WPRIRC52/2

THE WORK OF WHO
IN THE WESTERN PACIFIC REGION
1 July 2000 - 30 June 2001

Report of the Regional Director to the
Regional Committee for the Western Pacific
Fifty-second session

World Health Organization
Regional Office for the Western Pacific
Manila, Philippines
June2001

WHO(WPRO L:rmt~Y..
Manila. Philippinee

22 AUG 2001

The designations employed and the presentation of the material in this report do not imply the expression
of any opinion whatsoever on the part of the Secretariat of the World Health Organization concerning
the legal status of any country, territory, city or area or of its authorities, or concerning the delimitation
of its frontiers or boundaries.
Where the designation "country or area" appears, it covers countries, territories, cities or areas.
Throughout this volume, the $ sign denotes US dollars unless otherwise stated.

CoNTENTs

page

Introduction

XI

Combating communicable diseases
1. Expanded programme on immunization
Western Pacific Region certified as polio-free
Accelerating measles control
Maternal and neonatal tetanus elimination
Improving immunization safety in the Region
Introducing new vaccines into immunization programmes

2. Malaria, other vectorborne and parasitic diseases
Roll Back Malaria
Dengue
Lymphatic filariasis
Soil-transmitted helminths

3. Stop TB and leprosy elimination
Tuberculosis
Leprosy

3

3
6
8

10
11
15
15
24
27
31

34
34
43

4. Sexually transmitted infections, including HIVI AIDS

48

5. Communicable disease surveillance and response

59

Antimicrobial resistance

67

Building healthy communities and populations
6. Healthy settings and environment
Healthy settings and environment
Safe water and sanitation
Food safety

7. Child and adolescent health and development
Integrated management of childhood illness
Adolescent health and development
Nutrition

75
75
80
85
91
91

97
102

CoNTENTs =======~

page

8.

Reproductive health

114

9.

Noncommunicable diseases, including mental health

123

Mental health
Substance Abuse
Diabetes

123
128
130

10. Tobacco Free Initiative

136

Health sector development

11. Health systems reform
Developing sustainable health systems
Health legislation
Health care financing
Poverty and health
Essential drugs and medicines policies
Traditional medicine
Health research
Health technology
Blood safety

145
145
151
153
159
162
168
172
174
176

12. Human resources development

179

13. Health information and evidence for policy

189

14. Emergency and humanitarian action

194

Reaching Out

15. Information technology
Information technology in and between countries
Information technology within WHO

IIIII

203
203
205

16. External relations

207

17. Public information

212

Administrative Services
18. Administrative services

217

Statistical annex

220

CoNTENTS

page

Figures
2.1 Drug resistance of falciparum malaria in Asian countries of the Region,
1991-2001
2.2 Drug resistance offalciparum malaria in the Pacific, 1991-2001
2.3 Confirmed malaria cases rep01ted in endemic countries in Asia,
1990-1999
2.4 Confirmed malaria cases reported in endemic countries in the Pacific,
1990-1999
7..) Mrtlrtrirt cieaths reported in endemic countries in Asia, 1990-1999
2.6 Malaria deaths reported in endemic countries in the Pacific, 1990-1999
2.7 Dengue fever/dengue haemorrhagic fever in the Region, 1991-1999
2.8 Antigen positivity rates for W bancrofti by country, baseline surveys,
1999-2000
3.1 Distribution of notified tuberculosis cases in the Westem Pacific Region
3.2 Tuberculosis cases notified by gender and age group, new smear-positive
cases, Westem Pacific Region, 1999
3.3 Multidrug resistance among new cases, selected countries and
Chinese provinces
3.4 Multidrug resistance among retreatment cases, selected countries and
Chinese provinces
3.5 DOTS implementation in the Region, 1995-1999
3.6 Tuberculosis prevalence in China 1990 and 2000 (national data)
3.7 Decline in tuberculosis prevalence in areas implementing DOTS and
areas not implementing DOTS in China, 1990-2000
3.8 Total leprosy cases and case detection rate, Western Pacific Region,
1988-1999
3.9 Leprosy prevalence rate after elimination has been reached in five
previously highly endemic countries
4.1 Estimated and projected annual new AIDS cases, 2000 and 2005
4.2 Condom use and HIV prevalence in female workers, Cambodia
5.1 Prevalence of antimicrobial resistance in selected countries of the
Region, 1992-1998
5.2 Trend of antimicrobial resistance in selected countries of the Region, 1998
6.1 Reported cases of salmonellosis in selected countries and areas of the
Westem Pacific Region, 1997-1999
7.1 Status of IMCI implementation in the WHO Western Pacific Region,
June 2001
7.2 Ever breast-feeding (including exclusive breast-feeding) rates and
exclusive breast-feeding rates in the Westem Pacific Region
7.3 Percentage of countries and areas in the Westem Pacific Region
in the various stages of the establishment and implementation ofNPANs,
1995 and 1999
7.4 Matemity leave in the Western Pacific Sector - public sector
(percentage of countries and areas)

17
18
20
20
21
21
24
28
34
35
37
37
39
40
40
44

45
48
57
61
62
85
94
103

109
110

..

..

CoNTENTS =====-==============~===-=======----=======

page
7.5 Maternity leave in the Western Pacific Sector - private sector
(percentage of countries and areas)
8.1 Maternal mortality ratio (MMR), total fertility rate (TFR) and lifetime
risk of maternal death (LTR) in selected countries and areas of the Region
8.2 Major causes of maternal mortality in rural and urban areas of China
8.3 Outcome of pregnancy
8.4 Literacy rate, by sex and age group, Cambodia, March 1998
8.5 Relationship between mothers' education and infant mortality, Cambodia
11.1 Survey responses from household members in Cambodia regarding the
the type of health care they choose as their first course of action
11.2 Financing sources for public health services in VietNam, 1998
12.1 Fellowships by profession, 2000
12.2 Fellowships by field of study, 2000
12.3 Fellowships by region of study, 2000
14.1 Number of deaths by type of natural hazard in the Western Pacific
Region, 1980-1999
14.2 Average deaths per event by type of natural hazard in the Western
Pacific Region, 1980-1999

110
114
115
115
117
118
154
154
181
182
183
194
195

Tables
2.1
3.1
4.1
4.2
5.1
6.1
7.1
8.1
9.1
9.2
10.1
10.2
11.1
14.1
18.1
18.2

Mass drug administration, first round coverage by country, 1999-2000
SAPELS conducted in 2000
HIV estimations for selected countries of the Western Pacific Region, 2000
Trend data from Cambodia's National HIV surveillance system
Major communicable disease outbreaks in the Region, 1994-2001
What is a healthy workplace?
Key IMCI activities in selected countries of the Western Pacific Region
Number of abortions and abortion rates in selected countries of the Region
Estimated number of diabetes cases by region, 2000-2005
Diabetes and its complications can be prevented
Smoking prevalence by WHO region, disaggregated according
to gender, 1998
The extent and impact of exposure to second-hand smoke in
selected countries
Members and observers of the World Trade Organization from the
Western Pacific Region
The number of natural disasters in theWestern Pacific Region by
country and type of hazard, 1980-1999
Fixed-term professional appointments, 1996-2001
Shmt-term professional appointments, 1996-2001

30
46
53
56
60
76
93
116
130
134
137
141
164
196
218
218

CoNTENTS

page

Boxes
Kyoto Meeting on Poliomyelitis Eradication in the Western Pacific
Potentially useful 'new vaccines'
Combination treatment for falciparum malaria
Making water storage jars safe
Integrated approaches to vectorborne diseases within health-promoting
schools: the Pacific initiative
Surveillance for drug resistance
Regional STI/HIV reference materials
Using behavioural iufuuualiuulu iJUvwve IIIV and ~TI prevention programmoG
HIVIAIDS declining in Cambodia
Health and climate change
Healthy tourism
Regional adolescent health and development framework
Promoting adolescent health and development inMongolia: an integrated
approach, a collaborative effort
IDD elimination in China
Weekly iron/folate supplements to prevent anaemia
Obesity in the Pacific
Mongolian obstericians' training at the Philippine General Hospital
Reorienting mental health services in Mongolia
Integrated prevention and control of noncommunicable diseases
The health threat to nonsmokers
A community takes action: Kiribati
Community health insurance in La Union Province, the Philippines
World Health Assembly Resolution WHA49. 1
Nurse practitioners in Fiji- practice patterns and community acceptance
Developing health indicators in Shann Xi province, China
Situation analysis for policy
New opportunities in information management and mapping
Kyoto meeting makes global headlines
Publications

4
13
16
25
32
36
50
55
56
79
84
100
101
105
106
108
119
125
135
140
142
155
180
184
191
192
204
213
214

THE WoRK oF WHO IN THE WESTERN PACIFIC REGION,

2000-2001

List of abbreviations
ACIH

Agency for Cooperation in International
Health

COHRED

Council on Health Research for
Development

ACTMalaria

Asian Collaborative Training Network
for Malaria

CPHL

Central Public Health
Laboratory

ADB

Asian Development Bank

CRED

Center for Research on the
Epidemiology of Disasters

ADRC

Asian Disaster Reduction Center
CVP

Children's Vaccination Program

AFl

Administration and Finance Information
DALYs

Disability-adjusted life years

AMEWPR

Association of Medical Education in the
Western Pacific Region

DAN IDA

Danish Agency for Development
Assistance

Alliance of Small island States
APHEN -Asia Pacific Health Economics
Network

DCCT

Diabetes Control and Complications
Trial

APNHA

Asia Pacific National Health Accounts

DEC

Diethylcarbamazine

ART

Automated request transmission

DFID

Department for International
Development of the United Kingdom

ARV

Antiretroviral treatment
DOTS

A SEAN

Association of South-East Asian
Nations

Directly observed treatment,
short-course

DPS

Data presentation system

ATD

Admission-transfer-discharge
DRS

Drug resistance surveillance

Au sAID

Australian Agency for International
Development

EC

European Commission

BFHI

Baby-Friendly Hospital Initiative

ENSO

El Nino Southern Oscillation

BLDSC

British Library Document Supply Centre

EPHFs

Essential public health functions

BSS

Behavioural surveillance surveys

EPI

Expanded programme on immunization

CARE Study

Cholesterol and Recurrent Events Study

FAO

Food and Agriculture Organization
of the United Nations

CCA

Common Country Assessment
FCTC

CDC

Centers for
Prevention

Framework Convention on Tobacco
Control

FERCAP
CIOMAL

Comite International de l'Ordre de Malte

Forum for Ethical Review Committees in
Asia and the Pacific Region

AOS IS

IIIII

Disease

Control

and

LIST OF ABBREVIATIONS

GAEL

Global Alliance for Elimination of
Leprosy

IEC

Information, education and
communication

GAVI

Global Alliance for Vaccines and
Immunization

IFGO

International Federation of
Gynaecologists and Obstetricians

GCP

Good clinical practice

IGT

Impaired glucose tolerance

GIS

Geographic information system

ILO

International Labour Organization

GMP

Good manufacturing practices

ILSI

International Life Sciences Institute

GPN

Global private network

IMCI

Integrated management of childhood
illnoao

GTZ

Gesellschaft fl.ir Technische
Zusammenarbeit

IMPO

International Medical Parliamentarians
Organization

INB

Inter-governmental Negotiating Body

INRUD

Iult:lualiuual Netwu1k fu1 Rdliuudl
of Drugs

HACCP

Hazard analysis critical control point

HDI

Human Development Index

Hib

Haemophilus influenzae type B

HIS

Health information systems

IOTF

International Obesity Task Force

HOT

Hypertension optimal treatment study

IPPF

The International Planned Parenthood
Federation

IASO

International Association for the Study
of Obesity

ISO

International Standard Organization

ICC

Inter-Agency Coordination Committee

IT

Information technology

lCD

Industry Council for Development

IUALTD

International Union Against
Tuberculosis and Lung Diseases

ICD-10

International Statistical Classification of
Diseases and Related Health Problems,
tenth revision

IUDs

Intrauterine devices

U~t

IYCF

Infant and Young Child Feeding

International Conference on Health
Research for Development

JICA

Japan International Cooperation Agency

ICM

International Confederation of Midwives

ITCWELS

Japan International Corporation of
Welfare Services

ICPMR

Institute for Clinical Pathology and
Medical Research

KNCV

Royal Netherlands Tuberculosis
Association

ICHR

IDD

Iodine deficiency disorder
LAN

Local area network

!DF/WPR

International Diabetes Federation
(Western Pacific Region)

LBW

Low birth weight

lOGs

International development goals

LEM

Leprosy Elimination Monitoring

lDUs

Injecting drug users

MCE

Multicountry evaluation

..

THE WoRK OF WHO IN THE WESTERN PACIFIC REGION,

2000-2001

MDA

Mass drug administration

PEAC

Pacific ENSO Applications Center

Ml

Micronutrient initiative

PEM

Protein-energy malnutrition

MMR

Maternal mortality ratio

PGH

Philippine General Hospital

MOU

Memorandum of Understanding

PHAST

Participatory Hygiene and Sanitation
Transformation

NBTC

National Blood Transfusion Centre
PICCAP

NCD

Noncommunicable diseases

Pacific Islands Climate Change
Assistance Programme

NDP

National Drug Policies

PITAHC

Philippines Institute of Traditional and
Alll-illdli Vl- lkdllli Cdlt

NFPs

National focal persons
PMTCT

NGOs

Nongovernmental organizations

Prevention of mother-to-child
transmission of HIV

NHA

National health accounts

POA

Plans of action

NIDs

Naliunal inununizaLiun days

PRVBO

Pacific Reglona l Vectorborne Dlsease
Project

NLM

National Library of Medicine
RBM

Roll Back Malaria

NOAA

US National Oceanographic and
Atmospheric Administration

RDU

Rational drug use

RlT

Research Institute of Tuberculosis

SA PEL

Special Action Project for Elimination of
Leprosy

NORAD

Norwegian Agency for International
Development

NPAN

National plans of action for nutrition

NSAAC

National Substance Abuse Advisory
Council

SEAM EOTROPMED

Southeast Asian Ministers of Education
Organization-Tropical Medicine
Programme

NZODA

New Zealand Overseas Development
Assistance

SHS

Second-hand smoke

SID

Sudden infant death syndrome

SMHF

Sasakawa Memorial Health Foundation

SOPAC

Scripps Orbit and Pennanent Anay
Center

OCHA

United Nations Office for the
Coordination of Humanitarian Affairs

OPV

Oral poliovirus vaccine

ORT

Organization for Educational Resources
and Technological Training
SPC

Secretariat of the Pacific Community

PacELF

Pacific Programme for the Elimination of
Lymphatic Filariasis

SPREP

South Pacific Regional Environment
Programme

Program Against Micronutrient
Malnutrition

STI

Sexually transmitted infections

PAS

Personnel Administration System

TAG

Technical Advisory Group

PATH

Programme for appropriate technology

TB

Tuberculosis

PAMM

LIST OF ABBREVIATIONS

TLM

Leprosy Mission International

US AID

United States Agency for International
Development

TRIPS

Trade Related Aspects of Intellectual
Property Rights

VAD

Vitamin A deficiency

TT

Tetanus toxoid

VDPV

Vaccine-derived poliovirus

UIE

Urinary iodine excretion

WB

World Bank

UNDAF

United Nations Development
Assistance Framework

WFME

World Federation for Medical
Education

UNDP

United Nations Development
Programme

WIF

Weekly iron/folate

WPACHR
UNFPA

United Nations Population Fund

Western Pacific Advisory Committee on
Health Research

UNICEF

United Nations Children's Fund

WTO

World Trade Organization

WHO Western Pacific Region
Organizational structure

j

Country Offices
Representatives
·Cambodia
·China
·Lao PDR
• Papua New Guinea
• Philippines
• Malaysia
·Mongolia
• Samoa
• South Pacific
• VietNam

Country Liaison Offices
•Kiribati
•Republic of Korea
•Solomon Islands
•Tonga
•Vanuatu

Regional Director

I

Director, Programme
Management

I

l

I

Combating Communicable
Diseases

Building Healthy
Communities and
Populations

I

l

Expanded programme on
immunization

Healthy settings and
environment

I

l

I

I

I

Health Sector
Development

Reaching Out

I

I

Health systems reform

l

Malaria, other vectorbome
and parasitic diseases

Child and adolescent health
and development

Human resources
development

l

I

I

StopTBand
leprosy elimination

I
Sexually transmitted
infections, including
HIV/AIDS

Reproductive health

l
Noncommunicable diseases,
including mental health

I

J

Communicable disease
surveillance and response

Tobacco Free Initiative

Health information and
evidence for policy

l
Emergency and humanitarian
action

lnformaion technology

Administration
and Finance

Budget and finance

I
Extenal relations

Personnel

I
Publi::: information

General administration
_l

Supply

Introduction
y introduction to last year's report explained
that the annual report of the Regional Director
should be regarded as a record of how far
WHO had gone down the path mapped out in my
document WHO in the Western Pacific Region: A
framework for action. This year's report records further
significant progress in almost all areas of our work.
Mud1 H!Ult: Ht:t:Lb lu Lc UUHc, Lul I Ldicvc ll1c ddi v ilic~>
and results described in the pages that follow are further
evidence that the directions indicated in the Framework
for action and endorsed by the Regional Committee for
the Western Pacific 1 are the right ones.
I am particularly glad to report evidence of progress
in the battle against tuberculosis, one of the most
pressing public health issues facing the Region.
DrS. Omi, Regional Director
Because of its size, China repmis more tuberculosis
cases than the rest of the Region put together, so a
recent survey indicating that the national prevalence of smear-positive tuberculosis cases had
decreased by 21% during the 1990s is very encouraging news for everyone involved in the
Stop TB special project (pp. 34-43). The fact that the reduction in prevalence in areas
implementing the WHO recommended strategy, directly observed treatment, short-course
(DOTS), was ten times greater than in areas not implementing DOTS should inspire all of us to
achieve our target of ensuring that all notified cases in the Region are treated by DOTS by
2005. 2
Another very encouraging development in the battle against communicable diseases has
been the steady reduction in HIV in Cambodia since 1997 (pp. 56-57). Cambodia is now one of
the few developing countries in the world to have reduced HIV transmission. This has been
largely brought about by a very strong Government commitment to address the highest HIV
prevalence in Asia. The "100% condom use" campaign in the commercial sex industry has
been a very successful initiative and has helped to reduce HIV prevalence among young sex
workers significantly. Although we must be cautious in interpreting these results, I believe all
countries in the Region can take inspiration from Cambodia's achievement.
However, as well as celebrating the Region's achievements, we also have to be honest
about our collective shortcomings. Mental health (pp. 123-127) is one area where I believe we
can all do much more. There is ample scientific evidence to demonstrate that physical and
mental health are inseparable. We have to work together to ensure that this is reflected in our
approach to public health. We also have to accept that, partly because of the stresses and
strains of modem life, the burden of mental illness in the Region is steadily increasing.
Nevertheless, although the challenges are great, many tools are available to us. Proper
medication and rehabilitation are available. Health professionals and community health workers
are being trained in increasing numbers in mental health. Overall, there is a growing realization

M

1
2

Resolution WPR/RC50.R3.
Resolution WPR/RC50.R5 .
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of the importance that families and communities play in delivering mental health care. Mental
health is the subject of this year's World Health Day and World Health Report and in the
Region we are significantly increasing the resources we devote to this very significant part of
the disease burden.
In the era of "globalization", it is becoming more and more apparent that many of the
determinants of health in our Region are closely linked to socioeconomic developments outside
it. For example, consistent access to high-quality essential medicines is one of the most
fundamental elements of a functioning health system, yet the consistent availability of
pharmaceuticals in the Region is increasingly affected by global developments such as the
Trade Related Aspects oflntellectual Property Rights Agreement (TRIPS) of the World Trade
Organization (WTO). TRIPS will have profound implications for access to drugs in the Region
(pp. 163-164). At the global level, WHO is already working with the WTO and industrial
partners to develop mechanisms to reduce prices for new essential drugs in low-income countries.
This is just a start: it is vitally important that WHO, its partners and its Member States in the
Region, both inside and outside the WTO, work together to ensure that the benefits accruing
to countries from the global trade in pharmaceuticals are maximized and the potential
disadvantages minimized.
Public health has always been complex and it is becoming ever more so. Member States
have every right to expect guidance from WHO on how to manage the intricate and difficult
problems that face them . Although this publication covers the period from 1 July 2000 to
30 June 2001, it is also a report on how, working closely with our Member States and other
partners, WHO intends to address the major public health problems facing our Region in the
early years of the new century.

~·.

1 . Expanded programme on immunization

Western Pacific Region certified as polio-free

ISSUES

A

t a historic meeting in Kyoto, Japan, on
29 October 2000, the Regional Commission for
the Certification ofPoliomyelitis Eradication
in the Western Pacific Region concluded that the
transmission of indigenous wild poliovirus had been
interrupted in all countries and areas of the Western
Pacific Region. It therefore certified the Region as
poliomyelitis-free (see box).
The Commission noted that substantial progress
had been made in all countries and areas to establish
national inventories of laboratories containing wild
polioviruses and potentially infectious materials 1 in
order to prevent accidental reintroduction of the virus
from a laboratory into the populations of the Region.
This first phase of laboratory containment of wild
poliovirus infectious or potentially infectious materials
has to be completed and national inventories finalized.
Decisions also need to be made on future action on
infectious materials.
At its fifth meeting, in Manila, the Philippines, in
August 2000, the Commission thoroughly reviewed
national and subregional documentation in preparation
for its final decision. The Commission paid particular
attention to evidence that all countries and subregions
were free of indigenous wild poliovirus transmission,
that surveillance systems were sensitive enough to
detect reintroduction of wild poliovirus through
importation quickly and reliably, and that adequate
mechanisms were in place to respond accordingly.
Although the Region has been certified as
poliomyelitis-free, the risk of importation of wild

1

Clinical materials such as throat swabs and stool samples and
environmental samples collected for any purpose at a time
and in a geographic area where wild poliovirus was known or
suspected to be present and maintained under conditions
known to preserve poliovirus.

Certificate

We, the Members of the Regional Commission for the Certification of
Poliomyelitis Eradication in the Western P:acific conclude today, 29 October 2000,
that the transmission of indigcnow wild poliovirw has been interrupted in all
countries and areas of the Western Pacific Region of the World Health

Organization, and therefore the Region is cc:nificd polio·&ee.
The Regional Commission for the Ccnification of Er.~.dicarion of
Poliomrditis
inthcWcstc:rnP;~.cificRq;ion

.:?:~,L~
ChairllWl

~t:7i£~

O c....... "1.-• ./:;;..
Dr. Olen M. Ke"

~
l'r.tr...,.

cJ:.Wl' I'.II Dl~:~ bii'IUil l l

The Western Pacific Region is certified polio-free

poliovirus continues, as wild poliovirus is still
circulating in some countries of neighbouring regions.
Furthermore, there has recently been a vaccine-derived
poliovirus (VDPV) outbreak in the Dominican Republic
and Haiti, which has led to 17 cases of paralysis since
July 2000. The outbreak has shown the potential for
disease outbreaks in a region previously certified as
poliomyelitis-free. It was a consequence of a failure to
maintain high immunization coverage in an area of poor
sanitation, allowing VDPV to circulate and cause

..
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The Kyoto Meeting on Poliomyelitis Eradication in the Westem Pacific on 29 October 2000 marked a significant
event in the Region ·s public health history. Poliomyelitis eradication effmts in the Westem Pacific Region haH:
interrupted the circulation of indigenous wild poliovirus and. as a result. the Region has been certified as poliofi·ee.
More than I 000 people. including Ministers of Health. public health advocates. intemational partners. and
nongovemmental organizations. gathered in Kyoto. Japan to witness the declaration of the Western Pacific
Region as polio-free. The Western Pacific Region is only the second region in the world to achieve polio-free
status. after the Americas in 1994.
The Regional Certification Commission on Poliomyelitis Eradication. an independent panel ofintemational public
health experts. reviewed the tina! documentation of poliomyelitis eradication efforts of all countries and areas on
27 and 28 October. in Kyoto. At the meeting on 29 October. the chairman of the Commission.
Professor Anthony Adams. handed the Commission's decision to the WHO Regional Director for the Westem
Pacific Region. Dr Shigeru Omi.
There were many partners in the poliomyelitis eradication campaign in the Region. The countries and areas of the
Region provided the majority ofthe resources to fund poliomyelitis eradication efforts. However. support from
intemationa I partners was also critical. The intemational partners prm ided more than $7 3. 7 mi II ion for the Western
Pacific Region's campaign . The funds were used to purchase oral polio vaccine for immunization and to improve
laboratory facilities and technical capacity so the disease could be monitored across the Region .
In 1988. the World Heallh
Assembly adopted a resolution
expressing its commitment to
eradicating poliomyelitis fi·om the
globe (resolution WHA4J .2g). The
same year, the WHO Regional
Committee tor the Westem Pacific
committed itself to eradicating
poliomyelitis from the Region
(resolution WPRJRC39.RI5). The
global polio-tree certification target
is now 2005 and the success of the
Western Pacitic is a major milestone
on the way to achieving this goal.

The Regional Certification Commillee w·ifh the Regional Direct(}/:
:!9 Octoher 2000 (limn the le/i. Professor Hui Zhuang. Dr Olen AI KeH:
Dr Cw-!Fie Guerra de !vlacedo. Dr Shudo Yama::aki rRCC Vice-Chairman).
DrS. Omi (Regional Director). Professor Anthom·l. Adams. (RCC
Chairman). Pro{essor Aida M. Salonga. Pro/i!ssor Ngu\'1'11 Dinh Huong and
Dr Peter Patriwnl)

Once poliomyelitis is eradicated
globally and immunization can be
safely stopped. an estimated $1 .5
billion will be saved annually. The
savings will include the costs of
immunization. treatment and
rehabilitation of poliomyelitis
victims.

1.

EXPANDED PROGRAMME ON IMMUNIZATION

disease
m
unvaccinated
and
inadequately vaccinated children.
The Western Pacific Region must
therefore maintain high immunization
coverage and continue to conduct
supplementary immunization in high-risk
areas . However, full-scale National
Immunization Days (NIDs) are no longer
required . High-quality surveillance and
laboratory performance need to be
maintained so that any impmtation of wild
poliovirus orcirculfltion ofVDPV c:1n he
detected and responded to quickly. This
will be required until global certification
is achieved.

WHO RESPONSE
WHO has continued to provide technical support to
countries on strategies to maintain their polio-free
status. It also continued to coordinate closely with
the Regional Certification Commission to monitor the
Region's post-certification status. Technical support
was provided to China for supplementary
immunization. Accreditation visits were carried out to
all national poliovirus laboratories within the regional
network. Technical support was provided to Australia,
China , Japan , Malaysia and the Philippines for
laboratory containment. A prototype national database
was developed for use by national containment
coordinators to manage data related to the national
laboratory inventories. WHO also continued to
coordinate with partners to provide support for
laboratories, surveillance and immunization. In
particular, WHO strengthened collaboration with
UNICEF based on the regional Joint strategic plan

on immunization for the period 2000-2004
(co-published by the Regional Office and the UNICEF
Regional Office for East Asia and the Pacific) which
was made available to all countries and areas in
September 2000.

RESULTS
The quality of acute flaccid paralysis (AFP)
surveillance has remained high. As of31 January 200 I,
the regional non-polio AFP rate for 2000 was 1.3 per

Administering oral poliovirus vaccine in Samoa

I 00 000 under age 15, and 88% of all AFP cases had
two stool samples taken within 14 days of onset.
Supplementary immunization with oral poliovirus
vaccine (OPV) was conducted in China, targeting
24.5 million children under four years of age in 21 of
31 provinces in December 2000 and January 200 l . Two
rounds of house-to-house supplementary OPV
immunization were conducted in selected prefectures
in seven provinces at high risk of importation in
March and April 2001 , targeting almost 8.5 million
children.
National laboratory inventories of wild
polioviruses and potentially infectious materials have
been completed in I 0 countries and in the 20 Pacific
island countries and areas. All other countries expect
to conclude the process before the end of 2001.
Press coverage of the certification of the Region
as polio-free was extensive and provided a stimulus
for the global eradication drive (see boxes on p.4 and
p.213).

ANALYSIS
All countries and areas of the Region have maintained
overall high-quality AFP surveillance. In areas of
suboptimal perfmmance, routine surveillance has been
supplemented by additional activities to reach
ce1tification standards. Plans of action to detect and
respond to importations of wild poliovirus have been
developed and incorporated into national certification

..
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documentation. Governments have reconfirmed their
political commitment to continue programme activities
in order to sustain polio-free status until global
certification is achieved.
These efforts continue to be supported by the
strong international partnership that has provided
unwavering support for the Region's poliomyelitis
campaign. These partners include the United Nations
Children's Fund, the Governments ofAustralia, Japan,
Malaysia, the Republic of Korea, the Government of
the United States through the Centers for Disease
Control and Prevention. the A~ency for Cooperation
in International Health, Rotary International, Rotary
District 2640 and 2650 of Japan, and many other
governments and nongovernmental organizations.

FUTURE
The Regional Certification Commission will continue
to meet on an annual basis to review progress reports
from all countries and areas. It will pay particular
emphasis to progress in laboratory containment,
quality of surveillance, maintenance of high
immunization rates and evidence of continued political
commitment on the part of governments. The
Commission has required the national and subregional
certification committees to continue to function until
global certification is achieved. Sustainability remains
a major issue and will continue to be a focus of concern
for the Commission.

Accelerating measles control

ISSUES
Implementation of the expanded programme on
immunization (EPI) has already contributed to the
certification of the Western Pacific Region as polio-free,
as well as to reductions of more than 90% in the
incidence of measles, diphtheria and pertussis
compared with the pre-vaccine era. Despite these
dramatic successes, much work remains for EPI. For
example, it is estimated that in the Region there are
over 300 000 cases of measles each year and over 20 000
children die each year from measles and its
complications. These are all preventable deaths.

WHO RESPONSE
A Western Pacific Regional Plan of Action for
Accelerated Measles Control first prepared in 1996 was
revised and updated in 2001. The two main objectives
of the Plan of Action are: ( 1) to achieve and maintain
the interruption of measles transmission in countries
with an elimination goal, and (2) to achieve further
morbidity and mortality reductions in the remaining
countries as a basis for the eventual elimination of
measles from the Region. The strategies to achieve
this are: (1) extremely high coverage (>95%) with two

doses of a measles vaccine, (2) active surveillance, with
laboratory confirmation of suspected cases, (3) timely
and appropriate responses to outbreaks of measles
based on rapid routine analysis of surveillance data,
and ( 4) a regional laboratory network capable of
monitoring the circulation of viral strains and
identifying imported cases and their sources.
In the period, technical support, guided by the
Plan of Action, was provided by in-country EPI field
staff in Cambodia, China, Papua New Guinea, the
Philippines and VietNam and by other WHO staff in
Mongolia and the Pacific island countries and areas.
For example, an electronic measles surveillance
database has been installed in Cambodia, the Lao
People's Democratic Republic, the Philippines and
VietNam as well in as the Regional Office. Technical
support was provided to the Republic of Korea for the
development of aN ational Plan of Action to eliminate
measles and for planning the 2001 measles campaign.
Support was also provided for planning national
campaigns in 13 Pacific island countries and areas.

RESULTS
Pilot measles immunization campaigns in 1999-2000 in
Cambodia, the Lao People's Democratic Republic and
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VietNam were followed up in 2000--2001 by expanded
measles campaigns. In the Lao People's Democratic
Republic, coverage was extended to the whole country
in March-April200 1, with about 627 300 children aged
9 months to 5 years targeted. In Cambodia,
13 provinces were covered in the period from
December 2000--February 2001, with 171 772 children
aged 9 months to 5 years targeted, 90% of whom were
immunized. The remainder of the country will be
covered in 2002. In VietNam, a measles immunization
campaign was carried out in seven demonstration
provinces in December 2000, targeting 1 875 000
children aged 9 months to 5 years, 99% of whom were
immunized.
Mongolia conducted a national mass measles
immunization campaign targeting children aged
9 months to 11 years in May 1996. In conjunction with
excellent routine immunization coverage, this resulted
IHLhe lrnerruplion oi measles transmission In Mongolia.
In October 2000, Mongolia conducted its second
national measles immunization campaign. This
successfully reduced the increasing number of
susceptible children in the population, preventing the
re-establishment of measles transmission.
The Accelerated Measles Control Project in
Shandong and Henan provinces, China, has achieved
and demonstrated excellent control of measles in these
two provinces. Annual incidence in Shandong in 2000
was about 1/ 100 000 total population (compared with
Guizhou, for example, where measles control is not as
good and reported annual incidence in 1998 was 20/
l 00 000 total population). The project was expanded
to include Anhui Province in January 2001.
The establishment of the Regional Measles
Laboratory network continues, with national
laboratories for many countries identified. Measles
laboratory training has been conducted successfully
in Cambodia.

ANALYSIS
There has been excellent progress in immunization,
surveillance, laboratory services and analysis and
response to outbreaks. Nevertheless, much more needs
to be done if the maximum decrease in measles morbidity
and mortality is to be achieved. Extremely high (>95%)
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coverage with two doses of a measles containing
vaccine must be achieved. Experience from Mongolia,
the Pacific island countries and areas, and other
regions shows that this is most commonly achieved
through a combination of routine immunization
services , campaign activities and high-risk
supplementary immunizations. However, experience
from developed countries in other regions also shows
that political obstacles can prevent the inte1ruption of
measles transmission being achieved, even when
money, supplies and human resources are sufficient.
Full support at the highest levels of government is
required to mobilize the public health bureaucracy and
the general public, particularly parents. The technical
documentation and support provided by WHO should
support Member States to mobilize their resources
against measles. The recent experience of the Republic
of Korea, which is conducting a school-based mass
measles nrunumzatlon campaign that will reqUire wntten
parental consent and is also implementing extremely
strict measles vaccination school entry requirements,
may be a good model for developed and industrializing
countries in the Region.

FUTURE
WHO will continue to promote greater than 95%
coverage with two doses of a measles vaccine in all
countries and areas of the Region. This very high
level of coverage is needed to interrupt transmission
of measles. The decision on whether to rely solely on
two routine doses or to rely on a combination of
routine, campaign and other supplemental doses will
be dictated by national conditions. There is a need to
develop flexible strategies that can address the
different conditions that exist both between and within
countries. National surveillance data and the lessons
learned from China, Mongolia, the Republic of Korea,
the Pacific island countries and areas, and other
countries inside and outside the Region, will be used
to guide national policy-makers . High-quality,
laboratory-based surveillance and outbreak control are
essential parts of measles control programmes and
WH 0 will continue to promote surveillance, laboratory
confirmation and appropriate responses to outbreaks.

..
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Maternal and neonatal tetanus elimination

ISSUES
There has been major progress towards neonatal
tetanus elimination in the Western Pacific Region
during the past 10 years, but the disease remains an
important public health problem in six countries:
Cambodia, China, the Lao People's Democratic
Republic, Papua New Guinea, the Philippine[) and
VietNam.
Despite improved reporting from China, cases of
neonatal tetanus continue to be significantly
underreported in the Region. In the six countries where
the disease is an important problem, more than 17 000
cases are estimated to occur per year, accounting for
12 500 neonatal deaths. This corresponds to an
estimated average neonatal tetanus mortality rate for
the six countries of 1.68 per 1000 live births.

WHO RESPONSE
Since 1989, when the World Health Assembly called
for the elimination of neonatal tetanus, I 04 of 161
developing countries have achieved elimination.
However, because neonatal tetanus continues to be a
significant problem in the remaining countries, the
United Nations Population Fund (UNFPA), the United
Nations Children's Fund (UNICEF), and WHO agreed
in December 1999 to set the year 2005 as the target
date for worldwide elimination. Maternal tetanus has
now been added to the elimination goal. The inclusion
recognizes that tetanus threatens mothers as well as
babies during pregnancy and delivery and that the
elimination of maternal and neonatal tetanus benefits
them equally.
As part of the drive to achieve the goal of maternal
and neonatal tetanus elimination by 2005 in the
Region, a UNICEF/WHO Joint Meeting on Maternal
and Neonatal Tetanus Elimination was held in the
Regional Office in November 2000. During the meeting
the main strategies and targets for maternal and
neonatal tetanus elimination were agreed upon. They
were incorporated into the revised Regional Plan of
Action for Maternal and Neonatal Tetanus Elimination.
The major strategies include: effective neonatal

tetanus surveillance, which should be integrated into
existing active surveillance systems for AFP and
measles; supplementary immunization in high-risk areas
to reach all women of child-bearing age; and
strengthened routine immunization, with a target
coverage of 90% with at least two doses of tetanus
toxoid (TT). The meeting also strongly recommended
focusin~ on improvin~ the quality of immunization
practices (e.g. ensuring immunization safety for all
injections).
Another WHO/UNICEF workshop was held in the
Regional Office in June 2001 to brief national EPI
managers on the latest developments, review the
epidemiological situation and discuss strategies for
development and implementation of national action
plans.
WHO also promotes clean delivery and cord
dressing practices. Although specific technical issues
need to be addressed on a country-by-country basis,
there are some core elements of safe delivery, including
increasing the proportion ofbirths attended by a skilled
birth attendant, that are common to all countries (see
pp. 114-122).

RESULTS
The tools for planning and monitoring the initiative are
being jointly developed by the Regional Office and
UNICEF. Information exchange between WHO and
UNICEF is being constantly improved to ensure
coordination ofthe activities. A revised Regional Plan
of Action and Maternal and Neonatal Tetanus
Elimination Technical Guidelines are already available.
In order to improve surveillance data management
at the country level, a prototype maternal and neonatal
tetanus surveillance database has been developed at
the Regional Office. The first country to benefit from
this initiative will be the Philippines, followed by
Cambodia and other countries.

ANALYSIS
Maternal and neonatal tetanus elimination by 2005 in
the Western Pacific Region is an achievable goal,

1.
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provided some crucial lessons from
previous experiences, which are
incorporated in the regional guidelines,
are heeded .
These have been
incorporated in the regional guidelines
and include the need for strong political
support to guarantee the sustainability
of the initiative, and the importance of a
national coordinating body (e.g . a
national coordinating committee or task
force). The responsibilities of such body
would mclude: ra~smg political support,
conducting advocacy, developing a
national plan of action, coordinating
different sectors and partner agencies,
and monitoring and evaluating activities.
The impact of the elimination
Immunizing against maternal tetanus in Cambodia
initiative will need to be monitored by
reliable active maternal and neonatal
tetanus surveillance systems, if possible integrated
other partner agencies. UNICEF has reported that
with AFP and measles surveillance. External funding
funds are currently available at least for the period
will be needed to identify high-risk districts, develop
2001-2002 and countries have been requested to
plans at national and district levels and ensure effective
prepare national plans of action, preferably as part of
implementation.
a national five-year immunization plan. These should
In order to achieve elimination, WHO estimates
be cleared by the national Interagency Coordinating
that in the Western Pacific Region 15 million women of
Committee (ICC) where applicable.
child-bearing age will need three rounds of tetanus
Stronger routine immunization is essential if
toxoid vaccinations, at a total cost of$1.20 per woman .
maternal and neonatal tetanus is to be eliminated.
Additional funds will be needed for technical assistance
Innovative approaches will be needed, including
and to reinforce the infrastructure. The extent to which
implementation of effective outreach activities to
these costs can be met by national governments will
increase accessibility, targeting women of childdepend on the progress already made, the operational
bearing age who have not been fully immunized and
capacity of the health sector and the size of the national
building on infant immunization by carrying out
health budget. WHO estimates that $20 million will be
booster immunization for schoolchildren. In future,
infrastructure development for routine immunization
needed from external sources to buy tetanus toxoid,
supplies and equipment, and for planning and
programmes in selected countries may be coordinated
operational costs, including surveillance.
with the Global Alliance for Vaccines and Immunization
(GAVI).
Even after 2005, immunization against tetanus will
FUTURE
need to continue as, unlike the smallpox and polio
viruses, tetanus spores are widespread and can be
found in dirt and in the stools of people and animals.
WHO and UNICEF will regularly review progress at
The spores can survive and be transmitted without
regional and country levels. Joint advocacy will be
human contact.
conducted with national counterparts as well as with
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Improving immunization safety m the Region

ISSUES
A safe injection is an injection that does not harm the
recipient, does not expose the health care worker to
any risk, and does not result in waste that is dangerous
for the community. Unsafe injection practices have
been !Inked to the transmiSSion ot many pathogens
between patients, including hepatitis, HTV, dengue fever
and malaria. Of all the adverse effects of unsafe
injections, transmission of hepatitis B and hepatitis C
viruses causes the heaviest burden of disease. In many
countries where hepatitis B and hepatitis C are highly
endemic, unsafe injections account for a large
proportion of infections.

Reuse of syringes and needles is widespread in
many countries of the Region. There are a number of
reasons for this:
• lack of awareness of the risks connected with
syringe reuse, combined with a cultural
resistance to waste in countries where resources
urc :Jcurcc;
• shortages of syringes and needles; and
• the absence of facilities for the safe collection
and destruction of used injection equipment,
allowing for scavenging and resale of the
equipment.

WHO RESPONSE
Key elements in safe injection programmes include the
use of auto-disable syringes, the discarding of used
syringes in puncture-proof containers, and the
appropriate disposal of syringes. WHO's strategy is
to support the development of national plans and
policies on safe injections, on the utilization of autodisable syringes and safety boxes, and on the testing
of methods for the safe destruction of used injection
~quipm11nt, inclurlinc, nn npprnprintn, thn nnn nfvmll
maintained and operated incinerators. During the
period, WHO collaborated with national health
authorities in Cambodia, China, the Lao People's
Democratic Republic, the Philippines, and several Pacific
island countries to develop safe injection policies and
plans of action and establish national safe injection
committees.

RESULTS

Maintaining the cold chain is essential for
maintaining the quality ofvaccine

Cambodia, Fiji, the Lao People's Democratic Republic,
the Philippines, and Viet Nam have developed safe
injection policies and safe injection plans of action and
have established safe injection committees. Cambodia,
the Lao People's Democratic Republic and several
Pacific island countries used auto-disable syringes and
safety boxes during recent measles campaigns.

1.

Deployment of incinerators has increased
significantly. In Cambodia, incinerators have been
installed countrywide and logistical systems to ensure
that syringes are transported to them have also been
put in place. Incinerators were field tested in Cambodia
and the Lao People's Democratic Republic, and after
field testing modifications were made to improve
efficiency and effectiveness. The emission content of
the different models of incinerators that were field
tested in Cambodia was assessed. The Lao People's
Democratic Republic and VietNam have also initiated
the installation of incinerators in various locations
countrywide. Several Pacific island countries have
installed incinerators for syringe disposal.

ANALYSIS
Countries and areas in the Region have made
considerable progress in ensuring that all injections
are safe. However, much remains to be done.
Collaboration between WHO and countries and
areas in the Region is resulting in numerous large-scale
measles campaigns which require auto-disable syringes
(as specified in WHO-UNICEF-UNFPA guidelines).'
This will result in a significant increase in the number
1
WHO-UNICEF-UNFPA joint statement on the use of autodisable syringes in immunization services (WHO/V&B/99.25).
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of syringes in use. It will therefore be necessary to
continue to enhance safe and environmentally sound
methods of syringe disposal. Further collaboration will
be needed between WHO and countries of the Region
in the development of appropriate safe injection
policies, practices, and programmes.

FUTURE
WHO will continue to work with countries to achieve
high lPvt>l<; nf injt>.r.tinn si'tft>ty F.ffnrts will mntinn~
until all countries have adopted safe injection policies
and plans of action, including the phased in use of
auto-disable syringes. Ultimately, all injections, for
routine immunization and for campaigns, should use
auto-disable syringes. Work will continue to ensure
that disposal systems supported by logistical plans
for syringe transport are in place to ensure that all
syringes are properly disposed of. WHO will also
promote the development of monitoring systems for
the management of used injection equipment during
both campaigns and the provision of routine health
services. It will work with countries to integrate these
monitoring systems into the management of
immunization and other health care services.
WHO will continue to collaborate with countries
to reduce injection use through advocacy campaigns
that focus on the elimination of unnecessary injections.

Introducing new vaccmes into immunization programmes

ISSUES
Several new vaccines have become available over
recent years and many more are expected in the near
future. There has been growing international concern
that these new vaccines have not been introduced in
developing countries as quickly as in industrialized
countries. In addition, global immunization coverage
has been stagnating or is in decline, although there
has been considerable regional variation. Coverage in
the Western Pacific Region has been maintained at

acceptable levels. There has been limited investment
in vaccine research for diseases whose main impact is
in developing countries.
Lack of funding and inappropriate resource
allocation is undoubtedly an important inhibitor to
introducing new vaccines into immunization
programmes in least developed countries. Even if a
need to introduce a new vaccine can be demonstrated,
many countries cannot afford to purchase the vaccines
or to carry out the investments in immunization
services needed before a new vaccine can be
introduced.

Dll
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Potentially useful 'new' vaccines
Currently available

Under development

Japanese encephalitis
Hepatitis A
Hib
Cholera
Typhoid
Varicella
Mumps
Rubella
Influenza
DTP-HepB
DTP-Hib
DTP-HepB-Hib
Hib-HepB
Measles-mumps-rubella
Measles-rubella

Pneumococcus - C
Meningococcus - C
Respiratory Syncytial Virus
Shigella
HN/AIDS
Malaria
Dengue
Rotavirus
Influenza (live, intranasal)

ASSESSING
NEW VACCINES
FOR NITIDNil
IMMUNIZinDN
PROGRAMMES
A framework to
usist decision
makers

-

Immunization Focu•
World Health Organization

,'

' Regional Ofllce for the W-m Poclflo
Manila

-

c

Issues for the introduction of new vaccines
Cost of new vaccines
Limited data on disease burden
Competing priorities

~

Failure to consider a
potentially very costeffective intervention

Framework: a set of questions

1.
2.
3.
4.
5.

6.
7.

Is the disease a public health problem?
Is immunization the best control strategy?
Is the NIP working well enough?
What will be the net impact?
Is the vaccine a good investment?
How will the vaccine be funded?
How will be additions be implemented?
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improve local vaccine production and provide autodisable syringes for the locally-produced Hep B vaccine
to match those being supplied with the GAVI-supplied
vaccines. WHO is supporting VietNam to meet these
conditions.
The RWG is establishing itself as an effective
forum for partners to share information and develop a
common position on the needs of the NIPs in the
Region. It has also been active in producing
documentation on the work ofGAVI in the Region, and
on how countries can maximize the benefit of GAVI for
their NIPs.

ANALYSIS
Recent developments in the Region will facilitate the
introduction of new vaccines into immunization
programmes. The GAVI initiative is allowing a more
rapid introduction of new vaccines, although it has so
far been limited to hepatitis B. Take up of the other
GAVI new vaccine relevant to the Region, Hib, is

dependent upon obtaining estimates of the Hib burden
in the Region.
The Regional Working Group has been successful
in improving coordination between partners, although
the focus has been maintained on coordination at the
national level, with the full involvement of national
health authorities.

FUTURE
WHO will continue to be a key player in GAVI and will
support countries in the Region to maximize the benefits
that this new initiative offers.
Supporting countries to assess the Hib disease
burden by improving surveillance and laboratory
services will be a major focus in the near future, so
countries can determine whether it is worth adding the
Hib vaccine to their NIPs. This will also benefit
subsequent assessments of the value of adding
pneumococcal vaccine - the next new vaccine that is
likely to have a major impact on the health of the
Region's children.

2. Malaria, other vectorborne and parasitic diseases

Roll Back Malaria

ISSUES
espite the very ign!.ficant regional decline in
reported malaria cases and deaths due to
malaria in the 1990s. the disease remains an
important public health problem in nine countries of
the Region. In the six endemic Asian countries,
Cambodia, China, the Lao People's Democratic
Republic, Malaysia, the Philippines and VietNam, most
malaria cases occur in remote forested and hilly areas
where mosquito vectors are abundant and health
services are often inadequate. The main at-risk groups
are ethnic minorities who live in these areas and people
who venture there. Malaria is also transmitted in some
coastal areas by mosquitos breeding in brackish water,
such as lagoons, but in such areas mortality rates are
generally not so high, as access to health services is
better.
Except in China nmth of23°N, the dominant malaria
parasite is Plasmodium falciparum , which causes a
potentially fatal disease, and has a high propensity to
become resistant to chloroquine and other antimalarial
drugs. Excessive use of drugs, for treatment or
prevention, has led to severe drug resistance problems,
especially in southern China, western and southern
Cambodia and southern VietNam. Drug resistance is
now worsening, even in areas that were until recently
considered "chloroquine-sensitive", such as the Lao
People's Democratic Republic and northeastern
Cambodia (Figure 2.1 ). Drug resistance contributes to
malaria mortality, and one of the main challenges facing
malaria control programmes is to adjust antimalarial
drug policies in response to the emergence of drug
resistance. The problem is further compounded by the
variable quality of available antimalarial drugs; in recent
years counterfeit drugs containing no active
substances have appeared on the market in several
Asian countries, and their use has caused deaths from
malaria, for example in Cambodia (see pp.66-71 ).

D

In the Pacific, malaria is endemic in three countries,
Papua New Guinea, Solomon Islands and Vanuatu. ln
these countries it is widespread in practically all rural,
and some urban, populations living below an altitude
of about 1500 m. At around 1500 min Papua New
Guinea, transmission is irregular and epidemics have
frequently occurred, most recently in 1996. Resistance
of falciparum malaria to commonly used antimalarial
drugs such as chloroquine and sulfadoxinepyrimethamine is also common in Pacific island
countries, but the situation does not compare with the
worst-hit areas of Asia. Chloroquine-resistant vivax
malaria is now found in Papua New Guinea and the
Solomon Islands, but it has not become a major clinical
problem, probably because most of the exposed
populations have a relatively high level of immunity.
Vivax malaria was thought to have been eradicated
from the Republic of Korea in the 1970s, but since 1993
it has re-emerged. Soldiers in the north of the country
are the main at-risk group. As is usually the case with
vivax malaria, there has not been any mortality, and
incidence peaked in 1998.
Malaria control in the Region is based on early
diagnosis and effective treatment of the disease, and
prevention through vector control. It has been
generally accepted that, in the remote, thinly populated
areas where most malaria cases occur, diagnosis must
be clinical, because accessible microscopy services of
sufficient quality cannot be maintained in such areas.
As clinical diagnosis is nonspecific, this leads to
overtreatment. To overcome this problem, rapid
diagnostic tests, "dipsticks" based on antigen
detection in blood, have been introduced. These tests
are easy to use and can be applied by village volunteers
and private providers of care. The price of tests for
detection offalciparum malaria is currently at least $0.6
per test. Tests that can also detect other malaria
parasites cost about twice as much. The tests are not,
therefore, affordable in remote rural areas, and to benefit
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Combination treatment for falciparum malaria
Rational use of combinations of two or more drugs with different
modes of action enhances efficacy, enables short-course regimens
with a long life, and may, in some circumstances, delay the
development of resistance.
In Papua New Guinea and Vanuatu, a combination of chloroquine
and sulfadoxine-pyrimethamine has been found effective and is now
the first line treatment for uncomplicated malaria.
A combination ofartesunate and lumefantrine originally developed in China is now marketed worldwide as a
combination tablet by a Swiss pharmaceutical company.
China and VietNam have jointly developed a combination tablet that includes dihydroartesunate, piperaquine
and trimetoprim. The tablet is working well as first line treatment in multidrug-resistant areas in VietNam and
is being further investigated by WHO and the Wellcome Trust.
In Cambodia, metloquine and artesunate tablets are combined in blister packs providing the exact dosages
required for four age-groups (see the "adult" blister pack above).

populations at high risk, their deployment has to be
supported by public funds.
For prevention, insecticide-treated nets continue
to be the main control method in the Western Pacific;
in China and Viet Nam, where a large part of the
population at risk traditionally uses bednets, the
insecticide treatment is generally government-financed.
In other countries, most of the costs are borne by
external partners. Various cost-sharing schemes,
including social marketing, are being explored with
households; the general experience has been that longterm protection of vulnerable groups reqmres
substantial sustained public investment.

WHO RESPONSE
WHO has continued to provide technical support for
endemic countries through country staff based in
Cambodia, Papua New Guinea, Solomon Islands,
Vanuatu and VietNam.
The global Roll Back Malaria (RBM) movement
has helped to coordinate a wide range of partners
dedicated to reducing the malaria burden through
strengthened health services for the people at highest

risk. In the Western Pacific Region, the partners include
the United Nations Children's Fund (UNICEF), the
United Nations Development Programme (UNDP), the
World Bank, the Asian Development Bank, the
European Commission and the Governments of
Australia, Canada, Belgium, Germany, Japan, New
Zealand, the United Kingdom and the United States of
America. Their work is complemented by that of many
nongovernmental organizations (NGOs) who support
the health sector mainly at provincial and district level,
and by training and research carried out by
intercountry organizations such as the Asian
Collaborative Training Network for Malaria
(ACTMalaria), Southeast Asian Ministers ofEducation
Organization-Tropical Medicine Programme (SEAMEOTROPMED) and the Wellcome Trust. In Cambodia, the
Lao People's Democratic Republic and VietNam, the
European Commission supports a major regional malaria
control programme, with WHO collaboration. In Papua
New Guinea, Solomon Islands and Vanuatu, Rotary is
a particularly important partner.
The "Mekong Roll Back Malaria Initiative", which
was launched in 1999, has brought together the six
Mekong countries (Cambodia, China (Yunnan
Province), the Lao People's Democratic Republic,
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Figure 2.1 Drug resistance of falciparum malaria in Asian countries of the Region, 1991-2001

Yunnan Province
High level of resistance to all antimalarial
drugs, except MEF, Art (decreased in
susceptibility to the latter)

Northern Viet Nam
CQ: 10-81% Res.
SP: 15-8=67% Res

Vientiane Province
CQ: 12-46% Res
(i ncreasing)

\.rntral. Southern
VietNam
CQ: 6-97% Res
SP: 16-90% Res

Southern Lao PDR
CQ: 45-85% Res
SP: 38% Res

ART: possibly decreasing
susceptibility

Northeast Cambodia
CQ: 3-33% Res
SP: 3-43 % Res
(Increasing)

Palawan, Philippines
Sabah, Malaysia
High levels of
resis tance to CQ & SP
reported

MEF: 7-30% Res

Abbreviations
CQ - Chloroquine
AQ - Amodiaquin~:

SP - Sulfadoxin~.:-p) rim~thamint'
MEF - Metloquinc
ART- Arll!misinin d~.:rivati\ot! S.
Res - R~sistant

Peninsular Malaysia
CQ : 54% Res.
SP: 37% Res.

Myanmar, Thailand and Viet Nam) with various
partners. During the period, all the Mekong countries
provided data to WHO broken down by province and
corresponding to an agreed set of core indicators
based on WHO global standards. WHO provided the
data to SEAMEO-TROPMED which used them to
regularly update "Mekong Malaria" maps showing the
distribution of malaria incidence, drug resistance and
interventions.
A meeting on antimalarial drug resistance in the
Mekong Region was held in Phnom Penh, Cambodia,
in October 2000. Data on drug resistance were reviewed
(Figure 2.1 ), and a plan for monitoring based on a
balanced set of sentinel sites in the Region was agreed
on. The main monitoring tool will be a 28-day test for
assessing the therapeutic efficacy of treatments
selected as first line treatment in the area where the
sentinel site is located.

WHO is now working with partners to consolidate
procurement of dipsticks for the six countries covered
by the Mekong Roll Back Malaria Initiative. The
objective is to combine economy of scale with quality
assurance. This builds on a biregional meeting held in
Bali, Indonesia, in May 2000 which broke new ground
by recommending a "package" of on-the-spot diagnosis
of malaria cases by either microscopy or dipstick and
combination treatment (see box) to be applied
universally in multi drug-resistant areas in the Mekong
countries. A WHO-sponsored survey on the quality
of antimalarial drugs based on artemesinin (a traditional
Chinese drug now validated as a highly effective
antimalarial) produced and used in the Mekong
countries identified which preparations were of
acceptable quality and which ones should be
withdrawn from the market. The information has been
provided to the Ministries of Health of the countries
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where the respective formulations were found and
produced. Recognizing that the Mekong Region is
today the world's testing ground for developing and
validating antimalarial treatments, a meeting will be held
in November 200 I to provide directions for antimalarial
drug development. The aim will be to coordinate efforts
directed at: optimizing combination regimen dosages,
developing fixed-dose combinations produced
according to good manufacturing practices (GMP) and
comparing the efficacy and effectiveness of the best
combination regimens in Phase Ill clinical trials.
In Cambodia and Viet Nam, pilot projects that
deploy prepackaged combination therapy together with
dipsticks have begun. In Cambodia, emphasis will be
given to social marketing of this package through the
private sector, an effort that is pioneered by the Ministry
of Health with support from the European Commission
and WHO. In VietNam, a training package for village

health volunteers in malaria-endemic areas has been
prepared by the Ministry of Health with support from
UNICEF, WHO and other Roll Back Malaria partners.
In Yunnan Province, China, a controlled clinical trial in
2001 will show which of the cunently available Chinese
combination treatments is the most appropriate first
line treatment. In the Lao People's Democratic Republic,
trials are currently being carried out to assess the
efficacy of a combination of chloroquine and
sulfadoxine-pyrimethamine. This inexpensive regimen,
which has proved itself effective in countries of the
Pacific with a level of drug resistance similar to that of
the Lao People's Democratic Republic, is also being
piloted in the Philippines.
Another pioneering initiative in Cambodia is the
social marketing of hammock-nets for mobile groups
entering forests. This pilot project is managed by the
Government, with financial support from a World Bank

Figure 2.2 Drug resistance of falciparum malaria in the Pacific, 1991-2001
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loan and technical cooperation from
WHO.

In the Philippines, a special Roll
Back Malaria project for eastern
Mindanao is strengthening existing
primary health care services by
ensuring diagnosis by microscopy or
dipstick, availability of antimalarial
drugs, training, and coverage of atrisk groups with treated nets. The nets
used are factory-impregnated by a
novel technology designed to allow
the insecticide on the nets to remain
effective for as long as five years, or
as long as the net lasts. The project
includes monitoring to assess
whether the efficacy of the insecticide
is as long-lasting as laboratory testing
has indicated.
Roll Back Malaria (Rausim Birua
Malaria) in Papua New Guinea is
training staff in the precise application
of the revised antimalarial drug policy
(chloroquine combined with
sulfadoxine-pyrimethamine ), which
# 372 1£1Ln:!:f8illl
was adopted in 2000 on the basis of
\!IMIJ : (o~m) ~'olfc o~lrl
therapeutic efficacy trials. The main
E-mail : cnmlotus@bigpond.com kh
challenge now is to attain high
coverage with treated nets among the
2 million people at risk. WHO is
The use of hammock nets, especially when treated with an
supporting the Government to set up
approriate insecticide, is a practical method of malaria prevention
for mobile groups who sleep outdoors, This is used for social
the necessary management structure.
marketing of hammock nets in Cambodia,
In Solomon Islands, the malaria
control programme made excellent
progress during the 1990s and there
has been a 67% reduction of malaria incidence since
general health services, and gradually to improve the
1992 (Figure 2.4). However, all programmes suffered
coverage of bednet treatment services.
a major setback in 2000 due to the ethnic crisis
and the collapse of the national economy.
RESULTS
Nevertheless, WHO has continued to provide material
and technical support as the situation is now
stabilizing. The current objective is to regain the
In 1993, regional goals were set for 2000 that called for
degree of control that was achieved during the
an 80% reduction in malaria mortality and a 50%
1990s. If this can be achieved before the end of
reduction in malaria morbidity compared with 1992. From
2002, further reductions in morbidity can be
1992 to 1999 there was a 56% decrease in reported cases
achieved from then on.
and a 52% decrease in reported deaths in the Region
In Vanuatu, it has been possible to continue to
as a whole.
provide chloroquine and sulfadoxine-pyrimethamine
Although several countries in the Region
treatment to suspected malaria cases through the
experienced a moderate increase in malaria incidence

11!11
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Figure 2.3 Confirmed malaria cases reported in endemic countries in Asia, 1990-1999
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Figure 2.4 Confirmed malaria cases reported in endemic countries in the Pacific, 1990-1999
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Figure 2.5 Malaria deaths reported in endemic countries in Asia, 1990-1999
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Figure 2.6 Malaria deaths reported in endemic countries in the Pacific, 1990-1999
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in 1999, preliminary data from 2000 suggest that this
was a temporary phenomenon related to climatic
factors.

ANALYSIS
In the Region as a whole, the progress which started in
China in the 1980s and in most other countries in the
1990s has continued, but at a slower pace in recent
years. Some of this improvement is a result of improving
living standards, which are associated with reduced
population movements in areas where there is a high
risk of malaria and better access to essential care.
Reduced malaria transmission is also a side-effect of
the progressive disappearance of the forests in most
tropical Asian countries. In many countries, improving
economies have led to improved health services and
implementation ofeffective malaria control. It is therefore
difficult to disentangle how much of the reduction in

Insecticide-treated nets continue to be the main method
ofpreventing malaria in the Region

malaria cases and deaths is due to specific malaria
control efforts. The crux of the matter is that malaria
remains entrenched in many remote rural communities,
and it is this that makes Roll Back Malaria an important
part of more general poverty reduction efforts.
Data from 2000 are still too incomplete to assess
to what extent the goals adopted in 1993 have been
achieved. The Regional Office will carry out an analysis
at the end of2001. However, data from 1999 and 2000
indicate that the Lao People's Democratic Republic is
probably the country in the Region currently making
most progress, and this correlates well with the
increasing coverage of well-targeted preventive
strategies. In Pacific island countries, it is very
encouraging that no falciparum malaria cases have been
reported from the whole of the southernmost province
of Vanuatu, Tafea, and that no deaths have been
repmted in the country for the fourth consecutive year.
Given that about 5000 falciparum cases are recorded
every year in Vanuatu, the zero mortality is a remarkable
and unique achievement, and an inspiration for the
global RBM movement.
Despite encouraging evidence, it has not yet been
proved that combination treatment will be significantly
more effective than sequential use of single drugs at
inhibiting drug resistance. Nevertheless, combination
treatment is often the most effective treatment, even in
areas with the worst multidrug resistance. The recent
development of several novel combinations in China
strengthens confidence that prices will come down and
that new combinations can be deployed, should
resistance to one of them emerge.
Dipstick diagnosis has multiple benefits. Both
patient and provider can see immediately whether a
patient has malaria. Differential diagnosis is enhanced
and polypharmacy reduced. As antimalarial drugs are
prescribed only to patients who need them, costs and
side effects of unnecessary drugs are reduced and drug
resistance may decrease. The combination of dipsticks
and effective combination treatment is attractive to
patients, which means that cases are diagnosed earlier
with a lower risk of complications and a greater chance
of reduction in transmission. Finally, peripheral health
services and communities are able to monitor the local
malaria situation.
The attractiveness of dipsticks and combination
treatment increases the risks of these products being
counterfeited. Measures must be taken to prevent this.
There is also scope for improving the production
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standards of bona fide antimalarial drug
products. Quality assurance systems for
dipsticks are required. Training,
regulation, monitoring and consumer
education are all needed if services are
provided
by
volunteers
and
nonprofessional private providers.
Action to meet these challenges must coexist with the ongoing work of ensuring
coverage of at-risk populations with
treated nets, in the areas where these are

effective and cost-effective.

FUTURE
The Roll Back Malaria initiative has the
potential to further increase partner
Mobile health worker in Palawan, the Philippines taking
support by raising the profile of malaria
a blood slide for an antigen test
in the international community. The
renewed emphasis on the links between
combination treatment regimens for different situations
malaria control and health sector reform should enhance
the sustainability of external investments. As a result
of drug resistance , working towards greater
of technological developments, the prospects for
simplification and harmonization. Particular attention
reducing the malaria burden decisively are very good.
will be paid to collaborating with the countries in the
Nevertheless, the provision of adequate preventive and
Region which are producing appropriate fixed-dose
combinations to ensure steady supplies of affordable
curative services to often remote populations at high
risk will still require substantial, continued investment,
GMP standard products. Analytical work on
government commitment at all levels; the assumption
determining criteria for vector control will be translated
by governments of their full regulatory responsibilities;
into practical guidelines and training activities. Tools
for monitoring malaria and its control will be refined to
and increased awareness and participation at the
community level.
correspond to the new standards of disease
WHO efforts in the Western Pacific Region over
management, and operational research as an approach
the coming years will focus on identifying the best
to improving quality will be actively promoted.

COMBATING COMMUNICABLE DISEASES

Dengue

ISSUES
Dengue continues to be a problem throughout the
Region. Increasing urbanization means more people
are living in poor housing without proper waste
disposal or adequate drainage. Rapidly growing cities
and towns lead to large numbers of containers,

there was a major decrease in cases and deaths
compared to 1998, indicating that the pandemic had
passed (Figure 2.7). During 2000 there were scattered
minor outbreaks in some countries but it is expected
that the totals will not be much different from 1999.
However, some virologists have argued that trends
indicate that there will be a serious dengue situation in

includin!l old tyres, empty tins, rlisr.llrckrl r.or.rmnt

/()()1

shells, and in some areas drinking-water containers, all
of which are ideal breeding places for Aedes mosquitos.
The constant movement of people between islands,
and across borders, provides numerous opportunities
for the virus to be introduced. All these factors
continue to increase the size of the populations at risk
and the potential for severe epidemics of dengue.
The last complete data on reported cases of
dengue and dengue haemorrhagic fever and dengue
deaths are for 1998 when a pandemic swept through
Asia. For those countries for which 1999 data are
available (Fiji, the Lao People's Democratic Republic,
Malaysia, the Philippines, Singapore and Viet Nam)

in the proportion of dengue type 3 cases seen in patts
of Malaysia. Type 3 dengue is associated with
increased transmission and higher virulence.
Despite constant efforts to monitor and control
vector populations and strengthen surveillance to
monitor fever cases and thereby provide an early
warning of an epidemic, countries in the Region have
not been successful in effectively preventing dengue
epidemics.
Even in Singapore, where numerous measures are
taken to control mosquito vectors, monitor rainfall and
increase public awareness, there is still some
transmission.
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Figure 2 .7 Dengue fever/dengue haemorrhagic fever in the Region, 1991-1999"
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On the other hand, the understanding of the
general public and the knowledge of hospital staff
about the early management of dengue is steadily
improving, with the result that children are brought
early for correct treatment, leading to lower case fatality
rates.

WHO RESPONSE
Improved case management
The di:Jtribution of a :Jimple :Jet of guideline:J on patient
management during the major outbreak in Fiji in 1998
significantly reduced the number of dengue deaths.
Based on that experience and similar interventions in
other countries, the Regional Office, with assistance

from a number of experts, is now preparing a revised
set of guidelines for management of dengue fever/
dengue haemorrhagic fever at different levels of care.
It is recommended that all countries and all hospitals
should aim to reduce and maintain the case fatality
rate of dengue haemorrhagic fever below 1%.

Improved surveillance
Initial steps have been taken to establish a regional
network for dengue surveillance. In the Pacific, a
network of diagno:Jtie laborutorie:J at national and
subregional levels is already operating. Steps are taken
to promote similar networking in the rest of the Region.
Until recently, the problem has been the lack of a simple
test that can be done at country level where there is

:\'laking water ston1ge jars safe
In rural areas of Cambodia virtually every house keeps a collection of large cement or pottery water storage
jars. The jars are one of the major breeding sites for Aedes mosquitoes. Partially filled jars provide an ideal
environment for the female Aedes mosquitos to lay their eggs on the inside surface of the jars just above the
water line. Later when the jar is filled and the eggs come in contact with water they hatch, releasing larvae that
quickly develop into adult mosquitos with the potential to carry dengue. Various designs have been tested to
find a cover that is inexpensive, durable, and provides a tight seal to keep mosquitos out while at the same
time giving users easy access to the jar's contents. A design has been selected that meets all the requirements
and consideration is being given to mass producing it.

Cambodian water storage jar with a mosquito-proof cover
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no virology laboratory. Samples had to be sent to
regional laboratories for confirmation, a procedure that
often took many weeks. However, new rapid diagnostic
tests mean that even the smallest countries are able
to obtain initial confirmation of dengue, giving them
the ability to respond rapidly to an epidemic.
Guidelines on case management are being revised and
will clarifY case definitions. A clear distinction will be
made between dengue fever and dengue
haemorrhagic fever, stressing the need for strict
compliance with the WHO case definition for dengue
haemorrhagic fever. Confirmed cases should be
reported, but confirmation will generally be based on
a single sample.

