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reflect the policies of the World Health Organization. 
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SUMMARY OF FINDINGS AND CONCLUSIONS 

The regional workshop on planning and design of district 
hospitals in support of primary health care held in Seoul and 
Kyungju, Republic of Korea, from 24 August to 1 September 1988 
reviewed the situation in the Member States since the first 
regional workshop on health facility planning and development held 
in Tokyo, Japan in October 1986. The changing role of district 
hospitals in support of primary health care was discussed in 
detail. This brought to light various new factors and concepts 
for the planning and designing of new health facilities, 
particularly district-level hospitals. 

The traditional concept of a hospital is generally curative 
and rehabilitative, providing medical service only to individual 
patients. The responsibility for dealing with the community as a 
whole was usually entrusted to separate public health 
organizations and other local health services. 

After the Alma Ata Declaration of Health for All by the Year 
2000 through the primary health care approach adopted in 1978, it 
was felt that it was time that the role of district hospitals was 
redefined to take care of some of the functions of the primary 
health care approach directly, in addition to its traditional role 
of patient care. The hospital, particularly at the district 
level, is now viewed as an integral component of the district 
health systems as a whole, taking up the new expanded role 
mentioned above. 

In the new concept, the district hospital has the 
responsibility not only of providing medical service for 
individual patients but also service to the community as a whole. 
In the discharge of its new functions, the district hospital 
therefore should take care of promotional, curative, 
rehabilitative, educational and training aspects of health 
services. 

Since the district hospital is one of the many supporting 
health facilities in the district health system, the planning and 
design of the hospitals has to consider all available facilities 
at the district level. 

As a first step, the existing system must be geared to the 
primary health care concept, to include a full understanding of it 
by the planning team itself, in the context of the national 
development plan. In the same context, the health facility 
planner has also to take responsibility for the needs of the 
community. 



- ii -

Community participation can be instituted in the form of a 
community representative group in the planning body, which is a 
multi-sectoral and multi-disciplinary body. To complement this, 
the community must be informed of the intentions of the planning 
body through mass media and direct discussions. It is therefore 
necessary to expand the role of the health facility planner in the 
implementation of primary health care. 

After thorough discussions during the workshop, the 
participants were of the view that there is a need to provide some 
preliminary guidelines for health facility planners in the Member 
States to enable them to develop the district hospitals in 
accordance with the changing concept as described above. It was 
therefore agreed to outline some of the items for consideration as 
guidance to the health facilities planning team in the Member 
States of the Region as below. 

2. General guidelines 

2.1 Functions 

The district hospital has the following functions: 

(1) It serves as the focal point of the district health 
system. As such, it receives all health problems referred from 
the primary health care complex except those that require 
specialized care at higher levels. 

(2) It provides wide-ranging technical and administrative 
support as well as education and training for the primary health 
care complex. 

(3) It plays varied roles to provide an effective and 
affordable health care service for a defined population with the 
full participation of the people and the full cooperation of other 
relevant agencies in the district. 

2.2 Needs/requirements 

In relation to the functions of the district hospitals as 
outlined in 2.1 above, health facility planners should take into 
consideration the following points in the process of planning and 
designing these facilities. In view of its functional, physical 
and socio-cultural requirements, the hospital should: 

(1) cover all the functions assigned to it as the district 
hospital; 

(2) have a performance-oriented interrelationship of all its 
functional units; 
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(j) take into consideration the availAblli~f nf apptbptlate 
medical, electrical and mechanical equipment as well as 
staffing; 

(4) provide for traditional social values and environments 
acceptable to the community; 

(5) be easily accessible to the community; 

(6) be able to withstand natural calamities such as 
earthquakes, typhoons, floods, etc. 

(7) take into account socio-cultural factors reflecting the 
people's aspirations and values which must be 
incorporated in the hospital design. 

2.) Constraints/opportunities 

The planning and design of the district hospital in support 
of primary health care can be hindered by constraints or helped by 
opportunities presented by the following: 

(1) Physical setting 

- site, 
- location, 
- geographical factors, 
- resource mobilization. 

(2) Resources 

- people, 
- materials, 
- technologies, 
- information, 
- communications. 

