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PREFACE

It is a basic function of the World Health Organization to collaborate with its
Member States in gathering, synthesizing and disseminating data on the world health
situation. Such information helps to provide a basis for the formulation of national
strategies for establishing and strengthening effective health services.

In 1982, the World Health Assembly called on its Member States to make a
periodic evaluation of progress towards the-ir common goal of achieving health for all
through primary health care. The first of these evaluations was published in 1986; the
present volume presents the second. Of the 35 countries and areas in the Western Pacific
Region, 31 contributed information to this report.

The first part of this book contains a synthesis of the national reports and an
assessment of the progress they reflect. These findings were endorsed by the Regional
Committee for the Western Pacific at its forty-second session in 1991. The second part
consists of reviews of the progress being made in individual countries and areas. They
summarize information provided by the countries during the evaluation process. The
third part consists of tabular information for each country and area and each health-for-all
indicator.
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INTRODUCTION

ln 1979 the Thirty-second World Health Assembly launched a global strategy for
health for all by the year 2000, and invited the Member States of WHO to act individually
in formulating national policies, strategies and plans of action fs1 nttaining this goal, and
collectively in formulating regional and global strategies. A regional strategy for health
for all was formulated and adopted by the WHO Regional Committee for the Western
Pacific at its thirty-first session (1980) and was subsequently revised in the light of the
global strategy adopted by the Thirty-fourth World Health Assembly.l The revised
strategJr was adopted by the Regional Committee at its thirty-second session, in
September 1981.2

The plan of action for implementing the global strateg (approved by the Thirty-
fifth World Health Assembly in May 1982) calls on Member States to review and assess
periodically their national health policies, strategies and plans of action.3 Monitoring of
progress is to be done every three years, and an evaluation of effectiveness made every six
years. The global plan also calls on regional committees to prepare indicators for
monitoritg and evaluating regional health-for-all strategies. The Regional Committee, at
its thirty+hird session, approved a list of indicators that could be used in the monitoring
and evaluation of health-for-all strategies.

A Common Framework and Format was prepared for the monitoring and
evaluation of national, regional and global strategies.4 The results of national monitoring
were to be used to prepare regional and global reports on the progress in implementation
of the global strategy. The frst regional monitoring report was reviewed by the Regional
Committee at its thirty-fourth session in 1983 and the second at the thirfy-ninth session in
1988.

The global plan of action stipulates that an evaluation of national health-for-all
strategies, as revised, should be carried out every sixyears. The first evaluation took place
in 1985. A common framework and format was also used to guide the current national
evaluation process. The common framework previously used was slightly revised for the
current evaluation.

lGlob"l stratery for health for all by the year 2000. World Health Organization, Geneva, L981
("Health for All' Series No. 3).

2Regional strategy for health for all by the year 2000. World Health Organization Regional Office for
the Western Pacific. Manila. 1982.

3Plan of action for implementing the global strategr for health for all. Wortd Health Organization,
Geneva, 1982 ("Health for All" Series No. 7).

4Monitoring is the term used for the continuous follow-up of actMties to ensurc that they are
proceeding according to plan. Erraluation is the systematic assessment of the relevance, adequacy, progress,
efficiency, effectiveness, and impact of health programmes (from the Glocsary of Terms used in the "Health for
All" Series Nos. 1€).
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Health for all is the basis for national health development in all countries and areas
in the Region. In the management of their health-for-all strategies, countries and areas
have already established routine monitoring and evaluation processes. Consequently, the
aim of the current evaluation is to ascertain the progress being made in implementing
national health-for-all strategies. The country and area reports consist of information that
is being collected and analysed to support national health development efforts.

The present report attempts to summarize the evaluations of the health activities
currently being conducted in the countries and areas of the Region. It assesses progress
towards achieving the health-for-all goals that were established for the Region in 1982.
Particular attention is given to progress made since the first evaluation report of L985.
Most of the information for the evaluation comes from the country reports, but some of it
comes from other soluces as well. The report highlighls three important themes:
(1) health-for-all activities that have been started since L985; (2) the pr(rcesses being used
to plan, implement and evaluate health-for-all strategies; and (3) emerging trends in
health development.

The following sections are based on the findings of the national reports on
evaluation ofhealth-for-all strategies received from 31 of the 35 countries and areas ofthe
Region.



Chapter 1

MAIOR SOCIOECONOMIC DEVEI,OPMENTS AFFECTING THE HEALTH STATUS

OFTHE POPULATION

The Western Pacific Region of the World Health Organization with its 35 countries
and areas and its population of 1500 million plays a significant role in global social,
economic and political developments throughout the globe. The Region is remarkable for
its heterogeneity. Some of its countries and areas consist of large land masses with diverse
mining and agricultural production and others of small atolls surrounded by the still-
untapped wealth of the sea; populations range from over L0(X) million to 2000; some of its
economies produce goods and services for nearly every country in the world, others
depend to a large extent on external support. This diversity is highly valued by Member
States, and seen as one ofthe Region's greatest strengths and sources ofpotential.

Political tnends

The Region is benefiting from a period of relative stability. The northern part of
the Region, for the first time in decades, is free of major wars. Countries and areas are
cooperating more actively than before. The current political goals in most countries are
expressed in terms of respect for individual rights and cultures and sustainable economic
growth. Common goals appear to contribute to the relative harmony between countries
that currently exists.

Economic trends

Economists expect a global 2Vo or 3Vo agtegate annual growth rate for the
remainder of the decade. Economic gowth for the Region as a whole in the last two
years has been nearly 6Vo!

SAnnual Outlook for 1991, Asian Development Bank, April 1991.
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Economic growth' in the Region is very much dependent on foreign trade. For
Hong Kong and Singapore this constitutes almost the entire source of income, for
Malaysia and the Republic of Korea it is the largest part of the economy, and for
Australia, Japan and New Zealand it is an extremely significant part of the economy as
well.

For some developing countries, such as China and Viet Nam, the absolute value of
trade remains small. For these countries, if they are to follow the growth model of their
neighbours, large capital investments wi[ be needed, probably from international sources.

The economies of South Pacific islands have three features which differentiate
them in varying degrees from their northern neighbours; reliance on foreign aid,
remittances from citizens abroad, and the role of tourism in the economy. In general, the
effect of the first two of these factors is to make these economies fairly resistant to global
economic fluctuations.

Fiji and Papua New Guinea are similar in having nearly self-sufficient economies.
Papua New Guinea has vast natural riches in minerals, oil and agriculture but lacks the
basic infrastructure to exploit these riches efficiently. Fiji has a lively economy, sustained
currently by high sugar prices, tourism and a growing number of small-scale industries.

For the Region as a whole, therefore, it has been a period of continuing economic
growth, with a rapid recovery from the severe global recession of the early 1980s.
However, as economic recovery or growth dominated the development agenda, major
structural adjustments to improve internal imbalances such as in income distribution have
not been made. The absolute growth was so dramatic in many countries that it was easy
to overlook issues of distribution. It appears now that income distribution is the challenge
of the 1990s.

Demographic trends

Perhaps the most significant features of the Region's demographic picture affecting
health development are urbanization, aging and overall population growth.

From country and area health-for-all reports, it has been estimated that the
population of the Region had reached 1500 million by L990. Population growth has
slowed to about 1,.4Vo per annum from over 2Vo in the previous evaluation period, and the
total population is expected to reach 1700 million by the year 2CfJf,.6

Migration from rural to urban areas has slowed down in most countries with the
exception of China and the Republic of Korea, but the rapid growth of cities continues in
much of the Region.

hVorld Population Prospects, 1990, United Nations, New York, 199L.
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of the l00largest metropolitan areas of the world, ?n are in the Region.T Among
the developed countries the Tokyo/Yokohama and Osaka/Kobe/Kyoto conurbations in
Japan, and Sydney and Brisbane in Australi4 lead the list. Among the newly
industrialized countries and areas Hong Kong and Singapore, together with Seoul and
Pusan in the Republic of Korea, are the largest. Among the developing countries, Beijing
Shanghai and seven other cities in China, together with Manila in the Philippines and
Ho Chi Minh City in Viet Nam, are ranked as metropolitan areas with above 2 million
inhabitants.

For the most part, the growth of urban population is attributable more to fertility
than to migration" with the possible exception of China" the Republic of Korea and a few
South Pacific island countries. With respect to the relative healthiness of urban and rural
settings, using infant mortality rates as a criterion, the picture varies. The metropolitan
areas in Australia and Japan and in Hong Kong 31d gingapore had rates of less than
L0 deaths per 1.000 live births. The Republic of Korea's two metropolitan areas, Seoul and
Pusan, had rates of 12 per 1000, which is the same as the overall national rate. China's
nine large cities' rates range from 1L per 1000 in Beijing to 18 per 1000 in Harbin and
Wuhan, sigrrificantly lower than the national rate of 27.

The age composition of a population at a given point in time depends on the
fertility and mortality rates in preceding years. [n the Region the population remains a
young one with over one-third under the age of fifteen. At present, only 5.lVo of the
Region's population is over 65 years of age, but this is projected to reach 6Vo by the year
2000. o It is expected that this trend will continue as it has in Japan, w'hich is predicted to
have an elderly population of I5Vo by the year 2ffi0. [n some countries and areas of the
South Pacific this age group will approach LZVo of the populationby 2025.9

The dependency ratio (defined as the ratio of children under L5 and adults over 65
to the number of persons of working age) continues to drop in the Region. In 1990 it was
estimated that there were only 60 dependents for every lfi) persons of working age,
whereas in 1.980 there were 71.1u

A significant number of refugees and displaced persons come from the Asia-Pacific
region,rr mainly because two major conflicts of a regional nature have occurred during the
past two decades. During the past 14 years over 2 million people are estimated to have
departed, mainly from the Indo-Chinese peninsula, for other counttiet.

7Lrf" ̂ the World's 100 Largest Metropolitan Areas, Population Crisis Committee, Washington, D.C.,
1990.

&Ihe Sex and Age Distribution of Population, 1990 Rwision, UN Population Studies, No. 122,
New York, 1D1.

hdore Than Health Services: Health for Pacific Peoples. Regional Dwelopment Dialogue, Vol. 11,
No.4, Winter 1990.

ltilorld Population Prospects, Population Studies #120, United Nations, New York, 1991.

llEconomic and Social Suney of Asia and the Pacific, 1990, LrN ESCAP, New york. 1991.
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Social trends

In earlier decades, some countries clai-ed that the long-term goal of economic
growth took precedenoe over possible injustices or civil liberties in the short term. Today
in all countries the values of social justice and human rights have been placed on the
development agenda.

Health evaluation results suggest that in the aggregate most national social and
health indicators are quite encouraging. Of the countries and areas reporting 85Vo have
adult literacy rates of more than 80Vo. Seventy-five per cent report a daily per capita
calorie supply of more than 2500 calories. Yet it is recngniznd that the benefits which
these indicators reflect are not distributed equally throughout society. A large part of this
problem can be seen in economic terms. For example,2AVo of the people with the highest
income typically vse 4OVo of the country's health resouroes. This is often thought to be
acceptable if they pay for those services themselves and if there is an unlimited amount of
health service available. In most developing countries this is not the situation. Firstly,
most health services have some type of subsidy attached to them, and secondly the total
resources for health are limited. Therefore, if those who pay get first choice, there are too
few services left for the remainder. Although the Region does not compare unfavourably
with others in this reg:ud, the distribution of benefits is a key issue in development policy
and strateg5r.

The countries and areas of the Western Pacific Region have varying levels of
achievement in the area of promoting women's interests in health and development.
Family health and health education programmes attempt to improve women's health by
providing better access to health services and the quality of care, and to change unjust
attitudes towards women's needs. Women's roles in health development activities are well
established in most countries in the Region through women's associations and clubs,
Organized women's group activities are particularly lively in providing primary health care
services. However, women's participation in health programmes at high decision-making
level is still quite insufficient.

Intersectoral cooperation

Countries were unanimous that any realistic health-for-all strategl must involve
intersectoral collaboration. In particular, this was expected to resolve policy and ope-
rational difficulties in the areas of water and sanitation, control of pollution, promotion of
nutrition and food production, the drug industry, education and housing.



REGIONAL EVALUATION

In this regard, the current evaluation by countries differs from the generally
optimistic views expressed in the monitoring reports of 1988.12 Intersectoral cooperation
remains 3n snigma for many countries. It was to be a key theme for the water and
sanitation decade, but in this and the other areas where such collaboration is clearly
needed, the health sector appears in many instances to continue to work in isolation.
However, a number of countries such as Fiji, Malaysi4 Northern Mariana Islands, Papua
New Guinea, Singapore, Solomon Islands and Tonga report that their nationallevel
coordinating bodies do provide an effective exchange of information betrreen sectors
involved with health matters. In these countries the health sector ean influence
development activities to ensure that they make a minimuqr negative impact on health and
the environment.

A new trend appearing in this evaluation is that of sharing service responsibility.
The 1985 evaluation showed that countries were becoming more aware of thi need for
coordination between health serviceg government, the private sector and other sectors.
The current evaluation shows that in some cases this awareness has been translated into
action. In Kiribati and Papua New Guinea for instance, the policy values of equity, social
justice and self-reliance are strongly endorsed at the presidential and prime minister level.
This backing has greatly facilitated implementation of health programmes involving
multiple agencies. New Zealand has taken a similar approach. By defining health in i
broader social and economic perspective, it has enabled more sectors to see what their
contribution to health should be.

Some success has also been reported by countries which have simply recognized the
fact that many agencies find it difficult to coordinate their activities. flis is oftin due to
inflexible bureaucratic structures and lack of common values. To overcome this, Australia
is attempting to build a social and economic development framework in which individual
sectors can make their own health impact assessment. In other countries, such as the
Republic of Korea, improved sectoral coordination has been attained through the efforts
of research organizations.

l2Monitoring of Implementation of National Strategies for Health for All by the Year 2000,
WPR/RC39f, September 1988.



Chapter 2

DEVELOPMENT OF HEALTH SYSTEMS

All health systems in the Region are based on the assumption that they must
contribute to makin! the population socially and economically productive and be in
harmony with overall socioecoiomic development efforts.13 this assumption was
translated into health development goals, which were formulated at the beginning of the
1980s.

The regional health-for-all strategy outlines various components of the hedth
system that should make it possible to reach these goals. They include policies, strategies,
organization, managerial processes, communify involvement, health promotion, legisla-
tion, and cooperation with other agencies and countries. This chapter describes some of
the progress being made in the development of health systems.

Most countries and areas have recogrized the need for major changes in their
health systems, and many have actually started to make such changes.

Health policies and strategies

Kiribati, the Lao People's Democratic Republic, Northern Mariana Islaurds and the
Philippines are revising their applications of the essential elements of primary health care.
China, Fiji, New Zealand, Papua New Guinea, Solomon Islands and Viet Nam, which are
making major changes in their health systems, emphasize reorganization of services and
the strengthening of disease prevention, training and community participation. In
previous health-for-all monitoring and evaluation reports, policy had been marked by an
inability to translate ideals into practice. This group appears to have overcome this
difficulty, as can be seen in more detail in the following observations on strategies.

A number of countries are making major organizational changes. Fiji is
decentralizing the management and delivery of services to the divisional level. The
Marshall Islands, Papua New Guinea and Solomon Islands are strengthening local self-
reliance. An important feature of Papua New Guinea's strateg/ is its emphasis on the
idea of basic minimum needs. This is used not only in health but throughout the

l3Regonul stratery for health for all by the year 2000. World Health Organization Regional Office

for the Western Pacific, Manila, 1982.
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government service. The Republic of Korea is both dsssatralizing its health services and
introducing comprehensive, universal health insurance. In Malaysia part of the strategy is
to give a larger role to the private sector, and in Qhin3, it is to allow public health workers
and organizations to receive payment for service directly from the patient. New Zealand's
organizational adjustments focus on increasirg the responsibility and involvement of the
area health boards.

Alnost all countries have some aspect of human resource development in their
strategies, and in some countries it is a dominant theme. For example, Malaysia gives
high priority to making major development sftanges by strengthening management
capabilities. Aspects of management are also heavily emphasized in China's strategy, for
example in expanded decision-making responsibilities and a focus on leadership in health.

By far the most frequently mentioned factor in health-for-all strategies was finance.
Previous monitoring and evaluation reports also indicated a rising awareness of the need
for improved financial management. Now it is a prominent feature in most of the strateg5l
statements as well. In a number of countries, such as China, Malaysia, New Zraland,
Papua New Guinea, the Philippines, the Republic of Korea, Solomon Islands and
Viet Nam it is more than a general concern, and specific measures are being taken. More
details on financial resources are provided in the section on utilization and mobilization of
financial resources.

In summary, trends are apparent which suggest continuing progress in developing
the Region's health systems. National health policy and strategy are clearly dominated by
a vision of health for all through primary health care. More significant is the trend
towards targeted services, fundamental changes in organization, and better use of human
and financial resources.

Organization of health systems based on primary health carc

All countries and areas now accept the principle that the eight essential elements of
primary health care must be available at community level. However, as noted in the pre-
vious section, the application of this principle varies from country to country.

As has been emphasized, most countries have come to realize that primary health
care consists of more than the provision of various medical services. The responses of
countries to questions on this subject indicate serious concern about how the essential
elements of care are being delivered at the front line. This concern is expressed in allu-
sions to fragmentation, lack of coordination, and poor mobilization of resources. The
common theme is implementation difficulties at the peripheral level. In Australia, for
example, the concern is about fragmented services and the need for coordination between
government, private and nongovernmental efforts. China is concerned about the
proliferation of health insurance schemes. Kiribati, the Lao People's Democratic
Republic and Viet Nam mention poor coordination at the community level. The
complications of decentralized decision-making are the issue in Fiji, Papua New Guinea
and the Philippines. Malaysia and the Republic of Korea :ue eager to improve service
efficiency. New Zealand is working on incentives for general practitioners and in Solomon

1.1
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Islands and Tonga, it is the skills of the district managers and supervisors that appear to
need improvement.

Previous evaluation reports also mentioned serious problems at the periphery.
However, the present reports also show 16u1 sfuanges are being made. The major change
is the involvement of individuals and communities at the local level of decision-making.
New organizations are being established that seek to make the public a part of the health
care system. Even thouoh there are problems of implementation" formal acts of
decentralization such as those seen in Fiji, Hong Kong, New Tsaland, Papua New Guinea
and Solomon Islands clearly reflect this new value. However, perhaps equally significant
are the new financial nechanisms, management systems 61d flaining progem6ss that are
being used to increase the number of people who are responsible for health care.

Managerial process

Early in the health-for-all movement, the managerial process was seen as collecting
health statistics and preparing national health plans. Since then a major shift in
understanding of the role of management in development, has occurred.

In American Samoa, Kiribati, Malaysia, the Philippines, Solomon Islands, Tonga
and Vanuatu, efforts to improve the managerial process are focused on the planning
component. Recent developments in this area include increasing the participation of
other agencies in planning, as in Malaysia and Tonga, and expanding the planning process
to the regional and provincial lcvels of the system, as in the Philippines.

A more pronounced trend is to see the managerial process in the context of
decision-making. The common feature of countries in this group is that the responsibility
and accountability for resource utilization has been delegated outside the central level.

For example, in Fiji and Papua New Guinea, the delivery of services has been
decentralized, so decision-making capabilities have to be strengthened at other levels.
This is also seen in the area health boards of New Znaland. In Australia, Northern
Mariana Islands and Singapore, responsibility for resources is institution-based, and
therefore improved decision-making is emphasized in hospitals. A major change has
occurred in the Republic of Korea with the health insurance system, which makes the
insurance companies financially responsible. Major managerial capabilities are needed by
these groups. In the Lao People's Democratic Republic and Viet Nam, much of the
decision-making at various levels is structured around the use of committees. In these
countries emphasis is placed on strengthening the management capabilities of committee
members.

In countries where the managerial process emphasizes decision-making, one
important aspect of plans for improvement is usually training. This has two primary
purposes. The first is to help managers to define and understand the system more clearly
and the second is to improve the managers' use of information in decision-maklr{g.
Improved information support to management is frequently related to finances, but it also
refers to the epidemiological data needed in health management.
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Community involvement and health promotion

The regional health-for-all strategy indicates that a health system needs community
initiative, commitment and resources to identi$ and resolve health development issues.

Community involvement continues to be stressed by countries such as Malaysia,
Northern Mariana Islands, Palag Singapore and Tonga. This is often achieved through
statutory services such as water and satritation committees and hospital helpers. ln
Singapore it is planned that some local health facilities will be managed by the s66rnnnibf.

In many of the South Pacific island countries the traditional collective responsibility
system remains vital to the effective delivery of community services. This is seen most
notably in Fiji, Kiribati and Solomon Islands. This system is also effective for promoting
healthy habits and lifestyles. A village health committee in Fiji recently won a Sasakawa
Health P{un for its achievements in this area. Similar traditional mechanisms are used in
Papua New Guinea to strengthen the health system. In addition, Papua New Guinea's
new system of rural development according to basic minimum needs is expected to
increase community involvement.

Supporting legislation

Most countries of the Region periodically review their legislation, particularly in
the areas of public health and professional registration. Tonga, for example, is reviewing
its overall public health legislation. This legislation is being updated to reflect new
technology, ideas and practices and abolish obsolete acts and regulations. A similar
activity has been completed in Malaysia, with regard to the registration of certain cat-
egories of health personnel. Malaysia is developing a national health insurance
programme that will determine which health providers are eligible for reimbursement for
the services given. Consequently, health providers such as radiographers,
physiotherapists, pharmacists and others are anxious to see their roles appropriately
defined in legal statutes. Vanuatu has also reviewed its health acts inherited from the
colonial era and proposed some new legislation.

The challenge in legislation, as in other fields, is to meet the needs produced by
changing technolog5l and social structures. For example, Fiji is decentralizing a major
portion of its health service delivery to the divisional level. To do this, it needs supporting
legislation. In Malaysia, a major effort is being made to structure a more comprehensive
and participative health planning process. The goal is to bring into the planning prosess
all sectors and parties affecting health. In Singapore and Viet Nam, legislation is used to
support community involvement.

China has carried out activities to make managers more aware of how to use health
legislation. In Viet Nam as well, a major effort is being made to increase the awareness of
health staff on how to use legislation to support their health programmes. Australia and
New Zealand use legislation to implement new policies and strategies for health.

T3
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As more and more countries become aware of the need to update their health
legislation, social and political reforms are also chenging the shape of institutional
structures. The trend towards using legislation to support such changes is particularly
significant for public policy in health development.

IntercountrXr cooperation

Most countries and areas report quite positively on the aspects of health
development strategy that involve intercountry cooperation. The reasons given for
improved cooperation include increased intercountry dialogue, information exchange,
short study tours to meet specific needs, and training activities. An activity frequently
mentioned as having been useftrl for intercountry exchanges is health systems research,
which provides both tlaining and practical experience. Other areas of intercountry
cooperation mentioned were nutrition, malaria, pharmaceuticals and specialist technical
training.

Thongh countries note some progress, most appear to believe that the great
potential for cooperation is yet to be realized. For instance, intercountry discussion and
dialogue does not always lead to useful projects. In many intercountry projects, there are
perennial problems of poor coordination between the parties involved, particularly in
programme planning. Part of the reason for limited success is that many cooperation
agencies do not have appropriate budget lines for technical exchanges, which means that
funding specifically for technical cooperation is not forthcoming.

Cooperation with WHO and other agencies

It is apparent from the evaluation reports that most countries and areas believe
that their cooperation with WHO is good and in fact has improved over the past few years.
Much of this improvement appears to be the result of initiative that comes from the
countries themselves. For example, in the area of planning countries indicate that they
have involved themselves more actively in preparing programmes of collaboration with
WHO. A number of countries have established committees for monitoring and
coordination to further the efficient implementation of WHO collaboration. Others are
improving implementation by appointing local programme managers or counterparts to
ensure more continuity of collaboration with WHO experts and consultants.

Countries also report that cooperation has been improved through WFIO's more
direct involvement in country activities. Some countries reported on the usefulness of
frequent and regular programme review meetings, increased exchange of information and
more direct WHO involvement in health programme and project evaluation activities.

There continues to be concern about cooperation between agencies working in the
same country, particularly in the case of smaller countries. Agencies may exchange
information on their plans and achievements, but at the implementation stage duplication
is often hard to avoid. More efficient use of resourses would be achieved if cooperation
between agencies was made early in the planning stage of an activity.

l



Chapter 3

HEALTH CARE

Progress in the delivery of health care in the Region is expressed in terms of
coverage, utilization and quality of care. Coverage with basic services in most countries is
quite h;gt. Utilization is a problem in a number of countries because referrals are not
controlled. The emerging conoern is to improve the quality of the services provided.

The coverage with local health services, including the availability of essential drugs,
within one hour's travel, is reported tobe 80Vo or more n95% of the countries and areas
in the Region. High coverage has also been achieved in care during pregnancy, child care
and care durtng delivery. Generally, for essential services, coverage does not go below
70Vo even in countries facing severe difficulties. Coverage has improved steadily since the
first monitoring report in 1,983. lmmunization coverage is also considered to be quite
good.

Coverage with safe water and sanitation remains the most difficult of the essential
elements of primary health care to achieve. Even here, however, the combined water and
sanitation coverage figure is reported as 85Vo in urban areas and 70Vo n rural areas. Safe
water is reported to be available to over 70Vo of the population in all but five countries of
the Region.

Almost all country reports indicate general satisfaction with the agtegate coverage
of basic health services. Now the concern is equitable distribution. Most national
reporting systems are not sufficiently developed to reflect distribution accurately, but all
countries and areas have some evidence of underserved areas and population groups.

This is seen as a problem of inequity caused mainly by poverty and isolation. For
example, in the larger countries there is inequity between urban and rural areas and in
island states there are great differences between outer island and main island services. No
one claims to be satisfied with this situation. China, Malaysia, the Republic of Korea and
others are trying to solve this problem by finding a more efficient and affordable
combination of health resources. tn the Republic of Korea, a new q?e of health facility is
being developed for this purpose in some rural areas. It combines some features of the
traditional health centre with those of the district hospital. In the Republic of Korea
removing financial barriers to service by means of health insulance has created another
type of problem: the rural population can now seek primary care in the tertiary care
facilities, which drives the cost of care up. To solve this, an attempt is being made to
provide better care nearer to the users' home.
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The referral problem is not unique to the Republic of Korea. Most countries are
now facing some form of it, because with full coverage people have a choice, and they
believe that tertiary care is best. Thus more and more people are seeking care in
inappropriate and expensive facilities. Various countries, such as Malaysia and the
philippines, are attempting to solve this problem by improving the overall efficiency of
their services. $ingapore has done some major restructuring of facilities to improve
efficiency, closing some down and adding new components to others.

In addition to this concern about linkages and referraf quality of care has become a
priority. It is recognized that if improvements in quality are made in the right places they
can solve referral problems as well. People will use their local health facility when they
know it can provide them with reliable care. Fiji, Malaysia and Papua New Guinea have
started special programmes aimsd paltigularly at improving quality in such public health
rueas as maternal and child health.

As mentioned in the section on the organization of health systems based on
prfunary health care, one of the new strategies for improving coverage is to organize
services around priority problems. This is known as the "targeted" approach to services.
It applies particularly to urban areas where there are severe economic barriers to service.
Targeted programmes typically involve providing selected services to a selected group of
people. At present such programmes are often aimed at women, adolescents, homeless
people, children and the elderly.



Chapter 4

HEALTH RESOURCES

The regional strategy calls for the mobilization of human, financial and material
resources to achieve health-for-all goals. To do this, countries have sought ways to involve
more people in deciding on what kind of health system and what forms of health care
delivery they need. As in all previous health-for-all monitori'g and evaluation reports,
resources are a central issue. Most countries and areas of the Region believe that the
amount of resources going to health is sufficient to provide a level of care that is
commensurate with overall socioeconomic development. Consequently, most of the
concerns about resources are related to utilization more than mobilization. In the few
countries that still stress mobilization, specific needs are indicated rather than just the
need for a general increase. Utilization is also referred to in specific terms. In this area,
as in others, the evaluation reports have become more concerned with operational issues
than general principles, and strategies for achieving equity are more clearly defined.

Financial nesources

The regional plan formulated in 1982 indicated that financial strategy must
combine measures of mobilization with community involvement, deta_ilpd information on
requirements, and mechanisms to use available ,"rour"". effect'ively.l4 This meant that
the three essential financial issues were mobilization. allocation and utilization.

The current reports reflect a trend towards local autonomy in raising funds, little
expansion in total funds for health, and increased experimentation with health insurance
schemes. A common theme throughout the Region is that individual users of services will
be required to pay directly for more of their care.

In the Republic of Korea there has been a significant increase in the financial
resources available for health. This has occurred during the period of adjustment after
introducing comprehensive universal health insurance. Singapore also reports that a
larger percentage of government funds are going to health. Other countries appear to
have seen very little change in the proportion of total national funds going to health.

l4Regional strates/ for health for all by the year 2000. World Health Organization Regional Office
for the Western Pacific, Manila. 1982.
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There are now very few countries and areas that are not either experimenting with
health insurance or examining its feasibility. Even countries which have had health
insurance for some time are studying ways to expand its coverage. Much remains to be
learnt about how to use health insurance more effectively.

There is a definite trend towards increased local control over the process of making
financial allocations to health. This has been noted in China, the Lao People's
Democratic Republic and Viet Nam, where local self-reliance is encouraged, and in other
places such as Fiji and Papua New Guinea, where responsibility is delegated more
formally through decentralization.

In Australia, New Znaland and Northern Mariana Islands, national policy
supported by strong political will has directed allocations towards a larger proportion of
promotive and preventive actiirities.

All countries seem to agree that the greatest immediate financial gains can be
achieved througb efficiencies in utilization. A wide range of activities in this area can be
found in the Region. Cost effectiveness studies are increasingly popular, for example in
China and New Zealand, and Solomon Islands is also planning to use this approach. Cost
recovery is becoming the norm as more national policies emphasize increased payments
by the users of health services.

Improved efficiency and increased productivity through better management have
become a common theme throughout the Region. In the past, countries reported only
vaguely on such matters, but now they refer to specific management measures supported
by extensive training as in China, Malaysia, the Philippines and Viet Nam. In the
Republic of Korea, monitoring and control are being increased to make the referral
system work. In Malaysia, the quality assurance programme now includes considerations
of cost-effectiveness, and a new decentralized budgeting system has been introduced to
improve the allocation of resources at state level. A new budgeting system is also being
introduced in the Philippines. Other countries, such as New Zealand, are experimenting
with incentives for increasing efficiency. Singapore has an extensive scheme for improving
utilization, with a range of indicators and cost indexes that focus both on increasing the
productivity of the health system and controlling its costs.

In many countries which have a strong private sector, a constraint frequently
mentioned is poor coordination. For example, in Malaysia, New Zealand and the
Republic of Korea there is concern about duplication of services.

Human resources

Current developments in human resources for health seem to be more varied than
in previous reporting periods. This reflects the general trend towards more specific and
focused strategies and interventions.

One country referred to increases in the number of workers; this was the
Philippines, which added a large number of rural midwives to the service. Kiribati and
Tonga expressed the need for retaining a sufficient number of medical doctors. To some
enent, most of the island nations have difficulty in retaining their medical doctors.
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On the other hand, the distribution of staff is a concern for alms51 all countries.
No country appffirs to have found an adequate solution to this problem, and most
continue to experiment with various incentives and other schemes to improve distribution.
However, in the Republic of Korea, it was reported that as the insurance programme
provided more money for health in rural areas, there y3s x slighl increase in the number
of staff going to these areas.

Partly because of limited financial resources, countries continue to rely on and
strengthen their local training activities rather than sending trainees abroad. Almost all
countries and areas have now instituted routine in-service training. In many cases this has
combined management and supervision with technical tlaining.

In Tonga, most categories of health workers are now trained within the country
except for a few in highly specialized fields. In Viet Nam, each health programme is
responsible for assessing its own trnining needs and 6esting them.

Countries indicating particular activity in medical education include China, Fiji,
Malaysia and Viet Nam. Important changes have taken place in the Fiji School of
Medicine, where the medical degree programme is now in two phases. After the first
three years the students are qualified as primary care practitioners, and then, after at least
one year of practice, they can return to the school to complete a programme leading to a
conventional medical degree.

Two new areas of emphasis in human resources development are becoming
common throughout the Region. One concerns resource combinations, such as the ratio
of doctors to nurses, and the other concerns goal orientation, such as commitment to
being a good health worker. Both attempt to increase the productivity and efficiency of
the workforce. Preoccupation with human resource combinations is dominant in
Australia, Malaysia and the Republic of Korea. In Australia, the approach being used is
referred to as multi-variant or multi-disciplinary education, which produces workers who
can do a number of tasks depending on what is needed at a given workplace. In the
Republic of Korea, the emphasis is on making more family practitioners available at the
front line, instead of large numbers of specialists. This trend is expected to become more
pronounced in the future. Some countries also look for increased worker productivity
through the implementation of village health worker schemes.

Goal orientation is stressed in Australia, China, Malaysia and Viet Nam. In
Australia, emphasis is placed on the final outcome of treatment rather than the process.
In China and Malaysia it is stressed that the goal of training is to produce good health
workers. In Viet Nam, the emphasis is on the "new public health" goal which is to enable
people to improve their quality of life.

Fiji has attempted to improve the efliciency of its workforce by means of
decentralization. It is still too early to tell whether this will have the desired effect.

National-level workforce planning is being done in an increasing variety of ways by
many countries. With the need to be extremely flexible in response to changing demands,
the traditional "manpower planning" is found to be of limited utility. There is increasing
awareness in the South Pacific of the need for regional workforce planning activities such
as those being carried out at the wHo Regional Training Centre in Sydney. In the
Northern Mariana Islands, Papua New Guinea and Solomon Islands, however, national
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workforce planning is being used. The trend, as seen for instance in Papua New Guinea,
is to go beyond numerical estimates in the planning pr(rcess and outline ideas on
man"g'g the existing workers, improving the information and knowledge available to the
workforce, and coordinating activities with other relevant agencies such as those
responsible for education and finance. Similarly in Viet Nam, the h'man resource
planning places emphasis on the management issues of day{o-day integration with other
activities.

In New Znaland, human resouroe development is based mainly on a free market
economic policy, though standards and regulations are imposed to ensure quality. This
free-market approach can be effective insofar as there is a sufficient amount of resources
and opportunities for employment to ensure that the health workers needed will be
forthcoming.

Research and technologr

The contribution of technology to national health-for-all strategies is still
inadequately assessed in many countries. In Australia, the development of specialized
technology is controlled to some extent by a funding policy. New Zealand has delegated
this responsibility to the area health boards. The emerging trend is to link technology to
finance, so that if it c"rr pay for itself it is likely to be supported. One obvious danger of
such a policy is that it can lead to technologies being marketed for the sole purpose of
making money rather than because they are needed.

Two other strategies for managing technology were mentioned. In a few countries,
such as Papua New Guinea, the Philippines and Tonga, a high-level committee is used to
review the use of technology. Others, such as Fiji and Solomon Islands emphasize the
promotion of primary health care technology.

Though the role of research is expanding it remains a relatively limited contributor
to development in many countries, especially the smaller and less developed ones. Some
of the priority fields for research that have been mentioned by countries are health
systems research, financing, human resources, malaria control and decentralized
management.

There is increasing awareness of the importance of research for national health
development, but there are still many constraints. These include lack of technical and
financial resources, insufficient motivation, lack of national health research policies and
lack of national commitment. Effective national organizations for the management of
health research are still rare in the developing countries. Focal points to coordinate and
manage research activities have been established in Australia, Malaysia, New Zealand,
Papua New Guinea, the Philippines, Singapore and Viet Nam. Recently, Solomon Islands
has identified a focal point for health research. Also, plans are being made to revitalize
the National Health Research Council in Fiji.

The establishment of mechanisms for health research coordination and
management has been progressing slowly. Most developing countries of the Region still
lack the funding, staffing and infrastructure required for health research, and career
structures for research workers have not been established.
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International resources for health

International support for health plays an important role in all developing countries,
but there are problems that need to be solved to make this form of cooperation more
effective. In some of the Pacific islands, international aid is the principal source of
income. In the larger countries, bilateral as well as some Asian Development Bank
(ADB) or World Bank funding is used for major infrastructure projects that would
otherwise be extremely difficult to support from a country's internal resources.

Countries report that the majority of the projects supported with international
resources are in the programme areas of maternal and child health and water and
sanitation. Some also go to nutrition and pharmaceuticals, and some to hu.nan resoruce
development projects.

Countries report two major tlpes of problem with international assistance. Firstly,
it is extremely difficult to focus such assistance on country priorities. The agencies
concerned have their own priorities. Thus, when countries do draw up comprehensive
assistance plans, they are often found to be not very useful.

The second problem is with coordination. It is related to the first in that donor
agencies are not always flexible enough to work with others with different administrative
processes. Consequently, projects in a particular country are sometimes divided up on the
basis of geography, which often leads to confusion.

2l



Chapter 5

PATTERNS AND TRENDS IN HEALTH STATUS

Mortality, morbidity and disability

The Regional health status picture is principally made up of the trends in infant
and maternal mortality and life expectancy, complemented by trends in the crude death
rate and mortality patterns by cause. Other issues such as disability, malnutrition,
accidents and substance abuse matters, complete the health status picture of most
countries of the Region. The statistical data used in this chapter are taken from WHO's
Country Health Information Profiles.

A review of the principal gauge for assessing health status, namely infant mortalify,
reveals continued progress within the Region. For all but four countries and areas the
rate of infant death during the evaluation period was below the global target of 50 per
L000live births. Two countries continue to show rates higher than 1"00 per 1000. In
addition, two countries are below the 100 level but greater than the global target at 82 and
72 per 1000. With the exception of those four countries with rates higher than the global
target, the bulk of the remaining 31 countries and areas have either shown some level of
progress or remained stable between 1985, the date of the first evaluation, and 1990, the
end of the second evaluation period.

Maternal mortality, expressed as the number of deaths per L0 Ofi) live births, shows
a wide disparity between countries and areas, ranging from 0 to 50 per 10 000 live births.
Only two countries, however, have rates higher than the global target of30 per L0 000.

With regard to life expectancy at birth, only four countries or areas reported an
average life expectancy of less than the global target of 60 years. As would be expected,
these were the same countries that displayed high infant mortality rates. In all but two
countries of the Region, progress in achieving longer life expectancy is clear although for
some countries the gains have been quite small.

Crude death rates have continued to decline throughsut the Region during the
peribd of the evaluation report. Today, they range from less than 5 to slightly more than
10 per thousand population. This downturn in crude mortality, probably achieved through
the application of grass-roots health programmes including the use of oral rehydration
salts, immunization, and other recent technologies, appears to level off in the period
between the second monitoring process in 1988 and the current data year of 190.
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Mortality by cause continues to group countries in three clusters. The first,
principally the developed countries, shows the leading sauses to be associated with
lifestyle. These include cardiovascular diseases, canoer, stroke and accidents. The second
group consists of countries where the gap between infectious diseases and the chronic and
lifestyle-associated diseases is rapidly narrowing. The third is where the bulk of the
mortality is still caused by communicable diseases and associated malnutrition, which go
hand in hand with severe economic problems. In the Region, sixteen countries reported
more deaths from noncommrrnicable diseases and accidents than from infectious or
parasitic diseases.

All the countries and areas of the Region report on cases of infectious and parasitic
diseases. The frequency and accuracy of reporting, particulady for some conditions, is
somewhat unreliable, however, as not all countries include the same diseases as
reportable, and some combine categories. However, combining the data of those that
report regularly produces at least a crude ranking of the leading causes of morbidity from
infectious diseases. Diarrhoeal diseases rank first with acute respiratory infections a close
second. Tuberculosis and measles are also reported at significantly high levels.

Partly as a result of the Expanded Programme on Immunization, there has been a
steady decline in the incidence of these conditions on a regional basis. However, for
individual countries the progress is not always favourable. For example, in eight countries
in 1990 the prevalence rate for tuberculosis was over 50 per 100 000.

Noncommunicable disease prevalence continues to rise in virtually all countries.
For both developed and developing countries and areas, at least three of the five leading
causes of death are noncommunicable diseases and accidents. Morbidity is rapidly
following a similar pattern.

With the scarcity of reliable data it is difficult to assess more detailed trends in
mortality and morbidity. However, it is reasonable to conclude that most of the countries
and areas of the Region have reached the health status levels called for by the global
health-for-all indicators. The few exceptions are countries where severe economic
problems have hampered efforts to achieve these levels.

The principal causes of disability in the Region continue to be bilurcated between
the developed and developing countries and areas. The causes in developing countries are
associated primarily with malnutrition and poor perinatal care. Much of this disability is
in the younger ages and results in long-term disability. In the developed countries,
accidents and chronic diseases, mental illness and drug or alcohol abuse are the principal
causative factors, and the associated disability is distributed across the age groups more
equally.

Mqior determinants of health

For the most part,'the rate of population growth has declined in the Region during
the period of the report. Most of the countries have an annual growth rate of slightly over
lVo. fntewentions to reduce high population growth have continued to receive support in
almost all countries and areas of the Region. The increase in the use of contraceptives by
women of childbearing age within the Region continues. In spite of resistance to family
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planning programmes, on religious, cultural and traditional grounds, there have been
successes in increased coverage. Surveys carried out in several countries have indicated
that almost one-third of all married women use some form of contraceptive. However,
these same studies continue to indicate relatively high rates of unwanted pregnancy.

Family plenning services are usually made available through the main network of
frontline health services in most of the countries and areas of the Region. The exception
to this is China, where the bulk of the family planning service activities are coordinated by
the Family planning Commission, which operates separate family planning service
facilities. Information on the use of contraceptive methods has not been systematically
available in the Region, although recent studies have made for some improvements in this
area.

The nutritional factors that contribute so markedly to the viability and healthy
growth of children have continued to show improvement in the Region during the
reporting period. The weight of infants at birt\ while continuing to reflect some
variations, remains well within the global target. In fact, only four countries or areas are
reporting more than l0% of the newborn weighing less than 2500 grams. Between L985
and 1990 two countries can be cited as reaching that level for the first time, namely
Kiribati where the rate fell from lSVo toT%o and Viet Nam where it fell from 25Vo to 4Vo.

Recently, studies have indicated a slight improvement in levels of breast-feeding
throughout the Region. Reports at the end of the first evaluation in 1985 painted a
negative picture with a decline in breast-feeding in the Region. Although data are
incomplete in most countries, it appears that breast-feeding for at least the first 4-6
months of life is on the rise. The increased awareness of the effects of breast-feeding on
fertility may contribute to stronger policy development and a continued upswing in
practice.

An additional indicator of the nutrition/health axis is werght for age and height.
Unfortunately, data on this are available for only ten countries. Of the ten reporting, four
are below the regional targets of X)Vo of children whose weight for age and height is
acceptable.

Given the epidemiological shift in health problems affecting most of the countries
of the Region from mortality and morbidity caused by infectious diseases and during the
perinatal period to chronic diseases and accidents, concerns with lifestyle have arisen. For
the most part, lifestyle indicators are extremely difficult to obtain in any systematic
fashion. Personal practices which are health-enhancing such as good nutrition and family
planning have already been touched upon. It remains to mention some of those practices
considered to be health-damaging, like smoking and abuse of alcohol and drugs. Alcohol
abuse has led directly to an increase in road traffic accidents and violence, which are on
the increase throughout the Region.

Health professionals and, by and large, the public accept the growing pool of evi-
dence linking smoking with increased morbidity and mortality from chronic conditions
such as heart disease, cancer, stroke and emphysema. In spite of this awareness, the pre-
valence of the smoking habit continues almost unabated throughout most of the Region.
Data on smoking and lung cancer reported from studies in several developed countries of
the Region, namely Australia, Hong Kong, Japan and New Zealand, indicate rising rates
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of smoking-associated lung cancer, particularly among women. High levels of heart
disease and respiratory conditions in china, Papua New Guinea, the philippines and
Viet Nam, together with evidence of high levels of smoking practices in their populations,
are indications of the link between this aspect of lifestyle and serious illness and death.

Recently the problem of heroin and opium abuse has appeared in parts of China
and Viet Nam. In the Philippines, methamphetamine and organic solvents have become
major drugs of abuse. Other countries and areas report similar increases in drug de-
pendence and drug abuse. The link between drug abuse and the spread of HIV infection
has heightened government awareness of this area of public health concern.
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Chapter 6

HEALTH AND EI{VIRONMENT

In the first health-for-all evaluation in 1985, "healtl and environment" was not
hishlighted in a separate chapter. However, there is now clear recognition of the
important linkages between the environment and health, and a growing awareness among
Member States of the adverse environmental health consequences of unplanned or
inadequately coordinated growth and development. There is also growing recogrrition that
these adverse consequences have a significant detrimental impact on long-term economic
progress and the sustainability of development. These realizations are giving new impetus
to health-for-all initiatives related to the environment, and bringing about a better
understanding of the critical need for improved programme integration, coordination and
cooperation.

Environmental health programmes in the 1980s

Over the past decade WHO programmes have dealt with a wide variety of
environmental problems related to human health and well-being. These problems have
been primarily associated with community water supply and sanitation, air and water
pollution control, rural and urban development and housing, and food safety. The
programmes aimed at resolving these problems have had a significant positive impact in
the Region.

During the 1980s, over 530 million additional people have been provided with
access to safer and more adequate supplies of drinking water; and over 250 rnillion
additional people now have access to adequate sanitation facilities. Substantial efforts
have been made to improve coverage in most countries and areas of the Region. In this
regard, particularly significant gains have been made in China, Cook Islands, Kiribati, the
Lao People's Democratic Republic, Malaysia, New Caledonia, Papua New Guinea, the
Philippines, Solomon Islands, Tonga and Vanuatu. However, ensuring the ongoing
operation and maintenance of existing systems continues to be a problem as adequate
resources are often not allocated to support repairs and the purchase ofspare parts. This
greatly reduces the effectiveness of the significant efforts that have been put into training
human resources. Poor operation and maintenance also results in contamination of
drinking water, increased wastage ofwater, and deterioration in service coverage.
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Another factor that exacerbates water supply and sanitation problems is that, in
some cases, insufficient attention is paid to assessing the socio-cultural acceptability or
appropriateness of proposed solutions. For example, preventive mnintenance and repair
progtam6ss are difficult to implement in situations where water is not seen by the locat
community ns 2liml1ed, costly resource. Similarly, water supply schemes that cover broad
geographic areas must deal effectively with questions of land ownership and basic water
rights in the local cultural context if they are to succeed. In short, all affected members of
the local community must have some ownership of and responsibility for solutions if they
are to be effective.

With regard to air and water pollution controt efforts have focused mainly on
infrastructure development through institution-building activities and human resources
development. In this regard, significant progress has been made in a number of countries,
particularly Chinn, Fiji, Malaysia and the Republic of Korea. Competent pollution control
agencies have been set up, as well as viable legislative and regulatory mechanisms.
However, in rnany countries the political will and resources needed to implement fully the
regulatory programmes that have been created are lacking. Environmental health
considerations have yet to be fully accepted or integrated in the economic planning and
development decision-making process. Hard decisions regarding environmental health
issues are often put off, thus passing on the burden of resolving them to future
generations.