Effective vector control
Th~ initiftl r~ftdinn tn fl ris~ in rl~ne;11~ rft<>~<> i<> ll'>llfllly
to carry out space spraying as a way of reducing
mosquito vector populations. Recent evidence
indicates that only under ideal conditions does ultralow volume spraying or thermal fogging have a
measurable impact on dengue transmission. WHO has
worked with national dengue control programmes,
nongovernmental organizations (NGOs) and other
partner organizations to decrease the reliance on space
spraying and instead target the reduction of mosquito
breeding sites.
In Cambodia, this has taken two forms. First,
WHO has been working with the Government and
NGOs to design and distribute a cover that effectively
reduces or eliminates mosquito breeding in the
numerous water storage jars that are a common sight
in nearly every rural Cambodian household (see box).
Second, WHO is working with NGOs and government

agencies in Phnom Penh to place a chemical larvicide
that lasts for about five weeks in every water container
and breeding site in the city. This method was piloted
during 1999 and will be expanded to cover most of
Phnom Penh before the main transmission season of
2001.
In VietNam, successful community-based trials
have controlled dengue vector breeding using
Mesocyclops, a small crustacean that kills large
numbers of mosquito larvae. WHO is encouraging
other countries to evaluate the effectiveness of this
method under their own local conditions.
In Malaysia, WHO is collaborating with the
Ministry of Health and Johor state health workers to
develop a new high-impact media campaign designed
to change attitudes and behaviour related to vector
control and treatment seeking. The media message will
encourage household members to regularly inspect
and destroy breedmg places m and around the1r own
houses but also in vacant lots and other unoccupied
areas where garbage tends to accumulate. Incentives
will be provided to individuals and communities that
take part in the campaign to make Johor dengue-free.

Epidemic preparedness
The key to an adequate response to dengue epidemics
is good planning. WHO is working with governments
and other partners to develop and put in place
epidemic response plans. Stockpiles of insecticides
and application equipment are maintained in Suva, Fiji,
for Pacific island countries and in Cambodia for the
Mekong countries. In 1998 these stocks were
extensively drawn on but during 1999 and 2000 they
were not required.

ANALYSIS
It is still too early to tell what impact the

Mesocyclops, a small crustacean that kills mosquito larvae

new dengue prevention and control
measures have so far had on dengue
transmission. The key test will be faced
in 200 1, if the forecasted pandemic comes
about; if it does not, it can be expected
to occur within a few years. Distribution
of treatment guidelines has already
raised the awareness of clinicians about
the need for proper management of
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dengue fever and dengue haemorrhagic fever. During
the 2001 transmission season it is hoped therefore that
declines in case fatality rates will continue. The same
is true of vector control and epidemic preparedness.
The effectiveness of improved surveillance will also
be tested in the coming year.

FUTURE
The best hope for the future prevention and control of
den~ue fever and denlj!;ue haemorrhagic fever is in the
more effective application of vector control activities
and the continuing development and strengthening
of surveillance networks. The effectiveness of these
networks will rely on capacity building at the regional
and national levels. WHO will continue to collaborate
with countries to establish new laboratories and
upgrade existing laboratories. It will also work with
countries to develop quality control standards,

including the timely supply of high-quality test kits
and diagnostic reagents. Health information and
reporting systems that will enable the quick and
accurate reporting of dengue epidemics and facilitate
the sharing of such information between countries will
also be strengthened.
The effective application of vector control
activities must clearly focus on specific behavioural
changes that will result in individual households and
communities taking an active part in the reduction of
dengue vector breeding. Media campaigns such as the
campaign currently being designed and implemented
in Malaysia will be key factors in making those
changes. WHO will continue to work with countries
and areas in the Region to refine and test
communication techniques and to improve
understanding of human behaviour that promotes the
transmission of dengue. Where appropriate, these
activities will take place as part of Healthy Cities and
Healthy Islands initiatives.

Lymphatic filariasis

ISSUES
Lymphatic filariasis is known to be endemic in
Cambodia, China, the Lao People 's Democratic
Republic, Malaysia, the Philippines, VietNam and 15
Pacific island countries. Following a World Health
Assembly resolution 1 in 1997, WHO made a
commitment to work toward the goal of eliminating
lymphatic filariasis by 2020. In the Western Pacific
Region, control efforts using single or multiple doses
of diethylcarbamazine (DEC) on its own have been
applied for many years but the effect of such measures
has been short-lived. Cases have been reduced but
once the distribution of drugs has stopped the number
of cases has quickly risen to pre-intervention levels or
near pre-intervention levels.
The recent development of a rapid diagnostic test
(which replaces the tedious job of taking and examining

1

Resolution WHA50.29

blood films as the only way of diagnosing the disease)
and the use of combination therapy have made
elimination of the disease possible. The rapid
diagnostic tests allow the quick and accurate
identification of areas of continued transmission. This
is followed by the annual mass treatment of the
population at risk using a combination of albendazole
and DEC for a period of five years. Albendazole is
provided free through an agreement with the
manufacturer GlaxoSmithKline, so governments or
partners need purchase only the DEC. Both drugs are
extremely safe and effective.
The methodology for elimination of lymphatic
filariasis is simple, safe, effective and inexpensive. The
major hurdle being faced by most countries is the
problem of the logistics involved in attaining high rates
of coverage in large populations for the five rounds it
takes to interrupt transmission. Overcoming this will .
require governments to recognize and prioritize the
elimination of a disease that in the past has not been
seen as a major public health problem. It will also require
the communities involved to take an active part in
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Figure 2.8 Antigen positivity rates for W. bancrofti by country,
baseline surveys, 1999-2000
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assuring high coverage during the annual rounds of
mass drug distribution.
The chronic forms of the disease, elephantiasis
and hydrocoele, continue to have a major impact on
patients and their families. In the past, very little was
done to manage such chronic cases. Recently, bacterial
'super infection' of the skin has been recognized as a
significant factor in producing lymphoedema and
elephantiasis, and in compounding the damage caused
by the parasites. Regular and sustained washing of
the affected areas and use of antibiotic ointments can
slow or significantly reduce the progression of the
disease and reduce the size of the lymphoedema.

WHO RESPONSE

(PacELF) which began in 1999, after a Meeting of
Ministers ofPacific Island Countries in Palau. 2 Together
with support from AusAID through the Pacific Regional
Vectorbome Disease Project (PRVBD) managed by the
Secretariat of the Pacific Community, and the
Government of Japan, WHO has provided technical
and financial support to Pacific island countries for
their efforts to eliminate lymphatic filariasis from the
Region by 2010. PacELF serves as a channel of
communication between the 22 member countries; it
organizes training courses, coordinates the acquisition
and distribution of supplies and drugs, and maintains
an information system for the collection and analysis
of data. The Government of Japan has provided
funding to PacElf in 2001 through the Japan
International Cooperation Agency and the Ministry of

WHO is one of the major partners in the Pacific
Programme for the Elimination ofLymphatic Filariasis

' Report of the Regional Director: I July 1998- 30 June 1999.
Manila , WHO, p .SO .

2.

Health, Labor and Welfare for drugs, test kits and
operational costs. The Government of Fiji has provided
office space in Suva and WHO has posted a full time
professional staff member and provided equipment and
support for the PacELF office.
China has already attained elimination based on
the global criteria (defined as an antigen prevalence
less than or equal to 0.1 %) but the other endemic
countries of the Region have been slower to implement
the global elimination strategy. WHO is providing
technical support to Cambodia, the Lao People's
Democratic Republic, Malaysia, the Philippines and Viet
Nam to map areas where transmission is taking place,
identify appropriate operational units for
implementation of mass drug administration (MDA),
collect baseline data, organize and assess the MDA
campaigns and finally to certify elimination . Out of the
five countries, the Philippines was the first to carry out
a first round of MDA in two pilot provinces .in 1999.
The aim is to expand the programme gradually over the
next two years to cover 18 provinces with a total
population of 16 million people. In Malaysia, there has
been an ongoing control programme based on selective
treatment ofpositive cases. In 1999 this was changed
to an elimination programme. Endemic areas, primarily
in the state of Sabah, are being mapped before the
MDA begins. In Viet Nam, a national plan for the
elimination of filariasis has been produced but has not
yet been implemented due to the lack of resources. In
Cambodia and the Lao People's Democratic Republic,
the elimination programme is just
starting and at this point the distribution
of the disease is not yet known. In both
countries mapping of the disease should
begin during 2001.
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the enthusiasm and commitment of the health workers
and communities involved in the MDA campaigns.
Seventeen Pacific island countries now have active
programmes. Fourteen of them have completed their
initial assessment surveys with a total of2007 positive
cases found out of35 638 people examined, giving an
overall prevalence rate of5.6%. Prevalence rates varied
from country-to-country but all were considered low
in global terms, meaning that there is a strong
probability that elimination activities will be successful.
The key measure of success of MDA campaigns
is the level of coverage. To be successful, MDA
campaigns must cover 80% of the population and
compliance should be as close to 100% as possible.
Children less than two, pregnant women and people
suffering from chronic diseases are exempted. Six
countries have launched MDA campaigns and four
more are ready to start during 2001 . Of the six, Cook
Islands, French Polynesia, Niue, Samoa, and Vanuatu
met or exceeded the 80% target (Table 3.1)
In American Samoa coverage was only 17%
because of difficulties arising from the need to have
the consent of everyone who was treated and the
requirement that treatment could only be given by
registered nurses . Working with WHO and the Centers
for Disease Control and Prevention in the United States
of America, the Government of American Samoa has
been able to overcome most of these problems and the
next round of mass treatment in 2001 should reach the
expected level of coverage.

RESULTS
By becoming a partner in PacELF, each
member country or area makes a
commitment to the goal of filariasis
elimination by 2010. The strength of the
political commitment was clearly
demonstrated at the Palau meeting of
Pacific Ministers of Health in 1999 and
by the Ministers when they met in
Madang, Papua New Guinea, in March
2001. This commitment is matched by

Taking a blood test from a former filariasis patient in Samoa
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Table 2.1 Mass drug administration, first round
coverage by country, 1999-2000

American Samoa

17
81

Cook Islands
French Polynesia

93

Niue

94

Samoa

90

Vanuatu

83

Papua New Guinea is the largest member of
PacELF in terms of population and it poses the biggest
problem in terms of implementing the global lymphatic
filariasis elimination strategy. The Department ofHealth,
in collaboration with WHO, is currently engaged in
formulating a national plan for filariasis elimination as
part of its overall National Health Plan. In the private
sector there have been some positive examples of
control recently, such as in the area around the Misima
Mine where there has been a successful elimination
programme This demonstrates that, if the resources
and commitment are in place, filariasis elimination can
be successful in Papua New Guinea.

ANALYSIS
By the end of2000, six countries and areas- American
Samoa, Cook Islands, French Polynesia, Niue, Samoa
and Vanuatu- had successfully completed a first round
of MDA. Only one of these countries had coverage
below 80%, indicating that in the small island countries
of the Pacific the elimination strategy can be
successfully implemented. It is important that this level
of enthusiasm and commitment be sustained.
The next steps in the development of PacELF's
progamme will be: (1) to develop an epidemiological
information network system; (2) to seek regional
support to cover communities of Pacific islanders in

Australia, New Zealand and Hawaii with filariasis
treatment; (3) to encourage countries to integrate
filariasis control into other programmes; and (4) to
formulate a group within PacELF to review country
activities and report on the progress of PacELF to the
countries and partners.
For the larger countries the initial success attained
by the Philippine programme suggests that the strategy
can be applied on a larger scale but the true test will
come when the programme expands to cover all endemic
areas in the country, requiring a massive level of
support. The same is true for VietNam. Nevertheless,
both countries have successfully carried out mass
immunization campaigns for poliomyelitis, indicating
that, given the commitment, such large operations can
be successful.

FUTURE
The global and regional target (excluding the Pacific)
for the elimination of lymphatic fi !arias is is 2020.
For the Pacific the target is 2010. By the end of2002,
the initial baseline assessment will have been
completed in every country and monitoring surveys
will have been conducted in French Polynesia, Niue,
Samoa and Vanuatu to measure the impact of the first
rounds ofMDA. This will be the first indication of how
well the "Pacific elimination strategy" is working. Given
the good start that has been made it is reasonable to
expect that the goal of elimination for the Pacific will be
attained by 2010. For the larger countries it can be
expected that they too will be certified as filariasis-free
by2020.
WHO will continue to provide technical input and
work with other partners to provide the resources
required to sustain elimination activities in the Pacific
and in the larger Asian countries. As part of WHO
support, two subregional programme review groups
that have recently been formed will meet on an annual
basis to review the national programmes and if
necessary to recommend changes.

- ==========----
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Soil-transmitted helminths

ISSUES
Infection by soil-transmitted helminths has been
increasingly recognized as an important public health
problem in the Region. Cun·ent estimates suggest that
at least one quarter of the world 's population is
chronically infected with intestinal parasites. In 1996,
WHO reported that worldwide Ascaris lumbricoides
infect 1.4 billion people, Trichuris trichura 1 billion
people and hookworms (Ancylostoma duodenale and
Necator americanus) 1.3 billion people. School-age
children (5-14 years of age) and pregnant women bear
the greatest disease burden.
Transmission of soil-transmitted helminths is
linked to poor sanitation and the generally poor living
conditions found in many cities in the Region. As the
trend towards greater migration to urban areas
increases, squatter settlements and shantytowns will
provide more fetiile ground for the spread of these
paras ites .
Most clinicians and public health workers do not
consider intestinal parasites to be an important
problem, so infected children are commonly not treated
for "worms". However, schoolchildren harbour the
highest rate and intensity of infection . This results in
anaemia, decreased physical fitness and activity, and
impaired school performance . Treatment usually
reverses these effects. The drugs used for treatment
are safe, highly effective and the cost of a single
treatment is approximately $0.04. The best method of
delivering the drugs is through the school system
where teachers can safely administer the drugs.

WHO RESPONSE
A resolution adopted by the 107'11 session of the WHO
Executive Board on schistosomiasis and soiltransmitted helminths endorsed the regular treatment
of high-risk groups, particularly school-age children.
It called on Member States to ensure there is access to
essential drugs against soil-transmitted helminths in

endemic areas. 1 The WHO target is to ensure that 75%
of the children at risk from intestinal parasites receive
regular treatment by 2010. This usually takes the form
of "deworming" exercises twice a year covering all
schoolchildren. In areas where mass treatment for
filariasis is taking place, the albendazole that is being
administered once a year to the entire population will
effectively treat the intestinal helminths. This should
be followed six months later by a full round of
mebendazole administered to students through the
schools.
In Pacific island countries, a major initiative is
underway to introduce a combined programme of
regular deworming of school-age children, annual mass
treatment for filariasis in endemic areas, micronutrient
supplementation, improvements in sanitation, personal
hygiene and safe water supplies. This will take place in
conjunction with a programme to activate and expand
the Pacific network ofhealth-promoting schools. WHO
will carry out a survey of all Pacific countries to
detem1ine the levels ofhelminth infections, nutritional
status, status of hygiene and safe water supplies, and
to find out about the status of health-promoting
schools. A regional meeting will then be held in order
to formulate a regional plan and work with countries to
formulate national plans.
In Cambodia, the Lao People 's Democratic
Republic and VietNam, WHO is already collaborating
with govemments, NGOs and other partners on schoolbased helminth control activities. In the Lao People's
Democratic Republic, the Korean Health Association,
supported by WHO, has started a programme for
selectively treating children infected with intestinal
parasites. The target is to cover four provinces and a
total of 5000 children a year. ln Cambodia, WHO is
working with the Sasakawa Memorial Foundation,
UNICEF and other partners to regularly treat more than
100 000 children in rural areas and an estimated 15 000
school children in Phnom Penh. Similarly in VietNam,
WHO is collaborating with Govemment and partners
to provide regular deworming to an estimated 325 000
children.
1
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Integrated approaches to vectorborne diseases within health-promoting schools:
the Pacific initiative
Planning for the first phase of an integrated programme for Pacific island countries was completed in
March-June 2001. The programme combined filariasis elimination and control, helminth control, micronutrient
supplementation, water supply and sanitation, and food safety, all focused on an expanded network of
health-promoting schools.
WHO consultants visited 20 Pacific island countries to gather data that will serve as the basis for
comprehensive regional and country plans. Visits were conducted by two teams of consultants with one
parm;itoloeist, fin r.nvironmr.ntfll hr.illth spr.~iillist, ilnrl fl nntritinni<;t with '>pf'rifll intf'rf'c;t in hf'~lth-prnmnting

schools. During their two-month visits, each team collected quantitative and qualitative data.
(I) At the national level they updated databases on health-promoting schools, and reported on the
level of commitment and experience in the Ministries of Health and Education.

(2) At the local level, they carried out small surveys of rural and urban schools, documenting the
prevalence of helminth infestation, anaemia, nutritional problems, and the state ofthe physical
environment, including hazards and water and sanitation.
There is clearly a link between helminth control and mass drug administration for filariasis elimination using
an annual dose of albendazole. Albendazole is also very effective against intestinal helminths. This mass
drug administration for filariasis will cover the entire population of the filariasis-endemic countries over the
next five years. To this it is proposed to add a second dose ofmebendazole administered to primary-school
children. For the filariasis-free countries it is proposed to give a twice-yearly dose of mebendazole to all
school children and other high-risk groups. Along with this it is proposed that they should be provided with
appropriate micronutrient supplementation for iron and vitamin A. The other important components of helminth
control and control of dengue are environmental sanitation, clean water supplies, and basic food safety. All
these components will be packaged and channelled through the health-promoting schools network.
At the end of this first phase, the following has been achieved, to varying extents, in the countries visited:
(a) a situation analysis has been carried out according to a standardized multidisciplinary protocol;
(b) a manual for the implementation of such coordinated projects has been tested by the WHO teams
and national counterparts.

RESULTS
There are very few data on morbidity or mortality due
intestinal helminths, because neither is routinely
reported. However, survey data show extremely high
rates of infection, not only in children but among all
age groups.
During the initial stage of the Pacific helminth
control initiative, rapid assessment surveys were done
to determine the severity of the problem in each
country. Baseline surveys will be done later to create a

more detailed database against which changes in
prevalence rates for intestinal parasites, haemoglobin,
height and weight data can be compared. The same
type of assessment will be done in other countries.

ANALYSIS
Experience from Japan and the Republic ofKorea, two
countries where effective helminth control programmes
were initiated after the Second World War, has shown
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that, given political commitment and resources,
helminths can be effectively controlled. Soiltransmitted helminths projects underway in Cambodia,
the Lao People's Democratic Republic, and VietNam
will quickly be expanded so that deworming reaches all
school children within the next three years. This will
pave the way for other school-based programmes. As
data become available on the impact of national helminth
control programmes, they will be carefully analysed
and compiled to measure the impact of the helminth
control strategy when applied to large population
groups. Similar strategies elsewhere in the world have
led to an average difference in weight gain between
treated and untreated subjects of 1.12 kg per year and
an average difference in height gain of 0.48 em.

FUTURE
In the countries and areas of the Wetem Pacific Region
that are still endemic, coverage of school-based
strategies for helminth control will continue to expand
in parallel with other school-based health programmes.
These control programmes will build upon and
strengthen the capacities of existing health services,
particularly in lower-income communities. In due
course, other high-risk groups will be covered by
deworming: pregnant women through maternal and
child health programmes (pp.ll4-123) and preschool
children through the Integrated Management of
Childhood Illness strategy (see pp.91-96).

3. Stop TB and leprosy elimination

Tuberculosis

ISSUES
uberculosis (TB) is the ~cadi ng infectious ki!ler
of youths and adults m the Westem Pac1fic
Region. For example, tuberculosis in Chin a
causes about 80% of deaths due to communicable
diseases in the economically productive age group (1564 years of age). This is more than sixteen times the
mortality caused by hepatitis B and C. The regional
notification rate is 49 cases per 100 000 population, but
in nine countries and areas the notification rate exceeds
100 per 100 000. China accounts for more than 50% of
the notified cases in the Western Pacific Region
(Figure 3.1).
It is estimated that there are about 2 million cases
of all types of tuberculosis in the Region, of which
some 850 000 are infectious (sputum smear-positive
cases). However, the number of notified cases is much
lower; in 1999, there were 823 421 notified cases of all

T

Figure 3.1 Distribution of notified tuberculosis
cases in the Western Pacific Region
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types (44% of the estimated number of cases of all
type~) aml393 801 notified new ~mear-po~ilive ea~e~
(47% of the estimated number of new smear-positive
cases). The disease affects twice as many males as
females, with 68% of the smear-positive cases occurring
in the 15-54 age group, the most productive segment
of the population (Figure 3.2).

Tuberculosis and poverty
There are strong links between poverty and
tuberculosis. For example, in the Philippines it has
been shown that the tuberculosis rate in low-income
urban populations is double that of the general urban
population. The World Bank estimates that nearly 80%
of the difference in health status between the rich and
the poor is due to communicable diseases and this is
clearly borne out in the figures for tuberculosis; the
poorest 20% of the world's population bears the burden
of almost one half of the world's tuberculosis cases.
Approximately 95% of new tuberculosis cases and 99%
of tuberculosis deaths occur in developing countries.
In addition to being a critical concern for public
health, the worsening burden of tuberculosis has a
profound impact on national economies and human
development in the Western Pacific Region.

2%

DOTS

Others

56%

In 1999, 68% of the Region's population had access to
the WHO recommended strategy for treating
tuberculosis, directly observed treatment, shmt-course
(DOTS), while 69% of all notified tuberculosis cases
and 78% of notified new smear-positive cases were
enrolled in DOTS.
In China, the existing DOTS programme includes
areas supported by a World Bank project (50% of the
population) and areas where the Ministry of Health
implements DOTS without World Bank support ( 14% ).
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After a substantial increase in the number of cases
reported to the DOTS programme from 1997 to 1998,
there has been no further increase.
There are several constraints to DOTS
implementation and expansion in the Region. These
include financial shortfalls, particularly for procurement
of tuberculosis drugs, technical limitations (especially
in the Pacific), and a shortage of skilled human
resources, including shortages at the central level in
some countries.

new tuberculosis cases was 5.2% in Cambodia, 6% in
Malaysia and 1% in Viet Nam. In Phnom Penh,
Cambodia, 1999 survey data indicated that
approximately 14% oftuberculosis patients were HIVpositive. These percentages are expected to rise over
the next few years.

Tubt:t(;Ulo~b

use tuherculosis control as a catalyst to develop health

in indu!ltrialiud countries

The case detection rate for tuberculosis in
industrialized countries in the Region is much higher
than in European countries with similar levels of
socioeconomic development. Moreover, with the
exception of the Republic ofKorea, in these countries
tuberculosis has not declined in recent years. Even in
the industrialized countries of the Region, information
systems for tuberculosis are not highly developed.

Tuberculosis and HIV co-infection
Although average HIV/tuberculosis co-infection rates
are still low, some countries have reported an increase
in co-infection. In 1998, the prevalence rate ofHIV in

Emerging challenges
DOTS expansion in the context of health systems
development is an important challenge. WHO aims to
systems in selected countries, including Cambodia and
Viet Nam. This will involve incorporating effective
technical and managerial components of the DOTS
strategy into health systems. At the same time,
tuberculosis control in the Region is being
strengthened by reforms to overall health systems.
The prevention and reduction of drug-resistant
tuberculosis must be one of the highest priorities for
national tuberculosis control programmes. Regional
data indicate that there are several ' hot zones 'of drug
resistance and, overall, there is a significant trend of
increasing drug resistance. Drug resistance surveillance
is being implemented in many countries of the Region
and expansion of DOTS will help to combat this
problem.

Figure 3.2 Tuberculosis cases notified by gender and age group, new smear-positive cases,
Western Pacific Region, 1999

40 000
35000 r---------~~--.--,--------~~
30000~--------~~-

Cases
notified

25 000
20 000
15 000
10 000
5 000

i - -- - ----1=-

+-----1------

r---t----0-14

•

Male

•

Female

15-24

25-34

35-44 45-54

Age group (years)

55-64

>=65

COMBATING COMMUNICABLE DISEASES ~c --

WHO RESPONSE
Regional partnership

Sputum smear microscopy being used in China to
diagnose tuberculosis

The Regional Inter-Agency Coordination Committee
(ICC) for Stop TB was active during the period. Partners
include the Australian Agency for International
Development (AusAID), the Department for
International Development of the United Kingdom
(DFID), the Government of Japan through the Japan
International Cooperation Agency (JlCA), the United
States Agency ±or International Development ( USAID)
and the World Bank (WB).
WHO collaborated with countries to set up
national Inter-agency Coordinating Committees. In
particular, a strong partnership among DFID, JICA, the
World Bank and WHO has been developed in China in
order to sustain tuberculosis control beyond the
ending of a World Bank loan in 200 I.
Pattnership development was the regional theme
for World TB Day 2001: 'DOTS for all: partnerships for
tuberculosis control in the Western Pacific ' . A special
'advocacy kit' to catalyse tuberculosis advocacy
across the Western Pacific Region was prepared and
distributed throughout the Region.

Sun eillance for drug resistance
WHO and the International Union Against Tuberculosis and Lung Diseases (TUATLD) have worked together
on a global project on surveillance for drug resistance since 1995. In the Western Pacific Region, nine
countries completed an initial survey of drug resistance between 1995 and 1999 (see pp.66-71 for further
discussion of drug resistance in the Region). The main conclusions of this survey were:
There are several areas where drug resistance is high in the Western Pacific Region, for example, multidrug
resistance among new cases in Guangdong, Shandong and Zhejiang provinces has been shown to range
from 2.9% to 5.3%.
'Resistance to any drug' was found among newly diagnosed tuberculosis cases (Figure 3.3) in all the
countries surveyed. Such resistance ranged from 4.8% to 32.9%. (with a mean of 19.4%). This indicates that
there is high transmission of drug-resistant tuberculosis in the Region.
Multidrug resistant (MDR) tuberculosis is defined as resistance to, at least, isoniazid (INH) and rifampicin
(RMP). As shown by the red bar in Figure 3.3, the mean prevalence ofMDR tuberculosis was 2.6% among
new cases and prevalence ranged from 0.1% to 5.3%. Data from three provinces in China indicated higher
levels of resistance than in other countries.
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Figure 3.3 Multidrug resistance among new cases, selected countries
and Chinese provinces
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Analysis of multi drug resistance in retreatment cases showed that the prevalence of mu ltidrug resistance in
all three provinces in China was high and ranged from 6% to 9% (F igure 3.4).
Figure 3.4. Multidrug resistance among retreatment cases, selected countries
and Chinese provinces
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These findings indicate that there is a need to take immediate action to stop drug resistant tuberculosis by
improving cure rates and blocking transmission ofmultidrug resistant tuberculosis by expanding the DOTS
strategy.

COMBATING COMMUNICABLE DISEASES

Advocacy in the Philippines for World TB Day

Initiative'; the overall aims of which are
to introduce DOTS across the Pacific by
2002 and to ensure that 100% of all
detected tuberculosis cases are enrolled
in DOTS programmes by 2005.
Tuberculosis was a major agenda
item at the Meeting of Ministers and
Directors of Health in Madang, Papua
New Guinea, in March 2001. National
governments represented at the meeting
committed themselves to DOTS
implementation and expansion and to
ensuring its sustainability. They also
recommended that Pacific island
countries should implement national
Stop TB Plans of Action, as discussed at
the First Stop TB Meeting in the Pacific
Islands.

Global partnership
Partnership for Stop TB at the global level continues
to strengthen. For example, infectious diseases
control in the context of poverty reduction and human
security was on the agenda of the G8 meeting in
Okinawa, Japan, in August 2000. It was agreed to
"implement an ambitious plan on infectious diseases,
notably HIV/AIDS, malaria and tuberculosis".
Recent global advocacy for social development
has placed poverty alleviation and health development
at the centre of overall socioeconomic
development at national and
international levels. The 'Massive
Effort' supported by WHO aims to
contribute to poverty alleviation
through the control of diseases such
as tuberculosis, malaria and HIV
infection.

Increasing political commitment for
tuberculosis and poverty alleviation
Politicians and decision-makers must be convinced of
the health and economic returns that would justify
long-term investment in tuberculosis control. In order
to address this need, WHO, in collaboration with the
International Medical Parliamentarians Organization
(IMPO), hosted a meeting of medical parliamentarians
in April200 1 at the Regional Office. Parliamentarians,

Pacific Stop TB Initiative
In collaboration with the Secretariat of
the Pacific Community, the First Stop
TB Meeting in the Pacific Islands was
held in Noumea, New Caledonia, in
June 2000 to assess the tuberculosis
situation and to review and endorse
the Strategic Plan to Stop TB in the
Pacific Island Countries. The meeting
established the 'Pacific Stop TB

DOTS treatment needs to be monitored for at least six months

3.

including government ministers, from ten countries in
the Western Pacific Region addressed how DOTS and
tuberculosis prevention programmes could be made
more accessible, particularly for poor communities.

Facilitation of DOTS expansion
An 'International workshop to accelerate DOTS
expansion for effective tuberculosis control' was
convened in Cairo in November 2000. Participants
included national tuberculosis programme managers
from the 20 highe~t burden countrie~ in the world,
technical partners, financial partners and the WHO
global tuberculosis network. Participants from the
Region included national tuberculosis programme
managers from Cambodia, China, the Philippines and
VietNam and WHO staff. The meeting established a
working gronp on DOTS exp;Jnsion, ;Je;reeci to est;Jh]ish

a working group on tuberculosis and HIV co-infection,
put in place country-based partnership mechanisms
and finalized a framework for coordination among the
partners. A Global DOTS Expansion Plan was agreed
on. WHO is working with national counterparts to
implement these recommendations.

International training and conferences
Three regular international tuberculosis training
courses were held by pminer agencies in collaboration

STOP
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with WHO. A tuberculosis management course in
Hanoi, VietNam, in August-September 2000 was jointly
organized by the International Union Against
Tuberculosis and Lung Diseases (IUALTD) and the
Royal Netherlands Tuberculosis Association (KNCV).
The Research Institute of Tuberculosis, Japan (RIT)
held a tuberculosis training course in Tokyo, Japan, in
January-February 2001 with the collaboration of the
Japan International Cooperation Agency (JICA). The
IUATLD East Regional Conference was convened in
Manila, the Philippines, in March 2001 with the
cooperation ofthe Regional Office.

RESULTS
During the period, progress was made in drawing up
L:OUILlry plaiLs of aL:lioiL lo Slop TB iiL lhe seveiL high

burden countries and in each of the Pacific island
countries and areas.
There has been progressive expansion of DOTS
throughout the Region since 1995 (Figure 3.5). Of the
30 countries that reported on notified cases in 1999 to
WHO, 22 were implementing DOTS. The percentage
of the Region's population with access to DOTS was
68% in 1999, a significant increase compared with 1998
(58%). The enrolment rate of all types oftuberculosis
was 69% (59% in 1998) while the enrolment rate for
new smear-positive cases was 78% (72% in 1998).

Figure 3.5 DOTS implementation in the Region, 1995-1999
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Success of DOTS in China
During the 1990s there were two major tuberculosis control projects in China- a Ministry of Health project
supported by the World Bank and based on the DOTS strategy, and a non-DOTS project. The results of a
national prevalence survey conducted in 2000 indicated that, compared with the first national survey in 1990,
the national prevalence of smear-positive tuberculosis cases had decreased by 21%.
The 2000 prevalence survey data also indicated that there had been a larger reduction in tuberculosis
prevalence in areas implementing DOTS than in areas not implementing DOTS. In the 13 provinces
implementing DOTS, the prevalence of smear-positive tuberculosis decreased by 36.8% over the past decade.

However. in non-DOTS areas. prevalence decreased hy only :1.2%.
Figure 3.6 Tuberculosis prevalence in China
1990 and 2000 (national datal
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China provides a striking example of the effectiveness of DOTS . More than I billion people now have access
to tuberculosis control programmes and 74% of the total population is now covered by DOTS.
Figure 3.7 Decline in tuberculosis prevalence in areas implementing DOTS and areas
not implementing DOTS in China, 1990-2000
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Expansion of DOTS in China during the
1990s has been particularly impressive
(see box).
The Philippines has also made
remarkable progress in DOTS
implementation and expansion.
DOTS coverage expanded fi·om 43%
in 1998 to about 60% by the end of2000.
In addition, a regular supply of good
quality tuberculosis drugs has been
ensured. The drugs are available free of
charge through the national tuberculosis
programme.
DOTS has also been expanded in
Pacific island countries and areas. In
June 1998, in collaboration with WHO,
the Secretariat ofthe Pacific Community
established a Pacific regional
tuberculosis project funded by New Zealand Overseas
Development Assistance (NZODA). To date, this
project has successfully supported Cook Islands ,
Kiribati, Samoa and Tonga in their efforts to implement
and expand DOTS.
The regional Stop TB partnership has been
strengthened at the country level through the
establishment of national Inter-agency Coordinating
Committees. These committees have resulted in better
coordination among partners and greater financial
resources for Stop TB activities.

ANALYSIS
The 'Stop TB Special Project'aims to achieve a 50%
reduction in the prevalence and mortality of
tuberculosis from 2000 figures by 2010. This can be
achieved if, by 2005:
• 70% of the estimated tuberculosis patients are
detected ;
• 100% of all detected cases are enrolled in DOTS
programmes, and;
• 85% of them are treated successfully.
To achieve each of these objectives a number of
specific issues need to be addressed.

STOP
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High-level advocacy meeting in China

Detection of 70% of estimated
tuberculosis patients
In order to reach the target of detecting 70% of
estimated cases by 2005, sensitive surveillance
systems, including comprehensive laboratory
networks, need to be developed. This will require a
network of highly-trained staff. WHO has been
working with countries to strengthen surveillance and
DOTS training for new staff and to carry out refresher
training for longer-term personnel. Technical advice
and supplies and equipment to improve the quality of
surveillance and DOTS implementation have been
supplied. Effective surveillance is critical ifthe goals
of the Stop TB Special Project are to be achieved.
In relation to industrialized countries, WHO has
analysed surveillance data in collaboration with the
Research Institute of Tuberculosis, Tokyo, Japan, to
determine possible reasons why the notification rate
of newly diagnosed tuberculosis cases is no longer
declining. One apparent reason for this is the
progressive ageing of populations in industrialized
countries. Another is complacency on the part of
governments in industrialized countries. In some
industrialized countries significant numbers of
tuberculosis cases have been reported among
immigrant groups.

lUll
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Enrolment of 100% of all detected cases in
DOTS programmes
To ensure that 100% of all detected cases are enrolled
in DOTS programmes by 2005, high-level political
commitment is essential if the Stop TB Special Project
is to be adequately funded. Political commitment is
one of the most important elements of DOTS and
mechanisms are being established to ensure sustainable
national funding mechanisms. In the China and the
Philippines, for example, strong political commitment
has resulted in a significant increase in the budget
allocated tor tuberculosis drugs.
Support is also needed from the international
community and in this regard the Regional InterAgency Coordinating Committee has proved valuable
in ensuring that there is ongoing financial support from
international partner agencies.

Although the number of tuberculosis cases in the
Pacific is in general lower than in some other countries
of the Region, some Pacific island countries have high
notification rates (for example, Kiribati). However, in
many Pacific island countries the main challenges are
not funding but the difficulty of reaching dispersed
populations. DOTS implementation in Pacific island
countries is much lower than in the Region as a whole,
in part because populations live on small and remote
islands where health staff are scarce and access to
health centres limited. WHO has been working with
the Secretariat of the Pacific Community to try to
establish a DOTS centre on at least each of the larger
islands of each country. In addition, effective referral
systems for patients from remote islands are being
developed and strengthened.
Once DOTS has been expanded countrywide, the
challenge will be to maintain effective performance over
time to ensure ongoing high-quality DOTS
implementation. The development ofhuman resources
for management and implementation of DOTS
expansion throughout the Region is a priority if the
target of enrolling 100% of detected cases in DOTS
programmes is to be achieved.

Successful treatment of 85% of patients
enrolled in DOTS programmes

Health worker in VietNam visiting a patient at home to
observe him taking treatment

Successful treatment of patients enrolled in DOTS
programmes depends not only on a comprehensive
laboratory network, but also on reliable sources ofhighquality tuberculosis drugs, an effective distribution
system and careful supervision of drug administration
to patients. Tuberculosis drugs are provided free to
tuberculosis patients in the most successful DOTS
programmes. To secure free drugs for all tuberculosis
patients, continuing support will be needed from
partner agencies. A sustainable supply of high-quality
drugs will also support overall health systems
development. In Cambodia, China, the Lao People's
Democratic Republic and VietNam, current support for
drug supplies from external agencies will have to be
sustained and alternative funding sources found.
Region-wide, drug management, quality control,
surveillance systems (including drug resistance
surveillance) and private/public collaboration must be
strengthened through greater political commitment and
financial support.
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• providing further technical support to expand
the DOTS strategy in Pacific island countries in
collaboration with the Secretariat of the Pacific
Community (a Pacific DOTS training workshop
will be held in the fourth quarter of200 1);
• expanding country support for Stop TB through
WHO Regional and country offices, including
increasing human resources for Stop TB
activities in Pacific island countries and areas
and strengthening support in Cambodia, the Lao
People's Democratic Republic, Papua New
Guinea, the Philippines and VietNam; and
• supporting countries to develop monitoring
tools for surveillance of tuberculosis prevalence
and mortality, drug resistance and tuberculosis/
HlV co-infection.

FUTURE
There are several systemic factors which need to be
overcome if the goals of the Stop TB Special Project
are to be achieved. These include financial shortfalls
in many countries of the Region, including all the high
burden countries, and a need for technical cooperation,
including training and development of human
resources, in many Pacific island countries. WHO will
cooperate with countries in the following areas:
• liu~tliLiug and impknKnting, comprchcn~ivc fiveyear national Stop TB plans (200 1-2005), based
on the Regional Strategic Plan to Stop TB;
• strengthening partnerships through the
Regional Inter-Agency Coordinating Committee
and Inter Agency Coordinating Committees at
the country level in order to ensure sustainable
financing for tuberculosis control, including
high-quality tuberculosis drugs;

STOP

WHO will continue to develop partnerships at all
levels for Stop TB, building on the Regional theme for
World TB Day, 2001: 'DOTS for all. Partnerships for
TB Control in the Western Pacific'.

Leprosy

ISSUES
The global target of eliminating leprosy as a public
health problem at the national level (prevalence ofless
than I case per 10 000 population) by 2000 has been
reached in 35 of the 37 countries and areas of the
Region. Included in the 35 were four countries with
fewer than 10 cases each. As of February 2001, only
two countries in the Region, Marshall Islands and the
Federated States of Micronesia, have yet to reach the
elimination target. However, it is expected that these
two countries will achieve elimination well before 2005,
the new global target.
The prevalence ofleprosy in the Region has fallen
by 94% from 215 000 reported cases in 1988 to 14 199 in
\999. This dramatic reduction has been mostly due to
implementation of short duration multi drug treatment
regimens since 1985 . These replaced monotherapy,
which often lasted for many years. The detection of
new cases has been constant during most of this
period, with perceptible falls in 1998 and 1999
(Figme 3.8).

In some of the countries that have reached
elimination at the national level, there remain large
numbers of pockets where prevalence is still much
higher than the elimination criterion. There is also a
large pool of individuals who are already infected but
have no detectable signs of disease. A small number
of these infected individuals will develop the disease
in years to come, following the long incubation period
that characterizes leprosy. At present there are no
dependable tools to detect infected individuals and
identify those that are likely to become cases.
Disease surveillance systems in many countries
are still inadequate. In addition, there are no
surveillance mechanisms in operation that are
specifically designed to address the leprosy problem
after elimination.
Disability and its management, and the social
stigma ofleprosy, are challenges even in countries that
have already reached elimination.
In most countries, leprosy control programmes and
particularly leprosy information systems are not fully
integrated into general health services and health
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Figure 3.8 Total leprosy cases and case detection rate, Western Pacific Region, 1988-1999
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information systems. With prevalence of leprosy
rapidly decreasing, implementing leprosy control
activities, specifically detection of new cases, will be
very difficult unless leprosy programmes are fully
integrated into general health services.

WHO RESPONSE
WHO's support for leprosy elimination in the Western
Pacific Region is carried out in collaboration with a
number of partners. These include the International
Federation of Anti-Leprosy Associations, the Nippon
Foundation, the Pacific Leprosy Foundation and the
Sasakawa Memorial Health Foundation.
WHO is particularly focusing on the two countries
in the Region that have not yet reached the elimination
target. Special projects that have been implemented in
Marshall Islands and the Federated States of
Micronesia since 1996 are being followed up with
intensified activities to ensure a high treatment
completion rate for detected cases. WHO collaborates
with both of these countries in holding periodic case
reviews, conducting focal surveys of highly endemic
pockets, and strengthening monitoring and supervision
mechanisms.
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Post-elimination efforts
In countries that reached elimination recently, leprosy
is being monitored very closely. Countries with pockets
of high endemicity at subnational level , such as
Cambodia, the Lao People's Democratic Republic,
Papua New Guinea, the Philippines and VietNam, are
being encouraged to develop and implement special
projects to wipe out endemic pockets.
ln order to tackle problems of social stigma and
residual disability, WHO and its partners collaborated
in information, education and communication (IEC)
activities and community-based rehabilitation of
disabled leprosy patients, particularly in China,
Cambodia, the Lao People's Democratic Republic,
Papua New Guinea, the Philippines, Viet Nam and
several Pacific island countries. Efforts are also being
made to carry out Leprosy Elimination Monitoring
(LEM) exercises in large countries that reached
elimination recently.
A field-oriented research project on health-seeking
behaviour of leprosy patients was undertaken in the
Philippines.
A comprehensive and integrated project for
rehabilitation of disabled leprosy patients began in
Cambodia in 2000, supported by Comite International

- - 3.

de l'Ordre de Malte (CIOMAL) and the Sasakawa
Memorial Health Foundation (SMHF). Communitybased rehabilitation projects supported by The
Leprosy Mission International (TLM) are being also
implemented in China and the Lao People's Democratic
Republic.

Post-elimination surveillance
To deal with the new leprosy cases that will occur in
the community for many years after elimination, a
protocol for post-elimination leprosy surveillance has
been developed by the Regional Office. The aim is to
integrate leprosy surveillance into general health
services. The main components are the establishment
of referral centres for case diagnosis and management
at intermediate level (province), notification of each
case, national leprosy awareness campaigns and
periodic evaluation. The surveillance system was
piloted in selected provinces of Cambodia during 2000.
There are plans to extend the system to the lao
People's Democratic Republic, the Philippines and
VietNam

STOP
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effort to eliminate leprosy in all countries by 2005. 1 It
was established to ensure that a common strategy
based on the experience of previous leprosy elimination
efforts is adopted, intensively implemented and
effectively monitored. It held its first meeting in January
2001 in New Delhi, India. Mr Yohei Sasakawa, the
President of the Nippon Foundation, was designated
as Ambassador of the Global Alliance for Elimination
of Leprosy during the meeting.

RESULTS
The large highly endemic countries in the Region
achieved leprosy elimination in the late 1990s (see box),
Kiribati, Papua New Guinea and Samoa reached the
elimination target in 2000.
Population screening in Kiribati, Marshall Islands
and the Federated States of Micronesia; the
implementation of a Special Action Project for
Elimination of Leprosy (SAPEL) in Papua New Guinea;

1 GAEL includes representatives (Ministers of Health and/or

Global Alliance for Elimination of Leprosy
The Global Alliance for Elimination ofLeprosy (GAEL),
a high level political forum, was created in
November I 999 to make a concerted and coordinated

Directors of Health Services) of the 12 major endemic
countries; the Nippon Foundation/Sasakawa Memorial Health
Foundation; the Novartis/Novartis Foundation for
Su stainable Development; International Federation of AntiLe pro s y Associations (I LEP); th e Dani s h International
Development Agency (DANIDA); the World Bank; members
of the WHO Technical Advisory Group ; and WHO
headquarters and regions.

Figure 3.9 Leprosy prevalence rate after elimination has been reached in
five previously highly endemic countries
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Sustaining elimination
Countries such as Cambodia, the Lao Democratic People's Republic, Malaysia, the Philippines and VietNam
reached elimination at national level recently after successful implementation of well-planned control
programmes: 63 special projects were implemented in the five countries and 3800 cases were detected and
treated, with particular attention paid to hidden cases, including cases in inaccessible areas. Special efforts
are being made to reach elimination at subnationallevels and to wipe out the residual endemic foci. Surveillance
is also being carried to ensure timely identification of any resurgence and implementation of control measures.
Excellent political commitment and partnership between national governments, nongovernmental
organizations and WHO have meant that elimination has not only been reached, it has been sustained.

and special projects in the Philippines, Cambodia and
the Lao People's Democratic Republic, resulted in the
detection of 369 new cases and their treatment with
MDT during 2000. In addition, these projects trained
over 500 health staff and over 2000 community
volunteers/leaders in recognizing and treating leprosy
(see Table 3.1).

markedly from 41.48/1 0 000 in 1996 to 5.4011 0 000 in
1999. It was later extended to Kiribati and Marshall
Islands, resulting in Kiribati reaching the elimination
target in 2000 and prevalence in Marshall Islands
declining from 26.8110 000 in 1997 to 17.84110 000 in
1999. It is expected that Marshall Islands and the
Federated States of Micronesia will also reach
elimination by 2002. Intensified case holding and case
review activities in Papua New Guinea and Samoa led
to elimination being achieved in 2000.
In such countries as China, Japan and the Republic
of Korea, prevalence and case detection rates declined
continuously but slowly after elimination had been
reached. A similar trend can be expected in Cambodia,

ANALYSIS
The strategy of total population screening and
preventive therapy started in Federated States of
Micronesia in 1996, where prevalence has declined

Table 3.1
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Cambodia

-

398 000

-

I

.
106

153

577

250

649

Kiribati

10 542

6

Lao People's Democratic
Republic

30 532

87

Marshall Islands

5 379

21

Federated States of Micronesia

1 750

6

1190424

130

130

944

369

533

2170

Philippines

3

Papua New Guinea 1
Total

13
10

1 636 627

3.

the Lao People's Democratic Republic, Malaysia, the
Philippines and VietNam, all of which reached
elimination recently. However, constant vigilance and
control measures must be maintained for some time,
because of the presence of endemic pockets.
Falling prevalence and case detection rates mean
that leprosy is going to be a rare disease in the Region.
However, cases will continue to occur among the
already infected pool of individuals following the long
incubation period that characterizes leprosy. Leprosy
control services wiii therefore have to be completely
int~erilt~rl with e~nr:ntl hr:illth servir.es to ensme
coverage, accessibility and cost-effectiveness.
There was a perceptible decline in the detection
rate for new cases in 1998 and 1999, the rate in 1999
being the lowest since 1988 (Figure 3.8). This may be
the beginning of a declining trend in the notification
rate for new cases , leading to interruption of
transmission and eventual freedom from leprosy.

SroP
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FUTURE
Since some new leprosy cases will occur in the Region
for a long time after elimination, it will be essential to
maintain resources, technical expertise, motivation of
health workers and public awareness to detect and
manage these new cases. To support this, WHO will
collaborate with countries to keep in place an effective
surveillance system so as to identify and eliminate
highly endemic leprosy pockets at subnational level.
WHO will also support countries and areas to
t:omplP.tP.ly int'C'gr!'ltf" lf"pm~y rnntrnl intn th~ e~nr:rfll
health services.
At present, a country is deemed to have achieved
elimination based on data furnished by national
governments. There is no further certification
procedure to validate data. Development, adoption and
implementation of a certification protocol will prohahly
be a priority in the immediate future.

4. Sexually transmitted infections, including HIV/AIDS

ISSUES
HIV/AIDS
t is e timated that, by the end of 2000, 1 million
people in the Region were living with H IV, 80% of
.whom were men, alth ugh the percentage of women
was steadily rising (Table 4.1 ). The number of AIDS
cases also continued to increase, and there were an
estimated 55 000 new AIDS cases in 2000. There are
expected to be at least 120 000 new AIDS cases per
yearby2005 (Figure 4.1).
There are five key features of the HIV epidemic in
the Region:

I

(1) Transmission ofHIV among vulnerable groups
such as sex workers and their clients increased
in some areas of the Region. HIV prevalence
among sex workers in 1999 increased to 16.9%
Figure 4.1

in Port Moresby, Papua New Guinea, and to
10.8% in Ho Chi Minh City, VietNam. In 2000,
prevalence among sex workers increased to
12.8% in Kuala Lumpur, Malaysia, and to 10.3%
in Kunming, China. The low level of consistent
condom use m sex work m these countnes IS
the major factor in increased HIV transmission .
(2) In most countries, the HIV epidemic has not
yet spread into the general population. Average
HIV prevalence in general population groups
(such as pregnant women) remained under 1%
in 2000 in all countries apart from Cambodia
(see Table 4.1 ). For example, prevalence in
women attending antenatal clinics was 0.03 %
in Malaysia (2000), 0.08 % in VietNam (2000),
and 0.3 % in Port Moresby, Papua New Guinea
( 1999) . Cambodia has the highest HI Y
prevalence rate in the 15-49 age group (2.8%).
In most countries it will still be possible to

Estimated and projected annual new AIDS cases, 2000 and 2005
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Table 4.1 HlV estimations for selected countries
of the Western Pacific Region, 2000
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Countries with high HIV incidence: primarily heterosexual transmission
Cambodia
Papua New Guinea

169 000

2.8

34

15 000

06

50

Countries with high HIV incidence among injecting drug users and
increasing HIV heterosexual transmission
Lnlna

bUU UUU

VietNam

107 000

~U . I

0.24

IZ
20

Countries with low HIV incidence

24

Hong Kong (China)

3 700

<0.1

Japan

8100

<0.1

14

Li!O PQopiQ'i OQmocratic

1 4()()

<n 1

!10

Republic
Malaysia

39 000

03

10

Philippines

13 000

<0.1

40

Republic of Korea

3 800

<0.1

Singapore

4 800

018

13
20

Countries with declining HIV incidence
Australia
New Zealand
Total

14 000
1 200

980 000

prevent large-scale HIV epidemics among the
general population.
(3) There have been some encouraging trends in
recent years. The transmission ofHIV has been
reduced in Australia and New Zealand, and
contained in such countries and areas as
Hong Kong (China), Japan , Malaysia, the
RepublicofKoreaand Singapore. In Cambodia,
the country with the highest HIV prevalence in
Asia, there has been a significant decrease in
transmission, due to the Government's
commitment to address the problem. The "1 00%
condom use" programme for sex work began in
late 1998 and in 2000, average national HIV
prevalence among sex workers under 20 years
old was 23%, a significant drop from the 1998
rateof41%.

0.11
<0 1

7
17
20

(4) There are high and increasing HlV infection
rates among injecting drug users (IDUs) in
China, Malaysia and Viet Nam. Sharing of
injecting equipment is common, indicating the
potential for expanding HIV epidemics among
IDUs. Small-scale studies have found HIV
prevalence among IDUs of up to 27.8% in
Yunnan, China, and up to 39% in Ho Chi Minh
City, VietNam.
(5) Numbers of AIDS cases are increasing, as the
epidemic matures in the Region. This will have
significant implications for care and support
efforts. The number of AIDS cases is growing
rapidly in Cambodia, selected areas of China,
Malaysia and VietNam. It is estimated that the
number of new AIDS cases in the Region will
double between 2001 and 2005 (Figure 4.1).
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Regional STI/HIV reference materials

1000

(I)
(2)
(3)
(4)
(5)
(6)
(7)

Over the past four years, WHO has developed a set of guidelines to support
the work ofSTI!HfV prol!;l"llmme managers and technical experts in the Region.
The set has been widely distributed and is available on the Regional Office
website. The set includes the following:

Sexually transmitted infections: briefing kit for teachers;
Promoting condoms in clinics for sexually transmitted infections;
Laboratory tests for the detection of reproductive tract infections;
Guidelines for the implementation of STI prevalence surveys;
I 00% condom use programme in entertainment establishments;
Guide on STI policies development;
Status and trends ofSTI, HIVIAJDS at the end of the millennium, Western Pacific Region.

Sexually transmitted infections
There is evidence of continuing high sexually
transmitted infection (STI) levels among vulnerable
populations, such as female sex workers, as
documented by recent prevalence surveys supported
by WHO:
• in China, 80% offemale sex workers in Kunrning,
Yunnan province, were found to have at least
one STI;
• in Malaysia, preliminary results of a study of
female sex workers in Kuala Lumpur showed a
high rate of treponeme reaction (37.2%);
• in the Philippines, studies in Angeles City
showed gonorrhoea prevalence of25% and 12%
syphilis prevalence among sex workers.
There is also accumulating evidence of increasing STI
among the general population in several countries,
particularly among young women. Studies of women
receiving antenatal care in Samoa and Vanuatu showed
that about one in three women had an STI. In China, a

study showed that 18% of ttuck drivers were infected
with at least one STI. In the Philippines, recent STI
prevalence studies suggested that 10% of the sexually
active adult population was infected by chlamydia.
In the period, research findings demonstrated the
need to provide effective services for people suffering
from sexually transmitted infections. In many settings,
the majority of STI patients consult the private sector
or other health service providers (such as pharmacists
or traditional healers) to ensure confidentiality. To be
effective, STI prevention and care programmes cannot
be limited to the public sector. Such programmes will
have to ensure that training, policy-making, and
monitoring programme implementation also cover the
private sector.
Epidemiological surveillance continues to detect
increasing gonococcal antimicrobial resistance all over
the Region. This will make it necessary to adapt
treatment protocols, which often requires the use of
more costly drug regimes. Prescription and delivery of
antibiotics needs to be improved and self-treatment
reduced.

4.

Safe blood and blood products
In the context of an expanding HIV epidemic, the safety
of blood, blood products and transfusion services
needs to be reinforced. There must be an effective and
sustained change from paid to voluntary blood donors.
The establishment of national blood transfusion
services regulating blood donation and processing
should remain a priority (see pp.1 76-178).

AIDS care
As the HIV epidemic matures in many parts of the
Region, there is an increasing need for AIDS care.

SEXUALLY TRANSMITTED INFECTIONS, INCLUDING HIVIAIDS

Cambodia has the highest HIV prevalence in Asia and
is already experiencing significant numbers of AIDS
cases, with about 17 500 new cases expected by 2005.
As there are only 8000 hospital beds available
countrywide, providing appropriate care for people
living with AIDS is already putting the health system
under considerable strain.
Based on numbers of people in the Region already
living with HIV, there will be an increasing need for
AIDS care in other countries of the Region, including
parts of China, Papua New Guinea and VietNam.
As more people with HIV develop AIDS, the issue
of stigmatization of people living with HIVI AIDS will
also need to be addressed.

Sustained condom promotion in Cambodia has helped to reduce HIV prevalence in the country with the
highest prevalence in Asia
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WHO RESPONSE
Evidence-based approaches to HIV and
STI prevention
Effective HIV and STI prevention in the Region needs
to focus on the major risk factor: low condom use in
the expanding sex work sector. During the period, WHO
worked with Member States, the Joint United Nations
Programme on AIDS (UNAIDS) and other partner
organizations to develop the political commitment and
technical skills to implement the "1 00% condom use
programme" effectively. This programme enforces
condom use among sex workers by ensuring the
collaboration oflocal governments, health authorities,
the police, and the owners of sex work establishments.
Condom quality standards and condom availability
remained a concern in a number of countries. For

example, WHO worked with the Ministries of Health in
China, the Philippines and VietNam to make condoms
more available and affordable to individuals at high
risk ofSTI and HIV. WHO also worked with the National
AIDS Council and Secretariat of Papua New Guinea to
improve promotion of condoms and condom
availability.
The development of effective strategies for STI
prevention and control was also an important focus of
WHO efforts during the review period. National
workshops were organized in the Philippines, Samoa
and Vanuatu. WHO contributed to an analysis of the
STI situation and recommended strategies in China.
WHO published a number of publications on
sexually-transmitted infections, including HIVI AIDS
(see box).
Recent research studies have documented the
effective use of antiretroviral treatment (ARV) for
prevention of mother-to-child transmission of HIV
(PMTCT). However, there are significant operational
concerns about implementing these programmes in
countries with relatively low prevalence and low
participation in antenatal care programmes. WHO is
working with Member States such as Cambodia and
Viet N am to undertake operational research
programmes, and to develop appropriate policies and
programmes for PMTCT interventions.

Blood safety
The Regional Office continued to support
improvements to blood safety in the Region (see
pp.176-178).

AIDS care
WHO worked with Member States to reinforce the
capacity of health systems to cope with the anticipated
increase in numbers of patients with AIDS. Specific
efforts have focused on supporting the development
of national policies for AIDS care, including:

Health promotion poster in VietNam

• the development of national strategic plans for
AIDS care, and guidelines for AIDS treatment;
• efforts to integrate AIDS and tuberculosis care;
and
• policies on the use of ARV, and access to drugs
for opportunistic infections and palliative care.

4.

A key issue in AIDS care is training and capacity
building within ministries of health to support AIDS
care effectively. A network of care involving
hospitals, health centres, communities and home
care needs to be established. WHO therefore
supported the establishment of pilot AIDS home
care projects in VietNam, and the expansion of
efforts in Cambodia. Support was also given to the
mobilization of technical, financial and other
resources from partner agencies to support AIDS
care programmes in Cambodia and VietNam. As this
is a rapidly evolving area, WHO is also providing
Member States with information on AIDS care
treatment, for example through the twice-yearly ARV
newsletter.

Epidemiological data
With the expansion and increased complexity of the
HIV/AIDS and STI epidemics in the Region, there
is a critical need for accurate and appropriate data
to guide interventions, monitoring and evaluation.
WHO continues to support Member States to
improve HIV, AIDS and STI epidemiological and
surveillance systems, and to use the data from these
systems for interventions. In the period, technical
support was given to support surveillance systems
and data analysis in China, the Lao People's
Democratic Republic, Malaysia, Mongolia, Papua
New Guinea, the Philippines and VietNam.
A key approach in this area has been the
organization of regular national HIV, AIDS and STI
consensus workshops. These workshops bring
together national and international experts to
analyse available data, and to agree on short-term
projections and estimations for HIV and AIDS cases.
As well as supporting the development of national
capacity, these workshops promote the
development and use of consensus figures in
programme planning and advocacy.
Analysis and dissemination of data were
reinforced during the period by regular updates to
the Regional Office website and through the twiceyearly STI, HIV I AIDS surveillance report. In
addition, an analysis of the STI, HIV and AIDS
situation in Asia and the Pacific was published and
distributed.
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Coordination with partners
WHO continues to support UNAIDS theme groups
actively. These theme groups coordinate the UN
system's response to HIV at country level. WHO
representatives now chair or co-chair UN AIDS theme
groups in six countries ofthe Region. In early 2001,
renewed efforts were made by the UN partners to
coordinate planning for the use of UNAIDS
programme acceleration funds (PAF) at country
level. Close collaboration among agencies has been
established to support condom promotion and AIDS
care in VIet Nam, epidemwlogical surveillance m
China and AIDS care in Cambodia. At the regional
level, efforts are continuing to plan, coordinate,
implement and monitor the UN response to the HIV
epidemic. For example, during the period, WHO and
UN AIDS worked closely to finalize and implement
the 100% condom use strategy in selected countries
of Asia. WHO is also actively involved in specialized
task forces of the UN AIDS Asia Pacific office.
Active collaboration was also maintained with
nongovernmental organizations (NGOs) at regional
(e.g. Family Health International) and country levels
(e.g. the programme for appropriate technology
(PATH) and condom social marketing groups) and
with bilateral partners such as the Australian
Agency for International Development (AusAID),
the Department for International Development of
the United Kingdom (DFID), Japan International
Cooperation Agency (JICA), and the United States
Agency for International Development (USAID).

RESULTS
Effective prevention of STI and HIV transmission in some countries
Reductions in HIV prevalence rates in Cambodia
and Thailand have shown that aggressive condom
promotion in sex work establishments, coupled with
improved STI services, can succeed in reducing HIV
transmission among at-risk groups, and preventing
the epidemic from spreading into the general
population. The major factor in these successful
programmes has been government commitment to
addressing the sexual transmission of HIV through
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Using behavioural information to improve HIV and STI prevention programmes
Reliable behavioural information is needed to design, monitor and evaluate HIV and STI prevention
programmes. Additionally, information about behavioural trends over time provides important information
for targeting and adapting prevention programmes. The experience of the past decade has highlighted the
importance of developing behavioural surveillance surveys (BSS) to provide such key information for
prevention programmes.
Cambodia and the Philippines are examples of two countries that have successfully used behavioural data to
improve HIV prevention programmes, and thereby reduce HIV transmission. The Philippines has implemented
annual behavioural surveillance surveys among vulnerable populations such as sex workers and injecting
drug users since 1997. Survey results from 1999 showed consistent condom use rates of 42% among registered
sex workers, and only 27% among freelance female sex workers. These results have highlighted the need to
improve prevention programmes with sex workers, and revised education efforts are now underway by local
government units, the Department of Health, and local NGOs.
In Cambodia also, BSS have been used to monitor behavioural trends for HIV risk. Consistent condom use
under the" l 00% condom use" programme has risen from 53.4% among female sex workers in 1998 to 78.1%
in 1999 (Figure 4.2). However, 59%-62% of military, police and taxi drivers visited sex workers in the past year.
As well as improving the targeting of prevention programmes, BSS data have been used to advocate for
increased attention to prevention programmes in Cambodia.
WHO has provided technical support for national BSS efforts, such as the surveys carried out in the Philippines.
It has also supported the combined BSS-HIV sentinel surveillance and STD periodic prevalence survey in the
Lao People's Democratic Republic and overall surveillance coordination in China. A recent regional expert
group meeting reviewed country experiences with BSS, and drafted operational guidelines for expanding
programmes in a number of countries.

sex work. In both countries, local and national
government, ministries of health, the police, and
others worked together to deal with the reality of sex
work, and to enforce the use of condoms in sex work.
The regional strategy developed by WHO is
promoting a more coordinated and effective approach
to the prevention of HIV transmission through sex
work in Asia. Partner agencies are expanding resources
for HIV/AIDS prevention and control in a number of
countries, including Cambodia, China and VietNam.
Pilot projects in these countries, and in some countries
in the South-East Asia Region, are now beginning to
receive increased technical and financial support.

in Cambodia and VietNam have been finalized and are
supporting governments, NGOs and partner agencies
to take organized and effective approaches to providing
care to people living with AIDS, and ensuring that health
systems do not become overwhelmed by the needs of
increasing numbers of patients with AIDS. With the
establishment of national guidelines and protocols, pilot
projects on home-based AIDS care and improved access
to drugs for opportunistic infections, standards of AIDS
care are beginning to improve in Cambodia.

Improved AIDS care

More accurate surveillance data mean that governments
have access to more effective and useful information
both for monitoring the evolution of the epidemics and
for planning and monitoring interventions.
Epidemiological and surveillance systems are now much

WHO's work with countries, particularly Cambodia
and Viet Nam, is leading to improvements in the
standards of AIDS care. Strategic plans for AIDS care

More accurate epidemiological and
surveillance data

4.

stronger and national HIV and AIDS estimations and
projections are regularly updated. Increased
collaboration with partner agencies is providing
increased technical and financial resources for data
collection and analysis, for example in the establishment
of behavioural surveillance systems. Gonococcal
antimicrobial susceptibility is now monitored in 17
countries ofthe Region. Exchange of information has
also been improved.

ANALYSIS
There are numerous HIV subepidemics in the Region,
all with their own characteristics. The response to these
epidemics needs to be tailored to the specific
characteristics of each situation.
In much of the Region, sexual transmission ofHIV
is associated with sex work. In a number of countries
the transmission of HIV through sex work has been
contained. This has been accomplished by recognizing
the realities of sex work, and ensuring a high level of
condom use and regular STI check-ups for sex workers.
Cambodia has had some recent success in
reducing the high rates of HIV prevalence among sex
workers - again, through the enforcement of condom
use and regular STI check-ups for sex workers (see box
on pp.56-57). Recent data suggest that the HIV
incidence is stabilizing in the general population. The
"1 00% condom use" programme has worked in
Cambodia not only because it was comparatively lowcost, but also because of the political commitment to
the programme and a willingness on the part of local
governments, health officials, the police and the owners
of sex work establishments to work together. Efforts
are now underway to adapt and pilot this approach in
China, the Philippines, and VietNam. If these efforts
are successful, they will significantly reduce the spread
of HIV among sex workers and their clients and the
general population.
The more accurate and sensitive surveillance
systems in the Region demonstrate that levels of STI
are increasing, both among individuals with high-risk
sexual behaviour and among the general population.
This increase suggests that high-risk sexual behaviour
is becoming more common in the Region. The majority
of STI patients seek care in the informal private sector
and often receive poor quality of care. Reducing highrisk sexual behaviour and improving STI care are often
difficult and can be addressed only by long-term and
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sustained strategies. On the other hand, condom
promotion in the sex industry is an effective short-term
strategy that can deliver results rapidly.
The rapid increase in the number of people living
with AIDS means that there is an urgent need to improve
AIDS care in a number of countries in the Region.
Improved AIDS care is important for people living with
AIDS, but it is also important if health systems are to
avoid being overwhelmed, with a consequent reduction
in the quality of care for patients with other health
problems. WHO has already started working with
Cambodia and VietNam to improve AIDS care, and
urgent efforts are now underway in other countries.
The enhanced effectiveness of ARV therapies has
increased the opportunities to provide treatment for
people living with AIDS. However, the cost and
complexity of ARV therapies has also presented
governments with major decisions to make about the
availability and use of health resources, and the
balancing of resources between prevention and care.
In most of the Region, governments are not able to
afford extensive ARV treatment for people living with
AIDS. However, even with quite modest technical and
financial resources, it is possible to provide improved
levels of care for people living with HIV and AIDS,
including home- and community-based care, treatment
for opportunistic infections and palliative care.
Governments are also currently struggling with
the question ofthe roleARV should play in preventing
mother-to-child transmission of HIV. In most
developing countries, there are significant problems in
implementing large-scale programmes for the PMTCT,
because of the high costs of large-scale HIV testing
and replacement feeding for infants of HIV-positive
mothers, and low participation in antenatal care
programmes.
With regard to collaboration among the
cosponsors of UNAIDS, despite recent advances in
this regard, more sustained efforts are needed in future.

FUTURE
WHO will continue to work with countries to focus on:
• promoting policies that support a balanced use
of resources and include both prevention and
care;
• supporting interventions such as the "1 00%
condom use" programme for the primary
prevention ofHIV and other STI;
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HIVI AIDS declining in Cambodia
Since 1997, there has been a steady decline in the number of persons infected with HIV in Cambodia (Table 4.2).
Table 4.2 Trend data from Cambodia's National HIV Surveillance System

1997

210 000

3.9

42

1998

197 000

3.5

53

1999

184 000

3.2

78

2000

169 000

2.8

N/A

This steady reduction in prevalence is due not only to increased AIDS mortality, but also to a decline in HIV
incidence, which has been brought about largely through the Cambodian Government's commitment to tackle
the country's rapidly escalating HlV epidemic. The HIV Sentinel Surveillance System shows that there has
been a measurable decline among such population groups as female sex workers, clients of sex workers and
pregnant women. Cambodia is now one of the few developing countries in the world to have achieved a
decrease in HIV transmission.
One important element of the Government's campaign against HIVI AIDS has been the "I 00% condom use"
programme implemented with WHO support since 1998. The programme has been endorsed by the Prime
Minister of Cambodia.
An important principle of this programme is the empowerment of sex workers, who are able to refuse to
provide sex services to customers who do not want to use condoms (see Figure 4.2). Components of the
programme include:

1. holding meetings with relevant authorities including policy-makers, mayors, and the police to
generate commitment.
2. educating owners of brothels about the severity ofHIVIAIDS;
3. encouraging owners to instruct their sex workers to insist on condom use (if customers refuse to
use condoms, they will not receive any service and their money will be refunded); and
4. ensuring that the policy is enforced in all sex establishments.
In addition to raising the understanding of HIV in the sex industry, the programme also has the effect of
increasing general awareness ofHIV infection, its modes of transmission and possible protection by condom
use.

4.

SEXUALLY TRANSMITTED INFECTIONS, INCLUDING HIV/AIDS

Cambodia's achievement is important for HIV/AIDS control programmes internationally as it demonstrates
that success is possible in HIV/AIDS control if:
1.
2.
3.
4.

the highest political support is obtained and coordination among partners is ensured;
interventions focus on individuals at the highest risk of acquiring and spreading HIV;
local community political commitment is obtained; and
good surveillance systems are in place to monitor HIV trends, identify HIV transmission patterns
and assess the impact of programmes;

Sex work plays a key role in the sexual transmiSSion ot HI V m Asia and several other countries In the Region
have expressed interest in adapting the approach to their own situations. Pilot projects on the" I 00% condom
use" programme are underway in China, the Philippines and VietNam, and Papua New Guinea is also exploring
the possibility of adopting the programme.
WHO is supporting "I 00% condom use" at both country and regional levels. A "Regional Strategy for the
Promotion of I 00% Condom Use in Asia" has been drafted by WHO in collaboration with Member States and
partner agencies, and is now being implemented. A regional meeting on condom promotion in high-risk
situations in Asia will be held in Hanoi, VietNam, in August 2001.

