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PART II 

MONITORING OF PROGRESS IN IMPLEMENTING THE 
STRATEGIES FOR HEALTH FOR ALL BY THE YEAR 2000 

The plan of action for implementing the Regional Strategy for 
Health for All by the Year 2000 was accepted by the Regional 
Committee in its resolution WPR/RC32.R5 in 1981 and provides for a 
Jrogress report to be Jrepared every two years. The Sub-Committee 
of the Regional Committee on the General Programme of Work was 
requested, by resolution WPR/RC32.R4, to review, monitor and 
evaluate the implementation of the strategies. 

At its thirty-third session, the Regional Committee accepted the 
common framework and format for monitoring progress in 
implementing the strategies for health for all by the year 2000. 
Member States were requested to submit their progress reports to the 
Regional Director by March 1983 for eventual incorporation in the 
regional progress report. 

This progress report is now submitted for the consideration of 
the Regional Committee as an annex under Part II of the 
Sub-Committee's report. The report provides information on the basis 
of six questions relating to implementation of the strategies (Section II 
of the common framework) and reports under section 7 on the 
indicators used by countries or areas. As not all the countries or areas 
have submitted progress reports, supplementary information reported 
by governments on other occasions has been included in the analysis in 
order to reflect the real situation in the Region more fully. 

The Regional Committee is requested to review and comment on 
the regional progress report which, if it agrees, will be submitted to I 
the Director-General for eventual inclusion in the global report. _j 
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The Regional Strategy for Health for All by the Year 2000 was adopted by the 
Regional Committee in 1980,1 and in its revised version in 1981.2 In adopting the 
Strategy, the Regional Committee urged Member States to implement, monitor and 
evaluate their national health strategies using the appropriate indicators. A plan of 
action for implementing the Regional Strategy, accepted by the Regional Committee 
in 1981, provides for a progress report every two years. 

At the thirty-third session of the Regional Committee, a common framework and 
format for monitoring progress in implementing the strategies for health for aU by the 
year 2000 was accepted.3 Member States were requested to submit their reports to 
the Regional Director by March 1983 so that they could be analysed and incorporated 
in the regional progress report. As one of its terms of reference, the Sub-Committee 
on the General Programme of Work was to be responsible for undertaking the tasks 
involved in reviewing the progress of implementation of the Regional Strategy. 

The Sub-Committee had before it a draft of the report on the monitoring of 
progress in implementing the regional strategies for health for all, made up of reports 
and other information from Member States on monitoring national strategies. The 
report provides information on the basis of six questions relating to implementation of 
the strategies, and reports on the indicators used. 

The Sub-Committee noted that information in relation to two of its terms of 
reference for 1983 was included in the progress report, namely: 

(1) a review of progress in implementing the recommendations of the study of 
WHO's structures inthe light of its functions (Annex 1, Section 2); 

(2) a review of . the needs of Member States in the Regiqn for external 
resources in support of the Regional Strategy (Annex 1, Sections 3.9 and4.8). 

In reviewing the progress report, the Sub-Committee expressed satisfaction with 
the progress achieved, although the period during which countries had been 
implementing their strategies had been very short. It was noted that 16 countries or 

!Resolution WPR/RC3l.Rl2. Handbook of Resolutions and Decisions of the 
WHO Regional Committee for the Western Pacific, Vol. II, 3rd ed., 1982, page 2. 

2Resolution WPR/RC32.R5. Handbook of Resolutions and Decisions of the 
WHO Regional Committee for the Western Pacific, Vol. II, 3rd ed., 1982, page 3. 

3Resolution WPR/RC33.R8. Report of the WHO Regional Committee for the 
Western Pacific, thirty-third session, 1982, page 25. 
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areas out of the 32 in the Region had submitted reports. It was, therefore, agreed 
that, in order to obtain a more complete picture of the situation in the Region, 
information available at the Regional Office would have to be used to supplement that 
provided by countries. In this context, the Sub-Committee expressed concern that 
only half the countries or areas of the Region had submitted reports and urged the 
national authorities not only to develop or further improve their monitoring systems 
but to endeavour to fulfil the commitments to report made on their behalf in the 
governing bodies of the Organization. 

The Sub-Committee emphasized the importance of the role and use of indicators 
in monitoring the implementation of strategies at national, regional and global levels. 
While recognizing the care with which indicators for initial global and regional 
monitoring had been chosen, it recommended that they should be reviewed in relation 
to their relevance to the regional situation. It also noted that only 15 out of the 32 
countries or areas had included information on indicators in their progress reports but 
that information from other sources had been used. It recognized that the names of 
specific countries had been given for illustrative purposes. 

The Sub-Committee was concerned that the data provided might not be reliable 
or com parable. Certain global and regional indicators were less precisely defined than 
others or the responses could be inconsistent. The Sub-Committee noted that there 
might have been difficulty in providing relevant data for the indicators but it was 
expected that, with experience, the situation would improve. It would also be 
necessary for global and regional indicators to be included in the national health 
information systems to support the monitoring and evaluation of strategies. It was 
proposed that the use of indicators should be encouraged and that they should be used 
in future in monitoring, evaluating and reporting on the implementation of national 
strategies. 

The Sub-Committee recommended that the regional progress report, which is 
attached as Annex 1, should be accepted by the Regional Committee for transmission 
to the Director-General and eventual inclusion in the global report. 
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ANNEX 1 

REPORT ON THE MONITORING OF PROGRESS IN 
IMPLEMENTING THE STRATEGIES FOR HEALTH FOR ALL BY THE YEAR 2000 

1. Are the regional health policies, strategies, plans of action and programme 
directions highly relevant to the attainment of • "health for al111 through health 
systems based on the concept of primary health care? 

1.1 A regional strategy for health for all by the year 2000 was adopted by the WHO 
Regional Committee in 1980.1 Subsequently, the Strategy was revised in the light 
of the Global Strategy for Health for All by the Year 2000 and adopted by the 
Regional Committee in 1981.2 

1.2 The main thrust of the Regional Strategy is the development of a health system 
based on primary health care. This was the subject of an agenda item considered by 
the Regional Committee at its thirty-second session. In this connexion, the Regional 
Committee adopted resolution WPR/RC32.R6, which urged Member States to 
strengthen their promotional activities and health planning mechanisms, and to 
re-orient and develop their health infrastructures in support of rrimary health care. 
This resolution is very significant in that the most important element of the Strategy 
is the development of a health system based on primary health care through which 
effective and efficient programme delivery will take place. 

1.3 The objectives, targets and approaches of the WHO medium-term programmes 
under the Sixth General Programme of Work (1978-1983) were re-oriented towards the 
"health for all" goal, emphasizing the primary health care approach. In formulating 
the medium-term programmes for the period 1984-1989, the regional contributions to 
the Seventh General Programme of Work, which had been examined by the 
Sub-Committee on the General Programme of Work, were taken into consideration. In 
preparing the contributions themsA~lves, the Regional Strategy had been taken into 
consideration. 

1.4- The regional policy has been to give the highest priority to primary health care, 
using this as a major criterion for decision-making in the budgeting process and for 
making proposals for extrabudgetary resources. Furthermore, almost all the WHO 
programmes have been supported by resolutions of the Regional Committee. 

!Resolution WPR/RC31.RJ2. Handbook of Resolutions and Decisions of the 
WHO Regional Committee for the Western Pacific, Vol. II, 3rd ed., 1982, page 2. 

2Resolution WPR/RC32.R5. Handbook of Resolutions and Decisions of the 
WHO Regional Committee for the Western Pacific, Vol. II, 3rd ed., 1982, page 3. 
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1.5 The Sub-Committee of the Regional Committee on the General Programme of 
Work developed the regional plan of action for implementing the Regional Strategy. 
This was accepted by Member States at the thirty-second session of the Regional 
Committee.! The Regional Strategy and the medium-term programmes serve also 
as plans of action. 

