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The Sub-Committee on the General Programme of Work held its second 
formal meeting in Manila on 15 and 16 June 1978. The following attended: 

Dr R. Cumming, Australia 
Dr J.B. Senilagakali, Fiji 
Dr T. Nose, Japan 
Dr E. Nakamura, Japan (Observer) 
Tan Sri Dr Raja Ahmad Noordin, Malaysia 
Dr F .N. Aguilar, Philippines 
Dr Nguyen Sa Can, Socialist Republic of Viet Ham 
Miss Le Thi Tu Ha, Socialist Republic of Viet Ham (Interpreter) 

The Sub-Committee elected Dr J.B. Sentlagakali as Chairman and 
Dr R. Cu..1ng as Rapporteur. 

In opening the meeting, Dr Francisco J. ny, Regional Director, welcomed 
~ the members and expressed the hope that the discussions would be useful. 

1. TERMS OF REFERENCE OF THE SUB-COMMITTEE 

As discussed by the Sub-Committee at its initial meeting in TokY01, it 
was stressed that the primary purpose or the Sub-Committee's work would be 
to review and analyze the impact of WHO's collaboration with countries 
rather than the activities or countries themselves. It was also decided 
that the Sub-Committee should initially concentrate on "Primary health care 
within the broad context or comprehensive health services, focussed 
particularly on the health manpower development aspects and the use of 
auxiliaries". 

It was further agreed that the members of the Sub-Committee should visit 
a number of oountries in the Region to review activities in this connexion. 

~ lSee Annex ~, Report of the Regional Committee for the Western PaCific, 
t~enty-eighth session, October 1977, pages 59-61. 
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The following description of primary h,a1th care as agreed to by the 
Regional Conference on Primary Health Care was accepted by the 
Sub-Committee: 

"A Primary health care programme is an intimately linked group of 
activities, closely and effectively coordinated with the social, 
economic and related health services to help individuals, families 
and communities deal with the many-sided problems of living, in 
particular with health problems. The programme is part of a 
responsible and accountable health service system. It recognizes 
and gives form to the dynamic and reciprocal interaction necessary 
between health and socio-economic factors; between the provider 
and the consumer, promoting personal and community responsibility 
and involvement in their own health care. Primary health care 
stresses the importance of health promotion and development, 
increasing the capability of individuals, families and communities 
to live a healthy life, without overemphasizing treatment of 
disease." 

2. BACKGROUND 

At an informal meeting of the Sub-Committee held in Manila in November 
1977, it was decided that the representatives of Fiji, Japan, and the 
Socialist Republic of Viet Nam should visit Malaysia and the Philippines; 
and the representatives of Australia, Malaysia, and the Philippines should 
visit Fiji and Samoa (later changed to Tonga), the visits to be carried out 
in March/April 1978, and a report prepared for the Regional Committee on the 
findings. 

It was agreed that it would be relevant for the members of the 
Sub-Committee not only to look at the relatively new aspects of WHO's 
collaboration in primary health care, but also at the considerable 
collaboration in health manpower development such as, for example, in 
medical assistant or village health worker training. 

The countries named were all those in which it was felt there was 
sufficient activity to make a visit useful, and in which WHO's collaboration 
and its impact on the country could be observed. 

The guidelines prepared for the use of members in assessing the 
usefulness of WHO's activities in countries are attached as Annex 1. 

The reports on the visits to the four countries are attached as 
Annex 2. 

lSee Final Report of the Regional Conference on Primary Health Care, 
January 1978, page 6. 
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3. WHO'S PRESENT ROLE IN COLLABORATION WITH MEMBER STATES 
IN PRIMARY HEALTH CARE 

(a) The Sub-Committee noted the stimulating role which WHO has played 
in the Region in the propagation of the concepts of primary health care and 
associated community development. The intercountry multidisciplinary team 
based in Manila has been of considerable significance in this respect. 

(b) Similarly, WHO country-based staff, in particular the WHO health 
services development teams (functioning in most developing countries in the 
Region) and the yao Programme Coordinators (formerly known as the WHO 
Representatives) have also had significant effects in stimulating and 
assisting in the development of primary health care concepts and programmes. 

(c) The Sub-Committee stressed, however, that the main impetus for 
development of primary health care services must come from the governments 
of Member States themselves. 

(d) WHO's emphasis on country health programming (including the 
management aspects) has primary health care as one of its components. 

(e) WHO has stimulated field studies and research conducted by national 
and international agencies. 

(r) A number or other programmes in which WHO has collaborated over the 
years have important primary health care components. For example, 
enVironmental sanitation for which WHO normally has staff based in the 
countries and where the emphasis is particularly on rural water supply and 
rural sanitation. In many countries there is collaboration in the training 
or village health workers, medical assistants, health extension officers, 
nurses and midwives. 

Similarly, there are important primary health care components in 
communicable disease control, health laboratory serVices, the expanded 
programme on immunization, and in nutrition, where a Manila-based 
intercountry team is to be established. 

(g) WHO's activities in the primary health care programme have received 
strong support from the fellowship programme and from the interchange of 
information and visits arranged by WHO. The national seminars on primary 
health care which have been held in the four countries visited by members of 
the Sub-Committee have played a most important role. 

(h) WHO's collaboration with other agencies, particularly UNICEF and 
UNDP, and with interested non-governmental organizations has also ensured 
that the primary health care programme is developed on a multisectoral basis. 

lSee resolution WHA31.27. 
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4. ASSESSMENT OF WHO'S PRESENT ROLE 

An assessment of WHO's activities was made in each of the countries 
visited, using the guidelines annexed. In general, the Sub-Committee felt 
that WHO's activities, up to the present, have played an important and 
valuable role in the development of primary health care, both directly, and 
indirectly through many of its other programmes. However, the Sub-Committee 
noted a number of areas of activity where it felt that WHO could playa more 
active role in collaboration with Member States. It also considered that 
Member States could make more effective use of WHO if they had more 
knowledge of its resources in experience and expertise. 