In recent years, environmental health problems associated with the safety and
control of toxic chemicals and hazardous wastes have also become more evident. The
increased use of agricultural chemicals, rapid industrialization and ill conceived schemes
to import hazardous wastes for disposal in the Region are matters of growing concern. To
date, efforts in the Region have focused on the identification and prioritization of
problems and the provision of technical advisory services to assess and recommend
solutions to specific problems. Particular attention has been paid to industry-related
problems in china, Malaysia, the Philippines, the Republic of Korea and Singapore.
Additionally, special emphasis has been placed on facilitating cooperation and
coordination among the many governmental agencies concerned with importing,
manufacturing transporting, using and disposing of toxic chemicals and associated
hazardous wastes. Interagency cooperation and coordination will continue to be a central
issue in mounting effective control programmes to deal with the multitude of associated
environmental health problems. Also, because of the technical complexity of some of
these problems, better mechanisms must be developed for involving the private sector,
especially industrialists, in the problem-solving process.

Food safety problems and their relationship to human health and well-being have
been clearly documented. Every year, on a global basis, wHo receives reports of
hundreds of thousands of cases of foodborne diseases from all over the world. WHO
estimates that this represents only a small fraction of the disease cases that are actually of
foodborne origin. Regional activities in this important area of environmental health have
been concerned with establishing good manufacturing practice, formulating acceptable
import and export requirements, developing information networks, and monitoring food
contamination. Most of the attention has been directed toward governments,
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manufacturers and large distributors. However, it is recognized that a major part of the

problem exists at the end-user and local-distributor levels and must be dealt with there.

Educational and promotional activities need to be increased and made more effective, and

particular efforts must be made to change socio-cultural behaviour patterns which

exacerbate food-related health problems.
In all of the above prograrnme areas, activities have been developed and

implemented in a more or less vertical manner, with little practical integration,

coordination or cooperation with programmes outside the traditional health sector. The

fact is, however, that most of the solutions to environmental health problems lie outside

the health sector. This is particularly true with regard to the control of the resources

involved and the decision-making authority required to effect these solutions.
The lesson to be learnt from this is that environmental health, and, indeed, "health

for all" in general, must be more than a health sector programme. If we are to maintain

the gains that have been made and make further progress in the future, we must capture

the attention and support of national policy-makers and economic decision-makers.
"Environmental health for all" must become recognized as a societal goal and not just a

health agency slogan.

Promoting environmental health policies and programmes

Initial efforts to develop environmental health policies and programmes in the

Region have been successful. Fundamental legislative and administrative frameworks

have been established in all countries. In the most rapidly developing industrial countries,

substantial environmental health infrastructures have been developed, and some of them

have been adequately funded in relation to the current stage of economic development.

However, in terms of solving environmental health problems, what has been done

so far is the easy part. Efforts to establish technical and administrative know-how must be

supported by adequate ongoing funding and strong political and economic decision-

making. In short, to be effective, environmental health initiatives must be recognized and

accepted as an integral part of the power and decision-making structure. This requires

aggressive environmental health promotion at all levels and incorporation of

environmental health impact assessment in the economic planning and development
process. People must be convinced that sustainable development and improved quality of

life frequently depend in the long run on preventing or solving environmental health

problems. This can be a particularly difficult task in the rapidly changing economies of

the Region, where there is strong pressure on leaders to focus only on short-term

economic gains.

Assessment and monitoring of environmental health hazards and risks

The assessment and monitoring of environmental health hazards and risks in terms

that are meaningful to the affected populations is a key factor in gaining adequate support

for environmental health initiatives. To date, unfortunately, most efforts in this regard



REGIONAL EVALUATION

have been based on Western, developed-country perceptions of risk which often have little
practical relevance to developing country situations. While the external scientific
literature may be quite clear on certain environment-health relationshipg local environ-
mental epidemiologl studies, incorporating local expertise, are often essential to
demonstrating relevance and gaining support. Similarly, environmentd health impact
assessment and risk assessment must be done in terms that ils 6saningful to the
population concerned. In short, while there is an obligation to monitor, assess and report
on local environmental health situations in a way that can be readily understood by the
global scientific community, there is a correspondi'g obligation to make global data
locally usable.

Environmental rcsources management

While important benefits to health result from sound economic growth and
development, countries and areas of the Region are becoming increasingly aware that air,
water and land are finite environmental resources whose depletion is a threat to health.
There is also a growing awareness that many environmental resources must be shared
among countries, and that pollution often does not respect geopolitical boundaries. For
example, the relative scarcity of energ5r resources has caused some countries to look to
nuclear fuel alternatives and others to develop their coal resources more intensively. Each
o[ these options carries with it a different tet of resource allocation and transboundary
environmental health problems. However, this growing awareness still needs to be
translated into sound decision-making that leads to the judicious management of
environmental resources and sustainable growth and development.

In most countries and areas of the Regon, the health dimension of growth and
development is not given due consideration in the decision-making process. For example,
plans to build large resort hotels on small Sout[ Pacific islands with limited water supply
and sanitation alternatives have not usually included a consideration of the future
development options that would no longer be available when the hotels were built. In
other words, health impact assessment has not been made in the context of an overall
planning and development process. Even when it has been made, it has only been done
on a project-by-project basis.

From a global perspective, as environmental resources have become scarce, there
has been a tendency for developed countries to acquire the rights to resources in
developing countries in order to maintain their own high standard of living" Thus the
benefits of the resources accrue to the developed country and the risks associated with
their depletion accrue to the developing country. For example, the acquisition of fishing
and logging rights by distant developed countries has often led to severe local
environmental health problems. Considerations such as the health needs of displaced
populations, the contamination of air and water resources or the ill-effects of changing
employment patterns have seldom received adequate attention in these situations.
Because of economic and political pressures, it is often extremely difficult for the
developing country to cope with this risk transference tendency. While recognizing the
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substantial benefits that can result from economic development, the health community
must become a stronger advocate for decisions which have a positive impact on
environmental health.
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ASSESSMENT OF ACHIEVEMENTS

Progress achieved

This evaluation process gives some indication of the continuing effort of countries
and areas to achieve the global goal of health for all. All countries and areas reporting
manifest their strong awareness of the health-for-all values and have taken measures to
reorient and adjust their health systems towards this vision. While some similarities can
be seen, each country has evolved its own way of implementing strategies to achieve its
health goals.

In spite of great diversity, a few generalizations can be made about this new era in
health development. It is characterized by some common features which include (1) an
improved understanding of how the health system functions, (2) increased ability to direct
resources on the basis of policy and (3) better skills in targeting programmes to risk
groups and priority problems.

There has been a significant improvement in the development of management
information systems as well as more frequent evaluations of specific issues. The result has
been better information and increased national awareness of what is happening in the
health system.

The ability of health leaders to direct resources towards real improvements in the
delivery of services has increased considerably. This achievement is one of the most
striking features of this evaluation period. However, beneficial change may not always be
led by the health sector; for example, the decentralization movement in a country may be
led by the Ministry of Home Affairs. For whatever reason, many changes have taken
place in the organization, management, and financing of health systems, often resulting in
sigrrificant improvements. Decentralization of health services has been implemented in
varyrng degrees in several countries, ranging from the delegation of complete
responsibility for service delivery to the delegation of limited responsibility for a few
specific activities.

Much attention is now being devoted to the financing of health systems. Almost all
countries are now implementing or at least e4perimenting with insurance schemes,
public/private partnerships, incentive payments and various cost sharing and cost recovery
techniques.
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The training of the workforce has also significantly improved. This has resulted
from the more precise definition of the goals and needs of health systems. In-service and
continuing education as well as basic training have benefited from this development.

Effectiveness and impact of the strategr

According to the existing health-for-all indicators, the status of health development
in the Region as a whole appears to be quite satisfactory. In terms of access to essential
primary care services, X)Vo of the countries and areas in the aggregate have achieved the
access level called for. Similarly XJVo of the countries and areas have immunization
coverage of 80Vo or more. The indicators also show that SOVo of the countries have an
overall infant mortality rate of less than 30 per thousand live births, and in 85Vo of the
countries X)Vo of the newborn wergh at least 2500 grrms at birth. The few countries not
reaching these levels have either serious economic constraints to development or
formidable geographical barriers which make it difficult to provide access to services for
some parts of the population. Thus, on the whole, countries and areas have reason to be
pleased with their progress.

In a few countries both service accessibility and health status are unsatisfactory.
Moreover, even in countries that appear to have achieved satisfactory levels there continue
to be pockets in which health status is poor. Thus, problems of unequal access to services
and unattained health goals persist and will demand renewed efforts in the future.

In addition, even though the current health-for-all strategies have been very
successful, new health concerns are emerging. Urbanization, aglng populations, and
lifestyle-related health problems are increasingly posing obstacles to further health
development in most countries. These, combined with new biological problems like AIDS
and, especially, the very apparent deterioration of the physical environment and its impact
on health have become major health concerns. These issues have importan{ implications
for both the financing and the quality of the health systems of the Region in the future.



Chapter 8

OI.ITLOOK FOR THE FUTURE

Introduction

The period of the last half of the 1980s has seen the Region's economic
achievements continue to outpace those of other parts of the world. A number of political
events have had adverse short-term social and economic effects on certain countries.
However, these events have not changed the overall trend of continued national
development and improved quality of life for the majority of people in the Region. Given
this trend, it is not unrealistic to expect social, economic and political conditions in the
Region to continue to be generally favourable for health development in the next ten
years.

Considering this optimistic assumption, it is likely that the Region can achieve its
health-for-all goals by the year ZXX). This will require intensified action in those few
countries that have not yet reached this level of health development. In addition, further
effort will be needed to improve the health status of some pockets of low coverage within
the other countries and areas of the Reeion.

General policy and strategies

Looking at the overall health picture, disease and illness patterns can be grouped
into three categories. First there is the persistent unnecessary loss of life from
malnutrition, infectious diseases and other pro$ems caused by unhygienic conditions
which manifest unequal economic status. Then there are the increasing rates of injury and
disability caused by accidents, industrial problems and environmental degradation, all of
which are a by-product of economic development. Finally there are the'diseases,
potentially the most difficult to prevent and control, that are related to the aging of
populations and changes in lifestyle. It will no longer be sufficient for policy to deal only
with infant and maternal deaths. Policy will have to ensure that the children born, as well
as their mothers, are ablg to achieve a higher quality of life throughout their lives.

The issues of targeting and efficiency must now be more precisely incorporated into
national policy and strategies. [t was observed that one of the truly significant health-for-
all achievements in the Region is the ability to manage change on the basis of clearly
formulated policies. This change has resulted in increased service coverage and
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effectiveness. In additioa, more countries are now going through sipificant social change
with resulting structural changes, most notably the decentralization of responsibility for
decisions on resource utilization. Consequently, there must be a commensurate revision
in the next generation of policies and strategies to reflect this change. In the past the
primary responsibility for utilization was at central level. With decentralization, we can
expect a clearer delineation of responsibility between the central and peripheral levels.

Control of selected diseases

Targeting will be the strateg5r for controlling or eradicating selected diseases. For
instance, six countries are still reporting poliomyelitis cases. The eradication of this
disease from the Region by 1995 will make available for other needs the resources being
used now to deal with poliomyelitis and its sequelae. To achieve eradication, the
E4panded Programme on Immunization will be strengthened. This involves improving
delivery systems for vaccines and installing a reliable laboratory network for surveillance
of viral diseases. These will increase the effectiveness of vaccination against other viral
diseases like hepatitis B, which has recently been added to the Expanded Programme on
Immunization, an effort which is particularly important in this Region where carrier rates
exceed l0Vo of the population in some countries. The continuing development of new
vaccines will also benefit from these systems and facilities.

An intensified leprosy control programme based on multidrug therapy is expected
to reduce the incidence of leprosy to less than 1 per 100 000 and the prevalence to less
than L per L0 000. This means that, in time, the large numbers of people disabled by this
disease will be so reduced that the enormous resources currently spent on them can be
directed to more productive activities.

In other areas too, the focused application of current technology, such as short-
course chemotherapy for tuberculosis, can significantly reduce the disease burdens of
some countries. Even for diseases that are still resistant to technology such'as malaria, an
intensive effort can prevent the further deterioration of a serious situation.

Environment

It is quite obvious that environmental issues will increasingly dominate the health
agenda not just in the long term but equally in the short term. Environmental policy must
deal with issues which have a long-term effect on health. It must also include provisions
for strengthening the health sector's participation in government planning for
socioeconomic development and its influence on the private sector. For example, private
development initiatives often do not include adequate environrnental health impact
assessment as part of the decision-making process. This means the health sector needs to
get better at promoting recognition by other sectors of health issues, concerns and
priorities.
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Human nesounse development

N6 single factor will have a greater impact on health sector efficiency in the future
than that of how human resources are developed and used. Consequently, it is not
surprising that human resource development holds the greatest challenge and is probably
the area within which the future will see some of the most significant changes.

The broad issues for the next phase of human resource development are reasonably
clear: the number of health staff will not change signfficantly, but what individual
members of the worKorce do and the formal structures within which they do it will be
constantly changing to meet new needs.

In the immediate future, it is quite apparent that more emphasis will be placed on a
continuous process of development and training of human resources. This has direct
implications for both formal tlaining progampss and in-service training activities.
Human resouroes must be able to adapt to changng responsibilities, structures and
management methods. Staff must be more attuned to and capable of assessing the needs
of individuals and groups, and they must be more able to make technical decisions.

Health workers can significantly improve the overall efficiency of the system by
matching a client's needs with the wide variety of health technolog5r that is available.
Where shared responsibility for services exists, "managed care" and health promotion by
numerous providers will become the norm.

With improved information systems, health leaders will be able to solve problems
of maldistribution of personnel more effectively. Strong leadership will also be needed to
guide the formation of partnerships with other sectors and participate in decision-making
on the allocation of resources including personnel.

The management of human resources will face a number of new issues in the
future. The responsibilities placed on individual health workers must be supported by
appropriate policies and support programmes, especially for training. Future health
workers cannot be expected to stand alone as they so frequently are today. The health
system must respond to new needs with a supportive national policy and expanded and
flexible formal and informal learning programmes for the health workforce.

In the future most health workers will be directly involved in management and
supervisory functions. As the overall structures evolve towards more local responsibility,
and with the emphasis on quality rather than quantity of staff, more of the health staff will
be involved in some type of management team. Management is also changing. A health
unit's responsibility will include more involvement with the community, both informally
and through boards and committees. In addition, as the responsibility for more services
will be shared by various agents in the community, including those in the private sector
and nongovernmental organizations, the whole function of personnel management will be
far more complex than in most cases today.

Health promotion

The impact of noncommunicable diseases such as heart disease, cancer, diabetes,
chronic lung disease and trauma associated with traffic accidents was felt initiallv in
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developed countries. Today they are increasing in many developing countries as well and
will account for over fiVo of the deaths occurring in these countries by the end of the
century. This.phenomenon is partly due to declining fertility combined with reductions in
infant and child deaths, resulting in a demographic transition in which the number of
deaths occurring in middle to old age is proportionately increased. In addition, the ability
to control many infectious diseases has caused an epidemiological transition in which the
age-specific incidence of the noncommunicable diseases is increased. Thus, the
prevention and control of these diseases has become a major health policy issue in both
developed and developing countries in the Region.

An effective programme of health promotion should influence individual behaviour
so as to affect the patterns of diseases. One example of such an effort is the Tobacco or
Health campaign. In this case the use of rather aggressive narketing techniques is needed
to achieve significant results. These programmes require that clear information about the
relationship between behaviou and disease is transmitted to the public. Thus information
exchange and communication will become more essential components of a programme for
the promotion of health. In fact, it is through this transfer of knowledge and technology
that individuals and communities will be empowered to make healthy decisions.

Information exchange

Information exchange will become a more important health-for-all strategy. By
sharing their knowledge, information and technology, countries can greatly benefit from
each other's experience. The focus of these exchanges will probably shift from purely
technical matters to increasing emphasis on policy and decision-making issues.

In the 1990s, while the regional fellowship programme continues to provide for
long-term academic placements of young health workers, increasing emphasis will be
given to short-term exchanges of more senior health service staff. Seminars, symposia and
conferences involving officials at policy and decision-making levels will be promoted to
balance the present emphasis on training courses and workshops for technical personnel.

Management

The achievement of future goals will require unprecedented management abilities,
especially in financial matters, and new structural arrangements for the use of resources.
The financial challenge is to find ways to influencs the national allocation of resources so
as to achieve a more realistic balance between curative and preventive activities. For
some countries this will include increased spending on relevant research.

The service structures that are evolving in each country will be characterized by
rnore local responsibility with regard to operational decisions. Many of these structures
will be less formal than they are now, and will link partners involved, which include
government, the private ssctor, nongovernmental organizations and the community.

A major challenge for the future is financing the health sector. Some of the main
issues in this area have become much clearer. Thev include how to make the most
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efficient use of whatever money is obtained, how to contain tle overall cost of care once it
reaches 5Vo or 6Vo of the gross national product, and how to direct resources to those
most in need.

For most developing countries in the Region, the need for a ceiling on health costs
is not yet a concern. However, it should not be completely ignored even at this stage,
since those countries which are considering a national insurance scheme could see overall
expenses for health rise dramatically. The major financing issue for the Region is how to
pay for services for rural areas and the poor when only a small portion of national revenue
is spent on health. The trend towards decentralization may help to reduce some of these
problems as there is some evidence that local control makes it easier to improve resource
utilization effi ciencies.

Financial mechanisms will not only affect national allocation policies but also
inlluence decisions on how to improve the quality of life. Pricing and palment methods
will be used more effectively to influence demand for care and contain the overall cost of
services.

Another important area of support for policy objectives is legislation. Legislation
has traditionally been used as a control measure, and in systems with centralized authority
this may have been appropriate. However, in such matters as human resource
development and health financing, legislation has begun to have a more supportive
function. As noted, an increasing number of health matters will depend on a pluralistic
grouping of partners. While the degree of leadership and control befween organizations
will vary from country to country a common framework within which these partners can
find their respective contributions can often be provided by legislation.

Information systems will continue to develop very rapidly. These systems will
support all the more complex technical and management functions of the future. They
will share information more effectively between partners. The most challenging task will
be to integrate management systems with the additional technical information that will be
needed in the future to solve both collective and individual problems.

Conclusion

Many of these developments are already taking place in various parts of the
Region. No single country or area is fully confident that it can make the necessary
changes alone. However, judging by the past, it can be expected that with their dynamic
leadership, their willingness to learn from neighbouring countries and their common
values, the Member States of the Region will meet these challenges effectively.

It is anticipated that the Region will continue to be a growing economic power at
the global level. The few countries that have not shared in the overall economic growth
should within a few years be doing so. Health systems will be evolving within a complex
environment of social and political change whose implications for health are still not
clearly enough defined. However, the current trends make it likely that steady progress
towards health for all will continue.
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EVALUATION BY COUNTRY OR AREA



AMERICAN
SAMOA

American Samoa comprises the
five islands of Tutuila, Ta'u, Olosega,
Ofu and Aunu'r1 and the atolls of
Swain's Island (Olohsnga) and uninhn-
bited Rose Island. The islands lie in the
South Central Pacific, some 37fi) kilo-
metres south-west of Hawaii. The area
of the islands is almost 200 square
kilometres. The territory's population in
1990 was estimated at 46 500, of whom
93.3Vo lived in Tutuila, where the main
island Pago Pago is situated. In 1988,
the territory's mean per capita income
(wages only) was about US$1750.

DEVELOPMENT OF HEALTH
SYSTEMS

Health policy and strategr

A major policy addition is the
issuance of an, executive memorandum
by the Governor establishing a semi-
autonomous Hospital Authority. This
action separates the hospital functions of
the present health system organiza-
tionally from the public health functions
and will enable the hospital to be
managed more
effectively.

efficiently and

In terms of the quality, availabi-
lity, and accessibility of primary health
care services there are no significant
disparities amongst population sub-
groups on the main island of Tutuila.

This is due to the dispersion of
community-based health centres, the
small geographical scope of the island
with its good transportation and
commutrication infrastructure, and the
essentially free service.

There is a need to introduce new
mechanisms to strengthen intersectoral
coordination and community invol-
vement in primary health care
development.

The health system

At all levels of the health system,
there is full acceptance of the
importance of primary health care.
There is an agreement amongst the
health system leaders that the scope of
primary health care' development efforts
must be broadened to include other
sectors of government and the
involvement of individuals and
communities in the process.

Physicians are being trained
specifically to assume principal medical
roles in the developing primary health
care system upon return to the
Territory. This training is being
provided through the Pacific Basin
Medical Officers Training Programme
in Pohnpei, Federated States of
Micronesia. Five students are now in
training; four in their third year, and
one in the first year.

It is expected that the training
curriculum for public health nurses will
be revised in the near future to realigrr
training with the expanded role of public
health nurses in primary health care.
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Considerable research has been
conducted in American Samoa on
disease conditions and their relation to
socioeconomic and other factors.
Almost all the health-related research in
American Semoa has been done by
graduate students of various American
universities.

Managerial process

There is no formal documented
plan or strategy for health for all at the
national level. Similarly, there is no
health-for-all plan on strategy at the
ministerial (Department of Health)
level. The Division of Planning and De-
velopment (within the Department of
Health) has responsibility for primary
health care planning and development,
whereas authority for the alloc..ltion of
Department of Health operating funds
and human resources is at the depart-
mental level. Efforts to align the objec-
tives of the primary health care devel-
opment project with those of the De-
partment of Health as a whole are con-
tinuing.

Community involvement

The Governor has recently issued
a memorandum establishing a Hospital
Authority with a Board of Directors.
The Hospital Authority would, if imple-
mented, include the District Health
Centres. The five members of the
Board of Directors would be appointed
by the Governor; three of them would
represent sectors other than health.
However, the implementation of this or-
der in the near future is uncertain.

There has been considerable
health education activity since the 1988
monitorirg report. A significant account
of diabetes education has been dissemi-
nated via the public television media and
to patients since the beginning of the
Diabetes Control Programme in 1988.
Most of this has been in the area of pre-
venting disability and death from this
disease. Maternal and child education
has also been significant in terms of
scope and intensity. Other areas have
received very little attention (ie. injury
prevention, wise use of medications and
health services, and lifestfe and be-
haviour factors such as weight control,
exercise and nutrition).

Mobilization of rcsources

The Division of Planning and De-
velopment, Department of Health, has
responsibility for health manpower de-
velopment.' There is a current Territo-
rial Health Manpower Development
Plan and Strategy. This plan establishes
the long-term need for hpalth manpower

'by category prioritizes this need, and
sets the policy and procedures guiding
the implementation of this plan and
strategy. The Department of Health
plays a key role in this process. To date,
progress in implementing this plan has
been very satisfactory. The Department
of Education has given high priority to
providing scholarship assistance to
health profession students according to
the priorities set by the plan. The goal is
to become almost entirely self-sufficient
in local health manpower within ten
years.

The 1988 Monitoring Report
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described efforts to develop a Territorial
Health Manpower Development Plan
and Strategy. Since that report, these
plans have been implemented and now
form the framework for the successful
health manpower development activities
which are currently taking place. This is
seen as one of the most sigrrificant indi-
cators ofprogress in achieving health for
all in this Territory.

Another significant initiative has
been the decision to train a number of
physicians specifically for unique
medical roles in the primary health care
system through the Pacific Basin
Medical Officers Training Programme
in Pohnpei, Federated States of
Micronesia. Also, the training
curriculum for public health nurses is to
be re-designed to prepare these key
health workers more appropriately for
their expanded role in the developing
primary health care system.

Intersectoral cooperation

The American Samoa Power
Authority, the Office of Economic
Development Planning, the Building
Branch of the Department of Public
Works, and the Environmental Protec-
tion Agency jointly implement a cooper-
ative policy and permit programme
which helps assure that any new
construction or public works projects
must meet regulations desigrred to
protect the potable water system, ensure
adequate waste disposal systems and
take into account other factors related to
public safety and health. The Director
of Health serves on several of the
committees which monitor and control

these joint programmes.

The public hearing process does
provide an opportunity for these issues
to be raised dut-g planning for major
projects, but the specific question is not
posed as a part of the plannfug phase of
such projects except upon the individual
initiative or special interest of a member
of the project planning team.

Health status

In 1989 there were 1738 live
births; 1678 of them (96.5Vo) had a
birthweight of at least 2500 grams. In
the same year, 1722 newborn infants
were discharged from the L.B.J.
Tropical Medical Center (the only
hospital in American Samoa). This
represents 9Vo of the total babies born
alive in the Territory in that year.

The three-year intant mortalify
rate for the years 1987-1989 was 9.4 per
1000 live births. The three-year mean
neonatal mortality rate for the years
L9f37-1989 was 4.5. The three-year mean
child mortality rate for the years 79f37-
1989 was 3.3.

The average age at death in
American Samoa for the three-year
period 7987-7989 was 50.7 years. Of the
528 deaths occurring in the three-year
period, 6.6% occurred at over 50 years
of age.

The ten leading causes of death
for the three-year period 1987-1989 were
in rank order: diseases of the heart:
malignant neoplasms; sigrs, symptoms,
and ill-defined conditions: accidents and
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adverse effects; cerebrovascular disease;
pneumonia; infectious and parasitic
diseases; nephritis, nephrotic syndrome
and nephrosis; certain conditions
originating in the perinatal period; and
diabetes mellitus.

The ten leading causes of
morbidity requiring hospitalization for
the year 1989 were: accidents and
adverse effects; pneumouia and
influenza; certein conditions origl"ating
in the perinatal period; chronic
obstructive prrlm6aryy diseases; diseases
of the hearg infectious and parasitic
diseases; noninfectious enteritis and
colitis; musculoskeletal and connective
tissue diseases; malignant neoplasms;
and cerebrovascular diseases.

The percentage of the population
that has safe drinking water available in
the home or reasonably close by is
estimated tobe62Vo. The percentage of
the population estimated to have
adequate excreta disposal facilities was
85Vo accarding to the 1988 monitoring
report. Virtually Im% of the
population have access to treatment and
essential drugs within an hour's travel.

Improvement in immunization
coverage is badly needed. Data indicate
that an unacceptably low percentage of
two-year olds are protected against the
preventable childhood diseases.
Innovative methods and renewed
programme vigour are necessary to

achieve acceptable levels of
immunization.

ASSESSMENT OF ACHIEVEMENTS

The recent Governor's
memorandum establishing a Hospital
Authority includes a provision for the
new Authority to establish a health
insurance scheme for the Territory.
However, the implementation target
date is unknown.

Overall, health system financing
is adequate to provide basic health
services to the entire population, and to
make these universally accessible.
There is an acute shortage of hospital
and public health nurses. This has a
significant negative impact on the
territorial health strategy, particularly in
primary health care development. This
shortage is the result of nationwide
shortages, not of lack of local positions
or financing.

The entire population has equal
access to primary health care services,
regardless of income, race, national
origin, or location of residence. The
health system is entirely public; care is
provided at
transportation
available.

nominal fee, and
cheap and readily

disadvantaged or
underserved population subgroups have
been identified.

a
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AUSTRALIA

Australia covers an area of
7 6823N square kilometres. Nearly
39% of. its land mass lies within the
tropics; Cape York, the northernmost
point, is only 10o south of the equator.
Australia's population in 1989 was
16 833 085, giving a density of only 2.2
inhabitants per square kilometre, one of
the lowest national figures in the world.
In terms of population, as well as land
use, Australia can be divided into three
broad zones: one part almost unpopu-
lated, another sparsely populated and
the third containing the great majority of
the people. The rate of population
growth has been low during the 1-980s,
averaging around L.6Vo pet year. Much
of the increase has resulted from net
immigration, which has contributed
approximately 50% of the population
growth during the decade of 1980-L990.

Australia's per capita gross
national product in 1989-1990 totalled
A$20 924 or US$16 120. The economy
is very open and has a sizeable public
sector.

DEVELOPMENT OF HEALTH
SYSTEMS

The past few years have seen
some significant developments in the
health sector in Australia. By most
available measures, the health of most
Australian people has continued to
improve steadily. In both the traditional
health services and in the recently re-
vitalized public health and prevention
areas, important new initiatives have

been carried out.

Although health care services will
remain the dominant component of the
health system, there is widespread
agreement that there are limits to what
they.can achieve in terms of improving
the health of the nation. Prevention
services and programmes represent a
complementary approach with the
promise of generating greater improve-
ments in health.

The 1986 report of the Health
Targets and Implementation
Committee, Health for All Australians,
and the subsequent development of the
National Better Health Programme,
have substantially increased the
emphasis in Australia on the promotion
of healthy behaviour and healthy envi-
ronments (physical and social), as well
as the prevention of disease.

A major challenge is to provide
more effective help for those groups
which are significantly disadvantaged.
Aborigines and Torres Strait Islanders
have the lowest health status, and some
recent migrant groups are also dii-
advantaged in terms of health status.
Issues here will include assurance of
equity and access to health services and
more effective strategies to decrease
risk-taking behaviour.

Heath policy and strategr

In March 1-987, the Australian
Health Ministers' Conference estab-
lished the Health Targets and Imple-
mentation (Health for All) Committee
to develop comprehensive health goals
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and targets for Australia by the year
2000. This Committee issued a report in
1988, entitled "Health for All
Australians". It deals with how the
health system might contribute more
effectively to health improvement and
take more seriously its responsibilities in
disease prevention and health promo-
tion. Current efforts in the health pro-
motion and disease prevention area are
aimed at reaching the goals and targets
set out in the above Report. For in-
stance, the National Better Health
Programme, which was established by
the Commonwealth, State and Territory
governments in response to the above
Report, will optimize health outcomes
by using primary and secondary preven-
tion strategies.

A two-year analysis of Australia's
health care system began in July 190.
The National Health Strateg5rwill review
health care in Australia and develop
options for change. The Strateg5r will
(1) examine the distribution of health
costs and their impact on individuals and
families; (2) study factors creating
demand for medical service and options
to contain costs at reasonable levels;
(3) identify the cause of the increasing
demand for and costs of hospital
services and options to contain demand
and costs while maintaining accepted
standards of quality and access;
(4) review the role of the private
sector, particularly private hospitals and
private health insurance, in relation to
the Australian health care delivery
system; (5) examine service delivery
systems that better integrate health and
community services; (6) highlight
methods to stimulate an increased focus
on preventive services and to integrate

them with community services and
hospital and medical services; (7) assess
the effect of current financial and orga-
nizational arrangements on effective
health care delivery (8) maintain the
balance between the supply and demand
of health workers.

The health system

A number of options are being
considered to strengthen a comprehen-
sive primary health care system in
Australia. These include the following:
options for restructuring the funding of
general practitioners; coordinating
mechanisms and incentives between pri-
vate, publig nongovernmental and self-
help sectors; strategies and incentives
for the integration of primary and sec-
ondary levels of the health care system;
resources and workforce planning; con-
sideration of overseas models and expe-
rience; and refining the respective roles
of the Commonwealth and
States/Territories in any future arrange-
ments.

The National Better Health
Programme has called for expressions of
interest from organizations willing to
establish and oversee a National
Reference Centre for Continuing Edu-
cation for Primary Health Care in
Australia. Education and training are
integral components in reaching
Australia's national health goals and
targets.

The aim of the National
Reference Centre will be to support the
development of improved continuing
education for comprehensive primary
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health care in Australia. This should be
multidisciplinary and community-based,
and involve cotuiumers and clients in on-
going monitoring and quality assurance.

The National Health Strategy will
explore mechanisms to enhance the
linkages of health services with other
community services. It is expected that
a Report on this will be issued around
the middle of 191.

Managerial process

A new policy on funding certain
specialized health technolog5r services
has been adopted by the Australian
Health Ministers' Advisory Council
(AHMAC). This policy on nationally
funded centres relates to support for
facilities which are expensive or cater for
relatively rare conditions or demand
high levels of e4pertise. Such facilities
would in general be available in only one
or two locations in Australia.

Community involvement

Australia has in place a large
number of effective mechanisms for
people to express their demands and
needs in the health area. There are,
however, differences in the level of
community participation between States
and Territories, which need to be ad-
dressed in the coming years.

It is recognized that much of the
success of attaining the goals and targets
of the strategy for health for all by the
year 2000 will depend on the mobiliza-
tion and involvement of local people and

their health workers in pursuit of their
own health goals.

The Healthy Cities project is a
new approach to urban administration
which encourages coordination of ser-
vices to make the physical and social en-
vironment positive for health. It aims to
bring together the organizations and in-
dividuals whose decisions affect health,
in order to identiS the health impact of
their actions. Once these effects have
been establishe4 and assuming a shared
commitment to better health, each or-
ganization is then required to reassess
its actions and policies, and to redirect
them as necessary towards positive
health goals.

Through its programmes, the
Department of Health, Housing and
Community Services is seeking to
encourage a change of perspective
whereby health care providers think in
terms of outcomes for the client. The
move to a primary health care focus by
providers is reinforced through the
Department's external workforce stra-
teg5l which aims to facilitate the deve-
lopment of a workforce which is appro-
priately trained and distributed to meet
the needs of the Australian community
in a flexible, cost-effective manner.

The Rural Health Support,
Education and Training Programme
(RHSET) is a major new grants pro-
gramme. It aims to improve the re-
cruitment and retention of health
workers in rural areas by the provision
of enhanced education, llaining and
support systems. Priority is given to
projects that demon5trate a multi-
disciplinary approach and have potential
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for ongoing benefits to the health status
of the community.

Intersectoral cooperation

The Federal Governmeil's Social
Justice Strateg5l has created a favourable
environment for intersectoral
collaboration. The Strategy addresses
the disadvantages that result from
factors such as inadequate income,
gender, race, location and disability, all
of which can contribute negatively to
people's health.

A vital requirement for all people
is access to quality health services. The
introduction of Medicare in L984 has
ensured a stable health system in
Australia. Medicare, which is
administered by the Health Insurance
Commissioq is supplemented by
programmes such as the National
Women's Health Programme, the
National Better Health Programme and
Aboriginal health initiatives, to meet the
special health needs of disadvantaged
groups.

Health goals are not as yet an
integral part of socioeconomic
development. However, on the positive
side, a national framework for health
impact assessment is being developed.
Concerns about environmental health
impact assessment have been expressed
by numerous bodies in Australia. For
example, the National Health and
Medical Research Council has called for
environmental impact assessments to be
widened to include, as a major element,
consideration of impact on public health.
This project comes under the Public

Policy component of the National Better
Health Prqgramme which focuses on
ensuring that decisions taken in other
sectors of activity, including
environment, are more likely to be
beneficial to health than to have adverse
effects on it.

Australia is actively engaged in a
process to develop a country paper
which takes into account the
intersectoral aspects of food and
nutrition in Australia. In developing the
paper, input from a wide range of health
and consumer organizations will be
included. The report will be finalized in
February L992.

Additionally, Australia is taking
steps towards the development of a
National Food and Nutrition Policy
overseen by a multisectoral committee
from the agriculture, media, consumer
and industry sectors. As part of the
consultation phase of the policy
development, a national conference is
planned for March 1D2.

There is growing agreement that
good health is not just the absence of
illness; other sectors are more aware of
the need to provide a healthy
environment, so that stayrng healthy
becomes easier. One of the obstacles to
intersectoral action is the fact that in the
short term healthier options often carry
with them higher costs.

HEALTH STATUS

Overall, Australians have a high
level of health. Average life expectancy
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has risen continuously during the
twentieth century, except in the early
1!X0s when it levelled off because of
increasing death rates caused by
cardiovascular disease, especially among
males. Between 1905 and L988, life
expectancy at birth increased by 18 years
to 73|L years for males and by 21 years
to 79.5 years for females. T'he infant
mortality rate was 8 per 1000 live births
in 1989. The proportion of newborn
infants with birth werght of less than
2500 grams is approximately 5.5Vo. Thrs
figure has remainsd faidy constant over
the last few years.

The principal cause of death
remains heart disease, although the
proportion has decreased from 34.6Vo of
deaths in 1983 to 32.47o of deaths in
1988. The crude death rate for
ischaemic heart disease has declined by
approximately 25Vo over the last 20
years, from 278 per 100 000 in 1968 to
197 per 100 000 in 1,987. The death rate
for cancers, the second largest cause of
death, has continued to increase, from
23.2Vo of deaths in 1983 to A.6Vo of
deaths in 1988. The five top ranking
types of cancer in L982 were lung,
breast, colon, prostate and melanoma.
The death rate for diseases of the
respiratory system is somewhat erratic,
but from 1985 to 1988 it increased from
6.8Vo of. deaths to 7.4Vo of deaths. The
death rate for cerebrovascular disease is
gradually decreasing from ll.8Vo of
deaths in 1983 to I0.6Vo of deaths in
1988. The fifth largest cause of death is
accidents, including motor vehicle
accidents. The death rate for accidents
has been fairly stable over the five years
from 1984 to 1988 at about 4.6Vo of
deaths.

ASSESSMENT OF ACHIEVEMENTS

The National Better Health
Programme (NBHP) now has a large
nu'nber of projects in place that aim to
narrow the gap in health status between
different social groups and strengthen
structural support for primary health
care and development of healthy public
policy. Although one cannot attribute
positive trends in health solely to this
programme, it is the case that the
NBHP is supporting strategies and
activities known to reduce the death
rates for heart and cerebrovascular
disease, and for accidents and injury.
Death rates for these conditions
continue to decrease.

Special attention is being given to
areas where promotional and
educational activities could encourage
Australians to adopt healthier
behaviour. For instance, the increasing
incidence of smoking among young
females and the resultant highe. rates of
lung cancer :rmong women is cause for
conoern, but programmes such as the
National Campaign Against Drug Abuse
are targeting these as risk groups with a
view to making them more aware of the
consequences of risk behaviour.

Similarly, the implementation of
national strategies on alcohol misuse
would have been a contributing factor to
the significant reduction of fatal injury
caused by motor vehicle accidents.

The major diseases affecting
Australians today are those associated
with lifesryle and related social and
environmental factors. A concentrated
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effort on health promotion and disease
prevention by both national and State
authorities is aimed at decreasing the
risk factors leading to preventable
illness, injury and disability, as well as
premature death.

The current set of national health
goals and targets are expressed in terms
of disease outcomes for the population
at large. These goals need to be
improved. Expression in terms of
broader measures of health outcomes,
health outcomes in subpopulations, and

processes need to be considered.

Work has started to review the
current framework and actual national
health goals and targets, including their
application and use in Australia.
Existing health goals and targets may be
adjusted and new ones developed in
areas where they currently do not exist,
e.9., in the mental health area. The
interim National Aboriginal Health
Goals and Targets will be refined for
incorporation into this general
framework.



BRUNEI
DARUSSALAM

Brunei Darussalam comprises an
area of 5765 square kilometres and is di-
vided into four districts: Brunei/Muara,
Tutong Belait and Temburong" The
190 population was 256500, 57.7Vo of
whom reside in urban areas. About
45Vo of the population were less than Z)
years of age in 1990. In 1990, Brunei's
per capita gross domestic product was
17 m0 Brunei dollars equivalent to
US$10 000 at constant prices.

DEVELOPMENT OF HEALTH
SYSTEMS

Health policy and strategr

The health policies were reviewed
in 1-990, with the aim of reinforcing and
assessing the objectives of health for all
by the year ?nSO in Brunei Darussalam.
As a result, special working groups were
formed to study all elements of primary
health care and to improve the manage-
rial process for national health develop-
ment. It was seen that during the last
two decades there had been a transfor-
mation in the health status of the people
of Brunei Darussalam but that
continued vigilance was needed to sus-
tain the improvements. Despite the
progress, new challenges have been
emerging. Diseases related to lifestyle,
such as diabetes, cancer, heart diseases,
accidents and mental disorders - which
are, to a large extent preventable - have

become the leading causes of morbidity
and mortality.

The Ministry of Health recog-
nizes that these problems and diseases
can be overoome by involving individuals
and communities in planning
dsgisi6l-6ating and operational
processes through such activities as
dialogues promoting shared commit-
ment to health care.

To face the new challenges, the
following steps were outlined for the
improvement of public health:

(1) to focus on health promo-
tion and the prevention of
diseases in order to ensure that
everyone has the best possible
information on matters that affect
their health, especially with
regard to aspects of their own
behaviour and lifestyle that need
modification to improve their
quality of life;

(2) to promote the primary
health care services through
further development of infras-
tructure, according to the health
needs of the people;

(3) to improve the curative and
specialized care of the hospital
services in order to ensure that
high quality and cost-effective
care is available in Brunei
Darussalam and thus be less
dependent on technical support
from overseas;

(4) to set up screening pro-
grammes for early detection in
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high-risk groups of heart
diseases, diabetes and others;

(5) to improve environmental
quality 1fusugh legislation, with
support from the Laboratory of
Scientific Services and the new
Environmental Unit;

(6) to formulate research stra-
tegies;

(7> to continue the programme
for the prevention and control of
communicable diseases;

(8) to ensure the availability of
essential drugs;

(9) to develop further the health
information system;

(10) to promote and strengthen
intersectoral coordination bet-
ween government organizations
and with other sectors;

(11) to formulate a suitable pro-
gramme for the disabled;

(12) to develop, fortify and
expand the care of the mentally ill
in the community;

(13) to step up efforts in the
recruitment of health personnel,
through training programmes to
produce skilled and trained local
personnel.

The Head of State and the
government ministers have made various
public pronouncements indicating their
continuing political commitment to

health for all.

The health systen

The Ministry of Health is headed
by the Minister of Health who is
responsible for all aspects of health
services in Brunei Darussalam. The
Minister, with the assistance of the
Permanent Secretary, is responsible for
the national strategic planning and
operational control of health services.
The Director of Medical and Health
Services and his senior staff oversee the
management and implementation of
various services and programmes of the
Ministry.

The hospital outpatient services
provide curative care to the vast majority
of the population while community-
based outpatient services are provided in
health centres, clinics and by the mobile
dispensary services. In order to
decentralize and integrate the activities
of the primary, secondary and tertiary
levels of health care, medical and
paramedical staff of the hospitals need
to be oriented further to primary health
care. Nurses have been trained in
community health nursing and student
nurses have been given training in
primary health care.

Managerial process

A monitoring and evaluation pro-
cess has been introduced at most levels
of the health system.

Further improvements in mana-
gement have been made through the
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development of the health information
system, with improved collectioq
analysis and dissemination of health
statistics, the introduction of information
on patient morbidity, and a monthly
reporting system. In the maternal and
child health services, a new registration
system to identi$ risk factors (high risk
approach) has been introduced.

Community involvement

District meetings of village heads,
women's organizations and youth
organizations are the voice of the
community in expressing its needs.
There are plans to have health
personnel representatives in village and
district committees.

The rural latrine programme
continues as a way to improve rural
sanitation, with government subsidies
and community help. At least 85Vo of
the rural villages and remote areas are
expected to have a toilet in each home
by 19%.

The training of village health
volunteers, which was started in 1985,
will place more emphasis on activating
village and district health committees
and strengthening health information
functions at district level.

Nongovernmental organizations,
consisting of religious groups and
women's organizations, participate in
health promotion activities such as
prevention of drug and alcohol abuse,
control of communicable diseases and
promotion of breast-feeding.

Mobilization of resources

The proportion of gross domestic
product spent on health is l.53Vo. The
proportion of the budget allocated to
primary health care is to be progres-
sively increased. The provision of health
facilities and health personnel is based
on the population of the area. There is
still a shortage of higbty skilled health
personnel and heavy dependence on ex-
patriate workers.

A programme for the compre-
hensive development of community
health personnel is being continued.
The introduction of the primary health
care approach has been accelerated and
the scope ofnursing has been expanded.
With WHO collaboration, a community
health nursing trainiqg programme was
launched in L90. Formal one-year
training for 28 community health nurses
was completed in 1D1. This prog-
ramme is to retrain the existing nursing
personnel in community nursing.
Refresher courses for trainers and other
categories of health personnel were also
held. Qualified community health
nurses are offered a better career struc-
ture and promotion prospects.

Intersectoral cooperation

Other ministries, such as the
Ministry of Development and the
Ministry of Home Affairs, are collabo-
rating in the management of solid waste
and waste water, and in food safety
programmes. In April1989, the Mini-
stry of Development started the Kam-
pong Ayer (Water Village) solid waste
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pilot project aimed to improve the
environment of the people of Kampong
Ayer. The project provides daily
collection service of solid waste for some
400 households. The pilot project
provides the basis 1ot sleading this
service to the rest of the Kampong Ayer,
which is to be implemented in the Sixth
National Development Plan (1991.-
195). The Health Ministry acts in an
advisory capacity in solid waste and
waste water management, md
collaborates with the Ministry of Home
Affairs for the inspection of food
premises and the examination of food
handlers.

Collaborative activities with other
sectors are carried out to provide safe
water, rubbish disposal and disposal of
human waste. The Health Ministry
works together with the Agricultural
Department in ensuring safe use of
insecticides and pesticides and safety of
agriculture produce.

HEALTH STATUS

The people of Brunei
Darussalam enjoy a high standard of
health, as can be seen from the general
decline in the incidence of
communicable diseases and im-
provements in other health indices. The
Government continues to base its
health poiicies and strategies on
the attainment of health for all by
the year 2000. Increasing emphasis is
being given to the delivery of prirnary
health care services to improve the
health of the population, particularly in

the rural areas.

The average life expectancy in
1990 was Tl years for males and 73 years
for females. The infant mortality rate
has continued to decline, reacbtng 7.4
per 1000 live births in 190, as compared
to L2.7 in 1985.

Data on the causes of death show
that there has been an upsurge in car-
diovascular diseases, which caused lSVo
of the total deaths recorded in 1990.
Also significant in terms of percentage
of total deaths, are malignant neoplasms
(l2Vo); accidents, poisoning and violence
(9Vo); cerebrovascular diseases (5%);
and hypertensive diseases (4%).

The five main diseases causing
morbidity in L990 were the following in
terms of number of cases: acute upper
respiratory infection (8qO; gastro-
enteritis (696); diabetes mellitus (437);
bronchitis, chronic and un-specified
emphysema and asthna (486); and hy-
pertensive diseases (300).

Immunization coverage of infants
reaching their first birthday were: diph-
theria/pertussis/tetanus (95.lVo); po-
liomyelitis (95.3%\; tuberculosis
(?6.6%); and measles (78.5%). No
cases of diphtheria, pertussis, polio-
myelitis and neonatal tetanus have been
reported since 1988. The incidence of
measles was reduced and there was a
gradual drop in tuberculosis cases.

The population growth rate
remains at3Vo.



BRUNEI DARUSSAI.AM

ASSESSMENT OF ACHIEVEMENTS

The country continues to make
good progress in implementing its
strategies for health for all. The basic

health status indicators are quite good.
To ensure high quality of health care for
all the country's' citizens, Brunei
Darussalnm will have to strengthen
efforts to face the new challenges such
as combating lifestyle diseases.