2. Are the functions and structures of the Regional Office relevant to the provision 
of adequate support to Member States in the Region and to the Regional 
Committee in carrying out their strategies for "health for all"? 

2.1 The functions and structures of the Regional Office need to be so oriented as to 
allow it, among other things, to intensify its dialogues with countries, promote 
intercountry coordination, ensure technical cooperation between the Organization and 
its Member States, support technical cooperation among Member States, provide the 
necessary information to the Regional Committee and advisory groups, and mobilize 
national expertise for the work of WHO. For these reasons, an organizational study 
was conducted in late 1979, resulting in changes which took effect during the period 
1980-1982. These changes consisted in the realignment of responsibilities, improved 
coordination, promotion of the multidisciplinary approach, better monitoring of WHO 
collaborative activities, improved secretariat support to the Regional Committee 
having regard to its increased involvement in the work of WHO, and above all 
strengthening of WHO collaborative activities at national level. The changes were 
also aimed at facilitating the mobilization of resources and enhancing staff 
capabilities through a staff development programme. 

2.2 Dialogues with countries have been intensified in various ways, such as 
consultations with members of the Sub-Committee on the General Programme of 
Work, visits of the latter to countries, reviews of WHO cooperation at national level 
by WHO teams, multidisciplinary team visits in support of strategy formulation, 
frequent visits to countries by the Regional Director and other WHO staff. Training 
courses in the managerial process for national health development have been held for 
senior national health staff and WHO staff. Through these courses, joint efforts in 
planning, programming, implementation and evaluation have been strengthened. 

2.3 Coordination has been promoted through increased exchanges of information, 
discussions of the Sub-Committee on the General Programme of Work, more intensive 
consultations with countries in preparing programmes of an intercountry nature, and 
regional workshops to review implementation of primary health care. Research has 
bee n coordinated through meetings of the Western Pacific Advisory Committee on 
Medical Research and its sub-committees, border meetings on malaria, a meeting of 
ASEAN Ministers of Health, and meetings of Directors of Health of countries in the 
South Pacific. 

!Resolution WPR/RC33.R8. Report of the WHO Regional Committee for the 
Western Pacific, thirty-third session, 1982, page 24. 
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2.4 In the field of technical cooperation between WHO and its Member States, 
Member States themselves have identified areas of cooperation, supported by WHO 
Programme Coordinators and other WHO staff and consultants, through dialogues, 
visits, country and project reviews and intercountry meetings held to review 
programmes. Support in the formulation of medium-term health plans and "health for 
all" strategies has invariably led to identification of needs, which have subsequently 
been followed up. Moreover, the programming process has been a continuous one, 
whereby countries can request changes in their programmes of cooperation with WHO 
when they feel these are indicated. 

2.5 WHO has served as the stimulator and facilitator of cooperation through such 
direct action as drawing the attention of a possible donor country to another country's 
needs, acting as the executing agency for funds provided by other Member States or 
other organizations, designating WHO Collaborating Centres and promoting their role, 
and facilitating the visits of national health staff to other countries. Furthermore, it 
has provided support for the strengthening of selected institutes in order to enhance 
their capabilities as contributors to technical cooperation. Seminars have been 
organized for exchanges of information. Specific aspects of technical cooperation 
among Member States have been dealt with through the activities of the 
Sub-Committee on Technical Cooperation among Developing Countries. This 
Sub-Committee has been active in promoting the establishment of national focal 
points, identifying constraints on technical cooperation among developing countries, 
and addressing selected issues every year. 

2.6 Provision of the right kind of information and other support to the Regional 
Committee and to advisory groups has been a major concern of the WHO Regional 
Office and WHO country staff. In addition to the secretariat's support to the Regional 
Committee, there is a small secretariat group attached to each of its 
sub-committees. As regards general health and related information, the Regional 
Office maintains and updates the Western Pacific Region Socioeconomic Data Bank. 
The Regional Office also maintains country health information profiles for each 
country or area and updates them periodically. Profiles are kept and updated to 
provide information on specific programmes. 

2.7 National expertise has been mobilized for the work of WHO. More frequent use 
has been made of ad hoc advisory groups (working groups), the members of which are 
drawn from national experts in the Region, while national staff or institutions have 
been engaged to carry out specific tasks. 

3. To what extent have countries in the Region made progress in carrying out their 
strategies for ''health for all"? 

3.1 Reports from countries show that the action undertaken for "health for all" did 
not start in a vacuum. Most governments had already identified their priorities, 
prepared plans and carried out various activities for health development. The 
commitment to "health for aU" has resulted, in the first instance, in acceleration of 
these developments and adjustments to the health system. The analysis of country 
reports and of the situation in each country shows that more action is taking place in 
actual implementation - for example, expansion of the coverage of health care and the 
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retraining of health manpower - than in the development and preparation of planning 
documents. Health planning reflects the reality that health is part of the total 
development process and, in view of the prevailing climate of general economic 
uncertainty, countries have concentrated on medium-term planning, rather than the 
development of long-term objectives and plans of action. "Health for all" efforts have 
stimulated new thinking at IX>licy level and a new attitude towards health, both in the 
health sector and among IX>licy makers.. More emphasis has been given to health 
rromotion and to the active participation of individuals, families and communities in 
assuming responsibility for their health problems. It is through this political action 
and through experience gained in the development of primary health care and the 
supporting health systems that the continuing process for the formulation of national 
policies and strategies will be further facilitated and promoted. Country reports have 
been analysed in terms of relevance of national strategies and progress achieved in 
carrying out the strategies. 

Relevance 

3.2 Existing national health policies are geared to the attainment of "health for aU" 
in almost all countries of the Region. Several, such as China, the Republic of Korea 
and Viet Nam, stipulate in their constitutions that health care should be accessible and 
available to aU citizens, while others have special declarations from the highest 
government level endorsing global "health for all" policies and making a commitment 
to health development within the context of the global and regional strategies for 
health for all by the year 2000 (Guam and Tonga). Existing policies differ in their 
content, the means by which they were formulated, the level of endorsement and when 
they were formulated. However, governments have examined their policies and, in 
their rrogress reports, have highlighted those elements that are relevant to the "health 
for all" goal as a basis for the development of strategies and plans of action. The 
elements of national policies that are common include universal accessibility to 
primary health care (China, the Philippines, and the Republic of Korea), government 
responsibility for the health of the people (Australia, China, the Republic of Korea and 
Viet Nam), community involvement in planning and implementing health care (New 
Zealand, Papua New Guinea, the Philippines, Tonga and Viet Nam), recognition of 
health as an integral part of development and recognition of the importance of 
coordinated intersectoral action for health (Hong Kong, Papua New Guinea and the 
Philippines). In all countries or areas, priority health problems are taken into account 
in the national health policies. 

3.3 On the basis of these policies, governments have proceeded with the 
development of their national strategies and plans of action for "health for aU". Some 
exam pies of long-term plans are "An outline of health development for the coming two 
decades" in China, "Strategy and plan of action for achieving health for all Filipinos by 
the year 2000", and a long-term prospective health plan for the year 2000 as part of 
the national development strategy in the Republic of Korea. However, in most 
countries, national strategies are expressed as parts of their medium-term 
development plans. For this reason, the plans of action in relatiqn to health for all by 
the year 2000 are mostly limited to the medium-term period. The strategies developed 
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focus primarily on the expansion of the health system with primary health care as the 
basis. Ways to develop and implement the primary health care approach, including 
community involvement and intersectoral participation, are their main common 
features. Measures to ensure adequate numbers of. adequately trained manpower are 
another common feature. 

3.4 National health strategies and medium-term health plans form integral parts of 
the national socioeconomic development plans. These plans provide for the 
development of all sectors of society, a more equitable distribution of the benefits of 
development and, in certain cquntries, place particular em~asis on the development 
of the less ,rivileged areas or population grou~, such as the remote rural areas and 
the urban JX>Or, as in Malaysia, Papua New Guinea and the Philippines. In countries 
where such plans exist, the relationship between health and overall development is 
recognizedand full attention has been given to harmonious development. 

