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Part I of the Report of the Sub-Committee on the General Programme
of Work presents, for consideration by the Regional Committee: (a) an
explanation of the tasks undertaken by the Sub-Committee in 1981-1982;
and (b) a summary of the reports on country visits made by its members in
March/ April 1982 to review and analyse WHO's collaboration with
countries. The countries visited were New Zealand and Samoa. The
subjects of review were activities related to the International
Drinking-Water Supply and Sanitation Decade (IDWSSD) in continuation of
the preliminary review carried out in 1981, and community participation in
health development.
During its deliberations on the review of IDWSSD activities, the
Sub-Committee noted the interest of the Government of New Zealand in
seeing whether the usefulness of WHO guidelines for drinking-water quality
could be enhanced by Member States developing their own local guidelines.
The Regional Committee is invited to comment on the Sub-Committee's
report on its members' country visits.
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· 1. INTRODUCTION
The Sub-Committee of the Regional Committee on the General Programme of
Work met in Manila from 28 to 30 June 1982 to review and finalize the report on the
country visits made by its members earlier in the year. The Sub-Committee also
reviewed: (1) the progress in implementing, in the Western Pacific Region, the plan of
action for giving effect to resolution WHA33.17, WHO's structures in the light of its
functions, including the role of ministries of health as directing and coordinating
authorities on national health work; (2) the common framework and format for
monitoring and evaluating progress in implementing strategies for health for all by the
year 2000; and (3) the international flow of resources for implementing strategies for
"health for all" and the actionand mechanisms involved at country, regional and global
levels.
The report of the Sub-Committee to the Regional Committee is presented in four
separate parts. Part I contains the findings and recommendations on the country visits
made by its members in relation to the subjects chosen for review in 1982, namely:
(a) activities at country level relating to the International Drinking-Water Supply and
Sanitation Decade, and (b) community participation in health development. Part II
deals with the Sub-Committee's review of progress in implementing in the Region the
plan of action relating to the study of WHO's structures in the light of its functions,
including the role of ministries of health as directing and coordinating authorities on
national health work. Part III deals with the Sub-Committee's deliberations on the
international flow of resources for implementing strate)?;ies for health for all by the
year 2000 and the action and mechanisms involved at country, regional and global
levels. It also contains the Sub-Committee's comments on the role of the Regional
Committee and of WHO at regional level in the mobilization and rationalization of
resources and its recommendation concerning the election of a member of the Health
Resources Group for Primary Health Care from the Region to replace Papua New
Guinea whose term of office expires on 31 December 1982. Part IV contains the
Sub-Committee's comments on a common framework and format for monitoring and
evaluating progress in implementing strategies for health for all by the year 2000.
The following members of the Sub-Committee attended the meeting in June:
AUSTRALIA

Dr B.P. Kean
Medical Officer, International Health
and Tuberculosis Branch
Department of Health
Canberra

MALAYSIA

Dr Tow Siang Yeow
Director, Medical and Health Services
Johore

PAPUA NEW GUINEA

Dr N. Tavil
First Assistant Secretary
of Health Care
Department of Health
Konedobu
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REPUBLIC OF KOREA

Dr Sung Kyu Ahn
Director, Health Planning
and Research Division
Korea Institute for
Population and Health
Seoul

SAMOA

Dr George Schuster
Director-General of Health
Health Department
Apia

SINGAPORE

Dr Ng Yook Kim
Director, Outpatient Services/
Head, Tuberculosis Control Unit
Ministry of Health
Singapore

VIETNAM

Dr Nguyen van Dong
Deputy Director
Department of External Relations
Ministry of Health
Hanoi

China, although a member of the Sub-Committee, was unable to send a
representative to the meeting.
The meeting was formally opened by Dr S. T. Han, Director of Programme
Management, on behalf of the Regional Director. In his introductory statement
Dr Han stressed the important contribution the Sub-Committee had made towards
strengthening the participation of the Regional Committee in the work of the
Organization. He explained the significance of the issues to be discussed by the
Sub-Committee. As in previous years, a preliminary review of these important issues
by the Sub-Committee would contribute greatly to the effectiveness of the
proceedings of the Regional Committee.
Dr Tow was elected Chairman and Dr Kean, Dr Schuster, Dr Tavil and Dr Ahn
Rapporteurs for each of the subjects dealt with by the Sub-Committee.
2. TERMS OF REFERENCE
For 1982, the terms of reference of the Sub-Committee had been the following:
( 1)

to review and analyse the impact of WHO's collaboration with Member States;

(2) to review, monitor and evaluate the implementation of strategies for health
for 1111 by the year2000;
(3) to review progress in implementing the recommendations of the study of
WHO's structures in the light of its functions, in accordance with the established plan
of action.
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3.