CHINA

The People's Republic of China
covers an area of 9 600 000 square
kilometres and extends about 4000
kilometres from north to south and 4800
kilometres from east to west, making it
the third largest country in the world
(after Russia and Canada).
Administratively, China is divided into
23 provinces, five autonomous regions
and three municipalities directly under
the central government. These are in
turn divided into 165 prefectures, 321
cities, 2046 counties and 620 urban
districts. According to the 1990 census,
China's total population was
1.133682501, representing more than
one-fifth of the world's population.
More than 330 million people in China
live in cities and towns, but this is still
predominantly a rural country, with
around 74Vo of the population living in
the countryside. Since 1979, population
growth has been more than IVo per
annum - a rate still above official targets.
China's per capita gross national
product in 1989 was 1411 Yuan or
us$270.82.

DEVELOPMENT OF HEALTH
SYSTEMS

Health policy and stratery

The Government of the People's
Republic of China has always responded
actively to the resolution adopted by the
World Health Assembly in 1977 on the
implementation of the global strateg1

for health for all by the year 2000. In
line with actual conditions in the
country, the Government has formulated
a series of strategic progr:rmmes, a plan
of implementation, principles and
policies for the promotion of health and
a system of health services. All this is
consistent with the global strateg5r for
health for all by the year 2000, which has
become widely recognund and accepted.

The Constitution of the People's
Republic of China e4plicitly states that
"the State develops health undertakings,
develops both modern medicine and
traditional Chinese medicine, and
cncourages collective economic
organizations, state enterprises as well
as street organizations to run medical
and health establishments, and carry out
mass movements to protect people's
health." Thus, the basic policies on
developing national health services are
established in a form of national
legislation.

A document on the reform and
strengthening of rural medical and
health work was issued in L99L. It
identifies rural health services as a
priority and defines primary health care
as the main approach for providing
these services.

Rural health policy stresses the
consolidation and expansion of a three-
level (county, township and village)
medical and preventive service network.
This is accompanied by a gradual
reinforcement of countylevel medical
and health care institutions with priority
placed on the construction of key
township health centres. At present, a
plan to strengthen ordinary township
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health centres is being formulated. A
cooperative medical and health
insurance system has been introduced in
rural areas.

An important characteristic of
Chinn'5 developing socialist medical and
health services is the principle of
prevention frst. In a State Council
document entitled "Some recommenda-
tions on overall implementation of the
principle of prevention first and further
strengthening preventive services", the
Ministry of Public Health has set goals
for the preventive services. At the same
time, the Ministry worked out a series of
policies and measures to further
structural reform in preventive services
and strengthen preventive service
institutions, health legislation,
supervision and law enforcement.

Human resources development,
especially the training of rural health
workers, is the key to the attainment of
the goals of health for all in China. In
the last few years, the importance of
personnel training has been stressed.
Emphasis has been placed on medical
education reform through which the
method of running medical schools can
be changed and the training of
appropriate health manpower can be
accelerated by various means such as
developing multiple categories of
personnel and using diversified forms of
training.

In order to achieve the health-
for-all goals, conditions in China
indicate that priority should be given to
the rural :ueas where the greatest diffi-
culties are encountered. Accordingly,
the Ministry of Health, the State

planning Commission, the Ministry of
Agriculture, the National Committee for
the Patriotic Health Campaigrr and the
Ministry of Environment Protection
have jointly issued a statement on
progremme objectives for achieving
health for all by the year ?nAO in rural
areas. The statement describes 12
indicators and outlines steps for
achieving the objectives. At the same
tine, management procedures for
primary health care work and evaluation
standards for health for all by the year
ZXX) were also worked out.

The programme objectives are
planned in trvo stages: 5OVo of all the
counties will reach the objectives by
1995, and the remaining 50Vo will
achieve them by the year 2000. Initially,
this involves developing leadership,
mobilizing people, setting up support
systems, conducting investigations and
studies and implementing the
programme in pilot areas for
demonstration. These activities will
establish primary health care as part of
national economic and social
development and make it one of the
general objectives for social
development.

While stressing the implementa-
tion of the health-for-all programme in
rural areas, the Government has also
actively explored and promoted the
development of approaches, managerial
processes and indicators for
implementing primary health care in
urban areas.

"Recommendations on formu-
lating a ten year programme and the
Eighth Five-Year Plan on National,
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Social and Economic Development"
were adopted at the seventh plenary
session of the thirteenth committee of
1foe Qs66unist Party of China held at
the end of 1D0. These recommen-
dations emphasized that health services
should be based on the principle of
prevention frst. With the help of
scientific and technological advances,
social participation and the coordinated
development of both traditional Chinese
and Western medicine, health services in
China are expected to improve steadily
in the coming years.

The health system

The health care system consists
of a network of administrative villages
(neighbourhoods in the case of urban
areas), townships, counties (districts in
the case of urban areas), prefectures
(cities administered directly by
province), provinces (autonomous
regions and municipalities under the
jurisdiction of the central government)
and the central administration. There
are village health stations and .other
health institutions at the township and
county levels in rural areas, as well as
"Red Cross" health stations and other
health institutions at neighbourhood and
district levels in urban areas. These
constitute the medical and preventive
service network. In the rural service
network, the county provides technical
guidance through the township to the
village, which is the basis for delivering
primary health care services.

A state medical insurance system
provides free medical care for
government functionaries and

employees of state enterprises; in rural
areas there are other kinds of medical
insurance. At present, a study is being
conducted to revise the medical
insurance system within the framework
of a comprehensive reform of the entire
social security system. The objectives
are to solve problems in the existing
system, to make it more suitable to
present economic conditions and to
reflect the equal rights of all people and
their increasing capability to bear some
costs.

Health legislation has been
strengthened and remarkable
achievements have been made. Since
L982, the People's Congress has enacted
four health laws: the Food Hygiene
Law, the Drug Administration Law, the
Border Quarantine Law and the
Infectious Diseases Prevention and
Control Law. The State Council has
issued a number of health regulations
and the Ministry of Public Health has
formulated more than 1fi) health rules
and regulations and 7N health
standards. Health legislation at local
levels has also been reinforced, with
increased personnel assigned to its
enforcement.

The health manpower plan is an
important component part of the health
services programme. It takes into
account long-term requirements of the
health services, the quality, quantity and
distribution of professional personnel
and other strategic considerations.

Training centres for health
administrators have been set up in six
medical universities under the Ministry
of Health. The Ministry of Health has
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also established a tlaining centre for
primary health care management in
Shanghai countyto train leaders from all
provinces, autonomous regions and
municipalities, as well as county health
directors who are n charge of primary
health care senices. So far four courses
have been organized. Many provinces
and municipalities have also set up their
swn tlaining centres for health leaders.

Managerial process

Specialized institutions are
responsible for the planning
coordination, organization and
management of supervision in health
administrations at all levels. According
to health laws, regulations and
standards, health departments monitor
and supervise food hygiene,
environmsnlal health, labour hygiene,
radiation health and school health on a
routine basis.

Mobilization of resources

The general policy in resource
mobilization is to glve full play to the
initiatives of the central government,
various government sectors, the local
authorities, the state, the collectives and
individuals. The aim is to increase
contributions to health thlsrrgh di-
versified channels and organizn, heatth
expenditure rationally with a view to
obtaining maximum social benefits with
limited financial resources.

l,ocal health authorities distribute
and use health resources according to
the national health policy, aiming for the

balanced development of the health
services. Priority has been given to
preventive and ruial health services,
which are closely related to primary
health care. In recent years, the
proportion of health e4penditure
devoted to primary health care services
has gradually increased.

In the area of management of
health resources, efforts have been
made to increase cost-effectiveness and
attention has been given to ssssssing the
social impact of financing medical
services.

Intersectoral cooperation

At present, the country has a
decentralized financial management
system, which means that health
financing is jointly shouldered by
government at all levels through the
budgets of central government,
provinces, autonomous regions and
municipalities.

International cooperation

With the implementation of the
policy of opening up, international
exchanges in the health field have been
expanded and multilateral cooperation
with WHO, the World Bank, UNICER
UNDP and other organizations steadily
increased.

HEALTH STATUS

The health status of the
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population can be assessed from the
following:

{gselding to the third national
census, conducted ra 19f32, the infant
mortality rate was y.8% per 1000 live
births. A survey conducted in 1987
showed that the infant mortality rate was
L8.3 per 1000 live births in urban areas
and 30.3 in rural areas.

In 1990 average life expectancy at
birth was 69 years: 67 years for males
and 71 years for females.

In 1989, there were 23.16 million
live births, of which about 2L.77 million
(93.99%) had a birth weight of over 2500
grams.

A survey on the physical
development of children in ten provinces
in 1985 showed that the general status of
child development was satisfactory but
there was great geographical variation.
With regard to weight at the time of
birth, the variation between urban and
rural is small.

Figures for the Expanded
Programme on Immunization have
greatly improved. The coverage rates in
1990 were as follows: BCG, WVo;
DPT, 97 Vo; OPV3, 98Vo; measles, 98Vo.

With regard to mortality and
morbidity, the urban areas are
characterized by the following:
cardiovascular diseases, malignant
tumours, accidents, and other diseases
caused by unhealthy lifestyle and
behaviour; infant mortality is low and
average life expectancy is high. Among
the aging population, chronic diseases

are the main problem. However, owing
to low resistance to some infectious
diseases and the existence of relatively
serious public health problems, there
are still some outbreaks of infectious
diseases from time to time in some
urban areas. The rural areas are
characterized by a changing pattern of
epidemics and causes of death.
Mortality in infants and all age groups is
declining while life expectancy is
increasing. The main causes of death
are changing gradually from acute
infectious diseases to chronic
noncommunicable ones such as
cardiovascular and cerebrovascular
diseases and malignant tumours.
However, the morbidity rate for
malnutrition, respiratory diseases and
some other infections is still high.

In the past six years, there have
been outbreaks of digestive tract
infectious diseases in some local areas,
such as an outbreak of epidemic
haemorrhagic fever in the northern part
of China in 1986, unspecified hepatitis in
Xinjang in 1987, and hepatitisA in
Shanghai in 1988. The morbidity of
some infectious diseases is relatively
high, with influenza having an incidence
rate of 43.78 per 100 000 population,
dysentery 132.59 and viral hepatitis
I1.3.m in 1989. Data from the
epidemiological survey on tuberculosis
conducted in 1989 show that the
morbidity, prevalence and mortality
rates for the disease have been
increasing in more than ten provinces,
and no change has been recorded in the
rest of the provinces in recent years,
except in some economically developed
areas such as Beijing and Shanghai,
where a reduction has been observed.



CHINA 6l

Schistosomiasis, which has been
prevalent in 378 counties of D provinces
in south China, has increased in recent
years. There has been a constant
expansion of snail-infected areas, and a
steady increase in human and animal
cases. According to a nationwide
sample survey on schistosomiasis made
in 1989, there were 1.5 million patients.

Data collected in a survey on
medical and health services indicate that
the most commonly seen diseases were
chronic bronchitis, acute and chronic
gastritis, digestive ulcers and accidents.

ASSESSMENT OF ACHIEVEMENTS

Relevance, adequacy and progress of
strategr implementation

Since the founding of the
People's Republic of China, particularly
since the implementation of the global
health-for-all strategJi in the past decade,
remarkable changes have taken place in
the health conditions and health status
of the Chinese people. Great
achievements have been made in the
health services, whose capability has
greatly increased. According to some
major comprehensive health indicators,
China has achieved its health service
development objectives with a relatively
small investment in health. For
instance, it has achieved a significant
reduction in infectious diseases and
diseases related to malnutrition, and has
provided basic medical and health
facilities. A series of principles, policies,
regulations and methods of work have
been established in the long-term

process of developing China's medical
and health services. With the
establishment of the "macro-health"
concept, the Government at all levels
has gradually put the primary health
care progrnmme onto its agenda, where
it is recognized as an important part of
national and local programmes for social
and economic deveiopment.

Elliciency of strategr implementation

Health conditions in some areas,
particularly in rural areas, have not been
sufficiently improved. Many pressing
problems remain to be solved. The
incidence of some infectious and
endemic diseases is still very high. The
annually reported morbidity of viral
hepatitis averages I.2Vo,,'vrth hepatitis B
carriers accounting for one-tenth of the
total population. Some infectious
diseases have increased in recent years,
most notably tuberculosis, of which
there are 5.5 million cases at present.
Furthermore, morbidity from some
chronic diseases such as cardiovascular
and cerebrovascular diseases and
malignant tumours is increasing.
Serious environmental pollution caused
by economic development and unhealthy
ways of life have also endangered health
in some parts of China.

LJneven socioeconomic develop-
ment has led to great variations in health
conditions in different areas. Problems
of unavailability of medical services and
dprgs in a few areas have not been
completely solved. There is a big gap in
access to medical care between urban
and rural inhabitants. The distribution
of health resources is extremelv uneven.



62 WESTERN PACIFIC R.EGION

For quite some time, government
investment in health services has been
not only relatively low but also irrational
in its composition, with an imbalance
between preventive and curative services
and between urban and rural areas.
Health facilities at the grass-roots level
are simple and crude. There is a
shortage of health personnel a1d s high
percentage of substandard health
facilities in the rural areas. The ratio of
hospital beds, physicians and other
health personnel to population is too
low. These resouroes iue also irra-
tionally distributed and their technical
quality needs to be improved.

The health management system,
consisting of medical and health
institutions and their service
distribution, is not rational enough.
Rural medical and health services tend
to be scattered and on a small scale,
whereas urban medical and health
institutions are developed on a large
scale. Because of this, the benefits of
medical and health facilities have not yet
been fully realized. The concept of
"macro-health" and "regional health
development" needs to be further
developed in its practical implications.

Effectiveness and impact of the strategr
and elliciency of implementation

China expects to face many
serious challenges in the provision of
medical services in the coming years. It
will need to provide health care services

for a population over 1.2 billion (of
whom over 1(X) million will be elderly)
by the year ?ffi. The provision of com-
prehensive medical care seryices for the
elderly will be a severe challenge.

Disease patterns will continue to
change. Ihe morbidity caused by di-
seases related to living environment,
lifestyle and social activities will
gradually increase, which will lead to a
change in current policies of preventive
services and their functions.

With economic development, new
problems will arise which will affect
health policies and services. Im-
provements in the quality of life will also
generate many new needs for health and
medical care services, and this will result
in changes in medical education.

Advances in medical research
and scientific management will have a
great impact on traditional concepts of
medical and health care and lead to re-
forms in the existing management sys-
tem and concept and methods of work.

In summary, gteat progress has
been made by the People's Republic of
China in implementing the strategy of
health for all by the year ?M. At the
same time, new situations and problems
are being studied so that steady progress
can continue in developing social me-
dical and health services with Chinese
features towards the attainment of the
ambitious goal of health for all by the
year 2000.



COOKISLANDS

Cook Islands consists of 13 in-
habited and two uninhabited islands in
the southern Pacific, The territory lies
between American Samoa to the west
and French Pollmesia to the east. The
total area of all the islands is about
240 square kilometres. The total pop-
ulation at the time of the
December 1986 census was 17 414. In
1.990 approximately 55.5Vo of the pop-
ulation lived in urban areas. The
island's gross national product per capita
was US$2093.53 in 190.

DEVELOPMENT OF HEALTH
SYSTEMS

Health policy and strategr

The development objectives for
I99l-1993 followed those stated in the
national five-year development plan: to
enhance social and economic well-being
that is compatible with cultural values,
to increase community participation in
the development process, and to ensure
close cooperation with neighbours in the
Region in economig social and other
areas of mutual interest.

The Strategy for health for all is
reflected in the Health Act of 1984 and
the new Health Act of 1991. The latter
establishes the Cook Islands Health
Board as the managing agent for health
services.

Environmental health in the

outer islands, health education for
schools and communities, nutrition, and
maternal and child health and family
planning are all priorities which need
strengthening. There has been no new
national development plan since 1988.

The Government's intention has
been to concentrate its efforts during the
biennium on the development of better
health services for the outer island
groups, particularly in relation to envi-
ronnental health, sanitation and water
supplies. More emphasis has been
placed on human resource development
and the retention of health personnel in
the country. Community nurse practi-
tioners are being developed to serve the
outer island population. With the
growing elderly population, more em-
phasis is being placed on care for the
elderly. Health promotion activities are
being increased to make people aware
of the necessity for healthy lifestyles in
the prevention of problems such as
obesity, diabetes and cardiovascular
diseases.

The health system

A four-man Health Board
appointed by the Minister is responsible
for managng all health institutions and
services within the Ministry. A
Secretary of Health, appointed by the
Board, is the Administrative Head of the
Ministry and the Chief Executive Officer
of the Board accountable to the Board
for the efficient management of the
Ministry.

The Ministry is organised in the
following divisions, each headed by a
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senior officer: Hospital and Clinical
Services, Public Healtb" Nursing
Services, Dental Services and Outer
Island Health Services. The Secretary of
Health and the Divisional Heads con-
stitute the Health Ministry Coordinating
Committee.

The essential components of the
Cook Islands health system for many
years have encompassed the major
elements of primary health care.
Modifications to strengthen the existing
system have been undertaken, especially
in the field of equitable distribution of
safe water and sanitary facilities in the
outer islands. Outer island development
has not been easy because of poor
shipping facilities and personnel
shortages.

One of the major activities to
improve primary health care was the
training of staff nurses from the
Northern Group Islands in a Nurse
Practitioner Course in L90. The Health
Act, which came into effect in July 1991,
establishes a public body to be responsi-
ble for the administration of the health
service. Cooperation with other
Ministries such as Education, Public
Works, Agriculture, and Internal Affairs
is encouraged.

Managerial process

Evaluation is based on monthly
and annual reports received from health
centres. Yearly budget estimates for the
Ministry are based on the evaluation of
existing strategies, with modifications as
needed. An evaluation is carried out in
the outer islands on disease trends and

health-for-all strategr. This task is the
responsibility of the Director of Health
and the health pla""i"g unit. Strategies
which relate to other ministries are re-
ferred to tlen for their input and
support duiing the planning phase as
well as the implementation phase.

Community involvement

The 1984 Health Act established
a Health Committee with repre-
sentatives from the outer islands to
make recommendations on health
policy. Because this approach was not
very effective, the 191 Health Act
established the Health Board which
formulates health policies.

There is a very high level of
community interest, awareness and in-
volvement in Cook Islands. The partici-
pation of community leaders in the
National AIDS Committee, the forma-
tion of the Professional Women's Group
which is concerned with the health of
women and children. and of church
groups involved in providing health ser-
vices for young people are all indications
of community involvement in the health
system.

Mobilization of resources

Though each health institution
and island unit is now adequately
staffed, there will be a shortage of
doctors on three islands when the
current United Nations Volunteer
doctors finish their terms. It is hoped
that replacements will be found. In-
service training and workshops have



COOK ISI-ANDS 65

improved knowledge and skills in
primary health care, and have shoum the
Government's determination to provide
good health services and improve living
conditions for all the inhabitants of
Cook Islands. Seven staff nurses from
the Northern Group Islands were
trained in Rarotonga for eight months as
nurse practitioners, and then returned to
work.

Intersectoral cooperation

Using the primary health care
approach, multisectoral health activities
have been organized with the following
Ministries: Education, Agriculture,
Internal Affairs, Conservation, Youth
and Sports, and Works. Each Ministry
has policies aimed at improving health,
depending on the resources and
opportunities available to them.

International cooperation

International cooperation has
been achieved in the following areas:
technical advice on specific programmes,
support for overseas training in-service
training workshops, and financial
support for specific primary health care
programmes. Managerial processes in
the evaluation of national strategies have
also been strengthened.

HEALTH STATUS

As of 1990 the birth rate
remained static at 26.4 per 1000
population, and the death rate increased

slightly to 7.2 per L0CI. The infant
mortality rate was reduced to ?5.8 per
1000 live births. The rate of natural
population increase lose slighlly to 2Vo
per year. Average life expectancy at
birth is 69 years. The population
pyramid still has a large base in the
under Z)-year-old group, but it does not
rapidly taper to a small number of
elderly people, as increasing numbers of
people are reaching old age and will
need more attention in the future.

The principal causes of mortality
in 1989, ranked in decreasing order
were: diseases of the circulatory system;
signs, symptoms and ill-defined
conditions; malignant neoplasms; and
accidents.

The leading causes of morbidity
on the main island, which may be
considered an urban settlement, based
on a study of hospital admissions,
continue to be injuries, diseases of the
digestive and respiratory system,
disorders of the circulatory system,
infectious and parasitic diseases, and
diseases of the genito-urinary system,
followed by diseases of the skin and sub-
cutaneous tissue and diseases of the
nervous system. In the outer islands,
which may be considered rural in the
Cook Islands context, the leading causes
of ill health are upper respiratory tract
infections, skin infections, diarrhoeal
diseases and parasitic infestations.
Inadequacy of water supply and
sanitatioq particularly in the outer
islands, are contributing factors to such
disorders.

The percentage of infants
reaching their first birthday who have
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been immunized against each of the six
target diseases was 9OVo. There were no
cases of diphtheria, pertussis, tetanus or
poliomyelitis in 1990, but several
measles cases were reported" The
number of new cases of tuberculosis is
decreasing.

ASSESSMENT OF ACHIEVEMENTS

Public awareness of health
problems has increased, leading to a
demand for higher standards of hospital
care with better facilities and high

technology. Public health continues to
lag behind progress in other sources
because the priorities are on medical
treatment.

Water supply and sanitation still
remain inadequate, particulady in the
outer islands. In Rarotonga
improvements in the water supply are
needed so that shortages do not occur
during drought periods. A comprehen-
sive design for an improved system of
sa"itation and waste disposal is called
for. A community nurse practitioner
programme has commenced and is
progressing well.



FIJI

Fiji lies in the south-west Pacific
Ocean, south of the equator, L770
kilometres north of Auckland (New
Zealand) and 7730 kilometres north-east
of Sydney (Australia). The Fiji group
comprises four main islands: Viti I"cvu
(where 70Vo of the population lives),
Vanua lrvrl" Tavenui and Kadavq as
well as some 840 smaller islands, atolls
and reefs, of which fewer than 100 are
inhabited. The total area of Fiji is
18 333 square kilometres. The
population in 190 was estimated at
740 000, with ethnic Fijians comprising
48Vo, Indians 46Vo and all others 6Vo.
Fiji's gross national product per head
was F$2L02 (US$3002.S6) in 1988.

Health policy and strategr

The Government is undertaking a
reorganization of health services with a
strong emphasis on decentralizing the
actual running of health services to three
Divisional Health Offices. Headquar-
ters will be responsible for policy and for
monitoring and evaluation at the na-
tional level. There will be a Review and
Monitoring Division under a manager at
headquarters. Monitoring and evalua-
tion will also be carried out at the divi-
sional levels. The Ministry hopes that
monitoring and evaluation of health
programmes will be improved, especially
at the divisional level, where very little
has been achieved in the past.

Decentralization will involve the
establishment of Divisional Health
Boards. The Government has outlined a

policy on the operation of these Boards.
In addition, special task forces have
reviewed health policies in regard to 31
programme areas to ensure that the
policies conform to the principles of
decentralization.

The Government has been ma-
king strenuous efforts to assist the dis-
advantaged through its health and social
welfare progremme. Separate ministries
have been established for women's af-
fairs and youth. Moreover, special pro-
vision has been made for the care of the
disabled, the mentally handicapped, the
blind and the aged. These special prog-
rammes will be expanded in future
years. The problems of youth and ado-
lescents have been recognized and
health promotional and educational ac-
tivities are being directed towards their
needs.

Up until L988, the Government
was the driving force in organizing vil-
lage health seminars and health com-
mittees. Since then, the people, par-
ticularly the villagers and rural dwellers,
have been given funds and opportunities
to run their own programmes. Health
staff are being used more and more as
advisers rather than initiators.
Community participation is being given
top priority.

The health system

It is now compulsory for newly
graduated doctors and primary care
practitioners to serve in the rural areas
for the first year. Communities are also
being encouraged to make the health
staff more welcome and to ensure their
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safety and well-being.

A major change since 1988 has
been a reorganization of the curriculum
for the medical course at the Fiji School
of Medicine. This has been done to
make the course more suited to the
needs of the Pacific. The course will be
in three parts:

(1) The first three years will be
devoted to qualifing the students
as primary care practitioners.
The curriculum for these years
will be problem-based and the
students will spend considerable
time working in health centres
and the community.

(2) After graduating as primary
care practitioners, the students
will be expected to work for at
least one year at a health centre.

(3) The students will then
complete the remaining three
years of the course which will be
along more traditional lines of
learning. The students will then
graduate with a Bachelor of
Medicine and Bachelor of
Surgery degree (MBBS) from the
University of the South Pacific.

With the decentralization of the
health services, staff are being given
more responsibilities and greater ac-
knowledgement for work well done.
Working conditions are being improved
and a more definite carger structure has
been established.

With the new decentralized
organization there will be a planning,

research and development division at
headquarters with a hu'nan resources
and systems research planning unit. The
manager of this unit will be expected:

(1) to conduct research on the
methods and systems of providing
and justifying health services; and

(2) to develop procedures and
manuals for implementing the
new systems.

Managerial process

The Public Service Commission is
very much in favour of decentralization
and is promoting the concept in a
number of minis11ie5. However. it is the
Ministry of Health which is at the
forefront in endeavouring to put the
concept into practice.

Community involvement

Community leaders are being
involved in health-related workshops
and seminars at all levels. For several
years the lvtinistry has been conducting
primary health care workshops in the
villages. At these workshops, the
communities are being encouraged to
prepare and undertake their own
projects under the guidance and
encouragement of the health staff. In
many cases, the communities are
contributing to the funding of the
projects.

Many of these projects are
playng a vital role in training health
personnel or caring for the needs of



special groups. Soqo Soqo
Vakamarama, a Fijian Women's
Organization, received the WHO prize
for Health Education in 1989 for its
efforts in training village health workers.

A number of communities have
formed Village Health Committees.
One of these committees, the Volowai
Health Committee, shared the Sasakawa
Health prizs for its innovative work in
developing health projects within its
community. The committees are playrng
an important role in promoting health
awareness.

Mobilization of resources

Decentralization will result in the
actual health programmes being admin-
istered at the divisional level. It will
involve some reallocation of staff from
headquarters to the divisional level and
the redesignation and change of duties
of some staff in the divisional and sub-
divisional offices.

The Ministry has been seriously
considering various alternative methods
of financing the health sector, as the
health budget as a proportion of the
overall budget has been declining. This
was one of the reasons for the
implementation of the decentralization
policy. Area Health Boards are being
established and are expected to raise
some of the funds required for running
the health services in the area.

Intersectoral cooperation

Intersectoral cooperation is being
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undertaken within specific areas or for
specific occasions. For example the Fiji
Tobacco or Health Committee has been
re-established and will have branches at
the divisional and sub-divisional levels.
There is multisectoral participation in
the planning of World Health Day,
AIDS Day, No Smoking D"y,
Consumers'Rights Day and other such
events. However, there is no formal
mechanism for ensuring intersectoral
collaboration at the local, intermediate
or central levels of the health system.

Village and women's organiza-
tions throlghout the country have been
involved in the construction of water-
sealed latrines, smokeless stoves and
rubbish pits. There have been a number
of meetings, seminars and workshops to
discuss ways of achieving a safer and
more sanilnry environment. These have
culminated in active participation at all
levels in an Environmental Week.

The Fiji School of Medicine has
been revitalized, with its ambitious new
curriculum geared specifically to the
needs of the region. The Fiji School of
Nursing has also introduced a Diploma
of Nursing in place of the Certificate.
Dental training is in the process of being
established or improved, as well as other
health-related courses which can be
useful to the region as a whole. The
schools are also studying options for
postgraduate training.

HEALTH STATUS

The infant mortality rate still
fluctuates below 20 per L000 live births.
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The maternal death rate is low.
Obstetric and maternal and child health
services continue to improve, with fewer
deliveries by traditional birth attendants
(TBAs). Attempts are made to improve
techniques of TBAs in very remote areas
that are not yet easy to reach by road or
sea.

The morbidity and mortality
pattern continues 16 glange gradually
from diarrhoea and communicable
diseases to lifestyle-related and
noncommunicable diseases. Hence, the
emphasis has changed towards diabetes,
heart diseases and the detrimental
effects of smoking alcohol and drug
abuse.

ASSESSMENT OF ACHIEVEMENTS

Fiji is making slow but sound
progress in its health-for-all strategy.
There have been improvements in
hospitals, health centres, nursing
stations and village dispensaries. The
calibre of staff has improved since 1987
and the general morale is, on the whole,
improving owing to the introduction of
more definite career structures and
improved salaries and conditions of
service.

Other improvements since 1988
include the following:

(1) Further progress in making
the distribution of Iinances more
equitable with more emphasis on
the rural sector.

(2) More emphasis on com-
munity participation and appro-
priate technolog5l.

(3) E:rpansion in the environ-
mental sector with the building of
more water supply systems and
water-sealed toilets.

(4) Further improvement in the
tlaining curriculum with oppor-
tunities .for highet and post-
graduate qualifications at the Fiji
School of Medicine and the Fiji
School of Nursing.

(5) Emphasis on continuing me-
dical education, e.g., provision of
teleconferences for nurses on dis-
tance learning programmes, and
an increasing number of se-
minars, workshops and con-
ferences.

(6) A fuller understanding
among staff of how the health
services as a whole work, rather
than a merely sectional or de-
partmental view. Staff are more
fully aware of thd importance of
integration, coordination and
cooperation.

With the increase in trained
community (village) health workers,
quite a considerable amount of useful
work has been done.

A major aspect of the health-for-
all stratery is to get the communitY
health workers to train others in their
own communities, so that gradually



everyone becomes aware of health prob-
lems and what to do about them. Thus
the village dispensary will act only as a

7l

resource @ntre, where each member of
the community can go for appropriate
supplies.



FRENCH
POLYNESIA

French Polynesia comprises 121
islands or atolls grouped in five
archipelagos (Ireward Islands,
Windward Islands, Tuamotu-Ganbier
archipelago, Marquessas, Austral
Islands). The land area is approximately
4000 square kilometres spread out over
four million square kilometres of ocean.

In three decades, the demography
of the territory has changed drastically.
The rapid growth of the population (es-
timated at 177 OOO in 1990) is linked to a
general decrease in mortality, and above
all, to a marked decrease in infant
mortality. Over TOVo of the population
is concentrated in Tahiti (Windward
Islands) where urbanization is constantly
increasing.

National policies and strategies for
health

The Government's mission is to
provide the Territory's inhabitants with
essential health services, which consist of
preventive, curative and rehabilitative
care. Action taken by the Ministry of
Health is supplemented by that of the
private sector and, in certain areas, such
as water supply and sanitation, by the
local communities.

The health system

In order to carry out its function,
the Ministry of Health offers a

hierarchical set of medical,
pharmaceutical and social services made
available through general and specia-
lized health care facilities, training and
research establishments and labora-
tories. Their distribution varies accord-
ing to the characteristics of the
population and the level of services
required.

As a whole, in 1989 the public
health sector (endorsed budgetary posts)
comprised the following categories:
167 medical doctors, 9 pharmacists,
890 paramedical staff, 28 dental sur-
geons, and administrative staff. In 1989,
the private sector comprised
L31 medical doctors, 29 pharmacists, 60
dental surgeons and 32 nurses, most of
them operating in Tahiti.

The primary sector is made up of
a set of decentralized services for each
archipelago. While communities have
not yet organized voluntarily in order to
develop primary health care,3'l health
posts are now operational and being run
by community health workers (1989).
This basic arrangement is comple-
mented by:

- 19 dispensaries with partial
financial support and medical
supervision provided by the
communes;

- t9 infirmaries managing
some hospital beds;

- 11 medical centres, with a
maximum of 10 beds, where there
is a medical and dental team.

The secondary sector is made up



FRENCH POLYNESIA 73

of six hospitals located in the district
capitals. Under the responsibility of the
district's head doctor, they manage
common hospital care and a total of
252 hospital beds.

The hospital centres at the
tertiary level (one general and the other
psychiatric) are on Tahiti Island. Both
of them are referral centres which
operate ,|83 beds. If referral t6 s highly
specialized service is needed, patients
are evacuated to France or to a
neighbouring country such as
New Zealand.

Lastly, twelve specialized care
centres in urban areas provide mainly
preventive care. The private sector op-
erates about 250 hospital beds and the
militarv sector 200.

HEALTH STATUS

In spite of the population tripling
in almost 40 years, health improvements
have been constant. Life expectancy is
presently estimated at 66.5 years for
men and 71.5 years for women.

The most significant results are
recorded in the decrease of infant mor-
tality, which is now L6.4 per 1000. These
results were reached through improved
health services (quality and coverage)
and particularly through the develop-
ment of maternal and child health
programmes.

Infectious and parasitic diseases
have decreased over the last ten years
and are now only the sirh lesding cause
of mortality. Infectious morbidity is still
high, however; this G partly due to the
persistence of unhygienic basic con-
ditions, particularly unsafe drinking
water.

In contrast, noncommunicable
diseases are on the rise and are the
leadi"g cause of mortality. The two
main sspsss of mortality in 1989 were
cardiovascular diseases (ZaVo) and
tumours (18%). This serious situation
can be linked to growing urbanization,
lifestyle and nutritional behaviour
changes, alcohol abuse and tobacco use.

ASSESSMENT OF ACHIEVEMENTS

Within its ninth five-year plan
(1983-1988), the health situation of
French Polynesia has improved, as can
be seen in the main health indicators.

Some structural adaptations are
still needed in the health service and its
programmes in order to meet today's
demands better. The Ministry of Health
is planning to reorganize health services
and their approach to public health.
?he strengthening of the health infor-
mation system, as well as the upgrading
of professional training are part of this
process. A department of nutrition will
be established in the near future.



HONG KONG

Hong Kong's population, of
576lm in 1989, occupies a total land
area of only 1071 square kilometres.
The territory comprises the island of
Hong Kong; the Kowloon peninsula, the
New Territories, and some 236 outlying
islands and islets. About 95Vo of. the
population lives in urban areas. In 1989,
Hong Kong had a per capita gross
domestic product of HK$85145
(US$10 916). Easy access and equitable
distribution of services have resulted in
high coverage of all elements of primary
health care, including essential
components such as safe water supply,
environmental sanitation, immunization
programmes, local health care and
maternal and child care services.

DEVELOPMENT OF HEALTH
SYSTEMS

Health policy and strategr

The Department of Health, as
the Health Authority, is the ad-
ministrative and operational body res-
ponsible for providing promotive, pre-
ventive, curative and rehabilitative ser-
vices to the people of Hong Kong. It is
also the central body responsible for
monitoring the implementation of na-
tional programmes for achieving health
for all.

The major health policy in
Hong Kong is to safeguard and promote
the general public health of the

community as a whole and to ensure the
adequate provision of medical and
health facilities for the people of
Hong Kong.

With an infant mortality rate of
6.9 per 1000 livebirths and an average
life expectancy of 74 years for men and
80 for women (1989 figures), the health
of the people of Hong Kong has reached
a very satisfactory standard. However,
there is no room for complacency. New
health programmes have been added to
combat both communicable and non-
communicable diseases. As hepatitis B
is endemic in this region, all newborn
infants have been vaccinated against
hepatitis B since November 1988.
Measles, mumps and rubella vaccine
have been administered to children over
one year of age since 1990, instead of
only measles vaccine, as extra protection
against mumps and rubella was found to
be desirable.

The Hong Kong Council on
Smoking and Health, a statutory body,
was set up to advise on anti-smoking
measures including those with elements
of legislation and economic intervention.
On its recommendation, a government
ban on all tobacco advertising in the
electronic media has bebn in effect since
November 1990. A IAIVo increase in
taxation on tobacco was also introduced
in May 191.

In line with the goal of health for
all, the Hong Kong Government aims to
adopt the strategy of providing a bal-
anced and comprehensive programme of
preventive, promotive, curative and re-
habilitative medical and health services
for its people.
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In August 1989, the Working
Party on Pti-ary Health Care was set
up to conduct a comprehensive review of
Hong Kong primary health care services.
It advocated several principles, as
follows:

(1) The Government should
continue to be responsible for
public healtb international health
and legislative matters.

(2) Quality primary medical
care should be developed within
the Government to set the
benchmark for the private sector,
but the Government should not
be the sole provider of such
services.

(3) Clear objectives should be
set for each health care service so
as to facilitate the planning
monitoring and evaluation of
services.

(4) Nobody should be
prevented, through lack of means,
from obtaining adequate medical
treatment.

(5) There should be greater
emphasis on more cost-effective
use of resources.

In accordance with these princi-
ples, the Working Party recommended
establishing a Primary Health Care
Authority which would facilitate greater
financial autonomy and wider comrnu-
nity participation. It also recommended
the introduction of a District Health
System for primary health care services.
Under this system, Hong Kong would be

divided into various primary health care
districts and all existrng cliniss would be
grouped to provide a network of pre-
ventive, promotive, curative and rehabil-
itative services. District health
committees would be set up at the
district level and professional
committees at the central level to
facilitate team-work and community
participation. This system would make
close cooperation possible :rmong
doctors, nursing staff, supplementary
medical staff and social workers from
both government and nongovernmental
organizations, the community and the
private sectors, so as to provide better
services to the public.

The health system

Prior to 1989, the medical and
health services in the public sector in
Hong Kong were provided by the
Medical and Health Department. Upon
the recommendation of the Scott Report
on the review of hospital services and in
preparation for the setting up of a
statutory Hospital Authority to manage
public hospital services, the Medical and
Health Department was reorganized
into the Department of Health and the
Hospital Services Department in April
1989. With this arrangement, there is a
clear demarcation of responsibility
whereby most of the primary health care
is provided by the Department of
Health" while the Hospital Services
Department manages all the govern-
ment hospitals.

Throngh collaboration with the
private sector and teaching institutions,
the department strives to provide a
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comprehensive range of primary health
care services to the local community.

The Hospital Services
Department is responsible for carrying
out government policies in hospital
services and advising the Government,
through the Health and Welfare Branch,
on the operational implications of these
policies. The Department operates a
range of regional, district and
convalescent hospitals, supporting spe-
cialist clinics and other facilities,
including community nursing, day
centres and rehabilitation services. A
multi-disciplinary approach to medical
rehabilitation is used, which includes the
provision of occupational therapy, phy-
siotherapS prosthetic service,
psychological services, speech therapy
and community care in medical
rehabilitation centres, day hospitals,
outpatient clinics and polyclinics.

Through a well developed
referral system, patients receiving pri-
mary medical care who require specialist
or hospital c:re are directed effectively
to the appropriate level ofcare provided
by the Hospital Services Department. In
December L990, a statutory Hospital
Authority was set up. The Authority is
governed by a board with representa-
tives from various sectors of the
community overseeing the planning,
monitoring and evaluation of the
delivery of hospital services. The main
aim of setting up the Authority was to
take over the management of all
government and government-assisted
hospitals, to improve the efficiency of
services and make better use of re-
sources. This was done by
decentralizing control and introducing

flexibility in administration without
limitations imposed by government
regulations. The management of public
hospitals would be taken over from the
Hospital Services Department in late
L99L.

Managerial pnocess

The Health and Welfare Branch
of the Government Secretariat is re-
sponsible for policy formulation. The
planning and delivery of hospital
services is undertaken by the Hospital
Services Department, while the
Department of Health has been
responsible for the delivery of primary
health care to the community since 1989.

At the district level, there are
plans to introduce a district health sys-
tem, under which the health services of
each district will be coordinated as a
district network. This system calls for
close cooperation between government
and nongovernmental organizations, the
community and the private sector to
provide better services to the public
through decentralization of control.
Each district health officer is responsible
for planning and improving the quality
of health services in the district, taking
into account local needs and demand.

Mobilization of resources

The Medical Development
Advisory Committee is responsible for
conducting regular reviews of the man-
power development plans for health per-
sonnel. It advises on measures to
regulate the supply of each type of
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health professional based on the need of
the community, to achieve optimal
distribution and utilization of human
resources for health.

The need for continuing tlaining
and education of health personnel,
includi"g doctors and nurses, is
recogrrized. The post-basic school of the
Nurse Training Unit provides post-
registration courses in midwifery health
nursing il1d so66unity nursing on a
regular basis. In-service and post-basic
training are also available to various
gtades of staff, including doctors.

Formerly, doctors of various spe-
cialties obtained post-basic qualifications
from recognized institutions overseas.
With the formation of the Academy of
Medicine in Hong Kong in late 199L,
accreditation can be done locally, which
will further help to improve the quality
of medical and health services.

Legislation has also been
introduced to register paramedical
professions under the Supplementary
Medical Professions Ordinance. The
aim is to regulate the practice of these
professions and to ensure that an
acceptable standard of service is
maintained throughout the territory.

The relatively small size of the
territory has enabled the primary health
care services to be equitably distributed
geographically. For less accessible areas
and outlying islands, medical services
are provided by' travelling dispensaries,
floating clinics or flying doctor services.
Most of the preventive health services
provided by the Department of Health
such as maternal and child health service

and immrrnization for infants and
childreq are offered free of charge to
the community. The primary medical
care provided by general outpatient
clinics are charged at a nominal rate
with a waiver system for the poor. All
public health services are heavily
subsidized and are affordable even to
the socially disadvantaged groups.

HEALTH STATUS

As a result of continuous efforts,
as well as improvement in the
socioeconomic situation, the people in
Hong Kong are enjoying a high standard
of health. The average life expectancy in
1989 was 74.3 years for men and 80.L
years for women. The crude birth rate
was 12.5 per 10fi) population, and the
crude death rate was 4.9. The infant
mortality rate has remained low at 6.9
per 1000 live births, while the maternal
mortality rate was only 0.6 per L0 000
total births.

For the past eight ye:us, many
childhood infectious diseases such as
diphtheria and poliomyelitis have been
either brought under control or virtually
eradicated, though there was an
outbreak of measles in 1988
(3162 cases). Tuberculosis remains an
important disease in Flong Kong.
However, with dynamic programmes to
fight the disease, the mortality rate from
tuberculosis has been reduced to 7 per
1m 000 population. BCG vaccination
covers nearly all newborn infants.

In 1989, a total of 9@ 577 pa-
tients were treated in hospitals. The five
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main causes of hospital admission, in
terms of the number of inpatients
treated, are: i"ju.y and poisoning
(8198), normal delivery (60 69t,
diseases of the circulatory system
(59 363), malignant neoplasms (54 130),
and diseases of the urinarv svstem
(sLn4.

The main causes of mortality in
1989, in terms of nu'nber of deaths,
were: nalignant neoplasms (8585),
heart diseases, including hypertensive
heart disease (4t|36), cerebrovascular
diseases (2915), pneumonia, all forms
(2029), injury and poisoning (1653),
nephritis, nephrotic syndrome and
nephrosis (1050), septicaemia (579),
bronchitis, chronic and unspecified,
emphysema and asthma (497),
tuberculosis, including late effects (403),
and chronic liver diseases and cirrhosis
(32e).

The nutritional status of children
in Hong Kong is adequate. About 95Vo
of all newborn infants have a birth
werght of over 2500 grams.

ASSESSMENT OF ACHIEVEMENTS

Hong Kong has achieved a

reasonably satisfactory level of health,
but there is no room for complacency.
While communicable diseases are well
under contrd the pattern of diseases
has changed to the chronic and
debilitating illnesses, which demand
more expensive and more specialized
medical and hospital services. It is
recognized that highly specialized
advanced medical technology and a
hospital-based health care system are
most unlikely to provide adequate health
care, and they are also an enormous
drain on human and financial resources.
Even the most developed countries have
difficulty in providing such care on an
ever-growing basis. A high quality
primary health care system, serving as a
"gatekeeper", is essential to promote
the general health of the population and
lays a firm foundation for an eflicient
and cost-effective secondary and tertiary
health care system.

It is Hong Kong's goal to achieve
WHO's target of health for all by the
year 20fi). With the implementation of
the recommendations of the Working
Party on Primary Health Care, the
people of Hong Kong can look forward
to better use of resources, improvement
in the quality of care, and greater
participation by the community and
individuals in their own health care.



JAPAN

The Japanese archipelago lies to
the east of the Asian mainland in an arc
stretching from latitude 4fN to latitude
3ffN covering a land area of 377 765
square kilometres. Four large and
closely grouped islands - Hokkaido,
Honshu, Shikoku, and Kyunshu
constitute 98Vo of the territory ofJapan;
the remainder is made up by a large
number of smaller islands. Japan had a
population of 123 612 000 in L90; of
whom 77Vo were living in urban areas.
It had a per capita gross domestic
product of US$13 650 in 1988.

DEVELOPMENT OF HEALTH
SYSTEMS

The past few years have seen
some significant developments in the
health sector in Japan. By most
available measures, the health of most
Japanese people has continued to
improve steadily. Both in the traditional
health services (hospitals and clinics)
and in the recently revitalized public
health and prevention areas, important
new initiatives have been implemented.

Although medical care services
will remain the dominant component of
the health system, there is widespread
agreement that there are limits to what
they can achieve in terms of improving
the health of the nation. Prevention
services and programmes represent a
complementary approach with the
promise of achieving greater
improvement in health.

The Ministry of Health and
Welfare has made many reforms in
social security to cope with the advent of
an ^gng society, starting with the
establishment of health and medical
services systems for the elderly, and
exemplified most recently by the revision
of the pension system. The social
security reforms attempt to reflect the
inportance currently attached to quality
of life and changing patterns of family
life.

Health policy and strategr

In December 1989, the Ministry
of Health and Welfare outlined its "ten-
year Gold Plan for the welfare of the
elderly'', which states the following
objectives for care of the elderly:

(1) Consolidation of domiciliary
welfare measures in the
municipalities;

(2) Development of the
"strategy for zero bedridden
elder$';

(3) Establishment of the "long-
life social welfare fund" for
improving domiciliary welfare;

(4) Urgent provision of facilities
for the elderly;

(5) Promotion of measures to
ensure that the elderlv live to
some purpose;

(6) Ten-year project to promote
scientific research on longevity.
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The health system

The total medical care resources
in Japan are sufficient for the count4t's
needs, but certain areas are without
doctors and there is a concentration of
functions, which made it evident in the
1980s that these resources are
maldistributed. In accordance with the
amendment of the Medical Service Law
in 1985, each prefecture started to draw
up plans to systematize regional medical
care, and by March 1989 all the
prefectures had completed their plans
and made them public.

In order to provide support for
the elderly in need of care within the
community, it is essential to have
integrated health, medical care and
welfare services which follow on from
each other without a break. Easy access
to consultation is also needed, so that
people can talk over their worries about
health and everyday living, seek advice
on how to look after others, and obtain
the information they need. Accordingly,
as of 1989, "Comprehensive
Consultation Centres for the Elderly"
have been established in every
prefecture.