While WHO has been active in collaborating with Member States in the 
development of appropriate manpower, the Sub-Committee considered that area 
was worthy of every encouragement and study, particularly in terms of task 
definition in primary health care. __ 

i 

The Sub-Committee felt it was too early to evaluate accurately the 
impact of WHO's primary health care activities at country level, but it did 
note that, in the countries visited, objectives to be attained had been 
clearly set out, at least in qualitative terms. 

5. RECOMMENDATIONS FOR INCREASED IMPACT OF WHO'S COLLABORATION 
IN PRIMARY HEALTH CARE 

(a) WHO should playa more stimulating role in demonstrating to Member 
States the benefits of the primary health care concept and in overcoming 
resistance to change in this respect. 

(b) Countries should be more fully informed of WHO's resources so that 
they can make better use of the Organization's facilities with respect to 
primary health care programmes. 

(c)-The collection, evaluation and exchange of all relevant experience 
and information in primary health care should be further developed. 

(d) Intercountry visits of workers responsible for, and involved in, 
primary he~lth care should be encouraged. 

(e) WHO should give consideration to arranging meetings on a 
sub-regional basis of senior national personnel, particularly those dealing 
with policy and implementation of primary health care programmes. 

(f) WHO should continue to support national and intercountry seminars 
in order to stimulate primary health care development and, in particular, to 
encourage community participation. 

(g) Appropriate training modules in primary health care should be 
developed to fit local needs. 
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(h) In view of the fundamental importance of adequate numbers of 
appropriately trained health personnel for primary health care services, WHO 
should encourage further studies into that aspect. 

(i) In-house training and orientation should be continued to ensure 
that all WHO staff members are thoroughly conversant with primary health 
care concepts. 

(j) WHO should adopt a more flexible approach to the supply of basic 
equipment and the local costs involved in rural health facilities. 

(k) WHO should continue to promote the use of a list of essential drugs. 
for primary health care, and as much self-reliance as possible in the 
provision of such drugs in primary health care including the use of locally
produced drugs such as medicinal plants and their derivatives. 

(1) WHO should continue to playa coordinating role with respect to 
bilateral programmes of technical cooperation in primary health care. 

(m) The closest possible linkages should be maintained with the 
programme of technical cooperation among developing countries (TenC) and the 
concept of TCnC should be applied in all primary health care programmes. 

(n) Field studies and research by national and international agencies 
should be encouraged. 

(0) WHO should ensure that adequate evaluation is built into its 
collaborative programmes of primary health care. 
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ANNEX 1 

GUIDELINES FOR ASSESSING THE USEFULNESS OF WHO'S 
ACTIVITIES IN COUNTRIES PARTICULARLY IN THE FIELD OF 

PRIMARY HEALTH CARE ACTIVITIES 

The toll owing guidelines are intended tor use by members of the 
Sub-Committee on the General Programme of Work for its assessment of WHO's 
role in primary health care developments at the country level. 

The purpose ot such an assessment is to lead to improvements in the 
orientation of WHO's cooperation with its Member States so as to render that 
cooperation more effective and more efticient. 

Time and other limitations dictate the nature of such an assessment, 
which will take the form of consultations with individuals and groups in 
countries selected by the Sub-Committee and in agreement with the 
governments concerned. The members ot the Sub-Committee will naturally wish 
to have consultations as broad as possible, not only with the national 
health administrations but also with representatives ot other relevant 
social and economic authorities, as well as with the WHO Representative and 
representatives of other United Nations agencies and funding bodies, and of 
multilateral and bilateral agencies. 

2. Questions for assessment 

The tollowing questions might be useful for the assessment: 

2.1 The rationale tor WHO's involvement in primary health care activities 

2.1.1 ,Are the problem areas where WHO has been cooperating with the 
country, or is planning to cooperate, of major public health importance for 
the country? 

2.1.2 Does WHO's involvement relate to programmes mentioned in the 
Organization's General Programme of Work or specific resolutions of the 
World Health Assembly, the Executive Board or the Regional Committee? Does 
WHO's involvement relate to relevant objectives of its medium-term programme? 

2.1.3 Is WHO's involvement leading to identifiable improvement in the 
health status of the people concerned? 

2.1.4 Is WHO's involvement promoting the progressive development in the 
country itself of the programmes concerned? 

2.1.5 If WHO was not involved what eftect would this have on the 
development of the health programmes concerned? 
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2.2 Planning, management and evaluation of cooperative programmes/ 
projects in primary health care 

2.2.1 Have objectives of the primary health care programmes/projects been 
clearly stated either 1n qualitative or 1n measurable terms? 

2.2.2 Have appropriate plans of work, with a time schedule and milestones 
been established for the attailUlent of those objectives? 

2.2.3 Have indicators been established for the evaluation of the efficiency 
of implementation and ettectivenessof the primary health care programmes in 
solving the health problems concerned? 

2.2.4 Have methOds been clearly defined for 11Ipleaenting the primary health 
care programmes/projects and are they appropriate? 

2.2.5 Are the investments in human and financial resources, as well as the 
physical facilities, appropriate and adequate? 

2.2.6 Is there appropriate and adequate collaboration between WHO and the 
national health authorities and institutions, and other relevant social and 
economic sectors, as well as other bilateral and multilateral agencies? 

2.3 Areas of cooperation 

2.3.1 For which of the tollowing types of activity has cooperation between 
WHO and the countries concerned been found most fruitful?: 

(a) development of national health plans and programmes (such as 
country health programming); 

(b) formulation and management of health programmes/projects; 

(c) implementation of pr08rammes/projects funded by other agencies; 

(d) coordination of multilateral and bilateral cooperation, including 
the channelling of resources into priority programmes; 

(e) provision of equipment and supplies; 

(r) provision of fellowships. 

