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PART I 

1. INTRODUCTION 

Members of the sub-Committee on the General Programme of Work 
met twice in 1979. the first meeting was held from 28 to 29 March 
1979, after which country visits were made to Papua New Guinea, 
Solomon Islands, Philippines, Viet Nam and the Republic of Korea, 
in that order. The second meeting was held from 1 to 3 August 1919 
to review the reports of the country visits and to prepare a final 
draft report for the thirtieth ·session of the wao Regional Committee 
for the Western Pacific in October. 

• 
The following members were present at the first meeting of the 

sub-Committee in March 1979: 

Dr' Dennis Stanbury, Aus tra lia 
Dr Takayuki Nose, Japan 
Dr Abdul Talib·bin Latiff, Malaysia 
Dr Bryan Christmas, New Zealand 
Dr FranciSco' Ap11a:r. Phil ippines 
Dr S. Foliaki, Tonga 
Mr Nguyen Van Trongt Viet Nam 
Mme Le Thi Thu Ra, Viet Nam (Interpreter) 

The following members were present at the second meeting in August 
1979: 

Dr Dennis Stanbury, Australia 
Dr Yuji Kawaguchi, Japan 
Dr Abdul Talib bin La tiff , Malaysia 
Dr Bryan Christmas, New Zealand 
Dr Francisco Aguilar, Philippines 
Dr S. Foliaki, Tonga 
Mr 'Nguyen Van Trong, Viet Nam 

·Mr Nguyen Van Truong (Interpreter) 
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The minutes of the meeting held from 28 to 29 March 1979 are attached 
as Annex 1. 

The meeting held from 1 to 3 August 1979 was formally opened by 
Dr lI.,Nakajima, who had recently assumed the post of Regional Director. 
Dr Nakajima welcomed the representatives--from-Auit-raiia;--Ma1aYsia. --
New zealaiid~-Phflippine&, Tonga and Viet Nam, all of whom had attended 
the initial meeting in March, and also Dr Kawaguchi from Japan who was 
attending for the first time. 

The Regional Director stressed the importance of the continuity of 
representation on the Sub-Committee as a means of achieving effective 
participation in regional planning and he further emphasized the regional 
significance of the policy changes involved in the two position papers 
to be reviewed by the Sub-Committee in preparationlf~r the thirtieth 
session of the Regional Committee in October 1979. ' 

Dr Abdul Ta1ib was elected Chairman and Dr B. Christmas, Japport.ur. 
assisted by, Dr S. Foliaki and Dr D. Stanbury. 

A detailed examination was made of the two important position 
papers: "Study of WHO's structures in the light of its functions",1 and 
.iFormulating strategiel for health for aU by the year 2000".2 Part I 
of this report, to be presented to the aegional Committee as provieional 
agenda it .. 13.1. contains the Sub-eo_ittee's recOlllDeMationa with reaard 
to the country visits made by its ,member. and .ummarizes the commente of 
the contributing Member State. and of the Sub~Committee on document 
DGO/78.1. Part II summarizes the Sub-Committeel.. deliberation. on 
document A32/8 and will be presented to the Regional Collllldttee separately 
as provisional agenda item 14. 

2. TERMS OF REFERENCE 

For 1979, the terms of re,ference of the Sub-Committee were as follows: 

(1) In relation to its review and analysis of wao's collaboration 
with countries, the subjects chosen for study were: 

1 

2 

(i) primary health care within the broad context of 
comprehensive health services, focused particularly 
on the health manpower development aspects and the 
use of auxiliaries (continuation of the review made 
in 1978); 

Document DGO/78.l, issued under cover of document WPR/aC29/18. 

Document A32/8. 

-.. 

-

• 
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(ii) drug policies and management as it relates to 
primary health care and certain aspects of 
disease control, e.g •. ,tuberculosis. 

(2) In relation to t he "Study of WHO's structures i~ the light of 
its functions", specifically: . 

(i) to conduct the study ~n the Region together with 
the Regional Director on behalf of the Regional 
Committee; 

(ii) to ensure adequate consultations with all governments 
of the Region on the basis of the Director-General's 
background paper, including selected visits to countries 
as necessary; 

(fii) to monitor the progress of the stud.y in the Region, 
making sure in particular that the necessary dialogue 
takes place between governments and WHO; 

(iv) to prepare a report to the 1979 session of the Regional 
Committee based oQ the consultations with governments; 
and 

(v) to prepare a final regional report based on the 
discussion in the 1979 session of the Regional 
Committee so as to permit the Director-General 
to prepare his g10"1 report for submission to 
the Executive Board in January 1980. 

(3) At the meeting in March 1979, the RegiOnAl Director introduced 
document A32/8 to the Sub-Committee, after which the SubvCommittee 
undertook to recommend to the Regional Committee that its terms of 
reference be expanded to include the studies connected with the formulation 
of strategies for health for all by the year 2000. It is recOIIIllended that 
this expansion of the Sub-Committee's terms of reference be confirmed by 
the Regio~l Committee at its thirtieth session. 

3. REVIEW AND ANALYSIS OF WHO'S COLLABORATION WITH COUNTRIES 

3.1 General observations and recommendations on the country visits 

The reports on the country visits to Papua New Guinea and SolOUlon 
Islands and to the Philippines, Viet Nam and the Republic of Korea 
were presented (Annexes 2 and 3). 

The Members of the Sub-Committee making the visits mad!! the following 
observations and recommendations: 

They were greatly impressed with the state of development of country 
health programming or similar planning processes in the countries visited 
and with the methods whereby the health administrators had utilized limited 
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trained manpower resources to develop a basic health care service at 
the village level. They had also come to appreciate the considerable 
difficulties that were being overcome in the deployment of peripheral 
health services to meet the needs of diverse scattered and frequently 
isolated groups of people. In some of the countries visited, while 
the task of central planning and setting of priorities was being 
achieved, that of implementation had still to be surmounted. In the 
brief review made of the existing services, three priorities had 
become apparent: (a) the need to accelerate the training programme 
for national staff; (b) the need to strengthen health improvement 
services at all levels; and (c) the need to motivate communities to 
strive for a better health status. 

(1) Training 

By accelerating the training programme for national staff, the 
existing dependency on WHO technical staff and expatriates in some of 
the countries visited should be lessened. By adding more national 
staff to the general health service, the communities would recognize, 
by the presence of their own people, the significance their Governments 
attached to health development within each country. Wherever and whenever 
appropriate, key WHO technical staff should disengage from any role in 
which they might be considered to be acting as operational officers. The 
practice of WHO staff, advisers or consultants to serve as stop-gap 
replacements for national staff should be avoided, except in emergencies 
and then only for a limited period of time; for example, of not more than 
six months. Continuation beyond such a period weakened the resolve for 
replacement and further delayed the accession of national staff. 

(2) Health improvement 

While it was evident that health care services must be upgraded and 
extended, any such development should not be accelerated in advance of 
the application of health improvement services. Environmental sanitation, 
better nutrition and general education could substantially reduce the 
demand for costly reparative services, particularly in the field of 
maternal and child health and communicable diseases control. Such basic 
measures were the principal means of reducing infant and adult mortality ~ 

and morbidity in countries that had achieved a high level of health. 

(3) Community participation 

The communication gap between central health planners and the 
community was a universal problem. Health workers at all levels should 
be trained in new methodologies which placed much greater emphasis on 
the active understanding and cooperad.on of the population in determining 
their own health service requirements, and in attaining better standards 
of health. In-service training and education in the appropriate technology 
for better communication between health workers and the community were 
still needed. 