It is estimated that 95Vo of the
population has safe drinking water
through the water supply system.
Measures have been taken to reach
l0AVo avarlability by the year 2000.

It is estimated that 85Vo of the
population has adequate facilities for
excreta disposal in the home or close by.
Measures have been taken to reach
l00Vo avulability of adequate facilities
by the year 2000.

Almost all pregnant women are
attended by trained personnel, as are
virtually all deliveries.

Managerial process

The Prefectural Government's
policies and programmes are probably
influenced by national policy in almost
every service area. When the effect of a
policy change is to be far-reaching, the
Government creates a project
committee s1 3 "high-level council" to
discuss it.

Community involvement

To improve community
participation, the establishment of
municipal councils for health promotion
has been encouraged since 1978. Action
has already been taken in over X)Vo of
the municipalities.

For example, in one city,
volunteers selected from every section of
the community function as coordinators
between the municipal authorities and
the community. The high rate of
participation in the screening
programmes attests to the success of this
coordinating mechanism. Over ffiVo of
the population over the age of 40 have
undertaken health examinations. Health
education classes and health guidance
are offered periodically. For the
bedridden, there is a special follow-up
card and various services are provided
by public health nurses.

It is estimated that in 1984 there
were about 2.6 million volunteer
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workers registered in Japan. Centres
which provide assistance to the
workers and function as a location
for activities have been set
up under the auspices of the State,
the prefectures and the municipalities.

Mobilization of resources

Reform of the National Health
Insurance Scheme in 1988 was a major
undertaking. The main features of
this reform can be summarized as
follows:

(1) Stabilization of operations
in municipalities with high
medical care expenditure.
Municipalities with high medical
care expenditure as designated by
the Minister for Health and
Welfare are to draw up plans
to stabilize national health
insurance operations and work to
rationalize these expenditures.

(2) Establishment of a system to
stabilize the insurance base. The
amount by which premiums are
reduced for those with low
incomes is to be compensated for
out of public e4penditure (507o
by the state and ?SVo each by the
prefectures and municipalities).

(3) Reinforcement and ampli-
fication of joint undertakings for
high-cost medical care. In
addition to expanding the scale
of existing joint undertakings
(reinsurance project for covering
part of high-cost medical
care), the state and prefectures

will promote new undertakings.

Maldistribution of medical care
resources is bei"g rectified by placing
restrictions on the opening of new
hospitals and the adding of beds in
zones where these are already above the
required nu.tber. Clauses can also be
included in naedical care plans on an
optional basis for the coordination of
functions and duties between hospitals,
clinics and pharmacies, such as the joint
use of expensive equipment, to make the
most efficient possible use of resources.

HEALTH STATUS

The health situation in Japan has
continued to improve concurrently with
its social and economic development.
The improvement in the health situation
has been clearly reflected in a reduction
in mortality rates, which has contributed
geatly to the prolongation of life
expectancy. In L989, life expectancy at
birth was 75.91years for males and8t.77
years for females. In L990, 94.0Vo of.
infants had a birth weight of at leasf
2500 grams, and the infant mortality rate
was reduced to 4.6 per 1000 live births
from 5.2.

There has been a shift in the
principal causes of death from
communicable diseases to chronic de-
generative diseases such as
malignant neoplasms and heart diseases.
The proportion of all deaths caused
by degenerative diseases (i.e. malignant
neoplasms, heart and cerebrovascular
diseases) doubled in a period
of 36 years, from n.4% in 1952
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to 62.3Vo in 1988.
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ASSESSMENT OF ACHIEVEMENTS

Japan has one of the healthiest
populations in the world but there are
disparities in the health status of
different groups within the country.

The factors making for efficiency
in implementing the health-for-all

strategy were the successful
coordination of various bureaux within
the Ministry of Health and Welfare and
a widespread awareness of the need for
change.

To improve the coordination and
utilization of limited health resources in
the prefectures, a regional medical
pl:nning scheme was introduced in 1985.
The increased perception of the need for
better utilization should contribute to its
success.



KIRIBATI

Kiribati comprises one island and
32atolls, in three principal groups: the
Gilberts, the Line Islands, and the
Phoenix Islands, scattered over about 5
million square kilometres of ocean along
the equator and extending about
3780 kilometres from east to west and
2050 kilometres from north to south.
The population is concentrated in the
Gilbert Islands. The census of 1985
found that there were 63 496 people in
Kiribati, of whom 33.3Vo lived at Tarawa
atoll in the Gilberts. Christmas Island,
the largest coral atoll in the world,
covers 388.4 square kilometres, or more
than half of the total 7Z) square
kilometres of land in Kiribati. In 1990,
Kiribati's gross national product per
head was US$91.92. The country is
remote from the larger centres.

Isolation and a low resource base
are the major problems faced by the
Kiribati Government in the development
process. These features are exacerbated
by a high birth rate and high population
levels on the main islands. A decision to
develop the Northern Line Islands is
based on the fact that while these islands
represent 60Vo of the Republic's land
area, they are inhabited by only 4Vo of
the population. The only commercial
activities carried out in the islands are
copra production, some tourism on
Tabuaeran and salt production on
Kiribati. Development plans envisage
increased tourism, light industry and
agriculture.

Private investment will be en-
couraged to focus on the development of

tourist facilities, fishing and an expan-
sion of solar salt production. Recogniz-
ing the importance of private sector
support for development, the Govern-
ment takes a liberal approach to
investment from abroad. Incentives are
offered by way of taxation and capitat
and capital and profits may be repatri-
ated without restrictions.l

DEVEI.OPMENT OF HEALTH
SYSTEMS

Health policy and strategr

Measures have been taken since
1988 to strengthen the monitoring and
evaluation process at all levels. Inter-
ministerial coordination takes place at
the sub-cabinet level through the
Development Coordinating Committee
in which all the Secretaries of all the
Ministries participate to coordinate
socioeconomic and health development
activities. The countrywide evaluation of
the National Strategies for Health and
Family Planning held in March 1991,
involved the Ministries of Finance,
Education, Transport, Natural Re-
sources, Public Service, Works and En-
ergy, and others, all of whom were ac-
tively involved throughout the
evaluation.

The health system

There is full acceptance and

lPacific Economic Bulletin.
Vol.4, No.2, pp.6-7.
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understanding of primary health care at
all levels of the health system. Efforts to
provide such care now have to be inten-
sified and sustained.

To make the delivery of health
care services more effective and effi-
cient, all categories of health staff are
given continuing education in the form
of national workshops and seminars.
Overseas [laining and learning activities
in other countries of the Region are
offered to all middle and higher level
health workers. Though s1n1ff 6aining is
adequate, staff e4pansion, motivation
and career development are in much
need of attention from the
decision-makers.

Managerial process

Overall ministerial coordination
of development sectors is provided by
the Development Coordinating
Committee. The Water and Sanitation,
National Fcod and Nutrition, National
Population, National AIDS Committees
and others have members from the vari-
ous relevant ministries and departments.
In view of the serious manpower short-
ages common to all small nations, it is
difficult for the Committee to meet reg-
ularly and implement its decisions.

Community involvement

AII communities of the outer
islands participated actively in the recent
evaluation which has brought very posi-
tive results. Group educational activities
are planned during the next biennium to
increase community awareness and set

up monitoring and evaluation processes.

With the introduction of the
Healthiest rsland Award, an increasi.g
number of outer islands are becoming
very active in environmental health, san-
itation and other health matters.

Contributions are made by the
community towards the building and
mainlsnance of health centres, dispen-
saries and other such facilities. The
main obstacles to community involve-
ment in health are geographical difficul-
ties which include poor soil for cultivat-
ing nutritious food.

Mobilization of rcsources

The Government has strength-
ened its human resources development
policy by making some necessary
changes and promoting training and
continuing education. Bilateral and
multilateral arrangements have been
initiated to deal with immediate staff
shortages. The ongoing courses for
nurses, medical assistants and primary
health care workers are being reviewed
so that more effective and efficient
measures can be taken.

For equitable distribution of
health personnel, the health centres and
dispensaries are staffed with village
health workers, health aides, public
health nurses and medical assistants.
These categories of personnel are com-
petent to deliver primary health care
and basic health services and refer
patients who need special care to the
central hospital. Urban Tarawa could
now be classified as adequately served
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by Trrngaru Central Hospital, although
the staff of doctors and dentists still
needs to be strengthened.

Continuing education, training
seminars and workshops have been con-
ducted by the Ministry in colla-
boration with multilateral and bilateral
agencies for all levels of health
personnel. Basic nurse. ils lleined
locally with the option of goi"g on
to receive post-basic llaining and
becoming medical assistants and public
health nurses.

Intersectoral cooperation

The President of Kiribati has
great faith in the primary health care
philosophy and approach. The policy of
all the ministries related to health is
based on the belief that equity, social
justice and self-reliance contribute
positively to the health of all, especially
the underserved. Basically, all efforts to
coordinate national health and socio-
economic development activities take
place at the secretariat level of the De-
velopment Coordinating Committee.
Various other National Committees
carry out the translation of policies into
action. Some foreign intervention has at
times, gone against the principle of self-
reliance by encouraging a cash economy
more than a subsistence lifestyle. The
policy of the Village Welfare Committee
clearly opts for self-reliance.

HEALTH STATUS

The 1990 figures on the birth

werght of newborn infants indicate that
93.4% had a birth werght of more than
2500 grams. Life expectancy at birth
was 50.6 years for males and 55.6 years
for females. The infant mortality rate
was 82 per 1000live births.

In the sarne ye:u the leading
causes of morbidity, in terms of the
n rmber of cases, were: influenza
(59 228), bronchitis (12 433'), ill-defined
intestinal infections (L2 282\, and
pneumonia Q7?q.

The main causes of mortality, in
terms of number of deaths, were as
follows: ill-defined conditions (91),
intestinal infectious diseases (54), con-
ditions originating in the perinatal pe-
riod (26), pneumonia (1.8), cerebrovas-
cular diseases (L6), tuberculosis (14),
chronic liver disease and cirrhosis (14),
other protein calorie malnutrition (L3),
meningitis (13), and other diseases
of the respiratory system (13).

ASSESSMENT OF ACHIEVEMENTS

The present National Primary
Health Care Services Plan for L987-L99I
is coming to an end and the Ministry is
in the process of formulating the next
primary health care plan, which
coincides with the Seventh National
Development Plan of the Government
covering the period from 1992 to 195.

In March 1991, with the partici-
pation of various Ministries, the Ministry
of Health and Family Planning com-
pleted an evaluation of its current
Primary Health Care PIan 1987-199L.



86 WESTERN PACIFIC REGION

In the light of that evaluation and
the preceding review, the following
achievements can be listed.

Prinary health care has taken
root strongly in the entire country with
improvements in quantity, quality and
coverage. What remains to be accom-
plished is the intensffication and suste-
nance of primary health care activities.

- Increased community involve-
ment and strengthened inter-
sectoral cooperation and col-
laboration have also been
achieved.

- Mechanisms and procedures
for monitoring and evaluation
at all levels have been
upgraded.

- The managerial processes for
national health development
have been strengthened
through continuing education
for all health personnel.

- A steady strengthening of
human resources for health
has been achieved, in line with
the countrt's needs. New
incentives have been created
for health workers.

- Recent evaluation results
generally reflect the adequacy
of measures taken to achieve
the objectives set.

In the process of implementing
its national strategies through primary
health care activities, the country still
encounters obstacles, consisting mainly
of the following:

- acute manpower shortages;

- difficulty of sustained inter-
sectoral cooperation and active
community involvement;

- slow economic growth and
poor soil conditions;

- geographical remoteness of the
country from developed na-
tions and of its islands from
each other.

For the future, the following
measures will be taken:

- A pragmatic long-term action
plan for appropriate
manpower is being developed,
with built-in incentives, to
meet the countrt's needs
optimally.

- Intersectoral cooperation and
community involvement will be
further promoted and
strengthened.

- Continuing education and
training for health personnel
and public education for health
will be promoted.



LAO PEOPLE'S
DEMOCRATIC
REPUBLIC

Covering an area of 236 800
square kilometreg the l,ao people's
Democratic Republic is a landlocked
state in South-East Asia bordered by the
People's Republic of China to the north,
Viet Nam to the east, Cambodia to the
south, Thailand to the west and
Myanmar to the north-west. Its
population in 1991. was 424m.
About 60Vo of the population are ethnic
Lao, residing mainly in the western
valleys. In 1,988, Lao had a per capita
gross national product of US$202.

The structure of production and
employment is dominated by agi-
culture, which accounts for about 6lVo
of GDP and provides about 80Vo of total
employment. The predominant crop is
rice, which takes up more than 80% of.
the cultivated area. The industrial
sector is small, contributing about L4Vo
of GDP, and consists mainly of tin and
g/psum mining, electricity production,
small enterprises processing local raw
materials, particularly food and' wood,
and consumer-goods industries princi-
pally serving the Vientiane area.

Transforming the recent growth
recovery into long-term growth will
require a fresh effort to develop the
count4t's human and physical capital,
thus a recovery in investment, operation
and maintenance expenditure. The
Government is currently preparing its
third five-year plan (191-1995). The
new investment plan will continue to

emphasize the development of transport
and ener5t. These priorities are con-
sistent with the most urgent needs of the
country to stimulate agricultural
productioq exploit the vast hydroelectric
potential both for e{port and domestic
use, integrate the tiagmented economy
and overcome bottlenecks caused bv its
land-locked position.

DEVELOPMENT OF HEALTH
SYSTEMS

Health policy and strategr

The Ministry of Health is pri-
marily responsible for planning prog-
ramming implementing, monitoring and
coordinating health activities throughout
the country. It is assisted by various
departments such as the Department of
Planning Statistics, Budget and Finance,
the Unit of External Relations, and the
Department of Personnel and Human
Resources for Health. It is also
supported by specialized institutions
such as the Institute of Hygiene and
Epidemiology, the School of Public
Health and the School of Pharmacy, as
well as by the provincial health services.

A Committee on Primary Health
Care, a National Committee on AIDS,
and a Primary Health Care Network
have also been established within the
Ministry of Public Health. The
Department of pltnniag Statistics,
Budget and Finance has been given the
role sf sooldinnting health services
through a primary health care support
network which includes representatives
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from Medical Care, Hygiene and
Preventive Medicine Epidemiolog5r,
Maternal and Child Health Care,
Malaria and Parasitic Diseases and
Pharmaceuticals.

The health system

The main activities of manage-
ment development are aimed at building
up the network of coordinators at the
national, provincial and district levels.
Primary health care support at provin-
cial and district levels is being strength-
ened through intensive orientation and
refresher training in primary health care
management. There is a need to im-
prove the quality, coverage and imple-
mentation of health programmes, and to
increase the confidence and skill of
health managers in provinces and dis-
tricts. A way must also be found to start
a sustainable process of management
development based. on the actual work-
ing situations, abilities and needs of the
provincial and district staff.

Major improvements can be
made througfi oryanizational changes
which facilitate a team approach in the
planning implementation and supervi-
sion of different health programmes.
This will also involve strengthening in-
tersectoral collaboration and community
participation through the development
of Provincial Health Management
Committees, District Health Support
Committees, District Health
Management Teams, and commune and
village primary health care committees.

Managerial prooess

Progress has been made in se-
lected areas by the primary health care
support network and its strengthening of
the district health system. Because of
the lack of staff trained in public health
planning at both central and provincial
levels, workshops on health financial
management and fellowships abroad on
public health planning are being orga-
nr?r,d. The Ministry of Public Health
will soon formulate a national health
plan which will identi$ major problems,
national objectives, strategies for
achieving them, and programmes and
projects to be implemented. This will be
done with the technical collaboration of
multilateral and bilateral agencies and
the United Nations.

Community involvement

A great deal of effort has been
devoted to initiating policies and devel-
oping mechenisms which involve the
community. These efforts include the
reorganization of health systems at dis-
trict and village level, the development
of the private sector and the considera-
tion of a medical insurance plan.

A number of organizations have
been established in selected areas: dis-
trict health support committees, primary
health care committees and joint-funded
pharmacies. The members of these
committees meet regularly with health
service staff to discuss and solve the
problems encountered.
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There is u s'idsning base of sup-
port for ss66trnity initiatives from the
Lao National Women's Union, the Lao
People's Revolutionary youth
Organizatioq the Lao Front for
National Construction, the I.ao Trade
Union Federation, the Farmers'
Cooperatives, and other commercial,
political, religious, social and culturd
organizations.

Mobilization of resources

Primary health care and other
health activities are aimed at reducing
disparities in the health status of wlner-
able groups such as mothers and chil-
dren, people in rural areas, ethnic mi-
norities and people in the remote and
inaccessible mountain areas. However,
these efforts have been hampered by the
lack of qualified health personnel, poor
managerial and supervisory skills, inad-
equate health infrastructure, insufficient
telecommunication facilities, and inade-
quate logistic support.

Intersectoral cooperation

Because government resources
had to be mobilized for investment in
production, health has been viewed as a
low priority in recent years.
Expenditures on health have been lower
than in more directly productive areas,
such as industry. However, according to
the third five-year plan (1991-195), the
Government will develop extensive
public health programmes to improve
both community welfare and the pro-
ductivity of the workforce. The
Government will also provide more

funds for preventive measures than for
curative medicine.

The Ministry of Public Health
now recognizes that there is an urgent
need to develop an administrative
structure to coordinate health pro-
gammes which interrelate with those
under the responsibitty of other min-
istries, such as water and sanitation, ed-
ucation, etc.

HEALTH STATUS

At the time of the 1985 census.
lile expectancy at birth was 45 years. It
is now estimated to'be 50 years accord-
ing to the official statistical survey made
in L9L.

In eight provinces, the most
prevalent disease is malaria, wrth 43 257
cases or an incidence rate of 1046 per
100 0m population recorded in 190.
Malaria is the worst single danger to
child health, accounting for ?-}Vo of all
deaths of chil&en under one year of
age. Diarrhoea ranks ne:<t in
importance (A347 cases), followed by
influenza (37 43 cases), pneumonia
(20604 cases), and gastro-duodenal
ulcer (13 889 cases).

Information available on
immunization activities indicates that
3IVo of children under one year of age
have been vaccinated tith BCG. 29Vo
with measles vaccine, 2LVo have received
the third dose of
diphtheria/pertussis/tetanus (DPT) and
30Vohave received the third dose of oral
poliomyelitis vaccine (OPV).
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ASSESSMENT OF ACHIEVEMENTS

In recent years, sweeping re-
forms have been made in all sectors of
the economy, aimsd at productiviry and
competitiveness. Considerable progress
has also been made in the delivery of
health care. However, the quality and
coverage is still less than desired due to
the constraints mentioned above.

The most important achieve-
ments since the 1988 monitoring report
are as follows:

- A new Maternal and Child
Health Institute was
established to coordinate all
activities in this area, including
birth spacing nutrition, control
of diarrhoeal diseases and
acute respiratory infections.

- The Department of Planning,
Statistics, Budget and Finance
was established. The
Department, together with the
Primary Health Care Support
Network, will complement
several other ongoing health
activities, particularly the
development of district health
systems, health statistics and
health informatics. Steps have
been taken to integrate health
information at the provincial
and district levels for the

planning and management of
health care delivery.

Between 1985 and 191:

- the crude birth rate
decreased from 46 to 42 per 10fi),

- the crude death rate
decreased from 17 to 15 per 1000
and

- life expectancy rose from 45 to
50 years.

As noted above, immunization
coverage has improved, though it is still
low.

- The percentage of population
with safe water available at
home has increased from 22Vo
in 1984 to?3.8Vo in 191.

- The percentage of persons
suffering from malaria
decreased from ?5.6Vo in L975
to L4Vo in 1,990.

- Major outbreaks of dengue
haemorrhagic fever occurred
in Vientiane in L985 and 1987.
In 1989, preventive action
against Aedes oegpti together
with strong community
mobilization, which included
training and information
sessions, had positive effects.



MATAYSIA

Malaysia sovers a total area of
approximately 329 440 square kilome-
tres, comprising the 11 states of
Peninsular Malaysia (which incorporate
a number of islands, the largest being
Langkawi and Penang), together with
the two states of Sarawak and Sabah, in
northern Kalimantan (Borneo).
Peninsular Malaysia forms the southern
tip of the Asian mainland, bordered by
Thailand to the north and by the island
of Singapore on its southernmost tip.
Sabah and Sarawak lie off the track of
the main shipping routes, along the
northern fringe of the remote island of
Kalimantan, bordered by Indonesia and,
in northeastern Sarawak, by Brunei
Darussalam. The total population of
Malaysia in 1989 was 17 353 t74, of
whom 83Vo were in Peninsular Malaysia
(where the average population density
was 86.8 per square kilometre).
Malaysia's gross national product per
head reached M$5477 or US$2036 in
1989. Malaysia is one of the most
resource-abundant countries in South-
East Asia.

The Malaysian economy has un-
dergone important structural changes
that present policy-makers with a new
set of economic issues. Manufacturing
has surpassed agriculture as the major
contributor to gross domestic product,
and the export of manufactured goods is
now the main source of industrial
growth.

DEVEIJOPMENT OF HEALTH
SYSTEMS

Health policy and stratesr

Dunng the 1988 mid-term as-
sessment of the national development
plan (5th Malaysia Plan 1986-190), the
Ministry of Health reviewed its perfor-
manoe and its main conclusions were as
follows:

- More flexibility is allowed in
the location of facilities. To
the traditional facility-
population norms have been
added considerations of
population density, health and
socioeconomic status, and geo-
graphical barriers. This is to
ensure more equitable distri-
bution of facilities and the pro-
vision of services to remote
areas.

- The construction of small
hospitals with less than 100
beds is uneconomical and is
discouraged. However, owing
to lack of infrastructure and
low population density in
Sabah and Sarawak, district
hospitals with 50 beds will
continue to be provided in
these remote areas.

- The health system is weak at
the district level. where the
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management staff are
relatively junior and the care
they can provide is not
sophisticated. Strengthening
the district health system
involves the following:
(i) integration of management
under a unified district health
structure, (ii) participation of
the District Officer in health
matterE (ii) upgrading of
services by posting doctors to
sub-centres with heavy
workloads (normally, sub-
centres have only visiting
doctors) and provision of
X-ray and upgraded laboratory
services.

- The 'Malaysia Incorporated'
concept calls for the public and
private sector to complement
each other. The private sector
is slowly being drawn in as a
partner in development rather
than being left to develop on
its own.

- A National Health Plan that is
being developed now by con-
sultants of the Economic
Planning Unit (EPU) of the
Prime Minister's Department
will spell out policies that are
aimed at balanced dev-
elopment and intersectoral
collaboration.

The Government continues to
commit itself to achieving health for all
by the vear 20(X). In the Fifth Malaysia
Plan (1985-190) the main objective of
the Ministry of Health was to achieve
health for all by the year 2000, just as

when this was first adopted in the
Fourth Malaysia Plan (1981-198t.
Various strategies have been developed
to achieve this; the principal one is to
use the primary health care approach,
emphasizing equity of access to basic
health care services.

Adoption of primary health care
as a strategr for equitable basic health
care in Malaysia dates back to 1978
when the country was one of the signa-
tories of the Alma-Ata Declaration.
The commitment of Malaysia to
achieving health for all by the year ?-M
was made in 198L soon after its strategic
global inception by WHO in 1979. Im-
plementation is the responsibility of the
Ministry of Health, and involves other
health-related agencies in the public and
private sectors as necessary.

The principal obstacle which has
impeded the establishment and deve-
lopment of a national strategy is the lack
of an integrated planning process in the
country.

The health system

Malaysia's health and medical
system follows the pattern of the referral
pyramid. At the base is a network of
primary facilities for outpatient and
maternal and child health care. Institu-
tionally, these correspond to the units of
the rural health system and to the
general outpatient clinics of the hospital
system.

The concept of primary health
care has not been fully understood at all
levels of the health care svstem. The
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common confusion is between primary
health care as a level of care and pri-
mary health care as an approach to
achieving health for all by the year ?ffi.

The major measures that have
been taken are as follows:

Primary health care is being
incorporated into the llaining
curriculum for all categories of
staff.

Management skills for all
levels of the health system
(district, state and national)
are being strengthened by
providing management training
to managers and supervisors.
For the district health team, a
management module using a
team approach to problem-
solving has been developed.
For hospital teams four
modules are being developed:
Personnel Management, Fi-
nancial Management, Planning
Cycle, the Hospital and its role
in primary health care.

The district health system is
being strengthened.

The health system's capacity in
communicable disease control
was strengthened with the
passing of the Prevention and
Control of Disease Act in 1989
by Parliament. In addition, a
Code of Practice for food
hygiene has also been
formulated.

Managerial process

The key to achieving health-for-
all objectives is an effective management
process. As an initial step, mid-term
evaluation of the Development Plan
(1986-190) for the first time used
health for all indicators to measure
overall performance in the health sector,
instead of the traditional programme
performance evaluation.

Apart from interdepartmental
measures instituted to strengthen na-
tional management capacity, emphasis
was placed on the Government's policy
of 'Malaysia Incorporated'. This policy
stresses the partnership of the public
and private sectors in development, so
that their efforts complement and sup-
plement each other rather than com-
peting with or antagonizing each other.

A workshop on strategic planning
was conducted to expose managers to
proactive approaches rather than to the
present incrementa/rolling plan that
reacts to problems. A national health
plan aimed at harnessing intersectoral
collaboration and ensuring balanced de-
velopment within the health sector is
being studied.

Community inyolvement

Basically there has been no
change in the policy, strategies and
mechanisms described in the L988
report for involving communities in the
planning and implementation of the
Health Strategy. In a national context
both the Government and the private
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sector have continued to encourage and
promote community involvement in-
cluding participation in health activities
through various established channels.
The response has been 

"n6surnging 
as

more and more people are participating
in the various health activities organized
by the Ministry of Health and non-
governmental organizations, especially
professional societies and voluntary or-
ganizations.

Mobilization of resources

The Ministry of Health continues
to emphasize the implementation of
health-for-all strategies in its Manpower
Planning and Development Programme.
One of the major objectives of the
Programme is to facilitate the
attainment of adequate manpower in
terms of number of personnel, appro-
priate staffing mix and the required
competence of the workforce.

A major change which has been
introduced is directed at obtaining the
maximum output of service for a given
cost by selecting the most appropriate
combination of skills. In line with this
objective, the Ministry of Health has in-
tensified conversion programmes to
train suitably qualified and adequately
experienced auxiliary personnel to be-
come paramedics. An example is the
gradual phasing out of midwives, who
are being trained as community nurses.
These are multifunctional front-line
workers who are being given skills to
match the needs of the communitv.

Intrinsic to the primary health
care approach is the transformation of

the community into a "significant health
manpower resource". Individuals, fami-
lies and communities, including tradi-
tional local health resources, are all in-
volved in promoting and developing
better health. In order to achieve this,
leadership and guidance are required
from health and health-related person-
nel. This calls for significant changes in
the skills and attitudes of health
workers. The corollary of this is that
extensive changes will have to be made
in the educational and training
programmes of medical practitioners,
paramedics and auxiliary health workers.
In both the basic courses and the
continuing education activities, the
primary health care approach has been
integrated and given greater emphasis in
the curriculu'n.

Malaysia has been using its five-
year development plan as the master
plan for the mobilization and use of
human, material and financial resources
in support of the health-for-all strategy.
In the formulation of each five-year
plan, the Ministry of Health carries out
a detailed situational analysis of current
health status, identifies new and
emerging health problems, and projects
its health needs and resources. These
are incorporated to the health plan
through progr:rmmes.

A modified budgeting system was
implemented in L990, in accordance with
the Ministry of Health's policy of de-
centralizing management, to strengthen
health management at the district level.
In this system, state and district
managers are provided with the
necessary operational resources, as well
as the responsibility and authority, to
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allocate or re-deploy resources for the
optimum operation of health services
under their charge. The intention is to
cut red tape, particularly the excessive
time needed in the past to obtain central
approval for the reallocation of re-
sources between activities. At the same
time managers are allowed greater free-
dom to take decisions, with a concomi-
tant increase in accountability.

Other measures place more em-
phasis on productivity. For example, a
quality assurance programme is being
implemented both in hospitals and in
the other public health services, and
quality control is being used in the
maintenance of the cold chain for
vaccines.

In implementing the 'Malaysia
Incorporated' concept, the Ministry of
Health is using the services of private
laboratories. Likewise, private practi-
tioners are encouraged to use Ministry
of Health district hospital operating
theatres for a fee to maximize use of
these facilities.

In 1989, the Ministry of Health
devoted aboat 4OVo (or M$580.9 million)
of its budget to local health services.
This included rural health services,
dental services and district hospital
services. This figure differs from the
24.4% stated in the L988 monitoring
report because at that time district
hospital expenditures were not included.
Current figures on e4penditures for
health made by other health and health-
related government departments and the
private sector are not available.

Generally, states with poorer
health status are receiving a larger
amount of funds.

Intersectoral cooperation

There is a vast array of forums
and committees for coordination and
collaboration. These provide the
Ministry of Health with adequate op-
portunities to influence policy and
decision-mating in other health and
health-related agencies in the public and
private sectors.

Implementation of the Malaysia
Incorporated concept, which provides a
more unified approach and framework
for national development, ensures a
more efficient utilization of the country's
resoruces. This concept emphasizes co-
operation between the Government and
the private sector for the mutual benefit
of both and ultimately the nation. With
the implementation of this national con-
cept, public and private sector agencies
have become more attuned to the need
for coordination and collaboration.

Inter-country cooperation in the
field of training is exemplified by the
Ministry of Health's Institute for
Medical Research. This Institute also
functions as a training centre for post-
graduate diploma courses in applied
parasitolog5r and entomolog5l and a
diploma course in medical microbiolog5r,
for doctors and scientists from ASEAN
countries under the auspices of South-
East Asian Ministries of Education
Organization - Tropical Medicine.
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International cooperation

Bilateral and multilateral
cooperation not only hasten the
achievement of health-for-all
objectives for Malaysia but ensure that
national strategies :re in line
with global ones. All parties
benefit from such collaborative
efforts, though ftg etrent to which
they do so depends on the
commitment of the member countries
themselves.

The mechanisms used for inter-
country cooperation have remained the
same, namely participation of Ministry
of Health personnel in conferences,
seminars, workshops and fellowships.
These usually involve agencies such
as the Japan International Cooperation
Agency, the South-East Asian Medical
Information Centre, the British Council.
etc.

Regular bilateral meetings are
held with the countries sharing
a common border with Malaysia,
which are Indonesia, Singapore and
Thailand. Health problems of common
interest are discussed, information
exchanged and agreement reached on
complementary measures to be taken,
e.g. to prevent the spread of
communicable diseases.

HEALTH STATUS

Health development is an integral
part of the overall national

socioeconomic development process in
Malaysia.

Marked improvement in the
health status of the population is
indicated by the decline of vital
indicators and increase in life
expectancy. The infant mortality rate
has declined from 24.9 per 1000
live births in 1983 to 15.5 per 1000 live
births in 1988, while the
toddler mortality rate, which was
2.4 per 1000 children aged I-3 in
1979 declined to 1.1 per 1000 children in
1988. Life expectancy at birth for males
increased from 67.1 years in 1979 to
68.9 years in 1989 while that of females
was 73.5 years in 1989 as compared
wrth72.2 years in 1979.

Epidemiologically, the pattern of
diseases is in the transition phase from
the domination of communicable di-
s€ases to domination of non-
communicable diseases. Of great con-
cern are premature deaths due to
cardiovascular diseases, accidents and
poisoning affecting those in the
economically productive age group.
Heart disease remains the leading cause
of death. Neoplasms have become the
second cause in 1989 as compared to
third in 1982. Tuberculosis ranked
eighth in 1982, but no longer appears
in the list of ten leading causes in
L989. Motor vehicle accidents and all
other accidents ranked fourth and fifth
in 1989 compared to sixth and fourth in
L982. Pneumonia was the ninth leading
cause of death in L989 and the fifth in
L982. Congenital anomalies remained at
seventh place in both years.
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ASSESSMENT OF ACHIEVEMENTS

Relevance, adequacy and progrcss of
strateg5r implementation

On the whole, there remains ine-
quitable distribution of resources
by states. In the past L0-15 years,
there has been an unprecedented
growth of the private medical sector
which has been concentrated in the
high-income urban or semi-urban areas.
This has badly distorted efforts to
distribute health resources more equi-
tably between urban and rural areas.
The outflow of health personnel, par-
ticularly doctors, from the public to the
private sector further aggravates the
shortage of critica! manpower in the
public sector.

The network of rural health facil-
ities has been well established, but be-
cause of population increase and the
rising expectations of the rural popula-
tion. there remains a need to
increase service points and upgrade
the services currently provided.

In the last few years, more health
personnel have been sent to serve in
rural areas, and more financial
allocations have been made to areas
where the health status is below the
national average. Sinilar priorities have
been implemented in upgrading medical
facilities and the supply of equipment to
remote areas. All these measures have
been carried out to inprove the access-
ibility of services for disadvantaged
groups in rural areas.

Eflectiveness and impact of the strategr
and efliciency of implementation

For the past few years, an
increase in health costs combined with
a reduction in allocations for health care
has led to greater emphasis on setting
priorities in the expansion or improve-
ment of services. The Government is
looking into alternative ways of
financing health care and is encouraging
the participation of the private sector.
Internally, the Ministry of Health is
studying the possibility of cost
containment by improving management
practices and efficiency.



REPUBLIC OFTHE
MARSHALL
ISLANDS

The Republic of the Marshall
Islands consist of two parallel chains of
low-lying atolls, the Ratak (Sunrise) and
Ralik (Sunset), islands and islets
scattered across some two million
square kilometres of the mid-Pacific.
The total land area of the country
however, is only 180 square kilometres.
The islands lie about 3200 kilometres
south-west of Hawaii and about 2Lfi)
kilometres south-east of Guam. The
nearest neighbours are Kiribati to the
south and the Federated States of
Micronesia to the west. In 190 the
population was estimated to be some
6 ?m, with almost 20 000 living in the
capital, Majuro. The Marshall Islands
had a per capita gross domestic product
of US$1600 in 1988.

In 1982, the Marshall Islands and
the United States signed a Comlact of
Free Association, which came into effect
two years later. The Republic of the
Marshall Islands today is a self-
governing sovereign state and has
established diplomatic relations with
several countries.

DEVELOPMENT OF HEALTH
SYSTEMS

Health policy and strategr

The Republic of the Marshall

Islands is moving towards becoming
politically and economically indepen-
dent while naintaining its cultural
and social identity, seeking sustainable
self-reliance am6ngs[ other nations
of the world.

Self-reliance is also the
underlying concept of the health
care delivery system in the Republic
of the Marshall Islands. The system
has been reshaped by the ins-
titutionalization of primary hedth
c:tre and preventive medical care
strategies in the Republic. This positive
change has come about as a
result of the nation taking res-
ponsibility for its ovrn health.

The next five years in the
development of the health care delivery
system are crucial. Although the
previous five years have shown a
multitude of positive changes in
health care delivery, the large evolving
health problems related to rapid
population gtowth, rapid westernization
and rapid urbanization threaten to
overtake the gains. Revitalization and
further expansion of the basic notions of
self-reliance, sustainability, primary
health care, prevention and individual
responsibility for health must move
forward.

The five-year health plan
explains the goals, objectives and
strategies which are necessary to
improve the health of the nation.
The plan re-emphasizes the direction
and focus of the report by the
cabinet's task force on health
in 1985. The major goals fall into two
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categories: health systems development
and management of specific health
problems.

The following goals have been set
as priorities for the next five years,
within the context of the island's
continued self-reliance. The first five
goals outlined support systems
development and the second five
concern the management of major
health problems.

I. Health care delivery system
development:

(a) to strengthen and develop
indigenous health manpower

(b) to strengthen and develop
the health information system

(c) to decentralize health
services and promote community-
based medical care to develop the
outer island health delivery
system and all community health
care

(d) to secure sustainable
financial support for the health
system

(") to strengthen facilities
management

il. Management of the following
special health problems within the
Republic:

(a) sexually transmitted diseases
and AIDS prevention

(b) family planning and
population control

(c) mrlnutrition

(d) prevention of alcohol abuse
and suicide

(e) diabetes

The health systcm

The nation plans to create a
sustainable, self-reliant health care
system, which encompasses the
following expectations:

(a) The health system shall be
community-based, and individuals
within that system shall have a
reasonable responsibility and
obligation to care for themselves
and members of their community.

(b) The system must be
motivated by pride and by the
real belief that it can run and
support itself. Foreign or outside
intervention, or other support
mechanisms in the primary health
care system are often not helpful.
The primary health care system is
built on simplicity and must be
able to survive even if all outside
support ceased.

(c) Indigenous health man-
power must care for and run the
health system.

(d) To have a reliable and stable
health care system, it is necessary
to create and support a firm,
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ongoing; realistic and reliable
financial base for health care
expenditures.

(e) Expectations of the system
should be realistic in terms of
what the nation can reasonably
support.

Health services in the Marshall
Islands are delivered in tvro distinct
settings. The urban health centres offer
primary and secondary carc services,
and the outer island dispensaries offer
basic primary health care services.
There are two urban health centres and
71 current and proposed dispensary sites
in the outer islands.

Majuro and Ebeye Hospitals
offer a full range of secoadary care
services and very limited teftiary care
services. The Majuro.Hospital is an 80-
bed facility; Ebeye Hospital is a 25-bed
facility.

The outer island dispensaries are
staffed by health assistants who have had
basic medical training. Most are high
school graduates with six to nine months
of training in emergency medical care
and treatment of common illness.
During the last three years, a retraining
programme has been initiated to
enhance and expand medical skills and
the public health and prevention
intervention methodologies of the health
assistants.

Managerial process

A nnmber of advisory or licensing

boards, which report to the Minister of
Health, have been established: the
Health Services Advisory Board, the
Medical Licensing Board, the Nursing
Boar4 the Health Education Council,
and the Environmental Protection
Authority (EPA) Board. The Health
Services Advisory Board and the Health
Education Council are advisory boards
established by the Cabinet and based
upon the recommendations of the 1985
presidentially appointed task force on
health. The EPA board is a governing
body which determines policy and
administers the EPA programme. The
Medical Licensing Board and Nursing
Board are licensing bodies for the
Republic of the Marshall tslands whose
function is to determine medical
guidelines and procedures for the
licensing and practice of physicians,
midlevel practitioners, nurses and
community health workers in the
country.

Community inyolvement

The Republic of the Marshall
Islands five-year plan was drawn up on
the basis of a specific philosophy: to
develop a health care delivery system
which is sustainable with regard to
available manpower and finances.
Self-reliance and community
participation would be the central
themes to achieve the maximum level of
health in all parts of that system.

In practical terms this means that
the health care system which is to evolve
must encourage the individual and the
community to take responsibility for
their own health. The popular terms for
this strategy are decentralization or
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community empowerment. The central
agency, the Ministry of Health, thereby
becomes a source of technisal
assistance, funding support services and
referral. The communities become the
driving force and providers of their own
primary health progremmes with the
support of the Health Ministry.

Mobilization of resources

The percentage of the total
populatiou that has safe drinking water
available in the home or with reasonable
access is estimated to be between 65Vo
and7tVo. Thus 100% of urban people
and 33Vo of rural people have access to
safe water. The situation has greatly
improved in the urban areas over the
past two to three years whereas the
situation in most rural areas has
remained the same. The problem in the
Marshall Islands concerns rather the
safety of catchment water than the
distance to access.

Legislation has recently been
passed requiring everyone to be hooked
up to a sewer system if it is there, or to
have other approved excreta disposal
systems.

Access to treatment and essential
drugs within one hour is now available
for l\OVo of the people.

HEALTH STATUS

People of the Marshall Islands
rely almost entirely on government-
operated health services. At present,

health and medical facilities are
concentrated in the two main urban
centres of Majuro and Ebeye. In 1990,
97Vo of newborn infants had a birth
weight of at least 2500 grams. The
infant mortality rate was 63Vo in 1988.
Life expectancy at birth was 59.6 years
for males and626 years for females.

Prematurity accounts for 29.47o
of deaths where the mortality rate for
infants is high. Diarrhoeal diseases,
while decreasing, remain a major cause
of death for infants and children.

There is a need to combat
infectious diseases, such as tuberculosis,
acute respiratory infections and sexually
transmitted diseases. At the same time,
there is a threat posed to health by some
of the unwelcome "side-effects" of
modernization. These include lifestyle
diseases, alcohol and drug abuse and
uncontrolled urban growth. Diabetes,
for example, afflicts at least a quarter of
all adults above the age of 30. Behind
this "epidemic" is a diet made up largely
of imported foodstuffs low in fibre and
high in fat and sugar. Other risk factors
include obesity and lack of physical
exercise.

Overcrowding in the urban areas
and the disposal of hazardous wastes
also pose a difficult challenge. While
the country's two principal towns are
relatively small in terms of population,
both have some of the world's highest
population densities. In Majuro, the
capital, for instance, there are about
29 W0 people per square mile.
Overcrowding has, in turn, spawned
problems of poor sanitation, inadequate
shelter, and environmental pollution.
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As urban growth accelerates, so
does the incidence of suicide, child and
wife abuse, and alcoholism. Once
thoughl of as problems of the
industrialized world, they are now
causing growing conoern in the Marshall
Islands, owing partly to the decline of
the extended family and of traditional
support systems.

ASSESSMENT OF ACHIEVEMENTS

The most important achieve-
ments of the health system are:

- the organization of the Health
Service to emphasize pre-
ventive medicine, which began
in 1987 and is still continuing;

- the improvement in immu-
nization coverage;

- the expansion of health
education;

- the improvement of the infor-
mation system;

- the provision of sanitation;

- the increased provision of
health assistants to outer
islands;

- the restriction of tertiarv
referrals;

and enthusiasm of

A main obstacle to an imp-
rovement in health is the lack of public
support for efforts to reduce risk factors.
Unemployment is another factor.
Smoking is thought to be increasing,
alcohol remains a problem, and there
has been no reduction in the birth rate
(even though the use of Depo-Provera
and Norplant has increased). However,
public awareness of the problems is
thought to have increased.

The main obstacles to the
delivery of health care are the lack of
indigenous manpower, the lack of
training in both clinical and
management fields, and the poor
(though improving) information system.

- the drive
staff.



FEDERATED
STATES OF
MICRONESIA

The Federated States of
Micronesia include (from west to east)
the states of Yap, Chuuk (formerly
Truk, renamed in January 190),
Pohnpei (formerly Ponape, renamed in
November 1984) and Kosrae, and
consists of some 607 islands and atolls,
extending across some 2g(x) kilometres.
It has a land area of only 7fi).8 square
kilometres with almost half of this
taken up by the state of Pohnpei. Its
population in 1990 was 100 52A, S9.7Vo
of whom live in the urban areas. In 1989
gross national product per head in the
Federated States of Micronesia was
estimated to be US$1500.

DEVELOPMENT OF HEALTH
SYSTEMS

Health policy and strategr

A number of new initiatives have
been taken to strengthen the health
system of the country. The once
abandoned dispensary system is being
re-established as the focus of primary
health care developments. As in
most small island countries, the
environment plays a vital role in the
health of the people. The Federated
States of Micronesia has placed a hrgh
priority on dealing with environmental
concerns.

Closely related to the
environment as an issue of national
importance, the Government has
increased its pronotion of public
awareness of the socioeconomic and
health implications of a rapidly growing
population.

All current policy and strategy
directives are supportive of the priority
health goals of equity and accessibility
for all citizens of the country. In
addition, the practical links of health
policy with other government policies
and community practices are stronger
than in the past.

The health system

The administration of health
services in the Federated States of
Micronesia takes place at the state and
national levels. National responsibility is
primarily for the coordination of services
involving more than one state. Such
services include medical consultations,
standards of medical practice, and
licensure regulation. The national
Government is also responsible for
technical assistance to the state health
authorities. State responsibilities
encompass the actual delivery of health
care services and all decision-making
related to the overall operations of
health care facilities.

The National Government,
through $e Department of Human
Resources, which is responsible for the
coordination, planning, monitoring and
evaluation of health programmes, is
heavily committed to its long-term goal
of health for all by the year ?nAO. To
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achieve this god, the national
Government and each of the states have
prepared their own five-year
comprehensive health plans. The health
priorities in the current plans include the
primary health care approach and
health-for-all strategies aimed at
containing health qare costs and
improving coverage; ensuring the
availability, accessibility, affordability
and acceptability of health care services;
improving the quality and continuity of
medical care; and the prevention of
diseases.

The health system of each state
consists basically of a central hospital
with some outer island dispensaries.
Over the years, as communications have
improved, more importance is being
attached to the central hospital.
Attempts are being made to reverse this
very ineffective and costly trend by
revitalizing the dispensary system. This
strategy is supported by improved
training in primary health care for
health workers, and the promotion of
health education through various
community groups. The new medical
officer training programme places a
heavy emphasis on primary health care.

The plans for instituting
comprehensive health coverage for all
include this revitalization of the
dispensary programme, with major
emphasis on the needs and issues within
the community. Consequently, a major
new emphasis in health worker training
is primary health care, stressing
education and health promotion through
community organizations. This will
complement the. emphasis on primary
health care that is being made in the

medical offrcer tyaining programme.

These new policies and strategies
have produced new health structures as
well. Health councils have been
established in four areas to support
prinary health care development. At
national levet there has been the re-
establishment of the office of health to
oversee the health department.

Managerial process

The new initiatives in health are
supported by a strengthened planning
process. All programme managers are
encouraged to review and update their
health plans on a regular basis. The
whole planning process has become
more interactive through regular
reporting and discussion between
managers.

This process is supported by
activities to strengthen management
skills and develop an integrated
management information system.

Community involvement

Communities at all levels have
established voluntary and formal
community organizations, which are
committed to continuous primary health
care action programmes. The set-up
varies from state to state. Communities
also contribute in cash and in kind to
health or health-related efforts.
Because of numerous cultural
differences, there is much variation
between the degree and kinds of
contribution made.



FEDERATED STATES OF MICRONESIA 105

Community involvement has been
promoted throug& radio broadcasts,
notices, primary health care committees
and boards, municipal boards and
advisory services.

Major action to involve
nongovernmental organizations in
contributing to national health goals has
been taken by government officials who
speak to various service clubs and
church organizations.

To increase people's
understanding of their health problems
and ways of solving them, various
measures have been taken. These
include an environmental and economic
sustainability project started in 1990,
involving state and national personnel,
as well as a multisectoral AIDS
committee.

Mobilization of resources

A school for medical officers has
been established with emphasis on
primary health care. In some states,
additional dispensary staff have been
trained and recruited. New training
programmes are being developed in
some of the states for training additional
dispensary personnel. Refresher
courses have also been instituted.

The second national development
plan contains sectoral planning with a
specific health section which enumerates
projects in line with the health-for-all
strategy. At present there is a national
health insurance plan which covers
certain segments of the population; this
is to be extended to comprehensive

coverage for the entire population.

