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AMERICAN SAMOA 

A brief report on the progress of health activities! 

1. INTRODUCTION 

The estimated midyear total population of American Samoa is 35 000 persons. 
General indicators of health continue to improve. The crude death rate remains stable 
at 4.3 per 1000 population. The three-year mean infant mortality rate for J 982-J 984 
was 10.8 per J 000 Jive births, and the three-year mean neonatal mortality rate for the 
same period was 4.6 per JOOO Jive births. The leading causes of death continue to be: 
diseases of the heart, trauma, malignant tumours, chronic obstructive pulmonary 
disease, cerebrovascular disease, and diabetes mellitus, in that order. 

2. HEALTH PROMOTION ANDDISEASE PREVENTION ACTIVITIES 

Initiatives which constitute major activities in the area of primary health 
services, under American Samoa's strategy for health for aU by the year 2000, are well 
under way. Among these are: 

(J) The formation of the weJJness task force, and interdisciplinary task force 
established to coordinate the health promotion activities of various government 
departments and offices with the aim of increasing overaJJ maximum use of scarce 
resources. Health promotion activities have focused on the older aged population. 
Weight control, exercise and nutrition; smoking and education; and accident prevention 

·are the primary target areas of the task force. 

(2) The system of primary health centres has been strengthened by the 
addition of a new health centre in a district of major population concentration. 
Services provided in these facilities have also been greatly improved by the placement 
of physician assistants in each centre, and a dentist in the new facility. This system of 
decentralized primary care services will be improved further by the addition of dental 
facilities in other centres, improvements and replacement of rundown structures, and 
expanded health services. 

(3) The Department of Health has greatly increased its health education 
capabilities and resources with the addition of a nutritionist and two more heaJth 
educators, and increased funding in this important area of primary heaJth services. 

(4) A major project, to be carried out over the next two years under the 
direction of the Centers for Disease Control, United States Public Health Service, has 
the goal of halting the transmission of hepatitis B in American Samoa. This project 
will include the drawing of blood on virtuaiJy every individual in the territory and the 
subsequent vaccination of persons so indicated by the results of the screening process. 

1 Submitted by the Office of International Health, De pa rtment of Health and 
Human Services, United States of America. 
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3. CURATIVE SERVICES 

Curative services have been improved significantly with the recent addition of 
Department of Health staff physicians, including a psychiatrist and registered nurse 
position. While recruitment and retention of contract physicians from outside the 
territory continue to be a problem area, diligent pursuit of this activity under the new 
administration is producing positive results. A significant number of patients must 
still be referred to off-island health care facilities for medical care not available in 
American Samoa. These referrals have become increasingly burdensome economically 
and consume approximately 11% of the entire territorial health budget. Attempts are 
being made to slow the increase in the number of annual referrals off-island. 

4. ACTIVITIES FOR IMPROVEMENT OF THE HEALTH SYSTEM 
INFRASTRUCTURE 

The cooperative health planning information system, a computerized health 
information system administered by the American Samoan Health Planning and 
Development Agency, now in its second year of operation, utilizes a relational 
data-base management system which includes relations on acute care hospital 
admissions, off-island referrals, birth and death certificate data (linked), childhood 
immunizations, and information on older aged persons. Information is available 
through special reports and a menu-driven data table retrieval system. Territorial 
health system planning and op('rations will be enhanced by the timely availability of 
information from the health information. A two to three year master plan to provide 
critical!y needed additional space for expanding service areas of the only acute care 
hospital in the territory has just been approved, and funding is being sought. Increased 
capabiJi ty to provide acute psychiatric care in the terri tory is part of this plan. 



ORIGINAL: ENGLISH 

AUSTRALIA 

Progress report on health activities, 19841 

During the past year a number of major initiatives have been taken at Federal 
Government level which form important building bricks in our strategies for health for 
alJ. They concern: the promotion of better health; the prevention of abuse of drugs 
and alcohol; the health and welfare of aged and disabled Australians; improvement of 
health and safety in the workplace; and action in regard to the acquired immune 
deficiency syndrome. AU seek to involve nongovernmental organizations, not only in 
the planning and development stages but also in their implementation. 

1. HEALTH PROMOTION 

Early in 1985 the Minister for Health established a "Better Health" Commission, 
whose aims are to identify and provide preventive health strategies throughout 
Australia. 

This represents the first concerted national effort to change the basic direction 
of health policies in Australia. For too long, the emphasis on health care in Australia 
has been on the treatment of illness rather than prevention, and not enough attention 
has been paid to the encouragement of a healthy environment and life-style. 

However, this is not to deny the existence of a number of fine programmes 
within Australia, which are aimed at iJJness prevention through the promotion of 
healthier life-styles. What has been lacking is a national preventive health strategy to 
support the already extensive work in the curative and research fields. 

It is hoped that, through the "Better Health" Commission, we will be able to give 
the public the information, opportunity and environment to prevent ilJness and 
therefore live more enjoyable lives. 

The Commission of twelve members includes media experts, epidemiologists, 
community and sporting identities, educationalists and trade union representatives. 

The Commission's role during the first year wiJJ be to: 

- define the preventable problem area; 

- identify underlying causes of these problems; and 

-develop national goals, strategies and programmes. 

Advice has already been sought from all levels of Australian life involved in the 
health sector, with the result that over 500 written submissions have been received to 
date and the Commission has taken oral evidence from over 200 individuals and 
organizations. The Commission will have a very important role in the development of 
Australia's poiicies and strategies for health for all. 

1 Submitted by the Secretary of Health, Australia. 
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2. MISUSE OF DRUGS 

In April this year, a meeting of Heads of Government of Australian States and 
the Prime Minister agreed to mount a national campaign against drug abuse. 
Substantial additional government funds will be directed to educational, treatment, 
research and rehabiJitation programmes as weJJ as the related area of law enforcement. 

The campaign will focus on reduction of demand for ilJidt drugs and be directed 
particularly at young people. Attention will also be given to the health and sodal 
problems arising from the abuse of Jidt drugs. 

Some specific areas to be covered by the campaign include: 

increased assistance for community groups, parents and educators working 
with the young and other high-risk groups; 

the development of long-term strategic plans for education and the 
establishment of a 24-hour telephone information service on drugs; 

·improvement of treatment and rehabilitation services; 

the development of research into prevention and treatment; 

an in-prindple agreement that uniform legislation be introduced for 
convicted drug dealers. 

To complement the above activities, a national media campaign is being planned 
for early 1986. 

3. PROGRAMMES FOR AGED AND DISABLED PEOPLE 

The third major initiative during the past year concerns the care of aged and 
disabled people. In Australia this problem is addressed by Federal, State and local 
Governments and by many nongovernmental organizations. At Federal level, four 
separate pieces of legislation concerned with services to aged and disabled people, 
which were administered by different departments of state, have been combined and 
augmented into a new programme of home and community care. The cooperation of 
nongovernmental organizations is critical to the success of this programme, one of 
whose aims is to change the balance of service provisions for these groups between 
institutional (i.e. mainly nursing home) and community care. In Australia there is a 
significant proportion of people living in institutional care who do not need to be 
there. This is unsatisfactory to the individuals concerned and costly. Also there are 
large numbers of aged and disabled people in the community who do not have access to 
community-based facilities. 

The programme will address all kinds of care at a community level, from that 
which helps relatives and friends to support people at home to the provision of direct 
services to the individuals concerned. 
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The objectives of the Home and Community Care Programme are to: 

develop effective procedures for assessing the needs. of aged and disabled 
people in Australia; 

develop and coordinate an integrated range of community services to help the 
aged or disabled to stay at home rather than seek unnecessary 
institutionalization; · 

ensure that funds and resources are especially targeted to that part. of the 
populuation at risk of being admitted to an institution; 

ensure equal access to services of all who faJJ in the at-risk population 
groups. Special attention wiU be paid to disadvantaged groups in the 
Australian community; 

improve planing and establishment of an integrated system of institutional 
and domiciliary care services. 

The programme is still being negotiated between the Commonwealth and State 
Governments and, after agreement is reached, it is expected that · appropriate 
legislation will be introduced in the Commonwealth Parliament. 

4. HEALTH IN THE WORKPLACE 

Finally, in the area of occupational health, the Government has established for 
the first time a National Occupational Health and Safety Commission. The 
Commission is a tripartite body with representatives from the Government, both 
Federal and State, employer and employee sectors. It is supported by an operational 
arm - the National Occupational Health and Safety Office and by a scientific and 
technical arm, the National Institute of Occupational Health and Safety. Funding in 
the Federal Budget for last year was three times the previous expenditure in this area. 

The role of the Commission wHJ include: 

the development of national standards of occupational health and safety. 
This is very important in a federal system such as exists in Australia, as each 
State has the power to enact legislation in this field; 

the establishment of priorities in reseach. The paucity of reliable Australian 
data on work-related accidents and illness must be redressed before priorities 
can be given to identified problem areas; 

the development of ·resources for the co!Jection and dissemination of 
information on occupational health and safety to workers, trade unions and 
employers, and funding of a major training programme for health 
professionals, managers, supervisors and workers. 

Since its establishment in October last year, the Commission has moved to 
address several key areas of occupational health, including hazardous chemicals. 
Australia views with some concern the increasing hazards to Hfe and health posed by 
the widespread use of chemical products and has just signed a memorandum of 
understanding which will increase its collaboration with the International Programme 
on Chemical Safety (IPCS). 
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Other areas addressed by the National Occupational Health · and Safety 
Commission include the current Australian epidemic of repetition strain injury 1 and 
the incidence of injury among young people in the workforce. 

A Task Force on Repetition Strain Injury in the Australian Public Service has 
been set up and recently published its report, which encompasses recommendations on 
the medical aspects of repetition strain injury, personnel management, compensation, 
working environment, ergonomics, training and research. The Government is currently 
considering the report. 

5. ACqUIRED IMMUNE DEFICIENCY SYNDROME (AIDS) 

The Australian delegation to the Thirty-eighth World Health Assembly reported 
to the Ass~mbly on Australia's efforts to minimize the spread of AIDS through a 
multidisciplinary approach. This included setting up a national advisory committee, 
representing governments, nongovernmental groups and high risk groups, to advise the 
public on non-medical aspects. In addition, a national task force was established, 
consisting of medical and scientific personnel, to advise the Government on 
medico-scientific aspects. The latter body recommended that aJJ blood donors should 
sign declaration forms that they are not in a high risk group, and consenting to their 
donation being screened for antibodies to the HTL V 3 virus (routine since late AprH 
1985) and to factor VIII being pasteudzed. Recommendations have also been made 
concerning the methodology of the screening tests and their interpretation, such as 
when to regard a sample a~ being confirmed positive for the presence of HTL V 3 
antibodies, and the need for a second blood sample before issuing a positive result. 
There is continuing discussion concerning the nature of educational initiatives for the 
present and future, with emphasis being placed on presenting the facts about AIDS and 
its means of spread, continuing recruitment campaigns for new blood donors and 
increasing the sexual education segment within the schooling system. There is close 
liaison between these two committees over these and all other issues of AIDS. At 
present, applications are. being processed for research grants under a new 
Commonwealth AIDS research grants scheme, which deal exclusively with AIDS in the 
fields of biomedical and clinical sciences, epidemiology, behavioural and social 
sciences, education and health services. These are in addition to those commenced 
under existing schemes prior to 1985. 

The number of AIDS cases reported in Australia up to 11 July 1985 was 98, of 
whom 44 have died. No evidence has been found of significant spread of the disease 
beyond the groups recognized as being at high risk. A recent survey of HTL V 3 
antibody status among prostitutes in Sydney and Melbourne showed a seropositivity 
rate below I%. 

1 This is a term used in Australia to describe a collection of disorders found 
largely but not exclusively in workers who are required to perform constantly rapid 
repetitive movements of parts of the upper limbs, e.g. keyboard operators - especially 
those associated with automated data entry and word processing. Other countries may 
use different terminology to descril;>e similar work-related conditions. 
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BRUNEI DARUSSALAM 

Brief report on the progress of health activitiesl 

Brunei Darussalam became an independent sovereign nation in January 1984. It 
is a Malay Islamic monarchy. The head of State and Government is His Majesty the 
Sultan and Yang Dipertuan Sir Muda Hassanal Muizzaddien Waddaulah and the .health 
services are under the Ministry of Education and Health. 

Brunei Darussalam is 450 kilometres north of the equator on the north-west 
coast of Borneo, covering 3560 square kilometres of mainly hilly lowland. 

The climate is tropical with a heavy annual rainfall of from I 20"to I 80". About 
60% of the country is covered by tropical forest with mangrove forests along the 
coast. These areas are scantily populated and not easily accessible by land or river. 

The estimated mid-year population in 1984 was 2 I 5 943 with a growth rate of 
2.58%. Over 65% of the population are Malay Muslim bound by strong religious and 
cultural ties. About 20% are Chinese Buddhists and Christians, 8% are indigenous 
races whlJe the balance are expatriates. About 47% of the population are under 20 
years and 14% under 5 years of age. The average family unit is large and the extended 
family is still popular, with deep respect for elders in the community. 

The national health policy in Brunei Darussalam is geared towards providing a 
better quality of life for the people and as such is an extension of Islamic philosophy 
for healthy Jiving based on physical, mental and spiritual cleanliness. There is one 
doctor for every 2250 population and one nurse tor 360 people. 

The strategy for health care delivery comprises the reduction of mortality and 
morbidity, improved life expectancy at birth and a better quality of life for the people. 

The State is divided into four administrative districts each with a hospital, 
health centres and a chain of static and travelHng clinics within eight kilometres of 
each other in most of the country, except in the remote kampongs, which are 
inaccessible. These consist of 3-4% of the total population and are covered by the 
flying medical team. The hospital in the capital is a central referral hospital for the 
whole State. 

1 Submitted by the Senior Medical Officer of Health, Medical and Health 
Department, Ministry of Education and Health. 
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Some 60% of the population Jive in Brunei Muara District where the capital is 
situated. About 30% of the population Jive at the other end of the State, which is the 
country's oil district and 10% in Tutong District which is between the two districts, 
while the balance live in Temburong District, separated from the rest of the mainland 
by water. 

The economy is stable and per capita income at current price is B$38 000 
annuaJJy. The standard of Jiving is high compared with some other countries in the 
Region. An adequate financial provision is made for health services and l 0% of the 
total national budget is atJocated for health care. 

As can be seen from the follo'Nmg health indicators during the ten-year period 
prior to 1984, there has been a marked improvement in the quality of life as a result of 
better health care delivery. Jn the past one year there has been accelerated extension 
of health care to the rural areas in keeping with the primar}' health care approach. 

The crude death rate has declined from 4.6 per I 000 population to 3.5 per I 000 
population. 

The crude birth rate has declined from 32.9 per JOOO to 29.33 per JOOO 
population although formalized family planning is not practised in the State. 

Infant mortality has declined from 27.3 per JOOO births to J 2.7 per JOOO births. 

Perinatal mortality has declined from 22 per 1000 births to 12.23 per JOOO births. 

Maternal. mortality has declined from 0.94 per JOOO births to 0.45 per JOOO births. 

Life expectancy has increased from 65 years to 7 J years at birth. 

Education in the State is free and bilingual. 

The literacy rate is over 80%. The increasing literacy of our population and the 
rapid advances in medical technology have Jed to greater demands for medical care. 
As such, health programmes have to be strengthened to provide better services both to 
meet these demands and to improve the quality of Jife to keep pace with the 
accelerated pace of socioeconomic growth and urbanization in Brunei Darussalam. 

90% of the urban and rural population are provided with pipe-borne treated 
water and 60% of the population have adequate sewered sanitary facilities while 20% 
have individual septic tanks. 

National health policy has been revised to give more emphasis to the primary 
health care approach, and the five-year National Development Plans have given 
priority to the !-development of health infrastructure to strengthen and extend 
primary health care both in urban and rural areas. 

The pattern of morbidity in the State is similar to developed countries with 
cardiovascular diseases ranking highest among the causes of death fo!Jowed by 
malignancy and road traffic accidents. 
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Morbidity due to noncommunicable diseases related to affluence is high as is 
seen by the incidence of hypertension and other cardiovascular conditions and diabetes. 

Childhood communicable diseases such as diphtheria, ~hooping cough, 
poHomyeJ1tis and also tetanus have been eradicated from the State. The target now is 
the eradication of measles by 1990. Tuberculosis reporting is high but 35% of the 
cases are imported. 

