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AUSTRALIA 

REPORT ON NATIONAL HEALTH ACTIVITIES 1976/771 

In line with general Goverr.ment policy. and as a result of 
increased concern over the sharp rises in health care costs, emphas~s 
has been placed on rationalising resources throughout the healtt care 
system in Australia. The most far-reaching deve ... opments arise [r'om ,,,aJar 
changes that occurred in health insurance and hospital arrangements from 
1 October 1976 as a result of recommendations to the Government by the 
"Medibank" Review Committee. 

Health Insurance 

On this date, a compulsory health insurance levy was introduced, 
payment of which entitles people to retain Standard Medibank benefits -
that is. medical benefits of at ·least 85 per cent of the Schedule fee for 
medical services, and free treatment and accommodation in standard wards 
of recognised hospitals. People on lowest incomes and most pensioners 
are exempted from paying the levy; as are people who elected to insure 
privately with a registered health insurance organisation. This l2 4 ter 
insurance provides the same level of medical benefits as that provided 
by Standard Medibank, while the hospital benefits cover the cost of 
accommodation in shared wards with treatment by a doctor of choice. 

The status of private insurance has altered considerably with 
more than half the population electing to take out private insurance. 

Additional medical and hospitcd coverage is available to those 
who desire it through supplementary tables. 

Hospital Agreements 

On 1 October 1976 new agreements concerning the sharing of 
hospitalco-sts between the respective State governments and the 
Commonwealth (i.e. Federal) Government came into effect. These new financial 
arrangements are resulting in a much firme:r and more rational scrutiny of 
Commonwealth expenditure on hospital cost-sharing. The new procedures 
encourage thorough analysis of the components of hospital operating costs 
on both a State and a national basis. 

Quarar; ine 

Australia was again free of smallpox, but :~aw the first endemic 
case of cholera for many years in addition to a number of cases of typhoid 
fever. 

With W.H.O's smallpox eradication campaign nearly complete, and· 
because of the emergence of new viral haemorrhagic diseases which require 
intensive-care standards of treatment. existing quarantine stations are no 
longer adequate for Australia's nee.ds. It is hoped to close these stations 
progressively depending on progres~made with the smallpox eradication 
program. Alternative arrangements for .tl1e ·future 'tecept~onand·treatment 
of diseases covered by the Quarantine Act are under development. 

' •• /2 

lSubmitted by the Australian Embassy in Manila, 22 July 1977. 
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Drug Evaluation 

The,.Dru~· Ev'alua~ien; TechRical Secx:etariat· undertook work concerned 
with the estabiishmeri~ of'i nationwide'ne~~brk of drug information centres. 
A report by the Hospital and Ailied Services Advisory Council's Working 
Party on Drug Information Services, recomniend~llg the establishment of a 
nationwide network of drug information centres, was accepted by the Health 
Ministers' Conference held in June 1977. 

Ul~r.asonics Institute. 

The Ultrasonics Institute has continued .to conduct research and 
provide advisory services in relation to the use of ultrasound in the 
diagnosis and treatment 'of diseases. The U. I. Octoson which was develope~' 
by the Institute, is now commercially available in Australia. One instrument 
has !>ecn sent to the United States for clinical evaluation and it is expected 
~.hat in the coming year the Octoson will be released on the American market. 

Austra!ian Radiation Laboratory 

. " 

The Laboratory received a number of enquiries relating'to 'ious' 
; .. 

safety aspects of uranium mining, including the design of mines and mills, 
the rates of radon emanation from different grades .. nd porosities of C)re, . 
and the transport of 'yellowcake' (uranium oxide). These enquiries have 
given impetus to the laboratory's work on the measurem,-,lt of concentration.s 
ir. air of radon and radon daughters. '. .' ·:c·. 

Australian Dental Standards Laboratory 

An interesting development in the Australian Dental Standards 
Laboratory's work is its increasing involvement'in the field of the use· of 
biomaterials; metals, ceramics and polymers for implantation in, or use iri 
,.: sociation with, the whole huinan body. Because of the rapid increase i,n 
the usage of these materials, there is a consequent need for research and 
standardisation. 

:'~ational Trachoma and Eye Health Program 

The co-operative effort to tackle 'the problem of eye disease 
a~ong Aborigines, the National Trachoma a~d Eye Health Program. continued. 
Funds were made .available during the ye'ar to the College of Qphthalmo
lo.giststo extend the Program in co-operation with the various State 
and Territory health authorities, Aboriginal organisations and the 
Na~ional Aboriginal Consultative Committee to treat trachoma. and other 
eye disease prevalent among Aborigines. 

Teams. of experts from the College have already uridertaken 
extensive screening and treatment (including eye surgery) in South Australia. 
the Northern Territory and Western Australia, and prel~minary work has been 
done in parts of north-west erR New South Wales arid ~ar western Queensland •. 

The employment of Aborigines as health workers and liaison 
officers did much to. overcome cultural differences and the language barrier .' . 
in the tribal areas, and contributed significantly to the success of the . 
treatment campaign. 

..: .. ' 
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Abo:r:~:.: inal Health Worker Training Program 

For th~' abo.riginal . populatio~· in general ~ it 'is considered that 
tHe improvement in.h~atth:standards evr~ent over the past few years may 
be approaching optimum levels achievable by medical intervention alone. 

·'The Health Worker program is designed to effect fqpdamental changes to 
health practices within Aboriginal communities and, with this aim in mind, 
the training program: is being boosted. It i$ hoped that by 1979 a total,' 
of 300 Aboriginal Health Workers (~rainees included) will be avai lable to' 
take. part in raising the health status of their p~ople. 

. . 
;.'" 



ORIGINAL; FRENCH 

HEALTH ACTIVITIES IN THE TERRITORY OF FRENCH POLYNESIA, 1976 1 

Summary report 
I. POPULATION 

A recent census in 1971 showed a population of a 137 382, i.e. an 
increase of more than 22 000 since the last census in 1911. This population 
is distributed over about 60 islands or atolls of2the 105 islands ~f French 
Polynesta, which has a total land area of 4000 km in 4 million km of 
ocean. 

The distribution of the population is very uneven, 85.5% being 
concentrated in the Society Arhchipelago, with 74% in the island of Tahiti an 
36.87% in Papeete. 

II.B HEALTH EXPENDITURE 

This expenditure is financed from two separate sources of funds 
(expressed in CFP francs), 

ILA Territorial budget 
1973 

- Regular budget 
- Institut de 

Recherches 
medicales 

460 239 000 
22 000 000 

482 239 000 

II. French Government funds 

- Staff on 
secondment 
from 
Metropolitan 
France 

- Local staff 
in government 
service 

- Endemic 
diseases 
service 

- Filariasis 
control 
service 
(agreement 
with the 
Institut de 
Recherches 
medicales 

Total: 

i 

286 530 180 

24 994 150 

311 ~24 330 

1914 

660 126 000 
28 000 000 

688 126 000 

334 400 000 

26 945 454 

361 345 454 

1975 

901 697 000 
40 850 000 

1976 

002 132 000 
40 000 000 

942 547 000 1 042 132 000 

510 265 800 569 208 327 

43 971 871 44 786 363 

554 237 671 613 994 69-0-

Submitted by the Department of Public Health, Government of French 
PolyneSia, 26 July 1977. 
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II.C Grand total 

1973 1974 1975 1976 

- Territorial 482 239 
budget 

- French 311 524 

000 688 

330 361 

126 000 

345 454 

942 547 000 1 042 132 000 

554 231 671 613 994 690 
Government 
funds 

193 763 330 

70 $ 

049 471 454 1 496 7~1 656 126 690-

Annual per capita $ 
expenditure (in 
US$) 
III. Staff 

lILA Public health sector 

Physicians 
Pharmacists 

= 56 
= 3 

90 $ 130 $ 

- Research workers (biology, 
- Laboratory technicians and 

pharmacology, entomology, biochemistry) 
assistants 

- Dentists 
- Nurses and related staff (nursing aids) 
- Health inspectors (agents sanitaires) for filariasis and 

tuberculosis control 
Health assistants (agents d'hygiene) 
Dental assistants and hygienists 

- Other staff (social service, health education, dietetiCS, infant 
care, physiotherapy) 

Total health staff 

To the above must be added the logistic support of 
adminlstrative and operational staff. 

III.B Private sector 

140 

56 
3 

15 
11 

355 
78 

12 

564 

513 

In the private sector there are 36 medical practitioners and 12 
pharmacists (nearly all in the island of Tah! tJ) • 

IILe Army health service 

The Army health service gives assistance in the public health,sector 

- through care to cjvilians (serious burn cases in a specialized 
hospital unit; care of the popUlation on isolated atolls in transit health 
units; 

- by participation in transfer of patients from isolated atolls. 
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Occupational health and social service: three physicians attached to 
the Ca1sse de Prevoyance sociale 

IV. CURATIVE MEDICINE 

IV.A This is provided in a pyramidal structure with three sectors: 

A primary health sector with: 

- 11 urban or rural commune dispensaries 

- 24 infirmaries distributed in the archipelagos. 

A secondary sector with: 

- a central dispensary in Papeete, the maternal health centre, the 
child health centre, the school health centre and the medicosocial centre for 
government staff in Papeete 

- 6 secondary hospitals for the archipelagos. 

A tertiary sector with: 

- Territorial hospital in Mamao and the Vaiami Hospital Annex in 
Papeete. 

Total number of beds: 1023. 

IV.B Activities in 1976 

- Number of admissions 

- Hospital days 

- Number of outpatients 

- Number of outpatient attendances 

15 633 

225 411 

192.2111' 

1135.861 

lThis figure includes patients who attended for different disorders 
or the same patient attending successively in different departments, thus 
inflating the figures and rendering them statistically worthless. 



- 4 -

V. PREVENTIVE HEDICINE 

V.A Territorial public health 

Preventive medicine in this field is provided by: 

- Maternal health services 

Child health services 

- School health services 

These services provide vaccination coverage throughout the Territory, 
occasionally by staff sent from health units or itinerant agents or, normally, 
through primary health dispensaries in the medical districts; the services 
also have specific objectives for patients at each age. 

The activities in 1976 were as follows: 

Number of examinations performed 

MCH 

School health 

Vaccinations 

BCG 

Smallpox 

TABDT 

TAB 

Tetanus 

Poliomyeli tis 

Dental health service 

193 

19 

7 419 

21 829 

10 100 

11 112 

1 097 

20 614 

903 

162 

This service seeks to combat dental caries in schoolchildren through a 
programme of early curative treatments (in dental centres attached to 
secondary medical centres or through mobile dental clinics), through a 
large-scale preventive fluoridation programme and through health education 
aimed at improving oral health and nutrition. Systematic early curative . 
treatments totalled 21 160 and topical fluoride applications 48 773. 
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Mental health servj~e (!ocated in Papeete) 

Hygie~e and sanitation service 

V.E Under the endemic diseases service 

Three sections conduct case-finding and preventive activities: 

- Filariasis control service 

- Tuberculosis control centre 

- Leprosy control service 

Leprosy 

In 1976, 10 new cases were detected representing an incidence of 
about 0.07%. 

