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The designations employed and the presentation of the material in this report do not 
imply the expression of any opinion whatsoever on the part of the Secretariat of the World 
Health Organization concerning the legal status of any country, territory, city or area or of its 
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Where the designation "country or area" appears, it covers countries, territories, cities or 

areas. 

Throughout this volume, the $ sign denotes US dollars. 



Contents 

page 

List of abbreviations vi 

Introduction 1 

Part 1: 3 

Chapter 1. The Regional Committee 5 

Chapter 2. Health policy and managemen.t 7 

2.1 General programme development and management 7 

Managerial process for WHO's programme development 7 

2.2 

2.3 

2.4 

WHO Response to Global Change 7 

Management and support to information systems 9 

Coordination with other organizations; Mobilization of external health resources 10 

Health, science and public policy 

Health in socioeconomic development 

Research policy and strategy coordination 

National health policies and programme 
development and management 

Technical cooperation with countries 

Emergency preparedness 

Supplies and equipment excluding drugs, biologicals and contraceptives 

Biomedical and health information and trends 
Epidemiology, statistics, trend assessment and country health information 

Publishing, language and library services 

12 

12 

14 

16 

16 

17 

18 

20 

20 

22 

Chapter 3. Health services development 23 

23 

23 

24 

25 

3.1 Organization of health systems based on primary health care 

Health systems research and development 

National health systems and policies 

District health systems 

iii 



The Work of WHO in the Western Pacific Region, 1996-1997 

page 

3.2 Human resources for health 27 

Development of human resources for health 27 

3.3 Essential drugs 29 

3.4 Quality of care and health technology 32 

Technology for health care 33 

Traditional medicine 34 

Chapter 4. Promotion and protection of health 37 

4.1 Reproductive, family and community 37 
health and population issues 

Reproductive, child and women's health 38 

Adolescent health 41 

Ageing and health 41 

Special Programme of Research, Development 42 
and Research Training in Human Reproduction 

Occupational health 43 

4.2 Healthy behaviour and mental health 44 

Mental health 44 

Substance abuse, including alcohol and tobacco 45 

Health promotion 47 

Communications and public relations 49 

Rehabilitation 50 

4.3 Nutrition, food security and safety 51 

Nutrition 51 

Food safety 54 

4.4 Environmental health 56 

Water supply and sanitation in human settlements 57 

Environmental health in urban development 58 

Assessment of environmental health hazards 59 

Promotion of chemical safety 62 

iv 



Chapter 5. Integrated control of disease 

5.1 

5.2 

5.3 

Eradication/elimination of specific communicable diseases 
Poliomyelitis 

Leprosy 

Control of other communicable diseases 
Vaccintt-prttvttntable diGeuGeG 

Diarrhoeal and acute respiratory disease control 

Tuberculosis 

Emerging diseases, zoonoses and antimicrobial resistance 

Sexually transmitted diseases and AIDS 

Control oftropical diseases 

Special Programme for Research and Training in Tropical Diseases 

Prevention of blindness and deafness 

Control of noncommunicable diseases 
Control of noncommunicable diseases 

Chapter 6. Administrative services 

Part 2: 

Review of human resources for health 
in the Western Pacific Region: 1978-1997 

Contents 

page 

65 

65 

65 

67 

70 

72 

74 

76 

77 

78 

79 

82 

83 

85 

85 

89 

91 

93 

v 



The Work of WHO in the Western Pacific Region, 1996-1997 

List of abbreviations 

AGFUND 

AIDS 

AMS 

AFP 

A SEAN 

AusAID 

DOTS 

HACCP 

HIV 

IPCS 

JICA 

ICD-10 

SPREP 

STDs 

UN AIDS 

UNDP 

UNFPA 

UNICEF 

WASAMS 

vi 

Arab Gulf Programme for United Nations Development Organizations 

Acquired immunodeficiency syndrome 

Activity management system 

Acute flaccid paralysis 

Association of South-East Asian Nations 

Australian Agency for International Development 

Directly-observed treatment, short course 

Hazard analysis critical control point 

Human immunodeficiency virus 

International Programme on Chemical Safety 

Japanese International Cooperation Agency 

International Classification of Diseases, Volume 10 

South Pacific Regional Environment Programme 

Sexually transmitted diseases 

Joint United Nations Programme on HIV/AIDS 

United Nations Development Programme 

United Nations Population Fund 

United Nations Children's Fund 

Water and Sanitation Monitoring System 



Introduction 

Introduction 

The last year has seen the continuation of WHO's efforts to ensure health for as 

many people as possible in the Region, both in the sense of an absence of 

disease, and in the sense of positive health. 

In 1996, for example, only 21 cases of poliomyelitis associated with the wild 

poliovirus were reported, mainly in the Mekong River and Delta area. In 1990, 

there were approximately 6000 reported cases of poliomyelitis in the Region, 

and many more cases that went unreported. The prospect of regional 

certification of the eradication of poliomyelitis in the next few years is now very 

real indeed. 

Although outbreaks of cholera were reported from six countries in 1996, the 

regional case fatality rate continued its decrease of the last few years, to 1.5 

deaths per 1 00 cases, from 1. 8 in 1995. 

Progress was also seen in the fight against malaria. In the nine malaria-endemic 

countries, there were 621 000 cases detected by microscopy in 1995 (the latest 

full year for which data are available), down from 661 000 in 1994. 

However, against such encouraging trends must be seen a reversal of fortunes in 

the fight against tuberculosis: the notification rate of the disease increased by 

32% from 1982-1984 to 1992-1994. This was partly due to the low priority 

accorded to tuberculosis programmes in many countries, reflecting, in some 

cases, a complacent attitude by the government. There is, though, one ray of 

optimism in that when the WHO tuberculosis control strategy, DOTS (directly

observed treatment, short-course) has been expanded, it has enabled more than 

90% of cases under treatment to be cured. 

In addition, the re-emergence of some other diseases such as diphtheria and 

dengue fever has become a worrying trend in recent years. For example, an 

outbreak of diphtheria occurred in the Lao People's Democratic Republic in 

1996. As a consequence of such re-emergence generally, at the forty-seventh 

session of the WHO Regional Committee for the Western Pacific held in Seoul, 

Republic of Korea in September 1996, a decision was made on the addition of a 

seventh regional priority: Management and control of new, emerging and re
emerging diseases. 
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To help forestall higher incidence of noncommunicable diseases, particularly 

cancer, cardiovascular diseases and diabetes, and to help people achieve a status 
of positive health, WHO has encouraged governments to strengthen their health 

promotion policies, along the lines set out in the regional document New 

horizons in health. Cancer is one of the three leading causes of adult deaths in 

24 countries and areas, while cardiovascular diseases remain one of the three 
leading causes of adult mortality in 28 countries and areas of the Region. Non

communicable diseases, particularly cancer, cardiovascular diseases and 

diabetes are on the increase due to changing lifestyles and ageing of the 

vuvulaliuu. lmiJlt!H!elllaliuu uf ht!allh prumuliun pulide~ ha~ been ~een In 

initiatives such as Healthy Cities-Healthy Islands, the healthy market-place 

initiative, health-promoting workplaces and health-promoting schools. The 
number of WHO-supported Healthy Cities projects in the Region now totals 14, 
while 15 countries and areas have established health-promoting schools. 

Disease prevention and health promotion measures run against the current trend 

in many countries towards privatization of large elements of the health system, 

which includes a focus on curative medical care. Economic efficiency and cost 

effectiveness have become the major aims, without due consideration of the 

need for equity in health. Especially in countries with high levels of poverty, 

either at a national or localized level, the poorest members of society- including 
minority and indigenous communities - usually suffer first from any 

reorientation of the health system to a market-based approach. This must not be 
allowed to happen: the regeneration of awareness among governments of the 

need to reinforce their health-for-all policies is a challenge that WHO must 

continue to meet. 

At the national level, even with increased awareness of such a need, policies 
cannot be implemented without a workforce trained in health. Such training is 

the subject of Part 2 of this report, which is entitled Review of human resources 

for health in the Western Pacific Region: 1978-1997. This review looks at past 

trends and developments across the Region, and offers one view of the shape of 
human resources for health in the coming years. 

Regional Director 
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Chapter 1. The Regional Committee 

The forty-seventh session of the WHO Regional Committee for the Western 

Pacific was held in Seoul, Republic of Korea in September 1996. Mr Ki-ho Lee 

(Republic of Korea) and Mrs O'love T. Jacobsen (Niue) were elected Chairman 

and Vice-Chairman, respectively. The English and French rapporteurs· were 

Dr Margaret Chan (Hong Kong) and Dr Jean-Paul Grangeon (France). The 

Committee appointed Dr Sung Woo Lee as Coordinator ofthe Technical Briefing. 

The report of the Regional Director on the work of WHO during the period Regional 

1 July 1995-30 June 1996 was presented to the Committee, and endorsed. A Director's report 

resolution approving the format, periodicity and content of future reports was 

adopted: they would include regional situation sections focusing on the 
Organization's priority areas of activity in collaboration with Member States, and 

analysing the outcomes of such activity (including reasons for successes and 

failures). The report would also include an in-depth review of a certain issue each 

year. 

Progress in realizing the approaches of New horizons in health was reviewed, New horizons in 

with Member States reporting on the initiatives in their own countries. Of health 

particular note was the development of national health policies and plans that 

were aligned to New horizons in health, and that received high-level political 

commitment. Many countries reported the implementation of Healthy Cities-

Healthy Islands initiatives, the initiation of health-promoting schools, and other 

health promotion work. Interest was expressed in the basic set of indicators under 

preparation by the Regional Office, as was support for the selection of country-

specific indicators. 

The proposed regional programme budget for 1998-1999 was presented to the Proposed 

Committee, which endorsed it for incorporation into the proposed global programme budget, 

programme budget. I 998- I 999 

As decided by the Regional Committee at its forty-sixth session, the Technical Technical 

Discussions were replaced by Technical Briefings. The evolution of health Briefings 

policies and programmes in the Republic of Korea was the topic of the session's 
Technical Briefing. 

5 
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In the course of the eight plenary meetings, the Committee adopted 14 resolutions 
following thorough discussions on such issues as eradication of poliomyelitis, 
HIV/AIDS, the closure of the WHO Western Pacific Environmental Health 

Centre in Malaysia and the full involvement of women in all aspects of the work 
of WHO in the Region. It also took four decisions, including the addition of a 
seventh regional priority: Management and control of new, emerging and re

emerging diseases. 



2. Health policy and management 

Chapter 2. Health policy and management 

2.1 General programme development and management 

Regional situation 

The work of WHO in the Region has for some years been focused on priorities common to Member 
StF~tPc:: In 1991, c;;ix regional priorities were e5tabli5hed; in 1996, thi Rigional Com mitt&& added a 
seventh priority: Management and control of new, emerging and re-emerging diseases. The 
development of the 1998-1999 programme budget focused on national and regional priorities, and on the 
priority programmes established at the global level by the Executive Board. 

New horizons in health is becoming an increasin~ly common theme in collaborative programmes 
between WHO and countries and areas of the Region. It has also been made the basis of the regional 
response to renewing the health-for-all strategies. Almost all countries and areas have incorporated into 
national policies and strategies the central concepts of health promotion and protection; they have also 
emphasized individual, family and community responsibility for health. 

WHO continues to work with an increasing range of international and national partners in its collaborative 
programmes with Member States. Approximately US$ 30 million were received in extrabudgetary funds 
to support a variety of programmes in the Region. WHO has also worked with donor partners and 
countries and areas in developing a number of health programmes that are delivered bilaterally. 

Managerial process for WHO's programme development 

The programme aims to ensure that managerial processes are effectively applied 
for health development in the formulation, implementation, monitoring and 
evaluation of the programmes of cooperation in the Region. 

WHO Response to Global Change 

Since the report ofthe Executive Board Working Group on the WHO Response 
to Global Change was presented to the Executive Board in January 1993, WHO 
at all levels has accelerated the process of internal reform. The Sub-Committee 
of the Regional Committee on Programmes and Technical Cooperation deals 
with this issue each year. In 1996, the Sub-Committee addressed the overall 
regional response to global change, focusing on the work of the Regional 

Internal reform 

7 
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Committee, including reaffirming the value of the work of the Sub-Committee 
itself. When reviewing the role of the WHO country offices, the Sub
Committee underlined the importance of the country office as the key point in 
WHO's effective cooperation with Member States. 

To provide an annual report with an assessment of the regional health situation 
and an annual in-depth review of a selected issue of relevance to health 
development of the Member States, the report of the Regional Director on the 
work of WHO in the Western Pacific Region has been reformatted. In addition, 
for the first time in 1996, the Technical Di3CWJ3ionn hold in conjunction with tho 
session of the Regional Committee were replaced by a Technical Briefing on 
important issues of health development of the country hosting the meeting, 
namely the Republic of Korea in 1996. 

Streamlined Although most of the recommendations ofthe Executive Board Working Uroup 
operations have been dealt with in the Region, continuing efforts have been made to 

streamline the operations of WHO. One example is the revision of the 
divisional structure of the Regional Office, effective February 1997. In order to 
enhance office efficiency and to develop the team approach to priority health 
issues, and given the budgetary constraints, the number of technical divisions 
was reduced from four to three, incorporating a redistribution of staff and 
responsibilities. The Regional Office will make all efforts to maintain technical 
support to countries. 

Regional Another example of the WHO Response to Global Change is the development 
research strategy of a regional research strategy for 1997-2001, based on New horizons in health. 

This regional strategy was endorsed by the Western Pacific Advisory Council 
on Health Research at its meeting in August 1996. The process of designation 
of WHO collaborating centres and dedesignation after collaboration tasks have 
been completed has been considerably strengthened, with the aim of developing 
an active network of collaborating centres in the Region. Specific examples of 
the activities of collaborating centres are given elsewhere in this report. 

Renewing the The Regional Committee at its forty-seventh session reviewed the plan for 
health-for-all completion of the documentation for renewing the health-for-all policy in the 

policy Region. The Regional Committee emphasized the importance of harmonizing 
the renewal activities with those of the third evaluation of the implementation of 
health-for-all policies and strategies. The country documentation on the third 
evaluation of the implementation of the strategy for health for all was compiled 
for review by the Sub-Committee on Programmes and Technical Cooperation in 
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June 1997. The Sub-Committee on Programmes and Technical Cooperation 

reviewed the draft document on health for all for the 21st century and endorsed 

it for the Regional Committee's consideration. 

The approved 1996-1997 programme budget served as the primary tool for 
implementation of WHO programmes. They are being carried out through plans 
of action developed in close collaboration with Member States. 

The 1998-1999 proposed programme budget was developed with a focus on the 
l;UUl;t:IJls uf New hurlzum; In heulih ami u11 Hatiunal, regional and global 
priorities. It was formulated using 46 specific programmes and four programme 
components of priority relevance to the Region. The Regional Committee, at its 
forty-seventh session, endorsed the proposed programme budget for 1998-1999. 
This was consolidated into the proposed global programme budget for 1998-
1999 and reviewed by the Executive Board during its ninety-ninth session in 
January 1997. It was subsequently endorsed with some modifications by the 
World Health Assembly in May 1997. 

Management and support to information systems 

As part of the ongoing improvement of informatics support and to enable 
greater use of the Internet, computer facilities were upgraded in the Regional 
Office. The electronic mail system was extended to all WHO country offices in 
the Region, with the exception of the WHO office in K irihati, where the 
technology is currently not available. 

An Intranet Homepage for use of WHO staff is available and is being used to 
test the technologies and content of the Regional Internet Homepage proposed 
to be accessible to the public by December 1997. Access will initially be 
limited to certain regional documents, such as the Regional Director's report, 
and will be progressively expanded to cover other databases. 

Pending the completion of an effective global activity management system 
(AMS), the Regional Information System was further improved. The Regional 
Office began collaboration with the Regional Office for the Americas to 
develop, for WHO offices worldwide, a regional and country module for the 
AMS. Deployment is forecast for 1999. 

Programme 

budget 

development 
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Coordination with other organizations. Mobilization of 
external health resources 

The objective is to support the management and implementation of the 

Organization's programmes by ensuring effective coordination with other 
organizations, both intergovernmental and nongovernmental, and agenctes 
within the United Nations system at both regional and national levels. 

Extrabudgetary funds have provided essential support to many important 
programmes m the l<.egton, espectally m the area ot vaccme-preventable 

diseases, poliomyelitis, leprosy and other communicable diseases, reproductive 
health, and control of tropical diseases, particularly malaria. 

Activities with the United Nations Development Programme (UNDP) were 
carried out on a country-specific basis, in areas such as support for management 

development in Cambodia, and control of iodine deficiency disorders and 
support for nursing development in China. WHO collaborated in UNDP's 
Capacity 21 initiative, supporting projects in Fiji, the Philippines and VietNam, 
incorporating health and environment considerations in national plans for 

sustainable development. WHO also took an active part in the UNDP Regional 

Cooperation Framework for Asia and the Pacific, 1997-2001, held in Bangkok 

in October 1996. 

Technical cooperation with the United Nations Population Fund (UNFPA) 

focused on the strengthening of reproductive health services, health education 

outreach, and family planning. WHO collaborated with two country support 
teams in 20 projects in the field of reproductive health in 13 countries. 

WHO and the United Nations Children's Fund (UNICEF) held joint workshops 

and meetings in China, Kiribati and Mongolia and supported training in the 
Philippines. WHO also collaborated with UNICEF in the poliomyelitis 

eradication initiative. 

Formal collaboration was strengthened in April 1997 between the Association 

of South-East Asian Nations (ASEAN), and the Western Pacific and South-East 
Asia Regional Offices, with the signing of a memorandum of understanding on 
collaborative activities. 
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WHO collaborated actively with the Asian Development Bank, particularly in 

the development of health sector policy priorities in Asia and the Pacific. WHO 

also participated in the Seventh Conference on Greater Mekong Subregional 

Economic Cooperation, in Manila in Aprill997. 

In December 1996, WHO and the South Pacific Commission signed a 
memorandum of understanding on future activities, as part of a strengthening 
relationship. 

Valuable contributions were provided by the Governments of Australia, 

Belgium, Denmark, Finland, France, Japan, Italy, Luxembourg, the Netherlands, 

Norway, the Republic of Korea, Sweden, the United Kingdom and the United 

States of America for the further development of a wide range of significant 
health programmes. Additional resources were also provided by the Arab Gulf 

Programme for United Nations Development Organizations (AGFUND), the 
Centers for Disease Control and Prevention, Atlanta, Nippon Foundation, the 

Pacific Leprosy Foundation, Rotary International, Sasakawa Memorial Health 
Foundation and the World Bank. 

WHO collaborated with the Australian Agency for International Development 

(AusAID) and UNICEF in October 1996 on a round-table discussion of bilateral 

support for maternal and child health project formulation for Papua New 

Guinea. 

Cooperation was maintained with various nongovernmental organizations m 
official relations with WHO, such as the Christoffel-Blindenmission, Hearing 
International, Helen Keller International, International Association of Lions 
Clubs, International Commission on Occupational Health, International Council 

for the Control of Iodine Deficiency Disorders, International Federation of 

Pharmaceutical Manufacturers Associations, International Federation of Red 
Cross and Red Crescent Societies, International Planned Parenthood Federation, 

International Union Against Cancer, International Union Against Tuberculosis 
and Lung Disease, International Union for Health Promotion and Education, the 
Royal Netherlands Tuberculosis Association, Save the Children Fund, World 
Federation for Medical Education, World Federation for Mental Health, World 
Psychiatric Association and World Vision International. In addition, WHO 
collaborated with regional nongovernmental organizations and regional offices 

of global nongovernmental organizations. 

Asian 

Development 

Bank 

South Pacific 

Commission 

Uther maJor 

partners 

Nongovernmental 

organizations 
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Regional situation 

Continued economic expansion and a rapid increase in disposable income have had a significant 
influence in two areas. First, in health reform initiatives, new features in the health sector have included 
more individual and community responsibility, and an expanding role for the private sector and other 
market-related mechanisms. These all call for new skills and styles of leadership. There is still a strong 
demand tor training in communication skills for leadership and management. 

Second, the fruits of such economic expansion have not been shared equitably, leading to greater 
inequality in terms of access to health services and health-related indices. The disadvantaged groups 
include the urban poor - especially slum-dwellers - and minority communities and indigenous people. 
Indeed, it is widely accepted that the difference in health status between, on the one hand, minority 
communities and indigenous people, and on the other, non-indigenous people, is largely explained by 
socioeconomic factors. The health status of minority communities and indigenous people usually mirrors 
that of the poorer segments of non-indigenous society. 

Consequently, it is becoming the policy of most countries for increased attention to be given to minority 
communities in general, including a focus on the area of health. For example, the health of the 
Aboriginal and Torres Strait Islanders is currently an important element on the public health agenda in 
Australia. The involvement of the indigenous people themselves can lead to better health care, as in 
New Zealand. 

In other countries like China and Viet Nam, local health authorities have received additional resources 
when minority communities reside within their boundaries. However, as these countries make the major 
transition to a market-based economic system, they face additional challenges owing to the pressure on 
financial resources. 

Health in socioeconomic development 

The objectives of the programme are to develop national capabilities for 

international collaboration in health through effective communication and 
leadership; and to strengthen the links between the countries themselves 

through networking of staff. 
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Students from the Learning Centre on a field trip to a 

Manila health centre 

The Learning Centre at the Regional Office offers an intensive programme in 
leadership and management for potential leaders of the health sector from 

within the Region. Its purpose is to enable middle-level managers in the health 
service to learn the latest in managerial skills and to develop effective personal 
communication skills. The ten-month programme is divided into two modules 

of five months each: one module emphasizes English language communication 
skills, and the other leadership and management skills. Twenty-nine fellows 

graduated in March 1997. Seventeen fellows enrolled for the first module of the 
programme that began in May 1997 and ten others will join them for the second 

module in October 1997. 

The year 1996 was designated as the theme year for health within the 
International Decade of the World's Indigenous People. The ninety-ninth 
session of the Executive Board in January 1997 reviewed a document outlining 

the current and proposed activities of WHO globally and regionally. Within the 
Region, advocacy addressed to governments has aimed at tackling the health 

needs of indigenous people. 

However, there remains a problem of who indigenous people are, as the United 
Nations itself has failed to produce a satisfactory definition of the term 

Learning Centre 

Minority 

communities and 

indigenous 

people 
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"indigenous people". Only four countries in the Region - Australia, Malaysia, 

New Zealand and the Philippines- recognize a group of"indigenous people". 

Generally, across the Region, some of the health concerns for minority 
communities and indigenous people include sexually transmitted diseases, 

trematode infections, ageing, oral health and other noncommunicable diseases. 

Research policy and strategy coordination 

The programme promotes national capability in health research that is relevant 

to the objective of health for all. As part of its activities, WHO awarded two 
research training grants and supported seven research projects. 

Health research Focal points to coordinate and manage national research activities have been 

14 

management established in 16 countries, most recently in Japan. 

A workshop on research design and methodology was held m Mongolia in 
May 1997. The manual Health research methodology: a guide for training in 
research methods was translated into Khmer and Mongolian. 

Collaborating There are 218 WHO collaborating centres within the Region with knowledge 
centres and expertise in research and training activities for various disciplines. They 

now play a key role in WHO's regional and global disease surveillance system. 

