (4.2 Mental 
hcaltll) 
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Projections for 1998-2001 

Continued cooperation in developing new 
skills areas. 



NEW ZEALAND 

' Estimated obligations 

Programme 
Regular budget Other sources 

1994-1995 1996-1997 lnerease(Decrease) 1992-1993 1994-1995 1996-1997 Source 

US$ US$ US$ % US$ US$ US$ ol 
funds 

2.1.1 Health and 
socioeconomic 
development 48000 48000 

3.1 019anization and 
management of 
health systems 
based on primary 
health care 61000 (61 000) (1 00.00) 

TOTAL· New Zealand 61000 48000 (13 000) (21.31) 
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NIUE 

1. National health and health development situation 

Niue is a small, single island nation with less than 2500 inhabitants. There is good road access to all 
villages so that no one is more than 30 minutes from tl1e national hospital. The national hospital is supported by 
district services provided by the district nurse. Elements of primary health care have been eiTectively developed 
over the years \\itl1 community participation in several fields. 

Government considers the development of its health services to be an essential component of its 
socioeconomic development programme, accounting for 8% of the national budget. If viewed in terms of the 
nontrading expenditure of Government, tl1e I Iealth Department's budget ofNZ$ I !59 6!6 represented II% of 
the total nontrading expenditure. 

There is little industry in Niue. Approximately one-half of government funding comes directly from 
New Zealand as a grant. With the development of an oiT-shore banking industry and an expected increase in 
tourism over the next five years, the country is expected to become much more self-sufficient Markets for the 
sale of taro have been established on Niue and overseas in New Zealand. With the anticipated return of a 
sector oftl1e population from overseas, the population is expected to approximately double by tl1e year 2000. 

l11e health status of the people of Niue is relatively good. Communicable diseases have disappeared 
but tl1ere has been an emergence of lifestyle disease patterns due to changes in exercise and dietary habits. 
There is an emergence of diabetes, hypertension and heart disease, and, witl1 increasing longevity, emergence of 
diseases particular to tl1e elderly. Alcohol and tobacco consumption have become a problem amongst the young 
and middle-aged. With the advent of the motor car and motorcycle, motor vehicle accidents are increasing. 

Certain global and regional health indicators have been reached and surpassed. Infant and maternal 
mortality rates are low: over the last five-year period the infant mortality rate was ten per I 000 live births. There 
was a small increase in population size from 2239 in 1991 to 2443 at 30 June 1993. l11e population under 15 
years of age was 36.7% in 1991. The rate of natural increase was 1.48% per annum in 1991 \\1th a crude birtl1 
rate of 19.7 per 1000 and a crude death rate of 4.9 per 1000. Life expectancy at birtl1 is 67 years for males and 
68 years for females. 

To maintain the heallh status of the community, trained health personnel need to maintain and upgrade 
tl1eir skills. l11ere must be sufficient numbers available to meet attrition rates. It is unlikely tl1at specialist 
medical personnel will be permanently available for Niue. It is therefore important that a viable referral system 
be maintained \\11h New Zealand and neighbouring countries. General medical officers will need to be trained in 
specialized units in neighbouring countries. Adult literacy is high and tl1e prospects of obtaining suitable 
candidates for training in heallh are good. 

l11e proportion of infants fully immunized against diphtheria, pertussis, tetanus, measles, poliomyelitis, 
hepatitis 13 and tuberculosis is virtually I 00% and most adult women are immunii.ed against tetanus. 1l1e eiTcct 
is obvious in tl1e absence oflhese diseases \\ilhin the community. 
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There is little diarrhoeal disease, although gastroenteritis still ranks among the ten leading causes of 
morbidity. Water supplies are available to each household, either piped from the mains or from individual 
rainwater tanks. All houses have either septic tanks or water seal latrines. It is the intention to gradually 
convert to septic tanks as money become$ available. 

' 

1l1C incidence of both acute and chronic respiratory diseases is very high and requires further attention. 

There is no AIDS and no sexually transmitted diseases have been reported for some time, but emphasis 
is needed in health promotion and preventive programmes to ensure m'lintenance of the current status. 

' 

Health promotion programmes \\ill need greater attention in the future to maintain the present health 
status and to improve on the situation. Particular emphasis should be placed on changes in lifestyles. 

The main health facility is deteriorating. The hospital sustained severe damage in two recent cyclones. 
Maintenance is becoming uneconomical. This complex may be resiled and a more compact and appropriately 
designed unit may be built to meet the needs of the future, bearing in mind an increased population base. 

The Government is very conscic\us of environmental problems on Niue and the need for the hcaltl1 of 
the people to be considered in relationship to the environment in which they live. Attention is therefore being 
given to the protection of water supplies, forest and agricultural land, and tl1e maintenance of adequate sanitation 
facilities. Pro\ision of facilities for solid waste disposal is a concern. 

i 

2. Summary: WHO collaborative programmes and relevant programmes 
implemented by other ag~ncies 

Outcomes of the collaborat~e programmes for 1992·1993, 1994·1995 

In 1992-1993, WIIO provided a van for delivering primary health care services to rural areas which 
could also be used as an ambulance in times of emergency. The vehicle has enabled a great improvement in 
outreach work and replaced one of the old vans which was proving too unreliable and costly to maintain. A 
computer was provided to enhance keeping and administration of medical records. Unfortunately there was a 
delay in the establishment of a satisfactory recording and reporting S)~tcm. Plans were made to provide support 
for training in 1994-1995 for a medical officer and nurse to be trained in operating tl1eatre techniques. WIIO 
also supplied equipment to support safe delivery of babies and care of neonates, and the sterili7ation of 
equipment for minor operations. 1 

' Programmes Implemented by other agencies relevant to 1996·1997 

Support was provided by UNDP in the form of a specialist anaesthetist who also shared the general 
practitioner work \\ith the Niue.'Ul doctor. An obstetrician gynaecologist also provided short-term support 
AID AD provided support for training a dentist, a nutritionist and general nurses in Fiji. The New Zealand 
Government supported the purchase of drugs and vaccines and the evacuation and treatment of referral 
patients. 

The South Pacific Regional Th\ironmcntal Programme prO\ided water-testing equipment for the laboratory. 
The South Pacific Commission and WHO jointly carried out a workshop to promote the prevention of AIDS and 
sexually transmitted dise.1Ses. 
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Mechanisms to evaluate programme progress 

A project being set up between Government and UNDP is developing form:tl measures for the 
evaluation of the Government's programme of development Within the Department of Health the outcome of 
health programmes is measured by statistical consideration of the various diseases and the eiTect of health 
programmes on changes in behaviour and practice of groups and individuals. For example, the compulsory 
wearing of helmets by motorcyclists has had a direct impact in reducing mortality and severity of injury foiiO\\ing 
accidents. TI1e impact of general health programmes is monitored through use of socioeconomic indicators used 
in tl1e hcaltl!-for-all monitoring exercises. 

TI1e development of health personnel is monitored by the Government's scholarships and manpower 
planning committee. 

3. 1996·1997 country activities 

Major areas of activities 

3.1 Organization and management of 
health systems based on primary 
health care (PHC) 

Information exchange will be strengthened 
to update knowledge in primary health care 
administration 

3.2 Human resources for health (HRH) 

Niue has a limited health personnel resource 
and has been dependent upon 
supplementation by United Nations 
Volunteers for many years. Self-sufficiency 
is aimed at through personnel development 
The programme is to train adequate 
numbers of Niueans in appropriate fields to 
satisfy the needs of the health services. 

4.3.4 Other health protection and 
promotion activities for healthy 
lifestyles (OHP) 

Cornmtmity traming and training of health 
workers \\111 support the development of 
methodology for promotion of healthy 
lifestyles. 
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Projections for 1998-2001 

Support will be required in primary health 
care. However, the specific objectives will 
change. 

Various categories of personnel \\111 be 
trained during the period. The progranlffie 
is expected to be ongoing 

Continued support \\ill be required. 



NIUE 

Estimated obligations 

Programme 
Regular budget Olhersources 

1994·1995 1996·1997 lncreaoe(Decreatt) 992·1993 1994·1995 1996-1997 Source 
or 

US$ US$ US$ % US$ US$ US$ !undo 

3.1 Organization and 
management of 
health systems 
based on primary 
health cam 50000 15 600 (34 400) (68.80) 

3.2 Human resources 
lor health 39000 39000 

4.3.4 Other health 
protection and 
promotion 
activitiestorhealthy 
lifesly!es 4400 4 400 

TOTAL·Niue 50000 59000 9000 16.00 
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PALAU 

1. National health and health development situation 

llcahh for all by the year 2000 is the top priority in the socioeconomic development of the Republic. 
TI1e Government aims to provide enough trained and qualified staff to provide quality services in all the 
dispensaries, including the more remote areas and islands, as well as at the main hospital in Koror, the capital. 
Each person in Palau should thus be able to enjoy a better quality of life 11ith health services readily accessible, 
and affordable to them. TI1e Constitution of the Republic of Palau states that heallh care to tl1e people of Palau 
will be provided free or subsidized by the Government of Palau. One of the Government's goals is a hcaiUJY 
population to build a balanced economy, avoiding tl1e growth of poverty and destitution 

With the approval of the Compact of Free Association with the United States of America, successful 
economic dcvelopmen~ increased tourism, and increased employment are expected The delivery ofheallh care 
is the responsibility of the Ministry of Healtl1, including total inpatient care. There are two private clinics in the 
island of Koror that provide primary medical and dental care. 

A new hospital has been built, 11itl1 United States Government funding, to accommodate more patients. 
More staff are needed as a consequence. It is planned to train more local health care workers to replace the 
present ratl1er expensive expatriate staff. The Ministry of Health already provides continuing education for 
stalf Ths will be supplemented by graduates from the Pacific Dasin Medical Officers Training Program. Dy 
1997, a total of 15 medical officers will have graduated. By !he year 2000, expatriate physicians will be sought 
only for short-term consultancies in specialized areas. Oral health, nursing and olher allied health services are 
still understaffed. Plans are now being made to include the nursing school in the system of the Palau 
Community College This will provide core heallh personnel trained at home, and millirtlUe !he degree of"brain 
drain" oflocal youlhs trained abroad. 

Environmental problems 11ill increase \\ilh more foreign investments and workers on the islands in the 
coming years. A major concern is water pollution due to lack of sufficient land area for proper waste disposal. 
Industrial development will result in botl1 air and marine pollution Contamination of the ocean 11ill not only affect 
an important food source but \\ill destroy the reefs and the marine life which are a main tourist attraction 

Leprosy and tuberculosis are still important problems in Palau. Recent cases show the incidence of 
tuberculosis to be increasing with 26 active cases in 1994. There have been 18 active cases ofleprosy in recent 
years. Dental caries are also a problem, particularly among children 

2. Summary: WHO collaborative programmes and relevant programmes 
implemented by other agencies 

Outcomes of the collaborative programmes for 1992·1993, 1994·1995 

Development of human resources for heallh is a major component of Palau's WHO country budget for 
the 1994-1'>')5 biennium. It represents 87.32% oftl1e total budget, as compared to f>5.13% in the 1992-1993 
budget. Existing staff\1111 continue to be trained, to attain higher qualifications. A majority of the allied health 
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workers were hired \\ithout background experience and trained on the job. This was due to the lac~ of 
formally-trained personnel in the country. These people \\ill undergo fom1al training and be certified in proper 
training institutions. This \\ill support the country's long range plan to become independent of expensive 
expatriate services. 

Training for a phatnk1cist is still required since the fellow sent to the fiji School of Medicine in 1993 was 
not able to continue tl1e programme. 

Residency training of graduates from tl1c Pacific nasin Medical Officers Training Program is a priori!)'. 
These skilled graduates "ill be deployed to meet the specialized needs oftl1c population 

Programmes on maternal and child health, AIDS and otl1er communicable diseases will remain high 
priorities. Teenage pregnancies, unwed mothers, consumption of alcohol. and smoking during pregnancy are 
becoming more common as society evolves. There is a UNfPA-funded programme to strengthen service 
delivery and management information. TilC first (imported) case of All>S has developed and tl1e main 
cxtrabudgetary funds for the period 1991-1993 were for AIDS prevention and control activities. lJpper 
respiratory tract infections and diarrhoea still rank among tl1e top public hcaltl1 problems 

Mechanisms to evaluate programme progress 

The I 993-1997 Five Year Healtl1 Plan prO\· ides operational objectives ~md directions to achieve health 
status objectives. Developed by the Ministry of Health senior starT, it is designed to enable the Ministry of 
Health to achieve its health-for-all objectives by the year 2000. Dcvelopmenls \\ithin each programme/activity 
arc evaluated t\\ice yearly, assessing progress and the levels of resources utilized. Achicvemenls are seen in all 
twenty-five programme and service areas. Staff are being trained to maintain the new hospital facilities, 
including the dispensaries in the remote areas and islands. Staffing needs arc evaluated on a yearly basis TI1c 
health plan has been submitted as part oftl1e National Master Plan. 

3. 1996·1997 country activities 

Major areas of activities 

3.1 Organization and management of 
health systems based on primary 
health care (PHC) 

To achieve objectives of primary health 
care. WI 10 cooperation \\ill still be sought 
for provision of essential drugs such as 
vaccines and contraceptives. (3.3 Essential 
drugs, vaccines and other supplies) WHO 
cooperation "ill be sought to provide in
country training through a consultant in 
haemodialysis for impro\ing sen ices in this 
area. WHO cooperation \\ill also be 

Projections for 1998-2001 

To be continued as an ongoing e!Tort 
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Major areas of actlvHies 

sought to provide a consultant to upgrade 
services in the microbiology section in the 
laboratory. (3.4 2 Clinical, laboratory and 
imaging technology). Tooth decay is still a 
problem in children. WHO collaboration 
will be sought for a consultant to train staff 
in the areas of preventive and basic 
dentistry for children (43.3 Oral heal~1). 

3.2 Human resources for health (HRH) 

TI1e need for training \\ill continue because 
of technological evolution in health care 
delivery. WIIO cooperation will be sought 
in prm1ding !mining for a staff in behavioural 
health and to develop a committee to assure 
quality services in the area (3.4.1 Quality 
of care). WIIO cooperation will be sought 
for training of staff in radiology. Two basic 
and one advanced training fellowships are 
requested (3.42 Clinical, laboratory and 
imaging tcclmology) 

Projections for 1998-2001 

Will still remain as a necessary ongoing 
effort. 

Estimated obligations 
Regular bul:tget Other sources 

Programme 
1994·1995 1996·1997 lncrease(Oecrease) 1992·1993 1994·1995 1996·1997 Source 

or 
USS USS US$ ~. US$ US$ USS lunda 

3.1 Organization and 
milnagemenl of 
health systems 
based on primary 
health care 18 500 60700 42200 228.11 

3.2 Human resources 
lor health 127 400 54 300 (73 100) (57.38) 

4.1.1 Health of women 
and children, and 
family planning 52200 FP 

5.5.1 AIDS 37800 FX 

TOTAL· Palau 145 900 115000 (30 900) (21.18) 90000 
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1. National health and health development situation 

Despite marked improvements in most standard health indicators between independence in I 'J75 and 
the late 1980s, disease patterns have changed little in the past decade. lltc most common causes of ill health 
and death continue to be infectious disc.'l~cs. Pneumonia, malaria, gastroenteritis, tuberculosis, nnd skin disea.~es 
are all major causes of morbidity. The most common cause of hospital admission is for the supervision of 
childbirth. The leading causes of mortality are still pneumonia, perinatal conditions, meningitis, tuberculosis, and 
cerebral malaria. 

Morbidity rates for acute respiratory infection~. diarrhoeal disea.~cs. malaria, tuberculosis, typhoid, sext~1lly 
transmitted diseases and AIDS have been incrc.'lSing in recent years. 

Malaria remains a serious public healtlt problem in 15 provinces which have coa.~tal and islnnd region~ 
Transmission is persistently high throughout the year in these areas. Despite more tltan 20 years of malaria 
control efTorts, the general malaria situation has chnnged only slightly. 

NoncommlD1icable diseases arc nlso becoming more prevalent. Diabetes, cnncer, rutd heart disea.~e arc 
increasing as urban areas expnnd and the related lifestyles have greater impact. Alcohol nnd drug abuse are 
rising and trallic accidents remain a major cau~c of death and disability. 

The health of women and children in Papua New Guinea ha.~ declined in tlte la.o;t few years. 1l1e inr.mt 
mortality rate is 72 per I 000 nnd maternal mortality rate is 153 per I tXl Otxl. At lea.~t 40 out of every I 00 
children are not receiving the levels of nutrition needed for proper brain and body development lmmuni1.1tion 
coverage has increa.~ed to an estimated S I% to RO% 

In addition, the physical condition of many health facilities has been allowed to deteriorate. Numerous 
rural health centres have been forced to close down due to dilapidation and, often, a lack of water, electricity nnd 
telephone service. 

A recent study of rural health workers revealed high levels of misdiagnosis, incorrect treatment rutd 
improper drug dispensing 

The generally poor performance of the hc.11th sector was documented in tltc report by the llealth 
Minister's Task Force. The document pointed out the he.1ltl1 system's deficiencies in tltc arc.1s of deccntralitation, 
human resources development, financial management, quality of care, supplies nnd equipment, information 
systems, intersectoral organization, and community participation A serious lack of technic.11 skills and leadership 
in the nation's he.1lth workers was highlighted. It contained an urgent agenda for change, botlt short-term ru1d 
long-term 

A major component of government action to address these deficiencies has been to chru1ge the system 
of decentralized provincial governments back to a more centrali1.ed system of delivering services to the rural 
people. The general feeling is that decentrali1ation has not worked out a.~ well a.~ wa.~ Mticipated for a wide 
variety of reasons. In fact, it may have been an impediment to development. The current move is to establish a 
more centralized delivery system between the national and community levels. llte provincial government 
system is likely to be abolished or significantly changed. 
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llealth service delivery is being re-centralized with the national Department of Health taking over 
functions previously administered by tl1e provincial divisions ofhealtlt lhe decline in healtlt serv·ices has mair~y 
been due to lack of control over human, teclmical, and financial resources in the rural areas by the national 
healtlt department, rutd the poor managerial and technical performances oftlte provincial officials. National 
healtlt strategies rutd policies are being runendcd to give more operational control ofhealtlt services in the rural 
areas to tlte national department of health. 

lltc Prime Minister's Office has taken note of the less tltan satisfactory health services of the country 
and has taken up sponsorship oftlteChild Survival Crash Programme for 1994 and 1995. This initiative is meant 
to push through a series of maternal and child health activities, with increased funding, to improve the health 
status oftltese most vulnerable groups. 

Monitoring of progress in implementing national health-for-all strategies has been hrunpered by a health 
information system tltat produces too much data. Much oftlte data tlut is produced is not utilized, ofien due to 
lack of analytical sl.ills. lltcrc has been a proliferation of new forms and reports due to a lack of control by the 
nalional Department ofllealth to prevent such practices at tlte provincial level. In addition, the running costs of 
tlte computerit.ed health information system have been higher tltan expected and subsequently much-needed 
operational supplies luve not been purdtased. 

"111c improvement of health in Papua New Guinea will depend on better management and the more 
efTective usc of resources, successful implementation of promotive and preventive progrrunmes, and more 
commwtity inmh emmt. 

llte main problem areas for the health sector that require strengthening are management (particularly 
monitoring, evaluation, financing, and quality of care issues), disease control (especially acute respiratory 
infections, dianhod dis~tse control, and malaria}, water supply rutd sanitation, laboratory strmgtltening, health 
education, rutd human resources development. '!he technical skills of national stafT in many areas require 
extensive strengtltening. The provision oflong-tenn stafTwill give tlte Department of Health a much-needed 
boost in technical leadership "hilc national stafT arc developed over time tltrough fellowships and in-service 
training Regular, supportive visits by Regional Office stafT are necessary to follow up implementation of 
acti,ities, L'Spccially in proj~'Cts witltout licit! stafT 

To help meet tltesc needs, the national Department ofllealth is also working more actively \\itlt tlte 
various donors, hanks, n< lllJ:overnmcntal ore:Uiitalions, ;uul intcmation:~ org:utinllions to coordinate supportive 
inpuls clkdivcly. 

2. Summary: WHO collaborative programmes and relevant programmes 
implemented by other agencies 

Outcomes of the collaborative programmes lor 1992·1993, 1994·1995 

llte WIIO progrrunme of cooperation in I ')')2-1993 contained 24 projects. lltcse projects covered a 
wide range of issues rutd healtlt dcparuncnt priorities. Many of tltcse projects focused on improving the skills of 
hcaltlt worl.ers at all levels oftltc hcaltlt S)~tem through intensive in-service training acti\itics. Projects included 
prim:uy heal~! care support, hospital strengthening, human resources development, infectious disease control, 
noncommunicable diseases, management support, water supply and sanitation, and others. 
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The overall programme may have been spread too thinly over too many projects to be ahle to show 
substantive health status impacts or outcomes. However, significant improvements have been made to the 
national public health laboratory system especially the quality assurance programme, and water supply Sanitation 
systems have been installed, nursing staff have been trained in leadership, many district and provincial health 
workers have attended courses in acute respiratory infections and diarrhoeal disease case management, extensive 
training has been accomplished in sexually transmitted disea.~es and AIDS issues, 12 provincial health plans have 
either been completed or are nearing completion, 21 healtl1 systems research projects have been completed by 
national health workers, and support wa.~ provided for two major organitational development acti,·itics of the 
Department of Health: the mid-term review of the Nationalllcalth Plan I 'J'J 1-1 ')<)5 and the senior staff team
building workshop. 

The priorititation exercise impeded progress in some projects, especially those in which the long-term 
staff positions were frozen. The projects which made little progress in I 'J'J2-I 993, primarily due to unfilled long
term staff positions, were health education, health situation and trend a.~ses.~ment, and malaria 

Progress in the malaria project has been limited not only by the lack of long-term sL~ffbut also bccmL~e 
there has not been n national counterpart for activities. Technical support is much needed for the project to 
implement activities and to provide on-tl1e-job training and technical support. 

1l1e WHO programme of cooperation for 1994-1995 has been consolidated into I 9 priority projects. 
The emphasis is on health system developmenL human resources for health, health educ.~tion. disc.'l~C prevention 
and control, water supply and sanitation, and laboratory strengthening The overall programme is very much in 
line "ith the priorities of the Department ofllealth. 

The Government continues to place a high value on long-term starr, allocating 43% of the I CJ'J4-I 995 
proposed country programme budget for tl1is type of technical support 1l1e Government requests tl1ese staff to 
provide much-needed technical skills and training for national counterparts. For continuity and sustained 
development, the Government prefers long-term staff and visiL~ from the Regional omce sL~ff rather than short
term consultants. The provisions for short-term consultants have hcen steadily reduced. 

Over 25% of the country planning figure is allocated to human resources development 1l1is is an 
important Government priority. In addition, most of the local costs provisions tl1roughout the budget are for some 
type of in-service training or skill-building acti,ity for rural health workers. 

Health systems development accounts for 31% of tl1e cotmtry planning figure. 1l1is includes support in 
management strengthening, health systems research, primary health care, and healtl1 sih~~tion and trend a.~sessment 
Activities ,,;thin these projects are expected to strengthen tl1e Department ofllc.'llth's c.~pacities in management 
of its services. 

Health education and promotion is one of the Government's ml\ior priorities Funding ha.~ been 
increased as this project is seen as being the key to reducing the rise of infectious and noncommunic.~blc 
dise.'l~es. 

Project funding was significant~· increased for acute respiratory infections, the expanded programme on 
immuni7ation, control of diarrhoeal dise.~e and tuberculosis. This renects gro\\ing government concern over the 
seriousness of these diseases and the fact that much of~e morbidity and mortality associated \\itl1 them can be 
prevented. The Government \\ishes to continue its efforts in poliomyelitis eradication but will need technical 
support from WI 10 for its activities. 
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lluough further consolidation, tl1c \VIIO programme of cooperation for 1996-1997 \\ill be prioriti~ed 
into 13 projects. ll1cse larger projects arc designed to strcngtl1en the healtl1 system, support healtl1 education, 
focus on preventive and promotive activitie'S, and target specific diseases for reduction or elimination Spe-cific 
technical support for poliomyelitis eradication activities will be required. !Iuman resources development \\ill 
again be a major emphasis. 

Programmes Implemented by other agencies relevant to 1996-1997 activities 

WIIO has actively cooperated \\ith otl1er major donors, banks and United Nations agencies in healtl1 
development work in Papua New Guinea ll1is cooperation has prevented overlap of activities. 

WIIO has collaborated closely witl1 UNICEF in tl1e areas of the expanded programme on imrmmi1ation, 
control of diarrhoeal diseases, primary healtl1 care, and tl1c new initiative, tl1e "Child Survival Crash Programme", 
\\ltll UNFPA on tl1e joint implementation of the MCII project, and with tl1e US AID Child Survival Project 
WIIO has worked closely with UNDP in conducting seminars on the social and economic impact of AIDS. 