At 31 December, 385 patients were on record including 242 still under 
treatment and 143 under simple observation. The leprosy index is 60%, wIth a 
prevalence of 3 per 1000. Contact-tr'acing in Tahiti is gradually being 
ol"ganized as well as a system of liaison between phYSicians in the archipelago 
and the central leprosy register, so as to provide constant information on the 
health of patients in the islands. 

Tuberculosis 

It was possible to determine the natural tuberculosis prevalence at 6 
years among children not covered by BeG vaccination, the l~ate being 2.3%. The 
annual risk of infection is thus currently around 0.4%. 

Morbidity is 87 per 100 000 (all cases declared), 74 per 100 000 (all 
cases confirmed bacteriologically or by pathology), 35 per 100 000 (all cases 
positive by microscopy). For these three rates the five-year improvement in 
1971-1976 has been 54.2%, 47.1% and 65.0% respectively. 

Control is based on BCG vaccination at birth, surveillance of all 
patients with chronic cough, systematic radiological detection among h.igh-risi< 
groups in the main islands and ambulatory treatment including the 
administration of rifampicin. 

Fi lar'iasis 

As periodic and indiscriminate distribution of diethylcarbam~zine has 
proved efective in preventine; filariasis over a number of yea,~s, the same 
procedure was follm.,.ed .i.n 1976 j thu3 nearly 100 000 doses of Notezine wer'e 
distributed. 
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The carrier rate :'n Tahiti is now around 2% (5% in 1975) and 0.65% in 
Moorea (multiannual prophylaxis). 

It is proposed to continue this effort in 1977 and if possible to 
improve the results obtained by giving attention to communities not reached by 
preventive activities up to now. 

Venereology 

A major operation for pecording of sexually transmitted diseases was 
started in Tahiti. It shoVJed that in 1976 the incidence of syphilis was 
around 2 per 1000 and that of gonorrhoea 2%. 

We have endeavoured to establish sound cooperation among the 
different laboratories and to encourage physicians to report cases they see 
for treatment. 

V.c Institut de Recherch~s medicales Louis Malarde 

Medical oceanography unit 

The main function of this unit is the study of problems of 
ichthyosarcotoxism of the ciguatera type. In 1976 multidiscplinary 
invetigations were conducted: clinical, to determine the pathogenic aspects 
of the disorder, epidemiological, to gain a better understanding of the 
ciguatera food chain; ecological, to assess the biogenesis and extent of the 
phenomenon; biochemical, including isolation of the three main toxins involved 
in determining the symptoms; pharmacological, including demonstration of the 
clinical effectiveness of certain drugs in animals; immunological, including 
experimental demonstration of immediate hypersensitivity phenomena in cats. 

Medical biology unit 

(a) Dengue fever survei llance 

Sero-diagnosis of suspected cases was carried out in parallel with 
surveillance of serological conversion in "sentinel" subjects. Viral typing 
is being done through replication in Aedes aegypti and Toxorhynchites. No new 
types were found in 1976. 

(b) Prenatal surveillance 

Serological testing for rubella and toxoplasmosis was extended to all 
pregnant women In the Tel'ritory. Serologically negative cases are kept under: 
regular surveillance during the first six months. 
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(c) Miscellaneous serology 

Serodiagnosis was extended to amoebiasis, syphilis (FTA-RBS), 
filariasis (homologous antigens) and different viral diseases. Direct 
immunofluorescence was used in biopsy examinations. 

(d) Research 

Investigations are under way for the establishment of 
radio-immunology: performance of the test of lymphoblastic transformation by 
reading after incorporation of tritiated thymidine and preliminary research on 
the establishment of radio-immunology usi.ng cellulose di.31·:s. 

Various projects have been presented in the Institute in the fields 
of leprosy, filariasis, viral diseases including HBs, ciguatera. 

(e) These public health activities are supplemented by analyses in 
food bacterioly, venereal bacteriology, etc. 

Medical entomology unit 

In 1976 this unit continued a bio-ecological study of: 

- vector mosquitos of filariasis (Ae. polynesiensis) and dengue (Ae • 
aegypti) 

- other haematophagous insects which hamper the development of 
tourism in the Territory (Chironomidae, Simuliidae). Different biological 
control methods are being developed. A mathematical model on Bancroft's 
filariasis was recently developed. 

In conclusion, the main feature of 1976 was the maintenance of 
curative activities organized in a pyramidal structure according to needs and 
conditions, fUrther protection of groups of children by systematic vaccination 
covering 90% of the preschool and school population, early case-finding and 
treatment (with emphasis on the problem of dental caries) and finally a 
strengthening of the research sector which brought significant results in 
respect of ichthyosarcotoxism. 
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~n:F RERJRT eN PR(X;l(};SS OF :iEALTf\ ,ACTIVITIES IN HCNG KO:JG, 1976 1 

GeneralJ:!.eal th and Vi tal Stati sties 

The general state of health of the population remained good 
during the year. The major communicable di seases are under contrel and 
no major epidemic has been reported. 

The crude birth rate was 17.2 per thousand population, a fur:-ther 
decrease over the rate of 17.8 for 1975. The ir.fant mo~tali ty rate ',-:as 
14.3 per thousand live births and is noVi at a 10Vler level tbar. a number of 
European and American countries. The maternal mortality rf.te oontinued 
to remain very lo'll at 0.18 per thousand total births. The crude d.eath 
rate at 5.2 per thousand population showed a slight increase compared 
wi th that in the previ ous year. 

Communicable Diseases 

The total number of notifications of communicable diseases durir~ 
1576 was 13,679. ?uberculosis comprised 58.or~ of the tctal. 

Cholera 

One imported case of cholera was recorded i n 1976. A full report 
on this case and the measures taken had been sent to the·:r.H. C. Regional 
Office. Routine sampling of night soil for cholera vibrio was continued 
on e. year round be.sis as part of the surveillance prograr.noe, with no 
positive isolations reported. 

Poliomyeli tis 

It was the third successive year when nc case had. b'1Ul reported. 
The maximum number of cases ever recorded in one year was 363!:i th 52 deaths 
in the year 1962. The success in the control of this disease is due 
largely to the introduction of anti-poliomyelitis vaccine in the cb..ildren 
vaccination programme and the mounting of general immunization campaigns 

'_ annually for the past 14 years. 

Approximately 95foof infants received one dese of Type 1 polio 
ve.ccine after birth ane. 78;\~ received two doses of tr:' valent vaccin~ at 
~overnment maternal and child health centres. Virological investigations 
failed to detect any excretor of wild poliovirus am::>ng 517 stool samples 
studied. 

Diphtheria 

One case was reported in 1976, compared with 2,J87 cases ir. 1959. 

Malaria 

There was no indigenous infectiOr. 'reported. Of the 39 cases 
recorded, 37 were imported, one was induced and the oth[;r one was a 
cryptic case. 

Ip. 2 •••••• 

1 
Submitted by the Director of Medical and Health Services, Hong Kong, 

20 July 1977. 
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It total of 1463 notifications were reported. The decreasing 
trend fcrthi~ disease since 1968 can b.eatt~~b\1t,ed to the avaUability 
throughout the y.ear off'ree vaccine for ~'.12l~.za:tion of children 
betwee.n the ages of 9 months tc five years. ' , 

Influenza - - .. 
There were no major epidemic of influenza, but scattered 

outbreaks a,nd sporadic cases were: observed throughout the year. The 
causative agent was mainly the influenzaJ./Victoria/3/75 virus which 
had been prevalent since April 1975. Int:htenzaB/Hong Kong/5/72 virus 
was detected on one occasion. ' , 

Parainfluenza type 3 virus and adenovirus tJ~e j were 
frequently detected in the second quarter of tile year while para
i'nf'luenzs. type I virus was active in the third and fourth quarters. 

Health Services 
," "'/"'<' -

,." ,"\' \~, 

Tuberculosis and Chest Services 

There Was a further fall in the tuberculosis deatr. rate from 
14.7 of 1975 to 12.8 per ~J),OOO population. The notification rate had 
alsc dropped from 186 in 1975 to 178 per 100,:)00 pOI=ulation. 

During the year, 98% of the new-born were given BCG, probably 
the highest nUl1lber in the world. Thereh~sbeena nqtable decline in 
infant mortality from tuberculosis and the disease is now rare under the 
age of 15. 

~ocial ~~~~e Service 

The incidence of ver.ereal :iiseases declined by 14::'~ coItparec wi th 
the previous year. Approximately i% of the cases· cwte frcm the teemage group •. 

New cases of leprosy itientified and treated nUlllbered 76 
representing a rate of 1.7 per'" 00,000 population. 

Family Health Service 

The Family Health Service operates a total of l .. O centres, 
each of which provides a comprehensive health care prograome for wo~er. 
of child-hearing age and children from·.birth to 1'i ve years. Family 
plar~ingis now an important and popular aspect of the Family Health 
Servi ceo In 1975, 98/~ of all new-borns were brought to a centre 1'cr 
attention ani advice on at least one occasion. 

If. 3 •••••• 
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Hospitals and O~Jl-patients Service 

At the end of 1976, a total of 18,706 hospital beds was 
available in Hong Kong. In addition, there were 423 beds in Government 
maternity homes and 141 beds in private maternity and nursing homeso 
The total 19,270 beds represented a ratio of 4.3 beds per thousand 
population. 

There are 51 Government general out-patient clinics and 
specialist facilities are available in the polyclinics or specialist 
clinics. During the year, pressure remained heavy on all these 
clinics. Evening out-patient sessions and Sunday and public holiday 
sessions continued to be opened among clinics situated in the more 
densely populated areas. 

The Narcotics and Drug Administration Division was responsible 
for undertaking various activities in the treatment and rehabilitation 
of drug addicts and research and health education in the dangers of drug 
addiction. 

Four methadone maintenance centres and 16 methe.done detoxification 
centres for out-patients were in operation to cater for the demand for 
treatment facilities. 

Medical Development 

A White Paper enti tIed liThe further Developmer..t of ~e,iice.l 
and Health Services in Hong Kong" was published by Goverl'.ment in 
July 1974. The White Paper serves as a blue print for the expansion 
of medical am health service in Hong Kong for the next 10 years. 

The East Kowloon polyclinic stage I and Arran.Street Child 
Development Clinic have been completed. Building work for the new 
1300-bed Psychiatri c Wing of the Princess Margaret Hospital and the 
600-bed Caritas Medical Centre Extension have commenced. 

A Green Raper on the further development of rehabilitation 
services in Hong Kong over the next ten years has recently been 
published. After consideration of the various public comments, the 
Government will later issue a 'Nhite Raper on the future expansion 
of the rehabilitation services. 
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REPORT ON THE PROGRESS OF 
HEALTH ACTIVItIES IN JAPAN <1976-77)1 

The health situation in Japan has greatly improved recently 
along with its social and economic development. In this report, 
some basic health statistics will be presented to show the 
situation, and some recent topicS in the field of health and 
medical services will be highlighted. 