Intersectoral cooperation

Policies of other ministries or
agencies which are contributing to
people's health include youth affairs
such as youth clubs, sex education, drug
and alcohol progranmes and first aid.
In agriculture, activities include
gardening and local development
pla.ning for food commodities. In
public workg Eanslnrtation contributes
positively to public health. A project
review board has been set up at the
national level and all national projects
are mandated for review before
implementation.

A major mechanism has been
established lor intersectoral
collaboration at the local, intermediate
and central levels of the health system.
This mechanism includes collaboration
in data exchange, workshops and other
technical assistance given to the states,
solid waste management, relocation of
dump sites to more appropriate areas,
expansion of sewer systems, increased
efforts to provide safe water, and public
education through advertisements
regarding solid waste disposal.

HEALTH STATUS

There are four state hospitals in
the country built betrveen l97L and
1978, and they have begun to show signs
of deterioration. Dispensary problems
vary widely from state to state, and in
LgX) there were fewer than 60
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dispensaries in full operation.
Community involvement in health and
utilization levels of the dispensaries are
not high, owing to inadequate staffing
lack of medical and drug supplies, and
inadequate consultation and referral
mechanisms between the dispensaries
and the four hospitals.

The high population growth rate
continues to hinder economic
development. The crude birth rate of
37.9 per 1000 population and general
fertility rate of approximately 1.2 per
L000 women of childbearing age (1989
data) reflect a need for increased family
planning coverage. The infant and
maternal mortality rates continue to be
high although prenatal care is slowly
improving in the state centres and being
expanded to remote areas. Life
expectancy is 62.2 and 65.9 years for
males and females respectively (1989
estimates).

The 190-1991 school year im-
munization coverage rate of all children
at the age of 2 was X).9Vo. This has
been a positive by-product of the
hepatitis B immunization campaign; it
will be necessary to develop strategies to
continue this improved coverage.

Infectious and parasitic diseases,
particularly tuberculosis and leprosy,
were highly prevalent throughout the
four states. At the end of 19ffi,273 ca-
ses of tuberculosis and approximately

782 cases of leprosy were under treat-
ment.

Diarrhoea and acute respiratory
infections calse a large proportion of
infant mortality and morbidity.

Differences were noted in
morbidity and mortality patterns ff;
compared with the 1985 evaluation
report. Chronic diseases are replacing
infectious diseases as leading causes of
mortality. However, morbidity data still
reflect infectious intestinal and
respiratory diseases as leading c,auses.

ASSESSMENT OF ACHIEVEMENTS

The population growth rate
remains at 2.87o (1973-1989) for the
entire nation. However, with a greater
emphasis on primary health care, it is
hoped that this percentage can be
decreased in the near future.

At present the nation is adjusting
from totd dependence as a trust
territory to its emerging independence
as the Federated States of Micronesia.

The health system is constantly
seeking ways to be more efficient in its
use of resources and to strengthen its
links with the community. A number of
new initiatives have been taken in this
area with mechanisms at national and
state level established to support these
measures.



NEWCALEDONIA

New Caledonia is a French
Overseas Territory comprising one
large island and several smaller
islands, with a total land area of
19103 square kilometres lying south
and slightly west of Vanuatu. The main
island is long and n:rroq and has a
total area of 16 530 square kilometres.
Its island chain is continued bv the
Belep Archipelago at the north end of
the island and the Isle of pines
and Huon Island in the South. The
coralline Loyalty Islands (including
Lifou, Mare and Ouvea) lie to the north-
east of Noumea in a chain that
runs parallel to the main island. The
third main group of islands is the
uninhabited Chesterfield Islands, which
lie about 400 kilometres north-west
of the main island. The population
was L64173 n 1990, with 975g1 in-
habitants, or 59.4Vo of the territory's
residents, living in its capital, Noumea.

In spite of the fall in world prices,
nickel remains the mainstay of the
economy. New Caledonia contains
more than 30Vo of the world,s nickel
reserves and the ore is noted for its
quality.

There have been a number of
independent activities since 19g4 which
led to the November 1988 referendum
which defines a self-governing process
and separates the territory into three
provinces.

DEVEI-OPMENT OF HEALTH
SYSTEMS

Health policy and strategr

The Government of the Territory
has endorsed the health-for-all poliry.
Pri-ary health care is one of the
priorities set by the health offices of all
three provinces. The main elements of
the health strategy arc:

- qualitative and quantitative
improvement of health care;

- prevention of communicable
diseases through immuni-
zation; and

- improvement of health status,
housing and environment by
means of health education.

Tle health system

The health system is organized
between the central and provincial
bodies since the provinces became
responsible for their own health
activities in 1990.

The central office of health and
social affairs is responsible for overall
health policy and general public health
in the Territory. The provincial office of
health and social affairs implements the
policies defined by the local authorities.
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The provincial system is composed of 25
medical districts which are responsible
for delivering the health care services.
The country in general offers a wide
variety of comprehensive services to the
people.

Managerial prooess

The reorganization of
government and senices by province has
resulted in the need for a complete
review of the management systems to
support this development. Thus new
management support systems are
currently being developed.

Community involvement

With the reorganization of the
Territory, responsibility for services lies
much closer to the communitv. For
example, within each province, there is a
health commission that oversees all
health activities. In addition, the
communities continue to be involved in
health matters through various health
associations and women's groups.

Mobilization of rcsources

There are various public
mechanisms that fund social welfare
programmes; they include national
insurance, family allowances, industrial
programmes and a pension scheme.

Consequently, the vast majority of
citizens are comprehensively covered
for health and welfare needs. However,
there is a oonstant effort to balance
the distribution of these resources
equally among all the population.

In Noumea, the 106 private
physicians, 45 dental surgeons,
23 physiotherapists and 29 pharmacists
provide for the bulk of the human
resources for health.

The public hospitals are well
staffed with quite adequate and up-to-
date equipment: they employ more
than 1000 staff, including 76 physicians,
and have a total of 478 beds.

Outside Noumea, 46 physicians
are working in the 25 public medical
dispensaries.

HEALTH STATUS

The incompleteness of
epidemiological data and statistics
on morbidity, which only represent
the activity of public health struc-
tures, together with the unreliability
of mortality statistics, make it difficult
to grue a precise description of
the general health situation. However,
as the result of a considerable effort,
the population has become more self-
reliant in avoiding or solving their
health problems.
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In 1990, 9l.4Vo of newborn
infants in New Caledonia had a birth
werght of at least 2500 grams. The
infant mortality rate was 11.2 per 1000
live births. Life e4pectancy at birth was
66.5 years for males and 71,.8 years
for females.

The following accounted
for about 72Vo of total deaths: diseases
of the circulatory system (t9.L%);
syrnptoms, signs and ill-defined con-
ditions (L8.6Vo); injury and poisoning
(IL.8Vo); tumours (IL.2Vo); and cer-
tain conditions originating in the
perinatal period (I1,.0%).

As for morbidity, the data
available do not represent the
true magnitude and incidence of
diseases, since information from pri-
vate medical practitioners and pri-
vate hospitals is missing. However, typ-
hoid and para-typhoid fever, tu-
berculosis, tetanus, cerebro-spinal
meningitis, collective food poisoning
and malaria (imported) are still a
matter of concern.

ASSESSMENT OF ACHIEVEMENTS

The health strategy has enabled
the majority of the population to
achieve quite a satisfactory aggre-
gate health status. The mortality rate
is relatively low and life e4pectancy
is quite good.

There has been satisfactory
progress in both housing and health
development. The basic coverage of
services, namely immunization, water
and sanitation, maternal and child
health, has reached a satisfactory
level in most parts of the country.
Efforts continue to improve the quality
of the basic services that are
available, and to make them more
accessible.

The movement towards com-
munity responsibility and self-
government has also led to in-
creased public awareness and personal
responsibility for improving the
quality of life of all the citizens
of the Territories.
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New Zealand had a per capita
gross domestic product in 1990 of
US$12 420. Its population in 1990 was
3 389 300, 74.4Vo of whom were living in
the urban areas. New 7*aland lies 1600
kilometres southeast of Australia. It
consists of two main islands, North
Island and South Island, plus
Stewart Island to the south, and a
number of smaller islands. North and
South Islands are separated by Cook
Strait. which is about 30 kilometres wide
at the narrowest point. The total area of
New Zealand is 269 062 square kilo-
metres.

DEVELOPMENT OF HEALTH
SYSTEMS

Health policy and strategr

The Government has made a
clear statement on its achieve.nents in
health, these being as follows:

- All New Zealanders have
access to an acceptable range,
level and quality of health
services.

- The public provision of health
services encourages individuals
to make provision for their
personal health care.

- Government assistance for the
purchase of health care
services is directed to those

who are least able to make
provision for themselves.

Health service structures,
regulations and fuoding
mechanisms are in place which
enoourage the efficient
provision of health services
reslrcnsive to consumer
preferences.

Health service providers are
more efficient in the delivery
of services and responsive to
consumer preferences.

The Government's financial
risk exposure as the principal
purchaser of health services is
limited through e4penditure on
preventive public health
activities.

- The public is protected from
malpractice and unsafe
products or processes.

- Health-related regulations are
in place which encourage the
efficient provision of health
services responsive to
consumer preferences.

These goals, in conjunction with
the reforms to the health sector
currently in train, are ai-ed at further
advancing New Zealand's progress
towards health for all by the year 2000.

It is recogrrized that many health
problems are greatly influenced by
lifestyle factors, and the Government's
power to make a substantial impact
directly on the behaviour of indMduals
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is limited. Greater emphasis is berng
placed on service efficiency and delivery.
Funding and provision of services are to
be separated, primary and secondary
health services are to be integrated" and
greater use is to be made of part charges
as signals to consumers of the true costs
of their health care.

In future, relatively affluent
New Zealanders will be required to
contribute more towards the cost of
their health care. Publicly provided
resources will be more precisely
targeted to at-risk and needy groups.
Health policies and strategies will focus
on improving the quality of services and
the efficiency of the health care delivery
system.

A major focus of New Zealand's
health objectives is the reduction of
social and ethnic inequalities in health
status. For example, Maori men and
women have one of the highest recorded
incidences of lung cancer in the world.
Health promotion and illness prevention
work will continue to emphasize
recognized health status issues such as
these.

Fourteen Area Health Boards,
which at present are both purchasers
and providers of health care, are to be
replaced in1992/1993 by four Regional
Health Authorities (RHAs). RHAs will
be responsible for the purchase of
primary and secondary health care for
their clients but will have no role to play
in the actual provision of these services
(other than the monitoring functions
that will be a necessary part of their
contractual arrangements with
providers). Current state hospitals and

other facilities that were owned by Area
Health Boards will become Crown
Health Enterprises (CHEs) and will be
run on a more business-like basis
competing for the funding of RHAs for
health care provision. RI{AS will be
free to purchase health care for their
clients from publig private or voluntary
agencies.

The aim of the reforms is to
provide more choice for consumers of
health care. In conjunction with the
wider use of part charges in the
secondary health sector, the reforms will
create an incentive mix which will lead
to more efficient use of the health
system by both providers and
consumers.

The health system

The State Sector Act of 1988 has
had a considerable impact on the public
health sector. The Department of
Health was restructured in 1989/1990,
partly to recogaizn the new
accountability, management and
reporting requirements affecting both
government departments and Area
Health Boards.

The Act's major impact on health
services was to advance the concept of
general management in Area Health
Boards. When boards were replaced
with commissioners in July 1991, the
commissioners were charged with
managlng the functions of Area Health
Boards until the establishment of RFIAs.
One stated effect of this move will be to
de-politicize health at the provider level.
Community input will be attained via
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greater consumer choice, which will
occur as a result of greater competition
between providers in the new system
and the opportunities to set up or join
Health Care Plans. Funding for health
care, however, will remain pre-
dominantly the Governmsll's res-
ponsibility.

New Zealand's commitment to
health for all was represented by the
first stage of the reforms to the health
system, the siening of the first round of
Area Health Board contracts in 1990.
For the first contract round, boards were
asked to look at the national health
goals in the lighl of their regional issues
and determine what their priority areas
would be. Within the reformed
structure, health priorities wi[ be
determined in the public debate on core
health services, the ongoing assessment
of those services through the National
Advisory Committee on Core Health
Services, as well as the process of RHAs
purchasing services.

Managerial process

Following the significant
managerial developments in the health
sector with the State Sector Act 1988
and the institution of general
management in Area Health Boards,
management responsibilities have
advanced further. Accountability
relationships within the Boards have
been clarified. In addition, the split
between funding and provision will
clari$ objectives for agencies within the
New Zealand Health system.

The aim of recent chanees in the

management of the health system has
been to improve the management of
state sector performance, increase
accountability and provide better
information. In essence these reforms
enable Government departments (inc-
luding the Department of Health) to be
judged on their ability to deliver, within
agreed parameters, the goods and
services that the Government wants
from them.

At the national level a wide range
of data souroes are used to monitor
health status and to assist in determining
priority areas. Mortality and morbidity
data are used to monitor the health of
New Zealanders. However, as such data
are not sufficient on their own, a range
of other data are also collected.
Information on risk factors such as
smoking prevalence, diet, water qualiry
access to sewage disposal systems and
rates of irnmunization is collected in a
variety of ways to assist in planning.

However, in recognition of the
fact that health status is affected by a
myriad of factors other than service
provision, health outcomes are not used
as the basis for evaluation of Area
Health Board contracts. The purpose of
these contracts is to provide
performance-oriented accountability ag-
reements between the Minister and each
Board, and to reach agreement on
regional goals and targets, and plans and
strategies to achieve them.

Community involvement

The role of nongovernmental
organizations in providing health
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services is significant in New 7*,aland,
which has a substantial voluntary sector
involved in lslidous and welfare
activities. This sector makes a
particularly significant contribution to
the provision of long-term care,
currently being responsible for I3Vo of
New Zealand's hospital beds. It also
provides a wide range of non-hospital
services; for example, a number of
primary health care services are
provided by oryanizations such as the
Royal New 7*,aland Plunket Society and
the New 7,ealand Family Planning
Association.

An important element of the
voluntary sector has been its
concentration on community support
services and on prevention and
promotion activities. The voluntary
sector has often led the way in
community services, family support
services, and health promotion. A
particular example of its initiative is the
development of hospice care for the
terminally ill.

Mobilization of resources

No comprehensive national plan
for health service provision exists. Free
market operation within some
Government regulatory mechanisms
controls the number, type and
distribution of health workforce
personnel employed. On a regional
level Area Health Boards are
responsible for their own workforce
planning and utilization of assets owned.

The Department of Health
provides policy advice, monitors health

workforce numbers and maintains a
national database for purposes of a
national overview. National data
regional workforce development
seminars (1989) and workforce profiles
are available to Area Health Boards to
assist in the development of their
regional workforce plans. A national
overview is particularly useful in the case
of small workforce groups, where factors
such as small decreases in the numbers
of graduates and higher turnover can
cause disproportionately large
disturbances in the national supply.

Each Area Health Board, in its
strategic and corporate planning
develops its own approach to the
national goals and targets. These are
then incorporated into the contract
negotiated with the Minister.

The New Znaland health sector
has been in an environment of resource
constraint for some years. Considerable
management effort is devoted to
developing ways of maintaining or
improving service delivery levels with the
same or fewer resources. Specific
examples of the continuous efforts being
made to optimize the use of the
resources available to the health sector
are the increased use of day surgery
shorter in-patient stays, de-
institutionalization, and the
promulgation of health promotion and
disease prevention strategies.

While central funding distributed
to Area Health Boards is as equitable as
possible (using a population-based
funding formula), allocation of
government monies for primary health
care and the availability of primary
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health care services are less evenly
distributed. General practitioners are
less readily available in remote rural
areas, although there are some
incentives to encourage practitioners
into previously underserved areas.

Intersectoral cooperation

A major focus of intersectoral
collaboration involving the health sector
has been the work undertaken since
1988 on improving the interface with
other government agencies (in particular
the Department of Social Welfare) in
the area of continuing care services for
older people and people with
psychiatric, physical or intellectual
disabilities.

Some changes at the
health/welfare interface have been
introduced. These seek to rationalize
existing arrangements in order to
promote a range of integrated
continuing care options which better
meet client needs and use limited
resources to better effect. Flowever,
there are still some inconsistencies in
the treatment of different groups and
their access to services and resources.
Work on these problems is being done
and is expected to produce
recommended solutions bv the end of
r99r.

HEALTH STATUS

In 1989. 54657 of newborn
infants, or 94Vo, had a birth weight of at
least 2500 grams. The infant mortality

rate declined from 11.4 per 1000 live
births in L986 to 10.1 in 1987. The L988
rate of maternal deaths was 0.90 per
10 m0 five births. This was based on
five direct maternal deaths for 57 546
live births. Life expectancy at birth for
1985 was 71.57 years for males and77.59
years for females.

The leading causes of morbidity
in order of public health importance in
1"989, measured by the number of cases,
were: direct obstetric conditions
(43 641), normal delivery (24 672),
fractures (18 971), diseases of the
musculoskeletal system and connective
tissues (17 396), accidental falls (15 393),
bronchitis, emphysema and asthma
(124m), mental disorders (9920), motor
vehicle traffic accidents (8621), abortion
(8249), and intercranial and internal
injuries, including nerves (7 552).

In 1988 the leading causes of
death were (rates per 100 000 of mean
population): heart disease (2$\;
malignant disease (195); cerebrovascular
disease (81); pneumonia (4L); accidents
(40); bronchitis, emphysema and asthma
(18).

ASSESSMENT OF ACHIEVEMENTS

Considerable effort is being
invested by the Department in the
collection, analysis and interpretation of
information, and providing advice in
relation to the performance of Area
Health Boards. This is being assisted by
the development of a nationwide
performance indicator system. The
move to develop performance indicators
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is of major significance because it allows
a reorientation from a focus on input to
a focus on output. This leaves more
scope for Boards to show ingenuity and
initiative in achieving results. The
planned further development of
performance indicators will strengthen
the accountability of Area Health
Boards to the Minister.

In addition, work is under way on
a National Health Survey, which will
attempt to measure elements of health
outcomes that have not previously been
available. This, in conjunction with the
Annual National Health Assessment
(ANHA) which considers health issues
in a wider multi-environmental perspec-
tive, will allow policy priorities within
the health sector to be decided in a
more informed fashion than has been
possible in the past. The net effect of
this will be greater effectiveness in the
utilization of scarce resources in the
New Zealand health system.

Between March 1988 and March
1991, the completion of a national net-
work of Area Health Boards repre-
sented a major achievement for the

New Zealand health sector, confirming
the importance attached to having a
more integrated sector. This integration
is continuing with moves towards a
funder/provider split in the form of
regional health authorities and health
care providers. It is also recognized,
however, that integration may not always
lead to the most efficient allocation of
resources between the competing de-
mands within the health sector. It is for
this reason that the Government has de-
cided to establish the Public Health
Commission and the Public Health
Agency, in effect "tagg;ing" funding to
public health promotion and disease
prevention so as to ensure adequate re-
sourcing of these vital areas.

Although the responsibility of
Government for the promotion of a
healthy society is acknowledged and ac-
cepted, questions remain as to how best
this should be done and how much con-
trol central Government has over some
of the factors that contribute to health
status. The reforms to New Zealand's
health system will make the goals of
health for all by the year 2000 attainable.
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Niue is a coral island of 260
square kilometres located about 480
kilometres east of Tonga and 930 kilo-
metres west of the southern Cook Is-
lands. The population declined from
5194 in September 1lb5 to only 2500 in
1990.

DEVELOPMENT OF HEALTH
SYSTEMS

Health policy and strategr

The national policy has been to
provide total medical and dental care for
the people of Niue. The health com-
ponent of the current national plan spe-
cified the health sector's objectives as
being:

to achieve as effective a prog-
ramme of free preventive and
rehabilitative health care as the
community would accept and
the Government could afford;

to control the cost of health
services;

to achieve a hospital service
offering all reasonable forms
of care to inpatients and out-
patients.

The health slrtem

Preventive medicine, curative me-
dicine, obstetrics, maternal and child
health, school health and dental ser-
vices have been integrated and are
provided by the Health Department. At
its head is a Director of Health,
responsible to the Minister of Health in
matters of policy, and to the Secretary to
the Government in matters of orga-
nization, staffing and delivery of health
services.

The preventive medicine services
deal with environmental sanitation, mo-
nitoring of drinking water, refuse dis-
posal, quarantine measures, vector cont-
rol, infectious disease control, sexually
transmitted diseases and AIDS pre-
vention, maternal and child health and
the immunization programme, school
health and health promotion and educa'
tion. There are two main sections -
Public Health, and Child Welfare and
Maternal health, whose heads are di-
rectly responsible to the Director of
Health.

The Public Health Section is
headed by a public health inspector, who
has two assistants. Their duties include
the control of environmental sanitation,
organizing regular village inspections,
rnonitoring drinking-water safety, exc-
reta disposal, vector control, rubbish dis-
posal, manufacturing premises and an
annual medical check-up of all food
handlers employed in food manu-
facturing or retailing trades.



The Child Welfare and Maternal
Health Section is run by a Fiji trained
public health nurse. All newborn infants
and mothers are seen once a week for
the first four weeks after birth and once
a month thereafter.

All antenatal and postnatd pa-
tients are seen by the obstetrician. An-
tenatal visits are once monthly for the
first weeks and then weekly. There are
weekly postnatal visits for six weeks after
delivery conducted by the Public Health
Nurse.

Managerial process

Health planning proposals are
submitted by the Department of Health
to the Offices of the Secretary for
Government which coordinates the
planning proposals of all government
departments to form a national plan.
There is no planning office in the
Department of Health.

Community involvement

The Health Department's policy
has for some time been to emphasize a
community-based programme, in which
communities accept an increasing share
of the responsibility for solving their
health problems and creating a more
healthy environment.

The following specific objectives
have been set:

- to develop a cadre of medical
and dental personnel at full
practitioner level, each with a

rt7

speciality relevant to the needs
of the community;

- to ensure that there are ade-
quate numbrs of paramedical
and nursing staff with basic
training;

- to carry out a continuous post-
graduate tvaining programme
to ensure the competence, effi-
ciency, and upto-date knowl-
edge of all staff;

- to upgrade the administrative
ability of the heads of services
and irnprove channels of com-
munication and supervision;

- to regulate and improve the
human environment:

- to promote a wide under-
standing of preventive health
measures.

Mobilization of resources

From 1989 to 1990, the health
budget was NZ$1.4 million and per
capita expenditure on health was
NZ$636.4.

Health manpower in 1990 con-
sisted of four doctor. lngluding two
United Nations Volunteers and 2L pro-
fessional nurses, including six midwives.

Intersectoral cooperation

There is close cooperation bet-
ween government departments. In

NIUE



118 WESTERN PACIFIC REGION

particular the Health Department col-
laborates with the Public Works De-
partment in the provision of safe water
supplies, and with the Community Edu-
cation Unit of the Education Depart-
ment and the Department of Agricul-
ture, Forestry and Fisheries in the area
of food, nutrition and quarantine.

Preventive work, vector control
and sanitation and water supplies are
also integrated in the activities of local
village councils, which are very strong
and influential bodies.

International cooperation

Niue has received assistance from
WHO, UNDP and New Znaland for the
following projects and activities: village
sanitation, health manpower
development, purchase of hospital
equipment (e.9. X-ray, dental), provision
of United Nations Volunteer doctors,
emergency relief and evacuation of
medical emergencies to New 7-ealand.

HEALTH STATUS

The general health situation has
been stable for many years despite a
devastating cyclone in 190.

The level of housing is good, and
electricity and running water are
available to all homes on the island.
Health services are basically centred on
the hospital and on facilities at four
specified villages. Extension work is
also carried out. A number of services -
coverins environmental health. dental

health, maternal and child health, and
other fields - are routinely provided to
each of the 14 villages by mobile terms.

In 1990 bronchitis and asthma in
infants became a dominant feature.
This seemed to be at its worst during the
dry months of July and August. There
was a small outbreak of shigella in the
villages of Makefo and Toapa
introduced by Niueans returning from
New Zealand- This affected mainly
preschool children and the elderly; it
caused no deaths.

No sexually transmitted diseases
were seen in 1990, and only one case of
measles was seen, in a child visiting from
New Zealand.

Since 1978, the island has been
free from scabies infection. Ascaris and
trichuris are the most common intestinal
parasites found in young children, but
cases are decreasing.

There were several new cases of
diabetes mellitus in 190. Hepatitis is
not very common, and only two clinical
cases were reported, but some
hepatitis B has been serologically
demonstrated.

The leading causes of morbidity
in 1990, in terms of number of cases,
have been listed as follows: bronchitis
and asthma (393), intestinal parasitism,
unspecified (95), diabetes mellitus (93),
hypertension (78), gastroenteritis (54),
otitis media (53), otitis externa (48),
motor vehicle accidents (zl4), leprosy (6),
ciguatera poisoning (2).

The leading causes of mortality in



The leading causes of mortality in
1990, in terms of number of deaths
were: pneumonia (3), domestic acci-
dents (2), motor vehicle accidents (2),
cerebrovascular diseases (1), suicide (1),
shigellosis (1), old age (1), obstructive
respiratory disease (1-), septicaemia (1),
congenital hygroma (1), carcinoma of
stomach (L), starvation (1-), oesophogeal
carcinoma (1).

ASSESSMENT OF ACHIEVEMENTS

The progress in health
lopment in Niue is assessed as

r19

quite good. The success of the health
service is illustrated by the following
achievements: - The percentage of
infants under one year of age fully
immunized against diphtheria, pertussis
and tetanus was INVo and against
poliomyelitis lffi%. The entire
population has been immunized against
tuberculosis from birth. All children on
the island have a complete
immunization history and are fully
immunized, even those coming from
outside. If their immunization status is
seen to be incomplete it is brought up to
date by the public health nurse.

NIUE

deve-
being



COMMONWEALTH
OF THE NORTHERN
MARIANA ISLANDS

The Commonwealth of the
Northern Mariana Islands comprises L6
islands (all the Mariana group except
Guam), lyt"g i" the western Pacific
Ocean. The territory has a land area of
470 square kilometres. The total
population in 1990 was 43 555. Five
islands, including the three largest
(Saipan, Tinian and Rota), are
inhabited; the chief settlements and the
administrative centre of Capitol Hill are
in Saipan. In 1990, the Commonwealth's
per capita gross national product was
estimated to be US$17 549. The
economy of the Northern
Mariana Islands is dominated by the
services sector, particularly tourism.
The people of the islands, manY of
whom are immigrant workers, enjoY a
high standard of living. The urban
population contributes an estimated
92Vo to the total population, including
Rota and Tinian.

DEVELOPMENT OF HEALTH
SYSTEMS

Health policy and strates/

The vision of health for all has
influenced the policies of the
Commonwealth. For example, one goal
for the health care system is to
consolidate outpatient and public health

programmes for the purpose of
providing systematic delivery of primary
health care services. The
Commonwealth is also working to
develop local resources and patient
participation in order to achieve
continuity in the availability of resources
and services. This policy represents a
significant reorientation in the provision
of health services, away from the
hospital'oriented system formerly
provided. The emphasis has shifted
towards preventive health and primary
care services. The goal is also to
inculcate a stronger sense of common
responsibility in the community.

As a result of a study made in
1989 by the University of Hawaii,
consultation and coordination
mechanisms have been established with
external organizations such as the
United States Public Health Service, the
Schools of Public Health, the
Government Services, and
World Health Organization. The
objective of the partnership is to develop
appropriate technologies for better
health care delivery.

Priority health problems were
also identified in the Hawaii study. The
report outlined several actions and
activities which would improve the
structure and functions of the local
health system. The main thrust for the
future will be to improve human
resources for health, health information
systems, dental health and mental
health. Another important priority is
quality assurance for primary care
services.
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The health system

The Commonwealth's
comprehensive health plan for 1990 to
1995 specifies primary health care as its
basis, and emphasizes preventive health.
The Government has set up a
monitoring system with systematic
analysis of data on all health and related
social services programmes. This
information is reviewed by the
Commonwealth Clearing House (Office
of Budget and Planning) in order to
strengthen coordination and reduce
duplication of services. The plan is also
to involve private sector agencies in
making adjustments based on a
partnership approach to delivering
health care and social services. This
entails collaboration in developing
primary care services and policies.

A primary health care
programme has been implemented
within the Commonwealth Health
System. This project has consolidated
public health and outpatient services,
thereby effecting cost savings and
providing the programme with closer
monitoring and better
intergovernmental communication. The
programme integrates public health
nursing, home and village health care,
school health services, communicable
diseases epidemiology, and various
community-based public health and
environmental services. This
programme also emphasizes public
participation in the health care delivery
services.

Managerial process

The planning process in the
Commonwealth of the Northern
Mariana Islands is a mechanism for
developing health policies to effect
appropriate and necessary changes in
the health status and health system of
the Commonwealth of the Northern
Mariana Islands. The planning process
provides a framework for evaluation and
monitoring as part of the managerial
process for national health development.

Community involvement

Community input in planning and
policy development'is made through a
Commonwealth clearing house for all
government programmes. The agencies
and institutions involved include the
Community Action Agency, the aging
programme, the public school system
and related community health projects.
Community health projects such as
water and sanitation, run by the
Department of Public Works, are also
involved.

Mobilization of resources

To increase the effectiveness of
resources, the College of the Northern
Marianas has developed a nursing
programme oriented towards public
health nursing. In collaboration with the
University of Hawaii, the School of
Public Health is strengthening
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manpower training in the area of public
health programmes. The United States
Federal Health Grant for the
development of community services in
1989 emphasizes primary health care,
which consists mainly of preventive
health and health promotion activities.

A major step taken to improve
the education and training of health
personnel since 1988 was the
development of the Health Manpower
plan. This was drafted in consultation
with the University of Hawaii's School of
Public Health. To help implement this
plan, a Health Manpower Task Force
was set up.

The current health plan covers
the entire range of the health care
system activities including manpower,
financing and national health strategy.
The Government has gradually
increased public health and
environmental health support to be
more consistent with national strategies.
The Department of Public Health has
introduced measurss to control costs of
medical referrals in order to preserve
funds for more effective uses.

In 1989, L6.8Vo of the gross
national product was allocated to health,
and in 19X), l7.3Vo. Private sector
health expenditures are not known at
this time, but are thought to be smaller.
However, they continue to increase, as
the use of third party payee arrange-
ments (insurance), increases. A
consumer expenditures report issued by
the Labour and Commerce Department
shows that consumers spent about 3.2Vo
of their income on health. In 1989, this
low figure was due to the large

government subsidies provided for
health care, and the policy that services
should not be denied to anvone because
of inability to pay.

Intersectoral cooperation

The office of the Director of
Public Health coordinates policy-making
and planning and reviews programmes
to ensure that health goals are an
integral part of overall socioeconomic
development. Cabinet-level coordina-
tion is also carried out.

International cooperation

There have been increasing
opportunities to cooperate with neigh-
bouring countries. Several American
private and government agencies have
provided technical assistance. Several
Commonwealth staff have received
special training. The Commonwealth
has also released staff to help conduct
workshops in the Federated States of
Micronesia (Chuuk State) on water
catchment construction for schools. The
Universities of Hawaii and Guam
cooperate in the development of health
care services, and in health manpower
training and retraining efforts.

The Commonwealth is conduc-
ting joint activities with other Pacific
island nations in the area of training. It
has received training personnel for the
nursing field from the Republic of Palau
and is sending physicians to conduct a
medical training programme with the
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Medical Officers Training School in
Pohnpei.

HEALTH STATUS

The health status can be
summarized as follows:

(1) The crude bhth rate
increased from 1986 to 1988. In 1986 it
was 22.5 per 1000 population, in 1987 it
was 22.8, and in 1988 it was ?3.2.
Because of the strong cultural emphasis
on family, in conjunction with strong
influence from religious organizations,
the birth rate will probably remain high
for some time to come. Teenage
mothers contribute more than 14% of all
live births in the Commonwealth. This
represents a significant proportion,
especially since this age gloup is
considered more at risk for premature
births, which is one of the major causes
of infant mortality.

(2) The infant mortality rate
in 1988 was 17.9 per 1000 live births.
The neonatal death rate for the same
year was 13 per 1000, and perinatal
deaths averaged 19 per 1000. The three
leading causes of infant mortality are
prematurity @5%'); respiratory diseases
(18%); and diarrhoeal and intestinal
diseases (10%).The remaining 27Vo are
spread among congenital anomalies and
all other causes. Prenatal care thus
plays a very important role because of
the high number of high-risk births.
Data in 1990 indicate that all mothers
received some type of prenatal care.
The problem is that many mothers do

not receive any prenatal care until their
second trimester of pregnancy.

(3) The modern diseases of
the industrialized world have become
predominant: neoplasms, cardiovascular
disease and diabetes. With the trend
towards greater urbanization and an
increasing influx of population in Saipan,
other problems such as motor vehicle
accidents. suicide and increased alcohol
consumption have also become major
health and social concerns.

The ten leading causes of death
in L90, in order of importance, were as
follows: neoplasms; cardiovascular
diseases; diseases of the heart; motor
vehicle accidents; suicide; chronic
obstructive pulmonary disease; diabetes;
chronic liver diseases, cirrhosis; diseases
of the arteries, arterioles, capillaries;
and septicaemia.

In 1990, no cases of diphtheria,
tetanus, whooping cough or
poliomyelitis occurred; 28 cases of
tuberculosis and 35 cases of measles
were reported for the same year.

ASSESSMENT OF ACHIEVEMENTS

A major achievement in the
Commonwealth is the shift in emphasis
from curative to preventive and primary
health care with the establishment of the
Division of Primary Health Care,
reorganizing the Public Health and
Outpatient Unit under that Division and
realigning all the federal health
programmes under the umbrella of the
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Division of Primary Care Programmes.

The reorganization of the
Primary Health Care Division has been
adequate. The incorporation of all
public health programmes to focus their
activities on primary health care is a
major step towards achieving the goals
and objectives of health for all by the
year ?n00. This reorganization of the
Division has added strength to the
development of the primary health care
approach in the Commonwealth of the
Northern Mariana Islands.

Shortcomings include difficulty in
recruiting and retaining qualified
personnel and providing training for
indigenous persons who wish to enter

the health field. The main obstacles
include a small manpower pool from
which to recruit, the ever-rising costs of
maintaining the Commonwealth Health
Centre, and lack of participation in the
health care system by the community.

There is a need for political
commitment in the form of legislation to
make primary health care services a
priority, and the allocation of funds to
primary health care services. Future
efforts for primary health care activities
must strengthen the direct participation
of the community and community-based
agencies. Manpower development and
upgrading of the knowledge and skills of
primary health care personnel will be
priorities for the coming years.



REPUBLIC OF
PALAU

The Republic of palau consists of
eight principal and 252 smaller islands,
in a chain about 650 kilometres long.
With the Federated States of
Micronesia, Palau forms the archipelago
of the Caroline Islands. palau is a
republic associated with the United
States as a Trust Territory. In 1990 the
population was 12 229, with some g1fi)
residing in Koror, which is the provincial
capital. Its per capita gross national
product in 1990 was US$1913.16.

DEVELOPMENT OF HEALTH
SYSTEMS

Health policy and strategr

The health policy of palau is to
continue to increase the quality of care
and equity of services for all citizens of
the country. Improved transportation
makes it easier for more people to avail
themselves of the services in Koror.
However, basic services must also be
upgraded in the outer island areas.

Major health care issues that re-
quire attention to improve the quality of
services include replacement and main-
tenance of equipment, overcoming
shortages of medical supplies, improving
the quality of human resources and pro-
viding in-service training for all staff.

The heatth system

Primary health care is a well
accepted concept in the Ministry of
Health. Pri-"ry health care is provided
to outer islands via dispensaries staffed
by health aides who are in constant
consultation with a physician in the
central hospital in cases of emergency.
Regularly scheduled visits are made by
physicians and public health nurses to
isolated islands to provide additional
health care as well as public health
services such as chronic iltnsss 5glssning
and immrrnization. Prenatal care is
provided in the central hospital, and
follow-up care is also provided through
home and field visits by public health
nurses.

The Palau Community Health
Centre, an extension of the Bureau of
Public Health, has been created to
oversee the delivery of primary health
care. It is governed by a board of
directors consisting of communify
members. The priorities and needs of
primary health qre are decided by this
board, and activities are organized
accordingly by the health centre and the
Bureau of Public Health.

Managerial process

In the area of primary health
care, there is a strong trend towards
community involvement in the delivery
of health care.

There is a need to improve the
knowledge and leadership capabilities of
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personnel involved in the health
management process.

Community involvement

At the commrrnity level, the
Board of Directors of the Community
Health Centre is planning to begin
measures to involve other community
groups and individuals in coordinated
service delivery planning. They have
identified commun;ty health needs
through the use of community surveys
and health status information, and are
planning to initiate collaborative efforts
with local groups to enhance and
improve health care delivery.

A high level of community
involvement through primary health care
boards and councils is well established in
the main island of Koror. Because of
the close proximity of the outer islands
and the concentration of the population
on the main island, this is felt to be a
practical arrangement. The Palau
Community Action Agency Board of
Directors is made up of representatives
from the various villages and
government and nongovernmental
agencies. These are examples of boards
and councils which have made a great
irnpact on primary health care through a
decision-making process based on
community input.

Mobilization of rcsources

At the Ministry of Health level, a
Health Manpower Plan has been

developed. This plan projects health
human resouroes needs for the next ten
years and is the reference point for any
future hiring of health personnel. There
is currently no national information base
on the availability of health human re-
sources in Palau, but it is known that
health care workers tend to migrate be-
cause of low salaries. The current
Minister of Health has initiated activities
to deal with this growing problem. A
reclassification of health care workers
has been developed and submitted to
the President and the National Congress
for their action. There is no national
plan or funding to educate human
resources in this area.

In 1990, the relation of health
expenditure to GNP was l3Vo. The
Ministry of Health expenditure for 1990
was US$3 &7 39L, of which 33Vo, or
US$1 204 539, was allocated to primary
health care. Through the efforts of the
Community Health Centre and the
Ministry of Health, cost sharing is
increasing with payment of services
based on income level. Private health
insurance has become available but its
utilization is limited because of the
government subsidies to health care and
the Palauan law which gives every
resident the right to health care services.

A current trend indicates that a
more equitable distribution of human,
financial and material resources is
becoming a reality. Comprehensive
health care is available to at least 95Vo
ofthe population, and the central health
facility is accessible to at least 75Vo of
the population within one hour of travel
bv boat or cat.
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Intersectoral cooperation

There is collaboration between
the Ministry of Health and the
Ministries of Administration" National
Resources, Community Services, Justice,
Internal and Foreign Affairs and
Education to assure tlat factors affect-
ing health are taken into account in the
National Development Master Plan
which is expected ,o 5" filalized in the
coming year.

HEALTH STATUS

The immunization level is92vo of
all two-year-olds and 95Vo of all six-year-
olds. An expanded maternal and child
health programme has helped mothers
to be better informed, which has re-'
sulted in over 95Vo ofbabies being born
in the hospital. No maternal death has
been reported in the past ten years. The
infant mortality rate was 21.4 per 1000
live births in L990, with prematurity
being the leadi"g cause of infant deaths,
followed by diarrhoeal diseases. During
the last few years, the highest specific
mortality rates were due to heart di-
seases, pneumonia and influenzg alt
tlpes of accidents and malignant neo-
plasms.

Acute respiratory infections, dis-
eases of the skin, eyes and ears, and in-
juries are the most frequent acute con-
ditions seen at the outpatient clinic.
Lately, hypertension and cardiovascular

diseases, arthritis, diabetes mellitus,
sexually transmitted diseases, and
mental disorders have been on the rise,
the latter exacerbated by drugs and
alcohol, which have become a major
public health concern.

The incidence of sexually trans-
mitted diseases such as gonorrhoea in
Palau is effremely high. Better report-
lng may have contributed to some extent
to this rise in the hgwes.

The incidence of hepatitis B is a
major problem. Recent statistics show
that ?.|Vo of the population in the
sample study were affected by this
condition. This is recognized as a grave
problem, and strong emphasis is placed
upon control and prevention.

ASSESSMENT OF ACHIEVEMENTS

Palau appears to have achieved a
little over TOVo of the National Objec-
tives set forth in the Five-Year Com-
prehensive Health Plan for 1982-1987.

There is a need to train and edu-
cate more health workers in the areas of
information gathering and use and pro-
gramme and project evaluation and
plenning. Above all, the Ministry of
Health frmly believes in strengthening
the capabilities of personnel at the
management level to decrease
dependence on the foreign labour mar-
ket in this area.



PAPUANEW
GUINEA

By far the largest of the Pacific
island countries, with a land area of
46l38/{J-- square kilometres, Papua New
Guinea is richly endowed with natural
resourcss. Gold and copper deposits
are sizeable, and some promising
discoveries of oil and gas have recently
been made. Fertile soils and a
favourable climate allow a wide range of
cropa to be grown. A large land area
under forest and an extensive fishing
zone also provide substantial scope for
forestry and fishery development. So far
only a small proportion of these
resources has been tapped.

The richness of natural resource
endowments is matched by the chal-
lengrng environment for development.
Close to 85Vo of the population is still
mainly engaged in subsistence agri-
culture. A complex system of land
ownership and administration hampers
the mobilization of land for de-
velopment. Adult literacy is low. Social
and administrative fragmentation re-
sulting from extraordinary cultural and
ethnis dlvelsity - over 700 languages or
dialects - and the organization of the
country into 19 self-governing provinces
make the task of economic planning and
development especially demanding.
There is a severe lack of uniffing
infrastructure, and the problem is com-
pounded by the rugged, mountainous
terrain and the wide dispersion of the
population, making access difficult and
restricting the growth of domestic
markets. Moreover, public ad-
ministration and the capacity to plan and

implement development programmes
ire constrained by institutional weak-
nesses and a shortage of skilled
domestic manp,ower, the latter reflected
in a heavy thquSh diminishing reliance
on expatriates.'

The per capita gross national
product of Papua 1{6nr Qrrinsa n l99L
was US$943. The estimated population
in 1989 was 3 @7ffi, approximatelY
l0.8Vo of whom were living in urban
communities. There are 10 562 villages,
in which 87Vo of the total population
lives. The country comprises the eastern
part of the island of New Guinea and
some smaller islands, including the
Bismark Archipelago (mainlY New
Britain, New lreland, and Manus) and
the northern part of Solomon Islands
(mainly Bougainville and Buka).

DEVELOPMENT OF HEALTH
SYSTEMS

Health policy and strategr

The Department of Health as
lead agency has the responsibility for
four National Objectives for Health,
which have become the sectoral goals
for the Department: to improve health
behaviour and reduce the incidence of
communicable and noncommunicable
diseases, to improve and extend the
provision of primary health services and

lTrends in Developing
Economies 1990, The World Bank,
Washington, D.C., p.430.
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ensure that acceptable standards are
maintained to improve hospital services
and ensure that acceptable standards are
maintained, and to promote parental
responsibility regarding family size and
the spacing of children.

In pursuit of the National
Objectives for Health, the Department
of Health will adopt the following
policies in its next National Health Plan,
(1e1-1e5):

(1) People and communities
should be involved in contributing
to managing and controlling their
own health services.

(2) Health c:re should be
available to all.

(3) Health services should be of
the highest possible quality within
the limitations of resources.

(4) Maximum benefit should be
achieved from the expenditure of
scarce resources.

(5) Promotion of good health
behaviour and prevention of
disease will be given priority.

In 1989, a Resource Management
System initiated and set up by the Prime
Minister's Department, in which the
Department of Health took a leadi"g
role, adopted the Basic Minimum Needs
(BMN) approach to Quality of Life
Development as the basis of this system.
The purpose of this is to promote the
involvement of the community using the
BMN approach in decision-making,
planning providing and organizing its

own health care, as part of the overall
improvement in their quality of life.

The last National Health Plan as
well as the new one contains specific
policies aimed at reducing disparities,
involving people io cat,ng for their own
health and reaching out to dis-
advantaged and underserved population
groups. These policies are in line with
the National Goals and Directive Princi-
ples and Papua New Guinea's Eight
Aims. The provincial health authorities
develop their plans on the basis of these
policies through the improvement and
strengthening of the rural health
services, using the primary health care
approach. The health effects of these
policies, especially in the areas of
women's education, nutrition, agri-
culture and environmental health, have
been encouragrng in some provinces
where women's groups are actively
involved in primary health care projects.

The health system

The primary health care ap-
proach is fully accepted and understood
at all levels of the health svstem.

The new 199l-1995 National
Health Plan, as in previous years,
emphasizes primary health care and
seeks to improve the quality and ef-
ficiency of existing services and promote
greater equity in the delivery of these
services. There is also emphasis on
increasing individual, family and
community self-help and self-reliance
assisted by more and more effective
health education.
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Managerial prooess

Since Independence, the
Government has actively pwsued a
policy of decentralizing responsibility for
the delivery of health services to the 19
provinces. Concomitant with this
process has been the growing awareness
of the need for strengthening managerial
capacities at the provincial and district
levels of the health system. The
development of improved managerial
capabilities of rural health workers is
seen as vital to achieving national
health-for-all goals.

To support managerial devel-
opment at the periphery, the National
Department of Health has initiated the
Management Support Programme. This
programme has focused on the
development of management training
modules and continuing education
courses for provincial and district-level
health managers. Training materials de-
veloped to date cover bar.ic mathe-
matical skills, calculating target
populations and indicators, interpreting
health information, making action plans,
supervising health centres and aid posts,
programme budgeting and cost analysis.

Community involvement

The poliry outlined in the
previous report on the world health
situation (1983) remains in place and
has been strengthened by the adoption
of the Basic Minimum Needs approach
to development in which communities
have much greater potential than before
to influence the direction of develop-
ment initiatives. However. not all

provinces have yet adopted this ap-
proac\ and some are still operating in a
top-down fashion. Others, on the other
han4 have further decentralized
political and administrative matters,
placing them in the hands of elected
"community governments" which may
build and staff their health facilities
themselves.

Mobilization of resources

The goal for human resource
planning is to ensure the availability,
equitable distribution and appropriate
mix of sufficient numbers of health
workers to meet the legitimate
requirements of Papua New Guinea
health services within the countrv's
economic resources.

The Department of Health
continues to retain the main re-
sponsibility for human resource planning
for health, and works closely with other
government departments, provinces and
church health services to ensure that all
decisions affecting human resources
support the national goal.

Since staffing matters are decided
by the provincial authorities, the
National Department of Health cannot
correct the staffing inequity. It has
however developed a method for
comparing the workloads of health
institutions with their staffing. This
method is called "indicators of staffing
need". It has been developed and
adopted by the Government's Resource
Management Committee as the guide to
health staffing in Papua New Guinea. In
order to facilitate its coordination. links
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with other central government de-
partments have been made, though most
of these are still on an informal basis.

Total national health expenditure
rose from 90.2 million kina in 1989 to
10.9 million kina in 190. This is an
increase of 1-'1..9Vo. Similarly national
health e4penditure as a percentage of
GDP rose fromZ.8Vo in 1989 to3.2Vo n
190. The level of national health
expenditure is quite consistent, taking
into consideration the adverse economic
conditions the country is experiencing.