WIIO provided technical input to an AIDAn health sector study, collaborated in the re-design of a 
hospital improvement project and in tl1e restoration of health services on nougainville Island. 11lis cooperation 
will intensify as A !DAB moves away from budgetary support to project-tied support to Papua New Guinea. 

WIIO provided input to the European Economic Conununity regarding its rural water supply and 
saniL11ion proje-ct 

WIIO collaborated with the Asian Development nank on specific project activities relating to health 
information S)~tems, hwnan resources developmen~ quality assurance, healtl1 planning, and health financing. 

Collaboration was provided to tl1e World nankin the design and subsequent implementation of the 
family planning project 

llJC implementation oftl1e joint WIIO/Sasakawa Foundation/Leprosy Mission National Leprosy Eradication 
Programme has continued satisfactorily. 

Mechanisms to evaluate programme progress 

Papua New Guinea's health sector is governed by five-year health development plans. The 1991-1995 
Nationall1ealtl1 Plan is the third of these. l11e Department ofllealth intended to monitor, review and evaluate 
thc'Se plans but has not done so. In July I 1)1)3, a mid-term review of the current hcaltl1 plan was conducted. 
l11is was a milestone in healtl1 development in Papua New Guinea as officials from the national, regional, 
provincial, and district levels jointly monitored and measured progress made in implementing activities towards 
achieving health plan objectives. ll1e review established new priorities and strategies for the healtl1 sector. A 
report was prepared on the fmdings :md recommendations. 

A major evaluation of the current healtl1 plan during I 1)1)5 is being plarmed. WIIO support \\ill be 
rcque'Stcd in conducting tl1is exercise and in developing tl1c hcaltl1 plan to cover the period 19%-2<Xl0. 

WIIO programme activities are evaluated on an ongoing basis witl1 the cooperation of government 
stafT, W110 country staff, and visits of the regiom~ office sta!T 
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3. 1996-1997 country activities 

Major areas of activities 

2.2.3 International cooperation for health 
{ICO) 

Management strengthening is a 
Government priority area. WHO technical 
support will be sought for a \\ide range of 
activities including monitoring, evaluation, 
health inform~lion systems, and quality 
assurance. 

2.3 Health situation and trend 
assessment (HST) 

WIIO input is needed to develop training 
materials and nm courses. Fellowships for 
developing national capacities are needed. 

3.1 Organization and management of 
health systems based on primary 
health care (PHC) 

WHO fellowship support is needed to 
develop national leadership skills, health 
systems research and some health nnancing 
capabilities. Short-term consult.'Ull support 
is required to develop fmancing models. 

3.2 Human resources for health (HRH) 

Strengthening of nursing management, 
leadership, education, and clinical skills are 
needed through a programme of fellowships, 
technical support and local costs. 

Training in community medicine has been 
targeted for rural health workers. The 
provision oflocal fello\\ships has been much 
needed and \\ill continue. 
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Projections for 1998-2001 

This is !he continuation of an ongomg 
activity. II is expected lo expand and be 
renned. 

This is !he continuation of an ongoing 
activity. WJIO support \\ill still be needed. 

Technical support and local costs \\ill be 
needed. 

Will gradually be phased out a~ national 
nurses return from training. 

Support may no longer be necessary. 



PROPOSED PROGRAMME BUDGET 1996-1997 

Major areas of activities 

3.4.2 Clinical, laboratory and imaging 
technology (CL T) 

WIIO cooperation in developing the 
laboratory system has progressed. 
Technical support is still needed to advance 
the quality assurance scheme and to train 
rurallaboratol)' staff 

4.3.4 Other health protection and 
promotion activities for healthy 
lifestyles (OHP) 

WIIO tedmical support is much needed to 
advance healtl1 promotion in all stages of 
tl1e life cycle and for healtl1 education. 
Support for activities in tl1is area is a 
Government priority. 

4.4.1 Nutrition (NUT) 

Tcclmical support is needed to develop and 
market ~'<lucational materials to bring about 
dietary changes. National skills will be 
improved and tl1e programme expanded to 
begin survcill;mcc of w1acmia ;md school 
nutrition activities. 

4.5.1 Water supply and sanitation (CWS) 

This is another Government priority. 
Comprehensive support is required to 
expand water supply systems and train 
hcaltl1 inspectors. 
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Projections for 1998·2001 

Collaboration to be continued. 

TI1e programme will be continued and 
expanded in scope. 

Support will be needed to increase for 
nutrition and noncommunicable diseases. 

TI1e programme will be continued and 
expanded. 



Major areas of activities 

5.1 Vaccine and immunization, including 
poliomyelitis eradication (VID) 

Support is needed to strengthen cold chain 
and training activities, especially in rural 
health centres. Technical support for 
poliomyelitis eradication and EPI-targel 
disease surveillance \\ill be needed from 
Regional Office staff 

5.2.1 Malaria and other tropical disease 
control (CTD) 

The programme \\ill be strengthened at all 
levels (plarming, implemenl:ltion, evaluation 
and research) with emphasis on training 
district sl:lff 

Long-term staff posts must be filled since 
national capacity is weak. 

5.3.1 Diarrhoeal diseases, Including 
cholera (DOC) 

Oral rehydration therapy practices \\ill be 
strengthened through local training ofhealth 
centre staff 

Technical support from Regional Office 
staff will be needed to sustain 
implemenl:ltion of activities and for periodic 
rev1ews. 

5.3.2 Acute respiratory infections (ARI) 

Clinical case management will receive 
support through training at health centres 
and provision of health educalion materials. 
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Projections for 1998·2001 

Government \\ill become self-sufficient in 
future for supplies and equipment and local 
costs. Tcclmical support visits by Regional 
Office staff \\ill still be needed. 

l11e programme "ill be cont inucd. Technical 
support will still be needed but the 
Government should be able to cover supplies 
and equipment and local costs. 

Government will become self-sufficient. 
Teclmical support visits from Regional 
Office staff still be required. 

Government will become self-sufficient. 
Technical support visits from Regional 
Office sl:lff will still be required. 
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Major areas of activities 

Technical support from Regional Office 
staff will be needed lo sustain 
implcmcnlalion of activities and for periodic 
rC\'Ie\\'S. 

5.4 Tuberculosis (TUB) 

Sup port is needed for training and 
equipment. A review of the national 
programme will be carried out, followed 
by national training on case management, 
treatment and follow-up activities. 
Laboratory operators \\ill be strengtl1ened 
in close collaboration with the GPA 
programme. 

Technical support from Regional Office 
staff is requested to review progress. 

Projections for 1998·2001 

Government \\ill be self-sufficient Teclmical 
support 1isits from Regional Office staff" ill 
still be required 

Eslimaled obligations 

Regular budge! Other sources 
Programme 

1994-1995 1996-1997 Increase (Decrease) 1992-1993 1994-1995 1996-1997 Source 
or 

US$ US$ US$ ~. US$ US$ US$ fundi 

2.2.1 Support lo lhe 
development and 
management of 
country programmes 652 500 937700 2S5 200 43.71 

2.2.3 International 
cooperation for 
heolth 3S9000 3S0500 (S 500) (2.19) 

2.3 Health sib.mtion 
and trend 
assessment 220900 63900 (157 000) (71.07) 

3.1 Organization and 
management of 
health systems 
based on primary 
health c.Jra 404 900 er 300 (323 600) (79.92) 

·---
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Estimated obligations 

Programme 
Regular budget Other sources 

1994·1995 1996·1997 Increase (Decrease) 1992·1993 1994·1995 1996·1997 Source 
of 

US$ US$ US$ "!. US$ US$ US$ fundt 

3.2 Human resources 
for health 321 600 183900 (137 700) (42.82) 150300 77000 FB 

3.4.2 Clinical, laboratory 
and imaging 
tecmology 270 100 313500 43400 16.07 

4.1.1 Health of women 
and children, and 41000 181 700 FP 
family plaming 2 100 FS 

4.1.5 Occupational health 73900 (73 900) (1 00.00) 

4.3.4 Other health 
protecUon and 
promotion activities 
for healthy lifestyles 377 800 3n2oo (600) (0.16) 

4.4.1 Nutrition 85 500 78 900 (6 600) (7.72) 

4.4.2 Food safety 55500 (55 500) (1 00.00) 

4.5.1 Wn,er supply cmd 
sar.itation 352 700 . 354 300 1600 0.45 

5.1 Vaccine and 
immunizatlon, 
including 
pofiomyelitis 
eradication 75000 72000 (3 000) (4.00) 

5.2.1 Malaria and other 
tropical disease 
control 240000 303 500 63500 26.46 800 FS 

5.22 leprosy elimination 83600 70400 FT 
50000 ST 

5.3.1 Diarrhoeal diseases, 
including cholera 60000 75000 15000 25.00 

5.3.2 Acute respiratory 
infections 75000 80000 5000 6.67 

5.4 Tube rct.i osi s 65000 60000 (5 000) (7.69) 

5.5.1 AIDS 831 000 890000 FX 

TOTAL· Papua Now Guinea 3 719 400 3 361 700 (357 700) (9.62) 1158 BOO 1219100 
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PHILIPPINES 

1. National health and health development situation 

llcalth is indispensable to development. It is equally vital to full enjoyment of tl1e fruits of development. 
'l11e Govemment is preparing for a newly industrialized "Philippines 2000". Improvement in the health and 
nutrition of Filipinos, in a healtl1-promoting Cllvironmcnt \\ithin tl1e context of Health for All by tl1e Year 2000, will 
enhance productivity and promote development. The Department ofllcaltlJ has a vision of health in the hands 
oftl1e people. To realize tl1is, investment in health should be purposefully directed to providing equity in health 
opportunities as part of social justice. 1l1is ideal is not automatically attained at any level of development 

State of health 

·n1e state of health of Filipinos has improved steadily but slowly over tl1e past decade. 1l1e annual 
popt~ation gro\\ th rate of 2.4% is lower than tl1e 2. 7% registered during the period 1970-)9go, but considerably 
higher than the 1.9'Yo growth rate for Asia. 1l1e slow pace of decline in tl1e growth rate has been the result of a 
modcratdy declining fertility rate (34 in I 9XO to 30 in 1990) and a decelerating decline in mortality rate (9 per 
tlmusand in I 9XO and 7 per tl10usand in l<J'JO) 

1l1e public healtl1 system has been developed and organized to cover each locality (village level). Witl1 
tlJC devolution ofhealtl1 services, the national service delivery structure has been changed Local govemment 
units arc now responsible for village health stations, rural health units, and district and provincial hospitals. 
Elected, three-year-term local officials now decide what tl1eir health priorities are and how much money .\\ill 
now into Ulese areas. 

'lllC Department of llealth still sets the national health goals and standards, and exercises licensing and 
regulatory functions. It needs to judiciously balance the use of technical support, resource augmentation, and 
otl1er wa)S of influencing local decisions in health matters. 

Private providers of health services are not organized into a hierarchical structure. They are also not 
tightly regulated to operate only in specific locations or to provide specific services. ll1e network of private 
sector providers developed in response to market forces. ll1e sector is composed of tl10usands of single
proprietor outpatient clinics, over a tl10usand hospitals of all sizes and types ranging from 5 to 500 beds, several 
large chain drug stores, and tl10usands of traditional healers ru1d birth attendants. Nongovernmental organi1.ations 
also have a substantial presence in the heal~1 sector. 

ll1c average life cxpect:mcy in I<J'JO was (,2 years. Estimates, oftl1e more sensitive mortallly indicator, 
tl1e inf:u1t mortality rate (IMR) differ \\iddy, ranging from 52 to 61 per IO<Kl live birtl1s for tl1e period 1 935-l<J'JO. 
ll1e trends in 11\1 R \\ere consistently flat from the late I 970s to tl1e mid-I 9X0s. However, tl1ere are indications 
tl1:1t tl1e apparent stalling oftl1e IMR decline has been reversed. One factor could be tl1e improved perfom1ance 
mlllUJlWliJ.ation, \\itl1 recent coverage rates passing 90%. 
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The nutritional status of children under five years of age In~ also sho\\n overall improvement during tl1c 
second half of the 19ROs. Low birth-weight remains a problem and maternal anaemia has apparently increa,cd. 
The prevalence of moderate to severe malnutrition among preschoolers stood at 14% in 1990. Iodine deficiency 
is also common in the Philippines. 

Infectious and preventable diseases, notably pneumonia, tuberculosis and measles, still figure prominently 
among the leading causes of death in the country, although epidemiological transition is already evident in 
available mortality data Diseases of the heart, diseases of the vascular system, malignant neoplasms and kidney 
disorders are now ranked 2nd, 3rd, 5th and 9th, respectively. 

HeaHh care priorHies 

While readjustments and reorientations in the health sector arc being made in the light of the devolution, 
the Government endeavours to maintain the \\holeness and integrity of health programmes in the pursuit of 
national health standards and goals. For the next five years, the follo\\ing seven major programmes ''ill be given 
priority: safe motherhood and women's health; child survival and development; control of prevalent diseases; 
healtl1 service capacity improvement; environmental health; human resource development; and health care 
financing 

HeaHh care provision 

The public and the private sectors form roughly equal halves of the health care system in terms of the 
proportions of personnel and facilities. 

Health care financing 

Since 1971, MEDICARE has served the needs of the public, especially the employed sector botl1 in 
public agencies (mandatory) and private enterprises (optional). This personal savings scheme provides for 
graduated rates of subsidy for medical and hospitalization expenses incurred by members, e g, whetl1er at tl1e 
primary, secondary, or tertiary level ofhcalth facility. The private Social Security System and the Government 
Service Insurance System also pro\ide certain benefits for job-related prolonged and major illnesses. 

A number of health maintenance organi/ations have entered tl1e medical in.surance market and tl1e self
employed sector now has more options for smings schemes to meet future medical expcn.scs. 

2. Summary: WHO collaborative programmes and relevant programmes 
implemented by other agencies 

Outcomes of the collaborative programmes for 1992-1993, 1994·1995 

Fellowships and study tours accounted for more than one-third of the country planning fib'llre for both 
biemiurn;. 
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For the two successive bienniums l'J'J4-l995 and 1996-l'J'J7, the big-budget projects focus on women's 
health and safe motherhood, early childhood development and integrated maternal and child health, including 
family planning initiatives, and health facilities enhancement. WHO funds for 1996-1997 are proposed for 
reallocation to developmental programmes and priority activities. In addition, the malaria programme is expected 
to be heavily financed through government appropriation beginning 1995. 

Programmes Implemented by other agencies relevant to 1996-1997 activities 

Most of the external funds for the Government's healtlt programmes come from regular donors and 
partners like UNFPA, UNICEF, AIDAI3, GTZ (Agency for Teclmical Cooperation, Federal Republic of 
Germany}, JICA, and US AID, among otlters. Loans have also been availed of from the World 13ank and the 
Asian Development Dank, and the trend is towards projects being co-fmanced by both loan and grant facilities. 

Mechanisms to evaluate programme progress 

The Philippines' development hori/on is charted through successive five-year development plans that 
are subject to mid-term and post-term review and evaluation by the National Economic and Development 
Autl10rity and inter-agency committees constituted for this purpose. Annual operatioml plans are fomJUlated, 
implemented and evaluated within tlte context oftlte five-year plan. 

Witltin the Department ofllealtl~ programme performance and budget revie\\~ are conducted at least 
on an annual basis. Succeeding plans and performance targets are revised in accordance \\ith set goals and 
strategic rutd fin:mci:~ priorities 

·nte current policy is to put money in high-impact, e!Tectively-managed, comprehensive programmes 
and projects. It is also to reinforce management and leadership commitment to a health initiative or activity 
through a specific budget allocation dedicated in tlte regular healtlt budget Tite continuation of financial support 
to a programme following reviews is dependent on physical and financial performance. If necessary, major 
ch:utgcs in programme structure, m:magcmcnt, rutd implementation mc'Chanisms arc instituted 

3. 1996·1997 country activities 

Major areas of activities 

3.1 Organization and management of 
health systems based on primary 
health care (PHC) 

WIIO input will strengthen the Department 
oft kaltlt's capability to function in tts new 
role 
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Projections for 1998-2001 

WIIO collaboration \\ill continue to furtlter 
strengthen the Department of llealth's 
capability to provide direction and technical 
support. 



Major areas of activities 

As the Department of Health develops its 
capability for il~ health policy and legislative 
coon:linmion fimction, WJIO cooperation \\ill 
be sought for staff development/technical 
collaboration (2.1.2 llcalth legislation and 
ethics) 

Post-devolution development of a health 
information system at the local level will 
require WHO technical support and local 
cost provision. (2.3 Health situation and 
trend assessment) 

3.2 Human resources for health (HRH) 

Continuing staff development is needed. 
New technologies arc continuously being 
developed and m111agcmmt ofhum111 health 
resources will be vital for the effectiveness 
of health services. 

3.3 Essential drugs, vaccines and other 
supplies (EDV) 

Att'lining the objectives of the National Drug 
Policy is still a challenge. WIIO support is 
needed especially for strengthening 
information, education and com.munication 
for rational drug use. 

Continuing support for staff development 
\\ill be sought from WIIO. (14 3 Drug 
and biologicals quality, safety and emcacy) 

Fellowships will be sought from WIIO. 
(44 2 Food safety) 
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Projections for 1998·2001 

Continuation of cooperation in capabil1ty 
stren!,>thening \\ill be needed. 

WIIO collaboration will continue for 
refinement and streamlining of the system. 

ll1e programme\\ ill continue. 

\VIIO support \\ill still be necessary for 
continuing research and development, 
including evalmtion 

WIIO support \\ill continue in specific arc..'l~ 
of training. 

WJIO support \\ill continue in specific arc..'l~ 
of expertise. 



PROPOSED PAOGRAMIAE BUDGET 1996-1997 

Major areas of activities 

3.4.1 Quality of care (QAC) 

WIIO support \\ill be needed in de\'eloping 
local capability in quality of care 
nsscssn1cntlstandards formulation. 

Continued collaboration in capability 
upgrading for quality assurance and training 
functions. (342 Clinical,laboratol)' and 
imaging toclmology) 

3.4.4 Traditional medicine (TRM) 

Staff development on various traditional 
medicine modalities will need WIIO 
support. 

4.1.5 Occupational health (OCH) 

WIIO technical collaboration and 
equipment support \1 ill be needed. 

4.3.4 Other health protection and 
promotion activities for healthy 
lifestyles (OHP) 

WHO technical/logistical support and 
fcllo\\~hip provisions \\ill be nc'Cdc'<l. 

Support from WIIO for further capability 
building will be sought. (43.1 llcalth 
education) 

Projections for 1998·2001 

WIIO support \\ill continue to be needed. 

Collaboration \\ill continue. 

WIIO support \\ill continue. 

CollaborJtion will continue and expand. 

Staff dc\'clopmcntto continue. 

Who support to continue untii20!Xl 
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Major areas of activities 

4.5.2 Environmental health risk 
assessment and control (ERA) 

As a developmental programme. WIIO 
support for capability building of core stair 
,,;u be sought 

Continued WIIO input is needed for 
effective implementation of the Water 
Supply, Sewerage and Sanitation Master 
Plan (4.5.1 Water supply and sanitation) 

WIIO support is needed for training of 
key starr and for provision of programme 
hardware. (4.5.3 Chemical safety) 

WIIO support is needed for developmental 
activities including IEC support services. 
(4.5.4 Environmental health in urban 
development) 

5.2.1 Malaria and other tropical disease 
control (CTD) 

Malaria remains an important disease in 
many parts of the count!)'. An accelerated 
programme of malaria control was initiated 
in April 1994. WHO support will be 
needed for foreign and local training in line 
\\ ith the global malaria control strategy. 

5.4 Tuberculosis (TUB) 

Logistics and local cost support for effective 
implementation by the local government 
units \\iiJ be sought from WHO. 

5.5.1 AIDS (GPA) 

Loc."ll cost pro,ision~ for orientation ofloc."ll 
government units wiiJ be vital programme 
inputs to be requested from WIIO. 
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Projections for 1998·2001 

\VIIO support wiiJ continue for further 
programme de\elopment. 

CoiJaboration ,,;u continue. 

Support \\iiJ continue to be needed. 

Support will continue especiaiJy for 
networking and coordimtion. 

WIIO coiJaboration \\iiJ continue. 

CoiJaboration \\iiJ continue for further 
strengd1ening of programme implementation 
at the local level. 

WIIO support \\iiJ continue for rcorienL1tion 
and updates especially for new local officials 
and for target-specific public information 
ncti,·itics 
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--·· 

Estimated obligations 

Programme 
Regular budget Other sources 

1994-1995 1996-1997 lncrease(Decrease) 1992-1993 1994-1995 1996-1997 Source 
ol 

US$ US$ US$ % US$ US$ US$ lunds 

2.2.1 Support to the 
development and 
management of 
country programmes 328400 421 400 93000 28.32 

3.1 Organization and 
management of 
health systems 
based on primary 
health care 359700 328 300 (31 400) (8.73) 

3.2 Human resources 
lor health 318 000 141 700 (176 300) (55.44) 

3.3 Essential drugs, 
vaccines and other 
supplies 111800 199600 87800 78.53 170 500 VD 

3.4.1 Ouahty of cnre 132 200 132 200 

3.4.2 Clinical, laboratory 
and imaging 
technology 125 000 (125 000) (1 00.00) 106600 36300 FS 

3.4.4 Trnd1tionaf medicine 57800 57800 

4.1.1 Health of women 
and children, and 
family planning 210 500 (210 500) (100.00) 155 900 FB 

4.1.5 Occupational heallll 65000 60600 (4 400) (6.77) 

4.2 Mental health 41 500 (41 500) (100.00) 

4.3.1 Health education 97000 (97 000) (100.00) 

4.3.3 Oral health 44 200 (44 200) (100.00) 

4.3.4 Other health 
protection and 
promotion activities 
lor healthy l1lestyles 147100 147100 

4.4.1 Nutrition 90000 (90 000) (100.00) 

4.5.1 Water supply and 
sanitation 122 100 (122 100) (100.00) 

4.5.2 Env1ronmentJI 
he.1lth nsk 
assessment and 
control 303900 303900 
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Estimated obligations 

Regular budget Other sources 
Progrnmme ··--- ------- -~----

1994-1995 1996-1997 Jncrease(Oecrease) 1992-1993 1994-1995 1996-1997 Source 
of 

US$ US$ US$ ~~ US$ US$ US$ funds 

5.1 Vaccine and 
Immunization, 
including poliomyeliti• 486100 4B3 600 FS 

eradication 15 500 VI 

5.2.1 Malaria and other 
tropical disease 150 400 1 , 9r 4oo (59 000) (39.23) 257 300 129 BOO FS 

control 69BOO 53500 60000 FT 

5.2.2 Leprosy elimination 33000 (33 000) (100.00) 5500 FS 
3400 27700 20900 ST 

5.3.2 Acute respimtory 
infections 112 200 44 000 VD 

5.4 Tuberculosis 102 000 150 400 4B400 47.45 200 FS 
BOOOO VD 

5.5.1 AIDS 40000 40000 60 roo FS 
BB7 100 745 700 FX 

5.7.1 Cardiovascular 
diseases 1900 12 BOO VD 

5.7.3 Other 
noncommunicable 
diseases, inciOOing 
genetic disorders 157 100 (157 100) (100.00) 

5.B Disat-<lity 
prevention and 
rehabilitation 2500 6300 4 BOO ST 

TOTAL-Ph/1/pp/neo 2 355 700 2 074 400 (281 300) (11.94) 2414600 1 539 700 85700 
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REPUBLIC OF KOREA 

1. National health and health development situation 

llealtl1 is an integral part of socioeconomic development. The Government is seeking progressive 
improvements in tlm health status oftl1e population and the productivity oftl1e workforce. lhe overall thrust of 
the healtl1 sector development programmes is tl1e attainment ofhcaltl1 for all by tl1e year 2000. Tirrough this, a 
standard of health should be achieved that \\ill enable people to enjoy a high quality of life. TI1e Government's 
objective is balanced development, building on steady economic growth to eradicate poverty and restructure 
society, \\hile presening tl1e environment and reducing water and air pollution in urban and rural areas. 

Successful economic development and full employment have created a continuous increase in annual 
per capita income. TI1e ddivery ofhcaltl1 care is now shared almost equally between government services and 
the private sector. ll1e Government's programme to build new district hospitals is continuing, with the aim of 
preventing overcrowding in stale general hospitals. TI1is progranrrne is financed by a World Dank loan 

ll1e most crucial problem remains the development of human resources for health TIJC Government's 
targets may not be reached before tl1e year 2000. TI1e more affiuent public is demanding more medical 
specialists and the country is now facing a shortage. llealth m:u1agement is being further improved through a 
system of continuing medical education. The Government \\ill encourage major improvements in education 
(including teacher training) and in the mechanisms for regulating training programmes to support the expanding 
roles of staff 

Altl1ough tl1c Government has a considerable budget for overseas scholarships, it still needs WIIO 
support for training in tl1e follo\\ing areas: healtl1 insurance, healtlJ!egislation, international cooperation for health, 
healtl1 information, heal01 system development, healtl1 pl:uming, research policy, essential drugs and vaccines, 
clinical trials, traditional medicine, specific issues concerning women and children, adolescents, the elderly and 
mental health, substance abuse, nutrition, food safety, chemical safety, diarrhoeal diseases, tuberculosis, AIDS, 
cancer, and disability. 