1. Vital statistics (Table 1) 

<a> Population 

According to the national census in 1975, the total population 
of Japan was III 274 000. It has increased by 8 154 000 during the 
last five years at the average annual rate of 1.41., which is a bit 
higher than before. This can be attributed to various factors, one. 
of which is the fact that the women who were born in the period of 
"baby boom", i.e., around 1947 to 1949, have been giving birth to 
babies resulting in a "2nd baby boom". 

(b) Live birth rate 

The live birth rate of Japan stayed at the level of a little 
more or less than 30 per 1000 population through the Meljl 
(1868 - 1912) and Taisho (1912 - 1926) Eras to the post-war period 
around 1949, which meant that Japan fell into a group of countries 
with a high live birth rate at that time. From then on, the rate 
continued to decrease sharply, and it reached a low level of 16.9 per 
1000 in 1961, i.e., almost as low as that of the European countries. 
In 1962, the rate began to change its direction slightly upwards, 
and this trend has continued. A rate of a little more than 19 per 
1000 was recorded from 1971 to 1973 as a result of the "2nd baby boom". 

(c) Death rate (Tables 1 & 2) 

The number of deaths in 1975 was 702 275. The death rate in 
that year was 6.3 per 1000 population, a bit lower than the 6.5 per 
1000 the year before. The causes of death by order of importance 
were as follows: cerebrovascular disease, _lignant neoplasm, heart 
disease. Tuberculosis has ranked lOth in the order of causes since 
1972. So, relatively speaking, emphasis in the national health 
activities is now placed on chronic diseases. 

(d) Infant death rate 

The infant death rate of Japan stayed at the level of more than 
150 per 1000 births until the end of the Taisho Era (1912-1926). It 
started to drop thereafter, reached a level of less than 100 per 1000 
in 1940, further dipped to 13.1 per 1000 in 1970, and reached the 
record low rate of 10 per 1000 in 1975 (Table 1). The rate was much 

lSubmitted by the Ministry of Health and Welfare, Government of 
Japan, 29 July 1977. 
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higher than those of European countries before the 2nd World War, 
but it decreased very sharply after the War at a speed still 
unattained by other countries. Now 3apan is ranked as one of the 
countries in the world with the lowest infant death rates. 

2. Life table (Table 3) 

According to the 1st life table covering the period from 1891 
to 1898, the average life expectancy at birth was 42.S years for 
males and 44.3 years for females. Since then, the average life 
expectancy at birth has improved very much in line with overall 
development of medical and public health activities. It reached 
an average level of 50 years in 1947, i.e., 50.06 years for males 
and 53.96 years for females, then a level of 60 years for females 
in 1950 and for males in 1951. The speed of annual increase was 
really unprecedented in the world, averaging 1.69 years for males 
and 1.72 years for females during the period from 1945 to 1955 and, 
slowing down slightly, 0.41 years for males and 0.52 years for 
females during the subsequent period from 1955 to 1965. In 1975, 
the average life expectancy at birth was 71.8 years for males and 
76.9 years for females; thus the level for males approached or 
overtook those of Western developed countries excluding some 
Scandinavian countries, and the one for females approached those levels. 
The rapid improvement of the average life expectancy at birth is 
due largely to decrease of the infant death rate and the youth death 
rate for tuberculosis. 

3. Measures for health promotion 

Cardiovascular and other degenerative diseases have become one 
of the great national health problems in Japan as is the case in 
Western countries. To prevent these diseases and protect health, 
health promotion centres have been established in the regions since 
1972. We believe that if we want to maintain and promote our health, 
we should lead lives in which such factors as physical exercise, 
nutrition and rest are well balanced against each other. It is difficult 
for most of us, however, to judge correctly whether or not our 
individual daily lives are satisfactory from the standpoint of 
health maintenance and promotion. The work of the health promotion 
centres involves the giving of advice by expert teams to individuals 
who want to apply health promotion every hour of their daily lives. 
For this purpose, the centres have the following three functions: 
(1) study and appraisal of the health aspects of individual lives, 
(2) prescription of changes to be made in lives, (3) actual guidance. 

4. Degenerative disease control 

(a) Cerebro-cardiovascular disease control 

For prevention of cerebro-cardiovascular diseases, continuing 
supervision of life is indispensable in accordance with the results 
of medical examination. Medical mass examinations for cerebro
cardiovascular diseases are being carried out across the country to 
prevent apoplexy and heart disease. 

-
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At the same time, a national cardiovascular disease centre was 
established in Osaka in July 1977; it is expected to give training 
to experts on the diagnosis, treatment and epidemiology of 
cardiovascular diseases, playing the role of a headquarters for 
national cardiovascular disease control measures. 

(b) Cancer control 

Deaths from cancer represented 18.8~ of the total number of deaths 
in 1974. As regards body sites of cancer, both males and females 
suffer mainly from stomach cancer, which is a characteristic disorder 
in Japan. 

Cancer measures include (1) health education, (2) medical 
examination, (3) establishment of medical institutions for cancer, 
(4) training of cancer experts, (5) development of research. 

The medical institutions comprise one national cancer centre 
in Tokyo and nine regional cancer centres across the country. The 
regional centres provide cancer diagnosis and treatment in the 
respective region. 

Through medical mass examinations for cancer, early cases are 
often detected. 

5. Communicable disease control 

Fairly extensive preventive vaccination programmes have been 
carried out in Japan under the requirements of the Preventive 
Vaccination Law; there is regular vaccination for smallpox, diphtheria, 
whooping cough, poliomyelitis, rubella and it is being launched for 
influenza, Japanese encephalitis, and Weil's dbeas.e. 

However, the Government has recently been confronted by serious 
social problems of accidents or health hazards due to side-effects of 
the vaccinations. To cope with these problems, a special aid system 
for the vaccination-induced accidents was established in February 1977. 

The incidence of tuberculosis has been decreasing year by year; 
the total number of newly re8istered cases during 1976 was 97 924 
(morbidity was 86.6 per 100 000 population) which was almost one-third 
that of 1965 (morbidity, 309.9 per 100 000). Main emphasis has been 
laid on preventive measures, and extensive ma88 health examinations 
have been continued. 

6. Maternal and child health 

Under the Maternal and Child Health Law, pregnancy and births 
have to be registered with the health authorities, and specific 
programmes in our country focus upon the care and protection of 
pregnant women and infants. Since the maternal death rate is still 
quite high, although some improvements are being made, expectant 
mothers pose a serious problem particularly in the maternal and child 
health programmes (Table 1). 
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In order to cope with this problem, the Government has given 
priority to: (1) improvement of the ratio of those taking advantage 
of the free health examinations provided for pregnant women (twice 
a year) since 1969, (2) strengthening in quantity and quality of the 
manpower at community level required for maternal and child health 
promotion which has been carried out since 1968. 

7. Environmental health 

(a) Food sanitation 

A total of 6290 food sanitation inspectors (as of 31 December 
1975) mainly stationed at health centres carry out inspections. To 
improve the efficiency of the inspection programme aimed at assuring 
the safety of food, an active training progra~ for the inspectors 
has been carried out. In addition, inspectors stationed at 12 major 
ports and 3 airports are engaged in the sanitary control of imported 
food. Evaluation of the safety of food additives and insecticide 
residues in food has been under way since 1974 and 1964 respectively. 
It is being made for 21 kinds of food additives and insecticide 
residues among 13 crops during the year 1977. 

(b) Water supply 

The population served with water supply systems in 1975 was 
approximately 95 980 000, which was equivalent to 86.71. of the total. 
About 12 thousand million ~ of water was supplied during the year 1975, 
which will be increased to about 21 thousand million m3 and more by 
1985. Implementation of the long-range plan for expanding the water 
supply systems, aimed at complete coverage of the population by 1980 
is planned to commence this year. 

8. Health manpower and medical facilities (Table 4) 

The number of physicians who should be the core of the health 
manpower was estimated to be about 132 479 as of the end of 1975 
(118.4 per 100000 population). In 1977 the number of medical schools 
is 72 and their total capacity about 7480 students; the physician
population ratio is estimated to be 150 per 100 000 in 1985. The 
number of physicians and other medical personnel is shown in Table 4. 
The number of dentists, pharmacists, public health nurses, midwives 
and nurses has increased over previous years, the increase in the 
number of nurses being particularly remarkable. 

-
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APPENDIX 1 

TABLE 1. VITAL AND OTHER STATISTICS 

Population and events 
1975 1974 

Number Rate Number Rate 

Japanese 

Population ( es tima ted) III 274 0001) - 109 410 000 -
Live birth (rate: per 

1000 population) 1 901 440 17.1 2 029 989 18.6 
Death (rate: per 1000 

popu la tion) 702 275 6.3 710 510 6.5 
Natural Increase (rate: 

per 1000 population) 1 199 165 10.8 1 319 479 12.1 
Maternal death (rate 

per 10 000 births) 546 2.7 700 3.3 
Infant death (rate: per 

1000 live births) 19 103 10.0 21 888 10.8 
Neonatal death (rate: 

per 1000 live births) 12 912 6.8 14 472 7.1 
Still-birth (rate: per 

1000 total births) 101 862 50.8 109 738 51.3 
Prenatal death (rate: 
~r 1000 births) 30 513 16.0 34 383 17.0 

*:rriage(rate: per 1000 
population) 941 628 8.5 1 000 455 9.1 

Divorce (rate: per 1000 
popu 1a tion) 119 135 1.07 113 622 1.04 

1) Japanese population shown by the results of the 1 percent sample 
tabulation of the national census in 1975. 

TABLE 2. DEATHS BY LEADING CAUSES 

1975 1974 
Diseases Number Rate Number Rate 

(pe r 100 0001'01' .)_ (p_er 100 000. PO]).) 

