
1. 

(WPR/RC35/SR/6) 

SUMMARY a!CORD OF THE SIXTH MEETING 

New Town Ha 11 , Civic Centre , ~uv.a 

Friday, 7 Septetaber 1984 at 2.30 p.m. 

CHAIRMAN: Dr T.M. Biumaiwai (Fiji) 

CONTENTS 

Women, health and development •••••••••••••••••••••••••••••• 

2. Health Reso4rces Group for Primary Health Care: 

124 

Membership of the Group •••••••••••••••••••••••••••••••••••• 131 

- 123 -



124 REGIONAL COMMITTEE: THIRTY-FIFTH SESSION 

1. WOMEN, HEALTH AND DEVELOPMENT: Item 14 of the Agenda. 
(Document WPR/RC35/10) 

The REGIONAL DIRECTOR said that the document before the Committee 
provided a summary of information available on activities specifically 
related to women in health and development initiated in the Region with WHO 
collaboration, including a brief outline, based on information received from 
Member States, of the current social and health status of women in the 
Region. Emphasis was placed on strengthening the involvement of women's 
organizations in health and development activities. Section 3 of the 
document presented various proposals for future action for the consideration 
of the Committee. 

Dr SUNG-WOO LEE (Republic of Korea) informed the ColDDlittee that the 
Korean Women's Development Institute had been established with strong 
support from his Government. There bad been a strong desire on the part of 
women's associations in the Republic of Korea to have a national 
organization that could speak authoritatively on their behalf and act as a 
catalyst in attempts to solve women's problems. The Institute would 
undertake comprehensive research projects on an autonomous basis, provide 
education and training to develop women's potential, take various 
initiatives to promote the full participation of women in the political, 
economic, social and cultural spheres, promote tbe integration of women in 
development and take measures towards the achievement of full equality. In 
recognition of women's important role in health and development, the 
Institute had collaborated with WHO in organizing in 1984 a consultative 
meeting on women's health. The Institute had collected all available data 
and information on women's health since 1970 and the meeting had dealt, in 
subcommittees, with the health of rural women, of female industrial workers 
and of women in the various service sectors. Five research protocols had 
been drawn up as a result of the discussions. The Institute was interested 
in being designated as a WHO collaborating centre for women, health and 
development. 

DR KOOP (United States of America) said that his country strongly 
supported initiatives designed to improve the role of women in health. They 
were concerned in the United States with affording women special protection 
as recipients of health care and special encouragement and opportunities as 
providers of health care. The Secretary of the Department of Health and 
Human Services and the Deputy Surgeon-General were both women. The Public 
Health Service was in partnership with 54 private voluntary agencies in 
teaching women the ways in which prenatal medical care, nutrition, smoking, 
alcohol, medication and exercise affected the outcome of pregnancy. 

As for providers of health care, the great majority of nurses, 
physician's assistants and nurse practitioners were women and United States 
medical schools were admitting more women every year. 

The various organizations in 
Heart Association, the American 
Association, depended heavily on 
educational programmes. 

the private sector, such as the American 
Cancer Society and the American Lung 
women volunteers in implementing their 
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Most of the barriers preventing the employment of women in certain 
health-care jobs had already been removed and steps were being taken to 
remove the few remaining. 

Mrs ENGLISH (Australia) said that the development and health of women 
were special concerns of the Government of Australia, both in Australia 
itself and in its aid programmes. Within its overall policy of ensuring 
that all people had adequate access to health care, the Govern11ent was 
concerned to afford protection in areas of specific concern to women, such 
as maternal and child health care, care of adolescents, family planning and 
reproductive health care, with specific attention to the needs of 
disadvantaged groups and of elderly women, who made up the majority of the 
aged population. 

The Government's broad policy was to secure equal rights for women in 
all matters and to introduce the requisite refor111s by taking appropriate 
administrative and legislative measures, including the ratification of 
international conventions designed to guarantee equal rights for women. 