3.5 Reviews of their health systems, together with adjustments to reflect the 
essential characteristics of such systems based on primary health care, including the 
necessary health programmes and infrastructures, have been carried out in a number 
of countries. Some countries have not undertaken such reviews or made any 
adjustments, since their health systems are already designed in accordance with 
principles exp-essed at the Alma-Ata Conference and in the global and regional 
strategies. These countries have, however, expressed the need to further develop their 
existing systems. 

Progress 

3.6 The majority of countries or areas of the Region have continuing activities 
related to the formulation and implementation of national strategies and plans of 
action (23 out of 32 according to available information). Formulation of national 
strategies continues in such countries as China and the Republic of Korea. Specific 
national targets have been identified in Papua New Guinea, the Philippines and the 
Republic of Korea. Reviews of the health systems have been undertaken in a number 
of countries such as China, Papua New Guinea, the Philippines, and the Republic of 
Korea. Action has been taken by the ministries of health to ensure wide national 
commitment in Australia, Papua New Guinea, the Philippines and Tonga, among other 
countries, while the establishment or strengthening of the managerial process for 
national health development has been undertaken in China, Kiribati, Papua New 
Guinea and Tonga. Action has also been taken in a number of countries to orient 
research towards pr:-oblems of national priority, as in China, Malaysia, Papua New 
Guinea and the Philippines; mechanisms have been introduced for the monitoring and 
evaluation of national strategies in 16 countries or areas. Intercountry cooperation, 
both in supJX>rt of health system development and in regard to human financial and 
material resources, has been actively pursued. 

3.7 The involvement of the community in health activities has long been a tradition 
in many countries of the Region. This takes the form of participation in 
decision-making through consultation, reJresentation of the public in the governing 
bodies of health institutions, and the participation of members of the community in 
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the implementation of health programmes through the contribution of labour and 
material. Since governments have started on the path of "health for all" through 
primary health care, they have made efforts to intensify community involvement or, in 
those countries where such traditions were not so strong, to develop it; for example, 
the partnership approach in the Philippines and the Saemaul Undong in the Republic: of 
Korea. The encouragement of community involvement has concerned primarily action 
for community organization and the active participation of members of the community 
in the implementation of specific components of health programmes, such as the water 
committees in villages in Tonga, and the activities of women's associations, youth 
associations and workers' unions in the family planning programme in Viet Nam. Such 
approaches to promote and develop community action for health, with activities 
addressing the priority problems of the people as the entry points, are aimed at total 
community involvement and the development of self-reliance in health. 

3.8 To support such developments at community level, governments have given their 
attention to the reorientation and training of existing health workers, particularly 
those at the grassroots level of the health system - nurses, midwives and medical 
assistants. Some countries have given particular attention to the training of 
community health workers and their introduction as a category of health manpower, 
while in countries where community health workers already exist, efforts are being 
made to upgrade their knowledge and broaden the scope of their activities. Health 
education and public information activities have been intensified in some countries, 
particularly fot people with responsibilities in the community, such as teachers, 
ret:resentatives of political organizations, and civic and religious leaders. In some 
countries, the involvement of civic and voluntary organizations in dealing with specific 
health problems has been encouraged, for exam pie the Tuberculosis and Respiratory 
Association in Guam and the National Council for Women in the Philippines. 

3.9 Various national activities have been undertaken to mobilize material and 
financial resources. Although it is difficult to identify action undertaken that is 
common to all countries, probably because governments are still in the process of 
formulating or revising policies, strategies and plans of action, most have reviewed the 
distribution of their health budgets and, in particular, their allocations to primary and 
intermediate levels ·Of health care, rural and urban areas, and specific underserved 
groups. Such budget analyses have been undertaken in New Zealand, Papua New 
Guinea, the Philippines, and the Republic of Korea. In some countries, efforts have 
been initiated to reallocate existing resources. In Papua New Guinea, a major effort 
was made to transfer resources from the centre to the provinces and to curtail the 
building of hospitals in favour of rural health services. At the same time, in most 
developing countries additional resources are being allocated to primary health care. 
Governments have identif~ed activities to attract grants and loans and have taken 
action in that respect. Examples of this are the Asian Development Bank loan to 
Papua New Guinea for the rural health services and the preparations for a World Bank 
project to upgrade the health services in 40 counties in China. In some countries 
studies have been undertaken on alternative ways of financing the health systems, 
while in others steps are being taken to improve efficiency in the use of existing 
resources. Developed countries in the Region continue to provide grants and loans for 
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the solution of priority problems in less developed countries, through bilateral and 
multilateral arrangements. The mobilization of financial resources has been difficult 
because of continuing economic problems, reflecting the global economic recession. In 
many countries, resources available for health per capita show hardly any growth in 
real terms. 

3.10 A number of countries have taken action to improve coordination within the 
health sector, while others have found that coordinating mechanisms are satisfactory 
and that no further effort is needed. In general, in those countries in which health 
care is delivered predominantly by the public sector, more efforts have been made to 
improve coordination, such as the integration of special programmes into the general 
health services, and the strengthening of collaboration between the various levels of 
the health system; for example, reorganization of the health services in Papua New 
Guinea and establishment of the National Health Development Committee in Tonga. 

3.11 Some progress has been made in improving inter sectoral coordination. Many 
countries have intersectoral committees for specific health or health-related problems 
such as nutrition, population, environment, maternal and child health, and community 
or rural development. National health councils and national health development 
networks have been proposed as means to ensure intersectoral coordination; however, 
the establishment of such mechanisms is still in a preparatory stage in such countries 
as Malaysia and the Philippines. While the Republic of Korea has a national health 
council, it still needs to strengthen its national health development network. Existing 
interministerlal committees have been used in some countries to promote certain 
aspects of the strategies. It is particularly at the intermediate and community levels 
that most progress has been made in lntersectoral collaboration to provide support for 
Jrimary health care; for example, health action through viUage development 
committees in Papua New Guinea, barangay councils in the Philippines and the 
Saemaul Undong in the RePJblic of Korea. 

3.12 Awareness and recognition of the need to incorporate health components into 
development Jrojects, both agricultural and industrial, has increased. Some 
development projects may produce side effects that are detrimental to health, and 
steps have been taken by some governments to incorporate he.alth components in such 
projects. The introduction of modern technology has, in certain cases, produced new 
hazards, which have been recognized. Of special interest are the efforts being 
undertaken in many countries to limit the health hazards of rapid urbanization. In the 
Republic of Korea, the Institute of Population and Health has participated, along with 
the other economic and technological institutes, in the development of long-term plans 
for health for all by the year 2000; zoning for industrial development and monitoring 
of the health of the people in areas where large-scale irrigation and hydro-electric 
systems have been built are being carried out in Viet Nam. In the Philippines, special 
attention is being given to the problem of schistosomiasis in relation to the 
construction of irrigation and hydro-electric systems. 
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3.13 Cooperation between countries in the implementation of their strategies has 
been in relation to the training of health manpower, and the exchange of information 
in regard to research and the control of certain diseases. This has been through 
existing organizations such as the Association of South-East Asian Nations (ASEAN) 
and the South Pacific Commission, and through collaboration between neighbouring 
countries or those with common borders. Developed countries have extended 
cooperation to the developing countries on a bilateral or multilateral basis, which has 
been geared more than before towards the general spirit of the ''health for all" 
strategies and primary health care. 

3.14 WHO cooperation in the formulation of strategies has intensified. It was 
provided in the p-eparation and implementation of national strategies to a number of 
developing countries. The Organization's role in providing information on health 
development and technology and in supporting the training of health manpower has 
been recognized. 

4. To what extent has progress been made in carrying out the activities assigned to 
the Regional Committee in the global plan of action? 