In L985, expenditure on primary
health care accounted for 46.6Vo of the
national health expenditure while
secondary health services received
38.8Vo. This conforms to the De-
partment of Health policy of limiting
recurrent expenditure on secondary
health services to 45Vo of the recurrent
national health expenditure. This is in
contrast to the last ten years, where ex-
penditure on secondary health services
has often been more than 45Vo. In 1991,
expenditure on primary health services
will account for 53Vo of the national
health expenditure. It is hoped that this
trend will be maintained over the next
decade.

The overall government policy is
to ensure a more equal distribution of
economic benefits. This includes a
movement towards more equal incomes
and more evenly distributed services
among different parts of the country.
The Department of Health has ensured
and will continue to ensure that human,
material and financial resources for
primary health sare are equitably
distributed so as to reach sociallv and

geographically disadvantaged and under-
served groups. A network of facilities
has been established so that, to date,
95Vo of the people are within a two-houl
walk of a health facility. Extension of
services to even the remotest areas of
the country has contributed to a
significant fall in the infant mortality
rate.

Iniersectoral cooperation

In addition to the Department's
role as lead agency for the National
Government's objectives, the De-
partment of Health plays a supporting
role to the lead agencies for the fol-
lowing National Government objectives:

(1) To encourage and support
the utilization, design and
monitoring of projects to meet
basic human needs and improve
the quality of life (Prime
Minister's office).

(2) To ensure that all children
are wanted and cared for (Home
Affairs and Youth).

(3) 1's minimize the causes and
consequences of social alienation
and culture shock (Home Affairs
and Youth).

(4) To increase opportunities
for women, youth, the elderly,
and the disabled to participate in
and benefit from development
(Home Affairs and Youth).

(5) To reduce inequalities in
access to basic goods and services
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between provinces and betrreen
districts (Finance and Planning).

(6) To reduce the incidence of
malnu1d1i.. and nutrition-related
disorders (Agriculture and Live-
stock).

(7) To respond effectively to
population growth and its
economic and social conse-
quences (Finance and Planning).

(8) To strengthen the family as
the basic unit of society (Home
Affairs and Youth).

HEALTH STATUS

Morbidity and mortality are still
dominated by diseases which arise from
preventable social and environmental
conditions. The chief causes of
morbidity and mortality in Papua New
Guinea are still infectious diseases.

Some important features in
mortality trends are as follows:

- Malaria, which was the third
leading cause of hospital
deaths in 1984, became the
second leading cause of death
accounting for 9.2Vo of total
deaths in 1988.

- The proportion of deaths due
to pneumonia has increased
since 1972 and it was the
leading cause of institutional
deaths, at2l.9Vo in 1988.

- Deaths due to diarrhoeal
diseases decreased during the
past decade, whilst deaths due
to 6eningitis remained un-
changed.

- Perinatal deaths increased
fuom 6.4Vo in 1985 to 8.5Vo n
1988.

Some important trends in the
leading causes of morbidity during the
same period are as follows:

- The incidence of diphtheria,
poliomyelitis, tetanus and pig-
bel decreased between 1-985
and L988.

- The incidence of measles,
which decreased after 1982.
with the introduction of
measles vaccine, has been
reported to have increased
again in 1988 and 1989, to-
gether with increased mortality
and morbidity.

- The incidence of pertussis is
reported to be increasing,
accompanied by outbreaks in
many provinces.

- Sexually transmitted diseases,
especially gonorrhoea, in-
creased rapidly frort 1970 to
1985, but have shown a slight
decline since then.

- There has been a steady in-
crease of influenza reported
from all parts of the country
during the last 15 years.
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- Typhoid has become a major
health problem in the highland
provinces, parts of Central
province, and in the National
Capital District where the
number of typhoid cases has
quadrupled since 1986. The
incidence rate for typhoid has
risen from less than 1
per 10000 in 1981 to 13 per
10 000 in 1989.

ASSESSMENT OF ACHIEVEMENTS

The most important measure
taken since the situation described in the
report of 1988 is the review of the 19g6-
1990 National Health plan in
preparationfor the I99L-I995 one. This
review showed that despite im-
provements in health status indicators,
disease patterns have changed little in
the past decade. However. maternal

and child health, immunization and
diarrhoeal disease control programmes
deserve special mention for their
contribution to improving health status
during the past decade.

The main obstacles encountered
during this period were the shortage of
resouroes to implement national health
policies and strategies, and the lack of
community participation and long-term
commitment to achieving the health-for-
all stratery.

The prospects for improving the
status of health in Papua New Guinea
depend on the successful imple-
mentation of the promotive and
preventive health programmes which
reduce premature deaths and avoidable
ill health and improve the standard of
health of the family. The importance of
community involvement to achieve the
best results in such programmes needs
to be emphasized.
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The combined land area that con-
stitutes the Republic of the Philippines
amounts to 300 000 square kilometres.
Of its many islands, some 880 are in-
habited and 462 have an area of 2.6
square kilometres (1 square mile) or
more. The two largest, namely Luzon in
the north and Mindanao in the south,
account for 6.4Vo of its territory. The
ne:( nine largest (Samar, Negros,
Palawan, Panay, Mindoro, lryte, Cebu,
Bohol and Masbate) form another
25.9Vo. The population of the
Philippines was estimated at 61.5 million
in 1989. The population is expanding at
an average annual rate of 2.3Vo, whichis
one of the highest growth rates in Asia.
Its per capita gross national product in
1988 was US$668.

Since the change in government
in February 1985, the overall approach
of the Government, as outlined in the
Medium-Term Development Plan, has
emphasized three key p,'inciples:
(a) greater attention to poverty
alleviation and social justice;
(b) acceleration of growth and increased
economic efficiency; and (c) reduced
government involvement in the economy
and an emphasis on private initiative.
The role of the Government is seen as
intervening in the economy only in those
areas where the private sector cannot
meet social needs, and where public
action is comparatively advantageous.
In 1988, abott 50Vo of the population
was estimated to be below the poverty
line; while this is a moderate
improvement - the incidence of poverty
was estimated at 57Vo in 1985 - the scale

and persistence of the problem indicate
that it remains a significant challenge.

Growth, led by the private sector
and by investment, continued in L989,
but there was a deterioration in the
fiscal situation and 3 y/idsning of the
current account deficit, with
infrastructure and services coming under
unsustainable pressure, resulting in
breakdowns in llansport and power
supply which have continued during the
first quarter of 190. In addition, the
country still faces many other obstacles
to maintaining gowth in the medium
term. These include a heavy external
debt burden, a high degree of poverty
and unemployment, inadequate infrast-
ructure and an inadequate rate of
domestic savings. Agricultural pro-
duction continues to be adversely
affected by the gradual deterioration of
soil and forest resources resulting from
rapid population growth in upland areas
and weak management of public
resources.l

DEVELOPMENT OF HEALTH
SYSTEMS

Health policy and strategr

The increasing size, complexity
and importance of the health care sector
require a detailed analysis of its me-
chanics and operations. Such an analysis

lTrends in Developing
Economies L990, The World Bank,
Washington, D.C., pp. 444-M5.
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is necessary in order to provide decision-
makers with strategic information to
determine the future direction of the
health sector and draw up appropriate
policies and guidelines, shaping health
care initiatives and reform efforts, and
designing specific health care pro-
grammes.

With scarce resources, there has
been a continuing effort to utilize funds
more efficiently and focus on pro-
grammes and activities which have a
strong impact. Service efficiency and
effectiveness are the new benchmark for
programmes. While the national
strategy and plan of action remain es-
sentially the same, there is increased
emphasis on better targeting of clientele
and increased coverage particularly in
unserved and underserved areas.

There is a continuing need to im-
prove mechanisms for feedback, espe-
cially to nongovernmental partners and
the community.

The health system

Almost all (98%) of the
barangays (small communities) have
been organized for primary health care,
and there is full acceptance and under-
standing of primary health care at all
levels of the health system. However,
the rapid turnover of personnel makes
sustained orientation and training
necessary.

The Government,s policy of de-
centralization, which the Department of
Health fully supports, has expanded the
functions of the local units, giving them

more scope to plan and manage health
progremmes in their respective areas.
The approach of basing health planning
on areas has been adopted but it may
take some time for the method to be
internalized.

Referral mechanisms linking dif-
ferent levels of health care are in place.
Linkage with entities outside the
Department of Health are being
strengthened" as is seen in the multisec-
toral and multi-agency composition of
the steering committees of various
health programmes. Other forms of
linkage are described below.

Managerial process

The backbone of the national
monitoring and evaluation process is a
comprehensive health information sys-
tem at all administrative levels i.e., from
national to barangay level. One of the
subsystems is the field health service
information system, which has been op-
erational on a nationwide basis since
I99L. The other subsystems (covering
hospital services, logistics, finance and
health manpower) are still being devel-
oped, but less sophisticated reporting
mechanisms in these areas are in place
to serve current needs. In addition,
there are interagency monitoring teams,
also at all levels, and informatics support
is available down to the provincial level.
Periodic consultative workshops and
comprehensive programme reviews, be-
sides the National Health Survey series,
are conducted. Other surveys and
surveillance activities are undertaken as
needed. Reporting and feedback are
built into the svstem.
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Managerial processes and related
mechanisms that have been set up in
support of primary health care include
the following: (1) the inclusion of repre-
sentatives from all levels in the national
staff meetings, (2) a consultative process
at all levels in all stages of the planning
cycle, (3) regular provincial visits by the
Health Secretary and senior officials,
(4) greater empowerment of local
officials and the community in decision-
making and self-determination through
decentralization, and (5) nationwide im-
plementation in 1991 of an integrated
programme planning and budgeting
system.

Community involvement

Community involvement has been
formalized by its representation in the
primary health care committee at the
barangay level. l,ocal volunteers are in-
volved in the development of community
health projects through "community
health analysis", after which approved
projects are required to have a commu-
nity counterpart for equity and a com-
munity plan to sustain them when assis-
tance is terminated.

Mobilization of resources

The ideal health personnel to
population ratios have been set at
L:20 000 for physicians, 1:20 000 for
nurses and 1:50fi) for midwives. No re-
liable national estimates are available,
but it is generally assumed that the ex-
isting ratios are neither ideal nor equi-
table. Partly responsible for this are the
brain drain and the less lucrative

working conditions in rural, depressed
and remote areas. The Department of
Health gives priority to vacancies in the
above areas and provides incentives to
health personnel assigned in particularly
difficult or dangerous areas. Physicians
who choose the six-month rural service
option are also guaranteed priority hir-
iog.

The Department of Health has
shifted the focus of manpower develop-
ment, especially with regard to ad hoc
llaining opportunities, to the field per-
sonnel who were traditionally the last to
be considered for fellowships or grants.
Wider opportunities for personnel and
professional growth have boosted their
morale and their commitment to public
service. Personnel who perform well are
given awards and incentives and there is
a. plan to organize intra-regional and
interregional visits as additional incen-
tives. The "leadership by example"
principle has filtered down to the lower
echelons, and the Department of Health
has consistently received a high rating in
opinion surveys.

In view of the inadequate re-
sources available for health and their in-
equitable distribution, the Government
has established mechanisms and criteria
for prioritizi"g allocations. "Special de-
velopment areas" and "targeted areas
for development" have been identified.
Likewise, alternative schemes of financ-
ing health care have been piloted in such
areas, and livelihood projects are in-
cluded in the assistance.

Savings have been made by intro-
ducing a more rational and cost-effective
system in areas such as procurement and
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the networking of health facilities.
Health interventions such as ambulatorv
care and the use of appropriate local
technology (such as the early detection
and treatment of acute respiratory in-
fections by family members and mid-
wives) have not only saved more lives
but made funds and personnel available
for other priority needs.

Health insurance has been intro-
duced and many have gained from it but
it has not really become an attractive
area for private investment because
most incomes are small and the benefits
of insurance are not widely recogrized.
Medical insurance schemes currentlv in
operation are:

(1) compulsory insurance cover-
ing the employed;

(2) medical insurance as a rider
benefit of accident insurance: and

(3) voluntary Medicare insu-
rance for self-employed and un_
employed people in selected pilot
areas.

Intersectoral cooperation

The growing recognition of inter-
dependence and the mutually reinforc-
ing nature of development piogrammes
has encouraged continuing coniultation
and sustained dialogue between all sec-
tors. However, when various sectors
compete for a small amount of funds.
conflicting priorities can result, calling
for negotiation and compromise. This
tends to reduce the efficiencv of

resouroe allocation and use.

Towards achieving a safer and
more sanitary environment, intersectoral
collaboration has progressed in such
areas as the following: (1) mercury
surveillance with the Department of En-
vironment and Natural Resources,
Department of Agriculture, and
Department of Science and Technologl;
(2) environmental healtb" with an eight-
agency Committee on Environmental
Health; and (3) food safety, particularly
in radioactivity leve\ with the Bureau of
Food and Drugs, the Philippine Nuclear
Research Institute, the Radiation Health
Service, and other agencies. Environ-
mental protection has especially caught
the public eye, with environment-
oriented groups taking the lead in public
advocacy and initiatives in information.
education and communication.

Internati onal cooperation

In recent years, external support
has mainly been for maternal and child
care, upgrading of government hospitals,
and financing of primary-health-care
activities. Initial assistance has been
provided in the areas of health financing,
national drug policy and improvement in
urban health" but no substantial input in
those areas has yet been made. Bridge
financing for family planning and other
priority activities has been provided on a
loan basis.

Nutrition, drug evaluation, health
information, training and health re-
search are prominent areas of inter-
country cooperation, particularly under
the aegis of ASEAN and SEAMIC.
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HEALTH STATUS

About 23.8 million or 38.6Vo of
the Philippine population in 1990 were
under 15 years of age, and about 14.6
million or approximately one-fourth
were women of child-bearing age
(15-49 years). Only one-tenth
(6.8 million) of the population were over
50 years of age. The crude birth rate in
1989 was recorded as 30.3 per
1000 population, and the crude death
rate as 7.4 per 1000 population.

The implementation of the
national strategy has resulted in an
improvement in the health status of the
country. Impact indicators such as the
infant mortality rate of 51.5 per 10fi) live
births in 1989 indicate steady
improvement over the yqrs. The
maternal mortality rate has fallen by
almost 50Vo,to 8 per 10 000 live births in
L989 from I4.2 in 1983. The average life
expectancy has increased from 62.8
years in 1984 to 64.3 years in 1989.

In 1989, respiratory infections
caused 3 OW 264 illnesses which is a rate
of 5L25.5 per 100 000 population.
Diarrhoeal diseases, collectively, were
responsible for 894 116 illnesses or
1247.8 per 1fi) 000 population. Included
in this category are gastroenteritis and
colitis, all forms of dysentery typhoid
and paratyphoid fever, and food
poisoning.

The incidence of tuberculosis and
measles is still high, while that
of diphtheria, pertussis, tetanus
and poliomyelitis is relatively lo*,
although localized outbreaks occur

from time to time.

ASSESSMENT OF ACHIEVEMENTS

Though the measures that have
been taken have not fully achieved their
objectives, substantial gains have been
achieved in systems development, direct
programme support, and the
development of facilities and hrrman
resources. Examples of progress can be
listed as follows:

(1) Streamlining of government
operations with continued
decentralization, devolution and
deconcentration in the health
network.

(2) Steady improvement in
compensation and working
conditions in the health service.

(3) Professionalization of
government operations, with
improved managerial capabilities
down to the district level.

(4) Systematization and simpli-
fication of health information.

(5) Provision of accessible and
affordable drugs of good quality
through vigorous implementation
of the national drug policy.

(6) Sustained support for
disease control and service
delivery programmes; there has
been major investment in health
programmes.
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(7) Rational development of the
national hospital network, in-
cluding both government and pri-
vate hospitals.

(8) Expansion of health in-
surance coverage.

(9) Systematic involvement of
private facilities, practitioners and
nongovernmental organizations
in the various phases of disease
control and service deliverv

programmes, health promotion
research, training and health edu-
cation.

(10) Coordinated and systematic
management of e*ernal assis-
tance.

The Government has launched a
systematic approach to poverty allevia-
tion" worked out sound economic poli-
cies and sustained the efficient deliverv
of basic services.



REPUBLIC OF
KOREA

The population of the Republic
of Korea in 1989 was 42 380 176, with an
administrative area of 99 2n square
kilometres. Almost one quarter of the
population is concentrated in Seoul.

During the latter half of the
L980s, the Korean economy grew
rapidly. From 1986 to 1988, the gross
national product growth rate was more
than I2Vo a year, which exceeded the
growth rate of potential output.
Coupled with a moderate population in-
crease, GNP per capita rose from $2505
in 1985 to MLZT in 1988. The growth
rate of the economy, however, went
down to 6.7Vo in 1989, primarily because
of a decrease in exports and a produc-
tion slump in the manufacturing sector
due to a series ofstrikes, wage increases
and the devaluation of the won. GNP
per capita in 1989 was US$4968.

DEVELOPMENT OF HEALTH
SYSTEMS

Heatth policy and strategt

Universal health insurance
coverage was achieved on 1 July 1989
when the Government expanded cover-
age to self-employed persons residing in
urban areas, after expanding coverage to
the residents in rural areas in 1,988.
Medical aid programmes are also
available for the poor who are not cov-
ered by national health insurance and

ceonot afford medical expenses.

During this period, the
Government introduced a clinical refer-
ral system and divided the whole nation
into eigbt health care regions in order to
establish a comprehensive health care
delivery syntem. Its objectives are to in-
crease accessibility and quality of care
and" more than anything else, efficiency
in provi.ling and using health care ser-
vices. A slight decrease in health insur-
ance costs was observed after the im-
plementation of the measures.

The health systtm

Among the obstacles to estab-
lishing a national health care delivery
system is the fact that private sector ser-
vices are very strong whereas public
sector services are not. In addition, the
functions of medical institutions in the
private sector frequently overlap. There
is virtually no motivation for health care
providers in the private sector to estab-
lish the health care delivery system pro-
posed by the policy-makers. Unequally
developed health services between
regions are also a serious obstacle to re-
organizing the health care systern as a
whole.

In conjunction with the
introduction of health care regions, the
Government has tried to strengthen the
functions of health centres located in
underserved areas by modernizing their
equipment. The government has also
enabled health centres in areas where no
hospital care was available to provide
inpatient and emergency care by adding
?n b 40 beds in each centre. Korean
traditional medicine is available at



health centres in three aleas as part of a
project aimed at findi"g ways to increase
the provision of health care services.

The results of the 1989 National
Health Survey conducted by the Korea
Institute for Health and Social Affairs
show that the level of medical care uti-
lization has increased enormously, with
no substantial difference between urban
and rural residents. However, great
differences in utilization were found
between demographic groups and
socioeconomic classes; it was still very
hard for some rural residents to receive
medical treatment.

Mobilization of resources

The introduction of a national
health insurance system changed a wide
range of health systems, especially with
regard to meeting the dramatically in-
creased demand for effective health
services. Human resources for health
have been increased consistently, but the
demand for health services has also
increased. Between L977 and 1989 the
health workforce has multiplied by 2.8,
but the demand for inpatient services
multiplied by 4.9, and for outpatient
services by 9.8.

None the less, there will be an
oversupply of health professionals if the
current rates of enrolment for training
and increase in productivity continue.
Some of the current shortages need to
be remedied by changes in the
employment and distribution structure,
rather than by enlarging the workforce
as a whole.

There has been a great deal of
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concern about the maldistribution of
health manlnwer. The Government has
tried various measures such as attracting
private sector health services to the rural
areas and stationing public health
doctors and health practitioners in the
rural areas but in 1989, nearly X)Vo of
each category of personnel were located
in the urban areas.

Aaother area of great concern is
the provision of equitable access to
health care for the poor in urban areas.
In aiming to achieve this goal, the
programme will recruit more public
health nurses to visit poor neighbour-
hoods rather than waiting for clients at
the health centre.

To promote primary health care,
in 1987 the Government introduced a
plan to increase the proportion of
primary health care doctors, including
general practitioners and family practi-
tioners, to 50-6AVo of the total number
of physicians.

There has been a trend towards
morbidity patterns like those of
industrialized countries, with an in-
creasing proportion of chronic and de-
generative diseases and a growing
elderly population. It is usually inap-
propriate, as well as prohibitively
e4pensive, to care for elderly patients at
high technology hospitals on a long-term
basis. The trend towards nuclear
families, with both men and women in
careers, often makes caring for the
elderly at home difficult or impossible.
Such factors have led to the need for a
new tlpe of service delivery system for
the elderly and the terminally ill.

In years overall
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expenditures for health services have
risen rapidly and are e4pected to
continue to rise for two main reasons:
the rise in income and the achievement
of universal coverage with compulsory
health insurance. Projected total health
expenditure as a share of GNP rose
from 5.6Vo in L988, to 6.2Vo in 1989 and
6.4Vo n 190. The proportion of current
expenditure devoted to primary health
care has not been calculated.

The primary goal of universal
health insurance coverage is to increase
efficiency in providing health services
and thus contribute ultimately to the
containment of overall health expendi-
tures. Although some positive effects in
terms of patient flow were observed
after one year of implementation, more
than half of those seeking tertiaryJevel
treatment were self-referrals rather than
referrals based on physicians'
judgements. This means that primary
care is not fulfilling its intended function
as a screening mechanism. It also
reflects a lack of coordination among
the health care providers, a problem
which the referral system was intended
to solve.

Intersectoral cooperation

In accordance with the develop-
ment of intercountry cooperation, the
Ministry of Health and Social Affairs is
expected to establish more concrete re-
lations with foreign countries in various
fields of health and social welfare.

One of the crucial factors
affecting health today in the Republic of
Korea is the environmental problem
caused by rapid industrialization and

urbanization during the last decades. To
cope with these problems more effi-
ciently, the Environment Administration
has become independent from the
Ministry of Health and Social Affairs
and has enlarged its functions. A mech-
anism for cooperation between the
lnstitute for Enviro"-ent affiliated with
Environment Administlalisn and the
Institute for Health and Social Affairs
should be established and measures will
be taken to accomplish this.

In the Republic of Korea admin-
istrative rrgdity makes it very difficult
for ministries to cooperate with each
other. Unfortunately, it is unlikely that
this situation will change in the near
future. It is hoped, however, that a
cooperative mechanism among research
institutes affiliated with ministries will
be established and the results will be
reflected in the policy-making of the
ministries concerned.

HEALTH STATUS

The increase of medical re-
sources has contributed to improving
health, expanding medical services and
decreasing the incidence rate of the
major communicable diseases. The
medical insurance programme intro-
duced by the Government in 1977 was
expanded to cover the whole population
in July 1989. Life expectancy has in-
creased; in 1985 it was 64.9 years for
males and 7L.3 years for females, and in
1989 it was 65.9 years for males and 75
years for females. There was a 6Vo de'
cline in the infant mortality rate from
1"3.3 per 1000 live births in t9fl5 to I2.?5
in 1989.
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The results of a survev on the
immunization status of infants and
young children, conducted bv the
Korean Institute of public i{ealth
(KIPH) in 1989, show rhat in urban
areas, a wide span (47.6Vo-73.0%) of the
children were vaccinated at private
hospitals or clinics, rather than at public
health facilities. In rural areas, however,
the overwhelming majority of the
children were vaccinated at public health
facilities.

In 1990, there were no cases of
diphtheria and poliomyelitis, but 3110
cases of measles were recorded and 117
cases of pertussis. Immunization of
pregnant women against tetanus is not
included in the national immunization
schedule because tetanus is not seen as a
major cause of infant deaths.

A comparison of the leading
causes of death between 1985 and 19g9
shows that the number of deaths caused
by malignant neoplasms rose by 20.9Voi
those caused by motor vehicle accidents
rose by 79.4%; and those caused bv
other external causes of injury and
poisoning rose by 2L.0Vo. On the other
hand, the following causes of death
accounted for about 57.2% of the total.
and showed a downward trend: diseases
of the circulatory system (29.7%);
hypertensive diseases (6.9%); diseases of
pulmonary circulation (63Vo); and

senility without mention of psychosis
(r3.gVo).

In 1989, the leading causes of
morbidity (prevalence per 100 000
population) were: diseases of the
digestive system (395.5); diseases of the
respiratoty system (3Sa.8); injury and
poisoning (180.6); diseases of the
neryous system and sensory organs
(161.2); diseases of the musculoskeletal
system and connective tissue (119.1);
and diseases of the circulatory system
(3s.0).

ASSESSMENT OF ACHIEVEMENTS

A substantial change occurred in
the Korean health sector in 1988 and
1989 with the introduction of a universal
health insurance and patient referral
system. These measures contributed
$eatly to improving access to health
care.

All health status indicators show
a significant positive trend. The
introduction of universal health
insulance has assured all people of easy
and equal access to good health services.
Major efforts are being made to refine
this system and make it more efficient,
with particular emphasis on cost control
in the insurance programme.
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Samoa is a small island country in
the South Pacific that has been
independent since 1!b2. Per capita
gross national product was estimated to
be about US$70 in 1988. The country's
population in 1990 was approximately
160 000, the majority living on the two
main islands, Upolu and Savai'i. The
capital city, Api4 is in Upolu and is the
only major urban area. The main
harbour is in Apia. Samoa had a
reasonable transportation infrastructure
until the devastation caused by Cyclone
Ofa in February 1990.

The population is homogeneous,
almost wholly of Samoan extraction.
The rate of population growth is only
about O.8Vo per annum, owing to
substantial emigration. Through the
extended family network and the social
services provided by the Government,
basic needs are relatively well satisfied.
The social indicators approach, and in
some cases equal, the standards of
industrialized countries .

Agriculture, including forestry
and fishing is the most important sector
of the economy and accounts for over
one half of the countr/s employment
and domestic output. Close to X)Vo of
Samoa's exports are based on
agriculture. The majority of the
population practises subsistence
agriculture, which contributes about
4O% of. the GDP. The manufacturing
sector accounts for only 6Vo of. GDP and
5% of employment. The most
important manufacturing operation has
been a crushing mill which processes
nearly all marketed copra into coconut

oil and copra meal for export. Soap,
matches, beer and cigarettes are also
produced. Tourism, while offering
much potential for further development,
as yet accounts for only 3Vo of GDP.1

DEVELOPMENT OF HEALTH
SYSTEMS

Health policy and stratrgr

Attention has been focused on
expanding management and administra-
tion skills in order to improve compre-
hensive health planning. The planning
and training of managers and adminis-
trators has also been emphasized.

The emphasis on comprehensive
planning has increased awareness of the
need for greater cooperation with other
sectors, both private and public, at both
the local and national levels. It has also
become increasingly apparent that with
limited resources there is a need to
economize, inprove efficiency and share
resources with other countries within the
same general geographical area. Possi-
bilities for intercountry cooperation have
been studied; initially this would be in
the areas of planning and training, and
possibly epidemiolog5r and vector
control.

The need for reliable data to
plan, assess and evaluate health care

lTrends in Developing
Economies 1990, The World Bank,
Washington, D.C., p. 578.
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programmes is a major concern. The
improvement of health information calls
for systems development, the acquisition
of hardware and software, and training.
The development of adequate health
information systems is recognized as es-
sential not only for health planning but
also for operational research.

Health development efforts have
been concentrated on primary health
care activities, especially disease pre-
vention. Samoa is fortunate in having a
significant comnunity infrastructure
emphasizing health, as evidenced by its
strategically placed district health cen-
tres. The role of these centres is being
strengthened and community participa-
tion in activities related to health care is
being encouraged. There has been in-
creased emphasis on local education and
the role of individuals in health promo-
tion, disease prevention and health care.
Public education emphasizes the dan-
gers of unhealthy lifestyles and the in-
creasing prevalence of problems such as
obesity, and cardiovascular,
degenerative, and sexually transmitted
diseases.

In 1990, the Government intro-
duced a scheme for the elderly which as-
sures a monthly pension and free health
care for those aged 65 years and above.
Universal suffrage was introduced in
1991 for those aged 2l years and above.
In 1991 the Government established a
Ministry of Women's Affairs.

Over the past five years economic
recovery and development have been
emphasized more than the health-for-all
objectives. However, the health effects
of environmental degradation have been

a growing concern at the seme time.

Ihe heal& system

The Division of Nursing has
played a leading role in putting the con-
cept of primary health care into practice.
The School of Nursing has developed a
one-ye"ar "Enrolled Nurse" programme
to provide gxsig lnining for nurses who
will act 3s sep6rrnity health workers.
In 1991, the Department received the
firll support of the Government and the
Prime Minister's office to strengthen all
district health services. A full plan
which details the roles and functions of
each district site including personnel and
supplies and equipment is nearing
completion.

Given the existing numbers of
trained personnel and quantities of
materials supplied to the health centres,
the referral system has been functioning
acceptably. The current effort to
strengthen the district health services
has as a central component the rein-
forcement of the referral system from
the least complex pimary care centres
to the most complex tertiary c:re
centres.

Community involyement

Women's committees are being
encouraged more and more to promote
issues of health, and they have shown
great willingness to cooperate in this.
Students for the Enrolled Nurses oourse
are selected by the community and
trained to serve this same communitv. It
should also b€ noted that a significant
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number of district health centres have
been voluntarily constructed and main-
tained by the comm'nities. Though not
always well planned, these centres
reflect the community's wish to be
involved in providing health care.
Continued formal education of health
professionals and informal community
education of the community are seen as
the main ways to ensure increased
community involvement.

Mobilization of nesources

Plans for increasing the number
ofhealth personnel are being continued,
as outlined in the 1988 monitoring
report. Training programmes for
Assistant Health Inspectors, Dental
Nurses and Community Nurses Officers
are being carried out as planned.

The development of national cri-
teria for equitable distribution of health
personnel is nearing completion. The
recent emphasis on strengthening the
district health services has highlighted
the need for such a planned and detailed
distribution system.

In addition to the Enrolled Nurse
course, the School of Nursing has im-
plemented a programme to develop and
update the skills of its teachers.

An attempt is being made to
introduce more promotion incentives
into various professions by developing
two tracks, one directed towards admin-
istration and the other towards higher
levels of clinical or "operational"
activity. The roles and responsibilities of

health professionals at each level of the
system are being specified in detail and
redefined as necessary.

The Health Department's budget
as a peroentage of the Government's
total anngal budget declined from
l2.8Vo in 1989 to 7.9Vo in tWL
However, the dollars per person per
year allocated to health in the govern-
ment budget increased from $18.8 in
1978 to $70.8 for L992. In the budget
for LWL-1992 National Hospital and
tertiary care account for approximately
56.8% of the Department's budget.
Efforts are being directed at optimizing
the use of resources already at hand as
opposed to "squeezing" more out of the
country. Towards the end of 1990 the
Government implemented its policy of
free health care for those 65 years of age
or older. Current active attempts to
strengthen the district and rural health
services reflect the Government's con-
tinuing efforts to achieve equity.

Intersectoral cooperation

The new Ministry of Women's
Affairs has requested specific informa-
tion on the health of women in Samoa
from the Department of Health. The
Ministry of Lands and Environment is
developing a policy on required envi-
ronmental impact studies. A number of
nongovernmental organizations (NGOs)
have contributed to public awareness on
a variety of health issues. These NGOs
include the Boys Brigade, the Family
Planning Association, and the Red Cross
- First Aid Society.

The Ministrv of Lands and
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Environment is currently seeking and
receiving public commeot on the devel-
opment of policies and regulations for
environmental impact assessments. To
date, the health impact of development
projects has only been considered on an
ad hoc basis and unsystematically.

With increasing development ac-
tivity by the private sector, environmen-
tal pollution is becoming a serious con-
cern. The emphasis on encouragrng
more tourism by building hotels and re-
sorts has not, unfortunately, been ac-
companied by a sense of responsibility
for assessing the impact of such activities
on the countqt's health.

HEALTH STATUS

Overall trends in the health status
of the population of Samoa showed no
marked changes. The steady decline in
infant mortality rates and the rise in life
e4pectancy continue. Progress has also
continued in controlling common child-
hood diseases through the Expanded
Programme of Immunization. The im-
munization coverage rate for the target
population of infants from 0 to 11
months at the end of 190 was 96Vo for
BCG; X)Vo for diphtheria,/
pertussis/tetanus and X)Vo for
poliomyelitis. In 1990 no cases of
diphtheria, pertugsis, tetanus or
poliomyelitis occurrod, nor was there
any outbreak of meables.

The maternal mortalitv rate re-
mained at 4.34 per 10 000 iive births
while the infant mortality rate dropped

from 35.0 per 1000 live births in 1985 to
71.9 per 1000 live births in 1989. At
birth, about 96Vo of. Samsan children
weigh more than 3175 grams. flowever,
some 74 cases of paediatric malnutrition
were seen at the Nutrition Centre in
1986; of the 63 cases ad-itted to the
National Hospital 41 came from the
Apia urban area. Overnutrition is a
problem in Samoa and is highly preva-
lent in the adult population.

The prevalence of diarrhoeal
diseases, upper and lower respiratory
tract diseases, and sexually transmitted
diseases showed no sigrrificant decrease.
Inpatient admissions to hospitals and
subcentres in 1990 were largely due to
influenza, gastroenteritis/diarrhoea and
pneumonia. Bronchitis/emphysema and
diseases of the digestive system were
also important causes of inpatient ad-
missions. The number of tuberculosis
cases reported in 1988 was 65, double
the number in 1985, which was 33. A
decrease af. 13.3% in the overall inci-
dence of new leprosy cases was noted
between 1984 and 1986. The filariasis
prevalence rate, which was3.5Vo in 1985,
dropped to2.4Vo in 1985.

At the end of L990, congestive
heart failure topped the mortality list
and accounted for l8.7Vo of deaths.
Cerebrovascular diseases ranked second
(lL.IVo) followed by pneumonia
(10.0%). Suicide ranked fourth and rep-
resented 6.6Vo of. all deaths. Other
causes of death were chronic liver
diseases, including cirrhosis (5.9Vo);
acute myocardial infarction (4.5Vo); sep-
ticaemia (4.2%)t diabetes mellitus
(3.5%); intestinal infections (3.5Vo); and
ill-defined conditions (2.8%).
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ASSESSMENT OF ACHIEVEMENTS

During the past few years, signifi-
cant steps have been taken to increase
project managers' participation in the
development and management of pro-
grammes and budgets. This has in-
cluded setting project objectives that are
more measurable. The priority areas for
this effort have been the strengthening
of district health services, and the devel-
opment of a revised comprehensive

nursing education programme.

Lack of reliable data and inade-
quate data analysis have become obvious
shortcomings in the selection and im-
plementation of priorities. The demand
for such information has risen signifi-
cantly as managers have taken on in-
creased project accountability.

General suppo( for improving
the quality, collection and analysis of
data and producing useful reports on a
regular basis will continue.



SINGAPORE

The Republic of Singapore is an
insular territory with an area of 626.4
square kilometres; lying to the south of
the Malay peninsula, to which it is joined
by a causeway 1.2 kilometres loo&
carrylng a road, a railway and a water
pipeline across the intervening Straits of
Johore. The population in 1990
numbered 2 700 000, giving a population
density of 4?-fi per square kilometre,
which is one of the highest in the world.
Gross national product per head has
continued to grow, from US$7576 in
1988 to US$9183 in 1989.

DEVELOPMENT OF HEALTH
SYSTEMS

Health policy and strategr

The policy of the Ministry of
Health is to build a fit and healthy
nation and to ensure the best possible
level of health for the entire population.

The long-term strategy is to
promote healthy lifestyles, reduce
preventable diseases and upgrade
medical care to the highest level possible
for those who do fall sick.

The Ministry has prioritized five
major national programmes involving
both the public and the private health
sectors, on which special emphasis and
additional resouroes will be placed for
the next decade. These programmes
are: improving the health of the elderly;

managing the main killer diseases,
nanely sancers, heart disease, stroke,
diabetes mellitus and injuries; improving
mental health care; enhancing child
health services; and health education.

The Minislry will strengthen cost
containment measures and ensure that
medical care is available to all
Singaporeans regardless of their
socioeconomic standing.

Free health education will
continue to be provided to all.
Organizations will be supported in their
activities to promote health and prevent
illness. Preventive and curative health
care services for children and the elderly
will continue to be highly subsidized.

Health promotion is further
enhanced through a series of new health
education activities carried out during
the years such as Nutrition Week,
Dental Health Week, National Health
Fair, and Smoke-Free Week. At the
same time, certain existing programmes
have been upgraded and expanded.
These include AIDS education. the
health screening programme for senior
citizens, the obesity control programme
and the eye care programme.

To rcalize the Government's
vision for 1999 of building a cohesive,
vibrant, refined and robust society, six
Advisory Councils were set up on a
national level. They are on the
Disabled, the Aged, Youth, Family and
Community Life, Sports and Recreation,
and Culture and the Arts. The Ministry
of Health and the Ministry of
Community Development work together
to implement recommendations for the
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disabled and the elderly.

Efforts will be made to improve
the quality and standard of medical care
further. This will be achieved through
better coordination between public and
private health services, upgraded
facilities and adequately trained
manpower. Singaporeans will have a
free choice between private and public
sector health care.

The upgrading and improvement
of primary health care services to ensure
high standards of health care for all will
continue to be emphasized. The
government polyclinics will set the
benchmark for professional standards
on primary health care and provide
accessible primary medical care to the
poor and the needy.

The health system

Singapore has a dual system of
health care - a public assistance system
run by the Government, and a private
system provided through private clinics
and hospitals. The public has a free
choice in seeking medical care in the
public or private sectors.

The Ministry of Health is
responsible for providing the preventive,
curative and rehabilitative health
services in Singapore. The control of
environmental health and occupational
hazards are administered by the
Ministry of the Environment and the
Ministry of Labour respectively.

The mission of the Ministry of
Health is to promote health by
preventing diseases and accidents, and
educating the public to stay healthy. In
terms of treatment service, the Ministry
provides abo* 30Vo of the ambulatory
medical care and 80Vo of the hospital
services in the country.

There are seven government
hospitals providing secondary and
tertiary care, a skin disease centre and
two mental hospitals. The seven
government hospitals provide a total of
about 5244 beds.

The Ministry also has a network
of polyclinics, outpatient dispensaries
and maternal and child health clinics
providing general medical, maternal and
child health, home nursing and day care
for the elderly, and health education and
counselling. By the mid-1990s all the
clinics will be consolidated into 16 large
polyclinics which will be "one-stop"
health centres. The Ministry also
provides a wide range of dental services
through its School, Hospital and
Community Dental Services. Children
in schools receive free medical and
dental services which include periodic
screening immunization, health
education and treatment.

Medical treatment at government
clinics and hospitals is not totally free
but the fees charged are highly
subsidized by the Government. Govern-
ment subsidy on the recurrent ex-
penditure of the Ministry of Health in



SINGAPORE 151

1988 was 687o.r

The Ministry is also restructuring
its hospital services to give the hospitals
greater autonomy in managng their op-
erations so that they can be more res-
ponsive to the needs of patients. The
restructured hospitals will have to be
more cost-conscious and observe stricter
financial discipline, which should result
in better cost control. This will help to
minimize cost escalation and will ul-
timately benefit the patients.

Managerial p(rcess

A comprehensive Health Mana-
gement Information System has been es-
tablished since 1976 to help monitor the
health services and to evaluate health
plans and strategies. Various indicators
to monitor utilization of health services,
manpower programmes and perfor_
mance of hospitals and institutions in
relation to costs have been developed.

To further enhance the health
care system in Singapore, a nationwide
health care computer network called
MediNet, was implemented in 1.990. It
links government and private orga-
nizations in the health care communitv
to provide faster access to medicat
information and to reduce the cost and
time taken in preparing and transmitting
information.

Community involvement

Mechanisms to involve people in
the implenentation of strategies have
been established or strengthened, and
are functioning.

The needs of the aged, the
chronically sick and the disabled have
called for an integrated approach on the
part of the family, the community and
the State. Voluntary and clan
associations will be further encouraged
to help care for the destitute aged and
for those whose children, for reasons
beyond their control, are unable to look
after them.

Health education programmes
are being conducted which combine the
use of the mass media and interpersonal
communication strategies. Talks, cour-
ses, seminars, film shows, exhibitions,
etc., are organized to inform and
motivate the population to stay healthy.
Grass-roots and community organi-
zations are co-opted into national
campaigns and health promotive prog-
rammes.

Good coordination is also
maintained among nongovernmental or-
ganizations, with private practitioners
and hospitals and with voluntary
organizations such as the Singapore
Cancer Society, the Diabetic Society,
and the National Heart Association.

Existing legislation and guidelines
allow the Ministry to work closely with
other ministries, as well as voluntary,
community and religious groups. This
legislation and the guidelines are
reviewed from time to time to ensure

lProposed programme Budget
for the Financial Period L99Z-Lgg3,
World Health Organization Regional
Office for the Western pacific, Manila,
L990, p.350.
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that quality care is provided and the
health and welfare of the communitv is
protected.

Mobilization of resources

The Ministry continued its
emphasis on maintaining education for
all health professionals in order to
upgrade the quality of health care,
through formal postgraduate training,
both locally and overseas, and practical
attachments at internationally-recog-
nized overseas centres. Experts of
international standing were also invited
to Singapore to lecture, conduct clinical
teaching sessions and demonstrate their
surgical skills to their local counterparts.

The Ministry plans to award
more fellowships to support training of
health c:re professionals for its
specializnlisn training programmes.
Emphasis will also be placed on the
training of hospital administrators to run
the hospitals efficiently.

The cost of health care provision
is adequately met from the Govern-
ment's annual budget allocation for
health. The Medisave Scheme, a med-
ical saving scheme, helps ensure that
Singaporeans will be better able to meet
their own hospitalization expenses.

The Government has also intro-
duced a new health insurance scheme,
known as MediShield. It provides pro-
tection in terms of hospitalization, sur-
gery and outpatient treatment for catas-
trophic episodes of admission requiring
prolonged hospitalization or for ex-
pensive inpatient treatment such as

kidney diseases and care.

Intersectoral cooperation

I*gislation is updated and
reviewed from time to time to protect
the interest, welfare and health of the
population. One example is that the
prohibition of smoking has been ex-
tended to cover government and private
hospitals and clinics, fast food res-
taurantE indoor roller skating rinks and
roller discotheques.

HEALTH STATUS

The general health status of the
2.7 million people in Singapore has re-
mained satisfactory. The average life ex-
pectancy at birth in 190 for males was
72.1 years and for females was 76.8
years. The infant mortality rate in 1990
was 6.7 per 1000 live births.

The pattern of ill health in
Singapore has changed over the years
with improvements in the standard of li-
ving and health services. Before and im-
mediately after the Second World War,
the main causes of death were infectious
conditions like tuberculosis and
diarrhoeal diseases. Today, they are
mainly degenerative conditions such as
heart diseases, cancers and cere-
brovascular diseases. In 1990, these ac-
counted for 577o of all deaths in
Singapore. The common type of heart
disease is ischaemic heart disease while
the common types of cancer are lung,
colorectal, stomach and liver cancer.
Septicaemia was also among the top ten
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causes of death in 1988, displacing
tuberculosis which was among the top
ten in 1985. On the other hand, g"rr".il
symptoms and benign neoplasms had
displaced mental disorders among the
top ten morbid conditions in 19gg.

Among the notifiable diseases,
dengue and dengue haemorrhagic fever
are the most frequent, with 1733 cases
reported in 1990. The others include
tuberculosis, viral hepatitis, malaria,
typhoid and paratyphoid fever, and
chickenpox.

The national coverage of infants
immunized against tuberculosis was
99Vo; poliomyelitis, 86Vo; diphtheria/
pertussis/tetanns, 86Vo. The proportion
of children below the age of
two years immunized against measles

was 82%. In 1987, hepatitis B
immunization was introduced for
newborn infants, and all children are
encouraged to be immunized against
this disease.

ASSESSMENT OF ACHIEVEMENTS

The state of health in Singapore
is good. The emphasis now is on further
improving the health status of
Singaporeans to the highest level
possible. The long-term strategies of
the Ministry of Health are the
promotion of lifestyles conducive to
health, reduction of preventable diseases
through health education and the
development and upgrading of health
and medical care to the highest level
possible.



SOLOMON
ISLANDS

The Solomon Islands, which be-
ca-e independent in 1-978, is an arch-
ipelago consisting of six main islands
and many smaller ones extending over
1500 kilometres, with a total land area of
n 556 square kilometres. The pop-
ulation of 318 000 in L990 is estimated to
be growing at 3.2Vo per year, with a per
capita gross domestic product (GDP) in
L988 of US$624. The Solomon Islands
are well endowed with natural resources,
but these have not been fully developed.
Forestry is a major resource and the
mineral potential is considered excellent,
similar to that of Papua New Guinea,
while the territorial waters are well
stocked with fish, especially tuna. The
export base consists mainly of timber,
fish, copra, palm oil and cocoa. Income,
therefore, is extremely sensitive to
movements in commodity prices.

The economy of the
Solomon Islands comprises a modern
monet2ed sector and a semi-subsistence
smallholder agricultural sector. The
former accounts for about two-thirds of
GDP and includes large joint-venture
corporations, which export primary com-
modities. Copra, the main smallholder
cash crop, provides the major source of
cash income for the ffiVo of. the popu-
lation in the informal sector.
Smallholder production, largely on land
utilized under national tenure arrange-
ments, accounts for almost three-
quarters of copra exports. Agriculture,
including forestry and fishing, accounts
for about 48Vo of GDP, while services, a

major portion of which are government-
relate4 generate about 42Vo; manu-
factunng contributes nearly lO% of
GDP.1

DEVEIJOPMENT OF HEALTH
SYSTEMS

Health policy and stratesr

The current national health Po-
licies and strategies are more explicit
and clearly defined than at any time in
the past. The principal points of the
National Health Plan are as follows:

(a) Adequate access to health
services with special emphasis on
remote areas through streng-
thening of the referral system.

(b) Reduction of morbiditY and
mortality in both communicable
and non-communicable diseases.

(c) Concept of good familY
health and social welfare to be
promoted.

(d) Trials on potential forms of
cost recovery within health
services will be undertaken and
one found to be feasible and

lTrends in Developing
Economies 1990, The World Bank,
Washington, D.C., p. 481.
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consistent with the principle of
equity will be established.

(e) Development and manage-
ment of human resources for
health.

(f) Health education with
community participation to be
promoted.

(g) Improvement of health sur-
veillance and the health in-
formation system at all levels.

The main activities that need to
be strengthened are in the area of
mobilizing available resources for health
with active community participation.
Staff shortages and deteriorating health
facilities and logistic support are other
issues that hinder the implementation of
health policies and programmes. Hu-
man resource development is a priority
as well as the upgrading of health
facilities and transport systems.

The main directions of 19gg
activities will be maintained with the
addition of:

(a) development of cost reco-
very systems;

(b) staff development and train-
hg;

(c) development of health facili-
ties and support services.