1. Cerebrovascular diseases 174 367 156.7 178 365 163.0 
2. Malignant neoplasms 136 383 122.6 133 751 122.2 
3. Heart diseases 99 226 89.2 98 251 88.9 
4. Pneumonia and bronchitis 37 462 33.7 35 692 32.6 
5. Accidents 33 710 30.3 36 085 33.0 
6. Senility without mention 

of psychosis 29 916 26.9 32 486 29.7 
7. Suicide 19 975 18.0 19 105 17 .5 
8. Hypertensive diseases 19 831 17.8 20 117 18.4 
9. Cirrhosis of liver 15 129 13.6 14 658 13.4 
O. Tuberculosis (all forms) 10 567 9.5 11 418 10.4 
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APPENDIX 2 

TABLE 3. AVERAGE LIFE EXPECTANCY AT BIRTH 

Sex Sex 
Years Male Female Year Male Female 

1891 .. 1898* 42.8 44.3 1957 63.24 67.70 
1899 .. 1903* 43.97 44.85 1958 64.98 69.61 
1909 .. 19l3* 44.25 44.73 1959 65.21 69.88 
1921 - 1925* 42.06 43.20 1960* 65.32 70.19 
1926 .. 193()\' 44.82 46.54 1960 65.37 70.26 
1935 .. 1936* 46.92 49.63 1961 66.03 70.79 

1945 23.9 37.5 1962 66.23 71.16 -1946 42.6 51.1 1963 67.21 72.34 
1947* 50.06 53.96 1964 67.67 72.87 
1948 55.6 59.4 1965* 67.74 72.92 
1949 56.2 59.8 1966 68.35 73.61 

1950 - 1952* 59.57 62.97 1967 68.91 74.15 
1950 58.0 61.5 1968 69.05 74.30 
1951 60,8 64.9 1969 69.18 74.67 
1952 61.9 65.5 1970 69.33 74.71 
1953 61.9 65.7 1971 70.17 75.58 
1954 63.41 67.69 1972 70.49 75.92 
1955* 63.60 67.75 1973 70.70 76.02 
1955 63.88 68.41 1974 71.16 76.31 
1956 63.59 67.54 1975 71.76 76.96 

*Note: Complete life tables 

--
TABLE 4. NUMBER OF MEDICAL CARE PERSONNEL 

1975 1974 
Staff Total No. Rate Total No. Rate 

(per 100 000 pop.) (per 100 000 pop.) 

Physician 132 479 118.4 128 455 116.7 
Dentist 43 586 38.9 41 680 37.9 
Pharmacist 94 362 84.3 91 402 83.1 
Public health nurse 15 962 14.3 15 596 14.2 
Midwife 28 927 26.0 26 867 24.4 
Clinical nurse 361 604 325.0 336 612 305.9 
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ORIGINAL: ENGLISH 

BRIEF REPORT ON THE 
PROGRESS OF HEALTH ACTIVITIES IN MALAYSIA I 

1. Countr'Y 

Malaysia is a federation of 13 States and a Federal Territory. Eleven 
of the States and the Federal Territory are in Peninsular Malaysia while 
Sabah and Sarawak are in the2Island of Borneo. The total land area is 
127 581 sq.~iles (332 633 km). Peninsular Malaysia is 50 806 sq.miles 
(131 313 km2) and Sabah and Sarawak cover an area of 76 775 sq. miles 
(201 320 km). The annual rainfall is between 60 and 160 in. The daily 
average temperature ranges from 700 F to gOoF. Relative humidity is 
everywhere generally high •. 

2. Population 

The estimated population and population density are as follows: 

Peninsular Malaysia 
Sabah 
Sarawak 
Malaysia 

3. Health status 

1977 
population Density/sq.mile 
(millions) 

10.62 
0.79 
1.18 

12.59 

209 
28 
25 
99 

3.1 The general health status of the population continues to improve and 
the various mortality indicators are progressively on the decline. 

1957 (year of 1975 (latest % decline 
independence) available) 

Crude death rate 12.110 6.40 48.39 
Neonatal mortality rate 30.00 20.60 31.33 
Infant mortality rate 75.49 33.20 56.02 
Toddler mortality rate 11.00 3.10 71.82 
Still birth rate 24.00 (1959 ) 17.10 28.75 
Maternal mortality rate 2.82 0.83 70.57 

3.2 The proportional death rate (50+ years) increased from 32.8% in 1957 to 
54.97% in 197LI. More deaths are now occurring in the older age-group 

3.3 The life expectancy at birth for the male and (emale population which 
was 56 and 58 years respectively in 1957 increased to 64 and 70 years in 
1974. 

ISUbmHted by the Division of Planning and Development, Ministry of 
Health, Malaysia, 10 August 197'7. 



- 2 -

3.4 The crude death rate was 31.4 in 1975 as compared to 46.0 in 1951. The 
rate of natural increase therefore declined from 33.1 in 1957 to 24.9 in 
1915. 

3.5 Except for sporadic minor outbreaks of El Tor cholera and dengue 
haemorrhagic fever, the country has been relatively free from epidemics of 
infectious diseases. 

4. Health budget 

The health budget for 1911 is M$ 562.0 million (M$ 459.8 million for 
operating expenditure and M$ 102.2 million for development expenditure). 
The operating expenditure on health represents 7.29% of the total operating 
appropriation and the heal~h development expenditure 2.27% of the total 
development appropriation. 

The per capita health expenditure is M$ 44.63 or US$ 18.14. 

5. Development 

The health sectorial plan is part and parcel of the Government's total 
socioeconomic programme based on the New Economic Policy. The provision of 
improved health services will not only lead to a better quality of life but 
would also reduce loss of working hours through illness. This will increase 
labour productivity. Family planning leading to the desired population 
growth will also contribute to the development objectives for improving 
standards of living in the country. 

In order to achieve this, the health plan basically aims at the 
consolidation of existing services, the up-grading and up-dating of 
facilities and services to ensure better standards of health care and the 
proper distribution of new facilities to ensure equitable distribution in 
areas and amongst population groups that need them most. 

Since the launching of the Government's community health development 
programme (CHDP) in 1966, increasing emphasis has been given to joint 
collaboration between the people and the Government in the improvement of 
health status. This is reflected in various campaigns and activities 
carried out at ground level. 

6. Health services 

6.1 Primary health care 

6.1.1 The existing health infrastructure of the basic rural ~ealth service 
is estimated to be serving some 50% of the rural population in Peninsular 
Malaysia and much less in Sabah and Sarawak. Although the Government .is 
giving the highest priority to the development of basic health services, it 
is estimated that complete coverage of the rural population can only be 
achieved'by 1990. In the interim period and as a stop-gap measure it has 
been decided to provide the unserved and underserved population with health 
care based on an adaptation of primary health care principles to the local 
situation. In the Malaysian context the proposed health measures to be 
adopted will be known as community health development (pembangunan kesihatan 
masyarakat). 
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6.1.2 Antlon is underway in developing a methodology to: 

(i) identify villages/population groups which are 
unserved/underserved by existing services; and 

(ii) identify available local community resources in these areas in 
order to maximize community involvement in the implementation of CHDP. 

6.1.3 An intersectorial approach has been adopted in the planning and later 
in the implementation of CHDP in the country. Great emphasis is placed on 
community i.nvolvement and participation in the planning and development of 
the programme. 

6.1. 4 In the meantime, however, 26 mobile health teams have been created 
and are providing basic preventive and cUr'ative ser'vices in some of the 
known unserved areas. These will be incorporated in CHDP and strengthened 
wher'e necessar'Y on the basis of findings of the survey. 

6.2 Expanded programme of immunization 

6.2.1 In Malaysia, immunizations on a routine basis are available for five 
of the "six killers" of childhood, the exception being measles. In 
addition, smallpox vaccination is given on a routine basis. In the expanded 
programme of immunization, pregnant mother's attending antenatal clinics are 
inoculated against tetanus. All midwives in the rural health service are 
being retrained to be rUr'al community nurses, or multipurpose health workers 
who in addition to providing midwifer'Y services, will provide child health 
service, first aid, basic medical care and immunizations. The frontiers of 
immunization are being pushed further into the remote areas through the 
mobile health teams. A review of legislation on immunization is being 
undertaken. 

6.2.2 An in-depth study of the "cold chain" was carried out and the 
weaknesses in storage, transportation and distribution from source to the 
peripheral operating units were identified. Appropriate measures are being 
taken to strengthen the facilities for' storage and transportation of vaccine 
to ensure the potency of the vaccines at all operational units, be it in the 
urban or rural areas. Once this is assured, immunization against measles 
will be considered. 

6.2.3 To Quote the view of the WHO assessment team on the immunization 
programme in Malaysia: "a good service already exists and there is merely a 
need to improve here and there upon the firm foundation already laid, 
similar to those in many advanced health services." 

6.3 Risk approach for maternal and child health 

This strategy aims at giving special attention to those in greater need 
of care b~t within the framework of improved health care for all. The 
"risk" strategy while generally directed to those mothers and children at 
special risk of disease and death, would have far reaching effects on the 
whole MeH services in improving both coverage and quality of health care at 
all levels. A study project is expected to start soon when the protocol of 
study is completed with the assistance of ~IO staff from Geneva and Manila 
and their local counterparts. 
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6.4 Applied food and nutritilin progt'amme (AFNP) 

A sum of M$ 10 million has been allocated for AFNP in the Third 
Malaysian Plan (TMP), allowing for its expansion to cover 43 districts in 
Peninsular Malaysia and also Sabah and Sarawak. By 1980, some 3.5 million 
people will benefit from AFNP. 

AFNP is an integrated operation with emphasis on community involvement 
and involvement of various government and non-government agencies through 
the existing coordinating infrastructure at national, state, district and 
grassroots levels. 

6.5 Dengue haemorrhagic fever (DHF) 

DHF was first recognized as a public health concern in 1973 when there 
were 969 cases with 54 deaths. The outbreak reached its peak in 1974 with 
1482 cases and 104 deaths. It appears to have levelled off at around 
430/440 cases with a 10% fatality in subsequent years. In 1977 up to the 
first week of July, a total of 216 cases with 20 deaths have been recorded. 

Based on an intensive epidemiological study of the disease a new 
strategy is being adopted in 1971, viz. 

(i) an intensive campaign lasting one month once every three months 
(i.e. April, July, October and January) to reduce the Aedes population 
with the use of Abate by householders; 

(ii) vigorous enforcement of the Destruction of Disease Bearing 
Insects Act (DDBIA) during the intervening periods between the 
intensive campaign (May/June, August/September, November/December, 
February/March); and 

(iii) a bigger role of the local authorities in the prevention of DHF 
and enforcement of DDBIA. 

It is hoped that this sustained and coordinated effort will reduce the 
incidence of the disease to a level when it is no longer considered a public 
health problem. 

6.6 Rural water supply and environmental sanitati.on programme 

A sum of just over M$ 7 million has been allocated to this programme in 
TMP. The programme has been designed for coordination with other public 
health programmes and activities in any given area in ordep to reap maximum 
benefits through a multiple-prong attack. Special emphasis is given to 
areas covered by AFNP and to the family planning intensive input 
demonstration areas (lIDA). 

7. Medical care service 

The medical care service which includes ambulatory and in-patient care 
is designed on a centripetal pattern with primary medical care at the 
periphery, secondary medical care at the intermediate level and tertiary 
care at the centre. Whilst secondary medical care is being decentralized 
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progressively to district hospital level, tertiary menical care is being 
regionalized in selected general hospitals to, serve tlll~ 2-3 million 
population of a region. The referral system is being strengthened so that a 
patient will receive the appropriate level of care for his condition both 
expeditiously and efficiently. 