4.1 The development of the plan of action for implementing the Regional Strategy 
for Health for AU by the Year 2000 and the review of the global plan of action were 
undertaken by the Sub-Committee on the General Programme of Work in 1981, and its 
recommendations were accepted by the Regional Committee. 

4.2 In reviewing the plan of action, the Regional Committee decided that it would be 
of no advantage for the Western Pacific Region to adopt a regional health charter, 
since the Regional Strategy contained in much greater detail those elements that 
might be incorporated in such a charter. In addition, the Regional Committee felt 
that the Regional Strategy should be promoted not only among political groupings of 
countries in the Region, but among all countries or areas. 

4.3 The regional plan of action assigned a number of tasks to the Regional 
Committee. Those tasks included u(Xfatlng and adapting the Regional Strategy as 
necessary, in the light of the Global Strategy, seeking the commitment of governments 
to the Strategy, and defining targets and indicators to monitor p-ogress. The Regional 
Committee was requested to submit such regional p-oposals for the Seventh General 
Programme of Work and subsequent General Programmes of Work as will support 
national, regional and global strategies and to ensure that the WHO regional biennial 
programme budget conforms to the policies and orientation of the Seventh and 
subsequent General Programmes of Work. Furthermore, the Regional Committee was 
requested to review ways of developing health systems based on primary health care, 
as well as the needs of Member States for international resource support, and to 
promote the Strategy among geopolitical groupings. 

4.4 At its thirty-second session, the Regional Committee u(Xfated and adapted the 
Regional Strategy in the light of the Global Strategy. In particular, it decided to 
incorporate in the Regional Strategy a section on the health system based on p-imary 
health care and the manpower development activities required to support it. At the 
request of the Regional Committee the Idea of social control of the health system was 
introduced into the Strategy. With regard to political support, the Regional 
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Committee emphasized the importance of the role of ministries of health in ensuring 
the promotion of national strategies. It also emphasized the need to highlight the 
relationship between health and general development in order to mobilize the support 
of economic planners. A statement to the effect that countries would strengthen their 
managerial capacities for national health development was included in the Strategy. 

4.5 The Regional Committee requested Member States to formulate, strengthen, and 
revise their strategies for "health for aH", as necessary, and to monitor and evaluate 
them as indicated in the plan of action, using relevant indicators at national level, 
selected from among those proposed in the Regional Strategy. Member States were 
requested to provide progress reports which would include the information necessary 
for monitoring and evaluating the Strategy. I 

4.6 The Regional Strategy takes into account not only geopolitical groupings but also 
the important role of intercountry collaboration as well as collaboration with and 
among intergovernmental organizations, voluntary agencies, and agencies within the 
United Nations system. Two geopolitical groupings are actively providing support in 
promoting and implementing the Strategy: (1) the countries of ASEAN, and (2) the 
countries or areas of the South Pacific. A Meeting of ASEAN Ministers of Health took 
place in Manila in 1980, which resulted in a declaration on collaboration in health, 
pledging to emphasize health as an integral part of socioeconomic development, and on 
primary health care in the overall development strategy. A project on technical 
cooperation in pharmaceuticals among ASEAN countries is in its early stages of 
implementation, and addresses one of the eight essential components of primary health 
care. 

In the South Pacific, as in the rest of the Region, continuing dialogues are 
conducted through WHO. The Organization has conducted several meetings and 
workshops for South Pacific countries or areas and has invited relevant agencies based 
in the South Pacific to such meetings. A network for the managerial process for 
national health development is being developed, in which the University of the South 
Pacific is being involved. Pharmaceutical purchasing schemes are being promoted, and 
WHO has also participated in the Conference of Permanent Heads of Health Services 
of Countries or Areas in the South Pacific, which is held regularly. In the Region 
there are two countries designated by the United Nations as least developed among the 
developing colUltries which are fully commited to the "health for all" strategy, and are 
being given preferential attention. 

4.7 Regional targets have been defined. They constitute an important part of the 
Regional Strategy. The overall societal image by the year 2000 ls described in the 
Regional Strategy, and reflected in nine broad objectives. Each broad objective is 
assigned health status targets and health services targets. 

1 Resolution WPR/RC32.R5. Handbook of Resolutions and Decisions of the 
WHO Regional Committee for the Western Pacific, Vol. II, 3rd ed., 1982, page 3. 
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4.8 At its thirty-second and thirty-third sessions, the Regional Committee reviewed 
the need for international resource support. In reviewing the report of the 
Sub-Committee on the General Programme of Work on the financial needs of the 
strategy and the international flow of resources, the Regional Committee considered 
that resource utilization reviews would be a useful means of providing a dear idea of 
the resources needed by developing Member States to implement their national 
strategies for "health for all". It urged Member States to undertake such reviews and 
requested the Regional Director to support them and to ensure the catalytic role of 
WHO in matching requirements revealed by the country resource utilization reviews 
with the resources to be expected from potential donors. 

A country resource utilization review was carried out in Papua New Guinea in 
A(X"il 1983. A health sector analysis was conducted in the Philippines in 1981 in 
collaboration with the World Bank, the Asian Development Bank, USAID and WHO. 
The needs for external resources are identified during the elaboration of national 
medium-term health plans and in developing activities for specific programme areas. 

4.9 In 1981, members of the Sub-Committee on the General Programme of Work 
addressed the subject of indicators during their country visits and reviewed the list of 
indicators proposed for monitoring the regional and national health strategies. In 1982, 
a working group on indicators for monitoring and evaluation of strategies for health 
for all by the year 2000 was convened in Manila. In the same year, the Sub-Committee 
on the General Programme of Work reviewed the Common Framework and Format for 
Monitoring the Implementation of Strategies for Health for AU. Following this, seven 
regional indicators were approved by the Regional Committee in addition to the 
twelve global indicators. The Regional Committee recognized that further study on 
the applicability of indicators to individual countries needed to be undertaken. 

4.10 At its thirty-third session, the Regional Committee reviewed the p-oposed 
regional (X"Ogram me budget estimates for 1984-1985. It concluded that they reflected 
to an encouraging. degree the commitments made by Member States to the goal of 
"health for all" through (X"itnary health care. This being the first programme budget of 
the Seventh General Programme of Work, the Regional Committee stated that it was 
anticipated that, as Member States began to apply the managerial process for health 
development, the trend towards the re-orientationof Jrogrammes for the achievement 
of "health for all" would continue. The Regional Committee found that the highest 
proportion of the regional regular budget devoted to cooperative activities in the 
countries was allocated to the health manpower programme, followed by disease 
prevention and control, organization of health systems based on primary health care, 
and health system development. The highest percentage of both country and 
intercountry cooperation was being allocated to the health system infrastructure, 
which is consistent with the principles of the Declaration of Alma-Ata. 
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5. To what extent has f!Ogress been made in carrying out additional activities that 
the Regional Committee might have assigned to itself? 

The Regional Committee has assigned to itself several tasks included in the 
regional plan of action, which are reported in the preceding section. The Regional 
Committee has been deeply involved in the formulation, updating, adoption and 
monitoring of the Regional Strategy, through its principal mechanism, the 
Sub-Committee on the General Programme of Work. Important issues for 
consideration by the Regional Committee are studied thoroughly by the 
Sub-Committee. The visits of members of the Sub-Committee to countries for 
discussions with health policy decision-makers have resulted in greater awareness and 
appreciation of the issues being faced by the Organization and its Members. 

6. To what extent has the Regional Office provided the support expected of it? 

6.1 The Regional Office has provided the support expected of it as stated in the plan 
of action for implementing the Regional Strategy. SupJX)rt has been extended to 
governments in formulating~ implementing, monitoring and evaluating national 
strategies. This has consisted in provision of the "Health for All" series of publications 
and other guidelines and technical cooperation provided by WHO Programme 
Coordinators, Country Liaison Officers, field staff and regional advisers. Two 
intercountry teams are IJ"OViding supJX)rt with respect to the managerial process for 
national health development. Further supJX)rt has been provided through 
multidisciplinary team visits and through training at national level on the managerial 
process for national health development, resulting in the production of materials that 
form the basis of national/local health plans. 