Figure 4.2 Condom use and HIV prevalence in female sex workers, Cambodia
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• promoting the appropriate use of new
approaches such as ARV to prevent mother-tochild transmission ofHIV;
• disseminating the latest information and
research findings on HIV prevention and AIDS
care;
• supporting the adaptation of new technologies
to the operational and financial reality ofhealth
care systems in developing countries of the
Region;
• developing AIDS care policies and strategies,
including the expansion of AIDS care within
health systems, including home-based care
approaches, improving access to AIDS care
drugs, including treatments for opportunistic
infections and palliative care, and reducing
stigmatization and discrimination against people
with AIDS;

• producing and disseminating high-quality
epidemiological and surveillance data to monitor
the HIV epidemic, to support advocacy for
resources, and to improve the targeting and
content of interventions;
• improving STI services in both private and
public sectors and developing prevention and
care strategies for populations with high STI
prevalence.
The HIV epidemics in the Region are increasingly
complex. Member States will need a wide range of
tr.r.hnir.fll ilnrl nthr.r snppnrt tn rr.spnnrl r.fff'.r.tivf'.ly tn
these epidemics, and to plan and implement effective
prevention and care programmes. As has been
demonstrated, collaborative action between national
and international partners can improve and support
the response of Member States to the epidemic - and
thereby contain the spread ofHIV.

5. Communicable disease surveillance and response

ISSUES
ommunicable di ease outbreaks continue to
occurthroughourthe Region. Table 5.1 shows
major utbreak since 1994. During the period
covered by thi~ report, there were ~evcral outtrcak.6
across the Region, including hand-foot-mouth disease,
cholera and leptospirosis.

C

Influenza
Vaccination is the most cost-effective way ofrcducing
the impact of influenza epidemics. Since the influenza
viruses that cause epidemics change every year, WHO
updates recommendations on influenza vaccine strains
twice a year for both northern and southern
hemispheres. This is why it is essential to monitor
circulating influenza strains globally to predict the
strains that will circulate next season. From 1986 to
2000, 25 strains were recommended as global vaccine
strains, 15 of which were originally isolated from the
Western Pacific Region, the majority (II strains) from
China. China is also believed to have been a source of
past pandemic strains. There were four influenza
pandemics in the 20th century, including "Spanish Flu"
in 1918-1920, which killed 20-40 million people
worldwide. At least three and possibly all four pandemic
strains originated from China. Influenza surveillance in
the Region, particularly in China, therefore has global
implications.

Cholera
A cluster of cases of severe watery diarrhoea was
reported from Pohnpei, Federated States ofMicronesia
in April2000. The etiological agent of the outbreak was
subsequently identified as V cholerae, El Tor Ogawa.
Between April and December 2000, 3429 cases of cholera
with 19 deaths were reported. In December 2000, another
outbreak of cholera, which was also caused by V
cholerae, El Tor Ogawa started in Ebeye, Marshall
Islands. A total of 400 cases with 6 deaths had occurred
by early January 2001.

Cholera is still an important public health problem
in countries such as Cambodia, the Lao People's
Democratic Republic, Malaysia, the Philippines and
VietNam.

Hrucellosts
Brucellosis is a re-emerging problem in Mongolia. The
disease was brought under control in the 1980s
following a successful vaccination programme in
animals. However, following a significant deterioration
in public health services, including brucellosis control
programmes, in the 1990s, the number of animal and
human cases has been increasing. Brucellosis is now
a major public health problem in Mongolia, and has a
significant economic impact on the agricultural sector.

Leptospirosis
Leptospirosis is one of most underestimated outbreakprone communicable diseases in the Region. A few
countries in the Region routinely report leptospirosis
cases. In 1999, Australia reported 334 cases, China
6750 cases and the Philippines 926 cases. The disease
is a public health problem in several other countries of
the Region, including Cambodia, the Lao People's
Democratic Republic and Viet Nam. Many of the
countries and areas in the Pacific are also believed to
be affected by leptospirosis and a recent survey
conducted by WHO collaborating centres showed that
New Caledonia has one of the highest reported
incidence rates in the world. Outbreaks were confirmed
in Fiji and Palau in 2000.

Hand-foot-mouth disease
Enteroviruses, which have more than 60 serotypes,
cause a wide range of clinical symptoms from severe
infections such as meningitis and poliomyelitis to mild
respiratory infections such as herpangina. Hand-footmouth disease is one of the diseases caused by
enteroviruses, mainly by Coxsackieviruses and also
by enterovirus 71. Enterovirus 71 has caused
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Table 5.1 Recent major outbreaks in the Region

Hendra virus

1994

Australia

E. coli 0157

1996

Japan

Influenza A (H5N 1)

1997

Hong Kong (China)

Hand-foot-mouth disease
(enterovirus 71)

1997
1998

Malaysia
Taiwan (China)

Dengue

1998

Many countries in the Region

Nipah virus

1998-1999

Malaysia and Singapore

Influenza A (H9N2)

1999

Hong Kong (China)

Cholera

1999

Cambodia

2000

Federated States of Micronesia

2000-2001

Marshall Islands

Rubella

2000

Mongolia

Leptospirosis

2000

Fiji, Palau

Hand-foot-mouth disease
(enterovirus 71)

2000-2001

Singapore

significant outbreaks ofhand-foot-mouth disease with
high case fatality rates in young children (Sarawak,
Malaysia, in 1997 and Taiwan (China) in 1998). In
Singapore, there was an outbreak of hand-foot-mouth
disease, which involved more than 2000 cases between
October and December 2000, with at least three deaths.
One of the causative agents was subsequently
identified as enterovirus 71. An outbreak ofhand-footmouth disease was also reported from Malaysia in 2000.

Typhoid fever
Typhoid fever is still one of the most commonly
reported communicable diseases. In 1999, China
reported 4 7 977 cases, Papua New Guinea 4808 cases
and VietNam 9388 cases. Outbreaks of typhoid fever
continue to occur in many countries in the Pacific.

Antimicrobial resistance
The emergence of pathogenic microorganisms that are

resistant to antimicrobial agents is a serious public
health concern throughout the Region (see box on
pp.66-71 ). Overuse or inappropriate use of antibiotics
by humans often leads to the emergence of resistant
strains. Antibiotic use in veterinary practice, animal
husbandry and agriculture can also make a significant
impact on the emergence of resistance in human
pathogens. Increasing antimicrobial resistance has been
observed in both developed and developing countries.
In the Region, for example, typhoid fever caused by
multidrug-resistant strains has been reported in Viet
Nam and resistance to new drugs such as
fluoroquinolone has been reported from several
countries, including China and VietNam.

Surveillance
Communicable disease surveillance is crucially
important if outbreaks are to be responded to in a timely
and efficient manner. However, proper mechanisms for
data collection, analysis, and feedback are not in place

5.

in most of the countries of the Region. One common
problem is lack of coordination among different
surveillance programmes. Another is that laboratory
testing to confirm clinical diagnosis is needed for most
communicable diseases, but in many countries
laboratory capacity at both national and local levels is
inadequate.

Outbreak responses
When an outbreak occurs, health officials need to
respond quickly to minimize its impact. However, in
many countries, lack of diagnostic skills at trontline
health facilities and lack of epidemiological skills at
provincial and national levels make rapid response
impossible.
Many countries also lack good preparedness plans
and resources to control outbreaks. Unclear
assignments of responsibilities can also lead to slow
responses to outbreaks.

WHO RESPONSE
Influenza surveillance
To strengthen influenza surveillance in China, a number
of activities were carried out during the period, some
with technical and financial support from the Centers
for Disease Control and Prevention (CDC), Atlanta,
USA, :omrl th~ Ne~tion:o1l Tn8titnt~ oflnf~r:tinns Dis~:o1s~s
(NIID), in Tokyo, Japan. These included:
• a laboratory and epidemiology workshop in
Beijing in November 2000;
• a review visit to four surveillance sites in
November 2000; and
• technical and financial support to the National
Influenza Centre in Beijing and provincial and
municipal laboratories.
The Ministry of Health, China with technical input from
WHO has developed a five-year project proposal to
strengthen influenza surveillance.
WHO also provided support to Mongolia, the
Philippines and VietNam to assess the current status
of influenza surveillance.
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Cholera in the Pacific
In response to the outbreak in Pohnpei, the Federated
States of Micronesia, a joint WHO/Secretariat of the
Pacific Community (SPC) team was dispatched to
conduct epidemiological investigations. Emergency
medical and laboratory supplies were provided. WHO
also supported the strengthening oflaboratory capacity
to isolate V cholerae. WHO provided technical and
logistical support for a cholera vaccination campaign
in the Federated States of Micronesia to prevent the
spread of the disease to other islands.
Dul'iug au outbreak luthe Marshall Islamls, WHO
provided emergency medical supplies and technical
assistance. Following the outbreaks in the Marshall
Islands and the Federated States of Micronesia, an
informal consultation meeting was held in Suva, Fiji, in
March 2001 to develop a framework for a cholera control
strM~e;y in thP. P::~r:ifir:

Cholera and other diarrhoeal diseases in
the Mekong countries
With additional technical and financial support from
Swiss Disaster Relief, WHO supported a control and
prevention programme for cholera and other diarrhoeal
diseases in the Lao People's Democratic Republic.
Guidelines for clinical case management, surveillance
and outbreak response were developed and
implemented. A similar programme is being established
in Cambodia.

Brucellosis
WHO, in collaboration with the Ministry ofHealth, the
Ministry of Food and Agriculture and the Food and
Agricultural Organization of the United Nations (FAO),
organized a national workshop on brucellosis control
in Ulaanbaatar in June 2001.

Leptospirosis
A national workshop on leptospirosis was held in Hefei,
Anhui Province, China, in October 2000 and technical
support was provided for a review of the current
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Figure 5.1 Prevalence of antimicrobial resistance in selected countries of the Region, 1998
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epidemiology of the disease and the status of disease
surveillance. WHO coordinated the sending of
samples from Fiji and Palau to a WHO collaborating
centre to confirm the diagnosis by laboratory testing.
Following the detection ofleptospirosis cases among
athletes who participated in an adventure-type sports
event in Sarawak , Malaysia, in August 2000
(subsequently confirmed by CDC), WHO notified
relevant countries so they could follow-up with
participants. In total, 38 cases were confirmed in eight
countries in North and South America, Australia,
Europe and Japan, highlighting the importance of
international collaboration in communicable disease
surveillance.

Antimicrobial resistance
WHO continues to monitor trends of antimicrobial
resistance in selected countries. An extensive review
of available data has been carried out and a report will
be published by end of 200 1.

Regional network for antimicrobial
resistance monitoring
A Regional Network for Antimicrobial Resistance
Monitoring was established in 1991. The network
im":-hr.,-, 17 f0r;~l bb0r:~toriw1: in 13 Mwmbwr Stutw~;;
Australia, Brunei Darussalam, China (2laboratories),
Fiji , Hong Kong (China), Japan , Malaysia, New
Zealand, the Philippines, the Republic of Korea,
Singapore, Tonga, and VietNam. The list of target
bacteria includes 29 major human pathogens. Focal
laboratories report to WHO once a year on the number
of bacterial strains tested and the percentage of drugresistant strains.
Data from this network provide an overview of
trends in the Region. For example, Figure 5.2 compares
resistance patterns in different countries and
demonstrates that antimicrobial resistance is a
widespread problem in both developing and developed
countries. In fact, resistance is generally higher in
developing countries than developed countries. The
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Figure 5.2 Trend of antimicrobial resistance in selected countries of the Region, 1992-1998
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same pattern can be seen in many combinations of
organisms and antibiotics . Resistance to many
antibiotics is also growing. For example,
Staphyloccocus aureus and Klebsiella have become
more resistant to methicillin and fluoroquinolone
respectively (see Figure 5.2). The growing trend of
resistance to fluoroquinolone is a pmticular concern
because fluoroquinolones are the last major family of
oral antimicrobial agents to remain effective against
most bacterial pathogens.
It will be crucial to monitor the development of
patterns of resistance and to contain such resistance.
WHO has provided technical support to several
countries to strengthen laboratory capacities and to
develop national networks. A number of national,
regional and global training workshops have been
conducted as part of capacity building. A regional
surveillance system is being reviewed and the new
system will be developed by 2002.
See also box on pp.66-71 .

Surveillance
Reviews of surveillance systems were carried out in
Cambodia, the Lao People's Democratic Republic and
Papua New Guinea. An informal consultation meeting
in Manila in March 2001 developed a regional strategic
framework for communicable disease surveillance and
outbreak response .

Pacific public health surveillance network
In collaboration with the SPC, WHO developed a
surveillance strategy for the Pacific as part of the Pacific
Public Health Surveillance Network (PPHSN). The
strategy was presented at ministerial meetings inKyo to,
Japan, in October 2000 and Madang, Papua New Guinea,
in March 2001.
PACNET is an early warning system using an email list-server, providing important information to key
public health personnel in the Pacific. This includes
information on outbreaks, such as the recent cholera
outbreaks in the Federated States of Micronesia and
the Marshall Islands. The Pacific Public Health
Laboratory Network (LabNet) which was established
in 2000 also played an important role in laboratory
confirmation of outbreaks in the Pacific.

Field epidemiology training programme
The field epidemiology training programme (FETP) is a
practical and field-oriented programme. It has an
important role in capacity building, especially for
communicable disease surveillance and outbreak
investigation. FETP was established in the Philippines
over 10 years ago with support from CDC. Similar
programmes have been developed in Australia, Japan
and the Republic ofKorea. A CDC/UNICEF /WHO team
visited China in October 2000 to prepare a framework
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plan for developing FETP in China. WHO supported
participants from Cambodia and the Lao People's
Democratic Republic to attend a short FETP course in
Thailand. A biregional seminar on FETP was organized
by the Western Pacific and South-East Asia regions of
WHO, in collaboration with the Thai FETP, in Thailand
in May2001.

Information dissemination
Information on communicable diseases, particularly on
outbreaks, has been provided to Member States and
other relevant bodies through the WPRO
Communicable Diseases Bulletin, the Regional Office
website and other means.

RESULTS
In China, eight provinces are participating in a national
influenza surveillance project. More than 200 strains
have been sent to CDC and NliD through the National
Influenza Centre in Beijing, China, between July 2000
and June 2001. These strains were among those used
to select the global vaccine strains.
WHO's rapid deployment of emergency supplies,
experts and technical advice helped to contain the
cholera outbreaks that occurred during the period. The

control and prevention strategies, improved
surveillance including laboratory capacity, and case
management protocols that have been established in
affected and high-risk countries will help to ensure more
timely and effective responses in future.
The intercountry network that is so essential to a
rapid response to disease outbreaks was strengthened
during the period by testing samples in reference
laboratories in Australia, Japan and the United States
ofAmerica.

ANALYSIS
Communicable disease surveillance is still not fully
functioning in most countries of the Region.
Surveillance is a core function of all communicable
disease control efforts, yet there are often many
surveillance programmes at the national level, and not
enough coordination among them . In order to minimize
duplication WHO therefore recommends a multidisease
approach.
Communicable disease surveillance is the
responsibility of the health information depa1tment in
many countries. Such departments collect information
mainly in order to develop national policy and existing
systems are often not designed to provide the
information that is needed for effective outbreak
response. Lack of capacity for data management and
analysis, especially at local level, is
another constraint inhibiting effective
survei !lance.
Outbreaks are not responded to
properly in many cases because of a
lack of basic epidemiological skills,
knowledge of diseases, human
resources and operational funds.

FUTURE
Influenza

Laboratory testing to confirm clinical diagnosis is needed
for most communicable diseases

In China, the number of participating
provinces for the national influenza
surveillance project will be expanded to
cover wider geographic areas.
Laboratory capacities in other countries
of the Region, including Mongolia and
VietNam, will be further strengthened.
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Cholera

Laboratory network

Cholera continues to be a public health threat in
several countries of the Region and the danger of
possible outbreaks remains. WHO will work with
Member States to strengthen cholera control and
prevention strategies in all high-risk countries.

Regional laboratory networks for priority diseases will
be strengthened. Each network will include regional
reference laboratories, including WHO collaborating
centres, and national reference centres and networks.
Each country should have a public health laboratory
capable of providing reference laboratory services.

Surveillance
Regional guidelines for communicable disease
surveillance will be drafted and will act as the
framework tor future development. WHO w1ll contmue
to work with countries to provide support to develop
more effective surveillance systems in Member States.

Capacity building
For both surveillance and outbreak response, capacity
butldmg at natwnal and local levels IS essential. S1mple
and practical training materials, such as FETP, will be
encouraged.
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Antimicrobial resistance
Antimicrobial resistance is a natural biological phenomenon, resulting from the interaction between germs
and antimicrobials. In many parts of the world antimicrobial resistance is increasing at an alarming rate, with
formidable medical and economic consequences. In the Western Pacific Region, the control of communicable
diseases is being increasingly threatened by the emergence and spread of resistant microorganisms.
Infectious killers

A lar~e number of death~ in the Western Pacific Re~ion are caused hy infectious diseases such aR pneumonia.
diarrhoeal diseases, tuberculosis and malaria. For all these diseases, cheap and effective antimicrobial treatments
are available. However, resistance to first-line drugs is increasing across the Region.
• Tuberculosis is responsible for more deaths among youths and adults in the Region than any other
communicable disease. The prevalence of resistance in newly diagnosed cases ranges from 5% in
Malaysia to 33% in VietNam. Tuberculosis patients with resistant organisms remain infectious for
long periods and may infect others. They are also at high risk of adverse reactions from the relatively
toxic second-line anti-tuberculosis drugs. The incidence of multidrug-resistant tuberculosis (MDR)
is likely to increase in future (see box on pp.36-37 ). More patients will require expensive second-line
drugs and, as resources are limited, this may compromise control efforts.
• Malaria is a leading cause of death in some parts of the Region. Resistance of the potentially lethal
Plasmodium falciparum to chloroquine was detected on the Thai-Cambodian border around 1960
and has since spread around the world. The Mekong Region and the Amazon Region in South
America are the world's epicentres ofmultidrug-resistant falciparum malaria; in some areas, malaria
can now only be cured by expensive combination treatment regimens. During the 1990s, chloroquine-

Antimicrobial resistance is a drain on public health resources
because of the prolonged duration a,{ treatment, as well as
the need for more expensive antimicrobials
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resistant vivax malaria emerged in the Pacific. Although vivax malaria is rarely lethal, its emergence is
hampering control efforts and increasing the cost of treatment.
• Pneumonia remains the leading cause of death of young children in many countries. Strains of drugresistant Streptococcus pneumoniae and Haemophilus influenzae, the two most important etiologic
agents, have been isolated with increasing frequency. In a survey in Viet Nam for example, it was
found that 90% of the S. pneumoniae and 68% of H. influenzae isolated from throat specimens were
resistant to at least one antibiotic. In many countries, 60% or more of isolates of S. pneumoniae are
resistant to penicillin.
• Diarrhoeal diseases and salmonelloses are another important cause of death. Oral rehydration therapy
and selected antibiotics for specific diarrhoeas have become the mainstay of therapy. Shigella
epidemics of bacterial dysentery used to be effectively controlled with co-trimoxazole, an inexpensive,
widely available combination regimen. However, over 90% of Shigella dysenteriae strains are now
resistant to co-trimoxazole and nalidixic acid in many countries in the Region. Likewise, Salmonella
typhi, the cause of typhoid fever, is now often resistant to the inexpensive standard treatment,
chloramphenicol. The replacement treatment is one of the expensive quinolones; alarmingly, quinoloneresistant S. typhi is now emerging in southern VietNam.
• Nosocomial infections with microbes resistant to multiple antibiotics pose a threat to patients treated
in hospitals. Pseudomonas, Klebsiella, Salmonella, and Staphy lococcus are among the common
resistant bacterias causing nosocomial infections. In many countries Staphylococcus aureus is often
resistant to penicillin, and methicillin-resistantS. aureus is appearing in China, Malaysia, VietNam
and other countries. Resistant infections jeopardize the outcome of treatment, prolong hospitalization
and greatly increase the cost of treatment.
• Treatment of other infections such as gonococcal infections has also been affected by increasing
problems of antimicrobial resistance.
Impact of antimicrobial resistance
• Mortality. Infections with resistant microbes may result in increased mortality, if the required, effective
treatment is not given in time, because of lack of funds, lack of knowledge or lack of availability of
effective drugs.
• Morbidity. Resistance affects the course of disease, especially if effective treatment is delayed. This
may mean the risk of complications is increased, the duration of treatment is prolonged and adverse
reactions are more frequent, because the reserve treatment regimens are more toxic, or because it is
necessary to try several antimicrobials, when the resistance pattern of an infection is unknown.
• Cost. Resistance is a drain on public health resources because of the prolonged duration of treatment,
as well as the need for more expensive antimicrobials, or, sometimes, the need for hospitalization. The
cost of treatment for MDR tuberculosis can be as much as a hundred times higher than that of first line
regimens. Treatment of multidrug-resistant falciparum malaria typically costs $2-$3 in contrast to
$0.1 0 for chloroquine.
• Medical care. Antimicrobial resistance can have serious implications for the performance of health
services that may have difficulties in keeping up with changing resistance patterns. Patients may lose
confidence in public institutions that may be required to comply with conservative treatment guidelines,
and may seek treatment in the private sector. This may make the situation even worse- for the patients
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Consistent access to high-quality antimicrobials and rational drug
use help to combat antimicrobial resistance

as well as for the antimicrobial resistance problem. In epidemics, it may be very difficult to ascertain the
resistance pattern in time, and even if it is known, the need for newer antimicrobials cannot always be
met, for operational, financial or even regulatory reasons.
Factors responsible for antimicrobial resistance
• Availability of antimicrobials. In most cases, resistance will emerge soon after an antimicrobial becomes
widely used. In a number of countries, the availability of and access to antimicrobials is practically
uncontrolled, because of weak infrastructure, inefficient regulation or very strong commercial pressures.
Some very severe resistance problems have arisen in these situations.
• Irrational use of antimicrobials. Irrational use of antimicrobials, which includes indiscriminate use,
under-dosage and prolonged use, is common when the availability of antimicrobials is not accompanied
by information on their correct use. Additional factors of great importance are ignorance and lack of
diagnosis, both of which may lead to incomplete treatment.
• Counterfeit and substandard antimicrobial products. The use of counterfeit and substandard products
containing low amounts of antimicrobials or irrelevant antimicrobials may also lead to antimicrobial
resistance, although this cause of resistance varies with the genetics of resistance and the pattern of
drug use.
• Antibiotics used as growth promoters in animals. The use of antibiotics intended for humans in
animal food products can also lead to the emergence of antimicrobial resistance.
Urgent need for action

Because the emergence of drug resistance is a natural biological response to antimicrobial drugs and cannot
be completely halted, the aim is therefore containment: retarding the development of antimicrobial resistance,
and limiting or delaying its geographic spread, thus minimizing its impact on health. Coordinated strategies for
containment are urgently needed; to be effective, they must be implemented as an integral part of day-to-day
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health service management. Such strategies always need to reconcile two different objectives: to provide
effective treatment for ill patients today, and to preserve the efficacy of antimicrobials in the future.
Strategic framework

Containment of antimicrobial resistance is based on measures to carefully select the antimicrobials available
to consumers, to protect their quality and to ensure their rational use. The possible interventions fall into
eight areas:
I. Policy. The seriousness ofthe problem of antimicrobial resistance makes it imperative to establish
a policy framework endorsed and promoted by the highest national health authority. Policy
documents may be part of essential drug policies and/or may be prepared in the context of
disease control programmes. They concern the major decisions about which drugs should be
used by whom in which situations, provide justification for the decisions and assign responsibilities
for their execution.
2.

Regulation. Regulations and legislation governing the selection of drugs, distribution, quality
control and classification of drugs (prescription drugs or over the counter), and authorization to
prescribe, distribute, dispense and sell drugs including antimicrobials must be enforced.

3. Management and use of antibiotics. The selection of antimicrobials in health facilities, according
to levels and specialized functions, should be based on an essential drug list. Many countries
have developed or are developing essential drug lists as the basis for drug procurement and use.
Treatment guidelines also improve rational drug use. Such guidelines need to be developed
specifically for antibiotics, and other antimicrobials, and must be adapted according to local
resistance patterns. It is also important to ensure that treatment guidelines are economically and
operationally realistic, and to ensure congruence between guidelines developed by various
programmes. Treatment guidelines need to be supported by training adapted to the target groups
of providers. Finally, these efforts need to be complemented by monitoring, supervision and
quality control.
4. Combination treatment. In relation to some diseases, especially tuberculosis and leprosy, and
more recently also malaria, there is evidence that combination treatment may help to contain
antimicrobial resistance. Applying combination treatment in practice means that uninterrupted
supplies of all drugs required must be ensured, accompanied by the necessary guidelines,
information and quality assurance.
5. Improvement of diagnosis through the supply of diagnostic tools and clinical training is a key
intervention to reduce irrational use of antimicrobials.
6.

Information, education and communication for consumers as well as providers. Among the
populations where communicable diseases are most prevalent, understanding of the potential
dangers of misuse of antimicrobials is practically nonexistent. Educating consumers is therefore
necessary to ensure that policies and treatment guidelines are accepted and applied in practice.
In many settings, the private sector is the most important source of patient care, including advice
and dispensation of antimicrobials. Private providers may be uneducated drug-sellers operating
in conditions where the application of any kind of regulation or norm is extremely difficult.
Improving the practices of this informal private sector is one of the most daunting challenges to
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health systems; efforts need to be based on a solid understanding of economic and other factors
governing the behaviour of providers and consumers. Social marketing is an approach that has
already proved useful, for example, for sexually transmitted infections and malaria.
7. Intersectoral cooperation. The emergence of resistance in microbes that transmit from animals to
humans, such as salmonella, indicates the need to ensure that activities to combat drug resistance
should not be limited to the health sector.
8. Surveillance. The primary purpose of surveillance of antimicrobial resistance is to enable regulations,
policy, drug management and treatment guidelines to be updated. Data from these surveillance
systems should inform policy-making, regulation, the production of guidelines and educational
materials. Surveillance data are also needed to establish trends to project future needs, to provide
objective information to policy-makers and the general public, and to evaluate and compare
interventions.
RoleofWHO

WHO cooperation with countries has focused on a combination of the eight strategic elements outlined
above, often as part of the specialized disease control programmes (see Chapters 1-5).
The work of WHO on health sector strengthening, for example, its work addressing quality of services, and
equity in health care, also has important implications for the problem of resistance. Much of WHO's work on
pharmaceuticals and essential drugs focuses on quality and regulation, with the conect use of antimicrobials
as the priority concern.
In relation to resistance to antibiotics used for common bacterial diseases, WHO activities include the following:
• The integrated management of childhood illness (IMCI) strategy works with national specialists to
assess national data in order to formulate best practice guidelines for the use of antibiotics in treating
the most common diseases requiring antibiotic treatment in childhood.
• WHO works with several countries to address the issue of antibiotics in hospital facilities through
Hospital Drug Therapeutic Committees and development of innovative strategies.
• In some countries, such as Cambodia and the Lao People's Democratic Republic, monitoring training
and planning (MTP) programmes with locally adapted indicators have been developed and fieldtested in the public and private sectors. Indicators for the use of drugs including antibiotics in health
facilities developed by WHO are used to monitor the pattern of drug use, to provide feedback to
prescribers as a means of educational intervention and to evaluate the impact of any intervention.
• In the Philippines, public education materials for the rational use of antibiotics have been printed and
distributed.
• The Regional Network for Anti-microbial Resistance Monitoring has been in place for years as part of
communicable disease surveillance and control.
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Prospects
The dramatic worsening of antimicrobial resistance in the Region will require a more vigorous and concerted
response at regional and national levels.
At the regional level, WHO will strengthen regional systems for surveillance of resistance, particularly of
common bacterial pathogens. Greater emphasis has to be placed on disseminating information to ensure that
it reaches the relevant decision-makers at the national level and that there is timely intercountry exchange of
information.
WHO will strengthen its advocacy work at regional and country levels, and also engage other organizations
such as the Food and Agncultural Urgamzahon ot the Umted Nahons (FAU) to support mtersectoral achon.
At country level, WHO will give priority to those countries most affected and will work with national health
authorities to prepare comprehensive national strategies addressing all the elements of the framework outlined
above.
More generally, WHO will work with countries to build and/or strengthen their systems for surveillance of
resistance .

-
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6. Healthy settings and environment

Healthy workplaces

ISSUES

0

ccupational factors are estimated to be
responsible for 2. 7% of all disability-adjusted
life years (DALYs) worldwide, about the same
as the estimation for tobacco. There are an estimated
250 million accidents and 160 million new cases of workrelated diseases every year. Work-related injuries and
diseases kill an estimated 1.1 million people worldwide
every year, roughly the same number as malaria. The
cost of these deaths and disabilities is estimated to be
approximately 4% of the world 's gross national
product.
Different types of work have different risk factors.
Mechanical factors (e.g. equipment), physical factors
(e.g. noise, heat, radiation) and chemical agents are
the main problems in industry, while pesticides, heavy
physical work, organic dusts, biological factors (e.g.
infections), and accidents are the main factors in
agricultural work. In addition to these environmental
stress factors, occupational stress also results from
work organization (e.g. workload, lack of autonomy
and control over work, shiftwork, wage scales and
routine repetitive work). Stress associated with work
organization has been shown to contribute to
cardiovascular disease, musculoskeletal problems and
other conditions such as psychosocial stress. It is
estimated that 30%-50% of workers in industrialized
countries experience psychosocial stress.
The process of industrialization that the Western
Pacific Region has experienced over the last 40 years
has been an underlying cause of many occupational
injuries, illnesses and deaths. The focus of rapid
industrialization has been shifting from Australia, Japan
and New Zealand in the 1960s and early 1970s, to
Hong Kong (China), the Republic of Korea, and
Singapore in the late 1970s and early 1980s, and then
to coastal China, Malaysia, the Philippines and
VietNam in the late 1980s and early 1990s. Associated

with this process of industrialization have been flows
of investment and transfers of industrial technologies
from countries that have already industrialized to newly
industrializing countries. This technology transfer has
not always resulted in improved efficiency and safe
work environments and the transfer of unsafe,
hazardous technologies has caused concern in recent
years in the Region.
Technological innovations have often resulted in
job losses, more part-time workers, more selfemployment, and an increase in temporary workers,
particularly in small businesses and the informal sector.
These form a significant portion of the workforce in
the Region, and are often beyond the reach of existing
occupational health and related services.
Only 20%-50% of workers in industrialized
countries and 5%-10% of workers in developing
countries have access to adequate occupational health
services. Moreover, the promotion of workers' health
and safety at the workplace is also weak. Even when
social security systems are in place, work injury
programmes do not always cover all the workers.

WHO RESPONSE
Since the endorsement of the global strategy on
occupational health for all by the World Health
Assembly in 1996, WHO has been focusing on the
following three main areas:
• evidence for policy, legislation and support to
decision-makers (i.e. estimation of burden of
occupational diseases and injuries, and
associated economic impacts);
• protection and promotion of workers' health
(e.g. development of healthy workplaces and
programmes focused on small industries, the
infmmal sector and working children); and
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• infrastructure support and development (e.g.
human resources, information dissemination
and exchange related to occupational health
and safety).
In the Region, WHO has participated in the global effort
to estimate the burden of occupational diseases and
injuries, and collaborated with Member States in
developing healthy workplaces in small industries and
national occupational health legislation, standards and
human resources.
The recent introduction of WHO's "healthy
3ctting3" approach 1Ht3 3hcd new light on hcnlth
protection and health promotion in workplaces. Healthy
workplaces not only reinforce occupational health and
safety standards, but also provide physical,
organizational (e.g. workload, management style,
communication) and community environments that
protect and promote health and safety of the workers.
Collaborative work to integrate health protection
and promotion at workplaces began in 1997 . In
response to a recommendation of a regional workshop
on health-promoting workplaces held in China in
December 1997, WHO produced regional guidelines for

the development of healthy workplaces in
November 1999 (Table 6.1 ). A number of countries
initiated their own policies to improve health in the
workplace, for example, the Philippines and Singapore
initiated award programmes to encourage the
management of organizations to protect and promote
health of their workers. WHO supported VietNam to
initiate a workplace health promotion project in 1999,
engaging small-scale industries in Haiphong and Hue,
as part of the Healthy Cities projects in these cities.
During the review period, WHO support for healthy
workplaces and occupational health programmes in
Vid N dlllL-UHliuucu. vVI 10 }II u viucu ltl-lillil-dl ~Ul-'1-'Ull
for the production of training modules that were used
to conduct training in both Haiphong and Hue. In Fiji,
a national manual on healthy workplaces (adapting
regional guidelines to make them suitable for Fiji) was
published. The regional guidelines were also applied
to healthy workplaces projects in Johor Bahru,
Malaysia, and translated into Korean . In Mongolia, a
healthy workplaces project was developed as part of
the Healthy Cities project in Erdernet, while in Papua
New Guinea a healthy workplaces project was launched
in Madang.

Table 6.1 What is a healthy workplace?

Objectives

Components

Steps te e

· a healthy

~lace
Create a healthy, supportive and safe
work environment
Ensure that health promotion and health
protection become an integral part of
management practices
Foster work style and lifestyles
conducive to health
Ensure total organizational participation
Extend positive impacts to the local and
surrounding community and
environment

Workplace policies for health and safety

Ensure management support

Organizational environment (how work
is designed and organized)

Establish a coordinating body
Conduct a needs assessment

Physical environment

Prioritize needs

Lifestyles and personal health skills
Develop an action plan
Health services
Impact on the external environment

Implement the plan
Evaluate the process and outcome
Revise and update the programme

Source: Regional Guidelines for the Development of Healthy Workplaces. Manila, WHO, 1999.
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RESULTS
Since publication of regional healthy workplaces
guidelines by WHO in 1999, Fiji, Malaysia, Mongolia,
Papua New Guinea and the Republic of Korea have
applied or adapted them. Although these efforts have
not yet produced measurable health outcomes, it is
anticipated that reductions in environmental,
organizational and personal lifestyle-related risk factors
will have been achieved by the end of the pilot stage.
In Viet Nam, the positive outcomes of the pilot
healthy workplaces project implemented in 1999 in
Haiphong and Iluc (e.g. rcductiol13 i11 du3t m1d noi3c,
use of personal protection equipment, cessation of
smoking) have been published by WHO as a case study
of healthy workplaces. The case study is available in
hard copy and on the Regional Office website.
It is very important that healthy settings projects
should be sustainable. Healthy workplaces activities
at 15 small factories in Haiphong and another 15 in Hue
have demonstrated that the achievements of the pilot
project will be consolidated and expanded in the years
ahead. The focus of the project during the review
period was on the training offactory management staff
and other key stakeholders in healthy workplaces.

ANALYSIS
This review period has seen the application and fieldtesting of the regional guidelines on healthy workplaces
in several countries, and results of these initiatives will
be available in a few years. This will provide some
practical experience of implementing such activities in
developing countries that was not available when the
guidelines were first drawn up. An evaluation of how
effective the healthy workplaces approach has been
will have to take into account the economic costs and
benefits, in addition to health outcomes.
In order for healthy workplaces to be successful,
the management of the workplace needs to be
reoriented from simply complying with occupational
health regulations to proactive health protection and
health promotion in the workplace. First, the concept
and approach of healthy workplaces need to be
thoroughly understood by the management. This was
one of the reasons why VietNam initiated a training
programme for managers of small and medium-sized
factories. Furthermore, to win management support,
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evidence must be provided that the healthy workplaces
approach will bring positive net economic benefits as
well as positive health outcomes.
There is growing international pressure for
industries and businesses to assume social
responsibility for health, safety and the environment.
Neglect of such social responsibility may lead to major
accidents (for example, explosion, fires, oil spill, toxic
substance release, and contamination of food, water
and air) that, in addition to possible injuries and loss of
life, could cause serious damage to the business.
Conversely if a business has an image that it cares
about health, :3afcty und the cnvirom11cnt thi~ cun be
marketable. A growing appreciation of the positive
aspects of an enlightened health and safety record has
resulted in an increasing number of industries and
businesses trying to obtain International Standard
Organization (ISO) 14000 series certificates. 1

FUTURE
Countries in the Region will continue to experience
industrial restructuring and globalization of their
economies, leading to changes in workers'
environments. Although occupational health and
safety legislation is essential, the regulatory approach
to occupational health and safety will not on its own
ensure healthy workforces for productive and
sustainable industries. There will be an increasing
emphasis on the development of self-sustainin~ healthv
workplaces.
WHO will collaborate with Member States to
facilitate the promotion and development of healthy
workplaces in the following areas:
• The healthy workplaces projects initiated in
late 2000 and early 200 I will start to produce
results. The experiences in developing these

1

ISO (International Organization for Standardization) is a
worldwide federation of national standards bodies that
publishes international standards to facilitate international
exchange of goods and services. ISO 14000 is a series of
international, voluntary environmental management
standards, addressing various aspects of environmental
management (e.g . environmental management systems;
environmental auditing and related investigations;
environmental labels and declarations; and life cycle
assessment). These standards provide a common framework
for organizations worldwide to address their needs in managing
environmental issues.
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initiatives will need to be documented as case
studies and distributed widely in the Region.
• These healthy workplaces will be evaluated to
see whether they reduced risk factors and
improved health outcomes. The economic costs
and benefits will also be evaluated.
• The training modules and programmes
developed in VietNam will be applied in other
countries that are implementing or starting to
implement healthy workplaces programmes.
• Building on the incorporation of healthy
workplaces projects in Healthy Cities (Malaysia,
Mongolia and Viot Nam) and Hoalthy Iolando
(Fiji and Papua New Guinea) programmes,
healthy workplaces activities in the Lao

People's Democratic Republic will be integrated
into Healthy Cities projects.
• Although the current regional guidelines on
healthy workplaces were intended primarily for
the manufacturing and service industries,
consideration will be given to extending their
scope to other workplace settings such as
settings in the agriculture, fisheries, forestry and
maritime sectors. They will be presented at an
international conference on maritime health.
• Once sufficient experience in implementing
healthy workplaces activities has been gained,
a toohnioal roviow workohop will ba conducti!d
to consolidate the findings . A regional database
will also be developed.
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Health and climate change
Climate change can lead to heat waves, extreme
storms, exacerbated urban air pollution, water- and
vector-borne infectious diseases, illness from
consumption of toxic marine organisms, and
malnutrition from threatened fisheries and land crop
f<1ilut1.. Iu tit~.- R~.-giuu, M4llly~ill publi~hcd 11 report
J<ecent 1:.1 !Vmo ~outhern Usct!lattOrl events have led to
heavyflooding in parts ofthe Region
on climate change, including health aspects, in I 997.
WHO's recent initiatives in this area have included
a study on the health effects of an urban heat wave in Shanghai, China in 2000 and the holding of a regional
workshop on climate variability and its health effects in Pacific island countries in Samoa in July 2000.

Variatiom in dinntr: ow:h :u: th~ Ul Niii0 '>0uth1"m n~,..illlltinn (FT\l~n) 'ilnri lnnp;.trnn rlimntr rhnncr nrr
particular concerns to small island states. Although the exact mechanisms are not fully understood and in
many cases cannot be quantified, many diseases in the Region are linked to climate variability. For example,
increases in vector-borne diseases such as malaria and dengue fever have been linked to El Nino-driven
climate fluctuations. Rapid urbanization has already meant that dengue has spread throughout the Region
and currently presents a major health risk in many countries. It is believed that an increase in temperature
accelerates the rate at which dengue virus develops inside the mosquito. Therefore, during an ENSO event,
when temperatures increase by an average of2.5oC, the virus replicates in the mosquito more quickly, mosquitos
become infectious more quickly and bite more frequently, increasing transmission rates. Waterborne diseases,
such as typhoid, may also be affected by increases in water temperature as well as EN SO-driven floods and
droughts. Toxic algae and ciguatera have also been linked to periodic ocean warming events.
The main conclusions ofthe regional workshop on climate variability in the Pacific were:
• climate variability and change are important determinants of health in the Pacific;
• social aspects such as culture and traditions are important in reducing impacts of climate variability
and its affects on health;
• there is increasing evidence of linkage between climate change and health conditions in the Region,
although further research is needed;
• climate forecasting is one of several tools for responding to hazardous conditions relevant to health,
and the health sector should increase its coordination with climate forecasters;
• capacity building at all levels is important to reduce vulnerability to climate variability and change,
including the development of information systems and training of health service personnel; and
• existing regional efforts that address the impacts of climate variability and change (e.g. the Pacific
Islands Climate Change Assistance Programme (PICCAP) of the South Pacific Regional Environment
Programme (SPREP), climate forecasting by the Pacific ENSO Applications Center (PEAC), and
environmental vulnerability index/natural disaster planning by the Scripps Orbit and Permanent Array
Center (SO PAC)) must be built upon.
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Safe water and sanitation

ISSUES
Access to safe and adequate water and sanitation is a
fundamental human need. It is also essential for human
development, economic productivity and poverty
alleviation.
Disease outbreaks are constant reminders of the
threat to health caused by unsafe water and inadequate
Mllilctliuu. N~octdy J.4tuilliuu !JCV!Jlc uic diiiiUi:illy
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water-related diseases. Diarrhoea associated with
contaminated water and poor sanitation poses the most
serious threat to health of children under five years old
in the Region. There are 4 billion cases of diarrhoea in
the world every year, resulting in more than 2.2 million
deaths, most of which are children under five. Oflhese
deaths, 500 000 were in Asia and Pacific. Millions more
suffer nutritional, education and economic loss through
diarrhoeal diseases, intestinal worms, trachoma and
schistosomiasis. At any one time 1.5 billion people one in every four people worldwide - suffer from
parasitic worm infections. This is a significant burden
of illness and disability that improvements in safe water
supply and sanitation could prevent. This burden is
also a significant reason for the low productivity and
poor quality of life of many people in the developing
world.
Silf~ wilt~r. ilrl~flllilt~ s<mitiltinn ilnrl hyei~n~ r.iln
reduce cases of diarrhoeal disease by between onequarter and one-third. However, progress in providing
access to safe water and sanitation in the Region has
been inconsistent:

• Access to improved water supply and
sanitation. In terms of absolute coverage there
has been significant progress, but the trends in
percentage coverage and equity have not
changed greatly since the last reporting. This
is mainly due to population growth and
demographic shifts from rural to urban areas.
• Constraints to increasing service coverage.
The major constraints to increasing service
coverage and ensuring sustainability are still
inadequate funding and cost recovery, poor
infrastructure, unsatisfactory operation and
maintenance, and insufficient numbers of

trained staff. Few governments have made the
provision of safe water and sanitation a priority.
This is partly because low-income families do
not rank safe water and sanitation as one of
their most pressing problems and therefore do
not put pressure on their governments to
improve them.
• Economic value of water. Water is not valued
sufficiently highly. 1 he Kegwn 's water
resources are not used optimally and are coming
under increasing pressure. Countries will have
to be made aware that growing populations,
poor management, leakage, wastage, and
contamination mean that per capita availability
of safe drinking water will be significantly
reduced in the future.

WHO RESPONSE
WHO efforts in the Region are focused on capacity
building to ensure sustainability of water and sanitation
systems. These efforts often take place as part of
Healthy Cities and Healthy Islands initiatives, using
the "healthy settings" approach. WHO, in collaboration
with UNICEF, published the Global Water Supply and
Sanitation Assessment-2000 in November 2000. This
publication promotes "Vision 21 ",the essence of which
is to put people's initiative and capacity for self-reliance
at the centre of planning and action. This also underlies
WHO's work in the Region. Vision 21 has the following
targets:
• halving the proportion of the population
without access to water supply, sanitation and
hygiene by the year 2015; and
• ensuring access to water supply, sanitation and
hygiene for all by the year 2025.

Participatory Hygiene and Sanitation
Transformation
The Participatory Hygiene and Sanitation
Transformation (PHAST) approach was developed by
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WHO, the United Nations Development Programme
(UNDP) and the World Bank. PHAST aims to ensure
community ownership, which is essential for success
and sustainability. During the period, PHAST was
introduced into Mongolia as part of the component of
the integrated management of childhood illness (IMCI)
strategy devoted to improving family and community
practices. Local facilitators were trained as PHAST
trainers during a workshop for IMCI health workers in
October 2000.

Improvin2 water and sanitation
The Region is collaborating with the South-East Asia
Region to develop a protocol on chemical contaminants
that can be used to set and implement national
standards. The protocol will be field tested in several
countries. Contaminated water is a problem in several
countries, including Cambodia, where technical support
was provided to assess the quality of urban and rural
water supplies. This was prompted by growing
concerns about the occun·ence of toxic chemicals in
drinking water sources (including both naturally
occuning chemicals such as arsenic and fluoride, and
chemicals such as pesticides or waste products that
enter the water as a result of human activities).
Approximately 10% ofthe water samples from Cambodia
that were analysed exceeded WHO guidelines for
arsenic. Conce11ed action on the part of the Government
and international agencies will be required to develop
an effective arsenic mitigation strategy. Field studies
and research on arsenic in drinking water have also
been carried out in Inner Mongolia, China.
Interministerial meetings were held in Cambodia
and VietNam to address water quality monitoring and
control and national water quality standards.
Technical support was provided to Cambodia,
Cook Islands, the Lao People's Democratic Republic,
Mongolia, Papua New Guinea, Samoa and VietNam to
assess their water quality monitoring and control
capabilities.
Following a cholera outbreak in the Federated
States of Micronesia, support was provided for
improvements to water and sanitation facilities. Support
for sanitation and desalination was provided to Nauru.
In Cook Islands, an assessment of polluting sources at
the Muri Lagoon was carried out and logistical support
provided for the construction of water tanks in schools
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and public areas. Logistical support was provided to
Kiribati and Tuvalu for the construction of water tanks.
Technical support was provided for water supply and
sanitation improvement activities in Papua New Guinea.
In Tonga, advice was given on plans to privatize solid
waste removal and disposal services, vector control
and operation and maintenance of water and sanitation
facilities . Cook Islands and Mongolia received technical
and logistical support to improve water quality
monitoring and the general management of water supply
and sanitation facilities. Technical and logistical
support was provided to the Philippines to improve
sanitation facilities In a commuttlty as parr of a Healthy
City project.

Strengthening human resources
WHO collaborated with Cambodia to assess human
resources needs in the water supply sector. As a result,
plans of action were developed . Fellowships were
provided to Mongolia for water quality monitoring and
control, and to Tonga for environmental management
and management of water and sanitation activities.

Development and testing of appropriate
technologies
WHO supports the development and testing of
appropriate technologies. In Cambodia, for example,
WHO worked with other agencies to conduct field trials
to evaluate portable field lest kits lu determine arsenic
concentration in drinking water. This work will help to
simplify and facilitate monitoring and provide an early
warning system to detect when the arsenic
concentration in drinking water exceeds WHO
guidelines and when preventive measures are needed.
WHO also collaborated with the Lao People's
Democratic Republic and partner agencies in field trials
designed to increase the use of chlorine generated onsite for water disinfection at the point of use. Another
objective ofthe field trials was to improve the shelf-life
of on-site generated chlorine with a view to making it
continuously available.
During the period, the third and final phase of a
field study on integrated helminth control involving
mass drug therapy, improving water supply and
sanitation, and intensified hygiene education in
selected elementary schools in Thai Binh province in
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sustainable reductions in levels of arsenic are to be
achieved.
In Inner Mongolia, China, following research on
arsenic in drinking water and the provision of drinking
water with zero or near zero arsenic, preliminary results
showed a decrease in incidence of arsenicism.

ANALYSIS
Although progress in achieving national goals and
for safe water and adequate sanitation has been
made, many people in the Region still do not have access
to safe water or adequate sanitation. Furthermore, the
health benefits brought about by safe water are to some
extent dissipated by inadequate sanitation.
The impact of a lack of fresh water and adequate
sanitation is less dramatic than that of some other
causes of illness. Sanitation is often given low priority
by many governments because it is generally
considered to be a household responsibility. Many of
the nonserved and underserved communities in the
Region are in remote areas without easy access to safe
water or adequate roads to bring in materials and
technology to construct latrines. These constraints
affect both the initial capital cost and recurrent costs
of both water and sanitation systems.
Progress in extending national water supply and
sanitation must not only be sustained, it must be
accelerated if the goal of halving the proportion of the
population without access to water supply, sanitation
and hygiene by the year 2015 is to be achieved. One
element of improving sustainability is the national
capacity to effectively and efficiently manage the
facilities, and to promote community-based
management. Participatory approaches such as PHAST
need to be more widely promoted as part of a more
people-centred approach.
More needs to be done to increase sanitation
coverage in rural communities and the informal
settlements that characterize the rapidly growing cities
of the Region. Without safe water and adequate
sanitation, the risk of epidemics will increase.
Furthermore, increased populations, coupled with
migration from rural to urban areas, will make more
costly off-site disposal of excreta and wastewater more
and more important.
Improving water and sanitation management at
local, national and regional levels is critical.

tar~ets

A gravity-fed water stand-pipe installation,
supplying safe water to a village in
Chimbu Province, Papua New Guinea

VietNam was completed. The results showed that this
holistic approach was very effective in controlling initial
and reinfection rates.
In the Philippines, field trials on the use of solar
energy to disinfect water and make it safe were
successfully completed.

RESULTS
There has been a general improvement in the quality of
service and sustainability of facilities in the Region.
However, although in the majority of the countries of
the Region, safe drinking water coverage is improving,
sanitation coverage is much lower than optimal, in part
because it is seen as a private matter.
The participatory approach that lies at the heart of
WHO's strategy has been extended in Mongolia
through PHAST training as part of the IMCI strategy.
Participatory approaches are also progressing well in
Cambodia and VietNam.
The early detection oflevels of arsenic that exceed
WHO guidelines will make it possible to avoid some of
the public health problems related to excessive levels
of arsenic that have been experienced in other countries.
However, concerted action on the part of the
Government and other agencies will be required if
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Management of water and sanitation requires a holistic
approach and WHO will be providing technical and
logistical support to countries as they develop and
implement national programmes in such areas as the
integrated management of childhood illness and child
and adolescent health.

FUTURE
Despite the enormous technological achievements of
the last century, at the beginning of the 21st century
many people living in the We3tern Paoifio aro deprived
of a basic human need; access to safe water and
sanitation. Addressing this issue in the early decades
of the new century will require sound long-term
planning, sustained investment and capable
management. Most of all, governments and the
intemational community will need to prioritize water
and sanitation if coverage of these fundamental
services is to improve significantly.
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WHO will continue to provide technical and
logistical support to develop national capacities to
monitor and ensure the safety of drinking water; to
reduce losses in drinking water systems due to leakage;
and to improve management, operation and
maintenance. Much ofWHO's work to improve water
and sanitation coverage will be part of Healthy Cities,
Healthy Islands initiatives. More efforts will be
expended on promoting participatory approaches
focusing on households in line with Vision 21.
Development and field-testing of alternative
technologies will also continue. Existing partnerships
•,vith other agenoieo and nongovernmental
organizations will be expanded and new relationships
established to mobilize the resources necessary to
improve access to safe water and adequate sanitation
coverage.
The regional strategy and the plan of action on
drinking water quality will be reviewed, in order to
support countries that are drawing up their own national
strategies and plans of action.
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Healthy tourism

LuwiJit!IIJili! w1tl 11!/lll.lt.\ cwt e11)uy h~>ullln . lwuclles

Tourism offers the opportunity for economic and social
development and many Pacific island countries depend
greatly on revenues from tourism . However, tourism
can also bring with it a range of negative factors related
lu lteallll amlllte euviJUI!lllelll.

The environmental impact of travel and tourism has attracted the attention of the global environmental
movement. In response, the industry has carried out a wide range of environmental and social awareness
programmes, as well as developing such approaches as "healthy eco-tourism".
Health issues will grow in importance as tourism expands and the number of domestic and international
travellers increases. It is estimated that, by 2020, the number of international travellers will have increased to
1600 million per annum (based on the 1997 figure of600 million and a projected increase of 4.2% per annum) .
WHO is working with the World Tourism Organization to respond to health issues arising from both domestic
and international tourism. The main objectives of this initiative are to reduce the negative impacts of tourism
on health and to promote health among travellers
and those affected by tourism in the receiving
countries.
The initiative will focus on three main areas: (I) a
healthy tourism information campaign,
(2) developing guidelines for standards covering
such areas as food hygiene, sanitation vessels and
recreational water environments, and
(3) implementation of model projects in the Region.
WHO's support for healthy tourism will be based
on the settings approach, or 'supportive
environments for health'.
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Food safety

ISSUES

spongiform encephalopathy prions, dioxins and
microorganisms with multiple antibiotic resistance.
Although in several countries and areas of the
Region most foodborne diseases are not even
notifiable, it is still clear that they pose a significant
public health problem in almost all countries. One
foodborne disease that is notifiable and causes
considerable morbidity in several countries (Figure 6.1)
is salmonellosis. So too do campylobacterlosls, E. col!
infections, bacterial intoxications and hepatitis A.
Foodborne illnesses such as cholera, typhoid and
paratyphoid fevers are prevalent in Cambodia, Kiribati,
the Lao People's Democratic Republic, Papua New

Food safety is an increasingly important public health
issue. Millions of people die each year from diarrhoeal
illnesses, the majority of which are contracted through
the consumption of contaminated food or water.
Foodborne illnesses such as listeriosis, salmonellosis,
yersiniosis, botulism and mycotoxicosis can cause
toetal malformatiOn, mental retardatiOn, abortion, organ
damage, reactive arthritis, paralysis and cancer.
Worldwide, the attention of governments, industry and
consumers is being drawn to the genetic modification
of food, and to food contamination by bovine

Figure 6.1: Reported cases of salmonellosis in selected countries and areas of the
Western Pacific Region, 1997-1999
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World Food Day celebrated at a school in Manila, the Philippines

Guinea and Viet Nam. Trematode infections
(opisthorchiasis in the Lao People's Democratic
Republic and chlonorchiasis in Japan and the Republic
of Korea) pose a threat in some countries.
The economic cost of foodborne disease to the
Region, including loss of family income, community
health care costs and loss of industrial productivity, is
billions of dollars annually. In Australia, the annual
cost of food borne disease, for a population of around
only 20 million, has been estimated to beAUS$ 2.6
billion (approximately US$1.3 billion). 1 In the heavily
populated developing countries of the Region, the
burden of t'oodbome illness can be expected to be
extremely significant. Food contamination can also
result in loss of trade due to embargoes, as happened
during the period in countries such as Australia and
Papua New Guinea which embargoed European
processed beef.

Constraints to developing national food
safety programmes
Despite such high morbidity, many governments in the
Region have critical areas of the food chain unprotected
1

Australia New Zealand Food Authority, Food safety standards:
costs and benefits, 1999.

by legislation. The complex process
of protecting food safety from
production to consumption means the
involvement of many ministries and
can lead to both overlaps and gaps in
enforcement.
Links between
government departments are often
poor and this can limit the
effectiveness of national programmes.
The national capacity to analyse food
varies and some small Pacific island
countries are unable to isolate or
H.lenlily common loouborne hazards.
In many countries industry training
programmes and efforts to educate
consumers, even in basic food
hygiene, are limited or nonexistent.

WHO RESPONSE
Food safety is a WHO global priority
The Fifty-third session ofthe World Health Assembly
in 2000 recognized food safety as a priority issue for
WHO. In response, WHO is developing, adopting and
implementing a strategy for food safety in the Western
Pacific Region for 2001-2005.

Increasing awareness of food safety
Advocacy and awareness-raising are both critical if
political commitment is to be increased. During the
period WHO conducted national advocacy seminars
and workshops in Cambodia, Fiji and Papua New
Guinea to draft multisectoral national plans of action
for food safety. These followed on from a workshop on
operational plans of action for food safety in the
Western Pacific held at the Regional Office in
November 2000. That workshop brought together
health and non-health sector personnel from
14 countries to improve recognition of the need for
multisectoral planning and programme implementation.
In conjunction with these seminars and workshops,
advocacy materials and campaigns were developed and
conducted.
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Strengthening national food safety
programmes

Food safety legislation and the work of
Codex
One of the key elements of an effective national food
safety programme is modem evidence- and risk-based
legislation that can provide the framework upon which
regulatory control can be built. WHO is collaborating
with Fiji to review its draft legislation and establish a
L:UilllllUllily LUII~UllaliUII jJIULC~~. fuUU lty gic11c
decisions and circulars have been drafted in VietNam
and food law and hygiene regulations drafted in
Vanuatu. Countries have been encouraged to
strengthen their participation in the work ofthe Codex
Commission 2 by providing technical support to the sixth
session of the Codex Committee for North America and
South West Pacific. WHO has also encouraged
Member States to participate in the Codex Committee
for Food Hygiene and to collaborate with partner
agencies to promote Codex membership among Pacific
island countries.

Food safe(v founded on sound science
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the supply of equipment to China, the provision of
study fellowships to China, Mongolia and the Republic
of Korea, laboratory quality assurance training in
VietNam and collaboration in targeted contaminant
monitoring programmes in Cambodia, Fiji, Nauru and
Papua New Guinea.

Training health personnel
WHO supported the translation of the WHO/Industry
Council for Development (ICD) training manual on
HACCP into Mongolian and conducted courses for
lJcalllt aullJuJ ilito~> iu Cl1iua aut! Muugulid. 'vVIIO dllU
the Government of the Republic of Korea collaborated
with the Government of Mongolia to train health
authorities in Mongolia in the introduction ofHACCP
to industry. HACCP guidance documents for industry
were also developed. Inspectors were trained in
inspection procedures and encouraged to employ the
HACCP approach . An inspection manual designed to
be adapted for different country situations was drafted
and piloted in both Cambodia and Viet Nam. A
programme of training of trainers of community health
workers in food safety was also begun in Cambodia
and Fiji based upon an OPEC Fund for International
Development/WHO publication Basic food safety for
health workers.

National food safety programmes need to be founded
on sound science, including quantitative risk
assessment, hazard analysis critical control point
(HACCP)-based programmes of production and
inspection, targeted contaminant monitoring and active
foodborne disease surveillance. During the period
WHO collaborated with the Association of South-East
Asian Nations (ASEAN) and the International Life
Sciences Institute (ILSI) to increase understanding of
risk assessment principles and applications among
health and non-health sector food safety enforcement
officers. Analytical capacity was strengthened through

The Codex Alimentarius Commission is the body responsible
for compiling the standards, codes of practice, guidelines and
recommendations that constitute the Codex Alimentarius,
which is comprised of: food standards for commodities, codes
of hygienic or technological practice, limits for pesticides
residues, guidelines for contaminants, food additives and
veterinary drugs. This Commission was established by an
FAO resolution in 1961, followed by a WHO (WHA)
resolution in 1963 . FAO/WHO . Understanding Codex
Alimentarius. Rome, Italy, I 999.

Packaged and bulk food for sale in Ga market, HaiPhong,
VietNam - market management is striving to make Ga
market a healthy marketplace
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RESULTS
Increased recognition of the public health
significance of food safety
Governments in the Region are increasingly
recognizing the need to review approaches to food
safety. Several countries, including Cambodia, Fiji,
Papua New Guinea and VietNam are establishing and/
or revitalizing multi sectoral approaches to protect food
from contamination throughout the food and feed
chams.

Stronger national food safety programmes

Poor storage in a marketplace can prove
both an occupational and
a fire hazard

Healthy marketplaces
In the period, WHO continued to collaborate with
countries in the healthy marketplaces initiative. In the
Philippines, WHO collaborated in a programme
designed to integrate food safety with poverty
reduction and to enhance business skills in marketplace
and street vendors. In Cambodia, the Lao People's
Democratic Republic, Mongolia, Papua New Guinea
and VietNam, the healthy marketplace initiative was
supported. Seed money was provided for infrastructure,
participatory workshops were held to develop market
management plans and support was provided for
information, education and communication materials.

Viet Nam -focusing on food safety
In Viet Nam, the Ministry of Health's Food
Administration was strengthened with support from
WHO, in collaboration with the Asian Development
Bank. Funds were provided for an in-country WHO
food safety specialist. National plans of action were
supported, laboratory quality assurance strengthened,
inspection procedures were standardized following the
introduction of a food safety inspection manual and
foodborne disease surveillance was improved.

Fiji and Vanuatu are working to establish modern riskbased food laws, while VietNam continues to develop
legislative guidance for inspectors , industry and
consumers. In addition, there has been an increase in
countries with national Codex committees and many
countries are continuing to develop food standards
using Codex standards as a guideline.
Some governments are strengthening the scientific
foundation of their national food safety programmes
and greater attention is being paid to risk assessment,
contaminant monitoring, HACCP and foodborne
disease surveillance. Regulatory officers from
Cambodia , China, the Lao People's Democratic
Republic, Papua New Guinea, the Republic of Korea
and Viet Nam have been trained in risk assessment.
Data on contamination of food is being collected and
collated to support future risk assessment in Fiji, Nauru
and Papua New Guinea. The number of food inspectors
familiar with the HACCP concept and its application to
food safety has increased in Cambodia, China,
Mongolia and VietNam. An active effort to improve
the effectiveness of food borne disease surveillance is
ongoing.
In Cambodia, the Lao People's Democratic
Republic, Mongolia, Papua New Guinea and VietNam,
the healthy marketplace initiative has been
strengthened and expanded. In Papua New Guinea, the
biggest market in the country, Gordons market, was
rehabilitated and officially reopened as a healthy
marketplace. The concept is being expanded to Madang
and Mount Hagen. During the Meeting of Ministers of
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Health for the Pacific Island Countries in March 200 I,
the Ministers had the opportunity to visit the healthy
marketplace project at Madang market. In Papua New
Guinea and other countries where healthy marketplaces
are being expanded, HACCP studies have been
employed to identify key food safety education
messages.
Overall, stronger links have been forged between
WHO and the food safety authorities of the Region .
This has led to improved information exchange on
global and regional food safety issues, foodborne
disease outbreaks and successes and constraints in
vwgtauuue i111v le111eulaliuu.

ANALYSIS
Several countries have employed a more coordinated
approach to foodborne diseases , based on sound
scientific risk assessment. However, the majority have
still to do so. There remains a need for international
organizations to strengthen their advocacy and to
focus the attention of Governments on the need for
foodbome disease reduction programmes.
Changes brought about by legislation require a
multisectoral approach, community involvement,
industry support and parliamentary review,
modification and adoption. Consequently, ongoing
supp01t is required if the rate of legislative review,
degree of legislative harmonization and participation
in the work of Codex is to be increased. For modem
legislation to be effective, it requires enforcement by
well-resourced and competent authorities. Many
officers charged with these enforcement procedures
often rely on in-service training to upgrade their
knowledge and skills. Governments need to commit to
basic training and to allocate sufficient resources for
inspectors.
Healthy marketplace initiatives must increasingly
seek to transfer knowledge and experience to an
expanding range of marketplaces. WHO can facilitate
this process by documenting successes and constraints
and distributing information about these case studies
in the Region.
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FUTURE
Continued globalization and the resultant increased
mobility of food in international trade will continue to
ensure that food safety is an increasingly important
issue of public health significance for all Member States
in the Western Pacific.

Advocacy
Advocacy and education materials appropriate to the
Region need to be further developed . Countries must
be encouraged to acknowledge that enforcing food
safety is an essential public health and public nutrition
function. They need to provide adequate resources to
establish and strengthen their food safety programmes.
International advocacy and efforts to improve food
safety in the Region need to be better coordinated.
WHO will facilitate a coordinated international
approach by seeking to extend its partnerships with
other organizations.

Strengthen national food safety
programmes
WHO, in collaboration with its Member States, and in
partnership with others, will review the roles,
responsibilities and capacities offood safety agencies
in the Region. It will work with countries to identify
gaps and overlapping regulation and to prepare
operational plans of action for food safety.
In accordance with World Health Assembly
resolution WHA53.15, WHO will continue to advocate
the adoption of modern food laws, regulations and
standards and to strengthen countries' participation
in the work of the Codex. It will encourage industry
and consumers to participate in national food safety
efforts. It will promote effective national food safety
programmes that are based on strong scientific
foundations , strengthen foodborne disease
surveillance, promote the expansion of the Global
Salmonella Surveillance programme and examine how
national risk assessment capabilities in the Western
Pacific can be strengthened.
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WHO will review approaches to training of food
inspectors and identify core elements of the curriculum.
Countries will be encouraged to develop food
inspection procedural manuals for industry to
demonstrate how high-risk food can be produced and
monitored from production to consumption. Trainers
of food industry personnel will be trained in how to
assist industry to meet its food safety obligations.
Guidelines on how to introduce HACCP to small or
less developed businesses will be produced and

disseminated. In addition to working with industry,
there is a continuing need to identify a path for effective
consumer participation and education in food safety.
Countries should also be able to respond to food safety
concerns during disasters and emergencies and to
encourage the development of effective
communications systems within and between
countries. Finally, countries will be urged to implement
regular monitoring and evaluation of their national food
safety programmes.

7.

Child and adolescent health and development

Integrated management of childhood illness

ISSUES

T

he status of chi ld health directly reflects the
general development status of a country, as
infant and child mortality rates are sensitive
indicators of inequity and poverty. In the Region, it is
estimated that every year more than 1 million children
die before they reach the age of five , most of them in
developing countries. More than 70% of these deaths
and approximately 75% of episodes of childhood illness
are attributed to one or a combination of six common
conditions: malnutrition, pneumonia, dimThoea, dengue
haemon·hagic fever, malaria and measles. All six are
preventable or treatable with simple and low-cost
interventions.
There is a wide gap between developed and
developing countries in term of infant and under-five
mortality rates. For instance, in Cambodia and Papua
New Guinea, mortality rates are about 20 times higher
than in Australia and Japan . Even in middle-income
countries of the Region, there are often neglected
geographical areas where childhood mortality and
morbidity remain unacceptably high.
In the home, these sick children often receive
inadequate care because of the limited knowledge,
inappropriate attitudes and beliefs of caretakers, failure
to seek appropriate and timely assistance, or an inability
to comply with the health worker's advice. There is
room for significant improvement in child feeding
practices in many countries. Poor hygiene and
sanitation often aggravate the transmission of
infectious diseases in children. The knowledge and
skills needed to address these issues are lacking in
many communities living in poverty.
Lack of accessibility to first level health facilities
still deters many caretakers from taking sick children to
health care providers. Even if they take children to the ·
health centre, inadequate services and case

management skills often mean that the children are not
guaranteed appropriate care. Quality of care for severely
ill children also requires improvements at the re±erral
level. The referral system does not even exist in some
countries.
In the past, vertical interventions were used to
reduce child mortality and morbidity and some
improvements were achieved. However, up-to-date,
integrated, focused and cost-effective interventions
to improve health worker skills, health systems and
family and community practices in child health have
recently been piloted in the Region with encouraging
results. The challenge now is to expand this strategy
in scope and geographical coverage.