2.3.2 What role is being fulfilled by the WHO Representative with respect 
to the above areas ot cooperation? 

2.3.2.1 Is the WHO Representative an active partner in the development of 
national health plans and programmes and in the formulation and management 
of health programmes/projects related to primary health care or other 
programDM!s? 

2.3.2.2 What is the role of the WHO Representative with respect to the 
implementation of programmes/projects related to primary health care funded 
by other agencies? 

-

-
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2.3.2.3 Does the WHO Representative partioipate in ooordinating multi
lateral and bilateral cooperation in the fields of health? 

2.3.2.4 Is the WHO Representative involved in the seleotion of candidates 
for fellowships? 

3. Conclusions 

3.1 Do WHO's aotivities related to primary health oare development in the 
oountry meet with the approval of the national authorities ooncerned? If 
not, what would they like to have ohanged or improved? 

3.2 How can the rationale for WHO's cooperation in primary health care with 
its Member States at the country level be strengthened? 

3.3 How can the planning, management and evaluation of cooperative 
programmes/projects in primary health care in countries be improved? 

3.4 How can WHO's coordinating role be best fulfilled at the country level 
in order to ensure maximum benefit through cooperation between the national 
authorities, WHO and all other international, multilateral and bilateral 
agencies? 



WPR/RC29/9 
page 11 

ANNEX 2 

VISITS OF THE MEMBERS OF THE SUB-COMMITTEE OF THE REGIONAL COMMITTEE 
ON THE GENERAL PROGRAMME OF WORK 

MALAYSIA AND THE PHILIPPINES 

Members ot the visiting team 

Dr Nguyen Sa Can, Direotor, Department ot Plan, Ministry ot Health, 
Sooialist Republio ot Viet Nam 

Dr T. Nose, Deputy Director, International Attairs Division, Minister's 
Secretariat, Ministry ot Health and Welfare, Japan 

Dr J.B. Senilagakali, Permanent Secretary tor Health, Fiji 

MALAYSIA 

Dates ot visit 

26 February - 4 March 1918 

General information 

Malaysia is a tederation ot thirteen states. Peninsular Malaysia 
consists ot eleven states of the former Federation of Malaysia. East 
Malaysia comprises Sarawak and Sabah on the Island of Borneo. The Capital, 
Kuala Lumpur, is situated in Peninsular Malaysia. 

The population at the end of 1910 was 10 536 143. In Peninsular 
Malaysia this is made up of Malays, Chinese and Indians. 

Health planning and development 

Malaysia is now in the middle of its third development plan. Since 
Independence in 1951, considerable emphasis has been placed on rural health 
development. As a result, rural health services have been given prominence 
in tederal budgeting. 

The main thrust has been directed to reducing poverty, disease and 
illiteracy and to bridging the socio-economic gap between the urban and 
rural population. 

Planning and programming of health service activities have been 
undertaken at federal, state and district levels and later, especially in 
the second and third development period, at community level with community 
participation. 
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The future of health services in Malaysia is embodied in the overall 
Government Development Plans. The Health Plan is part and parcel of the 
Government's total socio-economic programme based on the New Economic 
Policy. It is designed to improve coverage and attain equitable and 
balanced distribution of the health services. The health and family 
planning programmes, together with other social programmes in the fields of 
education, housing, etc., have an important role to play in the achievement 
of the objectives of the New Economic Policy. 

The provision of improved health services will not only lead to better 
quality of life through general improvement of health conditions but, by 
reducing loss of working hours through illness, will increase labour 
productivity. Family planning leading to the desired level of growth of the 
population will also contribute to the development objectives of improving 
living standards in the nation. 

Health objectives 

To promote the health of the individual and of the nation as a whole so 
that they can measure up to the needs created by the country's economic 
development and continuing social progress; 

to develop a training capability within the country so that training 
programmes can be appropriately designed to suit local needs and dependence 
on foreign sources for training can be reduced; 

to produce and provide adequate and well-trained staff for all the 
services and at all levels; 

to achieve a well-balanced and well-distributed health service which is 
consistent, alert and resilient to the changing pattern of health problems 
and demands resulting from an improving socio-economic environment; 

to eradicate or control endemic communicable diseases and reduce human 
suffering and wastage; 

to support and complement the family planning programme; 

to provide high quality diagnostic and curative services so that maximum 
recovery is achieved in the shortest possible time; 

to provide high quality preventive and curative dental care to the 
people; 

-to strengthen the pharmaceutical and medical supplies services in order 
to provide adequate support for all the other services to achieve their 
stated objectives and goals; 

to strengthen the health planning and implementation capability of the 
Ministry of Health not only at Headquarters but also at intermediate or 
state level; 

to continue and expand clinical research into local health problems. 
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In the thirteen states, health activities are coordinated and monitored 
by the Ministry of Health at federal level. Implementation of health 
policies is left to the state director of health services in each state. 
His health budget comes from a state budgetary allocation made by the 
federal Government. 

Each state is divided into administrative and health districts, the 
boundaries for both being in some cases not the same. In the health 
district there is good health coverage of the rural population. 
Peripherally, the target, and this has been achieved in most of the states, 
is to have a rural health clinic covering a population of 3000-4000. The 
clinic is known as the rural community clinic and is run by a community 
nurse who has had two years of training. She lives in a quarter-cum-c1inic 
but, with the upgrading of the midwife clinic to the rural community clinic 
in the two tier delivery system of rural health services, separate 
accommodation is being slowly introduced. 