Incidence of measles . is stiJl high but it is believed, that m the absence of 
standard diagnostic criteria, many of the cases may not be measles. A mass 
immunization campaign is in progress. 

The last case of malaria reported in Brunei Darussalam was in 1969. AH 
reported malaria cases are imported. However, continuous vigilance is maintained, 
particularly in the border areas to prevent reintr.oduction. 

The density of vectors of dengue haemorrhagic fever in the State is not 
significant. 

The incidence of HJnesses related to environmental pollution is high. Diarrhoea, 
gastroenteritis and hepatitis are causing concern. However, positive action is being 
taken with the support of other sectors to improve the environment. Upper 
respiratory tract infections are also high. 

Environmental problems in the State are mainly a result of inadequate waste 
management facilities and lack of trained and motivated manpower. However, we are 
just beginning to see the people's involvement and concern for improving 
environmental sanitation. 

Immunization programmes are weJJ accepted and coverage of primary 
vaccination for immunization target diseases is over 95% and is equalJy high for 
booster doses, both in the child ~etfare clinics and in schools. 

Food hygiene standards are maintained at a satisfactory level. In this the 
country collaborates with neighbouring countr:ies for information and exchange of 
technology. 

With the assistance and coJJaboration of international agencies and particularly 
WHO and the Ministries of Health in rela!ed countries, staff at all levels in the 
government service have been exposed to health care delivery in the respective 
countries through conferences, seminars, fellowship attachments and workshops. 
Technical cooperation in health is also provided through multilateral arrangements 
with other countries. 

Brunei Darussalam is committed to the concept of primary health care. 
However, hospital-based clinical services stiH remain popular and attempts to 
integrate primary medical care with the community services are slow, but positive 
steps are being taken to shift emphasis to the community. There is stHJ a Jack of 
understanding in some sectors of the population of the meaning of health development, 
which even now is understood as action taken for treatment of illnesses and not as a 
measure to improve the quality of life for all the people. 
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As mentioned by the Minister of Education and Health in his speech at the World 
Health Assembly in Geneva in May this year, although Brunei Darussalam has no 
economic constraints or population problems like some developing countries, it has 
other constraints resulting from Jack of trained and motivated manpower, logistic and 
health in.formation support and appropriate technology for health development. 

Nevertheless, it has achieved most of the targets of health for all by the year 
2000. In order to reach the other targets it has stiJJ to overcome these constraints 
and at the same time strengthen intersectoral coordination and community 
participation. For this it looks to the experience and expertise of the World Health 
Organization to advise and support the country to achieve its common goal of health 
for aJJ by the year 2000. 
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PEOPLE'S REPUBLIC OF CHINA 

Progress report on health services, 19851 

Since the thirty-fifth session of the Regional Committee, further progress has 
been made in actively carrying out the health services reform and exploring the ways 
and means suitable to our own national condition for the development of health 
services in the context of all the aU-round implementation of the programme of 
economic reform both in urban and rural areas. 

With a view to ensuring the development of health services in keeping with the 
development of the socialist modernization programrt1e and better satisfying the 
increasing needs of the broad masses of the people in medical and health care, the 
Ministry of Public Health, based on the actual situation in this country, has put 
forward the principles of health work, namely, that policy should be relaxed, 
administration . simplified and authority delegated to local health departments; 
medical and health services should be conducted through various channels, including 
the State, collectives, individuals, local governments and the community. Various 
reforms have also been initiated in the running of the medical and health services, 
manpower training and administrative systems, resulting in the initiative of all social 
sectors being brought into full play in the context of emerging health develppment. 

In recent years, the rural economic reform has created a favourable ideological 
and material basis for the rural health reform, and thus the reform of the health 
services at grass-roots . level in rural areas has become a forerunner of health reform 
at national level. To suit the readjustment of rural economic policy, we have taken 
multiple measures to consolidate and reinforce the primary health care network in 
rural areas with reasonably good results. The operation of viUage-JeveJ medical and 
health institutions has been changed from that of a unitary cooperative medical 
service system to a multifaceted system, resulting in the running of medical and 
health services by villages or the community with their own funds, viUage doctors 
together with health aids, and township health centres with their clinics set up in 
villages. In some areas in the southern part of China, the broad masses of the peasants 
also use some funds to set up hospitals or clinics and purchase ntedical equipment so as 
to meet their needs for high level medical care services. 

The reform in most township health centres is currently being developed in a 
more comprehensive way. The adoption and implementation of the managerial 
responsibility system in various forms and the principle of "independent accounting, 
assuming sole responsibility for profits or losses, distribution according to work, and 
democratic management" has aroused the enthusiasm of the health workers, improved 
their working efficiency and technical skills and, at the same time, also makes it 
possible to transfer some funds from state subsidies earmarked for the salaries of 

!submitted by the Ministry of Public Health, China. 



- 2-

health workers in health institutions run by the local community to capital 
construction and procurement of medical equipment for the health institutions, 
manpower training and preventive services. At present, 88% of the township health 
centres in Guangdong Province are basically able to assume sole responsibility for 
their pr-ofits or losses. The managerial responsibility system, combining responsibility, 
power and benefit in various forms, has been established at county-level health 
institutions, and has played a very important role in strengthening management, 
expanding the scope of services and improving the quality of work. 

The implementation of rural health reform has created the conditions for urban 
health reform. It is on this basis that we have started to carry out comprehensive 
urban health reform as from 1985. For the convenience of people wishing to receive 
medical treatment, many of the urban medical institutions have broken free from the 
conventional rules and regu~tions to adopt various measures to benefit the 
community. Certain urban hospitals in Hebei Province have organized medical 
workers to set up fixed or mobile health stations in residential areas or mountain areas 
where there is a shortage of doctors and medicine; · some hospitals have also reformed 
the regulations in outpatient departments to extend the working hours. The medical 
equipment and facilities in many hospitals have been made available to the community 
so as to improve the utilization rate. With a view . to giving full play to the role of 
medical institutions at all levels and helping medium-sized and small hospitals to 
upgrade their technical level, some large urban hospitals have also established contact 
with medium-sized and smaU hospitals and the hospitals of factories and mines to 
provide technical guidance and undertake joint medical services. This not only 
upgrades the technical skills of medical workers at the grass-roots level but also helps 
hospitals at the grass-roots level to solve many difficult problems in their medical 
services and at the same time, makes full use of the facilities and beds of smaJJ 
hospitals. Home sick beds have witnessed rapid development. According to the 
statistics, the number of beds has increased to a total of 480 000. This has enabled a 
lot of patients who are difficult to move and also hospitalize due to lack of beds to be 
accommodated, thus easing the pressure on hospital beds and providing convenient 
medical services to people as weU as constituting an indispensable component of the 
urban primary health care structure. 

We have also supported private practice by certain qualified free and unoccupied 
health workers and by retired health workers, for the purpose of mobilizing their 
initiative to run medical and health services. In the last two years, the number of 
private practitioners, both in urban and rural areas, has increased to 80 000. Most 
private practitioners are weH received by people as they provide good services. 

1984 and 1985 marked the last two years of the Sixth Five-Year Plan for 
National Economic and Social Development. During this period, new progress has been 
made in our health services, and some weak Jinks strengthened, thanks to the health 
reform. By the end of 1984-, eighteen training centres for traditional Chinese medicine 
had been set up in the whole of the country, increasing the number of hospitals of 
traditional Chinese medicine above coun~y level to 1020. The preventive services have 
been separately reinforced, morbidity due to the major infectious diseases being 
reduced by 20% as against last year. Planned immunization coverage has reached its 
1 9&5 target ahead of schedule. To strengthen the supervision and quality control of 
the production and supply of drugs and ensure the safe and effective use of drugs, the 
Drug Administration Act was promulgated in September 1984 and enforced with effect 
from I July l 985, marking a new stage of drug administration. 
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The review and evaluation of the health services since Jast year indicate that, 
although we have made some progress, many new problems arising out of the health 
reform remain to be studied and solved. We must continue to work hard to carry out 
the health reform by stages and according to pJan, and explore the path appropriate to 
our national condition for the development of the health services so as to provide the 
people with better quality, more convenient and reliable medical care services. 
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COOK ISLANDS 

Progress of Health Activities! 

Legislation 

The enactment of a Health Act in late 1984 gives recognition to the community 
members' role in matters affecting the service provided for them. This is expected to 
create a better working relationship with those who provide the service and the 
community at large. 

Furthermore, it is anticipated that existing legislation, which is outdated in 
many respects, will be reviewed and appropriate regulations put forward. The services 
of agencies like WHO will be considered. 

At present, the Nursing Association is negotiating with authorities for possible 
legislation and recognition. One of the aims of this body of health workers is the 
establishment of a Division of Nursing within the Ministry of Health. 

Services 

The Ministry of Health continues to provide curative, preventive and promotive 
services. Development through improved standards of care provided continues. 
Services pn;wided are fairly comprehensive, considering the geography of the islands 
and the limited resources. 

Further efforts will be made to extend certain services like dental care to 
isolated small population, even for periods of time only during each financial year. 

Health educa tlon 

This is an important element in the health care system and is being developed. 
Financial assistance for printing and other requirements was acquired in early 1985 
from WHO. · 

After attempts in the past to train a health educator, we are now optimistic that 
this is likely to eventuate in 1986. 

Training 

Training is mainly provided in basic nursing, which is a three-year programme. 
Assistant heal~h inspectors are trained for twelve months, when the need arises, to 
man isolated population groups. 

In-service training for health workers is organized by controlling officers. 
Postgraduate training is principally directed to institutions outside Cook Islands. This 
is an important component of the training programme, considering the situation of 
Cook Islands. 

1 Submitted by the Deputy Prime Minister and Minister of Health, Cook Islands. 
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Special programmes 

The sanitation and water development project is ongoing for the outer islands of 
the Cook group. 

The sanitation component, which is for pour-flush toilets is completed in some 
islands while progress on two islands is somewhat slow due to unforeseen 
circumstances. It is intended to review the current situation and possibly extend the 
project to communities who are prepared to make positive contributions. 

The water supply project is ongoing and the WHO resident engineer is 
coordinating this with the Ministries of Works and Health. 

The maternal and child health programme has been given special consideration in 
the past and this will continue. With the assistance of UNFPA, this project had a 
significant impact on mortality and morbidity. 

We are at present in the process of preparing a project document for the next 
three years for consideration by UNFPA. The WHO family health medical officer is 
collaborating in this task. 

Future development 

Alcohol and alcohol-related problems is an area which needs efforts, not only 
within the health establishment but within other departments and voluntary 
organizations. 

This will be given serious consideration. Appropriate programmes will be 
designed for some form of filariasis control. It is intended to review the current 
situation and, if necessary, certain measures may be instituted. 

The progress of health activities within Cook Islands is fairly satisfactory. 
However, there are still areas which can and should be developed to achieve a higher 
level of health care. An important factor here is the limitations of materials, money 
and manpower. Nevertheless efforts will be continued to provide services to the 
community in as much as the country can afford them. 
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GUAM 

A brief report on the progress of health activities 1 

J. INTRODUCTION 

As of 30 September 1984, Guam's estimated population of J J 4 919 enjoyed a 
moderate level of health status compared with mainland U.S.A. No radical changes 
were noted compared with the last report in 1982. Guam dealt with three major 
epidemics in J 984: measles, hepatitis A and shigeJlosis. For 19&3, the infant mortaJi ty 
rate stood at J 1.0 per 1000 Jive births. The crude birth rate and crude death rates 
were 28.9 and 4.2 per 1000 population respectively. The annual rate of population 
growth remained fairly high (2.2%) due to a continuing increase in immigration, mainly 
from south-east Asian countries. The ten leading causes of death are, (1) diseases of 
the heart; (2) malignant neoplasms: aH sites; (3) motor vehicle accidents; 
{4) cerebrovascular diseases; (5) aU other accidents and adverse effects; (6) pneumonia; 
(7) homicide; (8) diabetes meJJitus; (9) other diseases of the central nervous system; 
and (J 0) certain conditions originating in the perinatal period. 

2. THE DEPARTMENT OF PUBLIC HEALTH AND SOCIAL SERVICES 

The Department of Public Health and Social Services is a llne department of the 
Government of Guam with a stated mission of assisting the people of the Territory in 
achieving and maintaining their highest levels of independence and self-sufficiency in 
health and social weJfare. Through its four divisions (Public Health, Environmental 
Health, Social Services and Senior Citizens), it operates 58 separate programmes of 
health and social service assistance, surveillance and regulation, except acute and 
chronic inpatient care. Inpatient care is under the purview of the Guam Memorial 
Hospital Authority and the Department of Mental Health and Substance Abuse. 

The Department's 1984 budget totalled 26.7 miJlion U.S. dollars, 60% of which is 
local money and 40% from Federal grants. Per capita expenditure was $233. If 
U.S.D.A. funding of the food stamps programme ($1 8.5 miHion in 1984) is included, an 
average of $394 was spent per capita. No figures are available for inpatient and 
private health care at this time. 

The Department operates three separate regional health clinics, four sites for 
provision of social service assistance, sixteen senior citizens centres, an animal 
quarantine station and an animal shelter. A FederaUy funded community health centre 
project was started late in the fiscal year in the medicaJly underserved area ( 7 out of 
J 9 villages) of southern Guam. To date, it is flourishing well. Except for the 
community health centre and home care nursing programmes, all services offered by 
the Department are free of charge. 

1 Submitted by the Office of International Health, Department of Health and 
Human Services, United States of America. 
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Service statistics follow: 

1 047 999 units of social support services provided to Guam's senior citizens, 
which include meals, transportation, homemaker, case management and legal services. 

35 615 cases needing financial assistance (the old, the blind, the disabled, 
dependent children and refugees). 

25 457 persons received food assistance. 

12 168 patient encounters representing various services for children without 
health insurance. 

7715 patient encounters were made to Women's Health Services clinics; several 
thousand more targeting teenagers and sick elderly persons. 

Several thousand patient encounters involving immunizations, M.D. and nursing 
visits, communicable disease investigations and epidemic control, vital statistics 
services, vector and rabies control, viHage sanitation activities, etc. 

3381 clients provided with medical social services. 

6151 health inspections of eating, drinking, retaiJ, wholesale, beauty and barber 
shop establishments completed. 

4519 health certificates issued. 

3337 stray animals captured and impounded; 276 dogs and cats quarantined. 

101 4 business and liquor license clearances issued. 

648 professionals licensed or certified through Commission on Licensure and six 
Health Professional Examining Boards. 

380 spouse abuse victims and 60 mentally retarded adults provided shelter and/or 
supportive services. 

247 home studies conducted by Adoption and Custody Services; 41 minors placed 
in foster homes; 24 children placed under the legal custody of the Department. 

102 cases referred to the Federal Income Tax Intercept programme by the Child 
Support Enforcement Office. 

45 child care facilities licensed by the ChlJd Welfare and Family Services. 

6 family nurse practitioners trained in cooperation with the University of Guam. 

Extensive new regulations written and adopted covering schools, child care, 
tattoo shops, hotels, laundries, bakeries, massage parlours, beauty and barber shops. 
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Services provided are: prenatal care, child health, venereal disease, 
tuberculosis, leprosy and other communicable disease treatment and control, dental 
programme for children, chronic disease control, CCS, nutrition, speech and hearing, 
immunizations, health education, home care nursing, family planning, environmental 
health, social services, programmes and services for the elderly, etc. 

3. ENVIRONMENTAL HEALTh 

The improvement of environmental conditions that resulted from the rebuilding 
of Guam following the destruction of the Second World War did much to improve the 
health of island residents. Today, virtuaJly J 00% of island households are served by a 
safe government-operated water supply and a substantial majority of homes are served 
by safe sewage disposal systems. Typhoid has been eliminated from the island and now 
occurs only as imported cases. Since 1974 cholera has been introduced to the island on 
at least six separate occasions (two imported cases and four local incidents associated 
with eating contaminated seafood) but in none of these outbreaks did the disease 
spread beyond the immediate family or work cohort. It seems that the level of 
sanitation on Guam is sufficient to render the island refractory to cholera epidemics. 