WHO RESPONSE
Developed jointly by WHO and the United Nations
Children's Fund (UNICEF), the integrated management
of childhood illness (IMCI) strategy aims to reduce
death, illness and disability, and to contribute to the
healthy growth and development of children, by
focusing on the most common causes of death. The
strategy includes elements of prevention as well as
curative care. It aims to improve practices in health
facilities, in the health system and in the home by
strengthening health workers' skills using locally
adapted guidelines on IMCI; helping the health system
to support IMCI by improving the availability of drugs
and supplies, referral pathways, monitoring and
supervision; and improving family and community
practices.
The IMCI strategy was introduced into the
Western Pacific Region in 1995. At country level, it is
usually implemented in a phased manner: introduction;
early implementation in a limited area to gain experience;
and expansion. To date, eight countries of the Region
have experience with the strategy. Mongolia, the
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implementation, WHO worked with
countries to build the capacity of
resource persons at regional , country,
provincial and district levels.
The growing demand for affordable
and sustainable IMCI training that
covers the entire health care sector,
including the private sector, led WHO
to establish a global development
project on IMCI pre-service training.
This project aims to identify ways in
which IMCI can be incorporated into the
cmTiculu ofmcdical.5tudcnt~. Onc uflln.,
pilot universities, the University of
Medicine and Pharmacy in Ho Chi Minh
City, introduced IMCT pre-service
IMCI district planning in the Lao Peoples Democratic Republic
training into the general practitioner
programme of medical students for the
first time in 2000. Encouraged by progress so far, Viet
Philippines and VietNam have moved successfully to
Nam is currently expanding IMCI pre-service training
the expansion phase. Cambodia, China, the Lao People's
to other medical and paramedical schools. Fiji,
Democratic Republic and Malaysia have moved to the
Mongolia and the Philippines have also taken steps to
early implementation phase, and Papua New Guinea is
introduce IMCl into their medical cunicula. A model
in the introduction phase (Table 7.1 ).
handbook (designed to be adapted by teaching
The IMCI strategy is being introduced into four
institutions to fit their needs) was recently published
Pacific island countries: Fiji, Kiribati, Solomon Islands
by WHO and is now available to help teaching
and Vanuatu. WHO and UNICEF held an orientation
institutions to incorporate IMCI into academic
meeting on IMCI in the Pacific in Suva, Fiji, in Januaryprogrammes of health professionals. A global capacity
February 200 I. The meeting enabled participants from
building workshop on IMCI pre-service training for
the four countries and their partners in health to
regional resource persons was held in Geneva ,
contribute to the future direction of child health in the
March 200 I. From the Region, Fiji and VietNam sent
Pacific. The next step wi II be to review existing national
participants. WHO has also been actively supporting
child health plans to see what role IMCI will play in
the development of alternative teaching ofiMCI, such
each country. As part of this process, all participating
as on-the-job training in the Philippines.
countries will review and update existing guidelines,
In order to meet the need for improved referral
standard treatment books and training courses related
care, WHO recently published a manual for senior
to child health.
health workers responsible for the care of children at
During the period, WHO provided intensive
the first-refenallevel. This IMCI referral care manual is
technical support to countries of the Region in planning,
consistent with IMCI guidelines for outpatient
implementation, monitoring and evaluation of the IMCl
management of sick children and means that highstrategy. Major activities included finalization of the
quality care provided to outpatient management of sick
national plan for the early implementation phase in the
children is being extended to inpatient care at the firstLao People's Democratic Republic, adaptation ofiMCI
referral level hospital. The manual has been widely
guidelines in Cambodia, the first training course on
distributed to the countries implementing IMCI in the
IMCI case management in Malaysia, review and
Region. Fiji, the Philippines, and Viet Nam have
planning for the expansion phase in Mongolia,
expressed interest in developing a systematic approach
preparation for the review of the early implementation
for introducing the manual into hospitals.
phase in China and planning for the IMCI community
Infant and young child feeding is one of the major
component in VietNam. In order to carry out all these
areas affecting child health and is therefore coordinated
activities and facilitate further progress in IMCI
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with IMCI. Support was provided for the introduction
of breast-feeding counselling into the pre-service
training of midwives in Viet Nam. A comprehensive
planning and training programme was initiated in
Cambodia. Linkages between IMCI and breast-feeding
counselling will be further strengthened through the
baby-friendly hospital initiative.
While the planning process of the community
component for IMCI is still under development,
initiatives to improve family and community practices
have already been taken in some countries. In VietNam,
WHO has joined forces with UNICEF in a programme
lu ~li cugllJeu village lieallli st::J vices by jJJUV illiug
training materials and treatment guidelines to village
health workers. These training materials are based on
IMCI clinical guidelines that have been simplified for
village volunteers. In Mongolia, WHO has been
supporting the Participatory Hygiene and Sanitation
Transformation (PHAST) approach as a means of
reinforcing and further develop the !MCI community
component (see also pp. 80-81). The materials used in
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PHAST will be further developed to target water and
sanitation issues, particularly related to management
of childhood illness. In the Philippines, dialogue with
nongovernmental organizations (NGOs) on the
community component for IMCI has continued.
At the regional level, meetings and joint missions
were conducted to ensure that collaboration between
IMCI-related programmes and partner agencies in
health is strong, particularly with UNICEF. As a rule, all
major activities in child health are conducted jointly at
regional and country levels. Collaboration exists even
across the WHO regions, as resource persons from
Mougolia were senl lo Kazak.hslan for an IMCI flelll
study tour. WHO has provided technical support to
World Bank supervisory missions in the Philippines,
and collaborated on Bank projects in China and the
Lao People's Democratic Republic. Among others, the
Asian Development Bank (ADB), the European Union,
bilateral agencies and NGOs have also supported IMCI
implementation. In the Regional Office, there is close
collaboration with staff working in nutrition, health-

Table 7.1 Key IMCI activities in selected countries of the Western Pacific Region
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Cambodia

Jan 1998

Jun 1998

Oct 1998

Jul 2000

Jul 2001

China

May 1998

Nov 1998

Jun 1999

Dec 1999

Apr 2000

Ongoing

Q3 2001

Lao People's
Democratic
Republic

Nov 1998

Sep 1999

May 2000

Q3 2001

Mongolia

Dec 1998

Jun 1999

Aug 1999

Mar 2000

Apr 2000

Ongoing

Jan 2001

Jul 2000

Nov 2000

04 2001

Malaysia
Pacific island
countries (Fiji,
Kiribati, Solomon
Islands, Vanuatu)

May 2001

Jan 2001

u.

Philippines

Jun 1995

Nov 1995

Jun 1997

Jul 1997

Papua New
Guinea

Jul 1998

May 2000

Jan 2001

Feb 2001

VietNam

Mar 1995

May 1996

Jun 1997

Jun 1997

May 1996

Ongoing

May 1999

Jul 2000

Ongoing

Apr 1999

May 1999
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Figure 7.1 Status of IMCI implementation in the WHO Western Pacific Region, June 2001
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promoting schools, environmental health and
reproductive health.

RESULTS
IMCI has already brought about improvements in child
health. Routine follow-up visits to newly trained health
workers and review meetings in Mongolia, the
Philippines and Viet Nam at the end of the early
implementation phase showed that there were
significant improvements in the quality and
consistency of the clinical care given to children, as
health workers practise IMCI case management in their
daily clinical work. Some health facilities have
rationalized their workflow and referral practices to make
case management more efficient. Also, more emphasis
has been given to availability of basic supplies and
essential drugs in districts implementing IMCI.
Governments have increasingly recognized IMCI
as a major strategy in child health. It has been adopted
as part of national health policy in most countries
implementing IMCI in the Region. In VietNam, the IMCI

strategy has been included in the Strategy for People's
Health Care and Protection for the Years 2001-20 I 0,
which is the primary policy document for health sector
development. In Mongolia, health sector development
programmes are closely involved with planning for and
implementing IMCI. In Cambodia, IMCI will be
implemented within overall health sector reform. The
Lao People's Democratic Republic and Papua New
Guinea are also introducing IMCI into primary health
care.
IMCI has improved collaboration between various
child-health related programmes and partner agencies.
Working groups on child health involving all
stakeholders, including NGOs, institutions and
professional associations, have been established in all
countries where IMCI has been adopted. In the
Philippines and VietNam, IMCI has been included in a
large number of major health projects supported by
the World Bank, ADB, the European Union, bilateral
agencies and NGOs. In VietNam, more NGOs now
include IMCI in their health projects.
The importance of improving supervision by
provincial and district health authorities of first-level
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health workers is being increasingly
recognized , especially in countries
expanding the IMCI strategy. Routine
supervision has been established in
many countries. Follow-up visits have
been successful in reinforcing the newly
acquired case management skills of
health workers, in maintaining their
perfmmance after training, and in solving
problems· related to their daily clinical
work. In addition, the debriefing meeting
at the end of the follow-up visit has
provided vuluublc feedback on the
overall health care system in the district
and province and has been useful in
identifying ways in which primary health
care services for sick children can be
improved. For example, follow-up visits
have pointed out the lack of availability of drugs and
immunization services in the Philippines, Mongolia and
Viet Nam. These are now being addressed by the
provincial and central health authorities.
WHO has made substantial progress in designing
and implementing the multicountry evaluation (MCE)
oflMCI. The objectives ofMCE are both to document
the effect of IMCI interventions on health worker
performance, health system and family and community
practices , and to as sess the impact and costeffectiveness of the I MCI strategy on the health
outcomes. The Regional Office has joined the global
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Maternal and child care in Fiji

MCE team, as Cambodia will be enrolled in the study
by the end of 200 I. However, it will take several years
before the results ofMCE are available. In the meantime,
efforts are being made to put in place a routine
monitoring and evaluation mechanisms in all countries
implementing IMCI.
Following the first orientation meeting on IMCI in
the Pacific in Suva, Fiji, January 2001, considerable
progress has been made in all countries to draft national
plans and to further increase the capacity to plan and
prepare for IMCI implementation.

ANALYSIS

Health centre for mothers and young children
in the Lao Peoples Democratic Republic

As IMCI represents a shift from diseasespecific control programmes to a
comprehensive strategy to combating
diseases in children, the main challenges
are both to facilitate coordination of
existing programmes and to foster active
collaboration among all concerned
partners, institutions, services and
professional groups. Given the broad
implications of the IMCI strategy, a wellsynchronized effort by all partners in
child health is required if IMCI is to
succeed. One of WHO's main tasks
continues to be supporting capacity and
consensus building for an integrated
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approach among the various child health related
programmes at central, provincial and district levels.
A common observation from countries
implementing IMCI is that it is crucial to make the
strategy as flexible as possible so that it works in
different settings and reaches all target populations.
Where access to primary care facilities is low, training
of community health workers will help to increase
access to basic health care. As experience in VietNam
showed, training has to be adapted to suit the needs of
community health workers . In Sabah, Malaysia,
implementation of IMCI has demonstrated the
~uitnbility of the ~tmtcgy for middle income countric~,
as a means of ensuring equitable distribution of goodquality health care.
Even though IMCI has a significant impact on child
health, it does not yet include infants below one week
of age, the most vulnerable in terms of child survival.
N"''·vly l:>0rn infllnh· llr"' r:0v"'r"'d by th.;- "Mllbng
pregnancy safer" strategy. Perinatal and neonatal
mortality will become relatively more impor1ant in areas
where reductions in mortality among older children
have been achieved. Also, as more children survive
beyond five years old, it will become critical to pay
more attention to the strong relationship between
nutritional status and children's ability to achieve the

optimal physical growth and psychosocial
development.
Further improvements in child health will depend
to a large extent on what more could be done in the
household and community and to what extent the
health system is responsive. In line with efforts to
promote the home as the first hospital, a limited number
of key household behaviours that have direct links to
the prevention and cure of common childhood
illnesses need to be promoted. Since the ability and
willingness of families to adopt new behaviours are
influenced by a variety of factors, it will need to be
dotorminod looully how boot to do thio. On tho othor
hand, policies that determine the availability of health
services, such as food supply, water, sanitation, and
other services, and the financing of those services, are
equally important.
The World Bank publication Investing in Health 1
nml<f':rl TMI'T flmnne thf': 1 n mn~t ~n~t-f':fff':~tivf':
interventions in both low and middle-income countries.
For decision-makers and funders, this is, perhaps, the
most attractive feature of IMCI. Nevertheless, while
improved efficiency is desirable, integration should not
mean simply doing more with the same, limited, budgets.
Rather, IMCI should be seen as a great opportunity to
invest more in child health, leading to significant gains
in the health status of children.
Experience in the three countries of the
Region that have moved to the
expansion phase shows that the highest
level of technical, financial and, perhaps
most impor1antly, political support are
needed if IMCI is to be expanded
nationally.

FUTURE
Early experience of implementation of
IMCI in the Western Pacific Region has
been very encouraging. Nevertheless,
in order to complete the unfinished
agenda of improving child health in the
Western Pacific Region, WHO will

1

Testing the elasticity of the skin during IMCI training

World Bank, 1993.
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employ a more flexible approach, building on the
strengths of vertical as well as integrated approaches.
Linkage of interventions that have an impact on child
health outcomes will be critical. Adaptation of tools to
meet the needs of specific target populations will be
encouraged, and simplified approaches developed.
Increased emphasis will be given in future to
interventions to improve healthy behaviour in the
household and in communities. Efforts to improve
children's chances of survival and to reduce illnesses
from the most common conditions will continue,
especially in the area of neonatal health and infant and
young child feeding. Tho3o activitic3 will be
accompanied by an increased attention to
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developmental aspects of health, in order to ensure
the healthy growth and development of the child.
Further efforts will be made to introduce IMCI into
pre-service training in more institutions as well as to
improve referral care in first-referrallevel hospitals in
the Region. WHO will continue to support the phased
and balanced implementation of IMCI, and to
encourage intersectoral collaboration between various
programmes within Ministries of Health and close
collaboration with interested partners. WHO will work
closely with countries to seek every opportunity to
mobilize all potential human and financial resources to
improve health care for children at alllcvcl3 ofthc health
care system.

Adolescent health and development

ISSUES
Adolescence is a transition period from childhood to
adulthood; a critical time of rapid physical, intellectual,
psychosocial, and ethical development. However, there
are differences in the pace and quality of such
development between people of the same age and sex,
between the sexes, and between adolescents from
different cultural, social and economic contexts.
There hnJ been ll.ll imprvvem.:nt in udvk~.:.:11t
health and development in the Western Pacific Region
over the past 30 years. Young people are now more
educated and suffer from fewer infectious diseases.
Despite these substantial gains, adolescents continue
to be exposed to health and development risks because
of poverty, exploitation, gender discrimination, armed
conflict, violence, social and economic changes, and
risky behaviour. The key issues that affect adolescent
health and development in the Region include: mental
health; accidents; unwanted pregnancies and related
complications, sexually transmitted infections (STI),
including HIV/AIDS; substance abuse (including
tobacco use); poor nutrition and inappropriate eating
habits, including obesity. There is significant morbidity
and mortality among young people due to accidents,
suicide, violence, pregnancy-related complications and
illnesses. Many of these illnesses and deaths are
preventable.

Healthy adolescents have a better chance of
becoming healthy adults. It is therefore important that
adolescent health programmes focus not only on
problems but also on development needs. Adolescents
have a right to develop their capacities (including
physical, life and livelihood skills); to have access to
services and opportunities (education, health,
counselling, recreation, livelihood and participation);
and to live and learn in safe and supportive
cnvironmcnt3 that provide po3itivc, clo3c rclation3hip3
with family, adults and peers, supported by policies
and legislation, the media and social values.
Within the Region, there is a need to: (1) advocate
for the promotion of adolescent health and
development; (2) build technical capacity at the country
and regional levels to promote adolescent health and
development and respond to adolescents' needs;
(3) develop comprehensive national policies, strategies
and interventions with the effective participation of
adolescents; and (4) strengthen health systems to make
services more available, acceptable, accessible, and
affordable to adolescents.

WHO RESPONSE
WHO has developed a framework for adolescent health
and development in the Region (see box) and a

"'=
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A regional advocacy and
communication strategy was developed
to create awareness among policymakers and partners of the
comprehensive health and development
needs of adolescents, and to encourage
the development of comprehensive
national policies and programmes.
The 200 I calendar for the Western
Pacific Region had adolescent health
and development as its theme. The
calendars were distributed to schools
and toaohoro •,voro onoourugod to
undertake activities related to the issues
included in the calendar.

With some ingenuity, adolescents can be provided with exercise and
adventure training even in an urban setting like this Manila shopping mall

five-year regional plan of action. The regional plan of
action aims to build as much as possible on ongoing
activities at country and regional levels, and uses
existing interventions as entry points to introduce
complementary and/or new interventions. Planning and
implementation of activities is coordinated through a
multidisciplinary adolescent health and development
working group. This working group facilitates the
comprehensive promotion of adolescents' healthy
development. It also helps to ensure the mainstreaming
of adolescent health and development issues in
relevant techmcal areas, mcludmg reproductive health;
sexually transmitted infections, including HIVI AIDS;
noncommunicable diseases including mental health;
substance abuse including tobacco use; nutrition; and
health systems development including human
resources development.

WI:W

Advocacy for promoting adolescent health
and development
During the period under review, a document on the
adolescent health and development regional framework,
a regional profile on adolescent health and
development, and an advocacy document on the need
to invest in adolescents were published and distributed
to partners in the Region. Country adolescent health
profiles were also published.

Building technical capacity at
country and regional levels

A Technical Meeting on Integrating and
Strengthening Adolescent Health and Development in
Preservice Nursing and Midwifery Cun·iculum was held
in Cairo, Egypt, in February-March 2001 and attended
by representatives from Hong Kong (China), the
Philippines and the Republic of Korea. A Global
Consultation on Adolescent Friendly Health Services
was held in Geneva, Switzerland, in March 2001 and
attended by representatives from Malaysia, Mongolia
and the Philippines.

Developing comprehensive national
policies with effective participation by
adolescents
The Government of Mongolia is undertaking a
comprehensive initiative which aims to promote the
healthy development of adolescents through health,
education, communication, life skills development, and
adolescent participation. WHO is providing technical
support to improve the quality of health services for
adolescents by training health care workers and
strengthening the existing health system and services
(see box).
WHO provided technical support to the
Department of Health, the Philippines to develop a
strategic framework and plan of action for the
Adolescent and Youth Health and Development
Programme.
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Strengthening health systems to improve
access to and quality of services
The adolescent health and development content of
health worker training curricula (nursing, midwifery,
medical) was reviewed in 15 countries and areas. 1 The
next stage will be the formulation of Curricular
Integration Process Guidelines, which will support the
incorporation of adolescent health and development
concepts, issues, relevant teaching/learning strategies
and evaluation tools into health worker training
curricula (see also p.184).
1echmcal support was prov1ded by WHU to
Kiribati to facilitate integrating adolescent health and
development concepts, issues and relevant teaching/
learning strategies and evaluation tools into the
nursing curricula.
WHO is collaborating with the Ministries ofHealth
in Kiribati and Mongolia and other partners to assess
the availability and quality of services to adolescents
in the public health facilities and to identify strategies
to enhance adolescents' access to and satisfaction with
the health services.
Planning took place for the adaptation of WHO
materials, particularly the Orientation Package on
Adolescent Health and Development for Health Care
Workers, for Mongolia and the Philippines. These will
be used in training to develop the knowledge and skills
of health workers to strengthen their competencies to
work with adolescents.
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in Fiji; weekly iron/folate supplementation for
adolescent girls in the Philippines and Viet Nam
(see p.l 06); and sexual and reproductive health
education and services in several Pacific island
countries.

RESULTS
It will be some time before explicit results can be
generated, since the interventions described above
have been implemented only recently. However, there
has been an mcrease 10 awareness about the
importance of the healthy development of adolescents
at both regional and country levels. For example,
Malaysia and Mongolia have begun to implement
integrated interventions, while the Philippines has
recently developed a strategic framework and
comprehensive plan of action.
There is also growing interest at the country level
in initiating interventions, including the development
of policies and plans of action. At the policy-making
level, Samoa has developed broad policies on youth,
while WHO will be supporting Cook Islands to develop
a policy and plan of action on adolescent health and
development.
The strategy to mainstream adolescent health and
development issues into relevant technical areas has
had a number of significant results. For example,

Mainstreaming adolescent
health and development into
technical areas
Other focuses have also carried out
activities specifically directed at
adolescents. Specific examples include:
tobacco control activities for young
people (see p.l36); a comprehensive
review of the adolescent health and
development content of health worker
training curricula (see p.l84); substance
abuse prevention among young people
1

American Samoa, Australia, China, Fiji, Guam,
Hong Kong (China), Japan, Kiribati, the Lao
People's Democratic Republic, Malaysia,
Mongolia, Northern Mariana Islands, Papua
New Guinea, the Philippines, Republic of
Korea.

"Don 't risk your life": a message to Samoan youth to
avoid tobacco and alcohol
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integration of adolescent health and development
concepts and issues into health professional training
curricula is now an important area for the human
resources for development focus. Joint planning
between technical areas, such as nutrition and
reproductive health, are ensuring integrated
interventions for adolescents.

ANALYSIS
In the Western Pacific Region, there is growing concern

about

auole~eent

health and development Issues.

However, responses have concentrated largely on
sexual and reproductive health, including HIV/AIDS,
and substance abuse, despite significant morbidity and
mortality due to mental health problems including
suicide, accidents, violence, increasing use of tobacco,
and inappropriate eating habits leading to obesity.
Many interventions have focused on addressing

specific risk factors and health problems rather than a
combination of mutually supportive interventions.
Adolescent health and development issues and
problems are wide-ranging. Lessons have shown that
adolescent risk-taking behaviour and health and
development problems have common roots, and thus
they can be addressed most effectively by a
combination of interventions that promote healthy
development. For example, all adolescents need
accurate, comprehensive information about sexual and
reproductive health. This information is more useful,
however, when accompanied by life skills education to
help young people build selt-esteem, a sense ot
responsibility and the social confidence they need to
resist pressure to take risks with their health. These are
the skills that are needed to avoid abuse of substances,
to deal with anxiety, to assess risky conditions and to
negotiate difficult relationships. In addition, since many
adolescents in the Region are economically active, they
need skills and training opportunities.

Regional adolescent health and development framework
WHO is working together with countries and areas in the Region and with partner agencies to promote the
healthy development of adolescents and to reduce adolescent mortality and morbidity. This work is guided
by a framework that (I) promotes a comprehensive approach to adolescent health and development; (2)
enhances the effectiveness of existing interventions; and (3) prioritizes interventions and promotes the
effective use of resources. It is designed to contribute to the development of comprehensive policies, strategies
and intt:gtalt:u iult:t vt:11liu11s fut auult:sceul health and development al the eountry level.
Central to the framework is the recognition that the health and development issues of adolescents have
common roots and are closely related. The strategies to address most of these issues are also related. The
health issues facing adolescents can be addressed most effectively by a combination of interventions that
promote healthy development. Evidence has shown that single interventions that focus on risk factors or
problems are not effective in addressing adolescent health and development issues nor in meeting the needs
of adolescents.
The framework is also guided by gender and poverty considerations. Gender inequities in all spheres of
social and economic life determine the pace and quality of adolescent health and development. Gender
discrimination is a barrier to the ability of adolescents, particularly adolescent girls, to exercise their rights to
develop their capacities and to have access to services and opportunities. Poverty undermines the right of
adolescents to grow up in a safe, stable and nurturing environment by increasing the likelihood of ill health,
and is a critical barrier to having access to education, health care and employment.
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Promoting adolescent health and development in Mongolia:
an integra ted approach, a collaborative effort
WHO is a partner in an integrated three-year pilot initiative that aims to promote the healthy development of
adolescents through health, education, communication, life skills development, and adolescent participation.
The initiative which began in January 2001 is limited to urban and nomadic settings near Ulaanbaatar.
In this partnership, the Ministry of Health, the United Nations Population Fund (UNFPA) and WHO work to
improve the quality of health services for adolescents by strengthening the existing health system and
services. Mental health, sexual and reproductive health, nutrition, and substance abuse (tobacco, alcohol
and drugs) are key health areas being addressed.
The activities fall into three strategic areas:
(I) Strengthening the health components of education, communication and community work with

adolescents. Activities include orientation workshops, seminars and the development of education
materials. WHO will collaborate with the United Nations Development Programme (UNDP) in distributing
the education materials through various different media.
(2) Building the capacity of hospitals, primary health centres, and schools to respond to the health

needs of adolescents in an integrated way. The major activities in this strategy are: to assess the
availability and quality of services to adolescents; to identify strategies to enhance adolescents'
access to and satisfaction with the health services; and to establish criteria for and implementation of
adolescent-friendly health services.
(3) Building the capacity of health cure workers to work with adolescents. Training curricula that
address wide-ranging issues concerning adolescents will be developed. Subsequently, core trainers
will be trained. They will then train family doctors, nurses, school doctors, and other health workers.
In-service and refresher training will also be conducted.

FUTURE
WHO will continue to work in close collaboration with
partners, particularly its Member States and other UN
agencies, to improve adolescent health and
development in the Region . Using the regional
adolescent health and development framework and the
five-year plan as a guide, WHO will focus on four

priority areas: (l) advocacy for the promotion of
adolescent health and development; (2) building
technical capacity for the promotion of adolescent
health and development at country and regional levels;
(3) developing comprehensive national policies,
strategies and interventions with effective participation
of adolescents; and (4) strengthening health systems
to make health services more available, acceptable,
accessible, and affordable to adolescents.
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Nutrition

ISSUES
The factors that determine good nutrition are complex
and intenelated. Availability and access to safe food,
caring behaviours,' co-existing health conditions and
environmental factors that affect food production and
food safety all play a role in determining the nutritional
status of a population. The balance of these factors
varies across the different countries and areas of the
Region.
Nutritional problems in Western Pacific Region
countries are related to both under- and overnutrition.
Consequences of undernutrition include premature
death and disability, increased susceptibility to
infectious diseases and stunted mental and physical
growth ; all of which have a significant adverse impact
on socioeconomic development. On the other hand,
obesity contributes to the development of numerous
chronic diseases that are major causes of morbidity
and mortality and over the long term can drain health
care systems of resources.

Protein-energy malnutrition
Nearly half of the estimated I million deaths among
children under five in the Western Pacific Region each
year are likely to be associated with malnutrition . Both
macro- (protein-calorie) and micronutrient deficiencies
contribute to premature mortality in this age group.
Malnutrition in pregnant women often results in infants
born with low birth weights (LBW). Infants with LBW
have a greatly increased risk of neonatal death and,
even if they survive, LBW is an important cause of
poor growth and development in later childhood. In
1990, at the World Summit for Children, one of the
nutrition objectives was to reduce the global prevalence

ofLBW to less than 10%. In the Region there are 10
countries and areas that have not reached that goaP
Protein-energy malnutrition (PEM) is manifested
in children by low weight for age (undernutrition), low
weight for height ("wasting" as a result of acute
malnutrition) and low height for age ("stunting", as a
result of chronic nutritional deficiencies). For children
under five years of age, the reported prevalence of
underweight in the Region ranges from 1.4% (Palau) to
52% (Cambodia). One country has a high prevalence
of undemutrition 3 (20.0%-29.9%) and six countries
have very high prevalence4 (>30.0%). For 18 countries
no data are available. 5 The reported prevalence of
stunting ranges from 2% (Fiji) to 56% (Cambodia), while
the reported prevalence of wasting ranges from 2%
(Mongolia) to 34% (Philippines).

Micronutrient deficiencies
Iodine deficiency is the greatest single preventable
cause of brain damage and mental retardation. Iodine
deficiency disorders (IDD) affect an estimated 8% of
the people in the Region, accounting for about 17% of
the global burden. Anaemia has been assessed by WHO
to be one of the world's most prevalent and costly
public health problems. It is estimated that about 40%
of pregnant women and young children in the
developing countries of the Region are affected by
anaemia, which is a major threat to safe motherhood,
and contributes to low birth weight, lowered resistance
to infection, poor cognitive development and decreased
work capacity. Vitamin A deficiency (VAD) is the greatest
preventable cause of needless childhood blindness and
is still a public health problem in eight countries in the

2

1

Carin g beh a vio-u rs incl ude prope r breas t- feeding and
com plem e nta ry feedin g. for i11fa nrs a nd yo un g c hildren;
supponfor mothers· during pregnancy and lactation; the time
and w ppo rt needed to mocl 1:be nu tri tio na l needs of older
persons; and improving education, literacy, social security,
employment opportunities, and the rights of women.

Brunei Darussalam, Cambodia, th e Lao People's Democratic
Republic, Marshall Islands, the Federated States of Micronesia,
Northern Mariana Islands, Papua New Guinea, the Philippines,
the Republic of Korea and Solomon Islands.
3 Marshall Islands.
' Cambodia, the Lao People's Democratic Republic, the
Federated States of Micronesia, Pa pua New Guinea, the
Philippines and Viet Nam.
; WHO Global Database of Child Growth and Development.
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Figure 7.2 Ever breast-feeding (including exclusive breast-feeding) rates and exclusive
breast-feeding rates in the Western Pacific Region
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Note: AMS=American Samoa, AUS=Australia. BLA=Republic of Palau, BRU=Brunei Darussalam, CAM=Cambodia.
CHN=China, COK=Cook Islands, FIJ=Fiji, FRP=French Polynesia. GUM=Guam. HOK=Hong Kong (China), JPN=Japan.
KIR=Kiribati, KOR=Republic of Korea. LAO= Lao People's Democratic Republic, MAA=Malaysia, MAC=Macao
(China), MIC=Federated States of Micronesia, MSI=Marshall Islands. MOG=Mongolia, NAU=Nauru, NEC=New
Caledonia, NEZ=New Zealand. NIU=Niue, NMI=Northern Mariana Islands, PHL=Philippines, PNG=Papua New Guinea,
SIN=Singapore, SMA=Samoa, SOL=Solomon Islands, TOK=Tokelau. TON=Tonga. TUV=Tuvalu, VAN=Vanuatu.
VTN=Viet Nam,WAF=Wallis and Futuna

Region. 6 Despite supplementation programmes, the
goal set during the World Summit for Children ( 1990)
and the International Conference on Nutrition ( 1992)
of virtual elimination ofVAD by the year 2000 has not
been achieved.

Infant and young child feeding
The proportion of infants who are "ever breast-fed" in
countries of the Region varies from 50% (Nauru) to
100% (Niue, Papua New Guinea and Tokelau). Although
in 23 countries and areas more than 75% of infants
were ever breast-fed, the proportion of children who
are "exclusively breast-fed" for 4-6 months is much
lower: only seven countries reported rates of exclusive

6

Cambodia, Kiribati, the Lao People's Democratic Republic,
Mongolia, Marshall Islands, the Federated States of
Micronesia, the Philippines and Solomon Islands .

breast-feeding greater than 60%. 7 Both early and late
introduction of complementary foods remain problems
in several countries.

OBESITY
Particularly in rapidly developing and industrialized
nations, there is an emerging obesity epidemic in adults,
and increasingly in children and adolescents. More
than half the adult population is affected in several
countries. The highest prevalence of obesity in the
world is found in some of the Pacific islands. Obesity
is a major risk factor for heart disease, hypertension,
stroke, diabetes, some cancers and other chronic
degenerative diseases, such as osteoarthrosis.

'

China, Mongolia, Niue, Papua New Guinea, Samoa, Solomon
Islands and Vanuatu.
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WHO RESPONSE
Assessing nutritional problems

Weighing baby in Samoa

Information base
In many countries of the Region, there continues to be
a need for reliable data on the prevalence, distribution
and causes of nutritional problems in populations. The
health and nutrition status of at-risk groups needs to
be constantly monitored. With a stronger information
base, strategic interventions can be implemented and
monitored more effectively within the context of
national plans of action for nutrition (NPANs). In
addition, given the number and complexity ofthe factors
that determine nutritional status, intersectoral
cooperation and programme integration as well as multistakeholder partnerships must be strengthened.

Nutrition surveillance plays a critical role in detecting
nutrient deficiencies and related problems for which
early corrective action is needed. Regular monitoring
of growth in children is essential to tracking progress
as NPANs are implemented. WHO supports countries
in conducting periodic nutritional surveys and in
putting in place effective surveillance systems aimed
at at-risk groups for malnutrition.
ln August .LUUU a Semmar and Workshop on
Harmonization of Methods for National Nutritional
Status Assessment and Dietary Studies was held in
Kuala Lumpur, Malaysia. The meeting was a
collaborative venture by the Institute for Medical
Research, Malaysia (the WHO Regional Centre for
Research and Training in Tropical Diseases and
Nutrition), the WHO Regional Office for the Western
Pacific, the Food and Agriculture Organization of the
United Nations Regional Office for Asia and the Pacific,
the Centers for Disease Control and Prevention (CDC),
Atlanta, and the International Life Sciences Institute
(ILS J) South-East Asia. One hundred thirty participants
attended the seminar8 and 40 participants attended the
workshop, which focused on key parameters to be
included in national surveys and appropriate methods
for assessment.
WHO, in collaboration with the United Nations
Children's Fund (UNICEF) and CDC, is providing expert
advice and local cost support for a survey on nutritional
status in Mongolia, especially targeted at groups
affected by the adverse weather conditions and
unusually high snow falls that have hit the country in
the past two years (see pp. 194-199).
In 20 Pacific island countries, a survey is being
carried out to obtain baseline data (which includes
information on the prevalence and public health

" Participants from the Western Pacific Region came from
Brunei Darussalam, Cambodia, the Lao People's Democratic
Republic, Malaysia, the Philippines, Singapore and Viet Nam.
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IDD elimination in China
China achieved universal salt iodization (USI) in 2000, when the percentage of the population consuming
iodized salt passed 90%. The median urinary iodine excretion (UIE) in 1999 was greater than I 00 micrograms
per litre (the target set for the elimination of IDD as a public health problem). Accelerated progress in
achieving USI was started in 1993, when Vice Premier Zhu Rongji launched the National Mobilization for IDD
Elimination. The State Council then set the target of the year 2000 for IDD elimination and established the
National Salt Corporation as the agency responsible for production and distribution of iodized salt.
This high-level political commitment was a key element for success in China. In 1995, further progress was
made when a large-scale salt production facility was modernized, with partial support from a World Bank loan;
a unitorm price for all Iodized salt was set; and a country-wide iodized salt surveillance system to monitor the
iodine status ofthe population and the level of iodine in salt at production and selling points was established.
To celebrate the achievement of USI, a "National Readvocacy Meeting for Eliminating IDD in China" was
held in the Great Hall of the People in October 2000, where the National Mobilization for IDD Elimination had
been launched in 1993. The meeting discussed how USI was to be achieved in the seven provinces where the
target had not yet been met, and how it could be sustained in the 21 provinces where it had been achieved.
Additional progress is needed especially in the western provinces of China. In Tibet, for example, IDD
remains a severe problem, with goitre rates ranging from 30% to 80%, very low median UIE (25-60 ug!L) and
an average IQ in children of only 85 points. Many Tibetan children suffer from serious intellectual impairment
as a consequence of iodine deficiency. In collaboration with the Institute of Clinical Pathology and Medical
Research (ICPMR) of Sydney, Australia, and with the participation of UNICEF staff in a feasibility study,
WHO prepared a proposal on eliminating IDD from Tibet. A three-year Programme for the Elimination of!DD
in Tibet, funded by AusAID, was launched in May 2000.
Following training and a baseline
epidemiological survey, the distribution
of iodized oil capsules has begun, while
universal salt iodization is being
supported as a long-term solution . A
feasibility study has been conducted at
a site in Eastern Tibet to determine
whether a salt iodation plant should be
established there . A quality control
laboratory has been set up in the salt
factory in Lhasa to monitor the quality of
iodized salt produced. Pilot iodized salt
monitoring programmes for schools and
households will be conducted in four
sites in 200 I. Almost all the equipment
required for the project has been
purchased and delivered.

Goitres and other consequences of IDD affect
several generations of Tibetans
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Weekly iron/folate supplements to prevent anaemia
WHO has supported a new approach to the prevention of anaemia in women of reproductive age in the
Philippines and VietNam. In VietNam, the weekly iron/folate supplementation project has achieved a remarkable
increase in awareness of the problem of anaemia in the target group (women of reproductive age), through
information/education activities, a well-conducted social marketing campaign and community mobilization.
The supplements have been sold by members of the Women's Union network in 19 communes ofThanh Mien
district, Hai Duong province. Purchases of the supplement (which costs about $0.02 per tablet) increased
from 54% of women of reproductive age in the first month to 92% after six months. This decreased to about
65% in the ninth month of the project (during harvest time and local elections), but increased again in the next
three months, to reach almost 80% of the women of reproductive age. The women who became pregnant in
the course ot the proJect and had already been takmg the weekly Iron/tolate supplements betore pregnancy
received similar supplements, for free, from government health services, in line with the government policy on
supplying free iron supplementation to pregnant women. These supplements contained twice the amount of
iron ( 120 mg) as those for non-pregnant women (60 mg) and the same amount of folate (3 .5 mg). The percentage
of pregnant women taking the weekly iron/folate supplements increased progressively, reaching about I 00%
during the last four months of the project. Of the revenue obtained by the Women's Union from the sale of the
supplement, about 50% was set aside for a revolving fund to buy new supplements, 25% was used for
additional promotional activities and 25% was kept by the Women's Union members, as an incentive for
selling the supplements. It is proposed to expand the project to other districts of Hai Duong province and to
two other provinces.

IRON TABlETS

In the Philippines the weekly iron/folate project
is a collaborative venture between the
government health services and a
pharmaceutical company, which produced the
supplements and worked with a WHO
consultant for social marketing to develop a
campaign for promoting supplements women
of reproductive age and for schoolgirls. The
number of women of reproductive age who
bought the supplements was lower in the
Philippines than in VietNam, based on the first
year's sales. Nevertheless, the pharmaceutical
company producing the supplements is
considering a nationwide launch, supported
by radio and television, which could not be
used during the pilot phase.
The Government of Japan is funding a new
project on weekly iron/folate supplementation
in Cambodia, aimed at preventing anaemia in
schoolchildren and women working in
factories. The first phase combines weekly
iron/folate supplementation with deworming
twice a year.
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importance of anaemia, the prevalence of underweight
and overweight in schoolchildren living in rural and
urban areas, and the prevalence and severity of
hookw01m and other intestinal helminths). The survey
is part of an integrated programme combining filariasis
elimination, helminth control, water supply and
sanitation, and micronutrient supplementation (see also
pp.31-33).
As part of efforts to monitor nutritional status and
evaluate nutrition interventions, WHO is collaborating
with CDC, UNICEF, the Program Against Micronutrient
Malnutrition (PAMM), the Micronutrient Initiative
(Ml), and other agencies and mstJtutJons to establish
a network of reference and resource laboratories on
lDD.

determinants of rickets in Mongolia; capacity-building
to monitor the iodine status of populations;
interventions for IDD elimination in pa11s of China and
other parts of the Region; support for the establishment
of reference and resource laboratories; and the
initiation of the Tibet IDD Elimination Programme (see
box on p.l05).
Support for human resource development to
eliminate micronutrient deficiencies was provided to
China and Cambodia. WHO has also promoted and
funded interventions for the prevention of anaemia in
women of reproductive age (WRA) in the Philippines
and VIet Nam usmg a new approach , now bemg
extended to include schoolchildren and WRA in
Cambodia (see box on p.l 06).

National plans of action for nutrition

Infant and young child nutrition

Wl 10 C-Ullliuw.-J lu <LMi,l O.,UUllll i~..-, ,udl d" rij i, HdUlll
and Tonga to review or revise NPANs and sustain their
implementation. Training of staff from Fiji, Malaysia,
the Rep ubi ic of Korea and Samoa on various aspects
of nutrition was supported.
ln Mongolia support was provided for a review
and evaluation of activities conducted between
1995-2000, a redefinition of approaches to improve food
security, nutrition and food safety, and a new plan for
the next five years . In Brunei Darussalam WHO
provided technical support to establish a national
nutrition surveillance programme, and to improve
nutrition services. In China, WHO provided technical
support to assess and resolve nutritional problems in
Qinghai province. Support for workshops and training
activities, and for laborat01y equipment and a computer
to assess and analyse nutritional status, was also made
available. In addition, a fellowship to help develop and
sustain community nutrition interventions was
provided.

Vv'IIO ami UNICEP lteltl a Thdutil:al Cuu~ullaliuu uu
Infant and Young Child Feeding (IYCF) in March 2000.
1n the succeeding months, as a response to the
proposed global strategy on !YCF, country-level and
regional consultations were held to review and finalize
the strategy before the adoption of a final document
by the World Health Assembly in May 2002. Within
the Region, WHO has organized, in collaboration with
UNICEF. two country consultations in China and the
Philippines, and a regional consultation is planned in
Malaysia. During the consultation in Malaysia , a
regional plan to enhance lYCF will be developed .
Capacity building at the national level for IYCF is
ongoing. WHO supported a workshop on the BabyFriendly Hospital Initiative (BFHI) in American Samoa.
A review of the implementation ofBFHI was conducted
in China in December 2000. Additionally, a workshop
on BFHI monitoring and reassessment tools was held
in Beijing in December 2000. This was accompanied by
a survey of IYCF practices at the community level.
WHO and UNICEF jointly supported a review ofiYCF
in China during the 1990s.
WHO continued to supp011 the introduction of
breast-feeding counselling as part of pre-service
training of midwives and nurses in Viet Nam. This
approach is now being extended to Cambodia, which
is developing a national plan for IYCF, with the support
of WHO staff and consultants.
Member States were asked to provide information
on their national recommendations on IYCF in

Micronutrient deficiencies
As a result of a meeting of the working group on
micronutrient deficiencies in 1999, WHO worked with
countries to assess micronutrient programmes and,
where necessary, to collect additional information on
the prevalence and causes of micronutrient
deficiencies. This included the survey in 20 Pacific
countries and areas already referred to, a study on
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Obesity in the Pacific
Obesity in Pacific island countries is now a serious epidemic.
Obesity is linked to other diseases, including diabetes and
heart disease among others, which themselves constitute major
public health threats. It is also a disease carrying an increased
risk of disability and death, needing prevention and control in
its own right. Obesity affects all ages and all social groups, but
the increase among Pacific island youth is a particular cause
for concern. There is also an economic cost, since obesity
impairs productivity. There is now very strong evidence that
hnks overwe1ght and obes1ty to the development ot a number
of chronic noncommunicable diseases such as Type 2 diabetes,
coronary heart disease, gallbladder disease, and certain types
of cancer. There is also a 12-fold increase in mortality associated
with severe obesity in 25-35 year olds when compared to nonobese individuals. Obesity and its outcomes are set to become
Bemg obese 1s like constant~v carrymg a heaF1"
Load of rice. savs the Minister of Health of
Samo"a. opening the workshop ·o n Obesi6•
Prevention and Colllrol Strategi?s
in the Pacific

a 111ajU1 uraiu 011 ltealllt resuun:es i11 lhl! Padfk in lite near
future .

Obesity often co-exists with undernutrition in the Pacific.
Undernutrition in pregnancy and childhood carries its own
health risks and has been linked to the early development of
noncommunicable diseases. Thus over- and undernutrition need to be tackled simultaneously, and breastfeeding and food security programmes strengthened.
There are many barriers to an effective response to obesity. Cultural beliefs assign aesthetic value and social
status to large size. There is resistance, at popular and policy-making level, to the view that obesity is a health
problem. A number of commercial interests favour trade in high-fat foods and many consumers have a
preference for such foods . High violence and crime rates in some countries reduce the chances of outdoor
physical activity. Increasing use of technology is reducing physical activity, adding to the problems of
increasingly sedentary occupations in urban areas of the Pacific.
In September 2000, representatives from 20 Pacific countries and areas met in Apia, Samoa to review obesity
in the Pacific and to identify effective strategies for obesity control that could be taken on by governments.
The workshop was organized by WHO, in partnership with the Secretariat of the Pacific Community and the
International Obesity Task Force, together with FAO and !LSI South-East Asia. It concluded that obesity is
a serious health problem throughout the Pacific region, affecting men and women of all age groups and that
an urgent, coordinated response to the threat posed by obesity is required.
WHO promotes a three-pronged approach: (I) raising awareness of the problem among decision-makers,
health professionals and the general public; (2) promoting changes in the environment that will increase
opportunities for physical activity and healthier diets; and (3) improving the ability of health services to run
weight reduction programmes for those who are already obese.
In response to the high prevalence of diabetes in the Pacific, WHO, the International Diabetes Federation
Western Pacific Region and the Secretariat of the Pacific Community have been strongly promoting the
Western Pacific Declaration on Diabetes and its plan of action (see also pp.l30-134 ).
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Figure 7.3 Percentage of countries and areas in the
Western Pacific Region in the various stages of
establishing and implementing
NPANs, 1995 and 1999
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preparation for a technical consultation on the optimal
duration of exclusive breast-feeding held in March 2001.
Preliminary findings were reported to the Executive
Board in January 2001.

Obesity
A workshop on Obesity Prev ention and Control
Strategies in the Pacific was held in Samoa in
September 2000, in collaboration with the Secretariat
of the Pacific Community (SPC), FAO, the International
Task Force on Obesity (IOTF) of the International
Association for the Study of Obesity (IASO) and the
International Life Sciences Institute (ILSI) South-East
Asia . Participants reviewed past and recent
experiences, and identified effective strategies. They
concluded with a call to action to reduce obesity in the
Pacific within the next 10 years, presented to the Health
Ministers' Meeting in Papua New Guinea in March 2001
(see box on p.108).

RESULTS
National plans of action for nutrition
Over the past five years, considerable progress has
been achieved in the development and implementation

of national plans of action for nutrion (NPANs).
Figure 7.3 shows the progress made by countries in
developing and implementing NPANs. ln 1995 only
about 50% of countries had developed or were in the
process of developing NPANs. With WHO support,
today this figure has increased to 75 % of countries
and areas in the Region.

Micronutrient deficiencies
Knowledge of the magnitude of the IDD problem in the
Region has improved considerably since 1990.
In October 2000, it was announced that China's
national salt iodization programme, launched in 1993,
had reached the goal of elimination of IDD at the
national level. While this is encouraging, much more
needs to be done throughout the Region, as well as in
several provinces of China where USI has not been
achieved, to eliminate this public health problem and
to extend coverage of salt iodization (see box on IDD
elimination in China on p. 109).
More information is available about the scope of
Vitamin A deficiency within the Region. Regional
elimination ofVAD and its consequences by the year
2000 has not yet been achieved, but definite progress
has been made, as indicated by the rarity of blindness
among young children. The impact ofVAD on the health
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of preschoolers, however, remains considerable, given
the persistence of subclinical YAD and night blindness
in several countries.
Initial results of the introduction of weekly iron/
folate (WIF) supplements in WRA in the Philippines
and VietNam have been encouraging (see box on
p.l06).
The Workshop and Seminar on Harmonization
Methods for National Nutritional Status Assessment
and Dietary Studies held in Kuala Lumpur, Malaysia,
in August 2000 served to promote the harmonization
of assessment methods and tools used by countries
iu llll- Rl-giuu, ut~Utl- WIIIJJ<.tt..tuilily uf 1c:~ull~ uml
develop collaboration among countries in improving
methods of data collection.

Infant and young child nutrition
Since the BFHI was launched in 1992, about 8000
hospitals in 12 countries and areas have become babyfriendly. The International Code of Marketing of
Breastmilk Substitutes (the Code) has been adopted
and adapted in various ways. Six countries have a
national code in place, 9 and three have a draft national
9

China, the Lao People's Demo cratic Republic, Malaysia,
Palau. Papua New Guinea and the Philippines.

code. 10 Ten countries and areas have a voluntary
agreement with the baby food industry on the
implementation of the Code 11 and six have some
provisions ofthe Code in place. 12
A revised monitoring protocol for BFH was
produced in China in 2000, combining the existing
Chinese monitoring protocol and one produced by
WHO and Wellstart.
There are increasing numbers of women involved
in the workforce in almost all countries of the Region
and provisions are needed to ensure that working
mothers are able to breast-feed their children. In the
R(.:giuu, 19 ~:uuulti(.:s ami an:us (U!JJ.HU.X.illluldy huH)
reported maternity leave of 12 weeks or more in the
public sector 13 (in the private sector, only about one
third had 12 weeks); about one fourth reported 14 weeks
of maternity leave, or more, both in the public and the
private sectors.
10

11

1'

t.'

Cambodia, Fiji and the Federated States of Micronesia.
Australia, Brunei Darussalam , Hong Kong (China). Japan,
Macao (China), New Zealand, N iu e, Singapore, Solomon
Isla nd s and Vanuatu.
Cook Islands , French Polynesia, Kiribati, the Republic of
Korea. Samoa and Viet Nam .
Australia, Cambodia, China, French Polynesia, Japan, Kiribati,
the Lao People's Democratic Republic, Malaysia, Macao
(China), Marshall Islands, Mongolia, New Caledonia, New
Zealand, Niue, Papua New Guinea, Solomon Islands. Tuvalu,
Viet Nam, Wallis and Futuna.

Figure 7.4 Maternity leave in the Western Pacific Region - public sector (percentage of countries and areas)
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Figure 7.5 Maternity leave in the Western Pacific Region - private sector (percentage of countries and areas)
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Obesity
Political commitment for plans of action on obesity was
strengthened following the workshop on obesity
prevention and control strategies in the Pacific. The
Meeting of Ministers of Health for the Pacific Islands
in Madang, Papua New Guinea, in March 2001 also
helped to increase interest in the problem of obesity.
The meeting recognized the burden of diabetes in the
Pacific and called for a strengthened regional approach
and political commitment to prevent and control both
diabetes and obesity, which is a major risk factor for
diabetes. Paciftc tsland countnes and areas agreed to
focus on increasing general awareness of obesity as a
health problem, mobilizing intersectoral action to
encourage environmental and cultural changes that will
make it easier to choose healthy diets and lifestyles,
and strengthening clinical weight reduction services.

ANALYSIS
National plans of action for nutrition
Continued support for the development ,
implementation and monitoring ofNPANs is needed to
help countries meet the goals set in the World
Declaration and Plan of Action on Nutrition . Sharing
of information, strategies and experiences among
countries and partner agencies needs to be stimulated
and facilitated .

Assessing nutritional problems
Data on birth weight are available for most countries.
For many countries in the Region, however, it is difficult
to estimate LBW rates accurately, since many births
still occur at home. Also, although professional birth
attendants or midwives may be present, weighing
scales are often not available. It is therefore likely that
LBW is under-reported, especially in countries with
large rural populations.
National data on protein-energy malnutrition in
preschool children are available for only about 50% of
countries, while even fewer countries have national
information with regard to stunting and wasting.
There is still a substantial lack of information on
the prevalence and causes of anaemia in women and
children in the Region . Data on anaemia in pregnancy
are collected by antenatal health services in many
countries, but they are often not analysed or reported.
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There is clearly a need to encourage and support
countries to monitor nutritional status through regular
nutrition surveillance (growth monitoring in children,
monitoring of weight gain in pregnancy, recording of
birth weights) and by conducting periodic nutritional
surveys, including information on micronutrient status
(every 5-l 0 years). In many countries the skills ofhealth
workers in interpreting the findings of nutrition
surveillance and in taking action as a result need to be
strengthened. This can be achieved, to a large extent,
by adopting and expanding the integrated management
of childhood illness strategy.

Micronutrient deficiencies
Achieving the elimination of iron deficiency disorders
(IDD) in China is an event of global importance, given
the magnitude of the population affected. The key
elements that have contributed to the success of this
programme include high-level political commitment,
close collaboration between the Ministry ofHealth and
the salt industry, modernization of salt production
facilities, uniform pricing for iodized salt and the
establishment of a country-wide surveillance system
to monitor the iodine status of the population and the
level of iodine in salt at production and selling points
(see box).
Problems remain in a number of countries. Iodized
salt is not available in all communities, particularly in
mountainous and geographically remote areas where
IDD is often most severe. Legislation to prohibit the
sale of non-iodized salt wherever IDD is a public health
problem is often lacking. Quality control measures to
ensure adequate levels of iodine and storage and
packaging requirements to prevent iodine losses are
all necessary components of a comprehensive national
strategy to eliminate IDD.
Progress in increasing vitamin A intake has been
achieved in several countries through the distribution
of vitamin A capsules during national immunization days
and other mass campaigns. It is now necessary to find
alternative ways of maintaining vitamin A coverage
using sustainable mechanisms. Incorporating food
fortification and encouraging increased intake of
vitamin A-rich foods as integral strategies will be crucial
as patt of the definitive long-term solution to eliminating
vitamin A deficiency.
The same principles apply to other micronutrient
deficiencies (such as iron and folate) that contribute to
anaemia. Little progress has been made in reducing the
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prevalence of anaemia in the Region's developing
countries over the past 30 years. It is generally
estimated that iron deficiency is the main cause of
anaemia in most developing countries and that folate
deficiency and other micronutrient deficiencies,
including vitamins A and C often play an important
role. Where hookworm infestation is widely prevalent
and malaria is endemic, they also contribute
substantially to anaemia.
There is a clear and urgent need to develop
programmes to prevent anaemia among infants and
young children, and to strengthen interventions that
laJgel ]Jit:guaul ami lat:laliug wulllt:ll, ami HUll-

increasing availability and amount of data on obesity
within countries, indicating heightened awareness of
the magnitude of this public health concem.
Urbanization and its consequent impact on
lifestyle choices play a major role in propagating obesity
within the Region. The sociocultural factors that
influence diet and physical activity need to be
considered when assessing the most effective
interventions for obesity management and prevention
over the long tem1 .

FUTURE

pregnant women of reproductive age.

Assessing nutritional problems

Infant and young child nutrition

A training course on methodologies for conducting
national nutrition surveys is planned in collaboration
with partner agencies and institutions. The course will
focus on the proper design, conduct and analysis of
national nutrition surveys and the subsequent use of
survey results as a guide to planning, monitoring and
evaluating nutrition interventions.
As the life span of people in the Region increases,
there is a need to establish effective mechanisms to
assess and monitor the nutrition and health status of
the elderly. At the same time, greater attention should
be dedicated to evaluating the nutritional status of
adolescents. Many adolescents are anaemic and
overweight and some are underweight. The fact that
many adolescents are still in school provides an
opportunity to address their nutrition , to help offset
future problems.

Strategies to expand the scope of baby-friendly
hospitals are still needed within the Region. The rapid
staff tumover in many countries and the reluctance of
hospital management to commit to the BFHI are among
the key constraints. In pm1, this is because the BFHI
often involves a fundamental shift in hospital practices;
away from an infant feeding pattern that can be
controlled tightly by the hospital staff, towards much
greater involvement by the mother of the baby.
Implementation of the "I 0 steps for successful breastfeeding" should be made part of pre-service training of
all health workers and hospital administrators, just as
breast-feeding counselling should be integrated into
pre-service training for nurses and midwives. WHO
will promote its short course for hospital administrators
and policy-makers in order to promote breast-feeding
in health facilities.
Despite the adoption, in part or in full, of the
International Code of Marketing of Breastmilk
Substitutes in many countries, violations have been
reported. Countries need to ensure effective
implementation of the Code. Likewise, legislation
and policy to protect maternity leave needs to be
developed, implemented, monitored and periodically
reviewed.

Obesity
Countries use many definitions of overweight and
obesity and report survey results using inconsistent
age ranges. There is therefore a need for commonly
agreed indicators to harmonize data and allow for crosscountry comparisons. One positive development is the

National plans of action on nutrition
It is essential that the interest in nutrition interventions
generated by national plans of action on nutrition in
the 1990s be maintained. For this to happen, effective
and innovative ways of risk communication and
advocacy in the area of nutrition are necessary. Policymakers, communities, health care professionals and
individuals need to be continuously persuaded of the
need to address nutritional problems using costeffective strategies and interventions. WHO will
therefore increase the attention it devotes to building
capacity for communication and advocacy. Greater
collaboration with institutions and partner agencies
within and outside the Region will be encouraged. The
establishment of WHO collaborating centres m
nutrition is a complementary step in this direction.
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Micronutrient deficiencies

Infant and young child nutrition

WHO will facilitate and promote the establishment of
reference laboratories for monitoring IDD and universal
salt iodization in countries of the Region, following
the Chinese model. This will be accomplished in
partnership with other agencies, the salt indus1:ty, and
regional institutions, which can provide the technical
support required.
The Chinese experience revealed the importance
of analysing results of interventions based on both
aggregate information at the national level and areasp~r.ifir. infnrmMinn Rt th ~ prnvinriR 1Rnrl rli~trirt 1PvP1~
WHO will work with China and other countries to review
the status of IDD and other micronutrient prevention
and control programmes.
Interventions for the elimination ofVAD and other
micronutrient deficiencies through supplementation
will be integrated with programmes for dietary
improvement and food fortification.

WHO will support the extension of breast-feeding
counselling training in the cun·iculum of midwives and
nurses; reassessment of baby-friendly hospitals; the
implementation of the Code on Breastmilk Substitutes;
the strengthening and implementation oflegislation to
allow mothers to breast-feed; the development of
fortified foods for infants and young children; and
additional ways of improving complementary feeding.

Obesity prevention and control
Plans for the prevention and control of obesity in the
Pacific will be further developed, in collaboration with
relevant partners. WHO will help countries and areas
develop national plans on obesity, building on existing
initiatives such as NCD control programmes, NPANs,
Healthy Islands and health-promoting schools
programmes.
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8.

Reproductive health

ISSUES
Maternal mortality
aternal mortality continues to receive
considerable attention in developing
countrieg, but clear evidence ofprogrooo iG
lacking. Of all the human development indicators, it is
the lifetime risk of maternal death 1 that shows the
discrepancy between developed and developing
countries most clearly. In the Region, the lifetime risk
of dying in pregnancy or childbirth ranges from

M
1

A measurement of ris k which tak es into account both th e
probability of becoming pregnant and the probability of dying
a s a result of pregn a ncy, cumul ate d acro ss a woman ' s
reproducti ve years.

1 woman in 23 in the Lao People's Democratic Republic
to 1 woman in 43 389 in Hong Kong, China (Figure 8.1 ).
While many other health indicators have improved
sharply over the past two decades, maternal mortality
ratios have remained static. The causes are rooted in
the inappropriateness of some interventions intended
to improve maternal health and the powerlessness of
women in many countries. If the basic health services
are provided, most women will complete their
pregnancies uneventfully; without it, women frequently
suffer avoidable complications.
There will often be complications during
pregnancy and childbirth. The presence of skilled
attendants is, therefore , crucial if these are to be
detected early, and managed in an appropriate and
timely way. Unfortunately, over 90% of births in
countries such as Cambodia and the Lao People's

Figure 8.1 Maternal mortality ratio (MMR), total fertility rate (TFR) and lifetime risk (l TR)
of maternal death in selected countries and areas of the Region
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Figure 8.2 Major causes of maternal mortality in rural and urban areas of China
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Democratic Republic, for example, take place at home.
The percentage of deliveries attended by trained
personnel is relatively low in a number of countries: in
Cambodia it is 49%, in Papua New Guinea 53%, and in
the Philippines 56%. When complications occur during
delivery, in most cases it is too late to send the woman
to the hospital and, even if a health worker is in
attendance, he or she has often not been trained to
manage the complications.
Within any given country, there are large
geographical variations in the numbers and major
causes of maternal mortality. For example, the maternal
mortality ratio (MMR) in the nine districts ofVientiane
varies from 7 to 216 per 100 000 live births, whereas in
five remote southern provinces of the Lao People's
Democratic Republic, it varies from 357 to 1004. The
situation is similar in China, where the maternal
mortality ratio is 24.3 per 100 000 live births in big cities
and 192.2 in poor and remote rural areas. Figure 8.2
shows the variation between urban and rural areas for
the major causes of maternal death in urban and rural
areas of China.
Lack of communication and cooperation among
international agencies and nongovernmental
organizations (NGOs) is another important issue in
maternal and reproductive health. In countries with
high maternal mortality, there are often many agencies
providing technical and financial support to safe
motherhood initiatives. For example, there are more
than 40 agencies working in reproductive health, safe
motherhood and family planning in Cambodia. Each
project has its own objectives, duration and reporting
system. Each uses different types of assessment,
planning, training and health education materials. The

end result is that in many countries overlapping
activities, technical confusion and waste of resources
directly affect the implementation of the national safe
motherhood programme.

Unwanted pregnancy
Globally, approximately 80 million out of the 210 million
pregnancies each year are unwanted. Millions of
women around the world risk their lives and health to

Figure 8.3 Outcome of pregnancy
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Note: 'Mistimed birth' is a pregnancy that is not wanted at that time.
In this chart, 'mistimed birth', 'induced abortion', and 'unwanted
birth' are all consequences of 'unwanted pregnancies'.
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services. The contraceptive use rate is 19% in the Lao
People's Democratic Republic and 11% in Papua New
Guinea. In Japan, although the current contraceptive
use rate among women of reproductive age is 59%,
more than 300 000 women undergo induced abortion
every year. Table 8.1 shows the number and rates of
abortions in selected countries and areas of the Region.
Unprotected premarital sex and adolescent
pregnancy are also related to maternal mortality. In
countries with high maternal mortality, such as
Cambodia, the Lao People's Democratic Republic and
Papua New Guinea, the incidence of teenage pregnancy
io 10 50 por 1000 women aged 15 19 ycam. Many !ltudic!l
indicate that the risk of dying from childbirth at that
age is twice as high as that of women in their twenties.
Unprotected premarital sex among adolescents
increases the risk of sexually transmitted infections,
HIV and unsafe abortion .

end unwanted pregnancies (Figure 8.3). Every day,
55 000 unsafe abortions take place - 95% of them in
developing countries- causing the death of more than
200 women a day and untold numbers of disabilities.
Globally, one unsafe abortion takes place for every
seven births. In some countries, unsafe abortion is the
most common cause of maternal mortality and
morbidity. These global trends are reflected in many of
the developing countries of the Region.
There are many reasons for unwanted
pregnancies, the main ones being lack of knowledge
about family planning and the non-use of
contraooptivoo. Although family planning oorvioo[) aro
more effective and widely available than ever before,
experts estimate that at least 350 million couples
worldwide lack information about contraceptives and
access to the full range of modern family planning
methods.
In a survey of non-pregnant women in Cambodia,
91% said they would use contraceptives if they were
available. However, only I 6% of Cambodian women of
reproductive age currently use contraceptive methods
because oflimited access to affordable family planning

Women's health
The causes of maternal death are the same for women
everywhere, but the particular vulnerability of women

Table 8.1 Number of abortions and abortion rates
in selected countries

129

49

36

11729

34

58

19

11

29

458

35

66

82

71

35

Malaysia

208

38

38

Mongolia

45

66

61

Philippines

788

42

38

Singapore

21

21

38

1183

57

61

Cambodia
China
Hong Kong (China)
Republic of Korea

Dmll

Lao People's
Democratic Republic

VietNam

Source : Profiles for Family Planning and Rep roductive Health Programme,
Future Group International , 1999.
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Figure 8.4 Literacy rate, by sex and age group, Cambodia, March 1998
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in the world's poorest nations is directly related to nonfulfilment of basic human rights. These include the
rights of girls and women to adequate nutrition, to
appropriate reproductive and maternal health care, to
basic education, to safe environments, to participation
in decision-making affecting their welfare, to freedom
from discrimination, and to protection from violence
and abuse. However, because of insufficient genderdisaggregated information, it is often difficult to
mobilize political commitment for women's health and
maternal health.
Anaemia is a major complication of pregnancy in
developing countries. Among pregnant women, the
consequences of iron-deficiency anaemia include
increased maternal morbidity and mortality, increased
foetal disability and death, and increased risk of low
birth weight. The prevalence of anaemia in pregnant
women is over 60% in Cambodia and 80% in Papua
New Guinea. Malnutrition, malaria and hookworm
infestation among girls and women are the main reasons
for anaemia in pregnant women. The low social status
of girls and women limits their access to economic
resources and basic education and, thus, their ability
to make decisions related to their health and nutrition
(Figure 8.4). Low social status not only affects maternal

health but also the health of children. Infant mortality
is also very much related to mother's education levels
(Figure 8.5).

WHO RESPONSE
Reduction in maternal mortality
Intersectoral cooperation
Addressing the complex challenge of maternal mortality
and morbidity requires a functioning health care system
where high priority is given to the state of pregnancy,
managing its risks and ensuring its successful outcome.
Together with interventions at community level and
policy support, this ensures that pregnancies are
wanted and women have access to the care they need.
In order to achieve this objective, it is important to
strengthen cooperation within the health sector. In
Cambodia, for example, the Ministry of Health has
integrated safe motherhood into health system reform
and developed service standards for facilities at each
level. The national plan for medical education was
developed according to service standards of the health

IWIII
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Figure 8.5 The relationship between mother's education and
infant mortality, Cambodia

including ADB, UNFPA, UNICEF, the
International Confederation of Midwives
(ICM), the International Federation of
Gynaecologists and Obstetricians (IFGO) and
the International Planned Parenthood
Federation (IPPF) participated in a regional
workshop in May 2001 on the development
of training guidelines on emergency obstetric
care.

Strengthen the capacity of
emergency obstetric services at
referral levels
Illiterate

Did not complete
primary school

Completed primary
school level only

Mother's education level

facility. In Papua New Guinea, the indicators tor sate
motherhood are included in the evaluation system of
the Healthy City and Healthy Island project.

Strengthen partnerships at regional and
country levels
Following a regional workshop on matemal mortality
reduction conducted by the Regional Office and
cosponsored by UNICEF in May 2000, WHO worked
with govemments, international agencies and NGOs
to develop national action plans on maternal mm1ality
reduction in seven priority countries.2 For example, in
November 2000, WHO supported a national workshop
in Cambodia on its national plan of action on safe
motherhood. More than 100 participants from the
Ministry of Health, provincial health bureaus,
international agencies and NGOs attended. The national
plan of action developed by the Government in
cooperation with the Asian Development Bank (ADB),
Japan International Cooperation Agency (JICA), the
United Nations Children's Fund (UNICEF), the United
Nations Population Fund (UNFPA) and other agencies.
Each agency defined its area of responsibility in the
overall campaign to reduce maternal mortality.
Major agencies working with Member States in
the area of reproductive health and safe motherhood,

Cambodia, China, the La o People 's Democratic Republic,
Mongolia, Papua New Guinea, the Philippines and Viet Nam.

In order to improve standards of obstetric
service, WHO Headquarters has developed
a manual for managing complications of
pregnancy and childbirth. China, the Lao
People's Democratic Republic, Mongolia and the
Philippines have translated or adapted the manual for
training purposes. In order to familiatize national trainers
with the manual and standardize training methods, a
regional workshop on training guidelines on emergency
obstetric care was held in Kuala Lumpur, Malaysia, in
May 200 I. Twenty-one national obstetric and
midwifery trainers and medical educators from seven
countries attended the workshop and developed
training guidelines.
Since 15% of all birth s are complicated by a
potentially fatal condition, emergency services ,
including facilities for safe blood transfusion and
caesarean section, play a critical role in saving lives.
Therefore, to strengthen the capacity of emergency
obstetric services at referral levels in the Region's
priority countries, a regional clinical practical training
course on managing complications of pregnancy and
childbirth was held at the Philippine General Hospital
(PGH) in Manila in November-December 2000. Twenty
national obstetric and midwifery trainers from
Cambodia, the Lao People's Democratic Republic and
Mongolia completed the course (see box). A training
cuniculum was developed for the course, based on the
manual on managing complications of pregnancy and
childbirth. WHO also cooperated in the development
of a package of basic obstetric equipment for different
refenallevels in the Lao People's Democratic Republic
and Cambodia, following the service standards
provided in the manual. The package will guide the
Government and agencies in providing supplies to
health facilities.
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\longolian ohstctl"icians' training at the
Philippine General Hospital
Because of Mongolia's small population,
obstetricians need clinical practice and training to
improve their capacity to manage complications
of pregnancy and childbirth.
Six Mongolian obstetricians completed a onemonth training course at the Philippine General
Hospital (PGH), the national public hospital and
tt>t1rhine hmritf1l nftht> I Jnivt>rsity nfPhilirrinf's
The obstetricians worked 12-hour shifts every three
days. They were able to perform, observe, and
assist in the assessment and management of
patients in labour and in cases of hypertensive
disorder and obstetric haemorrhage, forceps
extraction, caesarean section, and resuscitation of
newborns. They also spent time in the outpatient
department and in some specialty clinics, such as
the ultrasound laboratory.
One Mongolian doctor commented: ·1 'a'' more
llic\11
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Reductions in numbers of unwanted
pregnancies

Conduct effective information, education
and communication activities among young
people on the prevention of teenage pregnancy and STI/HIV-AJDS
WHO executes UNFPA-funded reproductive health
projects in conjunction with Member States in Pacific
island countries. Since 50% of the total population in
these countries is below the age of 20, dissemination
of effective information, education and communication
(IEC) materials on prevention of teenage pregnancy
and STI/HIV-AIDS among young people is the major

li>

111<1\l,l(!c 'LIL'h

thrust of activities (see also pp. 97-10 l ). In the period,
WHO worked with the Government of Papua New
Guinea to develop materials on reproductive health and
family planning for young people. An adolescent health
centre was established in Tonga to provide
reproductive health services and counselling to young
people. WHO also provides continuing technical and
financial support to a popular drama group in Vanuatu
for performances related to reproductive and sexual
health.

Improve the quality of reproductive health
care
Although over 70% of married women of reproductive
age in China use contraceptives, the abortion rate is
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high among both married and unmarried women. WHO
supported a contraceptive needs assessment in Chong
Qing municipality in November 2000. The assessment
noted there is a need to: (1) strengthen capacity for the
provision of contraceptive methods together with
improved quality of care; (2) reduce the number of
types of intrauterine devices (IUDs) currently provided
and improve aspects of care related to both insertion
and removal; and (3) review the number of the
contraceptive products available . A workshop to
disseminate these findings and recommendations was
held in May 2001.
1t\ order to nMcss nttitudcs tv w ll y ~ of imyw vi11g
access to contraceptives, an in-depth study of the
acceptability and utilization of condom-vending
machines in universities in China was supported by
WHO in December2000.

Since a regional workshop on maternal mortality
reduction in the Regional Office in May 2000, all seven
priority countries have developed national plans of
action, identifying the technical strategies and
interventions most suitable for their situations and
resources. In turn, this has raised the profile of maternal
motiality in government policy-making. For example,
the Government of Cambodia has decided to increase
the resources devoted to the management of the third
stage of delivery and the promotion of effective longterm family planning methods, since postpartum
haemorrhage and unsafe abmiion are the major causes

uf
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Guinea, the government has made clean delivery at the
community level a priority, as sepsis accounts for 28%
of maternal deaths, a much higher percentage than in
other countries.

Increased awareness of women's health
ln order to increase awareness of women's health, a
book called Women's health, containing country
profiles, was published and distributed in the Region.
Working as part of a United Nations working
group, WHO provided technical support for the
development of information systems to collect data on
women's health in the Philippines.
A study of risk factors and prevalence of uri nary
tract infection among pregnant women in Mongolia
was developed with technical support from WHO.
WHO has collaborated with the Lao People's
Democratic Republic on prevention of malaria among
pregnant women, as specified in the national plan of
action on malaria.

RESULTS

Identification of key areas of maternal
mortality reduction
The significant variations among countries in maternal
mortality ratios and major causes of maternal death
make it very important to identify the most appropriate
technical strategies and interventions for each country.