(3) Socio-cultural considerations 

- religion, 
- traditions, 
- aspirations. 

(4) Political considerations 

- national health policies, 
- development plans, 
- legislation, 
- by-laws. 
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(5) Economic situation 

- general economic situation of the coUntry 
and the district. 

(6) Organizations 

- the department or ministry in charge of health, 
- related teaching institution, 
- other government agencies. 

2.4 Technology transfer 

In spite of the rapid development in technology, it is not 
always readily absorbed by users, whether transferred vertically 
or horizontally. At times, technology transfer is not acceptable 
to users because it does not fit into the existing system or meet 
actual needs. 

The horizontal technology transfer among countries of the 
same level and condition can complement vertical technology 
transfer and at the same time enhance local technology 
innovations. 

Constraints such as existing political structures can be 
converted into opportunities by directing political initiatives to 
fit into the existing health programmes. 

2.5 Strategy 

Several strategies can be looked into or considered: 

(1) as a design strategy, including: 

- building forms, 

flexibility, expansion, conversion, renovation 
and upgrading, 

- environmental control by means of passive/active 
methods, 

- traffic flow and movement patterns, 

- material and equipment requiring least 
maintenance; 
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(2) as a general approach, including: 

- multi-sectoral and multi-disciplinary action, 

- planning teams, 

- community participation, 

- networking both for human and material resources, 

- human resource training. 

2.6 Development control planning 

At the development control planning stage, all the 
requirements should be integrated bearing in mind the constraints, 
the priorities and the strategies defined during the planning 
process. At this stage of matching requirements against 
constraints where compromises and trade-offs are necessary, the 
extended role and function of district hospitals in the context of 
primary health care must be ensured. 

The designer should use all information gathered to draft a 
document outlining the design programme or brief. 

2.7 Project implementation document 

At the stage of producing the project implementation 
documents, the integration of the following fields of work, 
specification and quantity suveying is essential. 

• architectural 
• structural 
• electrical 
• mechanical 

A good understanding of the local construction situation is 
needed, including the availability of labour, materials and 
equipment and the kinds of organization used. 

2.8 Project implementation 

During construction, supervision is essential, especially for 
quality control and the avoidance of time/cost over-runs. 

The involvement of the community, not only in the planning 
stages but also in the building, may be helpful to make these 
facilities acceptable and accessible. 
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2.9 Commissioning 

All physical facilities, including medical, electrical and 
mechanical equipment, should be in place and operational. 
Staffing, trial runs and other prerequisites for commissioning 
must be completed. 

2.10 Maintenance 

(1) Planned and preventive maintenance programmes both for 
the physical plant and biomedical equipment are necessary. 

(2) An adequate budget must be made for preventive 
maintenance, with due consideration of the existing norms for 
maintenance budgets. 

(3) Training is necessary for equipment operators and 
physical plant personnel. 

2.11 Monitoring and evaluation 

Performance evaluation and monitoring of the facilities is 
needed periodically for renovation, upgrading or expansion. 



1. BACKGROUND INFORMATION AND RATIONALE 

In recent years, health facilities, parti~ularly the distriot 
hospita~s, ha~e assumed greater importance and responsibility in 
support~ng pr~mary health care to achieve the goal of health for 
all.bY the year 2?OO. Lack.of national capabilities in planning, 
des~gn, construct~on and ma~ntenance of these facilities to meet 
the needs of the primary health care and community health 
services is a major constraint. 

A multidisciplinary and integrated-programme approach is 
generally lacking in the planning and deSign of these facilities. 
In most cases, it has been observed that the facilities: 

(1) failed to meet the needs of the community and the 
community health services; 

(2) failed to meet the basic technical requirements; 

(3) failed to make optimal use of space; 

(4) left no room for future expansion; 

(5) were not designed with disaster preparedness in view; 

(6) did not make use of local resource and materials; 

(7) failed to apply the new technology available. 