The heatth system

The acceptance and under-
standi4g of the concept of prinary
health care is prevalent at the three
levels ofdelivery of services; the ceitral"
provincial and peripheral. The concept
however is still not well understood at
the grass-roots level. The difficulty
s[s6s 6rinry from the fact that in the
past, health care for the communitv has
consisted princrpally of curative serviceg
and the primary health care concept is
still unfamiliar to the general public.
Currently the primary health care unit is
conducting community education and
mobilization programmes through a
series ofworkshops using integrated and
intersectoral approaches, involving
health and non-health personnel.

The basic curriculum for nurse
training has been reoriented to include
components of primary health care foc-
usrng more on preventive medicine.

More emphasis has been placed
on strengthening health management ca-
pabilities and skills by conducting a
series of workshops at the national and
provincial levels. These workshops are
attended by health and non-health per-
sonnel from both government and non-
governmental organizations.

The Primary Health Care Unit
through its continued workshop prog-
rammes is grving more attention to im-
proving management skills and involving
villagers in planning processes, es-
pecially in primary health care prog-
rammes, aimed at improving their own
sommtrni[is5.
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Managerial prooess

The establishment of a Health
Planning Unit, staffed by adequately
trained officers, has contributed greatly
to drawing up the National Health Plan
for 199O-1994. The completion of a
Human Resource Development Plan
has provided a projection of tlaining
requirements for that period. The
Health Planning Unit of the Ministry of
Health and Medical Services works in
collaboration with the Ministry of
Finance and Economic Planning and the
Oflice of the Prime Minister. The
Ministry of Health and Medical Services
is responsible for implementing and
maintaining programmes. Consultants
are often requested to assist with the
external evaluation of prograrnmes.
Nurses, other health personnel and
nongovernmental organizations have ac-
tively participated in integrated mana-
gement workshops in primary health
care. The Primary Health Care Unit
under the Ministry of Health and
Medical Services is actively involved in
planning, designing and implementing
management courses at the central,
provincial and area health centre levels.
A multisectoral approach has been used
in all primary health care workshops.

Community involvement

The health policy stipulates direct
and active involvement of the com-
munity in the planning and im-
plementation of the national health stra-
tegies. Certain communities are starting
their own health programmes, focusing
on areas of village development which
include the elements of primary health

care and on projects generating income
for socioecononic development.

The Ministry of Health and
Medical Services, however, continues to
play an active role in the planning and
execution of progranmes, as many
communities are not yet prepared to be
involved in such programmes. All pri-
mary health care workshops invite
village chiefs to take part so that the
message can be passed on to the vil-
lagers to enhance their participation.

Important health programmes,
especially community-based prog-
rammes such as the establishment of
Village Health Workers are often dis-
cussed with the communities concerned
to obtain their formal endorsement be-
fore the provincial and national health
sectors begin implementation. Com-
munities are asked to select their own
candidates for initial training using cri-
teria set by the Ministry of Health and
Medical Services. Many church and
non-church women's organizations also
play an active role in carrying out certain
training programmes, especially in areas
such as the improvement of cooking
technologies for better nutrition, and in
ways of growing food near the home
using new agricultural concepts.

Other organizations, such as the
Solomon Islands Development Trust
(SIDT) and the Solomon Islands
Planned Parenthood Association
(SIPPA), also provide training prog-
rammes in the form of seminars, work-
shops and educational drama depicting
scenes of modern life.
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Mobilization of resources

Manpower plenning places more
emphasis 61 tlaining for the production
of qualified health personnel in the
most-needed fields such as medical
doctors, registered nluses, nurse aids
and auxiliaries for deployment to prov-
incial and rural areas where the demand
for better health services is high.

A human resources development
plan was drawn up by the planning unit
for the I990-L994 period. It outlines the
health policy of the Ministry of Health
as well as speciffing priority training
needs in the health sector.

The main objectives of the plan
are: localizing posts held by expatriates,
increasing manpower in certain health
departments, improving technical and
management capabilities, and enhancing
staff career development.

Attempts have been made to
evaluate the cost-effectiveness of major
health programmes such as the anti-
malaria programme and the rural water
supply and sanitation programmes.
Within the human resources deve-
lopment, training and management
programmes attempts are made at
simple monitoring of performance.
However, there is still a lot to be
achieved. For the first time, the
Government is considering cost recovery
schemes such as national health
insurance. It will also review present
minimal charges currently made at
hospitals. Payment in kind at the rural
health clinical level continues, but this is
voluntary. There is general awareness
that the Government cannot afford to

provide free national health services
forever. Feasibility studies have yet to
be made on a possible cost recovery
scheme to be adapted nationally. The
issue of equity is fundamental for any
such scheme.

In the present national health
progremme, some attempts have been
made to indicate priority prograrnme
areas and their financial requirements.
The document also forms a useful basis
for discussion with aid donors.

Intersectoral cooperation

At present, mechanisms to
monitor, analyse and evaluate the
specific impact of various programme
are being developed. A link has been
established with the Ministry of Finance
and Economic Planning to monitor any
socioeconomic development within the
government infrastructure. The de-
velopment of any health programme is
geared to socioeconomic development
and this must be seen as an integral
component of health policies and
programmes.

Most if not all nongovernmental
organizations, as well as health and non-
health technical ministries have been
invited to participate at all levels of the
health system. Most nongovernmental
organizations are actively involved in
community-based programmes and have
even established their own
organizational centres at the national
and provincial levels to coordinate their
activities. The Government, through its
collaborative support for non-
governmental organizations, has also
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continued to provide financial subsidies,
particularly to churches, in an effort to
support their health services and human
resource development. Coordination
between government and non-
governmental organizations still needs
to be organized or strengthened at all
levels, to avoid duplication of efforts and
to overcome programme constraints.

The establish-ent of the
Planning Unit in the Ministry of Health
has facilitated proper project design,
coordinated with the various sectors
concerned. The availability of funds
from external sources has also assisted
in establishing this cooperation.

International cooperation

The situation is the sanre as
described in the 1988 monitoring report
with the following additional factors:

(a) local counterparts are a
prerequisite for all consultancies
(knowledge and skills transfer);

(b) personnel training and
supervision is a high priority.

Regular budget and intercountry
programmes are now drafted by all
relevant divisions of the Ministry of
Health focusing on priority programme
areas and avoiding areas of duplication
with other donor agencies and non-
governmental organizations. The other
relevant government ministries are also
involved.

Healfh status

The common health problems
are mai.ly related to communicable di-
seases. In the urban areq accidents and
occupational diseases are increasing.

Acute respiratory infections
account for the highs5l percentage of
paediatric admissions, followed by
malaria, other infections and mal-
nutrition.

Malaria is still considered the
single most important health problenn
affecting the community. There were
720/J0: cases reported in 1987. The in-
troduction of permethrin-impregnated
bed nets in highly endemic areas has re-
sulted in a reduction of cases in children.

Development of the immuni-
zation, diarrhoeal diseases and acute
respiratory infections proglammes has
progressed well in conjunction with the
family health and maternal and child
health programmes supported by WHO,
UNFPA and Save the Children's Fund
(Australia).

ASSESSMENT OF ACHIEVEMENTS

The Solomon Islands continues to
make reasonable progress in achieving
its health-for-all goals. Malaria has
again reached a critical phase and is
causing a high rate of morbidity and
mortality. In spite of this, basic
infrastructure development has con-
tinued, particularly in the area of
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management development at the
provincial level. The water and
sanitation project has also recovered
from the severe damage it suffered

as a result of a cyclone.

The new hospital will further
strengthen the health system.



TOKELAU

Tokelau is located in the central
Pacific Ocean, about 480 kilometres
north of Apia in Samoa, its nearest
neighbour at longltudes 171o-L73o east
and latitudes l4'-lf south. The
Territory consists of three atolls with a
total area of ten square kilometres.
Each atoll consists of a number of reef-
bound islets (or motu), encircling a
lagoon. The central atoll of Nukunonu
is the largest; Atafu, the smallest, lies 64
kilometres to the north-west. and
Fakaofo lies 32 kilometres to the south-
east of Nukunonu. The total population
was 2000 in 1990. Tokelau has no
capital, each atoll having its own
administrative centre responsible to the
Office for Tokelau Affairs in Apia. In
1990, Tokelau's gross national product
per capita was US$1994.67. The GNP
can be misleading, however, because less
than a quarter of it is generated
internally.

DEVELOPMENT OF HEALTH
SYSTEMS

Health policy and strateg/

The Government of Tokelau fully
endorses the policies and strategies
associated with health for all and
attempts to implement activities that are
in line with these policies and strategies.
These are outlined in the Health
Department's statement of goals and
objectives for the health services.

Additional support for these
policies has been gven by forming a
national health education programme,
raising the prices of tobacco and alcohol,
formulating directions for non-
governmental organizations and
protecting the rights of vul,nerable
groups against passive smoking.

The health system

The Health Department is a
section of the Tokelau Public Service.
There are three hospitals (one on each
atoll) staffed by a doctor, nurses, nurse
aides, and an orderly. The doctor who
heads the staff reports to the Director of
Health, who is responsible to the
Official Secretary. The latter is in turn
responsible to the Tokelau Admi-
nistrator, who is the Secretary for
Foreign Affairs, New Zealand. Tokelau
Health Department uses the special
services of the Western Samoa Health
Department as well as those of the
New Zealand Department of Health for
patient referral for treatment and con-
firmation of diagnosis.

Primary Health Care is the basis
of all health services provided in the
community. Local services have been
strengthened by the establishment of
mechanisms for coordinating community
involvement and
collaboration.

intersectoral

Managerial process

In Tokelau health policies are
formulated by the national health
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committee. All planning and mana-
gement activities for the health prog_
rammes are technically handled by the
senior management team, heads of de-
partment and the field teams. Effective
monitoring and evaluation are provided
by input from the communitv ai well as
by analysis of monthly returni.

Community involvement

All major health policies are now
the responsibitity of the representatives
who make up the Health Committee
and who are chosen from the main com_
munities in the country. These are
people who understand and appreciate
the health needs of their own com_
munities. Decisions made by the
Committee are therefore in keeping
with those needs.

Recent developments in the prog_
ramme for youth and women further en_
hance the role of the community. En-
vironmental issues are a serious 

"o.."rnfor all elements in the community.
More health education information is
being provided to the communitv.

Mobilization of resources

All government services are pro_
vided free of charge. There is equitable
distribution of all services to the three
communities and, more importantly, to
each member of those communities.

Certain special services. for
example laboratory and X-ray, are still
to be introduced and to be centralized
for the three atolls. An inter-atoll vessel

will be used to serve the whole country.
Special efforts are bei"g made ;
upgrade the referral service to serve the
total population. A team will respond to
emergency calls using the inter-atoll
vessel.

Special groups such as the han-
dicapped and the elderly are also pro-
vided for by the general health services.
In order to care for the special needs of
these groups of people, interested non-
governmgffal orgen;zations provide sup-
port.

I ntersectoral cooperation

The Office for Tokelau Affairs
(the administration of Tokelau) comp-
rises various government sectors. Water
supply and sanitation projects come
under the Public Works Section; the Ag-
riculture and Fisheries Section is res-
ponsible for both economic development
and nutritional community needs.
Heads of section meet regularly to dis-
cuss important issues such as social and
economic development and their impact
on the community, for example the
housing scheme and water supply and
sanitation.

HEALTH STATUS

Assessment of the health
situation in Tokelau showed a
crude birth rate of 22 per 1000
population and a crude death rate
of 7 per L000 population in 1984. The
infant mortality rate showed a sigrificant
increase of l3.3Vo; from 28.0 per 1000
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live births in 1985 to 65.2 in L988.

The nutritional status of children
continues to be at a satisfactory level,
although elements of malnutrition are
encountered during the weaning period.
Anaemia among women and children is
a problem requiring special attention.

The water supply and sanitation
progra-me is genlinrring to provide
satisfactory coverage.

In 1985, the leading causes of
morbidity, in terms of number of cases
were: influenza (1639), bronchitis (241),
diabetes mellitus (6), hypertensive
disease (4), and tuberculosis (2).

The ten leading causes of
mortality per L00 000 population for
L987/I988 were (death rates):
ischaemic heart disease (45); pneumonia
(a0); nalignant neoplasms (35);
cerebrovascular disease (20); congenital
anomalies (20); ulcer of stomach and

duodenum (10); meningitis (5); diabetes
mellitus (5); accidents and adverse
effects (5); and chronic liver disease and
cirrhosis (5).

Assessment of achievements

The majority of people in
Tokelau are at more or less the same
socioeconomic level; no one is
excessively rich or poor. All health
services are standardized to provide
primary health care in a uniform
manner to the entire community.
Coverage of the population is about
99Vo.

Because of the socioeconomic
level and the facilities available, families
and individuals in Tokelau enjoy equal
access to all the health services provided
through primary health care.
Immunization coverage for the six
childhood diseases is more than 85Vo of
the total target population.
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The Kingdom of Tonga, which is
located in the central South Pacifig
about 650 kilometres east of Fiji and
south of Samoa, comprises 172 islands,
totalling 700 square kilometres in area.
The islands are divided into three
groups: Vava'u in the north, Ha'apai
and Tongatapu in the south. Only 35 of
the islands are permanently inhabited.
Its population in 190 was 98 552. More
than one-half of the population are
residents of the largest island,
Tongatapu, where the capital,
Nuku'alofa, is situated. Tonga's gross
national product, measured at 1988
prices, is US$80 million, equivalent to
US$800 per capita.

Smallholder agriculture is the
principal economic activity absorbing
50% of the labour force and supplying
the bulk of Tonga's exports, of which
copra is the most important, followed by
bananas, vanilla and fish.

Through conservative macro-
economic management, Tonga has
largely avoided the imbalances that can
beset small island economies with a
narrow resource base. Meanwhile, a
succession of Five-Year Plans has
helped to shucture the development ef-
fort and moved the country some way
toward its goals: raising exports; di-
versiSing agricultural output; expanding
manufacturing fisheries and tourism;
and developing human resources.

The basic needs of the population
are reasonably well met from sub-
sistence activities, and the Government
and churches provide more than

adequate health and education services.
Ufe e:pectancy at birth is 66 which com-
pares favourably with the average for
lower middle-income developing count-
ries. The education system provides
compulsory schooling for all children
between the ages of 6 and 14. Tonga's
adult literacy rate is highl however, the
majority of school leavers, especially
from secondary schools, tend to be edu-
cated in the liberal arts and as a con-
sequenoe, some technical skills are in
short supply.'

DEVELOPMENT OF HEALTH
SYSTEMS

Health policy and strategr

The Tonga Government has
continued to give its support to the goal
of health for all by the year 2000 through
the development of primary health care
activities at the community level.

The health policies for the
current National Five Year
Development Plan, I9L-L995 is aimed
at making essential health services
universally available, readily accessible
and affordable in order to enable every
individual to become productive socially
and economically.

The national strategies and plans
of action reported in the 1"988 evaluation

lTrends in Developing
Economies 1990, The World Bank,
Washington, D.C., p. 525.
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are still be-g implemented but in
addition new strategic measures have
been introduced which include the
following:

(1) A staff development and
training programme oriented to
primary health eare (local and
overseas basic, post-basic and
refresher courses); the prog-
ramme eim5 s[ creating deeper
work commitment and a career
ladder in the various services
where these are lacking;

(2) supportive supervision that
focuses on assessing training
needs, providing on-the-job
training and reviewing project
and programme implementation;

(3) periodic joint work planning
and evaluation of projects and
programmes leadi"g to the kind
of health planning and
management used in district
health systems;

(4) special studies, including
research to improve health care
delivery, and pilot-testing of
promising alternative models for
health service delivery;

(5) further strengthening of
multisectoral participation and
community mobilization for
health, on a partnership basis;
and

(6) continuing technical coope-
ration with bilateral aid agencies
and multilateral organizations, on
a partnership basis, and one that

aims at increasing self-reliance.

The existing structure needs to be
strengthened by an infusion of staff at
the peripheraf district and central levels.
pssisisa-6aking and planning are still
problematic because of the lack of
accurate, up-to-date and reliable sta-
tistics and other data.

The health syctem

The provision of primary health
care services is the responsibility of the
Health Centres, Maternal and Child
Health Clinics and Village Health
Workers.

It is therefore clear that a
mechanism for involving people in the
implementation of strategies for primary
health care exists and is functioning
quite well. At least ffiVo of the local
communities in Tonga have well es-
tablished voluntary and formal com-
munity organizations which are com-
mitted to continuous primary health
care action programmes.

The research function is primarily
the responsibility of the Division of
Health planning and Information. A
national policy on the selection and use
of appropriate health technology at the
different levels of the health care
systems will be formulated as soon as
this division has sufficient research
capability and enough experience with
district health systems has been
accumulated.

Primary health care has not yet
received full acceptance and
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understanding at all levels of the health
system. There is a strong demand for
medical and clinical services, and this is
reflected in the distribution of finance
and power.

Managerial process

The National Health Deve_
lopment Committee is the highe5f
decisioa-making body within the
Ministry of Health in matters pertaining
to development planning. This com-
mittee advises the Cabinet on health
planning and health developments in'Ionga. It does this directly or indirectly
through the Development Coordination
Committee. The Health planning and
Information Division is the working arm
of the Committee and its functioni and
responsibilities cover the entire range of
the managerial process.

Community involvement

Community involvement is
largely voluntary and developmental in
nature. There are many communities in
each of the five health districts of the
couxtry especially in the previously
underserved areas, from which
e4pansion can be effected and further
strengthened.

The project on development of
Village Health Workers has suicessfully
trained ,14 village health workers who
are now deployed in the isolated small
islands.

District and town officers are
elected by the people and they make up

the local government in Tonga. These
officers perform vital roles io -ofilizing
community involvement and the contri-
bution of labour, materials and finance
to various essential community health
prggrarhmes, such aS Cgmmrnity water
supply, vi[age health inspections, etc.

Village Women's Development
Committees axe very active and play an
important role in support of water
supplies and sanitation by improving
facilities such as kitchens, bathrooms
and toilets and supporting health
activities such as oral rehydration
therapy, immunization, and nutrition.

Mobilization of resources

The demand for doctors with
higher qualifications at specialist level is
increasing, but the most appropriate
fype of tleining and qualifications must
be carefully chosen.

The training of other categories
of staff is done in Tonga. This includes
health officers, nurses (hospital and
public health), dental therapists, assis-
tant pharmacistq assistant laboratory
technicians, assistant health inspectori,
etc. The existing training is found to be
very satisfactory for Tonga,s needs and
the loss of staff is very low.

The provision and financing of
health services is mostly the res-
ponsibility of the Government, although
there are six private clinics in Tongatapu
which are operated by church missions
and private medical practitioners. In
addition, there are a number of non-
governmental organizations active in the
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area of health care for handicapped
children.

It is believed that much has been
achieved through the local training of
staff required for delivery of primary
health care. However, the problem
fsing currently encountered is the loss
ofhighly trained people, such as doctors,
who are educated overseas and must
continue to be trained overseas. Should
their training be restricted in order to
reduce this loss? The solution must take
into consideration the need for these
health workers plus the appropriateness
of training institutions and qualifications
needed for the services being provided.

Intersectoral cooperation

Intersectoral collaboration
among government ministries and
departments is achieved in two ways.
The first is through formal bodies like
the Development Coordination
Committee which is responsible for all
development programmes and projects
in the country. There is also a National
Food and Nutrition Committee, and an
Inter-Departmental Environmental
Committee which is responsible for
consideration of all programmes and
projects that are likely to have an impact
on the environment. All three of these
have the Director of Health as a
permanent rnember. Then there are
ad hoc committees created by the
Cabinet to oversee studies and projects.
Examples of these are the study
currently being carried out on the effect
of development around the fringes of
the large inland lagoon called
"Fanga'uta" in the vicinity of

Nuku'alofa; the construction of the new
national airport termina| the
construction of the foreshore at
Nuku'alofa; the proposed construction
of a new market at Nuftu'alofa, etc.
These committees also have the
Director of Health as a member. In the
National Health Development
Committee, the policy-making body of
the Ministry of Health has the Director
of Planning as a permanent member.

Numerous health programmes
require the involvement of communities.
Without their participation success
cannot be achieved. Such programmes
include village water supplies, sanitation,
immunization, family planning and vil-
lage development and beautification.

International cooperation

Tonga continues its cooperation
with other countries, especially those in
the South Pacific, in implementing its
health-for-all strategies. Visiting fellows
have been accepted and programmes
prepared for them to observe various
local programmes of interest to them.
Tongan nationals have also been visiting
other countries for the same purpose.
Tonga has also provided health staff to
assist in developing health programmes
in various areas in neighbouring
countries.

One outstanding success in
cooperation among South Pacific
countries is the UNDP-funded and
WHO-implemented network in the
South Pacific for training in Primary
Health Care. In this programme,
officers in the ministries of health in
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these countries are selected as trainers
or facilitators for 6aining in primary
health care, not only in their own
country but also to support facilitators in
other countries in their training
programmes.

HEALTH STATUS

As a whole, the health status of
the population is relatively satisfactory.
A substantial improvement in the health
status of all segments of the population
has been Slorrght about by the various
service and field health units of the
Ministry of Health in close collaboration
with the communities themselves
throlgh the primary health 

",reapproach. It has been reinforced bv the
continued improvement and expansion
of the health and medical services, and
the consequent increase in population
coverage.

Progress has been made in a
number of areas. As birth weight is an
indicator of health and nutritional status
of the mother as well as a predictor of
infant health and development, the
figure of 98Vo of all newborn infants
having a birth werght of over 2500 grams
is very satisfactory. This is strengthened
by the figure of 98.4Vo of children having
a weight-for-age that corresponds to the
standard reference values adopted by
wHo.

The infant mortality rate for all
identifiable sub-groups is estimated to
be between 25 and 30 per 1000 live
births. The life expectancy at birth for
both sexes has been calculated from the

1986 mini-census to be 63. It is expected
to be about I by 1996. The maternal
mortality rate is below 3 per 1000 live
births. The percentage of deliveries
attended by trained health personnel is
95Vo. The percentage of children
ip6unized against the six EpI diseases
is over X)Vo. These are very satisfactory
frgures.

l-ocal health cate, including
availability of at least 20 essential drugs
within one hour's walk or travel, is
l00Vo. This achievement was only
possible through the development of
primary health care services. The
percentage of children up to at least one
year of age given routine child care by
health personnel varies from TOVo to
807o. This could still be improved with
more active health education and
mobilization of maternal and child
health (MCH) clinic nurses. The
percentage of pregnant women attended
to by trained health personnel for
antenatal care is 95Vo. This is quite
satisfactory and must be maintained.

The percentage of population
served with safe water in the home or
within 15 minutes walking distance is
lffi%. The problem here is the
intermittent nature of the supply due to
breakdowns or lack of funds to repair
and maintain the equipment. With
regard to sanitatioq it is estimated that
only 7O.l4Vo of the population have
adequate sanitary facilities in the home
or immefiate vicinity.

The adult literacy rate for both
men and women is over 99Vo.
Nutritionally, the daily per capita calorie
availability exceeds 25fi) calories and the
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daily per capita protein availability
exceeds 70 grams.

ASSESSMENT OF AC}IIEVEMENTS

The countrfs efforts and
investments to achieve health for all by
the year 20(X) were further intensified
during the Fifth Five-Year Development
Plan for 1985-1"990. They focused on
developing and providing health services
oriented to primary health ciare,
involving the various sectors of society in
policy and programme formulation,
linking the Government with the
community in assessing and dealing with
priority health needs, and cooperating
with other countries in finding suitable
alternative approaches to meeting the
growing health and health-related needs
of Tonga.

Progress has been achieved in the
following areas:

- provision of accessible health
facilities and services. such as

adequate and safe water, and
essential health care in nearly
all the remote places;

- development of human
resources for health through a
suitable in-country and
overseas continui.g education
pro$Jem6s;

- sommunily involvement in
priority areas such as
diarrhoeal disease control,
water supply management, and
deployment of trained com-
munity health workers in iso-
lated islands and communities;

- intersectoral collaboration in
the prevention and control of
HIV infection and AIDS.
nutrition, rural water supply,
and school health education
and sanitation;

- development of appropriate
technology for water supply
and sanitation projects as well
as for laboratory support.
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Tuvalu is a scattered group of
nine small atolls, e:rtending 560 kilo-
metres from north to south and covering
a land area of 26.4 square kilometres in
the Western Pacific Ocean. Its nearest
neighbours are Fiji to the south, Kiribati
to the north and Solomon Islands to the
west. The population in 1990 was ap-
proximately 8500. The capital is on
Funafuti atoll, where around 34.7Vo of
the population live. In 1989, Tuvalu's
per capita gross national product was
US$651.68, an increase of 6Vo from the
previous year.

The recently elected Government
of Tuvalu has indicated its desire to be
less reliant on aid in the development
process, atthough it has one of the most
limited resource bases of any country in
the world.

Despite the very tight budgetary
position, the Government has continued
to take a positive approach to national
needs, particularly in the development
sector with support from donor
agencies. Commuaications with the out-
side world will be enhanced with the ins-
tallation of a satellite earth station,
e4pected to be operational by May 190.
Fisheries development has continued
with the arrival of a number of small
fishing vessels provided by the Japanese
Government, soon to be joined by an
extension training and research vessel
from the same source.

DEVELOPMENT OF HEALTH
SYSTEMS

Health poticy and strategr

A revised health sector plan has
recently been formulated for the netr
planning period of the Government.
The emphasis in the next planning
period will be human resources
development and additional infra-
structure improvements.

Although there are no explicit
policies aimed at reducing disparities in
health that may exist, measures are
constantly being taken to improve the
health of the people in the outer islands.
One such measure is to improve the
distribution of medical supplies.

The health system

All public health services are
controlled by the Government throrrgh
its Senior Medical Officer. He is
assisted by rwo medical officers (one of
whom is mainly responsible for pre-
ventive health services buf also assists
the second in curative work in the
hospital) and a dental officer, res-
ponsible for the oral health services.
There is a small inspectorate, also under
the direction of a medical officer. The
nursing service is now being developed
to meet the needs of hospital services
and of family health services in the outer
islands.
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The concept of primary health
care continues to be endorsed by dl
components of the health system as well
as by the staff of other ministries. As all
senior government officials serve on the
National Primary Health Care Advisory
Committee, this mechanism is very
helpful in facilitating primary health care
activities.

Recent improvements in the
health care facilities and the installation
ofradio telephones on the outer islands,
have strengthened the status of the
health sector.

Managerial process

Being one of the smallest of the
island communities is a great asset for
providing effective coordinatirn and
monitoring of health activities. How-
ever, the lack of skilled manpower in
certain managerial functions is a limit-
ation for the health system.

Community involvement

There is a constant effort by the
Government to increase the involvement
of people in the plnnning and imple-
mentation of health projects. Non-
governmental organizations are parti-
cularly involved in the programmes of
nutrition, family planning and education
of women.

A new activity which has proven

to be useful and popular is the home
garden programme.

The Ministry of Health finds that
health education and promotion acti-
vities are much more effective when
planned through close collaboration with
the community.

Mobilization of rcsounces

Two nurses, one maternal and
child health aide and one sanitation
aide, are required to support the health
facilities on each island. This standard
of care can be maintained, but the
limited financial resources make it very
difficult to increase the staffing pattern
around the island.

A priority effort is under way to
achieve a more equitable distribution of
health personnel, drugs and supplies to
all islands outside the Capital.

Intersectoral cooperation

There is a growing interest
among all sectors of Government in
working for improvements in the stan-
dard of health of the community. The
Ministry of Home Affairs is involved in
the improvement of kitchens, nutrition,
water and sanitation in all the islands.
The Agriculture Department is involved
in the home garden programme. There
is now a routine schedule of quality
testing for communal water supplies.
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HEALTH STATUSI

The health status of the people of
Tuvalu is generally good, with some
reductions in the incidence of life-
threatening communicable diseases in
recent years. However, there is still a
significant incidence of respiratory tract
infections, diarrhoeal diseases, con-
junctivitis, influenza, and fish poisoning
(ciguatera). Dengue fever, tuberculosis,
hepatitis, measles and meningitis are
also still quite common.

Tuvalu's crude birth rate of 26.18
and its crude death rate of 9.57 in 1988
are both considerably higher than the
Pacific averages, which are 18.7 and 8.0,
respectively. Life expectancy at birth (57
years for males and 60 years for
females) is much lower than the Pacific
average (68.80 years for males and 74.90
years for females). The infant mortality
rate has fluctuated considerably in
recent years, with a peak of 89.6 deaths
per 1000 live births in L987, and a
registered rate of 34.8 per 1000 live
births in 1990.

lsource: The Health Status,
Information Requirements and Health
Needs of Tuvalu, A Review Prepared for
the Government of Tuvalu by
Ross Taylor, Coffey MPW Pty. Ltd.,
South Pacific Commission, Noumea,
New Caledonia, February 1991.

Of particular conoern is the high
mortality rate in the 0-1 year age group
(24%), especially relating to the birth
process. However, the majority of
deaths were in the over 60-year age
groups but liver disease -6 msningrtis
were more common in the ?I-A vear
age groups.

A high proportion of deaths in
1987 and 1989 can be identified as
related to noncommunicable diseases,
such as cancer, stroke, heart disease and
diabetes. A number of other deaths may
have been influenced by the common
determinants of noncommunicable di-
sease, namely nutritionally poor diet,
obesity, lack of fitness, and tobacco and
alcohol consumption. It is notable that
the rates of hypertension and diabetes
are much higher among females than
males, reflecting a significantly higher
level of obesity among women.

A comprehensive immunization
programme is carried out in all nine
islands by nursing staff. ln L990, DVo
coverage for BCG at 0-1 year of age was
reported; tffiVo coverage was reported
for diphtheria/pertussis tetanus, polio-
myelitis and measles; and 8Vo coverage
was reported for tetanus toxoid for
pregnant womgn.

ASSESSMENT OF ACHIEVEMENTS

The health and well-being of the
commnnity continues to make good
progress in relation to overall socio-
economic developments in the country.
There has been definite progress in the
implementation of the plan of action
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since 1-988. Future efforts will focus on
workforce training development of infra-

structure and the development of speciad
projects to inprove the quality of care.



VANUATU

The Republic of Vanuatu com-
prises an archipelago of some 80 islands
covering a land area of 12t90 square
kilometres, includi"g the Banks and
Torres Islands, stretching 9(X) kilometres
south from the Solomon Islands to
Hunter and Matthew Islands, east of
New Caledonia. The census taken in
1989 found the population to be 14294.
The capital is Port Vil4 which is located
on the island of Efate. Its population
was estimated to be 19 311 in 1989,
while the country's other urban ag-
glomeration, Luganville, had a pop-
ulation of 6983. Vanuatu's gross do-
mestic product in 1987 was estimated at
US$688 per capita.

From L906 to 1980, Vanuatu was
an Anglo-French condominium, an ar-
rangement involving three separate ad-
ministrations - British, French and joint.
Since the country became independent
in July 1980, the Government has been
promoting the unification of this tri-
partite administration. "Localization" is
the objective, but the country will con-
tinue to rely heavily on expatriate staff
for some time to come.

The economy of Vanuatu is
highly dualistic. .dbout 80Vo of the po-
pulation are involved in the traditional
subsistence farming of root crops and
tropical fruits. Since land is fertile and
relatively abundant (about 70Vo of the
arable land is not cultivated), dire po-
verty is virtually nonexistent although li-
ving standards are, in remote areas, mo-
derate to low. Copra has been the main
cash crop, but many villagers collect co-
conuts in quantities sufficient only to

meet their limited cash needs. There is
a small but growing number of small-
holders producing copra on a com-
mercial scale or vegetables for urban
consumers. Coffee and cocoa are also
grown as cash crops. The modern
sector, which depends extensively on ex-
patriates for technical and managerial
5kills, is highly service-oriented, con-
sistrng mainly of government services,
tourism, and the International Finance
Centre (for offshore banking, tax haven
activities, and shipping registry), to-
gether with some small industries (such
as fish and meat processing tanning and
wood processing), plantation agriculture,
and a livestock ranch.l

DEVELOPMENT OF HEALTH
SYSTEMS

Health policy and strateggr

Government remains strongly
committed to the Primary Health Care
approach of Health for All. Although
no new policy statements have been
made, a Policy Working Party has been
set up and this continuing commitment
is reflected in:

(a) strengthened community
health progfamnes'

(b) retention of an extensive
network of rural health facilities

lTrends in Developing
Economies L90, The World Bank,
Washington" D.C., p. 566.
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despite financial stringency;

(c) augrnented village health
worker programme;

(d) new Progremmes in the field
of urban women and youth;

(e) strengthening of the family
health programme;

(f) strengthening of the rural
sanitation programme.

A review was made in 1991 of the
second National Development Plan
(NDP2 L98T-I99I) and the formulation
of the third Plan (NDP3, to run from
1992 to 1996 inclusive). The Ministry
and Department will be using this work
to develop comprehensive plans and
strategies for health. The major con-
straints to this progress are shortage of
trained manpower and the time required
to undertake these tasks. With a limited
base of human resources and the current
financial position of the Government, it
may require external assistance to over-
come these constraints.

The health system

The backbone of the Health Sys-
tem is the nursing service, for nurses run
the health centres, dispensaries and hos-
pital outpatient services, and are the
point of lust contact with the health
system for most of the population. They
also support and supervise the Village
Health Workers who are the point of
first contact for the rest of the popula-
tion in the rural areas.
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Following the first national pri-
mary health care workshop in 1984 the
nurse training curriculum was e4panded
to include lpining in community health.
In 1989 the tlaining of nurses in
Vanuatu was further reviewed and a
new curriculum devised which has
increased the emphasis on community
health and which is based on primary
health care. The graduates from this
new curriculum will be better suited to
promoting primary health care, but will
still be able to provide both hospital and
community services.

For both logical and financial
reasons rural and hospital services are
being integrated. Hospitals should be
brought closer to the communities they
serve, and the involvement of doctors in
the outreach programmes will thereby
increase.

Improvements in infrastructure
both within the health services and in
the country as a whole have led to im-
provements in the transfer of patients to
hospitals, when necessary. The geogra-
phy of Vanuatu militates against full
equality of access to health care and to
unimpeded referral, and this geographi-
cal constraint will be extremely difficult
to overcome in the foreseeable future.

Many indicators show a steady
improvement over the past three years,
and over the decade. Much of this im-
provement has been achieved or sus-
tained during a period of economic re-
trenchment and an increasingly difficult
financial situation.

The development of the National



Plan for the next five years should iden-
tiS the key areas which will need to be
targeted to ensure this impetus is not
lost. Momentu.n has been built up by
past efforts, especially in the fields of
community involvement and the empha-
sis on tlaining heatth staff in primary
health care and commrtnity-based ap-
proaches. This should be used to ensure
that the situation continues to improve.
Of crucial importance here is the con-
tinuing socioeconomic development of
the country, for, as is often the case in
developing countries, many of the im-
provements in health indicators seem to
be more dependent on this factor than
on specific activities or initiatives in the
health field. Further improvements will
require timely interventions in all fields,
sustained health education activities, a
growing number of Village Health
Workers who have preventive, promo-
tive and curative skills, and increased
intersectoral involvem ent.

Managerial process

Considerable effort has been put
into improving managerial capabilitiei at
all levels, with demonstrable progress.
For instance, district management teams
have been set up in connection with the
integration of hospital and rural services.
Regular meetings of senior staff from
the central administration and the dis-
trict services have shown an increased
ability to maintain and even improve
services in the face of a decreasing per
capita budget and increasing demands.

175

Community involvement

Projects have been developed
throughout the country to enhance
community development, particularly in
primary hedth care fields such as water
supply and sanitation, malaria control,
establishment of Village Health
Workerg etc. These projects seek to
expand community involvement in
health beyond the universal health facil-
ity committees. Reviews so far indicate
steady prqgress, ond plans have been
made to carry these activities to more
areas, utilizing lessons learnt from the
early experience.

Community involvement is of
paramount importance in the Village
Health Worker system. A partnership
between the community, the local gov-
ernment and the health department as-
signs various roles to those involved.
The community and local government
accept responsibility for the selection of
a candidate, providing and maintaining a
local facility and paying the trained
worker. The Health Department un-
dertakes initial and refresher training
the supply sf dnrgs and the supervision
of activities. A new national curriculum
for training volunteer health workers has
just been developed and put into opera-
tion. In somrnon with the new nursing
curricul'm, the emphasis is on primary
health care approaches, so that preven-
tive and promotive activities share equal
emphasis with curative services. This
trsining will produce volunteer health
workers who are better able to work

VANUATU
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with sanitarians, malaria services, ma-
ternal and child health services, and
other outreach services.

Mobilization of nesources

It is unfortunate that the period
since L988 has seen a reduction in the
number of health personnel employed in
the Department of Health. This is
purely a result of deterioration in the
Governmsll's financial position over the
last few years. There is the prospect of
an improvement in the overall finances,
which may make it possible to regain the
former levels. Only in the field of vol-
unteer health workers has there been
expansion, in line with the precepts of
health for all by the year 2000. During
the cut-backs it has proved very difficult
to maintain the level and number of the
extensive network of rural facilities, and
inevitably some downgrading of staffing
levels has occurred.

Efforts have been made to absorb
most of the cuts at the secondary and
tertiary levels, while increased training
of nurse practitioners and midwives has
enabled more highly trained nurses to
take over the role of doctors in certain
areas. With improved communications,
transport and preventive/promotive ac-
tivities, it is felt that there has been no
deterioration in service. Indeed, as
mentioned above, some indicators show
improvements in health and service cov-
erage.

In the longer term, the Depart-
ment is developing criteria for the ratio-
nal distribution of health personnel and
facilities, and developing a

comprehensive human resources plan.
The success of the Plan will depend on
solving financial and resource supply
problems and this lies largely outside the
control of the Department.

Every effort has been made to
maintain equity of service coverage by
preferentially cutting at the central and
hospital levels, with retention of the ex-
tensive rural network of health facilities.
Some loss of rural staff has occurred
however, and outreach activities have
been affected.

Increased motivation to under-
take these outreach activities coupled
with generally improved transport and
communications in the country has miti-
gated the decline. Indeed, in some areas
and programmes, an improvement has
occurred, such as the continual rise in
the coverage of the immunization pro-
gramme.

It can be stated that the commit-
ment to strengthening the provision of
primary health care services to the pop-
ulation, 807o of whom reside in the rural
areas, remains very strong.

Intersectoral cooperation

Planning and developmental ac-
tivities are coordinated intersectorally by
the National planning and Statistics
Office, with which the Health Depart-
ment has strong ties, and approved by
the National Development Council,
which includes the First Secretary of the
Ministry of Health as a member. It is
proposed to involve regional planners
attached to local government councils
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more closely in the work of the district
health management teams.

acute respiratory infections

HEALTH STATUS

The epidemiological trends of
morbidity and mortality have shown
some variation: In 1987 among the
leading causes of death, for all ages, car-
diovascular diseases have emerged as
the most frequent (It.tVo of all deaths),
followed by malignancies (8.1%), and
malaria (7.8Vo). In the preceding years,
pneumonia and other respiratory dis-
eases had ranked first, though still fol-
lowed by malignancies and malaria.

As to morbidity, the data for 1990
have confirmed previous patterns, in
terms both of relative frequency and of
the incidence rates of diseases and con-
ditions: skin infections (418.8/1000),

recorded in 1990 in the immunization
coverage rates for infants under one
year of age: rates increased fram 83Vo
in 1985 to 95.8Vo in 1990 for BCG; and
in the same years from 3AVo b'l6Vo for
diphtheria/pertussis/tetanus (3rd dose);
and fron 77Vo to77.7Vo for poliomyettis
(3rd dosef.

ASSESSMENT OF ACHIEVEMENTS

Relevant achievements and mea-
sures faken since the situation described
in the 1988 monitoring report are as
follows:

- Despite a period of financial
difficulty when the Govern-
ment's recurrent health budget
has fallen in both absolute and
relative terms, services have
been maintained and
indicators . of preventive/
promotive activities and mor-
bidity/mortality have im-
proved.

- Many training activities have
been rcorganized to become
more firmly based in the pri-
mary health care and commu-
nity health approach.

2Proposed Prqgramme Budget
from the Financial Period Lggz-lgg3,
World Health Organization, Regional
Office for Western Pacific, Manila, L990,
p.369.
(Revised figures were taken from
Government report CFIE /2, 1rggl).

(294.0 / IC/ul:\, malaria (197.5/1000), etc.

Vital statistics calculations show
an apparent decline in overall mortalitv
from t6/1000 in t979 to 9.2/1000 in
1987. In the same period, infant mor-
tality appears to have declined from
75/rW in 1985 to 55/1000 in 1989.

Recent developments of epi-
demiological and public health relevance
include a sizeable epidemic of dengue
(1989-190), the introduoion of
hepatitis B immunization among new-
born infants, and the recognition of
pockets of more frequent meningococcal
carriage and transmission, as in Tanna.

Significant improvements were
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Training activities have been
strengthened, with emphasis
on health workers applying this
training in order to improve
outreach activities.

The initial steps have been
taken to improve administra-

tion and management capabil-
ity, with more effective plan-
ning monitoring and evalua-
tion components.

Community involvement in the
health process has increased.



VIETNAM

The Socialist Republic of
Viet Nam oovers a total area of 330 360
square kilometres and lies along the
western shore of the South China Sea,
bordered by the People's Republic of
China to the north, Lao People's
Democratic Republic to the west and
Cambodia to the south-west. The ca-
pital is Hanoi. The population of
Viet Nam totalled & 41L 713 in 1989.
The distribution of population in
Viet Nam has changed considerably
owing to a vast settlement programme;
3.5 million people have moved since
L975 and 2.1 million since 198L. Most of
them have moved to Viet Nam's New
Economic Zone or to the central
highlands. The Vietnamese who are
ethnically related to the southern
Chinese form 80Vo of the population.
The overall percentage of the population
residing in urban areas declined from
2I.5Vo in L975 to 20% in 1989.
Viet Nam's per capita gross national
product was US$175 in 1989.

DEVELOPMENT OF HEALTH
SYSTEMS

Health policy and strategr

Policy improvements and ad-
ditions since 1988 can be listed as
follows:

- Socialization and legislation of
health care. The fifth Cong-
ress of the seventh National

Assembly approved the health
laws and regulations proposed
by the Ministry of Health on
30 June 1989.

- Reorganization of curative
care service with more par-
ticipation of the private sector.
The Ministry of Health dec-
reed regulations for the prac-
tice of the private sector on
29 April 1989.

- Change of working method
based on the introduction of
new public health practices and
concepts into various activities
of the health sector.

More equity in health care was
observed with the development of health
insurance and with the establishment of
a two-tier system of drug procurement
(the subsidized and the market system).

In the planning for health ac-
tivities, people's committees at various
levels are involved in the mobilization of
resources. Nongovernmental organiza-
tions such as the Labour Union, the
Youth Federation, the Women's Fede-
ration, the Red Cross, etc., are involved
in the formulation of national health
strategies. Good examples can be found
in Maternal and Child Health Care and
Family Planning activities. There is
dialogue between the staff at each level
of the health system, the social and
economic development planners, the
community, the private sector and non-
governmental organizations in the
development of health programmes.
The main obstacle encountered in car-
ryrng out health strategies is the
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shortage of knowledge on how each
sector can contribute.

Tbe health system

In the Ministry of Health, there is
a steering committee for the deve-
lopment and coordination of health
progr:unmes which assists the Minister
of Hedtn in developing the policy of
primary health care. This steering com-
mittee is a coordinating body for pri-
mary health care programmes and pro-
jects.

At provincial level, there is the
province hedth bureau, whose director
is the adviser of the provincial primary
health care committee chaired by the
vice-chairman of the provincial people's
committee. The centre of preventive
medicine, the maternal and child health
care and famrly planning station, and
other specialized stations, as well as de-
partments of the hospital related to the
provincial health bureau, are responsible
ior the technical implementation of pri-
mary health care health programmes at
provincial level.

At district level, the district
health centre coordinates primary health
care activities. Between the district and
the commune, there is the
intercommunal polyclinic, which is
responsible for providing primary health
care service including prirnary dental
care, primary ophthalmic care, primary
oral cate, etc. At commune level, there
is the commune health station or unit
responsible for common primary care
and public health activities in the
commune.

The major action which has been
taken to ensure better coordination bet-
ween all sectors involved in health is the
involvement of local authorities in pri-

mary health care committees.

Managerial pnarcess

The Ministry of Hedth has

created a steering committee chaired by

the Minister for the administration of

health progranmes and proiects' This

Steering Committee is responsible for

the monitoring and evaluation of health
programmes and projects at ministerial
level.

At provincial level, the Province
health bureau, under the guidance of

one vice-chairman of the Province
People's Committee, conducts the eva-
luation and monitoring of health acti-
vities in the province.

At district level, the district
health centre, under the guidance of one
vice-chairman of the District People's
Committee, conducts the evaluation and
monitoring of health activities in the
district.

At commune level, the commune
health unit, under the guidance of one
vice-chairman of the Commune People's

Committee, conducts the evaluation and

monitoring of health activities in the

commune.

Training courses on Primary
health care concepts and practices have

been organizpd tor directors of pro-

vincial health services, district health
centres and directors of provincial
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centres of preventive medicine. These
werc organized during the last two
years, mainly in order to provide
knowledge of health management.
However, 1[g5E tmining courses cannot
meet the needs of health management in
this transition period from a subsidized
to a market economy, and new teaching
packages on health management must
be developed.

Community involvement

Mechanisms for involving people
in the implementation of strategies in-
clude the Committee on Health and
Sports in the National Assemblv. which
studies and approves health regrilations
and laws, and the committees on health
and sports in the community councils at
various levels, which indicate the needs
of the people to be considered bv the
health sector.

Mobilization of resources

-. To implement the strategies out_
lined above, human resources for health
must be developed to carry out 11 health
programmes.

As most of the existing health
personnel were not trained in modern
methods, many of them cannot meet
current health needs, which have
changed in this period of transition in
Viet Nam. This, in addition to the
progress of medical science and tech_
nology, has made it necessary for health
training policy to emphasize retraining
and curriculum revision.

The main obstacle in the imple-
mentation of the plan regarding per-
sonnel is the lack of integration in the
reftaining activities. Various health
programmes and projects are separately
conducting as much 1efaining as they
cnn, and each health progrrmme or pro-
ject has its own training policy and
action plan.

The annual e4penditure on health
in Viet Nam is low, but most of it is for
prinary health care. It is estimated that
8Vo of. health expenditure is for the
central level and SOVo is for the
peripheries.

Measures for optimizing the use
of resources include the following:

- the creation of the Department
of Finance (November 190).

- laws and regulations on finan-
cial management (November
190).

- involvement of the De-
partment of Planning in the
distribution and use of medical
supplies and equipment.

Intersectoral cooperation

In Viet 1rlam, health development
is part of a strategy designed to meet the
basic needs of the population.

Applied nutrition in gardening
fish farming and stock raising projects is
an example of linkage between health
and socioeconomic development. In
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these projects, the community is edu-
cated on how to develop a family
economy, improve nutrition, and adopt
healthy behaviour. This provides access
to resources and economic opportunities
for the less well-to-do.