The original basic plan for a rural health unit comprises one main 
health centre, four health sub-centres and 20 midwife cliniCS, to serve a 
rural population of 50 000. As a result of a study, using operational 
research techniques, jointly conducted by WHO and the Government, it was 
decided to convert the three-tier system to a two-tier system (main henlth 
centre, rural community clinic). This will improve the level of service at 
the periphery as there will be a doctor and a dentist available for every 
15 000/20 000 population instead of 50 000. The scope of service at the 
midwife clinic level will be expanded to provide rudimentary ambulatory 
patient care, maternal and child health care, family planning, etc., in 
addition to the present domiciliary midwifery service; with the unipurpose 
midwife becoming a multipurpose community nurse. 

The existing health infrastructure of the basic rural health service is 
estimated to be serving some 50% of the rural population. Although the 
Government is giving the highest priority to the development of basic rural 
health services, it is estimated that complete coverage of the rural 
population can only be achieved by 1990. 

Organizational structure 

Malaysia's health and medical care system may be characterized as a 
pyramid of referral institutions. At the base of the pyramid is a network 
of community nurse cliniCS, providing outpatient and maternal and child 
health services. There are 1293 of these, supervised from sub-health 
centres. In the sub-health centre, hospital assistants, nurses, assistant 
nurses, midwives and public health nurses run the service, with regular 
visits from medical officers, dentists and sanitary inspectors from the main 
health centres. Each health district has a main health centre providing 
hospital and outpatient services. The staffing at that level is more 
elaborate and provides numerous auxiliary services. In each state there is 
a general hospital to which referral is made from lower down the 
organization. 
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The health service operational area ends at the community nurse level 
where the health of the people is looked after in their respective areas, 
especially in maternal and child health services. At village level, health 
services are not yet properly organized although the village committee has 
responsibility for health. 

The Health Department has carried out a survey in 44 districts to 
identify underserved areas as well as local manpower and physical resources 
which can be utilized in planning a primary health care approach. The 
information is now being processed and indications are that, in many areas, 
the village people have the enthusiasm to provide an organizational 
structure at village level to tackle health problems in their own area. 

Health manpower development 

Malaysia trains a wide range of health workers to meet both its hospital 
and outpatient needs in the urban and rural areas. It trains physicians, 
hospital assistants, dentists, dental surgery assistants, dental nurses, 
nurse/midwives, assistant nurse/midwives, public health nurses, health 
inspectors, and assistant health inspectors, and public health nurses for 
rural health services. They provide services at different levels of the 
rural health organization structure. Primary health workers are considered 
to be those at the peripheral level such as the public health nurse/midwife 
and the community nurse. 

Collaboration with WHO 

WHO collaboration and assistance is seen at different levels of the 
health organization from federal to village level. At village level the 
malaria eradication project was the only area of WHO involvement. At other 
levels, especially at the rural community clinics, sub-health and main 
health centres, although currently WHO collaborative activity is not 
Visible, WHO has contributed substantively in the development of the 
three-tier system and has participated in operational research, leading to 
the reorganization of the health delivery system from the three-tier to the 
two-tier system. UNICEF involvement in health services delivery, through 
provision of medical equipment, was noticeable. 

WHO has collaborated with the Government, mostly at federal level, in 
various health activities which are passed down the organization for 
action. This mostly involves training of health personnel through WHO 
fellowships and implementation of World Health Assembly and Regional 
Committee resolutions. 

In relation to primary health care activities, a survey of underserved 
areas was initiated by the Government. WHO's collaboration will be in 
co-sponsoring the national workshop on primary health care in May 1978, 
follow-up with evaluative methodology and in-depth studies, as well as 
collaboration through intercountry projects. 

-

-' 
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The Malaysian health service is very well organized from the federal 
level to the rural health units. However, better coverage is still to be 
attained. Indications are that this goal is within reach, with the survey 
to identify underserved areas and the proposal to incorporate the findings 
of the survey in the mid-term review of the Third Malaysia Plan in 1978 as 
an action plan for a primary health care strategy. 

At the time of the visit, evidence of WHO's involvement in other major 
public health programmes was no longer visible, with the exception of 
malaria and environmental sanitation. By the very nature of its method of 
operation, WHO's collaborative effort is more evident at the central level, 
although the benefits do flow to the periphery where identification with WHO 
is not so apparent. The development of rural health services, including the 
establishment of the rural health training school, nutrition and health 
education are three areas where WHO collaboration has been most important. 

The role of the WHO Representative in relation to primary health care is 
not known yet, but he keeps in close touch with developments in that field. 
Most of what has been happening is mainly through the efforts of the 
Ministry of Health, which has requested WHO collaboration in the development 
of a national information system and through the services of the team for 
the promotion of primary health care. 

PHILIPPINES 

Dates of visit 

6-10 March 1978 

"General administrative and health organization 

The Philippine archipelago is made up of 7100 islands which are divided 
into 12 regions. Each region is made up of prOVinces, totalling 76 in the 
whole Republic. Each province is made up of municipalities and each 
municipality is made up of villages or barangays. 

The organization of the health service follows the administrative 
organization and is headed by the Minister of Health. In the regions, the 
regional directors of health are the heads. At prOVincial level the 
provincial health officer is responsible for health matters. At the 
municipal level, the municipal health officer is responsible for municipal 
health matters and for the administration and operation of the rural health 
unit, consisting of a rural health centre and several barangay health 
centres. 
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The barangay forms the lowest level of the administration. This is 
equivalent to a village in Malaysia. Each barangay is headed by a barangay 
captain elected by the people, with a barangay council to assist him. 

System of health delivery 

The model for the health care delivery system is based on the level of 
health care, determined primarily by the size of the population and its 
geographical distribution and the number of health workers. Thus, there are 
six basic levels from which health services are provided. These are: 

(a) home level; 

(b) barangay level; 

(c) municipal level; 

(d) provincial level; 

(e) regional level; 

(f) state level. 

In all levels of the health care delivery system, different basic health 
services are provided for the population. The coverage and level of 
services provided varies from region to region and also within provinces, 
municipalities and barangays in the same region. In the least developed 
regions, an attempt is being made to upgrade health services to meet 
national objectives. At national and regional levels, major health 
activities are confined to hospital services and the training of health 
manpower. 