Guam has experienced problems with other enteric diseases, however. In 1984 an 
epidemic of Shigella flexneri type 1 occurred. Twenty-nine of the 35 outbreak-related 
cases Jived in a single viUage in Guam's largely rural southern region and three of the 
six remaining cases are known to have visited homes in that village. 66% of the 
households in which ShigeJJa cases occurred were found to have serious sewage disposal 
problems when inspected by sanitarians. When Guam's three regions were compared on 
the basis of shigeJJosis incidence and the prevalence o.f inadequate (other than sealed 
septic tank or sewer connection) sewage disposal systems, a strong positive correlation 
was observed. For these reasons a policy of conducting a sanitary inspection at the 
residence of all .future Shigella cases was established. · 

SalmoneJJa infections, on the other hand, do not seem to be as closely associated 
with adequate sewage disposal. The incidence of salmonellosis on Guam reached 218 
per 1 00 000 population in J 984 and 1985 case reports to July 1 are ahead of those for 
1984 for the same period by 41%. SaJmoneJJosis on Guam, as elsewhere, is primarily a 
disease of infants (infants accounted for 47.496 of cases reported on Guam in 1984). 
Despite intensive investigation this problem has not been Jinked to food 
contamination. Current studies are attempting to test a hypothesis that stray dogs are 
spreading SalmoneHa bacteria in Guam's environment and that infants are infected by 
contaminated soil tracked into homes on footwear. 
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Progress report on health activities, 19841 

1. INTRODUCTION 

The main aims underlying the Government's policy in the health care delivery 
system are to safeguard and promote the general public health of the community as a 
whole and to ensure the provision of medical and personal health facilities for the 
people of Hong Kong. 

Provision of basic health services is made . universaJJy accessible to individuals 
and famiJies in the community at only nominal cost and is practically free to the large 
section of the public which relies on subsidized medical attention. 

2. HEALTH OF THE COMMUNITY 

The general level of health of the population remains good. This is due largely to 
an effective health care delivery system, socioeconomic advancement, the 
anti-epidemic and disease surveillance measures and developments in preventive and 
personal health services. This progress is reflected in further improvements in the 
already good health indices and the decline in the incidence of major communicable 
diseases. 

The estimated mid-year population in 1984 was 5.36 million, an increase of 1.0% 
compared with the population of 5.23 million the previous year. It is also estimated 
that about 23.6% of the population are under 15 years and that 7.5% are 65 years and 
over. 

The crude death rate was 4.8 per 1000 population. The five leading causes of 
death were malignant neoplasms, heart diseases, cerebrovascular diseases, pneumonia 
and various forms of injury and poisoning. The commonest forms of malignancies were 
cancers of the lung, liver, nasopharynx, stomach and oesophagus. 

The total number of registered live births in the year was 77 635, giving a crude 
birth rate of 14.5 per 1000 population compared with 15.4 in 1983. In the same year, 
the infant mortality rate was 9.1 per 1000 Jive births as against l 0.1 in 1983. The 
major causes of infant deaths were anoxia, hypoxia and birth asphyxia (31 %) and 
congenital abnormalities (33%). Maternal mortality rate was 0.06 per 1000 total births 
as compared with 0.07 in 1983. 

1 Submitted by the Director of Medical and Health Services, Hong Kong. 
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3. COMMUNICABLE DISEASES 

One case of cholera was reported in 1984, and the Territory remained free from 
other quarantinable diseases during the year. 

As a result of continuous efforts, major epidemics of communicable diseases, 
which are quite common in some parts of the world, have come under control or are 
being eradicated. Dreaded diseases such as smallpox and plague have been virtually 
non-existent since the early 1950s, while poliomyelitis and diphtheria are practically 
diseases of the past. The common childhood communicable diseases have also been 
brought under control. The rubella vaccination programme for girls aged J 1- J 4 years 
has been started since 1978. · The programme also provides immunization to 
non-immune women of child-bearing age. 

For the five years before 1983, an average of 40 to 50 cases of malaria were 
reported each year. The majority were fresh recurrent cases and imported cases, 
affecting mainly foreign and local travellers and refugees from nearby South-East 
Asian countries. In J 984, a total of 1 13 cases of malaria were reported, including 10 
indigenous cases. The assistance of the World Health Organization was enlisted. A 
team of experts comprising a malariologist and an entomologist visited Hong Kong and 
advised on appropriate control measures. All cases· were thoroughly investigated and 
antimalarial measures were instituted. As a result of the vigorous surveillance 
programme, the outbreak was brought under control. 

Following an outbreak of canine rabies, the first in twenty-five ye(,lrs, in October 
1980, the Government took stringent measures to control :the disease, which included 
inter alia mass vaccination of dogs and destruction of stray dogs. There have been 
altogether to date 5 human cases, 27 cases in dogs and 2 in cats. In 1984 there were 2 
imported human cases and 7 rabid cases in dogs. 

4. HEALTH SERVICES 

4.1 Tuberculosis and chest services 

A total of 7843 cases of tuberculosis were notified, representing a rate of 146 
per J 00 OOQ population compared with 137 for 1983. The tuberculosis death rate was 
7.8 per 100 000 compared with 8.4 in 1983 and represented about 1.6% of the total 
registered deaths in the year. The BCG vaccination rate remained very high, covering 
over 99.9% of the newborns. · 

4.2 Family health services 

The family health services operate forty-four maternal and child health centres, 
providing a comprehensive health programme for women of child-bearing age and 
children up to five years. Antenatal and postnatal health sessions are conducted for 
mothers. Immunization programmes are carried out against tuberculosis, diphtheria, 
whooping cough, tetanus, poliomyelitis, measles and rubella. During the year, about 
92% of newborns attended the family health centres. The Department also runs 
forty-six family planning clinics providing the necessary advisory and practical 
services to women of child-bearing age. 
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The comprehensive observation scheme, introduced in 1978 to detect and assess 
early developmental abnormalities and, where necessary, to provide foJJow-up 
treatment, is now available at family health centres. Children attending the centres . 
may, if their conditions warrant it, be referred to child assessment centres for further 
examination by various specialists in the field. The system enables the rehabilitation 
process to start as early as possible. 

4.3 Health education 

The Central Health Education Unit provides professional advice on health 
education, and serves as a resource unit to give technical aid and information. It 
plans, coordinates and develops activities within the Department and with other 
organizations. 

Major projects during the year 1 984 included campaigns on "The Health Family", 
antimalaria, anti-smoking, mental health, heart health and adolescent health. 

4.4 Oral health 

For the prevention of oral diseases, a special dental scheme for school chiJdren 
has been introduced since 1980. The service provides regular dental examinations and 
simple dental treatment to primary school children utilizing dental therapists. In 
addition to making the school children dentally fit, great emphasis is also placed on 
dental health education. 

With regard to dental manpower development, training in dentistry is now 
available with the opening of the Prince Philip Dental Hospital. It is expected that, 
starting 198.5, about 70 qualified dentists wiJJ be produced each year. 

4.5 Social hygiene and special skin service 

The incidence of sexually transmitted diseases recorded in J 984 was J 0 353 
compared with 9516 in 1983. The common sexually transmitted diseases were 
gonorrhoea (48%) and syphilis (6%). The incidence of other sexually transmitted 
diseases, e.g. chancroid and lymphogranuloma venereum, remained low. 

There is a firm commitment to a comprehensive leprosy control programme, and 
action plans are in line with those recommended by the WHO Study Group. Hong Kong 
has been experiencing a gradual decline in the incidence of leprosy during the past two 
and a half decades, and this trend is continuing. The number of new cases treated in 
1 984 was 32 representing an incidence rate of 0.6 per I 00 000 population. The 
corresponding figure 25 years ago in 1959 was 10.0 per 100 000 population. Of the 32 
new cases, 59% were tuberculoid cases and the ratio of male to female cases was 1.9 
to I. There was no childhood case reported in 1984. 

4.6 Port health 

The Port Health Office enforces health control at the Hong Kong International 
Airport and in the Territory's waters, to prevent the introduction of quarantinable 
diseases and to carry out other health measures required under the International 
Health Regulations. 
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The health staff maintains a close surveillance of the food services catering to 
the international airHnes to ensure that the food and water supplied by the fHght 
kHchens are clean and safe. · 

Epidemiological information is exchanged regularly with WHO in· Geneva and its 
Regional Office for the Western Pacific in Manila as well as with neighbouring 
countries. 

5. HOSPITAL AND CLINIC SERVICES 

There are three types of hospital in Hong Kong government, 
government-assisted and private. The total bed provision as at end 1984 in aU medical 
institutions was 24 07 3, representing a ratio of 4.5 beds per JOOO population. 

Hospital services are supported by specialist clinics, which provide outpatient 
specialist and foJiow-up services, and general clinics, which provide outpatient general 
and preventive health services. Outpatient services provided by the government, 
subsidized and private sectors have been considerably expanded to cope with the 
growing population. The Government now operates sixty-two general outpatient and 
specialist clinics. 

Mobile dispensaries and floating clinics take medical services to the outlying 
islands and the more remote areas of the New Territories. Other inaccessible areas 
are visited regularly by the "flying doctor" service with assistance from the Royal 
Auxiliary Air Force. These arrangements are to ensure that medical care is made 
available to all sectors of the community to achieve the strategy at health for all. 

6, TRAINING 

Apart from the Hong Kong University, which produces 150 doctors a year, the 
Chinese University of Hong Kong has also commenced ltfi tint intake of medlca! 
students since 1981. 

Seven new nurses• training schools and five ext~nsion prgj~cts in hosp~Hlls ar~ 
being planned, inc;;reasing the total training capacity in the gov~rnment, 
government-assisted and private sectors from 1840 to 2690 places per year by the en.d 
of the planning decade. 

The Institute of Medical and Health Care at the Hong Kong Polytechnic provide~ 
training for paramedical staff, including radiographers, physi()therapists, occupational 
therapists and medical laboratory technicians. 
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Kiribati health care services development l 

1. Preplaning phase 

The health care services in Kiribati have been endeavouring to take care of the 
felt needs of the people on a day-to-day basis in a vertical fashion. The services and 
training are curative-oriented. Programmes developed outside the country are 
introduced and accepted because of their financial components rather than because of 
the objectives highlighted. Such programmes are often terminated as soon as funds 
are exhausted. They often leave the country with surplus manpower, which the 
Government has to absorb into the already low-paid manpower. The outcome is that 
such manpower has to be reoriented to the system of operation of the country's health 
care. In other instances, a division of work has to be made in order to maintain the 
previous programmes. 

Three factors can be observed: 

(1) high manpower overheads and division of work without proper direction; 

(2) community confusion; 

(3) · lack of progress in health services. 

With such a state of affairs the health care services are not able to serve the 
community's felt needs appropriately. It is a very loose situation and nothing 
substantial can be achieved. 

2. Decisions 

In the Fourth N a tiona! Development Plan 1979-19&2 the Ministry of Health and 
Family Planning had to achieve the following objectives: 

( l) maintain the health care services at the present level per capita; 

(2) provide better services for the outer islands; 

(3) reduce population growth rate from 2.24% to 1.6% per year. 

The above responsibilities had to be catered for and various chief medical 
officers attempted in one way or the other to implement them but not in a planned 
manner. 

1 Submitted by the Principal Medical Officer (Director), Ministry of Health and 
Family Planning 
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In May J 982, 22 months after analysis and deciding on what is approrpiate to 
mee~ the above responsibilities, the Five-Year National Health and Family Planning 
Ser~.tces Programme Plan (N HF PSPP) 1982-1 986 was completed. In this plan, on the 
advJce of the WHO public health administrator based in Tarawa, the Government 
decided that the goal was to be Health for aJJ by the year 2000 based on the primary 
health care approach. 

The plan on the whole has slowed down aJJ activities in the field because the 
changes wHI be nationwide and wiJJ affect three main areas in the country: 
community, infrastructure and manpower. 

3. Activities 

Based on the decisions made and endorsed by the Government, the plan's main 
activities fall into three components, namely: 

- component I - Community development 

- component II - Manpower and facilities development 

- component Ill - Health delivery services. 

In 1982 component II, Infrastructure development, began in the form of 
workshops, orientation and long-term training to reorient the manpower to the present 
way of doing things. Coverage at present is 74%. 

In 1983 component I, Community development, was implemented and by the 
middle of J 983 this part was more or Jess developed and functional in about 78% of the 
nation. 

In I 984 component III was implemented and the community has adjusted rather 
hesitantly to taking over some of the roles. However, the degree of acceptance has 
increased and about 45% of the communities have accepted and are implementing 60% 
of the health and health-related activities. 

4. Evaluation 

The evaluation ot the National Health and Family Planning Services Programme 
Plan (N HFPSPP) 1982-1986 was conducted by members of the national Technical Task 
Force (TTF) with the participation of other ministries and United Nations 
organizations. 

The evaluation was based on global and local indicators to assess the scope of 
coverage by the plan. Heads. of aH units present.ed. an evaluation of their own 
activities highlighting their achJevements but also venfy.tng the challenges put forward 
by the observers, who were quite critical. 

The visit to the outer islands to observe the activities of the communities in 
relation to components I, II and III proved quite successful. On average the project has 
been very successful. It was observed that three units are well below the 50% level 
and are underdeveloped, J 7 units scored very weJJ. 
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An evaluation of the same project by UN DP /WHO was conducted in May J 985 in 
the same format. The three !eve Is, pari iamentarian (decision level) ministry 
(Managerial level) and community (Implementation level) were looked into by the 
evaluating team Dr Sitareki Finau. The report of this evaluation is still being 
processed by UN DP /WHO. 

5. Conclusions 

The development of the health plan has made it possible for the national staff to 
see their weaknesses and to improve on them. The development has made the staff 
realize that a certain direction is to be followed, and in trying to do so they become 
very protective and alert so that the elements of institutional building are maximized 
in their utilization. Indirectly such moves have increased the need for intersectoral 
cooperation, which is indirectly developing other sectors. This is indeed a major step 
in the country's overall development. 
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A brief report on the progress of health activities! 

J. GENERALBACKGROUND 

With the approval of the covenant to establish a Commonwealth of the Northern 
Mariana Islands in J 976 between the people of the Northern Mariana Islands and the 
Government of the United States of America, the Northern Marianas began the 
process of preparing for the establishment of a constitutional government. The people 
of the Commonwealth, by popular referendum, adopted the CNMI Constitution in 1977 
and, on 9 January 1978, by proclamation of the President of the United States, the 
Constitution of the CNMI became effective. Although legally stiU a part of the Trust 
Territories until termination of the trusteeship agreement, the Northern Mariana 
Islands is self-administered. 

The Northern Mariana Islands consists of 17 islands located on a north-south arc 
between latitude J 4 degrees north and 20 degrees north on the western edge of the 
Pacific Ocean, covering J 83.61 square miles. Based on the 1980 census, the total 
population was J 6 783 and it is now estimated to be approximately J ~ 7 50. 

~ HEALTHSTATUS 

The state of general health of the Northern Mariana Islands residents is 
relatively good. There have been no major epidemics in the Commonwealth within the 
last five years. Infant mortality in 1979 was 39.5 as opposed to 23.8 in 1984. Crude 
birth rate is 30.1 and crude death rate is 5.4 per JOOO population. The four leading 
causes of death are: diseases of the heart, cancer, cerebrovascular disease and 
accidents. 

These four leading causes of death are similar to most developed countries in the 
world. Many of the other leading causes of death in the CNMI, however, have a 
semblance to other developing areas. They are deaths due to: prematurity, influenza 
and pneumonia, and diarrhoeal and mtestinal diseases. 

3. HEALTH CARE SYSTEM 

The Northern Mariana Islands health services system is part of the 
Government. All health care services except for one private dental clinic and two 
optometry clinics are provided through the Government system. Those services that 
cannot be provided due to Jack of medical professionals or inadequate facilities are 
referred off island to Guam, Honolulu or the United States mainland. The Director of 
Public Health and Environmental Services is appointed by the Governor and has overaJl 
responsib1Jity for administering the health care system. 

1 Submitted by the Office of International Health, Department of Health and 
Human Services, United States of America. 
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The following programmes are administered by the Department of Public Health 
and Environmental Services: 

3.1 Curative services 

Curative services are provided through acute care hospitals. The total bed 
complement is 64 beds on Saipan, 10 on Rota, and 3 holding beds at the Tinian 
Dispensary. The hospitals provtde inpatient/outpatient service, emergency, X-ray, 
laboratory, surgery, pharmacy, inpatient mental health, deJivery, hemodialysis, and 
physical therapy. AJ! the acute care facilities on Saipan, Tinian and Rota, built in the 
early 1 960s, are scheduled to be replaced by modern state-of-the-art buildings and 
equipment with completion dates m the faH of 1985 and mid-1986. AU primary and 
most secondary medical cases that are at this time referred off island will be provided 
on island except for tertiary care, such as heart surgery and neurological diseases. 