The state of hospitals in the country is as follows: 

GENERAL DISTRICT ACUTE* 
HOSPITAL HOSPITAL INSTITUTION TOTAL BEDS 

No. Beds No. Beds No. Beds No. Beds ONLY 

Peninsular 
Malaysia 12 10 922 46 8 172 4 9 558 62 28 652 15 907 

Sabah 1. 447 13 1 4110 - - 14 1 887 937 

Sarawak 3 1 310 9 599 2 752 14 2 661 1 205 

Malaysia 16 12 679 68 10 211 6 10 310 90 33 200 18 049 
============================================================================== 

(* Acute beds - excludes long-stay beds for mental illness, leprosy, 
tuberculosis, etc., and tertiary beds.) 

The overall bed/population ratio is 2.64 per thousand and the acute 
bed/population ratio is 1.43 per thousand. The admission rate per 1000 
population is 58.1. The oooupancy rate is around 70% and the average 
duration of patient stay 7.6 days. 

8. Dental care servioe 

Major emphasis has been plaoed on preventive programmes. Almost all 
the major public water supply schemes in the country should be fluoridated 
this year; in Peninsular Malaysia 48 sohemes have been fluoridated and work 
on the remaining 25 schemes is expected to be completed by the end of this 
year. Similarly the major waterworks scheme in Kota Kinabalu in Sabah will 
be fluoridated by the end of this year. In Sarawak 15 public water supply 
schemes have been completed. The programme of fluoridation of water 
supplies is expected to cover about 50% of the population or just over six 
million people. 

The expanded programme of dental care now covers children up to the age 
of 17 instead of 12 and dental treatment for adults will not cover only' 
dental emergencies but preventive care as well. Special attention is also 
given to pr~gnant and lactating mothers. 

There are 674 dental clinics with 1104 chairs in Peninsular Malaysia, 
35 clinics with 52 chairs in Sabah and 89 clinics with 134 chairs in Sarawak. 
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Two dental epidemiological surveys have been carried out: one in 
respect of schoolchildren and one in respect of adults. The report of the 
schoolchildren survey has been published and the ('eport of the adult survey 
will soon be completed. These surveys will help greatly in planning the 
future course of the dental service so that the available resources can be 
maximized to make the nation dentally fjt. 

9. Training 

The highest priority has been placed on local production of medical 
manpower at both the professional and the technical levels. Facilities for 
basic training of allied health and technical staff have been expanded and a 
stage has been reached where the country is no longer dependent on foreign 
sources for such training; and \.rith the establishment of the second medical 
faculty in the National University of Malaysia, the dependence on foreign 
sources will be reduced still further. 

Local courses on post-graduate medical education for both professional 
and technical staff have started and are being rapidly expanded to reach 
self-sufficiency as soon as possible. This is the area where assistance is 
most welcomed for the training of "trainers" and advice on the establishment 
of the various schools or courses. 

10. Management 

Management of the health services in the country at all levels is being 
. strengthened through local regular courses and seminars. 

In order to support and further improve management, the information 
service is being reviewed and will be appropriately revamped. A health 
management information system development project has been launched to work 
out a proper information system that will effectively support management and 
decision-making. 
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ORIGINAL: ENGLISH 

UE~f ZEALAi:D 

REiJIE','T IJm R80RGtlTISATIO!T OF TEE BE!~.LTI-I ~~?"iJ7CES 

The Special .:\.dvisory Committee on Health Servi~es CrG::.~i~ation 
set U'p by the Government in 1976 to renort on ~he ~~u~e 
organisation and" o.dninis"cr::.tion of health ~crv~ces ~!l ... e ... ? 
Zealand has studied the interim reports of the COn31..~ t:;.t~ve 
groups established by the previouO Goverm:lent to rev~m'T the 
"Tlli te paper A Health Service for .1~ClT Zealand. . 

Currently the COI:'mi ttee is preparing a pilot schem~ for a 
reorganised he~th service in a selected rurn.l reg~on to be. 
follow'ed by one for a metropolitan area. Every ende::~.vour u~ll 
be made to consult adequately .. ·Tith 10c:U. individuals and 
groups on the implementation of these proposals. 

The Committee recognises the need 'bo prepare stnff and 
establish a suitable financial b~sis for a restructured 
service. Sector comoittees are being established to plan 
these areas. 

CLIUIC;.t 33::1YICES 

I'lisuse of Drur.;s Le.o:islation 

The I·lisuse of Drugs Act and Re£;Ul.at10ns came into force on 
1 June 1977 to replace the existing Narcotics legislntion 
and to give 'effect to the provisions of the Convention on 
Psychotropic. substances. At the same tL~e, certain rccoru1cnd
o.tions of th~ Board of Health Committee on drug abuse lTere 
implemented and the law controlling drug use and misuse ~Tao 
updated. 

Pharmaceutical Benefits 

i'li th the contin1..1ingrise in the size of the drt.1.g bill (from 
$70 million in 1976 to $85 million in 1977 for dru~s di~~enncd 
outGide hospitals), it has been necessary to intensj.fy the 
continuing revie'tv of prices of thero.:oeutic grOU1')S of '~1edic:5..;1()r: 
This review is apart f'rom the 10UG-eot::;blished practice ~'i::leru'u~' 
the price of' a drug met under the 30cinl Secv.rity Act is 
limited to the cheapest br~d available. 

Intensified Drur. Reaction Re~or~iTh1 Scheme. 

Uew Zealand has recently introduced a scheme·f'or intel1Givc 
post I:l8.rket monitoring of the follo~dnG nell medicines: 
Acebutolol hydrochloride (Sectral), Atenolol (Tenormin), 
Netoprolol tartrate (Bete-loc, Lopressor), Sotclol hydrocfllorid~' 
(So~ac;or), Perhex~lene ~aleC'..te (Pexid)t Sodium v:>.lpro::.te 
(Ep~l1l!l).The scnece almS at the early identificc.tion of 
any unexpected reactions not identified at the pre-oarl:etinG 
phase, and at the earlier marketing of nei'T oedicinen. 

~lei'l Zealand is one of the first countries in the i'Torld to 
implement such a scheme. 

1 Submitted by 'the Deputy Director General of Health (Public Health), 
Department of Public Health, t~ew Zealand, 26 July 1977. 
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HOSPITJili SERVICES 

In p,?.rsunnce of the Gov:rnment's policy of movinG health 
serv~ces as far as poss~b1e into the co~unity and thus 
achieving a better balance beti'Teen insti tution~ and 
commun~ty care services, hospital boards have n1~ced incrensir~ 
emphas~s on the development of their extramurni services. 

By ame~dment to the Hospitals Act, hospital boards have been 
a':lthor~~ed to establish f2.mily health counsellin{~ centres 
e~ther l.!l health centres, or in other institutio!lS under their 
control. Special committees 3et up to consider the develo~ment 
of open heart surgery and cOIDyuterised ~ia1 tomography ~ 
reported back to the Government during the year. Approval 
has.been given for the first C.A .T. scanner to be purchased 
and installed. Fo1101'ling ev~luation of this sca.nner t,,:'TO 
oth:r~ ,·rill be installed at major centres of population. A 
dec~s~on on the development of tuo more cardiac surgicc::.l 
units in New Zealand is expected shortly. A special co~ittee 
istudying the expansion of renal dialysis and transp1::.ntation 
facilities is due to report back to the Government in 1977. .~ 

Another significant developm~nt during the year 't'Tas the 
establishI::lent of a national pituitary hormone laboratory to 
extract human gro,.;th hormone and human pitUitary c::onc.dotrophin 
from pituitary gl~ds collected locally. Also national 
training centre for ~bulance personnel uas set· up, and an 
overseas expert recruited to assist in the development of 
appropriate training programmes. 

NE1TTAL.. HE.ALTH. 

The most encouraging innovation has been the planning of 
addi tional medium and long stay f~cili ties "ri thin the General 
hospital services for small groups of :yatients uith spccic~l 
problems. The general trend is tm'1ards the evolution in 
each hospital board district of a comprehensive ranGe of 
mental health services to meet the total re~uireoentG of 
treatment and residential pr05r2..I:lI!les, i·ri th the sole e:::ception "'-
of maximum security provision. 

While there is still some distance to go before this conprc
hensive provision reaches the ap:!?ropri~te level, the ~Tide 
acceptance of the underlyinG principle is a very favouruble 
development. 

DENTAL HEl\LTH 

In the dental health progr~Des for children and adolescents, 
the emphasis has been on dental health promotion and dise~se 
prevention. Fifty four per cent of New' Zealand's population 
no,.; receives fluoridated Hater. 

In the age group 2+ - 18 years dental caries and the accoo
panyinG tooth loss has been reduced. The need for restor~tive 
care has also declined. 

A comprehensive national survey of adult dental health has 
been undertaken to evaluate the long term benefits arising 
from the dental public health progr~~es for children and 
adolescents. 
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nURSING 

In line 1'1i th the trend, to"\'1o.rds an incre ase in communi t:'l 1:00.1 th 
services outside the acute c~re hospital system, the co~prehGncivG 
nursing programmes conducted nt present in the four technical 
insti tutes "\'1ill eventually re:place the traditional syster.1 at 
hospital schools of nursing. 

Some proGress is 'being made tOi'Tards implementing the policy 
that professional nursing services be provided by registered 
nurses. 

The employment of health assistants has improved the service 
to families. 

~~vironnental Health 

Changes aimed at more effective financial control have occurred 
- in the ~dministration of covernment subsidies to encour~ce ~nd 

assist local authorities in t,he provision of improved "\·rater 
supply and se1'1age disposal Horks. 

Increasing attention is being directed to-"'1ards the control of noise. 

A survey of refuse disposal operations has been conducted 
throuGhout the country in order to compare the perforoance 
of the local authorities responsible for this function. 

The control of industrial air -oollution is \'lell est:~blished 
and the first. "clean air zonell·has come into e~:fcct. Symp.J';OTni3 

of oxident formation have been observed and have led to 
intensified monitoring and attempts to introduce pollution 
inventories and other control:oe8.sures. 

Fauily He2.1th 

Publication of statistics on neonatal mortality rates for the 
years 1971,1972 and 1973 1':11ich w'ere respectively '598, 555 
and 642 per 100,000 live births, Give no grounds for 
complacency. The main C2..use of death v1as classified as 
pneumonia but many "cot de8.thsll w'ere classified as such on 
minimal post-mortem evidence. An extensive national survey 
to define the social and medical implications of the L1ort~.li ty 
rates is planned for nerc year. 

T1'To further ~obile ear clinics have been a1)"Oro~led for use 
at schools in district S ";'lhere the prevalence of chronic 
suppurative otitis media is high. 
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Disease Control 

In line ,\1'ith i'forld Health OrGG.nioc..tion_ roc om:i1cndat iOl1G , a 
Comr.ti ttee on SmokinG and He [.'..1 th hc.s been appointed to udvi::o 
the I-linister of Health and a survey of the tar and nicotine 
content of 11e1-1 Zealand brands of cigarettes is under-my. 