An Office of the Status of Women had been set up to carry out 
surveillance and advocacy of women's issues and to advise the Government on 
policies to improve the status of women. To overcome the cultural bias 
against women that did exist in some forms in Australia, a Commonwealth Sex 
Discrimination Act had been passed in August 1984 with a view to eliminating 
the disadvantages experienced by women and some minority groups in such 
fields as education, employment and social services, as well as health. 

Women's roles were changing in all countries of the Region. An 
increasing number of women were entering the paid workforce and many of them 
experienced stress as the result of their having to combine the functions of 
home-maker and wage-earner. Women were also exposed to additional 
occupational hazards, many of them caused by the concentration of women in 
low-status, boring and repetitive jobs. 

In administering Australia's aid programme it was recogni•ed that 
women in developing countries made an important contribution to economic and 
social development. They were responsible for a large part of agricultural 
production, distribution and marketing as well as for household work, care 
of the children and often care of the old and disabled. It was essential, 
therefore, that women be given an opportunity to contribute to and benefit 
from aid programmes concerned not only with health but with a whole range of 
other activities, such as agriculture and education. For the 1984-1985 
programme year, the Government of Australia bad established a central fund 
with a view to singling out projects specifically designed to meet the needs 
of women in the developing countries. 

With regard to the proposed action programme, Australia supported 
steps to improve the collection of statistics that would throw light on 
differences between the sexes by diff~rentiating data according to age, sex, 
and, where applicable, ethnic group, since measures of mortality and vital 
statistics failed to reflect true levels of morbidity among women. 
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Since women played a large role in community organizations, often 
working in a voluntary capacity in addition to shouldering their other 
responsibilities as home-makers and wage':"'earners, training and resources 
should be made available to enable such organizations to function more 
effectively. 

With regard to family planning services, the Govern1nent of Australia 
bad announced that it would consider sympathetically proposals for 
assistance in the population field from countries in its region. 

Dr HASEGAWA (Japan) reported that, in accordance with the principles 
and objectives of the United Nations Decade for Women, Japan was making 
every effort to improve women's status and their role in the process of 
development and to promote maternal health as a starting point for ensuring 
lifelong health for the future generations. He sincerely hoped that 
programmes of family health and welfare and prograllll'tes and policies on 
nutrition· and environmental hygiene and sanitation would be further 
developed in the Region and that the participation of women in 
decision-making at all levels could be further promoted in that connection. 

Mr LAVEA (Samoa). said that, with WHO and UNICEF support, water tanks 
for rainwater catchment bad been installed in three of Samoa's health 
districts. The Organization had also helped women's committees to establish 
cooperative vegetable gardens by providing wire-netting, tools, seeds, 
pesticides and fertilizer, while the women provided tbe labour. Proceeds 
from the sale of the vegetables went into a revolving fund for the purchase 
of more seed, fertilizer and pesticides. Women's committees throughout the 
country were assisting in primary health care activities. 

DR WANG ZHAO (China) said that 50% of China's health workers were 
women, who, among other things, had built up a maternal health service on a 
mass basis. The health authorities had chosen two ways of promoting the 
participation of women in health development - through providing universal 
maternal health care and promoting the participation of women in health 
work, particularly family health care. Maternal and child bealth services 
were provided at all levels throughout China and regular refresher training 
for staff ensured c.onstant improvements in their quality. 

In accordance with the principle that prevention must come first, 
women were given work suited to them physically and special care was 
provided during pregnancy, lactation, and tbe change of life. Screening for 
cervical cancer was available. There had been cooperation with WHO over the 
past few years in regard to perinatal care and tbe medical management of 
pregnancy. Such work would be expanded once sufficient experience had been 
accumulated. 