3.2 Preventive health services 

Preventive health services are provided through the public health clinics located 
in each of the major population centres throughout the islands. The foJJowing 
programmes provided by the public health services include: 

(1) Maternal and child health, prenatal, postnatal, we!J child clinic family 
planning, cervical cancer, school health, crippled children's service, and 
immunization programme 

(2) Communicable disease prevention and control programme 

(3) Other health services such as hypertension/diabetes control, home health 
care, physical examinations, treatment of nonacute diseases and care of the 
elderly 

(4) Social services and counselling 

(5) Community mental health 

(6) ViJJage sanitation 

(7) Health education 

3.3 Dental health services 

The function of this service is to develop and provide services in the control and 
reduction of prevalence of dental caries, periodontal diseases and deficiencies. This is 
provided through the clinic service and school dental service. 

3.4 Environmental quality service 

The functions and programmes of this Division include management, surveiJJance 
and monitoring of the foiJowing: safe drinking water, marine and fresh water quaJity, 
solid and hazardous waste disposal, pesticide use, distribution and disposal, air 
pollution control, wastewater treatment and disposal. 
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3.5 Mental health service 

This Division provides basic services in the folJowing areas: psychodiagnostic, 
recreational therapy, screening of temporary or permanently committed patients, 
treatment of psychiatric and substance abuse patients, psychological assessment, 
marital counselling, crises intervention for suicide and substance abuse, and 
consultation services. 

3.6 Medicaid programme 

The primary objective of this programme is to provide medical assistance to 
low-income individuals and families who are eHgible to receive cash payment under 
one of the existing assistance programmes established under the social security act, 
aid to families with dependent children, and supplemental security income programmes 
for persons 65 years old or over, blind and disabled. 

3. 7 Vocational rehabilitation service 

The objective of this programme is to extend direct services to handicapped and 
disabled individuals so that they may assume a useful role in society by engaging in 
productive employment. 

4. PROGRESS IN HEALTH PROI'vlOTJON AND DEVELOPMENT 

In 1983, the Northern Mariana Islands, through its health planning and 
development agency, developed and established a five-year health plan. Goals, 
objectives and strategies contained in the plan were designed to assist the 
policy-making branches of the Government to make specific decisions which will lead 
to a logical development of a suitable and self-supporting health care delivery system. · 
It is also a policy document which reflects the foundation for effecting and guiding 
appropriate and necessary changes in the health status and health system of Northern 
Mariana Islands. The Health Planning Agency is also engaged in developing strategies 
to improve the effectiveness and efficiency of the health care dellvery system. The 
Northern Mariana Islands Department of Public Health has embarked on a programme 
to promote and secure adequate health manpower commensurate with the demand for 
quality health care. Over the past five years there has been an increase in the number 
of nurses, doctors, technicians and other aJJied health professionals. Emphasis has 
been placed on providing incentives or educational opportunities for more individuals 
to enter and remain in the health profession. 

Facilities are now under construction to replace alJ old ones, and new and better 
equipment is being purchased. Health promotion and prevention is being emphasized 
through the concept of primary health care. Emphasis is placed on the education of 
the general public. 
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Health service development since independence 1 

J. THE HEALTH SERVICE STRUCTURE DEVELOPMENT IN PAPUA NEW GUINEA 

1.1 Health service structure at independence 

Prior to and during the 1 970s, the Health Service of Papua New Guinea was 
arranged in a tiered fashion similar to that found in socialist countries (M. Roemer: 
Comparative National Policies on Healh Care). 

At the base of the heatlh care pyramid was the aid post staffed by an aid post 
orderly who was responsible for treating iUnesses with basic medications, referring on 
patients he could not treat and inspecting villages for sanitation and giving health 
education talks. 

Above the aid post were health centres and health sub-centres staffed by a range 
of paramedical staff. 

Each district (now termed province) had a hospital staffed and suitably equipped 
for medical officers. This system has continued until the present day. 

The Department of Public Health in Papua New Guinea like the Australian 
Administration was centralized in Port Moresby. Each district of the Territory had its 
own district· health officer and because of communication difficulties and distance 
from Port Moresby, regional medical officers supervised the work of the district 
health officers. 

In the late 1 960s and early 1 970s this centralized control began to be criticized 
and decentralization began to take place. As the nation's independence came into 
sight this push for decentralization increased. 

As the districts became more organized and were seen by Government workers 
as entities in themselves, public servants as weU as politicians sought more autonomy 
from Port Moresby. In the Department of Health this was brought out into the open at 
the 1972 Provincial Health Officers• Conference in Port Moresby. As a result of 
discussions at the Conference the administrative decentralization of the Department 
of Public Health began to take place. From this Conference also a health plan for the 
country began to be formulated, which eventually became the Papua New Guinea 
National Health Plan 1974-1978. 

In this PJan, national health principles were set out. One such principle was 
stated as follows: 

I Prepared by the Coordinator, Health Services Administration, Department of 
Health, Papua New Guinea. 
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"Health services are best received when people and communities are involved in 
decision-making about their quaJity and deJivery." 

and supplementary to this -

"Decentralization of decision-making should be such that no decision is made 
further from the point of action than is necessary". 

Another national principle was stated as: 

"Health services must be delivered in such a way that they are as fuJJy 
integra ted as possible with alJ sections of health and other services". 

and supplementary to this -

.. "~ealth workers must work as a team sharing in and assisting with each others' 
actiVIties rather than narrowly pursuing their individual functions". 

In the ·introdctory summary to the National Heatlh Plan 1974-1978, the following 
was written: 

"In the past, many decisions about heatlh services were made at Headquarters. 
These decisions were often made without consultation with district health staff or the 
churches. Decisions were also made at district level about services for people in rural 
areas who were not consulted about these services. The Plan proposes that there 
should be a greater decentraJization of decision-making through: 

D.istrict planning and Budgeting 
Formation and Promoti.on of Administrative District Committees to · 
include Churches and Government 
Promotion of CounciJ Health Committees at local level and more 
consultation with communities 
Formation of Political District Health Boards as planning consultative, 
decision-making bodies to ensure adequate liaison with District 
Governments". 

In order to support the ne\V proposals and programmes the Plan proposes that the 
Department be made up of five divisions, each with a Director responsible to a 
Director-General. 

Each District was to be headed by a District Health Officer responsible to the 
Director-General of Health. 

These recommendations on Departmental organization were slowly brought into 
being with a few minor changes, and after the country's independence in 1975, they 
constituted the basic structure of the Government's health services. 

1.2 The provincial government system and health service structure 

In December 1976, the National Executive Council (Cabinet} was presented with 
a submission which identified functions that could be divided between the National and 
Provincial Governments. This was followed in early 1977 by the National Executive 
Council approving this split of functions and approving the transf!!ission of a ~chedule 
of provincial functions to Provincial Governments upon thetr proclamation and 
approving certain transitional arrangements. 
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It was decided that the following National Health Department functions would 
become provincial functions: 

Aid posts, 
Health sub-centres, 
Health centres, 
Home medicines and self-care, 
Health committees (and Health Boards), 
Ambulance services, 
Family health, 
Supervision of disease control programmes. 

Other activities were to become delegated to the provinces. 

These included the provincial hospital, malaria control and extension services. 

It was directed that delegated national activities were to be performed by 
provincial health staff under the direction of the provincial health officer. The Health 
Department headquarters was to budget for these functions in consultation with the 
provincial health officer. Financial alJocations were to be given to the provinces 
specificaJJy to carry out these functions. A headquarters monitoring system was to be 
set up to ensure that these functions were carried out correctly. It was envisaged that 
most of the delegated activiteis could be given over completely to the Provincial 
Governments at a future time. It was with these delegated functions that most 
problems with the decentralization of health services come about, especially in 
previously strong centrally controlled sections such as malaria control. However, it 
was because of the poor peripheral administration of such sections that their 
administrative decentralization was promoted. 

It was decided that each Provincial Government should be approached to 
consider setting up a Provincial Health Board in its province and the appropriate 
recommendations were circulated by the Department of Health to the Provincial 
Governments in April 1978. This Board was to give adequate community and church 
agency input into provincial health management. 

FUNCTIONAL STATEMENTS FOR PROVINCIAL DEPARTMENTS 

In August 1978 the Department of Decentralization issued a statement setting 
down the functions of the Provincial Departments after approval from the national 
departments. This was later gazetted in the Government Gazette as a statement of 
authority for the department of each province. For health the functions were listed as 
foJlows: 

1. Appoint and conduct advisory committees to assist in the planning 
· and coordination of health services in the province. 

2. Control and administer health centres, health sub-centres, aid posts and 
associated ambulance services. 

3. Manage the provincial hospital. 

4. Inspect and implement environmental health programmes including:-

* prevention of air and land po11ution 
* provision of. safe water supplies 
* provision of proper waste disposal and/or treatment 
* ensuring the wholesomeness and hygienic handling of food 



* 
* 
* 
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ensuring proper building, plumbing and drainage standards and plans 
ensuring proper town and village sanitation and amenities 
enforcement of environment, poisons and public health legislation 
safeguarding occupational heaJth 
control of disease hearing vectors 

* 
* 

ensuring proper location of cemeteries 
provision of quarantine services (in major ports in conjunction with 
the appropriate National agency). 

5. Implement and supervise programmes in: - · 

immunization * 
* 
* 
* 
* 

tuberculosis, leprosy, sexually transmitted diseases and malaria 
family planning 
health education 
nurse aide and aid post orderly training 

6. Provide family health services. 

7. Implement and supervise dental health programmes. 

8. Make payment of subsidies to Churches Health establishments". 

(Functional Statement for Provincial Departments, Department 
DecentraHzation, August 1978). 

of 

These functions were later gazetted in the National Government Gazette as the 
official functions of the departments of the provinces. 

(Gazette number 77, 22 November l 977). 

1.3 Changes in the National Health Department's structure and functions 

The National Minister for Health, in his Budget Speech for the 1982 Budget, 
delivered in November 1981, stated: 

"The involvement of my Departments Headquarters is to be strictly 
limited to the provision of technical advice and assistance, but only 
where specifically requested by the Provincial Health Authority, or 
where I am satisfied that a Provincial Programme is being seriously 
mishandled. I do anticipate that during J 982 staff of the 
Headquarters Malaria Division in my Department will be 
transferred to the Provinces where I believe their abilities can be 
put to better use". 
(Hansard -draft, 23/1 0/3}. 

There was, however, resistance in the Department of Health to these ideas. 
Thus the Minister for Health in May 1982 had two Cabinet Policy submissions drafted 
with the purpose of ensuring proper decentralization of hea"lth services. 

In the 1983 Budget brought down in the November sitting of Parliament, the 
funding for the health delegated activities was given under the provincial vote 
numbers and not under the Health Departmet vote numbers. In the Cabinet decision 
associated with the budget a reorganization of the Department of Health was called 
for as was a review of some ar.eas of national health policy. 
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In December J 982 the functions of the new Department of heaJ th were gazetted 
to be: 

"- Ultimate responsibility for aJJ hospitals, medical, dental, 
nursing, preventive health and disease control services. 

- Monitoring of standard of health service activities across the country 
and ensuring satisfactory standards are maintained. 

- Pharmaceutical services. 

- Mental health, radiotherapy and specialist medical services. 

- National health legislation, planning, policy formulation and evaluation. 

- Medical training. 

- Provide services to the Medical Board, Nursing Council, Fluoridation 
Committee and Standing and Ad hoc Organizations relating to the 
functions of the Department". 

A new structure was formulated based on these responsibilities. This is given in 
the following table: 
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Table 1.1 Organization Chart -Department of Health 1983 

National Health 
Planning Committee 

Management Health Services 
Services Administration 

Establish
ment & 
Methods 

Personnel 

Accounts 

Travel & 
Supply 

Pharmaceutical 
Services 

Hospital 
Services 

P.M. G. H) 

Community 
Services 

Family Health 

Dental Health 

Primary Health 

Mental Health 

Statistics 

Pharmaceutical 
Advisory 
Committee 

S.M.O. 2 
Committee 

Pathological 
Services 
Advisory 
Committee 

Dental PHC 
Advisory Committee 
Committee 

Medical 
Training 

CAHS3 
Under
graduate 

CAHS 
Post
graduate 

Nursing 
Education 

APO 4 
Training 

PHC 
Training 

Health 

Training 
Advisory 
Committee 

J. PMGH = Port Moresby General Hospital 
2. SMO = Specialist Medical Officer 
3. CAHS = College of Allied Health Sciences 
'+. APO = Aid Post Orderly 

Secretary 

Environmental 
Health 

Food and 
Quarantine 

Environ menta! 
& Sanitation 

Industrial & 
Occupational 
Health 

Vector 
Control 

Environmental 
Health 
Committee 

Legislative Officer 
Executive Officer 
Internal Auditor 

Policy, Planning 
& Research 

Epidemiology 

Economic 

Budget 

Health 
Services 
Research 

NPEP& 
Overseas 
Aid Coordinator 

Statistician 
Computer 
Medical 

Research 
Advisory 
Committee 

Disease 
Control 

Malaria 

Disease 
Control 

Statistics 

Supply 
Officer 

Disease 
Control 
Committee 
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January ! 983 

Approval in principle was given by the Public Services Commission to the new 
structure in February ! 983. 

At the National Executive Council Meeting held to discuss the J 983 budget a 
decision was made to retrench public servants whose work positions were affected by 
changes in Government policy or economic cuts m Government funding. 

With the decentralization of Health activities there was a large number of 
unfunded positions in the Health Department's Headquarters in 1983 and a large 
number of staff were placed on the redundancy Jist. 

Many of the Departmental officers who wre opposed to decentralization and to 
the changes occuring in the Department of Health took voluntary retrenchment. Some 
experienced officers who were working .in Provincia! Health Divisions and Health 
Training Institutions were brought in to replace those who left the Department. These 
staff changes resulted in a considerable improvement in the working relations between 
senior Departmental officers and higher morale amongst Headquarters staff. 

AJI the committees associated with the new structure were properly estabHshed 
by early 1984. 

1.4 f<elationships between the Department of Health and the Provinces 

Good relationships were achieved in J 983 between the National and · Provincial 
Departments. The Department conducted many seminars and training courses for the 
provinces in its programme of technical assistance. Two Health Divisional Heads 
Provincial and National (termed formerly the Provincial Health Officers) 
Conferences were held during the year. 

The first of these conferences was especiaJJy important to rectify major 
financial maldistribution between the provinces. With the assistance of the 
Department of Finance anomalies were quickly rectified to the satisfaction of a1J 
present. 

At the 1983 Premiers Council a resolution was passed by the Premiers supporting 
the decentralization of health functions. lhey stated that they were satisfied with the 
consultation that had taken place between the Provincial Departments and the 
Department of Health concerning decentralization. They also expressed their approval 
of changes that were taking place in the Department o1 Health. 

Table J .2 illustrates the recommended structure for Provincial health divisions. 

Table 1.3 illustrates a matrix mode! for district health management. 

1.5 Importance of Churches in provincia! health services 

Approximately a quarter of the country's ruraJ health services are run by . the 
Churches. With the decentralization of health adman.istration, Churches were put 1nto 
a much closer relationship with the provincial health office, which makes for a much 
better integration of services with mutual planning and inservice activities. 
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11The independence of the Churches in this relationship was emphazised 
as an important ingredient to their health role. Their approaches wjH 
always have their differences from that of the Government, o1fering a 
contrast which can be learnt from". 
(1983 Health Policy Review P • .5J). 

1.6 A review of Health Services was made for the Cabinet in 1983 in which a 
departure in traditional health thinking was proposed. While preserving adequate 
heaJth services it is necessary to pursue poHcies which bring about development of 
viHage communities. Only by doing this wiJJ a healthy nation be produced. This 
emphasis is the result of a number of experienced workers entering the Department of 
Health from the provinces who, while successfully generating good health work in their 
own areas, have seen the limitations of purely health services--orientated approach. 