A meeting of the WHO collaborating centres in Japan, relating to emerging and 

re-emerging communicable diseases, was held in Tokyo in February 1997. 

The heads of collaborating centres in the Republic of Korea met for the first 

time in July 1996 in Kyungju to discuss the role of the centres. Heads of 

collaborating centres in Malaysia held their fourth meeting in Kuala Lumpur in 
January 1997 and reviewed the activities of the year. In the same month, 

representatives of the 19 WHO collaborating centres in Shanghai, China held a 

meeting to help them improve their work for WHO and the Municipal Health 
Bureau. 

In December 1996, the Regional Office published the Summary of 1994 
activities of the WHO collaborating centres in the Western Pacific Region. The 

summary, which is the second in a series of annual documents, outlines the 
main activities of the collaborating centres as given in their 1994 annual reports 
that were submitted in 1995. 
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The document Strategic plan for health research in the Western Pacific Region, 

1997-2001 was endorsed by the joint meeting of the Western Pacific Advisory 

Committee on Health Research and the Directors of the Health Research Councils 

or Analogous Bodies in August 1996. It contains lists of priority health issues 

and areas for research grouped according to the objectives set out in New 

horizons in health. 

Strategic plan for 

health research 

Since September 1996, WHO collaboration with the WHO Regional Centre for WHO Regional 

Research and Training in Tropical Diseases and Nutrition, at the Institute for Centre for 

Medical Research in Kuala Lumpur, Malaysia has tocused on the social and Research and 

behavioural sciences. Training 

* * * 

Increasingly, senior health leaders are recognizing that all countries have much to 

learn in the exchange of information from other countries. They also seem to 

have realized that developed-country technology cannot be imported easily 

without adaptation, and that skills must be developed locally. The graduates of 

the Learning Centre, now numbering nearly 300, are expected to apply the skills 

they have learned in their own countries' health sectors. 

15 
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Regional situation 

More than 60% of health-related problems in the Region are attributable to noncommunicable diseases, 
with the 35 to 44 age group the most affected. Even though, for the Region as a whole, only 20% of 
health-related problems are related to communicable, nutritional and maternal problems, in the least 
developed countries this tigure Increases to t:iU%, w1th the under-t1ve age group the most affected. Of 
equal concern to health authorities is the significant rise in injuries, which now account for approximately 
16% of health-related problems. 

In such a context, the general thrust of health policy is to secure better results in increasing equity of 
care, improving quality of care and containing rising costs. These goals should be seen against a 
background of rising expectations of health care, increasing variety and costs of medical technology and 
a general public which desires to be more involved in services for the community. There is a growing 
interest among health authorities to know more about the health development efforts of other countries, 
and to work with them more closely. 

The scope of interventions in the policy area continues to grow. The private sector has been accorded 
an increasing role in developing countries across the Region; the most dramatic changes have been 
seen in Mongolia and VietNam. In the more developed countries, such as Malaysia, this has occurred 
through privatization or corporatization of health facilities. However, many details remain quite loosely 
defined in terms of policy guidelines; these are needed to ensure that private sector efforts contribute to 
those of the country as a whole, particularly in the area of public health. 

Countries, such as the Philippines and VietNam that have a high frequency of disasters, have made 
progress in improving their response capabilities in terms of technical facilities and allocated resources. 
However, much remains to be done to mitigate the impact of disasters in vulnerable communities, for 
which most countries have set sound policies and strategies. 

Technical cooperation with countries 

The aims of this programme are to provide governments with information 

concerning WHO policies; to support governments in the planning and 

management of national health programmes; and to collaborate with 

governments in identifying national programmes where WHO's technical 



2. Health policy and management 

resources can be most useful, and in mobilizing external resources for 
implementing the national health programmes. 

The Executive Board is still studying the report of the Director-General on the 
role of the WHO country office. Outstanding issues yet to be clarified include 

criteria for establishing or disestablishing a WHO country office, and refining 

the guidelines for WHO collaboration with health ministries and other health

related agencies. In the Region, other recommendations in the Director
General's report, such as a review of the improvement in communications, are 

m progress. For example, the use ot electromc mail has been expanded to 
include all WHO field offices except one. 

A global study, supported by the "Oslo Group", which is comprised of the 

governments of Australia, Canada, Italy, Norway, Sweden and the United 
Kingdom, was undertaken in October 1996 to assess WHO's work at country 

level. Particular attention was paid to the role of WHO in relation to the other 
agencies in the health field and WHO's responsiveness to changing country 

needs. In the Region, Cambodia and Papua New Guinea were selected for the 

country visits. Initial findings of the study highlighted the importance of 
WHO's role as the lead international agency in health and its role in 
coordination of other partners. In mid-1997 the final report of the study is due 

for presentation to the Director-General. 

Emergency preparedness 

The objectives of this programme are to support countries in planning and 

implementing national emergency preparedness initiatives to mitigate the 
destruction and damage caused by natural disasters. 

Awareness of the risks of disasters is generally good in the Region, especially 

when it concerns predictable hazards like typhoons and floods. WHO took 
immediate action to support victims of fires and floods in several countries. 

Data were collected on the subject of disaster plans and related legislation. 

Preliminary findings indicate that with the exception of a few small countries, 

all countries have some kind of national disaster plan. As these plans become 

increasingly comprehensive, the legislation that allows for the declaration of a 
stat~ of emergency may need updating. 

WHO country 

offices 

National disaster 

planning 
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WHO supported a disaster management training course for Japanese NGOs in 

Tokyo in January I997. It was followed by a field study of disaster 
preparedness in the Philippines in February. 

An intersectoral workshop on disaster preparedness and planning was conducted 

in the Philippines in October I996, and three workshops on health support were 

conducted in VietNam in October I996. Community emergency preparedness 

plans and capabilities, primarily in China, Mongolia, the Philippines and 

VietNam, as well as Pacific island countries, are under development. 

Supplies and equipment excluding drugs, 
biologicals and contraceptives 

The aim of the programme is to ensure timely procurement and delivery of 

supplies and equipment as required by the WHO programme of cooperation, 

including reimbursable purchases made on behalf of Member States within the 

Region. 

Supplies and equipment, principally for country projects, totalling 

approximately US$ II million were procured. Purchases made through WHO 

Headquarters amounted to US$ 7.4 million while local and direct purchases 

made by the Regional Office (from suppliers both within and outside the 

Region) totalled US$ 3.6 million. 

The Regional Office responded quickly during disease outbreaks by providing 

supplies and equipment. These included diphtheria and tetanus vaccines in the 

Lao People's Democratic Republic, and insecticides, protective gear and 

spraying equipment for malaria in Solomon Islands. 

The Regional 

US$ 3. 7 million 
Office also procured medical supplies worth about 
on behalf of Member States under the reimbursable 

procurement scheme. 

* * * 

Those countries most vulnerable to natural disasters have made steady progress 

not only in their ability to respond promptly to them, but also in their 

preparedness for them. This is particularly true for the most severely affected 
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countries in the Region, namely China, the Philippines and VietNam, as well as 

Cambodia, Mongolia and certain South Pacific countries where WHO 

collaboration has been involved. There has been a significant increase in the 

number of staff in these countries trained in emergency preparedness over the 

past few years. Their new skills and experience are clearly having a positive 

impact on the development of emergency management programmes. 

Provision of supplies and equipment remains an important form of collaboration 

between Member States and WHO. WHO's supplies services in the Regional 

Uffice and Headquarters have continued to procure supplies and equipment In a 

timely and cost-effective manner, enabling quick responses during emergencies. 

19 



The Work of WHO in the Western Pacific Region, 1996-1997 

2.4 Biomedical and health information and trends 

20 

Regional situation 

Countries in the Region are reviewing their health information systems in line with changing managerial 
needs and better information technology. Whereas less developed countries are at an early stage of 
setting up national health information systems, other developing countries are experiencing problems of 
duplication of systems; the consolidation of such systems is a requirement for more accurate reporting. 
Nearly all developing countries need to strengthen their data quality. 

Improvements in epidemiological surveillance systems and the introduction of microcomputers for district 
health management have been general features. Together with greater use of communications 
technology - such as e-mail facilities - they have accelerated the reporting of health information to the 
central level. 

More countries are making efforts to upgrade management skills in using health information, especially 
health indicators, for decision-making purposes, including the allocation of resources. 

Epidemiology, statistics, trend assessment 
and country health information 

The objectives are to deveiop and strengthen national capacity for collecting, 

assessing, using and disseminating up-to-date information on delivery of 

services. The programme also encourages research on new methods and 
regional databases for monitoring health activities, promotes the design and 
implementation of health management information systems, and selects and 

adapts appropriate information technology for data processing. 

National In August 1996, WHO collaborated with the Government of Mongolia in 

information improving the existing health information system, in conjunction with a national 

systems workshop on strengthening health information networks. A consolidated list of 

essential health indicators for health monitoring was developed. The workshop 
also formulated a plan of work to improve data generation, processing and 

utilization. 

The Ministry of Health in VietNam, with technical support from WHO, set up 
an information steering committee to review and develop a harmonized health 
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information system. The initial focus is to streamline the existing information 
systems by establishing a common database for each programme or activity. 

As part of the effort to strengthen medical records systems in hospitals, 
workshops in ICD-10 and diagnosis-related groups and case-mix were held in 
Malaysia in April and the Philippines in June 1997. The development of case

mix analysis for hospital management is an important component in 
rationalizing the use of health care resources. 

A state-level trammg course tor the coordmatwn of health mtormatwn activities 

was conducted in the Federated States of Micronesia in September 1996. 

International partners and NGOs in Pacific island countries participated m a 

meeting on public health surveillance in Noumea, New Caledonia in December 

1996, organized by WHO and the South Pacific Commission. Extensive 
discussions were held on developing and implementing public health 

surveillance and epidemiological networks, including the relevant indicators. 

To strengthen the disease surveillance system in New Caledonia, WHO 

collaborated in setting up a disease notification system for private doctors in 

November 1996. 

From a list of 114 indicators drawn up to quantify progress in the 

operationalization of the three themes of New horizons in health, 63 indicators 
were chosen for countries, including 26 health-for-all indicators. From the 63, 

19 indicators were selected for evaluation purposes at the regional level. These 
indicators are now being discussed with national counterparts prior to 

implementation. 

* * * 

There has been an overall improvement in countries' information support 

systems, resulting in better utilization of health information by decision-makers. 

Support to promote the use of health indicators for New horizons in health and 

efforts to improve the capacity of countries to analyse and use information will 
be maintained. 

The epidemiological surveillance system for both infectious and 

noncommunicable diseases in the Region has been strengthened through the 

Trend assessment 

Surveillance of 

diseases 
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epidemiological reporting system. Data accuracy and timeliness of information 

are still of prime concern; thus there is an ongoing need to readdress these 

problems. 

Publishing, language and library services 

This programme is responsible for providing Member States with valid 

scientific, technical, managerial and other health information. 

The Regional Office published documents, including manuals, on a range of 

topics. Titles included: STD case management: the syndromic approach for 
primary health care settings; Managing maternal and child health 
programmes: a practical guide; ASEAN technical cooperation in 
pharmaceuticals: a success story; Strategic plan for health research in the 

Western Pacific Region, 1997-2001; Tobacco or health in the Western Pacific 

Region; and a public information booklet on the role of the Regional Office, 

Partnership in health in a region of rapid change. Medicinal plants in China 

and Guidelines for dengue surveillance and mosquito control were reprinted. In 

addition, several publications on the development of human resources for health 

and on traditional medicine were in preparation. 

A range of publications were translated into Chinese, French, Italian, Japanese, 

Khmer and Korean. Collaboration with the People's Medical Publishing House 

in China, a WHO collaborating centre for promotion and translation of WHO 

publications, was strengthened. 

A workshop was held on the improvement of the Chinese Medical Information 

Network in Beijing in December 1996. Computer facilities were also provided 

to improve this Network which covers II medical universities and colleges. 

Support was also given for upgrading such facilities at the national medical 

research library in Mongolia. 

* * * 

Prompt delivery of publications and the provisiOn of bibliographies by the 

Regional Office library have facilitated health research in the Region and 

contributed to the continuing professional education of health personnel. 
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Chapter 3. Health services development 

3.1 Organization of health systems based on primary health care 

Regional situation 

Primary health care remains a basic approach in the reorganization of health systems throughout the 
Region. Thi3 i3 becou3e of it3 3Ucce33 in mitigating the impact of communicable dioeaoco, and ito 
potential to do the same for noncommunicable diseases. Primary health care is also important in 
ensuring that the growing number of elderly people and the chronically sick receive appropriate 
treatment. In 1995 there were, for example, approximately 159 million people aged over 60 in the 
Region, or 9.8% of the total population, up from 138 million in 1990, or 9.1% of the total population. 

Changes to health systems resulting from the transition to a market orientation have led to some negative 
aspects. In Mongolia, for example, there was a dramatic rise in maternal mortality from the 1984-1989 
average of 140 per 100 000 deliveries to 241 in 1993 and 220 in 1994. Countries' attempts to tackle 
these aspects include further reform of health services and strengthening the quality of health legislation 
and regulations on a range of issues. This is important to counter the short-term negative effects that 
were seen during the transition period. 

The district as the structural focus of the health care delivery system and greater decentralization as an 
organizing principle have remained the bases of new national health plans. However, governments face 
the challenge of ensuring equity and quality of care, and building or maintaining a sustainable financing 
framework, especially in Cambodia, China, the Lao People's Democratic Republic, Mongolia and 
VietNam. 

Health systems research and development 

The objective of the programme is to integrate health systems research with 

routine functions of management and to support research on priority health 

development issues. 

WHO supported research activities on more effective health care financing Research 

methods in Cambodia, China and VietNam, as well as research on enhancing activities 

management capabilities in China, Malaysia and Mongolia. 
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National health systems and policies 

This programme aims to deliver essential health programmes and services to the 

population. It focuses on activities that attempt to ensure equity, quality, 

efficiency, consumer satisfaction and sustainability in the delivery of health 

services. Health sector reform - including issues related to decentralization, 

privatization, pricing of services, social and private health insurance, quality 

assurance and community participation - has been a major focus for activities 
across the Region. 

Healthfinancing Cambodia has adopted a national charter on health financing that has been 

largely accepted as a framework for the many partners working in this field in 

the country. Prior to this, the various donors and nongovernmental 

organizations had been examining health care financing options without 

overriding policy guidelines. Health insurance and appropriate care for the 

poorer segments of society remained a primary activity in China and Viet Nam. 

WHO collaborated in activities to study health care financing options in China, 

Papua New Guinea, the Republic of Korea and Vanuatu. 

Quality of care 

Health legislation 
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An evaluation carried out in Malaysia in 1996 indicated significant progress by 

the national quality assurance programme and recommended establishing a 

formal hospital accreditation programme. The national programmes in Samoa 

and Vanuatu were reinforced, partly through the sharing of experiences in a 

technical exchange. 

Health legislation has become a more important aspect in the development of 

initiatives in a number of countries. For example, a review of the structure and 

functions of the health department in Cook Islands was conducted to enable 

more efficient use of financial and human resources. Cambodia has drafted new 

legislation in areas ranging from service regulation to practitioner accreditation 

and contracting. Practitioner registration in Tonga and VietNam was addressed 

through draft legislation, while comprehensive reviews of legislation were 

carried out in the Lao People's Democratic Republic and Papua New Guinea. 

Medical ethics have emerged as a priority issue and were reviewed in China and 

Malaysia. 
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* * * 

Comprehensive health reforms are making significant progress in a number of 

countries, most notably Cambodia. Although, generally, the range of health 

insurance options for rural areas has become wider, sustainable health care 

financing systems remain elusive. This matter is complex and requires further 

effort. 

Di.§trict hulth ~y~teuu 

The objective of this programme is to strengthen the capability at the district 

level to plan and implement the most effective care for the population. 

Technical collaboration in the development of an improved health management 
information system, with emphasis on staff training and decentralization, 

continued in Fiji. The operational information system in Cambodia is now 

working throughout the country with inputs from health centres and districts. 

The minimum package of services in Cambodia is being implemented and used 

as the basis for training programmes. The district level of services in VietNam 

has been strengthened through a comprehensive development project that 

emphasizes planning and supervision and that links commune, district and 

provincial services. Revitalized district services have also been a focus of 

activities in the Lao People's Democratic Republic and Papua New Guinea. 

Two training manuals, The management of village health stations and a 

Handbook for emergency training were finalized and printed in China and 

VietNam, respectively. Training of health workers in programme management, 

clinical activities, health education and health information skills and community 

health nursing, in the primary health care context, continued in China, Fiji and 

Viet Nam. WHO collaborated in health workforce training on hospital 

equipment maintenance and repair in Palau. 

The quality of care and referral at district health facilities was improved m 

VietNam through procurement of medical equipment and ambulances. 

Information 

systems 

Delivery of 
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* * * 

The district health systems strategy, as a means to strengthen and rejuvenate the 
health system, continues to gain momentum throughout the Region. The basic 
strategy is augmented with technical support from health information systems 
and units for delivery of care and planning. Greater efforts are being made to 
maintain a high quality of care and to ensure the social relevance of care 
through various mechanisms that call on individual, family and community 
responsibility. 
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3.2 Human resources for health 

Regional situation 

A full discussion on the changes in the development of human resources for health in the Region over 
the last quarter century, and of their impact, is contained in Part 2 (starting on page 91 ). 

Governments of the Region accept that it is critical both to have adequate numbers and appropriate 
ly!Jes ur lleallll wurkers fur lleallll felt:llllles, e:mtl lu ensure lllalllley are appruprlalely lralr1etl. Because 
there is a shortage of appropriately trained doctors, nurses and other health workers in developing 
countries (see the Table on page 105 in Part 2), basic training is a particular need. Often this training 
must be undertaken abroad because of the lack of local health training institutions and appropriately 
trained teachers. 

In rural areas underserved by medical facilities, nurses provide services with minimal medical back-up. 
To ensure that they are adequately prepared to provide a broad range of services, special post-basic 
courses are needed. In developed countries, postgraduate training in specialty areas is one of the 
priorities of health workforce development. 

All governments are either reviewing their health legislation, or actively strengthening such legislation to 
support human resources development. Health legislation encompasses the mechanisms for the 
certification and registration of health workers, to ensure that laws reflect the scope of practice and 
provide protection to service users. 

Development of human resources for health 

The objectives of the programme are: to cooperate with countries in planning 

for the training and deployment of the types and numbers of health personnel 

they require and can afford; to help ensure that such personnel are equipped 

with the necessary scientific, technical and managerial competence; to help 

ensure that such personnel are utilized optimally to meet the requirements of 

national strategies to achieve health for all; and to promote policies and 

programmes for health workforce planning, production and management in 

order to meet the requirements of the health systems. 
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Planning 

Training and 

Fellowships 

A series of workshops on health workforce planning was conducted in several 
countries throughout the Region, culminating in a training course at the 
Regional Training Centre in Sydney, Australia in July 1996, where 25 
participants from 15 countries learned improved workforce planning and the use 
of computers for this. 

Innovative approaches for continuing education, such as teleconferencing and 
radio broadcasting, were used in the distance education programmes for nurses 
in Fiji. 

Formal training abroad in management IS an important area of programme 
support in a number of countries. 

During the year, 316 fellowships were awarded to health staff of various 
countries and areas. Of these, 199 took place within the Western Pacific 
Region, while 117 were in other regions. 

* * * 

Positive developments were seen in a range of fields. These included the 
innovative approaches to training and the initial development of human resource 
legislation in Cambodia, VietNam and several Pacific island countries. The 
adoption by several countries of computer technology in health workforce 

planning can also be seen as significant progress. 
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3.3 Essential drugs 

Regional situation 

A survey carried out in 1996 showed that only 15 countries and areas have endorsed a national drug 
policy, although 23 countries and areas have related legislation in place. Twenty countries do not have 
legislation covering areas such as drug advertising, promotion and clinical trials. Lack of trained staff 
hampers the enforcement of legislation; such enforcement is essential for a national drug policy. 
Counterfeit drugs, lack of adequate procedures for drug registration and quality assurance, and irrational 
use of drugs remain problems in some countries, including China, the Lao People's Democratic Republic, 
Mongolia, Viet Nam and some Pacific island countries. 

In ASEAN countries, the situation was improved through the success of the ASEAN pharmaceuticals 
project. Initiated in 1979, it strengthened human resources through the establishment of regional training 
centres to promote self-sufficiency in training. In addition, it contributed to the development of ASEAN 
standards for both modern pharmaceuticals and traditional medicine. 

The objectives of the Action Programme on Essential Drugs are to ensure the 
continuous supply of essential drugs and biologicals of acceptable quality and 
affordable price, and to support Member States in the establishment and 

implementation of effective national programmes for monitoring and 
maintaining the quality, safety and efficacy of pharmaceutical products. 

The establishment of a national drug policy has been initiated in the Northern National drug 

Mariana Islands and Papua New Guinea. Recommendations have been made to policies 

improve drug legislation in Brunei Darussalam; in VietNam, a master plan for 

implementation of the national drug policy has been reviewed and revised. 

A SEAN The 15th meeting of the ASEAN working group on technical cooperation in 
pharmaceuticals was held in June 1996 in Manila. It adopted the workplan for 

Phase V (1997-2001) of the ASEAN pharmaceuticals project on quality 
assurance. A training course on microbiological assay on the production and 

utilization of regional standards and reference substances was held in Thailand 
in July 1996. The achievements of the project were outlined in a publication The 

ASEAN Technical Cooperation in Pharmaceuticals: a success story. 

pharmaceuticals 

project 
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Biregional 

technical 

cooperation 

Quality 
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The practice of clinical pharmacy was strengthened through the first ASEAN 
training course on improving communication skills for pharmacists and 
pharmacy staff. It was held in Singapore in November 1996. 

A workshop on good manufacturing practices for inspectors and auditors was 
held in Jakarta, Indonesia in March 1997, in which the representatives of 
Malaysia, the Philippines, Singapore and VietNam participated. A study tour 
of China and India on quality assurance of herbal medicines was arranged for 
participants from these four countries and from the Lao People's Democratic 
Republic and Mongolia in May 1997. 

Government-run dispensaries with trained staff are becoming more 

important, given the public's high use rates of private drug-sellers 

Drug availability and drug supply management in Mongolia were improved 
through the training of 69 pharmacists and pharmacy assistants on estimating 
drug requirements. This helped to optimize the use of funds available for drug 
procurement, and reduce wastage. Technical support to strengthen the standards 
of manufacturing and management of Cambodia's Government Pharmaceutical 
Factory was provided for testing the accuracy of manufacturing equipment and 
for training staff in production planning and quality assurance. 
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In Mongolia, 275 medical doctors, pharmacists and pharmacy assistants were 

trained in community pharmacy management and rational drug use. Technical 

support was provided for curriculum development for Fiji's medical, pharmacy 

and nursing students in March 1997. 

* * * 

The impact of implementation of national drug policies needs to be monitored 

on an ongoing basis. There has been progress in the battle against counterfeit 

drugs and irrational drug use, but drug supply systems, systems of drug 

legislation and quality assurance, drug registration and quality control need to 

be strengthened. 

Rational use of 

drugs 
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Regional situation 

Although six countries still officially practise paid blood donations, most countries now implement national 
plans supporting non-remunerated blood donation. Generally, countries have strengthened the 
management of their blood transfusion services and the supply of safe blood and blood products in this 
Region. Many countries still need to ensure that they consistently and routinely screen for infectious 
agents. 