There was also a need for trnining in health I111magement, particularly 
at the local level, in those countries in which health service organizations 

• 

.. 
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were undergoing devolution. Such training would reinforce the advantages 
of local knowledge and close community contact, especially where there 
were problems related to lack of management skills and limitations of 
operational efficiency due to inability to work as a member of a team. 

3.2 Conclusion 

Priorities for training, health -tmprovement and community participation 
were well recognized by the health administrations concerned and the 
visiting members of the Sub-Committee felt that they should be considered 
by the WHO Regional Programme Committee in determining future technical 
cooperation. Future'WHO support should be directed towards educational, 
rather than operational, activities, and the mechanisms for helping 
health staff at all levels to implement more effective health improvement 
services and achieve better communication with the communities should be 
given special consideration. 

4. STUDY OF WHO'S STRUCTURES IN THE LIGHT OF ITS FUNCTIONS 

The Sub-Committee reviewed the comments received from Member States 
of the Western Pacific Region on the background paper "Study of WHO's 
structures in the light of its functions".l Replies were received from 
16 countries, including detailed comments from Australia, Japan, New Zealand, 
Papua New Guinea, Singapore, Tonga and Viet Nam. 

tn general, all countries accepted the proposal for review and 
reorganization and agreed 'that the Organization should become more active 
in promoting health as an essential component of sacial and economic 
development at country, regional and global levels. 

Some caution was expressed with regard to the mechanisms whereby 
such a health promotion role was to be implemented. It was endorsed that 
programmes for improving the health status of the global population 
should be developed on a collaborative basis but the implementation 
must be adapted to ensure that no country was coerced into accepting 
a formula for health action that was not fully agreed to by its government 
or consistent with the political and social aspirations of its people. 

The strength of WHO in the past had been in its policy of non
interference in the internal affairs of Member States and its significant 
technical input and cooperation. If the Organization were to undertake 
a more active influential role, the emphasis should continue to be on 
technical cooperation, but recipient countries should also participate 
on an active partnership basis and not merely as passive or even involuntary 
recipients. 

1 
Document DGO/78.l, issued under cover of document WPR/RC29/l8. 
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The proposal to accord regional offices a greater opportunity to 
develop regional programmes specifically tailored to local needs was 
strongly supported. In effect the central Headquarters function would 
be concentrated on promoting and coordinating those regional programmes 
and on overall policy formulation. 

The Sub-Committee felt it was important, however, that Beadquarters 
should retain, a real measure of responsibility for overall coordination 
so that WHO maintained its ~lobal aims and policy and did not disintegrate 
into six independent and possibly competitive regional health organizations. 
No implication was intended that Headquarters functions should be limited 
to coordination since the formulation of broad global strategies and 
programmes was still considered essential. 

The Su~-Committee considered that. since many countries in the region 
still lacked the resources to train or recruit sufficient specialists to 
meet their own needs, the Regional Office should continue to retain a cadre 
of specialists, even if the number of generalists required strengthening. 
Recruitment to regional appointments however should not be restricted to 
staff within the Region but should be effected rather on the basis of 
training, skills and experience. Nevertheless, as a long-term policy, 
the Region should aim to develop training programmes to provide expertise 
at regional and national levela •. 

BUateral and multilateral arrangements whereby countries with special 
expertise could cooperat. with other countries to develop specific health 
programmes should be encouraged at the regional level. Such programmes 
might be regarded as pilot schemes which could serve as useful models for 
other countries to emulate. The Regional Committee could give a lead by 
encouraging those countries to develop individual programmes to deal with 
health problems peculiar to the Region. 

The role of the WHO representative was reviewed. Although most 
countries accepted the proposed'change of designation to programme 
coordinator, the sub-Committee expressed some reservations. The present 
WHO Programme Coordinator was still regarded more as an official 
representative of the Regional Office and as a coordinator with external 
agencies than as a programme organizer in the countries of his area. 
If a number of programmes were to be undertaken in a country, the proper 
agent for coordination and evaluation was seen to be the health administration 
of that country. The functions of the WHO representative could well continue 
to be expanded to include those of adviser and coordinator of cooperation 
provided by WHO WItho.if-infringing on the role of the local health 
administration as coordinator :for the implementation of national progra1llJle8. 
For that reason, the Sub-Committee considered that the title of WHO 
Representative was still the more appropriate one. 

In some countries, the need for a resident liaison officer to act 
as intermediary between the local health administration and WHO was 
stressed. 

The frequency of World Health Assembly meetings was considered and 
the existing practice of annual meetings was advocated but of a shorter 
duration, although prOVision in the agenda of some time for review of 
the progress of programmes and the outcome of resolutions seemed desirable. 

.. 

• 

-
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Although it was recognized that some form of geographical regrouping 
might be necessary in the future as the number of Member States increased 
and the proportionate contributing populations decreased, questions such 
as the variation of Executive Board representation and contributions were 
considered but deferred. 
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ANNEX 1 

REPORT OF THE SUB-COMMITTEE ON THE G1!:N!'RAL PROGRAMME OF WORK 
ON ITS MEETING HELD IN MANILA, 28 and 29 MARCH 1979 

The meeting of the Sub-Committee of the Regional Committee on the 
General Programme of Work was opened by Dr Francisco J. ny, Regional 
Director, who welcomed the representatives of Australia, Japan, Malaysia, 
New Zealand, Philippines, Tonga and Viet Nam. 

Dr ny referred to the agenda, which included the programme for country 
visits to the Philippines, Republic of Korea and Viet Nam by the representatives 
from Australia, Japan and the Philippines and to Papua New Guinea and Solomon 
Islands by the representatives from Malaysia, New Zealand, Tonga and Viet Nam. 
The visits had been scheduled to take place itmnediately after the meeting. 

The Regional Director then drew attention to an important additional 
item which he proposed to ask the Regional Committee to consider adding to 
the terms of reference of the Sub-Committee, namely the studies connected 
with the formulation of strategies for health for all by the year 2000. 
A document had been prepared by the Executive Board of WHO which was intended 
for review by the Thirty-second World Health Assembly in May 1979. The 
document had been drafted as the proposed basis for formulating national 
policies, strategies and plans of action for use by countries individually 
and collectively at local, regional and global levels. This document,l 
and another important position paper "Study of WHO's structures in the 
light of its functions,,2 were to be included in the working agenda of the 
Sub-Committee for preliminary consideration during~the present two-day 
meeting. 

The Regional Director urged representatives to take the opportunity 
afforded by their country visits to bring the two documents to the 
attention of heads of governments and health ministries and to invite 
their consideration and comment. 

Representatives then elected Dr Francisco Aguilar Chairman, and 
Dr Bryan Christmas and Dr Dennis Stanbury Rapporteurs. 

Dr Hirshman, Director, Programme Management, led the discussion on 
the work schedule and the country visits. The Sub-Committee adopted the 
work schedule and the proposed arrangements for country visits. It was 
then agreed that a second meeting be held in Manila from 1 to 3 August 
1979 to review and edit the reports of the country visits and to discuss 
recommendations regarding the two tabled documents, A32/8 and DGO/78.l. 

1 Document A32/8. 

2 Document DGO/78.1, issued under cover of document WPR/RC29/18. 
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Dr Hirshman confirmed that the initial purpose of the visits was to assess 
the efficacy of the WHO technical collaboration progranunes in relation to 
primary health care (PHC). The Committee also agreed that the visits 
should be used to discuss the tabled documents with government leaders 
and sen.ior officials. 