"Such a reorientation involves planning from ''the bottom up". Most 
development in Papua New Guinea occurs from the top downwards, 
imposing one structure after another. Development at the 'grassroots 
level' must be based upon traditional community structure and local 
political organization. While such projects are being pursued by Health 
Divisions in several places, with more planned, there is serious concern 
that health is working in isolation and that such projects can be break 
down for lack of an overall national or provincial framework." 
(1983 Health Policy Review, p • .52). 

Table 1.2 Recommended provmciaJ health structures 

Secretary (Department of Province) 

Assistant Secretary (Hea!th) 

Superintendent 
Community Health 
Service 

District 
Services 

PHEO 

District 
Assistance 
Unit 

Infectious Disease 
SurveiUance 
Information 

Hospital 
Superintendent 

Health Office 
Administrative 

Community Health 
Nursing - Family 
Planning & Nutrition 

Communications 
... Jnservice 
Health Educator 

Malaria Control 
Health Inspectors 
Dental Health 

The proposed Health Services ACiministration Act formalizes input from the 
peripheral levels into the running of the countries health services. 

The new National Health Plan (1986-1990) takes this community input as the 
major cornerstone for its programmes. 
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Table 1.3 District Health Services Matrix Model for Management 

Provincial 
Health Board 

Political 
Direction 

Office of 
Secretary 

National 
Policy 

/. 
PROVINCIAL HEALTH OFFICE 

Communications 

Multipurpose 
transport 

District 
Management 

Inservice 
system 

Management 
Statistics 

Staff 
Development 

·Advice 
Control 
Senior Staff 

Comprehensive District Services 

District Health Board-

District Health 
Action Committee 

Community 
Interaction 

Team 
approach 

Adequate Senior Staff 
Selected special staff 

Nurses 
Multipurpose counseHing 

Health Centre 
Health Sub-Centre 
Aid Post 

) in balanced 
) ratio 

) as .interpreted 
) ratio 
) 

Day to day control decentralized 
to district 

2. HEALTH CARE RESOURCE DEVELOPMENT 

2.1 Infrastructure 

Examination of the infrastructure resources shows there has been growth since 
Independence in the number of facilities: from 1907 health facilities in J 973 to 2679 
facilities in J 984. The health services infrastructure is composed of primary and 
secondary services. Primary service facilities include health centres, health 
sub-centres and aid posts while the secondary service facilities consist of hospitals. 
Table 2.1 shows the changed composition of the health system's facilities. The 
expansion of health service physical facilities has been done in a cautious manner, 
wmch has been consistent with the desired pyramidal organization and arrangement of 
facilities within the health system. At the base of the pyramid are aid posts. The line 
of referral upward is to fewer and more complex and costly institutions as one goes up 
the pyramid from aid posts to l:lealth sub-centres to health centres to hospitals at the 
apex. Such a tiered scheme promotes the integration of health services in a referral 
system and facilitates patients being treated as close to their homes as possible. The 
result of this increase in health infrastructure has been improved access to health. 
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services for the population. Whereas in 1973, 85.9% of the population were believed to 
have more than a two hour journey to the nearest health service facility, this 
percentage had Increased to 92.8% by 1980 and In 1985 it is estimated to have 
increased further to 96%. Another outcome of this development of primary health 
care facilities in the past decade has been a decrease in the population per facility 
ratios. For instance, the population per aid post had decreased from J 666 to 1466 by 
1984. Figure 2.1 HJustra tes the drop in population per health centre on a provincial 
basis. 

The number of hospi tats has decreased, as planned ten years ago, so there is only 
one hospital in each province. White the number of hospitals has decreased, the total 
beds (including those in health centres) has increased. This growth has outpaced the 
rate of population increase: in the period 1979-1984, the population of Papua New 
Guinea grew by 7.7% whHe the number of beds increased J 0.5%. These changes in the 
ratio of population per facility, for both primary and secondary health services, is 
significant because it means the growth of Papu<;l New Guinea's health service 
infrastructure has not only kept up with population increases but has surpassed it. This 
indicates a growth in facilities in reaJ terms during the post-Independence period. 

Table 2.2 Health indicators 

Population per hospital bed 
Population per all hospital/health centre beds 
Population per hospital 
Population per health centre 
Population per aid post 
Population per doctor 
Population per health extension officer 
Population per nurse 
Population per nurse aid 
Population per aid post orderly 
Population per health inspector 
Population more than 2 hours from aid post 

Immunization- %of target group receiving: 

Triple antigen 
Polio 
TB 

1973 

454 
220 

121 705 
17 380 

J 540 
J 7 740 
16 090 

1 720 

J 540 

14.1% 

n.a. 
n.a. 
n.a. 

Source: Department of Health, 1983. Country Resource Utilization Study 

1983 

585 
215 

150 536 
J 2 977 

1 130 
13 030 

7 253 
J 224 
1 130 
J 357 

18 J 37 
7.2% 

43 
45 
49 
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2.2 Manpower 

Manpower resources have expanded as weJI. Changes from J 974 to 1984 can be 
seen in the following table: 

Table 2.3 Changes in manpower resources 

Doctor 
Health extension officer 
Nursing Personnel 
Aid post orderHes 

1974 

224 
156 

2420 
1547 

1984 

283 
336 

4481 
2168 

During these I 0 years of independence, the manpower resources have also expanded at 
a faster rate than population growth. This has enabled the ratio of population per 
manpower category to decrease. Such decreases not only increased access to health 
services but can generaJJy be considered to have elevated the standard of care. 

2.3 Financial 

The Government's commitment to the development of the country and its people 
has resulted in health care being considered a national priority. As such, it is one of 
the primary means for improving the welfare of the people. The trend of government 
expenditure for health since Independence in 197 5 bears out this commitment. During 
the first fuJJ year of independence, 31 milHon kina were expended on health. This 
represented 8.2% of government expenditures and 2.9% of the gross domestic product. 
The health budget has continued to increase during the first decade of independence to 
7 3 million kina or 8.8% of government expenditures in 1984 (Figure 2.2). For 1985, the 
Government's budget has a1Jocated 81.3 million l<ina for health-reJated services and 
activities. The trend line during these ten years is one of a steady rise in expenditure 
for health with the total increases averaging 5.5 million kina per year (Figure 2.3). 
Thus, health has received a constant or slightly increasing portion of total government 
resources. However, the per capita expenditure on health varies across the country as 
shown in Figure 2.4. These variations arose because of differing population densities 
and ease of communication but have been accentuated by differing rates of 
development. 
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Figure 2.2 

Government Health Expenditures as 
Percentage of Gross Domestic Product and 

Total Government Expenditures, 
197 5-1984 
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Growth of PNG Government Expenditures 
on Health (in K 000 000) 

1975-1985 

1977 1976 • 1')79 1980 1981 1982 1963 

N.B. The figure for 1977 is annualized. 

1983 1984 

1984 1985 



1573/7.:1 

130 

120 

- 13 -

Figure 2.4 

Per Capita Expenditure on Health -
Variation from National Mean 1973/4-1984 
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2.4 General financial trends 

Table 2.4 presents the trends in the economy of Papua New Guinea, government 
expenditures, and health expenditures for the post-independence period of J 97 5-1985. 
The figure are actual expenditures, except for 1 985, which represents budget 
allocations. It should also be noted that row 3 reflects all health-related activities of 
aH governmental departments and not solely the expenditures on health services by the 
Department of Health. Expenditures on the statutory institutions, the Medical Cotlege 
and the Institute of Medical Research are excJuded for aU years. These institutions 
had combined expenditures of 3.3 miUion kina in 1984. 

The gross domestic product (GOP) has shown a continual though unsmooth rise. 
Simultaneously, government expenditures and health expenditures have increased 
during this period. From J 97 5 to 1985 the total expenditures for health increased 
122% in monetary terms while the government's total expenditures rose 103% during 
this period. A comparison of rows 6, 7 and 8 in Table 3 indicates health expenditure 
increases have generally been greater than increases in government spending each 
year. More importantly, these increases in health expenditure have increased at a 
faster rate than inflation meaning there has been a real increase in the health budget. 
Examination of these trends in constant prices, so as to deflate the monetary growth 
by the annual inflation rate, indicates that the real growth in health expenditures for 
these ten years was 25.7%. During this same period government expenditures only 
grew, in real terms; by 15.1 %. 

Another trend of interest is the per capita expenditure on health (Row I 0). This 
indicates whether the rate of increase in health expenditures has kept up with 
population increases in monetary terms. However, a recent report, The Economy of 
Papua New Guinea: An Independent Review, indicates that one of the priorities for 
the country in the coming years will be to slow the rate of population growth which 
has resulted from improvements in health and Jiving standards. These improvements 
have reduced infant mortality and increased life expectancy while fertility rates have 
not declined. Current forecasts of population growth are for greater increases than 
the projected growth in government and health expenditures. This would mean a 
decHne in per capita health expenditures monetary and in real terms over the medium 
term. 



Table 2.4 Gross Domestic Product, Government Expenditures, Health Expenditures and Population, 197 5-1985 

FY1975 FY1976 FY1977 FY1977t 1978 1979 1980 1981 1962 1963 1984 1985 

1 • Gross Domestic Product 
(K million l 1004.0 1068.4 1251.3 649.3 14D.3 1632.5 1708.1 1696.9 1764.7 1967.2 2015.4 2168.9 

2. Totel Government Expenditures 
<K million) 307.2 376.5 439.7 237,9 494 .:s 537.6 623,5 692.9 732.3 780.4 830.7 930.1 

3. Totel Heelth Expenditures 
CK million) 26.6 31.0 34,4 19.4 42,4 45,1 54.7 61.2 62.3 67.9 7:5.3 81.3 

4. Heelth Expenditures 
es · s GOP 2.6 2.9 2.7 :s.o 3.0 2.8 3.2 3.6 3.5 3,5 3.6 3.7 

5. Heelth Expenditures es I 
Government Expenditures 8.7 8.2 7.8 8.2 8.6 8,4 8,8 8.6 8.5 8,7 8.8 8.7 

6. I Increase in Government \.n 

Expenditures 7.2 22.6 16.8 8.2 3.9 8.8 16,0' 11.1 5.7 6.6 6.4 12.0 

7. I Increase in Heelth 
Expenditures 29.8 16.5 11,0 '2.8 9.3 6.4 21.3 11.9 1,8 9.0 8.0 10.9 

8. I lnt let ion 16,6 9.3 4,9 4,4 9,0 7,9 11.7 5.6 6.9 8.5 4,4 5,, 

9. Citizen Pbpuletion <OOOsl 2655 2717 2780 2780 2844 2910 2978 3037 J098 3160 3228 .~2~ 

10, Per Cepitel Heelth Expenditures 10.02 11.41 12,37 n.96 14,91 15.50 18.37 20.1' 20.11 21.49 22.71 24.6~ 

* Estimates 
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2.5 Specific new financial expenditures 

New financial expenditures are channel!ed through the national public 
expenditure plan. 

The most significant expenditure project to affect the health status during the 
period was the rural health sectoral programme, which allocated over 2 miJHon kina 
every year from 1979 to improve rural health services. This programme has become to 
be funded by the Asian Development Bank. 

This specific projects funded during the period are given in Table 2.5 • 

. Table 2.5 New national public expenditure plan projects funded 
during the period 

Malaria control 
Province Health Improvement Programme ADB 
Specialist Medical Officers 
Nurse Aide Training - PMGH 
Children's Outpatients Department - PMGH 
Pathology services upgrading 
Rural health school programme 
Area medical store, Lae 
Physiotherapy training 
Board water supply survey 
Laloki psychiatric centre building 
Building improVements- PMGH 
Provincial hospital upgrading and maintenance 
Sexua!Jy transmitted disease control 
OK Tedi Kiunga Health Centre 
Port Moresby urban clinics 
Nursing establishment increase 
Blood transfusion services 
Health boat (Manus) 
Sangara Health Centre 
Rural water supplies 
APO training (Timbuke) 
Wewak Hospital Works 
Family planning 
National malnutrition programme 
A PO training (Butuwin) 
Angau hospital works 
Alotau hospital development 
Popondetta Hospital development 
Nurse aide accommodation 
Doctors accommodation- Goroka 
Vanimo Hospital- Works 
Goroka Hospitals- Works 
Nutrition Unit - Daru 
Wewak Town Clinic 
Kundiawa Hospital -Works 
M t Hagen Hospital - Works 
Port Moresby General Hospital -Works 
West New Britain health impro~ement project 
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2.6 Proposed future expenditures 

TabJe 2.6 gives an indication of the JikeJy health budget over the next five years. 

Expenditures during this period wiJJ thus be made to strengthen and improve 
existing facilities and services. It is proposed especially to eliminate inequalities of 
the health service across the country and strengthen peripheral services by improving 
supervision, management and training. For this staffing and performance standards 
are being produced. Inservice training and support wiJJ be strengthened as well as 
increasing the number of base JeveJ workers to be trained to replace old staff and 
further improve peripheral services. 
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Figure 3.1 

Infant Mortality Rates by Province 
1971 and 1980 

• 
• 

I i I I· . l J • 
I 

• 
J. J 

" • 
i l ! " T • 0 

0 

0 

• 

! 1 . 1 
1 

\ole G.. Ce NC 111 No _!f__!!o~ ~ _,.. n. f5 WS 111 HI El 'IIIII NS PNO 

I· 1971 ,.;, IiilO I 

N.B. In 1971, NCD was part of Centra!, and Enga part of Western Highlands. 

60 

50 

.4() 

30 

20 

10 

r 0 

I • 
• 

Figure 3.3 

Life Expectancy On Years) by Province 
1971 and 1980 
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N.B. In 197 J, Port Moresby (N CD)) was part of CentraJ, and Enga part of 
Western Highland Province. 



- 18 -

Table 2.6 Projected Government Receipts and Health Budget 
1985-19?0 0985 prices, K million) 

1985 1986 1987 1988 

Internal Revenue 485 511 511 532 
Australian Aid 217 216 220 217 
Total Receipts 702 727 731 .749 

% Increase -3.2 3.6 .6 2.5 

Estimated Budget 
for Health 81.3 80.2 79.9 81.1 

Source: Bank of Papua New Guinea 

3. HEALTH STATUS DEVELOPMENT 

1989 1990 

552 544 
215 2J3 
767 757 

2 •. 4 -1.3 

82.3 80.4 

3.1 In Papua New Guinea there have been considerable changes in the health status of 
the population over the past decade. Figure 3.1 shows the infant mortality rates for the 
years 1971 and 1980 for the country as a whole and also by region and province. 
Childhood mortality rates have similarly improved (Figure 3.2). 

Over the ten years from 1971 and I 980 the infant mortaJity rate has faHen by 
almost haJf for the country. The change has been most marked in the Highlands Region 
and this is the region of the country where most developmental activities have taken 
place. It is also the only part of the country where malaria has been satisfactorily 
controHed. 

Figure 3.2 

Childhood {l-4 Year) Mortality Rates by Province 
1 9 7 I and J 9 80 
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N.B. In 197 J, N CD was part of Central, and Enga part of Western Highlands. This 
table shows deaths between ages J and 4 and not annual mortality rates. 
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Figure 3.4 

Leading Causes of MortaJi ty in PN G 
1972 and 1983 
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Leading Causes of Hospitalization in PN G 
1972 and 1983 
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Figure 3.3 shows the average life expectancies at birth for 1971 and 1980 and the 
relative change over the period. These life expectancy figures also show a marked 
improvement over the decade. The Islands Region where the JeveJ of literacy and 
community sophistication is highest has the longest life expectancy, but the greatest 
improvement over the decade is seen in the Papuan or Southern Region. 

The disease trends in the country can be assessed by inspecting Department of 
Health records. These show that infections remain the most important cause of morbidity 
and mortality. This is shown in Figures 3.4 and 3.5 which show the leading causes of 
hospitalization and the leading causes of mortality between the two census periods. 
(Mortality statistics are difficult to obtain as many patients prefer to go home to die 
rather than die in hospital). Respiratory disease has increased in importance over the 
period. The number of women delivering in health institutions instead of at home has 
increased markedly reflecting the expansion and the increased usage of health facilities. 



- 20 -

Health status indicators reflect not only the quality of a health system but the 
whole state of the environment in which people Jive. Social factors are thus very 
important in the change in health status. 

Thus, further improvement ·in health status indicators wiJJ depend very much on the 
development of the whole community and not just on improving the efficiency of the 
health services. It is for this reason that the community development approach to health 
care has been taken by the department as referred to earlier in relation to the Health 
Policy Review in 1983. 