6.2 Contacts with the United Nations regional commissions and agencies have 
continued. The WHO Western Pacific Region is represented at regular meetings of 
ESCAP in Bangkok and has participated in intergovernmental meetings on health and 
development as a co-sponsor with ESCAP and UNICEF. It has participated in meetings 
of the Mekong Committee of ESCAP. 

6.3 Contacts with nongovernmental organizations in official relations with WHO 
have been largely through the regional or country representatives, who are regularly 
invited to sessions of the Regional Committee. Relevant nongovernmental 
organizations are invited to send representatives to attend regional meetings, such as 
seminars, working groups or scientific groups, depending on • the subject of the 
meeting. Contacts are also maintained through correspondence and briefings given to 
representatives who visit the Regional Office. Contacts are also maintained with 
national nongovernmental organizations through WHO Programme Coordinators. 

6.4 A review of the regional mechanism for exchange of information has revealed 
the need to accelerate activities for its development. In addition to regular activities, 
such as the compilation of the Western Pacific Region Socioeconomic Data Bank, and 
distribution of country health information profiles, surveillance reports on 
communicable diseases and reJX)rts of WHO meetings, specific information is sent to 
countries on request. 
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A regional biomedical information programme was started in 1981 and is being 
(X.lrsued vigorously. Activities to develop a registry of research (biomedical, health 
service and behavioural) have been initiated. As part of the programme, 
MEDLARS/MEDLINE services are provided on a limited basis initially under a special 
agreement with the Government of Australia. The services continue the arrangements 
made between the United States National Library of Medicine and WHO, which 
commenced in 1979. 

The promotion of relevant research, as well as the development of national 
research programmes, has been undertaken through various activities, including the 
Working Group on National Health Research Management, the Scientific Group on 
Research Needs for Health For All by the Year 2000, the Working Group on Indicators 
for Monitoring and Evaluation of Strategies for Health for All by the Year 2000, the 
Scientific Group on Viral Hepatitis B and its Related Liver Diseases, and the Meeting 
of Principal Investigators of Acute Respiratory Infection Studies. The principal 
regional mechanism is the Western Pacific Advisory Committee on Medical Research 
and its sub-committees. 

Various intercountry and national training activities were conducted for the 
development of health systems. A few selected institutions are being strengthened 
with a view to establishing a cooperative mechanism for training in the development 
of health systems which wiU be linked with a regional network. Training has been 
provided to reorient health staff to primary health care. Modifications of existing 
curricula or new curricula for health staff have been introduced in some countries, 
such as Fiji, the Republic of Korea and Solomon Islands. This has been accomplished 
through the {X'Ovision of consultant services, discussions during the country visits of 
members of the Sub-Committee on the General Programme of Work, meetings of 
Directors of Nursing Schools in the Region, a meeting of Deans of Dental Schools, and 
a meeting of Deans of Schools of Public Health. 

6.5 Information {X'oflles on individuals or groups capable of providing support to the 
Regional Strategy are available. These are kept by WHO Regional Office staff of the 
different programmes and are updated periodically. 

6.6 WHO has supported national authorities in preparing proposals for external 
funding for health. It has been very active in providing technical support in the 
preparation of loan applications to the World Bank and the Asian Development Bank. 
It has supported countries in p-eparing p-oposals to UNFPA, UNICEF and UNDP. 
Similar support has been given in negotiating with donor governments. 

6.7 The Regional Office has mobilized aU its staff in support of the Regional 
Committee in formulating, updating and adapting the 'Regional Strategy. The last 
updating was carried out in 1981. 

6.8 One of the tasks assigned to the Regional Committee has been promotion of the 
Strategy to geopolitical groupings. Contacts have been maintained with ASEAN and 
the South Pacific countries. 
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6.9 Implementation of the regional plan of action is ensured through monitoring by 
the Secretariat, which reports to the Regional Committee through the Sub-Committee 
on the General Programme of Work. 

6. J 0 The proposed regional programme budget estimates for 1984-1985 were prepared 
on the basis of the Regional Strategy. They were then examined by the Regional 
Committee at its thirty-third se~sion. 

6.11 The report on monitoring of progress in implementing the Regional Strategy has 
been p-epared for review by the Sub-Committee on the General Programme of Work. 
It will be presented by the Sub-Committee to the Regional Committee at its present, 
thirty-fourth, session. 

7. Country reports on indicators 

Up to 28 May 1983, sixteen countries or areas had submitted reports on the 
monitoring of .,rogress in implementing the strategles for health for aU by the year 
2000. Information from only fifteen of these is included in this section of the report 
because one country did not report on indicators. Some countries were unable to use 
all the indicators in preparing their reports. Eight of the 15 countries or areas 
reported on all the global indicators and seven on some global indicators. Three 
countries or areas . reported on all the regional indicators, nine on some, while four did 
not report at aU on regional indicators. 

The fact that fewer than half the countries or areas of the Region reported on 
indicators means that the real situation in the Region is not reflected. For that 
reason, information received from governments on other occasions has been included 
in the analysis~ In certain cases where information had been previously reported but 
was not repeated in the progress reports sent in March 1983, it has been included in 
the present analysis. 

7.1 Global indicators 

Global indicator 1 - "Health for all" has received endorsement as policy at the highest 
official level 

Reply from Government 
Yes No 

13 2 

Other sources 
Yes 

6 

No information Total 

1 1 32 

In 19 countries or areas, "health for all" has received endorsement; in two 
countries there has been no endorsement (according to reports); for 11 countries there 
was no information. 

Criteria for this indicator are: prov1s1ons in the Constitution, declaration of 
commitment from the highest government or political level, changes in allocation ·of 
re$OUI"Ces during the past two years in favour of primary health care, and introduction of 
the managerial J:l'ocess for national health development. 
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In their repor~s, three countries (China, the Rep.Jblic of Korea and Viet Nam) 
quoted their Constitutions as containing statements relating to the rights of citizens in 
respect of health, while others quoted endorsement of relevant WHO resolutions, 
statements of heads of state or government (American Samoa and Tonga), and 
statements made by delegates and representatives in WHO governing bodies. 

In countries where the Constitution or similar basic law ~ontains a reference to 
the rights of citizens in respect of health, such provisions had been in existence for a 
number of years. 

Allocation of resources in favour of primary health care and adoption of 
managerial p-ocesses for health development as an expression of policy and 
endorsement·were also reported (China and Papua New Guinea). 

Global indicator 2- Mechanisms for involving people in the implementation of strategies 
have been formed or strengthened, and are actually functioning 

Reply from Government 
Yes No 

13 2 

Other sources 
Yes 

2 

No information Total 

15 32 

Thirteen countries or areas reported on various existing national mechanisms to 
involve people in the implementation of strategies. In addition, two countries had 
previously reported on the development or strengthening of such mechanisms. Two 
countries reported that such mechanisms were not developed. No information was 
available for 1.5 countries or areas. 