At present, all the health-for-all targets have been reached and even surpassed. TI1e Government is 
tl)ing to make further improvements. ll1e major communicable diseases are under control and the country is 
poliomyclitis-fwc. 

11m programme on immunization against diseases such as tuberculosis, poliomyelitis, diphtheria, pertussis, 
tetanus, measles, mumps and rubella \\ill be continued. Efforts will be made to achieve higher coverage for 
otl1cr communicable diseases such as hepatitis n :u1d Jap:u1cse encephalitis. 

TI1erc were 32'> known I !IV carriers (as at March I '>'>4). 

Witl1 a net decrease in tl1c number of cases of communicable diseases, the morbidity pattern shows 
increasing trends in cardio\"ascular diseases, cancer and chronic and degenerative diseases. The proportion of 
tl1e elderly in tl1e population is increasing. TI1ese trends require a new type of health care delivery system for the 
elderly and tl1e tem1inally ill. 
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2. Summary: WHO collaborative programmes and relevant programmes 
implemented by other agencies 

Outcomes of the collaborative programmes for 1992·1993, 1994·1995 

WIIO resources in 1992-1993 and 1994-1995 provided tcclmical cooperation tl1rough consultant~ and 
development of human resources for health. Seventy-two per cent of the country planning ligures were used 
for training hmltl1 personnel and 2R% for con~ultanl~ for tcchnicnl cooperation 

l11c outcomes oftl1cse programmes were that well-trained persons provided improved hcnltl1 services 
and people benefited by leading a healtlJY life and being more productive. 

ll1cre wa~ no collaboration by the Minis!!)' ofllcalth :md Socinl AfT:tirs \\itl1 lJNDP, UNICEF or other 
agencies, related to the hcnltl1 sector. 

Mechanisms to evaluate programme progress 

l11e development of the country is based on successive live-year plans (the current one continues to 
1996) llenlth is considered an integral part of socioeconomic development ll1e Ministry ofllcnlth and Social 
Affairs conducts a mid-plan review to assess the direction in 1\hich various programmes arc proceeding 
Corrections arc made to en~urc that the gonls set in the plan will be mel Finn! evnluation is done at the end of 
the plan period and results are compared 1\ith the gonls set. 

l11c Ministry sets annual goals, in addition to the live-year plan, and evaluation is done annually to 
review the results. 

3. 1996-1997 country activities 

Major areas of activities 

2.1.2 Health legislation and ethics (HLE) 

The programme aims to establish measures 
to reduce misuse of medical insurance 
systems. 

l11ese are designed at the national level to 
contain the considerable increase in health 
care expenditure. (2.4 Research policy 
and stmtegy coordination). 
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Projections for 1998-2001 

Continued elforts \\ill be required to reduce 
misuse of medical insurance systems and 
cost containment 

Development oftl1c llealtl1 Promotion Law 
and il~ implementation \\ill continue 
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Major areas of activities 

Evaluation schemes 11ill be developed and 
an effective cost containment poticy 11ill be 
established. 

WIIO collaboration is requested to collect 
relevant data and materials on UlC provisions 
to establish a National llealth Promotion 
Law. 

3.1 Organization and management of 
health systems based on primary 
health care (PHC) 

There is a need to learn from developed 
countries how to establish a more effective 
healtl1 care system, through fellowships to 
Canada and tl1e United Kingdom to study 
health p!:JJming and m:JJ1agemcnt. 

3.2 Human resources lor health (HRH) 

Training in different specialized fields 11ill 
be furtl1cr strengthened. Fellowships will 
be awarded to study hcaltl1 planning, English 
language training, and chronic obstructive 
!w1g disease as well as otl1er commw1icable 
and noncommunicable diseases. Specific 
attention will be paid to development :JJ!d 
educational tedmology. 

4.1.1 Health of women and children, and 
family planning (WCH) 

Activities concerning women, children and 
the family will be strengthened. WIIO 
input is required to widen the knowledge 
:JJld expertise in establishing linkages 
between infant health care and school 
hdtl1 care, :md in developing strakgies to 
d1scourage induced abortion, including 
cmuJselling :md contraceptive usc. 
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Projections for 1998-2001 

lhis activity will continue. 

l11e need for support for human resources 
development \\ill continue. 

Development of strategy completed. 
Implementation \\ill continue. 



Major areas of activities 

4.1.4 Health of the elderly (HEE) 

There is a need to study the criteria and 
guidelines for the development of health 
facilities for the elderly. 

4.1.5 Occupational health (OCH) 

WHO support is required to address the 
issue of health h.vards of organic solvents 
in induslly. 

4.3.4 Other health protection and 
promotion activities lor healthy 
lifestyles (OHP) 

TI1cre is a need to train counsellors overseas 
in up-to-date techniques. so that they in 
turn can share their knowledge and 
experience through seminars. EITorts \\ill 
be made to establish natiom,ide policies 
and programmes for developing lifestyles 
conducive to health. 

4.4.1 Nutrition (NUT) 

WIIO technical support \\ill be needed to 
obtain practical experience and up-to-date 
information on community nutrition 
acti\ities. 

4.4.2 Food safety (FOS) 

To improve inspection capabilities and to 
apply international standards for food safety, 
support will be sought for overseas 
fellowships and the conduct of workshops. 
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Projections lor 1998·2001 

Will be continued and developed further. 

This programme \\ill continue. 

A S)~tem of family counselling \\ill be 
developed. TI1e hcal~1 programme \\ill also 
be f ur~1er developed 

This programme \\ill continue. 

Food inspection regulations will be 
s~111dardi1ed. 
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Major areas of activities 

4.5.1 Water supply and sannation (CWS) 

According to the mid-term Comprehensive 
Pl'lll for EmirolllTK.~ltallmprovemcnt (1992-
1 9%), the Ministry of Environment is 
cndcavow ing to provide dean ;ulll saf'c 
water to the people by I 9%. 'l11e five 
largest rivers, \\hich are major sources of 
water for agriculture, indusliy and drinking, 
are adversely affected by industrialization 
and urbanization. Jn this regard, watershed 
management strategies and wastewater 
treatment technologies will be developed in 
close collaboration with the private sector, 
as well as with advanced institutions. 

4.5.2 Environmental health risk 
assessment and control (ERA) 

Environmental administration is facing 
another turning point. In preparation for 
the 21st century, development of clean 
teclmologies, active accommodation of 
economic instrwnents, and consolidation of 
international cooperation are emerging as 
new environmental challenges. 

ll1e air pollution control policies prioritize 
the provision of clean air to citizens in urban 
and industrial areas by the year 2000. Air 
pollution caused by the increased number 
of vehicles, urban development and dense 
population is considered as one of the most 
severe environmental problems. l11ese 
factors are suspected to cause pollution
related diseases. In order to control air 
pollution, various projects are being initiated, 
including the monitoring of vehicle emission 
gases, measurement of unregulated 
pollutants, and risk assessment of air 
pollut;uJts in closed ;u1d w1dcrgrmmd spaces. 
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Improvement of water quality and 
wastewater treatment \\ill continue. 

Clean technologies will be invested in, 
developed and implemented. Regional and 
global cooperative efforts \\ill be made to 
improve the environment. 



Major areas of activHies 

Waste is increasing gradually in both urban 
and rural areas. In order to cope \\ith 
waste problems and prevent healtl1 h:vMds, 
the Ministry of Environment is making 
every e!Tort to reduce the amount of \\nstc 
generated, develop waste treatment 
technologies, and to construct incineration 
plants and sanik'll)' landfill sites: 

4.5.3 Chemical safety (PCS) 

WIIO support is requested to develop 
expertise in the measurement and analysis 
oftoxic inhalations. 

4.5.4 Environmental health in urban 
development (EUD) 

The programme \\ill concentrate on hum:m 
resources development in environmental 
assessment and management 

5.2.1 Malaria and other tropical disease 
control (CTD) 

To share information and to discuss the 
future direction of national control 
programmes on tropical and imported 
diseases. WIIO support \\ill be needed. 

5.5.1 AIDS (GPA) 

As the number of high-risk groups, such 
as sex workers, continues to grow, WI 10 
input is required to a~sess the current sk1tus 
and to develop systematic countermeasures. 
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Projections for 1998·2001 

Further WIIO support will be required to 
develop toxicology skills. 

This programme area will continue and 
require WIIO support. 

Mea.~ures against tropical disea.~es will he 
implemented and \\ill provide information 
and cooperation to other organi1.ation~ and 
countries. 

Projects/activities recommended at 
seminars, in collaboration with the 
organizations concerned, will be 
implemented. 



PROPOSED PROGRAMME BUDGET 1996-1997 

Estimated obligations 

Programme 
Regular budget Other sources 

1994-1995 1996-1997 Increase (Decrease) 1992-1993 1994-1995 1996-1997 Source 
or 

US$ US$ US$ ., .. US$ US$ US$ funds 

2.1.2 Health legislation 
and ethics 28600 28 600 

2.2.1 Support to the 
development and 
management of 
country programmes 482 000 727 700 245 700 50.98 

3.1 Organization and 
management of 
health systems 
based on primary 
health care 190800 133 200 (57 600) (30.19) 

3.2 Human resources 
lor health 417000 510900 93900 22.52 

3.4.2 Clinical, laboratory 
and imaging 
technology 30000 (30 000) (100.00) 

4.1.1 Health of women 
and children, and 
f'-lffilly plannina 21 BOO 26BOO 5000 22.94 

4.1.2 Adolescent health 15 000 (15 000) (100.00) 

4.1.4 Health of the 
elderly 88BOO 13400 (75 400) (84.91) 

4.1.5 Occupotional health 21 BOO 21 800 

4.2 Mental health 26BOO (26 800) (100.00) 

4.3.2 Prevention and 
control ol substance 
abuse {alcohol, 
drugs, tobacco) 10000 (10 000) (100.00) 

4.3.4 Other health 
protection and 
promotion 
actlvtbes for 
healthy IJfestyles 38600 38600 

4.4.1 Nutntion 15 000 21 800 6800 45.33 

4.4.2 Food safety 35600 81 800 46200 129.78 
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Esllmnted oblignlions 

Programme ' 
Regular budget Other sources 

1994-1995 1996-1997 lncrease(Oecreate) 1992-1993 1994-1995 1996-1997 Source 

US$ US$ US$ % US$ 
ol 

US$ US$ Iundt 

4.5.1 Water supply and 
saritation 102 200 32000 (70 200) (68.69) 

4.5.2 Environmental 
health risk 
assessment and 
control 79200 79200 

4.5.3 Chemical safety 115 400 
I: 

57500 (57 900) (50.17) 

4.5.4 Environmental 
health In urban 
development 367 700 183 400 (184 300) (50.12) 

5.2.1 Malaria and other 
tropical disease 
control 

' 
5000 5000 

5.5.1 AIDS 64600 5000 . (59 600) (92.26) 118 900 50800 FX 

5.6 Other ' 

communicable 
diseases, 
Including 
zoonoses 74 300 FS 

I 

5.7.2 Cancer 66800 (66 800) (100.00) 

TOTAL-Republic ol Ko111a 2 049 500 1 966 700 (82 800) (4.04) 193 200 50800 
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SAMOA 

1. National health and health development situation 

l11c Government and citizens of Samoa recognitc tl1c value of strengthening the counlly's health 
services. Annual Government budgeting and the visible efforts in conununily h\!alth by the Women's CommiUccs 
illuslralc tl1is. Numerous public discussions in parliament and in tl1e media further highlight tl1e visibility and 
import:mce of health services to tl1e population. 

'll1e Government's lkvclopmenl Plan 7 (DP7) concludes at tl1e end of I 9'J4. Its emphasis on 
strengthening district healtl1 services through defining facility functions and standardizing facilities by type 11ill 
continue. Dcl·elopmcnl Plan H (DPH) covering tl1e years I 995-1997, is in tl1e vel)' early stages of discussion. 

Altlwugh U1e overall population has not gro11n substantially, tl1e proportion of the elderly witl1in the 
population has increased considerably. From I 971 to I 991, tl1e population increase was 9.1% or 14 671. 
lndn·iduals 60 years and older increased by 1.8% to 6.07% oftl1e total population. lltis was an actual increase 
of 3 542 in this group (i e, an increase of 57%). l11is reOccts increasing challenges to the health services. 
Simultaneously, those aged 0-14 decreased by 'J. 76%, lo 40.59% oftl1e total population, a decrease in numbers 
of H 371 or 11.34%. 

lltere is evidence of malnutrition in adults and children in certain areas, bringing nutrition issues 
increasingly to Ute fore. ll1ere is growing evidence of severe malnutrition in children in certain parts of Ute 
capital Apia, and an average of six malnutrition cases are seen daily in Ute Nationalllospi!al Diabetes, obesity 
:md h) pertension arc also of concern. 

'lllC len leading causes of inpatient mortality in I <J'J2 included malignant neoplasm, heart disease, suicide 
and sclfinnictcd injury; S)mptoms, signs and abnormal clinical and laboralol)' findings, not elsewhere classified; 
cerebrovascular diseases; pneumonia and influerua; otl1er bacterial diseasL-s; oUter diseases of 01e digestive 
S)~tem; :md diseases of oUter endocrine glands. 

In I 992, out of t5 3X3 inpatient visits tl1e len leading causes of inpatient morbidity were pneumonia and 
innucnta; intestinal infL'Ctious diseases; ir~uriL"S and poisoning; chronic obstructive pulmon.:uy disease and allied 
conditions; diseases oftl1e oesophagus; diseases oftl1e stomach and duodenum; complications mainly related 
to pregnancy; complications occurring mainly in tl1e coll!se oflabour and deli vel)'; malignant neoplasms; and 
other diseases of the urinal)' system Sixty-four cases were referred to New Zealand for specialiled care, 
trcatmen~ or surgery. 

lhc immunil'ation programme provided coverage of 80%. llepatitis D vaccinations have recently been 
added to tl1e routine immtllli/alion programme. Newborn inoculations are also being expanded into tl1e districts. 
No measles casL-s were reported in I 9'J2. One case of whooping cough was reported in 19'J2. The last case of 
poliomyelitis was reported over len years ago. ll1e annual incidence of tuberculosis was calculated as 3.02 per 
I 0 tXKl in I <)')3 U1ough tl1e reported number was 2.X7 per 10 O<Kl in I 9'JI and 1.7X per I 0 000 in I <J'J2. Nine new 
casL'S of lcpro>y were reported in I 9'J2 
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Filariasis is increasing. Only one case of AIDS, classi~ed a~ imported, has been reported in the la~t 
four years. Gonorrhoea is increasing 1 

Maternal and child health measurements generally show improvement. Fifiy-~ve per cent of mothers 
attended ante-natal clinics in 1991 and 52% in 1992. However, only 4R% of women received two or more 
doses of tetanus toxoid by the end of pregnancy. In 1991, 71i.li% of deliveries were attended by formally-trained 
personnel, 79.5% in 1992. Considerably more deliveries in mral area~ were attended by traditional birth 
attendant~. The maternal mort:tlity rate decre:t~ed from 4.34 per I 0 tX)(J live birtl1s in I CJJO to 0.95 per I 0 OtXJ in 
1992. The infant mortality rate wns 22.11 per I 000 live birth.~ in I'.I'JI :md 25.0 in 1992. 

The number of suicide deaths dropped to the lowest since 1984. Sevcnty-~ve per cent ( 12) of the 
suicides in 1992 were caused by the ingestion of paraquat- a commonly available herbicide. 

The formal infrastructure of health services is well established. Few people arc further than 15 
minutes' drive from a heahh facility. Considerable repair and reconstmction of nearly all heahh facilities wa~ 
required following cyclone damage. The Japanese Government is currently rebuilding the Tua~ivi llospital on 
the island of Savaii 

Women's Committees, located in nearly every village, have provided support for community healtl1 
services since the turn of the century. Their support continues to be cmcial to the functions oftl1e country's 
health services. The nursing profession provides the majority of formal health care. Doctors are located 
primarily at the National Hospital and Tuasivi llospital for Savaii Island. ll1e nursing education curriculum has 
been intensively revised over the last three years to recognize tl1e need for training compatible with tl1e 
profession's central role in the health services. As of 1993, the National University of Samoa (NUS) and the 
Department of Health have entered into a formal arrangement in tl1e undergraduate training of nurses. 111e 
majority of formal health care is provided through tl1e Government A few private practitioners also provide 
services. Traditional care from herbalists and masseuses is also available, but the extent of traditional care ha~ 
not been accurately mea~ured. 

A Department of Health Quality Assurance Committee was formally established in 1993. Quality 
assurance activities and programmes have been initiated in various areas of the health services and have also 
been formally introduced in tlJC nursing education curricula 

TI1e Public Senice Commission has taken a lead role over tl1e la~t several years in assessing the human 
resource needs of each section of government The Department and WI 10 collaborated in this e!Tort A 
formal report was produced by Government in 1992. The combined fellowship e!Tort of Government, WIIO 
and donor agencies is to have 45 trained Samoan physicians practising by tl1c year 200·1. ll1c WI 10 I 9%-1 CJJ7 
budget ,,;n include 18 students at various stages of their training towards their MIJIJS. 

The Government's budget for health in the fiscal year 1993 represents R.2% of the total government 
budget of WS$ I liR 300 000. Of this health budget, li2% was directly allocated to tl1e National llospital 
Additional budget funds were also allocated to Tuasi\i llospil~l and otl1er District llospitals. 

331 



PROPOSED PROGRAMME BUDGET 1996-1997 

2. Summary: WHO collaborative programmes and relevant programmes 
implemented by other agencies 

Outcomes of the collaborative programmes for 1992·1993, 1994·1995 

l11c 19%-1997 proposed budget ,,;n continue to direct ftUJds towards education. 1992-1993 fellowships 
accotUJted for 52% of the budget 11tc I996-IIJ<J7 budget proposes fdlowsl~ps funding at approximately 55% of 
the budget. l11e fellowships arc strongly directed towards specifically defined countty needs as described by tl1c 
Govemment's human resources development report. Little is len for the development of other ongoing health 
programmes. 

·n1e upgrading of managerial processes and systems continues to be a priority. l11e nursing education 
programme is strongly incorporating management issues into its curriculum in recognition of nurses' essential 
roles as health facility and programme managers. Recent changes in the Department's management structure 
indicate the support being given to strcngtl1ening of management requirements. 

"I he Parasitologist/entomologist rec~ted for tl1c filariasis control programme in 1992-JIJ<)J w;n complete 
her assignment in md-19'15. Considerable progress was made during tl1is period. The nurse educator under the 
I '1'14-1995 programme for human resources development \\;u also complete her assignment \\;tl1in the 1994-
1 '1'15 budget period and tl1e programme is expected to continue independently tl1ereafier. 

Mechanisms to evaluate programme progress 

It is intended that development witl1in Samoa is to be directed by a succession of Government plans. 
11te Development Plan 7 (DP7) ends 31 December 1994. l11e eigltth plan (for the period I '195-IIJ<J7) is only in 
its initial stages. 

l11e development of each tl1re~ycar plan is to be accompanied by an evaluation of each Department's 
progress towards its particular objectives. l11e Department is being encouraged to build in monitoring and 
evaluation efforts in each of its projects and to measure progress towards major objectives. Additionally, the 
Govemment's human resource report is to be used as a plan for training. It is the aim of the Department to 
include specific training targets in tllC development of its budgets. 
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3. 1996-1997 country activities 

Major areas of activities 

2.2.3 International cooperation for health 
(I CO) 

Government \\ill continue to emphasize the 
development of management skills. One 
long-term management position \\ill be 
provided plus a shared (\\ith Cook Islands) 
technical position to enhance management 
skills and programme operations. 

2.3 HeaHh situation and trend 
assessment (HST) 

Medical records and health information 
systems require signi licant strengthening. 
WHO support for efforts towards 
rationali7.ed data collection, information 
retrieval and report generation are required. 
These \viii be essential for monitoring, 
evaluation and planning. 

3.1 Organization and management of 
health systems based on primary 
heaHh care (PHC) 

WIIO cooperation in continuing to reinforce 
and strengthen the primary health care 
structure and activities \\ill result in perhaps 
the greatest return on investment. 
Continued training, strengthening community 
mental he:llth sen ices, and adjusting prim'll)' 
health care services to recogni7e exceptional 
urban community health concerns will be 
the focus areas for 19%-1997. 
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Support for strengthening management and 
administrative skills will continue to be a 
key component of reaching country health 
objectives. 

Support will continue to be required for the 
foreseeable future. 

Primary health care services \\ill continue 
a~ tl1e focus of health services in Samoa 
Continuing WHO collaboration will be 
needed to reinforce this cost-effective 
approach. 
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Major areas of activities 

3.2 Human resources lor health (HRH) 

Government has committed itself to the 
priority of increasing skills, :md tl1e number 
of individuals with those skills, as a 
fundamental compon~nt oftl1e process of 
reaching health objectives. \VIIO 
cooperation in I <J<JG-1 'J'J7 will be essential 
to reach the Government's fellowship :md 
training goals. 

3.3 Essential drugs, vaccines and other 
supplies (EDV) 

EDV activities focus on tl1c core distribution 
system for the D~partment's complete 
invent OJ)' of pharmaceuticals and medical 
suppkos. Tht: systl!lll nL'Cds strl!ngtl1ming. 
In I ')')(,.J ')<)7, support \\ill also be nL'Cded 
for continued training 

3.4.2 Clinical, laboratory and imaging 
technology (CL T) 

\VIIO support for training of Jaboratol)' 
stafT in cooperation with New Zealand 
remains a critical resource for strengtl1cning 
tl1ese services. Likewise, updating of 
diagnostic equipment, assuring quality of 
results and maintaining equipment safety 
will require WIIO collaboration. 

lllis programme has recently received 
Government's financial support for both 
equipment :md training. 
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Government (with the cooperation of the 
New Zealand Government and \VIIO) has 
recently studied the countl)''s human 
resource needs and developed a plan. 11lis 
eiTort \\ill require support up to the end of 
the centul)'. 

1l1e essential nature oftllis progrrunme and 
the impact it has on the complete healtl1 
services will require continuing WIIO 
support. 

Continuing WIIO support will benefit 
Government efTorts to strengtl1en tl1ese 
servrces. 



Major areas of activities 

4.3.3 Oral health (ORH) 

WHO cooperation is essential to the 
development of these services. The 
programme is vety aggressive in pursuing 
rural health and the health of school
children. The recent Joss of two dental 
officers (death and retirement) h;tS required 
importing professional ser.ices through the 
Japan Overseas Cooperation Volunteers 
and the United Nations ;Volunteer 
programmes. WHO support for training 
\\ill be crucial to maintaining the availability 
and quality of this service. 

4.3.4 Other health protection and 
promotion activities lor healthy 
lifestyles (OHP) 

The OJ JP programme h;tS become a central 
player in Department of llealth activities. 
WHO support h;tS contributed to this 
success. 01 !P will continue to link various 
programmes through its vigorous health 
education and health promotion activities 
throughout the countty. The strengthening 
of this programme will make a valuable 
contribution to healtlt 

4.4.1 Nutrition (NUT) 

The nutrition programme h;tS benefited 
enormously from WJIO support. Training 
\\ill continue both overseas and \\ithin the 
community. IEC activities will be 
encouraged. 
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Active support of this programme through 
fellowships will be needed. With tl1e 
a~surance of adequate human resources 
WIIO support for fellowships can be 
maintained at a relatively low but constant 
level. 

llealtl1 education"s contribution to informing 
tl1e community and to aiding preventive 
services will be essential as long as illness 
is an issue. Continuing WIIO support in 
the future would be ,·aluable. 

It is apparent that WJIO"s continuing 
support will be necessary for an extended 
period. 
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Major areas of activHies 

4.5.1 Water supply and sanitation (CWS) 

Tile CWS programme has been active, 11ith 
WIIO support, for some time. Emphasis 
will continue on education of staiT. 

1l1e potential for illness associated 11ith 
contaminated food and water supplies, 
11 hetl1er biological or chemical, 11 ill demand 
increasing awareness, education and the 
technical means to monitor situations and 
respond. 

WIIO's continuing involvement \\ill be 
required. 

5.1 Vaccine and immunization, including 
poliomyelitis eradication (VID) 

WIIO support has been crucial in the 
support of this programme. Health 
programmes have been effective in 
achieving the objectives of decreased 
morbidity and mortality. Vaccines and otl1er 
logistic support will be provided. 

5.2.1 Malaria and other tropical disease 
control (CTD) 

WIIO support focusing on filariasis control 
has produced definite positive results. 
Continuing support should be considered 
L'Ssenti;~ witl1 tl1e approaching possibility of 
eliminating filariasis from Samoa. 
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Expected to continue. 

Continuing WHO support should be 
considered essential. 

WIIO support \\ill continue to be CSSL~ltial. 



Major areas of activities 

5.4 Tuberculosis {TUB) 

Tuberculosis and leprosy treatment and 
control eiTorts have traditionally been 
linked. WHO support has been 
instrumental in continuing operation. 