An important factor that severely limits improvements when there is a limited 
growth in expenditure is population growth. An uncontrolled population growth will 
severely reduce the improvements to health status and health services. Papua New 
Guinea has a very high population growth rate as is shown in Table 3.1. 



Table 3.1 Citizen Population: Provisional Projection, by Pro vi nee, 1900-2000 

-----------·----------------------------------------------------------------·---------------------------------------------------------------
1980 Mid yeer 1983 1984 1985 1990 1995 2000 
Census Growth rate (J) Population 

Province Populetion 1966-1980 1980-2000 1·7·1960) 
( 1-9·' 80) 

-----------------------------------·--------------------------------------------------------------------------------------------------------

Total 
Citizen 2.978.057 2.32 2.18 2,965,600 3,160.200 3,228.00 :5.297,500 3.671.200 4,092,500 4 ' 568' ::500 
Western 78.:537 1. 7 2.7 78,100 84.100 86,200 88,400 100.000 113,100 128.000 
Gul t 6},84:5 1 • 1 1. 5 63.700 66.600 67,600 68,700 74.000 79,700 85,800 
Central 116,:561 3.6 1.5 115,600 120,900 122,700 124,600 134,200 144,600 155,800 
N.C.O 112,429 4.5 111,700 127.500 13J,JOO 139,300 173,500 216,:500 269,500 
Milne Bey 127.725 1. 7 2.0 . 127,400 135.200 137,900 140.600 155,200 171,400 189.200 
Northern 77,097 2.0 2.2 76.800 82,000 8:5,800 85,700 95,500 106,500 118,700 
S.Hlghlands 2:55,390 1 .8 1. 7 234,600 246.800 2~,900 255,200 277,700 302,100 328,600 
Enga 164.270 2.7 1. 7 16:5,500 172,000 174,900 177,900 19:5,500 210,600 229,100 
lt.Highlands 264.129 2.3 262,800 281,400 287,800 294.400 329,900 ~69.600 ~14' 100 
CMIIOu 178,013 0.5 0.8 177.900 182,200 18:5.600 185, tOO 192,600 200.400 206,600 N 

E.Highlands 274.606 2.2 2.0 27},500 290.200 296,000 :501.900 HJ,400 ~.ooo J06, ~OC· 

14orobe :505.:556 2.8 2.9 :50:5,800 331.000 340,600 350,400 404,300 406.400 'S38, tOO 
Madang 209,656 2.3 2.3 208.800 223,500 228,700 2:53,900 262.100 293,600 S29,000 
East Sepik 220,827 2.4 2.:5 219.900 235,400 240.800 246,300 276,000 509,200 ·~o.5oo 

West Sepik 113,849 1.0 1.4 113.700 118.500 t20,200 121,800 1:50,600 140,000 150, iOO 

"'anus 25,859 1.6 1.6 25.800 27,000 27,500 27,900 :50.200 32,700 35,400 
New Ireland 65,657 1.9 2.0 65,400 69,500 70,800 72,300 79,800 88.100 97,200 
East New Britain lJO.no 1.4 1. 5 1:50,400 136,400 1:58,400 140,500 151.400 163.100 175,700 
~est New Britain 88.415 5.1 }.0 87,600 95.800 98,700 101,600 117,800 1:56.600 158.:500 
tbrth Solomons 125,506 4.1 2.5 124.600 134,200 137,600 151,000 159,500 180,500 204,200 

----------------------------------------------------------------------------------------------------------------------------------- ·-----··--
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Table 4.1 Health objectives by 1990 

I • Infant Mortality Rates 

1971 1980 1990 

Southern Region 108 58 44 
Highlands Region 152 84 52 
Momase Region 140 76 50 
Islands Region 82 42 40 

2. Life Expectancy 

1971 1980 1990 

M F M F M F 

Southern· Region 39.6 4 I .1 51.9 52.1 56.4 56.9 
Highlands Region 40.2 42.0 48.1 51.8 52.8 57.7 
Momase Region 37. ') 38.9 47.2 48.3 52.8 53.9 
Islands Region 45.2 46.7 54.1 54.6 58.5 58.5 
PNG 39.6 4!.1 48.7 50.7 54.2 57.9 

3. 1-4 Year Mortality (Exact Ages) 

197 J 1980 1990 

Southern Region 79 35 26 
Highlands Region 96 51 37 
Momase Region 99 50 36 
Islands Region 55 30 22 
PNG 91 45 33 

4. Population Growth 

Reduce the crude birth rate from 45/J 000 to 42/1000. 

Decrease population growth from 2.3% to 2.1 %. 

4. FUTURE HEALTH DEVELOPMENT 

4.1 The basic concept behind the decentralization process is to give more power and 
responsibility to the people themselves to determine their own health and development. 
This should not only be seen as a human right but as the only way to increase the people's 
appreciation and utilization of health services, thus resulting in their improved health 
status and improved quality of Jife. 

The draft Health Services Administration Act proposes to legalize this community 
approach to health. 

4.2 The restrictions to possible health service improvement and expansion relate to 
restrictions placed by financial constraints and population growth. 

Impr9vements to efficienc~ and management are already under way. 
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4.3 The New National Health Plan, 1986-1990, is integrated with the overall 
Government Development Plan so as to build on the health system existing to increase its 
strengths in the face of the constraints mentioned in 4.2 and help surmount them. The 
guidelines used as a basis for this plan can be summarized in the folJowing way. 

Health services are to be; 

(1) Equitable. This can be assessed in terms of inputs to the health system or in 
terms of output, as measured by improved health or in terms of services delivered. 
Criteria include access rates, per capita expenditure, life expectancy and mortality 
rates. 

(2) Appropriate. This implies realistic standards per each component of the 
health system. 

(3) Efficient in utilization of manpower and physical and financial resources. 

( 4) Appreciation and accountable. This impJies the involvement of the community 
in the management and planning of health services. ResponsibiHty for health 
services should be at the lowest avaiJabJe government unit that is appropriate. 

Table 4.1 gives the objectives for the planned period. 

4.4 The development strategies for the 1986-1990 planning period emphasis the 
importance of economic growth. These strategies, together with those encompassed in 
the National Health Plan, will hopefully result in a similar rate of improvement in health 
status as that seen during the first decade after Independence. 
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PHILIPPINES 

Brief report on the health situation and the progress 
of various health activities, 1984 I 

The programmes and projects of the Ministry of Health are directed to health 
problems concerning the prevalence of communicable and other specific diseases, poor 
sanitation of the environment, high population growth rate, malnutrition among 
children (under 6 years) and mothers, and the increasing trend of cardiova~cular 
diseases and malignancies. The health sector is also confronted with 
maLaagementfresources problems such as inaoequate number of physicians in rural 
areas and insufficient funds to meet health care demands. 

In order to tackle the problems confronting the Ministry of Health, it has 
addressed itself to the following major thrusts: 

(1) Institutionalization, maintenance and sustenance of primary health care in 
all barangays of the country. Primary health care wi11 signify the country's 
commitment to make basic health care universally accessible at a cost affordable and 
acceptable to everyone. Health care systems wiH be developed jointly by the 
Government, the private sector and the people. Reorientation of the knowledge, 
training and skills of health manpower wiiJ be done. Simultaneously, mass education 
for people to adopt proper health and nutrition practices according to the primary 
health care philosophy will likewise be conducted. 

(2) Improvement of the delivery of health programmes that wiH support the 
community health projects of. the countryside, with emphasis on the five major 
programmes such as comprehensive maternal and child health (MCH), and the control 
programmes for diarrhoeal diseases, tuberculosis, malaria and schistosomiasis. Under 
comprehensive maternal and child health, we have maternal health care, which 
includes hilot training and breastfeeding, child health care, expanded programme on 
immunization, family planning, nutrition and dental care. On the other hand, the 
control of diarrhoeal diseases will focus on the use of oral rehydration therapy (Oresol) 
and the environmental sanitation programme. 

(3) The strengthening of programmes directed to the reduction of morbidity 
and mortality of communicable diseases, with emphasis on those diseases vulnerable to 
existing effective technology and those that have a high proportion of contribution to 
the total deaths like tuberculosis, pneumonia, bronchitis and other respiratory 
infections. 

!submitted by the Deputy Minister of Health, Ministry of health, Philippines. 
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During the period under review, the Ministry of Health, in coUaboration with and 
supported by other agencies, the private sector and the community, achieved the 
following: 

1. HEALTH STATUS 

There was a decline in the crude birth rate from 31.7 per 1000 population in 1983 
to 31.6 in 1984, representing a yearly decrease of 0.1 per 1000. 

The status of mortality is measured by the crude death rate, which also declined 
from 7.7 per 1000 population in 1983 to 7.6 in 1984, reflecting an annual decline of 0.1 
per 1000. 

The infant mortality rate, which was 58.0 per ~000 live births in 1984 decreased 
by 1.3 per 1000 compared with 59.3 per 1000 live births in 1983. 

Furthermore, the number of mothers dying per 1000 live births, maternal 
mortality rate, remains the same, from 0.8 per 1000 Jive births in 1983 to 0.8 per 1000 
live births in 1984. 

Another indicator is the proportion of mortality among those 50 years and over 
to total deaths. In 1984, it increased to 44.6% compared with 43.4% last year, 
representing an annual increase of 1.2%, which merely indicates the better health 
condition of the people. 

The average life expectancy for Filipinos has increased from 62.5 years in 1983 
to 62.8 years in 1984, representing an annual increase of 0.3 years. 

2. ACCOMPLISHMENTS OF FIVE MAJOR PROGRAMMES 

2.1 Primary health care development programme 

As of 1984, 37 149 (96.8 %) barangays had been initiated into primary health care 
and ranked at different levels of development in 75 provinces. Of the total 380 608 
barangay health workers, 262 553 have been trained in the delivery of Ministry of 
Health priority programmes and this comprises 67% of the yearly target. To facilitate 
the availability of essential drugs in the community, 21 478 (88%) botica sa barangay 
were made operational and steps were undertaken for the establishment of herbal 
processing plants in Regions 2, & and 12. 

2.2 Comprehensive maternal and child health programme 

2.2.1 Maternal health care 

(1) 839 673 (77%) pregnant mothers were provided with antenatal care and 
thus progressed to normal pregnancy and delivered normal Jive infants. 

(2) 388 715 (53%) high risk pregnant mothers were immunized with tetanus 
toxoid vaccine, thus protected against tetanus neonatorum. 

(3) 371 (95%) hospitals practised rooming-in, thus reducing milk-borne diseases 
among infants, as well as malnutrition. 
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2.2.2 Child health care 

(l) 1 613 140 children were registered in the under-six clinic, which provided 
them with nutritutional surveillance activities and ensured early detection and 
early intervention of nutritutional defects. 

(2) 120 (100%) new under-six clinics were established/distributed throughout 
the 12 regions of the country. 

2.2.3 Expanded programme on immunization 

(1) 894 779 (61 %) infants were given DTP immunization while 850 774 (58%) 
infants were immunized against poliomyelitis. 

(2) BCG immunization was given to 1 114 801 (76%) infants and 1 284 818 
(82%) school entrants. 

(3) 533 933 (52%) received measles immunization. 

2.2.4 Family planning 

178 587 new family planning acceptors and 234 800 continuing 
users were provided with effective family planning methods. 

2.2.5 Nutrition programme 

(1) A total of 14 041 adolescents and women of child-bearing age were the 
recipients of the goitre control programme, representing 96% of its 15 000 
target. 

(2) 72 917 severe and moderately malnourished 0-6 children as well as 
pregnant and lactating mothers benefited from the targeted food assistance 
programme, which is 99% of the targeted 73 000. 

2.2.6 Dental health programme 

There were 6 081 434 persons who were served and treated. Out of these, 
5 837 878 and 243 556 were treated from the RHUs and hospitals, respectively. 

2.3 National tuberculosis control programme 

(1) 210 626 sputum examinations were done and 15192 were sputum 
positive. 

(2) Of 45 652 cases submitted for chest X-ray, 8988 were found to 
be positive for tuberculosis. 

(3) 32 606 cases started treatment for tuberculosis while 12 770 
completed tuberculosis treatment. 
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2.4 Control of diarrhoeal diseases programme 

(J) 3 458 500 Oreso1 packets were distributed nationwide in all barangays. 

(2) There were 486 481 diarrhoeal cases among under 5 year old children. 

(3) 589 health workers were trained in under-six clinics. 

(4) 65% of the households were provided with sanitary toilet facilities and 
150 872 water sources were disinfected. 

2.5. Malaria control programme 

( J) 79 52& households were sprayed with DDT and 2458 breeding places were 
seeded, which reduced iHness and deaths due to malaria. 

(2) 352 302 blood smear examinations were done and I J 0 578 cases were 
found to be . positive for malaria. 

(3) 293 328 malaria patients were given presumptive anti-malaria drugs. 

(4) 80 595 patients were given radical treatment with anti-malaria drugs, 
which reduced deaths and the potential sources of infection. 

2.6 Schistosomiasis control programme 

(1} 181 448 persons were examined for schistosomiasis and 7257 were found 
to be positive. 

(2) 64.2578 ha. were molluscicided for snail colonies. 

These achievements were made possible by focusing on the vigorous 
implementation of primary health care nationwide; increasing the coverage of health 
services through community involvement and participation; and pursuing further the 
development of community self-action with resultant self-reliance. Additionally, 
community-based and community-generated health programmes were given support by 
health and health-related agencies, which have given a continuous impetus to 
self-motivated efforts in the barangays. Local technology, including the use of 
medicinal plants in the health services, was encouraged so as to generate nationwide 
propagation of herbal plants as weJl as train health workers in the use of these 
indigenous medicinal plants and herbs. 
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REPUBLIC OF KOREA 

Progress report on national health activities, 19841 

The folJowing is the outline of the health situation in the Republic of Korea 
which is the result of the successful five-year Economic and Social Development Plans: 

To establish a democratic welfare state in the 1980s the Government has shown 
a strong commitment in implementing various policies for national welfare, 
particularly for national health. 

1. MEDICAL SECURITY 

1.1 Medical insurance 

The medical insurance programme, introduced by the Government in 1977 for the 
workers of firms with 500 employees or more, was expanded to cover firms with 100 
employees or more in 1981. Since 1982, employees working in firms with more than 5 
employees have been able to be covered on voluntary basis. 

To work out a model community medical insurance scheme, the Government has 
been implementing pilot projects in six selected areas (city and county). 

As of 1 984, 16.7 7 5 million persons, 41.3% of the total population, were covered 
by medical insvrance, including civil servants and private school teaching staffs as 
well as their families. 

The Government plans to expand the coverage gradually in the light of 
socioeconomic conditions. 

1.2 Medical assistance 

The chief aim of medical assistance is to render medical services to low-income 
groups who cannot afford medical costs for themselves. 

At the end of 1984, 3 259 000 persons or 8% of the total population were covered 
by medical assistance. 

Medical assistance and medical insurance programmes are now two major 
vehicles of medical security. The number of medical security beneficiaries amounted 
to 20 308 000 persons or 49.7% of the total population in 1984. 

2. HEALTH SYSTEM INFRASTRUCTURE 

2.1 Overall situation 

As the health system is heavily dependent upon the private sector, the 
Government has been trying to strengthen the infrastructure of the health system in 
two ways; one is to establish new primary health care units (community health posts) 
at village level, and the other is to strengthen the role of existing public health sectors 
such as health centres and health sub-centres in rural areas. 

l Submitted by the Director, International Organizations Division, Ministry of 
Foreign Affairs, Republic of Korea. 
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The 224 health centres are establlshed at district or city level in urban areas and 
at county level in rural areas, while 1303 health sub-centres are located in towns or 
townships, which are the lowest administrative districts. 

2.2 Establishment of new community health posts 

To provide effective health care services to the inhabitants in rural areas, "The 
Special Act on Health Care for Rural Areas" was enacted in December 1980. 

According to the Act, a total of 1310 community health posts (CHP), the number 
of which is expected to reach 2000 by 1988, had been established in remote rural areas 
by the end of 1 984. 

A community health practitioner, nurse or midwife trained for 24 weeks, is 
assigned to the posts to perform preventive health services and provide medical care 
for common/minor diseases in a limited province. 

This year, the Government has also arranged to train 6000 vHJage health workers 
to support the activities of community health practitioners and to promote community 
participation. 