REVIEW AND ANALYSIS OF WHO'S COLLABORATION WITH
COUNTRIES: REPORT ON THE COUNTRY VISITS TO SAMOA
AND NEW ZEALAND
(22 MARCH-2 APRIL 1982)

3.1 Subjects for review
Within the framework of its review and analysis of WHO's collaboration with
Member States, the Sub-Committee had as its subjects for review the following:
(a)

activities at country level relating to the International Drinking-Water Supply
and Sanitation Decade (continuation of the preliminary review carried out in
1981);

(b)

community participation in health development.

3.2 Country visits
Countries visited by the Sub-Committee for the purpose of the review were
New Zealand and Samoa.
The following members of the Sub-Committee participated in the country visits:
AUSTRALIA

Dr B.P. Kean
Medical Officer, International Health
and Tuberculosis Branch
Department of Health
Canberra

CHINA

Dr Liu Xirong
Chief, International
Organizations Division
Bureau of Foreign Affairs
Ministry of Public Health
Beijing

MALAYSIA

Dr Tow Siang Yeow
Director, Medical and
Health Services
Johore

PAPUA NEW GUINEA

Dr Allan Tarutia
Secretary for Health
Konedobu

REPUBLIC OF KOREA

Dr Sung K yu Ahn
Director, Health Planning
and Research Division
Korea Institute for
Population and Health
Seoul

SAMOA

Dr George Schuster
Director-General of Health
Health Department
Apia
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SINGAPORE

Dr Ng Yook Kim
Director, Outpatient Services/
Head, Tuberculosis Control Unit
Ministry of Health
Singapore

VIETNAM

Dr Nguyen van Dong
Deputy Director
'Department of External Relations
Ministry of Health
Hanoi

The members had discussions with national authorities in the countries visited,
availing themselves of the questionnaires and checklists prepared by the Secretariat to
facilitate the gathering of information.
The findings of the Sub-Committee are given in Annexes 1 and 2.
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ANNEX l
ACTIVITIES AT COUNTRY LEVEL RELATING TO THE
INTERNATIONAL DRINKING WATER SUPPLY AND SANITATION DECADE
Visits were made by members of the Sub-Committee of the Regional Committee
on the General Programme of Work to New :Zealand and Samoa in order to obtain
information on the International Drinking-Water Supply and Sanitation Decade.
Reports on these country visits are summarized in the following paragraphs.
New Zealand
The provision of water supply and sanitation services in New Zealand was reported .
to be high (80%). A breakdown between urban and rural areas was not possible because
the reporting system operates through local authorities (councils) responsible for both
the urban and rural populations.
Local authorities have primary responsibility for the planning of programmes and
for the operation and maintenance of water supply and sanitation services. However,
the Department of Health does have responsibility for. policies and regulatory
activities largely enforced through the provision of a financial subsidy.
While high service levels have been achieved, it is conceded that complete
coverage is not a realistic goal, particularly in the more remote rural areas. Adequate
service for the vast majority of citizens has been attained and sector programmes are
directed mainly towards new developments. National subsidies to local authorities are
an important part of this programme for new facilities. During the period 1980-1982,
about NZ$37 million were contributed as a supplement to local projects. The proposed
expenditure for the period 1982-1983 is NZ$28 million.l
The major focus of the New Zealand Decade programme is on bilateral aid to a
number of South Pacific island communities. This has primarily consisted in the
provision of supplies and equipment and technical experts, construction of facilities
and support of training. Training has been provided at island sites and in
New Zealand. In New Zealand, support has been provided to WHO fellows in the form
of study tours, and training for water supply and sewerage operators at Bulls and
water /food laboratory technicians at Upper Hutt.
Samoa
There is an active Decade programme, which has attracted a high level of
government interest. A Decade working group is coordinating the activities of
national agencies involved in water supply and sanitation, including the Department of
Health, the Department of Agriculture, Apia Observatory, and the Department of
Public Works. Representatives of both UNDP and WHO participate in this working
group.
The present coverage of water and sanitation services in urban and rural areas is
relatively high. However, the quality of drinking water is poor, particularly during the
rainy season, since most water supplies are untreated. Bacterial and turbidity levels
frequently fail to meet acceptable standards. There are plans to consider low-cost
treatment methods for urban drinking-water supplies, so that drinking water standards
can be met. The estimated cost of this project is in excess of US$15 million.