WHO technical support for t~aining, and 
provision of supplies and equipment, will 
be necessary for the control of these 
diseases. Long-term surwillance and short
term therapy are essential elements \\hich 
\\ill continue to require WHO support This 
support \\ill be in conjunction \\ith the 
Pacific Leprosy Foundation in the leprosy 
programme. 

Projections for 1998-2001 

WI 10 support will continue to be necessary 
for the foreseeable future. 

Estimated obligations 

Regular budget Other sources 
Programme 

1994-1995 1996-1997 Increase (Decrease) 1992·1993 1994-1995 1996-1997 Source 
or 

uss uss uss '1'. uss uss uss funds 

2.1.2 Health legislation 
and ethics 23000 (23 000) (100.00) 

2.2.1 Support lo the 
development and 
management 
of country 
programmes 349700 481 300 131 600 37.63 

2.2.3 International 
cooperation for 
health 249100 307500 58400 23.44 

2.3 Health situation 
and trend 
assessment 21 500 16 700 (4 BOO) (22.33) 

3.1 Organization and 
management of 
health systems 
ba!ed on primary 
health care 74300 57700 (16600) (22.34) 28900 FS 
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Estimated obligations 

Programme 
Regular budget Other sources 

1994·1995 1996·1997 lncrease(Oecreasa) 1992·1993 1994·1995 1996·1997 Source 
o1 

US$ US$ US$ % US$ US$ US$ funds 

3.2 Human resources 
for health 459600 376000 (63 600) (16.19) 16 400 22500 FT 

3.3 Essential drugs, 
vaccines and 
other supplies 35700 15 200 (20 500) (57.42) 

3.4.2 Clinical, laboratory 
and imaging 
1echnology 60200 33900 (26 300) (43.69) 

4.1.1 Health of women 
and children, and 
family plaming 113300 30100 FP 

4.3.3 Oral heallh 36000 77200 39200 103.16 

4.3.4 Other health 
protection and 
promotion 
activities for 
healthy lifestyles 54 100 50600 (3 500) (6.47) 

4.4.1 Nutrition 36900 50000 11 100 26.53 

4.5.1 Water supply and 
sanitation 112600 52600 (59 800) (53.11) 

5.1 VJcc1ne and 
immunization, 
including 
poliomyelitis 
emdication 11 000 19 700 8700 79.09 

5.2.1 Malaria and other 
tropical disease 
control 241 500 64000 (177 500) (73.50) 

5.4 Tuberculosis 56900 45 700 (11 200) (19.68) 

5.5.1 AIDS 188 200 80000 FX 

5.7.3 Other 
noncomml.Klicable 
d1seases, including 
genebc disorders 31 700 (31 700) (100.00) 

TOTAL· Samoa 1 857 800 1 648 300 (209 500) (11.28) 348 800 132 600 

.. -~ ~-··-·---
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SINGAPORE 

1. National health and health development situation 

Slate of health 

Singaporeans have a good state of health. The rate of gro\\1h for the population is 2.0% while the 
natural increase for the population is 12.4 per I 000. The crude birth rate for 1992 was 17.1 per 1000 population, 
witl1 a crude death rate of 4. 7 per I 000 population. 

The infant mortality rate continued to fall to 5.0 per I 000 live birtlJS in 1992. Life expecL111cy at birtl1 for 
Singaporeans has also improved to an average of76 years in 1992. The average life expectancy for women 
was 7R.3 years and 73.7 years for men. 

Primary health care is provided through the Community llealtlt Service (CIIS), the Maternal and Child 
Health Service (MCIO, the Schoolllealth Service and the Health Senice for tl1e Elderly. In 1992, the MCII 
was integrated \\ith the CHS to form one service as part of the Ministry's plan to upgrade primary health care. 
The organizational change is aimed at pro\iding more personalized, continuing and comprehensive care to the 
community. 

The childhood immuni7.ation programme includes immuni7.ation against tuberculosis, diphtheria, perttt~sis, 
tetanus, poliomyelitis, measles, mumps, rubella and hepatitis B. The immuni7.ation rate is over 90% 

Cancer, heart dise;r;e and cerebrovascular diseases continued to be tl1e leading cmt~es of death in 19'>2. 
Together, these conditions constituted 59"/o of all causes of death. 

HeaHh care priorities 

The Government's health care philosophy is based on five fundamental objectives: to nurture n healtlJY 
nation by promoting good healtl1; to promote personal responsibility for health and avoid over-reliance on state 
welfare or medical insurance; to provide good and affordable basic medical services to all Singaporeans; to rely 
on competition and market forces to improve service and raise efficiency; and to intervene directly in the health 
care sector, \\hen necessary, \\here the market fails to keep health care costs dO\m. 

Five major national health programmes \\ill be given priority for the next decade. They are: improving 
the health of the elderly; strengthening the management of diseases such as cancer, heart disease and diabetes 
mellitus; enhancing child health services; improving mental health care; and health promotion and disease 
prevention. 

As the major causes of mortality and morbidity are lifestylc-rclatcd, the National Healthy Lifestyle 
Programme launched in I 992 marked the sL'\11 of a ten-year programme aimed at inculcating tl1e right habit~ and 
attitudes towards a healthy lifestyle. It is a multisectoral and community-based programme involving employees 
and unions, community and voluntary organi1.ations working together to provide information, skills training and 
supportive environments for healthy li\ing. 
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A large-scale nationwide survey was conducted by the Ministry of llealth in 1992 to determine the 
current distribution and dctermin:ulls of~1c m:~or noncommunicable diseases ru1d ~1eir risk factors in Singapore. 
Five ~1ousand persons aged 18 to 69 years were randomly selected from the population. l11e respondents were 
screened for diabetes, high blood pressure, cholesterol level, triglycerides, obesity and coronary heart disease 
and stroke. l11cy were also required to answer a questionnaire on lifestyle practices such as cigare!!e smoking, 
physic:~ activity and alcohol consumption. 

The data collected 11111 form the base for the National Healthy Lifestyle Programme and provide the 
basis for ~1e future direction ofheal~1 progrrunmcs 

HeaHh care provision 

lleal~1 care is provided by a dual system of public and private health care systems. l11e public sector 
provides 80% of total hospik'll beds ru1d is ~1e dominant provider of hospital care. ll1e private sector provides 
7 5% of primary care_ 

ll1e Government's role in health provision is to regulate health care costs by central planning of the 
health workforce and bed provision to prevent oversupply. It also serves as a benchmark for the private sector. 

As ofJI December 1992, Singapore had stalfmg ratios as follows: I doctor to 711 population, I nurse 
to 243 population, I dentist to 3991 population and I pharmacist to .J I (,3 population 

l11erc are 22 hospitals in Singapore wi~1 a total of9730 beds. l11e hospital bed to population ratio is 
1:2'!0. 

ll1e programme of rc>structuring of government hospik1ls which began in I '!H\l is expected to be 
completed in 1995. Restructured hospitals arc able to deliver services more cost-efficicn~y and cost-elfectively 
due to their greater management flexibility :UJd more direct lin:UJcial accotul!ability. Government continues to 
provide substantial annual subsidies to these hospitals. l11ese subsidize wards to ensure that their services 
continue to be aiTordable to ~1e lower income groups. 

ll1e Government has embarked on a progrrunme of redevelopment of a number of major acute case 
hospitals, upgrading facilities ru1d sen·ices. In I '!'J2, more than S$ 1.8 billion-wo~1 of projects were initiated, for 
completion over ~1e next three to six years. l11ese projects will improve ~1e infrastructure ru1d the standard of 
hea!U1 care for Singaporeans. 

To provide ru1 intermediate level of hospital care in a community setting, the first community hospital 
built by tl1e Government was opened in 19'J3. ll1e 277-bed hospital 11111 be used by patients 11ho no longer need 
intensive medical sen· ices but 1\ho require an extended period of convalescence ru1d rehabilitation. 

A new psychiatric hospital, replacing ~1e existing hospital, was completed in 1993. l11e 2935-bed 
hospital was designed to facilitate modem psychiatric practices which emphasit.e ~1erapcutic ra~1er than 
custodialmanagemc'llt of mental illness. 

Two existing hospitals arc being rebuilt. The maternity hospital 11111 be rebuilt as a 820-bed women's 
ru1d children's hospital. An acute case hospit:~ being rebuilt is expected to be ready by mid-1997. A new 810-
bcd Generalllospital is being built to replace two existing hospitals. ll1is is expected to be completed by mid
I 'JJo 
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An Institute of Health (1011) and a National Dental Centre (NDC) nrc being built as one project. The 
lOll ,,;11 be n centre for health promotion and preventive health. ll1e NDC will function as the principal 
specialist centre for dental disciplines. The \\hole project is expected to be completed by I 9'Jii. 

There nrc 19 community health clinics and 17 maternal and child heal01 clinics. Five new polyclinics 
\\111 be built over the next three years to replace some of the older community health clinics and maternal and 
child health clinics. 

Health care financing 

In 19R4, Singapore introduced a personal savings scheme for the public to meet their future medical 
expenses. KnO\m as the Medisave Scheme, an amount equivalent to (.'Yo oftl1e employee's wages is put into a 
Medisave account each montl1. To supplement Medisave, n Cnta~trophic Illness Insurance Scheme or Medishield 
was implemented in 1990 to pay for prolonged and major illnesses. In I 9'>2 Medisave was extended to cover 
self-employed persons, and Medishield coverage was extended from ()5 to 70 years of age for the Central 
Provident Fund members. More than 1.4 million people have been in.~ured under Medishield. 

Health care expenditure 

I lcalth care expenditure comprises 3.2% of the gross domestic product l11e Ministry ofl lealth 's total 
expenditure on health comprises 5.5% oftl1c total government budget 

Environmental health 

Over the last two decades, the Ministry of the Environment has established the basic infra.~tructurc, 
control measures and the legal framework to enable Singaporeans to enjoy a high standard of public heal01, 
modem sanitation, clean streets, clean air and clean waterways. 

' 

The vision for the next decade is to develop Singapore into a model Green City. Six strategic thru~ts 
were identified \\nich would enable Singapore to rcali1.e its vision. They arc: to educate the people to be 
emironment:uly conscious; to promote clean technology; to conserve resources; to protect the local environment; 
to protect the global emironment; and to promote environment teclmologv. 

2. Summary: WHO collaborative programmes and relevant programmes 
Implemented by other agencies 

As in 1992-1 9'J3, a m;Uor component of the 1994-1995 WIIO budget is being used for development of 
hum.111 resources. The 1996-1 9'J7 budget \\ill continue to be used for human resource development. 

Staff who have been trained in their respective fields of expertise "ill continue to help improve the 
services being pr0\1ded by the country. 

Environmental health services in Singapore have been making signific.111t progress over the years 
llowever, as society becomes more affiuent, people's expectations and demands change. To keep abreast witl1 
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these changes, staiTneed to be trained and exposed to the latest developments and technology. With WilD's 
support, emphasis continues to be placed on human resources development, and upgrading technical expertise. 

Singapore has been upgrading the nurse training programme. With WilD collaboration, between l986-
l9'J2, 21 nurse educators and 12 nurse administrators have been trained. For l'I'I.J-1995 another two nurse 
educators and three nurse administrators will be trained. 1l1is 11ill be continued in 1996-1997: 88% of the 
budget has been set aside for nursing resource development. 

Singapore has been declared malaria-free since 1982. However, in 1993, local malaria cases were 
reported. Although malaria surveillance has been maintained, tl1e disease was introduced through foreign 
wor~ers from endemic countries. There is a need to step up surveillance and control, and to update current 
control strategies. Witl1 WilD's collaboration, Singapore would like to update its staiT on malaria control 
strategies and research. 

Mechanisms to evaluate programme progress 

Sta!Twho are sent on training progran1mes are required to submit a detailed training report upon their 
return. Recommendations on improvements are reviewed for feasibility of implementation in the local context, 
and constraints. Recommendations which are implemented are reviewed regularly to gauge tl1eir success. 

3. 1996-1997 country activities 

Major areas of activities 

3.2 Human resources for health (HRH) 

Major areas of activity will be to upgrade 
nursing skills in management and clinical 
spccialit.ation, :md to strc~Jgtl1en tlm national 
capability for improving food standards in 
Singapore to protect tl1e public's health 
status (4-12 Food safety). Ongoing efT oris 
to contain the problem of pollutants in 
wastewater \\ill be enhanced (4.5.1 Water 
supply and sanitation) and there will be 
collaboration with the Pollution Control 
Department to arrange its planning control 
more e!Tcctively (4.5.2 Environmental 
health risk assessment and control). 
Malaria surveillance will be increased so 
as to reduce the tlJreatto Singapore (5.2.1 
Malaria and other tropical disease control). 
·n,e programme for controlling legionella 
bacteria in air-conditioning cooling lowers 
will be supported w itl1 appropriate training 
(S 6 Otllc'f comrmmicable diseases, including 
/(KIJlOSCS) 

Projections for 1998-2001 

1l1is area of activity 11ill be ongoing. 
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Estimated obligations 

Programme 
Regular budget Other sources 

1994·1995 1996-1997 lncreaoe(Decreaoe) 1992-1993 1994·1995 1996-1997 Source 
or 

US$ US$ US$ "'· US$ US$ US$ fundt 

2.2.1 Support lo the 
development and 
management of 
country programmes 265 100 404 ()()() 138 900 52.40 

3.2 Human resources 
for health 465 100 368 ()()() (97 100) (20.88) 

TOTAL·Singapore 730200 n2ooo 41 800 5.72 
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SOLOMON ISLANDS 

1. National health and health development situation 

A considerable proportion of the Government's resources is spent on health The Ministry oflkalth 
and Medical Services is now facing a critical point for health services delivery and health promotion Five major 
areas are targeted: health infrastructure development; appropriate healtl1 human resource development; 
malaria control; rural water supply and sanitation; and population issues. The Government is launching an 
eight-point programme to support these areas. lhis programme includes: a comprehensive review of tl1e 
national health and medical services; stricter budgetary control and cost recovery measures; appropriate and 
relevant training to respond to identified needs; improved staff deplO)mcnt, especially to rural areas; centralu.ation 
of health services financing; improvement of provincial hospital capability through posting of specialists to 
selected hospitals; implementation of development projects focusing on rural healtl1 facilities and services; and a 
vigorous malaria control programme. 

l11e total allocation for health and medical services has declined from 12.5% of the total budget in 1989 
to 11.6% oftl1e total budget in 1993. llowever, this still represents an expenditure ofSI$28.50 per person on a 
per capita basis. It is doubtful that tl1is level ,,;u be sustainable over tl1e long term as there are underlying 
economic problems tl1at may result in the curtailment of overall government expenditure. 

In addition to Central Government resources, funding for health services comes from local governments, 
aid agencies, nongovernmental organi1.ations, employers and private individuals. Roughly 60% of tl1e total 
funding for health projects comes from the Government. Donors provide an additional 26%, and 6% comes 
from nongovernmental organi1.ations (mainly missions). l11e remainder is provided by private practitioners 
providing services in tl1e main urban centres ori loniara, Giza and Auki. 

WI 10 collaboration has mainly been in a few selected areas. l11ese include human resources for 
healtl1, malaria control, and water supply and sanitation. 

ll1e Government is aware of the acute need for more trained health personnel, especially doctors. 
WI 10 has therefore continued to support candidates for MDDS degrees stud)ing at the Fiji School of Medicine 
:md the University of Pupua New Guinea. Support has also been given for specialist training in tl1e field of 
anaestl1etics, surgery, and child hcaltlt 'l11esc arc all key to strengthening tl1e curative services and to reducing 
tl1c need to recruit doctors from overseas. 

WIIO and AID AD have been tl1e major partners in supporting malaria control activities. The malaria 
incidence for the whole country in I 993 was 345 per I 000 and in I loniara more than I 000 per 1000. A revised 
plan of operations that sets out a clear direction for tl1e malaria control programme has been produced and 
implementation started. ll1e goals arc to reduce malaria incidence to 300 per I O!Xl by the end of 1994, to 200 
per I !XX) in 19'J5 and to KO cases per I ()(X) in 1996. 

l11e third main area of WIIO support is rural water supply and sanitation. Ths is high on the 
Government's agenda and is one of tl1c Ministry's strongest healili programmes. It is considered a ley 
component of rural development. 
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Population issues arc a major concern due to the high rate of population growtl1, estimated to exceed 
3.5% per annum. In I 9RR, the Government adopted a National Population Policy aimed at better planning and 
hannonizing of population and resources. WIIO, in collaboration with UNFPA, now provides consultant~ and 
supports procurement of family planning supplies. 

2. Summary: WHO collaborative programmes and relevant programmes 
implemented by other agencies 

During the biennium 1994-1995, live first-year students in the MDDS programme and live otl1crs from 
pre\ious years' intakes at Fiji School of Medicine and the University ofPapm New Guinea were supported by 
WHO. In addition four other students participated in specialist training under the programme. That level will 
continue for both MD£3S training and the training of specialists during l9%-I9'J7. 

The outcome of support for human resource development has been a steady increase in locally quali lied 
doctors and specialists. A significant proportion of the 50 government posts are still filled by expatriates. The 
levels of training need to be increased for primary health care workers in rural clinics as well a~ I lealth 
Inspectors involved with rural water supply and sanitation project~. The malaria control programme \\ill also be 
involved \\ith training and retraining of its field staff This \\ill support implementation oftl1c newly adopted plan 
of action. Training is needed in all area~. both to provide new staff to meet the challenges of the future and to 
retrain current staff to carry out their jobs more efficiently. 

The rural water supply and sanitation project has successfully provided potable water and better 
sanitation to all areas of the counlly. The major problems now concern the maintenance of the systems already 
in place. The WHO sanitary engineer who had been \\ith the project for eight years len in early 1994 but was 
replaced with a similarly-qualified engineer \\ith experience of working in Solomon Islands. WI 10 funding will 
continue to support training ofhealth inspectors, one postgraduate degree student stud)ing in Fiji, as well as local 
costs for workshops on repair and maintenance of water supply systems. 

The new fi\·e-year plan of operations for the malaria control programme that was launched in February 
1994 \\ill necessitate increased external support. WHO, together \\ith AIDAD and JICA, has long been 
involved \vith malaria control. Other donors have been approached to expand the funding base needed for tl1e 
programme's success. A donors' meeting wa~ held in Honiara in February 1994 for this purpose. 

The revised plan of operations sets a clear direction for malaria control for the first time. It focuses on 
rapid diagnosis and treatment together \\ith the use of insecticide-treated bednets. Locally conducted studies 
have shO\m that the nets are effective and well accepted by the community. An objective is to provide treated 
nets to the entire population by early 1995. 

WJIO support in the area of disease surveillance is supplemental to tl1e major support for tl1e development 
of n health information system (I liS) that comes through the European Community. The JIIS has been 
developed to a point where data collection is reliable. An expanded component for much-needed malaria data 
\viii soon be added. This \\ill eventually replace the current malaria reporting system. More emphasis mll~t now 
be placed on the use of the data as a means of a~essment and a~ a tool for planning. 

There is continuing emphasis on the need to improve the managerial skills of the healtl1 and medical 
services. Support \\ill continue for management training courses for provincial and area council staff 
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External donors include UNDP, UNICEF, UNFPA, Australia, Canada, the European Community, 
Japan, New Zealand, Taiwan and the United Kingdom Nongovernmental organi/ation donors include Save the 
Children (Australia), Rotary, the Foundation for the Peoples of the South Pacific and a number of national 
organitations. Nearly 40% of support is hospital-based with only 31% going to rural clinics, 6% to rural 
programme support, 7% to training, 7% to malaria, 9% to water and sanitation and 1% to women's health 
ISSUCS. 

Mechanisms to evaluate programme progress 

TI1e Ministry of llealth and Medical Services is governed by successive live-year plans. Duilt into 
these plans is provision for mid-tenn and final reviews. These plans incorporate clear targets and goals for each 
progrrunme. In addition, there is an annual review conducted by each programme division oftl1e Ministry. For 
tl1e provincial level, an annual review is carried out and presented at an annual conference of all provincial 
heads. Periodic reviews of national programmes such as the malaria control programme have been carried out. 
TI1e most recent was in 1994 at tl1e time oftl1e adoption oftl1e programme's new plan of OJX!rations. 

In addition to internal reviews and evaluation, external funding organizations cany out programme 
reviews. TI1is has recently been the case 11itl1 UNFPA and AIDAD. 

3. 1996·1997 country activities 

Major areas of activities 

2.3 HeaHh situation and trend 
assessment (HST) 

TI1is is a continuing programme to upgrade 
tl1e epidemiological skills of national staff 

3.1 Organization and management of 
health systems based on primary 
health care (PHC) 

WIIO's input in tl1e area of management 
of primary health care in the form of 
national and provincial workshops as well 
as a limited number of fellowships will be 
essential in the development of primary 
healtl1 care services. 
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More funds will hopefully be available for 
tl1is activity but it may be covered by otl1er 
donors. 

Management of the primary health care 
system is a continuing need for which 
additional funding may be required. 



Major areas of aclivHles 

3.2 Human resources for health (HRH) 

The creation of a cadre of fully trained 
local doctors and specialists \\ill be essential 
for the future of the country's health and 
medical services. WHO's support for 
undergraduate training at the Fiji School of 
Medicine and postgraduate training 
else\\ here is essential if the goal is to be 
achieved. It is hoped that other donors 
such as the ODA, will expand their support 
in this area. 

4.3.4 Other health protection and 
promotion activities for healthy 
lifestyles (OHP) 

Support is prmidcd for two fellows to aucnd 
courses in Papua New Guinea, for 
workshops and for air time on the local 
radio station for hcalih talks. WIIO funding 
is considered crucial for the development 
of this unit of the Ministry of Health and 
Medical Services. 

4.5.1 Water supply and sanitation (CWS) 

As this is one of the Government's priority 
health areas, WHO's cooperation \\ill 
cmtinuc to be sou!Pt in terms offdlowships, 
workshops and some supplies and 
equipment 
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Projections for 1998·2001 

This \\ill clearly be a continuing project, 
funding needed \\ill, however, depend on 
the availability of qualified candidates. 

There \\ill be a continuing need for support 
of health education activities, especially 
recogni1ing their importance in support of 
the malaria control programme, in particular 
the bednets. 

Continuation of cooperation at similar or 
expanded levels. Some prmision~ for short
term consultants mny be needed. 
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Major areas of activUies 

5.2.1 Malaria and other tropical disease 
control (CTD) 

ll1e new plan of operations for malaria 
control deserves full technical and lin;mcial 
support. One malariologist 11ill be stationed 
at SIMTRI to work witl1 tlw programme 
m:mager. A second malariologist will be 
stationed in lloniara but his/her time 11ill be 
divided between Solomon Islands, Vanuatu 
and Papua New Guinea. Supplies and 
cquipmcn~ mainly bcdnets and insecticide, 
will be pr01idcd along 11itl1 funds for !ruining 
of field staff It is expected that other 
donors in addition to WIIO, AID Ail, and 
JICA will join in supporting tl1e programme. 

5.2.2 Leprosy elimination (LEP) 

Funding has been slashed for this important 
activity. 1l1ere is clearly room for additional 
support since other agencies have not shmm 
an interest in tl1is programme. 
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1be new plan of operations covers the 
pmod I 9'J-I- 1998 and will require continued 
technical and fmancial input Efforts 11ill 
have to be made to attract additional outside 
fw1ding. 

Furtl1er, expanded support 11 ill be needed. 



SOLOMON ISLANDS 

. 
Estimated obligations 

Programme 
Regular budget Other sources 

1994·1995 1996·1997 Increase (Decrease) 1992·1993 1994·1995 1996·1997 Source 
of 

US$ US$ US$ % US$ US$ US$ fund• 

2.2.3 International 
cooperation for 
health 29600 (29 600) (100.00) 

2.3 Health sib.Jation 
and t~nd 
assessment 19000 5000 (14 000) (73.68) 

3.1 Organization and 
management of 
health systems 
based on primary 
health care 288100 379500 91 400 31.73 5000 FS 

3.2 Human resources 
for health 469500 322600 (146 900) (31.29) 

4.1.1 Health of women 
and children, 
and family planning 183100 274 300 72400 FP 

4.3.4 Other health 
protection and 
promotion activities ' 

for healthy lifestyles 63900 55800 (8 100) (12.68) 

4.5.1 Water supply and 
sanitntion 204400 97900 (106 500) (52.10) 

5.2.1 Malaria and other 
tropical disease 568 400 530200 (38 200) (6.72) 133 900 28200 FB 
control 77700 FS 

5.2.2 Leprosy elimination 15000 5000 (10 000) (66.67) 

5.5.1 AIDS 176 200 55000 FX 

TOTAL-Solomon lslando 1657 900 1 396000 (261 900) (15.80) 575900 357 500 72400 
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TOKELAU 

1. National health and health development situation 

Tlte administrative headquarters of Tokelau is moving from Samoa to Tokelau with changes in tlte 
infrastructure. This \\ill have a substantial impact on the development of health services. Delivery of primary 
healtl1 care to the Tokelau atoll communities is to be recognized. A "centralized" diagnostic service is planned 
which will support primary health care by delivering a form of secondary care. The main emphases are on tl1e 
development of a laboratory service, an X-ray unit, a health education programme and the improvement of 
facilities tltat provide secondary care. 