Health laboratory services are being developed and strengthened in all countries of the Region, although 
they frequently remain less developed at intermediate and peripheral levels than at central level. 
Fourteen national laboratories representing Pacific island countries and the Lao People's Democratic 
Republic have participated in the regional external quality assessment programme since 1991. Scores in 
microbiology, haematology and blood bank technology average 80% but the biochemistry average is only 
65%. Four countries are known to have instituted national quality control programmes. 

Traditional medicine is practised in many countries. Although there is no exact figure for the whole 
Region, in China the total number of outpatients served by traditional medicine hospitals is approximately 
186 million annually; traditional medicine departments in general hospitals take care of about 20% of 
daily outpatients; and in rural areas, one-third of outpatients and more than one-fifth of inpatients use 
traditional medicine. 

Traditional medicine is an integral part of the formal health service delivery system in China, Japan, the 
Republic of Korea and Viet Nam, albeit in different forms. In other countries, it is used by individuals 
independently. The health authorities in six other countries and areas have recognized the role of 
traditional medicine as an alternative form of medical care and have initiated efforts to promote and 
ensure its safe practice. 

Traditional medicine plays an important role in meeting people's basic health requirements in many 
developing countries, and interest in it has risen in developed countries. In Australia, for example, a 
recent study showed that 48% of a sample population had used an alternative medical practice at least 
once in the previous year. 
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Technology for health care 

The objective of the programme is to strengthen national health laboratory and 

radiology services by using appropriate technology to meet the diagnostic, case 

management and monitoring needs of curative and preventive medicine 

throughout the lifespan of all individuals. 

A regional workshop for trainers in the use of distance learning materials for 

~mfo blood and blood produota wao hold in Manila in Novomber 1996. Such 

materials, often translated into local languages, provide an opportunity for 

national blood programmes to develop flexible, cost-effective programmes to 

increase the quality and coverage of training. 

A national workshop on blood transfusion held m August 1996 in Vanuatu 

reviewed existing methods of donor recruitment, collection and storage of blood 

and the screening procedures of transfusion-transmissible infections. It also 

established national policy guidelines on the use of safe blood and blood 

products and helped participants draw up policy guidelines for the establishment 

of a national blood bank. 

During November-December I 996 in Palau, laboratory technicians were trained 

in the proper collection and handling of urine, sputum and stool specimens; the 

optimal use and maintenance of microscopes; and basic techniques for culturing 

bacteria. A workshop was held in Mongolia in March I 997 to enhance national 

capability in laboratory diagnosis of bacterial diseases. 

A series of lectures, practical demonstrations and structured discussion sessions 

was provided to support the department of radiology's activities in diagnostic 

radiology and radiation protection at Huashan Hospital, Shanghai, China in 

September-October I 996. 

WHO supported an assessment of four of the national laboratories participating 

in the regional external quality assessment programme in Fiji, Samoa, Tonga 

and Vanuatu in May 1997 to propose solutions to identified weaknesses. 

Under an active national quality assessment programme in Papua New Guinea, 

progress was made in laboratory testing, especially for HIV, in the national, 

provincial and district laboratories. 
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* * * 

Most countries have improved their health laboratory and radiology services. 

However, rapid staff turnover, the lack of qualified human resources in 

laboratory and radiology services, including the maintenance of laboratory 

equipment, remain a problem in developing countries. 

Traditional medicine 

The objective of the programme is to support the safe and effective practice of 

traditional medicine. The programme encourages the integration of traditional 

medicine into the mainstream of health delivery systems, where applicable. 

Training courses for traditional medicine in communities were held in two 

provinces in the Lao People's Democratic Republic, in July and September 

1996. Fifty-four participants, using the WHO publication The medicine in your 

garden, learned how to recognize common plants that can be used in traditional 

medicine. 

The community-based traditional medicine programme m Viet Nam ts now 

operating in 12 provinces. 

Two workshops were held in Hanoi and Ho Chi Minh City in 1996 to analyse 

the difficulties faced by traditional medicine departments in general hospitals in 

VietNam, and to identify programme areas for training. 

Herbal medicines have approximately a one-third share of the pharmaceuticals 

market in China. To ensure their proper use and to guarantee consumer safety, a 

workshop on adverse reactions to herbal medicines was held in Zhuhai, China in 

February 1997. A network for monitoring adverse reactions to herbal medicines 

was created in Guangdong Province with WHO support. 

In 1996, the regulation on the safety and efficacy of traditional medicine was 

signed by the Minister of Health in VietNam. It was adapted from the Regional 

Office's Research guidelines for evaluating the safety and efficacy of herbal 

medicines. The first national meeting on its implementation was held in 

Septem her 1996 in Hanoi. 
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Training in introductory acupuncture was provided to medical doctors and staff 

of the Department of Health in the Philippines, while in Singapore, a second 

government acupuncture clinic was opened. 

In 1996, the international acupuncture training centres, organized by the three 

WHO collaborating centres for traditional medicine in China, trained over 1000 

foreign students. 

* * * 

Despite increasing public interest in the practice of traditional medicine, it is 

accorded a relatively low priority in some countries. Lack of awareness of its 

possibilities, insufficient resource allocation, and shortage of experienced staff 

are the main operational constraints. 

Acupuncture 
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Chapter 4. Promotion and protection of health 

4.1 Reproductive, family and community health and population issues 

Regional situation 

Specific health needs of women are identified through the collection of appropriate health and social 
indicotor3. Thc3e often reveal inequities between the !exe! and di!clo!e cultural or economic conditions 
that may favour one gender at the expense of the other. 

Use of contraceptives has increased in China, Hong Kong and the Republic of Korea to more than 50% 
of women in the reproductive age group, but limited choice or poor availability elsewhere often makes 
adoption of fertility-regulating methods difficult. Unwanted pregnancies are still prevalent, and in the 
countries of the Indochinese peninsula, Mongolia, Papua New Guinea, the Philippines and several 
Pacific island countries, high population growth rates are eroding many of the social, economic and 
educational gains made in recent years. 

If population growth continues at the present rate, it is estimated that the population will double in 24 
countries in less than 50 years, and in nine of these countries in under 25 years. 

More than 50% of the Region's population are below 20 years of age. Specific health services, 
responding to particular needs of adolescents, are yet to be established in many countries. The potential 
problems of adolescents remain a concern, especially diseases such as STDs and HIV/AIDS, unwanted 
pregnancies and risky behaviours (smoking, drug addiction and excessive alcohol consumption) . 
Despite cultural bias against premarital sex, the number of adolescent pregnancies is still increasing in 
Papua New Guinea, the Philippines and some Pacific island countries, to more than 20% of total 
pregnancies. 

Through better spacing of pregnancies, improved care of the child and availability of drugs, infant 
mortality has decreased considerably. In 28 countries and areas the infant mortality rate is below the 
regional target of 50 per 1000 live births. 

The Region is experiencing a rapid increase in the number and percentage of elderly people. An 
increase is forecast in average life expectancy from 68.8 years in 1995 to 74.4 years in 2020, and in the 
number of people aged 60 and over from 159 million to 312 million over the same period. 

Rapid industrialization, the modernization of agriculture, and the increased use of pesticides have 
contributed to an increasing incidence of occupational ill health. Pesticide poisoning and chest diseases, 
in particular silicosis, are major occupational health problems. The lack of information on the nature and 
magnitude of risks to workers, unhygienic facilities, and poor or hazardous working environments remain 
problems. 
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Reproductive, child and women's health 

The main objective of the programme is the reduction of maternal and infant 

morbidity and mortality, through appropriate and comprehensive care before, 

during, and after delivery and through the use of safe fertility regulation 

methods to enable women and couples to plan their pregnancies. 

Managing maternal and child health programmes: a practical guide was 

produced. This forms part of a successful series for different categories of 

health workers. 

To improve standards of care and operational research capability, a Regional 

Training and Reproductive Health Research Centre was established in Fiji with 

UNFPA support, beginning operations in mid-1996. The Centre deals with 

continuing training activities for reproductive health personnel from the 

countries of the Pacific. Five courses were conducted for 95 participants from 

ten countries. 

A series of workshops was held in the second half of 1996 in ten countries of 

the Pacific to discuss and identify each country's reproductive health priorities. 

An assessment of safe motherhood needs was conducted in 12 provinces and 

cities in the Philippines. The resulting data showed that about 50% of health 

centres did not give adequate training in aseptic delivery practices, and that 

some centres lacked delivery equipment and drugs for basic maternity care. The 

data were used to help formulate safe motherhood strategies and policies. 

A baseline survey, along with a service delivery analysis and focus group 

discussions, was conducted in Papua New Guinea to improve definitions of 

project objectives and establish appropriate strategies to improve women's and 

children's health. Data from the baseline survey were used during a series of 

meetings among the Government, AusAID, UNICEF and WHO for formulating 

project proposals for AusAID funding. 

The Region has 14 collaborating centres for human reproduction and seven for 

maternal and child health, and women's health and development. Together with 

relevant institutions in VietNam, the WHO Collaborating Centre for Women's 

Health at the Key Centre for Women's Health in Society, in Melbourne, 

Australia is undertaking a survey on contraceptive practices and unwanted 

pregnancies. 



4. Promotion and protection of health 

Eight countries have an infant mortality rate in excess of the regional target of 

50 per 1000 live births. The health of children under five years of age continues 

to show progress, particularly owing to coordinated activities of programmes 
such as the Expanded Programme on Immunization, nutrition and diarrhoeal 

and acute respiratory disease control. 

The correct timing and proper planning and spacing of pregnancies are the key 

interventions in the reproductive health programme to decrease child morbidity 
and mortality. Antenatal care, clean and safe delivery and resuscitation 
practices, immediate breast-feeding and newborn care are also important. lhese 

practices were promoted in 23 projects in 19 countries through training 
activities. Basic training curricula were revised in Cambodia and VietNam. 

The improvement of women's health during pregnancy through better nutrition, 

the reduction of anaemia, and birth-spacing are essential to ensure better infant 

health. 

Training materials, manuals and guidelines both on technical subjects and on 

interpersonal communications continued to be widely disseminated throughout 

the Region. 

Inconsistencies and inaccuracies in reporting maternal deaths have for many 

years prevented a clear picture of the situation from emerging. This is 
particularly so if the death is not very close to the delivery period or if it is the 

result of an abortion. Only a limited number of deaths, directly or indirectly 

related to the reproductive process, were reported as maternal mortality, while 
many more were reported under different causes, such as septicaemia or heart 

disease. In several countries causes of death were not reported at all. In recent 

years more accurate figures have been produced. These figures show that 

maternal mortality remains very high, with four countries- Papua New Guinea, 
Cambodia, Tuvalu and the Lao People's Democratic Republic - with ratios 

above the regional target of 300 deaths per 100 000 deliveries, as shown in 
Figure 4.1. Wide variations exist both between and within countries, and 

between rich and poor women in the same geographical area (as reported by 
governments). 
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Figure 4.1 Estimated maternal mortality ratios in selected countries, 1995 
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A detailed analysis with implications on policy and development issues for the 
health of women was the subject of an in-depth review in 1997. This led to the 
formulation of a regional position paper on women, health and development. 
The broader aspects and implications of social, economic and cultural factors 
affecting the health of women during their entire life have been reviewed and 
illustrated in Women 's health in a social context in the Western Pacific Region. 

This shows that in many countries women continue to be disadvantaged, 
particularly in their reproductive choices, despite efforts exerted to minimize 
gender-based inequities. 

* * * 

In many countries, the appropriate management of reproductive health 
programmes needs to be considerably strengthened. Curative-oriented health 
services need to adopt a more comprehensive and holistic approach that 
integrates elements of reproductive health and prevention and control of 
sexually transmitted diseases, including HIV/AIDS. 

Despite many improvements in the health of young children, a large number of 
infant deaths still occur during the perinatal period in certain countries. Greater 
attention, therefore, needs to be paid to appropriate obstetric and neonatal care. 



4. Promotion and protection of health 

Overall, declines in many countries' total fertility rates have generally helped 
improve women's health. 

Adolescent health 

The atm of the programme is to reduce adolescent morbidity and mortality 
further and create a favourable environment for improving adolescent health. 

The muin focu3 of the programme i3 the development of nutionul udolo3cont 
health policies and programmes to help decrease adolescent morbidity and 

create a favourable environment for improving adolescent health, including 
reproductive health. Based on data from an adolescent health survey, a national 

comprehensive programme has been formulated and implemented in Malaysia. 

Till- aJuk~l-l-Hl hl-llllh ~ilualiuu vva~ aMl-Ml-J iu Muugulia a11J ~t1l1h:,g,l-.:-~ fur 
future activities were designed. Specific training and education programmes for 

young people were undertaken in several South Pacific island countries, as part 

of broader reproductive health projects. 

Advocacy was carried out in 12 countries to help promote the broadening of 
family planning choices and to make family planning services available for 

adolescents. 

* * * 

There is a need to increase awareness of adolescent health problems in several 
countries. Lack of undersltanding of the health needs and behavioural problems 
of adolescents, and cultural sensitivities, especially regarding reproduction and 
sexuality, are still the main barriers to programme development. This age group 

also has many problems relating to the use of alcohol, drugs and tobacco. 

Ageing and health 

The objective of the programme is to improve the well-being and quality of life 

in later years, using the approaches outlined in New horizons in health. 
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Comprehensive guidelines on the development and implementation of national 

policies were developed with the Centre on Ageing Studies, Flinders University 

of South Australia, a WHO collaborating centre for research on the 
epidemiology of ageing. 

WHO supported the development of national policies and programmes in 

Mongolia: in October 1996, a national workshop identified the socioeconomic 

problems of the older population and formulated action plans. 

WHO supported the development and strengthening of the Malaysian 
curriculum for nurses and other health workers involved in the care of the 
elderly in July 1996. It also collaborated in a national workshop in Ulaanbaatar, 
Mongolia on health education methodology in October 1996. 

A regional profile on the policies and services tor the elderly has been initiated. 
This profile will provide an overview of how large the population of elderly 
people is in each country and how their needs are being met, offering reference 
data for countries. 

* * * 

Although a slight increase in attention paid to the health needs of older people 
has been seen in most countries, some still place a low priority on such needs. 

The social, health and economic consequences of the rapidly growing elderly 

population need to be studied and addressed in greater detail. 

Special Programme of Research, Development and 
Research Training in Human Reproduction 

Collaboration in reproductive health research continued. The Special 
Programme, in collaboration with the regional programme, expanded its support 
to all areas of reproductive health, including maternal health and STDs, in 
addition to the safety of fertility-regulating methods, infertility and the 
development of new contraceptive technologies. Research projects and other 
activities were supported in seven WHO collaborating centres and in 14 other 
institutions in five countries. Altogether over 26 research projects were 
supported. 
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Occupational health 

The programme aims to support Member States in the improvement of working 
conditions and in promoting the health of working populations. The programme 
encourages a close functional integration of occupational health and safety 
services with primary health care. 

Occupational health institutions have been strengthened in China, Mongolia, the 

Philippines and VietNam, through appropriate training of staff and upgrading 

ot existing tacilities. 

In November 1996, WHO collaborated with the Government of Mongolia in a 

review of the occupational health and safety situation in the country, 

preparatory to the formulation of appropriate policies and programmes. A 

workshop on the prevention and control of occupational diseases and health 

hazards was supported in Ulaanbaatar in March 1997. 

With respect to small-scale industries in China, support was provided in May 

1997 in reviewing existing legislation and regulatory controls, and in identifying 

occupational hazards and appropriate interventions. WHO also collaborated in 

training for the prevention and control of occupational hazards in new 

enterprises, and in health education and health promotion in the workplace. 

Support was provided to VietNam in the management of occupational hazards 

and diseases in small and medium-scale industries. Surveys on the health 

impact of pesticides in agriculture were supported, as were studies on 

occupational diseases, and on occupational and environmental health. 

* * * 

In many countries, occupational health still ranks low in priority. Lack of 

resources and of coordination between government departments hinder optimum 

programme implementation. For example, occupational health usually falls 

under the jurisdiction of the Ministry of Labour, thereby reducing the scope for 

input from the Ministry of Health. 

National 

programmes 

Legislation 

Management of 

occupational 

hazards 

43 



The Work of WHO in the Western Pacific Region, 1996-1997 

4.2 Healthy behaviour and mental health 

44 

Regional situation 

Although few countries have accurate data on morbidity and mortality rates associated with mental health 
problems, the burden of disability generally has risen, and there are serious psychosocial problems in 
many countries. For example, suicide among young people remains at a high level in some Pacific 
island countries. 

Alcohol and drug use cause a range of mental and physical problems, and impose a major economic 
burden. Per capita alcohol consumption is increasing rapidly in most countries, with corresponding rises 
in alcohol-related problems. In Australia, for instance, approximately 6500 deaths were attributed to 
alcohol in 1992. 

Unsafe injecting practices, particularly common in the use of illicit drugs, have contributed to HIV 
infection rates. More young people are becoming addicted to drugs such as heroin, amphetamine-type 
stimulants and cannabis. 

Tobacco use is increasing significantly in the Region. It is estimated that 60% of men and 8% of women, 
15 years of age and over, smoke. Per capita cigarette consumption is higher in the Western Pacific than 
in any other region, and it is still rising. Tobacco is a contributory factor in far more deaths than all other 
psychoactive substances combined. In China, for example, tobacco use may eventually kill about 
50 million of all the children and young people alive today. There are between 500 000 and 700 000 
tobacco-related deaths per year in that country, a figure predicted to rise to 2 million by 2025. 

Disability rates range from 2% to 10% of the total population, with about 100 million people either 
physically or mentally disabled. This number is expected to increase with the greater number of elderly 
people, increasing degenerative diseases, more widespread use of life-saving technology, changing 
lifestyles, and modernization of industry and agriculture. Of the 40 million disabled who are in need of 
rehabilitation, only a minority have access to rehabilitation services which, frequently, are institution
based. 

Mental health 

The objective is to promote policies and programmes to deal with priority 

psychosocial and behavioural problems and to develop community-based 
programmes for the prevention and control of mental and neurological 

disorders. 



4. Promotion and protection of health 

WHO technical support was provided to Mongolia and Tonga to review the 

extent of mental disorders and mental health problems, and existing policies on 

prevention and treatment. Such support led to recommendations on national 

policies and legislation that would ensure a balance between mental health 

promotion and care for those who live with mental illness, with an emphasis on 

community-based treatment services. 

Support was provided to Mongolia for a set of training workshops to improve 

health workers' skills in psychosocial rehabilitation and to encourage them to 

consider mental health care as an integral part of general health services. 

WHO collaborated in the provision of training in the use of the Composite 

International Diagnostic Interview instrument in VietNam. Two training 

workshops for psychiatrists and nurses working in the community on the theory 

and practice of community-based rehabilitation were supported in China; they 

stressed the importance of the social environment of the patient. Training in 

mental health and clinical neurology was also provided. 

* * * 

The emphasis of the programme has generally been on mental health promotion 

with better linkages to other programmes through, for example, health

promoting schools. A shortage of mental health staff, underdeveloped mental 

health facilities, poorly-funded educational and research organizations and 

continuing strong stigmatization of the mentally ill are widespread problems. 

Outdated mental health care practices are also seen in some countries. 

Substance abuse, including alcohol and tobacco 

The objective of the programme is to reduce problems related to alcohol, drug 

and tobacco use. 

In the light of New horizons in health and the three themes outlined to guide 

further action, a document on alcohol was drafted and reviewed by experts and 

relevant WHO collaborating centres. The document, when finalized, will be 

used to help countries develop national strategies. The ultimate aim is to reduce 

per capita consumption of alcohol, lower the prevalence of episodic heavy 

drinking, and curtail the prevalence of drinking at times that may. create 

dangerous situations, such as before driving or when operating machinery. 
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A drug control strategy document for VietNam was drafted, with WHO 

support, for possible incorporation into planning of national responses to 

alcohol, drug and tobacco problems. This would complement the master plan 

for VietNam, supported by the United Nations International Drug Control 

Programme which focuses on illicit drug control. 

WHO continued to support the monitoring and assessment of changes and 

trends in the use of alcohol and drugs. A global alcohol database is being 

developed with WHO collaborating centres worldwide. The data will be used in 

regional planning and programme implementation. 

China was supported in the development of early intervention research and 

treatment programmes for alcohol-related problems. 

WHO collaborated in developing the first methadone maintenance treatment 

programme in VietNam. This programme began participation in a WHO global 

multicentre research study to test a range of opioid substitution 

pharmacotherapies and traditional medicines. A training programme on key 

issues of drug dependence, drug-related harm, the concept of harm reduction, 

methods for changing drug-use behaviours and use of methadone in the 

treatment of opioid dependence was also launched. 

The status of the implementation of the Action Plan on Tobacco or Health was 

monitored through a survey to which 25 countries responded. Despite the 

progress made, a strong commitment by governments for further action is 

required to achieve the Plan's objectives, particularly as regards the move to a 

Region free oftobacco-product advertising by the year 2000. 

WHO support was given to Cambodia to facilitate the development of 

comprehensive tobacco control strategies and programmes. 

An information folder on tobacco or health was produced, containing profiles 

and fact sheets on all countries and areas in the Region. This should further 

improve the information available to Member States in support of national 

policy development and programme planning. 



4. Promotion and protection of health 

* * * 

Evidence suggests that health problems relating to alcohol, drugs and tobacco 

are substantial, widely prevalent, and generally on the rise. Member States need 
to place greater emphasis on solving these, while United Nations agencies 
should ensure the provision of comprehensive, integrated and coordinated 

guidance. 

H~aHb prutnutiun 

The aim is to encourage Member States to establish comprehensive policies and 
programmes that promote healthy lifestyles and health-supportive 

environments. 

The programme focuses on settings such as the home, school and workplace. It 

also contributes actively to Healthy Cities and Healthy Islands initiatives (see 

also Environmental health in urban development on page 58). 

WHO helped develop national health promotion policies and programmes for 

China and Mongolia, healthy places indicators for the Philippines, and a health 

reform workshop for Papua New Guinea. Support was given to VietNam in 
strengthening the Centre for Health Education at the Ministry of Health. Eight 
countries were supported in health promotion through the provision of supplies 

and equipment. 

Collaboration was extended to Samoa in the use of materials for radio and video 

spots, from the press-kit Health promotion through the family: health for all 

begins at home. Cambodia and Papua New Guinea were supported in the 

adaptation, translation into local languages, and distribution of the brochure 
Things to do to stay healthy. 

Fifteen countries and areas m the Region have now established health

promoting schools. 

The Regional guidelines for the development of health-promoting schools were 

translated and adapted for local use in Cambodia, China, the Lao People's 

Democratic Republic and Mongolia. These guidelines show how schools can 
become health-promoting in six areas: school health policies, the school 

Health for all 

begins at home 

Health-promoting 

schools 

47 



The Work of WHO in the Western Pacific Region, 1996-1997 

48 

physical environment, the school social environment, community relationships, 

personal health skills and health services. 

WHO supported 11 countries in the development of health-promoting schools 
through, for example, training of staff from the Ministry of Education and 

Ministry of Health, providing water tanks, toilets and educational materials, and 
generating opportunities for the exchange of experience internationally. 