In considering document A32/8, representatives discussed the signi
ficance and meaning of the terms in the title "Health for all by the 
year 2000". Most agreed that the initial emphasis should be on the 
development of health care services and all agreed that any such strategy 
depended on connnunity participation. Arising out of the discussion of 
PHC and the development of future health services, the following 
recommendations were made: 

1. Health care services should be developed peripherally as much 
as possible in contradistinction to the allocation. of scarce 
funds for costly central medical services that might be 
inappropriate and inaccessible. 

2.. In PHC programmes, more emphasis should be given to preventive 
and educational services and not merely to the provision or 
expansion of curative services. 

3. In order to measure improvement of the health status of the 
community as a result of allocation of funds for health service 
development, appropriate health indicators should be developed 
that were nationally and internationally acceptable. 

4. Health planners should re-examine existing health services to 
ensure the most effective u·se of resources and manpower. 

5. Health and related services should be developed so as to offer 
to the individual the greatest opportunity for self-suffiCiency 
in heal tho 

With regard to document DGO/78.1, it was agreed to defer detailed 
consideration until the next meeting of the Sub-Committee in August. 
During the general discussion, some reservations were expressed with 
regard to the prospect of the formation of additional committees within 
the WHO structures. All agreed, however, with the principle for the 
proposed changes,namely, to establish within the organizational structure 
processes that would enable guidelines for policy and priority decisions 
to emanate from the periphery and for recommendations to pass from 
countries to the Regional Comniittee and then to the World Health Assembly, 
rather than be promulgated from the global office to the Region. 

Discussion on the second day concerning WHO collaboration with PHC 
programmes centred on the importance of community participation. The Sub
Committee ievi£~wed the definition of PHC and concluded that PHC· involved 
the development by individual countries of basic health services appropriate 
to their needs. Such development must occur in conjunction with community 
participation and with the support of other health-related agencies within 
the country. 

... 

... 

-

• 
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It was recognized that the felt needs of the community must be taken 
into account by the health administrator when developing a health service 
plan for the area. Furthermore, for any health plan to become effective, 
the community must not only be co~ulted but actively involved in the 
development and operation of the programme. ' 

WHO could assist with specialist technical support but the planning 
and administration must be undertaken by the country itself. Specific 
activities by the WHO Regional Office included the arrangement of seminars 
on PRC throughout the Region, collaboration in conducting an intercountry 
'Workshop on PRC between Malaysia and the Republic of Korea, collaboration 
iil research and development projects in the Philippines and Papua New 
Guinea, and training of village health workers in Solomon Islands. The 
t'egional intercountry team on promotion of primary health care was continuing 
its work throughout the Region. In considering the topic of health manpower 
training, the representatives acknowledged that teaching programmes for 
PRC wor:kers should be competence-based, i.e. the training should be designed 
to fit the person for the specific task. These new approaches could well 
lead to the radical modification of established curricula for medical 
workers, both in content and course duration. 

The Sub-Committee concluded with a discussion on drug policies and 
management as it related to primary health care and certain aspects of 
disease control, e.g. tuberculosis. Members of the Sub-Committee were 
urged to assess the extent to which countries they visited controlled 
the selection of drugs used within ,the country and the procedures 
adopted to obtain adequate low-cost supplies of drugs and dispense them 
to the community. The attitudes 0.£ physicians and consumers to the 
proposed bulk supply of "generic label" drugs and the attitude of 
proprietary drug firms should also be considered. The Sub-Committee 
considered the usefulness of medicinal plants as a means of reducing 
costs and endorsed the need for further research to explore the efficacy 
and appropriate therapeutic application of this form of medicine • 



-
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ANNEX 2 

REPORT OF THE SUB-COMMITTEE ON THE GENERAL PROGRAMME OF WORK 
ON THE COUNTRY VIS ITS TO PAPUA NEw GUINEA AND SOLOMON ISLANDS 

Members of visiting team 

Dr B.W.Christmas 
Deputy Director-General of Health (Public Health) 
New Zealand 

Dr S. Fol1.aki 
Director of Health 
Tonga 

Dr Abdul Talib bin Latiff 
Director of Health 
Malaysia 

Mr Nguyen Van Trong 
Director, .~Department of External Relations 
Ministry of Health 
Viet Nam 

Mme Le Thi Thu Ha 
Interpreter 
Viet Nam 

Dates of visit 

PAPUA NEW GUINEA 

30 March - 6 April 1979 

Areas visited 

Port Moresby (Central Province), Mount Hagen (Western Highlands), 
Madang (MBdang Province) 

Introduction 

The programme for the team was arranged by Dr Y.H. Paik (WHO Programme 
Coordinator), Papua New Guine~. During the visit, discussions were held with 
senior Health Department staff, the Director of the Health Education Institute, 
and the Deans of the College of Allied Health Sciences at Port ~oresby and 
Mount Hagen. 

The team also visited provincial health offices at Mount Hagen and 
Madang, a health centre at Tambul, an aid-post training centre, an 
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environmental sanitation demonstration unit and a local aid post. At 
Madang, visits were paid to a nurse training school, a provincial hospital 
and the WHO Malaria Research Unit. 

On the final day, a brief interview was held with the Minister of 
Health and the Assistant Secretary of External Affairs. The importance of 
the proposals in' tr~ two documents "Study of WHO's structures .in the~light 
of its functions", and "Formulating strategies for health for all by the 
year 2000,,2 was stressed but lack of time did not permit any detailed 
analysis or commentary. 

Health status 

The rate of natural increase is 2.1% per annum with a high birth rate 
(44 per 1000) offset by a high infant mortality rate (approximately 90 
per 1000 live births) and total mortality rates of 15 per 1000. 45.1% 
of the population are under the age of 15 years. 

The leading causes of death are accidents and violence, 12.7%; 
pneumonia, 6.8%; cancer, 5.7%; other respiratory diseases, 5%; meningitis, 
4.5%. 

Administration 

Since July 1978, the Government of Papua New Guinea has adopted 
a policy of devolution, with the transfer of certain powers and 
functions to the local governments of the 19 provinces. Health services 
have been included in tpis programme and much of the responsibility for 
implementi~g health care and health improvement services for the community 
is now vested in the provincial health officer. The provincial health 
officer is therefore responsible to the provincial government for the 
administration of all health services within the province and to the 
National Government for certain public health functions of national 
importance. The respective roles of provincial health and national health 
administrations, however, are still being defined. 

Health policy and country health programme 

The basis for the development and reshaping of the country's health 
services is the National Health Plan, 1974-1978, adopted by the Government 
of Papua New Guinea in 1972 and operated by a National Health Planning 
Committee, chaired by the Secretary of Health and responsible to the 
Minister of Health. The WHO Programme Coordinator is a member of the 
Committee. The aims of the plan were: 

1 
Document DGO/78.l, issued under cover of document WPR/RC29/l8. 

2 
Document A32/8. 

.. 

.. 
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- equalization of services 
- improved rural services 
- decentralization 
- integration 
- self -reliance 
- simplification 
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The health problems that prompted the Plan were: 

(1) poor health status in rural and highland areas, 
particularly in young children; 

(2) too high a birth rate 

(3) increased demand for urban hospital services; 

(4) inequality and distribution of services; 

(5) poor integration of health care and-health improvement services; 

(6) too many central decisions; 

(7) unrealistic standards and lack of community involvement. 

The current priorities of the National Health Planning Committee are: 

(1) to expand rural water supplies and sanitation; 

(2) to reduce hospital expenditure by utilizing existing 
health services, to extend rural and family s~rvices, 
and improve family planning; 

(3) to reorientate the malaria control programme to make it more 
cost-effective; 

(4) to develop health manpower planning and training programmes; 

(5) to establish a sub-committee on primary health care to develop 
a number of pilot projects, e.g. the New Ireland scheme. 