Most reports were not confined to the last two year period. Reports described 
existing mechanisms in Australia, Guam, New Zealand and Viet Nam. In Papua New 
Guinea a policy to promote decentralization of aU government functions had been 
implemented, while in the Philippines both administrative measures for decentralization 
and a nationwide movement to involve communitles in primary health care had been 
launched. 
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GlobaUndlcator 3- The percentage of gross national J:COduct spent on health 

Percentage of GNP Reply from Government AU sources 

Less than l 
1.0- 1.9 
2.0- 2.9 
3.0- 3.9 1 1 
4.0 - 4.9 2 2 
5.0- 5.9 
6.0- 6.9 
7.0- 7.9 1 1 
8.0- 8.9 2 2 
9.0 - 9.9 2 2 

10 or more 1 1 

Number of 
countr iesfareas 

with data 9 9 
without data 6 23 

TOTAL 15 32 

RANGE 3.4-10 3.4-l 0 

There were several J:roblems in reporting on this indicator, mainly relating to the 
definition of health expenditure and the lack of data. Some countries had only that 
information on expenditure which was included in the Ministry of Health budget; 
others had estimates for total heaJth expenditure, including the private sector, which 
were not up to date. In some countries, in which several government agencies p-ovide 
resources for health care, ,the individual agencies were. not easily ·identifiable (health 
and social services were accounted together). Some countries used gross national 
p-oduct while others used gross domestic product. The definition of health 
expenditure also varied. Fourteen countries gave a certain value, but replles from 
only 9 were used since data for 5 countries were found to be unsuitable for 
international comparison. This indicates that cost accounting in the health sectors of 
these countries needs to be further developed. The percentage of gross national 
J:roduct spent on health as reported by 9 countries or areas was, for three countries, 
between 3 per cent. and 4.9 per cent. of the gross national product, and for 6 countries 
between 7 per cent. and 1 0 per cent. or more. 
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Global indicator II- The percentage of the national health expenditure devoted to local 
health care 

Percentage of 
national health 
expenditure 

Less than 10 
10.0-19.9 
20.0 - 29.9 
30.0- 39.9 
110.0- 119.9 
50.0- 59.9 
60.0- 69.9 
70 or more 

Number of 
countries/areas 

with data 
without data 

TOTAL 

RANGE 

Reply from Government 

2 
2 
1 
21 
1 
1 

9 
6 

15 

25.3-85 

130-60 per cent. of State or Territory expenditure of Australia 

All sources 

2 
2 
1 
2 
1 
1 

9 
23 
32 

25.3-85 

No single country or area reporting on this indicator could provide a definite 
percentage. All replies were estimates, some but not all being based on illustrative 
tables. The range was from 25.3 per cent. in Tonga to 85 per cent. in Tokelau (if 
Tokelau is excluded, the range would be up to 62 per cent., in Hong Kong). As with 
indicator 3, countries had difficulty in responding to the question, owing to lack of 
specific information. The private sector was not included in most countries. There 
was little indication in the replies that increased efforts had been made to aUocate 
resources to local health care in the last two years, although this contradicted the 
answers provided in other patts of the reports. 



Global indicator 5- Resources are .equitably distributed 

Reply from Government 
Yes No 

8 

Other sources 
Yes 

No information 

20 
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Total 

32 

Eight countries or areas responded positively, four negatively, three did not 
provide an answer. The criteria used by countries varied. This indicator is measured 
by p:r capita expenditure on distribution of health facilities and personnel among rural 
and urban populations, central and p:ripheral areas, etc. Most countries reported on 
distribution of facilities and personnel but not on per capita expenditure. Countries 
reporting that the resources were not equally distributed, however, referred to efforts 
to expand services to rural areas in order to achieve a more equitable distribution, 
such as in Papua New Guinea, the Republic of Korea and Tonga. It should be noted 
that both Hong Kong and Macao reported equitable distribution of health resources to 
the population. 

Global indicator 6- The strategy for "health for all" has been accompanied by explicit 
resource alJpcations and is receiving sustained resource support 
from more affluent countries 

Reply from Government 
Yes No 

3 

Other sources 
Yes 

No information Total 

24 

Three countries, Papua New Guinea, the Republic of Korea and Tonga, provided a 
positive answer to the question; Papua New Guinea referring to the country resource 
utilization review. These and other developing countries reported that external 
resources for health were channelled towards activities which related to priority national 
health problems, and the development of human resources and facilities which were 
consonant with the . primary health care approach. From the reports it can be concluded 
that external resources are not (()rare becoming less) used for the training of specialized 
manpower or for building highly sophisticated facUlties to benefit a predominantly urban 
and more affluent population. · 

lin five countries or areas this indiCator is not applicable (Australia, Brunei, 
Hong Kong, Japan, and New Zealand) 
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Global indicator 7- The proportion of the population for whom primary health care is 
available 

This indicator measures the extent to which certain elements of primary health 
care are accessible to the people, namely: 

safe water 
basic sanitation 
immunization of children 
local health care 
attended deliveries 
maternal care, including health care for children below 
one year of age. 

Information given in relation to this indicator varied; not all reporting countries 
provided information on all indicators. Where available, supplementary information 
has been taken from the WHO Western Pacific Region data bank. 

Information on access to safe water was provided by 11 countries or areas, of 
which 8 reported 7 5 per cent. of the .population and over as having access; the range 
was from 10 per cent. to 100 per cent. (Tuvalu). 

Data on the availability of sanitary facilities related to 10 out of 15 countries or 
areas replying to the questionnaire; 7 countries or areas reported 75 per cent. and 
above, the range being 10 per cent. to 99.9 per cent. (Australia, Guam, Hong Kong and 
New Zealand being in the group reporting 9.5 per cent. and over). 

Since the reports on immunization of infants were not complete, supplementary 
information was taken from the WHO Western Pacific Region data bank. It is 
presented for each vaccine separately. Coverage of OPT ranged from 7.5 per cent. to 
100 per cent.; for poliomyelitis, coverage varied between 12 per cent. and 100 per 
cent. For immunization against tuberculosis, most countries reported above 60 per 
cent. coverage. Immunization against measles was reported by only five countries 
with a maximum coverage of 40 per cent; this immunization is new in most countries 
or has not yet been introduced. 

Information on the percentage of population having access to local health care 
was given by 10 countries. It was 7 5 per cent. and above for 9 countries, while 10 per 
cent. was reported by one country. 

Only 7 countries or areas reported on the percentage of women receiving care 
from trained personnel during pregnancy and at child birth. The values ranged from 80 
per cent. to 100 per cent. (Australia, Guam, Hong Kong and Tuvalu reported a range of 
98 per cent. to 100 per cent.). 

The proportion of children below the age of one year having health care from 
trained personnel was reported by three countries. 
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Global indicator 7.1 -The proportion of the population for whom Sl;lfe drinking water 
is available in the home or within 15 minutes walking distance 

Percentage of population 

Less than 25 
25-49 
50-74 
75- 100 

Number of 
courtti'lesfareas 

with data 
without data 

TOTAL 

RANGE 

Reply from Government 

1 
1 
1 
8 

11 
4 

15 

10-100 

AU sources 

1 
1 
1 
8 

11 
21 
32 

10-100 

Global indicator 7.2 .. The proporti~n of the population for whom adequate facilities for 
hygienic waste disposal are available in the home or immediate 
vicinity 

Percentage of po J)'Jlatlon 

Less than 25 
25-49 
50-74 
75- 100 

Number of 
countr iesfareas 

with data 
without data 

TOTAL 

RANGE 

Reply from Government 

1 
2 

7 

10 
5 
15 

10-100 

AU sources 

1 
2 

7 

10 
22 

10-100 
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Global indicator 7 .3(a) - The proportion of infants under one year of age who have been 
fully immunized against tuberculosis (one dose) 

Percentage of children Reply from Government All sources 
under one year of. age 

Less than 20 1 
20-39 1 
40-59 2 
60-79 1 4 
80 or more 2 10 

Number of 
countries/ areas 

with data 3 18 
without data 12 14 

TOTAL 15 32 

RANGE 78-100 3.7-100 

Global indicator 7 .3(b) - The pro p.Jrtion of infants under one year of age who have been 
fully immunized against DPT (three doses) 

Percentage of children Reply from Government All sources 
under one year of age 

Lessthan20 1 
20-39 5 
40-59 3 
60-79 2 5 
80 or more 1 3 

Number of 
countries/areas 

with data 4 17 
without data 11 15 

TOTAL 15 32 

RANGE 30-80 7.5-100 
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Global indicator 7.3(c)- The (X'oportion of infants under one year of age who have been 
fully immunized against poliomyelitis (three doses) 