China was now implementing the strategy for the attainment of health 
for all by the year 2000, for which the active p.articip.ation of co11111n.mities 
and individuals was essential. Women bad a very important role to play in 
that regard and took an active part in discussions on the subject at every 
level. Women's associations helped the heaTth • authori;~ies in carrying out 
disease prevention and control, family planninj activities and improved 
environmental sanitation and drinking-water supply. The role played by 
women in the development of the health services could not be overestimated. 
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Dr TIRA (Kiribati) reported tbat Kirib8ti had an intensive mat~rnal 
and f~mily planning programme. Wotuen were encouraged to take responsibility 
for their own development, and the women 1 s organization was now one of the 
biggest nongovernmental organizations in the country. Through that 
organization, women had achieved a certain level of a.utono'Q,ly, and had shown 
their interest in governQ1ent progra~es, such as those con,eerned with family 
planning and child health. Dr Tira · thanked WHQ, ocher United Nations 
agencies, and USAID for their support of women 1 s development progrB.lll1Des in 
Kiribati. 

Dr THONG (United Kingdom of Great Britain and Northern Ireland} said 
that, in Hong Kong, great significance was atl;ached to tbe contributions of 
women, who enjoyed high regard in all quarters of society. During the past 
20 years, women had begun to play a tuuc·h greater role in community 
activities, and women's organizations participated in the promotion of 
health, and social and economic development. The adult literacy rate for 
women was · 78% and 36% of students in higher education were female. Women 
enjoyed equal occupational status with tuen, and compri!u~d 36% of tbe work 
force. Women also held high positions in government service. 

All women had easy access to health facilities, and there was an ample 
supply of maternal and child health and family planning services. Life 
expectancy for women in Hong Kong was 78 years, compared with 73 years for 
men. The crude birth rate had fallen from 33.5 per 1000 population to 15.4 
per 1000 in the last 20 years; over 99.5% of births took place in hospital 
Or maternity homes, and the maternal mortality rate was only 0.07 per 1000 
births. All this showed that Hong. Kong was in full agreement with all 
efforts to improve the health and social status of wolllen, and it was hoped 
that other Member States would accord high priority to the pursuance of 
those objectives. 

Dr DANG HOI XUAN (Viet Nam) stated that health care was a basic right 
of both women and men. Equality betwee:o women and men was enshrine~ in the 
constitution of Viet Nam, and in line with that various measures had been 
taken to protect the health of women and to ensure conditions in which women 
could both raise a family · and contribute to general development. During 
pregnancy, women were entitled to 60 days 1 leav.e and were relieved of 
various duties. A network existed for the protection of w001en; each 
quarter had its own health station and maternity unit, and every district 
hospital had a department of obstetrics. In developing countries such as 
Viet Nam, development of family planning activitie,s was important for 
economic development and improvement of health status. There was also a 
majo.r movement in Viet Nam to provide nutritional education for women. WHO, 
UNICEF and FAO had collaborated in defining m1n1mum nutritional 
requirements, and that programme was aimed particularly at women because 
women we re generally responsible for feeding children and other members of 
the family. A series of five lessons bad been developed, dealing with 
(1) expectant and nursing mothers; (2) breast-feeding; (3) nutrition of 
children up to three years of age; (4) nutrition of sick children, in 
particular those with diarrhoea; and (5) hygiene. 

Dr DA SILVA (Portugal) reported that some pt;ogress bad been made in 
Macao ~n the area of women, health and development. There was now a law 



128 REGIONAL COMMITTEE: THIRTY-FIFTH SKSSION 

providing for leave for women during pregnancy, and one fixing a mini•um age 
at which people could be employed. These laws were not seen as ideal, but 
represented an important step forward, and should make an iaportant 
contribution to maternal and child health, which had top priority in the 
Macao health service. Already all babies were delivered in hospital. 

Dr BARKER (New Zealand) thought that pr-obably the JIJ()St illlportant baeic 
right for women was the right to vote, which bad been accorded in 
New Zealand in 1894. Since then, women bad made gre.at contributions to both 
health and social development. The health seTvicee were predQ11linantly 
staffed by women, and the intake of students to medical school now had a 
majority of women. In New Zealand, a major voluntary organization had for 
many years been responsible for maternal and child health, and as a result 
the infa.nt mortality rate had improved greatly. The Minister of Social 
Welfare had recently been appointed also Miniater in Charge of Women's 
Affairs, with special responsibility for enauring tb•t the gains alreacly 
made by women would be further advanced. Health care developaent in the 
future would require the combined resources of both women and 111en, and 
New Zealand strongly supported the recommendations made in document 
WPR/RC35/10. 