As a first step towards improving the situation, WHO 
organized a Regional Workshop on Health Facilities Planning and 
Development in Tokyo from 13 to 17 October 1986, in collaboration 
with the National Institute of Hospital Administration, Tokyo, 
Japan. The workshop clarified the existing situation, the current 
problems and the future directions of health facility planning and 
development. It was felt that training of health facility 
planners and engineers in planning and adopting appropriate 
technology for health facilities especially for the district 
hospital, was important if the hospital was to perform a support 
function for primary health care. This added function is not to 
supplant primary health care but to establish a hospital-primary 
health care relationship that assures good clinical care 
acceptable to people at a cost they can afford. The resulting 
linkage has a two-way flow that accepts patients from primary 
health care facilities and refers them back to these facilities as 
soon as possible with proper information for continued care. 

As a result of the Tokyo workshop, most of the Member States 
showed increasing interest in improving the planning and design of 
health facilities and sought WHO's cooperation in this area. Some 
of the Member States had already initiated action to improve the 
situation through national training courses, consultants, study 
tours and fellowships. The People's Republic of China, for 
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example, had already developed a few models during their national 
workshop in March 1987. The Socialist Republic of Viet Nam had 
drawn up an action plan to improve their situation and similarly 
other Member States are taking numerous steps to achieve 
self-reliance in this field. 

The WHO Bi-Regional Conference on Technology Transfer in 
the Health Field held in Tokyo from 13 to 17 July 1987 discussed 
and recommended promoting technology transfer for adequate 
planning, deSign, construction, maintenance and management of 
health facilities (Annex 1). 

In view of the above, it is felt that continuity should be 
maintained in upgrading national skills and capabilities in the 
planning and design of appropriate health facilities, particularly 
district hospitals, through all technical tools available. The 
Institute of Hospital Services, Seoul National University, a WHO 
Collaborating Centre, agreed to cooperate with WHO to host a 
regional workshop on the planning and design of district hospitals 
in support of primary health care. 

The workshop would lay emphasis on improving the planning and 
design of the district hospitals with their supporting functions 
for primary health care. It was expected that one of the products 
of the workshop would be broad guidelines for future use for 
national training courses. 

2. OBJECTIVES OF THE WORKSHOP 

The objectives of the workshop were: 

!1) To review the present situation of health facility 
plann1ng, design, construction and maintenance in support of 
primary health care; 

. (2) To improve the knowledge of health facility planners and 
eng1neers on planning and using appropriate technology for 
district hospitals; and 

(3) To formulate guidelines for planning and designing 
district hospitals with functions oriented towards primary health 
care. 
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J. ORGANIZATION OF THE WORKSHOP 

3.1 Participants 

Eight participants from various disciplines such as architecture 
engineering and planning from the countries of Fiji, Malaysia, Papua ' 
New Guinea, Philippines, Republic of Korea, Samoa, Tonga and Viet Nam 
participated in this workshop. There were two temporary advisers, one 
from the host country and one from Japan, both of whom happened to be 
from WHO collaborating centres. There was one observer from Indonesia. 
In addition, special advisers were provided by the Institute of 
Hospital Services (Annex 2). 

3.2 Agenda 

3.2.1 Opening ceremonies 

The workshop was officially opened at 9:20 a.m., Wednesday, 
24 August 1988. The agenda is attached as Annex 3. 

Dr Yong Chal Han, Director-General of the Seoul National 
University of Hospital, welcomed the WHO officials and staff and the 
participants from the different countries to the workshop. 

He stressed the urgency of the task of establishing a strategy for 
national hospital planning and design in the Western Pacific Region to 
meet the demands for adequate medical service in a rapidly changing 
world. 

Professor Kwangmoon Kim, Chairman of the Korea Hospital Architect 
Research Group, in his congratulatory speech, mentioned the rapid 
dev~lopment in this field in the past decade and the need to strengthen 
the capabilities of the hospital planners. 

Dr E. Hyock Kwon, the Honourable Minister of Health and Social 
Affairs, in his address, congratulated the organizers and welcomed the 
participants from various countries to address problems in hospital 
planning and design in support of primary health care. He further 
stated that the n w role of district hospital to support primary healtb 
care is of paramount importance to achieve the goal of health for all 
by the year 2000. 