To ensure adequate cooperation
behveen ministries or multisectoral int-
egration, national committees have been
set up, chaired by the Premier or the
Vice-Premier, to carq/ out specific tasks.
Examples of these are the National
Committee for EPI, and the National
Committee of Population and Family
Planning.

The most important inter-country
cooperation in recent years has been
with Sweden, focusing on the deve-
lopment of a primary health care model
in Quang Ninh province, the pro-
curement of essential drugs al d the
development of two referral hospitals.

HEALTH STATUS

In line with the development of
the economy in the Third Five-Year
Plan 1985-1990, the two main thrusts of
the health services, namely, development
of primary health care and strengthening
of the quality of care, have made con-
siderable progress in several areas. In
spite of severe constraints, especially
those caused by recurring natural cala-
mities, good results have been achieved
in the prevention and control of epi-
demics and the reduction of overall
mortality. Malaria outbreaks decreased
from221. in L988 to only ten in 1989. A
further decrease is expected in 1991.

Diseases causing high morbidity and
mortality rates among children are
decreasing

A diarrhoeal diseases control
project was carried out in TOVo of the
communes in the country protecting
75Vo of the infants under five years of
age. Thiq together with the national
water supply and sanitation programme,
has contributed to the reduction of the
diarrhoea morbidity rate among children
from26.3%o in 1987 to7.8Vo in 1989, and
the mortality rate from l.24%o to O.52Vo.

An acute respiratory infections
programme was implemented in 519
communes of 23 provinces and brought
down the mortality rate for this disease
from 3.3Vo in 1985 to 0.9Vo in 1.988.
Tuberculosis control, with assistance
from the Medical Committee of the
Netherlands and Viet Nam, has been
implemented in 33 provinces en-
compassing 8l% of the total population.

A leprosy project has been
implemented in three provinces, 8L dist-
ricts and 1351 communes, aiming to eli-
minate the disease in selected areas.

The immunization programnne
has gained momentum in its imp-
lementation in the whole country. At
the end of L989, the percentage of
infants under one year old fully
immunized against tuberculosis reached
93.61Vo, for poliomyelitis it reached
87 .32Vo, for diphtheria/pertussis/tetanus
87.88Vo and for measles 88.69%. In
general, epidemic outbreaks have been
controlled and morbidity and mortality
rates have declined for plague, pertussis,
poliomyelitis, cholera, measles,
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diphtheria and tetanus as well as
tuberculosis, leprosy and trachoma.

The nutrition project has been
implemented in eight provinces and
cities with 2576 communes. An eva-
luation carried out in a number of pilot
localities indicated that the percentage
of infants under five years old affected
by malnutrition decreased from Sl.S%
in 1985-1987 to30Vo in 1989.

In L988, 83Vo of newborn infants
weighed at least 25(X) grams, and this
figure increased to 96Vo by the end of
990..

Remarkable results have also
been recorded in mountainous provinces
for goitre control activities. By using
iodized salt, it has been possible to
reduce the number of people affected by
goitre in three communes as follows:
from 27Vo to 76.7Vo in four years, from
17.8Vo to 1.lVo in seven years, and from
33.2% to7.7Vo in ten years.r

The population growth rate is still
hidh (2.29Vo in 1989) in relation to the
target set for L990 of L.7Vo per annum.
The crude birth rate was 31.3 per L000
population in 1989, an increase since
L985, when it was 29.5. Activities in the
area of maternal and child health and
family planning need to be intensified.

lProposed Programme Budget
for the Financial Period IggZ-I9f/3,
World Health Organization. Regional
Office for the Western Pacific, Manila,
L990, p.375. (Revisions were taken from
Government report, CFE /2, lg1.)

ASSESSMENT OF ACHIEVEMENTS

Facing the new cballenges during
the last three years of the transition
period from the subsidized to the
socialist market system, the health
sector in Viet Nan must introduce
change in order to adapt and develop
3scoldingly. Already, change can be
seen in the following areas:

- Strengthening of health mana-
gement. The Ministry of
Health introduced the "prog-
ramme" working method with
well defined objectives and
activities, implementation stra-
tegy, implementation re-
sources, monitoring and eva-
luation. As mentioned above,
11 health programmes and L2
supportive programmes were
developed.

- Mobilization of community re-
sources such as hospital fees,
health insurance, and a sus-
tainable drugs scheme.

On the issue of changes, more
cost-effectiveness can be seen in the
development and implementation of six
national health programmes

Three major improvements in
health status can be cited:

- A decrease in six vaccine-
preventable infectious diseases
in children.

- A decrease in infant mortalitv.
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- An increase in life expectancy.

Priorities for future action are:

- Mobilization of various re-
sources to finance the health
budget (hospital fees, health
insg1311gg, gg6prtnitSr COntri-
bution, national and in-
ternational contributions, etc.).

- Providing salary to commune

health workers as state wor-
kers.

Development of a sustainable
drug scheme by means of a re-
volving fund.

Improvement of the mainte-
nance of medical equipment.

Strengthening of health mana-
gement.



WALLISAND
FUTUNA

The self-governing French Over-
seas Territory of the Wallis and Futuna
Islands comprises two groups: the
Wallis Islands, including Uvea (Wallis
Island) and 23 islets on the surroundins
reef, and 230 kilometres to the south]
east, the volcanic and mountainous
Futuna and Alofi (the latter being un-
inhabited owing to lack of water). The
islands are located some 6@ kilometres
north-east of Fiji, south of Tuvalu and
west of Samoa. The total area is 2i74
square kilometres. According to the
1990 census, the population of Wallis
and Futuna was 1-3 700. The capital is
the town of Mata-Utu on (Jvea in the
Wallis Islands.

The island's economy is based
primarily on subsistence agriculture.
Cash is obtained through some gov-
ernment employnent and by rem-
ittances from family overseas. Ag.i-
cultural production meets local needs
with a small surplus. The per capita
gross national product is US$1,100.

DEVELOPMENT OF HEALTH
SYSTEMS

Health policy and strategr

The Public Health Service is or-
ganized to provide for the primary
health needs of the community.

More emphasis is being placed
on the involvement of the communitv in
various health matters such as hygine,
health education and road safety.

Committees have treen organized.
to formulate and support activities on
the establishment of water chlorination.
refuse disposal, road safety measures
and control of alcoholic beverages.

The health system

Health care is provided free in
the Territory. There is a district health
service in Mata-Utu, which includes an
administration and management unit.
The medical care services cover the two
medical districts:

(1) Wallis, which includes the
Territory's hospital (providing
inpatient facilities for medical
and surgical care of patients from
the whole Territory) and two
district dispensaries, in Mua and
Hihifo'; and

(2) Futuna, which includes three
dispensary units.

Sanitation and prevention and
control of endemic diseases extend to
the whole Territory.

Mobilization of resources

The Territory has four doctors,
all in government service. There is no
private medical practice. Consultants
are specialists from New Caledonia.
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There is a shortage of nursing
staff qualified in certain specialized
fields. Most of the staff are trained in
New Caledonia. However, x tl3ining
school for basic health workers has been
established.

HEALTH STATUS

Assessment of the health situ-
ation shows a crude mortality rate of
5.18 per 1000 population and an infant
mortality rate of 20.5 per 1000 live
births. The birth rate was 28.4 per 1000
population.

Safe water is available to the
entire population. Most essential drugs
are available in the islands.

Completed immunization under
one year of age reached 95Vo coverage
in 190. Diphtheria, tetanus, pertussis,
measles and poliomyelitis seem to be

under ftrll control; since 1988 no cases
were reported. There has been some
fluctuation in the incidence of
tuberculosis, with 34 cases in 1988 and
14 in 1990.

ASSESSMENT OF ACHIEVEMENTS

The improving health status of
the population has been a major
achievement over the past few years.
The successfut almost total coverage of
basic services has certainly made a
significant contribution to this
achievement.

There is also a renewed spirit of
community involvement as seen in the
"clean villages" programme which has
demonstrated, through improved sani-
tation and vector control. how much a
joint initiative of the community can
accomplish.



SOCIOECONOMIC AND HEALTH INDICATORS1

Sources: Government reports-on evaluating the strategies for health for all by the
year ?n00, common framework: second evaluation (CFE/Z),199L.

western Pacific Region's data bank on socioeconomic and health
indicators (as revised at 31 December 1g1).

" 
tt:" Evaluating the strategies for health for all by the year 2000, commonrramework: second evaluation (cFE/2), Division of Epidemiological Surveillance andHealth Situation and Trend Assessment, worrd Health organi ition,Geneva, r.990.
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TABLE 1. DEMOGRAPHIC AND SOCIAL INDICATORS
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1 986 ccnsus
60 + years

99% - for ttE loc€l langusge; 50% - foi English
lnfo.metion not avsilsblc
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TABLE 2. GOVERNMENT EXPENDITURE ON HEALTH

Country/Arca
Per capits GNP

{where noted, GDPI
lusst

Percentsge of GNP (GDP)

spent on health

Percentage of natronal

health expenditure

devoted to

local health servi@g

Americ€n Samos

AGtrslia

B.urci Dsrusgalam

Csmbodia

Chin!, PR of

Cook l3lends

Fiji

F cnch Polynegia

Guam

Hong Kong

Japan

Kir ibst i

Korc8, Republic of

L8o PDR

Macao

M!loysia

Msishsll lsl€nds

Micromi€

Nauru

Ncw Cslcdonis

Ncw Z.eland

N i w

Northc.n Mariengg

P.lsu

Papua Ncw Guirea

Philippinca

Ssmgs

Singapore

Solomon ls lsnds

Tokclau

Tonga

Tuvalu

Vsnuatu

Vict Nam

Wsllis end Futuna

(1989-90)  16120
t1990)  |GDPI  10000

{1  9891
(1 989-90)
(1  988)
(1  989)

{1989t  IGDP}  10916
{1988t  {GOP|  13660
{1990)  692
(1989)  4968
(1988)  202

2 7 1
2094
3003

1 4SOO

2036
1 600
1 600

123A1
12420

17469
1 9 1 3

943
6 0 6

670
o 1 e 2

624
1 996

800
652
688
I  ? F

'1400

{1  9891
{ r  988)
(1  989)

(1  9881
l1  9901

(1  990)
(1  9901
( 1 9 9 1 )
(1  988)

l1  9881
t 1  9 8 S t
{1  988)
(1  9901
(1  988)
(1  989)
(1  987)
t 1  9 8 9 1
t1  9901

{GOP)

(GDP}

f i  988) 21 .OO
(1 987-88)  8 -14
( 1 9 9 1 t  { G D P )  1  . 6 3

{ 1 S 8 8 1  3 . 1 0 8 /
{1989-90t  A .70
(1  988)  11  .32
(1988)  6 .60

|  1  98S!

{1  9881
(1  988)
(1  990)
(1  988)

( 1  9 8 9 )

(1  9881

l1  9901

6 . 2 0
t 0 . 0 0
6.40
2.OO

e.oo

6.90

(1  990t  17 .30
f i 9 9 1 )  l 3 . O O
( 1 9 9 1 )  3 . 2 O
(19881 5 .30b/
t 1 9 9 1 - 9 2 1  6 . 6 0
{19891 {GDP)  2 .90
{1988)  6 .00
{ 1 9 9 1 1  6 . 7 4
(1990)  <6 .00
(19891 9 .60
( 1 9 8 9 1 .  9 . 6 O c /
t19S0 l  3 .OO
{ 1 9 9 1 )  { G D P I  1 . 8 8

{ 1 9 9 1 }
( 1  9 8 8 )

1 9 . O 0

t19881 4O.OO

11990)  62 .15
{1  989}  26 .00

(1  989)
t1  990)

t1  988)

{ 1  9 8 8 }

{ 1 9 9 1 )

(1  989t
t1  990)

t1  990)

(1  9881

'15 .60

4.98
40.oo
1 0 . 0 0
29.00

40.30
36.OO

o . o 1

22.60

f1989)  22 .60
1 1 9 9 1 )  3 3 . O O
{ 1 9 9 1 }  4 8 . 7 0
(1989t  72 .30
(199 ' l  -92)  ' r  8 .56
(1989)  12 .30
t1988)  60 .00
t 1 9 9 1 1  7 0 . 8 0
1 1 9 9 0 )  r 2 . O O
(1 988 |  >46.00
(19861 45 .OO
(1990)  80 .OO
t 1 9 9 1 )  8 5 . O O

s/ Total expenditure s p.rccntage of GNP

b/ Percentaoe of nstional brdget ellocsted to heelth

c/ Pcrcentsge of tot€l Governmcnt Recu.lnt Expenditu.G 39ent on tFalth
. . .  lntormation not sv€i l€ble



C ountry/Are€
% of populotion covcred

bv h.6lth c.rc

96 ot Intantg rcccrvrng

routine carc lrom

tr6incd hcalth ocrsonne

% of preonant women sttended by traimd personrel

ounno durino childbirth (d€

Y.gr Total  Urb8n Rural Yesr Totsl Urban Bural Ycar Total Urbsn Rural Year Totsl Urban Rural

Americsn Samoa

Austr€li€

Brurei DsrGsalsm

Cambodis

Chine, PR of

Cook ls lsndg

Fiii

French Polyresia

Guam

Hong Kong

J spsn

Kir ibat i

Kor.., Rcpublic of

Lao POR

Mgcso

M alsysi!

Msrshall lslsnds

Microrcsia

Nsuru

N€w C€lcdonis

Nlw Zraland

Niw

Northern M€riansg

Psl€u

Pspua New Guires

Phi l ippircs

Samo!

Sing€pore

Solomon ls lands

Tokelau

Tongg

Tuvalu

Vanuatu

Viet Nam

W8llis and Futuns

{ 1 9 9 1 )  1 0 0 . 0

{1S85)  98 .8

11988 '  96 .0

t1990)  roo .o

t1988)  99 .O
t1990)  96 .O

(1990)  99 .O
(19SOl  9S.O
(1990t  100.o
(19901 100.o
(19881 66 .7

(19891 96 .0

{199O}  90 .0
{1989}  75 .O

t1988)  98 .O
1 1 9 9 1 )  1 0 0 . O
(1988)  ' lOO.O

t199o l  1OO.O
(1d90)  76 .O
{1989}  100.O

{ 1 9 9 0 1  1 0 0 . 0

t19881 100.O

l ' t  9881 80 .o
(1S90t  100.o
( 1 9 9 0 ) ' t O O . O

{1990}  100.O
(1990t  80 .O
(19881 97 .O
(1990t  100.o

100.o  96 .0

rof.o rs.o

1 1 9 9 1 )  S 6 . 0
( 1 9 8 5 )  3 8 . 6
(1990)  100-O

(1990t  100.o
(1S881 92 .O
(1989)  95 .O

{1990}  90 .8
{1990}  100.O
(1990)  89 .2
t1988)  80 .O

0989)  83 .S
(1990t  55 .0  80 .O 60.0

(1988)  90 .O

{ 1 9 9 1 )  1 0 0 . O

1 1 9 S 1 )  1 O O . O
11990)  100.0

t 1 9 9 0 1  1 0 0 . 0
( 1 9 8 9 )  8 7 . 4
( 1 9 8 9 1  8 4 . 1
(1990)  96 .O

1 1 9 9 1 )  9 9 . 9

{1990)  80 .O
t1990)  100.0

t1990)  76 .0

t 1 9 9 0 ) ' l o o . 0
t1990)  100.o

t1988t  90 .0
r1990)  S6.0

(19891 99 .4
(19901 99 .9
(1990)  60 .2
(1990)  96 .0  98 .0  48 .1

l1  989)  83 .8

{19901 84 .0  86 .0
(1989t  90 .0

t 1 9 8 8 )  9 7 . 5
t 1 9 9 1 t  9 5 . 0
( 1 9 9 ' l )  1 0 0 . O
(1990)  100.O

{1S90)  100.O

{ 1 9 8 9 )  6 7 . 6
t 1  9 8 9 )  7 6 . 7

{19901 62 .0
(1990t  100.o
(1990t  92 .O
(1990)  100.O
(1990)  96 .O
(199O)  1OO.O
(1990)  98 .O
(1990)  72 .8
(1990)  100.O

{ 1 9 9 1 )  9 6 . O
(199C)  99 .6

{1990)  10o.0

t 1 9 8 9 1  1 0 0 . 0
( 1 9 8 8 1  1 0 0 . O
(1989t  96 .O

(199' t  |  98.4
(19901 ' too.o

(1990) 97.O

11990)  90 .O
t1988)  98 .2
l't 989) 98.O

t1989)  99 .4
(1990)  100.O
(1990t  74 .4
(1eeor e6.3 r:.: ' ]..t

{ 1 9 8 9 t  9 1 . 7
{1990}  100.0  96 .0  60 .0
{19891 82 .O

t 1 9 8 8 )  9 7 . 6
( 1 9 9 1 )  1 0 0 . 0
( 1 9 9 1 1  1 0 0 . 0
(1SSOl  100.O
{ 1 9 9 0 )  1 0 0 . O
( 1 9 8 9 )  1 9 . 8
( 1  9 8 9 )  7 6 . 1
(19SO)  52 .O
1 1 9 9 0 1  1 0 0 . 0
( 1 9 8 9 t  8 5 . 0
( 1 9 9 0 )  1 0 0 . O
( 1 9 9 0 )  9 6 . 0
(1990)  100.O
(1990)  67 .O 98.0  60 .0
( 1 9 9 0 )  1 4 . 6
(1990t  100.o
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TABLE 4. SELECTED INDICATORS OF HEALTI-I STATUS

Country/Are

% of nsborm with

birthwelght of

at lest 2 5OO drems

% of children whce

weight-{oragc end/or

weght-for-tuight

are acccptable

Infent mortallty rete

(o/ool

Lifc qp@tancy at birth

-!Erg--
Totsl Mele Fdalc

neric€n Samoa

rat19laa

unei D€ru33elem

mbodia

rina, PR of

'ok lslandg

I

rnoh Polyn€ie

BM

ng Kong
p€n

lbati

re, Republic of

O PDR

rceo

tleysia

rEhall ltl.nds

cron6ia

rutu

ry Calcdonia

w Z€led

JC

fthern Marianag

l€u

pua Nfl GuilE

ilippin6

rgeporc

lomon ltlands

Nam

is and Futuna

1 1 9 8 9 )
( r 9 9 0 1

(1990)

t198S)

t1989)

11990)

t1 9A9)

96.5

94.6

9 5 . 1

93.9

9 9 . 1

T-42.O el

93.4

( 1 9 8 9 )  9 6 . 0

{19SO) 94.O

t1990t 93.4
( 1 9 8 6 )  9 6 . 7
(19891 T-. . . ;  U-86.O; R-6O.O

(r989)

11990)
t1990)

9 1 . 7

9 1 . O

74.O

t 1 9 9 0 )  9 1 . 4
(1949) 94.O

t 1 9 8 8 )  9 6 . 6

{1989t 92.7

l l9SO) 94.O

t1982-83) 77.O

t1988) A4.6

11990) 96.0

t1949) 93.O

{1949) aO.O

{ 1 9 8 4 '  S 7  . 7

11990) 9A.O
(1990) 98.O

{19901 T-. . . ;  U-92.6; B-. . .

t1990) 96.0

t 1 9 9 0 )  S 7 . O

l l99O) WA-9O.4:WH-9'1.6

{1 988t

{1 990}
92.O

86.O

1 6 . O

fl9a9l WIA-12.3iW|H-23.A

{1 988)

t1 948)

95.O
97.O

11982-83) *rO-Ur.r ,*"-4O.,

t19901 ao.g

t1988) 90.O

{ 1 9 4 9 )  7 7 . O

{ 1 9 4 4 )  9 1 . O

{1990} SO.O

(198a) 74.O 
'

f  1989) d/ 77 .O

t1990) 69.7

{1987-A9l
(1949t

{19891

9.4
a .o
7.4

(19a7) bl  T-. . . ;  U- l4.3; R-3o.3

(1990) 26.A

{ 1 9 a 9 1  1 7 . 2

{ 1 9 a S )  1 6 . 4

l1 9a9l

i1 989)

t l  990)

t1949)

t1988)

{1989)

{r984)

{1989)

6.9

4 . 6

a2-o

1 1 4 . O

1 3 . 5

63.O

1 4 . 9

i 1 9 9 0 1  1 1 . 2

1 1 9 8 7 )  1 O . 1

t1988) O.O

t 1 9 A 8 )  1 7 . 9

f  1 9 9 0 t  2 1  . 4

t 1 9 9 1 1  7 2 . O

t 1 9 8 9 )  6 1 . 5

(1989) 24.9

11990) 6.7

{198S} 42.9

11gasl T-65.2; U-. . . ;  R-66.2

t199O) 27.6

{19901 34.8

t19A9) 66.0

f 19891 34.3

{1990t 20.6

{1987-A9l 61.7at
(rgaa) . . .  73.3 79.6

( 1 9 9 0 1  . . .  7 1 . A  7 2 . 7

{1990) 68.9 67.0 71.O

119891 A9.O 67.0 72.O

t1946) 63.3 61.4 a6-.2

l l9a9) 69.0 66.5 71.6

t1 sasl

t x 9 4 9 )

t1 9901

{19491 70.4

{1991 } 60.0

{1949) c/

{1988)

t198S)

74.3 ao. l

7 6 . 9  8 1 . 4

60.6 66.6

66.9 76.0

4a.o 62.0

6A.9 73.6

69.6 62.6

62.2 66.9

86.6 71.9

7 1  . A  7 7 . 6

tr990)
{1946}

(19881 50.O 47.O 62.0

(1990) 71.O 64.0 1a.O

{19911 49.6 44.7 50.7

119891 64.3

(1988) . . .  53.O 66.0

t1990) . . .  72.1 76.8

11986) . . .  5S.9 61 .4

11986) 64.0

t1946) 63.0
(1979t 68.6 67.0 60.0

{1989t 64.0

{1990) 66.0 63.6 67.A

{1990) . . .  76.0 70.O

- Wciqht-lor-aoo; w/H - Wdght-for-height
- Totel; U - Urban; R - Rurai

Information not available

eragc egc et deth

rvey @nductcd in Beijing and 36 othd citi@ and districts

I in 72 counti€ or aome town3hips ot Sh€ngh€i end Jiangru

ninsular M€ley3ia only

.7% for Fi j len populat ion; 81.1 % for lndien populet ion
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TABLE 5. PERCENTAGE OF POPULATION WITH SAFE WATER IN THE HOME OR WITHIN 1 5 MINUTES' WALKING DISTANCE,

AND WITH ADEOUATE SANITARY FACILITIES IN THE HOME OR IMMEDIATE VICINITY

Country/Area

Safe water aupply

% ol population aovered

Sanitary facilitie6

% of poDulation covered

Year Total Urban Rural Year Total Urban Rural

American Samga

Australia

Brunei Daru6€alam

Cambodia

China, PR of

Cook ls lands

Frji

French Polynesia

Guam

Hong Kong

Japan

Kiribati

Korea, Republ ic o{

Lao PDR

Macao

Malaysia

MaFhal l  ls lands

Micronesia

Nauru

New Caledonia

New Zealand

Niue

Northern Mariana6

Palau

Papua New Guinea

Philippinos

Samoa

Singapore

Solomon ls lands

Tokelau

Tonga

Tuvalu

Vanuatu

Viet Nam

Wallis and Futuna

{ ' t  991}  62 .0

{1990)  95 .O

{ 1 9901

(1989)  70 .3

{1 99O)

{1988)  79 .3
( 1  9 9 1  I

{1990}  99 .O
(1990)  96 .0

{ 1 990)
(19901 ag .O
(1990)  2a .A

{1989)  87 .8
(1990t  67 .5
(19891 37 .O

{1990)  76 .0

{1945)c /  88 .O

(1990)  S2.O

11990)  ga .O

{ lgso)  4o"5

11989)  78 .9

11988)  9O.O
( 1 9 9 1 )  l O O . O
(1 99O)

{1990)  75 .O

l199Ot  1OO.O
(1990)  8O.1
(1989)  72 .O

{1 99O)

I t99Ol  lOO.O

IOO.O a/ aO.O b/

20.o 10.o

;;." 
"o.o

31.O 25.O

too.o  zg .s

100.0 33.o

rol.o .::

t..o ;,z..o

; ; . "  oz.o
100.0 66.0

7 1 . O  5 1 . O

lOO.Oai Ss.Ob/

98.O 95.O

45.O 53.6

85,O

90.o

;q.a

tn.o
85.O

100.o

1 9 . O

9 1  . 1

36.5

38.O

72.4

aa.o

nu.o
24.6

82.9

96.8

+s.o
70.4

80.4

56.O

47.5

t1  991 l

0 990)

{199O}

(1 99Ol
(1 988)

{1  991 )

{1 990)
(1 99O)

{1 99O)
(1 990)
( 1 99O)

t1 9891

{1 988t
( 1 989)

(1 99O)

{1 985}

{ 1 990}
(1 99Ol
(1 99O)
(1 989)

{ 1 990)

1 1 9 9 1 )
(1 99Ol
(1 99O)
(1 99O)

{ 1 990)
(1 9891
(1 99Ol

{1 ego)

too.o ao.7

86.2

r oo.o nu.o

60.0 9.o

so.o 
"".o

. . .  Information not avai lable

a/ Septic tank and pour {lu6h

b/ Rainwater and deeD wel ls

Pit toilets, pour flush, overwater toilets and communal

c/ PlDe water



TABLE 6. PERCENTAGE OF CHTLDREN FULLY IMMUNIZED AGAINST THE TARGET DISEASES
OF THE EXPANDED PBOGRAMME ON IMMUNIZATION {EPI)

r93

American Samoa

A6tralis

Brunei Daiedsm

C!mbodia

Chins, PR of

Cook ls lands

Fiii

Fiench Polynesia

Guam

HonO Kong

J apan

Kiribsti

Korc€, Rcpublic of

L* PDR

M6cao

Melaysis

Marshall lslaMs

Microresi€

Nauru

New Caledonis

Ngw Zes,end

N i w

Northern M€rien€

Palau

Pepus New Guinea

Pfilippines

Smoe

Sing€pore

Solomon lslsndg

Tokelau

Tqqe

Twalu

Vnustu

Vict Nam

Wrllis and Futuna

1 989
1 989
1 SSO

| 990
1 990
1 989
1 989

1 SSO
1 990
1 990
| 990
1 990

1 989
1 990

| 990-91

'1988

t  oe t

1 990
1 990
' lgso

1 989
1 989
1 990
r  990
1 990
1 989
1 990
1 990
1 990
1 989
1 990

60.od/
90 .9

90.0
7  2 .3

62-o
100.o

80.49
90.o

62-o
86.o

"'l.l ' 'o

F O r

93.Oa/
96.1  b /

97 .o

97.O
88.6

83.O
83.0

93.0
2 ' t .o

83.3

. . .
' : :  '

53.3
a5-]4
90.o
85.O
'::.o

'l oo.o
76.O
a7.aa

47.O
85.O

98.O

84.0
80.7

73.O
66.S
4 7  . 1
29.O

'-. '

: : :

62.4
42.94

82.O
u:..o

100.o
65.9
88.69

36.3
96.O
95.3

98.O

il"
9 1 . O
95.o
86.S
93.O
30.o

: : '

46.o4
90.o
86.O
72.O

t oo.o
77 .7
87.32

au.u

99.O

100-o
96.6

99.O
85.O
82.5
s3.7
3 1 . O

:1"
100.o

8 1  . 8
96-24
96.O
99.O

::"

gs.o
96.8
93.61

s3.oil

79 .6

100.o
89.9

uu.o

1 ' l  -o

o t . o

'o.o

100.o
23.O
46.20
52.O

o.o

2A-O

t oo.o

, . .  Information not svsi lable

€/ Diphtheris-Pert$is only: for 2 - E ycsrs old
b/ Oiphthoris-tetsnG only
c/ Mcssles viccine is given in the second ycar of lite.
d/ Completion by sg! 2 yesrs

c/ BCG is st i l l  not given in peleu.

f/ Under 5 ye€rs of €ee; lull immuniz€tign is undertaken over rn I g_mgnth period.



EFFECTIVENESS OF IMMUNIZATION AS SHOWN BY REPORTED NUMBER OF DISEASES

Country/Ar€
Population

t'OOOs)

Yer
of data Diphtheri€

Whooping

cough Tetanus
N@natal

tetenus Pol iomyel i t i l Tubcrculosia Mesl€

American Samoa

AGtral ia

Brunei Deruggalam

Csmbodi€

China. PR of

Cook islands

Fi j i

French Polyn6i€

G uanl

llong Kong

Japan

Kir ibat i

Kor€, Republ io of

Lao PDR

Macao

Malaysi€

Marshall lelands

Micron€is

Nauru

N4 Caledonia

Nw Z@land

Niue

Northern Marian€s

Palau

Papua Nw Guin€

Phi l ippin€

Samoa

Singapore

Solomon lglanda

Tokelau

Tonge

Tuvslu

Vanuatu

Viet Nam

Wall ie and Futuna

46.6
1  6833.1

266.6

1 1 336a2.5
1 7  . 4

740.O
1 7 7 . O

5761 .4
123266.O

68.O
42380.O

4 1 3 6 . 6

173A3.2
46.2
s 7 . 7

16,4.2
3344.6

2 . 6
43.6
1 2 . 2

3644.7
61481 .O

27o0.o
3 1 8 . O

2 . O
9 8 . 6

8.6
146.4

64411 .7
13.7

1 990
1 989
1 990

1 990
1 990
1 990
1 990

1 990
1 949
1 gaa

I 990
1 990

1 990
1 949
1 989

1 990

1 990
1 990
1 990
1949
I 990
1 988
1 990
1 990
I 990
1 990
I 990
1 990
t 990
1 990

o
I

o

421
o
o
o

o
4
o
o
I

o

o
o
o
o

431
o
1
o
o
o
o
o

62A
o

o
6 1 4

o

1 9931
o
I

1 0

a
229

o
1 7 4
8 5 6

o

1

o
o
o

23aO
2607

o

29
o
3

' t9

4044
o

o
1 t
o

o

,l

4
42

2
o

27

o

o
o
o

96
1243

o

42
o

o
1

984

o

o
1

o
o
o
4

o
o
o

o

4
o
1
o
I

1 1 0

2 1

o
o

5049
o
o
o

o
o
o
o

1 6

o

o

o

o
o
o

26
a5
o
o
o
o
o
o
o

376
o

o

1 361
1 4 3

1 2
256
36

6 5 1 0

t1988)  5436
296

2o47
''l 
ouru

6a

1 4 3

o
2A

3630
1 r 9 5 3

65
1 6 1 5

3 7 2
o

1 9

162
43000

1 4

494
1 6 9

1 2

a5765
36
32
60

4A
1753

244
341 6
21 68

1 0 2 7
I
o

1 8

I
36
o

9799
30a96

o
143
349

o

o

7221
o



Country/Area

Dai ly per capita

calor ie avai labi l i tv

exceeds 2 5OO oalor ies

Daily per c6pit€
prolern suppry

exceeds 70 orams

Americah Samoa

Austral ia

Brunei Darussalam

Cambodia

China, PR of

Cook ls landB

Fiji

French Polyneeia

Guam

Hong Kong

Japan

Kiribati

Korea, Republ ic of

Lao PDR

Macao

Malay6ia

Marshal l  l6 land6

Micronesia

Nauru

New C6l6donia

New Zealand

Niue

Northern Marianas

Palau

Papua New Guinea

Phi l ippines

Samoa

Singaporo

Solomon ls lands

Tokelau

Tonga

Tuvalu

Vanuatu

Viet Nam

Wallis and Futuna

(1 987-88)
(1 9901

(1 990)
(1 990)
(1  988)
(1 990)

(1  988)
(1  987)

(1  989)
(1  985)

(1  988)

3  1 0 0
2 900

2 4Aa
>2 500

2 577
3 500

3 402
2 053

2 470

z'5cs

^ ' : ^  ^

g gso

2 247
't 750
3 983
2 922

z)so

2 546

I 943

(1  989)

(1 990)

(1  988)
(9e71
(1  988)
(1  983)

(1 990)

{1  985}
(1  990)

(1 987-881
(1 990)

(1 990)
(1 990t
(1 gSSt

(1 990)

(1  988t
(1  987)

{ 1 9 8 9 )

{1  985)

{1  988)

100.5
80"o

66.8
>70.o

160.0

99-O

e; .e
47 "7

(1 989)

(1  990)

(1  988)
(1  987)
(1  988)

{ 1 9 8 3 )

(1 990)

(1  9851
(1 990t

97.O

80.9

+s.e
49.7
96.0
7 1 . e

>70 's

68.4
<70.o



SELECTED FAMILY HEALTH INDICATORS

Information not evei leble

Country/Ar€ Maternal moftality rate
(pei I  O OOO l ive bir thel

Annusl populat ion

growth rste l%)

Americen Samoa

Australia

Brunei Darussalam

Csmbodia

China, PR ot

Cook lslands

Fi j i

French Polyn6ia

Guam

Hong Kong

Japan

Kir ibat i

Kor€, Republic of

Lao PDR

Mscao

Malsysie

Marshall lslande

Micron€ia

Nauru

Nil C€ledonis

Nw Z@land

Niue

Northefn Marianaa

Palau

P€pus Nil Guine

Phi l ippin€

Samoa

Singapore

Solomon lslsnds

Tokelau

Tonga

Twalu

Vanuetu

Viet Nem

Wallie snd Futuna

t r  99r  )
(1 989)

tr 990)

{1  988)

{ r  989)

{ r  989)
{1 989}

t1  989)
{ r  989}
{1 990}

{1  989)

{ r  9 9 1 )

(1  989)
{1  988)

{ r  989)

{1  988)
(1  988)

(1990)

{1  990)
{1  986-89)

{1  9891
{1  990)

{1  990)
{r 988)

(1 979-88)
{r 990)

{1  990}
(1  990)

{1  989)

tr 9901

o.oo
o.62
o.oo

4.94

22.O4

90.oo
1 . 9 0

o-60
o.80

to.oo
3.OO

30.oo

2.OO
o.20

l5 .oo

o - 1 6
o.90

4.40
o.oo

l50.oo
a.oo
4.34
o.78
3.OO

o.oo
30.oo
43.48
o.70

l2 .oo
o.oo

{ r  988}
(r 988-891

{1 990)

(1 988)
(1 990)
(1 989)
(1 990)

{1 989)

{1 988)
{1990)
(r 989)
(1 989)

(r 989)
(1 990)

(1 973-89)

(1 990)
(1 989)
tr 988)

{1 946-90i

tr 990t

{1 988)
(1 989)
. (1986)
(r 989)
(r 99Ol
{1 988)
lr 99o)
(1 99O)
ll 989)

lr 989)

1 . 9 0
1 . 6 0
3.OO

1 . 2 0
> t .oo

1.OO
2.28

1.40
o.40
2 . 1 0
1 . O 7
2.97

2.30
4 . 1 0
2.AO

2-OO
o.a2
-o.20

1 . 7 0
2.20
2.30
o.40
1 . 3 0
s .20
1 . 2 0
1 . 9 7
1 . 6 0
2.AO
2.25



r97

rABLE ,IO. EXTENT OF COMMUNITY INVOLVEMENT FOR NINE COUNTRTES

a/ In areas under strengthening Di6tr ict  He€lth System
bl Apryoyjmately 42c% ot heatth expenditures;n 1gg9 came from oxtern€l aid
c/ Each commune oi  5 OOO populat ion contr ibutes US$1 l9 ro US$1 2g5.
. , ,  InJormation not avai lable

Country/A.ea
96 of local communities

with voluntarv end formal

community organizations

96 of community contributions
in cash and in kind to

health or health'related action

Japan

Kir ib€t i

Korea, Republ ic oJ

Lao PoR

Malaysia

Philippines

Samoa

Tuvalu

Vi6t Nam

1 9 8 8 )  9 1 . O
1988)  95 .O
1 9 9 0 '  1 3 . O
1991)  9O.Oa/
1988)  100.0
1990) 9a"o
r 9 9 l )  1 0 0 . 0
1990)  100.0
1990)  97"O

(  1 .991)

(1 9901
( 1 990)

55.obt

100.o
cl
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This is essentially an indetc of the regional evaluation, the ftrst part of this volume.
References to the evaluation by country/area (secondpaft of the-volime) have however been
included where they ntay be found useful.

Page numbers of the main enties are in bold type.

Accidentg 22,23, U,33,35, 43, 44, 49, 51, 54, 60,
6t, 65, 96, 114, 119, llg, 124, 127, L43, t50,
l5g,162

Aging of populations, 33
health ofthe elderly, L49

Agriculture, 6, 48, 54, 57, 64, 65,83, 91, 105, 11g,
132, I37, t44,154,163, I70,173, 195

Alcohol abuse, 23, 24,53,73,99
American Samoa, 12, 4l-44, 63
Appropriate technolory, 168
ASEAN,95,137
Asian Dwelopment Bank, 2L
Association of South-East Asian Nations,

see ASEAN
Australia, 6, 7, 9, !!, 12, 13, 18, 19, ?n, 24,

45-50,67, 110, 159

Banking Agencies
see also Asian Development Bank; World
Bank

Birth weight, 49,60,78,81, 85, 101, 709,1L4, 167
Breast-feeding and breast-milk substitutes, 24, 53
Brunei Darussalam, 5l-S5, 91

Calorie supplS 8
Children, see Breast-feeding and breast-milk

substitutes; Disability; Immunization,
expanded programme;

China, 6, 7,10, II,13, 15, 18, 19,24,25,,2i,2.7,
56-62,87,779

Community involvement/paft icipation, L0, 13, 17,
42,47,53,64, 69, 90, 94, g6, gg, 93, 94, 100,
704, 105,106, 109, 772, 117, L22, 125, 126,
130, 133, 136, 1.45, 146,.j,5r,156, 160, 161,
165, 168, 170, t75,179, 1g1, 186

Constraints, 20, 32, 90, 758, 174, 1g2
Cook Islands, 26,63-66, 116,
Coordination, 9, ll, 14, 18, 20, 2I, 2,6, 27, 2f., 41,

47, 52, 59,',70, 9I, 92, 93, g4, 95, 103, 12r,
I?3, I30, L42, I50,151, 158, 165, 166,170,
180

Deafh, causes of , see underMortality
statistics

Decentralization, 12, 18, 19, 31, 34, 37, 6j, 69, 69,
76, 100, 135, 136, 139

Decision-making, 8, 1 1, 12, 27, 28, 29, 34, 35, 36,
51, 95,, 1.03, L26, 129, 136, 164, 165

Demographic trends, 6
Dependency ratio,T
Diabetes mellitug 44, 54, Il8, I27,147, I4g, 162
Disability, 22,2j, 33, 42, 48, 50
Disease patterns, 62, 133

Economic and Social Commission for
Asia and the Pacific, see ESCAp

Education, general
health education, see under that heading,
literacy rate,163,167
training of health workcrs,

see underManpower
Equitable distribution, 15, 64, j4, 94, gL, LZ6, I30,

146, 767, 1.70
Essential drugs, 15, 44,52,101., 167, IgZ. Ig6
ESCAP,81,
Evaluation see Monitoring and evaluation
Federated States ofMicronesia, 9g, 103-106, 123
Fiji, 6, g, 10, rr, 12, 13, 16, lg, 79,20,27,67_77,

1.L7, L63,169, 185
Filariasis, 147



202 INDEX

French Po$nesia, 63, 72-73
Global stratery, see under Health far

all by the year 2000
Gross national/domestic product, 51, 53, 7 4, 79,

91,98,  110,154
Guam, 98, L20, t23

Health care delivery, I7,46,90,98, 99, 100, 111,
r2t, t?5, L40, 164

Health education, 8,42,63,69, 80, 100, 1,02, I04,
107, t29, 139, I49, 150, 151, L53, 155, 160,
t6r, 167, 168, 170, 175, 185

Health for all by the year 2000, 3, 47, 57, 62,92,
93, 103, 110, 115, 163, 168, \76
monitoring of strategies, see

unde r Monitoring and erraluation
Health personnel, see Manpower

Health sendces, see Coverage by health
care; Equitable distribution; Financing of
health sector; Health for all by the year
2000; Health systems in individual
countries/areas; Primary health care

Health status, 5, 22, ?3, 32, 33, 43, 45, 48, 49, 5"1-,
54, 55, 59, 61, 65, 69, 73, 77, 9L, 92, 95, gg,

94, 95, 96, 97, tOl, 105, 107, 108, 109, 111,
II2, L14,115, 118, I22, !?3,126, 127, 132,
133, 138, 142, I43, 147, I52, 153, 159, 161,
L67, t1I, t77, l8Z, 183, 196

Hong Kong, 6, 7, 24, 74-78
Hospitals, 12, 46, 52, 7 A, 73, 7 6, 79, 81, 91, 95, 100,

105, 108, 109, 111, t37, l4l, 143, 147 , 150,
lsL, r52,160, L74

Immunization, expanded programme, 23, 24, 60,
147

Infant mortality, 7, 22, 32, 43, 49, 54, 60, 65, 69,
72, 73, 74, 77, 8L, 85, 96, 101, L06, r0g, 1,14,
123, 127, 131, 138, 742, I47, t52, 16r, t67,
t 71 ,L77 ,183 ,186

Information exchange, 14, 36

Information qystems, 31, 35, 37, I2I, 145
Insurance, medical, 58, 88, 137, 142
Japan,6,7,U,79-82,96

Kiribati, 9, 10, 11, 12, 13,18,24,'26,83-86,98, 169
Korea, Republic of, 6, 7,9,ll, t2, L5,1,6, 18, 19,

27, L40-r43

Lao People's Democratic Republic, 10, 11, 12, 18,
'2.5,87-90, 179

Legislation, 13, 14, 3'1, 52, 56, 57, 58, 7 4, 77, t0l,
LA, L51., t52, t79

Life expectan cy, 22, 48, 49, 54, 60, 65, 7 3, 7 4, 77,
81, 85, 89, 90, 96, 101, L06, 109, lr4, 138,
1,42, L47, 1.63, t67 , r7L, 184

Literacy rcte, 163, 16'7

Malaria, 14,20,34,88, 89, 90, 109,132, I53,1,5'1,
158, 175, 176, 177, 1,82

Malaysia, 6, 9, ll, 12, 13, 15, 16, 18, 1 9, 20, 26, 27,
9r-97

Malnutrition, 9, L5,22, ?3,25,33, 42, 48, 60,61,
63, 73, 84, 85, 90, 99, t32, L47, 162, 183, i18,
L29, 732, 1.37, 147, 1"49, t56, 758, 165, 166,
168,170, 181, 182, 183

Manpower, 19, 42, 43, 57 , 58,76,83, 84, 85, 86, 93,
94,96,97,98,99, l-00, 102, 103, 117, 118,
I22,123,124,126, I27, 1?A, I32, t35, t36,
138, 139, r40, 141., 146, 150, $t, 157, L59,
16I, I70, \71, L74,195

Mariana Islands, Commonwealth of the
Northern, 120-124

Marshall Islands, Republic of 98-102
Maternal mortality, ?3,77, 106, I38, 147 , t67
Mental health, 50, l2I, I49
Micronesia, Federated States of, 4'l-,43,98,

103-106, r23.r25
Migration,6,8
Monitoring and evaluation , 3, 4, 10, 11., 17, 52, 67,

'75,76,83,84,86, 103, 135, 161, 178,180
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Monitoring and evaluation of health-for-all
strategies, 3

Morbidity patterns, 141
Mortality statistics, 108

New Caledonia, ?7 , 107 -109, 173, 186
New Zealand, I0, t2, 13, t4, 19,21,25, 67,

110-115, 118, 160
Niue, 116-119
Nurses, 19, 4I, 43, 44, 52, 53, 64, 65, 7 0, 72, 77, 80,

84,85,94,100, 117, 125, L36, L4l,145,146,
156,157,160, 165, 167, r70, L74,176

Nutrition, see also Malnutrition

Palau, Republic of , I?3,125-127
Papua New Guinea, 6, 1I,21,128-133,154
Philippineq 1.I, 12, 13, t7, 19, 21,, ?5, 27, 28,

ui4-139
Policies and strategies, see underHealth for all by

the year 2000
Population growth and distribution, see

Demographic trends
Primary health care, 8, 10, 11, 15, L620,41,42,43,

44, 46, 47. 49, 5I, 52, 53, 54, 56, 57, 58, 59,
61, 64, 65, 69, 72, 74, 7 5, 76, 77, 79, 94, 95,
86,97,  gg,  gg,90,91,  92,93,94,  gg,  gg,100,

103, 104, 105, L13, !1,4, I2l, I22, l?3, !25,
126, I29, 131, 135, 136, l4I, 142, 145, 155,
156, 160, 162,1,63,164, 166, 167, t6g,170,
I73, I74, I75, 176, I77,190,78L, Ig2

Quality of care, 8, 15, 16, 78,125,140,172, I82
Quality of services, Ill, I25

Refugees, T '

Regional Committee for the Western Pacific,
relevant tesolutions. 3

Rehabilitation. 76
Republic of Korea, seeKorea, Republic of

Reporting rystems, 15
Research, 9, 14, 20, 68, 72, 79, 95, L37, 139, I42,

t45, 164,169
Risk groups,31, 49
Road traffic accrdents, 24

Samoa, American, L2, 4t-44
Sanitation, see Water supply and sanitation
School health,59,116, 121,, 1,68
Self-reliance, 9, 10, 18, 85, 98, 99, I39,164
Singapore, 6,'7, 9, 12, 13, 16, 17, I8, 20, 27, 91,, 96,

149-r53
Social justice, 8, 9, 48, 85, 134
Solomon Islands, 9, lI, 12, 13, 18, 19, 20,26, 128,

154-159. 169.173
South Pacific, 6, 7, L3, 19, 29, 144, L63, 166
Strategies, see underHealth for all

by the year 2000
Supervision, 19, 57, 59, 72, 88, Lll, 158, 164, 17 5
Supplies and equipment, 145, 181

Targeting, 31, 33,34, 49, 135
Technolory, see Appropriate technologr
Tokelau, 160-L62
Tonga, 9, 12, 13, 18, 19, 20, 26, 116, 163-168
Trade,6,89
Traditional medicine, 140
Training, s e e un d e r Manp ow er
Training institutions, 166
Tuvalu. I69-L72.I85

UNDP, 59, 11g, 166
I.INFPA,158
I-INICEF,59
United Nations, 64, 88, 11.7, 118
Urbanization, 6, 32,72, 73, 98, IU, L42

Vanuatu, 12, 13, 26, 107, 173-178
Viet Nam, 6, lI, 12,13, 18, 19, 20, L79-184
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Wallis and Futuna, 185-186
Waste disposal, 43, 66, t0s
Water supply and sanitation, ?5,2'7,29, 65, 66,72,

L57, 16l,162, 168, L75, Lgz

Western medicine, 58
WHO collaboration. 14. 53
World Bank, 21, 59
World Health Assembly, relwant

resolutions. 3. 56
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