In the rural health sector, there is a health centre and several 
barangay clinics. They form the rural health unit. The municipal health 
officer in the rural health unit visits the barangay health stations 
regularly. He is assisted at the unit by a public health nurse and a 
sanitary inspector. 

The use of health auxiliaries in the barangay health service, especially 
in Leyte and Laguna, needs special mention. These are not formally trained 
health professionals but members of the barangay with adequate education, 
who have been trained to provide basic health services so as adequately to 
meet the basic health needs of the people in the area they serve. It is not 
an extension of the existing government health system but a unit supported 
by the people,in the community. 

The group noted the use of a village shop for consumable goods as a 
sales source for basic pharmaceutical products. 

~ 
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One of the problems faoing the rural health servioe is the difficulty 
faoed in attraot1ng physioians to serve in the rural areas. As a 
oonsequenoe, the physioian population ratio favours the urban oentres. 
There Is thererore maldistribution or physioians in the oountry. To meet 
thIs problem a nlne-step-Iadder oourse was introduoed by the University of 
the Philippines, a governaent-finanoed training institution. The aim or the 
University of the Philippines aoademio programme is to produce the entire 
range or health oare personnel from barangay health worker to fully-rledged 
doctor of medicine in a single, continuous and unIted currioulum. There are 
several pOints or entry and exit. The trainee, at the time of exit from the 
institution, is well equipped and prepared to rill a definite place in the 
delivery of health care at different levels of the health organization. 
There is no wastage in training and the system ensures full benefIt from 
cost of trainIng and rulrilment of the more capable and ambitious students. 
The selection of students is left to the people where the health worker will 
work and the stUdent has a moral obligation to the people who have selected 
him ror training. This is the Taoloban project at the InstItute or Health 
Soienoes of the University of the Philippines system on the Island of Leyte. 

Other universities train dootors and dentists and there are many 
institutions training nurses and allied health workers for both urban and 
rural heal th servioes. . 

The Comprehensive Community Health Programme (CCHP) of the University of 
the Philippines system in Bay, Laguna is a good example of a training 
institution designed to provide health workers for the ohanging situation in 
health services delivery. Apart from research work and training of health 
personnel, the CCHP carries out many health programmes with oommunity 
partioipation. It trains barangay health workers, pharmaoy aids, dental 
aids and multipurpose health workers. The main objeotives of the CCHP are: 

(a) to train students to beoome. more efreotive health workers in a 
rural setting; 

(b) to develop strategies for a comprehensive health care delivery 
.yst. at the prImary level, as related to the total health oare 
delivery system; 

(0) to provide servioes to the oommunity through existing agenoies and 
aotive partioipation of the people so as to provide the medium for 
training and researoh. The CCHP is an exoellent example of 
traIning health auxiliaries for primary health oare. 

Field trIp 

One of the observations that needs to be highlighted as a result of the 
visit to the barangay olinios is the lack or basio medioal faoilities which 
the barangay health workers have been trained to use during training at the 
provinoial institutions. These inolude olinioal thermometers, 
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sphygmomanometers and stethoscopes. Secondly, remuneration of barangay 
health workers, if continued under the present system from outside sources, 
might affect the primary health care delivery once the outside source is 
withdrawn. 

Collaboration with WHO 

WHO has closely collaborated with the University of the Philippines 
system in the Tacloban project by providing consultant services in research 
and development. Further collaboration is expected in curriculum 
development and evaluation of health .. npower development. 

WHO has collaborated in primary health care seminars and the provision 
or fellowships. It has helped in public health programmes and communicable 
disease prevention and control. -
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Dr D. Stanbury, Senior Medical Orficer, International Health Branch, 
Department or Health, Australia 

Tan Sri Dr Raja Ahmad Noordin, Director-General or Health, Ministry 
or Health, Malaysia 

Dr F.N. Aguilar, Executive Director, Project Management Starr, 
Department of Health, Philippines 

FIJI -
Dates or visit 

27-31 March 1978 

General inrormation 

Fiji is an independent Dominion within the British Commonwealth 
centrally situated among the other island territories of the South West 
Pacific, composed of 320 islands, 105 of which are permanently inhabited. 
It has a total area or 18 272 square kilometers with Viti Levu as the 
largest island (10 386 sq. ta.) and Vanua Levu (5 535 sq. km.) as the second 
largest. or the 591 116 total population, 44.6J are Fijian, 50.6J are 
Indian, and 4.8J are of other origin. 

Suva is the Capital with a population of about 63 000. 

Fiji has all the advantases of a tropical climate without undue extremes 
or heat and humidity. The south-east trade winds blow rrom May to November, 
tempering the heat and bringing the temperature down. This is the driest 
period. Between November and April, the winds are more variable and 
temperature rises into the low nineties with high humidity. 

Economy is dependent primarily on asrlculture. The main crops are sugar 
cane and coconuts, which accounted for nearly two thirds or the total 
exports in 1976. Gold aining makes a valuable contribution to the export 
trade and manganese mining is tast developing. , 

The population growth rate in 1975 was 2.3J, whereas the country is 
aiming at a rate of 2.. The crude birth rate, as recorded in 1975, was 
29/1000 (29.30 /00), while the target was 25/1000. The crude death rate 1s 
6.30 /00. Of the total nuaber or deaths, 70J were .edically certified. 
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The leading causes of death are: heart diseases. senility, immaturity 
and early diseases of infancy, pneumonia. and neoplasms. Two diseases, 
heart diseases and diabetes, are of increasing importance in the country and 
will need special attention. 

The recurrent budget for health in 1975 was F$9 583 087 representing 
9.381 of the total recurrent budget for the country. The net expenditure 
for health amounted to F$15.42 per capita. Medical expenditure has 
increased by more than 211 over the last year. 