Recording and reporting of health infommtion need to be improved so tl1at cost-effective planning of 
senices can be assured. S~ills are also needed in epidemiology to assess the healtlt trends in tl1e population. 

Socioeconomic indices show certain healtl1 indicators at a relatively high standard. Infant and maternal 
mortality rates are low, immunization status against tl1e six EPI diseases is very high ( 100%) and tl1ere have 
been no cases of childhood commtmicable diseases. 

T11e changing way oflife in tl1e atoll communities is a challenge to the provision of primary health care. 
Noncommunicable diseases are important causes of morbidity and mortality. lnl982 the mortality rate due to 
cardiovascular diseases was 31% of the total. In 1983 the rate was 33%, and in 1988, 37%. Blood pressures, 
of90mm Ilg diastolic and greater, are seen in 35.9% of women and 23.4% of men aged 30 years and over. 
Obesity is a common problem, \\ith prevalence rates of70% for men and 82.5% for women aged 30-39 years. 
Random blood sugars of7 mmol/litre and above for tlJC same group appear in 18.2% of the men and 28.4% of 
tl1e women. 

Altl10ugh the incidence of childhood diseases has been decreasing, communicable diseases continue to 
be important causes of morbidity. Tlte nutritional status of communities largely detennines the prevalence of risk 
factors in community health, including oral healtlt 

Tltere is a need to organize a viable primary health care infrastructure incorporating the community, 
nongovemmental organizations, tlte Education Department and various interest groups to address problems 
relating to nutrition, smoking and alcohol consumption, AIDS, and impacts of changing lifestyles of the atoll 
people. 

Tlte health service delivery system needs to emphasize tlte healtlt of special groups such as mothers and 
children, adolesCCllts and tlte elderly. Adolescent development is of special interest; the focus is on avoiding tl1e 
ris~s inherent in a clJallging lifestyle, and on sexually transmitted diseases. Tite roles of emerging nongovernmental 
organit.ations need to be clarified to coordinate tlteir involvement witlt the delivery of primary healtl1 care to 
special groups. 

Tlte provision and maintenance of adequate water supplies and sanitation facilities are a priority in tlte 
atoll environment. Government support in these areas emphasizes the development of water supplies and !he 
improvement of sanitary facilities for individuals in tlte commtmity. 
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2. Summary: WHO collaborative programmes and relevant programmes 
implemented by other agencies 

Outcomes of the collaborative programmes for 1992·1993 and 1994·1995 

TOKELAU 

Most of the origin:U programme for the two bienniums was devoted to human resource development in 
the education and training of medical arid nursing personnel and auxiliary health workers. Short-term courses 
were completed in 1992 and 1993, but rmst of those planned for the 1994-1995 biennium were not implemented 
because of budget cuts. 

With the move of the administration to Tokelau from Samoa and the development of better procedural 
facilities in Tokelau, a much-needed X-ray machine and accessories were provided in addition to the original 
budget allocation to enable this essential diagnostic service to be put in place. 

A short-term consultant under the GPA programme was appointed for education of the population and 
training of the staiT of the education and health departments on a \\ide range of topics concerning AIDS and 
sexually transmitted diseases. 

Much-needed collaboration in the fields of environmental health and water supply and sanitation was 
also pro\ided to enable a better sanitation system and solid waste dispos:U metlwds. 

! 

Programmes Implemented by other agencies relevant to 1996·1997 activities 

UNFPA initiated a project to provide a doctor to enhance the development of a maternal and child 
health programme and to deliver training programmes on family health matters. A small amount of essential 
supplies and equipment was pro\ided by the project to enable the doctor to perform general medical duties. 

' Several local training activities took place and were contributed to by a variety of personnel from WI 10 
and the New Zealand Government who visited Tokelau during the period. The outcome was a better developed 
family health programme and more community involvement leading to a better understanding of health matters, 
particularly pertaining to women. 

Mechanisms to evaluate programme progress 

The achievement of the Department of Health's objectives can be measured from changes in the key 
socioeconomic and health indicators in the WI 10 document HST/90.1 on Evaluating the Strategies for I lealth 
for All by theY ear 2000. Additionally, there is a monthly reporting system for evaluating health activities and 
monitoring the illnesses occurring in Tokelau. 
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3. 1996·1997 country activities 

Major areas of activities 

2.3 Health situation and trend 
assessment (HST) 

Government intends to look closely at the 
cost-eiTectiveness of its health system and 
to provide regular epidemiological 
assessment for future planning. Appropriate 
indi\idu:ll and group training is sought 

3.2 Human resources for health (HRH) 

Medical undergraduate training will 
continue, one year being spent during the 
biennium working under local conditions as 
a primary care practitioner. The first two 
years of a three-year Health Inspector 
course \\ill take place in this biennium in 
Fiji 

4.3.3 Oral health (ORH) 

With changes in diet and dental health 
practices, it is time to evaluate and, if 
necessary, redirect the oral health 
progrnnJme \\ith specific emphasis on 
prevention of oral diseases. Government 
requests technical support for d1is purpose. 

4.3.4 Other health protection and 
promotion activities for healthy 
lifestyles (OHP) 

Activities will focus on heald1 promotion to 
counteract the decrease in physical exercise 
since the introduction of boats with outboard 
motors. 
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Projections for 1998-2001 

Evaluation and planning \\ill continue. 

The medical undergraduate course will 
continue until completion in 1999, while the 
Heald! Inspector course \\ill be completed 
in !998. Consideration \\ill be given to 
training of other heald1 personnel. 

Evaluation of the newly designed 
programmes will be carried out by 
systematic follow-up of individuals. 

The programme is expected to continue. 



Major areas of activities ' 

' 

1l1e incidence of smoking and alcohol 
coosumptioo is al:Jilllingly high and tl1e long
term consequences are considerable. The 
programme is aimed at targeting changes 
in behaviour of young people,' and law 
enforcement to limit substance abuse. 

TOKELAU 

Projections for 1998-2001 

This project is expected to continue into the 
next biennium. 

Estimated obligations 

Regular budget Other sources 
Programme 

1994-1995 1996-1997 lncrease(Decrease) 1992-1993 1994-1995 1996-1997 Source 
of 

US$ US$ US$ ~. US$ US$ US$ funds 

2.2.3 International 
coopemtion for ' 

health 16500 (16 SOD) (100.00) 

2.3 Health situation 
and trend 
as~ssment 6400 6400 

' 

3.1 Organization and 
management of 
health systems 
based on primary 
health care 5100 (5 100) (100.00) 

3.2 Human resources 
for health 29400 33400 4000 13.61 

4.1.1 Health of women 
and children, end 
lamily planning 24200 6200 FP 

4.3.3 Ornl health 14000 14 ODD 

4.3.4 Other health i 
protection and 
promotion 
activities for 
healthy lifestyles 6200 6200 

5.5.1 AIDS 5300 20000 FX 

TOTAL-Tokelau 51 ODD 60000 9000 17.65 29500 26200 
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TONGA 

1. National health and health development situation 

TI1e health status of the people of Tonga is relatively satisfactory compared with other developing 
countries. 

The life expectancy at birth for botl1 sexes was estimated to be 63 years in the mini-census of 1986 and 
is projected to be about 68 by 1994. The crude birth rate has continued to decline, reaching 26 per 1000 
population in I 993. The total fertility rate was projected to be 4.1%. The maternal mortality rate was recorded 
as 14 per I 0 000 in 1992. The crude death rate was recorded in 1992 as 4.3 per I 000 population The infant 
mortality rate in I <)<J2 was recorded as 6.1 per I 000 live birtlJS. 

In I 992, available data showed that the following were responsible for more than 50% of the total 
hospitalizations: diseases oftl1e respiratory system; complications of pregnancy, child birth and puerperium; 
infectious and parasitic diseases; injury and poisoning. TI1ese were also the diseases that caused more than 
50% of morbidity. Although there has been a significant overall decline in mortality from infectious diseases, 
mortality from neoplasm and diseases of the circulatory system continue to increase. 

The adoption oftl1e primary health care approach to promote health and prevent diseases has resulted 
in decentralization of health care services. Appropriate healtl1 care services are increasingly accessible to the 
population ofTonga 

The cost of providing health and medical services to the public has risen steadily over the years. The 
estimates of recurrent expenditures of the Ministry of llealth for the past five years indicate an annual growth 
rate of II%, mainly due to high cost escalation in health care, especially institutional care services. The 
expenditure estimates for the I 993-1994 financial year represent about 12% of the total Goverrunent budget 
TI1e overall per capita recurrent budget is US$ 63.32 as compared to US$ 39.65 in the 1988-1989 financial year. 

TI1e focus of development of human resources for health has changed from increasing the quantity of 
hcaltl1 personnel to improving the quality of health care services. 1l1e implementation ofThe Health Practitioners 
Registration Act \\1ll be an effective mearJS of strengthening this development It is of vital importance to 
formulate a national healtl1 workforce plan to guide the development of human resources for healtlt 

TI1e Nationalllcaltll Development Committee (NHDC) continues to play a major role in health planning 
and development. TI1e objective is to make essential health services available and readily accessible to all. 1l1e 
management development of district health care S}~t= will therefore continue to be important in the 1996-1997 
biennium 

lmmunii.ation programmes are generally organized centrally except in isolated peripheral areas where 
refrigerators arc available. The immunization coverage is generally high (88.99%) although measles immuni:tation 
coverage is lower. 

Tonga has reported a total of six confirmed cases of AIDS/IIIV infection as at December 1993. Four 
AIDS cases have died. Tonga will continue its screening programme through testing of blood and the assistance 
of government and nongovernmental organiz.ations in health education 
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The policies which need to be 'further intensified during this biennium will include the following: 
institutionalizing nnd sust:uning primary health care; development of health programmes/projects \\hich support 
community-based health projects/activities to ensure continuing active community participation; improvement of 
the welfare nnd health sl:ltus of the population by strengthening health programmes nnd reducing morbidity and 
mortality rates from communicable diseases; more equitable distribution of health care facilities and services; 
collaboration \vith and provision of appropriate support wherever possible to nongovernmental orgnniz.1tions that 
arc active in the health field; organi7.ational development of the district health care system; continuing 
education of health mnnpower according to needs; periodic joint work planning nnd evaluation of projects/ 
programmes; conduct of special studies including research in selected areas for improvement of health care 
delivery; continuing technical cooperation \\ith bilateral agencies nnd multilateral orgnnizations; development of 
a cost containment programme \\ithin the Ministry; preparation of the Ministry of! lealth 's operational health 
plan; the need to respond to emerging noncommunicable diseases; nnd preparation of a health \\urkforce plan 
to guide human resources for health development 

' 

2. Summary: WHO collaborative programmes and relevant programmes 
implemented by other agencies 

Outcomes of the collaborative programmes for 1992·1993, 1994·1995 

Dy 1992, 100% of the population had easy access to adequate nnd safe water supply. In mnny areas, 
second nnd third generation pumps ani providing a continuous supply of water. The national snnitation 
programme which became operational in 1984-1985 has been expanded to provide appropriate sewage disposal 
facilities to households in low-l)ing areas. 

The development of human resources during 1992-1993 nnd 1994-1995 has continued to be a high 
priority. The development programme focuses on the need for specialized training in various areas nnd on 
obtaining the right mixture of staffing skills at all levels. 

The current programme now includes other speciality areas such as internal medicine, anaesthcsiology, 
community health, psychiatry, obstetrics, paediatrics, radiology and orthopaedic surgery. Other speciality training 
needs of various areas need to be properly addressed. This clearly indicates the shifi in the focus and emphasis 
of planning. Instead of increasing numbers of health personnel, the quality of health services is to be improved. 
The fellowship programme \vill continue to be an important component of the WHO collaborative programme 
for the 1996-1997 biennium 

The emphasis on attaining reasonable standards of health for all people in Tonga in every community 
has posed a challenge for health services planning and management. Health services have been decentralized 
to improve coverage and consumer accessibility and to encourage involvement and self-reliance at local level. 
The development of the health system infrastructure is therefore ne~.essary to generalize the usc of the primary 
health care approach. 

1 lospil:lls cater to 57% of the total population, and health centre services cater to the remaining 43%. 
Health services provide at least 20 essential drugs \vithin one hour of travel. This achievement was only made 
possible through the development ofprim.'ll)' health care services. 

The percentage of deliveries attended by trained health personnel was 94% in 1992. Traditional birth 
attendants attended 78% ofhome deliveries. 
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There has been a dramatic improvement in the coverage of the expanded programme on immunization 
\\itlJ90% of infants fully immunized. 

It is estimated that only 30"/o to 35% of the eligible population practised family planning in 1992. 

In summary, progress has been achieved in many areas, including institutionaliting and sustaining 
primary health care; providing accessible health facilities and services such as adequate and safe water supplies 
and essential health care in nearly all remote areas; shifting the focus and emphasis of planning from increasing 
numbers of health personnel to improving quality of health care services, and developing health programmes/ 
projects that ,,;ll support the community-based health programmes to ensure community participation. In 
addition, there has been intersectoral collaboration in planning and management of public health programmes 
such as AIDS prevention and control, maternal and child health, communicable and noncommunicable diseases 
prevention and control and mental healtl1. Water and sanitation has been a focus as has improving the efficiency 
of the drug supply support system; strengthening the Ministry ofHealth planning process through the formation 
of the Health Planning and Information Division; establishing a computerized drug inventory control system; 
and establishing a database for planning and decision-making and for reviewing programme performance. 

Programmes Implemented by other agencies relevant to 1996·1997 activities 

Tonga continues to rely heavily on external aid for its infrastructure programmes. This consists of both 
grants and concessionary loans. In the 1993-1994 fmancial year, the Ministry of Health received 3.9% of the 
total aid under the Australian Development Cooperation, a decrease of 5.6% from the previous financial year. 
Under tl1e New Zealand Government bilateral aid programme, the Ministry ofHealtl1 received 8.4% of the total 
allocation in tl1e 1993-1994 fmancial year. This is projected to rise to 10.5% in 1995·1996. The Ministry of 
I lealth receives 3.3% of the total resources in the Lome Ill Programme. 

Mechanisms to evaluate programme progress 

1l1e infrastructure for monitoring and evaluating programme performance was set in place with the 
fom1ation of tl1e Health Planning and Information Division. Its prime responsibilities include collection, compilation, 
analysis <Jnd dissemination of health statistical information necessary for planning and decision-m:Jking. 

1l1e Government has adopted development planning on a live-year basis. The current plan is the Sixth 
Five-Y car Development Plan, and covers U1e period 1991-1995. According to the national planning mandate, 
each Ministry is required to m:Jke a joint mid-term evaluation \\ith the Central Planning Department 

The llealth Planning and Information Division was directly responsible for the mid-term review of the 
Fourtl1 and Fiflh Five-Year Development Plans and the year-end review of the Fiflh Five-Year Plan. It is now 
conducting a management evaluation of the Stxth Five-Year Development Plan which will also include a review 
of programme performance in the WHO Detailed Programme Budget for Tonga, 1992-1993 biennium. A 
dat<Jbase has been established as a management tool for this evaluation mechanism. 
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3. 1996-1997 country activities 

Major areas of activities 

2.1.2 Health legislation and ethics (HLE) 

\VIIO cooperation will be needed in 
developing regulations and guidelines for 
successful implementation oftl1e new Public 
llcaltl1 Act, to support the Ministry ofllcalth 
in its implcmcnt:Uion. 

2.3 Health situation and trend 
assessment (HST) 

There is a need to strengthen the 
development of the health information 
management system for planning and 
decision-making. WIIO cooperation in 
terms or technical expertise and training 
\\ill be sought ' 

3.1 Organization and management of 
health systems based on primary 
health care (PHC) 

WllO cooperation will be needed to 
strcngtl1cn national health planning capability 
at all levels. WHO cooperation will be 
sought in terms or technical expertise, 
fello\\~hips and supplies and equipment 

Tile healtll care S)~tcm is facing significant 
resource constraints given the hca\y reliance 
on infrastructural development programme 
funding by donor agencies. WHO 
cooperation \\ill be sought in terms of 
technical expertise to explore health 
financing options. (2.1.1 Health and 
socioeconomic development) 
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Projections for 1998·2001 

WIIO cooperation \\ill continue to he 
required for reviewing tl1e implementation 
and expansion to other areas. 

WllO cooperation \\ill continue to identify 
Minimum Basic Data Set (MBDS) and to 
review tl1e Ministry ofllcalth's database. 

\VIIO cooperation will be required to 
strengthen national health planning 
capability. 

There will be a need for Wl!O technical 
cooperation to continue evaluation of 
financial costs :md revenue recovery oftl1e 
Ministry ofllealtl1. 
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Major areas of activities 

3.2 Human resources for health (HRH) 

'Il1ere is a need to continue developing a 
suitable nursing curriculum and continuing 
education programmes for nurses. It \\ill 
also be necessary to develop teaching and 
evaluation skills of Nursing tutors and 
Clinical Nursing preceptors and to improve 
nursing practice standards. 

3.3 Essential drugs, vaccines and other 
supplies (EDV) 

ll1e Govemment needs to further strcngtl1cn 
the dmg supply support system to secure 
:md dispense essential dmgs effectively and 
economically. WHO cooperation is 
expected in hwnan resources devclopmcn~ 
further follow-up on tl1c drug inventory 
programme initiated by the Regional Office 
in I 9X9, and tl1e introduction and installation 
of tl1e WIIO model software on drug 
rcgistral.mn. 

3.4.2 Clinical, laboratory and imaging 
technology (CL T) 

In tl1e light of significant improvement in 
various aspects, a long-tem1 WIIO post 
was terminated in March I 994. The 
programme will continue to need WHO 
support to secure essential laboratory items 
:md to deliver laboratory services to outer 
isl..:~ds. Imaging technology has been 
updated through installation of 
ultrasonographic machines and WIIO inpu~ 
ie. provision of fellowships, a consultant 
for ultrasonography and a workshop. Similar 
activities will be continued to upgrade 
imaging technology in Tonga under WIIO 
collaboraoon. 
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To be continued and expanded 

To be continued as an essential programme. 

WHO is expected to continue support for 
tl1is programme. 



Major areas of activities · 

4.1.1 Health of women and children, and 
family planning (WCH) 

WIIO support to secure essential vaccines 
\\111 he sought, as an interim measure 
towards Tonga's achieving vaccine self· 
sufficiency. (5.1 Vaccine and immuninllion, 
including poliomyelitis eradication) 

Diarrhoeal diseases continue to be a 
problem in Tonga. WHO support is 
required to further strengthen the national 
control programme of diarrhoeal diseases 
including cholera. (5.3.1 Diarrhoeal 
diseases, including cholera) 

Acute respiratory infections continue to be 
a problem in Tonga. WHO collaboration 
is required for an effective surveillance 
system and control programme. (5.3.2 
Acute respiratory infections) 

4.2 Mental heaHh (MNH) 

To sustain and develop national capabilities 
in prevention and control of mental health 
problems, the support of WHO will be 
needed in the development of national 
policies and programmes. 

4.3.2 Prevention and control of substance 
abuse (alcohol, drugs, tobacco) 
(ADT) 

There is increasing awareness of substance 
abuse, particularly alcohol, with an 
increasing number of cases of alcohol· 
related death and injury. WIJO technical 
support will be requested to plan 
programmes to prevent and control alcohol 
and drug-related problems. 
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To be decided in consultation \\itl1lJNICEF 
ond donor agencies. 

WIIO collaboration \\ill still be required. 

WIIO collaboration \\ill still be needed. 

WIIO collaboration will continue to be 
required. 

WHO collaboration \\ill still be essentiaL 
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Major areas of activities 

4.3.3 Oral health (ORH) 

In the past tl1is programme has relied on 
WIIO input for supplies and equipment and 
local and overseas training for dental healtl1 
personnel. \VIIO cooperation \\ill be 
sought to furtl1er strcngtl1en tl1c oral health 
programme, especially in prosthetics. 

4.3.4 Other health protection and 
promotion activities for healthy 
lifestyles (OHP) 

lllc llcaltl1 Education Section in tl1c Minisl!y 
of llealth has improved its capability 
tl1rough \VIIO fellowships and installation 
of audiovisual equipment. l11e Section is 
actively involved in infonmation, education 
and communication (IEC) services to 
facilitate health progranunes oftl1e MinistJy 
of llealtlt Furtl1er WHO support will be 
sought to continue public health education, 
development of IEC materials and starr 
training in audiovisual facilities. ( 4.3.1 llcaltlJ 
education) 

·n,is is one of the priority programmes of 
the Ministry of llealtl1. WIIO support \\ill 
be needed to train various categories of 
healtl1 personnel to develop plans for hcaltl1 
ofthe elderly. (4.1.4 llealtlJ of the elderly) 

4.4.1 tlutr~ion (Nun 

Although the Nutrition Section in the 
MinistJy ofllcaltl1 has improved manpower 
by assigning well qu:~ificd nutritionists, tl1eir 
capabilities arc not fully utili1.ed due to 
limited financial resources WIIO ,,;11 
support a review of past activities and tl1e 
local production ofiEC materials. 
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Projections for 1998-2001 

Will continue. 

Continued \VIIO support in tl1is programme. 

To continue in view of the increasing 
number of aging population 

11Jis programme will continue to promote 
hcaltl1y lifestyles. 



Major areas of activities 

4.5.1 Water supply and sanitation (CWS) 

Development of a safe water supply in rural 
areas and sanitation projects arc priority 
programmes in the Ministry of Health. 
WHO collaboration is required for the 
national sanitation demonstration project, 
monitoring water quality and staff training 
locally and abroad. 

4.5.3 Chemical safety (PCS) 

Chemical safety is an increasing concern 
in view of grO\\ing importation and usc of 
potentially toxic chemicals both in 
agriculture and industry. WHO technical 
support will be requested to develop 
chemical safety guidelines. 

5.5.2 Sexually transmitted diseases (STD) 

Support is required to strengthen the control 
programme for sexually transmitted 
diseases. 

5.7.3 Other noncommunicable diseases, 
including genetic disorders (NCO) 

Cardiovascular diseases and diabetes 
continue to be growing problems. WIIO 
collaboration will be needed to further 
develop prevention programmes. (5. 7.1 
Cardionscular diseases) 

In the field of public education, WHO 
support \\ill be sought to promote people's 
awareness of the relationship between risk 
factors and cancer. (5.7.2 Cancer) 

TONGA 

Projections lor 1998·2001 

Will continue as an ongoing programme. 

WIIO collaboration \\ill continue. 

Continued support \\ill be rcquirLxl 

Will continue as an ongoing progr;unmc. 

WIIO support \\ill s!JII be necessary. 
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Major areas of aclivHies 

5.8 Disability prevention and 
rehabilitation (DPR) 

Although workshops hm·e been repeatedly 
organized in the Ministry of I lealth, 
community-based rehabilitation services 
have not yet materialized Further WHO 
support\\ 111 be sought in tl1is field. 

ll1cre is a need to develop an occupational 
hcaltl1 programme in viewoftl1e increasing 
likelihood of workers being situated in 
hazardous work places, e.g. light industry, 
chemical plants, C\posure to pesticides, boat 
building. WIIO cooperation is expected in 
training of health staff and in policy 
formulation. (41.5 Occupational health) 

Projections for 1998·2001 

Will continue in the field of community· 
based rehabilit:ttion services. 

To be continued and expanded. 

Estimated obligations 

Regular budget Other sources 
Programme 

Source 1994·1995 1996·1997 lncrease(Decrease) 1992·1993 1994·1995 1996-1997 
or 

US$ US$ US$ % US$ US$ US$ funds 

2.1.2 Health legislation 
and ethics 20000 13000 (7 000) (35.00) 

2.3 Health situation and 
trend assessment 31 300 19000 (12 300) (39.30) 

3.1 Org~mization and 
management of 
health systems 
based on primary 
heo.l!h care 422 800 381 500 (41 300) (9.77) 

3.2 Human resources 
for health 163 700 298 600 134 900 82.41 14 300 DP 

3.3 Essenial drugs, 
vo.ccines and 
other suppl1es 62000 66900 4900 7.90 

3.4.2 Clinical, laboratory 
and imaging 
technology 316 300 103900 (212 400) (67.15) 
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Estimated obligations 

Programme 
Regular budget Other sources 

1994-1995 1996-1997 Increase (Decrease) 1992-1993 1994-1995 1996-1997 Source 

US$ US$ US$ % US$ 
of 

US$ US$ fund !I 

3.4.3 Drug and 
bioiOIJicols quality, 
safety and efficacy 19300 (19 300) (100.00) 

4.1.1 Health of women 
and children, and 
family planning 29000 29000 121 000 172600 51 900 FP 

4.1.4 Health of the elderly 9000 (9 000) (1 00.00) 

4.2 Menl.ll health 16000 16000 

4.3.2 Prevention and 
control of substance 
abuse (alcohol, 
drugs, tobacco) 55900 16000 (39 900) (71.38) 

4.3.3 Omlhealth 172 500 93600 (78 900) (45.74) 

4.3.4 Other health 
protection and 
promotion activities 
for heolthy ltfestyles 18 000 35300 17 300 96.11 

4.4.1 Nutrition 49700 27000 (22 700) (45.67) 

4.5.1 Water supply 
and sanitation 62000 . 37700 (24 300) (39.19) 

4.5.3 Chemical safety 13000 3000 (10 000) (76.92) 

5.2.1 Malaria and other 
tropical disease 
control 13500 (13 500) (100.00) 

5.5.1 AIDS 122 400 55000 FX 

5.5.2 Sexually transmitted 
diseases 3000 3000 

5.7.1 Cardiovascular 
diseases 24800 (24 800) (100.00) 2900 13 800 VD 

5.7.3 Other 
noncommt.r~icnble 

diseases, inciOOing 
genetic disorders . 20500 20500 

5.8 Disability prevention 
and reMblitntion 5000 5000 

TOTAL-Tonga 1 453 800 1 169 000 (284 800} (19.59) 260 600 241 400 51900 
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TUVALU 

1. National health and health development situation 

Tuvaluans generally enjoy good health Malnutrition nnd related diseases are not a serious public health 
problem. Noncommunicable diseases nnd their complications, however, are becoming a source of great 
concem. TI1e major diseases of public health importnnce are respiratmy infections, skin diseases, diarrhoea, 
tuberct~osis,lish poisoning, hepatitis D nnd, to a lesser exten~ filariasis, cnncers nnd accidents. 