In many countries, the life expectancy for woJDen was now higher than 
that for men, and a large proportion of the diffe:rential was directly 
attributable to causes that were preventable, e.g. smoking. It was 
therefore of concern that, in New Zealand, oae of the population groups that 
smoked most heavily was now women aged 18-24 years. 

Dr KHALID (Malaysia) welcomed and supported the attention be~ng given 
to wotnen, health and development, because a 111o.re c·onc•J'tec:i ef.fort was needed 
to improve the economic and social well-being of WOtllen. The potential 
contribution of women to development in general and be.,lth in particular, 
had not been fully exploited, and the subject should be examined more 
closely. He supported the proposed action to improve information, to 
increase the involvement of women's or,ganizations in health developaeot, aod 
to formulate a system to monitor the social and health status oJ wo•n· 
Many health programmes already involved women, even if that was not 
explicitly stated. Social, cultural and educational barriers to the 
involvement of women in development were now ~eing r&..oved, but· further 
recognition was still needed of the close relationship between women, health 
and development. 

Dr Khalid endorsed the state.aent in section 2.2 ( 1) of ' d~ocuau!nt 
WPR/RC35/10, that the social status of women in the Western Pacific Region 
could not be examined in a uniform 1Mnner because of the widely differing 
societies. However, while strategies ·and programmes had to be tailored to 
local communities, there were also cQelmon grouocls and interests. In that 
context, he supported the proposals in section 3 of that document. 

Dr REILLY (Papua New Guinea) stated that Papua ftew Guinea recognized 
the role of women in health and de·~eloputa-'t alo1cl supported; the proposals 
contained in document WPR/RC35/l0. He · reiterated tbe statement by the 
representative of Malaysia that the c00cept of the role of WQilen depended on 
the local culture. In Papua New Guin~a, there were s~ 700 ethnic groups, 
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each with its own idea of how wo11en should participate in society. However, 
the Government recognized the illlportant role of WOtlle.n in society. There 
were maternal and child health and f .. ily planning services throug\)out the 
country. Women were now taking a role in politics. 

A workshop had been held recently, with the help of WHO, on the role 
of women in primary health care. Women currently bet~ positions at all 
levels of health work, but the tll08t peripheral health workers were mostly 
male, which sometimes caused problems since women were often reluetant to 
discuss specific female problems with a male health worku·. It was intended 
to rectify that situation, since it was recognized that the health of the 
worker reflected the health of the whole family. 

Dr KOTEl<A (Cook Islands) said that his Goveroaettt recognized the 
important role of women in society and developae·nt • and supported the 
recommendations contained in the document. In Cook Jslan~a there was a 
voluntary women's organization, the Child Welfare Association, whi~b was a 
strong force in promoting health, environmental sanitation and local food 
production. Its work had played a considerable part over the years in 
reducing morbidity and infant mortality. 

Dr TAPA (Tonga) said that in Tonga women enJoyed a higher social rank 
than men, which helped them fulfil their leadership role in the home, in the 
village and in nongovernmental development organizations such as the Tonga 
Women's Development Association, the Tonga Fatnily Planning Association, and 
the Tonga Red Cross Society. In the civil service the tertns of etnployment 
were the same for wotnen as for men. 

The risks and discomfort to which they were expoud during and after 
pregnancy gave women a special kind of hUlllan dignity. · · It was a pity that 
the report made no reference to the ways in which men injured that dignity 
by dominating and exploiting women; for example, it lD&de no mention of such 
issues as prostitution or pornography. Until there was more frank 
discussion of such issues, tnen would remain an obstacle to tbe proper 
fulfiltnent of women's role in health and development. 

His Government endorsed the proposed action outlined in section 3 of 
the docutnent under discussion. 