lus$1 = NZ$1.35.
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Since 1979, more than US$3.6 million have been spent on urban and rural water
sup~lies •. The sanitation programme has mainly focused on the provision of water-seal
latnn.es m. the rural areas. The urban area of Apia is served mainly by septic tanks and
leachmg p1ts. A plan for a sewerage system, including a marine outfall, for the urban
area has been proposed. The estimated cost of this project is about US$10 million.
From the above it can be seen that a major constraint on the provision of safe
drinking water and sanitation is funding support for the construction of urban
facilities. Another constraint is the lack of adequate local manpower for the sector.
Where local staff are available, their expertise has to be extended to cover multiple
duties. With UNDP funding, WHO is currently implementing a training course for
assistant health inspectors which will help to meet some of the manpower needs for
this category of field worker.
There is a need for further education in relation to conservation in the use of
water. Currently, water is treated as a free public commodity and exceptionally high
wastage is common. · This wastage must be controlled to conserve the limited water
resources, particularly in areas where supplies are obtained from fragile fresh water
lens in a marine environment.
An important consideration in the provision of safe drinking-wat er is the need for
a sustained education programme on the safe use of possibly contaminated water.
Householders must be constantly motivated to use methods such as boiling,
disinfection, filtering and protection of storage in areas where an adequate safe water
supply has not yet been achieved.
WHO support to Samoa is currently provided by the sanitarian/tu tor responsible
for the training of assistant health inspectors. The intercountry environmenta l health
advisory services team at Suva also extends technical cooperation. In addition, a WHO
consultant is collaborating in the maintenance programme for rural water supplies.
WHO guidelines for drinking-wat er quality
The Sub-Commit tee noted the interest of the Government of New Zealand in
discussing at the current session of the Regional Committee whether Member States
could enhance the usefulness of the WHO Guidelines for Drinking-Wa ter Quality by
developing their own local guidelines/st andards.
The Sub-Commit tee noted the status of preparation of a revision to the WHO
International Standards for Drinking-Wa ter published in 1971,1 consisting of three
volumes. The first volume, Guidelines for Drinking-Wa ter Quality, concerning the
recommende d limits for various water constituents, should be available by the end of
1982, while the two more technical volumes, one a criteria document giving in detail
the health effects data on which the limits are based and the other a manual on
simplified procedure for drinking-wat er quality control, should be ready in 1983.

1World Health Organization .
Geneva, third edition; 1971.

International

Standards

for Drinking-'Wa ter.
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ANNEX 2
COMMUNITY PARTICIPATION IN HEALTH DEVELOPMENT
Preliminary review of activities in two selected countries
relating to community participation in health development
Introduction
Visits were made by members of the Sub-Committee of the Regional Committee
on the General Programme of Work to New Zealand and Samoa in order to review the
health education components of, and community involvement in, health development
activities, particularly in relation to: (a) the current status, nature and extent of
community participation; (b) health education policies, strategies, approaches and
resources for enlisting community support and involvement; and (c) future trends in
the direction of efforts, and the scope of community participation in actions for health.
Observations
In view of the limited time spent by the members of the Sub-Committee in each
country, the review was essentially broad and general in nature. However, a few
trends were clearly discernible, which may be summarized as follows:
(1) With the recognition of the primary health care approach, the importance of
community participation and. community self-reliance in health has acquired added
significance. However, although the need is recognized and emphasized, the precise
scope and nature of community involvement have not yet been fully examined and
defined. Participation ranges from the support extended to the health services by
local community organizations to the active role played by self-help groups in meeting
a wide variety of local needs, including those relating to health. The involvement of
community groups in the decision-making process is generally still. limited, although
there are some striking examples of such participation. In two areas of New Zealand,
for example, the Sub-Committee observed very active community participation in the
establishment of regional health services.

(2) A multisectoral approach to strengthening the community development
process is gradually beginning to emerge. The self-help groups in New Zealand,
although often not organized into a nationwide network to function as pressure groups
and a source for mutual reinforcement, concern themselves with a variety of the
community's social, recreational, developmental and health needs. Although the
activities of the village women's committees in Samoa are mainly in the area of
health, their sphere of interest and involvement is gradually expanding to include other
developmental needs of the community; the organizational ability of such committees
has, for instance, attracted the attention of extension workers engaged in the
promotion of animal husbandry and agriculture.
·
(3) Increasing attention has been given to strengthening health education
activities in both countries. The health education services in New Zealand, which are
supported by a well established national and regional infrastructure, are currently
undergoing a careful review and reorganization. In Samoa, a health education unit has
been established in the Department of Health to plan, support and strengthen health
education activities at community level.