2.3 Improvement of existing public health sector 

The Government is renovating existing public medical facilities and building new 
ones, such as provincial hospitals, health centres, health sub-centres and other public 
medical institutes, which play a key role in providing primary health care. 

At the same time, the medical equipment of these facilities is being modernized. 

In 1 9&5, a total of 170 health centres or health sub-centres, are to be rebuilt 
while the equipment of 7 51 health sub-centres wilJ be changed or improved. 

Meanwhile, the Government has posted public health doctors to aU health 
centres and health sub-centres. The total number of public health doctors has 
increased to J 91 5 in 1 9&5 and is expected to be more than 5000 by 1990. 

3. FAMILY HEALTH PROGRAMME 

3. J Population control 

As a result of the Government's efforts to reduce the population growth rate in 
accordance with the population control programme announced on 17 December 1981, a 
conspicuous reduction has been achieved during the period. 

The Government is planning to reduce the rate of population increase to 1% in 
J 993, and to hold the population at 55.7 million in 2030. To this end, it plans to 
reinforce various incentive and disincentive programmes to deal with the remaining 
problems such as the increasing number of eligible women, traditional boy-preference 
in rural areas, moderate fertility reduction among highly fertile age brackets, and so 
on. 

3.2 Maternal and child health 

Since 1 981, the Government has been constructing maternal and child health 
centres in areas where medical facilities are insufficient, with a target of 90 centres 
to be completed by the end of · J 984. 
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.These materna.! and child health centres, 71 of which are now in operation, will 
contnbute to the Improvement of national health levels through family health 
counselling services and information, education and communication services on health 
knowledge, including family planning as well as care of infants and pregnant women. 
The safe delivery rate in rural areas, which was 46.7% in 1982, is expected to rise to 
7&% through the full operation of these centres. 

These centres will be integrated with the health centres in operation, and will 
aim at increasing the frequency of utiJization, reducing operational costs, and 
functioning as a kind of medical care centre in rural communities in tl}e future~ 

4. PREVENTION OF DISEASES 

4.1 Acute communicable disease control 

To strengthen the nationwide disease prevention system, the Government 
operates the National Disease Prevention Committee and supports the operation of 
23& regional disease prevention committees established in every province, city and 
county. 

Furthermore, there are 250 disease prevention mobile teams to carry out 
epidemic surveillance, isolation and treatment of the patients infected by diseases 
throughout the country. 

The Government's efforts in the immunization programme have resulted in a 
significant decrease in the incidence rate of the six diseases preventable by 
immunization, especially diphtheria, tetanus, poliomyelitis and tuberculosis. 

The Government also performs various preventive activities, such as health 
education for the people, early detection of carriers and quarantine services, to 
prevent the prevalence of disease. 

4.2 Chronic communicable disease control 

The Government implements various programmes for prevention, early detection 
and treatment of tuberculosis. 

There are many women in the country such as service girls, waitresses and 
dancers who are at risk as regards sexually transmitted diseases. The Government 
obliges them to register at health centres and receive free diagnosis and proper 
treatment for sexuaHy transmitted diseases to decrease the incidence rate. 

The Government also provides parasite test and treatment services twice a year 
for persons who Jive in risk areas, aimed at reducing the parasite infection rate to 
below 1%. 

Leprosy control activities are performed by the Government as a part of the 
chronic disease control programmes. 

5. FOOD AND DRUG CONTROL 

5.1 Improvement of drug quality 

The Government has been giving incentives to designated manufacturers which 
observe the Korean good manufacturing practices (KGMP) standards faithfully with a 
view to the development of· the KGMP system and is now preparing for the 
establishment of good laboratory practices (GLP) standards to induce laboratories in 
the country to develop new, safe and effective medicines. 
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Moreo~er, the <?overnment plans to introduce good importing practices (GIP) and 
good supply mg practices (GSP) systems with a view of systematizing control of the 
development, production and sale of medicines. 

Meanwhile, in. accordance with the plan for revaluation of the efficacy of 7 50 
compound drugs durmg 1982-1986, the Government revaluated 150 kinds of compound 
drugs in 1984, and wiJJ revaluate 150 in 1985 as weJl as 200 in 1986 to identify the 
efficacy and safety of drugs produced and sold in domestic markets. 

5.2 Establishment of food and drug safety centre 

The increasing trends towards destruction of the living environment, food 
pollution from deleterious substances, and consumption of foods containing various 
kinds of additives as a result of food industry development urgently calJ for food 
safety guarantees. 

The Government has therefore established the Food and Drug Safety Centre in 
the National Institute of Health, which will conduct research on the safety and 
efficacy of drugs and analyse and assess their effects and virulence so as to prevent 
various hazards and protect national health. 

5.3 Food sanitation control 

To ensure the good quality and safety of processed food, the Government has 
established set guidelines for the sanitary control of food manufacture and opened the 
door to foreign countries for joint investment and technical cooperation. 

In preparation for the 1986 Asian Games and the 1988 Olympics, the relevant 
government authorities and companies are making efforts to develop new foodstuffs 
according to the Plan for the Development of Traditional and Olympic Foods. 

In addition, strict sanitary inspection will be conducted in restaurants with a 
view to improving food quality. 

PoUuted fishery and agricultural products have been shown to be one of the 
serious food-related problems in this country. 

To minimize ill effects due to these products, the Government plans to establish 
standards providing for maximum limits of various metal contaminants (arsenic, 
cadmium, lead, mercury, copper, zinc, manganese, etc.) in fish and of pesticide 
residues in vegetables and fruits (rice, lettuce, strawberries, grapes, peaches, apples, 
cabbage, tomatoes, etc.). 

6. HEALTH OF THE AGED AND DISABLED 

6.1 Health programme for the aged 

AJl elderly persons over 65 years are provided with free physical examinations 
every other year at national or public hospitals and health centres. 

As of 1984, some 200 000 elderly persons had received physical examinations. 

6.2 Health programme for the disabled 

The Government has provided some 1500 poor disabled persons with 
supplementary appliances such as artificial limbs, wheel c~airs and hearing a~ds since 
1980, and has conducted counselling services for the disabled at home smce the 
beginning of 1985. 
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The National Rehabilitation Centre, which wiU be responsible for medical care 
vocational training for the disabled as weJJ as education of the professional worker; 
engaged in the rehabilitation programme, is now under construction with 6 biUion won 
provided by the government budget. 

7. ENVIRONMENTAL POLLUTION MANAGEMENT 

7.1 Strengthening the environmental management base 

The Government is preparing a national environmental· master plan which is 
consistent with the Korean economic and social development plan and the 
comprehensive 10-year national physical development plan, to systematize the process 
of selecting and prioritizing environment enhancement projects. 

The Government also implements environment impact assessment (EIA) to ensure 
the prevention of environmental deterioration and the rational use of resources by 
assessing the impact of developments in their planning stage. Furthermore, the 
Government encourages entrepreneurs to instaJJ and properly operate environmental 
poJJution control facilities. 

To this end, a pollution penalty system, which penalizes industries violating 
pollution standards, has been implemented since September 1983. 

7.2 Air quality management 

The Government has set up comprehensive standards covering particulate and 
gaseous emissions from both stationary industrial sources and motor vehicles. 

The government agency responsible for environmental protection wiH tighten the 
Jaws concerning the permissible level of exhaust fumes from automobiles to the level 
of those of the United States and Japan. 

7.3 Water quality management 

The Government has established ambient water quality standards and carries out 
periodic field checks and inspections of factories discharging pollutants and violating 
emission standards. 

In addition, it is effectively managing livestock wastes by consolidating 
small-scale livestock waste treatment facilities into large ones. 

It also plans to expand the nighsoil and sewage treatment plants in the country. 
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SAMOA 

Health and health services status! 

As part of the monitoring process of its health strategy, and thanks to WHO's 
~alued a~sistance, Samoa has over the last few years taken steps to improve its health 
mformatwn system. It usuaJJy takes time before one can notice significant 
improvements in health care delivery as a result of the upgrading of such a system. 

A recently completed evaluation survey of the expanded programme on 
immunization established that there was an 86% fuJi vaccination coverage of chlldren 
below the age of 2 against the six childhood immunizable diseases. At the same time, 
it was estab1ished that 96.5% of all newborns received BCG vaccination within the 
first two months of life. This is proof that the designing of simple, practical reporting 
forms and registers, together with appropriate training methods to familiarize the 
staff with the new information system, can go a long way to reach the targets that 
have been set. In this particular case, Samoa is confident that its district nurses, the 
most peripheral health workers, with the help of a simple device caHed the 
immunization register in which all the names of newborns in the area are recorded, 
have been able to draw the net so to speak and have reached the goal for the 
government health service to reach a11 the newborns. The important side-benefit from 
this achievement has been that the country has improved its health information system 
and can now be more confident of its infant mortality statistics. In mid-1 985 the rate 
was found to be 22 per I 000. 

It woujd be unrealistic to imply that the improved health information system is 
the only factor which gave this pleasing result. Strong and continuous community 
participation is the other most important factor which helped the health service to 
attain its goals. In this respect, there is a unique social institution operational in the 
country caJled the v.i!Jage women's committee. Its concept is tied in with another 
cultural feature, particular to Samoa, namely the matai system. The key members of 
the women's committees are wives or daughters of matai: as such, they play leading 
roles in v.illage affairs. 

For decades, women's committees have dedicated their time and efforts to the 
promotion of health and sanitation in their respective villages. In them, the district 
nurse finds powerful aJlies in the implementation of her health programmes. It is this 
close relationship between peripheral health workers and the community leaders which 
now is highlighted as a crucial element of a successful primary health care approach, 
the approach which the world now has chosen as the way to the achievement of health 
for all by the year 2000. The Government is conscious of the precious contribution the 
women's committees have made to achieve good health among its people. This 
community participation was present decades ago and, with the Alma-Ata Conference 
drawing world attention to its value, the Government is taking additional steps to 
utilize its potential to the fullest. The National Council of Women, the umbrella 
organization of the various women's ~ommittees, has been . appointed as the 
nongovernmental organization through which the Government w1J1 promote further 
cooperation and goodwill with the community in terms of health care delivery. WHO 
is invited to give its assistance to make this initiative even more efficient and Samoa 
responds to WHO's ca1J for greater cooperation and exchange of information between 
Member States by issuing an invitation to any country in the Region who would like to 
observe the activities of the women's committees and see community participation in 
action. 

1 Submitted by the Minister of Health, Samoa. 
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The recently completed expanded programme on immunization evaluation survey 
gave further evidence of this strong community participation: in rural areas, 80% of 
pregnant women are delivered by Faatosaga, usuaHy translated as viJlage mid\\- ives or 
traditional birth attendants. And yet, 96% of rural women regularly attended 
antenatal clinics organized by the health service. 

Samoa is satisfied with this finding and would like again to invite WHO's support 
for its efforts to preserve and strengthen this traditional health institution, which is 
the traditional birth attendant. Likewise, it wants to note for the record its support of 
WHO's caU for Member States to intensify efforts to preserve the traditional medical 
heritages and to strive for a fruitful cooperation between health professionals and 
traditional healers. 

lt would be unrealistic not to mention some of the constraints the country is 
facing in its efforts to bring adequate health care within the reach of every Samoan. 
Recently manpower shortages, especially in medical and now also in nursing 
manpower, have seriously hampered the service delivery systems. In regard to medical 
manpower, earlier shortages were attributed to insufficient training opportunities for 
Samoan students to learn medicine. There was not enough "new blood" to revitalize 
the aging doctors' establishment. Samoa thanks WHO for the considerable funds made 
available for basic and post-graduate training awards in medical and other 
health-related fields. The problem the health service is now facing is of a different 
dimension: the unwiUingness of graduates to return home after their studies or early 
resignation of recently graduated doctors. In a!J cases, the so-caJled "brain drain" is to 
the neigbouring, more affluent countries. In an effort to deal with this acute problem, 
the Government had to negotiate through WHO for the recruitment of United Nations 
volunteer doctors, of whom there are now nine stationed in the Health Service, most 
of them in the rural areas where the need for the provision of adequate medical care is 
the greatest. The Government is conscious that the concept of the United Nations 
volunteer doctor can only be seen as a stop-gap measure and it recognizes that urgent 
action is necessary to find alternative solutions to the problem. 

There has also been a chronic shortage of drugs and medical supplies for some 
time. Not only increasing budgetary constraints but soaring overseas prices have 
made the regular procurement of these items more and more difficult. Samoa is 
encouraged with the advice the Regional Director has offered during his recent visit to 
the country and top priority should be given to the earliest implementation of the bulk 
purchasing scheme for pharmaceuticals. 
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SINGAPORE 

Summary report on the progress of health activities, 19841 

1. INTRODUCTION 

The general health status of the 2.5 miJlion people in Singapore was sustained at 
a high level in 1984. There were no major epidemics. The infant mortality rate fell 
from 9.4 per 1000 live births in 1983 to a record low of 8.8 per 1000 live births. 

2. MEDISAVE SCHEME 

The implementation of the Medisave Scheme on 1 April 1984 marked the 
introduction of an important and innovative saving scheme for the financing of health 
care. It ensures that Singaporeans have available money in their old age when they 
need it most for medical treatment. At the end of J 984 there were J 535 936 account 
holders. The scheme has been well received. 

3. THE MINISTRY OF HEALTH 

The Ministry of Health is responsible for the provision of curative, preventive 
and rehabilitation health services. 

3.1 Curative services 

Curative services are provided at eleven hospitals. The total bed complement in 
government hospitals as at 31 December 1984 was 8085. The overall bed occupancy 
rate for all hospitals fell marginally from 74.6% in 1983 to 73.3% although there was 
an increase of 28% in total admissions from 225 638 to 230 138. 

There are five acute hospitals, which provide services for both inpatient 
treatment and specialist outpatient care. A 24-hour A&E service is available in the 
acute hospitals. 

New treatment and operative procedures were developed by some of the clinical 
departments. 

The Department of Radiology initiated the percutaneous removal of renal 
calculi. The number of coronary angiograms performed increased by 31% over J 983. 

The University Department of Paediatrics, with the help of a visiting expert, 
successfully diagnosed betathalassemia major in the antenatal period. 

1 Prepared by the Permanent Secretary (Health)/Director of Medical Services, 
Ministry of Health, Singapore. 
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In the field of renal medicine and surgery, 12 live donor and 22 cadaveric renal 
transplants were carried out. 

3.2 Preventive services 

Preventive health services are provided through the Maternal and Child Health, 
School Health and School Dental Services, and ambulatory curative care by the 
Outpatient Services. The Department of Tuberculosis Control is responsible for 
tuberculosis case-finding, contact tracing and treatment services. Finally, the 
Training and Health Education Department conducts and coordinates public health 
education programmes. 

Services are provided for mothers and children at twelve polyclinics, ten 
full-time and four part-time maternal and child health centres. The maternal and 
child health service provides immunization against the common diseases of childhood, 
health and developmental screening and treatment of minor ailments. Services for 
women include family planning, ante- and post-partum care, screening for cervical and 
breast cancer, and guidance in child care. 

Primary diphtheria immunization was completed for 63% of aU infants. The 
number of children immunized against measles at maternal and child health centres 
fell to 30 449 from 33 1 10 the previous year. 

The Mother and Child Health Booklet, in use since 197 5, was replaced in April by 
a health booklet for each child. The booklet records health information of the child 
from birth until the age of 1 8 years. 

368 339 sc:;hool children were screened. The health screening involved general 
medical examination, visual, auditory, nutritional and mental assessments. Under the 
school immunization programme, about 90% of the target school children received 
immunization according to the recommended schedule. 

Apart from a measles outbreak at the beginning of the year, the school 
population was generally healthy. Defective vision, dental caries and obesity 
continued to be the three most common health problems among school children. 

A study involving 8000 primary IV children was made to identify causative 
factors of poor eyesight and to determine possible measures for its improvement. 
Children involved in this study will have their eyesight checked annuaJ!y for two years. 

The incidence of new active tuberculosis cases rose marginally from 83 per 
100 000 population in 1983 to 84 in 1984. The number of new notifications was 2122, 
and 306 relapsed cases were notified. 
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TRUST TERRITORY OF THE PACIFIC ISLANDS 

Brief Report on Country Health Activities! 