A midwife in Fiji helps a mother with breast:feeding and
skin-to-skin contact
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ANALYSIS
While most countries with high maternal
mortality have developed national plans
of action on safe motherhood, political
commitment and resources still need to
be increased. Government funds devoted
to reproductive health are often very
limited and there is too much reliance on
external funding in many developing
countries. This makes countries
vulnerable to changes in the policies and
uuugd~ uf t:A.lt:lllal etgt:JJI-it:~, fut t:A.Cill11Jlt:,
recently some partner agencies have
faced financial constraints and funds for
contraceptives have been greatly
reduced. Meeting the increasing demand
Mother and healthy child visiting a clinic in Samoa for a check-up
for contraceptives in developing
countries has become a major problem.
National trainers' competence for
There is now an urgent need to explore more funding
managing emergency obstetric
sources and encourage social marketing initiatives to
complications improved
support sustainable population development.
Although there is support from international
The capacity to manage emergency obstetric
agencies for national plans of action, most projects
complications in Cambodia, the Lao People's
supported by partners are still implemented vertically.
Democratic Republic and Mongolia was enhanced
This means that they are often competing for the time
following practical clinical training on managing
and eff01ts of national staff and there is unnecessary
complications of pregnancy and childbirth.
duplication.
Care for women during pregnancy or childbirth is
a fundamental service provided by governments.
Training guidelines on use of the manual on
Maternal mortality cannot be reduced through the
managing complications of pregnancy and
provision of equipment and obstetric training alone.
childbirth developed
There must be a coherent health policy at all levels and
best practice must be adopted at the community level.
The value and relevance to the Region of the manual
Most maternal deaths occur in poor and remote areas
on managing complications of pregnancy and childbirth
not only because health services are unavailable and
has been increased following its translation into a
or inaccessible, but sometimes because they are not
number oflanguages of the Region and the publishing
affordable. The safe motherhood programme should
of regional training guidelines. This will facilitate the
therefore be based on an intersectoral approach and
use of the manual as the basis for service protocols in
should be included as an integral part of collaboration
all seven priority countries.
with partners both inside and outside the Government.
It must involve decision-makers at the national and
Teenage pregnancy rate reduced
local levels, UN agencies, other international agencies
and, most importantly, civil society- the mass media,
Improvements to the quality of reproductive health
religious organizations, NGOs and the community. It
services, family planning and, particularly,
should take a broad approach and build programmatic
strengthening youth-friendly services in primary health
linkages in education, health, nutrition, sanitation,
care have led to a reduction in the number of teenage
communication, etc.
pregnancies, especially in Pacific island countries.

IIDI
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The low status of women in developing countries
limits their access to economic resources and basic
education and thus their ability to make decisions
related to their health and nutrition. Some women are
denied access to care either because of cultural
practices or because decision-making is seen as the
responsibility of other family members.
Particular attention needs to be paid to the
nutritional and educational needs of girls and women
and to broadening the scope of women's decisionmaking powers over the number of children they have,
the timing of their birth and the use of health care
St:!l ViL:t:!S.

FUTURE
Reduction of maternal mortality
The effective implementation of national plans of action
is essential if maternal mortality is to be reduced. To
monitor implementation properly, training on data
analysis, information interpretation, and feedback
mechanisms must be carried out at regional and country
levels. To improve the capacity for managing emergency
obstetric care at referral levels, training activities and
service provision must be supervised, monitored and
assessed. To achieve reductions in maternal mortality,
the safe motherhood programme must be integrated
into health system reform, health finance and poverty
alleviation. WHO will provide technical support to
strengthen intrasectoral cooperation among health
systems to make maternal health care available,
accessible and affordable to women in poor and remote
areas.
Anaemia caused by malnutrition, malaria and
hookworm infection is a risk factor for maternal death

and low birth weight. WHO will continue to promote
cooperation among the Roll-Back Malaria, nutrition and
safe motherhood programmes to make appropriate
services available to women before and during
pregnancy.

Reduction in unwanted pregnancy
Increasing the contraceptive use rate of married and
unmarried couples and improving the quality of
reproductive health services to meet the unmet
demands of women are essential if unwanted
pregnancies are to be avoided. WHO will continue to
promote safe sexual behaviour and the distribution of
effective contraceptives to young people at regional
and country levels in order to reduce teenage
pregnancies.

Increased awareness of women's health
WHO will continue to advocate for increased
awareness of women's health in relation to the specific
reproductive health issues already identified (such as
improving women's decision-making powers over the
number of children they have, the timing of their birth
and the use of health care services) and for a greater
gender sensitivity in all health programmes. For example,
WHO will work with Member States to collect and
analyse existing basic information on women's health
and to promote disaggregation of statistical information
by gender. Given that women's health issues cut across
many sectors, WHO will work with countries to ensure
that coordination among government departments
covering such areas as health, education, finance and
social services is optimized.
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Mental health
ISSUES
orl,dwide mental and behavio~ral disorders
represented 11% of the total d1sease burden
in 1990 based on disability adjusted life
years (DALY s ), and this is expected to increase to 15%
by 2020. Depression was the fourth largest contributor
to disability of all health conditions in 1990 and Is
expected to be the second largest by 2020. In addition
to depression, four more of the ten leading causes of
disability (schizophrenia, bipolar disorders, alcohol use
and obsessive compulsive disorders) are mental
disorders. 1 Substance abuse, dementia and epilepsy
also cause substantial disability, and a high level of
disability often accompanies mental retardation.
In the Western Pacific Region, the burden is even
higher than in some other parts of the world. In the
relatively affluent countries of the Region (total
population 153 million), mental and neurological
disorders account for 27% of the total disease burden,
and 30% of the burden attributed to noncommunicable
disease. In the remaining countries of the Region (total
population 1.51 billion), the equivalent figures are 15%
and 25% respectively. 2 As a proportion of the total, the
disability caused by mental disorders is less in
developing countries, mainly because of the large
burden of communicable, maternal, perinatal and
nutritional conditions. Even so, the burden of mental
disorders is heavy, and what is more it is increasing.
Rapid social change is associated with rising stress
levels for many people throughout the Region. In

W

Murray, Christopher J.L. and Lopez, Alan D. The Global
Burden of Disease: A Comprehensive Assessment of Mortality
and Disability from Diseases, Injuries, and R1sk Factors m
1990 and Projected to 2020. Boston, Harvard School of
Public Health on behalf of WHO and World Bank, 1996.
' World Health Report 2000. Geneva, WHO, Statistical Annex
-Table 4.
I

addition, social and economic instability is apparent in

mAny ~nnntrit':s, snmt': nfit rt':lfltt':cl to 'elohRlizfltion' of
the world economy, and continued or growing
impoverishment of broad groups of rural and poorly
educated people. Disasters, armed conflict and
violence, displacement, urbanization, migration,
unemployment, work stress, unwanted pregnancies,
family disruption, and social isolation are all affecting
people in the Region. These factors are associated with
increased rates of depression, anxiety, alcohol and
substance abuse, and a decline in overall mental health.
People become more likely to develop illness and less
able to cope with its effects individually and in the
family.
Population growth and increased survival at all
life stages mean that more people in developing as well
as developed countries are reaching the age groups at
risk for mental disorders . This includes adolescents
and young adults, the age groups at risk for
schizophrenia and the common mental disorders such
as depression and substance abuse, and older people,
at risk for dementia. Families are affected as they become
the primary carers, often with limited support from
services.
There are also some positive signs. In some
countries, government policies are addressing the need
to increase community awareness of the determinants
of mental health and mental illness. Some governments
are increasing their focus on mental health promotion,
as well as improved services for people with mental
illnesses and their families .
Despite this, like the rest of the world, the Region
is characterized by low levels of community awareness
of the nature and relevance of mental health and mental
illness; and failure to value mental health as a
community resource, or to appreciate the role of
decision-makers outside the health sector in promoting
mental health. In many countries , there is also
discrimination against people with mental illness and
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their families, and a low priority for mental health
programmes. The delivery of services to people with
mental disorders is affected adversely by the separation
of mental health from general health services and from
community resources; insufficient use of effective
interventions; inadequate information and mental
health services research and evaluation; and serious
shortages of professional workers trained in mental
health. In half of the countries and areas in the Region,
less than 1% of the health budget is spent on mental
and neurological disorders.
Mental disorders are common in all countries,
although there urc diff..:.r..:.JKd in tb~.- ty 1-'"~ uf yt~.-Yakul
disorders by age group and gender. For instance,
alcohol abuse is more common in men than in women.
Depression is more common in women in many
countries, which is related in part to their social position,
poor birth spacing, and the high rates of domestic and
social violence to which women are exposed. In all
countries, the rates of mental disorders are higher in
people with relative social disadvantage. Several
common disorders typically have their onset in young
people, including depression, substance abuse and
epilepsy, as well as schizophrenia and related psychotic
disorders.
The economic costs of mental disorders are high.
In addition to costs of health and social services, there
are also other costs, including lost employment and
productivity, impact on the productivity and social
function of families, and premature death. More needs
tO he OOnt'~ to flSS~SS th~s~ r.nsts Anrl tn imw<;tip:~tf>
cost-effective approaches to management of disorders.
The efficacy of many treatments, including
psychological and social treatments, for mental
disorders, many of which are relatively inexpensive,
has been demonstrated. These include anti-depressant,
anti-psychotic and anti-convulsant medicines,
cognitive psychotherapy, and family support and
education, and psychosocial rehabilitation for people
living with schizophrenia and related disorders.
However, more than half of people living with epilepsy,
for example, do not have access to treatment, despite
the existence of effective and inexpensive medicines.
Reduction of the untreated prevalence of epilepsy has
been made the subject of a global campaign supported
by WHO, its Member States and nongovernmental
partners . Poor access to effective treatments for
depression and psychosis is also common across the
Region, contributing to avoidable disability, much of it

===========

in young people and persisting into later life. The
integration of wider aspects of society, including
traditional medicine and traditional leaders, into the
battle against mental disorders needs to be investigated
further.
Suicide is an important public health problem
closely linked to mental health. In several countries of
the Region suicide is a major cause of mortality.
Approximately 390 000 deaths from suicide were
reported in the Region in 1999, 3 and it is estimated that
at least 1 million people attempt suicide each year.
People living with mental disorders and those abusing
akubul auJ J1 ug~> alt; al illl.,Jca~cJ 1 i~>k uf dllcii!!JlcJ VI
completed suicide. People suffering social and
economic stresses are also at risk. In China the risks
are particularly high for women living in rural areas. In
several Pacific island countries the risks of suicide are
highest in men. In all these countries the ingestion of
agricultural pesticides is a kthal, accessible auJ puudy
controlled means of suicide. Prisoners are at high risk
in many countries, especially when they are dependent
on alcohol or drugs, have a mental disorder, or have
poor access to mental health or drug withdrawal
services.

WHO RESPONSE
Development of a strategic plan for mental
health and substance abuse
WHO works with r.nnntrif.S hy Aclvnr.iltine- il stmne-~r
commitment to mental health from decision-makers and
health providers and by supporting the formulation of
national policies, plans of action, and legislation for
mental health. It also provides technical support for
establishing, evaluating and sustaining appropriate
programmes and interventions, and for the development
of priority research programmes and research capacity.
The Regional Office has drafted a strategic plan
based on this approach, which will be presented to the
Regional Committee for endorsement at its fifty-second
session in September 2001. The strategic plan places
mental health within the overall context of public health
and incorporates approaches to mental health
promotion, and the prevention and treatment of mental
disorders .

3

World Health Report 2000. Geneva, WHO, Statistical Annex.
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Reorienting mental health services in Mongolia
Mongolia is one of several countries in the Region in transition from centralized planning to a market economy.
This transition has affected all aspects of Mongolian life, including its health policy. The National Health
Policy is changing gradually from specialist to general health care delivery. Since the new policy was introduced,
general health services have been strengthened and more emphasis has been placed on community-based
health care.
In the area of mental health, mental health services have been integrated into general health services at all
levels. Extensive training of general health personnel has been carried out and since 1997 at least 50% of
general doctors in Ulaanbaatar and the aimags, or provinces, in the eastern, western and central parts of the
country have been trained to detect and treat mental disorders. 1hese doctors have begun managing patients
with mental health problems in health clinics. They also now include mental health in their health education
activities in schools and during home visits. The doctors who have been trained in mental health receive
referrals from programmes for street children and the Center for Violence. Since 1999, mental health training in
Mongolia has includedfeldshers, or community health workers, many of whom attend to the nomadic groups
that comprise 40% of the Mongolian population.
The reorientation of mental health services in Mongolia can also be seen in the decrease in admissions and
hospital stays at the State Mental Hospital since 1998. During the same period there was an increase in the
number of patients treated in general health clinics and referred to the outpatient clinic ofthe hospital and the
Center for Mental Health.
A Mental Health Law that formalized this reorientation was passed in 1998.
Much has therefore been achieved in recent years, but much work lies ahead if these encouraging results are
to be sustained.

The strategic plan has three goals: to reduce the
burden caused by mental and neurological disorders,
intellectual disability, substance use disorders, suicide
and some psychosocial problems; to contribute to
improved quality oflife of the population by promoting
mental health; and to provide support to the
management of psychosocial aspects of general health
care.

World Health Day
The theme ofWorld Health Day 2001 was mental health.
The Regional Office coordinated a range of activities
in most countries of the Region, including participation
in a global school contest. In conjunction with the Day,
the Regional Office also produced a range of printed
and broadcast materials, which were distributed
throughout the Region.

World Health Report
The 2001 World Health Report is also devoted to mental
health. The Region convened a consultation meeting
on the Report in November 2000 with representatives
from eight countries. The meeting considered the outline
of the Report, noted regional concerns, and formed a
continuing consultative group to advise on drafting.
The Report will be published in October 2001 and
distributed widely in the Region.

Human resources
Activities have focused on workforce training, with
workshops supported by WHO in China and VietNam,
and fellowships awarded to professionals from several
countries.

BUILDING HEALTHY COMMUNITIES AND POPULATIONS
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Within WHO, the capacity to provide support to
countries in mental health was significantly
strengthened during the period.

Epilepsy
In China, the Global Campaign against Epilepsy,
working with the Ministry of Health, implemented a
demonstration project in five provinces (with a total
population of 2.5 million). The project aims to raise
awareness of the treatment gap for epilepsy and to
reduce the stigma of epilepsy. Health workers are being
Lralned and affordable and effective treatments
promoted. Initial results of the epidemiological
investigations suggest that the prevalence of epilepsy
is higher than first thought (more than 611000
population) and that the treatment gap is more than
60%.

RESULTS
As a result of these regional and global initiatives, WHO
and its Member States now have a more substantial
foundation than in the past for their work to improve
mental health. The cumulative effect of the designation
of mental health as a priority for WHO and the Region,
the associated evolution and shift of thinking about
mental health, and the determination to consider a
broader public health view of mental health as well as
lltL:rtlul illnL:!.l!.l, i:J reOeclcd in the development of the
regional strategic plan.
Advances in mental health will be dependent on
greater community and government awareness and
understanding. The higher profile for mental health that
followed the targeted media campaign in conjunction
with World Health Day is an important part of this
process. The campaign significantly raised the profile
of mental health in the Region's print and broadcast
media. Dozens of media across the Region reported on
World Health Day and WHO's support for mental
health in the Region. Many newspapers devoted a
special page or section to mental health for World Health
Day. In some cases, material from WHO's regional press
kit was reprinted and several newspapers published
an opinion-editorial on the mental health focus ofWorld
Health Day. In addition, video and audio material
prepared for World Health Day to highlight the
Region's mental health challenges were used by the

media, nongovernmental organizations and WHO's
country offices. The translation of this increased
awareness into improved mental health in the
community, reduced prevalence of disorders, and better
outcomes for those living with disorders, will be the
next task.

ANALYSIS
Mental health is defined as the ability to think and
learn , and the ability to understand and live with one's
own emotions and the reactions of others. Mental
health is integral to health, they are inseparable. Health
and mental health are the products of a number of
interrelated factors, including physical, psychological,
social, and cultural. However, in many countries, mental
health programmes continue to use a traditional clinical
approach, isolated from other health and social
services, and also from modern understandings of
public health. If this is to change, a shift in perspective
and wider adoption of new concepts are needed. The
two key areas of reform being carried out in some
countries of the Region are: (I) the application of a
more comprehensive approach to mental health
promotion and the prevention and treatment of illness
in the population; and (2) the integration of mental
health services into general health services and the
involvement of traditional healers.

Mental health prumutluu
Mental health promotion, as well as some aspects of
the prevention of illness and suicide, can be achieved
when policy-makers in the education, welfare, housing
and health sectors make choices which can improve
social connection, lessen the chances of discrimination
on grounds of race, age, gender or health, and improve
economic participation. Mental health professionals
and services have an important advocacy role in
educating these decision-makers.
The prevention of suicide in any country requires
analysis of the situation and formulation and
implementation of a programme directed to specific
problems. This should consider both the treatment of
mental disorders and a broad intersectoral approach to
mental health promotion, as well as population
approaches to problems of alcohol and drug abuse.
Attention should also be paid to controlling the means
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of suicide, such as access to agricultural poisons, and
control of domestic gas supplies and car exhausts; and
the mental health care and protection from self-harm of
prisoners.
Further change and improvement in mental health
will require concerted action by WHO and its partners.
This must take place at several levels - awareness,
policy and intervention - and in developed and
developing countries alike. The integration of mental
health into broader areas of health care, and particularly
primary health care, will call for continued management
of change over the years ahead. Integration of mental
health into broader health promotion will require a
similar shift in thinking.

NONCOMMUNICABLE DISEASES, INCLUDING MENTAL HEALTH

policy-making and service management is receiving
support in some countries. This is an important
development in the process of ensuring the
responsiveness, humanizing and standards of care in
services.

FUTURE

WHO will support countries to develop policies and
programmes that reflect emerging perspectives in
mental health: the integration of mental health care into
general health care, the reorientation from hospitalbased to community mental health care, and the
inclusion of mental health in health promotion
programmes. This new thinking has implications for
Treatment and care for people living with
how countries address mental health problems. Laws
mental disorders
that respect the rights of individuals with mental
WHO advises the closure of large isolated asylums
disorders to dignified and effective care, and policies
('deinstitutionalization'), and the development of
that ensure access to these services need to be in place.
specialist community care and disability support,
Mental health professionals and other health workers
treatment in primary health and general hospital
need to be reoriented and trained to deliver appropriate
settings, and support for families. These provide ready
services. Their conditions of work must support the
access to the
early
delivery of appropriate
recognition and treatment of
standards of personal care. The
mental hea !Lh problem · and
regular monitoring of service
In all countries, only a minority of
disorders. an d conti nui t of
standards needs to be included
people with treatable disorders
care close to home. ta mily and
in national or regional policies.
receive treatment.
emp.loymen t lor Lhose wi tb
Families and consumers need a
continuing disabilities. These
voice in service management
ideals
are
realized
and policy development.
incompletely across the Region, and in a number of
Improvements in mental health depend on a
countries the review of policies and provision has not
culture of research and evaluation with particular
begun. In all countries, only a minority of people with
reference to the development of services and mental
treatable disorders receive treatment. In some cases
health promotion programmes. Where feasible, WHO
this is because the stigma of mental illness discourages
will support countries to develop a research capacity
in the various qualitative and quantitative disciplines.
them from seeking treatment, in others it is because
services are scarce or poorly distributed. The standards
It will also emphasize the development of the
of care are poorly monitored in most countries,
management capacity to gather and use evidence and
although in some there are emerging efforts to apply
to effect the continuing changes in practice and
criteria equivalent to those used in accrediting general
tradition.
health services. Legislation regulating the compulsory
We now have the knowledge, the tools and the
or voluntary treatment of people with mental disorders
strategies to deliver effective mental health services.
is lacking or out of date in several countries.
We have a growing understanding of the influence of
Support for family carers and the development of
community action on population mental health. WHO
self-help and advocacy groups is emerging in several
is committed to using the framework of its mental health
countries, but in most remains rudimentary. The
strategy to work with partners internationally and in
organized voice of consumers is also developing. The
the Member States, to translate these elements into
role of consumers and family carers as participants in
action.
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Substance abuse
Worldwide abuse of legal substances (for example, alcohol, tobacco prescription medications and volatile
solvents) and illicit substances (for example, heroin and amphetamines) has a significant impact on the global
burden of disease. Globally, alcohol accounts for 3.5% of the total number of years oflife lost to death and
disability, measured by disability-adjusted life years (DALYs). This is greater than the burden of death and
disability due to tobacco. Morbidity from alcohol has a greater impact on health than nutrition or poor
sanitation. Eighty per cent of the excess mortality due to alcohol occurs in the developing countries of the
world.
In the Western Pacific Region, Australia and New Zealand have high levels of alcohol consumption but the
levels have been falling over the last two decades. Japan also has a high level of consumption, but this is not
declining. However, there have been dramatic increases in alcohol consumption over the last two to three
decades in China, the Philippines, and the Republic of Korea.
In addition to the many chronic diseases that may afflict drinkers after years of heavy alcohol use, alcohol
contributes to trauma that kills or disables at a relatively young age, to social discord which can affect the
mental health of the drinker and the drinker's family and lead to economic losses in industry.
Heroin use is a worldwide problem. Many countries use most of the resources allocated to this issue on
combating crime and on supply reduction. Significantly fewer resources are used for treatment and demand
reduction. Injecting drug use (mainly heroin and amphetamines in the Western Pacific) causes widespread
health and social problems. Overdoses and the spread of bloodborne viruses (such as HIV and hepatitis C
and B) contribute increasingly to death and disability in the Region.
Over the last decade there has been a reported increase in the use of psychostimulants -- amphetamine-type
stimulants such as amphetamine, methamphetamine and MDMA (ecstasy)- in the Region, particularly in
Australia, Japan, the Philippines, and Republic of Korea. While much of this use is recreational, it has
contributed to death and disability.
Among children and adolescents worldwide volatile solvent abuse causes death and disability. In the Western
Pacific Region this is an important issue among indigenous groups.
Several countries in the Region are involved in global projects to combat substance abuse:
• the WHO Drug Injecting Study (Phase 2)- China, Malaysia and VietNam
• the WHO Collaborative Project on Alcohol and Injuries- New Zealand
• the International Validity Study of the Alcohol, Smoking and Substance Involvement Screening
Test- Australia
• Amphetamine-type stimulants (Global network for research) - Australia, China, Japan and the
Philippines.
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Reducing substance abuse
The rise in alcohol consumption, particularly among young people in developing countries, highlights the
need for a collaborative approach involving health, law enforcement, and country and local governments.
WHO will work with countries to encourage demand reduction through education and public campaigns,
particularly involving young people, as well as broader health promotion approaches including vocational,
employment and leisure programmes. For example, a project to encourage Fijian youths not to take part in
drug and substance use was begun in October 2000. The objective is to achieve demand reduction by
focming not only on thi younger g1marution ut riok, but on tho ontiro oommunity, viu tho family, tho oohool
and the workplace. This is a joint project involving WHO, the National Substance Abuse Advisory Council
(NSAAC), the Ministry of Health, the Ministry of Education, and the Ministry ofYouth and Sports.
Special attention is needed to reduce injecting drug use. This is particularly relevant in this Region where
psychostimulant use is on the increase. Although psychostimulant drugs are often inhaled or taken orally,
progression to injecting use often follows as tolerance develops. This is likely to result in an increase in the
occurrence of HlV and Hepatitis C and 8 and the development of significant dependency.
WHO's role is:
• to articulate policy options by promoting the need to balance supply and demand reduction (through,
for example, education, drug-free leisure programmes, vocational and employment programmes,
attention to the needs of displaced, immigrant and indigenous youth) and harm reduction (for example
methadone or naltrexone management programmes and needle and syringe programmes);
• to draw attention to individuals with particular health care needs, for example people living with HIVI
AIDS and other complications of injecting drug use such as septicaemia, individuals at risk of overdosing
on opiates, people with substance dependence and mental disorders;
• to develop norms and standards, as in screening instruments for detection of harmful use of substances
in primary health care;
• to define and monitor patterns of substance use and abuse and associated health and social problems
in the Region;
• to develop and strengthen partnerships with NGOs and different branches of government (for example
traffic accident campaigns, police liaison, and diversion programmes in criminal justice);
• to develop courses and guidelines for undergraduate and postgraduate training of health and welfare
professionals, including those working in general health, mental health and youth and justice sectors;
• to support prevention (for example through primary health care), treatment (for example, through
primary and secondary health care) and rehabilitation (primarily through community-based
interventions).
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Diabetes

there are tens of thousands of people with diabetes
spread over a large territory, which presents special
problems for service delivery.

ISSUES
A common and costly disease
About 30 million adults in the Western Pacific Region
suffer from diabetes, and this figure is projected to rise
to 56 million by 2025 (Table 9.1 ). Studies in the Region
demonstrate a wide range of prevalence rates. In some
populations prevalence is as low as 0% (in some rural
areas ofPapua New Guinea) or 3% (as demonstrated in
a WHO-supported study in Mongolia), in others it is
over 40% (in the adult population ofNauru ). The Pacific
island countries exhibit some of the highest recorded
prevalences of diabetes globally. Other countries in
the Asian parts of the Region are undergoing emerging
epidemics of the disease. WHO global estimates
indicate about one fifth of the world's diabetes cases
are in the Western Pacific Region. 1
The treatment of diabetes imposes particular
financial burdens. In some countries, for example, a
disproportionate amount of money is used to pay for
offshore medical services. Even in countries such as
Mongolia where the prevalence of diabetes is still low,
Table 9.1 Estimated number of diabetes cases by
region, 2000 and 2025

IIIil

SEAR

32 667

21

79 517

27

AMR
WPR

34 795

23

63 526

21

30 343

20

55 911

19

EUR
EMR

35 469

23

47 761

16

16 706

11

42 857

14

AFR

3 997

9 783

3

3

Note: AFR=African Region, AMR=Region of the Americas;
EMR=Eastern Mediterranean Region; EUR=European Region,
SEAR=South-East Asian Region, WPR=Western Pacific Region

1

http://www.who.int/ncd/dia/databases.htm

WHO RESPONSE
The Western Pacific Declaration on Diabetes (WPDD)
was endorsed by the RegiOnal Committee tor the
Western Pacific at its fifty-first session in September
2001. The founding partners in the alliance against
diabetes in the Region are the WHO Regional Office
for the Western Pacific, the International Diabetes
Federation (Western Pacific Region) (IDF/WPR), and
the Secretariat ofthe Pacific Community (SPC). During
the period, WHO developed and fostered the alliance
against diabetes through a series of meetings,
produced regional and national action plans, and
developed tools to permit integrated action in the
prevention and control of diabetes.
• Obesity control: Obesity is a major risk factor
for diabetes. For example, a major study has
shown that women who are obese at 18 years
and continue to put on weight in adulthood are
70 times more likely to develop Type 2 diabetes
than those who do not gain excess weight. A
meeting on Obesity Control in the Pacific Island
countries was organized in Apia, Samoa in
September 2000 by WHO in collaboration with
the Secretariat of the Pacific Community, the
International Obesity Task Force, the Food and
Agriculture Organization and the International
Life Sciences Institute (see also p.l 09). The
meeting reviewed obesity in the Pacific and
issued a call for action. This was an impmtant
consciousness raising event for a risk factor
that is of primary importance for diabetes.
Following the meeting, WHO, together with
International Obesity Task Force (IOTF) and
SPC, published an advocacy document on
obesity in the Pacific ("Too Big to Ignore?")
and a framework for national action on obesity.
An active search is under way for projects
within this framework that might be supported
and used as models elsewhere.
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• Industry forum: The IDF/WPR organized a
forum for pharmaceutical partners to support
the Declaration process in Singapore in October
2000, at which WHO took part. The meeting
established a mechanism for industry funding
of initiatives related to the Declaration.
• Steering Committee: three meetings of the
Steering Committee for the Declaration were
held (November 2000, February 2001, and
May 2001). These meetings established the
mechanics of collaboration and of coordination
with other partners.
• Workshop on lJzabetes and JVoncommunzcable
Disease (NCD) Action: This workshop was
organized in February 2001 by the Center for
Diabetes Strategies, Sydney, with the primary
support of the Australian Agency for
International Development (AusAID). WHO
provided technical support to the workshop
which laid the groundwork for future
collaboration in areas such as diabetes
information systems , diabetes education ,
clinical management guidelines, and child and
adolescent diabetes.
• Madang Meeting: In March 200 I, the Ministers
and Directors of Health of the Pacific Island
countries met in the fourth of a series of
meetings that began with the Yanuca Island
meeting on Healthy Islands in 1995. The meeting
adopted a document called the Madang
Commitment, which paid particular attention to
the problem of diabetes in Pacific island
countries and resolved a series of actions in
line with the principal components of the
Healthy Islands vision: development of policies
and infrastructures, fostering community and
environmental action on diabetes, and
promoting healthier lifestyles to reduce diabetes
risk. Particular attention was paid to the
development of clinical management guidelines
on diabetes and to strengthening diabetes
services at community level.
• Regional Meeting on Development of a Plan
of Action: In May 2001, WHO organized a
workshop in Kuala Lumpur, Malaysia, to
develop regional and national plans of action
for 2001-2005. This was a key follow-up to the
meeting in June 2000 which drew up the
Declaration. The 2001 meeting reviewed
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progress made at national and at regional level
on diabetes prevention and control. Participants
came from most countries of the Region and
were joined by key stakeholders and partners
including Diabetes Association representatives.
They drew up national action plans within the
Declaration framework and specified support
needed from regional development partners.
These requests for support were synthesized
into a Regional Plan for Action and for
networking. Participants also drew up specific
project proposals for action in arell.S related to
obesity control , dinieal wauageHH::ul
guidelines, and national action planning
processes.

RESULTS
Integrated prevention and control
Since 1999, many countries have significantly increased
the priority given to diabetes and to related NCO. This
is particularly evident in the incipient country
programmes for the integrated prevention and control
ofNCD, and of diabetes in particular (see box on p.l35).

Knowledge base
There has been a steady improvement in
epidemiological infom1ation on NCO and diabetes in
the Region. Population surveys have been supported
in Fiji , Marshall Islands, the Federated States of
Micronesia, Mongolia, Samoa and VietNam. Data are
now becoming available that will permit rational
planning, better target-setting, and meaningful
comparisons between different countries in the Region.
This improved knowledge base has been invaluable
both for the 2001-2005 Regional Plan of Action for the
Declaration and for the national plans of action that
have been developed by most Member States. The
priority given to collection ofhigh-quality, standardized
data at regional level is reflected in national surveillance
efforts that assess the risk and the prevalence of
diabetes and NCO.

Prevention
The two principal risk factors for diabetes are obesity
and lack of physical activity.

====== =======================
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There was some progress in addressing the
problem of obesity during the period. A call for action
developed at the meeting on Obesity Control in Pacific
Island countries in Apia, Samoa in September 2000
identified the main components of a comprehensive
obesity strategy.
There has also been progress in formulating a
comprehensive primary preventive intervention on
diabetes and related NCD. Guidelines for Promotion of
Physical Activity are at the review stage and will be
published to complement the obesity and food-based
dietary guidelines previously produced.

Strengthening clinical services
Foilowing WHO support for the development of clinical
management guidelines, Cook Islands, Fiji, the
Federated States of Micronesia and Samoa have all
made progress towards the goal of making clinical
preventive services widely available at community
level. These guidelines aim to improve the control of
blood glucose and blood pressure in people with
diabetes, to reduce complications, and to do so in ways
that are appropriate to the countries involved. They
focus on community-based services and on low-cost
but effective technology. They draw significantly on
the IDF-WHO standard that was published in 1999 and
on the Tonga model developed as part of an AusAIDsuppmied project.

ANALYSIS
Lifestyles and living conditions
The epidemic of diabetes is rooted in changing
behaviours, which are in tum influenced by changing
societies and social and political environments. This is
especially so in rapidly developing countries (the
greatest rates of increase of diabetes are found in
countries of South-East Asia).
Transnational factors are increasingly strong
determinants of NCD risks; for instance, many food
standards set by national governments are now
overshadowed by international standards and trade
agreements that limit the direct influence any one
country may have on food importation and the quality
of food available for its population. Some structural

factors in society create inequity and raise the risk of
ill-health in some populations. Access to a secure
income, education, employment, and a safe place of
work and residence can all reduce ill-health by
minimizing exposure to risk and maximizing the ability
to adopt healthy lifestyles.
Factors in the political, fiscal, sociocultural or
physical environments directly affect the risk of
contracting NCD. For example, fiscal measures such as
tobacco taxation can make products more or less
accessible. Healthy behaviours are made possible by
the availability and accessibility of such factors as
aeeess to safe places for physical activity and
availability of healthy food in workplaces and school
canteens.
Another reason for the growth of the epidemic is
that the average age of the population of the Region is
increasing and the risk of diabetes grows with age,
which is an irreversible risk factor for most chronic
diseases.

Diabetes has risk factors in common with
other NCD
The preventable risk factors for diabetes and its
complications (such as obesity, fat intake and physical
inactivity) are also primary risk factors for other
noncommunicable diseases. Tobacco use, while not a
risk factor for diabetes, can cause complications in
people who suffer from diabetes. Comprehensive
prevention of diabetes, properly planned and executed,
can be the backbone of a comprehensive prevention
programme for related NCD. However, many countries
of the Region have not yet developed such
comprehensive programmes.

Effective intervention is possible
There is scope for a significant reduction in the number
of cases of diabetes and for a reduction in diabetes
complications in the Region. Numerous studies have
shown that progression to diabetes may be reduced in
people with impaired glucose tolerance (IGT), that
complications such as blindness and kidney failure may
be minimized by proper control of diabetes, and that
numbers of amputations can be dramatically reduced
through patient education and improved clinical
management (see Table 9.2).
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The successes of the past two years in the
integrated prevention and control of NCD, with a
particular emphasis on diabetes, need to be built upon:

a national reference centre to provide tertiary
care, training and supervision.
• Diabetes control and NCD activities should be
linked with other programmes. Each country
should ensure that the activities carried out
under primary health care programmes and
within the Healthy Cities/Healthy Islands vision
adequately address diabetes and other NCD.
• Countries should recognize the contribution
made nationally and internationally by civil
groups of stakeholders such as national
diabetes associations, and action should be
taken to tac1htate and taster such groups.

• Information on the risk and prevalence ofNCD
and diabetes in particular must continue to be
improved. Periodic population surveys on risk
factors and prevalence of diabetes and NCD
should become standard practice. International
standards should be maintained in the surveys.
• Obesity control programmes should be initiated
and sustained. Each country should develop
pro~rammes

•

•

•

•

to address the lifeRtyle and

environmental determinants of overweight and
obesity (especially physical inactivity and high
fat intake), and to provide appropriate clinical
support for weight loss.
Health promotion activities should be
strengthened and expanded. Each country
should target wider areas of NCD prevention
and control, including tobacco, alcohol
consumption, and diet. An integrated approach
to prevention is recommended. A balance of
population-based and high-risk approaches will
need to be achieved in these programmes.
Case-finding systems should be improved. Each
country should have systems capable of
identifying people with diabetes or
hypertension and should be able to ensure that
these people are adequately followed up. It has
been demonstrated that in many countries the
number of diabetes sufferers is often double
the number who actually know their diagnosis.
Clinical control guidelines should be improved.
Each country should adapt, adopt, and maintain
clinical management guidelines for diabetes and
major NCD. These guidelines and supporting
information systems should be used for patient
education, management, and audit of clinical
control. International models for each of the
major diseases are available for adaptation and
adoption.
Investments should be made in an effective
diabetes and NCD clinical service delivery
system. Each country should critically review
the cost-effectiveness of its pattern of clinical
preventive service provision and organize
programmes around community-based care with
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FUTURE
It will be feasible soon to begin to set targets in terms
nf thP pnhJir ht>11lth imp11rt nf pm[lT<lmmP~ tn rnntmJ

diabetes and its complications. Work in this Region
has already demonstrated that diabetes, its risk factors,
and its complications can all be reduced (Table 9.2).
More work is needed, however. In a Region with such
diverse cultures and populations, with such rapidly
changing economic, social, demographic contexts, and
with such differing levels of diabetes risk, prevalence,
and services, it will not be possible to set uniform
outcome targets that apply to all Member States.
It is likely that the Regional programme will be
developed in two phases.
In the short term, the focus will be on surveillance
of diabetes risk, setting of baselines, developing
comprehensive plans for prevention and control, and
strengthening diabetes services at community level.
In the medium term, measurable reductions in
specific complications should be achieved, such as
reductions in amputations or avoidable blindness.
Measurable declines in risk factors and diabetes
incidence among high-risk populations will also be
achievable. 2 Reaching this stage will require
governments to adhere consistently to the principles
and plan of action of the Western Pacific Declaration
on Diabetes.
2

Tataranni PA, Bogardus C. Changing Habits to Delay Di.abetes
NEJM (200 I) 344: 18; Tuomilehto J, Lmdstrom J, Enksson
JG et al. Prevention of Type 2 Diabetes Mellitus by Changes m
Lifestyle among Subjects with Impaired Glucose Tolerance
NEJM (2001) 344: 18; 1343-1350
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Table 9.2 Diabetes and its complications can be prevented
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The DaQing study showed a 46% decrease in progression from impaired glucose tolerance to diabetes over a six year period as a result of a
programme of dietary modification and increased physical activity, and a consequent reduction of weight, supported by a continuous education
programme.
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The Diabetes
Control and
Complications
Trial

This clearly illustrated a significant reduction in microvascular complications for people with Type 1 diabetes following
intensive therapy. In people without retinopathy, intensive therapy reduced the risk of developing microvascular complications
by 65%, compared with conventional therapy, and among people with retinopathy, complications were reduced by
approximately 50%.

The l<umon 1ulo
study

Type 2 diabetes

Tlli~ ~IIUVVeu d ~illlilcu ll~uudiUII illllliU UVd~L.Uidl Wlllf.lliwliull~ rulluvviiiY illlell~ive lilel~f!Y ~1110119 J~p~ne~e p~tient~ with

The United Kingdom Arandomized study of 51 02 people with newly diagnosed Type 2 diabetes, demonstrated a25% reduction in microvascular
Prospective Study
complications following comprehensive intensive management, compared with conventional treatment.
Reducing blindness

In Stockholm county, Sweden, diabetes-related blindness was reduced by one third over a five-year period by a
programme of routine screening for diabetes eye disease and treatment of people with retinopathy.

Reducing amputations and foot ulcers

Several studies have demonstrated the success of screening and education programmes and specialist foot clinics in
reducing amputation rates and foot ulcers by 30%-65%.

Early detection of
Type 2 diabetes

People with Type 2 diabetes detected through a screening programme have fewer diabetes complications than those who
present with symptoms. Treatment commenced at an early stage should result in better outcomes and fewer long-term
complications.

Management of
other risk
factors

The UKPDS and other studies such as the Hypertension Optimal Treatment Study (HOT) have also emphasized the
importance of treating coexisting hypertension. ln addition, lipid-lowering trials such as the Scandinavian Simvastatin
Survival Study (4S Study) and Cholesterol and Recurrent Events Study (CARE Study) have shown that the benefits of
treating hyperlipidaemia may be greater in people with diabetes, compared with those without. These issues appear
particularly important in the prevention of macrovascular complications such as stroke and heart disease.

Patient education

Education is clearly essential to the successful management of diabetes. Patient education and dietary advice were a core
component of intensive therapy in the DCCT and early studies on diabetes education illustrated its potential for reducing
amputation. Many subsequent studies have confirmed the role of education in promoting more effective self-care and
reducing the number and duration of diabetes-related hospital admissions.

Sources: Backlund LB, Algevere PV, Rosenqvist U, New blindness in diabetes reduced by more than one·third in Stockholm County. Diabetic Medicine, 1997,
14: 732-40.
Carrington AL, Abbott CA, Kulkarni J, Van Ross ER and Boulton AJM. Can mass screening and education prevent foot problems? The North West Diabetes Foot
Care Study: Diabetologia, 1996, 39 (Suppl 1): A3.
DCCT. The Diabetes Control and Complications Trial Research Group The effect of intensive treatment of diabetes on the development and progression of longterm complications in insulin-dependent diabetes mellitus New England Journal of Medicine, 1993, 329: 977-86.
Edmonds ME, Blundell MP, Morris ME, Thomas EM, Cotton LT and Watkins PJ. Improved survival of the diabetic foot: the role of a specialized foot clinic. Quarterly
Journal of Medicine, 1986, 60: 763-71 .
Larson J, Apelqvist J, Agardh C-D and Stenstrom A. Decreasing incidence of major amputation in diabetic patients: a consequence of a multidisciplinary foot care
team approach? Diabetic Medicine, 1995, 12: 770-76.
Ohkubo Y, Kishikawa H, Araki E, Miyata T, lsami S, Motoyoshi S, Kojima Y, Furuyoshi Nand Shichiri M. lntensive insulin therapy prevents the progression of diabetic
microvascular complications in Japanese patients with non-insulin-dependent diabetes mellitus: a randomized prospective 6-year study. Diabetes Research and
Clinical Practice ,1995, 28: 103-17.
Pan XR, Li GW, Hu YH, Wang JX, Yang WY, An ZX, Hu ZX, Lin J, Xiao JZ, Gao HB, Liu PA, Jiang XG, Jiang YY, Wang JP, Zheng H, Zhang H, Bennett PH and Howard
BV. Effects of diet and exercise in preventing NIDDM in people with impaired glucose tolerance. TheDa Qing IGT and diabetes study. Diabetes Care, 1997, 20(4):
537-44 .
UKPDS The UK Prospective Diabetes Study 33: Intensive blood glucose control with sulphonylureas or insulin compared with conventional treatment and risk
of complications in patients with type 2 diabetes. Lancet, 1998, 352:837-853
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Integrated prevention and control of noncommunicable diseases
The rapid increase in noncommunicable diseases (NCD) will
be one of the major challenges to global development in the
21st century. While diabetes affects all countries and all sectors
of society, it is low- and middle-income countries, and poor
and disadvantaged populations within countries, that suffer
the greatest impact of NCD. The increase in NCD is also
contributing to widening health gaps between and within
countries. However there is now a vast body of knowledge
and experience on effective and affordable prevention
strategies tor maJor NClJ, which provides Immense
opportunities for global action to control them.
Five of the most prominent NCD - cardiovascular and
cerebrovascular diseases, chronic obstructive pulmonary
disease, lung cancer, and diabetes - are linked by preventable
1isk. f'dt:Luts Jt:laLt:t.ILu lile~Lylt: . Tltt::s~ f'dLlUJ:s att: LuuaL.Lu u~t:.
unhealthy diet, and physical inactivity. Action to prevent these
NCD should therefore focus on controlling these risk factors
in an integrated manner. Interventions against these three major
risk factors and their environmental, economic, social, and
behavioural determinants can halt or reverse the advance of
thesemajorNCD.

Many noncommunicable diseases can be
avoided byfrequent exercise

WHO is working with countries to develop integrated interventions against NCD in the Region. During the
period, WHO concentrated on the following three activities:

1. In collaboration with WHO Headquarters, a survey of the NCD prevention and control capacity of
countries in the Region has been carried out. Data collection has been completed and data entry is
beginning. This survey will serve as a baseline against which improvements may be registered over
the coming years.
2. During the period WHO introduced a draft framework for community-based integrated NCD prevention
and control in China, the Philippines, Fiji, Micronesia, Tonga, and Samoa. It also collaborated with
these countries in the elaboration of protocols for demonstration sites and projects.

3. Linked to the introduction of the framework, a series of proposals for demonstration projects in China,
Fiji, the Federated States of Micronesia, the Philippines and Samoa are being supported. These
projects will initiate a process of intervention that will be covered in the next report.

1 0.

Tobacco free initiative

ISSUES

T

obacco use is one of the greatest public health
challenges in the Region. Smoking
prevalence data for the Western Pacific Region
slJUw that 62.3% of men and ~.8% of women smoke.
The figure for women is slightly lower than previous
estimates, but is based on more accurate data than
were previously available.
The extent of smoking within the Region is
significant when compared to other regions. The
Wt:slern Pacific has 422 million smokers, of whom
approximately 387 million are men, and 35 million are
women. In global terms this represents 34.4% of the
1.235 billion smokers in the world (Table 10.1 ). Smoking
prevalence among adult men is higher than in any other
Region. Additionally, per capita consumption of
tobacco continues to increase at an alarming rate. For
example, China experienced a 129% increase in per
capita consumption between 1970 and 1998. This rate
of increase was over twice that of other countries with
a similar human development index (HDI) rating.'
These figures do not include the men, women and
children who chew tobacco, or those who are exposed
to second-hand smoke. Information on chewing
tobacco use rates within the Region is incomplete, but
the preliminary data are cause for concern. A 1995
survey on betel nut chewing in Palau indicated that
76% of 1110 individuals chewed betel nut regularly,
with 83% of those adding tobacco to their chew. The
survey also revealed that 55% of children aged 5-14
regularly chewed betel nut, with 87% adding tobacco
to their chew. 2
There are approximately 1.2 billion nonsmokers
within the Region. The majority of them currently have
little choice about exposure to second-hand smoke.

1

2

Carrao MA, Guindone GE, Cokkinides V, Sharma N. Building
the evidence base for global tobacco control, Bulletin of the
World Health Organization, 2000; Vol 78, No 7, pp 884-890.
WHO Western Pacific Regional Office. Country Profiles on
Tobacco or Health 2000. August 2000, p. 65.

For example, within China, it has been estimated that
53% ofnonsmokers are exposed to cigarette smoke. 3
In the Philippines, 60% of all households have at least
one smoking member; with approximately 35 million
people affected by second-hand smoke exposure. 4 A
1997 survey in Cambodia showed 52% of Phnom Penh
residents were exposed to second-hand smoke on a
daily basis. It is estimated that 700 million children,
almost half of all children worldwide, live in the home
of a smoker. Given the high rates of smoking in the
Western Pacific, the prop01tion of children exposed to
second-hand tobacco smoke may be particularly high
in the Region. Separate surveys have indicated that
66% of children and youth in Mongolia and 84% of
schoolchildren in the Lao People's Democratic Republic
come from families with at least one smoker. In Fiji, 69%
of students aged 13-15 reported exposure to secondhand smoke outside the home. 5 The number of women
and children exposed to second-hand tobacco smoke
is particularly striking (see box and Table I 0.2).
Not all smokers realize the danger they face with
continued tobacco use. Knowledge of the health risks
associated with tobacco use is often a prerequisite to
the decision to stop smoking. However, even when
smokers are motivated to give up smoking the addictive
properties of nicotine make it difficult for them to quit.
Not enough is known in the Region about evidencebased smoking cessation programmes, nicotine
addiction and quitting intentions.
Economic, social and political issues related to
tobacco trade compound the problem. Within countries,
national capacity and the political will to carry out
effective tobacco control policies vary greatly. In some
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' Philippine Senate Committee on Health and Demography. A
White Paper on Tobacco and Smoking, Senate of the
Philippines, 1999, p I 0.
' Warren WW, et al. Tobacco use by youth: a surveillance
report from the Global Youth Tobacco Survey project,
Bulletin of the World Health Organization, 2000; Vol 78,
No 7, pp 868-875.
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cases, government ownership or subsidies of local
tobacco industries are a barrier to achieving reductions
in tobacco consumption.
On the other hand, trends towards globalization
contribute significantly to the increased risk of tobaccorelated diseases. The tobacco industry is expanding
the boundaries of its trade to achieve market penetration
in developing countries and transitional market
economies. The resources available to the industry for
promoting and sustaining tobacco use far outweigh
the resources available in the Region for tobacco
control. Where some progress has been achieved in
lh..vduviug Haliuual vulit..y ctmllcgi~lctliuu, l11c lUUctl..l..U

industry has been able to use its formidable experience
of resistance to tobacco control to bring pressure to
bear on governments to ease restrictions on the sale
and promotion of tobacco products.

WHO RESPONSE
WHO recognizes the tremendous impact of the
tobacco epidemic on public health and has made
tobacco control a priority in the Region. A coordinated
national, regional and global effort is needed to
generate the political will to put in place strategies to
reduce tobacco use. WHO has a critical role in ensuring
that this takes place in the Region.
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On 24 May 1999, the World Health Assembly
adopted a resolution calling for work to begin on the
international Framework Convention on Tobacco
Control (FCTC) and a year later it adopted another
resolution formally launching the political negotiations
for the FCTC.
In the Western Pacific Region, WHO has
channelled significant resources and efforts to ensure
regional participation in Working Group Meetings and
the Inter-governmental Negotiating Body (INB)
Meetings for the FCTC. WHO support enabled
participants from developing countries to represent the
Rcgiuu ctl lhc fi1~l lwu IND wccliug~ !JdJ iu
October 2000 and April-May 2001. ln addition, WHO
organized technical consultations for Western Pacific
delegates during the negotiation process, using
briefing materials on trade, legislation and smuggling
developed by the Regional Office in conjunction with
international experts.
The Western Pacific Regional Office worked
closely with partner agencies, and governmental and
nongovernmental organizations to coordinate and
increase the resources available for tobacco control.
By identifying which institutions had similar interests
in tobacco control within the Western Pacific, WHO
was able to combine resources and coordinate efforts
with its partners.
WHO continues to work with countries to

Table 10.1 Smoking prevalence by WHO region, disaggregated according to gender, 1998

Africa

36.2

9.4

22.9

59.6391

15.1086

74.7477

15

55.4

The Americas

34.7

23.0

28.7

98.0754

67.8454

165.9209

30

96.3

Eastern
Mediterranean

34.2

8.7

21.8

49.7699

11.9266

61.6965

17

88.7

Europe

43.5

23.4

33.0

144.3112

84.6990

229.0102

40

88.8

South-East Asia

48.2

8.2

28.6

242.6307

39.4710

282.1017

6

96.9

Western Pacific

62.3

5.8

34.4

387.2792

34.9310

422.2101

23

99.3

Total

47.9

12.4

30.2

981.7055

253.9816

1235.6871

131

92.3

Sources: American Cancer Society and World Health Organization, TCCP database; Carrao et al, op cit, Ref I.
Note: Several small countries for which population figures were not available did not contribute their population weight to the analysis .
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strengthen national and local capacities to control
tobacco use. Recognizing the key role that national
focal persons (NFPs) can play in promoting and
implementing national plans of action for tobacco
control, WHO convened a second Meeting ofNational
Focal Persons for the Tobacco Free Initiative at the
Regional Office in August 2000. The meeting provided
an opportunity for NFPs to review progress over the
past year in mobilizing support for the FCTC and in
pursuing national tobacco control policies, legislation
and programmes. It therefore enabled NFPs and the
Regional Office to assess the progress that had been
maue iurelaliuulu the Regional Action Plan for Tobacco
or Health 2000-2004.
WHO also continued to provide technical
assistance for capacity building in countries. Technical
support was provided to Cambodia, Fiji, Kiribati, Papua
New Guinea, Samoa, the Republic of Korea, Vanuatu
and VietNam for the development of national policy,
plans of action and legislation . Workshops were held
in China and Samoa on smoking cessation guidelines.
The Philippines received support to establish a clinical
smoking cessation programme at the largest national
hospital. WHO worked with Cambodia to initiate an
interministerial process to oversee tobacco control and
to design and implement a communications and
advocacy campaign to complement the interministerial
process. Support for communications and advocacy
was also provided to Kirib ati , the Lao People's
Democratic Republic and Tonga.
In the area of data collection, surveillance and
monitoring, the Regional Office coordinated the pilot
testing of the Regional Surveillance System for
Tobacco Control and the Global Youth Tobacco Survey
in selected Member States. In response to the data
collection, surveillance and monitoring targets set in
the Regional Action Plan 2000-2004, the Country
Profiles for Tobacco or Health 2000 were completed,
printed and distributed to Member States, international
partners, nongovernmental organizations interested in
tobacco control, and other WHO Regions. Pilot testing
ofthe Global Youth Tobacco Use Survey was carried
out in Fiji and China, with the results published in the
WHO Bulletin. 6 The survey instrument of the Regional
Surveillance Systems for Global Tobacco Control was
field-tested in Papua New Guinea and the Philippines.
Three maps were produced to depict regional tobacco

6
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use rates and country receptiveness to the FCTC. The
maps were presented to the second meeting ofNational
Focal Persons in August 2000. They will be updated
periodically to help track progress in tobacco control
within the Region.
During the period, WHO devoted more attention
to tobacco trade issues of particular relevance to the
Region. These include smuggling and the impact of
regional trade agreements and agricultural
diversification for tobacco farmers . Working drafts of
technical papers were developed for use by Member
States and for future INB meetings. Documents on trade
Issues, Including some from the World Bank, were
distributed to Member States through their NFPs. A
brochure summarizing the key points relating to
smuggling of tobacco products was reprinted and
distributed within the Region and internationally.
To address the issue of tobacco use by children
and youth, the Regional Office developed a set of
educational and advocacy materials for use in schools.
WHO's theme for World No Tobacco Day 2001 on
second-hand smoke was modified for the Region to
"We Mind: Kids Deserve a Tobacco-free World" to
emphasize the vulnerability of children and youth to
tobacco. Because young people are a target of tobacco
promotion in sports, WHO worked with the
Government to channel resources for a counteradvertising and information campaign in Tonga where
the Camel trophy was held in 2000. Informal
discussions with a number of countries and with
international sports organizations to promote tobaccofree sports were initiated. Educational and advocacy
materials designed for children and young people,
including activity books, story books, posters, stickers,
videos and a teacher's manual, were formally launched
in Manila, the Philippines, in partnership with the Museo
Pambata (Children's Museum).
Reducing the cultural and social acceptability of
tobacco is an important strategy towards controlling
its use. By supporting the use of sporting equipment
in place of tobacco as mweaka or token gifts in Kiribati,
WHO set a precedent for healthy alternatives as
cultural offerings.

RESULTS
The Western Pacific Region made a considerable
contribution to the drafting of the FCTC during the
period. Because of the work of many countries from
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the Region, the Convention will be a more effective
document, in tune with the needs of the Region.
Nineteen Member States represented the Western
Pacific Region at the first Inter-governmental
Negotiating Body Meeting held in Geneva,
Switzerland, in October 2000 . WHO supported
thirteen of these countries. The Regional Office
coordinated a series of technical consultations for
participants from Member States during the INB
meeting, enabling them to participate effectively in
during the INB discussions . The outcome of the
INB meeting is the Chair's Text of the proposed
Framework Convention on Tobacco Control. ThiE
was further refined during the second INB Meeting
in April-May 2001.
Efforts to mobilize resources and join forces with
partners resulted in collaborative agreements with the
Australian Agency for International Development
(AusAID), the Rockefeller Foundation and the Centers
for Disease Control and Prevention (CDC), the United
States of America. These agreements have increased
the human resources devoted to tobacco control and
supp01ted country-level initiatives on tobacco control
policies and legislation, particularly in Cambodia, the
Lao People's Democratic Republic, Malaysia and
VietNam.
During the period, several countries made progress
towards achieving the goals of the Regional Action
Plan:
• The Parliament of the Kingdom ofTonga passed
its first Tobacco Control Act in October 2000.
WHO is providing support to the Ministry of
Health for a public information campaign to
launch the Act.
• In August 2000, the Vietnamese government
officially approved the National Policy on
Tobacco Control. WHO supported the
production of an implementation plan for the
policy.
• The presidential residence in the Republic of
Korea was made smoke-free. Discussions for
establishing tobacco-free sports, particularly
soccer, are ongoing.
• In Vanuatu, draft tobacco control legislation was
developed in collaboration with the Division
for Health Sector Development.
• Cambodia held its first Interministerial Meeting
on Tobacco Control to lay the foundation for
establishing an interministerial process to guide
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national action plan development. A workshop
on the use of educational and advocacy
campaigns to reinforce the need for smoke-free
public spaces was completed in February 2001.
Other Member States that initiated the
interministerial process for tobacco control
within the past year included Malaysia, Palau,
Papua New Guinea, the Philippines and
VietNam.
• The Government of Samoa divested its holdings
in the tobacco industry in 200 I. Attempts to
promote evidence-based smoking cessation
Etr<~tegie~ re~ulted in thr.- crt:>lltion of tht:>
country's first clinical smoking cessation
programme.
• The Philippines set up a hospital-based smoking
cessation programme at the largest national
hospital caring for needy patients. National
guidelines for smoking cessation were
produced, following collaboration with WHO.

ANALYSIS
Tobacco control remains a formidable public health
problem. The large population of tobacco users, the
continued rise in tobacco use rates, and aggressive
marketing and lobbying by the tobacco industry make
tobacco control exceptionally challenging in the
Region . The long delay between exposure and disease
has implications for how the tobacco epidemic is
perceived. In many countries in the Region, the toll of
death and disability from tobacco consumption has
yet to be felt. Even when smoking is very common in a
population, the damage to health may not yet be visible
because tobacco-related diseases can take several
decades to develop. On the other hand, when tobacco
consumption begins to decline, the benefits to health,
particularly in relation to cancer rates, may not be
evident for decades. Public health planners need to
factor these time lags into their strategic tobacco control
programmes. Because the eventual goals- reductions
in tobacco-related morbidity and mortality and
decreased tobacco use rates- require long lead times,
progress needs to be measured using interim indicators.
WHO is using a number of surrogate but tangible
markers to monitor the advancement of tobacco control
within the Western Pacific Region. A key indicator is
the degree of success in mobilizing support for the
FCTC. Other indicators include the presence of national
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The health threat to nonsmokers
There are approximately 1.2 billion nonsmokers in the Region. They form the majority of the Region's
population, yet they are a mostly silent majority when the issue of tobacco control arises. However, evidence
is accumulating of a significant association between involuntary exposure to tobacco smoke and a variety of
diseases.
Exposure to second-hand tobacco smoke can cause death, disease and ill health. The nonsmoking wives of
smokers have up to a 20% increased risk of lung cancer from passive smoking. Recent studies also indicate
an association between second-hand tobacco smoke exposure and cardiovascular disease, stroke, nasal
sinus cancer and invasive pneumococcal disease. Among infants and children, the risks of reduced birth
woight, ouddon infant doath lryndromc (~ID~), U3thma, t'C3piratm·y infcction3 including ptlcumonia m1d
bronchitis, reduced lung function and middle ear-infections are increased by exposure to second-hand tobacco
smoke.
A considerable number of the nonsmokers at risk in the Region are women and children. The majority in most
countries currently have little choice about their exposure to second-hand smoke.
Protecting the health of nonsmokers who are exposed involuntarily to tobacco smoke must be an essential
component of comprehensive tobacco control programmes. Nonsmokers must be engaged in the efforts to
stem the tobacco epidemic. Mobilizing this mostly silent majority will be a key factor in mobilizing support for
the international Framework Convention for Tobacco Control.

plans of action for tobacco control, policies and
legislation that restrict the cultivation, manufacture,
trade, marketing and use of tobacco, communications
and advocacy strategies to promote tobacco control
and the existence of programmes to assist tohacco
users to quit, to prevent nonusers from using tobacco
and to persuade nonsmokers to protect their right to
clean air. These are consistent with the objectives laid
out in the Regional Action Plan 2000-2004.
However, attaining the interim targets should not
be a reason for complacency. The tobacco industry
has considerable economic and political leverage to
counter efforts by WHO and its Member States to
control tobacco consumption. Attempts by the industry
to oppose or circumvent national and regional tobacco
control efforts may escalate as the date for the adoption
of the FCTC approaches. Thus, there is a strong need
for strategic implementation of interventions and for
effective partnerships with governments, other
international agencies and nongovernmental
organizations to expand the scope and impact of
tobacco control efforts.
Tobacco use needs to be framed as a public health

problem for everyone. Within the Western Pacific
Region, the prevalence of chewing tobacco is
significant. Future strategies will have to address the
use of this type of tobacco in addition to cigarettes
ancl cigars. Nonsmokers neecl to hec:ome more involvecl
in tobacco control. Emphasis on the risks of secondhand smoke to nonsmokers, particularly among children
and young people, needs to be sustained to engage
this large but mostly silent majority in the fight to curb
the tobacco epidemic. Effective education
communications and advocacy campaigns will continue
to play a critical role in achieving this.
A major issue that must be addressed is the role of
globalization, and the bilateral and multilateral trade
agreements it brings about, in promoting the trade and
consumption of tobacco. Because of the economic
implications for countries, a solid, unequivocal base of
evidence is needed to handle this area of tobacco
control with authority. The efforts of the Food and
Agriculture Organization, the World Bank, the World
Trade Organization and other related agencies need to
be supported and integrated into WHO's efforts to
promote the FCTC.

10.

TOBACCO FREE INITIATIVE

Table 10.2 The extent and impact of exposure to second-hand smoke in selected countries

Adult females: 21% of nonsmoking wives Every year, passive smoking is estimated to
live with a smoking spouse
cause:·
Children: 43% of children under 15 live in
77 deaths from coronary heart disease·
a home with a smoker
12 new cases of lung cancer
lower respiratory illness in 16 300
Australian children
asthmatic symptoms in 45 600 children
Teenagers: 60% have friends who smoke;
59% live in a home with a smoker
Street survey 1: of 3353 persons
surveyed, 52% reported exposure to
oooond hand omolm (CIIC)
Street Survey II: Of 3197 persons
surveyed, 51% reported living or working
with smokers

Australian Bureau of Statistics National
Health Survey 1989-1990
National Health and Medical Research
Council, The Health Effects of Passive
Smoking, November 1997

China

Adults:
53% of nonsmokers are exposed to SHS
for 15 minutes or more at least twice a
week; 71% are exposed at home
82% of nonsmoking women and 41% of
nonsmoking men are exposed at home

Chinese Academy of Preventive
Medicine, National Prevalence Survey
of Smoking Patterns, 1996

Fiji

Schoolchildren: 43% of secondary
schoolchildren live with parents who smoke

Pilot Study of Smoking Prevalence
Among Secondary School Children

Hong Kong
(China)

Working adults:
• 36% are regularly exposed to SHS at
work (1999)
• 78% of nonsmokers are exposed to SHS
at work (2000)
• 70% of members of the public are
exposed to SHS in restaurants

Australia

Cambodia

Children:
• About half of all children in Hong Kong
live in a home with smokers_

New
Zealand

Adults:
• 13.5% of nonsmokers are exposed to
SHS at work
• 14.1% of nonsmokers are exposed to
SHS at home

Philippines

60% of all households have at least one
smoker

Republic of
Korea

SHS exposure has been associated with
a 48% excess risk of respiratory illness
among workers·
1 in 7 nonsmokers with respiratory
illness became sick because of SHS
exposure at work
Preventing SHS exposure at work could
reduce doctor visits by 17%, decrease
sick leave by 39% and save up to HK$1
million/year
SHS exposure at work result in health
care costs of up to HK$157 million
In 2000, SHS caused:
46% of sudden infant death syndrome
(SIDS) deaths in Maori communities
24% of SIDS deaths among Pacific
islanders24% of SIDS deaths among those of
European descent.
About 388 deaths are caused by SHS in
New Zealand every year. This represents
an additional 8% of deaths over and
above those due to direct smoking.

ADRA, Survey of Teenagers, 19971998
ADRA, Street Survey I, May 1997
ADRA, Street Survey II, Au~ust 1997

Department of Community Medicine,
University of Hong Kong, Exposure of
workers to second-hand smoke in
Hong Kong, 1999
TH Lam et al, Smoking, passive
smoking and respiratory iff health in
primary 3-6 children, COSH Report
#5, June 1998
TH Lam et al, A second report on
exposure to environmental tobacco
smoke (ETS) in restaurants and the
demand for smoke-free eating places
in Hong Kong, COSH Report # 6,
March 2000
Ministry of Health, Tobacco Facts, May
2000
Woodward and Laugensen, Deaths in
New Zealand attributable to second
hand cigarette smoke: A report to the
New Zealand Ministry of Health,
September 2000

Dans et al, Monograph on cigarette
smoking in the Philippines, 1999
Passive smoking costs the government
about US$143 million per year.
The incidence of lung cancer is higher
among nonsmoking women whose
husbands smoke.

HJ Kim et al, Analysis of socioeconomic
costs of smoking in Korea, 1999
SH Jee et al, Effects of husbands'
smoking on the incidence of lung
cancer in Korean women, 1999.
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A community takes
action: Kiribati
Reducing the social and cultural
acceptability of tobacco is a key
strategy in the campaign to
control its use. In Kiribati, a
mweaka or traditional offering
accompanies
important
community events. This offering
is given to the village elders to

signify goodwill. nadition.ally, all
visitors to Kiribati must first visit
the village elders in the maneaba
or community meeting house and
present the mweaka to the village
council. In the past, cigarettes
were popular as mweaka,
Healthy mweakas have replaced tobacco in Kiribati
reinforcing
the
cultural
acceptability of smoking.
Recently, the Ministry of Health of Kiribati, in collaboration with WHO, began an innovative programme that
encouraged substituting sports equipment for tobacco as mweaka. Through this initiative, it is hoped that
the health benefits of sports will be highlighted while the suitability of tobacco as a cultural gift will be phased
out. This programme not only reinforces the message of the Tobacco Free Initiative, it also builds on WHO's
health promotion activities in the field of adolescent health and development, prevention and control of
noncommunicable diseases, health-promoting schools and Healthy Islands.

Finally, the commitment to mobilizing support
among Member States for the FCTC needs to be
balanced by equally strong support for strengthening
the national capacity for tobacco control. While the
FCTC will provide the international legal instrument to
spur countries to stop the spread of the tobacco
epidemic, its ultimate success will hinge on countries'
abilities and political will to carry out tobacco control
programmes.

FUTURE
Consolidating political support among Member States
for the endorsement of the Framework Convention for
Tobacco Control by 2003 will be crucial for future

tobacco control efforts within the Region. WHO will
continue capacity building and technical support to
ensure that each country has a National Plan of Action
on Tobacco Control by the end of 2001 and effective
tobacco control legislation by 2003. The Regional
Office will also sustain and augment efforts to establish
collaborative efforts with partner agencies; secure
resources to maintain successful country-level
programmes; expand health education, communication
and advocacy campaigns; design and implement
activities to address chewing tobacco and tobacco use
among women and adolescents; develop mechanisms
to support country-level research; implement evidencebased smoking cessation programmes; and update and
disseminate regional and country-specific data to
monitor the impact of tobacco control.

Healt/1 sector development

11 . Health systems reform

Developing sustainable health systems

ISSUES

The weak state of public health services

uring the period, the pace and sc.·ope o.fhealtb
reform increased in many .countries. However
as countries examine the perfom1ru1ce oftheir
health systems in greater depth, the number and
complexity of the problems identified increases. Many
systems do not meet the legitimate demands of their
populations for services that most would consider to
be essential, and do not provide a comprehensive range
of essential functions necessary to fulfil the core areas
of public health work (irrespective of whether this is
through the health sector or other sources).
A number of other problems also continue to
significantly affect health systems, including the
competence and capabilities of health personnel
(further discussed on pp. 179-188), a lack of planning
capacity, the impacts of privatization and
decentralization , and the lack of comprehensive
maintenance of facilities and equipment. These issues
were dealt with in some detail in the previous report.
This report particularly focuses on the need to establish
priorities in WHO and two widespread problems in
countries: the weak state of public health services and
underutilization of primary health care services.

D

The core areas of public health work include disease
control, injury prevention, healthy public policy
(including activities related to environmental hazards,
such as in the workplace, housing, food and water),
promoting health and equitable health gain, and
combating threats to the health of the public. These
broad core areas can be further defined into more
explicit functions and tasks that are considered essential
from a public health perspective, and which each health
system should be capable of delivering through various
services. However, it is apparent that these essential
functions and tasks are neither clearly defined nor
comprehensively organized in many health systems in
the Region, and therefore these critical areas are
currently not being fully addressed in many countries.
In addition, fundamental public sector reforms, such
as increasing privatization , competition and
decentralization, do not always take into account the
potentially adverse effects of such reforms on the
organization and delivery of these essential public
health functions, particularly those related to health
protection activities such as communicable disease
control.

Priority setting within WHO

Underutilization of primary health care
services

The range and complexity of country health system
issues presents a challenge for WHO . It is sometimes
difficult for WHO at a regional level to make decisions
on the focus of activities and priorities, both in relation
to short-term activities and to longer-term
developmental strategies and frameworks. In addition,
at the country level, WHO is confronted with the need
both to coordinate with other agencies and to work
effectively with the rather fragmented systems which
exist in many countries.

A number of countries in the Region are very concerned
with the underutilization of community-based or primary
health care services. In developing countries this is
particularly the case in rural areas; however, some
population groups in developed countries also
underutilize services. Poorer communities are the worst
affected in both cases, as there are a number of povertyrelated barriers that prevent access and utilization of
services.

HEALTH SECTOR DEVELOPMENT

of senior health professionals from the
Region with a broad range of
complementary skills and knowledge.
Representatives from the Asian
Development Bank (ADB), Department
for International Development of the
United Kingdom (DFJD), the Government
of France, Gesellschaft fiir Technische
Zusammenarbeit (GTZ),
Japan
International Cooperation Agency
(JICA), the United States Agency for
International Development (USAID), and

the World Bank also panldpaLe<l.