Percentage of children Reply from Government All sources 
under one year of age 

Less than 20 1 
20-39 3 
40-59 2 7 
60-79 1 3 
80 or more 1 3 

Number of 
countries/areas 

with data 4 17 
without data 11 15 

TOTAL 15 32 

RANGE 40.2-90 12.7-100 

Global indicator 7.3(d)- The Jroportion of infants under one year of age who have been 
immunized against measles (one dose) 

Percentage of children Reply from Government All sources 
under one year of age 

Less than 20 4 
20-39 1 1 
40-59 
60-79 
80 or more 

Number of 
countries/ areas 

with data 1 5 
without data 14 27 

TOTAL !5 32 

RANGE 1-39.4 
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Global indicator 7.4 - The pro!X>rtion of the !X>pulation for whom local health care, 
i.e. first-level contact including the regular supply of at 
least 20 essential drugs, is available within one hour's walk 
or travel 

Percentage of !X> pulation Reply from Government All sources 

Less than 25 1 1 
25-49 
50-74 
75- 100 9 9 

Number of 
countries/areas 

with data 10 10 
without data 5 22 

TOTAL 15 32 

RANGE 10-100 10-100 

Global indicator 7.5- The troportion of women who were attended during 
pregnancy and at childbirth by trained personnel 

Percentage of pregnant Reply from Government All sources 
women 

Less than 25 
25-49 
50-74 
75- 100 7 7 

Number of 
countries/areas 

with data 7 7 
without data 8 25 

TOTAL 15 32 

RANGE 80-100 80-100 
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Global indicator 7.6- The proportion of children cared for up to at least one year 
of age by trained personnel 

Percentage of children Reply from Government All sources 
under one year of age 

Less than 25 
25-49 
50-74 
75- 100 2 2 

Number of 
countries/areas 

with data 3 3 
without data 12 29 

TOTAL 15 32 

RANGE 40-98.6 40-98.6 

Global indicator 8- The nutritional status of children is adequate 

Global indicator 8.1 -The proportion of newborn infants having a birthweight of 
at least 2500g 

Percentage of newborn Reply from Government AU sources 
infants 

Less than 10 
10.0- 19.9 
20.0- 29.9 
30.0- 39.9 
40.0- 49.9 
50..0- 59.9 
6.0.0- 69.9 
70.0- 79.9 1 
80.0- 89.9 4 
90 or more 8 12 

Number of 
countries/areas 

with data 8 17 
without data 7 15 

TOTAL 1.5 32 

RANGE 90.8-99.6 75-99.6 
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Eight countries or areas reported on the proportion of newborn infants with a 
birth weight of at least 2500g. In all these reports the proportion was above 90 per 
cent. (range 90.8 per cent. - 99.6 per cent.: American Samoa, Guam, Hong Kong, New 
Zealand, the Republic of Korea, Tonga, Tuvalu and Viet Nam). Information from 9 
other countries in the WHO Western Pacific Region data bank adds four more 
countries to this category, making a total of 12. Thus of 32 countries or areas, 
information is available for 17; in 12 of these over 90 per cent. of newborn infants 
have a birth weight of 2500g or more. 

Global indicator 8.2- The proportion of children under five years of age having a 
weight for age that corresponds to the reference values given 
in Annex 1 to Development of Indicators for Monitoring Progress 
Towar:-ds Health forAll by the Year 20001 

Percentage of children 
under five years of age 

Less than 10 
10.0- 19.9 
20.0- 29.9 
30.0- 39.9 
40.0 -49.9 
50.0- 59.9 
60.0- 69.9 
70.0- 79.9 
80.0- 89.9 
90 or more 

Number of 
countr iesf areas 

with data 
without data 

TOTAL 

RANGE 

Reply from Government 

1 
2 

3 
12 
15 

86-96.7 

All sources 

1 
2 

3 
29 
32 

86-96.7 

Information on the proportion of children under the age of five years having a 
weight for age corresponding to the reference values given is available for three 
countries within a range of 86 per cent. to 96.7 per cent. 

1 Develo ent of indicators for monitor in o ress towards health for all b the 
year 2000. Geneva, World Health Organization, 1981 "Health for All" Series, No. 4 • 
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Global indicator 9- The infant mortality rate for all identifiable subgroups 

Infant mortality 
per 1000 live 
births 

Less than 10 
I 0.0 - 19.9 
20.0- 29.9 
30.0 - 39.9 
40.0- 49.9 
50.0- 59.9 
60.0- 69.9 
70.0- 79.9 
80.0- 89.9 
90.0- 99.9 

100.0- 149.9 
150.0 - 199.9 
200 or more 

Number of 
countries/areas 

with data 
without data 

TOTAL 

RANGE 

Reply from Government 

1 
5 
1 
3 
1 

1 
1 

13 
2 
15 

9.9-87 

AU sources 

3 
9 
3 
8 
2 
1 
2 
1 
1 

1 
1 

32 

32 

7.4-17 5 

Most of the countries or areas reporting on indicators included this information in 
their reports (13 out of 15). Supplementary information on the infant mortality rate 
was taken from the WHO Western Pacific Region data bank and is complete as it 
includes all countries or areas in the Region. No distinction between the different 
identifiable population subgroups was made (except in Australia). 

In the majority of countries, the infant mortality rate was below 40 per thousand 
(23 countries or areas), while in two countries it was over 100. The range was 7.4-175 
per thousand, with 25 countries or areas below 50 . per thousand (American Samoa, 
Australia, Brunei, China, Cook Islands, Fiji, French Polynesia, Guam, Hong Kong, JaJEn, 
Macao, Malaysia, Nauru, New Caledonia, New Zealand, Niue, the Republic of Korea, 
Samoa, Singapore, Tokelau, Tonga, Trust Territory of the Pacific Islands, Tuvalu, 
Vanuatu and Viet Nam). 
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Global indicator 10- Life expectancy at birth 

Life expectancy 
in years 

Less than 4-0 
4-0.0- 4-9.9 
50.0- 59.9 
60.0- 69.9 
70 or more 

Number of 
countries/areas 

with data 
without data 

TOTAL 

RANGE 

Reply from Government 

4-
51 
3 

12 
3 
15 

50-79 

lFor New Zealand given as greater than 60 
For Papua New Guinea: urban between 60 and 69.9 

rural between 50 and 59.9 

All sources 

1 
6 
13 
7 

27 
5 

32 

4-5-79 

Information on life expectancy at birth was included in most reports (12 out of J 5). 
Supplementary information was taken from the WHO Western Pacific Region data 
bank. Data are available for 27 countries or areas out of 32. In 7 countries, life 
expectancy at birth was below 60 while -in aU others (20), it was above 60. For all 
countries or areas, the range was from 4-5 to 79 years. 



Global indicator 11 - The adult literacy rate for both women and men 

Percentage of adult 
population 

Less than 10 
10.0- 19.9 
20.0- 29.9 
30.0- 39.9 
40.0 - 49.9 
50.0- 59.9 
60.0- 69.9 
70.0- 79.9 
80.0- 89.9 
90 or more 

Number of 
countries/areas 

with data 
without data 

TOTAL 

RANGE 

Reply from Government 

1 
3 
5 

10 
5 

15 

45-100 
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All sources 

3 

2 
3 
6 
8 

23 
9 

32 

13-100 

The adult literacy rate was reported by 10 countries or areas. Information for 13 
more countries or areas was taken from the WHO Western Pacific Region data bank; thus 
information is available for 23 countries or areas. In 19 of these, the rate was over 60 
per cent., while in four it was below 50 per cent. The range was from 13 per cent. to 100 
per cent. 
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Global indicator 12 - The gross national product per head 

GNP per head 
in US dollars 

Less than 1 0 0 
100- 199 
200- 299 
300- 399 
400- 499 
500- 999 

1000- 1999 
2000-2999 
3000- 3999 
4000- 4999 
5000- 5999 
6000- 6999 
7000-7999 
8000- 8999 
9000- 9999 
1 0 000 or more 

Number of 
countr iesfareas 

with data 
without data 

TOTAL 

RANGE 

Reply from Government 

1 
2 
2 
2 

2 

1 
1 

11 
4 
15 

300-9214 

All sources 

1 
1 
3 
4 
6 

3 
1 
1 
1 
1 
2 
I 

25 
7 

32 

290-11890 

Information on the gross national product per capita was provided by 11 
countries or areas. Supplementary information for 14 countries or areas was taken 
from the WHO Western Pacific Region data bank. Information was not available for 7 
countries or areas. Five countries or areas reported a GNP 50r capitabelow US$.500, 
four were in the category US$500-US$1 000, 6 between US$1 0 0 and US$2000,· and 1 0 
US$4000 and above. The range was from US$290 to US$11 890. · The range illustrates 
the wide variation in the status of socioeconomic development between countries or 
areas of the Region. 
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Regional indicator 1 - The percentage of local communities at all levels that have well 
established voluntary and formal community organizations 
committed to continuous primary health care action programmes 

Nine countries or areas reported on the establishment of voluntary and formal 
community organizations. Several reports stated that such organizations had been in 
existence for some time, while most countries did not report in quantitative terms or 
state whether there were difficulties in providing such information. 