Dr BAVADRA (Fiji) said that the abeence of any mention of 
collaboration between WHO and Fiji in the document shoul.d not be in~erpreted 
as the non-existence of such collaboration. Referri\lg to the apl)roacbes 
described in section 1, he said that the Government of Fiji had identified 
pri111ary health care as a priority in its eighth Developq~ent Plan. Now, in 
the fourth year of the Plan, the increasing role of woaen in development was 
apparent. The Soqosoqo Jakamarama Fijian Wotnen 's Sod,ety, numbering some 
10 000 tnetnbers, which had been actively proqaoti;q& prieary heal.th care in 
villages, was a fine example of women as pr0viders of health care. Suppol:'t 
bad been provided by agencies such as UNFPA and WltO, which had funded 
village-level seminars on primary healtl) ca_re. 

As regards wotnen as recipients of health, tnaternal and child health 
had been identified as a priority .progra10111e in 1976) and together with 
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family planning such services were being strengthened through primary health 
care in collaboration with WHO and UNFPA. WHO's participation was highly 
appreciated by his Government. 

Women now held senior positions in the Civil Service .and in commerce, 
as well as in trade union movements through which UNFPA channelled funds for 
the development of women. Surveys conducted by the National Food and 
Nutrition Committee (NFNC), a collaborative undertaking supported by WHP and 
UNFPA, had revealed that 29% of mothers in Fiji breast-fed their infants for 
the first three months. Through the efforts of NFNC it was hoped to extend 
to other sectors the favourable working conditions, including fully paid 
maternity leave, enjoyed by women in the Civil Service. He was confident 
that, with the support of NFNC, nongovernmental and other professional 
organizations, further improvements would be introduted for working mothers. 

It was gratifying to note the improvement in the health of women in 
Fiji as a result of those health initiatives: the life expectancy of women 
was now 66 years as opposed to 64 years for men; maternal mortality rates 
had dropped from 156 per 100 000 in the 1970s to 42 per 100 000 in 1982; 
infant mortality had declined from 40 per 1000 live births in the 1970s to 
23 per 1000 live births in 1982. He anticipated that further information on 
the health status of women in Fiji would be provided by the representatives 
of nongovernmental organizations. 

Dr PETROS-BARVAZIAN (Director, Division of Family Health, WHO, Geneva) 
welcomed the opportunity to gain first-hand knowledge of the situation in 
the Western Pacific Region and said that the wide range of issues discussed 
underlined the complexity of the topic under consideration. The issue of 
women's life expectancy and mortality, raised by several representatives, 
was of particular interest from the global perspective. It should be 
emphasized that figures for mortality alone could not reflect the real 
health status of women in developing countries and could be even 
misleading. For example, for the classical indicator of maternal mortality, 
the differential from the lowest to the highest levels was 200-fold; the 
corresponding figures for perinatal, infant and children under-five 
mortality were 20-, 25- and 50-fold respectively. Those striking 
differences, particularly in relation to maternal mortality, could be 
explained by the fact that most causes of maternal mortality were 
preventable through the application of available science and technology. 
However, the important fact to remember was that maternal mortality figures 
for developing countries, high as they were, only reflected a small 
proportion of a much larger problel!l of morbidity, ill health and poor 
quality of life of the majority of women in developing countries. Those 
were mainly a result of the poor health of women in general and 
complications of pregnancy and childbirth without the necessary health 
care. That type of life-long suffering was sometimes taken for granted "as 
part of the life of women", particularly when the educational and social 
status of women was low. Such needless suffering had an important bearing 
both on the Quality of life and on the global objective of health for all. 

With the launching of the United Nations Decade for Women in 1975, and 
following the Mexico Conference, WHO's governing bodies had recommended that 
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the issue of women, health and development should be an integral part of all 
WHO ongoing progrannnes. Indeed, most of those progra111111es concerned wom~n 
either as beneficiaries or as participants as well as the issue of women's 
health as a key to their participation in overall development. One example 
was water and sanitation where an Inter-Agency Task Force on Women and the 
International Drinking Water Supply and Sanitation Decade ( IDWSSD) had been 
formed to permit the participation of women in all aspects, includ1ng 
training in the maintenance of water pumps. 