On behalf of WHO, Dr J. Bertaux, WHO Representative in Seoul, 
delivered the opening address (Annex 4). He welcomed the participants 
and thanked the Government of the Republic of Korea for hosting the 
workshop. In view of the magnitude of existing problems related to the 
provision of health facilities, he encouraged the Member States to 
improve their capabilities in the planning and design of health 
facilities, specifically with functions supportive of primary health 
care, in order to attain the objective of health for all by the year 
2000. 
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3.2.2 Special Lectures 

Seven special lectures were delivered during the workshop. 

In his paper entitled "New Health Facility Planning" 
(Annex 5), Dr Yasushi Nagasawa reviewed the WHO activities on 
health facility planning under three main headings, namely: 
(1) Conference/workshop/training Courses, (2) Consultantship in 
China, and (3) WHO fellowship/study tours. He emphasized the 
importance of the above in fostering international cooperation in 
health care facility planning and in effecting technology 
transfers. 

Dr C.T. Palmer discussed primary health care as a basis for 
health system in his paper entitled, "Health Systems Development" 
(Annex 6). He presented the different elements of primary health 
care as a structure, as a service and as an approach, and their 
possible implications on health facility planning and design. 

Mr Karam Chand, in his paper, "Regional Situation of Health 
Facili ty Planning and Development" (Annex 7), reviewed the 
observed shortcomings of health facilities provision throughout 
the Western Pacific Region. He presented the WHO/WPRO strategy 
for developing programmes to deal with the situation. This 
included the creation of a long-term health facility post at the 
WHO Regional Office, regional/national training courses, and 
workshops and seminars. The aim was to increase national 
self-reliance in health facility planning and design and to 
catalyse the flow of technology between countries. 

The paper, "Role of Hospitals at the First Referral Level in 
Support of Primary Health Care" by Dr Young Soo Shin (Annex 8), 
discussed the integration of hospital and primary health care 
functions as a prerequisite for wider coverage of health 
resources. He enumerated the principles on which hospitals should 
base their functional change and ways to effect such a change, in 
order to perform their role of receiving first referrals in 
support of primary health care. 

The paper, "An Overview of Hospital Planning and Design in 
the Primary Health Care Approach" by Mrs Prosperidad de la 
Cruz-Luis (Annex 9), discussed the implications of the primary 
health care approach in the planning and design processes for 
hospitals. She presented the merits and demerits of centralized 
and decentralized systems of health facility provision and of the 
different levels of standardization. 

Her lecture, "General Principles in Hospital Planning and 
Design" (Annex 10) discussed the multi-disciplinary team 
approach for planning and presented some basic principles in 
designing hospitals. 
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Professor Yongik Kim's paper, "The Role of H08pitals at the 
~irst Referral Level for Attaining Health for All t1 • (Annex 11) 18 
a comparative study ot the health systems of some Member States of 
WPRO. It presented conceptual models to present an overall 
picture of the current role of hospitals at the first referral 
level in support of primary health care and likewise produced 
normative models for such a role. 

).2.3 Country presentations 

The proceedings started 
around the conference table. 
following office bearers: 

with everyone introducing themselves 
The participants then elected the 

Chairman 
Rapporteur -

Mr Rore Rikis (Papua New Guinea), and 
Mr Luis Ferrer (Philippines). 

Eight participating countries described their country 
situations with regard to health facilities. Each presentation 
was illustrated with slides and/or a film on two case studies, 
each of a district hospital and a health centre. They focused on 
their functions, use of space, sanitary conditions, equipment 
provision and maintenance, building materials and other facility
related matters. 

The summaries of these country papers are found in Section 4 
and the country papers are found at Annexes 12 to 19. 

3.2.4 Discussions 

There were various opportunities for spontaneous deliberation 
on issues among participants and resource persons. 

PartiCipants and resource persons clarified data, reacted and 
raised issues after each country presentation. Discussions on 
these issues continued during the panel sessions. The details of 
these discussions are found in Section 5.1 of this report. 

Group work was held in a free discussion format, but with 
each group focusing on a given topic relevant to the objectives of 
the workshop. The details of these discussions are found in 
Section 5.2 of this report. 