Health-promoting schools emphasize personal health skills, and 

exercise is an important part of this 

National guidelines for health-promoting schools were issued for all provinces 
in China. Representatives from all the provinces in the country were introduced 
to the health-promoting schools concept at training workshops. Health
promoting schools were developed in a research project in one city and one 

province in the Republic of Korea. The production of a health-promoting 

schools manual for the Pacific was supported. 

WHO collaborated with the Australian Sports Commission in the establishment 

of a comprehensive physical education programme in 16 countries and areas in 

the Region. 



4. Promotion and protection of health 

Draft regional guidelines on the development of health-promoting workplaces 

were reviewed during an international forum in Queensland, Australia, in 

December 1996. The draft was further developed through a series of 

consultations and applied in a workplace health promotion project in the 

Philippines. China, Singapore and VietNam also have such projects. 

An international sports medicine congress was supported by WHO along with 

the International Federation of Sports Medicine which was organized by the 

Hong Kong Collaborating Centre. The theme was sports and children. 

Communications and public relations 

The objective is to create greater awareness of WHO, foster involvement in its 

work, and engage in advocacy for health for all and the WHO approach to 

health. 

General interest m health, disease and lifestyle issues has been increasing. 

Consequently, measures were taken to sustain this interest and motivate people 

to adopt healthy lifestyles. These included efforts to correct misinformation on 

certain health matters and cultural practices that hamper health activities. 

WHO also supported seven countries and areas in programmes aiming at the 

development of healthy lifestyles. A variety of activities were implemented, 

including radio programmes, community development workshops, and training 

of women leaders and physical education instructors. 

WHO collaborated with the mass media, in various ways, at regional and 

national levels to encourage them to raise public awareness in health promotion 

and disease prevention and control. Success in this was seen in public 

participation in national immunization days in Cambodia, China, the Philippines 

and VietNam, and in dengue epidemic control in the Philippines. 

WHO international health days - World Health Day, World No-Tobacco Day, 

World AIDS Day - drew the attention of the public and decision-makers to 

health concerns, stimulating awareness of particular diseases. 

* * * 

Despite encouraging initiatives in a few countries, health-promoting activities 

remained at an early stage of development in many countries and areas. Lack of 
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funding, of appropriate management capabilities, of programme linkages and of 
widespread community participation were the main impediments to progress. 

Rehabilitation 

The objective is to promote the development of community-based rehabilitation 
services and appropriate rehabilitation technology. 

Strengthening Prevention of disability and rehabilitation programmes in China, Mongolia and 
national the Philippines have been strengthened with WHO support, in upgrading 

capabilities facilities and training personnel. 

Training WHO collaborating centres actively participated in activities for rehabilitation. 
An example is the training programme to develop rehabilitation personnel in 
China which was initiated in 1990 by the Hong Kong Society for Rehabilitation 
and implemented in collaboration with the Tongji Medical University and the 
Anhui Medical University, China. More than 2000 rehabilitation personnel 
have either undertaken the one-year certificate course or other short courses 
over the past seven years. Fifty-three people completed the seventh certificate 
course in applied rehabilitation in November 1996. An evaluation conference 
on training rehabilitation personnel was held in China in November 1996 to 
assess how former graduates have contributed to the delivery of rehabilitation 

services. 

Training courses on physiotherapy and rehabilitation were held in December 
1996 in Ho Chi Minh City, VietNam. 

Community- WHO collaborated in the assessment and further development of community-
based based rehabilitation programmes in Mongolia, and in upgrading knowledge and 

rehabilitation skills of relevant personnel on the prevention and rehabilitation of disability 

from injuries and strokes. 

* * * 

Increasing awareness by Member States of the problem of disability has paved 
the way for national initiatives to develop community-based rehabilitation 
servtces. However, in the face of other competing needs, government 
commitment to the disabled has been insufficient for rapid programme 
expansion. Effective coordination of activities of units and agencies involved 
still needs to be pursued to optimize scarce resources. 



4. Promotion and protection of health 

4.3 Nutrition, food security and safety 

Regional situation 

The predominant nutritional problems include undernutrition, protein-energy malnutrition, and 
micronutrient deficiencies. In eight countries and areas over 10% of infants have a birth weight of less 
than 2500 g. 

Iodine deficiency disorders are endemic in nine countries, where more than 400 million people are at risk. 
In developing countries and areas such as Papua New Guinea, up to 70%-80% of pregnant women are 
affected by iron deficiency anaemia, compared with only 1 0%-20% in developed countries such as 
Australia. Vitamin A deficiency constitutes a public health problem in seven countries. Young children 
and lactating women are the most vulnerable. 

Although the proportion of infants ever breast-fed is greater than 90% in the majority of countries in the 
Region, the rates of exclusive breast-feeding in the first four to six months of life are usually much lower. 

Obesity in adulthood is prevalent, and is observed increasingly in childhood and adolescence. 

Thirty-one countries and areas have now formulated, or are formulating and reviewing, food and nutrition 
policies and national plans of action for nutrition. 

National food safety authorities are becoming more concerned with food additives, pesticide residues, 
and other food contaminants because of their potential hazard to public health. However, countries' 
ability to analyse food varies: many laboratories are unable to undertake the most simple analyses for 
chemical contamination because of scarce resources, inappropriate equipment and lack of trained staff. 

Nutrition 

The programme, addressing the three themes of New horizons in health, aims at 
improving nutritional status in all phases of the life cycle by promoting 

appropriate diets. It particularly aims at significantly reducing the most 
widespread nutritional deficiencies of iron, iodine and vitamin A, protein

energy malnutrition in children, and the nutrition-related noncommunicable 

diseases in adults. 
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Support to countries was focused on developing national plans of action for 

nutrition in II countries. As more countries have developed and implemented 

national plans, WHO support is increasingly directed to monitoring and 

reviewing these plans. 

The fortification of salt with iodine has been widely accepted and included in 

national programmes for the control of iodine deficiency; considerable progress 

has been achieved in many countries. A positive evaluation of the first phase of 

the national action plan in China revealed substantial progress in achieving the 

targets and prompted the development of a plan, finalized in May 1997, for the 

second phase. A quality assurance system for iodized salt is being established 

in Mongolia. A social mobilization campaign in the Philippines to promote the 

use of iodized salt throughout the country has proved to be very effective. 

Collaboration by all sectors concerned in the Lao People's Democratic Republic 

has contributed to the success of the iodine deficiency disorders programme. 

The authorities in Fiji have reviewed the problem and banned importation of 

non-iodized salt. 

Despite the magnitude of the problem of iron deficiency anaemia, action is 

presently limited mostly to daily therapeutic supplementation with iron and 

folate for pregnant women and young children. Studies on weekly iron 

supplements have been conducted in China and Malaysia. While micronutrient 

fortification of foods is increasingly seen as the most practical approach in the 

medium term, the distribution of weekly supplements is currently being 

promoted. 

Vitamin A deficiency is being addressed mostly by giving massive oral doses of 

vitamin A to preschool children, usually at the time of immunization. Food 

fortification and dietary modification are also being promoted, as more 

sustainable solutions in the medium and long term. Effective ways of 

integrating interventions on the main micronutrient deficiencies are being 

sought. 

Health education and the Baby-Friendly Hospital Initiative are still the major 

mobilization activities for breast-feeding promotion. The hospitals following 

the ten steps to successful breast-feeding in 13 countries and areas increased 

from some 1800 in early 1996 to 5785 in 1997. The recently developed 

WHO/Wellstart course for hospital administrators is a new tool for national 

authorities to gain the support of private hospitals in their national campaigns, 

already introduced in the Philippines. Breast-feeding courses developed by 
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UNICEF and WHO are being introduced as part of the basic training of health 
workers in VietNam; they are being considered for the Philippines and Pacific 
island countries. 

Breast-feeding is still the best start a mother can 

give her child 

In collaboration with the programme for diarrhoeal and acute respiratory disease 

control, breast-feeding promotion was incorporated in the training of trainers 

course for Pacific island nurse tutors. Activities related to breast-feeding 
counselling were reviewed in the Philippines and VietNam and new plans 
prepared; breast-feeding counselling courses were conducted in these two 

countries. 

Health promotion to control overnutrition and related noncommunicable 
diseases remains a priority in the Pacific island countries. This is reflected in 

the newly developed plans of action for nutrition of Cook Islands, French 
Polynesia, Niue and Northern Mariana Islands. Dietary guidelines form the 
basis of nutrition education programmes in Tonga. Health-promoting schools 

activities also emphasize this issue. 
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For monitoring and setting targets for nutrition programmes, the nutrition 

database at the Regional Office has been reviewed, revised and updated. 

National nutrition surveys are being undertaken in Australia and New Zealand 

and are planned in Malaysia and Mongolia. The findings of the nutrition survey 

in Vanuatu have been used to identify priorities for action. China is 
participating in a global WHO multicountry study on improving household food 
and nutrition security for the vulnerable. 

... ... ... 

Countries are steadily moving towards the completion and implementation of 

national plans of action for nutrition. New approaches are emerging in the 

control of micronutrient deficiencies. In addition to undernutrition issues, 
countries are increasingly addressing the problems of overnutrition and 
developing strategies for determining dietary and lifestyle changes for large 

sectors of their populations. 

Food safety 

The overall objective of this programme is to reduce food borne risks to health 

and ensure the safety of foods. More specific aims are to formulate effective 
food safety policies, strategies, legislation and administrative regulations, and to 
implement national food safety programmes based on standards consistent with 

those adopted by the Codex Alimentarius Commission. 

WHO collaborated with VietNam in developing a national food safety 

programme. The situation was assessed and a plan of action prepared. 

Activities included a thorough review of the legal, institutional, analytical, 

human resources and logistics aspects of setting up a national food safety 
programme. Although it is specific to Viet Nam, the approach and results of 

this activity would be useful to other Member States which desire to follow this 

path. 

More countries are becoming aware of the usefulness of the hazard analysis 

critical control point (HACCP) approach to improving food safety. In this 
connection, WHO worked with China and the Republic _of Korea: public health 
personnel were trained in the proper use and application of HACCP principles 

in production facilities, institutions and the home. 
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The ability to analyse food for chemical and microbiological contamination 

varies throughout the Region. Many laboratories are unable to undertake the 

most simple analyses because they lack resources, appropriate equipment and 

trained personnel. To strengthen their capability in this area, WHO collaborated 

with China, Malaysia and Mongolia. 

The food safety programme collaborated with the environmental health 

programme for activities related to the Healthy Cities-Healthy Islands approach 

under the framework of New horizons in health (see also Environmental health 

in urban development on page 58). The "healthy market-place initiative" has 

generated considerable interest in six countries as a means to implement this 

approach and is expected to be adopted by other countries rapidly. 

* * * 

More countries are becoming aware of the importance of food safety and have 

started to implement national food safety programmes, establishing institutional 

and legislative frameworks for necessary interventions. Foodborne diarrhoeal 

diseases and malnutrition, however, continue to be major problems in most 

developing countries, usually ranking high in morbidity statistics. Chemical 

contamination, especially by pesticide residues, could also become a serious 

health hazard unless the appropriate measures are taken. 
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Regional situation 

Rapid socioeconomic development has a profound impact on the physical and social environments that 
support health and quality of life. 

Widespread socioeconomic development has, in general, led governments and the public to become 
more concerned about environmental health issues. The integral relationship among environment, 
health and development is better recognized and more routinely acknowledged. Consequently, holistic 
approaches to resolving health and environment issues are being seen in a more favourable light. This 
is reflected in three main fields. First, there has been rapidly emerging interest in Healthy Cities-Healthy 
Islands initiatives: the number of WHO-supported Healthy Cities projects in the Region now totals 14. 
Second, useful analytical and decision-making approaches have been developed, such as environmental 
health impact assessments in, for example, Malaysia and the Philippines. Finally, a greater interest in 
sharing experiences and collaborating in solving environmental health problems among developing 
countries has been seen: for example, Fiji's help to Tonga in setting up a Healthy Islands initiative, and 
Malaysia's support to the Lao People's Democratic Republic in establishing a Healthy Cities initiative. 

Overall, the Region continues to make good progress in meeting the water supply and sanitation targets 
set for the end of 2001. At the end of 1995, the service coverage levels were around 80% for safe water 
and 70% for adequate sanitation. Efforts to integrate health and environment considerations in 
sustainable development planning and decision-making progressed well in several countries, including 
Fiji, Malaysia and the Philippines. 

At the same time, urban environmental health-related problems are growing worse. These include 
inadequate waste management, water pollution, water scarcity, transportation-related air pollution, 
industrial air pollution, food contamination and chemical safety deficiencies. For example, scarcity of 
water and poor quality water are becoming significant issues in major urban-industrial settings where 
there is inadequate management of domestic, industrial and agricultural wastes accompanied by high 
volume losses in the urban water supply system. 

The resolve to deal with health-related environmental problems in more effective ways is growing 
stronger. This is reflected in improved collaboration among external support agencies and between 
these agencies and various government departments. Health officials in particular are beginning to 
understand that they have a significant role to play in helping ensure sound decision-making for 
development; and to recognize that the resolution of environmental health problems frequently lies 
outside the health sector. 
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Water supply and sanitation in human settlements 

This programme focuses on the control of diseases related to water and 
sanitation through the promotion and development of community water supply 
and sanitation services. 

National workshops were held on the efficient management of urban water 
supply and sanitation systems in China and VietNam, and technical support 
was provided to assess water supply system losses in Apia, Samoa. 

The joint WHO/UNICEF monitoring programme, Water and Sanitation 
Monitoring System (W ASAMS) which aims to improve national capacity in 
planning, management, operation and maintenance was introduced in five 
eountric3 ond oren~. To inr.titutionalizc this management tool, national plans of 
action were developed. 

Intestinal parasite infestation affects many people, particularly schoolchildren, 
in northern VietNam. A study on this problem was supported by WHO, 
followed by an intervention involving mass drug therapy, environmental 
sanitation measures and hygiene education. 

In addition to working in the control of malaria in Solomon Islands, WHO 
collaborated in the construction of 72 family toilets to replace the existing 
unsanitary overhung latrines along the Mataniko River in Honiara. 

In the Lao People's Democratic Republic, water supply, and human excreta and 
solid waste disposal facilities were constructed, rehabilitated or improved in 29 
schools in three provinces and one municipality. This involved the 
collaboration of teachers, students and other members of the community, as well 
as health personnel and water and sanitation staff. 

Water supply and sanitation facilities were constructed, rehabilitated or 
improved in the municipal hospital in Phnom Penh, Cambodia. 

WHO contributed to rebuilding water supply systems in 34 health facilities and 
one hospital in Bougainville island, Papua New Guinea. This activity involved 
personnel from the Department of Health, Department of Works, local 
governments and the community. 

Management, 

operation and 

maintenance 

Appropriate 

technology 

Health-

promoting 

hospitals and 

health centres 

57 



The Work of WHO in the Western Pacific Region, I996-I997 

Healthy Cities

Healthy Islands 

58 

Improving sanitation: construction of a pour-flush latrine base 

for a school 

* * * 

Improvements in water supply and sanitation coverage have been concentrated 

in urban and rural areas. More efforts are needed to increase coverage in 
informal settlements in urban fringe areas. 

Environmental health in urban development 

The objectives of this programme are to improve environmental health in urban 
areas; to promote increased awareness and understanding of the interaction 

between health, the environment and urban development; to promote 

cooperation and coordination among programmes and organizations concerned 
with environmental health in urban areas; and to enhance institutional capacity. 

Several cities initiated Healthy Cities projects, including Phnom Penh, 

Cambodia; Vientiane, the Lao People's Democratic Republic; Ulaanbaatar and 

Darkhan, Mongolia; and Hue, VietNam. The number of WHO-supported 
Healthy Cities projects in the Region now totals 14. National focal point 

capabilities to coordinate Healthy Cities activities have been developed in China 
and Malaysia. The International Conference on Healthy Cities, organized by 
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the Beijing Municipal Health Bureau, and the subsequent WHO Regional 
Consultation on Healthy Cities in Beijing in October 1996, provided settings to 

define more clearly the regional Healthy Cities-Healthy Islands initiative. As 

training material for disseminating the progress in Healthy Cities initiatives, 
videos of activities in China and VietNam were prepared. 

Since the Yanuca Island Declaration in Fiji in March 1995, the concept of 
Healthy Islands has been gradually translated into projects and activities. The 
major achievements in this area to date have been the formulation of local 

action plans in the islands of Kadavu and Ovalau in Fiji and Vava'u Island in 

Tonga; and a significant reduction in the incidence of malaria in Honiara and 
Guadalcanal province, Solomon Islands, through the implementation of an 

integrated, intensified malaria control project. A capacity-building exercise in 

Nauru involved some 5% of the total population, with representation from 
health, education, media and tourism sectors, and ethnic groups. This was the 

first time that such a large proportion of people in any island had been so 
closely involved in a Healthy Islands initiative. 

Guides on municipal solid waste management in Pacific island countries were 

prepared. The guides suggest practical ways to improve solid waste 
management practices in small island nations. In Nuku'alofa, Tonga the 

existing open dump site was upgraded to a controlled landfill site, and this 

landfill site has been used for demonstration purposes for other Pacific island 

r.nuntrif':" A meion::~l workshop on municipal solid waste management in these 
countries was conducted in Tonga in March 1997 to disseminate the guides and 

the experience of the demonstration landfill site. 

* * * 

The Healthy Cities-Healthy Islands initiative has proved to be an effective 

mechanism for focusing diverse interests and resources on common health and 
environment problems. Local governments and external organizations in a 

range of Pacific island countries have shown interest and cooperation. 

Assessment of environmental health hazards 

This programme aims to promote the central role of health in development 
decision-making; to improve technical capabilities for monitoring, assessing, 

Solid waste 

management 

59 



The Work of WHO in the Western Pacific Region, 1996-1997 

Health, 

environment and 

sustainable 

development 

60 

controlling and managing environmental risks to health; to foster the 

development and application of appropriate, environmentally safe and sound 
methods and technologies for the effective prevention, control, and treatment of 

environmental health-related disease and disability; and to strengthen 
environmental health information systems. 

Building on the work initiated in joint WHOIUNDP sustainable development 
projects in 1994-1996, authorities in the Philippines and VietNam have 

developed operational frameworks for focusing on environmental health 
concerns. In the Philippines, the Environmental Health Impact Assessment 

Division was established. Consequently, all development projects will be 
required to have an environmental health impact assessment. 

Schoolchildren and soldiers work together to keep their subdistrict 

clean, as part of a Healthy Cities initiative 

In VietNam, the first national environmental health plan framework was 
established; with interagency support an environmental health office was 

opened in the city of Haiphong. The WHO Collaborating Centre for 
Environmental Health at the University of Western Sydney-Hawkesbury 

worked closely with WHO and the Government of VietNam in these activities, 

and in the preparation of a national environmental health development plan for 
human resources. In addition, a Healthy Cities project was launched in Hue. 
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In January 1997, a WHOIUNDP sustainable development project was initiated 

in Fiji. Building on the ongoing Healthy Islands initiative, this project is 

intended to complement related sustainable development work of the 

Government through collaboration with other external support agencies. 

The WHO Regional Committee for the Western Pacific, at its forty-seventh 

session, accepted the proposal to close the WHO Western Pacific 

Environmental Health Centre at the end of 1997 as part of an overall 

reorganization of the environmental health programme in the Region. It 

thanked the Government of Malaysia for its support, emphasizing the useful 

role played by the Centre for 17 years. It also requested the Regional Director 

to ensure the continued viability of a strong environmental health programme in 

the Region. The Regional Director assured the Committee that every effort 

would be made to ensure the provision of technical support to countries, and to 

maximize the use of technical resources available in the Region, such as the 

Environmental Health Research Centre to be established in Malaysia, and the 

WHO collaborating centres in the environmental health field. 

The advantage of a healthy environment is shown to children at an 

early age in this school's mini-forest 

Closure of the 
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* * * 

The strong environmental health impact assessment emphasis initiated in the 
Philippines and associated technical capabilities will enhance the participation 
of the health sector in the development decision-making process. This 
significant and promising outcome in the Philippines can serve as an 
encouraging example to other rapidly developing countries in the Region. The 
recognition of the importance of environmental health in resolving priority 
health issues in VietNam is also an encouraging development. 

The effective working relationship between WHO, the University of Western 
Sydney-Hawkesbury Collaborating Centre for Environmental Health and the 
Government of VietNam is a model of how a WHO collaborating centre can 
help serve the needs of Member States. 

Promotion of chemical safety 

The objectives of this programme are to promote environmentally sound 
methods and technologies for the effective prevention of disease and disability 
related to the use of chemicals; to improve technical capabilities for 
monitoring, assessing, controlling and managing the risks to health related to the 
use of chemicals; to strengthen environmental health information systems as 
they relate to chemical safety; and to strengthen capabilities for emergency 
preparedness in relation to accidents involving toxic chemicals. 

The safe management of clinical wastes continued to be a pnonty health 
concern. Two workshops on hospital waste management were held in 
VietNam. The Expanded Programme on Immunization and the Environmental 
Health Service in the Philippines worked together in assessing the effectiveness 
of an incinerator of simple design in disposing of sharps. If the outcome is 
positive, this type of incinerator may be more widely used throughout the 
Region. 

As part of an ongoing effort to follow up on a 1992-1993 survey of waste 
management practices in Pacific island countries, a training course on cleaning 
up spilled chemicals was conducted in Solomon Islands followed by the 
repackaging of damaged pesticide containers. This activity was carried out in 
collaboration with the Solomon Islands Government and the South Pacific 
Regional Environment Programme (SPREP). SPREP will continue to work 
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with the Government towards final disposal of these pesticides and appropriate 

site remediation. 

The International Programme on Chemical Safety (IPCS), a joint undertaking of Information 

the United Nations Environment Programme, the International Labour services 

Organisation and WHO, produced the IPCS INTO X Package. This consists of a 

poisons information database management software system and an associated 

CD-ROM collection of documents on poisonous substances. Information 

regarding this system, which is designed to provide sophisticated information 

management at emergency poison-treatment centres - usually located in health 

facilities - has been distributed throughout the Region. 

* * * 

To achieve the programme objective, attention will need to focus on 

collaborative efforts to delineate national priorities for chemical safety; to 

optimize existing legislative and regulatory frameworks; to improve technical 

planning and managerial skills; and to promote public awareness and enhance 

community involvement. 

63 



5. Integrated control of disease 

Chapter 5. Integrated control of disease 

5.1 Eradication/elimination of specific communicable diseases 

Regional situation 

The prospect of regional certification of the eradication of poliomyelitis in the next few years is very 
bright. Only 21 cases of poliomyelitis associated with the wild poliovirus were reported in the Region for 
1996, down from 31 in 1995. Seventeen of these were from the area of the Mekong River and Delta in 
Cambodia and Viet Nam, one was from the south of the Lao People's Democratic Republic, while three 
cases associated with wild poliovirus were reported by China as imported from Myanmar. 

Despite the overall reduction in cases, countries that have recently reported poliomyelitis are intensifying 
their efforts to further improve surveillance quality and to meet the standards set by the Regional 
Commission for the Certification of Poliomyelitis in the Western Pacific. These countries are also 
conducting supplementary immunization with a focus on those areas that are still considered at high risk 
of wild poliovirus transmission. 

In 1996, 27 400 registered cases of leprosy were reported, of which 12 585 were new cases. Compared 
with 1995, there was a reduction of 4600 registered cases while the number of new cases remained 
almost the same. The prevalence rate was 0.17 per 10 000 in 1996, down from 0.21 per 10 000 in 1995. 