Rural health centre in Cambodia

For example, while in developed countries, males
generally tend to seek health care less often than
females , in developing countries the situation is
reversed. This seems to be related to a number of
significant gender-related batTiers for women. These
batTiers arise primarily because women usually have
lower social status and reduced access to resources,
and are less empowered to make decisions about those
resources. This has negative impacts on literacy,
education, access to information, knowledge and
transport, and creates high opportunity costs - all of
which create significant batTiers to women being able
to access and use health services.
The result of this underutilization is reflected in
both the number of people presenting to hospitals,
either with conditions that do not need expensive
hospital treatment or with problems that have become
serious because they did not visit good-quality primary
health care services at an earlier stage, and in increased
premature mortality.

WHO RESPONSE
Technical advisory group meeting
In June 2000, the first technical advisory group (TAG)
meeting on Health Sector Development was held in
Manila to review the current strategies of the health
sector development theme and to make
recommendations for future action. The TAG consisted

The TAG recommended that
particular emphasis should be placed on:
the health care needs of the poor and
disadvantaged; ensuring that countries
can benefit from best practice
mechanisms for improving quality;
extending situation analysis for policy; collecting
infolTllation, particularly on such emerging issues as
urbanization and population aging ; and expanding
areas in which WHO has already demonstrated
success, such as national drug policies.
In addition, a number of recommendations were
related to how WHO should broaden its collaboration
with countries. In particular, this included the possibility
of WHO undertaking a brokering or facilitating role
with national agencies and international development
partners to integrate interventions.

Essential public health functions
The weak state of public health services is one of the
most significant and serious problems in the Region.
Although the broad core areas of public health are
generally understood and acknowledged, it has proved
difficult for countries to comprehensively define these
further, particularly in operational terms. As a result,
governments have not been able to ensure with any
certainty that their health systems have all essential
public health aspects in place, whether through public
or private means.
Therefore, to support countries to address this
issue in a realistic and flexible way, WHO is developing
and promoting an approach that identifies 'essential
public health functions' (EPHFs), which more clearly
and systematically define the core areas of public health
work for which governments are ultimately responsible.
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These essential functions may be regarded as "public
goods, and in this respect governments need to ensure
the provision of these essential functions, but would
not necessarily have to implement and finance them.
They prevent and manage the major contributors to
the burden of disease by using effective technical,
legislative, administrative, and behaviour-modifying
interventions or deterrents, and thereby provide an
approach for intersectoral action for health". 1
However, in order to develop appropriate services
to deliver these EPHFs, it is necessary to further define
each EPHF into a series of key 'tasks', and then each
task into the 'practices ' that health workers must be
able to deliver competently. These key tasks and the
associated practices can then be grouped into relevant
services, which will vary between different health
systems. It is hoped that this approach, which
systematically defines functions, tasks and practices,
will provide a structured way for each country to be
able to comprehensively and effectively implement all
core areas of public health work, with the aim of
achieving improved public health outcomes. This
approach also provides a framework for monitoring
and evaluating the impacts of proposed system
changes and reforms, to ensure that EPHFs are
improved and not weakened or destroyed. Currently,
nine EPHFs have been defined and used in work in the
Region:
• health situation monitoring and analysis;
• epidemiological
surveillance/ disease
prevention and control;
• development of policies and
planning in public health;
• strategic management of health
systems and services for
population health gain;
• regulation and enforcement to
protect public health;
• human resources development
and planning in public health;
• health promotion, social
participation and empowerment;
• ensuring the quality of personal
and population-based health
services; and

1

Yach D. Redefining the scope of public health
beyond the year 2000. Current issues in Public
Health 1996; 2 : 247-52.

• research, development, and implementation of
innovative public health solutions.
During the review period, WHO funded a project in
Fiji, Malaysia and VietNam to dete1mine the degree to
which EPHFs are actually in place in each country, and
to identify one or more options for protecting and
strengthening these essential functions in each
country. The nine EPHFs identified above were derived
during the earlier stages of this multicountry project,
through a meeting involving key people from the three
research teams and by drawing on work on EPHFs being
und~rtak~n in th~ Regional Offic~ for thi Amilricar; and
earlier WHO work. The research has proved challenging
and useful to all three countries. WHO will be drawing
together the research undertaken, so that examples are
available to other countries so they can assess EPHFs
in their health systems and identify ways in which they
may protect and strengthen the delivery of these
essential functions, particularly in light of other system
changes that may be occurring. Further analysis will
also be undertaken at a regional level to consider which
aspects of strengthening EPHFs countries are likely to
require greatest assistance with.

Improvements in health systems
In Cambodia, the third phase of the Health Sector
Refo1m project has been extended for a fourth year, to
31 December 2001, supported by funding from DFID,
the Norwegian Agency for International Development

Provincial health centre in the Lao Peoples Democratic Republic
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Health centres in remote areas can become
inaccessible at certain times ofyear because
of seasonal events such asflooding

(NORAD), and the United Nations Development
Programme (UNDP) (earlier phases of this project,
which commenced in 1991, are described in the Regional
Director's report for 1998-1999, p.27). The work during
the period focused on developing a five-year health
sector programme and a strategy to boost the effective
delivery of district health services and utilization of
these services, especially by the poor. Part of this
project focused on supporting the Government to
prepare for a sectorwide management initiative, which
is targeted to be operational in 2002. Technical
collaboration through the use of provincial health
advisers has continued, and this is enabling local
capacity for planning and managing provincial health
services to be strengthened. In addition, specific
technical assistance has been provided for the system
for communicable disease control, and to strengthen
the capacity for monitoring and evaluation of health
sector performance. The project has also received
additional support from the Netherlands Government
for a two-year health budget adviser who will liaise
with both the Ministry of Health and the Ministry of
Economy and Finance on budget strategy and reform
initiatives, the strategy for district health services, and
sectorwide financial planning and management.
For China, six key areas of activity were identified
at the annual Joint Coordination Committee meeting in
October 2000: development of guidelines regarding
non-profit and for profit functions in health care delivery
institutions; improvement in the management of public
health care delivery institutions; evaluation of
community health service units; fonnulation of policies

for future development of community health services;
analysis of functions of rural health care institutions;
and evaluation of the rural cooperative medical schemes
(health insurance). Since the meeting, these areas have
formed the basis of much ofWHO's collaborative work
on health systems in China and task forces have been
formed, including representatives of other ministries.
In Mongolia, a training workshop was held for
hospital quality assurance managers. The workshop
covered approaches to the development and
implementation of quality management methods in
hospitals.
To strengthen the management of equipment,
WH 0 is working to provide a range of information and
tools to countries to enable them to develop and
implement an effective approach to the management of
equipment in their health systems. WHO has worked
with the Lao People's Democratic Republic (in a project
funded by the Government of Luxembourg) and with
VietNam to develop tools that will enable them to make
more informed decisions regarding equipment
purchases in future. In a more specialized but related
area, technical assistance was provided to Brunei
Darussalam to review the procurement, supply and
distribution systems for the country's hospitals and to
recommend changes to improve the operational
efficiency of these systems.
Regionally, WHO has also recognized the strategic
need to strengthen its ability to collaborate with
countries in their health reforms and health systems
development efforts. WHO Representatives' offices
have become more involved in collaborating with
countries on health sector development, rather than
merely providing administrative support for programme
implementation. For example, collaboration in the area
of health sector development has been strengthened
between the office of the WHO Representative in China
and the Ministry of Health.

Underutilization of services
The underutilization of primary health care or
community-based services is one of the more complex
problems in the Region. WHO is collaborating with
VietNam to define the staff and services available to
consumers at the primary health care level more clearly.
In Niue, technical collaboration was provided to
develop a more integrated and multidisciplinary
approach to primary health care, and to identify a
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change-management plan and the training required by
managers to manage this change process.

RESULTS
The studies on EPHFs in Fiji, Malaysia and VietNam
have helped to clarify and identify the many facets of
public health, and to contribute to systemic change
which should ultimately result in the strengthening of
public health in each country. This impact will not only
be on the health system itself but also on public health
education and training.
The most comprehensive WHO project at country
level is the Health Sector Reform project in Cambodia.
This project has always been intended to complement
other funding and activities in the health sector including infrastructure developments, training
programmes, NGO activities, government funding and
public administration reforms . Although the project
cannot resolve all the issues, it has made a significant
contribution to improving the health system
The project has focused on improving access to
basic high-quality health services, through
organizational, public administration, budget and
financial reforms and has supported the Ministry of
Health to develop guidelines and tools to strengthen
and monitor the health sector. The results have been
encouraging. From 1995 to 2000, the percentage of the
population with access to basic health services
increased from 25% to 60%. Overall utilization of the
health centres where organizational changes have been
implemented and community linkages established is
1.6 times higher than in centres where changes have
not been implemented. The introduction of transparent
user fees in these health centres has also increased
utilization. In Takeo hospital , for example, where
contractual management arrangements have been
introduced with the support of the project, the workload
and bed occupancy rate is estimated to be 2.8 times
higher than the national average.
Budgetary reform in Cambodia has led to
increased resources for health, resulting in a doubling
of health expenditure in the last two years. The project
is developing an innovative strategy known as
"boosting" which is a comprehensive package that
aims to overcome the main obstacles to effective service
delivery: poorly motivated, underpaid health staff and
insufficient funds for running costs. It is based on

Doctor in Macao (China) administering
care to a newborn baby

lessons learned from ongoing health sector reform
activities in Cambodia and elsewhere.

ANALYSIS
For most health systems, the main focus of activities is
usually related to services that provide treatment and
care for individuals. However, health systems are also
composed of important services more generally related
to public health, such as health education, health
promotion and health protection. Health reforms have
not always carefully considered the impacts of the
reform on these services carefully enough. In many
countries these services are weak, and reforms focused
on increased competition and decentralization run the
risk of not adequately considering how such activities,
particularly health protection activities such as
communicable disease control , are to be structured and
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made accountable. In addition, there is often inadequate
understanding of all components of the essential
functions that really make up public health, and many
important components are often either overlooked or
considered as a simple 'add-on' aspect of primary health
care. There is also an increasing awareness that
separated vertical public health programmes and
activities are not sustainable. A health system that is
comprehensive and ensures appropriate linkages
between activities is more likely to be successful in the
long term.
In some countries, the role of public health has
not been clearly defined and articulated. Part of the
reason for this relates to the difficulty of translating
the broad concept of public health into relevant
services. By using a systematic approach to first define
EPHFs, tasks and practices, it then becomes possible
to develop a more comprehensive approach focused
on public health, instead of subsuming important public
health areas of work in a piecemeal, uncoordinated and
incomplete fashion under a variety of other topics and
programmes, as has tended to happen in many
instances. This is a critical and fundamental problem,
because without this understanding, the focus of many
health reforms in the Region will continue to be on
personal health services (that is, services of a primarily
clinical nature delivered to individuals), and only
passing regard will be given to public health. If that
happens, these critical services will remain weak or will
be threatened further. This is despite the fact that public
health is one of the most important contributors to the
concept of primary health care and is the most important
way of improving and protecting the overall health of
communities.
With respect to primary health care at country level,
it is sometimes very difficult to establish why services
are being underutilized in some countries. Many
factors are involved and interlinked, including financial
costs to consumers; perceived poor quality of services,
including the abilities of the health service personnel;
lack of understanding by consumers of the types of
services available at the community level; and the
acceptability of the services in terms of the way they
are provided for consumers. Despite this complex
picture, if consumer access to important essential
services is to improve, it is important that attempts are
made to clarify the factors influencing service utilization.
This would provide the evidence on which appropriate
and informed policies to improve utilization can be
based.

At regional and global levels, WHO has been a
strong advocate of primary health care for more than
25 years. However, during that time many changes
have taken place, and primary health care faces new
economic, social and institutional challenges. Thus it
is important to review primary health care strategies
to ensure that the contribution primary health care
can make to improving health outcomes in the future
is clarified, particularly in light of demographic
changes, changes to the burden of disease, and
reforms to health systems. Globally, WHO has begun
a review of primary health care policy, and a regional
review began during the period. This review will
identify the policies and strategies that WHO should
develop for primary health care in coming years, as
well as the role of WHO and the resources needed in
order to support Members States in further developing
primary health care.

FUTURE
Globally there is growing interest in ensuring that
health systems are more clearly defined, which will
enable a greater implementation of a comprehensive
range of services, and that performance of these
systems is evaluated, to ensure that the limited
resources being directed into the health sector achieve
the greatest possible gains for populations. Thus work
to improve health systems in the next few years needs
to focus on two main aspects. First, efforts must be
made to identify factors which affect access to
appropriate services, and particularly public health
and primary health care services. Second, gaps in
essential services must be more clearly and
comprehensively identified, and programmes planned
in ways which will result in closing these gaps
permanently. In this regard, WHO will work with
countries to identify ways in which the system can be
strengthened, while ensuring continuity of delivery
for individual programmes, including strategies for
change so that a coherent system is created overall,
rather than many separate systems.
Finally, WHO will also ensure that primary health
care, as a fundamental and important health care
concept and approach, continues to remain
appropriate and relevant to modem health systems,
despite the increased global challenges and issues
that make implementing health systems considerably
more complex than in the past.
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Health legislation

ISSUES
Legislation is an indispensable instrument in
developing and implementing an effective and
sustainable health system, and is one way in which
Government policy decisions may be expressed
formally.
In m11ny ~0\mtri':'>, how':'V':'r, l':'gi>lfltion i> oft':'n
not used effectively. Laws are often out of date, which
can create significant problems for officials who are
supposed to implement or enforce them. Officers are
sometimes prevented from taking necessary actions,
particularly in regard to protecting the safety of
individuals or communities , because suitable
legislation is absent. In either case, there appear to be
a number of contributing factors .
First, the legislative process in some countries is
very complex, particularly in transitional countries.
Lawmaking is often based on consensus and adding a
statute to the statute book can in some cases take two
years. In situations like this, legislation passed at
central level is often quite general in nature, because
of the need for consensual evolution of the laws as
they are considered, and there are sometimes significant
problems in coordinating subsidiary legislative
instruments. To circumvent difficulties in passing
legislation, other regulatory instruments such as
ministerial decrees are used in some countries, for
example in the Cambodia, the Lao People's Democratic
Republic, Mongolia and Viet Nam. However these
instruments are not without problems, particularly
when the topic spans the portfolios of more than one
minister. This is often the case with public health
matters such as environmental health. Nor are such
instruments really suitable when the matter involves
fundamental restrictions of rights.
Second, there is sometimes a reluctance to support
the use of legislation, as legislative change requires
negotiations in the legislature, both in relation to the
policy involved and also for the use of limited time.
Unless the legislation deals with an urgent matter that
has obvious public attention and support, it may be
difficult to muster sufficient support to enable a law to
be passed by the legislature. In addition, updating of
legislation may be needed for rather technical reasons,

and it may be difficult for officials to convince
politicians of the necessity for change.
Third, even when there is political desire and
commitment for legislative change, most countries are
hampered by a lack of legal or policy expertise in
developing and implementing legislation.

WHO RESPONSE
During the period, WHO increased its level of support
for health legislation in countries of the Region, mainly
through extrabudgetary support from the Government
of Japan. Technical support focused on the following:
• improving understanding of the necessity of
health legislation;
• reviewing current legislation and providing
advice on appropriate changes;
• identifying and documenting the legislative
process within a country, so health personnel
understand the processes involved in achieving
legislative change;
• revising and drafting appropriate legislation;
• supporting countries to build capacity in health
legislation; and
• providing information on health legislation
examples and precedents from other countries
and health-related international regulations and
agreements.
The first workshop on health legislation in the Pacific
countries was held in October 2000 in Nuku'alofa,
Tonga. Seventeen participants (some from within the
Ministry of Health, others from legal practice) from
eight Pacific countries and areas attended. 1 The
workshop covered health care financing; pharmacy
and therapeutic goods law; mental health law; public
health law including food safety law and communicable
diseases law; and health practitioners law.
Support was also provided for specific countries.
For some countries, the work undertaken during the
period followed on from earlier policy or legislative
1

Cook Islands , French Polynes ia, Kiribati , Niue , Solomon
Islands, Tonga, Tuvalu and Vanuatu.
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reviews and drafting. This was the case in Marshall
Islands, Tonga and Vanuatu . In Marshall Islands,
legislation was drafted to help ensure the safety of
services delivered by health professionals and private
health providers. In Tonga, support was provided for a
review of changes required by the Law Reform
Committee in six draft bills. Assistance was also
provided to the Committee in its consideration ofthe
Mental Health Bill. In Vanuatu, support was provided
for drafting of public health regulations, a Health
Practitioners Bill, and tobacco control legislation and
regulations. WHO also worked with the government
to ensure the implementation of legislation through
rules and regulations.
For other countries, collaboration in this area was
relatively new. In Cambodia, inf01mation was collected
on cunent and proposed legislation, and commentary
was provided by a WHO consultant on regulation of
physicians, and the conditions for the functioning of
private medical, paramedical and auxiliary medical
services. In Mongolia, a National Drug Policy was
drafted , together with a supporting Therapeutic Goods
Bill. In China, two important meetings on food safety
regulations were held, related to China's entry into the
World Trade Organization (WTO). A symposium for
senior representatives of Chinese national and
provincial governments was held in November 2000
and this was followed by a workshop for participants
from a number of government health agencies, institutes
and industry in December 2000. The symposium and
the workshop covered WTO requirements on food
safety and the steps that needed to be taken to prepare
China for accession to the WTO.
In VietNam, collaboration was focused on reviews
of the proposed Drug Law, the Law on Protection of
People's Health, the Ordinance on Private Medical and
Pharmaceutical Practice, and the Ordinance on HIV/
AIDS. A seminar was also conducted in Hanoi,
December 2000 , on human research ethics and
processes to regulate the conduct of research
involving humans or their health records.
In the Lao People's Democratic Republic, support
was provided for a review and drafting of legislation
related to hygiene and health promotion.

RESULTS
The results of well-drafted and relevant legislation can
take a long time to become apparent. However, there

have been an increasing number of requests from
countries for support for drafting and implementing
legislation, which does suggest that there is greater
recognition of the role that well drafted legislation plays
in supporting public health.
Importantly, in a number of cases, further
collaboration has been requested following initial
support for the drafting of legislation or amendments.
In some cases this further collaboration involves
assisting the legislation through the Parliamentary
process, or implementing the legislation . This is
significant, as it indicates that the initial work is being
taken further.

ANALYSIS
Development of successful health legislation in any
country is a complex process. It involves an
understanding of both legal and health matters and
systems, set in a context that is relevant to the culture
and traditions of the country. In addition, health
legislation should be based on sound policy
development, and a clear perception of the role and
objectives ofthe legislation within an overall framework.
To develop effective legislation, therefore, countries
require a clear policy framework and a good policy
formulation process, involving appropriate input from
health and legal specialists. In order to make legislation
relevant, a good understanding of factors affecting
implementation in the country is also needed,
particularly in situations where statutory powers will
be exercised.
Unfortunately, most countries lack human
resources in all of these areas . The most severe
limitation is with regard to legal expertise, particularly
coupled with health experience. This is a significant
global problem. Therefore, for the foreseeable future, it
is likely that external assistance will be required for
many countries. This is particularly the case for many
countries and areas in the Pacific, where the pool of
legal expertise in general is small and the size of
countries does not wanant developing separate health
legal expertise. In addition, officers expected to enforce
legislation need to be appropriately trained, to ensure
that they apply the law appropriately and conectly,
and few countries cunently organize regular training
in this area.
WHO can support the development of appropriate
policy frameworks , identify international legal
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precedents that may be of relevance to the country,
highlight the main components and key definitions
needed in legislation, and assist in identifying key
approaches to implementation, including training.
However, drafting the legislation may need local legal
expertise, particularly when it needs to be expressed
in particular ways or when it is in a language other
than English or French. Familiarity with other laws
(including laws not specifically dealing with health)
that are of relevance to the legislation, as well as local
common law, is essential.
Further, it is important that support provided by
WHO be sustamed beyond the stage of making policy
proposals and drafting legislation. Legislation must
be introduced to the legislature and considered there,
which may require more detailed explanations of some
legal issues. Some sections may also need to be
redrafted before the legislation is passed in to law.
Dutlug Lite ltupleuteut.alluu phase, appruprlaLe syswms
must be in place, and officers trained to enforce
legislation - all of which may require further legal input.
Experience from the Marshall Islands, Tonga and
Vanuatu (where WHO support during the period built
on previous collaboration) confirms that sustained
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support is more likely to yield benefits than one-off
collaborations.
Although each country and area has a unique
health and legal system, nevertheless, there is much
that can be learned from other countries. For a number
of years, WHO has used the WHO International
Digest of Health Legislation as one means of
facilitating information exchange and this is now being
transferred into a web-based format.

FUTURE
If health systems in the Region are to become more
sustainable in future, the process for strengthening
human resources in health legislation must begin soon,
as it takes time for results to become apparent. As part
of this process, WHO will work with countries, other

lntet'tlattonat agencies and donors to identity ways 111
which this can be realistically achieved. In the
meantime, WHO will continue to support countries as
they review, revise, draft and implement health
legislation. It will also facilitate the exchange of
information and training.

Health care financing

ISSUES
Many countries in the Region are increasingly
focusing on health care financing reforms in order to
relieve funding constraints. Governments are seeking
additional sources of funding and looking to
institutionalize the best practices for resource
allocation and utilization.
Countries in economic transition continue to
implement organizational and management changes
in the public sector and at the same time to stimulate
different forms of private financing. One of these is
user fees for publicly provided health services. When
user fees are employed extensively, it can be a
challenging task both to generate revenue and to
protect the poor and disadvantaged when there is

widespread poverty. It is critically important that such
fee systems protect the poor and the vulnerable.
Pricing and types offee schedule can affect low-income
groups directly. For example, the existing flat fee
schedule in Cook Islands is a regressive system that
imposes a higher burden on lower income than higher
income households. Sometimes user fees push people
into poverty in direct ways. A recent health care demand
survey conducted by the Ministry of Health of
Cambodia in collaboration with WHO and Gesellschaft
fur Technische Zusammenarbeit (GTZ) revealed that
health expenditures constituted 22% of average
household expenses, but that this increased to nearly
30% among the poorest 20% ofthe population. Hospital
visits are prohibitively expensive for many Cambodians.
The survey also indicated that the most common source
of funds for treatment for major illnesses is
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Figure 11 . 1 Survey responses from household members in Cambodia regarding the type
of health care they choose as their first course of action
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Source: Demand Survey for Health Care in Cambodia, 1998.

Figure 11.2 Financing sources for public health services in Viet Nam, 1998
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moneylenders. Many poor people cannot afford to
repay these loans and some households are forced to
sell their most valuable assets, including their land.
Because of this heavy financial burden, Cambodian
people tend to seek less costly health care options
such as purchasing drugs (see Figure 11.1 ). 1

1

The Demand Survey for Health Care in Cambodia, 1998

High prices of medical services are also a major
public concern in China. According to the China
Consumers Association, about 80% of patients in
Beijing are unhappy about high fees. Facing high fees
for services, 30.8% of sick people in Beijing diagnose
their own diseases and buy medicines themselves.
Another 28.9% consult drugstore attendants instead
of doctors before buying medicines. Although the
severity of illness was not reflected in the survey, '·it
can be assumed that such practices lead to prolonged
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Community health insurance in La Union
Province, the Philippines
The Organization for Educational Resources and
Technological Training (ORT), a London-based
nongovernmental organization, and WHO support a
"Health Plus Scheme" or OHPS in La Union, the Philippines. The scheme started in 1994 and developed
gradually out of the emerging needs of almost 40 Villages m La Umon. It 1s a non-proht selt-hnancmg
community health insurance programme financed by voluntary prepayment. To date, it serves more than 700
families, or approximately 4000 individual members. Members are mostly farmers and private and public
employees. In this scheme, the insurance unit is the family. A standard family consisting of two to six members
pays a monthly premium of 120 pesos or about US$2 .50. After a brief qualifying period, family members are
equally entitled to a comprehensive range of services including unlimited consultations, free prescribed
drugs and free outpatient and inpatient~.:are fro111 the contracted hospital. Nonprescribed drugs may also be
purchased at a price lower than that offered by private drugstores. The essential components of this communitybased health insurance scheme are community will and support in the form of a large membership base,
cooperative management, local government support and partnership with a local hospital to provide health
care services to members. OHPS has attracted
attention from health financing experts in
Bangladesh, Cambodia, China and the Lao
People's Democratic Republic, and has recently
been adapted in Payatas, Quezon City, the
Philippines.
The Scheme's bulletin dated May-June 1999
contained the following story:
"Since becoming widowed . Shirley Abad. 3X. has
had to fend for her t\>.:o elementary-age
schoolchildren by selling foodstuffs and doing
various jobs in her community. When OHPS was
introduced in the province she immediately
accepted the otTer to become a member as her eightyear-old daughter suffered from asthma attacks
which she did not know how to manage. Howe\"er.
when she brought her daughter to the OHPS clinic
for the first time, the doctors told her what asthma
was and how the attacks could be prevented and
managed. Her daughter received the medicines she
needed for free. Now her daughter has gained
weight and is much healthier."
An insured patient consults with a doctor
in an OHPS clinic
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ill health in at least some of these consumers, due to
partial drug doses, discontinuation of treatment and
other potential side effects.
Prepayment for health services in the form of social
health insurance is one of best financing options.
However, there are widespread misconceptions that
health insurance is feasible only for the formal sector
and that health insurance benefits cover only
catastrophic illnesses.
In addition to government funding, health
insurance, external funding and the private sector play
important roles in funding the Region's health systems.
However, many countries that have recently introduced
health insurance are struggling to make it universal. A
common concern is how to extend coverage to the selfemployed and informal sectors that dominate many
economies. Countries that have traditionally relied on
external funding are facing new challenges. In most
countries, some torm of user tee has been introduced,
even though the legal framework to provide free health
services often remains unchanged.
Pricing, budgeting and accounting issues are
another challenge for health systems in the Region.
These issues need to be addressed with health
managers and decision-makers at all levels. In practice,
lack of technical and managerial skills and infonnation
often leads to difficulties in funding and providing
health services.

WHO RESPONSE
WHO is continuing to review health care financing
policies and to strengthen its internal capacity in order
to respond effectively to health care financing reforms
and initiatives throughout the Region.
During the reporting period support was focused
on countries in economic transition and Pacific island
countries. Technical support was provided to
Cambodia, China, Cook Islands, the Lao People's
Democratic Republic, the Federated States of
Micronesia, Mongolia, Papua New Guinea, Samoa and
Viet Nam. Support was also provided to Brunei
Darussalam and Malaysia. Support covered the
strengthening of social health insurance, costing,
pricing and budgeting skills, development of
comprehensive national health accounts and
improvement in financial management. WHO is
ensuring that the lessons from country-specific

experiences are shared within and outside the Region,
by organizing short- and long-term fellowships and
holding workshops and seminars.
WHO has continued good working relations with
other international agencies and partners such as the
UN Trust Fund for Human Security, the Asian
Development Bank (ADB), the World Bank (WB), the
United States Agency for International Development
(USAID), and the Governments ofJapan, Luxembourg,
and the Netherlands. WHO and ADB held joint
missions to review and identify how health care
financing arrangements and social health insurance
schemes could be improved in Cambodia, the Lao
People's Democratic Republic, the Federated States of
Micronesia, Mongolia and Viet Nam. WHO is also
working closely with national institutes and regional
networks, such as the Asia Pacific Health Economics
Network (APHEN) and the Asia Pacific National Health
Accounts (APNHA) to tdentJty possible collaboration
aimed at strengthening sustainable and effective health
care financing mechanisms.

RESULTS
Awareness of the importance of health care financing
within the health system is rapidly increasing in the
Region. More countries are recognizing that
improvements in health care financing arrangements
not only mobilize monetary resources required for the
delivery of services, but also improve effective
allocation of resources and payment mechanisms for
service providers. The World Health Report 2000,
which had as its theme health systems, contributed to
a deeper understanding of health care issues (such as
fairness of financing) in the context of health system
goals and functions. Many countries in the Region
have indicated an interest in strengthening of pricing
and budgeting skills and in introducing prepayment
mechanisms such as social health insurance.
The Ministerial Round Table held during the fiftyfirst session of the WHO Regional Committee for the
Western Pacific in Manila in September 2000 was on
health and poverty. The round table was attended by
most of the Region's ministers of health and was very
valuable in generating increased recognition that health
insurance mechanisms based on fund pooling and the
risk-sharing principle are the best social protection
mechanism, especially for the poor.
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WHO's support for social safety nets which focus
on the development of community-based health
insurance has been accepted in many countries,
including the Lao People's Democratic Republic, the
Federated States of Micronesia, the Philippines and
VietNam, as an essential way of achieving universal
access to health care through insurance coverage.
Successful experiences in compulsory social
health insurance in Japan, Mongolia, the Philippines,
the Republic of Korea and VietNam have demonstrated
how health insurance can be developed in countries
with different income levels. Following WHO
collaboration, Brunei Darussalam, the Lao People's
Democratic Republic, Malaysia and the Federated
States of Micronesia have shown considerable interest
in adopting compulsory health insurance. Initiatives
to improve their national health accounts (NHA) in
line with the WHO position on NHA have been
undertaken in several countries. Many governments
now clearly understand the importance of reliable and
accurate information on the financing of the health
sector. A firm information base not only facilitates
monitoring and evaluation, but also decision-making
for better health in the future.

ANALYSIS
Limited traditional sources ofhealth financing, coupled
with growing demands for health care, often lead to
alternative funding strategies. Within health care
financing reform, user fees have been introduced in
many countries of the Region to provide additional
sources of revenue for the health sector. In VietNam,
for example, since 1989, when a user fee system was
introduced, fee collections have increased dramatically.
By 1998, user fees accounted for 13% of total public
health spending on health (see Figure 11.2). In the last
five years, user fees have become a very important
source of hospital financing, and accounted for nearly
a third of all hospital revenue in 1998. The share ofthe
state budget in total hospital financing was reduced
from 76% in 1994 to 47% in 1998. 2
Similar trends have been seen in China and the
Lao People's Democratic Republic. In the Philippines,
private sources of financing (which include out of
pocket and private insurance) have increased

2

Ministry of Health, Viet Nam, 2000.

progressively and, by 1998, represented 55.1 billion
pesos or 54.8% of total health expenditures. Meanwhile,
government expenditure represented 35.8 billion pesos
or 35.6%. In terms of increases over the previous year,
revenue from private sources had increased by 11.1 %,
while that from the government had increased by only
5%.3
Because of the significant external support most
Pacific island countries used to receive, their overall
health financing has traditionally been relatively stable.
However, recent decreases in external resource flows
have led to cuts in health budgets and mobilization of
other revenue sources for financing of health care. In
the Federated States ofMicronesia, for example, recent
decreases in US funding have led to a cut in the health
budget of nearly 30%. User fees have been extensively
introduced, but have sometimes affected utilization
patterns. For example, in some countries most resources
are used for expensive curative and overseas refenals
rather than effective preventive and public health
programmes within the country. In some, the existing
user fee structure discourages use of health centres
because of the high fees. As a result, people bypass
health centres to receive outpatient care at hospitals
where these services are still free of charge. This
highlights the need not just to raise more money but to
ensure efficient mobilization and allocation of
resources. This will not only ease the financial burden
but also improve the performance of the health system
as a whole.
Even in countries which are supposed to provide
free health services, patients often pay for services
through informal charges for medical personnel, drugs
and other services.
For example, emergency medical care, including
transportation of patients, is supposed to be free in
Mongolia. However, in rural provinces, nomadic
households are commonly asked to pay in emergency
cases for ambulance fuel and other medical supplies
because of budgetary constraints in rural hospitals.
Because in low-income countries the poor and
vulnerable bear the highest burden health care, WHO's
position is that user fees should go always together
with social safety nets for the poor. Direct user fees
should be regarded as a transitional solution before
health care financing arrangements are moved to
prepayment schemes. There is already considerable

3

1998 Philippines National Health Accounts.
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evidence from the Region that formalizing informal
charges and subsuming user fees into a health
insurance prepayment system provides greater access
and equity/for the poor and vulnerable population.

FUTURE
WHO will continue to support new health care financing
initiatives and reforms in the Region. It will work with
countries to ensure that financing mechanisms are not
only stable but do not impose financial burdens on
households in times of illness. Priority will therefore be

given to social health insurance schemes that allow
the highest degree of risk-sharing and fund pooling
through prepayment. WHO will work closely with
governments to ensure that additional resources
mobilized from new sources of financing do not lead to
a decrease in government funding and that instead
more funds are channelled to the most effective
preventive and public health programmes.
WHO will support national health accounts that
will lead to the greater use of internationally comparable,
accurate and reliable health expenditure data at different
policy and decision-making levels within the Western
Pacific Region.
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Poverty and health

ISSUES
WHO's work already benefits the poor in many ways.
Nevertheless, WHO is now paying increasing attention
to poverty and health issues, attempting to approach
health as a means of combating absolute poverty.
Health is increasingly being seen as a crucially
important asset of poor people. From this perspective,
protecting and improving health are central to poverty
reduction and human development.
About 1300 million people worldwide (20% of the
world's population) live in absolute poverty, with an
income of less than $1 per day. These people have
been excluded from many of the benefits of economic
development and advances in human health that took
place during the last century.
Poverty reduction is a critical development
challenge for many Member States in the Region. Nine
of the Region's countries and areas have annual per
capita incomes ofless than $1000. 1 Moreover, poverty
is strongly correlated with ill-health. For example,
people living in absolute poverty are five times more
likely to die before reaching the age of five, and two
and a halftimes more likely to die between the ages of
15 and 59, than those in higher-income groups. 2 HIV/
AIDS, malaria, tuberculosis (TB), diarrhoeal diseases,
malnutrition and maternal mortality all
disproportionately affect the poor, often rendering them
destitute.

WHO RESPONSE
During the period, WHO focused on the links between
poverty and health particularly in the following areas:
• intensifying efforts to control and prevent
highly prevalent diseases/conditions

1

2

Cambodia, China, Kiribati, Lao People's Democratic Republic,
Mongolia, Samoa, Solomon Islands, Tokelau and Viet Nam.
Source: Country Health Information Profiles . WHO, Manila
1999.
Poverty and Health: Report by the Director-General (EB 105/5),
14 December 1999.

•
•

•

•

•

associated with poverty, such as tuberculosis,
and malnutrition;
targeting the poor in such areas as
reproductive health, nutrition and malaria;
paying attention to the systemic factors that
sometimes hinder access by the poor to
programmes (for example, the directly observed
treatment, short-course (DOTS) programme for
tuberculosis contains a financing component
and financing for the purchase of antimalarial
drugs is an essential element of the Roll Back
Malaria movement);
promoting awareness of the importance of
poverty and health issues and the need to
address financial barriers to access to care by
introducing sustainable health care financing
options for the poor, including social safety
nets (see also pp. 153-158);
collaborating with partners on poverty
reduction resources and related strategies, for
example, with the Asian Development Bank
(ADB) on strengthening the legal framework
for health services and food safety and with
the Department for International Development
of the United Kingdom (DFID) through support
from the Asia Regional Poverty Fund;
looking for new partners, including
nongovernmental organizations (NGOs), to
collaborate with on integrated poverty
reduction interventions.

WHO supported officials from Cambodia to visit the
Philippines to learn about an innovative NGOimplemented community-based health insurance
scheme being implemented in Payatas, Quezon City,
and La Union province (see pp. 155).
All of the focuses at the Regional Office have
increased the emphasis they give to poverty and
health issues. Recent initiatives that will have direct
implications for populations living in poverty include
Roll Back Malaria in Mekong countries; health
improvement and poverty reduction through healthy
marketplaces; enhancing WHO country capacity to
integrate poverty issues into ongoing/future work;
and safe motherhood and women's empowerment.
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During the period, the Regional Office compiled a
databank of resources on poverty and health for
dissemination to country offices. Material on poverty
and health was added to the website.
WHO also worked with the Lao People's
Democratic Republic to facilitate the development of a
poverty-focused integrated development project that
substitutes other cash crops for tobacco. The project
will use early childhood care services as an entry point
for broader activities related to community
development and poverty alleviation. The main project
components include: income-generating activities;
early childhood care and education; health services,
including a community-based prepayment scheme;
infrastructure; and community development.

RESULTS
Poverty and health concerns underlie all of WHO's
work. Specific results can be found in the sections of
this report dealing with health conditions that are
closely correlated with poverty, such as tuberculosis,
malaria, HIV/AIDS, child health, malnutrition,
reproductive health, and food safety. More generally,
more and more countries are beginning to address
poverty and health linkages in health systems
development, including reducing financial barriers to
access to health care and increasing the capacity of
health workers to respond to the needs of the poor. For
example, the government of Viet Nam has recently
allocated funds to purchase 4 million health insurance

Children living in absolute poverty are .five times more likely to die before the age of.five
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cards for providing free health care services to poor
households. WHO is now in the process of assisting
the VietNam Health Insurance Scheme to implement
this plan.

ANALYSIS
The positive effects of increasing per capita income on
health are well documented. Higher incomes give
greater access to the goods and services that promote
good health-such as better nutrition, safe water and
sanitation, and good-quality health services. Evidence
is mounting that good health can also promote
household incomes and national economic growth.
Conversely, a higher burden of disease can impede
economic growth. The significance of these findings
is clear: moving from a vicious to a virtuous circle
requires investments in improving and protecting the
health of the poor.
One of the international development goals (IDGs) 3
is to halve the number of people in extreme poverty by
2015. If this is to be achieved in the Western Pacific
Region, health policy development and systems
implementation must ensure greater equality of health
outcomes and greater equity in health financing. In
particular:
• resources should be redirected to focus on costeffective methods to prevent and treat diseases
3

The lOGs summarize global commitments that have emerged
from a series of international summits, including the United
Nations Conference on Environment and Development in
Rio de Janeiro (1992), the Inte rn a tional Conference on
Population and Development in Cairo ( 1994), and the World
Summit for Social Development in Copenhagen ( 1995).

and conditions that disproportionately affect
the poor;
• poor and vulnerable populations should be
targeted by directing funds, staff and supplies
to areas where the poor live, work and learn;
• systems should be designed to protect the poor
from out-of-pocket costs, by increasing the level
of prepayment through general taxation,
mandated social health insurance contributions
or voluntary initiatives and subsidizing the
poorest;
• the key functions of the health system- raising
and pooling funds, purchasing health services
and providing care - should work in harmony to
achieve overall health system goals, including
the maintenance of budgetary allocations for
essential health services and cross-sectoral
advocacy to influence policy on the wider
determinants of the health of the poor.

FUTURE
WHO's future efforts in the area of poverty and health
will focus on intensification of the identified strategies
and approaches. Future activities are likely to focus on
areas such as: collaboration with other partners on
poverty-focused work, including nongovernmental
organizations and the not-for-profit private sector. An
important area of work will be the "massive effort" to
tackle the diseases of poverty, a recent global initiative
by WHO that aims to contribute to poverty reduction
by reducing the illness and premature mortality
experienced by poor people. Specific targets have been
set in relation to HIV/AIDS, malaria and tuberculosis.

HEALTH SECTOR DEVELOPMENT

Essential drugs and medicines policies

ISSUES
Access to essential medicines
Consistent access to high-quality essential medicines
is fundamental to the performance of health care
systems. However, despite the availability of many
effective drugs on the world market, many people in
developing countries in the Western Pacific Region
still do not have regular access to essential medicines.
This lack of access to drugs clearly jeopardizes efforts
to improve health and reduce morbidity and mortality.
For example, many deaths in developing countries are
caused by acute respiratory infections, diarrhoeal
diseases, malaria, tuberculosis, and other common
diseases that can be prevented or treated with simple
and effective essential medicines.
Irregular access to drugs is often caused by
inefficiency in managing drug supplies, including
selection, procurement, distribution and use. Inefficient
selection sometimes means that a large number of
nonessential medicines are widely available in the
market or health facilities, while the supply of essential
medicines is irregular. Many countries lack the
infrastructure and resources for drug management and
di stribution.
High prices of some medicines, coupled with
relatively low public funding for the purchase of
pharmaceuticals, severely restrict availability in many
developing countries.

Inadequate regulatory capacity and
enforcement
Drug regulation aims to ensure the safety, efficacy and
quality of drugs, as well as the accuracy of product
information. The ultimate goal is to protect public
health. Drug regulation covers drug evaluation and
registration, drug licensing and inspection, drug
legislation, quality assurance, control of drug
promotion and advertising, among others. However,
many countries in the Region lack the institutional
capa~ity to regulate pharmaceutical activities
effectively. Drug evaluation and registration systems
may not exist or may not be implemented. Legislation

and regulations governing prescribing and dispensing
of drugs and the classification of medicines often do
not exist. Even if they do , they are often not
implemented or enforced efficiently.
Only a few countries in the Region have an
operational licensing and inspection system for
dispensing and sale of pharmaceuticals. As a
consequence, in many developing countries in the
Region, prescription drugs can be easily purchased
without prescriptions. Untrained staff in unlicensed
drug outlets often prescribe, dispense and sell
medicines to consumers without proper supervision.
Under such circumstances the safety, efficacy, quality
and proper use of pharmaceutical products cannot,
therefore, be assured. Poorer and less educated people
often become the target of such services. Extensive
pharmaceutical promotion to the general public
exacerbates the problem.

Counterfeit medicines and substandard
pharmaceutical products
In recent years, counterfeit medicines - in particular,
antibiotics, antimalarials and common drugs such as
antipyretics or antiasthmatics - have been found with
increasing frequency in some countries and areas. A
counterfeit medicine is one which is deliberately and
fraudulently mislabelled with respect to identity and
source. Counterfeiting can apply to both branded and
generic products. Counterfeit products may include
products with the correct ingredients, with the wrong
ingredients, without any active ingredients, with
insufficient active ingredients or with fake packaging.
Counterfeit or substandard antibiotic products
containing inadequate amounts of ingredients may
have catastrophic results if they are used for treating
serious illnesses like pneumonia, malaria, or
tuberculosis. In Cambodia, for example, there have
been reports of counterfeit antimalarials causing
fatalities. Widespread use of antibiotic products with
inadequate amounts of the active ingredient can also
lead to antimicrobial resistance (see pp.66-71 ).
In addition to their health consequences,
counterfeit drugs undermine the confidence of the
general public in the health care system, leading to
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Provincial pharmacy in Vientiane, the Lao Peoples
Democratic Republic

greater use of alternative and unauthorized,
uncontrolled sources of health care.
A number of factors contribute to the growth in
counterfeiting. Lack of appropriate legislation or weak
legislation governing the manufacture, distribution,
export and import of drugs is one factor, weak sanctions
are another. In many countries there is poor
coordination between law enforcement agencies, drug
regulatory agencies, industry, the health care providers
and consumers within and between countries. Another
factor is the globalization of commerce, which has led
to trade barriers being removed. This has meant
increasing international trade in pharmaceuticals and,
in countries where appropriate regulatory measures are
not in place, in counterfeit pharmaceuticals.
Substandard drugs are products which do not meet
quality criteria because they are manufactured without
fully complying to good manufacturing practices
(GMP). Some countries with manufacturing capability
have difficulties in complying with current international
guidelines on GMP, due to lack of trained human
resources, appropriate infrastructure and weak
implementation of relevant regulations and legislation.

Irrational drug use
Practices that encourage irrational drug use are
widespread. Overuse of antibiotics, injectable products
and multivitamin preparations and polypharmacy are
common in the Region. Such practices are medically
ineffective or even harmful, and economically
inefficient. They are not confined to developing
countries, but can be found in developed countries as
well. Such irrational drug use can have serious adverse
medical, social and economic impacts. It can jeopardize

the outcome of treatment and increase the incidence
of adverse drug reactions or antimicrobial resistance
(see pp.66-71 ). The economic impacts of irrational drug
use can also be serious, as such practices can drain
the limited resources for health.
The underlying causes of irrational drug use
practices are complex and may involve providers,
patients, the health care environment and excessive
pharmaceutical promotion. One important factor,
especially in the private sector, is that providers who
prescribe irrationally will often have more profitable
practices. This is particularly the case when providers
prescribe, as well as dispensing and selling drugs to
their clients.
Training on rational drug use has often been
regarded as the best way of dealing with these
problems. However, training alone is not sufficient.
Although training on rational drug use (RDU) has
been carried out in several countries in the Region,
problems still persist. Many countries do not have
effective RDU strategies that use multiple
interventions and combine educational, managerial,
economic, and regulatory approaches. These include
using essential drug lists; developing and using
treatment guidelines; monitoring and supervising
prescribing practices, and, if necessary, taking action
to amend them; and combining rational drug selection
with an insurance-based reimbursement scheme.

Trade globalization
Current trends towards trade globalization, especially
with regard to the implementation of the Trade Related
Aspects of Intellectual Property Rights (TRIPS)
Agreement of the World Trade Organization (WTO),
will have an impact on the access, availability and
affordability of pharmaceuticals in the Region.
The TRIPS Agreement will mean that the local
production and importation of generic drugs under
patent will no longer be possible. This may make some
existing essential medicines more expensive. The
problem will be even more acute with new drugs, most,
if not all, of which are too expensive for many patients
and health systems in developing countries. Access
to and the affordability of existing essential medicines
under patent and new essential medicines may,
therefore, be severely jeopardized.
Fourteen countries and areas in the Region are
members of WTO and seven are in the process of
joining (Table 11.1 ). These countries need to draft or
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amend existing patent legislation to comply with the
Agreement, and to incorporate provisions to safeguard
the interests of public health, particularly with regard
to ensuring access to and affordability of drugs. This
process will require expertise and good intersectoral
collaboration between pharmaceutical and health
sectors and related sectors such as industry and trade.
However, many countries do not have such expertise
and in many intersectoral collaboration is weak. Access
to information on pharmaceuticals and the rapidly
changing world of trade globalization is often very
limited.
'1 'rade globalization will facilitate more cross-border
trade in pharmaceuticals. The enforcement of
regulations governing the importation of drugs, which
is weak in many countries, needs to be strengthened.
The quality of pharmaceutical products entering the
international market needs to be assured, in compliance
with international standards, but mechanisms to do
this are limited in many countries.

WHO RESPONSE
Access to essential medicines
Access to essential drugs - meaning that essential
drugs are both physically available at health facilities
Table 11.1 Members and observers of the World
Trade Organization from the
Western Pacific Region

Australia

Cambodia

Brunei Darussalam

China

Fiji
Hong Kong (China)

Lao People's Democratic Republic

Japan
Macao (China)
Malaysia
Mongolia
New Zealand
Papua New Guinea
Philippines
Republic of Korea
Singapore
Solomon Islands

Samoa
Tonga
Vanuatu
VietNam

and financially affordable- is a key priority of WHO.
In the Western Pacific Region, WHO works with
Member States to ensure regular availability and
accessibility of essential drugs of good quality and
their appropriate use within the framework of national
drug policies. WHO supports Member States to
formulate and implement comprehensive national drug
policies (NDP) or elements of an NDP and to monitor
implementation. The essential drug concept, the most
important element of an NDP, has been widely accepted
as a practical way of providing the best modern,
evidence-based and cost-effective health care services.
When countries systematically implement an NDP,
problems of access, use, and quality of drugs can be
effectively addressed.
WHO also works with Member States to ensure
access to drugs for such diseases as tuberculosis and
malaria (see pp. 34-43 and 15-23) and childhood illnesses
such as acute respiratory infections and diarrhoeal
diseases (see pp. 91-97)
More than half of the countries in the Western
Pacific Region have now implemented or are in the
process of formulating an NDP. WHO facilitates
exchanges of information and experiences on
implementing NDPs, especially with regard to effective
implementation strategies. For example, an intercountry
workshop to evaluate the implementation ofNDPs in
the Region and to identifY effective strategies was held
in the Regional Office in November 2000. One important
recommendation of the meeting was that monitoring of
NDP implementation and evaluation of its impact
should be carried out regularly. In other words, WHO
should not only collaborate with Member States in
formulating policy, but also in assessing whether the
policy has had a positive impact on health care in terms
of access, availability of essential medicines and their
use .
Technical suppoti was given to Mongolia, which
is currently formulating an NDP, and to the Lao People's
Democratic Republic, which is revising its NDP. It is
essential that staff implementing NDPs are properly
trained and WHO has supported participation in
international training courses in this area. Staff from
China, Fiji and the Philippines participated in the
International Course on Drug Policies Issues in
Developing and Transitional Countries in Lebanon in
October- November 2001. This course is organized
annually by Harvard University in collaboration with
WHO 's Essential Drugs and Medicines Policies
department.
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With regard to monitoring NDP implementation at
the country level, WHO has worked closely with the
Essential Drugs Bureau of the Ministry of Health,
Cambodia, to strengthen and to expand the Integrated
Monitoring and Supervision System on Drug Use and
Drug Management. This is a notable achievement for
Cambodia, as such a monitoring system is rare among
developing countries. National and provincial
workshops to improve this monitoring system have
been undertaken.
In order to improve the availability of drugs in
Pacific island countries and to review the potential for
bulk purchases of pharmaceuticals, WHO also provided
technical and financial support for a 'Pacific Small
Island States Workshop on Collaboration with Fiji in
Pharmaceutical Bulk Purchase', in Nadi, Fiji, in
April2001.

Strengthening regulatory capacity
WHO works with Member States to integrate essential
drugs and medicines policies into national health
systems . Adopting regulations related to
pharmaceuticals, strengthening human resources
development and strengthening the drug regulatory
system will all improve the overall national health
system. In Cambodia, for example, WHO has supported
the drafting oflegislation governing pharmacy practice.
A campaign to encourage the general public to use
licensed pharmacies is also underway and a training
workshop on drug evaluation and registration of
generic products has also been completed in Cambodia.
Fiji is cunently revising its Pharmacy and Poison Act
and WHO has provided technical support for a review
ofthe Phannacy Bill, the Therapeutic Goods and Poison
Bill and related regulations. The Australian Agency for
International Development (AusAID) and WHO are
working together with the government to improve drug
registration, drug inspection capacity and rational drug
use in Papua New Guinea. Staff training for use of a
practical computerized drug registration system has
been carried out in Mongolia, the Lao People's
Democratic Republic and Papua New Guinea.
Subregional cooperation in pharmaceuticals to
strengthen drug regulatory authorities has received
special attention. A proposal on Harmonization of Drug
Regulatory Matters among ASEAN member countries
has been developed with technical support from WHO.
This is part of systematic effort to strengthen drug
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regulatory authorities, to promote subregional
cooperation, and to improve access to high-quality
medicines in A SEAN member countries. Technical and
financial support was provided for the 8th Meeting
on ASEAN Technical Cooperation in Pharmaceuticals
held in Hanoi, VietNam in October--November 2000.
Strengthening the drug regulatory capacity of new
member countries of ASEAN (Cambodia, the Lao
People's Democratic Republic and Viet Nam) has
received special attention from WHO and in April200 1
the drug regulatory capacities in the Lao People's
Democratic Republic and Viet Nam were assessed,
particularly with regard to the need for human
resources training.

Counterfeit drugs and quality assurance of
pharmaceutical products
WHO works very closely with Cambodia to combat
counterfeit drugs, across a range of areas. A study on
counterfeit drugs is now underway. A special working
group has been established, with representatives from
inside and outside the Ministry of Health to advise
the Government on strategies to combat
counterfeiting. Public education about counterfeit
drugs is crucial, and is now underway in Cambodia.
Revision of the practical manual on Rapid Examination
Methods Against Counterfeit and Sub-standard Drugs
is being prepared by Japan International Corporation
ofWelfare Services (JICWELS) in collaboration with
WHO.
WHO supported the 11th meeting on the
Production and Utilization of ASEAN Reference
Substances in Nonthabury, Thailand, in August 2000.
Particular attention was paid to Cambodia, the Lao
People's Democratic Republic and VietNam, and a
special training course on producing and using
reference substances was held, also in Nonthabury,
in March 2001.
Efforts to improve quality control in Pacific island
countries were supported, through the provision of
reference substances for the University of South
Pacific. With regard to quality assurance of
antituberculosis drugs, WHO is working with China
to improve quality assurance and good manufacturing
practices. Support for the assessment of GMP and
quality control of antituberculosis drugs in China has
been cauied out in collaboration with the Stop TB
focus. National training workshops on GMP have also
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been conducted in Cambodia, China and the Philippines.
Technical support was provided to Mongolia to assess
GMP and quality assurance.

Appropriate use of medicine
Improving appropriate use of medicine has always
received special attention from WHO. Technical
support was provided to Mongolia for revising its
essential drugs list and finalizing treatment guidelines.
In Cambodia, treatment guidelines and the National Drug
Formulary have been produced and distributed in health
facilities. WHO also supported RDU activities through
the implementation of drug use monitoring in public
health care facilities in Cambodia. Human resources
capacity is crucial in developing and implementing RDU
strategy. Staff from the Lao People's Democratic
Republic and the Philippines participated in an
international training course on Promoting Rational
Drug Use in Padang, Indonesia, in October 2000,
organized by the International Network for Rational Use
of Drugs (INRUD) in collaboration with WHO.
Technical collaboration was provided to Viet Nam to
integrate RDU into undergraduate medical and
phannacy curricula, and to incorporate problem-based
pharmacotherapy teaching.

Globalization
With regard to trade globalization, WHO has an
important wit: to play. WHO supports the ena<.:tment or
amendment of national legislation that will help
countries to maximize the advantages that may accrue
from more open international trade while at the same
time safeguarding public health. These provisions
include compulsory licensing and parallel importation
to improve access to and affordability of drugs.
Compulsory licensing and parallel imports are permitted
under the TRIPS Agreement, but if countries wish to
implement these provisions, they are not protected by
the Agreement. The inclusion of these provisions in
national legislation is therefore of utmost importance.
In addition to its support for the enactment of
amendment of legislation, WHO also promotes the
Organization's technical norms, standards and
guidelines, which represent an international consensus
on improving the quality of drugs.
In order to increase awareness of the impact of
trade globalization on pharmaceuticals, especially the
impacts of TRIPS, a booklet was published and

disseminated to drug regulatory authorities in the
Region. WHO also supported the participation of
countries in ASEAN meetings related to WTO and the
TRIPS Agreement in Jakarta, Indonesia, in May 2000
and February 200 I.
At the global level, WHO also works with the WTO
and industrial partners to develop mechanisms to
reduce prices for new essential drugs in low-income
countries (known as equity pricing).

RESULTS
National capacity to implement a comprehensive NDP,
with an essential drugs programme as its main element,
has improved in some countries in the Region,
especially in countries with ongoing monitoring
systems like Cambodia. Efficiently implemented NDPs
will improve the access, availability and rational use of
essential medicines in health facilities.
Drug regulatory systems have been improved,
especially with regard to drug evaluation and drug
registration. Legislation governing pharmacy practices
has been formulated in Cambodia. In Fiji, the Pharmacy
and Poison Act has been split into a Pharmacy Bill and
a Therapeutic Goods and Poison Bill, which will aid
enforcement. With WHO support, a proposal for the
Harmonization of Drug Regulatory Matters has been
developed and agreed upon by ASEAN member
countries. This will help to strengthen cooperation
among drug regulatory authorities in ASEAN anJ to
improve access to and quality of medicines.
Computerized drug registration systems have been put
in place in the Lao People's Democratic Republic,
Mongolia and Papua New Guinea.
National capacity to formulate and to implement
innovative strategies to promote rational drug use has
been improved in several countries, including Cambodia
and the Philippines. This will contribute significantly
to the improvement of rational drug use. Cambodia's
effective system for monitoring and supervising drug
management has been a very good model for other
developing countries in improving access, availability
and rational use of medicines in health facilities.
Treatment Guidelines in Cambodia and Mongolia have
been revised, and a National Drug Formulary for
Cambodia has been produced.
Systematic efforts to combat counterfeit medicines
have been made in Cambodia. An intersectoral working
group against counterfeit drugs has been formed,
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legislation has been drafted, the capacity oflaboratory
testing has been improved, pharmacy outlets have
been licensed, and the public has been educated on
the dangers of counterfeit drugs. A survey on
counterfeit drugs has recently been completed.
Quality assurance of pharmaceuticals and good
manufacturing practices have been improved in China
and the Philippines to ensure compliance with
international guidelines. In Cambodia, quality testing
of pharmaceuticals in national laboratories has been
improved.
Awareness of the implications for health of trade
globalization and especially the TRIPS Agreement has
grown among drug regulatory agencies in the Region,
aided by the practical booklet on the Agreement
published and distributed by WHO.

system of financing of health and pharmaceuticals
(where payment is usually made out of a patient's
pocket) tends to make irrational prescription of drugs
profitable. The essential drug concept and practice
guidelines need to be incorporated into insurance and
other financing schemes.
Given the globalization of trade in pharmaceuticals,
the need to comply with international guidelines
governing good manufacturing practices and quality
assurance of pharmaceuticals is more acute .than ever.
International collaboration is crucial in dealing with
counterfeit medicines and substandard products.
Efforts to increase intersectoral collaboration within
countries and international collaboration between
countries need to be pursued to combat counterfeit
medicines.

ANALYSIS

FUTURE

Rapid changes in the economic environment due to
trade globalization, coupled with reforms affecting the
health and pharmaceutical sectors in many countries,
mean that access to essential medicines will remain an
important issue in years to come. Essential medicines
have a key role to play in combating the diseases of
poverty, such as tuberculosis, malaria and childhood
illnesses, that are still endemic in some countries and
areas, and in responding to the increasing incidence of
noncommunicable diseases such as diabetes .. It is of
ulmusl impurlam:e lhal every effurl should be made lu
improve access to drugs under the framework of
national drug policies, as an integral part of national
health policy. Although the NDP may include economic
as well as other national development objectives, its
primary focus must remain the improvement of public
health.
To have a sustainable impact on health, efforts to
improve access, availability, quality and rational use of
essential medicines should be undertaken in
conjunction with overall health systems development.
Using external sources to provide essential medicines
may have an immediate impact, but this will not lead to
long-term or sustainable improvements. It is also
important that such drugs should not bypass the
existing drug regulatory system.
In most countries in the Region there is a need to
develop effective financing strategies. The current

WHO will continue to collaborate with countries in the
Region to develop and strengthen NDPs. More
attention will be focused on monitoring implementation
and on evaluating the impact of NDPs on access,
availability, affordability, and rational use. WHO will
hold a regional workshop for NDP evaluation every
two years.
Strengthening drug regulatory systems will receive
particular attention, for instance through subregional
cooperation in pharmaceuticals or through technical
assislam:e. WHO will suppu1l cuuuliies lo imptove
GMP and quality assurance by complying with
international guidelines. WHO will also work with
countries to combat counterfeit medicines.
Proven effective RDU strategies such as the
monitoring and supervision system in Cambodia will
be replicated in some other countries depending on
local feasibility and resources. RDU strategies for the
private sector and hospital facilities will be developed.
Strengthening human resources in the pharmaceutical
sector will be essential to ensure an efficient drug
regulatory system.
In collaboration with relevant partners and
Member States, WHO will keep abreast with
developments in trade globalization and the TRIPS
Agreement, especially with regard to their implications
for access, availability, and affordability of essential
medicines.
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Traditional medicine

ISSUES
Increasing use of traditional medicine
Traditional medicine is the ancient and culture-bound
medical practice which existed in human societies
before the application of modem science to health. After
the introclur.tion of mocl~rn m~rlir.inP. intn thP. rnnntriP.<;
of the Region, traditional medicine was in most cases
rejected by formal medical service systems.
Nevertheless, traditional medicine still exists in all
countries and areas in the Western Pacific Region. It
provides an alternative option for people living in
developed countries, while for a large part of the
population in many developing countries it is the only
available, affordable and accessible health service.
Interest in traditional medicine has increased over the
last decade and seems likely to continue. People now
are more prepared to look for alternative approaches to
maintain their health.

Increasing interest from government
Increased demands from the public have been reflected
in the attention paid by governments to traditional
medicine. More and more governments from countries
and areas within the Kegion have shown a willingness
to promote the proper use of traditional medicine and
bring it into the fonnal health service system. There is
a need for governments to establish clear policies on
traditional medicine to clarify the government's role
and to establish or update regulations governing
traditional medicine.

Increasing interest from the scientific
community and industry
Public demands have also led to increasing involvement
from the scientific community. Many medical doctors
have begun to use traditional remedies and techniques
in their daily practice. Universities and medical schools
in several countries offer full-time degree courses or
short introductory courses on traditional medicine.
Some researchers are attempting to re-evaluate the
safety and efficacy oftraditional medicine, while others

are engaged in research into new drugs and other
products derived from plants used by traditional
medicine. The support of the scientific community will
be needed if traditional medicine is to be brought into
the mainstream of the health service.
Protecting the intellectual property of traditional
medicines is an issue that has been raised in several
intr:-rnllti0n\ll f0r11, inr:h1ding the Meeting 0fMinioten1
ofHealth for Pacific Island Countries in Madang, Papua
New Guinea in March 2001; the International
Conference on Health Research for Development and
the Global Forum on Bioethics, both of which were
held in Bangkok, Thailand in October 2000; and the
Regional Workshop on Traditional Practice ofMedicine
and Health Sector Development in Apia, Samoa, in
November 2000.

WHO RESPONSE
Establishing a policy
WHO continued to collaborate with countries and
areas in the Region to develop policies which support
the proper use of traditional medicine. For example,
support was provided to Papua New Guinea for the
drafting of an action plan on traditional medicine as
part of the National Health Plan for 2001 to 2010. During
a four-day national meeting on traditional medicine held
in Mongolia in November 2000, existing policies related
to traditional medicine were reviewed and
recommendations made for future policy development.
In Fiji, a national workshop on development of policy
on traditional medicine was held in March 2001.
A national workshop on management of traditional
medicine was held in VietNam.
Development of National Policies on Traditional
Medicine was published by WHO during the period.

Promoting the proper use of traditional
medicine
During the Meeting of Ministers of Health of Pacific
Island Countries held in Palau in 1999, the ministers
identified four directions for traditional medicine in
Pacific island countries. The recommendations were

11.

contained in the Palau Action Statement. In response,
a Regional Workshop on Traditional Medicine and
Health System Development was held in Apia, Samoa,
in November 2000, attended by participants from 15
Pacific island countries. The workshop drafted the Apia
Action Plan on Traditional Medicine in Pacific Island
Countries (Apia Action Plan 2000), which was
subsequently published by WHO. It makes
recommendations in four areas: (I) policy development,
(2) use of medicinal plants, (3) mobihzation oftraditional
medical practitioners, and (4) exploration of scientific
approved traditional remedies.
To promote safe practice, WHO recommends that
associations of practitioners of traditional medicine be
formed. In Samoa, with the support and involvement
of the Minister of Health and other senior Government
staff, an association oftraditional medical practitioners
was founded in August 2000. The association is
actively involved in public education and community
activities to promote proper use of traditional medicine.
In Fiji, an association offemale traditional healers called
Wainimate works closely with the Government to
record knowledge on traditional medicine and organize
training for traditional healers. Wainimate also organizes
activities to celebrate World Health Day every year.
The Philippines Institute of Traditional and
Alternative Health Care (PITAHC) is the national
coordinating body for traditional medicine and has set
up a nationwide network for activities on traditional
medicine. Staff from regional and provincial offices
received training on management of traditional
medicine. PITAHC is promoting the use of selected
medicinal plants and acupuncture and acupressure and
community-based activities.
WHO collaborates with countries to control and
improve the quality of herbal medicines and their
products. Experience with good manufacturing
practices (GMP) for herbal products in China, Japan
and the Republic of Korea was shared at a meeting
organized by the Korean Institute of Oriental Medicine
in November 2000. The WHO publication entitled

Quality Control Methods for Medicinal Plant
Materials and Guidelines for the Appropriate Use of'
herbal Medicines have been translated into Korean.

Establishing an evidence-based approach
In accordance with the recommendations of the meeting
on Traditional and Modem Medicine: Ham1onizing the
Two Approach in November 1999, the literature on
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The Regional Director opening the workshop on
traditional medicine in Apia, Samoa

acupuncture available in Chinese (including results of
basic and clinical research) is being systematically
reviewed, enabling a more informed assessment of the
etfectiveness of acupuncture and its scientific basis.
During the period, WHO strengthened its
relationship with research institutions , including
collaborating centres for traditional medicine, inside
and outside the Region. For example, in conjunction
with the celebration of the National Institute of
Traditional Medicine in VietNam's twelfth anniversary
as a WHO collaborating centre for traditional medicine,
its research achievements were reviewed by experts
from other WHO collaborating centres for traditional
medicine. In China, WHO supported training of young
clinicians and researchers on good clinical practice
(GCP). The Regional Office also facilitated collaboration
between researchers engaged in research on traditional
medicine in the Region and researchers from other parts
of the world by strengthening communications links,
including the use of modem electronic communications
technology.
To encourage researchers in the Region to share
the results of their studies, WHO supported several
meetings during the period. It was a cosponsor of the
Fifth World Conference of the World Federation of
Acupuncture Societies held in Seoul, Republic of
Korea, in November 2000 and of the Second ASEAN
Conference on Development of Traditional Medicine,
held in Hanoi, VietNam, in December 2000.
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on intellectual property
rights in traditional
medicine is being
prepared by the Regional
Office.

RESULTS

Samoan traditional healers

WHO continued to provide technical support to
countries such as China and VietNam to upgrade their
research capacities. Research to evaluate the safety
and efficacy of traditional medicine was conducted in
Australia, China, Hong Kong (China), Japan, the Lao
People's Democratic Republic, Malaysia, Mongolia,
the Philippines, the Republic of Korea, Singapore and
VietNam.
WHO published Traditional and Modern
Medicine: Harmonizing the Two Approaches during
the period.

Intellectual property rights
The Western Pacific and South-East Asia Regions
cosponsored an Interregional Workshop on
Intellectual Property Rights in the Context of
Traditional Medicine in Bangkok, Thailand, in
December 2000 . The workshop recognized that
existing regulatory regimes for intellectual property
rights could not satisfactorily protect knowledge of
traditional medicine and urged countries to investigate
all available ways of protecting traditional knowledge.
A Workshop on Intellectual Property Rights in
Traditional Medicine for ASEAN countries was held
in Jakarta, Indonesia, in February 2001. A pamphlet

Government recognition
of traditional medicine
increased in several
countries during the
period. In Singapore, the
Tradi tiona! Chinese
Medicine Practitioners
Act
2000
became
law in December 2000.
Registration
of
practitioners of Chinese
medicine began m
Hong Kong (China) in
2000. There are now 14
countries and areas in the Region that have developed
official government documents which recognize
traditional medicine and its practice. 1 This is in contrast
to a few years ago, when only four countries (China,
Japan, the Republic of Korea and VietNam) officially
recognized the role of traditional medicine in formal
health care systems.
In the Pacific, the Meeting ofPacific Ministers of
Health in Madang, Papua New Guinea, held in
March 2001 , emphasized the importance of traditional
medicine in Pacific island settings and endorsed the
Apia Action Plan.
In China, selected simple remedies and techniques
used by traditional medicine were promoted in rural
areas to support primary health care . Traditional
medicines are included in essential drugs lists in China
and VietNam.
In Viet Nam, management of the traditional
medicine programme was improved following training
of responsible staff on traditional medicine from
provinces and hospitals.

1

China, Hong Kong (China), Japan, the Lao People 's Democratic
Republic, Macao (China), Malaysia, Mongolia, New Zealand,
the Phili ppines, Papua New Guinea, the Republ ic of Korea ,
Singapore, Solomon Islands and Viet Nam.
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ANALYSIS
Demands for traditional medicine from the public and
the growing economic importance of traditional
medicine have led to increased interest on the part of
both governments and academic communities in the
Region. However, recognition of the value of
traditional medicine is not always accompanied by
strong political, legal and financial support. This often
delays the integration of traditional medicine into the
formal health system. The different philosophical
backgrounds and origins of traditional and modem
medicine are still an obstacle to mutual respect and
understanding. Lack of scientifically-based evidence
inhibits efforts to promote the proper use of traditional
medicine in formal health service systems. Although
a great deal of research on traditional medicine has
been carried out in the Region, most results are
published only in languages of the Region. Systematic
reviews and categorization of the literature published
in languages other than English will help to improve
the scientific basis of traditional medicine. Meanwhile,
WHO will continue to encourage further research into
the safety and efficacy of traditional medicine.
Regulation remains a very important area and more
countries in the Region need to put in place regulatory
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systems to manage the appropriate use of herbal
medicines and to ensure acceptable standards of
quality.
Traditional medicine practitioners still provide first
line health services in many communities in developing
countries. However, most have no formal training in
primary health care and are not part of formal primary
health care services. The fact that most traditional
medicine practitioners do not receive formal training
also makes regulation and accreditation difficult.

FUTURE
WHO will continue to promote the proper use of
traditional medicine and an evidence-based approach.
Technical support will be provided to countries to
encourage the development of government policies on
the proper use of traditional medicine. Where policies
have already been developed, WHO will work with
countries to ensure they are implemented. More effort
needs to go towards establishing an evidence-based
approach and WHO will continue to promote
evaluations of the safety and efficacy of traditional
medicine. It will also support integration of traditional
medicine practitioners into community-based health
activities.