Average life expectancy (ligures from 1991 census) is 67.2 years for men nnd 64 years for women. 

ll1e water supply is gradually improving although shortages cnn still occur in low rninfall periods in some 
areas. TI1e Government has maintained mosquito nnd fly control programmes nnd has improved its state of 
readiness to combat outbreaks of mosquito-borne diseases. A "lire brigade" network against arboviral 
diseases, ru1d the necessary port sanitation procedures (including aircraft disinsection) are in place. 

Disposal of organic and inorganic wastes poses continuing problems due to the bck of dump sites and 
topsoil for hmdfills. 

All matters relating to healtl1 are dealt witl1 by the Ministry of Health, Sports and Human Resource 
Development. ll1e llealtl1 Department is headed by the Director of Healtlt A Chief of Medical Services, 
Chief of Public I kalth and Chief of Nursing Services have been appointed for the proper functioning oftl1ese 
departments. 

Curative health services are administered through the Princess Margaret llospital at Funafuti which is 
tl1e main referral hospital for tlJC outer islands. Various aspects of public health are looked afler by the Public 
llcaltl1 Department. On each of tl1e outer islands tl1ese services are provided by two nurses. Nurses on tl1e 
outer islands arc responsible for all health activities. They arc supported by sanitation, and maternal and child 
health aides. 

ll1c Government's health programme is based on promotion of better health through primary health 
care, which emphasizes preventive and simple curative services at community level. Very sick patients are 
tnmsfcrrcd from outer islands to the referral hospital in Funafuti. 1l10se requiring specialized hospital care are 
referred overseas for advanced treaOnent. 

Emphasis is placed on tl1c development of human resources for healtl1 through overseas studies and 
local training. ll1is is undertaken as funds become available, for improvement of tl1e skills ru1d management 
capabilities of local staff. Continuous input is required for various ongoing programmes, especially tl10se on 
imJlllnlitatioll 
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2. Summary: WHO collaborative programmes and relevant programmes 
implemented by other agencies 

Outcomes of the collaborative programmes for 1992·1993, 1994·1995 

Joint WllO/country programmes are difficult to assess at this early date. llowever, gaps in training of 
health staff are being filled. 

Vaccin:Uion ofnewbom infants against hepatitis n is under way, using vaccines supplied in late I 9'J3. 

1l1e Global Programme on AIDS will continue to strengthen the capacity of the National AIDS 
Programme for programme management and planning, as well as IIIV/AIDS and sexually transmitted disease 
case management and epidemiological sun•eillance. 

Mechanisms to evaluate programme progress 

Evaluation is carried out on a regular basis by the senior officials in charge oftl1c activities involved. 

3. 1996-1997 country activities 

Major areas of activities 

3.2 Human resources for heal!h (HRH) 

The need for training \\ill continue because 
of impending shortages in the health 
workforce, especially nurses in the remote 
islands. On-the-job training \\ill also be 
required to improve public health and clinical 
skills. 

4.5.1 Water supply and sanitation (CWS) 

The safety and adequacy of water supply 
will be improved through training and 
provision of m1terials. 

5.1 Vaccine and immunization, including 
poliomyelitis eradication (VID) 

EPl has been supported by WHO in the 
pa.~t. llowe,·er, in view of high prevalence 
of hepatitis n, Hn vaccine is required for 
all infants \\ithin tl1e national immuniz:Uion 
programme. 
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Projections for 1998-2001 

Training \\ill require continuing support. 

This project \\ill require furtl1er input 

111is programme will require continuing 
support. 
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Major areas of activities 

5.2.1 Malaria and other tropical disease 
control (CTD) 

Outbreaks of dengue fever remain a 
constant threat in Tuvalu, tlte latest being 
in July/August I 'J'JO. Witl1 increases in 
international travel, suf\"eillance and control 
measures at air and sea ports need 
improvement 

Filariasis is possibly the most common 
parasitic disease in Tuvalu. Mass drug 
administration campaigns arc planned for 
tl1c l'J'J.J-191)5 biennium Significant WHO 
collaboration is needed. The planned 
fello\\ship training is a good starting point 

Projections for 1998·2001 

Will require continuing support 

Estimated obligations 

Programme 
Regular budget Other sources 

1994·1995 1996·1997 Increase (Decrease) 1992·1993 1994·1995 1996·1997 

US$ US$ US$ '1'. US$ US$ US$ 

3.1 Organization and 
management of 
he.:1lth systems 
based on primary 30400 
health care 15 600 12 400 

3.2 Human resources 
lor heolth 83200 83200 

4.1. 1 Health of women 
and children, and 
family planning 80700 3500 

4.5.1 Water supply and 
S.lnit.:ltion 26000 26000 

5.1 Vaccine and 
immuniziltion, 
including poliomyelitis 
er<:~dication 4000 4 000 

5.2.1 Malaria and other 
trop1cal disease 
control 2800 2 800 

5.5.1 AIDS 16900 20000 

TOTAl· Tuvalu 116 000 116 000 143 600 35900 
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VANUATU 

1. National health and health development situation 

Since Independence in 1980, health and education have been tl1c highest priorities in tl1c Government's 
social sector expenditure. Together these elements account for more than 30% of all government expenditure, 
\\itl1 healtl1 almost nlw;tys capturing around I 0%. Improved preventive behaviour has been noted as educational 
levels increase and n larger proportion of the population has access to, and acts upon, health education messages, 
renected in increasing usage of preventive services. For example, for a number of years more tl1an 90% of 
pregnant women have been attending antenatal sen ices. TI1is clearly indicates tltc combined effect of increased 
educational levels, good programme management and the impact of interventions. 

Population gro\\th is considered one of the key components for the economic and socioeconomic 
gro\\th of Vanuatu. The census of 1989 established growth of2.4% per annum and tlms it remains hiBh on the 
agenda in the coming years. 

The main objectives of the Third National Development Plan ( 1992-19'J6) arc geared towards: econom1c 
self-reliance, improvements to the quality of life in the rural areas, and reductions of imbalances in development 
status between different regions. 

Income levels or Ni-Vanuatu households remain relatively low. As approximately XO% of the Ni
Vanuatu population arc subsistence fanners, basic food needs arc generally met. llowever, critical periods 
occur during the annual cyclone season which has a devastating impact on crops, living habitat and service 
infrastructure. Rapid urbanization and accompanying changes in food preparation and consumption habits 
like\\ise pose new threats. 

Economic development is slow as indicated by relatively low levels or Ni-Vanuatu gross domestic 
product per head of population (approximately US$ 350, practicnlly unchanged from the period 19Hr. to I 'JX'J) 
During the 1980s, Vanuatu experienced a 34% population gro\\th. Any gains in economic performance thus 
competed \\itl1 increased demand for public sector spending. 

Like so many Pacific island nations, Vanuatu has not yet overcome its chronic shortage of skilled 
labour. This lack is felt particularly in the areas of appropriately trained medical and dental personnel, and 
laboratory and radiology technicians. Improvement is needed in management and planning skills at the district 
level of health administration. Pre\ious efforts in this area aimed to establish a five-year health development plan 
( 1992-1996), and to create a longer-term workforce development plan ( l992-200ii) ll1c proposed progranm1c 
budget is a renection or the priorities identified in these plans. The outcome oftltcsc actilitics is likely to improve 
several dements of the managerial process in support oftl1e Government's gonl of"Oetter llealth for All by tltc 
Year2000". 

Communicable disease control remains a high priority. The latest available data from the I'J'J I annual 
statistical report of the hcaltl1 department indicate the follm\ing as the ten leading causes of morbidity (listed in 
descending order): skin diseases (other); malaria; other respiratory infections (including sore tl1roal dl)' cough, 
bronchitis, pneumonia, innucnza, and asthma); acute respiratory infections (children under four years of age); 
scabies; worms; diarrhoea (nil ages); conjunctivitis; trauma/fracture; and tootlvgum dl'casc. 
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Tuberculosis and leprosy case detection has contributed to a more systematic approach towards 
implementation of preventive and curative measures in this area. During I'!'! 1, 1 '!new cases of leprosy were 
detected. During tl1c san1c period, 1 52 cases of tuberculosis were confirmed. 

Covcraee by the expanded programme on immuni~ation is already well on the way to reaching regional 
and glob:~ target levels during tl1c early I '!<JOs. 

National coverage figures (t '!'! 1) indicate tl1e following levels for children below one year of age: 13CG 
1 00%; DI'T X3%.; poliomyelitis X2%; measles 63%; and hepatitis 13 44%. 

No cases of poliomyelitis were found throughout tl1e 1 980s and early 19<J0s. lmmunit.ation coverage of 
more tl1:u1 HO% was reached in two districts during 19') 1. l11c aim to reach tl1c highest coverage possible oftl1c 
eligible population groups for the otl1er vaccine preventable diseases by tl1e end oftl1c programme period in 1 '!'!7 
is being pursued vigorously. 

A progr:unmc for tl1c prevention and control of sexually transmitted diseases and II IV/ AIDS was 
successfully established in the late I'!XOs. While no case ofii!V/AIDS had been reported in Vanuatu up to 
1 '!'!3, tl1c programme remains vigilant. l11e I '!'!4-1 '!'!6 medium-term plan (MTI'), witl1 its emphasis on 
education and prevention continues to be implemented. 

Environmental healtl1 remains a concem. However, witl1 the thrust of development policy geared 
towards tourism development and an industrial sector \\1th low-density pollution levels, the risks caused by air, 
ground, or water pollution arc minimal. llowever, tl1ere is a continued need for vigilance in environmental healtl1 
matters related to food safety, sanitation and solid waste disposal. Malaria control activities have made good 
progrc'Ss 11 itl1 the introduction of insecticide-impregnated bed nets. 

2. Summary: WHO collaborative programmes and relevant programmes 
implemented by other agencies 

Outcomes of the collaborative programmes for 1992-1993, 1994-1995 

During botl1 budget periods w1der review, technical support to tl1e development of primary healtl1 care, 
managemmt :u1d pl:uming ofhcaltl1 services, and malaria control was provided to strengthen national capacities 
in tl1ese priority areas. In primal)· health care, a large number of community level workshops were conducte-d to 
furtl1er Cl~l:UlCC tl1c capacity of communities to take active control ofhcaltl1 development at tl1e village level. A 
mtional healtl1 development pl:u1 was created geared towards improvements in management and planning sJ..ills, 
with active participation from district and national level management personnel. Like\\ise, a highly participatory 
approach was adopted in revising tl1c health information S)~tcm. Teclmical support in malaria control focused 
on training healtl1 workers in impregnating bcdnets \\itl1 insecticide and training in tl1e usc of microscopes for 
parasite detection :u1d identification. Monitoring of drug resistance pattenlS was expanded. 

ll1e need to impro1·c tl1e qu:mtity and quality of skilled health workers continued to be rcOected in tl1c 
large proportion oftl1c operational budget devoted to human resource development. 
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Programmes Implemented by other agencies relevant to 1996·1997 activities 

The country received extrabudgetary support from UNFPA in the area of maternal/child health :md 
family plarming. The current project cycle \\ill end in 1996. A medium-tem1 plan for AIDS extends into I 'J%. 

UNICEF provided input to the development of primary health care in the area of water and sanitation, 
and Sa,·e the Children Fund of Australia provided training for primary care nurses. Inputs to tl1e implemen~1tion 
of the malaria programme were received from bilateral sources from Australia, Japan, and an international 
nongovemmcn~'ll organir.ation, Rotary International. 

Mechanisms to evaluate programme progress 

A national health development plan was created in 1992. The plan period 19'J2-19% corresponds to 
that of the overall national development plm Evaluation \\ill take place before tl1e end of 19%. The workforce 
de,·elopment plan for the period 1992-2006 will be evaluated at the same time for interim refinement :md 
necessary adjustment. 

3. 1996·1997 country activities 

Major areas of activities 

2.2.3 International cooperation for health 
(ICO) 

Support to development of programme pl:ru 
and management strengthening is needed. 
Identification of alternatives to current 
financing of health care requires particular 
attention 

3.1 Organization and management of 
health systems based on primary 
health care (PHC) 

A thorough review and evaluation ofPIIC 
approaches/strategies, begun in 1994-1995, 
\\ill orien~1tc the developments in d1is period. 
Strengthening of public health nursing \\ill 
be facilitated by fellowships, and primary 
prevention of dental diseases will be 
introduced at community level. 
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Projections for 1998-2001 

This activity should be concluded by tl1e 
end of 1997 for financing reasons. It is 
likely that support for strengthening of 
management capacity will be needed up to 
the end oftl1e reference period. 

l11e acti,ities will need furtl1cr collaborative 
input tl1roughout tl1is period. 
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Major areas of activHies 

3.2 Human resources for health (HRH) 

In line with government priorities for 
quantitative and qualitative upgrading oftl1e 
workforce, nine fellowships are 
progranJmcd. 

3.4.2 Clinical, laboratory and imaging 
technology (CL T) 

Strengthening of central and district 
laboratory staJTin handling procedures will 
be undertaken together \\ith further training 
of laboratory technicians. Radiological 
services will be improved by in-service 
seminars and training of radiologists 
including the provision of essential 
radiological equipment. 

5.2.1 Malaria and other tropical disease 
control (CTD) 

1l1e strategy of combining time-limited 
chemoprophyl:t,is and impregnated bednets 
on a community-wide scale has led to a 
visible reduction in malaria morbidity and 
mortalitytl1roug,hout tl1c previous bienniums. 
!laving identified pockets of drug resisl111ce, 
programme support \\ill focus on continued 
long-tenn staJT input, training of hcaltl1 
workers in entomology, survey 
metlmdology, :md diversified preventive and 
curative approaches in areas of drug 
resistance. Provision ofbcdncts \\ill support 
the implementation of the nationwide 
prevention strategy. 
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Projections for 1998-2001 

Workforce projections show a continued 
need for support witl1in and beyond the 
projection period. 

Activity to be continued in view of 
replacement needs of technical s~1lf 

1l1e progranJmC \\ill continue to be supported 
in line \\itl1 adjusted intervention strategies. 
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Estimated obligations 

Programme Regular budget Other sources 
1994-1995 1996-1997 lncrease(Oecrease) 1992-1993 1994-1995 1996-1997 Source 

of 
US$ US$ US$ % US$ US$ US$ funds 

2.2.3 International 
cooperation for 
health 300800 249 600 (52 200) (17.35) 

3.1 Orgrmization and 
management of 
heallh systems 

' based on primary 
health care 414 400 356800 (57 600) (13.90) 

3.2 Human resources 
for health 119300 147300 29000 24.51 

3.4.2 Clinical, laboratory 
and imaging 
technology 124 BOO 128 500 3700 2.96 

4.1.1 Health of women 
and children, and 
family plamng 239600 305 400 91000 FP 

4.3.3 Ornl health 95200 (95 200) (100.00) 

5.2.1 Malaria ond other 
tropicnl disease 
control 399500 309900 (79 700) (20.46) 

5.5.1 AIDS 171 700 90200 FX 

TOTAL· Vanuatu 1 443 000 1191 000 (252 000) (17.46) 411300 365 600 91 000 
. 
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VIETNAM 

1. National health and health development situation 

ll1~ 199 l-1995 socioeconomic development plan for the application of a market economy is being 
successfully implemented. ll1is is creating favourable conditions for tl1e improvement of health care activities 
and further development of the national healtl1 services. As a result, tl1e national health programmes have 
achicwd some important goals. 

Impressive results have been obk1ined in tl1e implerncnk1tion oftl1e expanded programme on imrntmization. 
Coverage of more tl1an X5% for children under five has been sustained for tl1e sixth consecutive year. As a 
rL-sult, tl1e high morbidity and mortality rates of certain commtmicable diseases have started to decrease. 

ll1e diarrhoeal disease control programme has been expanded and is currently operational natiom\ide, 
covering approximately 90% of tl1e target population of children under five years of age. 

ll1e acute respiratol)' infections control programme has also expanded rapidly to cover half of the target 
population and has reached an advanced stage in the decentralv.ation of operations. 

lodit.ed salt has been provided to approximately 13 million persons living in affected arc.1S in an effort to 
control iodine deficiency disorders. 

Maternal and child health activities have been expanded to previously underserved areas and technically 
improved. Great attention has been paid to programme activities to reduce the crude birtl1 rate by an expected 
0.5% rumually. 

l11e basic healtl1 network has been strengthened and reorganized in support of prim.11)' healtl1 care. 
l11c district hospitals and the communal health centres have been better equipped tluough the support ofWIIO 
ru1d other donor agencies. 

ny tl1e end of I <J<J3, the mortality rate of malaria had decreased by 60% compared to 1992. Malaria 
outbreaks have been reduced remarkably in comparison \\itl1 previous years. 

Many health workers at district and communal levels have been retrained and upgraded in terms of 
rnru1a~;emcnt capabilities and professional skills. The nursing programme has been rcorgru1ited ru1d improved. 

Progress has also been made in the implementation of tl1e essential drugs programme. l11is has the 
goals of assuring the provision of essential drugs to tl1e population and developing adequate quality control 
mechanism~. 

ll1c cpidcmiologic:d situation oftl1e country has not yet stabilized, although there has been progress in 
epidemiological surveill:mce and the prevention of major communicable diseases. Infectious diseases among 
children are still common, and there is potential for outbreaks of some communicable diseases such as cholera 
ru1d malaria. 
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1l1c immunitntion programme should continue as a high priority, consolidating \\h:ll has been achieved 
\lith emphasis on poliomyelitis eradication. The programmes to control malaria, diarrhoeal disea.~es and acute 
respirntory infections should be strengthened and integrated in support of primary healtl1 care. 

The country \\ill be faced \lith the challenge of an increase in IIIV/A!DS cases. 1l1is should be given 
closer attention, and further local and internatioml resources should be mobilized to contain the epidemic. 

Other noncommunicable disea.~es such as goitre, mental disorders and cardiovascular disea.~es. and 
tramc accidents arc still of high prevalence and require more health care services and better management. 

Malnutrition still aiTccts almost half of all children under five years of age, a level higher than many 
other countries in the Region 

Environmental hygiene, low standards of living and unsafe or tmhealthy working conditions remain 
obstacles to health protection and promotion. In addition, they facilitate the transmission of communicable 
diseases such as cholera, diarrhoea, dengue hacmorrhagic fever, acute respiratory infections and others. 

In the field of maternal and child healtl1, eiTorts \\ill be made to increase the number of couples 
accepting contraceptive methods, improve prenatal consultations, and reduce the crude birth rntc by an average 
of 0.5% annually in the coming years. 

The quality and eiTectiveness of health management and health training should be strengthened to 
improve the quality of health care and to promote the adoption of viable and relevant health insurance schemes. 
Areas in need of specific strengthening activities arc planning, monitoring, evaluation, quality assurance and 
health financing. 

Priority \\ill be given to consolidating and improving the m.111.1gerial a.~pccts oftllC production, procurement 
and distribution of essential drugs and to implementing the national action programme. 1l1e development of 
appropriate technology for the quality control of drugs and vaccines \\ill also be addressed. 

The quality ofnursing/mid\\ifery services remains low, making the improvement of total health care 
dim cult. A 1993 Ministry of Health survey estimates that approximately 60% of nursing personnel have only 3-
18 months basic care training. There are almost no nurse educators \\ith advanced skills, teaching-learning 
resources arc limited, and the models for teaching health workers are poor. 

2. Summary: WHO collaborative programmes and relevant programmes 
implemented by other agencies 

Outcomes of the collaborative programmes for 1992-1993, 1994-1995 

In both the financial cycles of19'J2-1993 and 1994-1995, there are I R collaborative projects witl1 WIIO. 
WHO is the principal international agency contributing eiTective technical cooperation \\ith the Ministry of 
Health. Among these projects, the five focusing on strengthening of training institutes, intercommunal polyclinics, 
management, maintenance and repair of biomedical equipment, malaria control and national essential drugs, 
which together constitute 63% of the total country planning figures, have a positive impact on hcaltl1 development. 
The remaining budget is allocated to groups of support programmes that facilitate the adoption of modem 
medical practices or to solve problems for \\hich there is limited experience in VietNam. 
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lmport:mt contributions to basic hcal~t programmes have also been made by UNFPA, UNICEF, World 
Food Programme and bilateral support from Sweden, Australia, France, Germany, Japan, Lttxembourg, the 
Ne~1crl:mds, and ll1ailand, as well as the SID A, Medish Comite Netl1erland-Vietnant (MCNV), Nederlandse 
Stichting voor Leprabestrijding (NSL), Leprosy Foundation (UK), Sasakawa Memorial Health Foundation, 
CARE International, World Vision, Save the Children Fund (UK), German Physicians for Emergency 
(CAPANAMUR), and Mede'Cins Sans Frontieres Beige (MSF, Belgium). 

It is expected that tltese \\ill continue and expand as the absorption capacity in the social sector 
mcreases. 

1l1e World Bank, U1c International Monetary Fund, and ADB had also showed interest and willingness 
to contribute in improving VietNam's healtlt sector. 

Witl1thc active collaboration of\VIIO and UNICEF, progress in the implementation oftl1e programmes 
on imnnmi/.ation, acute respiratory infections and control of diarrhoeal diseases, has meant tl1at tl1e overall 
mortality rate :unong children under five years of age has decreased by 40% compared with the rate in the 
I 9X0s. 

WIIO will provide active leadership in supporting the Government in coordinating donor input for tl!C 
health sector. Closer collaboration and liaison are required to make the most efficient and efTective use of donor 
resource'S. ·n,is initiative \\ill also prevent overlap of projects and activities. 

Under the project to strengtl1en training institutes, most medical schools in the country have be'Cn better 
equipped and strengtltened through the provision of teaching aids, learning materials and laboratory facilities. 
lldtl1 workers at all levels have been given training in medic::l and managerial skills. 

The Government of Viet N:un, \\ith collaboration from Wl!O, has assessed the situation of nursing/ 
midwifery servicL'S. Goals for development for nursing and mid\\ifery practice, education, and management 
were drafied tog<'ther with a national plan of operation. In accordance \\ith the plan, the Government 
established a nursing office in the Ministry ofllealth, which has, among a number of otl1er activities, initiated 
U1e establishment of a nursing management information system and tested it in[. ve provinces. 1l1e data shows 
tlwt a lar!:e number of assistant physicians are used for nursing care, over 40% of nursing personnel have 
educ~tional b·ds lower Ul:UI elementary school graduates, and in general, tlte quality of nursing service is poor. 

In the area of environmen~LI healtlt, WI!O, in collaboration \\ith UNDP, initiated a projoct on integrating 
healtl1 and environment considerations in planning for sustainable development. 1l1is multi-sector project 
identified constrairtts to efTective integration, and developed project proposals for overcoming tltesc constraints. 
'Ilte successful implementation of tl1ese projects will enhance the development/decision-mal.ing process in 
relation to the improvement :md protection of health and the environment. 

Mechanisms to evaluate programme progress 

'Il~e healtlt service development plan is made on the basis oftlte socioeconomic strategic development 
pl:ut of the Socialist Republic of VietNam by the year 2000. 1l1e expression of this devdopment pl:ut cru1 be 
found in tl1e five-year and two-year service pl:uts oftlte Ministry ofllcaltlt. 

Survey data on health status rutd disease patterns for each area will be used to set objectives and make 
pl:ms of operation for each year. 
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i\n annual evaluation oftl1e socioeconomic development oftl1c whole country is made by the Stale 
Planning Commission, based on the work of the General Department of Statistics in summing up tl1e evaluation 
reports by different localities and ministries. 

Every mid-term, or at the end of every live-year plan, evaluation surveys arc generally conducted in 
representative areas for reference purposes. Every Ministry prepares a periodic report, (e.g., quarterly, semi
annually, annually) on a vertical basis through its 01111 system of statistics at the central and provincial levels. 