During the first five years of the Decade, WHO had been mainly 
concerned insofar as women, health and development were concerned with the 
policy and promotion aspects; the second five years would see the 
formulation of activities at the country, regional and global levels. 

WHO's specific activities related to the Decade included discussions 
at the regional committee meetings in 1984 and the preparation of a paper on 
"Forward-looking strategies of implementation for the advancement of wOUien 
and concrete measures to overcome obstacles to the achievement of the goals 
and objectives of the United Nations Decade for Women: Equality, 
development and peace during the period up to the year 2000 at national, 
regional and international levels, Sub-theme: Health" as an integral part 
of the health-for-all strategies in support of Member States. 

An internal evaluation by WHO to be included in "The report on the 
review and appraisal of progress achieved and obstacles encountered by the 
United Nations system in support of the goals and objec·tives of the United 
Nations Decade for Women", had been undertaken concerning specific 
progra'IDIIIeS in relation to women; progra'IDIIIe components related to women; 
and the situation of women in the system. 

The regional offices and WHO Geneva had designated focal pointe with 
the aim of coordinating and stimulating action within various progra11111es. 

Participation in the Regional Committee seseion would provide valuable 
guidance for future activities as well as in the preparation of tbe third 
paper by WHO, based on Member States' replies to the Health aod Nutrition 
component of a questionnaire issued by the Branch for the Advancement of 
Women, which would be included in the overall pr-ogres-s report to be 
presented at the World Conference to Review and Appraise the Achieve111ents of 
the United Nations Decade for Women, to be held in Nairobi, Kenya, in July 
1985. 

In the absence of further comments, the CHAIRMAN requested the 
rapporteurs to prepare an appropriate draft resolution. (For consideration 
of the draft resolution, see the · seventh meeting, section 1.8). 

2. HEALTH RESOURCES GROUP FOR PRIMARY HEALTH CARE: MEMBERSHIP OF THE 
GROUP: Item 12 of the Agenda (Document WPR/RC35/7 Rev.l) 

The REGIONAL DIRECTOR said that agenda item 12 referred to the need to 
nominate a developing country ft"om the Region as a ll'ember of the Health 
Resources Group for Primary He a 1 tb C.:r;e. Document WPR/RC35 /7 Rev .1, with 
its annex, provided some background information on the subject. 
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Papua New Guinea had been the first country to be elected as the 
representative of the Western Pacific Region in the Group. It had held 
office from 1980 to 1982 and had been succeeded by the Philippines whose 
term would expire on 31 December 1984. 

The Regional Committee would therefore wish to elect a developing 
country to represent the Region in the Group for a period of two years from 
1 January 1985. In helping the Committee to make the selection, he wished 
to recall the terms of reference of the Group. Its purpose was to help 
mobilize and rationalize resources in accordance with international health 
policies determined by the Health Assembly. However, the Group was not a 
pledging body, a fund-raising mechanism, or a vehicle for attracting 
extrabudgetary funds for WHO's progra1D11le. Its role wat~ rather to generate 
ideas, solve problems and stimulate action. 

The CHAIRMAN asked for prop.os4ls for the no•itultion of a developing 
country to replace the Philippines on the Health llesouro . .-e Group for Primary 
Health Care. 

Dr ACOSTA (Philippines) said that, at tp.e ll~e•ber 19&3 Ql(!eti~ of the 
Health Resources Group, it had been the consensus that the ~oQ.p stt~uld be 
flexible and pragmatic in its advisory role, without rigid terms of 
reference; that it should be guided by resolution EB69.R4, with membership 
open-ended to accommodate representatives of developing countries, the donor 
community, nongovernmental organizations and the United Nations system. 
There had been difficulties in interpreting the country resource utilization 
(CRU) exercise; he had explained that it was not intended to raise funds 
but to identify a country 1 s own resources and at the same time list its 
requirements. If a country already had a document that fulfilled that 
purpose, it would not require a country resource utilization exercise. 

He proposed the election of Tonga as member of the Group. 

Dr REILLY (Papua New Guinea) seconded that proposal. 