IBII
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Health research

ISSUES
Limited research on health is conducted in the Region,
particularly in Pacific island countries. Lack of
knowledge of research methodology, shortages of
qualified researchers and lack of institutional support
affect national capacities to conduct health research
in developing r.mmtri~s of th~ R~eion Tn som~
countries, systems for management and coordination
of health research have not been established or do
not function properly. Few countries have set up
mechanisms to assess ethical issues related to health
research. In those countries that do conduct health
research , there is often an excessive focus on
biomedical research at the expense of operational
research. The linkage between researchers and policymakers is not strong enough to ensure that research
results are translated into policy and action on time.
Researchers in non-English speaking countries ofthe
Region still have great difficulty in connecting with
international research networks.

research results, share research resources, and access
scientific knowledge to solve the health problems of
the poor.
In the Region , WHO continues to support
countries to develop and strengthen national capacity
for health research. For example, a national workshop
on research capacity strengthening was held in China
in Anr;nst ?()()(), with snppnrt fmm WHn H PflrlrplflrtPr<;
and the Council on Health Research for Development.
It was attended by senior government staff, researchers
and scientists.
In Mongolia, 50 health service managers and
young researchers were trained in health systems
research methodology in April200 I.
The Regional Office supported 22 research
projects in the areas of tuberculosis, malaria, hepatitis C,
schistosomiasis, mental health and pollution.
A revised version of H ealth research
methodology: a guidefor training in research methods
was published.

Health research ethics

WHO RESPONSE
Strengthening research capacity
WHO is committed to stimulating research in
developing countries. The Regional Office works
closely with Headquarters and other organizations
such as the Global Forum for Health Research and the
Council on Health Research for Development to bring
this about.
The International Conference on Health Research
for Development (ICHR), which was sponsored by
WHO, the World Bank and other international
organizations, was held in Bangkok in October 2000.
Eight hundred participants from all six regions ofWHO
met to discuss various issues related to health
research. About half the presentations and panel
participants were from developing countries. The
conference reaffirmed the importance of health
research not only for improving health, but also for
social and economic development. It also reiterated
the urgent need to upgrade the capacity of developing
countries to carry out research projects, produce

Focal points on bioethics have been appointed in WHO
Headquarters and all six regional offices. The WHO
operational guidelines for ethics committees that review
biomedical research have been translated into Chinese,
Japanese, Khmer, Korean, Laotian, Mongolian and
Vietnamese.
An international training course on research ethics
with 60 participants, including participants from
Cambodia, Fiji, Japan, the Lao People's Democratic
Republic, the Philippines and Viet Nam was held in
July 2000. The newly established Forum for Ethical
Review Committees in Asia and the Pacific Region
(FERCAP) is actively sharing information and
experiences through the Internet.

WHO collaborating centres
The 212 WHO collaborating centres in the Western
Pacific Region are an essential and cost-effective way
of enabling the Organization to fulfil its mandated
activities and to harness resources far exceeding its
own. It gives WHO access to centres of excellence
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improved though training. The newly
established network for ethical review
committees has started to disseminate
information among its members. More
and more relevant research is being
carried out in the Region. For example,
one of the key elements of the global
Roll Back Malaria (RBM) initiative is
support for research in order to support
evidence-based decision-making. In
October 2000, the Regional Office and
the global RBM initiative issued a joint
call for research proposals. This was
issued to address priority needs in
malaria control and to help strengthen
research capacity in malaria-endemic
countries. After a review by external
Health research is taking place in many countries, but dissemination
experts and WHO staff, it was agreed
of results needs to be strengthened.
that 15 of the 24 proposals received
would be funded. The proposals for
research funding were from Cambodia, China, Papua
worldwide and enables it to use these centres to ensure
New Guinea, the Philippines, the Republic of Korea
the scientific validity of national , regional and global
and VietNam. They ranged widely and included studies
health work.
on antimalarial drugs, bednets and insecticide
Following a resolution on "Research strategy and
resistance, epidemiology and diagnostic skills.
mechanisms for cooperation - regulations for study
and scientific groups, collaborating institutions and
other mechanisms of collaboration" adopted by the
ANALYSIS
WHO Executive Board in January 2000, 1 a new
procedure for designating WHO collaborating centres
There is still much to do to increase awareness of the
has been implemented in the Region. This provides a
importance of health research among policy-makers and
more objective and collective way of selecting,
to upgrade research capacities in countries of the
identifying, evaluating and designating an institute
Region. Among Pacific island countries, one important
as a WHO collaborating centre and of ensuring that
constraint is the lack of academic institutions engaged
its work supports WHO priorities.
in health research. In many Pacific island countries,
To improve monitoring and evaluation of
research capacity is very limited and this leads to the
collaborating centres in the Region, more frequent
exclusion of island countries from many international
visits to the centres have been undertaken by WHO
health research projects.
staff. Evaluation records prepared following such visits
It is also clear that the links between researchers
have been taken into account when considering
in developing countries of the Region and their
redesignation of collaborating centres.
counterparts in other parts of the World are still weak.
Language capacity in non-English speaking countries
RESULTS
in the Region affects efforts to attract support for health
research and to share research results with others.
Nevertheless, lack of resources remains the major factor
Building national health research capacity in
affecting research and evidence-based policy making
developing countries of Region is a long-term process.
in the Region.
However, in the short term human resources have been
1

Resolution EBI05.R 7.
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FUTURE
The next session of the Western Pacific Advisory
Committee on Health Research (WPACHR) will be
convened in 2001. New members of the WPACHR will
be appointed to provide advice on the most recent
developments in science and technology and to make
recommendations to WHO on its role in promoting
health research in the Region. WHO will use its limited
research funds to support countries to develop and
strengthen their capacity on health research. A training
course on health research methodolofj!:v will be held in

Fiji with participants from neighbouring island
countries. Participants will be asked to design and
conduct simple research projects funded by WHO.
WHO will help researchers in the Region to strengthen
their links with academic societies and to participate in
activities organized outside the Region. In the longer
term, WHO will support the development and
strengthening of national health research systems in
the Region. Support will focus on capacity building,
priority setting, research ethics, health research
management and coordination, information exchange
and publication of research results,

Health technology

ISSUES
Health laboratory services provide support to key
public health programmes, such as disease surveillance
and control and environmental health. Laboratory
services are also essential for improving the quality of
curative services and for promoting the rational use of
drugs. Efforts to combat communicable diseases, such
as tuberculosis, malaria, HIV/ AIDS and sexually
transmitted infections (STI), to improve the
environment and to ensure food safety and safe blood
products require timely and high-quality support from
laboratory services. However, laboratory services in
some countries do not meet all the requirements of
health programmes. There is a lack oftechnical capacity
and in many cases the quality of laboratory services
needs to improve.
Within WHO, there is a need to strengthen
coordination among the disease control programmes
that provide support to laboratory services.

WHO RESPONSE

supplied to the Marshall Islands, Mongolia, the
Federated States of Micronesia, Tonga and others.

Quality assurance
The global external quality assessment scheme and
the regional external quality assessment scheme for
microbiology, biochemistry, haematology and
immunohaemotology were used to monitor the
performance of participating laboratories in the Region.
Technical support was provided to Marshall Islands,
the Federal States of Micronesia and Palau to improve
laboratory participation and performance.
To promote more rational purchases of X-ray
equipment, WHO has distributed a book entitled The
consumer guide for the purchase ofX-ray equipment.
In most small or medium-sized hospitals at district or
first referral levels, a multipurpose X-ray unit and a
multipurpose ultrasound machine will be sufficient for
nearly any type of diagnostic imaging required,
provided that sufficiently trained staff are available for
operation and maintenance. More advanced equipment
for specialized examinations is appropriate only when
the total medical activities in the hospital require it.

Human resources development

Strengthening coordination

During the period, short-term and long-term training
on laboratory techniques was provided to Member
States. Laboratory equipment and supplies were

At the Regional Office, coordination between staff
working on improving laboratory techniques in the
fields of tuberculosis, malaria, EPI, control of
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countries, the Lao People's Democratic
Republic and VietNam. In Papua New
Guinea, public health laboratory services
have been strengthened through local
capacity building. Following WHO
training, 30 laboratory technicians are
now using sputum smear microscopy to
support and expand the directly observed
treatment, short-course (DOTS) strategy.
Progress has been achieved in improving
the quality of laboratory results. The
performance of the tuberculosis
laboratory at the Central Public Health
Laboratory (CPHL) has been upgraded
and staff safety has been reinforced.

ANALYSIS
Laboratory support is essential for communicable disease programmes

noncommunicable diseases, food safety and
environmental health has been improved. A more
coordinated approach is also being applied to activities
in countries. For example, in Papua New Guinea, WHO
supported the government to prioritize improving the
performance of the tuberculosis laboratory at the
central public health laboratory and other levels. The
working relationship between the central laboratory
and the HIV/AIDS, serology and food and water
analysis laboratories has been improved. Malaria
diagnostic facilities in laboratories at different health
settings have been strengthened.

RESULTS
The WHO global external quality assessment scheme
oversees the performance of central laboratories in
China, Malaysia, the Philippines and Singapore. In
addition, the regional external quality assessment
scheme in microbiology, biochemistry, haematology
and immunohaemotology covers 14 Pacific island

Many countries' efforts to improve health
laboratory services are hindered by a lack of a national
strategic plan for laboratory services and by
inadequate management. Development of health
laboratory services is often uncoordinated and health
laboratories are often insufficiently integrated into the
overall national health development plan.

FUTURE
WHO will continue to support countries to strengthen
the infrastructure and management of laboratory
services and to improve the quality of laboratory
services. Efforts will be made to improve the
participation and performance of laboratories in the
regional external quality assessment scheme. Countries
will also be encouraged to set up national quality
assessment schemes, where appropriate. The capacity
for management of national laboratory service will be
strengthened. WHO will work with countries to ensure
that laboratory services are treated as an integral part
of health system development.

. ,..
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Blood safety

ISSUES
WHO selected "Safe blood starts with me- Blood saves
lives" as the theme of World Health Day 2000, and has
declared blood safety to be a priority.

Voluntary blood donation
WHO supports voluntary nonremunerated blood
donation from low-risk populations for the continuous
and adequate procurement of safe blood. In the Region,
most countries are moving in this direction. For example,
a Blood Donation Law, which forbids payment ofblood
donors, was passed in China in 1998 . However,
achieving 100% nonremunerated blood donation is still
a considerable challenge to most health authorities, to
staff involved in blood transfusion and to the public in
many countries. Even in countries where it has been
outlawed, illegal blood collection using paid blood
donors still exists. Such blood collection may involve
unhygienic practices such as sharing needles, which
has contributed to an increasing number of HIV
infections among paid donors.

Adequate blood supplies for national needs
On the one hand, there is not always sufficient safe
blood available where and when it is needed. On the
other, blood and blood products are often used
inationally, which wastes limited resources and puts
patients at risk unnecessarily. Basic laboratory
techniques, such as donor and patient identification,
and recording, labelling and cross-matching of samples
and blood units, are not always conducted properly. In
some countries, systematic screening of blood units
for communicable diseases is not canied out at all levels
or on all occasions.

WHO RESPONSE
Identifying priorities
WHO strategy for blood safety m the Region
concentrates on three major areas:

• promotion of voluntary blood donation
programmes;
• support for blood service reorganization,
including improvements in use of national
blood policies and training, facilities and
service delivery for blood centres, according
to quality management principles; and
• t':rlnr.ittinn fm st11ff itt hlnnrl r.t':ntrt':s 11nrl
hospitals in the appropriate clinical use of
blood.
Because of its importance, during the period WHO
increased the human and financial resources allocated
to blood safety in the Region.
Support to Cambodia, China, the Lao People's
Democratic Republic, the Philippines and VietNam
focused on identifying priorities and preparing
strategic plans for national blood programmes. For
example, in Cambodia, WHO continued to work with
the Government to develop a national policy on blood
safety. The policy establishes fundamental rules and
regulations for the collection, processing, storage
and distribution of blood and blood products and
emphasizes importance of voluntary nonremunerated
blood collection. A team from WHO Headquarters
and the Regional Office visited China in
February 2001 to develop short- and medium-term
plans. In VietNam, WHO worked with the Ministry
of Health to formulate a strategic plan for blood
transfusion in Viet Nam. The strategic plan has the
following key features:
• moving from paid to volunteer donors over a
10-year period (target: 90% volunteers);
• amalgamating urban and rural blood centres
to improve management and achieve
economies of scale;
• ensuring that standards of safety are improved
throughout the countty;
• separating administration ofblood transfusion
from administration of haematology and
oncology; and
• participating in a World Bank proposal for
funding blood service upgrading and
reorganization.
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A seminar on the organization of national transfusion
services was held in Hangzhou, China, in May 2001 ,
with WHO support. The meeting was attended by 120
delegates from blood services and other government
agencies and a number of international experts. It
covered voluntary blood donor recruitment, the
organization and management of blood services, and
Government plans for the reorganization of blood
transfusion services in China.
WHO provided technical support to Samoa for
a review of the current status of the blood programme
and areas for future collaboration.

Towards 100% voluntary nonremunerated
blood donation
A programme of public education on the importance of
voluntary nonremunerated blood donation was
conducted in association with World Health Day in
2000 and follow-up activities were carried out during
the period.
Over the past 20 years, the Philippines has made
considerable efforts in this direction and has achieved
80% volunteer unpaid donors, but there are still pockets
of the country where paid donors provide the majority
ofblood available for transfusion. WHO closely works
with the Philippine National Voluntary Blood Service
Programme, the Philippine National Red Cross
Committee and the Philippine Blood Coordinating
Cuum:il lu 1JIUHJUlL: HUH}Juiu l.Jluuu Lluuuliu11 u11Ll lu
phase out commercial blood banks.
In Cambodia, encouragement of voluntary blood
donors has continued, especially in the National Blood
Transfusion Centre (NBTC) in Phnom Penh. The
number of blood donations collected through mobile
blood teams activities has increased. Such donations
now represent almost 25% of all blood donations at
the NBTC, an increase of more than 40% compared
with the previous year.
In China, since the Blood Donation Law was
passed in 1998, considerable progress has been made
in recruiting voluntary blood donors. For example, at
the Shanghai Blood Centre, a WHO collaborating
centre, 100% of donations come from voluntary blood
donors.

Improving the blood transfusion laboratory
work
In the Philippines, WHO organized two workshops on
the basic elements ofblood safety in hospitals in March
2001. These were followed up by questionnaires and
other forms of contact with the participants to assist
them with problems and to assess progress. WHO also
provided advice to the government on the need of
amalgamate blood centres.
To improve the provincial blood programme in
the Lao People's Democratic Republic , WHO
sponsored workshops to encourage health
professionals to recognize the importance oflocal blood
programmes and to use the cold chain effectively. WHO
is also providing reagents for blood banks (this was
previously impossible, as there were no cold storage
facilities).

RESULTS
ln China, short- and medium-tenn plans for blood safety
have been approved and are being implemented. The
short-term plan, which highlights advocacy for nonpaid
blood donation and quality of service of blood centres
in selected pilot provinces, will be implemented before
the end of200 1.

Equipment for ABO testing
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chronic lack of blood stock available. Although the
increasing number of voluntary blood donations is an
important and encouraging sign, in many countries
much needs to be done to develop a long-term
sustainable blood donor recruitment programme. The
target of l 00% has been reached only in Australia,
Hong Kong (China), Japan, Malaysia, New Zealand,
the Republic of Korea and Singapore. It remains a goal
in many other countries, limited by economic social
cultural and behavioural factors. Many societi~s in th~
Region have deeply-rooted cultural aversions towards
blood donation. In most countries in the Region, some
reorganization of blood collection and supply systems
needs to occur. Blood centres need to be adequately
equipped and rationally distributed geographically, so
that the demand for safe blood can be effectively met.

FUTURE

Gloves and accurate labelling are essential in blood testing

In Cambodia, a national blood policy has been
fonnulated and its endorsement by the Ministry of
Health is expected shortly. Also in Cambodia, the
increase in the number of voluntary nonremunerated
low HIV risk blood donations has led to a drop in the
prevalence of HIV among blood donors for the second
uu11uuuulivu yuur. Pl'l:vulencc ullhc NDTC in Phnvm
Penh dropped from 4.1% to 3.5%. These results show
the commitment of the NBTC and the Ministry ofHealth
to providing the safest blood possible for transfusions.
I~ ~he Philippines, 60 hospital blood laboratory
techmcrans from all parts of the country received
training in basic and advanced laboratory techniques
at workshops sponsored by WHO.

ANALYSIS
For the blood safety programme, the coming years will
present several challenges. The most important is the

WHO will continue to support national blood safety
programmes in the Region. Action plans that have been
prepared for several countries will be implemented.
Nationwide training for blood bank technicians in
China will begin in the second half of 200 l using
WHO's Distance Learning Programme. WHO's Quality
Management Programme for blood transfusion centres
will be implemented in the Region. This programme
stresses good laboratory practice, including donor/
recipient identification, housekeeping and facilities
management, testing procedures for blood group
serology and transfusion-transmitted infections and
promoting the appropriate clinical indications f~r the
use of blood. Collaboration with partners will be
enhanced. For example, in Cambodia, a partnership
project for the recruitment of voluntary blood donors
will be developed by the National Blood Transfusion
Centre and the Cambodian Red Cross, with support
from WHO and the International Federation of Red
Cross and Red Crescent Societies. WHO collaborating
centres for blood transfusion in the Region will play
important roles in these training and development
activities.

12. Human resources development

ISSUES

Nursing and midwifery contributions to
health system performance

Health workforce management strategies
trategic health workforce planning and
munugi!mtmt and hi!ulth Gi!rvici! di!liVi!l)' uri! of
paramount importance at a time when major
demographic, epidemiological, economic and social
changes are taking place across the Region.
The projected increase in numbers of people aged
60 and over in the Region, from 138 million in 1990 to
312 million in 2020, will have a pronounced impact on
health systems. Older populations make more demands
on health services, while many countries will face a
double burden of communicable diseases such as
tuberculosis, HIV/AIDS and malaria, combined with
nutrition and lifestyle-related noncommunicable
diseases. Aging will also affect staffing in the Region's
health systems, as many older health workers will reach
retirement age in the relatively near future, while the
number of young, qualified workers entering the
workforce may be insufficient to meet these new
demands.
In some countries, particularly in the Pacific, the
migration of health workers is already adding to
shortages of skilled health professionals.
The health reforms and alternative financing
mechanisms that have been introduced in many
countries have sometimes outpaced the technical
capacity to carry out change management, planning
and budgeting. In the field of human resources, this
means that management strategies in place during
reform processes may be unable to address problems
such as low morale, poor performance and chronic
absenteeism.
In many countries there is a gender imbalance in
the workforce, particularly in terms of economic
compensation. There are significant gender imbalances
in recruitment in certain parts of the health workforce
and pronounced gender-based disparities in
remuneration.

S

Nurses play an important role in all health systems.
They make up the majority of health professionals, they
offir coEt ~ff~ctiv~ E~rvic~E in both communiti~E :md
hospital settings, and they have opportunities to
interact consistently with patients and members of the
public at all levels of the health care system. However,
there are very significant human resource and health
system challenges facing many countries, including
growing nursing and midwifery shortages, bad
workforce distribution and decreasing workforce
participation. In Fiji and Guam, for example, persistent
and critical nursing shortages are compromising the
ability of nurses to deliver safe standards of nursing
care.
The regionwide shortage of nursing personnel was
clearly evident in the responses to a questionnaire on
implementation of World Health Assembly resolution
WHA49.l on strengthening nursing and midwifery (see
box). Of the 24 countries and areas that replied before
the deadline for analysis, 77% reported shortages of
nursing personnel in primary health care settings; 68%
reported shortages in hospital settings; 73% reported
shortages in mental health settings; and 46% reported
shortages in other settings. Shortages of nursing
personnel in both urban and rural areas were reported
by 55% of countries. 1

Out-migration
Depletion of key health workers is a costly loss of
expensively trained human capital that affects national
strategies for health sector development, creating
problems for both health care and human resource

1

However, there are data limitations related to incomplete or
inaccurate data sources and variabl e definitions of "nursing
personnel" .
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World Health Assembly Resolution WHA49.1
Resolution WHA49.1 is designed to strengthen nursing and midwifery, particularly in the area of policymaking. It was adopted in May 1996 by the World Health Assembly, which also asked the Director-General
ofWHO to report to the Fifty-fourth World Health Assembly in May 2001 on progress made in the implementation of the resolution. In order to report on implementation of the resolution in the Western Pacific Region,
regional data collection and situational assessments were carried out. The report to the Health Assembly set
issues related to nursing and midwifery in the context of socioeconomic, demographic, macroeconomic,
environmental, political, epidemiological, health service and health reform changes, trends and developments in the Region.
This involved: (I) reviewing, analysing and summarizing the regional nursing databank, reports, publications and research findings concerning health systems development, national health planning, and nursing
and midwifery; (2) implementing and analysing five in-depth country case studies (Cambodia, China, the
Lao People's Democratic Republic, Samoa and VietNam) on nursing/midwifery; and (3) summarizing and
analysing responses to a questionnaire sent to all countries and areas in the Region.
In addition to the widespread shortage of nursing personnel already noted, 5~% of the countries that
returned the questionnaires noted the active involvement of nurses and midwives in health care reforms and
policy-making and 75% indicated changing health service delivery patterns in their countries, including
changes related to decentralization and integration of health services and a shift towards primary health care
and community-based, home-health and geriatric services. Changes in hospital service patterns and the
further establishment of private health care centres were cited by several countries.
Although slightly over half of the countries returning the questionnaires noted the active involvement of
nurses and midwives in health care policy-making, other countries reported much more variable 01 minimal
contributions of nurses and midwives to policy-making. These findings reflect the need for continued
support for leadership training of nursing and midwifery personnel, to enable their full functional integration
into policy-formulation and programme development, thereby maximizing their contributions to effective
health service provision and priority health goals.

planning and development. Migration from rural to
urban areas and out-of-country migration, often due
to poor salaries and working conditions, may leave
critical gaps and vacancies or posts filled by lessqualified persons. The people who suffer most from
this loss oflarge sections of the professional workforce
are the poorest and most vulnerable members of the
population.
Information on the migration of skilled health
professionals in the Pacific is lacking as no detailed
studies of the effects of such migration have been
completed. There is now competition between island
states for skilled health workers and shortages ofhealth
professionals due to out-migration are particularly
severe in the smallest states.

Lack of sufficient nursing and midwifety personnel,
caused in part by migration of skilled personnel, is
common in both Asian and Pacific Member States, and
is particularly acute in rural and remote areas. Problems
in matching nursing and midwifery supply and demand
are found throughout the Region. Recruitment of staff
to rural and remote areas and their retention is
particularly difficult because of poor career prospects,
salaries, incentives, isolation and working conditions.

Skill mix
The number of qualified nursing and midwifery
personnel per 10 000 inhabitants ranges from 6. 7 to
84.5 in the Region. The number of doctors per 10 000
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inhabitants ranges from 0.7 in Papua New Guinea to 26
in Australia. While the completeness and accuracy of
country data sources may be variable, the data reflect
the clear variations that exist across the Region.
The skill mix of nurses to doctors also varies
across the Region. Macao (China) has about the same
number of nurses/midwives as doctors, while China
has fewer nurses than doctors, and Mongolia has a
slightly more nurses than doctors. The important point
is not that countries should abide by a strict ratio of
doctors to nurses, but that they should carry out careful
analysis ofthe population's health needs, and the roles
ot health workers. Nurses and midwives are otten very
cost-effective providers of care, and tend to have a
higher retention rate than doctors in rural and remote
areas. In many countries, therefore, the provision of
high-quality care could be strengthened by maximizing
the use of all skilled categories of health workers, rather
than by focusing only on the most expensive category,
doctors.

Education and training
One of the best ways to resolve the potential crisis in
staffing of health services is through education and
training, together with human resource management
policies and incentives. Yet many countries lack the
financial resources to meet their national training needs
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and requirements. Many have no suitable training
institutions and inadequate technical expertise,
particularly in the advanced and specialized technical
fields. This means that staff often must go abroad,
sometimes as WHO fellows, to attain advanced training
and expertise. Even when there are in-country health
professional training institutions, faculty often have
little or no formal preparation in educational
methodologies. Nursing faculty in a number of
countries lack clinical expertise or practice. Many
students struggle and do not complete their
programmes of study because their prior education is
based on rote-learnmg, without texts, and provides
them with an insufficient foundation in science,
mathematics and writing skills.

WHO RESPONSE
Strategically addressing health workforce
management issues
Health sector reforms, and the broad scope and
complexity of health workforce management issues,
have led WHO to reorient the ways in which it provides
technical support to countries. While countries have
continued to receive support to strengthen national
workforce planning capabilities, increased emphasis

Figure 12.1 Fellowships by profession, 2000

Others

Doctors/Dentists

35%

33%

Paramedics
3%
I

Nurses/Midwives

Public Health
Workers

Administrators

5%

5%

Total number: 277

Pharmacists
6%

13%
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Figure 12.2 Fellowships by field of study, 2000

6% Diagnostics and Laboratory
Sciences
16% Education,
Communication and Research

18% Undergraduate studies

4% Environmental Sciences

23% Public Health Sciences
22% Postgraduate Specialties
Total number: 277

has been placed on providing more continuous types
of support. For example, the technical support provided
to Cambodia during the period involved a series of
consultancies by the same consultant, in order to
provide focused support that facilitates the
development of confidence and self-reliance of national
programme managers to introduce changes
WHO provides countries with technical health
workforce planning support focused on careful but
broad analyses of the close linkages between health
systems and human resources development. Health
policy, programme planning and resource allocation
function most effectively when they are based on a
thorough understanding of the many and various
factors affecting the health workforce. Workforce
planning in the context of rapidly changing health
systems therefore includes the study of factors
influencing more general health sector development,
including: health needs; demographic, epidemiological,
and economic trends; financing; health sector and civil
service reforms; public and private sector growth;
political changes; administrative decentralization; and
distributional workforce patterns. WHO is working with
countries to ensure that workforce projections are
based not only on numbers of health professionals
but also on their core skills and competencies, in relation
to health needs, projected demand and gaps in health
service provision.
Support for health workforce planning in VietNam
was provided via a series of sequential consultancies

11 % Postbasic/
Graduate Nursing/Midwifery
Education

to ensure adequate attention was given to both
quantitative and qualitative workforce analysis,
including geographical and institutional deployment,
linked to training needs assessment and policy
formulation, in the context of a rapid! y changing health
system.
Whenever possible, analysis of health workforce
management issues covers existing legislation affecting
employment of health workers and professional
standards (see also pp. 151-153). Thus when technical
support for health legislation was provided to Marshall
Islands in January 2000, attention was also given to
civil service delegation of authority to support Ministry
of Health autonomy in the recruitment and employment
of suitably qualified public and private sector health
professionals and health providers.
WHO is undertaking a study of the migration of
nurses and physicians in a selected number of Pacific
island countries, in order to determine the reasons for
the migration and its impact and to identify how the
problem of out-migration of key health workers from
Pacific island countries may be mitigated.

Mid-level and nurse practitioners in the
Pacific
Mid-level and nurse practitioners continue to play a
significant role in meeting the health care needs of
Pacific island countries, especially in remote or rural
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areas and sparsely populated locations. These health
professionals, who typically live and practise in
geographically isolated areas with limited available
resources and infrastructure support, help families to
keep healthy and treat illnesses in communities which
are often poor and vulnerable.
An assessment of the roles and practice of Fiji's
first nurse practitioner programme graduates was carried
out, using chart and facility reviews, observations of
patient visits and interviews with patients and
community members (see box).
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Figure 12.3 - Fellowships by region of study

AMRO
15%

EURO
23%

WPRO
59%
SEARO
3%

Total number: 277

Strengthening the education and training of
health professionals

Note: AMRO - Region of the Americas; EURO - European
Region; SEARO - Southeast Asia Region; WPRO - Western
Pacific Region

WHO fellowships programme
In 2000, 277 fellowships were awarded. Women
comprised 42% of the fellows and 13% of the total
number of fellowships were awarded to nurses and
midwives (Figure 12.1). The leading fields of study
(Figure 12.2) were public health sciences (23% );
postgraduate specialities (22%); undergraduate studies
(18% ); education, communication and research ( 16% );
and nursing and midwifery education (11%). Most
fellowships were implemented in the Region
(Figure 12.3).
About half of the fellowships awarded were
longer than six months in duration; 26% were
between one and six months; and 25% were less
than one month. Nineteen study tours, involving
65 health personnel, most of whom were doctors,
were supported in 2000.

Strengthening partnerships and
collaboration
WHO works with countries and other partners to
establish links between educational institutions,
associations and nongovernmental organizations.
The Association of Medical Education in the
Western Pacific Region (AMEWPR) is a network of
representatives of national associations, medical
schools and groups promoting medical education. It is
one of the six regional associations which comprise
the World Federation for Medical Education (WFME).
The WHO/AMEWPR 6th Biennial Meeting held in
Townsville, Australia, in July 2000, which was focused
on medical education in diverse clinical settings, made
a number of recommendations for future WHO/
AMEWPR collaboration. Priority areas include

strengthening curricular integration of content
applicable to rural health care; improved teacher
training and teaching-learning processes; and the
development of guidelines for accreditation of
educational institutions. Following this meeting, WHO
organized a meeting ofDeans of medical schools from
selected countries in the Region in Kuala Lumpur,
Malaysia, in Apri1200 1. The meeting reviewed regional
guidelines on quality in medical education. It also
made recommendations for improving medical
education in the Region by putting in place quality
assurance mechanisms.
WHO also promoted inter-institutional networks
and collaboration between trainers of health
professionals through its programme of technical
support to educational institutions in the Region.
Whenever possible, careful preliminary consultation
and planning have been undertaken to ensure that
technical support provided to health training
institutions also creates links between institutions, to
facilitate sharing of information and resources and to
provide more sustainable support for staff
development activities and curricular and teachinglearning innovations.

Training materials
During the period, WHO continued to distribute health
professional educational materials to national and
regional training institutions. Because English
language comprehension and writing abilities often
play an important role in students' success in health
professional training programmes, WHO supported
the printing of a training manual on medical
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Nurse practitioners in Fiji - practice patterns and community acceptance
The variety of roles performed by nurse practitioners in Fiji's health centres include: assessing and managing
of acute and chronic illnesses; managing health centre activities; conducting health screenings and community
education sessions; making field visits to surrounding villages and settlements; performing surgical
procedures, including tooth extractions and circumcisions; and delivering babies.
A survey of the relationship between nurse practitioners and the communities they serve was conducted
during the period, in collaboration with WHO. It found that community members were in general very happy
with the nurse practitioners. Comments included the following :
"The nurse practitioner has the heal1 to do house visits and goes when she is needed, rather than waiting
in the health centre for patients to come."
"She tra\els by sea. river. road. solely to accomplish her duties. She tends to every call during working hours
and atler hours and even on Saturday or Sunday. with a smiling face. She always otTers encouragement to
patients."
"Serious cases no longer always ha\e to be sent to the mainland. Now. some of them arc dealt with here on
the island."

terminology and English language in the Lao People's
Democratic Republic. It also facilitated multicountry
reviews and adaptation of training manuals. For
example, a training manual for teachers of community
health workers in Viet Nam was reviewed by other
training institutions in the Region and is presently being
adapted and expanded for use in a greater number of
countries.

Strengthening of curricula

WI:! I

WHO worked closely with several countries to review
and strengthen the curricula in medical schools and
other educational institutions for health professionals.
Further coverage of issues related to reproductive and
child health, health of older persons and community
health will ensure that curricular core content is closely
aligned with countries' changing demographic ,
epidemiological, and economic situations. WHO also
worked with countries to broaden their curricula where
necessary, in order to include such areas as poverty
and health (see pp.l59-161) and adolescent health (see
pp.97-101) and to promote teaching and learning
strategies which promote critical thinking and problemsolving skills.

RESULTS
Health workforce management strategies
Improved approaches to the provision of technical
support for workforce planning have facilitated
increased opportunities to develop the confidence and
self-reliance of national programme managers and
counterparts. Health workforce management analysis
and planning, linked with analysis of national health
goals and health worker performance expectations, has
ensured the identification of gaps in health service
provision or in essential skills of health workers.

Nursing and midwifery contributions to
health system performance
The evidence base for WHO's work in promoting the
contributions of nurses and midwives improved
significantly during the period. WHO's nursing and
midwifery databanks were updated, following
responses from 25 countries. During the reporting
period, five countries undertook national nursing and
midwifery situational assessments which have served
as the foundation for nursing and midwifery strategic
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planning and implementation of national action plans.
These situational analyses enabled WHO and the
countries concerned to determine the degree of
readiness for change in nursing services, and the
obstacles impeding the professional development of
nurses and midwives. Not only was awareness raised
of the multiplicity of ways in which nurses and
midwives enhance health system performance, but
formal and informal communication among stakeholders
was strengthened during the process of data
collection.
Although over 80% of Member States returning
completed questionnaires for reporting on World
Health Assembly resolution WHA49 .1 stated that
national action plans had been developed for nursing/
midwifery, only 67% of the plans had been approved
by the Ministry of Health.
New, advanced and university-based nursing
education programmes have equipped nurses and
midwives with new knowledge and skills, increased
their self-confidence and competence and contributed
to improved health services and patient outcomes.
Comprehensive community-oriented curricular
changes and community-based models of care have
shown the social responsiveness of nurses and
midwives to evolving health needs and the provision
of care to the elderly, and to marginalized and
disadvantaged populations.
Advanced nursing practice and
the continued growth of the nurse
practitioner role has greatly contributed
to the provision of cost-effective
i • · • --·
comprehensive health care to rural and
isolated communities and populations.
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particularly if they are developed further, should provide
longer-term, more sustainable mechanisms for sharing
information and resources, including professional
expertise, contributing to improved quality of education
and increased capacities of teachers.

WHO fellowships programme
"Termination of studies" reports and "Utilization of
services" reports indicated that both health services
and the individuals concerned had benefited from
WHO fellowships. Health services had benefited
because returning fellows had been able to initiate new
methods of service delivery, such as home visits for
maternal and child health. Former fellows were more
confident and knowledgeable and some had been
promoted to higher positions of responsibility and
authority, permitting them to exert greater influence over
policy decisions.
A survey was carried out in March 2001 of the
retention rates of former WHO fellows from Pacific
island countries. The survey covered fellows from the
period 1996-1999. Ofthe 17 Pacific island countries that
participated in the survey, 15 reported retention rates
of more than 80%, while 8 reported 100% retention of
former fellows.

Education and training
Networking among educational
institutions significantly improved
during the period, helped by WHO's
links with the AMEWPR and technical
support to countries. Nurse training
institutions in Cook Islands, Kiribati
and the Lao People's Democratic
Republic have been linked with
counterparts in countries with more
resources. These partnerships,

Nurse attending to a patient in a Kiribati health centre
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Rigorous attention needs to be paid to
geographical, rural-urban and public/private sector
health worker distribution patterns and the needs of
vulnerable and socially or economically-disadvantaged
population groups. It is important to know who the
poor are and where they live , and to feed this
information back into health workforce planning.
Data collection methods and dissemination of
information on human resources need to be
continuously improved.

Nursing and midwifery conrrtburlons to
health system performance

Health worker visiting a tuberculosis patient undergoing
DOTS treatment in Viet Nam

ANALYSIS
Health workforce analyses and strategies need to be
continuously aligned with organizationwide or
sectorwide human resource recruitment, remuneration
and incentive policies and practices. Health service
planning and decision-making processes should
include analysis of alternative approaches to utilizing
scarce skills and assessment of interventions and
incentives, such as career development structures and
professional development systems. This can lead to
significantly improved recruitment, retention and
motivation of health workers .
Gender is a key aspect of health workforce
planning, as female health workers are commonly paid
less than men for comparable work. An important part
of equitable human resource development is achieving
gender equality in the health workforce, especially with
regard to recruitment, promotion and compensation.
Achieving greater gender balance in health workforce
planning requires continued integration/recruitment
and retention of an increasing proportion of women
into the workforce, particularly at levels where they
are underrepresented, and moving them closer to
economic parity with men with respect to remuneration.

The promotion of leadership capacity is essential if
nursing in the Region is to progress. If nurses are to
contribute actively to policy-making as partners they
need to be closely involved in the health reforms taking
place across the Region . This is particularly the case
with regard to health reforms that cover
decentrali zation , privatization and cost-recovery
systems. These reforms should not be allowed to
disadvantage the poor by decreasing access. Nurses
and midwives have the potential to focus greater
attention on the strengthening of peripheral and
subdivisional facilities , to promote greater public
confidence in the care received in peripheral facilities ,
and to initiate efforts to ensure improved access to
health services for people in remote and isolated areas.
In China, the Ministry ofHealth and the National
Nursing Council of China are key players in ensuring
that changes in nursing and midwifery practice keep
pace with China's rapidly changing environment. A key
strategy in this change process was the comprehensive
I 0-year national strategic plan for nursing
development, the National Nursing Development Plan,
which was initiated in the early 1990s. However, China
now is facing a major period of transition in the home
care and community-based health care service
provision. Nurses are not used optimally in community
and primary health care settings in either urban or rural
areas . There is scope for them to increase their
involvement in community primary health care,
including home-care and care of elderly, disabled or
chronically-ill community members . In China, as
elsewhere, addressing the needs of peripheral health
workers themselves is vitally important, as these health
workers are often poorly paid and stressed. Continued
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strengthening of partnerships between communities
and health workers, such as those demonstrated in Fiji
(see box) will enhance participatory planning and
health development.

Education and training
Curricular review networks should be encouraged, as
not only can they strengthen links between educators
of health professionals and institutions, they can also
contribute towards a regional consensus on
educational standards and professional competencies.
including open learning.
Analysis of fellowships implemented during the
reporting period revealed that some fellows failed to
complete their training. In some cases, this was because
fellows were not able to communicate adequately in
the language of instruction. Fellowship selection
processes therefore require strengthening.

FUTURE
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be provided for "best practice" or model health
centres. Whenever possible, information about these
centres will be disseminated.
WHO will continue to support interventions to
improve the clinical capacity of nurses and midwives
and other health workers, together with the continued
development of expert nurses (such as nurse
anaesthetists, nurse practitioners and clinical
specialist nurses) with advanced knowledge and skills.
Efforts to promote the training, utilization and
evaluation of nurses/midwives practising in
community, primary health care and public health will
continue.
WHO will provide technical support for
strengthening leadership and management capabilities
of all categories of health workers. Capacities to
manage change and to develop policies, plan, monitor,
coordinate and evaluate health services will require
the application of modern management methods and
highly developed skills in leadership and
administration, particularly during times of diminishing
resources, decentralization of health services and
mounting pressures to improve productivity and
quality.
WHO will collaborate with countries to ensure
that fellowships are specifically tailored to country
priorities . To improve the cost-effectiveness of
training, alternative methods of delivery, such as
distance learning, fee reductions for groups and incountry training undertaken by international trainers

WHO will continue to work with countries to strengthen
health sector effectiveness by improving human
resources. Technical cooperation to determine
workforce supply and demand, improve professionals'
core skills and competencies, and achieve appropriate
staffing levels and a balanced skill-mix will be sustained.
Improved management and effectiveness of health care
delivery systems will be supported by
enhancing health professionals' abilities
to monitor, comprehend, predict and
manage rapidly changing health care and
socioeconomic
environments,
demographic shifts, and new information
technologies, trends and developments.
The forthcoming report on migration of
health professionals in Pacific island
countries will be used to improve human
resource policies, performance
improvement initiatives and training and
continuing education policies.
Attention will also be paid to
strengthening analysis of policies and
programmes which promote equity and
provide cost-effective health services to
the poor, disadvanged and other
vulnerable groups. Technical support will
Postgraduate training at the Institute for Medical Research in Malaysia
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will be explored. Collaboration with governments,
educational institutions and commercial suppliers of
technology and communication services, an integral
part of open-learning, will lead to learning partnerships
and subsequent improvements in training and

ITo'IIW

~

educational and knowledge resources of health care
professionals.
WHO will also work with the Region's health
educational institutions to develop collaborative and
flexible networks.

13. Health information and evidence for policy

ISSUES

outine health information systems in the

governments are decentralizing decision-making and
capacity building to the district level, which is resulting
in greater use ofdistrict level health indicators. However,
the capacity to analyse and use information effectively
is still weak at provincial and district levels. In many

Rr:eion milinly for.ns on inf?.r.tim1s rlis?.fls?.s

cases. information is not viewed as a resource but simply

Data quality

R

and health services. In most countries, data
quality suffers from poor diagnostic support in
peripheral health facilities. Health workers are often
discouraged from ensuring data quality by the large
number of forms they receive, many of which are not
accompanied by an explanation of their purpose. There
is often little feedback from the central level, which is
a further disincentive. Many health workers wonder
whether the reports they submit are being used and, if
they are, for what purpose.
Most developing countries have inefficient vital
registration systems and have not developed ways of
gathering health data from the private sector. Data are
often not properly validated. Although training on the
International Statistical Classification of Diseases
and Related Health Problems, tenth revision (ICD-1 0)
has been stepped up , full implementation within
countries will take three to five years to complete.

Lack of coordination
Many information systems operating in Ministries of
Health duplicate themselves. The uncoordinated way
information systems are being developed reflects
structural weaknesses and lack of integration in overall
health planning. Ministries of Health need to
coordinate their efforts by establishing a strategic
plan and addressing health information needs in a
comprehensive way. Management of information
needs to be improved and sharing of information
encouraged. There is a widespread shortage of skilled
staff.

Inadequate use of health information
Emphasizing health service performance has increased
the attention paid to information needs . Most

as data collection and report generation.

Appropriate use of health informatics
All countries have introduced some information
technology to collect and disseminate health
information. Some have set up network systems to
facilitate data transfer and health reporting. However,
some countries have adopted technology-driven
systems that they cannot afford to maintain and do
not have the expertise to manage.

WHO RESPONSE
Strategic plan
WHO's policy for health information systems (HIS) in
the Region stresses the need for logical and consistent
long-term planning. During the period, WHU provided
technical support to Brunei Darussalam, Tonga and
Viet Nam for the formulation of HIS strategic plans.
Such plans contain clear HIS objectives, strategies,
outcomes and targets, and identify resources. Such a
coordinated approach will reduce duplicated
information systems and promote information-sharing
between departments. It will also encourage evidencebased decision making, as information requirements
will be better aligned with overall goals of the health
system.

Improving data accuracy
Data inaccuracy needs to be resolved at source. WHO
continued to work with countries to promote the use
of ICD-10. National training courses were conducted
in Cook Islands, Papua New Guinea, and VietNam for
coders and doctors. Technical advice was also provided
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in Cook Islands, Papua New Guinea, and VietNam for
coders and doctors. Technical advice was also provided
on ways to improve medical records management at
hospitals. Most developing countries face a problem
of maintaining efficient medical records. To ensure
continuity of care to patients seeking treatment in
hospitals, it is important that all the medical information
on individual patients can be easily retrieved. A
practical guide to good medical record keeping is being
developed at the Regional Office.
To further improve disease notification , diagnostic
equipment was supplied to Viet Nam. Courses on
epidemiological and serological surveillance for
vectorbome diseases were also conducted. In American
Samoa, epidemiological surveillance training for health
staff was conducted with WHO support. In both cases,
the need to strengthen supervisory visits of field staff
was emphasized during the training.
In the Lao People's Democratic Republic, a pilot
project to improve the health reporting system at health
post, district and provincial levels is in progress. Needs
assessment was carried out and fonns designed. The
data flow system will be field-tested in two provinces.
An admission-transfer-discharge infonnation system
is being developed for hospitals to provide essential
data for quality assurance and for epidemiological
research. Support for the information needs of a
planned health insurance system is being provided.
Discussions were held with the Bureau of Statistics
in Mongolia, Samoa and VietNam on ways in which
the vital registration of births and deaths could be
improved. Methods considered included regular

population censuses and household surveys
conducted by the Bureau.
WHO encourages departments of health to
interact with other government departments and
private health organizations in the collection ofhealthrelated data.

Strengthening data analysis and use of
information
Improved use of health indicators in health services is
r,~~r.ntift 1 fnr hr.ttP.r infnrmfttinn mr. ftt thf' prnvin~ifl 1
and district level. A project was initiated in Luo Chuan
county, Shann Xi province, China (see box), to promote
the use of indicators to improve the planning and
monitoring ofhealth services. Health statistics training
was conducted to strengthen data analysis.
Two national workshops on health indicators
were conducted in Xian and Guangzhou, China, in
November 2000. The objective was to train managers
on the ways in which indicators can address health
problems and to facilitate programme planning at
provincial and district levels. The patticipants were
also trained in new health measures designed to assess
healthy life expectancy and non-fatal health outcomes.
Training courses on health statistics and data analysis
were organized in Mongolia and VietNam to upgrade
skills in data analysis and data presentation. The
importance of proper documentation and production
of annual health repmts was emphasized in all these
activities.
WHO fellows from China, Cambodia, Malaysia,
the Philippines, the Republic of Korea and VietNam
were trained in biostatistics, epidemiology, and
management information systems.
A national workshop was conducted in Mongolia
to promote the use of information and communication
technology (ICT) to disseminate medical library
information and information exchange with other
libraries.

Use of informatics

Documentation centre in the office of the WHO
Representative, the Lao Peoples· Democratic Republic

The rapid increase in the use of information
technology in the Region has greatly facilitated data
flow and information exchange between levels within
and between countries. During the period, network
system support was provided to Fiji. WHO provided
hardware and training to China to strengthen its
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Developing health indicators in Shann Xi province, China
To strengthen its district health system, in March 2000 the Health Bureau in Shann Xi province began a
project to develop health indicators in Luo Chuan County. The project was designed to support health
bureau administration, hospital service administration, disease surveillance, maternal and child health, and
human resources programmes. First, the health activities of various programmes were reviewed to identify
health issues and critical services. A workshop was held to select appropriate indicators (some to be routinely
collected and some to be collected through special studies or surveys). The list of I 08 indicators that was
drawn up therefore reflected defined health needs and priority health issues as well as operational feasibility
and cost-effectiveness.
Training courses in data collection were then conducted for field workers. Supervisory visits were held to
discuss data collection procedures and data analysis with field staff. Computer software was developed and
staff were trained in its use.
The data collected for a six-month period were compiled and analysed . Each programme was asked to explain
to a workshop how the information collected helped them to manage health care services, and how relevant
the indicators were in measuring health issues. Technical and operational problems were discussed . Among
the problems identified were: data discrepancies; rapid turnover of staff; communication problems in mountainous areas; inadequate training in data analysis; financial constraints affecting the collection of surveybased data; lack of relevance to priority health problems of some indicators; lack of feedback on referred
cases; and inadequate depmtmental cooperation.
The indicators will be reviewed again with a view to extending the implementation process to other counties.

Department of Health. Technical support to improve
the computer system administration and database
design , and to establish a blueprint for a national
computer network, was provided to the Federated States
of Micronesia and Tuvalu.

RESULTS
Health information system plan
All countries in the Region now accept that a good
HIS strategic plan is an essential part of the Ministry
of Health's national health planning. In the Lao
People's Democratic Republic and Viet Nam, for
example, technical committees responsible for
developing such plans and for overseeing the design
and implementation ofthe HIS have been set up. Brunei
Darussalam and Tonga are in the process of developing
strategic plans in conjunction with their
computerization programmes.

Data quality improvement
Implementation ofiCD-1 0 in the Region has paved the
way for improvements in morbidity and mortality
reporting. In American Samoa and Viet Nam,
epidemiological surveillance for both communicable and
noncommunicable diseases has improved, following
skills upgrading. In several countries, improved
coordination with other departments by the Ministry
of Health has helped to improve collection of
socioeconomic and other health-related statistics.

Enhancing the use of information in
decision-making
Needs assessment and development of health
indicators has been improved through training and
other methods in many countries, particularly China,
the Lao People's Democratic Republic, Mongolia,
Samoa, Tonga, Tuvalu and VietNam.

HEALTH SECTOR DEVELOPMENT

Situation analysis for policy
Situation analysis for policy (SAP) began early in 2000, with activities starting in November 2000. SAP aims
to encourage evidence-based policy-making in health sector development, by improving country-specific
information on health policies, health systems and relevant socioeconomic information.
Application of SAP has been flexible, in recognition of the very different situations and needs of countries
and areas of the Region. In Pacific island countries, for example, the project is being undertaken as a subregional,
collaborative Pacific initiative, focusing on capacity building. The first step was an intercountry workshop in
Samoa in November 2000 and a Pacific strategy for evidence-based health policy-making is currently being
drawn up. One of the recommendations of the workshop, a Pacific Health Information Clearinghouse, is
currently being considered. Such a centre could provide a base for information sharing, dissemination,
comparative analyses, and trends analysis, and serve as a location for training. In China, responsibility for
planning and delivery of health services has been decentralized to the provincial level. Therefore, for China,
the SAP project has been planned around information and analysis that provincial policy-makers will need.
This will also eventually benefit the central Ministry of Health, as more comprehensive and systematic
information relevant for overall health planning becomes available.
In the Pacific, collaboration with Fiji, Kiribati, Samoa, Solomon Islands and Vanuatu is currently ongoing. The
collaborative process has also begun in China and the Lao People's Democratic Republic.
Current work in Kiribati provides an example of collaboration between WHO and a country. After the initial
SAP exercise in February and March 200 I, a detailed description of the Kiribati health care system was
produced and the major health policy issues were presented in a policy brief. Several focuses at the Regional
Office were involved in identifying areas where there is an urgent need for information for evidence-based
policy making. The WHO and national teams will be conducting in-depth studies to fill the missing data gaps.
Once the additional information is available, WHO will support further policy discussions on priority issues.
In each country, the initial SAP will be followed by:
•
•
•
•

health policy discussions with all major stakeholders;
guidance and collaboration on research needed to fill the evidence gaps;
health information system development; and
capacity building in system and policy analysis.

Appropriate use of health informatics
In many countries, electronic network systems have
been established, often with WHO support, leading to
faster transfer of data between levels of the Ministry
of Health. Most countries can now access health and
medical information through e-mail and the Internet.
System administration and maintenance in the
Federated States of Micronesia and Tuvalu have been
improved through training.

ANALYSIS
There have been some encouraging developments in
recent years. Most countries now regard health
information as a key component of health system
development. Some have started developing mediumterm plans to develop or enhance the HIS. Routine
health information systems have improved following
intensive training at province and district levels. Data
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collection on noncommunicable diseases has generally
improved, as has collection of data on finances, human
resources, logistics and disability and health conditions.
Nevertheless, in most developing countries,
medical records systems need substantial improvement
to ensure continuity of care and better resource
utilization. Efficient record-keeping systems and
mechanisms for checking data quality have still to be
implemented in many countries. As a first step in
improving health documentation, Ministries of Health
need to publish annual health reports. Streamlining the
data flow to decision centres is an important issue that
needs to be tackled in many countries. For HIS
development, countries should train a core team of staff
to be responsible for developing and sustaining the
HIS, as the work normally takes several years.

FUTURE
Throughout the Region more emphasis is being placed
on information as an essential management tool. There
is a much wider recognition of the fact that effective
evidence-based management decision-making must be
based on more reliable and timely information. WHO

INFORMATION AND EVIDENCE FOR POLICY

will continue to collaborate with countries, other United
Nations agencies and partner organizations to identify
HIS needs and resources required. WHO will also
support countries to improve interaction between the
Ministry of Health and other government agencies,
particularly with regard to demographic, financial,
infrastructure and human resources data and other
health-related information.
ICD-1 0 implementation will continue to be
promoted through national training courses and the
network of collaborating centres for the international
classification of diseases.
WHO will collaborate with countries to improve
the collection and use of information for programme
planning. Particular attention will be paid to human
resources development.
Technical support will continue to be provided for
practice-based health indicators for district level. Data
analysis to improve data utilization will be strengthened
in conjunction with health situation analysis.
Limited amounts ofiT equipment will be supplied
to countries to strengthen network systems and data
processing and analysis.
Country health information profiles will be
upgraded in close collaboration with countries.

14. Emergency and humanitarian action

ISSUES

N

o country in the world is devoid of the risks
posed by natural hazards, but for
meteorological, geological and other reasons,
the r.ountri~s of th~ Wr:str:rn P::1r.ifi~ Rr:einn
experience more disasters caused by natural hazards
than those of any other WHO region. During the past
decade, about 5000 people were killed and hundreds
of thousands lost their homes every year as a result
of natural disasters. During the period covered by
this repmt, at least 64 major natural disasters occurred
in the Region, including 19 floods, 15 typhoons, 13
storms, three cyclones, four droughts, six landslides
and eight earthquakes.

Heavy rainfall together with storms and
exceptionally high water levels in the Mekong River
triggered two major floods in Cambodia in July and
September 2000, the worst floods ever recorded in the
country. The Government of Cambodia reported 179
people killed, 200 000 displaced and some 165 000
houses damaged. The same floods hit the southern
provinces of VietNam, affecting more than 5 million
people, displacing some 670 000 and claiming the lives
of370 people including 265 children.
The winter disaster, or dzud, in Mongolia in 19992000 was repeated in 2000-200 l. The dzud was an
accumulation of natural hazards, including severe
widespread drought in the summer, unusually cold
temperatures in the autumn and winter coupled with

Figure 14.1 Number of deaths by type of natural hazard in the Western Pacific Region, 1980-1999
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Figure 14.2 Average deaths per event by type of natural hazard in
the Western Pacific Region, 1980-1999
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very heavy snowfall. The 2000--2001 dzud was much
more severe than the previous year's and directly or
indirectly affected over 300 000 herders in 20 of 21
provinces. More than 600 000 livestock also perished.
In order to minimize the extent of the natural
disasters that regularly affect the Region, countries
need to improve their readiness for natural disasters.
Health emergency plans need to be updated and
coordination mechanisms incorporated, especially
when responding to large-scale disasters. Exercises
and drills should be conducted to test the plans.

WHO RESPONSE
WHO works with countries to reduce the immediate
and long-term avoidable mortality, morbidity and
disability caused by natural and man-made disasters.
The aim of WHO's work in this area is to ensure that
countries are better equipped to prevent and prepare
for disasters and mitigate their health consequences.
WHO also works with countries to link emergency
measures and sustainable health development through
appropriate coordination mechanisms and emergency
response. One of the core strategies is to enhance the
disaster management competence of both the national

focal points at the ministries of health and the national
disaster units. The ultimate aim is to promote the best
public health practices in emergencies at local and
community levels, particularly in disaster-prone
countries.
During the period, an urban risk-mapping project
and a regional disaster profile database project were
launched. The risk-mapping project for National Capital
Region of the Philippines describes in electronic form
the distribution of urban risks such as flood-prone and
congested areas, and chemical factories. The database
project is an initiative developed with the Asian Disaster
Reduction Center (ADRC), Kobe, Japan, to show the
position and spatial distribution of all natural disasters
in the Region. It includes all disasters registered in the
EM-DAT of the Center for Research on the
Epidemiology of Disasters (CRED) from 1980 to 1999
using GIS software with a link to a profile of each
disaster. These projects will provide the public health
information and tools essential for predisaster activities
by identifying the distribution of vulnerable
populations and natural hazards. To streamline WHO's
disaster management strategies in the Region, a review
of the 1250 natural disasters to hit the Western Pacific
Region from 1980 through 2000 registered with CRED
and an assessment of national capacities for disaster

HEALTH SECTOR DEVELOPMENT

Table 14.1 Number of natural disasters in the Western Pacific Region by country and type of hazard,
1980-1999
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programme on early reconstruction of
the damaged health services due to the
ethnic tension in Solomon Islands, WHO
provided funds to procure essential
drugs in November 2000.

RESULTS

Floods in Cambodia in July and September 2000
H\::1:"..9 #~0 11'01\'7/ LH'LJ/" l'CJ{)LJt'dod

management were carried out. These will enable
WHO's support for the national capacity building for
emergency management to be more country- and
event-specific in future.
WHO participated in three United Nations InterAgency Appeals during the period. For the Mekong
floods disasters in Cambodia and Viet Nam in
October 2000 and for the dzud in Mongolia in
January 2001, WHO formulated the health component
of the Appeals to facilitate international resource
mobilization. In VietNam, for example, WHO worked
closely with the teams from the United Nations Office
for the Coordination of Humanitarian Affairs (OCHA)
and the United Nations Children's Fund (UNICEF)
from the earliest days of the emergency to the postemergency period. WHO provided health information
to the OCHA team on its arrival in VietNam and worked
with it to identifY the major issues. Then, working
closely with the Government of VietNam, UNICEF
and NGOs, WHO coordinated and funded cholera
prevention interventions and distributed information,
education and communication materials on food borne
diseases and bednets. In the post-emergency period,
WHO worked with the Government to strengthen
outbreak response and disease surveillance.
Immediately after the earthquakes in Papua New
Guinea in November 2000, WHO provided technical
and financial support for initial disaster management
activities. To complement the Government's

United Nations Inter-Agency Appeals
(in which WHO was an active
participant) in Cambodia, VietNam and
Mongolia helped to ensure a more
effective response to the disasters in
those countries.
The detailed study that is being
carried out of over 1000 disasters in the
Region will enable analysis of the
specific distribution of natural hazards
in terms of geographical area and types
of hazard. This will then be used to formulate WHO
regional strategies to address specific disasters within
a defined area. The hazard and vulnerability
distribution map will enable governments to improve
their disaster preparedness and mitigation plans at
community level.

ANALYSIS
From the public health perspective, the goal of disaster
management is to assess health needs, orient available
resources to identified needs, prevent further adverse
health effects, implement disease-control strategies,
evaluate the effectiveness of the application of these
strategies and improve contingency planning for future
health emergencies. 1 The health sector should take
the lead in promoting national disaster management
programmes. However, some of the disaster-prone
countries in the Region have some way to go in this
regard. There is therefore an urgent need to further
strengthen the disaster preparedness and response
capacity of ministries of health through their national
disaster focal points. Mechanisms need to be identified

1

Noji, Erik K. The public health consequences of disasters,
Prehospital and Disaster Medicine. Vol 15, No 4, OctoberDecember 2000.
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and promoted simultaneously to translate capacity
building at central level into action at local and
community levels.
The public health implications of disasters vary
according to the type of disaster, geographical area,
level of development and the disaster preparedness
and mitigation process. Therefore, country-specific
approaches to capacity building need to be developed.
Disaster management is increasingly focusing on
the importance of administration and coordination as
well as on technical issues. WHO will therefore
encourage intra- and intersectoral coordination since
no ono aootor oun comprchct13ivcly manage nil nsp.::.ct-5
of disasters.

FUTURE
WHO's core work in emergency and humanitarian
assistance will include support for services
(surveillance, supplies management including
provision of emergency kits, disease control) as well
as cross-cutting functions (capacity building, policy
advice, n01ms and guidelines).
WHO will continue to work with countries and
other partners including United Nations agencies and

nongovernmental organizations (NGO) to reduce the
impact of disasters on public health by:
• facilitating subregional disaster collaboration
between countries to deal with common natural
hazards, e.g. Mekong river floods and cyclones
in Melanesia and Polynesia, by conducting
workshops that enable previous collaboration
to be analysed, experience to be shared and
future collaboration to be planned;
• collecting, analysing, compiling, updating and
disseminating information on previous
rli>l'iltf;'r<; t0 mti0nal ~otmterp<~rtll, inchtding :1
disaster map and regional disaster profile
database that will be accessible through the
WHO website;
• reviewing and analysing technological
disasters in the Region, formulating regional
plans of action and working with countries to
ensure they are reflected in national health
development programmes; and
• supporting countries to enhance their national
capacity on disaster management from central
to local and community levels by conducting
workshops, holding training courses and
translating publications into local languages.

Reaching out

15. Information technology

Information technology in countries

ISSUES
omputer networks and Internet connectivity
are essential for effective communication
among health workers and different parts of
the health system, and between Ministries of Health
and WHO. However, some countries currently lack an
adequate information technology (IT) infrastructure,
which stops them from maximizing the benefits that
can be derived from recent developments. In some
countries remote physical locations make it difficult
for local infonnation technology staff to keep up with
the latest technologies.
In many countries, the nnpact of developments in
IT has been limited by poor infom1ation management,
inadequate statistical tools, weak communications
infrastructure and inadequate training. Regional
standards for technical infonnation systems have been
lacking, leading to ditliculties in integrating infonnation
and some duplication. The gap between infonnationrich and information-poor countries has been growing
because of wide variations in investment in IT
infrastructure.

C

WHO RESPONSE
A local area network (LAN) was installed in the
Ministry of Health, Kiribati, and technical support
provided to Fiji and the Federated States of Micronesia
in network design, problem-solving and training oflocal
IT staff and users. The WHO data presentation system
(DPS) was demonstrated in Kiribati and Fiji.
Discussions were held with the European Region
with regard to its agreement with Medical Network
News, a global wireless closed-user medical infonnation
channel. The possibility of adapting this agreement
to enable use of the network in the Westem Pacific
Region is being examined.

Health Mapper, which was developed jointly by
WHO and UNICEF, \VU:J introduced into the Rcgivn
(see box).
In order to provide technical input to an important
satellite-communications based, open-learning project
in the Pacific, a distance learning task force was
organized by the Regional Office and a comprehensive
review of the requirements of the countries
participating in the WHO Telehealth Project was
undertaken.

RESULTS
The IT capacity of the Ministry of Health of Kiribati
was strengthened significantly through a LAN
installation. IT staff and users in the Ministries of
Health in Fiji and the Federated States of Micronesia
are now able to use information systems more
effectively. Ministries of Health in selected Pacific
island countries were briefed on appropriate tools for
data gathering, basic analysis, reporting and
presentation.
Standardized health indicators and coding for
geographic areas in use in the European Region of
WHO were reviewed and similar outputs will be
developed for the Western Pacific Region in due
course. The telehealth project and tender documents
for hardware suppliers were reviewed by the distance
learning task force.

ANALYSIS
In several countries and areas, rapid improvements to
the health information management culture and the IT
and telecommunications infrastructure are needed to
improve decision-making among health professionals
and policy-makers. It is important that countries and
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New opportunities in information management and mapping
Recent advances in geographic information and mapping technologies have created new opportunities for
public health administrators in planning, management and monitoring. Planners can now assess and analyse
the spatial relationships between factors affecting public health and the constraints facing the implementation of programmes.
The past five years have seen a significant improvement in information and mapping technology, including
the development of desktop mapping software, new programming tools that enable customizing of mapping
products, and increasing connectivity to information highways, including the World Wide Web.
However, public health professionals in developing countries, who are often in the best position to make use
of information and mapping technologies, have in many cases been the last to receive the technology. This
has mainly been due to lack of funding, lack of access to simple technology and lack of awareness of the
opportunities that these technologies provide.
Health Mapper, which was developed jointly by WHO and UNICEF, is a powerful geographic information
system (GIS) tool. It was presented to the South-East Asia and Western Pacific Regions at workshops on
malaria and lymphatic filariasis in Bangkok in September 2000 and February 200 I. Further research is in
progress with the European Region and the Region of the Americas in order to develop standardized coding
mechanisms for health indicators and geographic areas.
The objective of the Health Mapper programme is to reach a significant proportion of public health administrators in developing countries by:

•
•

•

providing access to simple, low-cost management and mapping systems;
expanding the network of technical support and data distribution channels; and
stimulating partnerships at all levels in an effort to coordinate approaches to geographic information and mapping system development.

WHO continue to examine emerging technologies in
order to both seize opportunities and build on previous
investments.
There are limitations to WHO's capacity to support
the IT infrastructure in Ministries of Health.
Nevertheless, sources of funding will be sought and
WHO will continue to work within these constraints.
The expense of on-site visits means that other methods
of support will need to be sought.
The DPS and Health Mapper are very practical
tools for gathering, analysing and monitoring health
data. However, the Region's diversity makes it extremely
difficult to develop standardized codes for health
indicators and geographic areas .

FUTURE
WHO will continue to work with countries to identify
the most appropriate use of information and
communication technologies in the health sector.
Associated infrastructure will be strengthened,
particularly for Internet and Intranet access and tools
supporting electronic collaboration. Care will be taken
to ensure that activities are in line with the objectives
of individual technical programmes. There will also be
close coordination with the health information and
evidence for policy focus (see pp. 189-193).
The DPS will be introduced in more countries.
Health Mapper national workshops for trainers will be
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organized in priority countries: Cambodia, the Lao
People's Democratic Republic and VietNam. Baseline
geographic data will be updated.

iNFORMATION TECHNOLOGY

A regional strategy for WHO distance learning
will be implemented and pilot training courses
developed in close consultation with Member States.

Information technology within WHO
ISSUES
While much success has been achieved, more needs
to be done to improve WHO's capacity to provide
programme officers and staff, their national
counterparts and partners with access to up-to-date,
structured information to support operational decisionmaking.
The
convergence
of
information ,
telecommunications and Internet technologies provides
great opportunities for structuring and sharing
information and for improving infonnation support to
country offices and national counterparts at low cost.
However, it is crucial that the organi zation improves
and standardizes its hardware platforms, systems,
tools, databases and policies in order to take advantage
of these opportunities.
This challenge is common across WHO and the
Organization is seeking to avoid duplication and to
identify how internal systems, services and experience
can be shared. In particular, to facilitate data sharing
among regional offices, with country offices and
Headquarters, information systems in the Regional
Office must increasingly share a common data structure
with counterpart systems elsewhere.

WHO RESPONSE
ln the period, the Regional Office made an important
contribution to the development of a global WHO IT
strategy and governance structure, particularly
through its involvement in the planning for the
replacement of the WHO Administration and Finance
Information (AFI) system by appropriate business
systems.
Server and workstation hardware, the operating
system and "back-office" software in the Regional
Office and all country offices were upgraded and

standardized to provide common platforms for systems
11nrl sf.rvir.f.s
A number of administrative systems were
implemented or improved. A powerful Personnel
Administration System (PAS) has been developed for
use in the Regional Office, to replace a predominantly
manual system. This redeveloped PAS system was
shared with the Region oftheAmericas and the SouthEast Asia Region and a common data model was
established for the versions implemented in the three
Regional Offices. Likewise, a common data model was
established for the plans of action systems in use in
the Eastern Mediterranean and Western Pacific
Regions. A new version of the plans of action (POA)
system was launched. An improved version of the
strategic programme budget planning module for the
regional and country offices was deployed. A staff
overtime management system was implemented. The
country office module of the procurement system was
deployed and a web interface implemented. The global
IMPREST accounting system was rewritten and
deployed throughout WHO.
Telecommunications infrastructure was improved.
A number of leased lines were put in place in country
offices, leaving only three out of a total of fifteen
country offices with dial-up connections. The WHO
global private network was reconfigured in conjunction
with Headquarters, and the Eastern Mediterranean and
the South-East Asia Regions to provide primary
Internet e-mail and web services. A l megabit/sec
connection is now shared between the Eastern
Mediterranean, the South-East Asia and Western
Pacific Regions at very low cost. Unified messaging
architecture was implemented in the Regional Office.
Many information resources and a number of
administrative databases (POA, procurement and
mission reports) were integrated into the Intranet. These
secure Intranet resources are now accessible via the
web from outside the Regional Office.

REACHING OUT

Common standards for IT development
approaches, tools and deliverables have been
developed and adopted.

RESULTS
Significant improvements to, and standardization of,
the hardware platforms and software tools in use in the
Regional Office and country offices have enabled more
rapid and automated data sharing between WHO offices
in the Region.
The continuou5 impruv..:.w.,ul uf bc1tJwau;
platforms and software tools in the Regional Office
and country offices and the widespread implementation
and management oflntemet connectivity in the Region
(particularly the leased lines in the country offices)
has enabled WHO ( 1) to deploy databases, technical
collaboration tools and other resources on the Regional
Office website, (2) to provide information exchange
through on-line database access and replication, and
(3) to ensure there is a robust local infrastructure for
electronic messaging and web connectivity.
The Intranet at the Regional Office has become an
important information repository and tool for use by
WHO staff throughout the Region, whether they are in
the office or on duty travel.
Specific well-defined activities have successfully
addressed particular problems, for instance the country
module of the procurement system has improved the
efficiency ofthe procurement cycle.

ANALYSIS
There is still a long way to go before shared and
standardized information is available across all WHO
locations for decision support of staff involved in all
aspects of our work. Given the scale and complexity of
this task, efforts must reflect the real needs of WHO
country offices and national counterparts.

A great deal of valuable experience has been gained
and a high level of collaboration between WHO
regional offices has been achieved in the process of
sharing common systems, and particularly in
developing common data models. However, there are
still difficulties in obtaining up-to-date core
administrative and financial information for operational
and management purposes because of the need to
replace the aging global AFl system.
Much of WHO's information and analysis is
contained within documents. The Organization
manages documents using a paper-based information
tuuJd, w ln::teas il iuu t:asiugly ust:s t:lt:elwuie louis,
methods and standards to create, process and
disseminate the documents. Common standards and a
strategic view of information are helping to reconcile
these differences , but more needs to be done to
integrate technical information systems in the Region.