These priorities and the National Health Plan are now subject to a 
central coordinating group (the National Planning Office), which is 
responsible for developing a comprehansive national public expenditure 
plan for the period 1978-1981. Thus health planning is linked in with 
other programmes of socioecqnomic development. The National Public 
Expenditure Plan is a comprehensive project geared principally to rural 
development and as a matter of policy provicles for an addttional , 
incremental budgetary growth of 3%, which is allocated specifically each 
year for new projects related to rural welfare. Hence the National 
Planning Office serves as an effective instrument for the coordination 
of intersectoral activities relevant to primary health care at the village 
level. All projects for aid provided by international agencies are also 
coordinated within this plan. 
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Health services 

The Department of Health under the Minister of Health, with the 
Secretary of Health as his chief technical adviser and administrator, 
is responsible for most of the health services. In rural areas, church 
groups have a greater share of services, but through close liaison these 
supplementary services are fully integrated within the national health 
administration. The Secretary of Health has two first assistant 
secretaries, one responsible for health care, and the other for health 
improvement services. There are also a number of specialist staff of 
various disciplines, including training, planning and research; maternal 
and child health, and family planning; malaria, tuberculosis and leprosy 
control. 

The organization of health services in Papua New Guinea has been 
adapted to meet the special needs of the population of some three million 
which is thinly distributed over a large land mass and a number of 
islands, where the mountain ranges and sea limit access and render 
communication difficult. The task is further complicated by the multi
plicity of languages and relative isolation of many tribal groups from 
modern technological development and present-day sophistication. Much 
of the population is still evolving from a subsistence to a capital-based 
economy. 

As a result, for a number of years the health administration of 
Papua New Guinea has developed its own type of primary health care service. 
The basic health worker is the aid-post orderly, who may possess only a 

-

.. 

-

rudimentary education, yet is capable of being trained to undertake simple ~ 

health care procedures, and to initiate elementary health protection 
measures in the villages and hamlets within the population area he serves. 
In addition to the treatment of cuts and skin sores and the dispensing of 
symptomatic remedies, the aid-post orderly is also trained to diagnose and 
treat with specific drugs cases of pneumonia and malaria, and to identify 
those cases that require referral to the Health Centre. The aid-post 
orderly is also expected to act as a local health educator. He is instructed 
in the aftercare and management of cases discharged from the Health Centre, 
the supervision and administration of maintenance treatment for cases of -
leprosy and tuberculosis and the prophylactic control of malaria. An aid-
post orderly usually serves a population of 500 to 1500. The aid-post 
orderly is responsible to the health extension officer (REO), who is a 
more highly trained health worker based at a health centre. 

The health extension officer is able to diagnose and treat a wide 
range of conditions and is also trained in basic obstetrics. He is 
trained in management and is in charge of the health centre and its staff. 
The health centre serves as the intermediate health care station between 
the field health worker, the aid-post orderly and the provincial ho.pital; 
thus the health extension officer acts as a diagnostic screen to sort out 
those serious cases that warrant referral to the provincial hospital. 
Staff attachecl to the health centre include a maternal and child health 
sister, a health inspector, possibly a malaria control section, and 
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orderlies for nursing and environmental control duties. The health centre 
usually contains a small maternity unit and some general hospital beds. 

Since July 1978, responsibilities for peripheral health care services, 
including immunization, maternal and child health, fa~ily planning and 
disease surveillance, have been delegated to the provinces. The provincial 
health officer has become responsible to the provincial government for the 
administration of all provincial health services, including the hospitals, 
health centres and aid posts. . 

Health improvement services, which include malaria control, environmental 
sanitation, sexually transmitted diseases, leprosy and tuberculosis control, 
occupational health and dental health services, are also delegated to the 
provincial level. Each provincial health officer has a team of supporting 
staff (several health extension officers, health inspectors, maternal and 
child health and community health nurses who have undergone special training) 
responsible for organizing these progrannnes within each province. The role 
of the national health office staff is to provide technical advice and 
guidance, assist with planning and, where practicable, evaluate progress. 

Health services administration 

The National Government still retains responsibility for hospitals, 
base medical stores, medical training, family health (planning), nutrition, 
quarantine, dental health and mental health services. 

A health centre, depending on the special needs and distribution of 
the local population, serves approximately 20 000-50 000 people. 

A provincial hospital usually has 200-300 beds and is staffed by 
specialists, a surgeon, paediatrician and/or obstetrician, and three or 
four general medical officers. The provincial hospital provides general 
hospital in-patient and some out-patient services for the province. 
Provincial populations vary but average 250 000. Some hospitals and 
health centres are financed and administered by church groups, but there 
appears to be a very close working relationship between the various 
religious groups and the State, so that duplication of services does not 
occur and the development of each component is complementary. There are 
four base hospitals, at Port Moresby, Goroka, Lae and Rabaul, where more 
specialized treatment and diagnostic services are available. 

Training and manpower development 

Aid-post orderlies receive two years' training, which includes 
extensive practical experience at one of three training centres. Health 
extension officers, who are required to have a higher pre-entry educational 
level, undergo three years' training, followed by a one-year internship 
at a health centre or hospital. Health extension officers are trained at 
the College of Allied Health Sciences at Madang. Health inspectors also 
undergo a three-year course at Madang and qualify by sitting the Royal 
Society of Health examinations. Nurses are trained at the College of 
Allied Health Sciences at Port Moresby (and at some church schools), where 
they undergo a three-year course. 
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Dispensers, medical technologists and radiographers are also trained 
at Port Moresby. After three or four years' experience, health extension 
officers and, where appropriate, nurses and health inspectors, can take 
a post-basic diploma course at the College at Port Moresby in health services 
administration, community health, health education or nutrition. ' These 
courses can offer a wide range of career opportunities in the health services 
and in the avenues of health care and health promotion. 

, , 
A health manpower training and developu1ent programme setting future 

nume.rical targets has been included on a long-term basis in the current 
regional health plan. 

Drug policy 

Papua New Guinea appears to have a very effective programme for the 
purchase, quality control and distribution of drugs. By using a bulk 
purchase team based in Sydney, all drug orders are prepared in large 

• 

.. 

quantities once or twice a year and tendered for on -a world-wide basis. --
Usually, the lowest tender is accepted. Quality control prior to purchase 
is effected by having samples tested by arrangement at the National Biological 
Standards ~boratory, Canberra. On occasions, where shelf life or thermo
lability is a significant factor, samples are provided for testing after 
exposure to ordinary working conditions in Papua New Guinea. Use of drugs 
is controlled internally by the compilation of a master list of drugs. 
The items on this li~t are restricted in distribution according to three 
categories: drugs for general di,stribution; drugs that may be obtained on 
prescription only and are issued to medical practitioners; and those that 
are restricted to specialists based at hospitals. Amendments and deletions .. 
to the master list of permitted or purchased drugs are made on the advice of 
a National Pharmaceutical Advisory Committee, chaired by the First Assistant 
Secretary of Health. The annual cost of drugs in Papua New Guinea, including 
vaccines, amounts to I million kina approximately, one fiftieth of the health 
budget. 

Community participation 

The process of devolution of health services to the provinces is in ~ 
keeping with the aims of the National Health Plan to bring the health 
services closer to the people. As yet, few local health committees are 
operational at the village level, although villagers are expected to provide 
for the construction and maintenance of aid posts, and local government 
councils contribute to the installation of public water supplies and sanitation 
projects. 

A recent scheme to involve local councils more directly in the malaria 
control project appears to be making good progress. Involvement of village 
groups in the selection, nomination and financial support of trainees for 
the position of aid- post orderly has been less successful. Either 
villagers have felt that local expenditure should he directed to other 
priorities, such as highway construction and maintenance, or there have 
heen no suitable young persons available. Whatever the reason, the number 
of trainees fell short of the required establishment and recruitment had 
to revert to a central authority. 