Mr LAVEA (Samoa) considered that the Region sboul<l continue to be 
represented 1n the Group; it needed to be kept well informed about 
developments in the mobilization of resources, which were ~coming 
increasingly scarce and were badly needed to augment those locally 
available. He understood that the broad terms of reference of the Group 
were, first, to promote the rational use of all available resources required 
for primary health care in developing countries and for the achievement of 
health for all by the year 2000, in accordance with the priorities 
recognized by WHO 1 s Member States and incorporated in resolutions of the 
Health Assembly and the United Nations General Assembly; and, second, to 
stimulate the mobilization of resources, including those of the developing 
countries themselves and of donors, to achieve the goal of health for all, 
using primary health care as the main method, facilitating appropriate 
utilization of resources by donors and recipient countries. 

He supported the proposal to elect Tonga to represent the Region in 
the Group. Tonga met the necessary criteria; it was a developing country, 
and one which could effectively convey the collective message of the 
developing countries of the Region. 
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Dr KHALID (Malaysia) asked whether a report was available on the 
proceedings of the Group; what the mechanism was for transmitting the views 
of the Regional Committee to the Group through the Region 1 s representative 
in the Group; and what the method was for feedback from the Group to the 
Regional Committee. 

Mr BOYER (United States of America) said that expectations as to what 
the Group was to accomplish seemed to vary. The document before the 
Committee provided a detailed explanation of why the Group had been 
established, but little information about what it had achieved or whether it 
was functioning well. He asked if further details could be given. 

Dr LITTAUA (External Relations Officer) said that the feedback 
mechanism to the Regional Committee was not yet clear, but the subject would 
be discussed at a meeting in Geneva in November 1984. Progress reports were 
available. 

Dr ACOSTA (Philippines) said that the Group was mainly a meeting of 
the representatives of donor countries and organizations principally 
concerned with providing assistance to projects in countries particularly in 
need. However, the Group had been expanded to include representation of the 
developing countries needing assistance. A major function was to help 
countries in need to develop a system to analyse their needs and assess the 
resources required. Its function was not to raise funds but rather to study 
methods of helping countries to identify their needs. A number of countries 
had been assisted by the country resource utilization exercise. Meetings of 
the Group provided s0111e indication of the extent to which donors were 
prepared to provide assistance. He was not sure whether the reports on the 
meetings should be distributed generally. 

Dr LITTAUA (External Relations Officer), giving examples of the result 
of the Region 1 s participation in the Group, said that in 1983 a country 
resource utilization review had been conducted in Papua New Guinea and the 
report was being used there for planning; there would be further follow-up 
in 1985. There were also plans for a country resource utilization review to 
be carried out in Solomon Islands towards the middle of 1985. It was hoped 
that it would be possible to report on the results of these two country 
resource utilization reviews at the next session of the Regional Committee. 

Mr BOYER (United States of America) trusted that country resource 
utilization reviews were linked to the national strategies for health for 
all. 

Dr ACOSTA (Philippines) reiterated that he had always maintained in 
the Group that a country that had already carried out similar exercises for 
health planning did not need a country resource utilization review. He 
fully agreed with the representative of the United States of America that it 
should be a strictly coordinated undertaking. 

Dr KHALID (Malaysia), referring to the first two paragraphs of the 
introduction to the document, asked what action had been taken to promote 
the transfer of resources between countries, which was mentioned as a 
function. 
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Dr ACOSTA (Philippines) said that the Group was trying to coordinate 
all assistance at the international level, and to make use of WHO's central 
position to help stimulate and coordinate the transfer of resources. 

The REGIONAL DIRECTOR said be would include an account of the current 
discussion in his report to the Executive Board. The Group was global in 
character and it seemed that some further clarification was required with 
regard to its influence at regional level. 

The CHAIRMAN noted that the proposal to elect Tonga met with the 
Committee 1 s approva 1, and invited the Rapporteurs to prepare an appropriate 
draft resolution. (For consideration of the draft resolution, see the 
seventh meeting, section 1.9). 

The meeting rose at 5 p.m. 
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