1. INTRODUCTION 

The Trust Territory of the Pacific ls!ands covers an ocean area of 3 000 000 
square miles, with more than 2000 islands. The total population in 198'1 was 126 402; 
it is now estimated to be over 140 000. The three constitutional governments -- the 
Republic of the Marshall Islands, the Federated States of Micronesia (States of Kosrae, 
Ponape, Truk, Yap), and the Republic of Palau -- now have essentially independent 
responsibility for their affairs, including health matters, with the exception of certain 
U.S. Federal grants and international dealings, which are administered by the Trust 
Territory Headquarters staff located on Saipan. 

The cru.de birth rate in 1981 was 31.3 per 1000 population. The crude death rate 
in 19&1 was 4.3 per 1000 population. The ten leading causes of death by disease and 
year are: 

Percentage of 
Category 1979 1981 1983 difference 

1. Diseases of heart 37.6(2) 44.0(1) 4 7.0(1) +25.0 
2. Cancer 43.6(1) 41.6(3) 32.8(2) -24.8 
3. COPD 18.8(8) 28.0(6) 26.1 (3) +38.8 
4. Cerebrovascular ·disease 21.4(6) 20.0(2) 21.6(4) + 0.9 
5. Pneumonia and influenza 29.1(4) 25.6(3) 21.6(4) +25.8 
6. Diarrhoeal diseases 35.1 (3) 31.2(4) 19.4(5) -4lJ..7 
7. Accidents, all types 19.7(7) I 7 .6(5) 17.9(6) - 9.1 
8. Suicide 9.4(13) 12.8(12) 13.4(7) +42.6 
9. Diabetes J 0.3(12) 12.8(9) J 1.9(8) +J 5.5 
1 o. Prematurity 23.1(5) 20.8(7) 1 J. 2(9) -51.5 
J l. Certain diseases, early 

infancy JJ.l(JJ) 11.2(1 j) 1 0.4(1 0) - 6.3 

1 Submitted by the Director, Division of Health Services, Trust Terri tory of the 
Pacific Islands. 
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2. HEALTH SERVICES 

2. I Curative services 

Each of the governments maintains a central hospital and public health clinic, 
located on a central island with other government functions. The FSM State hospitals 
are generaUy in good condition; however, extensive renovations are being done on 
Truk State Hospital. The Marshall Islands has a new hospital near completion. Palau 
plans to build a new hospital. The outer island populations are served by dispensaries, 
manned by health assistants. Hospital and dispensary health personnel include local 
personnel, U.S. expatriates (private contract and U.S. Public Health Service), and third 
country nationals through United Nations volunteer services. Professionals such as 
medical officers and nurses are trained abroad, while allied health personnel, including 
health assistants, are generally trained by qualified hospital personnel. 

2.2 Preventive services 

The bulk of preventive health services are funded through U.S. Federal grants. 
These include Maternal and Child HeaJth, Preventive Health and Health Services, 
Immunization, Venereal Disease, and Environmental Protection Agency. The U.S. 
Department of Health and Human Services also provides preventive health assistance. 
Other resources are the World Health Organization, UNICEF, and UNFPA. They have 
provided not only routine assistance, but aid in the form of testing sera for cholera, 
oral rehydration salts, leprosy drugs, BCG vaccination materials, and (recently) 
immunization vaccine (OPT). All of the above agencies have cooperated in 
establishing the epidemiological surveillance system now in place throughout the Trust 
Territory. 

2.3 Environmental services 

Environmental factors still play a significant role in inhibiting the quality of 
public health in the Trust Territory. Public water supplies are frequently 
contaminated and fail to run 24 hours per day. Sanitation faciHties in the urban 
centres have improved in recent years, but rural facilities are lagging. Solid waste is 
generally not disposed of in a sanitary manner. Focused efforts are presently under 
way to improve the quantity and quality of drinking water and to provide for rural 
sanitation facHities. 

2.4 Special health programmes 

During J 984, there were several special disease control activities undertaken. 
Assistance was requested from the U.S. Centres for Disease Control and WHO to 
establish a Hansen's Disease and Tuberculosis control programme for the Federated 
States of Micronesia. A survey and testing of suspect cases by biopsy in early 1985 
confirmed that cases were overreported. Of the 464 cases reported by the Federated 
States over a four-year period; only 204 were biopsy-confirmed. It is estimated that 
111 cases (plus the unknown cases for 1985) will still be on treatment by the end of 
1985. All necessary measures are being taken to improve leprosy control efforts in the 
Federated States, which has established at the National and State levels a 
"Coordinated Chronic Disease Control Programme". Tuberculosis control activities 
were also increased. WHO provided a consultant to train local health personnel in 
administration of BCG vaccinations. The Marshall Islands and the Federated 
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States of Micro~esia are now in the process of administering the vaccination. Palau 
opted to delay Introduction of. the vaccination pending results. of risk factor study. 
The Government of the RepublJc of Palau proposed legislation (now under review) for 
food safety and sanitation and mechanisms for control of alcohol and drug abuse. 
E~forts also con~inu~d to increase immunization levels for all vaccine-preventable 
d1seases. Immumzatwn levels for the Trust Territory for 1984 were: 

Area 

A. Two-year olds 

Federated States of 
Micronesia: 

Yap State 
Truk 
Ponape State 
Kosrae State 

Total 

Republic of Palau 
MarshaH Islands 

B. Six-year oJds 

Federated States of 
Micronesia: 

Yap State 
Truk State 
Ponape State 
Kosrae State 

Total 

Republic of Palau 
Marshall Islands 

2.5 Health policies 

Complete 
immunizations 

No. % 

118 
186 
300 
188 

792 

299 
650 

244 
813 
510 
167 

38.1 
13.5 
41.7 
91.7 

30.3 

92.3 
48.2 

89.4 
47.7 
60.9 

100.0 

Series completed 

OPT/TO 
No. % 

125 40.3 
199 14.4 
311 43.3 
188 91.7 

Polio 
No. % 

204 65.8 
565 40.9 
384 53.4 
203 99.0 

MMR/MR 
No. % 

262 84.5 
888 64.3 
537 74.7 
203 99.0 

823 31.5 1 356 51.9 1 890 72.3 

302 
667 

93.2 321 
49.5 1 169 

246 90.1 
799 46.9 
537 64.1 
167 100.0 

266 
069 
626 
167 

99.1 321 99.1 
86.7 1 331 98.7 

97.4 272 99.6 
62.7 1 475 86.5 
74.7 697 83.2 

100.0 167 100.0 ---
1 734 58.1 1 749 58.6 2 J 28 71.3 2 611 87.5 

294 
1 246 

98.7 294 
96.6 1 261 

98.7 297 99.7 298 100.0 
97.8 1 280 99.2 J 273 98.7 

The Trust Terri tory governments do n()t directly participate in WHO policies. 
However, the health-for-all policies have influenced policies of each of the 
governments. Legislation was passed in the Federated States and Palau to promote 
the concept of primary health care. Legislation was passed in the Federated States 
and Palau to promote the concept of primary health care. Legislation passed by the 
National Congress in the MarshaUs has officially recognized "the right of the people to 
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health care". The governments' revised health plans, adopted by legislation, also 
reflect a transition from western-style curative health care to community-based 
preventive health care. Such a transition is necessary, as the governments' health 
services delivery costs are dramaticaUy increasing, especiaJJy given the expensive 
medical referrals to Guam, Hawaii and points beyond for tertiary care, and their 
budgets will most likely be reduced upon termination of the Trusteeship and resulting 
budget cuts foreseen for health. 

2.6 Special concerns 

Health manpower is an area of immediate concern throughout the Trust 
Territory. The current shortages, together with the low or nonexistent number of 
Micronesians training to replace retiring personnel, have created a crisis most likely 
not faced by other countries, at least in such proportion. 

Alternate approaches to the now-expensive health systems are being sought. 
Primary health care is one approach. However, the majority of the population 
continues to demand the expensive services, especially medical referrals for tertiary 
care. 

Health services policies are not always coordinated with overaJJ national 
programmes, such as economic development plans. Continued educational efforts, 
both at government and community levels, must be reinforced and increased. 

More efforts/programmes need to address the four leading causes of death in the 
Trust Terri tory. WHO is providing the services of a consultant in (preventable) 
cardiovascular diseases. 

U.S. Federal grants, such as the Environmental Protection Agency grant, may 
not continue during the post-compact period. Sewer and water efforts may slag. 
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VIETNAM 

Summary report on public health care, 19851 

1985 is the last year of Viet Nam's Third Five-Year Plan. An emulation 
movement has been launched in the medical service to overcome the various 
difficulties and accomplish the tasks under the medical programme. 

Emphasis has been given to the folfowing three major tasks of the programme: 

to improve and strengthen the organization and administration of health 
work in order to enhance the quality of medical care; 

to promote the prevention and control of infectious diseases, first of all 
dangerous contagious diseases such as bubonic plague, cholera and 
widely-prevalent diseases such as malaria and tuberculosis; 

to enhance measures for the local supply of pharmaceutical materials and 
the manufacture of medicines in the country, including the building of an 
antibiotic factory which is badly needed. 

Efforts to improve health care have been centred on the district level which has 
been made the primary target for aJI-round development, including medical 
development, within the five-year plan for economic development. Many meetings 
have been organized to exchange experiences and adopt a unified plan for the 
reorganization .of the health care network at the district level and a number of 
districts have been selected for such studies prior to their extensive application in the 
country. 

The Government has expanded its activities in the outpatient service, 
transferred part of the funds for the in-patient wards to the consulting rooms, and 
established more regional consulting rooms in ·a number of important localities. At the 
same time, it has supplied the hospitals with more qualified technicians, trained more 
chief nurses, initiated courses to train postgraduate specialists, and held regular 
refresher courses to raise the managerial and organizational level of the medical 
services in the provinces and districts. 

In Viet Nam the fight against epidemics and the amelioration of the living 
environment have always been a primordial task of the medical service. That is why, 
in the past year a Committee Against Infectious Diseases has been set up under the 
Public Health Ministry, acting as an advisory body for the Minister in this respect. 
With the coJJaboration of foreign specialists and international organizations, including 
specialists and consultants of WHO, effective measures have been taken to control 
epidemics, carry out epidemiological surveys and expanded vaccination, thereby 

I Prepared by the Ministry of Health, Viet N am. 
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limiting the incidence of bubonic plague and cholera in the south. The mortality rate 
has been very low. An outbreak of dengue fever which affected a larger population 
than in J 982 was curbed in time. The anti-malaria campaign has focused on the 
heavily infected areas in the south and the newly opened areas in the mountain 
regions, resulting in a marked reduction of malaria incidence in these areas compared 
with other areas in the country. Nevertheless, the country stiJJ faces many 
difficulties in the fight against the vectors of malaria, dengue fever and bubonic 
plague, particularly owing to the insufficient supply of DDT, malathion and other 
chemicals. A regular campaign has been conducted for education in matters of 
hygiene and measures for the disposal of human waste, contaminated water and other 
waste materials. In short, the problems the country faces stem from socioeconomic 
factors and the pollution of the environment and also from the lack of chemicals 
against germs as weH as medicaments against epidemics, especially antibiotics. 

The shortage of medicines for disease prevention and treatment has been a major 
problem for the medical service for many years past. This year a more rational 
distribution of responsibilities with regard to the administration, production and 
purchase of pharmaceutical materials has been assigned to the provinces and major 
cities in order to increase the capacity for self-reliance of the localities. The 
Government has assigned to the Union of Pharmaceutical Factories, directly under the 
Ministry of Public Health, the task of overseeing the purchase of pharmaceutical 
materials, production of pharmaceutical materials as well as the export and import of 
medicaments on a national scale. The production of antibiotics has started on a small 
scale. A study group within the Drug Administration Department of the Ministry of 
Public Health has been established to enquire into the long-term needs in 
medicaments. Also this year the publication of the first Vietnamese pharmacopoeia, 
which wiJl serve as a legal basis for the standardization of drug control and production 
in the country, has been completed. 

Apart from the abovementioned three central tasks, other tasks of the medical 
service have been carried out such as: 

Birth control 

The Ministry of Public Health has closely cooperated' with the National 
Committee on Population and Family Planning and has increased its propaganda and 
education activities in diversified and effective forms. In collaboration with other 
branches concerned, workshops have been organized on this question at various levels 
from the centre down to the localities. For instance, the number of women accepting 
IUD has doubled compared with the same period last year. Guidance in the practice of 
contraceptive measures has been broadened to the districts and communes. In spite of 
aU this, the target we are aiming at, namely, to get the birth rate down to below 2% 
by the end of this year, remains a difficult goal. 

Training activities 

Jointly with the Ministry of Secondary, Vocational and Higher Education, the 
Ministry of Public Health has aJJotted quotas for the training of medical workers in 
long-term, refresher and in-service courses at the various medical and pharmaceutical 
colleges. At the same time, the two ministries have agreed on a pian for recruitment 
for the medical coUeges on the basis of the allotment of quotas to each region. In 
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implementation of the progressive educational reform, the Ministry of Public Health 
has urged the medica! schools to work out new and more comprehensive curricula for 
medical and pharmaceutical coHeges and entrusted a number of them with upgrading 
the training of po!ycJinic physicians, commune physicians and secondary nurses, with 
emphasis on primary health care and close monitoring of the health of the general 
population, the training of nurses, midwives, high-level technicians, together with the 
training of health managers. 

Traditional medicine 

The 19&5 programme for development of traditional medicine has been 
implemented at a very early date. The Ministry of Public Health has provided 
guidance to the medical schools in strengthening their traditional medicine 
departments. Likewise, the traditional medicine network in all localities has been 
gradually consolidated with a view to improving the quality of its activities. 
Inheritance of the legacy in this domain is being strongly promoted, especially in the 
midlands and plains of the north. Refresher courses on traditional medicine, medicinal 
herbs and acupuncture have been started for thousands of doctors, pharmacists and 
nurses of both the State and community medical services. The lecturers are teachers 
of medical schools and oriental medicine workers at the provincial and district 
hospitals and commune medical stations. 

Scientific and technological research 

The research programme on the prevention and control of infectious and 
parasitic diseases, birth control, the combination of modern and traditional medicine, 
the use of Eorgonomia in occupational medicine ••• has yielded initial results. Some of 
the key projects. have received special attention. For instance, some technical 
advances have been applied to the research on material resources for the 
pharmaceutical industry; preparations have been made for mass production of 
medicaments, while a study is being made of the present diet of the Vietnamese people 
in order to suggest the most appropriate diets for the population in different 
ecological regions. 

In 1985 the Government has organized or taken part in many conferences and 
seminars with the participation of international medical circles such as the conference 
of specialists of the member countries of CMEA (Council for Mutual Economic 
Assistance) on materia medica and tropical diseases, a national meeting with the 
participation of many agencies (the State Planning Commission, the Health Bureau of 
the Prime Minister's Office, the Women's Union, the Ministry of Finance and 
Accounting) to review the policies and strategies for health for aJJ by the year 2000 in 
Viet Nam, sponsored by WHO, a national seminar on oral health, a review to evaluate 
the results of the expanded programme on immunization, the tripartite coordination 
meeting between WHO, UNICEF and the Vietnamese Ministry of Public Health to 
review the cooperation of these two organizations with Viet Nam, their assistance in 
the recent past and the programme for cooperation in the period to come. In 
particular, the inauguration of the Institute of Hygiene of Ho Chi Minh City was held 
last April in the presence of Dr Nakajima, WHO Regional Director for the Western 
Pacific, a representative of the Government of the Netherlands, Dr Islam, WHO 
Representative and Programme Coordinator in Hanoi, and the Vietnamese Minister of 
Public Health Dang Hoi Xuan. The Institute will undoubtedly play a significant role in 
providing scientific and technical guidance, as weB as in the training of sanitation and 
public health workers for Ho Chi Minh City and all the provinces in the south. 

**** 
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In a word, in 1985 the Vietnamese medical service has obtained some 
encouraging successes in a variety of domains such as prevention and treatment of 
diseases, production of medicines, training of cadres, scientific research. Problems 
remain in the cleaning of the environment, in the matter of material and technical 
bases and the supply of pharmaceutical materials. These have limited our possibiHties 
and achievements. 

In the few years ahead, the Vietnamese health service wiJJ have to overcome the 
difficulties arising from an underdeveloped socioeconomic structure. Nevertheless,
thanks to the correct policy and guidance of the State, the warm responsiveness of the 
population together with the disinterested and generous humanitarian aid of friendly 
countries and international organizations, especially WHO, we are confident that we 
will accomplish the task of preserving and improving the health of our people. 
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