Immigra.nts from the South Pa.cific and itinerant ~'lOrkerD 
staying over t-.;-ro months arc n01'1 required to have a choct .'~
ray. A further X-ray is offered at six months and again at 
12 months. 

In one health district the incidence of pulconary tuberculocis 
has increD.Sed in children and B.C.G. vaccination is bci1"2g 
extended to school children in the "at risk" grouplil. 

Occunational Health and Toxicology 

An Industrial Chemicals Co~~ittee has been established to 
advise on the hazard potentinl of chemicals used in inc1u::.ltry 
and to recomnend investigations into the exposure of \Torl~ers 
to these chemicals. The Committee 11'ill also ravie,-; control 
measures. At present it is considering ~ot~ntial carcinogens 
and acceptable biological levels for certain metals. 

Occupational Health teams comprisinz an industrial hYGieniGt, 
an occupational health nurse and an industri~-nedical 
officer nre being established on a reeion::.!. baois to ~'..:::3i::dj 
district health offices 1-lith Occupo.tiono.l health. 

-
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REGIONAL COMMITTEE FOR THE WESTERN PACIFIC 

TWENTY - EIGHTH SESSION 

TOKYO .- 6TH TO 12TH SEPTEMBER, 1977 

PAPUA NEW GUINEA 

BR:::EF REPORT ON THE PROGRESS OF HEALTH ACTIVITIES DURING THE LAST 12 MONTHS 

The Department of Health Budget for 1978 has been estimated at K38,656,388 made up of the following broad components: 

Personal Emoluments 

N.E.C. Ceiling 

Supplementary Budget 

K 15,960,311 

15,463,000 

7,233,077 

K 38,656,388 

This is an increase of K4.9 mi]lion or 14. 6~~ over the 1976/:1977 anticipated expenditure. Estimate,: of item~; other 
Personal Emoluments have been based on current prices; some provision was made for price jncreases which occul'rL'd since 
the preparation of the 1977/78 interim budget on which the ceiling was based. 

The functional classification of expenditure was recently revised and it is hoped that the new classification ",ill 
improve expenditure control as well as allow a better monitoring of the targets set out in the National Health Plan. 

" 

The Department ceased to be fully self-accounting on 1/7/75. A recent request to the Department of Finance to revert to 
self accounting status was unfortunately not successful. 

The Department currently employs 10,381 people. Of these 6,3 L1 ;1 are public scrvants and 4,036 are casual emplo,vees (nur,3e 
aides, aid post orderlies and general labourers). Considerable efforts have been made recently to contain ne\;, employ··· 
ment or replacement of wastanc. It is becoming exceedingly apparent however that recruitment will have to resume 
particularly in specialist arei.jS if the Department is to provide a reasonable Giandanl of hul1th services. 

The Department of Health has five Divisions v,hich arp col1ecbvely responsible for the running of health services within 
the country. These Qivisions ar'e:- Health Improvement 

Health Care 
Health Planning 
Medical Training 
Finance & Management Services. 

<) / 
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HEALTH IMPROVEMENT 

This programme is community based a~d aims to improve the health status of the community. 

Top priority is being accorded to Health Improvement as most of the services provided in this Division are of a preventive 
nature. 

This programm~ has been actively pursued and must continue if any savings in terms of human suffering and finance are to 
be gained. 

The programme has been hampered by the lack of finance usually brought about by thinking that hospitals and medical staff 
bring about good health. Programmes already in action that must be stepped up and continued are:-

(a) Health Education 

This is to inform the community about programmes that are being operated in their area and also to promote 
health services in general but in particular services that will prevent "poor" health. 

This section is staffed mainly by personnel holding the Diploma in Health Education. Asi~e from the 
Institute of Health Education staff most Provinces have their own Health Educator who acts as Health Education 
advisor to other Health Personnel in the Province. 

Promotion of any new health functions is usually carried out through the Health Educators. 

(b) Malaria 

The Malaria Control Programme is operating in some 75% of Provinces. This is being carried out through 
residual spraying of D.D.T. As Malaria is the third largest killer disease in the population as well as 
causing economic problems through work time lost it is essential that this programme be continued and 
built up to cover all Provinces. 
Difficulties are being experienced at the present time in expanding the programme mainly due to a lack of 
finance being made available for transport travel as well as wages for sprajmen and entomology collectors. 
Unless more finance is made available for these items the programme will not progress or expand. The World 
Health Org~~isation is currently providing technical staff to assist in the Malaria Control Programme and 
their continued support will 'be needed for sometime yet. 

(c) Tuberculosis and Leprosy 

These two diseases are of major importance and case detection and control of patients is important in 
preventing the spread of these diseases. with proper planning and adequate finance it is possible to 
eliminate these diseases. World Health Organization have provided staff assistance to help with the 
planning and programming of action plans to combat these diseases. The Department has a medical officer 
in chargc of each of these control programmes. 
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(d) Veneral Disease 

This group of diseases are currently claiming more victims and programmes to create community awareness and 
encouragement for people to seek treatment should be actively promoted. 

An action plan for the combating of Veneral Diseases has been drawn up and implementation has commenced but 

'\ 

a large effort and more finance is needed if implementation is to be completed and the programme is to succeed. 

(e) Nutrition 

Protein energy malnutrition is widespread throughout the country and remains one of the biggest problems in the 
fight against disease. The Nutrition section of the Department is being enlarged by the placement of nutritionists 
in as many· provinces as soon as possible. Most of the nutritionists at the moment are supplied to the Department 
through foreign aid donors such as Save the Children Fund and C.U.S.O. 

(f) Disease Control and Immunisation 

Organisation and management failures are the main constraints in this programme. Areas with a high incidence of 
preventable disease are given priority. The main immunization programmes are aimed at B.C.G. and Whooping Cough, 
Diptheria, Tetanus and Polio. These must continue to safeguard the population. 

This division also deals with outbreaks of epidemics in the country and needs to be kept informed of any occurrence 
out of the ordinary in relation to disease patterns. The division is headed by a Medical Officer. 

(g) Environmental Improvement 

This service has concentrated on water supplies, proper sanitation and general improvement of living conditions. 
The aim is to raise the health standards in a community creating an effective barrier to disease by removing the 
disease causative agent or interrupting the route of transmission. Much of this work is carried out by the Health 
Inspectorate. 

(h) Family Planning 

The need for family planning is well established on health grounds. A continuing effort is being made to make 
family planning available to anybody in the community who desires this service. 

HEALTH CARE 

The services under this Division are to meet personal and family health needs. These services are provided from aid 
posts, health sub centres, health centres and hospitals. 

Efforts have been made to equalise expenditure between Provinces in this field and to avoid concentration on Urban 
Hospitals at the expense of rural health services. 
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The aim is to provide more rural health services for commilnities. This can only be done by the diverting of funds from 
the urban areas as far as practicable. Staffing of rural health installations relies on the output of Health Extension 
officers, Nurses, Nurse Aides and Aid Post Orderlies. These are the staff that administer primary health care to a 
community and the staff that are most essential in the eyes of the community. 

(a) Hospitals , 

The goal of the National Health plan is to have one hospital per province. This goal has almost been reached 
despite arguments to keep second or third hospitals in a province open. 

Agreement has been reached with the Lutheran Church to have Wapenamanda Hospital recognised as the Provincial 
Hospital. This completes the programme to have a hospital in each province. Expenditure on hospitals is expected 
to reach 33% of the proposed budget. 

(b) Health Centres 

These centres are to be established where the population warrants it. At the present time the Department is behind 
wi th its projected number of Health Centres. This is mainly because of financial difficulties. The progl'arr:::;( require;:; 
an additional 5-8 health centres a year to be built to keep pace with the population growth. At present there are 
approximately 143 Health Centres and 209 Health Sub-Centres. 

(c) Aid Posts 

These are the first level of health contact with the general population and a steady increase in number must be 
maintained in order to meet the community's needs. Positioning of Aid Posts and staff employment are the concern of 
the Local Authorities. There are 1,667 Aid Posts run by churches, Local Government Councils and the Government. 

(d) staff Postings 

The Health Care Division handles the posting of Medical Officers and Health Extension Officers to ensure that equal 
distribution of staff is made to each province. 

(e) Specialised Services 

Many specialised services such as nursing, pharmaceutical services, etc. are under supervision of the Health Care 
Division and as development occurs more specialisation is often called for. An omoJ:lrd-going process of med; cal C:1re 

supervision is monitored by the Division and new specialist categories introduced as needed. 

HEALTH PLANNING 

This Division is responsible for the overall planning of the functions of the Dcpartment of Tj.;~l tho Al- pres(>nt tfw 
Department is operating under the National Health plan 1974-78. It is the responsibility of the Planning Division to 
monitor the progrcss of the Health Plan and to recommend alterations to the basic plan to cnnhle jt to meet the neer:;' of 
the nation. 
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This is done through the National Reporting System ann the gathering of statistics within the illV1Slon. From the 
information available a new Health plan is to be drawn up ready for implementing on the completion of the current one: 
in 1978. 

with this forward planning for community needs a good basis for the gaining of financial assistance will be laid. 

Overseas Aid section 

This section is responsible for the co-ordination and utilisation of overseas aid that is offered through agencies 
such as World Health Organisation, UNICEF, Save the Children Fund etc. as well as aid from donor Nations in the form 
of equipment, personnel or fellowships. 

MEDICAL TRAINING 

This Division provides training facilities for the following categories of Health Workers needed in the country:-· 

Health Extension Officers 
Health Inspectors 
Registered Nurses 
Enrolled Nurses 
Nurse Aides 
Aid Post Orderlies 
Dental Therapists 
Dental Technicians 
Medical Technologists 
X-ray Technicians 
Anaesthetic Technical Officers 

Post Basic Courses run by the Training Division are:

Diploma Health Education 
Diploma Nursing Education 
Diploma Community Health 
Diploma Health Administration 
Diploma Nutrition 
Post Basic Paediatrics 
Post Basic Midwifery 
Post Basic Psychiatric 
Post Basic Theatre 

The Division is also responsible for the maintenance of standards in church training institutions and for the arranging of 
further overseas post graduate and basic training. 
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At the present time the College of Allied Health Sciences Madang is being rebuilt and upgraded in order to increase 
the number of Health Extension Officers and Health Inspectors. The project is being financed by ~he World Bank 
Education Loan to P. N. G. The total cost of the project is $US 1.4 million. The College of Allied Health Science::
Port Moresby is responsible for the conduct of Diploma Courses and the majority of Post Basic Courses. 

The Training Division is designed to train Health workers to meet the specific needs of the country. Long range 
planning and continuity in this Division must be continued if the personnel to run the health services of the country 
are to be maintained. 

FINANCE AND MANAGEMENT SERVICES 

This Division provides the back-up services for all the other Divisions and the efficient running of the whole 
Department depends on the efforts of the Division. Recruitment, payment of staff and disciplinary matters are all 
handled by this Division. 

One of the most important functions, however, is the handling of finance for all the other Divisions. This includes 
representing the Department when the allocation of funds is made by presenting the Health Budget for funding to the 
Finance Department. 