.. 

• 
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In the field of family planning and maternal and child health, women's 
groups have been utilized, particularly in the urban areas, and this local 
support is to be fostered on a wider scale in the future. Some experimental 
projects, involving the use of volunteer workers in communal health projects 
in villages, are being tried out. In some areas, health aid workers have 
assisted in the reporting of new cases of epidemic disease and in supervising 
the treatment of cases of leprosy. 

A very interesting pilot project is being tested in Madang. In one 
village, volunteer women workers are helping to administer prophylactic, 
antimalarial drugs to children aged 0-6 years. This has already attained 
an 85~ success response after aeveral months. The scheme has now been 
accepted in two other villages and could later be extended to cover the 
entire district. 

£ollaboration with WHO 

WHO collaboration and assistance is based on the priority needs stated 
in the National Health Plan and the ongoing appraisal of demands for external 
inputs identified through the national health programming exercises carried 
out by the Health Department. Coordination of the support provided by WHO 
is the responsibility of the WHO Programme Coordinator based at Port Moresby. 
He enjoys a particularly favourable position in that he is a member of the 
various working subcommittees of the Department of Health, not as adviser, 
but as' a full member. He is therefore fully conversant with the problems, 
plans and policies of the Department. 

The, collaboration of WHO in Papua New Guinea is quite extensive 
consisting at present of 19 staff members. The evidence of this cooperation 
can be seen at various levels of the health service, including development 
of primary health care services with emphasis on maternal and child health, 
family planning, better nutrition, expansion of the immunization programme, 
improvement of malaria control, improvement of basic sanitation with provision 
for safe and adequate water supply, especially to the rural communities, the 
improvement of staff training, particularly by revising and expanding the 
curriculum for aid-post orderly training to conform more to the primary health 
care concept. There is also a major orientation of various disease control 
programmes, especially the malaria control programme. Research programmes 
have been implemented on resistance of malaria parasites to chloroquine, 
and on the development of a vaccine against pneumococcal pneumonia, both 
diseases of priority concern in the country. Education and training, 
especially the provision of fellowships for post-graduate and undergraduate 
training of national health staff and the organization and implementation of 
national seminars and workshops conducted by WHO consultants in various 
fields of health, has been one of the major collaborations of WHO in the past 
years. 

~al observations and recommendations. 

- The members of the Sub-Committee who visited Papua New ~!nea weT'e 
greatly impressed with the state of development of the country health 
programme and the methods whereby the'health administrators had, over 
the years, utilized limited trained manpower resources to develop 
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a basic health care service at the village level through the use of the aid
post orderly. Similarly, the members of the Sub-Committee came to appreciate 
the considerable difficulties that are being overcome in the deployment of 
peripheral health services to meet the needs of diverse scattered and frequently 
isolated groups of people that make up the population of the country. The 
task of central planning and setting of priorities has been ~chieved; that of 
implementation has still to be surmounted. In its brief review of the 
existing services, three major priorities have become apparent: the need 
to accelerate the training programme for national ataff. the need to strengthen 
health improvement services at all levels; and the need to motivate 
communities to strive for a better health status. 

t. By accelerating the training programme for national staff, the present 
dependency on WHO technical staff and expatriates should be lessened. By 
adding more national staff to the general health service, the communities of 
Papua New Guinea and' Solomon Islands would recognize, by the presence of 
their own people, the significance their Government attaches to health 
development within each country. Wherever and when~ver appropriate, key 
WHO technical staff should disengage from any role in which they may be 
considered to be acting as operational officers. The practise of WHO staff, 
advisers or consultants to serve as stop-gap replacements for national staff 
should be avoided, except in emergencies and then only for a limited period 
of time. say, not more than six months. Continuation beyond that period 
weakens the resolve for replacement and further delays the accession of 
national staff. 

2. While it is evident that health care services must be upgraded 
and extended, any such development must not be accelerated in advance of the 
application of health improvement services. Environmental sanitation, 
better nutrition and general education can substantially reduce the de~nd 
for costly reparative services, particularly in the field of maternal and 
child health and communicable diseases control. These basic measures have 
been the principal methods of reducing infant mortality and adult morbidity 
in all developed countries. 

'~r.' The communicaHon gap betWeen central neal th planners and the 
community is a universal problem. Health workers at all levels have to be 
trained in new methodologies which place much greater emphasis on the active 
understanding and cooperation of the population in determining their own 
health service requirements, and in attaining better standards of health. 
In-service training and education in the appropriate technology for better 

. communication between health workers and the community are stil~ needed. 

--4.---The priorities -fortrainIrig, health improvement and health education 
are well recognized by the health administration and in the view of the . 
members of the Sub-Committee, should be considered by the WHO Regional 
Programme Committee in determining future technical cooperation. Future 
WHO support should be directed to educational, rather than operational, 
activities, and the mechanisms for helping heal th staff at all levels to 
implement more effective health improvement services and better communication 
with the communities should be given .special consideration. 

-
-
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The health services of Solomon Islands are included in the portfolio 
of the Minister of Health and Welfare. The Permanent Secretary is the 
permanent head of the service, and the Under-Secretary (Health) is the 
chief medical adviser responsible for international health and for the 
planning and coordination of medical services. The central organization 
of the National Health Service is based at Honiara and comprises nine 
divisions: 

- communicable disease control 
- personal health services 
- health education 
- environmental health services 
- nursing 
- laboratory services 
- pharmaceutical services 
- dental health 
- hospitals and clinics. 

The Central Government is pursuing a policy of decentralization. the 
administration of health care services, including district hospitals and 
the responsibility for developing environmental health and health improve
ment. programmes, being delegated to provincial governments. At the 
provincial level the health services are administered by a senior or 
principal medical officer, who is responsible to the local government 
council. His senior staff include several medical officers, a s~nior 
nursing officer, a health inspector and support:lngadmin1strative staff. 
Usually the provincial health administration is based at the provincial 
hospital. The largest central hospital, which contains 158 beds, is 
situated at Honiara and serves as the main referral hospital. There are 
five smaller council hospitals based in the other provinces, and two 
mission hospitals. Also within the provinces, a number of area health 
centres are being developed. These are a new concept and are intended to 
provide basic health care services for the local populatiori. They are 
expected to act as an intermediary stage between the provincial hospital 
and the rural health clinics, and will probably be directed by a health 
worker trained to the equivalent of the Papua New Guinea health extension 
officer. It is also intended that a health inspector and nurses and 
malaria control sections be assigned to these units, which will probably 
each have up to 20 beds. The present rural health clinics, of which there 
are 60;"70 planned (a number of wl1ich are already in operation), are the 
present peripheral stations for health care and maternal and child health 
services. ,Such clinics are usually staffed by two nurses, one female, who 
concentrates on maternal and child health, and one male, who undertakes most 
of the visits to the villages. At present, these rural health clinics refer 
directly to hospitals any cases they are unable to treat locally, but they 
are able to cope with most uncomplicated deliveries, provided the women 
are abl~ a~dwilling to travel to the clinic. Each clinic serves about 
1500-3000 people. The rural health clinic also undertakes immunizations 
and conducts family health programmes. 
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Another new project developed with cooperation from WHO is the 
training of village health aids. As an extension of the rural health 
clinic, a number of health aid posts had been created, which were generally 
staffed by assistant nurses who had received one year's basic training. 
The success of these local posts encouraged the Government further to"expand 
the service and to promote community participation at the village level by 
inviting villagers to nominate suitable persons to undergo an elementary 
training programme of three months prior to appointment as village-based 
health aids. The initial programme began in 1978 when nursing officers and 
medical officers from each of the provinces attended a special course to 
prepare them to operate training programmes in their own provinces, to 
prepare these new primary health care workers for their future positions. 
Subsequently, training courses were conducted for the first batch of health 
aids and, to" date, 37 aids have been trained and are operating in the villages. 
The responsibility for future programmes now rests with the provinces and 
the villagers will assist by providing accommodation for the aid posts. 