General health services in Fiji 

Administration of health services 

The central health authority is the Ministry of Health whose 
responsibility is the administration and operation of the health services 
which are predominantly government, supplemented by 60 private medical 
practitioners, two private mission hospitals, 12 dentists, and a few other 
private health agencies. The Minister of Health is responsible for 
formulating health policies and legislation, aSSisted by the Permanent 
Secretary for Health. The Permanent Secretary for Health and two Directors 
of Medical Services are responsible for the implementation and smooth 
running of health policies and services. 

Administration at the regional level is carried out by divisional 
medioal officers and their staff, responsible for their respective 
divisional health activities. The sub-divisional staff under a 
sub-diVisional medical officer are responsible for curative and preventive 
services, assisted by area medical stations and district nursing stations 
which are in direct contact with the rural population. 

The training of health manpower needed by the health service delivery 
system at its various levels is the responsibility of the Fiji School of 
Medicine and the Fiji School of Nursing. There is minimal training activity 
going on at the field level. 

The health care delivery system 

The country has been divided into four divisions, not only 
administratively but also for the purpose of delivery of health services. A 
divisional general hospital of around 200 beds is at the division 
headquarters level and provides inpatient and outpatient care that cannot be 
met by the lower level sub-divisional hospital of 12 to 52 beds, located at 
the sub-division headquarters. There are 15 sub-divisions in the country 
made up of 46 areas. Each area has a health centre, manned by a physician 
and a nurse. Within each area are district nursing stations manned by a 
district nurse. There are 86 nursing stations in the country. 

Urban and periurban areas have been divided into zones and are served by 
zone nurses (see Appendix: (1) Table on Health Stations and Population 
served by Administrative DiVision as of end of 1976; (2) Pyramid of Fiji 

-
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Health Services). The health centre and the district nursing station are 
the first contact of the population with the health service and provide 
curative and preventive services in an outpatient capacity. 

(a) Curative or therapeutic services. These are delivered by health 
personnel from special divisional and sub-divisional hospitals, health 
centres and district and zone nurses and vary from simple medical procedures 
and treatment at the lowest level to highly specialized services in the 
special and divisional hospitals. 

(b) Hospital services. Each division has a main hospital which 
provides outpatient and inpatient services for the population in the 
immediate vicinity: at Suva for the Central Division; Lautoka for the 
Western Division; Labasa for the Northern Division; and Levuka for the 
Eastern Division. 

The Colonial War Memorial Hospital, with a 331 bed capacity, is the most 
comprehensively staffed hospital, while the Lautoka Divisional Hospital, 
with a 220 bed capacity, is the main specialist facility for the western 
part of Fiji. 

There are also 11 sub-divisional hospitals, three area hospitals, three 
special hospitals, and 44 health centres, operated by the Government, and 
two private hospitals subsidized by the Government. The basic unit in the 
structure of the Ministry of Health is the health centre, which provides 
both curative and preventive services. 

(c) Preventive services 

- The task of promoting family planning and health education has 
been assigned to the Family Health Unit of the Ministry of 
Health. Although family planning has been practised in Fiji for 
almost 15 years, it is the Government's concern to improve the 
protection rate and further motivate the people to.accept family 
planning for their own and for the country's benefit. The 
Government has adopted family planning as a national policy. 

- Immunization activities are being undertaken by the district and 
zone nurses to protect the population from infectious diseases. 
Coverage is very high and thus dramatic results have been 
obtained in preventing and reducing the incidence of 
tuberculosis, poliomyelitis, tetanus, whooping cough, diphtheria 
and rubella. 

- The health inspectorate personnel are responsible for the 
environmental health and sanitation activities in Fiji. They 
provide professional and technical advice to City Councils and 
rural authorities as to the legislation related to water supply, 
sewage, refuse disposal, etc. 
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Maternal and child health services are carried out by the nursing 
staff in the rural areas. Antenatal and postnatal clinics are 
conducted in all hospitals except the three special hospitals. 

- Fiji emphasizes preventive dentistry. Regular visits are made by 
the dental team to provide dental services. 

School health services are performed by the nursing staff who 
also regularly check on the immunization status of schoolchildren. 

Development of primary health care in Fiji 

In response to the resolution of the Twenty-eighth World Health Assembly 
stressing the need to accord high priority to the urgent task of promoting 
primary health care in order to improve the health of the under privileged, 
a national seminar on primary health care was conducted in Fiji from 26 to 
29 July 1911. It was a joint undertaking by the Ministry of Health, the 
World Health Organization and UNICEF, the aim of which was to enable 
exchange of views and experiences to help the Ministry of Health to 
introduce a new system of primary health care, based on community 
involvement and partiCipation. 

Primary health care is provided through a reasonably good infrastructure 
of health services. In addition to the divisional and sub-divisional 
hospitals, general and special hospitals and health centres mentioned 
earlier, 86 nursing stations in rural areas and 80 nursing zones in 
periurban areas are providing primary health care and are responsible for 
immunization, maternal and child health services, school health services and 
treatment of simple ailments. There is a well established referral system. 
Because of the difficulties faced in delivering health care to all the 
people, especially those living in rural and remote areas, the Ministry of 
Health has conducted seminars on health education to enlist the support of 
rural populations to participate in providing basic health services. 
Sanitation in villages and settlements has been the responsibility of the 
people themselves with the supervision of the health inspectorate staff. 
Village health committees are being set up to provide a health clinic to be 
run by the people in the respective villages and settlements. 

The primary health care programme is being developed in five stages: 

(1) dialogue with the people. Two sub-divisional heads have already 
been assigned to meet the people in their respective areas, where 
the pilot project is being carried out; 

(2) collection of health information and data at village level by 
health workers and village people; 

(3) task analysis of future village health workers; 

(4) training of village health workers; 
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(5) setting up of village health clinics, feed-back, follow-up, and 
continuing education of village health workers. 