The elimination of leprosy is defined as the reduction of prevalence to a level below one case per 10 000 
population, and twenty-two countries and areas have already achieved this target. However, in some of 
the large countries, such as China and Viet Nam, there are still provinces or districts of high prevalence. 

Poliomyelitis 

The objective is to maintain poliomyelitis eradication activities and proceed to 

certification of eradication. 

At the end of 1996 the Region was closer to being totally free of poliomyelitis. Towards 

A notable feature of the poliomyelitis eradication initiative is that, as the eradication 

number of cases has decreased, the efforts of the countries concerned to 
interrupt transmission have increased. As a consequence, both surveillance and 
supplementary immunization have been at a higher level of quality than in 

previous years. 
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Surveillance 

Supplementary immunization with poliovirus vaccine continued on a national 

scale in five countries. China and Papua New Guinea conducted subnational 

immunization days to focus on high-risk areas. The quality of these activities 

continued to improve as countries developed new approaches, such as mobile 

teams to reach previously unimmunized children. 

Babies being brought by their mothers for registration during a 

national immunization day 

The completeness and timeliness of surveillance are approaching the level of 

quality required for certification. Of the 5305 acute flaccid paralysis (AFP) 

cases reported in 1996 (as at 25 April 1997), 79% had two stool samples taken 

within two weeks of onset of illness. New equipment was distributed to the 

poliovirus laboratories to further improve their proficiency. With AFP and 

poliovirus surveillance systems well developed, more emphasis was paid to the 

timely analysis and use of surveillance data to take rapid action if new wild 

poliovirus were detected. 

Certification of Following on from the first meeting of the Regional Commission for the 
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eradication Certification of Poliomyelitis in the Western Pacific in April 1996, the first 

meeting of the subregional certification committee for Pacific islands was held 

in Suva, Fiji in December 1996. This forms part ofthe certification process for 

countries that have not reported poliomyelitis for several years. The meeting 

recommended surveillance strategies for the 20 Pacific island countries 
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concerned. Other countries that had not reported poliomyelitis also began to 

develop plans of action for certification, in line with the recommendations of the 

Regional Commission. 

Leprosy 

The aims of the programme are to eliminate leprosy as a public health problem 

in every country and area of the Region by 2000, to prevent disability by early 

Jc;Lc~,Liuu auJ l1 c;almcul, ami lu iHI(JlUVt: Lilt: 4ualily uf lif~ uf p~rsuns disabl~d 

because of leprosy. 

For the Region as a whole, the target of elimination of leprosy, defined as less Leprosy 

than one case per 10 000 population, was achieved in 1991. In 1996, 22 elimination 

countries and areas had less than one case per I 0 000 population. All cases 

under treatment in 1996 were treated with multidrug therapy. 

Among the 14 countries and areas that have not yet reached the elimination Focus of 

target, five countries (Cambodia, Kiribati, Marshall Islands, Federated States of activities 

Micronesia and Papua New Guinea) have prevalence rates far above this target 

(Figure 5.1). 

Countries with substantial numbers of cases, namely China, the Philippines and 

VietNam (Figure 5.1), received special attention to strengthen their 

programmes. In selected provinces in Cambodia and the Philippines, leprosy 

elimination campaigns helped substantially increase case detection. Intensified 

efforts were made to eliminate leprosy in Papua New Guinea. These activities 

were supported by the Nippon Foundation and Sasakawa Memorial Health 

Foundation, except for Kiribati where activities were supported by the Pacific 

Leprosy Foundation of New Zealand. 
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Figure 5.1 Number of registered leprosy cases and prevalence 
rates for selected countries, 1996 
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In many countries, cases m difficult-to-reach areas have yet to be treated. 

Special action projects for the elimination of leprosy have been launched in 

Cambodia, China, the Philippines and VietNam to make treatment available to 
these cases. 

A special action project was initiated in March 1996 in the Federated States of 

Micronesia to eliminate leprosy within two years of its launch. During the first 

year, 70% of the total population received preventive treatment. In the second 
year, the population is receiving a second dose of preventive treatment. 

Particular attention is being focused on the 30% of the population that were not 
reached in the first year. 

A simplified recording and reporting system has been developed by the 

Regional Office and adopted by several countries, for more accurate reporting 

of the disease. In a situation where the quality of surveillance is improving, the 
number of registered leprosy cases is decreasing. For example, in the 

Philippines, the number of reported cases went down from 11 674 in 1995 to 
8659 in 1996. 

The Epidemiological review of leprosy in the Western Pacific Region, 1982-
1995, was printed in December 1996. An external evaluation of the leprosy 

elimination programme in November 1996 in VietNam confirmed that leprosy 
elimination had been achieved in most provinces. A similar exercise in early 

1997 in Cambodia showed that treatment was available nationwide to all 
patients. 
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* * * 

In 1990 there were approximately 6000 cases of poliomyelitis in the Region, 

under conditions in which the disease was greatly underreported. In 1997, 

instead of being a disease that cripples children in every village, poliomyelitis 

has become a rare disease, under conditions of very high quality surveillance. 

The benefits that poliomyelitis eradication have brought to the Region are not 

only the relief of hnml'ln suffering l'lnci finl'lncil'll sl'lvings, l'llthongh these are great 

enough. They include the rejuvenation of immunization programmes through 

the involvement of the community in organizing national immunization days, 

the training of health workers in planning and logistics, and the improvement of 

disease surveillance systems. The success of poliomyelitis eradication has 

given countries the framework and skills to move on after poliomyelitis and 

tackle other disease problems with confidence. 

As more countries reach the leprosy elimination target, efforts should be 

focused on the remaining clusters of the disease. In addition, more attention 

needs to be given to the rehabilitation of patients suffering from deformities. 

All leprosy cases under treatment in 1996 were 

treated with multidrug therapy, as seen here 69 
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Regional situation 

Despite the shift from communicable to noncommunicable diseases in developed and newly 
industrializing countries and areas, and certain Pacific island countries, communicable diseases remain a 
significant health burden in several developing countries, including those in the Indochinese peninsula, 
\.hinn, Mongolin, Papua New Guinea and the Philippines. 

The incidence rate of vaccine-preventable diseases is much lower than bef"re the establishment of the 
Expanded Programme on Immunization. Most countries now have a well-established national 
programme, which is being used as the basis for more extensive disease control and eradication 
activities. 

Acute respiratory infections, particularly pneumonia, and diarrhoeal diseases are still the leading causes 
of death in developing countries among children under five years of age and account for more than 50% 
of childhood deaths. 

Outbreaks of cholera were reported from six countries in 1996. The regional case fatality rate continued 
its decrease of the last few years, to 1.5 deaths per 100 cases, from 1.8 in 1995. 

In the nine malaria-endemic countries, the population at risk was approximately 140 million in 1995 (the 
latest full year for which data are available). There were 621 000 cases detected by microscopy in 1995, 
down from 661 000 in 1994. The incidence rate in 1995 was the highest in Solomon Islands (301 cases 
per 1000 inhabitants) and the lowest in China (less than one case per 1000 inhabitants). The seven 
other malaria-endemic countries reported an annual incidence rate ranging from 3 to 50 per 1 000 
inhabitants. The reported number of deaths due to malaria in 1995 was 2121, while the estimated 
number of deaths could be ten times as high. Most of the reported deaths occurred in Cambodia, the 
Lao People's Democratic Republic and Papua New Guinea. 

The notification rate of tuberculosis increased by 31% from 1982-1984 to 1992-1994 owing to the low 
priority accorded to tuberculosis programmes in many countries. The WHO control strategy, DOTS 
(directly-observed treatment, short-course) has been expanded in Cambodia, China and VietNam, 
enabling more than 90% of cases under treatment to be cured. 
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Emerging diseases include human immunodeficiency virus/acquired immunodeficiency syndrome 
(HIV/AIDS), Escherichia coli 0157, cholera 0139 and hepatitis C, while re-emerging diseases include 
tuberculosis, cholera, diphtheria and dengue fever. The re-emergence of these diseases is due to a high 
volume of rapid and frequent international travel, globalization of the food industry, occasional 
complacency by governments with regard to diseases that had been eliminated, and the development of 
drug resistance. 

In China, Mongolia and certain Pacific island countries, between 10% and 30% of the population are 
chronically infected with hepatiti3 0 viru3 and face the po:J:Jibility of ::Jcriou::J di::Jca::Jc ::Juoh aa oirrhooio and 
cancer of the liver. Hepatitis B immunization policies for newborns have been implemented in 30 
countries and areas. 

Dengue outbreaks have been recorded in 28 countries and areas, with 50 000 to 150 000 hospitalized 
cases reported annually over the last five years. The majority of dengue cases occur in young children. 

In comparison with other parts of the world, overall the Region is still experiencing only a moderate HIV 
epidemic. However, three different patterns of HIV transmission are observed. These include low levels 
of HIV transmission (Japan, Pacific island countries, the Philippines and the Republic of Korea); declining 
HIV epidemics (Australia and New Zealand); and increasing transmission (Cambodia, China, Malaysia 
and southern VietNam). Eight countries observe high (20%-40%) levels of sexually transmitted disease 
(STD) infections among commercial sex workers and individuals with high-risk sexual behaviour. A 
cumulative total of 65 170 cases of HIV infection and 12 115 cases of AIDS had been reported by the 
end of 1996. However, there is significant underreporting of HIV infections and AIDS cases. It is 
estimated that by the end of 1996 more than 300 000 individuals had become HIV-infected, and that at 
least 24 000 cumulative cases of AIDS had occurred in the Region (8000 of these occurring in 1996). By 
the year 2000, the total number of HIV-infected individuals is expected to more than double, while the 
yearly number of new cases of AIDS is expected to increase fourfold. 

Over 8 million people in the Region are blind. Of these, 82% are in China, the Philippines and VietNam. 
Prevalence rates range from 0.2% in the Republic of Korea to just over 1.0% in the Lao People's 
Democratic Republic. Common causes of blindness are cataract - accounting for 50% to 70% of cases -
vitamin A deficiency, injuries and trauma, trachoma and glaucoma. 

Only a few countries report epidemiological information on hearing impairment and deafness, which, 
however, are estimated to affect about 2.1% to 4.6% of the population. The common causes are 
infections of the middle ear, irrational use of ototoxic drugs and poor personal hygiene. 
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Vaccine-preventable diseases 

The objectives of the programme are to reduce morbidity and mortality from 

diphtheria, pertussis, poliomyelitis, measles, tetanus, tuberculosis and hepatitis 

B and to promote regional self-sufficiency in the supply of good quality 

vaccines, reliable cold chain and logistics systems and safe sterilization and 

injection practices. 

In 1996, the regional coverage for six antigens (not including hepatitis B) 

delivered to children by the Expanded Programme on Immunization was 

sustained at approximately 90%. High routine immunization coverage of 
infants in Cambodia and the Lao People's Democratic Republic was 

maintained. These two countries had low coverage prior to 1994. The overall 

incidence rate of diphtheria, pertussis, tetanus, poliomyelitis and measles 

continued to decline owing to programme activities. An outbreak of diphtheria 

in the Lao People's Democratic Republic in 1996 was promptly controlled by a 

large-scale immunization campaign conducted in close collaboration with the 

Government, with support from the governments of Japan and Australia, and 

from UNICEF. 

Activities to eradicate poliomyelitis are described in section 5.1 . 

Six countries continued to report cases of neonatal tetanus: Cambodia, China, 

the Lao People's Democratic Republic, Papua New Guinea, the Philippines and 

VietNam. There was considerable progress in several countries in 1996 in 

further improving surveillance and increasing tetanus toxoid immunization 

coverage for pregnant women and women of child-bearing age. Large-scale 

immunization of women of child-bearing age in high-risk counties of China was 

conducted. National plans of action for the maintenance of neonatal tetanus 

elimination in China, the Philippines and VietNam are in preparation. A strong 

neonatal tetanus surveillance system has been developed in VietNam, based on 

the reporting and investigation of neonatal deaths. The emphasis in all countries 

reporting neonatal tetanus remains on the improvement of surveillance and 

concentration of immunization and clean delivery efforts in identified high-risk 

areas. 

Measles surveillance continues to improve, and high routine immunization 

coverage of infants has been maintained. However, the Philippines and some 

Pacific island countries, such as Fiji and Samoa, continue to experience periodic 

measles outbreaks, even when national immunization coverage is high, as the 
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number of susceptible children accumulates over time. Countries need to 

identify districts at risk for measles, in order to raise coverage and improve 

surveillance and the clinical management of cases with complications. A 

number of countries have intensified measles control efforts, including 

Mongolia which conducted a nationwide measles campaign for all children nine 

months to ten years of age in May 1996, and Papua New Guinea, which 

included measles vaccine in subnational immunization days for poliomyelitis 

eradication in September 1996. The focus of measles control efforts remains the 

maintenance of hi~;::h routine coverage, the identification of low-coverage 

pockets for special attention, and improved surveillance. 

Following the development of national plans of action in Cambodia, the 

Philippines and Viet Nam to address the supply and regular replacement of 

appruprialt: t:quipment for safe Injections and the cold t:hain, lrials uf 

appropriate disposal equipment (syringe incinerators) have begun in these 

countries . Although considerable support has been obtained from partner 

governments and agencies in 1996 to replace ageing cold chain equipment in a 

range of countries, old equipment remains a concern in several countries. 

The situation of countries and areas with respect to vaccine self-sufficiency, that 

is the capacity to purchase or produce and meet vaccine requirements, has 

improved greatly in the last five years. In 1992, 18 countries and areas were 

totally dependent on partner agency support for vaccine supply. By the end of 

1996, this number had been reduced to four, namely Cambodia, the Lao 

People's Democratic Republic, Mongolia and VietNam. Seventeen countries 

and areas are now completely self-sufficient, while 15 countries and areas are 

making progress towards this. Collaboration continued with centres of 

excellence for vaccine production and quality control, including the Therapeutic 

Goods Administration, Australia and the National Institute of Health, Japan. 

Technical support was provided to China and VietNam, particularly with 

respect to quality control of vaccines. 

Hepatitis B immunization policies for newborns have been implemented in 30 

countries and areas. In the Pacific island countries in particular, hepatitis B 

immunization is almost completely integrated with the Expanded Programme on 

Immunization. The continuity of supply of hepatitis B vaccine has been assured 

with the collaboration of international partners. The main constraint to 

integration is the price of the vaccine; some larger countries, including China, 

the Philippines and VietNam, are integrating the vaccine in stages as adequate 

supplies become available through purchase or local production. 

Safe injections, 

cold chain and 

lugisiics 

Vaccine supply 

and quality 

Hepatitis B 

vaccine 
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The success of the Expanded Programme on Immunization, in particular, in 

poliomyelitis eradication, owes much to the support of international partners. 

These include the governments of Australia, Canada, Finland, France, Germany, 

Italy, Japan, Malaysia, the Netherlands, the Republic of Korea, Sweden and the 

United States of America, together with UNICEF and Rotary International. 

* * * 

The maintenance of a strong Expanded Programme on Immunization has 

provided an excellent base for disease eradication and control activities. 

However, major efforts are still needed to improve surveillance and laboratory 

systems. There is a need to identify high-risk groups, especially children who 

have never been immunized before, for the programme'& target di&ea&e&, &o that 

they may receive particular attention during routine and supplementary 

immunization activities. 

Diarrhoeal and acute respiratory disease control 

The programme aims to reduce mortality and morbidity from acute respiratory 

infections and diarrhoeal diseases in children below five years of age. 

Annual review and planning meetings were held in six countries: Cambodia, 

China, Lao People's Democratic Republic, Mongolia, the Philippines and 

VietNam. In Cambodia, a national policy for the control of acute respiratory 

infections and diarrhoeal diseases including cholera, has been developed. 

Training of Training of health personnel in case management remains the priority activity of 

health personnel the programme with an emphasis on hands-on practice and improving 

communication skills. Training courses have been improved through greater 

use of standardized materials and methodology. 
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To familiarize trainers with participatory training methods and update their 

knowledge and skills, training of trainers courses were conducted in China, the 

Lao People's Democratic Republic, Mongolia and VietNam. Seven doctors 

from Mongolia participated in the combined acute respiratory infections and 

diarrhoeal diseases training of trainers course in the Philippines in September

October 1996. 
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Pharmacy staff in the private sector m the Philippines were trained in the 

treatment of diarrhoeal diseases to promote oral rehydration therapy and the 

rational use of drugs. 

A WHO/UNICEF training course for Pacific island nurse tutors on the 

integrated management of selected childhood illnesses, including acute 

respiratory infections, diarrhoeal diseases, vitamin A deficiency, as well as 

promotion of breast-feeding, was conducted in August 1996 in Cebu City, 

Philippines. Fourteen participants from 12 Pacific island countries attended the 
course. In Cambodia, the acute respiratory infections and diarrhoeal diseases 

clinical case management training course was conducted for tutors from five 
nursing schools and one medical college to familiarize them with the standard 

case management approach. 

The modification, to individual country settings, of the integrated management 
of childhood illness approach is nearing completion in the Philippines and 

VietNam. Among other actions, documents are being translated into 

Vietnamese. This approach focuses on training first-level health workers in 
case management of diarrhoea, acute respiratory infections, measles, malaria, 

dengue haemorrhagic fever and malnutrition. 

High priority was given to enhancing the interpersonal communication skills of 
health workers dealing with caretakers. In China, training materials on advising 

mothers on home care, and a home-care card, both for acute respiratory 

infections, were developed. These were based on the results of focused 

ethnographic studies on acute respiratory infections and the further testing of 
maternal comprehension of the home-care card for acute respiratory infections. 

In the Lao People's Democratic Republic, a workshop was conducted to 

develop simple and participatory health education materials for use in 

promoting good practices of control of acute respiratory infections and 

diarrhoeal diseases at the community level. 

* * * 

Initial steps have been taken to encourage the private sector to apply standard 
case management of acute respiratory infections and diarrhoeal diseases in 
tackling the irrational use of antibiotics and other drugs. The close 

collaboration with other agencies and institutions, such as UNICEF, AusAID 

and nongovernmental organizations, remains extremely important. 
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Tuberculosis 

The objective is to reduce the transmission of tuberculosis and lower the 
number of deaths due to the disease. 

The WHO tuberculosis control strategy, DOTS, is based on strong political 

commitment and four technical elements. These are case-finding by sputum
smear microscopy examination; short-course chemotherapy with directly
observed treatment; a regular uninterrupted supply of drugs; and a monitoring 

system for programme supervision and evaluation. These have been the key 
elements of the programme's success. 

DOTS coverage in Cambodia, China and VietNam has increased to 100%, 44% 

and 56%. respectively, of notified cases. Across the Region, 33% of cases are 

treated with DOTS, and 48% of the total population have access to DOTS. 

With WHO collaboration, three provinces in the Philippines started 

implementation of an intensified tuberculosis programme using DOTS in late 
1996. Initial results show improvements in case-finding and very good 

compliance with the treatment regimen. 

Although tuberculosis coinfection with HIV is still uncommon in the Region as 

a whole, it is being monitored closely in five countries. 

Workshop on An interregional workshop for the Western Pacific and South-East Asia Regions 

national was organized in collaboration with the Government of Australia and AusAID 
programme in Sydney in February 1997. The workshop, focusing on planning and 

management implementing DOTS nationwide, improved the management skills of 28 
participants from 1 7 countries. 

* * * 

The coverage of DOTS in the Region is improving. The national tuberculosis 
programmes in the Lao People's Democratic Republic, Mongolia, Papua New 

Guinea and the Philippines, where DOTS is given to less than 1 0% of notified 
cases, need to be further enhanced. 
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Emerging diseases, zoonoses and antimicrobial resistance 

The aims of the programme are: to establish effective surveillance mechanisms 

to detect and control outbreaks of communicable diseases, including zoonoses 

and antimicrobial resistance; to develop programmes for prevention and control 

activities, particularly for viral hepatitis, dengue fever and dengue haemorrhagic 

fever, Japanese encephalitis, haemorrhagic fever with renal syndrome, plague 

and influenza; and to respond to outbreaks of emerging and re-emerging 

infectious diseases. 

Reagents and equipment were provided to seven countries to improve laboratory 

capacity. The network for disease surveillance was also strengthened as a result 

of the Fifth Meeting on the Control of Communicable Diseases in China, 

Hong Kong and Macao, held in October 1996 in Macao, and the Pacific Islands 

Meeting on Public Health Surveillance, held in December 1996 in New 
Caledonia, in collaboration with the South Pacific Commission. 

National plans of action for dengue control were improved in seven countries, 

with input from three WHO collaborating centres in Australia, Japan and 

Malaysia. Capability in laboratory diagnosis, surveillance and disease control 

was also strengthened in these seven countries. 

Approximately 20 000 cases of Japanese encephalitis are reported every year, 

with the majority from China and VietNam. One of the main strategies for 

tackling this disease is immunization. China has increased its local production 

of Japanese encephalitis vaccine; VietNam has also done so, but as yet it 

supplies only some 20% of its national requirement. 

In VietNam, the production capacity of plasma-derived vaccine for viral 

hepatitis B is now sufficient to cover all newborns. 

The quality of regional influenza surveillance, as part of the global surveillance 

system, has been improved through the work of two WHO collaborating centres 

in Australia and Japan. The collaborating centre in Japan has also made a 

significant contribution to strengthening influenza surveillance systems of 

provincial institutes in China. 

Surveillance and control of other communicable diseases, such as haemorrhagic 

fever with renal syndrome, leptospirosis, plague, typhoid fever and rabies were 
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Antimicrobial 

resistance 

Outbreak 

response 

strengthened through the provision of vaccines, training of local human 
resources, and distribution of manuals on disease control. 

The Region has already established three drug resistance surveillance systems, 
one for general bacterial diseases and two others specifically for gonococcus 
and tuberculosis. Each surveillance system covers the whole Region, to detect 
antimicrobial resistance for the diseases designated in the programmes. Reports 
of the surveillance results are distributed yearly by WHO. 

The Regional Outbreak Response Task Force responded quickly to prevent 
outbreaks from spreading, working closely with governments and partner 
agencies. For example, when an outbreak of diphtheria was reported in the Lao 
People's Democratic Republic, prompt action was taken with the support of 
AusAID and TICA. Once the situation had been assessed, 50 000 doses of 
diphtheria toxoid, vaccine, syringes and needles were provided as an emergency 
measure. This was followed by mass immunization in four provinces. 

Two of the three stockpiles of supplies and equipment in Cambodia, Fiji and the 
Regional Office were drawn on in emergency situations. Cholera emergency 
kits were flown to Mongolia from the Regional Office in August 1996 while 
insecticide from Suva was used for a dengue outbreak in Cook Islands in May 
1997. 

Sexually transmitted diseases and AIDS 

The objective of the programme is to prevent and control STDs, including HIV 
infection and AIDS. In this work, WHO collaborates with the other cosponsors 
of the Joint United Nations Programme on HIV/AIDS (UNAIDS). 

STD. H1V Estimations and short-term projections on HIV and AIDS were developed in ten 
and AIDS Member States of the Region. By the year 2000, the number of HIV-infected 

epidemiological individuals in the Region is expected to exceed 700 000 while the yearly 
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surveillance number of new cases of AIDS is expected to increase to just over 31 000. 