Drug policy and management 

Drugs are provided free of charge to all Solomon Islanders. The annual 
budget for medical supp lies - whidl inc ludes drugs, 8uppTies and vaccines -
amounts to US$2S0 000 or 12-1/2% of the total recurrent health budget. This 
is not adequate and shortages of drugs and supplies do occur. In fact 
shortage of .edical supplies is one of the major concerns of the Ministry 
of Health. 

Overseas purchasing of drugs is done by the Government Supply Department 
through the Crown Agents in the United Kingdom and other government agents 
in various countries "or areas such as Australia, Hong Kong, Malaysia, New Zealand 
and Singapore. The two major suppliers are the United Kingdom and Australia. 
Occasionally, in case of special or urgent need, the Ministry can order 
drugs directly without going through the Government Supply Department. 
Quality control of drugs purchased is non-existent and depends entirely 
on the word of the supplier or of the agent concerned. 

Drugs are distributed by the Central Medical Store and Pharmacy on 
two-monthly requisitions by the various health institutions, such as hospitals, 
rural health units and clinics. The departmental approved list of drugs 
divides the drugs available into three categories: category A includes 
drugs available to hospitals for use by specialists and medical officers; 
category B includes drugs available to rural health units for use by 
registered nurses; category C comprises drugs for use in village clinics 
by non~registered nurses. A very limited line of medicaments - namely, 
antimalarial drugs, aspirin, cough and stomach mixtures - is also available 
to the village health aids. 

Traditional medicine,' based on the use of herbs and medicinal plants, 
was l\l part of the tradition and culture of the Solomon people long before 
the arrival of the missionaries and the introduction of western medicine 
and drugs. Fortunately the practice has been maintained, especially in 

-... 

-
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the villages, up to' the present time. There is a strong inte'rest within 
the Health Department in conducting proper surveys and studies of 
traditional medicine, particularly the use of medicinal plants, with 
regard to its efficacy and the possibility of incorporating such practices 
into the delivery of health care, including primary health care. The 
Government has stated its interest in the study and use of medicinal plants 
and traditional medicine. 

WHO's collaboration 

WHO's collaboration in Solomon Islands can be seen in the priority 
areas of health services. WHO has collaborated in the programme of 
development of comprehensive health services, namely the training of 
village health aids, the malaria eradication programme, the family health 
programme. WHO support can also be seen in the tuberculosis control programme 
and the-promotion of environmental health, in the form of consultants, 
experts, fellowships and the provision of supplies and equipment. 

During the discussions and meetings of the members of the Sub-Committee 
with high-ranking officers in the Ministry of Health and government leaders, 
the collaboration and support of WHO and its field staff in solving the priority 
health problems of the country were welcomed and appreciated. The Minister of 
Health expressed his interest in exchanging experience with other countries 
in the Region in the fields of health services organization, training of 
health manpower, development of traditional medicine and utilization of 
medicinal plants. He hoped that WHO would continue to collaborate through 
the assignment of consultants and experts Elnd thereby help Solomon Islands 
to solve its difficulties and improve the development of its health services.' 
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ANNEX 3 

REPORT OF THE SUB-COMMITTEE ON THE GENERAL PROGRAMME OF WORK 
ON THE COUNTRY VISITS TO THE PHILIPPINES, VIET NAM 

AND THE REPUBLIC OF KOREA 

Members of visiting team 

Dr T. Nose 
Deputy Director 
International Affairs Division 
Minister's Secretariat 
Ministry of Health and Welfare 
Japan 

Dr D. Stanbury 
Senior Medical Officer 
International Health Branch 
Department of Health 
Australia 

REPUBLIC OF THE PHILIPPINES 

Dates of visit 

30 March and 2 April 1979 

Health status 

The leading causes of death in the Republic of the Philippines are: 
pneumonia, tuberculosis, cardiovascular diseases, gastroenteritis, 
bronchitis, malignancies, avitaminosis and other nutritional deficiencies, 
and accidents. The trend of mortality has shown a gradual shift from the 
communicable diseases to those of the chronic degenerative diseases, e.g. 
heart diseases and malignant neoplasms, which can be ascribed to the 
increasing life expectancy of the population up to 60 years in 1975. 

Protein calorie intake per capita in the Philippines is lower than in 
a number of other Asian and South-East Asian countries and in some areas 
malnutrition is a major problem. 

The health budget in 1974 was 477 400 pesos, which represented 3.4% 
of the total national budget. The net expenditure for health amounted to 
5.43 pesos per capita in 1974, which was a slight decrease on the previous 
year. 

Health services 

The Ministry of Health is responsible for supervising and administering 
a comprehensive health care system for the whole Republic, based on the 
administrative organization of the country. Centrally the Ministry consists 
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of a number of bureaus, staff services and various offices from which 
the three basic health care facilities (tertiary, secondary and primary) 
are administered. The tertiary care level consists of medical centres 
and special and regional hospitals; the secondary care level of provincial 
and emergency hospitals. The primary health care level is divided into 
rural health unit main centres and subsidiary barangay health stations. 
The rural health units are operated by a public health team consisting 
of a municipal health officer (MHO), who is the team leader, a public 
health nurse (PHN), a rural sanitary inspector (RSI) and a rural health 
midwife (RHM), who mans the barangay health station. A barangay health 
worker (voluntary) may assist the rural health midwife at the barangay 
health station. 

A widespread private health care system also exists, extending from 
the primary health care level to the secondary and tertiary levels, the 
latter being especially well represented in the highly urbanized areas 
of the country such as Metro--Manila and the large cities. 

There are over 60 000 hospital beds, of which over 40% are private, 
available in the whole country, equivalent to a bed/population ratio of 
1 bed for every 700 people. Of that number over 40% are in the greater 
Metro Manila region. A maldistrlbution of physicians, similarly favouring 
the urban areas, also exists. 

National health plan 

Various national health plans have been formulated including those 
for 1978-1982; 1978-1987; 1987 to 2000 and the 1979 operational plan. 
Those plans have provided priorities in the delivery of health care 
services and effected a systematic allocation of resources in the Ministry 
of Health and other government agencies as well as private medical communities. 
They have been incorporated into the overall socioeconomic development plan 
of the Government. The National Health Plan is the first documented health 
plan for the country. 

The plan has addressed itself to the follOWing major problems facing 
the health sector: 

- communicable disease control 
- malnutrition 
- high population growth 
- inequitable distribution of health resources 
- unsatisfactory sanitation of the environment 

Objectives 

To resolve adequatefythe above problems, the following health and 
administrative objectives were adopted: 

(1) Health objectives 

Health objectives comprise: 

(i) provision of satisfactory preventive, curative and
l 

rehabilitative services to the population; 
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(ii) attainment by the population of an acceptal,le health 
and nutrition status; 

(iii) limitation of population growth to a desirable level. 