Survey and evruuation reports on the results of different hcrutl1 programmes arc a~signcd to the 
Department of Planning and Finance as the main responsible body for evaluation. 111is department in tum, 
collaborates with otl1er departments concerned lo conduct annual surveys al specific localities on predetermined 
subjects. 

3. 1996·1997 country activities 

Major areas of activities 

2.2.3 International cooperation for health 
(!CO) 

Support will be provided to develop 
cooperation and collaboration between 
related sectors and donors to strengthen 
sustainable health development 

National manageriru capabilities \\ill be 
strcnglhcncd through tcchnicul collaboration, 
international and locul training lo effectively 
mobilize and coordinate external resources. 

2.3 Health situation and trend 
assessment (HSl) 

The strengthening of national capabilities 
11ill be supported in development of an 
integrated management infonnation S)~lcm, 
providing a national medical information 
network to improve data processing. 111is 
will be complemented through 
compulcrir.ltion. 
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Projections for 1998-2001 

Further support 11ill be required, especially 
in women's healtl1 and development, quality 
assurance, and health sector financing 
mechanisms. 

/\s economic de\·clopmenl continues to 
progress at rapid speed, more emphasis 
\\ill be needed in tl1is area 

This area will continue for expansion and 
refinement 



PnOPOSED PnOGRAMME BUDGET 19'J6-1997 

Major areas of activities 

3.1 Organization and management of 
health systems based on primary 
health care (PHC) 

·nlC programme supports infrastructure 
development as well as integration of main 
components ofPIIC, such as immw1i1.1tion, 
diarrhoeal diseases, acute respiratory 
infections, and community-based 
rehabilitation, in an effort to make a 
comprehensive approach at base level 
which could be evaluated for its 
effectiveness. 

Central ru1d provincial healtl11c'gislation 11111 
be developed and strengthened by 
exchange of information md local training. 
(2.1.2 lle!altll legislation md etl1ics ) 

3.2 Human resources for health (HRH) 

Training and retraining of staff in 
management, pedagogy and lru1guage 
rc~Juirc'S strong support tl1rough nationalru1d 
intcmational training of health staff 

Nursing 

ll1e scope of nursing/mid11ifcry services, 
establishing educational standards, curricula 
ru1d training at basic ru1d advanced levels 
nc>cds to be dclincd. 

3.3 Essential drugs, vaccines and other 
supplies (EDV) 

SuppOit 11ill be directed to tl1e cstab!c,lmK'!lt 
of a national drug policy ru1d tl1e promotion 
:md training of staiTon quality of drug ru1d 
1 accine controL 
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Projections for 1998·2001 

Will continue for further development of 
integrated programmes W1UCr PIIC strategy 
for IIF A by tl1e year 2000. 

Will continue to develop stronger md more 
effective healtl1lcgislation 

Development of human resources will 
continue as one of cow1try's main priorities 
and support is required to upgrade the 
teaching institutions. 

Changing nursing/mid11ifcry services to meet 
ilie needs of VietNam in tl1e 21st century 
11ill require considerable input, over a long 
period of time. 

Essential drug and vaccine production 11ill 
continue as some of tl1c basic public hcaltl1 
support elements require constant 
development in quru1tity ru1d qtL1iity. 



Major areas of activities 

3.4.2 Clinical, laboratory and imaging 
technology (CL T) 

Strengthening of technical capabilities at 
all levels of health services and for 
improving the production of medical 
equipment, including training for repair and 
maintenance. 

3.4.4 Traditional medicine {TRM) 

Traditional medicine is an important 
component of VietNam's health system 
and WI 10 cooperation will be needed to 
continue and improve collaboration with 
neighbouring countries in research and for 
tl1e integration of traditional medicine 11itl1 
western medicine. 

4.1.4 Health of the elderly (HEE) 

This programme will be strcngtl1cned 11ith 
technical collaboration in clinical gerontolo~<V 
as well as national and international 
training. 

4.1.5 Occupational health (OCH) 

Rapid increases in the labour force and 
expected industrialization require the 
introduction or appropriate tcchnolo~<V not 
only in agriculture but also in small-scale 
industries. WHO's cooperation is required 
in occupational healtl1 and in pre1·cntion of 
related environmental hwards. 
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Projections for 1998-2001 

The level of technological know-how \\ill 
continue to require upgrading as a basic 
support ofhealtl1 services development. 

The traditionalutili/ation of medicinal plants 
11ill continue to be a priority oftl1e country's 
health system and cooperation is required 
to improve qu:uity and availability. 

As life expectancy increases, more attention 
and support \\ill be required to maint:tin the 
social well-being oftl1e elderly. 

It will be of the utmost importance to 
continue efforts for tl1e well-being and safe 
working conditions oftl1e labour force. 



PROPOSED rnOGnAMME OUOGET 19!l6-1907 

Major areas of activ~ies 

4.2 Mental health (MNH) 

111e support of WI 10 will be needed to 
further strL'fl!_;Ulen tl1e national mental health 
programme by increasing national 
capabilities through national and 
intemation:u training. 

4.3.4 Other health protection and 
promotion activities for healthy 
lifestyles (OHP) 

'l11e focus of this programme 11ill be 
continued impruvenJCnt ofhe:utl1 education, 
including behavioural sciences and lifestyle 
research ns well ns tl1e improvement in 
quality and relevance of learning and 
educational materials to form part of an 
overall hc:Utlt promotion package aimed at 
different age groups. (4.3.1 Health 
education) 

WIIO cooperation \I ill be needed to exp:md 
th•! programme of dental care for school 
children, to promote early detection of oral 
le3ions and prevention of periodontal 
diseases especially in U1e adult population. 
(-1 3.3 Or:U hc.1lth) 

4.5.1 Water supply and sanitation (CWS) 

I'm·irc•"mcnt~l health requires \VIIO 
t.:cl:ni.:al support in order to cope wiili 
increasint; pollution of water. food, and of 
the urban ern-ironment due to rapid 
u1b:mitation. 
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Projections for 1998-2001 

1l1is humanit:uian aspect of society 11ill 
continue receiving public healtl1 and social 
support 11 itlt more community involvement 
and higher tcclmical and scientific bel. 

llealth education activities will continue to 
be strengtl1ened. 

'll1e upgrading of basic oral healtl1 1vill 
continue and develop. 

Promotion of environmental health will 
continue 11ith err.phasis ns one of the main 
components to ensure a healthy life for 
future generations 



___ _!:M~aior areas of activities 

5.2.1 Malaria and other tropical disease 
control (CTD) 

1l1e need for \VIIO support will continue, 
to improve mnnagement nnd surveillnnce 
of rn:UJria :md in the consolidation of the 
mabria control system with other vector 
borne diseases. 

5.6 Other communicable diseases, 
including zoonoses (CDZ) 

1l1e importance of dengue fever, hepatitis, 
ma1ineitis and other communicable diseases 
in the country justify WHO support in 
control programmes as well a~ in reseJrch 
acti\ities. 

5.7.1 Cardiovascular diseases (CVD) 

With the aging of the population,' the need 
for action will grow nnd WHO expertise 
will be needed in training nnd technic:U 
advisory services, as well as to maintain 
gains in the prevention nnd control of 
rheumatic fever and rheumatic heart 
disease (\\ith the availability of better 
diagnostic and preventive measures). 

5.7 .2 Cancer (CAN) 

It is requested that WHO cooperation be 
provided for the development of a 
comprehensive nation:U cancer detection 
and prevention programme. 

5.8 Disability prevention and 
rehabilitation (DPR) 

1l1e need for WI 10 support will continue 
in tl1e reduction nnd prevention of blindness 
and deafness through improvement of 
tcchnic:U capabilities in ophthalmolojzy nnd 
otolal)ngolojzy. 
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Projectionsior:.JS~B-2=00'-'1 __ _ 

The collaborative programme of mabria 
control \\ill develop further and \\ill be Jin~ed 
\\itl1 neighbouring countries' programmes. 

1l1is programme requires continued support 
due to complex conditions in the country 
nnd insufficient means avaibble. 

Improvement of the programme and iL~ 
expnnsion \\ill continue to reach tmdcrscrvcd 
areas. 

The programme will aim to improve 
prevention nnd eJrly detection of cancer, 
gain knowledge of its epidemioiOb')', and 
provide pain relief 

Improvement of the programme and iL~ 

expansim \\ill continue to provide preventive 
nnd curative services. 



PROPOSED PROGP.AMME BUDGET 1996-1997 

Estimated obligations 

Programme 
Regular budget Other sources 

1994-1995 1996-1997 Increase (Decrease) 1992-1993 1994-1995 1996-1997 Source 
of 

US$ US$ US$ or. US$ US$ US$ funds 

2.2.1 Support lo !he 
development and 
r.~nnngement of 
country programmes 576 500 720900 144400 25.05 

2.2.3 lntemationnl 
cooperation for heLJ.Itt- 394 800 593100 198 300 50.23 49100 VD 

2.3 Health situation and 
trend assessment 71 000 67200 (3 800) (5.35) 

3.1 Ory;Jniz.:~tion and 
mnnng~ment of 
he aiL~ systems 
be sed en primary 
health care 2 019000 760800 (1 258 200) (62.32) 

3.2 Humc.n wsources 532 900 325 600 (207 300) (38.90) 53700 VD 
f•Jr health 1 900 w 

3.3 Es~.entic.l drugs, 
vaccines and 
o~.hr.r supplies 702 900 310000 (392 900) (55.90) 3800 VD 

3.4.2 Chkco.l, laboratorJ 
£>nd imaging 
ttO:chnology 200 000 200000 

3.4.4 Tmditional medicine 81 000 00000 (1 OCO) (1.23) 

4.1.1 Health of women 
and children, and 
family planning 165 800 146 700 FP 

4.1.4 ~ lealth of the elder1y 91 000 134 400 43400 47.69 

1.1.5 Occupo.tional health 263 000 250 500 (12 500) (4.75) 

4.2 Mental health 131 000 157 000 26000 19.85 

4.3.4 Other health 
protection and 
promotion activities 
lor healthy l1festyles 61000 171 000 110000 180.33 

4.5. 1 Water supply and 
s._"lni!ation 261 300 310500 49200 18.83 

4.5.2 Environmental health 
m::.k assessment and 
control 1 300 DP 

5.1 Vaccine and 
immunization, 
including poliomyelihs 20400 FB 
erad1cat1on 318 200 VI 

380 



VIETNAM 

Estimated obligations 

Programme 
Regular budget Other sources 

1994-1995 1996-1997 lncrease(Decrease) 1992-1993 1994-1995 1996-1997 Source 
or 

US$ US$ US$ ~. US$ US$ US$ funds 

5.2.1 Malaria and other 
tropical disease 
control 1 244 400 1 107 500 (136 900) (1 1.00) 

5.2.2 Leprosy elimination 29100 ST 
9600 w 

5.3.2 Acute respimtory 
Infections 51600 38000 FB 

5.5.1 AIDS 1 074 200 972 700 FX 

5.6 Other communicable 
diseases, including 
zoonoses 227000 200000 (27 000) (1 1.89) ,, 500 w 

5.7.1 Cardiovascular 
diseases 71000 130000 59000 83.10 

5.7.2 Cancer 71000 100400 29400 41.41 

5.8 Disability prevention 
ard rehabilitation 92000 250000 158 000 171.74 500 28 100 24900 ST 

TOTAL-VIetNam 6 890 800 5 868 900 (1 021 900) (14.83) 1 790 700 1 185 500 24900 
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PROPOSED PROGRAMME BUDGET 1996·1997 

Annex 3 
Intercountry activities 

Regular budget 

Estimated obligations 
Increase 

Programme 
1994-1995 1996-1997 (Decrease) 

US$ US$ US$ % 

1.2 General programme 
development and 
management 

1.2.2 WHO programme 
development and 
management 122 500 292900 170 400 139.10 

123 Director-General's 
and Regional 
Directors' 
development 
programme 1 043 000 1 043 000 

1 165 500 1 335 900 170 400 14.62 

1.3 Coordination and 
mobilization of 
lnternalional 
action for health 

1.3.1 External 
coordination 239 100 297 300 58 200 24.34 

2.1 Public policy and 
health 

2 1.1 H\wlth and socio-
economic development 727 000 912 500 185 500 25.52 

2.1 2 He.al!h legislation 
and ethics 37 000 36 000 (1 000) (2.70) 

764 000 948 500 184 500 24.15 

2.2 Strategic support 
to countries 

2.2.2 Emergency and 
humanitarian oc!Jon 

2.23 ln!t~rnational 

cooperation lor 
t1ealth 1 258 300 652 200 (606 100) (4~.17) 

1 256 300 652 200 (606 100) (48.17) 

2.3 Health &iluation 
and trend assessment 957 400 781 600 (175 800) (18.36) 

957 400 781 600 (175 BOO) (18.36) 
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Other sources 

Estimated obligations 

1992·1993 1994-1995 1996-1997 
Source 

or 
funds 

US$ US$ US$ 

45 200 VN 

4 500 VD 

4 500 45 200 

24 900 VD 

4 800 vr 

29 700 



Programme 

2.4 Research policy 
and strategy 
coordination 

2.5 Health and 
biomedical 
Information 

25.1 Public lnforma!lon 

25.2 Health ond 
biomedical 
lnforma.tion support 

3.1 Organization and 
management of 
health systems 
based on primary 
health care 

3.2 Human resources 
for health 

3.3 Essential drugs, 
vaccines and 
other aupplleo 

3.4 Quality of care and 
health technology 

3.4.1 Quality of care 

Annex 3 
Intercountry activities 

Regular budget 

Estimated obligations 
Increase 

1994-1995 1996-1997 (Decrease) 

US$ US$ US$ % 

866 600 681 900 (184 700) (21.31) 

120 000 140 000 20000 16.67 

80000 160 000 80000 100.00 

200 000 300 000 100 000 50.00 

855 900 989 400 133 500 15.60 

855 900 909 400 133 500 15.60 

1 449 600 1 702 200 252 600 17.43 

1 449 600 1 702 200 252 600 17.43 

530 300 347 500 (162 600) (34.47) 

530 300 347 500 (182 800) (34.47) 

84000 84000 
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Other sources 
Estimated obligations 

Source 
1992-1993 1994-1995 1996-1997 or 

funds 
US$ US$ US$ 

25 700 173 700 173 700 ST 

8000 VD 

8 ooo 

351 900 DP 
162 000 250 700 245 800 ST 

1 828 500 2 353 500 2 353 500 VD 

2 342 400 2 604 200 2 599 300 

68 600 37 500 58 000 AS 

69700 13 200 11 600 ST 

1 242 500 840 000 840 000 VD 

1 380 BOO 890 700 909 600 

64 400 FB 

4 300 ST 

148100 188 000 VD 

216 eoo 188 000 



r·AOPCSLD PI10GP.AMI.1c BUDGET 1996·1997 

Annex 3 
Intercountry activities 

Regular budget 

Estimated obligations 
Increase 

Programme 
1994·1995 1996·1997 (Decrease) 

US$ US$ US$ % 

342 Clln!cnl,lnboratory 
'-in•:J imaging 
tochnvi0!JY 317300 406 200 88000 2802 

I 

34 4 Trachtiortn! medicine 298 100 393 500 95 400 32.00 

615 400 663 700 268 300 43.60 
I 

4.1 Family, ccmnn.mny 
health al"d 
popui.1Uon 

41.1 Henl~h of women 
nnd ct:iidren, or.d 
fami'y planning 307 300 421 900 114 600 37.29 

4.1.2 Adolescent health 35000 35000 

4.1.4 Health vf the 
eldmly 355 300 

I 
408 200 52900 14.89 

I 
I 

4.1.5 Occupolronnl ha.1.lth 68 000 64 000 (4 000) (5.88) 

730 600 929 100 198 500 27.17 

4.2 Mental health 375 300 409 200 33 900 9.03 

4.3 Health educallon 
and health 
promotion 

432 Prt!vention and 
control cf subst.Jnco 
obuse (alcotwl, 
drugs, totlncco) 206 000 179 coo (27 000) (13.11) 

4 3 3 Oral henlth 1eo 100 181 (100 900 0.50 

4.34 Other hAnlth 
pr,Acctron and 

; promo\ron acllv!l•es 

I for t'leilfthy h!e5tyl&s 300 300 444 200 63900 16.80 

I 
---·--

766 400 C04 200 37 BOO 4.93 
L__ 
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Other sources 

Estimated obligations 

1992·1993 1994-1995 1996·1997 
Source 

of 
funds 

US$ US$ US$ 

74 500 122 000 161 100 AS 
602 400 539 300 FP 

37 500 FB 
164 400 396 200 394 800 ST 
29600 128 100 VD 

906 400 1 185 600 555 900 

69 600 60 000 60 000 VP 

I 

300 ST 
63 100 VD 

100 000 100000 VD 

63 400 100 000 100 000 



Programme 

4.4 Nutrition, food 
security and 
safety 

4.4.1 Nutrition 

4.4.2 Food sn1e1y 

4.5 Environmental 
health 

4.5.1 Water supply and 
sanitntion 

4.5.2 Environmental 
health risk 
assessment and 
control 

4.5.4 Environmental 
health In urban 
development 

5.1 Vaccine and 
Immunization, 
Including 
pollomyelllls 
eradication 

Annex 3 
Intercountry activities 

Regular budget 
Estimated obligations 

Increase 
1994-1995 1998-1997 (Decrease) 

US$ US$ US$ "· 

566 500 398 200 (168 300) (29.71) 

93000 93000 

566 500 491 200 (75 300) (13.29) 

817 000 1 268 200 451 200 55.23 

I 

2 529 200 2 529 200 

2 984 600 (2 984 600) (100.00) 

3 801 600 3 797 400 (4 200) (0.11) 

' 

617 900 717 eoo 99900 16.17 

617 900 717 800 99 900 16.17 
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Other sources 
Estimated obligations 

1992·1993 1994-1995 1996-1997 
Source 

of 

US$ US$ 
funds 

US$ 

12100 16 600 25700 AS 

140 500 33200 FB 

7500 UF 
35200 57 400 VD 

60000 GOOOO VD 

195 300 167 200 85 700 

31 eoo FB 

3200 UF 
7 500 VD 

360 eoo DP 

33 400 13 300 11 eoo ST 

436 700 13 300 11 800 

160 000 160 000 AS 

188 400 38 600 FB 

2200 UF 
2 206 900 2 843 400 1 000 000 VI 

2 397 500 3 042 000 1 160 000 



PROPOSED PnOGRAMME BUDGET 1996-1997 

Annex 3 
Intercountry activities 

Regular budget 

Estimated obligations 
Increase 

Proaramme 
1994-1995 1996-1997 (Decrease) 

US$ US$ US$ % 

5.2 Tropical disease 
control and 
research 

5 2.1 Malaria and other 
tropical disease 
control 66B 600 933 400 264 BOO 3961 

522 leprosy elimination 237 BOO (237 BOO) (100.00) 

5 2.3 Research in 
tropical diseases 293 200 293 200 

906 400 I 226 600 320 200 35.33 

5.3 Diarrhoeal 
diseases and 
acute respiratory 
Infections 

5.3.1 Oimrhoool 
di$eases, including 
cholera 140 500 264 900 124 400 BB 54 

5.3.2 Acui~J respiratory 
Infections 235 100 291 500 56 400 23.99 

375 600 556 400 160 800 46.14 

5.4 Tuberculosis 95 000 324 200 229 200 241.26 

95 000 324 200 229 200 241.26 

5.5 AIDS and sexually 
transmitted 
diseases 

551 AIDS 

3B6 

Other sources 

Estimated obligations 

1992-1993 1994-1995 1996-1997 
Source 

of 
funds 

US$ US$ US$ 

3BBOO VM 

14 200 FS 
1131 000 940 400 940 400 ST 

202 400 204 000 VL 

I 366 400 I 144 400 940 400 

167 500 80300 FB 
17900 UF 

I 019100 804 500 VC 

132 300 59 500 FB 

1 800 UF 

587 200 I 780 000 1 580 000 VD 

2 025 BOO 2 724 400 I 600 000 

14 700 FS 

192100 175 500 174 BOO ST 

102 800 35000 VD 

309 600 211 500 174 800 

2000 AS 

1 254 800 371 000 FX 

I 254 800 373 000 



Programme 

5.6 Other 
communicable 
diseases, Including 
zoonoses 

5.7 Noncommunicable 
diseases 

5.7.1 Cardiovascular 
diseases 

5.7.2 Cancer 

5.7.3 Other 
noncommunicable 
diseases, Including 
genetic disorders 

5.8 Disability prevention 
and rehabilitation 

TOTAL 

Annex 3 
Intercountry activities 

Regular budget 

Estimated obligations 
Increase 

1994·1995 1996·1997 (Decrease) 

US$ US$ US$ % 

777 900 699 400 (78 500) (10.09) 

777 900 $99 400 (78 500) (10.09) 

91000 89000 (2000) (2.20) 

94000 77000 (17 000) (18.09) 

308 300 591 300 283 000 91.79 

493 300 757 300 254 000 53.52 

206 000 143 000 (63 000) (30.58) 

206 000 143 000 (63 000) (30.58) 

Other sources 

Esllmaled obligations 

1992·1993 1994·1995 1995·1997 

US$ US$ US$ 

93 100 249 400 242 900 

187 100 300000 300 000 

200 200 549 400 542 900 

35 400 

6000 

500 54 600 54 200 

42 000 54 500 54 200 

43 500 244 900 244 900 

58 400 

26000 

127 900 244 900 244 900 

18 614 600 19 776 000 1 161 400 6.24 13 525 700 13 772 100 9 293 200 
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Source 
of 

funds 

ST 

YD 

YD 

YD 

ST 

ST 

VB 

YD 



PROPOSED PROGRAMME BU!JGET 1'l96-1997 

Annex 4 
Summary of intercountry activities 

1.2.2 WHO programme development and management 

\VItO st~ffwill support cmmtries in monitoting Md implementing their health-for-all strategies Md in 
dereloping computer applications for better progrM1m: m~ncgemcnt. 

1.2.3 Director-General's and Regional Directors' development programme 

ll1e funds provided 1mdcr this progrM1me \\ill be used to support collaboration with governments in 
priority areas 11 hich could not be foreseen 11 h~n the programme budget proposals were being developed. l11cy 
will also proridc seed money to enable itmomtive programmes or otl1crwise importMt activities to commence, 
including those that arc likely to attract substantial extrabudgetary funding. 

1.3.1 External coordination 

The m~nagemcnt and implementation of regional programmes will be effectively coordinated with 
intcrg01 crnmcntal ::md nongovcmmenk'll programmes, at botl1 regional Md national levels. 

2.1.1 Health and socioeconomic development 

Support for cotmtries in the area ofhedU1 economics will ensure tl1at healtl1 concerns and socioeconomic 
tkvclopment arc well coordinated. 

'l11c training programmes for cow1try healtl1 staff conducted at the WHO Learning Centre 11ill focus on 
leadership and m::maecment development. National language centres will be strengthened Md some will begin 
to accept intermtional s!.mknts for training. 

2.1.2 Health legislation and ethics 

Collaboration 11ill be provided to countries as needed to review existing healtl1lcgislation. l11e nim is to 
formulate or ad~ptlaws which provide a sound legal basis for national health reform strategies Md address tl1e 
itc:11!h issues of the next century. 

2.2.3 International cooperation lor health 

In preparation for the future, collaboration 11ill be extended to countries to strL,1gtl1cn management and 
health systems research ;md information capabilities. Collaborative actions to improve equitable access Md 
apptopriatc !in::mcing fi1r tl1e Region's health s•~n·iccs \\ill be supported at all levels. 
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2.3 Health situation and trend assessment 

Collaboration \\ill ensure availability ofinfonnation on technological advances and trends as well as on 
health and vital statistics. A meeting of infonnatics specialists will be convened to exchange experience on 
appropriate informatics technology in support of district health systems and health management infonnation 
systems. Support \\ill be pro\ided for training and curriculum development and for national training courses in 
epidemiology, microcomputer operations, sofiware development and the application of infonnatics tcclmology to 
healtl1 infonnation systems operation support 

2.4 Research policy and strategy coordination 

The work of the Western Pacific Advisory Committee on I lealtl1 Research will continue to he 
supported through a project on research promotion and development. A meeting of heads ofhealtl1 research 
councils or analogous bodies \\ill be organi1cd and national research capabilities will be strengtl1ened tl1rough tl1e 
provision of research and research training grants. The network of WI 10 collaborating centres will be 
strengthened and infonnation exchange improved. 

1l1e WIIO Regional Centre for Research and Training in Tropical Diseases and Nutrition, based in 
Kuala Lumpur, Malaysia, \\ill continue to support research and training activities in tl1e Region. WIIO 
collaboration \\ill be pro\ided tilrough a specialist (field yet to be determined) and consultants, support to mtional 
workshops, and research grants. Research grants \\ill be considered where they relate to regional priorities 

2.5.1 Public Information 

Closer collaboration 1\itil national information omcers and the news media \\ill be emphasized to 
improve public awareness of heal til issues as well as of WI 10 activities. With the new collaborating centre, 
health reporting \\ill be improved. Opportunities \\ill be provided for exd1ange of information and experience 
and production of relevant educational and publicity materials. 