Guidelines for STD epidemiological surveillance were produced. Two issues of 
the regional STD. HIV. AIDS surveillance report were distributed. Support was 
also given for the development of the HIV sentinel surveillance systems in the 
Lao People's Democratic Republic, Papua New Guinea and the Philippines. 
Epidemiological computer software was provided to China. 
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Programmes to promote the use of health services for STD treatment were 
supported in Cambodia, China, Malaysia and VietNam. Development of model 

STD clinics to serve commercial sex workers continued in the Philippines. 

Fifteen trainers from eight Member States were trained in syndromic STD case 

management at a workshop in Manila in November 1996. A set of manuals for 

training health workers on syndromic STD case management was produced and 
distributed. The adaptation, translation and distribution of these manuals is 
being supported in Cambodia, China and the Lao People's Democratic 
Republic. Guidelines to promote the use of health services for STD treatment 

are being field-tested. A course on STD programme management has been 

developed. 

The Regional Office promoted the exchange of country-level experience in STD 

and HIV/AIDS prevention and control, in particular through a biregional 
meeting with the South-East Asia Regional Office in October 1996 in New 

Delhi, India; and a meeting on the control of communicable diseases involving 

southern China, Hong Kong and Macao, also in October 1996, in Macao. 

* * * 

Countries are increasingly recognizing the key role that STD control plays in the 

prevention of HIV and are consequently implementing activities to strengthen it. 
WHO will continue to strengthen collaboration with countries for greater 

effectiveness of STD and HIV I AIDS prevention and control activities. 

The role of WHO in HIV/AIDS is focused on surveillance and STD control. 

The role of the other UN AIDS cosponsors needs further clarification to promote 

improved collaboration. 

Control of tropical diseases 

The programme aims to promote national, regional and international action for 
controlling malaria, to strengthen operational planning, implementation, 
evaluation and training so as to ensure cooperation between countries for greater 

impact on malaria control, and to involve the community more closely in 

malaria control activities, encouraging greater individual responsibility for 

protection against the disease. 
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Malaria situation 

Drug resistance 

Country activities 
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In the Region's nine malaria-endemic countries, the population at risk in 1995 
was approximately 140 million. There were 621 000 cases detected by 
microscopy, a reduction on the 1994 figure of661 000. 

As part of closer collaboration between regions, an interregional meeting on 
malaria control, with an emphasis on drug resistance, was held in Manila in 
October 1996. Test methods for assessing therapeutic efficacy and drug 
resistance were updated. Mechanisms are being developed for monitoring 
multidrug-resistant malaria and reporting outbreaks of malaria in border areas 
between countries of the Western Pacific and South-East Asia Regions. 

A health worker taking blood for diagnosis during 

a mass blood survey to assess malaria prevalence 

On the basis of epidemiological findings in Cambodia, available vector control 
resources are being redirected to areas of high transmission. Prevalence rates 
are 2% in rice field areas and the plains, but average 22% in villages near or in 
forests. Such villages in the north-eastern provinces are being targeted for 
complete coverage with insecticide-treated mosquito nets. About 20% of all 
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nationally recorded cases occur in these provinces, which have only I. 7% of the 

population. Drug resistance has not yet become a serious problem in these 

provinces; the first- and second-line drugs are chloroquine and mefloquine. 

To deal with malaria in Solomon Islands, the country with the highest incidence 

in the Region, intensified and innovative measures have been taken, particularly 

in the capital, Honiara. These activities, as a supplement to conventional 
control measures, included the installation of the Mataniko River pipeline to 

reduce mosquito breeding, and a mass drug administration campaign through 

which all residents were asked to take antimalarial drugs for three days. 

All these measures led to a drop in malaria incidence between the end of 1995 

and the end of 1996, nationally from 301 cases per 1000 population to 207, and 

in Honiara from 604 cases to 332. 

Intensified malaria control measures were implemented in Efate Island and 

Sanma Island, Vanuatu. The control measures consisted of distribution of 

treated mosquito nets, mass blood surveys and treatment, and a Healthy Islands 

health promotion campaign. Eight island supervisors and 34 community health 

workers were trained in space spraying around houses and mosquito net 

treatment. The parasite rate in 21 villages in Efate dropped from 3.1% to 1.6% 

ten months after intensified control. An additional 14 000 mosquito nets were 

distributed in 1996 throughout the entire country, bringing the cumulative total 

to 89 000. These nets protected 70% (114 000) of the population at risk. 

The major partners in Cambodia, the Lao People's Democratic Republic and 

VietNam are the Asian Development Bank, AusAID, the Overseas 

Development Administration of the United Kingdom and the World Bank. The 

European Union has become actively involved in supporting malaria control in 

these three countries. Apart from training, basic supply items such as drugs, 

microscopes, vehicles, mosquito nets and insecticides were provided. In Papua 

New Guinea, Solomon Islands and Vanuatu, the main partners are AusAID, 

JICA, Rotary International, UNDP and the Government of Japan. 

The aim is to reduce the number of vectors of major public health importance so 

that they no longer constitute a threat to public health and well-being. 

WHO collaborated in determining that environmental measures could be used to 

control malaria vectors in coastal areas of the Mekong Delta in Minh Hai and 

Soc Trang Provinces, VietNam. A significant increase in mosquito breeding 
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Lymphatic 

filariasis 

sites due to the expansion of shrimp farming has contributed to the nearly 

70 000 malaria cases annually among 1.5 million inhabitants. The problem can 
be remedied by removing vegetation in the shrimp ponds and coordinating other 

environmental measures with agriculture, irrigation and water management 
agencies. 

WHO's objective is to promote simple and cost-effective methods to prevent 

and control filariasis. 

The first country-wide mass drug administration with a new single-dose 

combination regimen of ivermectin and diethylcarbamazine was conducted in 
Samoa in July 1996. A total of 127 506 people or 80% of the population were 

treated. Preliminary results show a microfilaria rate of 1%, compared with 

2.2% before treatment. 

* * * 

Intensified control measures have had a significant impact on the malaria 
situation in Solomon Islands. Progress has, however, been slower in some 

remote rural areas of Cambodia and the Lao People's Democratic Republic, 

where transmission levels are high. Plans have been made to distribute 
insecticide-treated mosquito nets widely in both countries. Over the longer 

term, interregional cooperation needs to be further strengthened in these 

countries' border areas. 

The new combined drug therapy approach is revitalizing filariasis control 

efforts in those Pacific island countries where malaria does not occur. Results 

will become clearer after the completion of two or three annual treatment 

rounds. Initial results in Samoa are encouraging. 

Special Programme for Research and Training in Tropical Diseases 

The aims of the programme are to promote and strengthen research activities, 

and to develop new and improved mechanisms and methods of prevention, 

diagnosis and treatment of major tropical diseases. 
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More than 25% of total research was related to malaria, namely development 
and testing of antimalarial drugs, evaluation of insecticide-treated mosquito 
nets, and the development of a malaria vaccine. Other major diseases targeted 

for support were schistosomiasis and filariasis. 

Working with the Malaria Control Service of the Philippines, the Regional 

Office remained the global focal point for producing and distributing test kits to 
measure the in vitro sensitivity of malaria parasites to antimalarial drugs. 

* * * 

In the most affected, smaller and less developed countries, constraints include 
the shortage of qualified researchers, weak research proposals, inadequate 
infrastructure to support scientific research and limited access to scientific 

information. 

Prevention of blindness and deafness 

The objectives of the programme are to reduce avoidable and curable blindness, 

promote eye health and make adequate eye care available to all , especially 
people in underserved rural and urban communities; and to reduce the incidence 

and consequences of hearing impairment. 

In July-August 1996, WHO collaborated with the Government of Cambodia in 

assessing the progress of the national programme, and in October 1996, 
supported a review of primary eye care development. Provincial plans for 

blindness prevention have been prepared within the context of district health 
development, and training of different categories of eye health personnel 
undertaken. Primary eye care facilities were established in Battambang 

Province, as a model for the integration of primary eye care with primary health 
care. 
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The cataract intervention programme supported by the Government of the Cataract 

Republic of Korea in the Lao People's Democratic Republic was implemented intervention 

with technical support from WHO. Twenty-four eye surgeons and ophthalmic programme 

nurses were trained for the programme in July 1996 and 180 local leaders and 
primary health care workers were trained in primary eye care. Small-scale 

surveys to determine the prevalence of cataract were undertaken. Cataract 
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Training 
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surgery was performed on over 500 cases by June 1997. Workshops held in 

December 1996 and April 1997 assessed programme performance and revised 

plans where necessary. 

A meeting to finalize and prepare for field-testing the curriculum on training 

mid-level eye care personnel on prevention of blindness was held in Kuala 

Lumpur, Malaysia in September 1996. 

WHO collaborated with the governments of Cambodia, the Lao People's 

Democratic Republic and VietNam in the assessment of the situation on 

hearing impairment and deafness. Policies and activities were reviewed, 

primary prevention programmes were developed and specific interventions 

initiated. 

* * * 

There is low awareness of the extent and consequences of blindness and 

deafness, as well as a lack of trained personnel and other resources to 

implement the programme. There is a need to achieve greater government 

commitment to and broad-based support for the programme. Epidemiological 

or other related data on blindness and deafness need to be collected. 
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5.3 Control of noncommunicable diseases 

Regional situation 

Noncommunicable diseases, particularly cancer, cardiovascular diseases and diabetes are on the 
increase due to changing lifestyles and ageing of the population. 

Cancer is one of the three leading causes of adult deaths in 24 countries and areas of the Region. An 
estimated Jo million cases ot cancer occur each year: approximately ~ m1lhon males and 1.o million 
females. 

Cardiovascular diseases remain one of the three leading causes of adult mortality in 28 countries and 
areas. Morbidity and mortality resulting from ischaemic heart disease are rising owing to hypertension, 
smoking, unhealthy diet and obesity. The prevalence of hypertension exceeds 10% in 19 countries and 
areas. Cerebrovascular disease remains common and is responsible for a large number of deaths, 
although prevention activities and improved case management have reduced mortality in five countries 
and areas. Rheumatic fever and rheumatic heart diseases are still public health problems in six 
countries. 

The prevalence of noninsulin-dependent diabetes exceeds 8% of the population in 13 countries and 
areas, and it is forecast to rise considerably further. Some Pacific island countries have among the 
highest levels of noninsulin-dependent diabetes mellitus in the world. Insulin-dependent diabetes 
mellitus is still rare in developing countries. 

Dental caries remains the most widespread of all dental problems, afflicting approximately 80% of the 
general population. Periodontal disease, the other widespread oral health condition, affects over three
quarters of all adults to some degree. 

Control of noncommunicable diseases 

The objectives of the programme are to prevent and control noncommunicable 

diseases, particularly cancer, cardiovascular diseases and diabetes and to 
improve case management; and to support Member States in developing their 
oral health care programmes so that the highest possible level of oral health can 

be attained by all and maintained throughout life. 
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The integrated approach to reduce common risk factors of cancer, 

cardiovascular diseases and diabetes has been widely recognized as the most 

cost-effective intervention. 

A national symposium on integrated prevention and control of 

noncommunicable diseases was held in China in March 1997, and summarized 

experience and lessons learned from three WHO collaborative integrated 

programmes in Chengdu, Siping and Tianjin. 

In February and May 1997, training on development of skills in integrated 

prevention and control of noncommunicable diseases was given in Fiji for 

health workers at divisional and subdivisional levels, and for teachers, 

community leaders and nongovernmental organizations. 

WHO supported the development of cancer control programmes m five 

countries. Training in cytodiagnosis and radiotherapy was strengthened with 

WHO support in VietNam in October and December 1996. 

A regional working group meeting on cancer prevention and control was held in 

Manila in October 1996 to review the epidemiological situation and recommend 

appropriate strategies for further strengthening cancer control programmes. 

These strategies are being operationalized through the strengthening of primary 

prevention, the promotion of the early detection of cervical and breast cancer, 

and intensified cancer pain relief and palliative care. 

Cancer database Work on compiling a more comprehensive regional cancer database began in 
March 1997, building on the regional cancer profile developed in 1995. 

Early detection of Strengthening early detection of cancer to reduce mortality is one focus of the 
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cancer cancer control programme. National workshops on early detection of cancer 

were held in Mongolia in October 1996 and Nauru in May 1997, emphasizing 

the strategies of early detection. 

Cancer pain 

relief 

WHO continued to support the introduction of the cancer pain relief 

methodology in Cambodia and the Lao People's Democratic Republic in March 

1997. Training for doctors, nurses and health administrators on cancer pain 

relief and palliative care was held in China and Mongolia in September 1996. 
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A national workshop in Mongolia in September 1996 helped the national Prevention and 

programme to develop its capability to assess the disease situation and develop control of 

strategies. Technical reviews were carried out in the Federated States of cardiovascular 

Micronesia and Samoa in January and May 1997, with emphasis on intensifying diseases 

implementation of the national programmes and promoting healthy lifestyles. 

Community-based intervention and the monitoring of cardiovascular diseases 

were intensified through a national workshop held in Beihai, China in May 

1997. Community health centre involvement was addressed as a key point of 

the hypertension control programme in a national workshop in the Republic of 

Korea in September 1996. A mass media campaign was organized with WHO 

support in Mongolia in 1996-1997. 

A regional profile on cardiovascular diseases and diabetes was developed with 

the WHO Collaborating Centre for Population-based Cardiovascular Disease 

Prevention Programme, University of Tasmania, Australia. This profile details 

mortality due to cardiovascular diseases, the prevalence of hypertension and 

risk-factor data for some countries. 

AGFUND and WHO continued to support the programme on prevention and 

control of rheumatic fever and rheumatic heart disease in five countries. Skills 

and knowledge on the prevention and treatment of rheumatic fever in 

schoolchildren were improved in the Philippines through training of physicians, 

nurses and schoolteachers conducted in May 1997. 

A national workshop on the development of a community-based diabetes 

prevention programme was held in November 1996 in the Republic of Korea. A 

set of approaches was developed to further strengthen diabetes prevention and 

management through development of a national programme and involvement of 

community health centres. 

Rheumatic fever 

and rheumatic 

heart diseases 

Diabetes 

prevention and 

control 

To strengthen the prevention and treatment of dental diseases, WHO provided 

technical support in five countries, and training and fellowships in seven 

countries and areas. 

Oral health care 

* * * 

The prevention and control of cancer have been strengthened through further 

development of primary prevention, promotion of early detection and cancer 
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pain relief. Significant constraints were the low priority accorded to the 
programme in national health planning, and a lack of trained health personnel at 
primary health care level. The further development of an integrated programme 

will be an important focus for the programme. 
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Chapter 6. Administrative services 

Several reviews of staffing requirements and the structure of the Regional 

Office were carried out, reflecting ongoing reforms within WHO and budgetary 

constraints. The reviews resulted in the combining of certain functions of 

professional staff, including reorganizing the four technical divisions into three. 

This restructuring was implemented effective February 1997. A substantial 
reduction in overtime of all categories of support staff was effected, without 
3ncrificing, to the extent poggiblc, the quality of work. 

The increasing recruitment and participation of women in the work of WHO 

was promoted. 

Personnel 

The Regional Office has collaborated with Headquarters and other regional Improved 

offices on the development of an improved Regional Administration and accounting 

Finance Information system. This is expected to be installed in the Regional system 

Office in late 1997 once a payments module has been incorporated. 

The Forty-ninth World Health Assembly, under resolution WHA49.8, approved Regional Office 

the use of the Real Estate Fund to upgrade the conference hall in the Regional premises 

Office. 
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Review of human resources for health 
in the Western Pacific Region: 

1978-1997 

1. Introduction 

During its forty-seventh session in Seoul, the Republic of Korea in September 

1996, the WHO Regional Committee for the Western Pacific agreed to a revised 

annual format for the Regional Director's report on the work of WHO in the 

Western Pacific Region. The Committee also requested the Regional Director, 

as part of this annual report, to present an in-depth review of a selected topic on 

a matter of public health significance in the Region. For the report to be 

considered at the forty-eighth session in Sydney, Australia in September 1997, 

the Committee selected the topic of human resources for health in the Western 

Pacific, 1978-1997. 

Trained personnel - the key to effective health services delivery 

The development of human resources has, over the last quarter century, received 

priority for national health development, both by the Region as a whole and by 

individual countries. Indeed, in many countries personnel consume over 60% of 

annual operating health budgets. Such prioritization was juslifit:u by, amuug 

others, the Regional Director when he delivered the 1989 Ira V. Hiscock 

Lecture at the School of Public Health, University of Hawaii: "There are other 

important components [of health infrastructure] such as physical facilities, 

systems of administration and communication networks ... (but) human 

resources are the crux of the matter. If health personnel are appropriately 

educated and effectively managed, all the other components can be maintained 

as well. The same is not true the other way around: you can have the best 

systems and facilities, but without an effective workforce they will be useless." 

Within WHO, this has been seen in the fact that the programme for the 

development of human resources for health has accounted for over 30% of total 

regular budget allocations over the last quarter century (see Figure on next 

page). 

This review focuses on the 20-year period from 1978 to 1997. The first 

biennium of this period featured the Alma-Ata Declaration on Primary Health 
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Care in 1978. The Declaration became the basis for adopting the primary health 
care strategy for achieving Health for All by the Year 2000. The present 
biennium, which ends in 1997, marks the first years of implementation of health 
approaches proposed in the document New horizons in health, which presents 
the Region's policy framework to meet health challenges beyond the year 2000. 

Budgetary allocations for the programme for 
the development of human resources for health 

% of total reaular budaet 
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• Human resources for health 

0 Fellowships and study tours 

• Human resources for health, fellowships and study tours 

Considerable advances have been achieved in the countries and areas of the 
Region in coordinating the development of health care delivery systems with 
that of health personnel training. This has helped ensure that countries do not 
train staff for whom there are no employment opportunities, nor staff in the 
wrong fields of health . 

For the purposes of this review, with its emphasis on the stage of development 
of human resources for health that has been reached by the various countries 
and areas, a general scheme for grouping has been adopted as follows: 

• industrialized countries; 

• industrializing countries and areas; 
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• countries and areas in economic and political transition; 

• Pacific island countries; 

• countries and areas in particular situations. 

2. Historical perspective 

WHO was established in 1946, becoming a specialized agency of the United 

Natiom on 7 April 1948. The Regional Offici';' for tht:> Wt:>')t~m P~r. ifir. w::~<; 

established in 1950, with a permanent Headquarters in Manila, Philippines set 

up in 1951. 

The early years of WHO in the Region saw the completion of the process of 

independence for most countries that were previously colonies, and many of 

them joined WHO. In 1972, the People's Republic of China became a Member 

State. In Cambodia, after decades of violent conflict, the WHO Office in 

Phnom Penh was re-established in 1991. Finally, in 1995, Mongolia, previously 

in the South-East Asia Region, became a Member of the Western Pacific 

Region. As at 30 June 1997, the Region comprised 36 countries and areas. 

3. Past developments and trends in 
human resources for health 

The period 1978-1997 saw great changes in the world's economic systems, with 

a consequent impact on health. Regional economic arrangements replaced 

ideology as the rationale for national alignments and alliances. For example, 

VietNam recently joined the Association of South-East Asian Nations while 

Cambodia and the Lao People' s Democratic Republic are set to follow. All of 

the Region' s centrally planned economies in varying degrees and at different 

rates have adopted free-market policies. These changes have required 

adjustments in the planning, production and management of human resources 

for health. 

This section reviews the evolution of WHO's programme for the development 

of human resources for health in the Region during the last quarter century. 

Fellowships are an integral part of the programme, and represent a significant 

allocation of resources. For ease of comprehension, data on fellowships are 

presented in tabular format in the Annex. 
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Over the 20-year period, regional institutions have played an increasingly 
important role in providing training for WHO fellows of the Western Pacific. In 

addition, while basic training for new and junior-level staff is still offered, 

especially in the Pacific islands, the number of study tours and short 

prbgrammes has increased, to expand contacts and knowledge of more senior 

staff. Thus, over the years, there has been increasing emphasis on observation 
visits, rather than structured training programmes. 

1970s- ira ofthi community hfwlth work(lrs; midd/(1-/(lva/ practitionars; 
Alma-Ata; start of educational reform 

It was realized in the early 1970s that health professionals were insufficient in 
both numbers and capabilities to carry out health work in remote areas. 

Consequently, several countries continued to promote the delivery of health 

services by non-professional community health workers. Task-oriented training 
programmes were reinforced for workers, from traditional birth attendants in 

several Pacific island countries, to aid-post orderlies in Papua New Guinea, and 

village health workers in many other places. The best known of these types of 
workers were the "barefoot doctors" of China. 

In addition to these village or community-trained health workers, some 

countries introduced training programmes for middle-level practitioners for 
communities where fully trained physicians could not be deployed either 

because of geographical isolation, or cost, or both. These health workers had a 

variety of titles, including health extension officer, physician assistant and 

medical assistant. In some countries, health workers with nursing backgrounds 
were trained as middle-level practitioners. All of these workers were deployed 

in peripheral primary care facilities treating uncomplicated medical problems. 

To some degree, most of them also provided preventive and promotive health 
services. Several schemes were developed to provide them with opportunities 
for career development along a number of routes, i.e. administrative, nursing or 
medical. A well-known example is the administration training for health 

extension officers in Papua New Guinea. 

In the early 1970s there was also a general realization, among the authorities of 
academic institutions involved in the education of conventional medical and 

nursing practitioners, of the need for their programmes to be more closely 
linked to national health development. A recognition that new educational 
methods were required to keep the training of professionals abreast of continued 
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rapid growth of health technologies occurred at the same time. It was in this 

atmosphere that the Regional Teacher Training Centre (now called the Regional 

Training Centre) at the University of New South Wales in Sydney, Australia 

was organized as a cooperative activity of the University, the Commonwealth of 

Australia and the Regional Office. National teacher training programmes were 

also established initially in the Philippines and the Republic of Korea, and 

subsequently in China, Malaysia and elsewhere. 

These efforts at improving teaching and learning for the health professions were 

paralleled m several countnes by the development ot mstitut10ns which 

emphasized problem-solving, community-oriented programmes. Examples of 

such institutions include Newcastle University's problem-based curriculum in 

Australia; Japan's innovative programme at Tsukuba University; the 

community-oriented programme at the University of Science in Malaysia; and 

the "step-ladder curriculum" of the University of the Philippines in Leyte. 

Although these new institutions were not replicated to any major extent in the 

rest of the Region, their approaches influenced revisions and continuing 

curricular reviews of almost all other academic programmes for health 

professionals throughout the Region. 

In the early and mid-1970s, half of the world's population still did not have the 

benefit of adequate health care, and the health status of hundreds of millions of 

people was not acceptable. Taking note of this, the Thirtieth World Health 
Assembly in 1977 decided in resolution WHA30.43, that the main social target 

of governments and WHO should be "the attainment by all citizens of the world 

by the year 2000 of a level of health that will permit them to lead a socially and 

economically productive life". A series of national, regional, and international 

meetings on ways to attain this objective culminated in the International 

Conference on Primary Health Care held in September 1978 in Alma-Ata, 

Kazakhstan. The Conference affirmed that the primary health care approach in 

delivering health services at community level was essential to achieving an 

acceptable level of health throughout the world. In the formulation of strategies 

to implement this approach, human resources for health were regarded as 

crucial. It was recognized that there was a need to reorient existing health 

workers, develop new categories of health workers where required, and to 

motivate and train them to serve in communities. 