To attain these objectives, the health service aims to: 

(i) reduce t~ general level of morbidity; 

(ii) reduce the crude death rate from 10.6 per thousand population 
in 1976 to 9.4 per thousand in 1982; 

(iii) reduce the infant mortality rate from 74 per thousand live 
births in 1976 to 65 per thousand live births in 1982; 

(iv) improve the nutritional status of the whole population, 
particularly the vulnerable group, .such as infants, children 
and pregnant women; 

(v) improve the sanitation of the environment by providing half 
of the population with potable drinking water and half of the 
households with sanitary toilets. To provide 37% of those 
living in urban areas with safe drinking water; 

(vi) limit population growth to an acceptable level of 2.08%. 

(2) Administrative objectives 

Administrative objectives comprise: 

(i) full implementation of the restructured health care 
delivery system (RHCDS); 

(ii) improvement of the health statistical system through 
development of the management information system (MIS); 

, (iii) redirection of the manpower development programme to 
meet the needs of the health services; 

(iv) strengthening of the referral system at all levels of 
hea 1 th care; 

(v) managerial development for health administrators at all 
levels. 

Strategies 

The following strategies have been endorsed by the Ministry of Health 
to achieve these objectives: 

(1) effectively implement the restructured health care delivery 
system (RHCDS). particularly in rural areas, in regard to 
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satisfying the hospitalization needs of the people in all 
"--------,, 

<iareas; 

(2) strengthen health facilities so that there is an equitable 
distribution of health services, especially in remote 
areas; 

(3) 

(4) 

(5) 

promote the utilization of paramedical staff and trained 
indigenous health workers in areas whe~e medical professionals 
are unavailable;'encouiage standardization and simplification 
of health services procedures in order to achieve optimum 
performance fro~ health workers; 

promote cooperation and coordination witli other agencies, 
both governmental and private, in order to achieve maximum 
utilization of available resources; 

improve planning, budgeting, supervision and control of 
activities, including peripheral health units, through the 
establishment of a management information service (MIS). 

Health manpower development 

Innovative training programmes for health care personnel and provision 
of community health programmes have been developed by the University of 
the Philippines system; the Tacloban project of the Institute of Health 
Sciences at the island of Leyte; and the comprehensive community health 
programme (CCHP) in Bay, Laguna, respectively. 

The Tacloban project consists of a nine-step-ladder course of 
training for a range of health care personnel from barangay health worker 
to fully-fledged doctor of medicine in a single, continuous and united 
curriculum. The selection of students is left to the people where the 
health worker will work. By this' means-lt"-{s- hoped to overcome the 
maldistribut10n of health workers, especially physicians, in rural areas. 
There have been favourable early reports of this training innovation after 
some initial teething problems. 

The comprehensive community health programme (CCHP) in Bay, Laguna, 
provides training programmes for health workers as well as health programmes 
with community partiCipation. 

Other universities train doctors and dentists and there are many 
institutions, government and private, which train nurses and allied 
health workers for both urban and rural health services. 

Collaboration with WHO 

WHO has collaborated satisfactorily with the rural health services, 
especially in Nueva Ecija province, and with the activities of the Project 
Management Staff as well as in numerous other ar~as. 

.. 

.. 
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It is rec01IUllended that further WHO collaboration be cons'idered for: 

(1) strengthening of the expanded programme on immunization, 
especially in regard to tuberculosis and poliomyelitis; 

(2) training, including the provision of appropriate manuals 
such as The Primary Health Worker, 1 and equipment for 
primary health care workers such as paramedical staff and 
barangay auxiliaries; 

(3) strengthening of nutritional assistance for protein calorie 
malnutrition, avitaminosis, anaemia and thyroid disorders; 

(4) appointment of a WHO Programme Coordinator for the philippines, 
who would further promote the very good collaboration already 
in existence. 

VIET NAM 

Dates of visit 

6 -11 April 1979 

General information 

In 1978 the population natural increase in Viet Nam was 2.6% and the 
expe~tation of life at birth was 45 years. 

National health development strategy 

Health is an integral part of the social and economic development of 
the country-;---The bas:i.c task of the health services remains' the establish
ment of favourable conditions for the protection and promotion of the health 
of the people, which has been severely affected by long and arduous wars. 

The national political and health authorities have five main objectives: 

(1) to extend and strengthen the health network; 

(2) to provide maternal and child care; 

(3) to promote the provision of medical care in dispensaries; 

(4) to prevent epidemics; 

(5) to develop pharmaceutical production. 

1 
World Health Organization, The primary health worker: working guide, 

suide1ines for training, suidelines for adaptation (experimental edition). 
Geneva, 1977. 
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Priority problems to be solved are the fofiowing: 

(1) completion of the organization for health throughout 
the country from the central to the basic level in 
order to provide all individuals with medical care 
of improved quality; 

(2) promotion of drug production within the country 
and importation of certain drugs and chemical substances 
to meet the requirements for prophylaxis, treatment and 
medical research; 

(3) intensification of medical research activities and the 
application of technical progress in order to establish 
the necessary ~terial and technical potential for the 
future; 

(4) strengthening of the training of supervisory staff of 
all categories; 

(5) improvement of the quality of treatment, in particular 
emergency and intensive care in large urban centres. 

Epidemiological situation (August 1978) 

During the year prior to August 1978, increasing effort was directed 
to the control of communicable diseases throughout the country, especially 
in the southern region. 

There was a considerable reduction in the incidence of cholera; 
malaria and plague. There was some increase in cases of dengue fever. 
enteric diseases and influenza as well as in cases of pol1omyel1tia in 
the southern provinces. 

Spread of disease was limited by instituting epidemiological control 
measure in ports, airports and high population density regions close to 
epidemic areas. 

Immunization of children with BeG and poliomyelitis vaccine was 
carried out on a wide scale, utilizing the personnel of basic health 
stations. DPT vaccine was administered only in day nurseries. 

At na tiona I leve I, the Minis try of Pub lie Bea 1 th took Jneasures to 
strengthen and develop vaccine production centres. 

As a result of an energetically implemented malaria control programme, 
nearly I million inhabitants were protected by DDT spraying. Epidemiological 
control measures reduced the malaria parasite rate in the north by 14 times 
since 1958, to 0.34% and in the south by 10 times since 1975, to 10%. 

.. 

.. 
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A strong impetus was given to the venereal disease control 
programme in the southern provinces following assistance from the 
Government of Australia, resulting in a considerable improvement 
in the situation. 

During the year under review, various environmental health and 
sanitation activities were undertaken throughout the country, especially 
in the southern provinces, including the rural areas, directed to 
improving sanitary sewage disposal. 

In the course of the year, the Ministry consolidated and unified 
the health network dispersed throughout the country. Health stations 
are common to over 90% of communes in the north and to 85% of communes 
in the south. All districts in the north and over 90% of districts in 
the south have a general hospital. 

Local health institutions are being encouraged to develop national 
traditional medicines and practices, including cultivation of medicinal 
plants for the production of common drugs, and the practice of acupuncture. 

Structure and organization of public health work 

The Ministry of Public Health is responsible for the organization 
and administration of all health care for the country in both the 
curative and preventive fields. The Ministry also manufactures and 
disttibutes medicines, trains health workers and carries out medical 
research. 

Public health work is organized on the lines of the administration. 
There are four tiers: the commune or grassroots level, the district 
level, the provincial level and the central level. 

(1) The commune or grassroots level consists of communes, 
factories, schools and administrative services. In 
each of these units, there is a health station 
responsible for hygiene, ensuring the medical examination. 
and treatment of each family, using if possible traditional 
medicines and acupuncture, administering first aid, 
carrying out prenatal examinations and attending normal 
confinements. 

(2) The district (or town) level has a public health office, 
which supervises preventive health measures in the area. 
It has a hospital with specialists, hygiene and anti
epidemic brigades and a pharmacy. 