3.2.5 Site Visits 

Four health facilities were visited: 

3.2.5.1 Medical facility for the twenty-fourth Olympiad 

The 40-bed medical facility for the Olympic Games has the 
basic function of pre-games tests and examinations and temporary 
medical care. As the network of hospitals in the metropolitan 
area have opened their facilities for referral, no heavy medical 
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equipment was installed. The building is an example of high 
convertibility in design, as it is planned to become the primary 
school for the future community of 5000 families in the adjoining 
residential zone temporarily used to billet the Olympic Games 
athletes. 

3.2.5.2 The Seoul National University Hospital 

The Seoul National University Hospital is a corporate entity 
with a threefold function: patient care, education and research. 
Built on a site of 81 662 m2, the hospital has an area of 
119 018 m2 and a total capacity of 1 600 beds, 300 of which are 
for children. Patient care is undertaken by the Clinical Service 
Department of 20 clinical specializations, in a team approach 
involving all faculty members, fellows, interns and students in 
carrying out the functions of research and training as well. 

The hospital was the host institution for the workshop. It 
extended full use of its seminar facilities and staff support and 
hospitality through its Institute of Hospital Services. The 
Institute is a WHO collaborating centre for research, training and 
information on the development and improvement of hospital 
services. 

3.2.5.3 Youngcheon St. Peter's Hospital 

The Youngcheon St. Peter's Hospital was visited as an example 
of a district hospital in a typically Korean rural setting. It 
was opened in 1983 with an original bed capacity of 80, built on 
soft loans to a private entity facilitated and encouraged by the 
government. It has since expanded to 120 beds and further 
expansion to 150 and ultimately to 300 beds is foreseen in the 
near future. 

The hospital has three storeys and a basement with a total 
floor area of 4 620 square meters. It stands on a site of 9 240 
square meters. Its service catchment is estimated at 250 000 
people and its staff of about 110 provides service for 9 
specializations. A nurse and a clerk from the staff has been 
specifically assigned to perform primary health care functions. 

3.2.5.4 Wolsung-gun (District) Health Centre 

Wolsung-gun (District) Health Centre is part of a network of 
health facilities providing primary health care to the rural 
community of Wolsung-gun county. The centre has a staff 
compliment of 31 to include four doctors and ten nurses and has 
four automobiles which are used for vector control. The primary 
health care functions performed by the centre include maternal and 
child health, family planning and preventive health. The 
community health practitioners programme extends to primary health 
care at the grass-roots level through the aSSignment of these 
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practitioner!:! to.rtliin health posts after a six~month training 
prdj~am~~1 Midwives perform ~eliveries in thl HdmGI rd~ whidh 118 
have been reported in the eurrent tear 1988. 

3.2.6 Group work 

Two groups for in-depth discussions covering two different topics 
"Health facility planning and appropriate technology" and "Guidelines 
and standards" were formed. Group A consisted of Malaysia, Papua New 
Guinea, Tonga and Viet Nam, while Group S was Fiji, Philippines, 
Republic of Korea and Samoa. The observer from Indonesia, Dr Suwama, 
joined Group A. The resource persons for Group A were 
Dr C.T. Palmer, Mrs P. Luis (consultant) and HI' U. Ryu, and for Group 
S, were Dr Y. Shin, Dr Y. Nagasawa and HI' Karam Chand. 

The discussion took place for two days and the outcome was 
consolidated in the form of guidelines and presented to the Plenary 
Session. 

3.2.7 Plenary and closing ceremonies 

The plenary session and closing ceremonies of the workshop were held 
at the Institute of Hospital Services in Seoul on 1 September 1988. 

The Chairman, HI' Rore Rikis, read the summary of findings and 
conclusions (see Section A of this report) and called for comments and 
reactions from the participants. After brief discussions on some 
points, the summary of findings and conclusions qS presented was 
approved with a proviso that the secretariat would prepare the 
detailed report leading to these conclusions and circulate it to all 
concerned as soon as possible. 

After the summary of the report was adopted, Dr Yang Chol Han, 
Director-General, Seoul National University Hospital, Dr Young Soo Shin, 
Mr Rikki's and Dr Sertaux, the WHO Representative, Seoul, briefly 
addressed the participants and expressed satisfaction in the outcome 
of the workshop in the form of guidelines for the health facilities 
planning teams in the Member States. 