By the late 1970s, the concept of linked health services and human resources 

development was recognized as a valid thrust for health in the Western Pacific. 

International conferences were held in 1978 and 1979 to promote this concept. 
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Similarly, a working group on nursing and midwifery recommended changes in 

nursing curricula to allow these categories of health workers to work in both 

hospitals and communities. 

1980s - strengthening human resource planning and production 
capabilities; Declaration of Tokyo; Pacific islands training network; 
continuing and postgraduate education 

In 1981, WHO cooperation began to focus on human resource planning studies, 
strengthening national human resource production capabilities, and the 

management and continuing education of existing cadres of health workers. 
Thus the Regional Director's report on the work of WHO in the Western Pacific 

Region, 1981-1983 stated that the overall aim of the human resources for health 

programme was "to cooperate in planning, developing and strengthening human 

resource development and management in consonance with the regional strategy 
of health for all by the year 2000 based on primary health care." The major 

concern at that time was to cooperate in formulating plans for the development 

of human resources for health as an integral part of national health plans, while 
developing the managerial capability of national staff to ensure the best possible 

use of human resources. 

The involvement of training institutions in community health programmes to 
enhance the relevance of their programmes was further promoted at the Tenth 

Interregional Meeting of Directors and Representatives of Schools and 

Departments of Health and the Fifth Meeting of Deans of Medical Schools, both 
ofwhich were held in Manila in 1983. Research in the field ofhuman resources 

for health was also promoted for the first time in 1984. At its 1985 session the 
Western Pacific Advisory Committee on Medical Research (later called the 
Advisory Committee on Health Research), noted the need for research in human 

resources to help rational planning, production and utilization of health 
personnel. 

As support to programmes for educational development continued with the 

teacher training activities expanding from a focus on medical education and 
training to the improvement of training in all the other health professions, the 

planning and management of human resources began to receive increased 
attention. By the early 1980s, an increasing number of countries of the Region 
were taking a fresh look at their requirements and allocations to ensure better 
use of human resources towards the achievement of health-for-all goals. 
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In 1985, a landmark conference was organized in Tokyo on the topic "Towards 

future health and medical manpower: New strategies in education for the 21st 

century". Leaders of academic institutions agreed that changes were necessary 

inside and outside training institutions to ensure that human resources for health 
thus produced would be adequate and suitable for the changing needs of the 

future. The need for strengthened health workforce policies for the 21st century 

was stressed. These ideas were embodied in what came to be known as the 

"Declaration of Tokyo". Article V of the Declaration, shown in the box on the 
next page, shows that the concerns addressed in 1985 became recurrent themes 
throughout the following ten years, and will probably remam so beyond the year 

2000. In many countries of the Region, the conference prompted national 
workshops, supported by WHO, to disseminate these ideas to academic and 
training institutions. 

Throughout the second half of the 1980s, greater attention was given to 

planning and management as components of the development of human 
resources for health. More countries and areas strengthened the health 

workforce planning component of the managerial process for national health 

development by specifying qualitative and quantitative requirements appropriate 
to the primary health care strategy. The Pacific island countries, for example, 

defined the numbers required for each category of health worker using a 

workforce planning tool developed specifically by WHO for them. Mechanisms 
to improve coordination between producers and users of health professionals 

and other personnel were initiated in most countries of the Region. An 
industrialized-country example can be seen in Japan where academic 

institutions, through the Japan Foundation for Medical Education, have worked 
closely with the Ministry of Health and Welfare in reviewing and reformulating 

licensure examinations for medical practitioners. In the Philippines, too, such 
collaboration is seen in the joint approach of the Association of Medical 

Colleges which has maintained close relations with the Department of Health, 
the Professional Regulatory Commission and the Department of Education, to 

ensure that government policies are reflected in the medical school curricula. 

Towards the end of the decade, following a Regional Committee resolution 

(WPRIRC39.R9) on the topic at its thirty-ninth session in September 1988, 
special attention was given to the special problems related to the development 
of human resources for health in the island communities of the Pacific. It was 

recognized that many island countries did not have the population base to 

support the whole range of training institutions to provide all of their health 
personnel requirements. 
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Declaration of Tokyo, 1985 

Article V states that training institutions should be responsive to the changes 
in health systems and should accept accountability for carrying out activities 

that are relevant to the policies and plans commonly agreed upon. Towards 

this end: 

• Students should be selected on the basis of criteria reflecting their future 
role in a primary health care oriented health system. 

• The curriculum should be so restructured that human development and 
social factors in health and disease are integrated with behavioural 

factors. 

• The curriculum should provide ample opportunities for students to learn 
in an environment similar to the setting of their future practice. 

• The most appropriate educational methodology and techniques should be 
used to make students more responsible for their basic and continuing 

education. 

• Faculties should possess and display the capabilities expected of 

graduates so that they can serve as role models. 

• Faculties should be encouraged and supported m their new roles by 

changes in the training institutions' reward system which should aim at a 
better balance between biomedical and psycho-social approaches to 

health care. 

Thus the development of a network of training facilities for different levels of 

training, including basic, post-basic, postgraduate and continuing education, was 

stressed. Two main nodes of the network were identified as the University of 

Papua New Guinea Faculty of Medicine and the Fiji School of Medicine. While 
developing new curricular approaches in all Pacific institutions, the 
establishment of institutional linkages in the form of exchanges of staff and 

students, common programmes, and other joint academic activities was given 
priority. The Pacific Basin Medical Officers Training Programme in Pohnpei, 
Federated States of Micronesia and the integrated programme for public health 
nursing and medical assistants in Kiribati, as well as similar programmes in 
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Tonga, were interlinked; they were also linked to other health personnel training 

activities specifically designed for Pacific island countries. 

Despite all the efforts in the mid-1980s to improve medical education, there was 

of course an interim period before new graduates could enter service. In the 

meantime, those already in service were a pool of resources that was not always 

being used effectively. Consequently, during the late 1980s, the training needs 

of health professionals already in practice or in field service received special 

attention. Postgraduate and continuing education was the topic of a symposium 

held m Seoul, Kepubhc ot Korea and Fukuoka, Japan m June 1 YYU and an 

intercountry workshop at the Regional Training Centre in Sydney, Australia in 

July of the same year. In nursing, post-basic training and upgrading of nurses in 

peripheral units were emphasized by the development of a distance education 

programme in Fiji. Nurse practitioner programmes for health services of 

isolated island communities were also launched. The revised programme for 

training environmental health inspectors at the Fiji School of Medicine achieved 

greater self-sufficiency and was actually providing support for similar 

programmes in neighbouring countries, such as Solomon Islands. 

1990s - Focus on health, rather than illness; New horizons in health; 
privatization 

The 1970s and 1980s were decades of unprecedented economic growth for 

many countries in the Region. This brought many health benefits, but also 

threw up new challenges to health planners. One of these was the dramatic 

increase in life expectancy of the population. Frequently, this did not mean an 

increase in years of healthy life. Consequently, the health system had to deal 

with an increasing number of degenerative diseases, a number that is expected 

to rise significantly in the future. In 1994 the Regional Director outlined his 

vision for tackling these problems in New horizons in health, at a time when 

many countries of the Region were adopting innovative approaches to health 

development beyond the year 2000. This document stresses the need to guide 

people to lead healthier lives when they are younger, in order to help reduce 

their burden on the health system when they are older. The need for reorienting 

health training towards health promotion, and for dealing with the rise in 

degenerative diseases, was emphasized. 
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Principles for the development of human resources for health 

As a result of many conferences, by the beginning of the 1990s a general 
consensus had been reached on the guiding principles for the development of 
human resources for health. WHO identified them, for the purposes of its 
programme, as follows: 

• Close linkages between health service agencies and training institutions 
are needed to ensure relevance of training activities to the unique 
requirements of health programmes at national and community levels. 

• Policies, plans and management systems for the development of human 
resources for health are important ingredients of national health 
development planning and programme implementation. 

• In addition to providing traditional public health skills in the prevention 
and control of diseases, the training of health professional must reflect the 
growing concern for the influence of lifestyles and the environment on 
health. 

• Changes in basic training programmes for health personnel influence 
health development only after I 0 to 15 years when a sufficient number of 
graduates have been in place in the health systems. 

• To effect a more rapid incorporation of new ideas and utilization of new 
skills, programmes in the development of human resources for health 
must include provisions for upgrading attitudes, knowledge and skills of 
staff who are already in the field. 

In addition to collaboration with governments, the Regional Office's 
programme for the development of human resources for health also supported 
work with international, regional and national professional organizations. In the 
field of medicine, the programme maintained strong links with the World 
Federation of Medical Education and its affiliate, the Association for Medical 
Education in the Western Pacific Region, and actively participated in their 
regional meetings as well as two global meetings in Edinburgh, United 
Kingdom, in 1988 and 1993. Mutual cooperation was also sustained in relations 
with the Confederation of Medical Associations of Asia and Oceania. These 
and similar efforts encouraged professional groups not only to understand in a 
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broad sense the direction in which professional education in health was going, 

but to take an active part in developing medical curricula. 

In the field of nursing, the Regional Office has supported work with the 

International Council of Nurses (ICN), an independent nongovernmental 

federation of 112 national nurses' associations and participated in their regional 

and national meetings. In 1990 the Regional Office cosponsored a regional 

workshop with the ICN on the regulation of nursing which addressed legislative 

and regulatory changes required for nurses to exercise their full potential in 

primary health care, and provided follow-up in country technical cooperatlon. 

In the Pacific, strong linkages were maintained with the South Pacific Nurses 

Forum, and the American Pacific Nurse Leaders Council and its affiliated 

nursing associations. 

These activities were carried out in line with the evolving policy of improving 

the relevance of professional education and training in health to the actual 

health situations of countries, communities and families. Other activities 

included the establishment of multidisciplinary linkages among academic 

institutions through the cooperative arrangements at both regional and global 

levels . At the regional level, WHO worked closely with the Asia-Pacific 

Academic Consortium for Public Health to develop the public health content of 

teaching programmes for various health professionals. Globally, the Regional 

Office participated in activities of the Network of Community-Oriented 

Institutions of Health Sciences, including its meeting in Manila in 1995. 

One of the fundamental ideas of New horizons in health is that, despite the 

health achievements of the last two decades, the health sector needs to be 

prepared to meet continuing challenges in the early 21st century. Health 

infrastructures throughout the Region must be used more efficiently and 

effectively to deal with new issues, as well as the old ones. In particular, health 

professionals will have to work with a wide range of groups and disciplines, not 

necessarily in the health sector, to ensure that sustainable improvements in 

health and a better quality of life are highlighted in developmental decision

making at all levels. Economic considerations will play a major part in this. In 

addition, health staff must become skilled in applying people-centred health 

interventions that focus on positive health rather than disease as the object of 

human development. One of the challenges for today's health training 

institutions is to ensure that the training they give enables their students to 

handle the changing nature of modem health requirements. 
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4. Current status of human resources 
for health at country level 

This section gives an overview of programmes dealing with planning, training 

and management of health workforces in various countries. As mentioned 
earlier, the various countries and areas are grouped in accordance with 

similarities in their health development status and systems for development of 
human resources. The Table on the next page provides estimates of the 
quantities of human resources for health available in each country for three 

main professional groups (doctOrs, medical assistants and nurses). 

4.1 Industrialized countries 

There are three long-established industrialized countries in the Western Pacific 

Region, namely Australia, Japan and New Zealand. Their conventional health 

statistics (low birth rates, infant mortality rates below 10 per 1000 live births, 
low maternal mortality) reflect the fact that most of the common communicable 

diseases of public health importance have been controlled. Their major 
problems are degenerative diseases linked to diet and behaviour. All of these 
countries have well-developed academic and training institutions producing the 

entire range of health professionals required to provide primary, secondary and 

tertiary health services. In addition, these institutions are major recipients of 
fellowships trainees not only from the Western Pacific Region but also from 

developing countries elsewhere, particularly the South-East Asia Region. 

Like the rest of the industrialized world, these countries have common problems 
of rising health care costs related to an ageing population, geographical and 
interdisciplinary maldistribution of human resources, and rising health 

expectations of the general public. All have instituted some measure of health 

reform, the widest-ranging being that of New Zealand which has split the 
purchaser and provider functions of health care to reduce potential for 

confusion, conflicts of interest, and inappropriate resource allocation. As in 

most industrialized countries throughout the world, health care reforms in the 
Region have affected the way human resources for health are used. For 
example, again in New Zealand, the role of general practice physicians in their 

relationship to other primary care practitioners such as nurse practitioners IS 

being redefined. 
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Human resources for health in the Western Pacific Region 

Country/area Physicians Medical Nurses and 
grouping assistants midwives 

Year Number Per 10 000 Number Per 10 000 Number Per 10 000 
population population population 

Industrialized countries 
Australia 1994-1995 43 200 24.0 ... ... 152 900 85.1 
Japan 1994 220 853 176.6 ... ... 914 069 531 .0 
New Zealand 1995 11 889 33.2 .. . ... 45107 126.2 

Industrializing countries and areas 
Hong Kong 1995 8 122 13.5 ... ... 35 051 56.0 
Malavsia 1994 8 831 4. ~ H9Q ~ _NE5 15.8 
Philippines 1992 77127 11.8 ... ... 284 435 73.5 
Republic of Korea 1994 54 406 12.2 ... ... 122 582 27.4 
Singapore 1995 4 495 15.0 ... .. . 12 799 42.9 

Countries in economic and political transition 
Cambodia 1995 1 201 1.2 ... ... 4 307 4.2 
China 1993 372 471° 1.1 480 319 4.0 1 056 096" 8.8 
Lao P.D.R. 1990 945 2.3 2 387 5.8 5 593 13.2 
Mongolia 1995 5 846 25.4 3 395 14.7 8 625 37.5 
VietNam 1995 77 861 10.4 45 105 6.0 11 753 1.6 

Pacific island countries 
Cook Islands 1995 9 4.7 ... ... 108 56 .8 
Fiji 1994 295 3.8 ... ... 1 661 21.5 
Kiribati 1995 12 2.2 29 5.4 165 30.6 
Marshall Islands 1991 20 43 ... ... 134 29.0 
Mlcronesia, F.S. 1992 46 4.6 ... ... 329 32.7 
Nauru ... ... .. . . .. ... ... .. . 
New Caledonia 1993 334 18.7 ... ... ... ... 
Niue 1995 4 20.0 ... 18 90.0 
Palau 1990 10 8.2 -· ... 84 68.7 
Papua New Guinea 1995 259 6.4 ... ... 3 189 76.6 
Samoa 1992 60 3.8 ... .. . 298 18.6 
Solomon Islands 1995 55 1.4 ... ... 454 11.5 
Tokelau 1995 3 15.0 ... ... ... ... 
Tonga 1995 41 4.1 22 2.2 322 32.5 
Tuvalu 1994 4 4.4 2 2.2 34 37 .8 
Vanuatu 1991 15 1.0 .. . ... 350 23.9 

Countries and areas in particular situations 
American Samoa 1996 16 2.8 ... ... 146 26.1 
Brunei Darussalam 1995 251 8.5 ... ... 1 294 43.7 
French Polynesia 1996 384 17.2 ... ... 669 30.4 
Guam 1986 147 12.0 ... ... 594 48.7 
Macao 1995 703 1.7 ... ... 987 48.5 
Mariana Islands, N. ... . .. ... . .. ... . .. . .. 
Wallis and Futuna ... ... ... ... ... ... . .. 

• Includes doctors of traditional Chinese medicine (249 943); doctors of western medicine 
(1 115 380); and doctors of integrated medicine (7148) . 

b Senior nurses and nurses . 

.. . Data not available. 

Academic reforms in the training of health personnel have taken place more 

slowly than wider health care reforms in Australia, Japan and New Zealand. 
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Although Australia has provided leadership to the Region with the innovative 
programmes at institutions like Newcastle University and the Regional Training 

Centre in Sydney, the health professional programmes in most institutions have 

remained academically oriented. Japan and New Zealand have only recently 
begun initiating changes in health professional education. 

With their advanced training capabilities, Australia, Japan and New Zealand 
provide training for a very large number of WHO fellows from the Western 
Pacific as well as other regions. In addition, fellows from these countries also 
r~c~iv~ WHO :iupport for :itudi~'> in fi~ld'> that arl" rl"llltP.rl tn WHn'., tPr.hnir.l'll 

functions (e.g. public health and international standards and regulations). 

4. 2 Industrializing countries and areas 

For the purposes of this analysis, the countries and area in this grouping are 
Hong Kong, Malaysia, the Republic of Korea and Singapore. To a certain 

degree, the Philippines may also be included. The health statistics and disease 
profiles of these countries and area- apart from the Philippines- are at, or near, 

industrialized-country levels. In the Philippines, although certain areas of the 

country have reached these levels, this is not the case on a national basis. With 
continued economic development in that country, however, statistics should be 

at the same level as the other countries and area in this grouping in a few years. 
Health financing issues in ·this grouping are not yet as important as in the 

industrialized countries, except for the Republic of Korea. As its entry to 

membership of the Organisation for Economic Co-operation and Development 
in December 1996 implies, this country has in some ways the closest industrial 
profile in this grouping to the three industrialized countries above. However, 

there are signs that unless reforms are initiated in this field, high costs and 
changing demographic and health profiles are likely soon to adversely affect the 

systems currently in place. 

All the countries and the area in this grouping have academic and training 

institutions capable of producing all types of health personnel required in their 

health systems, up to most specialty levels. Almost all of these institutions also 
receive fellowship trainees from developing countries in the Region. 

Hong Kong, Malaysia and Singapore have health systems that are patterned 
after the British model, with certification of health practitioners through systems 
of professional councils or similar schemes. The Philippines and the Republic 
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of Korea follow the American medical system, using qualifying examinations 

for basic licensure and board certification schemes for medical specialties and 

other health professionals. 

The promotion of the new community-oriented, problem-solving approaches to 
health professionals offers the greatest scope for effective health care in those 

countries with the financial resources to implement them. Although not all 

academic facilities have completely adopted the new programmes (as has been 
done by the relatively new University of Science in Malaysia and the University 

of the Philippines School of Health Sciences), they have stimulated currkulum 
revisions in the older institutions. 

4. 3 Countries in economic and political transition 

This grouping of countries (Cambodia, China, the Lao People's Democratic 

Republic, Mongolia and VietNam) shows a wide disparity of socioeconomic 

development and health status. China, Mongolia and VietNam have health 
statistics in the mid-range of health development with birth rates, and infant and 

maternal mortality at, or close to, health-for-all targets, but significantly higher 
than those of industrialized countries. Cambodia and the Lao People's 

Democratic Republic have the lowest levels of health development in terms of 
conventional health indicators. 

Despite such variations, these countries share a history of central planning and 
administration with highly socialized systems of health care delivery. The 

health workforce of these countries includes university-educated professionals, 

products of middle-level training schools, and community-based health workers 

with minimal formal training. 

In China, Mongolia and VietNam, the community-level health cadre (the 
"barefoot doctors" of China) used to carry out basic village-level public health 

programmes. These were the precursors of basic health services and primary 
health care approaches to health for all. The relatively good health statistics of 
these three countries are explained by the coverage provided under these 

approaches. The well-developed system of support from the formally trained 

segment of the workforce, an element missing in Cambodia and the Lao 

People's Democratic Republic, is also a factor in this. Clearly, too, the late 
resolution of more than two decades of conflict in Cambodia created a very poor 
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The brain drain 

Hong Kong, Malaysia, the Republic of Korea, Singapore and many Pacific 

island countries have at some time experienced "brain drain" problems in the 

health sector. The outmigration to other countries of health professionals 
(especially physicians and nurses) is largely because they can secure better 

financial remuneration in other countries. There are some benefits to the 
sending countries concerned. For countries like the Philippines, highly paid 
health professionals abroad are a major source of foreip;n exchange. 

However, the remittances do not make up for the financial investment by the 

government in the education of such health staff. More important, such 
outmigration leaves the sending country short of qualified health personnel. 

However, when economies improve, as has been seen in Malaysia and the 
Republic of Korea most recently, a reversal of migration patterns occurs and 
the returning highly trained health professionals can contribute to 
technological improvements in the quality of health care. 

Perhaps a more serious concern for some of these and other countries, 
especially the geographically larger ones, is the internal maldistribution of 

health personnel, both in terms of geography and specialization. Rural 

populations are disadvantaged by the preferences of the most highly trained 

staff to live and work in urban settings. Health promotion, disease 
prevention and other community-oriented services suffer from the fact that 
staff providing individual, specialized biomedical services are usually better 

paid. 

health situation, which has shown signs of improvement in only the last two or 
three years. 

The shift from centrally planned to market-driven economic systems in all these 
five countries has very significant effects on the health sector. The curative, 

individual-focused care interventions favoured by market-driven systems may 
have some short-term effects on certain health status indicators, as countries 

reorient their policies away from the preventive and promotive public health 
approaches. For example, in Mongolia there was a dramatic rise in maternal 

mortality from the 1984-1989 average of 140 per 100.000 deliveries to 241 in 
1993 and 220 in 1994. This may be attributable to the closure of some lying-in 

facilities. The full impact on the quality, distribution and management of the 
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health workforce in these countries cannot yet be determined. It is evident, 

though, that in almost all of these countries the very low salaries of public 

health staff have prompted many to engage in private practice - inside and 

outside the health service - or even shift to the private sector medical practice 

entirely. 

4. 4 Pacific island countrie/ 

All Pacific island countries, apart from Papua New Guinea, have achieved the 

health-for-all targets for standard vital statistics, though most have yet to reach 

industrialized-country levels of health indicators. Because of their geographical 

isolation, small populations and low levels of socioeconomic development, none 

of them can maintain the types and numbers of academic institutions to provide 

the whole range of health personnel needed by each country. Consequently, the 

planning, production and management of human resources for health in these 

countries cannot follow models or patterns of larger and more developed 

countries. To remedy this, during the last decade, with the support of WHO's 

human resources for health programme, health workforce planning capabilities 

have been put in place in almost all of these countries. To encourage optimal 

sharing of training resources, linkages were set up among the different 

institutions and academic programmes for health personnel. For instance, 

recent meetings in these countries have focused on the development of 

postgraduate medical training. Such training will be implemented jointly by the 

participating countries, wherever possible using their own health facilities and 

employing distance-learning techniques. 

To date, almost all countries are still dependent on expatriate health 

professionals for higher levels of health and medical care. While progress has 

been made in developing training at all levels, several Pacific island countries 

have been particularly successful in the training, deployment and use of middle

and community-level personnel for isolated communities. These types of 

personnel include medical assistants, health extension officers, nurse 

practitioners and public health nurses. The multi-tiered MBBS course in Fiji is 

an example of efforts to enable middle- and community-level personnel to avoid 

the multiplicity of specializations that are prohibitively expensive in island 

situations. 

1 This excludes islands in the grouping Countries and areas in particular situations 
under section 4.5 . 
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4. 5 Countries and areas in particular situations 

For the purposes of this analysis, several countries and areas do not fit into any 

of the above groupings. They have health situations close to those of 
industrialized countries, i.e. low infant and maternal mortality rates and long life 

expectancy. However, for reasons peculiar to each one, their ability to produce 

and deploy their local health workforce is quite limited, and they depend heavily 

on expatriate health staff at most levels. 