The keeping of both financial and personal records are also essential to the functioning of the Department. 

~ Currently a staff review is being carried out and it is essential that this continues through to its conclusion In 
order that other Divisions may function efficiently. 

Continual staff and financial reviews are carried out as a routine duty of this Division. Clerical staff are under 
the control of this Division. 

\~ \ ,\(,..~ 
\. .: .-~'- .' 
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E. RO,H Il SAFITOA 
SECRE~ARY FOR H~ALTH 
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ORIGINAL: ENGLISH 

REPORT ON THE PROGRESS OF HEALTH ACTIVITIES 
IN THE PHILIPPINES - 15 August 1977 

The latest available vital and health statistical, epidemiolo
gical and other related data indicate that the state of health in 
the Philippines ~oday may be considered satisfactory. As of July 
1, 1975, the Philippine population is estimated to be 42,517,300. 
The population is increasing at the rate of 2.76% annually (with a 
crude birth rate of 38 per 1000 population) at which rate the population 
is expected to double (by approximately 28 million) by the year 
2000. In 1975, the crude death rate was estimated at 10.4 per 1000 
population with an infant mortality rate of 59 per 1000 live births. 

Communicable diseases still constitute the country's major 
disease problems. Out of the ten (10) leading causes of death, 
five are communicable diseases, namely: pneumonia, respiratory 
tuberculosis, gastroenteritis, bronchitis and tetanus which ranked 
1st, 2nd, 4th, 9th and 10th, respectively. The other leading causes 
are diseases of the heart (3rd), diseases of the vascular system 
(5th), avitaminosis and other deficiency states (6th), malignant 
neoplasms (7th) and accidents (8th). However, through the years, 
deaths from communicable diseases have been reduced considerably. 
In 1923, communicable diseases accounted for 75.6% of all deaths; 
in 1956 for 54.7%. With this significant reduction in the mortality 
due to communicable diseases, mortality 'from chronic degenerative 
disease like d~seases of the heart, diseases of the vascular system 
and malignant neoplasms have shown a corresponding increase~ This 
is a natural consequence of the prolongation of the life expectancy 
of the population which has been currently estimated to be 60.0 years 
at birth. (1975). 

As to morbidity, the ten leading causes from the 28 not~fiable 
diseases in the country and their respective rates in 1975 were as 
foll()ws: 

1. Influenza 
2. Gastro-enteritis & Colitis 
3. Tuberculosis All Forms 
4. Pneumonias 
5. Whooping Cough 
6. Measles 
7. Malaria 
8. Dysentery All Forms 
9. Malignant Neoplasms 

10. Infectious Hepatitis 

Rate/lOO,OOO population 

578.3 
474.3 
308.5 
218.9 

66.4 
65.3 
64.6 
47.4 
32.1 
10.2 
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It will be noted that except for malignant neoplasms, all the 
10 leading causes of morbidity were communicable diseases. The 
ranking of these leading causes differed slightly from region to 
region. However, influenza, tuberculosis, gastro-enteritis and pneu
monias occupied the first four places, although not necessarily 
always in that order. 

The major thrust of the national health plan is directed towards: 
(a) the provision of adequate health services to the rural population, 
(b) the control of communicable diseases and other specified diseases, 
(c) the lowering of population growth, (d) the improvement of the 
nutritional state of the population in general and of mothers and children 
in particular, (e) the improvement of environmental sanitation and 
(f) the control of drug abuse. All of those objectives are expected 
to be realized with the effective implementation of a number of action 
programs specifically designed to achieve said purposes. These are 

1. Program for the strengthening of rural health services. 

2. Programs for the control of communicable diseases. 

3. Environmental sanitation program. 

4. Nutrition and maternal and child health program. 

5 •. Population control program. 

6. Program for the control of drug abuse. 

Aside from these, the plan maintains programs which form the basis 
or are supportive of the above and these are: 

1. Programs for the provision of medical care 

2. Health education program. 

3. Infrastructure program. 

4. Manpower development program. 

In line with the government policy of providing health services 
to the rural population, the government has established various health 
units in the rural areas such as rural health units, puericulture cen
ters and barrio health unit. The plan aims to strengthen these services 
by providing the manpower and facility support necessary to meet the healcil 
needs of the rural population. 

Projects under this program include the upgrading, renovation and 
construction of Rural Health Units by various agencies such as the 
Department of Health and the Department of Public Works, Transportation 
and Communications. The Department of Health aims to reach remote 
areas through mobile clinics and through a hospital ship. These fa
cilities are also intended to augment RHO personnel in needy areas and 
to provide emergency and health care services in disaster areas. 
They shall also serve as temporary health stations and shall provide 
interim health care during the construction or renovation of permanent 

-
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facUities in areas where the need for such facilities :has; been 
identified and prograaecb. 

. To provide the necessary manpower support to the health faci-
lities in the rural areas, the gove~ent undertakes a rural practice 
program for physicians and nurses and is developing a,. volunteer heal th 
service program in coordination with private voluntary organizations. 
The government shall use medical auxiliaries or paramedics who will 
be assigned to the rural areas where there is a lack of professional 
medical personnel. Subsequently, a 'training ,program for these person
nel has been formulated by the Depar~t of Health and supported by 
various training institutions su~h as the National Manpower and Youth 
Council and the University of the Philippines System. 

The government has recognized the persistence of certain di
seases/conditions particularly that of communicable diseases. 
In view of this, programs and projects have been designed to reduce 
the incidence of these diseases by strengthening: a) case
finding and treatment, b) surveillance services, c) imDlnization 
services, and d) public education services. 

In addition, special programs and projects have been organized 
which include the Tuberculosis Control Program, the Malaria Eradication 
Program, and the Schistosomiasis Control Program. Special efforts 
have also been directed against filariasis, cholera and sexually 
transmitted diseases as gonorrhea and syphilis. 

1. Tuberculosis Control Program - Tuberculosis as a disease problem 
has persistently claimed a sizeable. number of lives in the 
country.· . This disease ranks as one of the leadiba causes of 
morbidity/mOrtality and has cost the government millions because 
of treatment and lost manpower in production. Its control, 
therefore, become a major concern of the government. The 
Department of Health, in cooperation with the· Philippine Tuber
culosis Society, has strengthened the existing Tuberculosis 
Program in the country. The objectives of the redirected Tuber
culosis Control Program are to effectively cover all susceptibles 
(newborns, school entrants) by specific preventive measure (BCG 
Vaccination) to diminish the sources and pool ·of infection through 
case-finding and to effect ambulatory and home,treatment procedures 
and education to the public on prevention of the disease. The 
Department of Health, through the Division of Tuberculosis, has 
integrated a TB control program in the activities of the rural health 
units. Emphasis was focused on case detection especially the in
fectious cases through the cheaper method of sputumexam.ination and 
appropriate treatment and through BCG vaccination which increases 
the resistance of the susceptible population. The Philippine 
Tuberculosis Society, a ~em1-government agency to control tuber
culosis, has collaborated with the Department of Health in planning 
the strategies for the TB control program and in addition, has 
operated TB hospitals and pavilions to accommodate'TB patients 
needing hospitalization throughout the country. 



4 

2. Malaria Eradication Program. On account of its socio-economic 
implications, the malaria· eradication program remains as one of the 
priority projects of the government. Malaria has posed a problem 
to newly opened areas for logging, mining, and other enterprises as 
veIl as agriculture and settlement. It has been considered imperative 
to continue the program not only to eliminate the last reservoir of 
infective cases but also to protect the gains already achieved; 
particularly to keep newly developed areas from becoming malarious. 
It is planned that in the remaining hard-core areas anti-malaria 
measures will be intensified and operational research studies will 
be undertaken. Attack measures will be utilized on a selective basis 
depending on the nature of local epidemiological circumstances. 
To decentralize execution and provide effective control and super
vision of field operations, field areas have been established, each 
area comprising about 4 to 6 malaria field units or sub-units. The 
two major activities are spraying operation and surveillance operation. 
Spraying operation has been the major activity in malaria eradication. 

3. Schistosomiasis Control Program. Schistosomiasis control has 
been a multi-agency effort requiring skills and resources outside 
of the traditional health agencies. The hindrance to development 
and tremendous lo.ss in agricultural production has made· it· a govern
mental concern. 

In the various endemic regions, the National Schistosomiasis Control 
Commission undertakes control activities and researches which are 
integrated into the activities of the various member executive 
departments of the government. The major control measures adopted 
by the NSCC include: <a) health education, b) environmental sani
tation, <c) treatment of cases, and d) snail control through agro
engineering methods such as the draining of water-logged areas, 
channeling of streams and creeks, and the filling and grading of low 
places and depressions and the ponding in areas not suitable for 
drainage. 

Under this program, the treatment of cases, sanitation and health 
education are undertaken by the Rural Health Units with support 
from schools and local officials. The spring development and water
works projects and the contruction of foot bridges over snail-infested 
creeks and streams shall be supported by the Department of Local 
Government and Community Development and the Department of Public 
Works, Transportation and Communications. 

Assistance to the program was also sought by the National Schis
tosomiasis Control .Commission from the USAID,Food for Peace and the 
UN/FAO Food Program. The Japanese Office for Technical Cooperative 
Assistance also provides assistance for the control and research 
program. 

4. Environmental Sanitation. Poor environmental sanitation which 
is a major contributory factor to the high incidence of communi
cable diseases in the country has prompted health authorities to 
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campaign and work for improved sanitary conditions of the environment, 
Programs and projects for environmental sanitation aim to lower the 
morbidity and mortality rates of filth associated communicable 
diseases through intensification of sanitation service activities. 
In order to achieve these objectives, these programs and projects 
shall seek: a) to improve existing sanitary facilities, b) to 
construct additional basic sanitary facilities in the country, 
c) to launch a more vigorous and sustained health education cam
paign, and d) to implement strictly current laws and executive 
orders involving environmental sanitation such as Presidential Decree 
522, General Order No. 13 and the Sanitation Code of the Philippines. 

5. Philippine Nutrition Program. Realizing the magnitude of mal
nutrition and recognizing its impact on the socio-economic develop
ment of the country, the government created the National Nutrition 
Council which is vested with the responsibility of coordination and 
mapping out the various nutrition programs and projects of the 
different government agencies. 

Government efforts against malnutrition shall be on a nationwide 
coverage and shall be directed to the vulnerable groups in par
ticular and the population in general. 

The objectives of the program are: 

a. To improve the nutritional level of the population, especially 
toddlers, school children, and mothers, through nutrition education 
of mothers, expansion of supplementary feeding, and intensification 
of the case finding and treatment program. 

b. To develop and monitor a surveillance system over the nutritional 
status of the population. 

c. To coordinate with other government agencies and private sectors 
in the implementation of the nutrition program. 

The program approaches these objectives through: 

a. Manpower training on nutrition. 
b. Nutrition education of the public. 
c. Supplementary feeding. 
d. Food production. 
e. Establishment of nutrition rehabilitation wards. 