The rural health problem is being tackled through a cooperative approach 
and ownership by the people, on a similar basis to the cooperative movement 
now well established in Fijian villages. 

Fiji's primary health care programme is part and parcel of Fiji's rural 
development programme. 

Collaboration with WHO 

WHO's role is to collaborate with the Government upon request and also 
to provide stimulation and information. WHO provides training possibilities 
through fellowships and courses but it should also be mentioned that Fiji 
provides placement for many WHO fellows from abroad at the Fiji School of 
Medicine. The WHO team for the promotion of primary health care and other 
Manila-based staff have collaborated with Fiji in primary health care 
development. 

The WHO Representative for the South Pacific, based in Suva coordinates 
WHO's collaboration with Fiji and is the key WHO staff member for the 
dialogue between WHO and the Government. This includes discussions and 
collaboration on primary health care. 

WHO maintains, based in Suva, intercountry teams who cover the South 
Pacific area, including Fiji. The main team concerned with primary health 
care is the public health advisory services team which is interdisciplinary 
and contains a public health administrator, a nurse/midwife, and a 
statistician. Other staff who relate in part to primary health care are a 
sanitarian and a sanitary engineer in an environmental health advisory 
services team. Fiji country staff include a laboratory adviser, a 
paediatrician, whose work also touches on primary health care, and a medical 
assistant training officer. 

WHO is collaborating with the Government in Fiji's country health 
programming exercises. 
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Dates of visit 

1-6 April 1978 

General information 

TONGA 

Tonga is a kingdom constituted under a monarch. The Kingdom includes 
some 169 islands, 36 of which are inhabited. It has a total land area of 
289 square miles. Most islands are of coral limestone and generally low. 

The capital is Nuku'a10fa on Tongatapu. 

The total population, as recorded in 1975, is 100 105. The 1966 census 
reveals that Tonga's population is almost homogeneous, with Tonga.ns 
representing 98.3%. 

The climate from May to November is cool for the tropics, and humidity 
is low. December to April is the wet season ~lhen the temperature rarely 
rises above 900 , but humidity is high. Hurricanes occur occasionally, 
being more frequent in the northern part of the Kingdom. 

Tonga is an agricultural country, with agricultural products as the main 
export items. 

The Government has also started a deep-sea-fishing industry and tourism 
is of some importance. 

Some vital and health statistics are: rate of natural increase of 
population - 2.1%; crude birth rate - 240 /00; crude death rate -
2.840 /00. Only about 30% of deaths are medically certified. Less than 
30% of births are delivered by traditional birth attendants. The ten 
leading causes of morbidity are: influenza, gastro-enteritis, 
broncho-pneumonia, infantile diarrhoea, dengue fever, lobar pneumonia, 
dysentery (all forms), filariasis, gonorrhoea and typhoid. 

The health recurrent budget for 1915-1976 was T$702 000 representing 
11.9% of the total recurrent budget of the country. Per capita expenditure 
amounted to $7.0. 

General health services in Tonga 

The following remarks relate only to Tongatapu, as time precluded visits 
to other islands. 

-
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The Minister of Health is responsible for the formulation of policies 
and liaison with international agencies on medical and public health 
programmes, assisted by the Director of Health. The Director of Health is 
responsible to the Minister for the implementation and general 
administration of the various policies and programmes and the efficient 
running of the Ministry as a whole. 

For administrative purposes, the Kingdom is divided into ten medical and 
public health districts based on the location of the three hospitals and 
seven rural dispensaries. Four of the dispensaries have hospital beds. In 
all, there are 294 beds, giving a ratio of one bed for every 315 persons. 

In the Third Development Plan, five health units will be constructed and 
the existing rural dispensaries will function as health centres. Each 
health centre will be manned by a doctor or medical assistant and a public 
health nurse who will be responsible for maternal and child health/family 
planning services. 

At the periphery there are at present 27 maternal and child health 
clinics staffed by a public health nurse, who is responsible for the 
maternal and child health/family planning service. Eight more maternal and 
child health clinics will be built during the Third Development Plan of 
1975-1980. The policy is strategically to locate a health centre in a 
village or on an island with a surrounding population of at least 2000 
people and to build more clinics at the periphery. 

Objectives and strategies 

The objectives and strategies of the health sector in the country's 
Third Development Plan of 1975-1980 are as follows: 

(a) to reduce further the rate of national growth through the 
strengthening of maternal and child health, family planning and 
health education programmes; 

(b) to reduce further the morbidity and mortality from preventable 
diseases to the lowest possible level, through the intensification 
of the control of communicable diseases, health education, 
environmental sanitation, immunization, maternal and child 
health/school health, dental health, nutrition and medical care 
programmes; 

(c) to improve the early diagnosis and prompt treatment of preventable 
and non-preventable diseases, through medical care, laboratory 
services, health education and training; 
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(d) to improve the capability of all levels of the health services 1n 
terms of physical and manpower resources, through greater emphasis 
on fully-integrated preventive and curative services and the 
placement of facilities at the periphery; 

(e) to increase the number and improve the effective working 
performance of health manpower, through recruitment and training. 

The health care delivery S1!ltem 

Public health services are under the charge of the Senior Medical 
Officer, who is directly responsible to the Director of Health for their 
administration, and include environmental sanitation, community water 
supply, control of communicable diseases, maternal and child health/family 
planning services, health education and a health statistics unit. 

Health education aims at promoting public awareness and use of health 
services; providing training for health workers; establishing better working 
relationships between the Ministry and other related agencies; and the 
enlisting of community support for and acceptance of health programmes. 