2.5.2 Health and biomedical Information support 

A workshop \\ill discuss the upgrading of staff for operation and management of health infonnation and 
medical infonnatics resources. The establishment oflinkages, networking and coordination between government 
sectors \\ill be encouraged. I lealth literature and other teaming materials will be prO\idcd. 

3.1 Organization and management of health systems based on primary health care 

Activities \\ill be supported which ensure continued development of emcient and equitable healtl1 care 
delivery systems at all levels, tluough the application of primary health care principles. Activities \\ill be geared 
to improving maintenance and operation of hospital services and technical support to health system rcfonn. 
Emphasis \\ill be placed on enabling heal til systems to expand tile primary healtl1 care concept of community 
involvement. Through this approach, individuals will be encouraged to assume responsibility for tl1eir 0\m healtl1 
at each stage of life. Provisions have also been made for a meeting to consider how to improve health in 
disadvantaged urban areas and a working group to re\iew health S)stems refonn and restructuring. 

389 



PROPOSED PROGRAMME BUDGET 1996-1997 

3.2 Human resources for health 

Collaborative activities will be supported in the areas ofhum.m resource policy fom1ulation, training and 
deployment Enhancing the knowledge and skills of new and existing healtl1 professionals in management and 
financing, health and tl1e environment and healtl1 promotion and advocacy arc areas of special allcntion. 

Regional workshops will be held on educational metl10dology and health workforce planning metl10ds. 
WIIO staff will be prepared for new or revised rc'Sponsibilities and given info!lllatics training 

3.3 Essential drugs, vaccines and other supplies 

Technical support will be provided in tl1e area of formulation of drug policies, drug procurement and 
distribution, registration systems and information on ilic rational use of drugs. Information exchange among 
l\lcmber States will be fostered tl1rough collection, evalll:ltion and dissemination ofpharm.1Ccutical d:Ua. Activities 
of collaborating centres \\ill be slrengtlJcncd. Drug quality assur:mcc \\ill be slrengiliened tl1rough tl1c introduction 
of ilie \VIIO simplified tests for usc by Member States. Pharmaceutical reference sl.mdards will be furilier 
developed and adopted in AS EAN countries to cany out effective drug quality controL 

3.4.1 Quality of care 

Technical support will be provided to Member States to develop structures and processes tl1at ensure 
continuous improvement of quality of care. Activities \\ill focus on development of procedures and metlJodologics 
which can be used by national focal points responsible for quality of care. A meeting will be held to develop 
models for ensuring the quality of care. 

3.4.2 Clinical, laboratory and Imaging technology 

Collaboration will continue to strengthen national healtl1 laboratory and radiology services by using 
appropriate technology in order to meet the diagnostic, case management and monitoring needs of curative and 
preventive medicine. Training oflaboratol)' nnd radiological personnel, quality assurance programmes and tl1c 
safe supply of blood and blood products \\ill be supported, particularly U1e promotion ofvoltmtary blood donation. 
A regional worbhop will review and evaluate tl1c status oftl1c regional extcmal assessmmt progranm1c. 

3.4.4 Traditional medicine 

Further elforts \\ill be made to promote tl1e rational utilitation of traditional medicine :UJd development 
of national programmes. 1l1c quality, safdy nnd efficacy of traditional medicine will be strengthened. Activities 
,,;11 be introduced to increase awareness of herbal medicine and acupw1cture and to encourage their practice. 
A meeting \\ill be held on tl1c usc of medicinal plants in general hcaltlJ service systems based on primary hcaltl1 
care. 
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4.1.1 Health of women and children, and family planning 

The programme 11ill continue to emphasize the reduction ofmatemal and child morbidity and mortality 
while improvement of the health status of women and adolescents 11ill be supported in collaboration 11ith health 
promotion. A regional seminar 11i1l encourage the inclusion ofnewbom and infant care, and family planning in 
the basic curriculum of training institutions. Local development of training materials and guidelines for safe 
motherlmod, child developmen~ responsible parenthood and adolescent healtl1 care will be supported. 

4.1.2 Adolescent heaHh 

Activities 11ill focus on the development, implementation and evaluation of national adolescent health 
policies to decrease adolescent morbidity and mortality and create a favourable environment for improving 
he:lith, including reproductive health 

4.1.4 HeaHh of the elderly 

ll1e activities in tl1is area will be directed to achic1·e the improvement of qmlity of life tluou~;h healtl1y, 
disability-free aging Technical support 11ill be prO\ided and researd1 encouraged to fommbtc national policies 
or to implement programmes for the health of the elderly. ll1rough the involvement of collaborating centres, 
community-based model programmes 11ill be supported in some developing countries. 

4.1.5 Occupational health 

The project 11ill encourage and support all Member States to establish baseline data on occupational 
health to contribute to a regional information system The tlmJSt ofW!IO's support 11i1l be to continue efforts in 
small-scale industries and agriculture. 

4.2 Mental health 

The project will support the formulation ofmultiscctoral coordinating groups concerned 11ith mental 
health and the organization of community-based services. 

Community-based psychosocial rehabilitation work and cost-effective mental health services will be 
supported. WIIO 11ill call on the support of various collaborating centres to promote research on mental and 
neurological diseases of public health importance. 

4.3.2 Prevention and control of substance abuse (alcohol, drugs, tobacco) 

The project will concentrate on developing national policies and programmes related to alcohol, druc and 
tobacco usc. Technical support will be provided for educators, legislative action and policy development where 
appropriate. l11e main targets in the prograname's efforts 11ill be children and young women. 

Health education and teaching materials 11i1l be developed. Support 11ill be provided to develop 
curricula for health professionals, and carry out research and epidemiological studies on behavioural and 
economic aspects through WIIO collaborating centres. 
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4.3.3 Oral health 

·n,e focus of tl1e project will be to encourage countries in the development and implementation of 
preventive and control activities to reduce the level of dental caries and periodontal disease. In addition to 
providing technical support to strengthen appropriate dc!iv<'ry models, selected countries will underl'lke related 
monitoring and evaluation. 

4.3.4 Other health protection and promo:ion activities for healthy lifestyles 

Support 11ill be given to review or develop hdth-supportive public policies. Comprehensive health 
promotion programmes 11ill focus on schools, workphccs and communitic'S, and on integratinghealtl1 promotion 
into tl1c curricula of health personnel training institutiom. 

4.4.1 Nutrition 

ll1e project 11ill focus mainly on national food and nutrition policies, surveillance systems, elimination of 
micronutrient deficiencies and sound infant feeding practices. Tcclmical support \\ill be pro\ided to promote the 
improvement oftl1e nutritional status of vulnerable populations L'Irough national worl~hops. It is also envisaged 
tl1atthe review and improvement of existing policies on nutrition and lifestyle factors involved in d~velopmcnt of 
noncommw1icable diseases will be supported. Enhancement of breast-feeding 11ill U:so be supported through 
technical ;md national initiatives. 

4.4.2 Food safety 

ll1e project \\ill provide technical ad1·isory services, and develop training capabilities at national level for 
food safety. It will encourage liaison with tl1e food industry on effective control mechanisms. Areas of 
emphasis 11ill include strengtl1ening foodborne disease surveillance, establishing food laboratories, conducting 
trainint: course'S and rroduction of educational materials in selected countries. 

4.5.1 Water supply and sanitation 

Tcclmical support will be provided to promote \\ider access to safe water and adequate sanitation. To 
achicl'c tl1is, education ru1d training acti1iti~'S will continue to be tliC focus. ll1ere 11ill also be increased emphasis 
on mana~emcnt infonmtion systems. Spc'Cial attention 11ill be given to Cambodia, tl1e Lao People's Democratic 
Republic, Pacific island countries :md VietNam. 

4.5.2 Environmental health risk assessment and control 

Activities in this progr:unme 11ill focus on priority areas. Problems affecting pcorle in large urban 
areas, enl'ironmcntal hcal~1 advocacy, and tr:u1sport and fossil-fuel related pollution problems \\ill be addressed. 
'l11e Regional Environmental! Iealth Centre is n:llccted under the programme and 11ill continue to provide a 
wide r:mge of technical expertise in the field of cnl'ironmcntal healtl1. Regional workshops \\ill be convened and 
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technical services provided to meet current or emerging needs of Member States in the field of environmental 
health Exchanges of experience and health-promoting ideas \\ill be encouraged, aiming for innovati\·e approad1es 
to improving health. 

5.1 Vaccine and Immunization, Including poliomyelitis eradication 

Efforts \\ill concentrate on maintaining the achievement of the regional targets in the areas of poliomyelitis 
eradication and elimination of neonatal tetanus. The target of poliomyelitis eradication in particular \\ill require 
considerable efforts even as countries begin to report no cases. Member States will therefore have to continue 
to allocate additional resources in this area. Intercountry project staff members \\ill continue to coordinate 
activities in the expanded programme on immuni7ation, to provide technical support with limited funds from 
extrabudgetary sources and to mobilize additional funds from collaborating agencies. Efforts \\ill also be made 
to promote regional self-reliance in tenns of vaccine production, quality control and supply. 

5.2. 1 Malaria and other tropical disease control 

Follo\\ing the development of national malaria control programmes for the nine malarious countries in 
the Region, the national programmes \\ill be supplemented, emphasinng programme assessment, information 
exchange and training. A similar approach \\ill be used to address the other parasitic and vector-borne diseases 
prevalent in the Region, e.g., schistosomiasis and dengue fever. 

5.2.3 Research In tropical diseases 

Research \\ill continue to be coordinated through the Special Programme for Research and Training in 
Tropical Diseases. Technical support will be provided to Member States on parasitic diseases and vector 
control. 

5.3.1 Diarrhoeal diseases, Including cholera 

The diarrhoeal diseases control programme \\ill focus on further improving case management practices 
and the prevention of diarrhoea through training and health education. A Medical Officer and limited funds \\ill 
be available from cxtrabudgetary sources for these activities. A meeting of regional diarrhoeal disease control 
programme managers \\ill be convened. 

5.3.2 Acute respiratory Infections 

Tedmical support \\ill be provided to the development, implementation and evaluation of the national 
programmes and to the integration of selected activities with other child health programmes, a.~ appropriate and 
feasible. Cmmtry allocations \\ill have to be increa.~ed to support programme expansion and the achievement of 
the child mortality reduction target set at the World Summit for Children in September 1990. 
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5.4 Tuberculosis 

1he tuberculosis programme 11ill provide teclmical cooperation to implement WIIO policies in countries 
and areas of the Region. 1he Medical Officer for the h:!Jerculosis programme and the Regional Adviser in 
Chronic Diseases will also provide support to the programme for the elimination of leprosy as a public hcaltl1 
prolMm. In botl1 th~'Se programmes, additional cowltl)' allocations arc expected and needed. 

5.6 Other communicable diseases, Including zoonoses 

'l11e programme includes prevention end control of other communicable diseases and zoonoses of major 
public healtl1 importance, such as viral hepatitis, dengue fever, Japanese encephalitis, h:mtavirus infection, plague 
:md rabies. National control programmes on prevention and control of these diseases will be implemented by 
Member States. lntercountl)' programme activities \\ill continue to provide technical support tl1rough a Medical 
O!liccr. Limited funds \\ill be available from extrabudget:ll)' sources for tl1ese activities. 

Special allcntion 11ill be given to tl1e control ofhcpatitis 13 in Pacific island countries and areas. 

5.7.1 Cardiovascular diseases 

'l11c m:Un focus of the project will be to develop community-based cardiovascular disease prevention 
:md control programmes. Collaboration will support national activities on cardiovascular disease monitoring, 
rlwumatic fever :md rheumatic heart disease control. 1l1e cardiovascular disease trends in the Region will be 
reviewed :md recommendations made regarding community-based preventive programmes. Modest support 
11 ill also be provitkd for research activities, witl1 emphasis on healtl1 promotion and cardiovascular disease 
prevention. 

5.7.2 Cancer 

·nlC main focus of the project is early ddection and treatment, and palliative pain relief in cancer. 
Tcchnid support \viii be provided for development of national cancer control programmes in selected countries, 
support of national 11m~shops on cancer registries, as well as national workshops on cancer pain relief and 
palliative care. 

5.7.3 Other noncommunicable diseases, Including genetic disorders 

'l11c projcclm:llnly focuses on diabetc'S mellitus as it is the major other noncommunicable disease in tl1e 
Region. A starT position will cover noncommunicable diseases, healtl1 promotion and nutrition m:Unly in tl1e 
South Pacific. Emphasis 11ill be on community-based manaecment and control. 1l1e main support 11ill be for 
nation:~ 1101lshops, surwys in community prc\'ention and epidemiological research to support health promotion 
and noncommtu1icablc disease prevention. 
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5.8 Disability prevention and rehabilitation 

ll1e focus \\ill be community-based rehabilitation in the context of primary healtl1 care and provision of 
referral smices with equal emphasis on prevention. Technical backstopping of community-based rehabilitation 
senices and training of personnel at community level will be supported. A working group is planned to identify 
the weaknesses and strcngtl1s of national programmes and to fmd ways and me:ms to improve their operation. 

l11e programme will ruso aim to further reduce curable blindness and to promote eye healtl1, as \\dl as 
to decrease tl1e incidence and consequences ofhcnring impairment. Support is planned for tl1e development and 
evaluation of existing programmes and tedmical support \\ill be given for tl1e establishment of primary prevention 
programmes. National training courses in the prevention of blindness and dcnfhess will be encouraged 
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Annex 5 
Regional activities 

Regular budget 

Programme 
Estimated obligations Increase 

1994-1995 1996-1997 (Decrease) 

US$ US$ US$ ~. 

1.1 Governing bodies 

1.1.3 Regional committee9 392 000 392 000 

-

1.2 General programme 
development and 
n1<1nagemcnt 

1.2.1 Executive m.:magement 621 400 ecn 100 244 700 39.38 

1.22 \VHO programme 
d€veloprnent ond 
ma.nngement 1 868 900 2 030 400 161 500 8.64 

2 490 300 2 896 500 406 200 16.31 

2.5 Health and 
biomedical 
Information 

2.5.1 Public information 295 300 352 200 56900 19.27 

2.5.2 Health and biomedical 
1nbrm.:ttion support 887 600 977 400 89800 10.12 

1182 900 1 329 GOO 146 700 12.40 

0.2 Human resources 
for health 469 800 358 300 (111 500) (23.73) 

5.5 AIDS and sexually 
transmitted di'j.eases 

5.5.1 AIDS 

396 

Other sources 

Estimated obligations 

1992-1993 1994-1995 1996-1997 
Source 

of 
funds 

US$ US$ US$ 

94100 150 000 FT 

38 000 AS 

8800 AS 

46 800 

163 600 45100 AS 

163 600 45100 

1 489 700 1 860 700 FX 



Programme 

6.1 Administrative 
services 

6.1.1 Personnel 

6.1.2 General administration 
and services 

6.1.3 Budget and finance 

6.1.4 Informatics services 

6.2 Equipment and 
supplies services 
for Member States 

TOTAL 

Annex 5 
Regional activities 

Regular budget 

Estimated obligations 
Increase 

1994-1995 1996-1997 (Decrease) 

US$ US$ US$ 'Yo 

. 

463 300 674 BOO 211 600 45.65 

3 158 900 4 261 BOO 1 102 900 34.91 

611 BOO . 942 200 330 400 54.00 

462 900 . 712 100 249 200 53.B3 

4 696 900 6 590 900 1 894 000 40.32 

• 

331 900 509 700 177 BOO 53.57 

9 563 BOO 12 077 000 2 513 200 26.28 
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Other sources 
Estimated obligations 

Source 
1992-1993 1994-1995 190G-1997 or 

funds 
US$ US$ US$ 

46 BOO 137 500 112 400 AS 

992 000 2 440 100 1 779 200 AS 

220 000 270 500 164 600 AS 

89 200 45 000 66 BOO AS 

1 34B 000 2 893 100 2 123 000 

88 100 BS 500 54 200 AS 

3 230 300 5 034 400 2 177 200 
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I Programme 

-

1.2.1 ExecuUve management 

Regional 

1.2.2 WHO programme 
development and 
management 

Intercountry 

Region3l 

1.3.1 External coordination 

Intercountry 

2.1.1 Health and soclo-
economic development 

Intercountry 

2.2.3 International 
cooperation for health 

Intercountry 

2.3 Health situation and 
trend assessment 

Intercountry 

2.4 Research policy and 
strategy coordination 

Intercountry 

2.5.1 Public Information 

Regional 

2.5.2 Health and biomedical 
Information support 

Regional 

3.1 Organization and 
management or health 
systems based on 
primary heallh c;~re 

Intercountry 

Annex 6 
Schedule of regional posts 

including those funded by other sources 

Regular budget Other sources 

Man-years/months Man-years/months 

1994-1995 1996-1997 1992-1993 1994-1995 1996-1997 

10/00 10/00 

8/00 

40/00 30/00 0/02 

4/00 4/00 

6/00 

18/00 10/00 

12100 4/00 

4/00 4/00 

4/00 4/00 

24/00 24/00 2107 1/03 

2100 8/00 6/03 6/00 6/00 

3DB 

Source 
of 

funds 

AS 

AS 

VD 



3.2 

3.3 

3.4.2 

3.4.4 

4.1.1 

4.1.4 

4.2 

4.3.3 

4.3.4 

Programme 

Human resources tor 
health 

Intercountry 

Reglonnl 

Essential drugs, 
vaccines and other 
supplies 

Intercountry 

Clinical, laboratory and 
Imaging technology 

Intercountry 

Traditional medicine 

lnlercountry 

Health or women and 
children, and family 
planning 

Intercountry 

Heallh of the elderly 

Intercountry 

Mental health 

Intercountry 

Oral health 

Intercountry 

Annex 6 
Schedule of regional posts 

Including those funded by other sources 

Regular budget Other sources 

Man-years/months Man-years/months 

1994-1995 1996-1997 1992-1993 1994-1995 1996-1997 

8100 10100 4/11 4100 2100 

28100 24100 

4100 4100 1101 

4100 4100 

4100 4100 

4100 6100 4/04 10100 8100 

4100 4100 0/05 
1100 

4100 4100 

4100 4100 

Other health protection 
and promotion 
activities for healthy 
lifestyles 

Intercountry 4100 4100 
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Source 
of 

funds 

AS 

FEl 

AS 

FO 
VD 
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Programme 

4.4.1 Nutrition 

ln!r.lrcountry 

4.5.1 Water supply and 
sanitation 

l~tercountry 

5.1 Vaccine and 
Immunization, 
Including polloMyelllls 
eradication 

Intercountry 

5.2.1 Malaria ond other 
tropical disease 
control 

lntcrr.oun!ry 

5.2.2 Leprosy el!mlnaUon 

Intercountry 

5.2.3 Research In tropical 
cliseases 

lntorcountry 

5.3.1 DidrrhceOJI diseases, 
Including cholera 

lnterco1mtry 

5.3.2 Acuto respiratory 
lnfcclions 

lntmcountry 

5.4 Tuberr.~losis 

Intercountry 

·---------

Annex 6 
Schedule of regional posts 

including those funded by other sources 

I Regular budget Other sources I 
I 

Man-years/months Man-years/months 

1994-1995 1996-1997 1992-1993 1994-1995 1996-1997 

4/00 4/00 I 1/00 2100 2100 

1/09 0/08 

t--

8/00 8/00 0107 

6/00 6/00 2100 2/00 

1/09 0/08 

10/10 8/00 

--

8/00 

I 
4/00 

4/00 

4/00 

---

I 
2/00 2/00 2100 1/01 I 

1/10 4/00 
I 

I I 4/00 4/00 1.'08 0109 I 

I 1/00 , ___ 

I 
4/00 

! 

400 

Source 
of 

funds 

AS 

FB 

FB 

AS 

FB 

VI 

I ro 
I vc 
I 

I 
FO I 

VD I 
I 
I 

I 



Programme 

5.5.1 AIDS 

Intercountry 

Regional 

5.G Other communicable 
dlse3ses, Including 
zoonoses 

Intercountry 

5.7.3 Other 
noncommunlcnble 
diseases, Including 
genetic dlsordera 

Intercountry 

6.1.1 Personnel 

Regional 

G.1.2 General administration 
and 1ervlces 

Regional 

6.1.3 Budget and finance 

Regional 

8.1.4 Informatics aervlces 

Regional 

8.2 Equipment and 
supplies services 
for Member Stales 

Regional 

SUMMARY 

Intercountry 

Regional 

TOTAL 

Annex 6 
Schedule of regional posts 

Including those funded by other sources 

Regular budget Other sources 

Man-years/months Man-years/months 

1994-1995 1996-1997 1992-1993 1994-1995 1996-1997 

0102 

7/10 

18101 20100 

12100 8100 

4100 4100 

16100 18100 2104 6100 4100 

102100 104100 3101 6100 4100 

42100 42100 11104 8100 8100 

28100 32100 7109 4100 2100 

16100 18100 6103 4100 2100 

132100 136/00 46/03 41/04 22100 

310100 306100 51107 49/03 18/00 

442100 442100 97/10 90/07 40/00 
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Source 
of 

funds 

AS 

FX 

FX 

AS 

AS 

AS 

AS 

AS 
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Annex 7 
Classified list of programmes 

for the 1996-1997 programme budget 

1. DIRECTION, COORDINATION AND MANAGEMENT 

1.1 Governing bodies 

1.1.1 World Health Assembly 
1.1.2 Executive Board 
1 .1 .3 Regional committees 

1.2 Geneml programme development and management 

1 .2. 1 Executive management 
1.2.2 WHO programme development and management 
1.2.3 Director-General's and Regional Directors' development programme 

1.3 Coordination and mobilization of International action for health 

1.3.1 External coordinalion 
1.3.2 Resource mobilization for healtl1 

2. HEALTH-FOR-ALL POLICY DEVELOPMENT 

2.1 Public policy and health 

2 .1.1 Hoal:h and socioeconomic davelopmont 
2.1.2 Health legislation and ethics 

2.2 Strategic support to countries 

2.2.1 Support to the development and management ol country programmes 
2.2 .2 Emergency and human~arian action 
2.2.3 International cooperation for health 

2.3 Health situation and trend assessment 

2.4 Resenrch policy and strategy coordination 

2.5 Hcnllh and biomedical information 

2.5.1 Public informillion 
2.5.2 Hoahh and biomedicCll inform<llion support 
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3. HEALTH SYSTEMS DEVELOPMENT 

I 

3.1 Organization and management of health systems based on primary health care 

3.2 Human resources for health 

3.3 Essential drugs, vaccines and other supplies 

3.4 Quality of care and health technology 

3.4.1 Quality of care 
3.4.2 Clinical, laboratory and imaging technology 
3.4.3 Drug and biologicals quality, safety and efficacy 
3.4.4 Traditional medicine 

4. PROTECTION AND PROMOTION OF HEALTH 

4.1 Family, communHy health and population 

4.1.1 Heatth of women and children, and family planning 
4.1.2 Adolescent heahh 
4.1.3 Human reproduction research and training 
4.1.4 Heatth of the elderly 
4.1.5 Occupational heatth 

4.2 Mental health 

4.3 Health education and health promotion 

4.3.1 Heatth education 
4.3.2 Prevention and control of substance abuse (alcohol, drugs, tobacco) 
4.3.3 Oral heatth 
4.3.4 Other health protection and promotion activtties for heatthy lifestyles 

4.4 Nutrition, food security and safety 

4.4.1 Nutrttion 
4.4.2 Food safety 
4.4.3 Food aid and heatth development 

4.5 Environmental health 

4.5.1 Water supply and sanitation 
4.5.2 Environmental heatth risk assessment and control 
4 .5.3 Chemical safety 
4.5.4 Environmental heatth in urban development 

5. PREVENTION AND CONTROL OF DISEASE AND DISABILITY 

5.1 Vaccine and Immunization, Including poliomyelitis eradication 

5.2 Tropical disease control and research 

5.2.1 Malaria and other tropical disease control 
5.2.2 Leprosy elimination 
5.2.3 Research in tropical diseases 
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5.3 Diarrhoeal diseases nnd acute respiratory Infections 

5.3.1 Diarrhoeal diseases. including cholera 
5.3.2 Acute respiratory infections 

5.4 Tuberculosis 

5.5 AIDS and sexually transmitted diseases 

5.5.1 AIDS 
5.5.2 Sexually transmitted diseases 

5.6 Other communicable diseases, Including zoonoses 

5.7 Noncommunicable disensP.s 

5.7.1 Cardiovascular dise~sP.s 
5.7.2 Cmcer 
f..7.3 Other noncommunic.nble diseases, including genetic disorders 

5.8 Disability prevention nnd rehabilitation 

6. PROGRAMME SUPPORT 

6.1 Administrative services 

6.1 . 1 Personnel 
6.1.2 Gorwml administration and services 
G.~ .3 B~a~ot and finance 
6.1.4 lnlo•matics services 

6.2 Equipment 11nd supplies services for Member States 
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