6. Maternal and Child Health Program (MeH). In view of the high 
incidence of infant mortality the government shall continue to 
implement a maternal and child health program through its various 
agencies, particularly the Department of Health and the Bureau of 
Family and Child Welfare, Department of Social Welfare. 
The program aims to reduce infant mortality and maternal deaths 
through: 
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a. Expansion and upgrading of general health services. 
b. Intensification of the immunization program of infants and 

pre-schoo1ers. 
c. Provision of adequate drug and diet supplements to mothers 

and children. 
d. Coordination of the MCR services among the various govern

ment and voluntary agencies. 

7. Population Control Program. To implement the national policy 
on population, the government created the Commission on Popu
lation which subsequently adopted the Family Planning Program •. 
The Program consists mainly of integrating into the existing 
development programs the various family planning programs of 
the participating agencies. These participating agencies, 
numbering over forty, come from the government, private and 
religious sectors. Thus, existing health, welfare, education 
and community development agencies shall deliver family plan
ning services to the people. 

The Four-Year Program on Population Control shall continue 
to support projects imp1.ementing its four-pronged activities, 
namely a) the delivery of family planning services, b) man
power training, and c) information/education/communication 
(IEC), and d) research/evaluation. 

8. Because of the deep concern over the growing problem of drug 
abuse, the Dang,erous Drugs Board was created in 1972 • The 
following activities are being conducted to implement the 
Dangerous Drugs Act of 1972 to the fullest extent; 

a. To establish an effective coordination and smooth working 
relationship between the government and voluntary agencies 
engaged in the fight against drug dependence in matters of 
law enforcement, preventive education and community inform
ation, treatment and rehabilitation of drug dependence, man
power training and research. 

b. To establish a central registry of drug dependents und~r 
treatment and rehabilitation to ensure adequate follow-up and 
to provide more accurate data on the nature and extent of 
the problem and other valuable information for purposes of 
planning and evaluation. 

c. To intensify the community education program through the baran
gay or citizen assemblies to gain public support and coopera
tion in the fight against drug dependence. 

-
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d. To disseminate information regarding prevention aDd control 
of drug.depeadeace to the public, standard approaehe. in the 
treatment and rebabUitation of drug dependence. 

~ To conduct research on the ecteM=atloa. treatMnt and rehabili
tation of drug dependence; aDd 

( To undertake a training program for drug control personnel, 
medical officers, local leaders, teachers, and parents in the 
detection of drug dependents. 

9. The Medical Care program atms to provide quality health care to 
the greatest number of cases needing hospitalization or curative 
care services. This shall be implemented through a system of 
facilities (government and private) providing primary, secondary 
and tertiary care services related to each other by an effective 
referral system. Althoup this program is basically curative in 
nature, it also provides for and supports promotive, preventive~ 
and rehabilitative services. 

10. 

Projeets and «tivit1ea Uader the proana 1Dclucle the pro-
vision of general services, .... c1a11y hospital. s~ces and 
sanitaria services by the DepartMllt of Health. The c~nity 
hospital and health centers of the Ph1ltppiDe M8dieal Care 
Co.alsslon (PMCC) sballalso provide· health services to the 
population. TI;Ie infrastructure support of these hospitals and 
sanitaria shall, be provided by the Department of Public Works, 
Transportation and CommunicatioDS. In addition, tbeae projects 
.re ca.pleted by tbeBea1th Iasurance JUad of the Philt.ppine 
Medical Care Proar- ad.jnjstered by the PIICC. It shall allow the 
use of both covera.eat aDd private aedical facilities. Other 
agencies of the govermaent such as the UP-Philippille General 
Hospital, the Departllellt of National Def ... Hospital, and 
various local govera.eDts shall also provide ...sieal s.rvices 
although with limited coverage. 

The Health Education Program, a major program for preventive health 
care, has the following main objectives: a) to inform the public 
on current bygiene, health practices and proper nutrition; b) 
motivate them to undertake measurea for promoting health in their 
daily lives and in their c~ities. and c) to influence con
sumers' demands for health care services by educating the public 
to avail themselves of facilities and services commensurate to 
the degree of illness and need and to influence consumers' demands 
for food in favour of superior nutrients. 

The proar- shall be Ulldertablt _ ~h the fOEaI aai Wonal 
levels with the Depart.mt of lducat!_ and Culture holdtq the 
primary respoas1h1l1ty for the formal health education aspect. 
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The Department of Health and Department of Education and Culture 
shall assume the leadership in the systematic pla~ing of health 
education programs, training qf health educators t and implementa
tion of the program. The program shall incorporate and give 
special attention to specific areas of concern such as nutrition 
education, family planning education, and information on the 
control of drug abuse. 

II. Food and Drug Contro). Program. To ensure the safety and purity 
of foods,drugs, and cosmetics being made available to the public, 
the Food and Drug Administration was created and placed under the 
Department of Health in 1963 •. ' Its objectives are. to a) ensure 
a safe and steady suPplY of quality foods, drugs, and cosmetics 
to the pUblic; b) regulate the production~ safety, and traffiC of 
the same to protect the. health of the people. 

In carrying out these objectives, the Food and Drug Administration 
shall airoto:., a) intensify the inspec tidn of establisrunen'ts 
engaged in the manufacture of foods, drugs, and cosmetics with 
strict enforcement of food manufacturing practice; b) conduct a 
systematic co11ection·and analysis of saJllP1es for checking the 
quality and safety of the commodities; c) undertake a regular . 
survey andmonitoriagqf contam;fuantsoffoods an4 food pro(l~cts 
such as heavy metaJ.s, organic compound,.and.others that. will 
affect the health of the users; and d) issue. licenses to food". 
drug and' cosmetic 1Jl8llufacturers and their outlets as required 
by law. 

12. National Dental· Health Program. The program ,aims to reduce the 
. incidence and prevalence of periodontal disease and dental caries. ' 
The prevention phase of the program 0:-' oral hygiene, fluoridatiQn 
and dental health education .,.. shall be focused on the youth group. 
Implementing the.. program, the Department of Health shall partici
pate with the Department of Education and CUlture particularly 
as regards oral hygiene education; 

13. Radiation Control •. To protect the health of the public, the Radia
tion Health Office which was created by Presidential Decree No. 480 
on June 6, 1974 under the Department of Health shall conduct the 
following activities through the"cooperation of the private sector: 
(a) Preseribe measures to regulate production,importation, and 
export of radioactive emitting apparatus as well as ionizing 
radiation devices; (b) Couduct surveys, regulate and inspect 
radiation emitting appliances; (c) Assist in the training of 
radiation works; and (d) Collect, analyze, and disseminate inform
ation on radiation to the users of these apparatuses as well as to 
the public., 

,. 
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Health Resources: 

To make the health service viable and functional, resources mue;; 
be available. As of 1976, the government subsystem facilities consist 
of 318 general hospitals with an aggregate of 29,700 beds which 
include the five special hospitals with 9,450 beds. There are 1,705 
Rural Health Units dispersed in every municipality with 3,023 Barangay 
Health Stations, 743 Puericulture Centers, 51 Maternity Clinics, 
50 Mobile Hospitals, 8 Sanitaria with 8,070 beds, 5 Skin Clinics, 
15 Traveling Skin Clinics, 37 Malaria Eradication U~its, 11 Schisto-
somiasis Control Units, 75 Chest Clinics, 23 Social Hygiene Clinics, 
In the private sector, there are 570 hospitals with capacities ranging 
from 5 - 300 beds with a total of 25,574 beds. 

Health Manpower: 

Based on available data, there is a total of 13,120 physicians in 
the country with 3,425 employed in the Department of Health. Of the 
total 17,417 health manpower of various categories in the Department 
of Health, 4,117 are nurses, 2,980 are midwives (excluding midwives 
in hospitals and puericulture centers), 781 are dentists, and 2,101 
are sanitary inspectors. There are more physicians and nurses engaged 
in private than those employed in the government. 

Financial Resources: 

The government-operated health service derives its funds from 
national and local' government appropriations, health insurance 
funds, receipts for services, contributions, grants in aid and 
loans from foreign and international agenciea. 

Health, as a function of government, ranked fifth in allo
cation of government funds in 1975. Other government functions 
like education, national defense, agriculture and infrastructure 
received a greater share of the national budget. 

In 1975, the Philippine Government spent an estimated 
'661,595,000 for health services (operational expenditures). This 
represents 3.5% of the total government budget. 
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ENGLISH ONLY 

REPUBLIC OF KOREA 

REPORT OF PROGRESS OF HEALTH ACTIVITIES 

The Government of the Republ.tc of Korea finished the third five 
year economic development plan successfully last year. During the 
4th Five Year Economic Plan beginning this year, heavy emphasis will 
be placed on social development so that \o/e tdll enjoy life free from 
disease and poverty. So the Korean Government introduced a newly 
systemized Medical Aid Programme for low income groups beginning in 
January of this year an~ a Medical Insurance System for the working 
population from July this _year. 

1. Medical Aid Programme 

Persons coming under this programme are divided into two 
categories. 

One includes the aged and the infirm (65 or older), children 
aged 18 or younger, those unable to work due to deformity, incurable 
disease, injury or other mental or physical retardation, and those 
who do not have anyone to support them. This group receives primary 
care (out patient treatment) and/or secondary care (hospitalization) 
at government expense. 

The other category consists of those who have a basic income 
but which is so low that they need the protection of the authorities. 
This group receives primary care at government expense and secondary 
care with a government grant of 30% of expenses and a government loan 
to cover the remaining 70% at no interest, repayable in instalments. 

For the implementation of a systemized medical care service 
network, the nation is divided into 56 mf;~dical districts based on 
population, geographical conditions, administrative boundaries and 
means of transportation. Each of the districts maintains its own 
delivery system conSisting of several health centers and subcenters 
and the national public hospitals which are used as referral hospitals. 

Private clinics and hospitals are also designated for primary and 
secondary medical care, totalling 148 hospitals and about 2000 clinics. 

In addition, for the medical care of those living on islands or in 
medically vulnerable areas, 8 hospital boats and 18 mobile clinic units 
take care of primary care and the arrangement of referrals. In order 
to prevent excessive medical demands, however, various administrative 
and technical measures are applied. 

2. Medical Insurance System 

The medical insurance system started, in the first year, by 
covering employees; it will gradually expand to cover other categories, 
so that the entire population will receive benefits from this system 
in the end. 
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Persons for whom subscription to the scheme is compulsory in 
1977 are those working for companies with wore than 500 employees 
and those who are working for workshops located in the industrial 
complexes. 

However, in sume cases. where companies or \vorkshops already have 
employee welfare programmes comparable to medical insurance, or medical 
insurance cannot be implemented due to unavoidable circumstances, workers 
will not be forced to subscribe. 

By 1981, 10 million population (including dependants) is the target 
population to be covered (i.e. 30% of target population). 