WPR/RC33 /7
Annex 2
page 10

(4) Although a well-define d national health education policy in terms of direction
and strategy has not yet been developed, the currently applied approaches do include
two important dimensions in health education: (a) community organizatio n efforts to
develop local capabilitie s for organized action in support of health and developme ntal
needs; and (b) problem-sp ecific health education related to the promotion of specific
health programme s and behavioura l changes.
(5) Many of the health education activities, as may be expected, are carried out
by the peripheral health workers as part of their daily routine. Technical support and
guidance are provided by health education officers with responsibil ity for planning and
developing health education programme s. In New Zealand, a number of health
education positions exist at national and regional levels. In Samoa, there are two
health education officers.
(6) Profession al and voluntary organizatio ns, such as the National Health
Foundation , the Cancer Society, and Alcoholics Anonymous, are very active in the
field of health education in New Zealand, particularl y in organizing educationa l
campaigns (e.g. anti-smoki ng) through the mass media. In Samoa, the Registered
Nurses Associatio n has displayed great interest in health education at the community
level.
(7) For the preparatio n of health workers in the community approach and
motivation al skills, health education is included in curricula for the basic training of
nurses and sanitation staff. As part of ·continuing education, seminars are also
organized in teamwork, c_ommunity skills, _and health educatio-~Jl·.c.iirs>ne-year diploma
course in health education was formerly offered at Wellingtorf)i ollege, New Zealand,
and a number of health educators in the South Pacific were trai ed there.
(8) Health education forms an integrated part of teaching programme s in
primary and secondary schools in New Zealand. In Samoa, an inter-depa rtmental
committee , involving the ministries of education and health, has recently been
established for this purpose.
(9) Increasing use is being made of the mass media in promoting a healthful
lifestyle. In New Zealand, television, radio and newspaper reporters have started to
take special interest in health reporting; extensive use is also made of printed and
projected materials for health education. In Samoa, on the other hand, mass media
support is largely confined to radio broadcasts , but print media is used to a limited
extent.
(10) Interest in the application of behavioura l research in health and health
education is beginning to emerge. In New Zealand, social scientists are involved in
health systems research in two pllot study areas (one in the Wellington region and the
other at Northland) .
Country reports
The salient features of community · involveme nt and health education in the two
countries visited are briefly described below:
New Zealand: Self-help groups, local committee s and community centres are
active in organizing health and related developme ntal activities. Infrastruct ure for
health education services exists at national and regional level in the Departmen t of
Health. Voluntary and professiona l organizatio ns are also active in health education,
particularl y in organizing educationa l campaigns . In schools, health education is
developed as an integral part of the curricula. There is a growing interest in the
application of behavioura l research to health developme nt.
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Two pilot projects for regional health services schemes have been established by
the Government of New Zealand in the Wellington Region and Northland. Community
participation plays an important role and commu'nity councils have been set up which,
with their considerable range of expertise and local experience, have explored every
facet of the new regionally based and comprehensive health services scheme.
Samoa: A striking feature is the keen interest with which village women's
committees participate in health development activities. The committees are
functional in the health field in practically every village throughout the country.
However, they are involved at the health services delivery level, rather than in
programme development and policy matters. The committees extend cooperation and
support to the district health staff, particularly when the latter visit villages to hold
clinics and group discussions; arrangements for their visits, including providing them
with food, are managed by the committee members. The support of these women's
groups is a very important factor in the provision of health services.
A health education unit has recently been established. The inclusion of health
education in school curricula is under active review. Substantial use is made of the
radio as a medium for health programme promotion.
Future direction
In the context of implementing strategies for health for all by the year 2000
through the primary health care approach, active community involvement in health
development must be emphasized and strengthened.
For this purpose,
transprogrammatic and intersectoral efforts must be directed increasingly towards
developing and strengthening community organizations and self-help groups to enable
local communities to share responsibilities and to actively participate in planning and
organizing health and development programmes. Such an effort would be a major step
forward from passive acceptance to active participation.
While continuing health education is necessary to achieve support for specific
health programmes, it is very important, for its involvement in policy formulation and
planning, that the community should be informed and motivated for health action.
Health education and promotional efforts should be directed towards that goal. Health
education should be strengthened as an integral part of the school curricula and also as
a part of total community development. Furthermore, improvement in the general
education of the community will facilitate the adoption of healthful practiCes.
There is a great need for information on community participation at all stages of
health care to be documented, and for exchanges of such information at national and
regional levels.