FUTURE
A major challenge for WHO in the Western Pacific
Region, and for WHO as a whole, will be to establish
and maintain shared data models for programme
management, and for financial and technical
information systems. This is the only effective basis
for information sharing across all levels of th e
organization in pursuit of an integrated 'One WHO'.
The replacement of the global AFI system will be a
great challenge. A successful replacement will, among
many other things , greatly improve the technical
collaboration capacity within WHO and with its
Member States and external partners.
The Regional Office will be seeking to achieve
further innovations in the areas of document
management, electronic dissemination, geographic
information systems (GIS) and web-based systems. It
will also seek to build upon prior external investment in
satellite telecommunications infrastructure to improve
connectivity and reduce communications costs overall.

16. External relations

ISSUES
Coordination and cooperation
ncreasing recognition of the essential role played
by health in social and economic development has
meant an increasing number of multilateral and
bilateral players involved in the health sector at all
levels. This has led to great opportunities for
channelling more resources to health development,
and significant challenges related to coordination and
cooperation.
These organizations involved both directly and
indirectly in health programmes inevitably have their
own agendas and priorities. There is often little
communication or coordination among different
agencies, which can lead to duplication of activities,
waste of limited resources and ineffective health
investment. Policy guidance and technical support at
country level can seem uncoordinated. This has
sometimes led to difficulties among various agencies
and between agencies and national governments.
Even among UN agencies, more needs to be done
to improve communications, collaboration, and joint
policy and programme development. The Common
Country Assessment (CCA)/United Nations
Development Assistance Framework (UNDAF) exercise
that has been implemented in some countries of the
Region since 1997 has been a step in the right direction,
but its impact has not yet been fully felt. Nevertheless,
in some technical areas there is improving cooperation
between different UN agencies, notably among the
UNAIDS co-sponsors.

I

Meanwhile demands for support from Member States
have increased, as result of changing health needs
associated with social, economic, demographic and
environmental change and changing disease patterns.
In recent biennia, extrabudgetary contributions
from various partners to WHO's activities have
represented about 40% of the total funds available to
WHO in the Region. These extrabudgetary funds have
been extremely important in enabling WHO to carry
out its mandate to work with developing countries,
especially low-income countries, to address health
problems and combat major diseases.
However, there is a danger that, in addition to the
decline in regular budget funding, levels of
extrabudgetary resources may also drop off, following
the achievement of regional targets for poliomyelitis
eradication and leprosy elimination (both of which
traditionally accounted for a significant proportion of
the extrabudgetary funds donated to the Region).
In recent years, some bilateral donors and
foundations have increased their funding for health,
especially for prevention and control of major povertyrelated diseases. Many donors provide funds directly
to governments and projects with NGO involvement.
Governments sometimes have difficulties identifying
and developing attractive proposals within the required
timeframe for potential donors. There are also
sometimes problems in coordinating and planning
implementation of many individual projects funded by
increasing numbers of donors.

WHO RESPONSE

Resource mobilization
Despite increases in the overall resources available for
health in recent years, the WHO regular budget for the
Western Pacific Region has declined in real terms for a
number of years. This trend will continue as a result of
resolution WHA51.31, which determined that the
allocation to the Region would be reduced by 18%
spread over three biennia, beginning in 2000-2001.

Strengthen and forge more effective
partnerships
Although it is the lead United Nations agency in health,
WH 0 recognizes that it can work more effectively and
achieve more by strengthening its ties with its
traditional partners, in some cases by exploring new
forms of collaboration, and by establishing new
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alliances. In the last few years WHO has increasingly
promoted cooperation and joint efforts with Member
States, the United Nations family, other partners and
civil society and the private sector.
WHO has actively facilitated visits by staff from
different agencies and their participation in governing
body meetings, technical and programme review
meetings, fact-finding missions, joint technical
meetings in such priority areas as the integrated
management of childhood illness (IMCI), Roll Back
Malaria, tuberculosis control, the Tobacco Free
Initiative, diabetes control and reproductive health.
WHO Ita~ al~o taken the Initiative In encouraging joint
development and submission of proposals to potential
donors, developing advocacy mate1ials and information
exchange.
WHO has forged partnerships with other agencies
in some important areas of work, such as tuberculosis
control, poverty reduction and tobacco control,
adolescent health and development, and has provided
policy and technical advice to health projects
implemented by other agencies.
WHO has been actively involved in the CCA/
UNDAF exercise in ten countries in the Region:
Cambodia, China, Fiji, the Lao People's Democratic
Republic, Malaysia, Mongolia, Papua New Guinea, the
Philippines, Solomon Island and VietNam. It has played
a central role in providing coordinated technical
support to participating countries. In most cases, health
has been identified as a key area for CCA/UNDAF and
WHO Representatives been selected as chairs of
interagency working groups on health. The Regional
Office has also strengthened information collection and
analysis and sharing among participating countries.
WHO has collaborated with the United Nations
Development Programme (UNDP) in management
development in Cambodia, control and prevention of
HIV/AIDS and water and sanitation in Mongolia, a
study on private practice and environmental health in
China, health system development in Samoa and malaria
control in Solomon Islands, among others.
Technical cooperation with the United Nations
Population Fund (UNFPA) has focused on
strengthening reproductive health services, health
education outreach, and family planning. Joint
activities were carried out in Cook Islands, Fiji, Kiribati,
Federated States of Micronesia, Marshall Islands,
Papua New Guinea, Solomon Islands, Tonga, Tuvalu
and Vanuatu.

WHO worked closely with the United Nations
Children's Fund (UNICEF) in implementing the IMCI
strategy. Among the joint WHO/UNICEF meetings
during the period were a Joint Regional Consultation
on Infant and Young Child feeding in Thailand, an
IMCI workshop in the Philippines, and a Meeting for
Adolescent Health and Development in Fiji. WHO and
UNICEF also conducted a youth tobacco survey in
Fiji. UNICEF has continued to be a major partner in the
EPI and has worked closely with WHO to eradicate
poliomyelitis from the Region and eliminate neonatal
tetanus in countries that have not yet reached the

elimination target.
WHO collaborated closely with UNAIDS in
several countries in coordinating and implementing HIVI
AIDS programmes. WHO Representatives serve as
Chair ofUNAIDS Theme Groups in China, Malaysia
and Fiji.
Communication and collaboration with the
Association of South-East Asian Nations (ASEAN)
has been strengthened, following a mid-term review
meeting on the implementation of the memorandum of
understanding (MOU) signed between two
organizations in 1997. WHO provided technical support
for the preparations for the A SEAN Health Minister's
meeting held in Indonesia in 2000 and technical and
financial inputs to other technical activities organized
by ASEAN, such as the ASEAN Working Group on
Technical Cooperation in Pharmaceuticals, and a
Training Course on Reference Substances for New
ASFAN memhers.
Technical collaboration with the Asian
Development Bank (ADB) has entered a new phase,
symbolized by the delivery of the keynote address at
the fifty-first session of the Regional Committee for
the Western Pacific in September 2000 by Mr Tadao
Chino, President of ADB. There has been a significant
increase in staff from the two organizations participating
in each other's meetings and in conducting joint
missions. Representatives from ADB have also
participated in WHO Technical Advisory Group
meetings.
Close collaboration with the Secretariat of the
Pacific Community (SPC) continued, following a
revision of the Memorandum of Understanding (MOU)
between the two organizations in 2000. WHO and SPC
jointly organized a meeting of the Ministers of Health
for the Pacific Island Countries in Madang, Papua New
Guinea, in March 2001. Collaboration also intensified
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with regard to implementation of the Western Pacific
Declaration on Diabetes. The two organizations also
collaborated on prevention and control of tuberculosis,
malaria, filariasis, noncommunicable diseases, and
disease surveillance in Pacific island countries.
Collaboration with bilateral agencies has been
further reinforced. Two consultations between the
Government of Japan and WHO were held in Tokyo
and Manila in 2000 to review strategies and priority
areas for future collaboration. The focus of the Joint
Coordinating Committee Meeting between the
Government of China and WHO moved from
programme review to presentations and discussiOns
on health policies, strategies and priority areas for
future collaboration. In the Pacific, the Meeting of
Ministers of Health for the Pacific Island Countries
already referred to resulted in increased political
commitment to implement regional and subregional
priority programmes such as tuberculosis control,
noncommunicable diseases including diabetes, and
elimination of filariasis.
Cooperation was maintained with key
nongovernmental organizations (N GOs) and a number
of important new relationships were forged. WHO's
NGO partners in the Region include: Helen Keller
International, International Diabetes Federation,
International Life Sciences Institute, International
Medical Parliamentarians Organization, International
Union Against Tuberculosis and Lung Disease,
Rockefeller Foundation, Rotary International, Sasakawa
Memorial Health Foundation, Save the Children Fund
(UK), World Federation for Medical Education, World
Federation of Acupuncture-Moxibustion Societies,
World Medication Industry, World Organization for
Family Doctors, and World Vision International. Major
examples of collaboration during the period included
work with the International Diabetes Federation in
implementing the Western Pacific Declaration on
Diabetes; with the International Medical
Parliamentarians Organization (IMPO) in holding a
Meeting on Tuberculosis and Health Development in
March 200 1; with the Rockefeller Foundation in
supporting the Tobacco Free Initiative in Cambodia;
and with the Korean Association of Health in
controlling parasitic diseases in the Lao People's
Democratic Republic.
WHO's partnership with the private sector, notably
with pharmaceutical companies, was strengthened,
particularly with regard to implementing the Western
Pacific Declaration on Diabetes.
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Resource mobilization
WHO has redoubled its efforts to reach out to
traditional donor partners and to develop new
partnerships. In the Region WHO works closely with
such donor partners as the Government of Japan, the
UN Trust Fund for Human Security, the European
Commission (EC), the Australian Agency for
International Development (AusAID), Centers for
Disease Control and Prevention (CDC), the Danish
Agency for Development Assistance (DANIDA), the
Department for International Development of the
Umted K.mgdom (Ut lU ), the Japan lnternahonal
Cooperation Agency (JICA), the Norwegian Agency
for Development Cooperation (NORAD), the United
States Agency for International Development (US AID),
the Governments of France, Luxembourg and the
Netherlands, and the Rockefeller Foundation. WHO
staff have been encouraged to open dialogue with
donors and potential donors and representatives of
major donors have been invited to visit the Regional
Office and attend governing body meetings and other
important technical and programme review meetings.
Staff of donor organizations have also participated in
activities at country level.
To facilitate resource mobilization by staff at
regional and country levels, particularly in the areas of
project identification, preparation and presentation,
and make it easier to identify and approach new donors,
WHO has trained staff and prepared training materials
on writing and presenting proposals. Infonnation on
potential donors was regularly circulated,
administrative support was offered to country offices
on preparing MOUs or other agreements. A video
conference on resource mobilization was organized for
WHO representatives and country liaison officers in
November2000.
Some WHO country offices have been actively
involved as brokers in facilitating identification,
preparation and submission of project proposals by
ministries of health to potential donors. Successful
examples of this include a measles project in VietNam
and a tuberculosis project in China. The Regional
Office also developed a strategic framework on HIV
and AIDS control for use by Member States to develop
proposals for potential donors, and worked with the
Government of the Lao People's Democratic Republic
to prepare a proposal on poverty reduction for potential
donors.
WHO helped to coordinate activities funded by
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various donors at country level. WHO Representatives
have worked with a number of ministries of health to
coordinate and plan implementation of different
collaborative activities. In addition, WHO country
representatives have also provided technical inputs to
Consultative Group Meetings organized by the United
Nations Development Programme and held in
Cambodia, the Lao People's Democratic Republic,
Mongolia, and Viet Nam . WHO also participated
actively in joint appeals by UN country teams, such as
the appeal following the 1999-2000 winter disaster in
Mongolia.
In order to improve assessment of the impact,
outcome and effectiveness of projects funded by
external resources, and to make such projects more
accountable to donors, an evaluation of selected
projects funded by extrabudgetary sources was
conducted by the Regional Office and findings were
fed back to the donors.

RESULTS
Coordination and collaboration with other partners and
resource mobilization are both long-term gradual
processes. Both are also subject to external factors
beyond WHO's control. Nevertheless, there were a
number of important achievements in the period.
There is increasing recognition of WHO's
leadership in policy advocacy, technical guidance and
support for health sectors. More agencies are seeking
WHO's involvement and technical advice for planning,
assessment, preparation and implementation of their
health projects. Coordination and collaboration with
the rest of the UN system has been further improved
following WHO's active participation in the
CCA/UNDAF process in ten implementing countries.
There have been more mutual visits by WHO staff and
UN partners, coupled with improved information
sharing and joint activities in priority areas. Cooperation
with UN agencies such as UNDP has significantly
improved.
Collaboration with multilateral and bilateral
agencies outside the UN system, with NGOs and with
other partners has expanded. Such activities take place
across the whole range of WHO's work. For example,
during the period, WHO collaborated withAusAID on
IDD control in Tibet, China and tuberculosis control in
Papua New Guinea; DFID, on the health sector reform

project III in Cambodia, HIV/AIDS in VietNam and
malaria control in the Mekong countries; CDC on
tobacco control; USAID on tuberculosis and malaria
control; the French Government on tuberculosis
control; ADB, on three projects on rural health
financing in VietNam, health insurance in Micronesia
and prevention offoodborne diseases in VietNam; the
Government of Luxembourg on six projects on
reproductive health, parasitic disease control and
medical equipment in the Lao People's Democratic
Republic, HIV control and health insurance in VietNam
and upgrading the cold chain in China; the International
U1abetes t ederahon on the development and
implementation of the Western Pacific Region
Declaration on Diabetes; the Rockfeller Foundation on
tobacco control in Cambodia; and with the UN
Foundation on adolescent health in Mongolia, among
others.
The flow of extrabudgetary resources to the
Region has been maintained. Many traditional donors
continue to contribute to WHO's work and several new
donors have begun working with WHO in such areas
as tuberculosis control, Roll Back Malaria, the Tobacco
Free Initiative, health sector development, iodine
deficiency disorders, HIVI AIDS, reproductive health
and food safety.
A regional resource mobilization strategy was
developed and a donors' profile prepared for use by
staff at regional and country levels . More new projects
on priority programmes were developed, submitted and
approved by donors through WHO country offices.
Areas covered by the projects have become more
diversified.

ANALYSIS
Despite steady improvement, WHO's collaboration with
its partners in the UN system can still be further
enhanced. The CCAIUNDAF exercise has been useful,
but there is still a long way to go before all parts of UN
system work together in a coordinated and coherent
way. More and more multilateral and bilateral agencies
recognize WHO's comparative advantage as a
specialized technical agency in health and consult the
organization for technical guidance, but there is still
scope for improvement in this regard.
WHO's MOUs and other agreements with a
multilateral agencies such as ASEAN and the SPC are
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a valuable way of signalling intentions for collaboration
and commitment; the time has now come to to explore
new and practical ways of translating these agreements
into actions.
Although levels of extrabudgetary funding in the
Western Pacific Region have been broadly maintained,
a number of factors may make it difficult to sustain the
same levels in future. These include fierce competition
for resources among various UN agencies due to
general funding shortfalls throughout the system and
increasing demands from Member States. There is also
a trend among some donors to channel resources for
he:alth projectE directly to countriiw and NGOo. Many
donors prefer to contribute funds to projects which
are able to demonstrate measurable results in a
relatively short time, which may make it difficult to raise
funds for projects concerned with long-term capacity
building.

FUTURE
WHO will continue to make every effort to foster
partnerships and to form strategic alliances within and

EXTERNAL RELATIONS

outside the UN system. It will continue to participate
actively in the CCA/UNDAF exercise and share
experiences and best practices with other agencies and
with countries. WHO will maintain its active involvement
in meetings of Consultation Groups at country level
and its participation in joint appeals by UN Country
Teams.
More frequent personal interaction, information
exchange, and joint collaborative activities on mutually
agreed priority areas with other agencies will be
facilitated. Special attention will continue to be given
to areas where the collaboration can make the greatest
impact and ntoult in add~td valu~tl and in which \VHO'o
comparative advantage can be brought into full play.
Collaboration with donor partners to maintain and
gradually increase extrabudgetary resources available
to WHO and its Member States in the Region will be
intensified.
WHO will continue to play the role of a broker
in facilitating project identification and to
support countries to prepare submissions to potential
donors. It will work with countries to improve use
of existing resources through better planning
and coordination.

17. Public information

ISSUES

negative stories with news of WHO's role in promoting
"positive health" and coverage of innovative preventive
and health-promoting initiatives is a major challenge
od.ay's headlines ~ro und the glob~ are s~turated
With new of disas ter ·, emergmg diseases,
for public information in the Region.
outbreaks, p verty and environmental hazards
During the period, emphasis was given to
and their impact on human health. Given this, how can
strengthening the capacity of the Regional Office and
WHO best explain its role in promoting health and
country offices to respond promptly to media inquiries
combating disease to the public? How can it develop
and to focus attention on key public health issues,
relationships with the media to deepen their
partnerships and outcomes. In the Regional Office, the
understanding of public health issues in general?
public information unit coordinated media relations
through regular press contacts, press conferences and
press briefings, press kits and technical backgrounders,
WHO RESPONSE
and facilitating of interview requests. The availability
of audiovisual materials, such as photographs and
WHO's work in the field of public infom1ation has
broadcast quality video materials, was improved. The
continued to focus on improved media relations and
digital image library was expanded and a video library
on capacity building . Emphasis has been given to
was established.
formulating well-targeted communication strategies and
High priority was given to providing media support
to identifying effective ways of publicizing successful
in key areas, such as Stop TB, the Tobacco Free
partnerships between WHO and its Member States.
Initiative, HIV/AIDS and adolescent health.
Balancing coverage of disease outbreaks and other
Improvements were made to the website of the
Regional Office, which had about 42 000
visitors in 2000. The most popular pages
and downloaded files included those
telated to WHO publications, the Tobacco
Free Initiative, sexually transmitted
infections, including HIV/AIDS, and
press/advocacy materials. A new
multimedia centre on the website,
particularly aimed at journalists, was
launched in October 2000. The centre
provides downloadable digital files of
various print, audio and video materials.
The public information unit
produced four issues of the newsletter
WHO in action. Each issue highlighted
key programme areas and successful and
innovative approaches implemented in
partnership with the Member States and
other agencies. All issues of the
newsletter are available on the Regional
Office website.
The public information unit worked
Shooting a video on poliomyelitis eradication in Cambodia

T
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Kyoto meeting makes global headlines
From BBC News to Asahi TV, from Reuters to Xinhua News Agency, the announcement of the Western Pacific
Region's polio-free certification was heard loud and clear around the world.
More than 15 wire services and news agencies and 42 newspapers and journals published stories on the
Kyoto Meeting on Poliomyelitis Eradication in the Western Pacific Region, held in Japan on 29 October 2000.
In addition to newspaper coverage, BBC, CNN and several national broadcasters, for example in China, the
Lao People's Democratic Republic and the Philippines, devoted airtime for news items, public service announcements or documentaries produced to highlight the Region's public health milestone. It is estimated
that more than 2UU I V stations used poho matenals produced by the Keg10nal Utt1ce. A radio documentary on
the Western Pacific's polio laboratory network was distributed to radio stations around the Region, as well as
to UN radio.
Through the media, WHO was able to raise public awareness of the importance of the Region's polio-free
status and to highlight the important role of partners, especially Rotary International. This is a good news
story that has reached many comers of the vast Western Pacific Region.
In addition to promoting media coverage of the Kyoto event, the Western Pacific Regional Office developed
an interactive website (multimedia centre), from which video, audio and print materials on polio eradication
may be downloaded.

closely with the expanded programme on immunization
in marking the certification of the polio-free status of
the Western Pacific Region. The motto ofthe campaign
was "Polio-Free Western Pacific Region: A Shared
Victory". The strategy included use of print, radio and
television. Print products included a press kit,
submission of an opinion-editorial to selected
newspapers around the world, and the publishing of
two issues of the newsletter WHO in action with articles
highlighting polio eradication. Brief radio programmes
were produced and distributed. The production of TV
materials was canied out through a contract with an
external production and distribution company. A short
documentary film, video news releases and brief public
service announcements were produced, distributed and
aired around the world.
To commemorate World Health Day 2001, which
focused on mental health, several Member States
embarked on advocacy events. For example in the Lao
People's Democratic Republic, WHO supported a
theatre production by a youth group on mental health

issues and the making of a video of the event. In China,
WHO supported the translation and printing of
advocacy materials, and in Kiribati a health worker
manual on mental health was launched.
Advocacy and press materials were produced and
distributed to commemorate other WHO special days,
such as World AIDS Day, World TB Day and World
No-Tobacco Day.

Library services
Staff were encouraged to register for automatic delivery
of electronic contents pages of journals to their
desktops. The list of journals offering abstracts or full
text on the Internet was updated. In terms of document
delivery, the library made anangements with the British
Library Document Supply Centre (BLDSC) and the US
National Library of Medicine (NLM) to use their
Automated Request Transmission (ART) and
Loansome Doc. This has greatly shortened the waiting
period for the ani val of articles and documents.

REACHING OUT

Publications
During the period, WHO published the following titles: Women's Health: Western Pacific Region; Conducting
a rapid assessment of adolescent health needs: a manual for health planners and researchers; Plan of
action for the Western Pacific Region Diabetes Declaration 2000-2005; A WHO specific action plan for
diabetes; Guidelines for monitoring cardiovascular disease; and Health research methodology, second
edition. Other titles are listed in the chapters devoted to particular focuses.
Publications being prepared include the following: Vector Control: Asia Pacific edition; Guidelines for
incorporating elderly care into primary health care in the Western Pacific Region; Physical activity
guidelines; NCD Advocacy Book; Epidemiological situation ofmental health in the Western Pacific Region;
allll Regiunul meusles luburutwy munuul.
WHO encourages translation into local languages and reprinting of its publications. WHO collaboration with
the People's Medical Publishing House in China, a WHO collaborating centre for promotion and translation of
WHO publications, was strengthened through support for translation and for selection of appropriate materials
to be translated.
With regard to promotion, publications were made available at major meetings. Flyers announcing new
publications and a regional publications catalogue were produced. All publications were announced on the
Regional Office website. WHO publications continued to be promoted through mailings to ministries of
health, depository libraries, national focal point libraries, medical associations and medical schools.

RESULTS
Media coverage of the certification of the Region as
polio-free was encouraging (see box). Improved access
to WHO's work and partnerships in the Region has
been achieved through the use of the website, the
WHO in action newsletter, production ofTV and radio
materials and distribution of a wide variety of printed
advocacy and press materials.
Partnerships with the media have been further
strengthened through prompt facilitation of interview
requests, press conferences and briefings, and making
press materials (print, audio and video) available in
digital form on the Regional Office website.

ANALYSIS
Increased efforts to work with mass media, particularly
with the television, have led to an encouraging
increase in media coverage of WHO's work. Video
news materials and public service announcements are
likely to be aired by broadcasters, if they are well
produced and efficiently distributed.

Feedback from the field offices has indicated the
continued need for fresh advocacy and press materials.
Despite the fact that constant efforts have been
made to keep the website regularly updated, there have
been unavoidable delays due to limited human
resources.

FUTURE
High priority will be given to work with technical
programmes and country offices in supporting their
advocacy and press activities, particularly through staff
training on media skills. Encounters and interactive
seminars with the media will be organized, highlighting
selected priority programme areas.
Efforts will continue to produce high-quality, welltargeted advocacy and press materials and to ensure
their wide distribution. Further work will be carried out
to produce news material and public service
announcements for television and radio both within
and outside the Region.
The Regional Office website will be improved
through training and increased human resources.

Administrative services

18. Administrative services
Administration

Personnel

he installation of the new PBX telephone ystem
is complete and the y · tem i link d t o
equivalent systems in WHO Headquarter and
the other regional offices. The global private network
(GPN) is fully operational. An evaluation of the Ul'N 1s
currently underway, with the objective of using the
GPN for Internet access. Negotiations for better IDD
rates are continuing.
A new agreement was concluded with the Regional
Office's travel agent which will result in savings to the
Organization . An energy conservation programme is
ongoing and this is expected to reduce the electricity
bills in the Regional Office by 10% or by about $16 000
annually.
An agreement has been made with a courier
company to handle both outgoing and incoming
diplomatic pouches. The use of the courier company
will improve staff utilization in the Regional Office as
well as in country offices. Annual savings of some
$25 000 are envisaged.

Planning for a new computerized personnel system was
completed. When the system is implemented in the
second half of200 1 it will significantly improve access
to up-to-date data.
1 he personnel sectwn ot the Kegwnal Uthce
Intranet was significantly enhanced, with the addition
of recruitment procedures, vacancies and employment
conditions, among others.
A roster of experts for short-term professionals
and consultants has been put in place and will be made
accessible to country offic¢s.
The Regional Office's capacity for staff
development and training has been enhanced. In-house
language courses are being offered to staff in the
Regional Office, and language courses and secretarial
skills are offered to staff in country offices. A
comprehensive orientation programme for newly
recruited staff and a skills enhancement training
programme are planned.
Despite attempts to attract more highly-qualified
women to the staff, the Organization has not been able
to recruit as many women to fixed-term professional
positions in the Region as it would like (Table 18.1).
One reason for this is that WHO receives significantly
more applications for vacant positions from men than
from women. In part this reflects the fact that Manila
and several country offices pose particular difficulties
for women with families. Spouses find it difficult to
find work and opportunities for schooling are
sometimes limited. Women tend to find short-term
positions more attractive, and this is reflected in the
higher percentage of women appointed as short-term
professionals (Table 18.2).
Women have been appointed to senior positions
within the Regional Office (two out of three theme
directors are women) and there are female WHO
representatives in Papua New Guinea and Viet Nam,
the first to be appointed in the Region.
WHO will continue to seek ways of attracting more
women to the staff at the Regional Office in Manila and
in country offices, including the use of informal

T

Budget and finance
The budget and finance office is responsible for
providing efficient and flexible budgetary and financial
services to support the Organization's work with its
Member States. Other responsibilities include the
provision of financial services to staff, preparation of
the Programme Budget, control and monitoring of
budget implementation and preparation of financial
statements of WHO programmes.
During the period, improvements were made to
the automated budgetary and financial systems. The
Regional Office launched an electronic banking system,
which partly eliminates the manual processing and
signing of payment instructions and cheques. Cash
management has been improved through a "zerobalance account" which was opened in London by
WHO Headquarters for the funding of WHO accounts.
Improvements to the efficiency of budgetary and
financial service will continue in future.
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Table 18.1 Fixed-term professional appointments, 1996-2001

1996
1997
1998
1999
1 July 2000·
30 June 2001

2
9
2
23

2
3
10
12

1
8
6
24"

3
4
6•
11

75
33
50
31

1
3
1
10

2

14

14

22

E)

21

2

4

5•
1

One female candidate was selected but withdrew her candidacy later.
One male candidate declined to take up a fixed-term assiRnment due to family reasons .

Table 18.2 Short-term professional appointments, 1996-2001
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34
39
40
47

24
25
24
30

10
14
16
17

29
36
40
36

45

29

16

36

women's networks and other innovative recruitment
strategies.

Supplies and equipment and documents
reproduction
Using the updated computerized procurement system,
the supply unit continued to provide high-quality
supplies and equipment at competitive prices. A total
of $13 million was spent in procuring supplies and
equipment during the period under review. This
comprised regional purchases amounting to $9 million
and $4 million routed through procurement services at

'~

~

WHO Headquarters. Included in this sum is the
purchase of supplies and equipment on behalf of
Member States within the Region under the
Organization's reimbursable procurement scheme. This
amounted to $1 million and consisted primarily of
antituberculosis drugs, rabies and yellow fever
vaccines and antischistosomiasis drugs for the
Philippines.
The documents reproduction unit, which is
responsible for printing documents and health
promotion materials for the Regional Office is using
recently acquired pre-press digital equipment to
process in-house colour separation.

'
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Table 1 Demographic indicators
Population
Country/area

American Samoa
Australia
Brunei Darussalam
Cambodia
China
Cook Islands

Area
(in 1000 sq. km.)

0.20

Year

2000

7 692.03

2000

Total
('OOOs)

64.10
19 157.04

Year

Growth rate
(%)

52.20

1999

2.78"

1996

89.10

1999-2000

1.16

Year

Urban
(%)

1999

5.77

1999

330.70

1991

66.60

1998-1999

2.60

181.04

1998

11 437.66

1998

15.70

1998

2.49

9 600.00

1999

1 259 090.00

1998

30.40

1998

0.96"

0.24

2000

18.70

1999

59 .30

1996

0.50

18.33

2000

82!\.TO

1999

4B.TO

1990

0.00

French Polynesia

3.52

1999

227J7

1996

53.00

1988-1996

1.90

Guam

0.55

2000

154.62

1999

38.00

1990-2000

1.42

riji

Hong Kong (China)

1.10

2000

6 796.70

1999

94.69

2000

1.50

Japan

377.83

1999

126 686.00

1999

78.60

1999

0.16"

Kiribati

0.81

2000

84 .96

1999

38.70

2000

1.80

236.80

1995

4 581 .26

1999

22.90

1995

2.40

Lao People's Democratic Republic
Macao (China)

0.02

1999

437 46

1999

100.00

1999

1.60

329.76

2000

23 260.00

1999

58.10

1999

2.30

Marshall Islands

0 18

2000

51 .80

1999

65.20

1988-1999

1 50

Micronesia, Federated States of

0.70

2000

118.10

1999

28 00

1997

1 90

1 566 60

1999

2 446.30

1999

58.60

1989-2000

1.40

0.02

2000

11 .50

1999

100.00

1994

2.70

Malaysia

Mongolia
Nauru

19.10

1998

204.48

1999

75 .70

1998

1.79"

268 .02

2000

3 862,00

1999

85.70

1998

0.60

Niue

0.26

2000

1.90

1999

32.40

1996

0.00

Northern Mariana Islands

0.46

1999

69.34

1995

80.00

1999

5.60

Palau

0.49

2000

19.10

1999

72.10

1999

2.30

Papua New Guinea

462.24

2000

5 103.71

1999

17.10

2000

2.30

Philippines

300.00

2000

76 348.11

1999

57.80

1999

2.13

0.04

2000

0.05

1999

0.00

New Caledonia
New Zealand

Pitcairn Islands
Republic of Korea

99.43

2000

47 275.00

2000

79.70

2000

0.90

Samoa

2.93

1999

169.37

1999

21 .19

1996

0.80

Singapore

0.68

2000

4 017.70

2000

100.00

2000

1.70

Solomon Islands

28.37

1999

409 .04

1996

20.00

1999

2.80

Tokelau

0.01

2000

1.50

1999

0.00

1996

-0.90

Tonga

0.75

1999

99.80

1999

36.00

1999

0.30

Tuvalu

0.03

2000

9.90

1997

42.50

2000

0.90

Vanuatu

12.19

2000

199.80

1999

21.19

1997

2.40

VietNam

330.99

2000

77 685.54

1999

23.97

2000

1.42

0.26

2000

14.40

1999

0.00

1994

1.30

40.50

1995-2000

1.00

Wallis and Futuna

WESTERN PACIFIC REGION
Data not available.
est. Estimate.
Computed by WHO.
Figure applies to women aged 15-44 years.

2000

1 680 569.00

2000
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Year

1999
2000

< 15 years

38.10

65+ years

% of population aged
60 years or older
(1999)
Male
Female

3.45

Year

Crude birth
Crude death
rate (per 1000 rate (per 1000
population)
population)

Dependency
ratio,
1998
Year

(%)
1998

27.60

4 00

1995

4.50

6.76

1999

1.75

20.47

12.32

45.00

55.00

1999

1999

32.54

3.39

50.00

50.00

1999

22.40

2.70

57 .00

1999

2.70

1998

42.80

3.50

36 ,00

64.00

1998

38.00

12.00

81 .80

1999

5.30

1999

23.94

7.63

48 ,00

52.00

1999

15.23

6.46

47.50

1998

1.38

1996

34.56

5,37

1999

18.90

1999

2.60

1990

33.80

4.00

48.00

!12.00

1998

21.88

o.2a

1990

3.20

1999

32.50

3.98

50.00

50.00

1999

20.50

4.40

1998

2.56

2000

34.90

6.00

50.00

50.00

1999

26.60

4.80

1999

3.90

8.00

4.90

39.60

1999

0.97

45.40

1999

1.34

1995

4.50

2000

13.09

Total
fertility rate
(women 15·49 yrs)

5.00

17.17

11 .19

49.00

51 .00

2000

1999

14.79"

16.72"

44.00

56.00

1999

9.40

7.80

1995

41.15

5.09

1995

33.20

8.30

1995

44.00

4.00

1995

41 .30

15.10

47 .00

53.00

49.60

ae.oo

90.70

1995

5.60

2000

est. 1.20

1999

23 17

7.71

44 .00

56.00

1999

9.60

3.20

1999

33.50

3.80

47 .00

53 ,00

2000

24.50

4.40

1999

3.10

1999

42 90

2.20

1999

41_80

4.90

1999

5.70

1997

44.00

3 50

1997

23.50

4.20

1997

4.70

6,18

1999

2.30

35.10

3,90

1992

41 .80

14 ,00

1996

31.00

1998

23_00

1999

1996

34 .90

1999
1998
1998

41 ,83"

1998

12 .00

21 .12

63.50

67.50

45.00

55.00

1999
1994

13.40

5,00

2000

est. 3.70

48.00

52.00

1998

21.30

4.80

1998

2.60

45.00

55.00

1998

15.25

6.91

1995-2000

2.00

6.60

1991-1997

3.00

52 .80

7.20

1997

18 .30

24.73

1.72

1999

21 .30

2. 70

1999

1.95

24.75"

5.41 a

1998

15.46

6.96

1998

2.60

1998

33.99"

72.50

1996

4.80
3.38

36.10

48 .00

52.00

3.70

47 .00

53.00

2000

(1996) 11.80

26 .78

5.89

69.20

2000

2000

21 .70

7.10

41 .00

59 .00

1999

13.20

5.20

39.60

1999

1.42

1999

41.50

4.60

46.00

54.00

1998

27 .60

6.40

76.10

1998

4.51

2000

21.48

7.28

47.00

53.00

2000

13.60

4.50

41 00

1999

1999

41 .50

3.40

49.00

51 .00

1996

est. 37.60

est. 6.50

86.60

1995

5.40

1996

41.10

1996

33 .10

8.20

1999

39.00

5,20

1999

24 .10

6.60

1999

3.10

1997

34.70

5.90

2000

est 21.40

est. 7.80

1997

3.20

1996

43 .10

2.30

42.00

48.00

1999

36.00

6.20

84.20

1997

4.40

1999

33.49

5.81

41.00

59.00

1999

19.89

5.56

66.40

1999

2.33

1994

41 .90

4.10

2000

28.90

6.90

1991-1995

4.40

2000

25.40

16.90

7.10

1995-2000

2.00

7.20

1998
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Table 2 Socioeconomic indicators
Adult literacy rate
Country/area
American Samoa

Year

Both sexes
(%)

1990

99 50

Male
(%)
99.50

Female
(%)

Year

Per capita GNP
(US$ /local currency)
US$

2 179.00

1999-2000

GOP in Aus$

32 539.00

84.70

1999

GOP in Bru$

25 100.00

99.50

Australia

1996

Brunei Darussalam

1991

Cambodia

1998

63.30

79.50

57.00

1999 Nominal GOP in US$

268.00

China

1997

83.85

90.82

76.80

1998

GOP in US$

768.00

Cook Islands

1998

100.00

100.00

100.00

1997

GOP in NZ$

8 094.00

Fiji

1996

92.90

94.50

91.40

1998

GOP in FJ$

4 023.00

French Polynesia

1996

95.60

95.70

95.60

1998

GNP in US$

1990-1995

96.40
95.60

86.60

2000

HK$

187 278.00

1998

GOP in US$

29 925.00
805.00

Guam

93.70

13

846.00

Hong Kong (China)

1998

91 .10

Japan

1996

99 .00

Kiribati

1995

92.20

93.80

90.70

1999

Aus$

Lao People's Democratic Republic

1995

60.00

74.00

48.00

1998

US$

320 .00

Macao (China)

1996

89.47

94.08

85.29

1999

GOP in US$

14 062 .00

Malaysia

1996

91.00

1999

GNI in RM

12 305.00

Marshall Islands

1999

97.00

1999

US$

2 000.00

Micronesia, Federated States of

1995

90.00

1996

US$

1 195.00

Mongolia

1996

1999

US$

369.00

14 400.00

96.80

97.20

96.90

97 .50

96.30

1995

91 .00

92.00

90.00
1998

US$

Niue

1995

100.00

99.50

99 .50

1996

US$

3 002 00

Northern Mariana Islands

1990

99.10

99.30

98.80

1998

US$

28 734.00

Palau

1993

78.00

1999

GOP in US$

7 137.00

Papua New Guinea

1990

45.10

1998

US$

890.00

Philippines

1996

93.90

1997

US$

1 220.00

1995

98.00

99.30

96 .70

1999

GNI in US$

8 581.00

Samoa

1999

97.40

97.60

97.50

Singapore

2000

93.00

Solomon Islands

1999

68.00

Tokelau

1991

91.16

Nauru
New Caledonia
New Zealand

49 .50

40.30

Pitcairn Islands
Republic of Korea

69.00

68.00

1998

US$

1 070.00

2000

US$

24 486.00

1996

Sl$

2 060.00

1998-1999

US$

890.00

Tonga

1996

98.50

1998

US$

1 750.00

Tuvalu

1991 Census

99.50

1996

GOP in US$

1 993.00

Vanuatu

1991

33.00

1998

US$

1 260.00

VietNam

1999

91.10

98.40

94.30

98.70

88.20

1999

GOP in VND 5 717 138.00

Wallis and Futuna

.. . Data not available •
0

Public expenditure on health as percentage of overall public expenditure.
The figure is compiled based on the health expenditure in the financial year 199912000 as percentage of GNP in calendar year 1999.
• Percentage of total government health expenditure to total government expenditure.
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Health expenditure
Year

Per capita
(US$ I local currency)

1996

US$

435.00

1998-1999

Aus$

2 671 .00

1998

Bru$

617.00

As% of
total budget

As% of
GNP

8.50 (GOP)

0.93

6.97

2.42 (GOP)

0.85

6.60

0.63 (GOP)

0.51

US$

1997

Yuan

273

1997

NZ$

approx. 253 DO

(1997-1998) 10.70

3.20

1998

7.00

3.00

0.71

FJ$

100.00

1997

US$

1 348.00

2000

US$

1 144.00

1999-2000

HK$

4 810.00

1998

US$

991 .00

1998

Aus$

99.00

15.70

1998-1999

US$

12.00

(1996) 7.60

1999

US$

353 00

7.42
6.61

RM

191.00

US$

248 00

1997

US$

117 00

11 ,30

1999

US$

14 00

(2000) 10.80

25.00

0.87
0.92

3.20 (GOP)

0.48

2.51
1.62

0.77

4.00 (GOP)
(1999) 3.80

0 63

8.90
US$

approx. 1 421

(1997) 8.80 (GOP)

1998

US$

945.00

17.20

1995-1996

US$

357 .00

7.80

2000

US$

519.00

1997

US$

31.00

8.10

1998

US$

5.00

2.40

1999

Won

88 778

4.97
10.45
7.ooe

1997-1998

2.56d

19.80

1998

1998

0.77

10.00
34.80
11 .61c

1999

1995-1996

1997

(1998) 10.00

1999

2

Human development index
(HOI) value

$WST

126.00

1999

S$

1 347.00

1996

Sl$

28.00

1999-2000

NZ$

341 .00

8.20

1999-2000

Paanga

76.00

11 .90

(1999) 17.00

1998

Aus$

14 1.00

1.30

1994

Vt

3 659.00

11 .00

1999

VNO

62 234.00

5.31

6.10

0,90

3.00 (GOP)

0.54

(1997) 3.50

0.74

0.86 (GNI)

0.85

(1996-1997) 13.30 (GOP)

0.71

3.00 (GOP)

0.88

(1996) 4.90 (GOP)

0.61

7.10
0.62
1.19 (GOP)

0.67
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Table 2 Socioeconomic indicators (continued)
Country/Area

% of population with
Estimated smoking
Access to
Adequate excreta
prevalence among adults
Year safe water Year disposal facilities Year
Male
Female

fl'.)

f/o)

flo)

(%)

Suicides
(per 100 000 people)
Male
Female
(1993-1998)

American Samoa

1999

100.00

1999

98.00

1985

41 .00

16.20

Australia

1999

100.00

1990

est. 90.00

1998

29.90

24.20

Brunei Darussalam

1996

98.00

1996

79.00

1998

20.00 (no gender breakdown available)

Cambodia

1999

30.00

1999

18.00

1999

66.00 (urban)

8.00

China

1999

75.00

1999

38.00

1996

66 .90

4.20

34.40

71 .10

Cook Islands

100.00

1999

100.00

1998

Fiji

1997

85.00

1997

85.00

1988

French Polynesia

1999

100.00

1999

98 .00

1995

36.00

36.00
26.90

(1993-1998)

19.00

14.30

5.10

17.90

50.50-59.30 13.99-30.60

Guam

1999

100.00

1999

100.00

1999

37.70

Hong Kong (China)

1999

99.90

1999

> 99.00

1998

27.10

2.90

15.90

9.10

Japan

1998

96.30

1994

97.20

1996-1997

51.20

9.80

24.30

11 .50

Kiribati

1999

47.00

1999

48.00

1999

56.50

32.30

23.60

5 80

52.00

2000

37.00

1995

41.00

15 .00

Macao (China)

Lao People's Democratic Republic 2000
1999

100.00

1999

99.85

1997

31 .58

4 18

Malaysia

1999

95.00

1999

98.00

1986

41.00

4.00

Marshall Islands

1999

88.00

1999

81.30

Micronesia, Federated States of

1998

22.00

1997

41 .00

Mongolia

1999

84 .00

1999

54.20

1997

55 .00

19.00

Nauru

1975

53 .00

59.00

New Caledonia

1992

28 .00

34.00

1999

26.00

25.00

1980

58.00

17.00

1997

18.10 (no gender breakdown available)

New Zealand

1997

85.00

Niue

1999

100.00

1999

100.00

Northern Mariana Islands

1999

100.00

1999

90.00

Palau

1999

79.00

1999

100.00

Papua New Guinea

1999

42.00

1990

46.00

28.00

Philippines

1999

87 .00

1999

83.00

1999

53.80

11 .00

2.50

1.70

1999

86.10

1999

68.40

1997

65.00

4.40

14.50

6.70

12.70
14.30

8.00

Pitcairn Islands
Republic of Korea
Samoa

1999

99.00

1999

99.00

1994

33.90

Singapore

1999

100.00

1999

100.00

1998

26.90

Solomon Islands

1999

77.00

1999

23.00

1989

Tokelau

1999

48.00

1999

48 .00

1991

67.60

Tonga

1999

100.00

1999

86 .00

1991

64.80

13.00

Tuvalu

1998

100.00

1999

78.90

1976

51.00

31 .00

3.10
23.00
42.00

Vanuatu

1999

88.00

1999

100.00

1998

49.00

5.00

VietNam

2000

51.00

2000

44.00

1997

50.00

3.40

Wallis and Futuna

1999

100.00

1999

80.00

1996

42.00

18.00
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Table 3 Health workforce and infrastructure indicators
Health workforce (rate per 10 000 population)
Country/area

Year

Physicians

Dentists

Health infrastructure

Nurses

Year

Hospital
beds

Rate per
1000 populationi

American Samoa

1999

7.00

1.75

20.19

1999

Australia

1999

26.00

4.00

82.00

1998-1999

Brunei Darussalam

1999

9.34

1.51

41.82

1999

932

2.82

Cambodia

1999

2.96

0.18

7.37

1998

10 475

0.92

China

1999

16.70

9.89

1999

2 660 798

2.11

Cook Islands

1998

7.00

6.00

20.00

1997

138

7.23

Fiji

1998

3.57

0.33

19.35

1998

1 881

2.24

French Polynesia

2000

17.90

4.00

31.53

2000

1 062

4.56

1

Guam

1999

11 .10

(1996) 2.05

(1997) 43.40

Hong Kong (China)

2000

15.04

2.66

38.70

140

2.23

79 091

4.22

2000

225

1.46

2000

34 270

5.04

1 892 115

14.96

Japan

1998

19.49

6.87

80.66 9

1998

Kiribati

1998

2.96

0.49

23 58

1998

Lao People's Democratic Republic

1996

6.14

0.43

10.77

1996

5217

1.14

Macao (China)

1999

18.63

17,33;

1999

1 068

2.44

42 398

Malaysia

1999

6.83

0.84

11 .99

1998

Marshall Islands

2000

4 63

0 77

29 .34

1999

Micronesia, Federated States of

1999

5 73

1.22

27.909

Mongolia

1999

25.40

1.8

30 20

Nauru

1995

15.70

New Caledonia

1998

19.07

140"

1.80

1.87

105

2.07

1998

303

2.63

1999

19 346

7.91

1998

838

4.10

58.80
4.94

35.10
1

New Zealand

1999

22.60

5.50

84.50

1998

23 454

6 17

Niue

1996

13 04

8.70

47 .83

1996

30

13.04

Northern Mariana Islands

1999

4 47

0.43

1774

1999

82

1.18

Palau

1998

11.04

1.10

14.40

1998

90

4.97

Papua New Guinea

1998

0.73

0.27

6.70

Philippines

1997

12.41

5.35

43.93

1998

81 200

1.11

Republic of Korea

1999

17.30

3.68

32.02

1999

259 510

5.54

Samoa

1998

3.36

0.42

14.87

1998

476

2.83

Singapore

1999

13.47

2.59

39.23

1998

11 742

2.97

Solomon Islands

1999

1.30

0.63

8.26

1999

858

2.10

Tokelau

1996

20 ,00

0.00

73 .00

Tonga

1998

4.67

0.81

32.11

1998

325

3.30

Tuvalu

1999

3.00

1.00

30.00

1999

56

5.66

Vanuatu

1997

1.20

26.001

1999

380

1.97

VietNam

1999

5.15

5.89

1999

148 126

1.91

Wallis and Futuna

1996

9.03

Pitcairn Islands

... Data not available.
f
Refers to nurses/ midwives.
9 Public health nurses, nurses & assistant nurses.
h Figure applies only to 1 hospital.
1
Professional nursing/midwifery personnel.
j
Rates computed by WHO using latest available population size.

2.82

8.47
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Table 4 Health status and coverage indicators
Life expectancy at birth (years)
Country/ Area

American Samoa

Year

Both sexes

Mortality rates

Male

Female

Year

Infant

Under-5

1995

72.00

1998

16.00

19.50

1997-1999

79.00

76.22

81.77

1999

5.66

6.83

Brunei Darussalam

2000

71.00

70.00

73.00

1999

5.90

7.80

Cambodia

1998

56.00

54.40

58.30

1998

80.00

115.00

China

1997

70.80

68.71

73 ,04

1998

33 20

42.00

1995-1997

69 90

68.40

71 .50

1999

16.60

(1998) 20.60

riJI

1YYo

oo.ou

o4.bU

oH.70

199H

17.H:3

:1:3.oo

French Polynesia

1998

71.40

68.20

75.40

1999

6.80

8.30

Guam

1999

77.61

75.36

80.18

1999

8.67

(1998) 10.64
(1999) 4.38
4.73.

Australia

Cook Islands

Hong Kong (China)

2000

80.00

77.20

82.40

2000

2.90

Japan

1999

81.00

77.10

83 .99

1999

3 40

Kiribati

1995

60.20

58.50

64 .70

1995

62.00

Lao People's Democratic Republic

1998

53.00

52.00

54 .00

1998

101.00

Macao (China)

1999

76.79

75.00

80 .00

1999

4.10

4.80

Malaysia

2000

72.00

70.20

75.00

2000

7.90

(1998) 11.14

Marshall Islands

1999

67 50

65.70

69.40

1999

26.00

(1998) 31 .00

Micronesia, Federated States of

1997

68.00

66.00

71 .00

1997

19.30

37.82

Mongolia

1998

65 10

62 60

67 60

2000

31 .60

(1999) 49 .03

1991-1993

57 60

54.40

61 .20

1994

14.50

14.50

6.90

Nauru
New Caledonia

1998

73.30

70.30

76.50

1998

1995-2000

76.90

74.10

79 .70

1995-2000

7.00

Niue

1999

70.00

1993-1998

10.00

Northern Mariana Islands

1998

75.79

72.73

1999

4.05

64.50

70 .80

1998

10.71

54.00

54.60

53.50

1987-1996

77.00

66.33

71 .58

1998

45.00

New Zealand

Palau
Papua New Guinea
Philippines

1998
1991-1996
2000

79 03

140.00

(1997) 8.60
7.43
100 00

Pitcairn Islands
Republic of Korea

2000

74 .90

71.00

78.60

1996

7.70

(1995) 11 .00

1997-1998

68.40

65.40

71.90

1998

24.99

37.29

Singapore

1999

77.60

75.60

79.60

2000

2.50

4.22

Solomon Islands

1995

65.00

1999

28 .00

Tokelau

1996

68 00

70.00

1999

0.00

0.00

Tonga

1999

70.00

71 .00

1999

19.90

24.07

Tuvalu

1991 census

67.00

64.00

70.00

1996-1998

29 .00

Vanuatu

1997

66.00

65.00

69.00

1996

41.00

Samoa

f!ml

VietNam

1999

67.00

65.00

70.00

2000

35.00

1991-1995

68.70

66.70

70.80

1993-1995

15.00

WESTERN PACIFIC REGION
1995-2000
... Data not available.
Computed by WHO.
Figure applies to health centre level only.
'" Figure applies to married women only.

70.50

68.60

72.50

1998

35.00

Wallis and Futuna

'

est. Estimate
b
Figure applies to women aged 15-44 years old only.
Peninsular Malaysia.

42.00
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Maternal
mortality
ratio
(per 100 000
live births)

Year

1998

118.50

1998

97.00

1998

32.00

1999

4.42

1998

93.40

1995

67.00

1998

40.00

1999

90.00

1998

473.00

1995

88.00

1998

16.10m

1998

56.20

1999

97 .61

2000

est. 83.00

1999

0.00

1998

99.00

1997

53 .00

HHJ!l
1995-1999

J!l .1/

1YY!l

YU.4o

HIY!l

4U.4!J

21.10

1999

94.00

1999

0.00

1999

92.10

1999

1.98

1999

94 .84

1999

5.90

1997

92.11

1990-1998

59.00

Year

Newborn
infants with
birth weight
at least 2.5 kg.

Year

(%)

%of women
of reproductive age
(15-49 yrs.) using
contraceptive methods

(%)

1998

0.00

1998

94.96

1998

20.89

1998

650.00

1998

82.00

1997

1999

0.24

1999

94.60

1999

19.00
6.90k

1999

20.00

1997

90.80/1

1996

0.00

1999

88.00

1997

122.00

1997

71.00

1998

45 .00

2000

150.00

1999

95.00

1999

39.00

1994

0.00

1991-1998

34.30

1998

92.10

1997

5.20

1997

93.80

2000

est. 75.00

1996

0.00

1996

100.00

1996

39.10

2000

0.00

2000

81.01

2000

64.00

1888

0.00

1888

81 .00

1!:!88

28.94

1996

370.00

1997

89.00

1996

26.00m

1998

172.00

1998

49.80

1998

49 .30m

1996

20.00
43.46a

1999

96.61

1997

80.50

1998

1996

96.10

1999

42.40

1999

2.00

1997

92.00

1997

62.00

1999

125.00

1994

87.20

1999

19.00

1999

0.00

1998-1999

100.00

1999

1999

41.00

1998

98.00

1999

13.40
32.80b

1997

0.00

1997

94 .30

1997

41.20

1993

68.00

1991

92.60

1998

28.80

2000

75 .30

2000

95.00

2000

92.80

1996

0.00

1990

97.00

1995

85.00
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Table 4 Health status and coverage indicators (continued)

Country/area

Year

%of
pregnant women
attended by
trained personnel

Year

MCH coverage
%of
deliveries attended
by trained personnel

Year

%of
women given
2 doses of
tetanus toxoid TI2

American Samoa
Australia

> 90.00

1999

99.00

1998

52.20

Cambodia

1998

34.30

1998

34.00

1997

30.51

China"

1995

78 .65

1995

89.31

Cook Islands

1998

100.00

1998

100.00

1998

99.00

Fiji

1998

100.00

1998

98.96

1998

77.92

French Polynesia

2000

100.00

1998

98.60

Guam

1998

91 .10

1999

99.80

Hong Kong (China)

2000

est. 100.00

1998

49.39

1996

31 .00

Brunei Darussalam"

1998

>99.00

1998

2000

est. 100.00

Japan

1996

99.97

Kiribati

1998

84 .98

Lao People's Democratic Republic
Macao (China)
Malaysia

1999

75.10k

1999

100.00

1999

77.70

1999

96.10

1999

97.50

1998

80.50

1998

94.85

Marshall Islands
Micronesia, Federated States of

1997

79 00

1997

90.00

Mongolia"

1999

96 50

1999

99 40

1995

95.00

1995

100.00

Nauru
New Caledonia
New Zealand

--

-

NA

100.00

Niue

1999

100 00

1996

100.00

Northern Mariana Islands

2000

75 67

2000

99.59

Palau

1998

99.64

1998

100.00

1998

18.50

Papua New Guinea

1996

77 50

1997

47.00

1997

42.00

Philippines

1998

86.00

1998

56.00

1998

37 .80

Republic of Korea"

1997

99 .60

1997

99 .70

Samoa

1998

91 .00

1998

80.00

1996

99 .00

Singapore

1998

100.00

1998

100.00

Solomon Islands

1999

85.00

1999

85.00

1998-1999

100.00

1998-1999

100.00

Tonga

1999

98.20

1999

95.50

1999

93.80

Tuvalu

1997

99.00

1997

99.00

1995

89.10

2000

95,00

1998

82.80

1996

Pitcairn Islands

mil

Tokelau

Vanuatu"
VietNam

2000

75.42

Wallis and Futuna

k
n

WESTERN PACIFIC REGION
Data not available
NA Not applicable
est. Estimate
Figure applies to health centre level only.
Figures for immunization coverage of infants are computed using the Administrative method (number of doses given divided by number of children in target
group multiplied by 100)
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Immunization coverage of infants
DPT3
OPV3
(%)
(%)

Year

BCG
(%)

2000

NA
NA

85.00

95.00

90.00

2000

92.00

91.00

92.00

2000

100.00

99.00

99.00

99 .00

100.00

2000

81.00

59.00

62.00

65.00

NA

2000

98.00

97.00

98.00

98.00

2000

100.00

97.00

94 .00

76.00

2000

96.00

97.00

97.00

2000

NA

92.00

90.00

90.00

99.00

2000

99.00

88.00

84.00

83.00

87.00

2000

96.00

82.00

99.00

96.00

2000

80.00

90.00

90.00

80 .00

2000

69.00

53.00

57.00

42 .00

NA

2000

98.00

92.00

92.00

90 .00

91 .00

2000

100.00

95.00

95.00

88.00

93.00

2000

89.00

39 00

36 .00

94 .00

38 .00

2000

24.00

85.00

85 00

85 .00

87 .00

2000

97 00

95.00

94 .00

94.00

94.00

2000

93.00

44.00

27 .00

8 00

58.00

90 .00

82 .00

85.00

90.00

2000

100.00

100.00

100.00

100.00

100.00

2000

NA

88 .00

88.00

70.00

89.00

96 00

96.00

83.00

96 .00

2000

24.00

57 .00

46.00

68.00

55.00

2000

81 .00

79.00

75.00

80.00

3.00

2000

73 .00

97.00

99 ,00

95.00

93.00

2000

97.00

100.00

100.00

93.00

96.00

2000

2000

Measles
(%)

HepB 3
(%)

81.00

97.00
97.00

90.00

IBI
2000

99.00

95.00

95.00

2000

100.00

75.00

80.00

NA

97.00
78.00

2000

99.00

90.00

87.00

94.00

75.00

2000

94.00

96.00

96.00

97.00

94.00

2000

100.00

100.00

100.00

100.00

100.00

2000

96.00

95.00

96.00

96.00

66.00
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Table 5 Selected morbidity and mortality indicators
Number of reported cases and deaths • selected diseases
Country/area

Year

Cholera
Cases

American Samoa

1998

Australia

1999

4

Brunei Darussalam

1999

93

China

1999

4 570

Cook Islands

1998

0

0

~IJI

1999

0

0

French Polynesia

1999

0

0

Guam

1999

0

0

0

Malaria

Year
Cases

Deaths

Deaths

0
1999

Cambodia

0 (i

1999

58 478

891

1999

26 797

67

=1)

(i

Hong Kong (China)

1999

18

1999

(i =53)

Japan

1999

40

1999

(i- 113)

Kiribati

1999

0

0

Lao People's Democratic Republic
Macao (China)
Malaysia

1999

(i

1999
1999
Jan-Nov 1999

0

0

Marshall Islands

1999

0

0

Micronesia, Federated States of

1999

0

0

New Caledonia

1998

0

0

New Zealand

1999

1

Niue

1998

0

Northern Mariana Islands

1999

0

Palau

1999

0

0

=9)

29 367

339

(i = 1)
=750)

21

1999
1999

535

=711)

11 106 (i

0

1999

Mongolia
Nauru

(i

1999

(i

=2)
=4)

1999

(i- 46)

0

1999

0

0

0

1999

0

0

1999

18 564

567

1999

37 061

755

1999

3 621

0

Papua New Guinea
Philippines

1999

1999

330

Samoa

1998

0

Singapore

1999

11

Solomon Islands

1998

0

0

1999

63 131

24

Tokelau

1999

0

0

1999

0

0

Tonga

1998

0

0

1999

0

0

1999

5 152

0

1999

75 534

190

1999
1999

0

0
2 854

Pitcairn Islands
Republic of Korea

mil

0
1999

(i

=306)

(i

=1)

Tuvalu
Vanuatu

1999

VietNam

Jan-Jun 1999

169

1998

0
5771

Wallis and Futuna
WESTERN PACIFIC REGION

0

... Data not available.
(i) - Imported cases.
Countries that have reported meningococcal infections (Australia, Hong Kong (China), Mongolia);
and meningococcal disease (Guam, New Zealand)
·
Bacterial encephalitis

0
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Number of reported cases and deaths - selected diseases
Year

Meningococcal meningitis
Cases

1998
1999
1999
1999
1998
1999
1996
1999
1999
1999
1999
1999
1999

1 .. .

Deaths

1998

558°
10

2

98
26
10
30
10
45
84
0

0

58
242°
0

0

2 538
88

1998

13

8

504°
0
0
1p

0

0

1997
1999
1998
1997
1999

0

0

1
0
4

0

1997

0

0

7149

Dengue fever
Cases

Deaths

205
1999
1998
1999
1998
1999
1999

2 852

1999
1999
1999
1997
1997
1999
1997
1999
1999
1999
1999

Year

1999
7
16 216
1 306
0
430
33
1999
1999

1999
1999
Jan-Nov 1999
1999
1999

2 507
0
9 312
0
0

1998

2 618
1999
0
0
1999

1996
1999

1999

9 221

1998
1999
1996

1 355

1998

460

1999
1999
1998

110
20 861
395

49
3

65 284

181
475
0
0

5

4

0

9
0
0

0
D

45
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Table 5 Selected morbidity and mortality indicators (continued)
Number of reported cases • selected diseases
Country/ Area

Poliomyelitis

Measles

Diphtheria

Pertussis

2000

2000

2000

2000

American Samoa

0

0

0

Australia

0

108

0

5 795

Brunei Darussalam

0

42

0

2

Cambodia

0

12 327

0

2 068

China

0

71 093

19

5 561

Cook Islands

a

2

a

0
0

Fiji
French Polynesia

0

0

0

Guam

0

0

0

4

Hong Kong (China)

0

60

0

11

Japan

0

22 497

Kiribati

0

0

0

0

Lao People's Democratic Republic

0

332

3

80

Macao (China)

0

5

0

3 787

0
42

Malaysia

0

6 187

Marshall Islands

0

0

0

0

Micronesia, Federated States of

0

0

0

9

Mongolia

0

925

4

0

0

0

0

0

New Zealand

0

65

0

4 143

Niue

0

0

0

0

Northern Mariana Islands

0

0

0

0

Palau

0

0

0

0

Papua New Guinea

0

7 135

15

2 280

Philippines

0

7 120

88

23

Nauru
New Caledonia

Pitcairn Islands
Republic of Korea

28

32 088

Samoa

NA

NA

NA

NA

Singapore

0

141

0

2

0

0

0

0

Vanuatu

0

52

Solomon Islands
Tokelau
Tonga
Tuvalu

...

1 426

VietNam

0

16 512

113

Wallis and Futuna

0

0

0

1

WESTERN PACIFIC REGION

0

176 692

244

25 298

Data not available
Not applicable.
= Regional total applies only to 1999 figures. China, the Republic of Korea and Solomon Islands did not report extra pulmonary cases.

NA
q

36

==================================
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Number of reported cases • selected diseases
Neonatal tetanus
2000

Leprosy
1999

Tuberculosis (all types)
1999

AIDS
1999

0

10

4

0

NA

4

1 073

154

295

790

19 266

2 556

3 230

1 692

460 169

230

0

0

3

0

0

272

7

192

0

0

3

93

0

0

5

(1994) 94

B

0

14

7 087

53

0

9

40 BOO

300

0

37

253

5

21

177

2 437

62

0

2

(1998) 463

2

20

224

14 908

1 200

0

116

42

0

0

66

102

1

0

0

3 348

(1998) 0
(1998) 0

3

(1994) 4

7

(1998) 102

4

0

6

348

33

0

0

2

0
2

0

0

7

66

0

(1 998) 3

32

138

713

12 189

207

281

3 736

145 807

77

NA
NA

21

23 936

34

21

31

(1998) 0

0

14

1 654

140

12

289

(1998) 0

0

0

0

0

22

(1998) 1

(1996) 1

(1998) 18

(1996) 0

0

0
0

2

117

0

142

1 795

BB 879

639

0

0

1997 14

4 127

9 498

823 421q

0

5 710

Appendix 1
Definitions of statistical terms used in statistical annex
Adult literacy rate
The percentage of persons (male or female, or both sexes)
aged 15 years and over who can, with understanding,
both read and write a short simple statement on their
everyday life. Normally obtained through population
census or special survey.
A reo
The total surface area in square kilometres, comprising
land area and all inland waters.
Crude birth rate*
The number of live births occuning per I 000 population
in a year.
Crude death rate*
The number of deaths occuning per l 000 population in
a year.
Dependency ratio
The ratio of the population defined as dependent- those
under 15 and over 65 - to the working-age population,
aged 15-64.
Estimated smoking prevalence among adults
Male smoking prevalence. The proportion of the
adult male population (15 years of age and over) who are
smokers (both daily and occasional) at a point in time.
Female smoking prevalence. The proportion of
the adult female population ( 15 years of age and older)
who are smokers (both daily and occasional) at a point in
time.
Health expenditure as a percentage of national budget
The share of national budget devoted to health
expenditure. Health expenditure covers expenditure on
hospitals, maternity and dental centres, clinics with a
major medical component; on national health and medical
insurance schemes; and on family planning and preventive
care.
Health expenditure as a percentage of GNP
Indicates the share of GNP devoted to health expenditure.
The national health expenditure includes:
Public expenditure. Current and capital expenditure
of Ministry of Health and other ministries with
responsibilities in the health sector, and social security
expenditure. It also includes external aid for the health
sector.
Private expenditure. Out-of-pocket health
expenditure, patient co-payments, private health
insurance premiums, health expenditures by NGOs.
Health workforce
Physicians. All graduates of any faculty or school

of medicine, actually working in the country in any medical
field (practice, teaching, administration, research ,
laboratory, etc.).
Dentists. All graduates of any faculty or school of
dentistry, odontology or stomatology, actually working
in the country in any dental field.
Nut ~t:~. All 1Jt;l~uu~ w lw lld vl- l-UIU1Jkll-J tt
programme of basic nursing education and are qualified
and registered or authorized to provide responsible and
competent service for the promotion ofhealth, prevention
of illness, the care of the sick, and rehabilitation, and are
actually working in the country.
Hospital Beds
Regularly maintained and staffed beds for the
accommodation and full-time care of a succession of
inpatients, situated in wards or a part of the hospital
where continuous medical care for inpatients is provided.
The total of such beds constitutes the normally available
bed complement of the hospital. Cribs and bassinets
maintained for use by healthy newborn infants who do
not require special care should not be included.
Human Development Index (HOI)
Measures the average achievements in a country in three
basic dimensions of human development - longevity,
knowledge and a decent standard of living. A composite
index, the HOI thus contains three variables: life
expectancy, educational attainment (adult literacy and
combined primary, secondary and tertiary enrolment) and
real gross domestic product per capita (in purchasing
power parity or PPP$).
Infant mortality rate
The number of deaths of infants below one year of age
(between 0-364 days after birth) per 1 000 live births
during a given period of time.
Life expectancy at birth.
The number of years a newborn infant would live if
prevailing patterns of mortality at the time of its birth
were to stay the same throughout the child's life.
Maternal mortality ratio
The death of a woman while pregnant or within 42 days
of termination of pregnancy, irrespective of the duration
and the site of the pregnancy, from any cause related to or
aggravated by the pregnancy or its management, but not
from accidental or incidental causes, expressed per
100 000 live births.
Per capita gross national product (GNP)
The per capita GNP is obtained by dividing the total

==

gross national product by the total population. The gross
national product comprises:
(a) the gross domestic product (GOP), which measures
the total output of goods and services for final use
produced by residents and non-residents, regardless of
the allocation to domestic and foreign claims, plus
(b) net factor income from abroad, which is the income
residents receive from abroad for factor services (labour
and capital) less similar payments made to non-residents
who contributed to the domestic economy.
Per capita health expenditure (US$)
The average health expenditure in US$ per person in a
year.
P~r~~ntae~ of rl~liv~ri~s att~nrl~rl hy train~rl p~rsonnr.l
The percentage of deliveries attended by a trained health
worker.
Percentage of infants fully immunized with BCG,
DPT3, OPV3, measles, hepatitis B3
This includes the immunization of infants against
diphtheria, pertussis, tetanus (DPT3), measles,
poliomyelitis (OPV3), tuberculosis (BCG) and hepatitis
83 before their first birthday.
Percentage of newborn infants weighing at least
2 500 g. at birth
The percentage of children whose birth weight is equal or
greater than 2 500 g., the measurement being taken
preferably within the first hours of life, before significant
postnatal weight loss has occurred.
Percentage of pregnant women attended by trained
personnel
The percentage of pregnant women who have had at least
one consultation during pregnancy with a trained health
worker. Since the number of pregnant women is generally
not available, the number of live births is used as the
denominator.
Percentage of women immunized with tetanus toxoid
(TT2) during pregnancy
A pregnant woman is considered adequately immunized
against tetanus when she has received at least two doses
of tetanus toxoid during pregnancy. Since the number of
pregnant women is generally not available, the number of
live births or estimated newborn is used as the denominator.
Percentage of women of child bearing age using modern
contraceptive methods
Women ofchild bearing age are generally defined as aged
15-49 years. If figures available are for a population
different from all women of child bearing age (e.g. married
women only) this should be clearly stated. Users offamily
planning are defined as women who are practising, or
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whose male partners are practising, any form of
contraception. These include female and male sterilization,
injectable and oral contraceptives, intrauterine devices,
diaphragms, spermicides, condoms, rhythm method,
withdrawal, and abstinence, among others.
Percentage of population below 15 years of age or
above 65 years of age
The percentage of the total population below 15 years of
age or above 65 years of age, which are often considered
the "dependent" ages, during a given period of time.
Percentage of the population with access to excreta
disposal facilities
The percentage of the population with access to a sanitary
facility for human excreta disposal in the dwelling or
immediate vicinity.
Percentage of the population with access to safe water
supply
The percentage of population with access to an adequate
amount of safe drinking water in a dwelling or located
within a convenient distance from the user's dwelling.
Population
All the inhabitants of a given country or area considered
together. Estimates are based on a recent census, official
national data or United Nations projections.
Population growth rate
A measure of population growth (in the absence of
migration) comprising addition ofnewbom infants to the
population and subtraction of deaths. The result, known
as natural rate of increase, is calculated as
(Live births during the year- Deaths during the year) x l
000 I Mid-year population
Total fertility rate
The average expected number of children born alive to a
woman during her reproductive years, according to
prevailing fertility rates for each age group.
Under-5 mortality rate
The number of deaths of children below 5 years of age,
expressed per I 000 live births during a given period of
time.
Urban population (in percent)
Percentage of the total population living in areas termed
"urban" by that country. Typically, the population living
in towns of 2 000 or more or in national and provincial
capitals is classified "urban".

NOTE:
* These rates are often referred to as "crude rates" since they
do not take a population's age structure into account.
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