In Brunei, the Government hail a policy of offering ~econdary and tertiary 
training outside the country, while national middle-level training is available. 
WHO has collaborated with the Ministry of Health to upgrade the primary 
health care capabilities of its public health nursing personnel. Macao has 

traditionally maintained a hospital-based approach based on the Portuguese 

model, though it has recently initiated a programme to meet its requirements for 

health personnel from academic institutions in nearby Fushan, China, in 
preparation for the transfer of sovereignty in 1999. The territories administered 

by France (French Polynesia, New Caledonia, Wallis and Futuna) and the 

United States (American Samoa, Guam and the Northern Mariana Islands) rely 
largely on metropolitan facilities for developing their human resources in 
health. 

5. Achievements and directions 

5.1 Achievements 

Throughout the Region, countries and areas have developed the capabilities and 
established the mechanisms for health workforce planning. These have 

promoted a better understanding of the existing gaps between available human 
resources and service needs. In tum, such understanding has encouraged closer 
coordination between service agencies and training institutions to ensure greater 

relevance of academic programmes to the needs of individuals and 

communities. As a result, new educational methodologies, orientation to 

community needs, and a greater emphasis on psychosocial disciplines have been 
adopted in most countries. WHO's programme for the development of human 

resources for health has contributed to this improved coordination between the 
various institutions, agencies and organizations involved in the planning, 
production and management of health workers in the Region. 
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5.2 Directions 

Socioeconomic developments 

For many countries and areas of the Region, there has been dramatic 
socioeconomic change over the last 30 years or so. This has thrown up a range 

of problems that, although primarily societal in nature, have a significant health 
impact. 

lndustnahzatwn, urbamzatJon and the growth ot megacities present chaHenges 

similar to those that the industrialized countries had to face up to a century ago. 

Although it is difficult sometimes to identify cause and effect, as a range of 

factors are acting on each other, industrialization has led to urban migration and, 
often, movement of the poorer elements into slum areas of cities. These areas 

present some of the most tormidable health challenges m terms ot water and 
sanitation, and preventing outbreaks of infectious diseases. New issues, such as 
lack of exercise and changing diet, will also have to be tackled. 

Another social change in the move by migrants to cities from a more 

conservative way of life in the countryside is the weakening of family and 

community bonds. This means that the elderly, who were once nearly always 

assured of family support in old age, are increasingly dependent on the state for 

such support. This applies both to the elderly who are left behind in the 
countryside, and to those who make the move to the cities. 

The Region has many countries with young populations, although many of its 

countries are also set to age rapidly. An ageing population leads to rising cases 
of degenerative diseases, and frequently expensive, high technology health care 

as more elderly people lose the support traditionally offered by their families or 

community. Indeed, the ageing of the population is a latent problem whose 
ramifications have scarcely been touched upon, especially in health terms: the 

current health curriculum in most countries does not adequately deal with 

training for those who can offer care to the elderly. 

WHO strategy 

It is clear that the dramatic changes that have affected societies in the Region 
over the last generation are likely to continue. It is equally clear that the health 

infrastructure of the future must be prepared to meet the changing needs and 

111 



The Work of WHO in the Western Pacific Region, 1996-1997 

112 

evolving challenges to health. As the most important component of a strong 

health infrastructure, the development of appropriate and well-motivated human 

resources for health must retain the highest priority in any future programme for 
health development at all levels. 

WHO's programme for the development of human resources for health focuses 

on the following objectives, on the basis of supporting countries' and areas' 
New horizons in health development strategies: 

• promoting policies and progr:ammes that strengthen managerial and 

leadership capabilities of health workforce personnel in all health settings; 

• emphasizing health promotion and protection as the basic approaches to 
health in the next century, in addition to the traditional biomedical skills; 

• encouraging countries to implement new methods for developing, 
motivating, supporting and retaining a health workforce that is relevant to 

the needs of the Region. 

These are the overarching strategies that have been put forward by WHO and 
that countries are being encouraged to follow. Within these general strategies, 

and in part in response to them, one possible future of the health system rs 

outlined in the following pages. 

Health system 

Looking at all the above changes in a narrower focus, it would seem that the 
health workforce of the future will have to be prepared to meet a greater number 

of behaviourally determined health problems, the health impacts of continuing 

environmental degradation, and emerging and re-emerging infectious diseases. 
Generally, health workers will need to identify themselves as part of the 
community they serve, working with people, rather than simply tackling 
disease. This will allow them to identify the ills of the community - and help 

prevent them - and generate trust and support in their actions. In this way, such 

health workers will become to be seen as part of any community, rather than a 

distant dispenser of medicine and advice in a faceless, and patient-unfriendly, 

hospital. They will also need to have the communication skills to persuade 
people to undertake healthy physical activities, eat healthy foods, and learn how 

to handle stress where possible. 
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Just as community health workers must learn skills beyond the narrow confines 
of traditional, curative medicine, so must intermediate and higher level 
professionals work in a more integrated manner with professionals from other 

fields, such as town planners. This will allow them to have a greater impact in 

implementing health protection programmes that will reduce or counteract the 

adverse effects of unhealthy physical environments. Governments themselves 

need to ensure that they have qualified senior medical advisers for many 

planning matters, to ensure policies that promote health and appropriate 

socioeconomic action. 

Biomedical expertise will have to be maintained and strengthened to a level that 
can provide high quality care for complex disabilities resulting from 
degenerative diseases, and that can respond to a continuously changing mix of 

infectious biological threats to health. This will mean that training must be 

continually updated to o03uro that hoalth \Vorkor!J aro kopt informod of tho 

changes in technology. The application of less high technology techniques will 
also need to be improved, as this area of "low tech" frequently has an impact 
upon a far wider range of people than do the prestigious, curative-led, high 

technology interventions. 

Most programmes for human resources in health have yet to fully realize the 

potential of information and communication technology. For example, the 

postgraduate programmes in the medical specialties that are just beginning in 
the Pacific may overcome the difficulties of distance and limited case-loads 

from small populations through extensive and creative use of telemedicine and 

teleconferencing technologies. Training will be required in the numerous 
applications of modem communications and technology that are currently being 
developed. They include the use of the Internet to transmit digitized images 

such as ultrasound from one location to any part of the world for remote 

diagnosis and expert opinions; and the construction of repositories of health 

information. Both these elements will allow distant health workers access to 
expert advice and information. 

The gap between health service needs and academic requirements of 
institutions, though narrower than it used to be, remains the major human 

resources challenge. Many countries now have the required development 
capabilities for human resources in terms of quantity. However, many of them
particularly the least developed ones- have serious problems in terms of quality. 
Therefore, it is probable that conventional biomedical science and technology 
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will continue to be needed in the health systems of almost all countries and 

areas in the Region. 

The increasing concentration of populations in urban areas will require new 
systems for the delivery of health services, with direct links between 
technologically sophisticated centres and peripheral facilities. This will require 

central staff to maintain a high level of understanding and appreciation of 
primary health care to ensure appropriateness of the means employed in 

resolving the health problems of communities and individuals. At the same 

timil, pi!riphi!rul Gtaff will nilild to bi! adilquatilly traini!d in thil application of 

increasingly complex technology for delivering high quality health care. 

However, it must not be forgotten that in the midst of unparalleled technological 
advances, some of the simplest techniques - and preventive measures - are not 
available or known in all parts of the Region. Any country's human resources 

development plan cannot afford to ignore or misallocate resources from primary 
health care activities to bolster high profile, prestige projects. As is evident 
from the WHO strategy outlined above, human resources strategy for the future 

is based on this premise. 

Composition of the health worliforce 

Despite continued attempts to maintain a primary health care approach, it seems 
likely that the health workforce of the future will further diverge into two areas 
of expertise: qualified primary health care professionals in the community, and 
academically qualified and professionally trained doctors, nurses, dentists, 

technicians and health managers at sophisticated institutions. The challenge for 

the health system will be to maintain a strong linkage between the two, to 

ensure that each can offer support to the other in the overall aim of improved 

health care. 

Generally, it is likely that all health workers will require advanced skills, to 

some degree at least, in the use of information and communication technologies. 
These will play an increasingly important role in both individual and 

community health care. 

It is also likely that the benefits derived from high-technology interventions will 

become, from a public health standpoint, increasingly expensive and cost 
ineffective for society as a whole. There will therefore be a need to enhance the 
sociocultural skills of the health workforce, especially in terms of their ability to 
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transfer knowledge and skills both to other workers, and to patients and other 
recipients of services. Thus, research and training at tertiary academic 

institutions are likely to increase the scope of behavioural interventions. 

Primary care skills will need to be common to all health professionals at any 
level in order to provide full technical support for all services at the periphery. 

Improved communications, including the use of telemedicine, will change the 

mix of skills required at community-level facilities. 

Management and organization of the health worliforce 

As health communication technologies and the skills to manage them are 
developed, as far as curative services are concerned the need for intermediate
level facilities, systems and personnel is expected to diminish. Thus, fewer 

highly sophisticated institutions combining the skills and capabilities now 

characterized as tertiary and secondary will be linked directly to peripheral 
primary facilities. In tum, the peripheral facilities may well be able to deliver 

high quality care, even for complicated conditions, to communities and possibly 
individual homes. Interlinked, highly developed information systems should 
allow separate facilities effectively to monitor quality of care in terms of 
processes and outcomes as well as "customer satisfaction". However, with 
regard to preventive services, a strong intermediate stratum of health personnel 

will be required, at district and provincial levels. In addition, all levels of the 

health system will need to be able to offer rehabilitative services, as well as 
services for the elderly and the chronically sick. 

Education and training of health professionals in the future 

Regionwide, the levels of education of the general population are expected to 
increase to the point that students entering all basic programmes in the health 
professions will have at least middle-school academic qualifications. The new 

educational approaches involving problem-based learning, combined with the 

new information and communication systems, will probably be used by all 

academic and training institutions to ensure that levels of science education are 

always at par with the service competencies and skills expected of the 
individual health worker. 

It is highly likely that the health systems of the future will provide communities 
and individuals with more sophisticated tools for dealing with their health 
problems. However, these tools will only be as good as the people using them. 
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For this reason, the continued development of human resources for health 
remains a priority. 

6. Conclusion 

The last quarter century has seen profound changes in many fields of human 
activity in just about every country and area in the Western Pacific Region. The 
health status of most of the population has improved, but economic, political 
and environmental challenges have arisen that may erode some of these 
improvements for certain segments of society, unless governments take the 
necessary steps. As has been discussed above, in the field of health these steps 
will include ensuring that, whatever their narrow specialization, health workers 
are able to work with other professionals, thereby shifting the emphasis from the 
medical profession curing disease, to the individual taking preventive steps to 
ensure his or her own health. 
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Annex to Part 2 

Fellowships 

During 1978-1997, fellowships continued to play a major role in the programme 

for the development of human resources for health. For countries whose 

population size and geographical situation cannot support a full range of 
training institutions, overseas fellowships for basic training of health personnel 
wflrfl nP.r.P.ss;:~ry Thns, P.spP.r.i;:~lly fnr thfl sm;:~ll P;:~r.itir. isl;:~nrl r.mmtriP.s, 

fellowships supported the basic training of doctors, nurses, dentists and other 

health workers. Those countries whose academic institutions provided basic 
training supplemented these resources by overseas training in the specialties. 
Short fellowships (less than six months) and study tours (less than one month) 
were provided to supplement in-service training and to promote exchange of 

information and experience among senior health officials of the Region. 

Annex Table 12 shows that the number of fellowships awarded for each 

biennium since 1977 increased slowly from 819 to a peak of 1364 during 1985-
1987. At the start of this period, the Philippines and Malaysia received the 

highest number of awards. Over time, fellowships to these two countries 

declined while those from China, the Lao People's Democratic Republic and 
VietNam overtook them. 

In Annt:x Tablt: 2 it is st:t:n that ovt:r half of tht: plact:s of study havt: 

consistently been within the Western Pacific Region during the past 20 years. 

There are no discernible trends in the distribution of awards by field of study 
and by professional category (Annex Tables 3 and 4). 

Annex Table 5 shows that, except for 1981-1983 when extrabudgetary funds 
accounted for almost 28% of fellowships funding, the regular budget was the 
source of over 80% of fellowships funding in the Region. 

In the implementation of the fellowships programme at country level, efforts 

have been made to ensure that the training of personnel is in line with national 
health service requirements. Thus, as each country's planning capabilities 
improved and health workforce plans became a part of national health plans, 

2 Note that fellowships data have been calculated on a biennial basis to coincide with the 
Regional Director's report. Thus 1977-1979 refers to 1 July 1977 to 30 June 1979. 
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these contributed to the guidelines for the design of fellowships activities, 
including the selection of fellows and their fields of study. Almost all countries 

developed selection committees or similar mechanisms to orient the fellowships 

with the directions of national human resources for health plans. Countries 

were also encouraged to design programmes for the evaluation of the impact of 

fellowships on their respective programmes. An example of a national effort in 

this regard is the development by the Beijing Medical University in China of a 
data bank on all overseas fellowships in the health sector. 

At regional level, a number of activitie~ have been carried out to ~tlpport 

national efforts continually to improve the effectiveness and efficiency of 
WHO's fellowships programme over the years. During the review period, four 

meetings of national fellowships officers were held (1979, 1983, 1988, 1994). 

Representatives of sending countries and institutions met those of receiving 

countries and institutions to resolve administrative and technical problems 
relating to fellowships. Regional fellowships staff from receiving and sending 

WHO regional offices also discussed management issues with national officers. 
In the many recommendations arising from these meetings, a recurrent theme 
was the problem of evaluating the effects or impact of the programme on 

national health development. 

One outcome of these deliberations was the initiation of a biennial Rapid 

Follow-up study on WHO/WPR Fellowships in 1991. The study is a continuing 
monitoring device which tracks the activities of fellows as they return to their 

home countries. The latest study was done in 1996 covering the biennium 

1994-1995 in which responses were received from 28 of 36 countries and areas. 
A summary of the findings ofthis last study is given in Annex Table 6. 
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Annex Table 1. Fellowships by country or area 

Country/ 1977- 1979- 1981- 1983-
area 1979 1981 1983 1985 

American Samoa 5 5 15 7 
Australia 12 10 15 7 
Brunei Darussalam" ... ... ... . .. 
Cambodia 14 - -- -
China 36 160 162 287 
Cook Islands 15 25 26 23 
Fiji 32 35 27 50 
French Polynesia 5 1 3 2 
Guam 21 10 9 12 
Hong Kong 13 14 12 12 
Japan 0-4 ~0 10 0 
Kiribati" 20 - 32 19 
Lao P.D.R. 2 5 29 51 
Macao 1 1 5 9 
Malaysia 100 75 60 88 
Mariana Islands, N." ... . .. ... ... 
Marshall lslandsc ... ... ... . .. 
Micronesia. r .S.0 ... ... . .. ... 
Mongolla0 ... ... ... ... 
New Caledonia - - 1 1 
New Zealand 10 10 5 7 
Niue 8 10 6 7 
Palau0 . .. ... ... . .. 
Papua New Guinea 33 45 79 67 
Philippines 145 90 53 96 
Republic of Korea 87 115 70 119 
Samoa 32 25 23 36 
Singapore 32 25 25 26 
Solomon Islands 34 65 51 69 
Tokelau - - 1 --
Tonga 25 15 20 27 
TTPI" 34 40 49 61 
Tuvalu 9 11 15 9 
Vanuatu 36 25 41 31 
VietNam 24 50 97 98 

Total 819 887 941 1 229 

• Joined WHO in March 1985. No fellowships awarded in 1985. 
b Called Gilbert Islands until1981. 

1985- 1987-
1987 1989 

7 7 
5 6 
- 14 

- -
291 256 

42 26 
36 12 

4 2 
3 7 
8 6 

-- J 
31 27 
62 94 
15 14 

103 57 
. .. 10 
. .. 14 
... 41 
... . .. 
2 1 
8 7 
8 -

. .. 5 
149 46 

58 45 
91 60 
32 28 
33 23 
94 69 
6 3 

30 16 
96 -
17 6 
38 17 
95 157 

1 364 1 081 

c Included under the Trust Territories of the Pacific Islands (TTPI) until 1985. 
d Joined the Region in 1995. 

1989- 1991-
1991 1993 

5 4 
11 7 
11 1 
1 11 

286 225 
23 18 
21 22 
-- 2 

10 12 
12 10 
4 9 

14 19 
108 44 

7 9 
105 31 

3 5 
7 12 

27 44 
... . .. 
-- -
3 2 
- -

17 6 
51 44 
88 71 
81 74 
54 46 
26 9 
63 43 

- 4 
28 21 

- --
2 7 

28 1'8 
226 240 

1 322 1 070 

1993- 1995- Total 
1995 1997 

3 5 63 
7 8 88 
- 3 29 

14 32 72 
209 99 2 011 
29 19 246 
27 45 307 

- - 19 
2 1 87 
2 8 97 
0 0 104 

57 18 237 
20 63 478 
16 12 89 
65 119 803 

4 4 26 
13 22 68 
46 27 185 
. .. 37 ".37 

- - 5 
3 4 59 
3 6 48 

11 17 56 
26 34 574 
60 61 767 
55 61 813 
36 30 342 
23 14 236 
26 31 545 
6 3 23 

26 18 226 

- - 280 
12 10 HR 
25 34 293 

145 76 1 208 
977 929 10 619 

• TTPI comprised the Commonwealth of the Northern Mariana Islands, Marshall Islands, Federated States of Micronesia and Palau . 
... Data not applicable. 
--Nil. 
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Region 

Western Pacific Region 
Western Pacific Region 
and other regions 
Other regions 

Total(%) 

Field of study 

Family health 
Human resources for 
health 
Communicable disease 
prevention and control 
Noncommunicable 
di:oease prevention and 
control 
Prophylactic, diagnostic 
and therapeutic 
substances 
Environmental health 
Health statistics/health 
information 
Health services 
development 
Research promotion and 
development 
Public information and 
education for health 
General health protection 
and promotion 
Protection and promotion 
of health of specific 
population groups 
Protection and promotion 
of mental health 
General programme 
development and 
management 
Primary health care 
Others 

Tota l (%) 

... Data not applicable. 

--Nil. 
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Annex Table 2. Fellowships by place of study 

1977- 1979- 1981- 1983- 1985- 1987- 1989-
1979 1981 1983 1985 1987 1989 1991 
66.18 50.90 58.50 50.10 62.00 55.60 54.31 

4.27 5.00 3.90 4.10 4.90 3.24 5.07 

29.55 44.10 37.60 45.80 33.10 41.16 40.62 
100.00 100.00 100.00 100.00 100.00 100.00 100.00 

Annex Table 3. Fellowships by field of study 

1977- 1979- 1981- 1983- 1985- 1987- 1989-
1\1/!1 1\1111 1\IIIJ 1\lllb 1\1111 1\111\1 1!:1!:11 
11.72 15.8 26.5 - -- -- --
12.70 10.10 - 17.20 21 .82 36.63 33.98 

15.02 15.20 16.70 20.90 19.03 15.82 15.61 

11 .23 8.80 4.40 - - -- --

7.45 4 .50 7.30 17.40 12.30 15 .26 12.79 

13.43 8.80 9.90 8.10 8.49 6.57 4.98 
2.81 2.30 2.30 - - - --

25.64 34.50 32.30 14.30 14.57 4.53 6.47 

... ... 0.60 0.20 0.59 - -

.. ... .. . 2.00 1.24 - 2.31 

... ... .. . 4.30 3.88 4.53 3.72 

... . .. ... 12.90 8.35 7.77 7.66 

... ... . .. 2.70 1.68 - 1.56 

... ... ... ... 0.51 - 1.93 

... ... ... . .. 7.54 5.18 6.69 

... ... . .. ... ... 3.71 2.30 
100.00 100.00 100.00 100.00 100.00 100.00 100.00 

1991- 1993- 1995-
1993 1995 1997 
58.40 55.77 60.92 

5.00 2.38 2.05 

36.60 41.85 37.03 
100.00 100.00 100.00 

1991- 1993- 1995-
1!:1!:1J 1!:1!:1b 'I !:1!:1/ 

- - 7.53 
35.09 40.58 41.57 

15.00 9.42 5.82 

- - 3.81 

12.74 7.92 5.22 

5.85 6.00 8.23 
- - 0.60 

6.51 4.60 18.08 

- - -
0.85 1.82 . .. 

3.96 3.64 . .. 

7.92 15.42 ... 

1.04 0.64 2.30 

6.23 3.21 3.92 

4.43 6.64 ... 
0.38 0.11 2.92 

100.00 100.00 100.00 
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Annex Table 4. Fellowships by profession 

Profession 1977- 1979- 1981- 1983- 1985- 1987- 1989- 1991- 1993- 1995-
1979 1981 1983 1985 1987 1989 1991 1993 1995 1997 

Physicians 34.07 40.00 37.90 26.90 12.37 35.26 36.35 36.12 34.46 32.25 
Nurses 8.18 11 .30 13.70 12.80 12.30 10.10 9 ."85 12.78 13.25 16.59 
Sanitarians 0.86 10.30 4.10 3.80 2.79 1.71 2.42 3.12 4.08 5.10 
Laboratory 4.88 5.90 2.70 5.30 3.59 3.09 3.23 3.82 4.18 4.06 
technicians, 
radiographers 
Dentists, dental 6.84 1.90 1.90 3.20 1.39 1.22 0.97 1.41 2.09 3.13 
assistants 
Hospital 0.12 4.30 4.90 9.00 20.94 1.22 - - 0.20 1.97 
administrators 

Otati~ti.:.ic!U ·~ 1.71 1.:i0 0.40 2.90 1.02 - - - - -
Health educators 1.83 1.50 1.90 1.80 2.27 -- - - - --
Physiotherapists 0.12 - - - - - - - - 0.35 
Others 41.39 23.30 32.50 34.30 43.33 47.40 47.18 42.75 41.74 36.55 

Total (%) 100.00 100.00 100.00 100.00 100.00 100.00 100.00 100.00 100.00 100.00 

--Nil. 

Annex Table 5. Fellowships by source of funds 

Fund source 1977- 1979- 1981- 1983- 1985- 1987- 1989- 1991- 1993- 1995-
1979 1981 1983 1985 1987 1989 1991 1993 1995 1997 

Regu lar budget 92.43 83.60 72.20 80.40 82.65 84.09 87.88 85.09 81 .05 88.89 
UNFPA 2.69 5.30 10.50 5.80 6.15 5.27 4.54 5.28 12.63 5.34 
UNDP 1.71 9.10 14.30 7.70 5.64 4.35 4.01 3.59 0.21 2.10 
Others 3.17 2.00 3.00 6 .10 5.56 6.29 3.57 6.04 6.11 3.67 

Total (%) 100.00 100.00 100.00 100.00 100.00 100.00 100.00 100.00 100.00 100.00 

Annex Table 6. Summary of findings, 1986-1995 

1986-1989 1990-1991 1992-1993 1994-1995 
Number of fellows 2 203 1 178 809 796 

Returned to the country 76.4 80.6 77.8 84.2 
of origin (%) 
Returned to government 72.3 79.5 75.0 83.6 
service(%) 
Returned to the same 64.6 76.1 74.5 81 .4 
institution (%) 
Remained in the same 57.6 79.8 70.5 75.0 
profession (%) 
Remained in the same 67 .0 76.7 74.0 82.2 
field(%) 
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