Regional indicator 2- The community's contribution in cash or in kind to health and 
health-related action 

Contributions in cash or in kind by communities were reported by 7 countries or 
areas; quantification was difficult, and generally such information did not exist at the 
national level. 

With respect to this indicator as well as to regional indicator 1 above, it is 
concluded that methods for the generation and reporting of information relating to 
community involvement in the implementation of strategies have not yet been 
developed within the national health information systems. 

Regional indicator 3 - The daily per capita calorie availability 

Available 
calories Reply from Government All sources 
per day 

Less than 1500 
1500- 2000 2 4 
2001-2500 2 8 
2501 - 3000 3 9 
More than 3000 2 

Number of 
countries/ areas 

with data 7 23 
without data 8 9 

TOTAL 15 32 

RANGE 1850-2750 1767-3443 
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Seven countries or areas reported on daily per capita calorie availability; 
supplementary information on 16 countries or areas was taken from the WHO Western 
Pacific Region data bank, giving a total of 23 countries or areas. Twelve countries or 
areas were below the 2500 calorie regional target, while 11 were above. 

Regional indicator 4 - The daily per capita protein availability 

Available 
protein per 
day (grams) 

Less than 55 
55-60 
61- 70 
71 - 80 
80 or more 

Number of 
countries/areas 

with data 
without data 

TOTAL 

RANGE 

Reply from Government 

1 
3 
1 

6 
9 
15 

49-98 

AH sources 

8 
2 
5 
5 
3 

23 
9 

32 

t~O.J-109.9 

Information on daily per capita protein availability was provided by 6 countries 
or areas. Supplementary information on 17 countries or areas was taken from the 
WHO Western Pacific Region data bank. In 15 countries or areas, the daily per capita 
protein availability was below the regional target of 70 grams and in 8 it was above. 
The values for all countries or areas ranged from 40.1 to 109.9 grams. 



Regional indicator 5- Maternal mortality 

Maternal deaths 
per 1000 live 
births 

Less than 0.07 
0.07-0.14 
0.14- 0.54 
0.55 - 0.99 
1.00- 1.99 
2.00- 2.99 
3 or more 

Number of 
countries/areas 

with data 
without data 

TOTAL 

RANGE 

Reply from Government 

3 
1 
3 

8 
7 
15 

O.OJ-1.0 
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All sources 

5 
3 
6 
4 
3 
1 

22 
10 
32 

0-2 

Information on maternal mortality was taken from 8 country reports and for 14 
countries or areas from the WHO Western Pacific Region data bank. In 18 countries or 
areas the maternal mortality rate was below one per thousand live births and in four 
countries it was one per thousand and above. In not a single country for which 
information was available did the maternal mortality rate exceed 2.99 per thousand 
live births. 

Regional indicator 6 

The target for the year 2000 is no cases of tuberculosis, measles, dijtltheria, 
pertussis, tetanus or poliomyelltis. For the presentation of data, the incidence rate 
per 100 000 population is used. Very few countries or areas provided data in relation 
to these indicators, although information is available in the WHO Western Pacific 
Region data bank and hence should be available in the countries or areas concerned. 
The tuberculosis incidence rate ranged from 7.4 to 150.2 per 100 000 population; the 
rate for measles from 0.7 to 942.6. The rate for diphtheria varied between 0 and 3.7 
per 100 000, pertussis between 0 and 258, tetanus between 0 and 5 and poliomyelitis 
between 0 and 3.4. 
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Cases of tuberculosis 

Rate per 
100 000 
population 

Less than 10 
10- 49 
50- 99 

100-149 
150 or more 

Number of 
countries/areas 

with data 
without data 

TOTAL 

RANGE 

Cases of measles 

Rate per 
100 000 
population 

Less than 100 
100- 299 
300- 499 
500 or more 

Number of 
countries/areas 

with data 
without data 

TOTAL 

RANGE 

Reply from Government All sources 

1 
3 8 
1 7 

3 
2 2 

6 21 
9 11 
15 32 

12-150.2 7.4-150.2 

Reply from Government All sources 

12 
2 
I 
3 

4 18 
11 14 
15 32 

6-37.2 0.7-942.6 



Cases of di(tltheria 

Rate per 
100 000 
population 

0.01 - 0.04 
0.05- 0.09 
0.10- 0.40 
0.50- 0.90 
1.00- 1.90 
2.00- 2.90 
3.00- 3.90 

Number of 
countries/areas 

with data 
without data 

TOTAL 

RANGE 

Cases of ·pertussis 

Rate per 
100 000 
pop.Jlation 

Less than 1 
1.1 - 9.0 

10.0 - 49.9 
50.0- 99.9 

100.0 - 199.9 
200.0 - 299.9 
300 or more 

Number of 
countries/ areas 

with data 
without data 

TOTAL 

RANGE 

Reply from Government 

3 

3 
12 
15 

0-0.02 

Reply from Government 

2 
J 

4 
11 
15 

0-258 
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All sources 

6 
I 
l 

2 
2 

12 
20 
32 

0-3.7 

All sources 

3 
8 
3 
1 

16 
16 
32 

0-258 
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Cases of tetanus 

Rate per 
100 000 
population 

Less than 0.1 
0.1 - 0.9 
1.0 - 1.9 
2.0 - 2.9 
3 or more 

Number of 
countr iesj areas 

with data 
without data 

TOTAL 

RANGE 

Cases of poliomyelitis 

Rate per 
100 000 
population 

Less than 1.00 
1.00 - 1.99 
2.00 - 2.99 
3 or more 

Number of 
countries/areas 

with data 
without data 

TOTAL 

RANGE 

Reply from Government All sources 

1 3 
1 4 
1 2 
1 2 

1 

4 12 
11 20 
15 32 

0-2 0-5 

Reply from Government All sources 

2 8 
1 

2 10 
13 22 
15 32 

0-3.4 



Regional indicator 7- The population growth rate 

Growth rate 
(percentage) 

0 
0.01 - 0.49 
0.50- 0.99 
1.00- 1.49 
1.50- 1.99 
2.00- 2.49 
2.50- 2.99 
3 and above 

Number of 
countries/areas 

with data 
without data 

TOTAL 

RANGE 

Reply from Government 

4 
3 
3 

10 
5 
15 

1.5-2.9 
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AU sources 

4 
7 
8 
4 
3 

26 
6 

32 

1.1-5.7 

Population growth rates were reported by 10 countries or areas. For 16 
countries or areas supplementary information was taken from the WHO Western 
Pacific Region data bank. No country reported a population growth rate below 1 per 
cent. (in the table no differentiation is made between natural increase and total 
increase, which includes migration). The poJX.Jlation growth rate was between 1 per 
cent. and 2.5 per cent. in 19 countries or areas, while in four it was between 2.5 per 
cent. and 3 pet cent. In three countries it exceeded 3 per cent. 
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