Health services 

(a) the health centres, in addition to providing curative services, 
also provide a maternal and child health/family planning service; 

(b) family planning became accepted Government policy from 1962 and is 
implemented as an integral part of the maternal and child health 
services of the Ministry of Health 1n collaboration with WHO. The 
maternal and child health/family planning service is directly 
controlled by the central level. It was observed that the maternal 
and child health clinics have no resident nurses. They are usually 
transported by van daily to the clinics and surrounding villages. 
Generally maternal and child health/family planning clinic sessions 
are held weekly at the maternal and child health clinics and 
monthly at village level; 

(c) the immunization campaign is also operated from the central level 
by speCial staff who visit the clinics and villages. Immunizations 
given are: DPT (triple vaccine), poliomyelitis vaccine, tetanus 
toxoid (to pregnant mothers) BeG and typhoid immunization to 
contacts; 

(d) dental care emphasizes preventive dentistry, provides a school 
dental service, and operates from the central level; 

(e) school health services are provided jointly by public health, 
clinical and dental services; 

(f) the nutrition service is an integral part of the maternal and child 
health/family planning service and is provided through well-child 
cliniCS; 

'-

-
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the environmental sanitation campaign as far as Tongatapu is 
concerned, is operated from the central level by a staff of eight, 
including a senior health inspector, one health inspector, four 
assistant health inspectors, and two trainees. The Environmental 
Health Section of the Public Health Division at the Ministry is 
responsible for the improvement ot environmental sanitation, 
communicable disease control, provision of safe water supply, 
sewage and domestiC waste disposal, as well as for pollution 
control, covering both the towns and the villages. 

Hospital services 

There are three hospitals in the Kingdom of Tonga, with a total capacity 
of 256 beds. There are also seven rural dispensaries located at: Mu'a and 
Kolovai on Tongatapu; Angoha on 'Eua; Nomuka and Ha'ateva in the Ha'apai 

~ group of islands; and one each on Niuatoputapu and Niuafo'ou. Some of those 
dispensaries have inpatient wards: at 'Eua with 16 beds; Nomuka with 6 
beds; Ha'afeva with 6 beds and Nluatoputapu with 10 beds. There are, all·in 
all, 294 hospital beds available throughout the Kingdom. 

With the exception ot two outpatient clinics conducted by the Roman 
Catholic sisters and a school health centre established by the Latter Day 
Saints Mission for its high school at Liahona, all health services are the 
responsibility or the Government. There are no private medical 
practitioners in the Kingdom. 

Primary health care development in Tonga 

Tonga started to develop the concept of primary health care through a 
seminar on the subject held with WHO collaboration from 12 to 17 July 1977. 
The objectives of the seminar were: (1) to examine the strengths and 
weaknesses of the present health care delivery system; (2) to explore 
possible cooperation and collaboration among Government development 
programmes and community organizations; (3) to develop general guidelines 

~ for the future development of a primary health care programme for the 
country. 

Reliance is being placed on the active partiCipation of the Women's 
Committees at national and local level. It is hoped that those committees 
will initiate active community partiCipation in the planning, implementation 
and evaluation of primary health care programmes. Other primary health care 
activities such as maternal and child health/family planning, immunization 
and environmental sanitation work are being undertaken by Government health 
workers who are not community based. The local Water Board is in charge of 
developing schemes for the supply of safe water to the communities. 

Linkages would need to be further established between the various 
sectors in regard to the development of a primary health care programme. 
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Collaboration with WHO 

The role of WHO is essentially the same as detailed in the Fiji report. 

In Tonga, however, WHO has fewer staff and direot oollaboration at 
country level is through a laboratory adviser and a maternal and child 
health/family planning adviser. 

The bulk of collaboration in primary health oare development comes from 
the intercountry teams based in Suva, partioularly the public health 
advisory services team, and the Manila-based promotion of primary health 
oare team. 

The WHO Representative has the same important role as for Fiji. 

A great deal has been done by WHO in the past in Tonga in environmental 
sanitation, which is basic to primary health care. In the development of 
Tonga's water supply, based on drilling into the fresh water lens floating 
on top of salt water under coral islands, WHO has played a major role. WHO 
has also collaborated with Tonga in health manpower development, 
particularly of nursing staff. 
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APPENDIX 

HEALTH STATIONS AND POPULATION BY ADMINISTRATIVE 
DIVISION AS AT END OF 1976 

Division Sub-d~visions Health Centres 
Nu~ber Number 

Centra,l ~ 12 
Western 5 11 
Northern 3 13 
Eastern ..l. 10 

TOTAL 15 46 
-- --

District Nursing 
Stations 

Number 

16 
29 
21 
20 

86 
--

THE PYRAMID OF FIJI HEALTH SERVICES 

PERMANENT SECRETARY FOR 
HEALTH 

MINISTER FOR HEALTH 

Zone 
Nurses 
Number 

23 
32 
2 
~ 

80 --

HEADQUARTERS DEPARTMENTS DCMS,DPMS,CNS,PHI,PAS 

Population 

206 875 
238 547 
103 122 
39 524 

588 068 
======= 

TRAINING AND SPECIAL 
SERVICE FSM,FSN,CDO,SPECIAL HOSPITALS 

DIVISIONAL 
HEADQUARTERS (4) DIVISIONAL HOSPITALS 

SUB-DIVISION ::-'. 
HOSPITAL ::.:':': :'. 

:':," ," 

URBAN AND PERIURBAN 
POPULATION SERVED 

BY ZONE NURSES 

HEALTH CENTRES 

DISTRICT NURSING 
STATIONS 

Primary health care programmes will be introduced at all levels 
marked "x" in the pyramid. 

Legend: CDO - Chief Dental Officer 
CNS - Controller of Nursing Services 
DCMS - Director of Curative Medical Services 
DPMS - Director of Preventive Medical Services 
FSM - Fiji School of Medicine 
FSN - Fiji School of Nursing 
PAS - Principal Assistant Secretary 
PHI - Principal Health Inspector 