(1) The provincial (or city) level has a public health 
department, responsible for all the medical and sanitary 
services in the province or city. The network is composed 
of larger specialist hospitals, polyclinics, a hygiene and 
epidemiology centre, including units for tuberculosis and 
malaria. It also has a material medical depot, a bureau for 
checking pharmaceutical products, pharmaceutical factories, 
pharmaCies and secondary medical schools. 
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(4) The central level has institutes of medicine and 
pharmacy, specialized and general hospitals, 
sanitaria, colleges of medicine and pharmacy, a 
public health college, pharmaceutical factories, 
medical equipment and chemical products factories, 
a medical publishing house and a central medical 
library. The Minister of Public Health is a member 
of the Council of Ministers. He is assisted by 
Vice-Ministers, the offices of the Ministry and 
specialized departments. A scientific and technical 
council also advises the Minister. 

Health care facilities 

By the end of 1976, in the whole country, there were 8215 commune 
health stations with over 60 000 beds, 548 specialized hospitals, 912 
infirmaries with 87 000 beds, 102 sanitaria, 20 research institutes, 
38 specialized health centres, 33 tuberculosis centres, 32 venereal 
diseases centres, 37 malaria centr~s, 20 centres for maternal and child 
welfare and family planning, 27 leprosaria, 8 colleges of medicine and 
pharmacy, 34 secondary school level medical colleges, which also train 
laboratory attendants. 

There were 8300 doctors of medicine, 2394 pharmacists and 38 933 
auxiliary health workers. 

All in-patient treatment in the country is provided free for all 
levels of the community in the State-run hospitals. 

Collaboration with WHO 

The Ministry of Public Health places great importance on the 
collaboration which has occurred between it and WHO, especially in 
the context of the present situation. 

Areas where WHO experts have assisted include the organization of 
medical and analytical laboratories, family planning, malaria control, 
production of medicinal plants and provision of WHO fellowships. 

The WHO Programme Coordinator has supervised or been involved in 
a number of programmes sponsored by such organizations as the United 
Nations Children's Fund, the United Nations Industrial Development 
Organization, the Office of the United Nations High Commissioner for 
Refugees, the International Committee of the Red Cross and a number of 
bilateral programmes of various governments. 

The WHO Programme Coordinator stressed the humanitarian aspect of 
a number of those programmes in view of the dire needs of many of the 
people of the country at the present time and emphasized that WHO and 
its Member States should keep this aspect to the fore in their reviews 
of various programmes. 

--
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REPUBLIC OF KOREA 

Dates of visit 

12-17 April 1979 

Health status 

(1) Vital statistics 
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Vital statistics in 1975 were as follows: natural increase l.n:.; 
crude birth rate 24%; crude death rate n:.; and expectation of life at 
birth 66 years in males and 70 years in females. 

(2) Epidemiological situation 

Of the enteric diseases, there have been sporadic cases of typhoid 
but cases of cholera have not been reported since 1971. Malaria is 
endemic, particularly in the western mountainous area. Japanese 
encephalitis occurs in small epidemics every few years. On the other 
hand, no cases of smallpox have been reported since 1961. 

Prevalence surveys of pulmonary tuberculosis were carried out in 
1965, 1970 and 1975, with the assistance of WHO. The prevalence rate 
of pulmonary tuberculosis was 5.1% in 1965, and was reduced to 3.3% in 
1975. The rate of infectious pulmonary tuberculosis was 0.9% in 1965 
and reduced to 0.7% in 1975. 

Approximately 45.5% of the population is infested with one or 
more forms of intestinal parasites and certain other parasites, such 
as Chlonorchis sinensis and Trichocephalus trichiurus, cases of these 
types being estimated to number 6 million. Thi-s will require a 
long-term educational programme in addition to contr9l measures in 
the rural areas. 

The Republic of Korea faces the health problems observed in 
both underdeveloped and developed countries. partly because of the 
relatively young population and problems related to environmental 
health, communicable diseases rank high in importance. On the other 
hand, having regard to the gains being made in the control of those 
diseases and the longer life span of the population (an increase of 
11 years over the last decade), increases in the degenerative 
diseases, such as cardiovascular diseases and cancer, as well as 
in accidents,main1y in industry, have been observed. Problems have 
also been encountered in the fields of environmental pollution and 
industrial health as a result of rapid industrialization. 

(3) Organizational structure 

The organizational structure of the national and social welfare 
programmes consists of two parts: the Ministry of Health and Social 
Affairs and the Office of Labour Affairs. 
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Health services are provided at different levels by the national 
and provincial general hospitals, health centres and subcentres and 
other facilities such as laboratories, sanitaria and private hospitals 
and clinics. The present organization and staffing, as well as the 
current stage of development, do not permit them to meet fully the 
health demands of their areas, particularly in rural areas, in spite 
of general underutilization of the existing facilities. 

The improvement and expansion of the public health care service 
and the social welfare system were the major objectives of government 
public health policy in 1976. In order to give medical care benefits 
to as many persons as possible, the Government expanded public health 
service facilities in the rural areas and made it mandatory for medical 
personnel to serve for a certain period in remote rur.al areas. In order 
to attain the policy objective of providing equal medical benefits for 
the rural population, the Government drafted doctors for 69 doctor less 
health centres in 1976. 

The Government also founded the Korean Health Development Institute 
(KHDI) in April 1976. KHDI conducts research and evaluation to develop 
effective measures and methods for the formation of national health 
policy. That Institute also conducts demonstration projects in selected 
areas to develop and evaluate a comprehensive health care system, 
including prevention of disease, diagnosis, treatment, rehabilitation, 
medical insurance, long- and short-term health care demand, improvement 
and maintenance of community health, training of staff engaged in the 
demonstration programme, information exchange, and joint studies with 
research institutes in and out of the country. It also conducts 
research projects on health care requested by the Government and provides 
professional consultation to the National Health CounCil, which is 
responsible for policy development in relation to the health care 
delivery system and its problems. KHDI has conducted various basic 
surveys, while a comprehensive health care demonstration project for 
three Gun areas, covering approximately 500 000 population, commenced 
in 1977. 

The Korean National Tuberculosis Association (KNTA) has been 
responsible for national tuberculosis control activities and has 
undertaken overall screening of tuberculosis patients registered at 
the health centres, in order to help improve the efficiency of the 
latter. The Government and KNTA jointly endorsed the implementation 
of initial and re-treatment chemotherapy trials, which were to be 
carried out by the Institut~ of Tuberculosis. Provincial tuberculosis 
control committees were organized by provincial governments 1:0 implement 
re-treatment programmes for the initial chemotherapy failure cases 
registered at the health centres. It is expected that those committees 
will form the nuclei of tuberculosis control activities in their respective 
provinces in the future. KNTA activities of assistance for the government 
programme consist inter alia in the production of BCG vaccine, operation 
of the central supervisory team, operation of the prOVincial (city) 
supervisory ,teams and operation of libraries. 

.. 
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Collaboration with WHO in health care activities 
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The collaboration of WHO with the Ministry of Health and Social 
Affairs has been active in a number of areas, especially in regard 
to primary health care. 

WHO has supported the establishment of the Korean Institute of 
Tuberculosis and has cooperated with the.various activities of the 
United Nations Children's Fund in the fields of training of scientists 
and the supply of equipment and textbooks. 

The conference on primary health care and related fields such 
as maternal and child health and tuberculosis control, arranged by 
the recently established KHDI, have been aided by WHO • 

An area for useful collaboration between the Ministry and WHO 
is the use of medicinal plants, in which the Republic of Korea has 
considerable expertise. 

The WHO Programme Coordinator has developed a close and effective 
relationship with the Ministry of Health and Social Affairs. 