The workshop was formally closed at 1200 noon on Thursday, 
1 September 1988. 

4. SUMMARY OF COUNTRY PRESENTATIONS 

4.1 Fiji 

Fiji, a collection of 322 islands with a land mass of 18 333 km. 
has a population of 715 000 and enjoys a tropical maritime climate. 

The delivery of health care in Fiji is the responsibility of the 
Ministry of Health and its Permanent Secretary with his staff help to 
implement the health policies. For administrative purposes, the 
country is divided into four divisions, central, eastern, western and 
northern. 
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The health centres and nursing stations provide for primary 
health care in the form of preventive and limited curative 
services to the people. The Ministry of Works designs, builds and 
maintains these buildings. They are usually timber constructions 
in the rural and outlying areas. They are resistant to hurricanes 
and earthquakes and insist on environmental control for user 
comfort while adopting economical approaches to construction, 
maintenance and running costs. 

4.2 Malaysia 

Currently, Malaysian primary health care is represented by 
the rural health scheme. A two-tier scheme of rural clinics and 
health centres is being planned and implemented. The main 
emphasis of this scheme is on preventive and promotional 
programmes of medicine. A typical model of a main health centre 
is the Mantin type plan. The first unit of this design was built 
in 1982. The services provided in this type of facility are 
outpatient care, family health, dental health, general public 
health, dispensary and rural ambulance. The planning and design 
is being improved to allow flexibility for phased development. A 
typical district hospital at the first referral level to be built 
in Yan District is presented. The hospital will have about 90 
beds initially. The services provided include outpatient, 
accident and emergency, surgery, X-ray, laboratory, blood bank, 
pharmacy, central sterile supplies, laundry, catering, etc. A 
referral system for primary and secondary patient care is in use. 
The planning and design of district hospitals should be improved 
to provide stronger support for primary health care to achieve the 
goal of health for all by the year 2000. 

4.3 Papua New Guinea 

Considerable achievements have been made in the field of 
health in the country since its independence in 1975. However, 
much remains to be done in terms of improving the quality and 
efficiency of eXisting health services and infrastructures. 
Increasing emphasis must be placed on self-reliance, community 
participation in health and development activities and assisting 
all members of the community to prevent illness and to lead a 
healthier lifestyle. 

4.4 Philippines 

In the Philippines, the design and planning of district 
hospitals in support of primary health care has to be seen in the 
context of the vision and mission of the Department of Health and 
the changes it has undergone and instituted through the years. 

The vision of the Department of Health is described as one of 
health as a basic human right, and a continuum of services for 
the enjoyment of that right especially by the poor. Its mission 



- 9 -

is thil\ the "Department lilt Health should \fork to Blalttt ft\jOfIBlftii tlr 
the right to health a ~@ility by promoting the means to better 
health". 

Significant changes in the Department of Health include the 
integration of health and medical units at the field operations 
level, the creation of the Office of Hospitals and Facilities 
Services and the Health Infrastructure Service, the thrust of the 
national hospital development plan and its focus on a nationwide 
hospital network. 

4.5 Republic of Korea 

The paper is composed of three parts: general background, 
health and health services, and health centres and district 
hospitals. In this paper, an attempt is made to describe briefly 
the general health-related environments and to give an overall 
picture of the health care system of the Republic of Korea. 
Finally, the typical health centre and district hospital has been 
described according to the format given by WHO. 

In brief, owing to the rapid development of economy, health 
care services are at a turning point. New financial mechanisms 
for the provision of health care services will lessen the existing 
heavy dependence on the private sector. They will also influence 
the existing health institutions, regardless of their ownership, 
to provide health services in a coordinated way while at the same 
time ensuring the provision of a comprehensive range of 
promotional, curative and rehabilitational health activities for 
the communi ty. 

This change will certainly influence the planning and design 
of district hospitals in the Republic of Korea. 

4.6 Samoa 

The Samoan group of islands lie in the tropics 140 south of 
the equator between longitudes 1680 and 1730 • 

Western Samoa became independent in 1962 after a period of 
administration by New Zealand, a trust territory of the United 
Nations. 

It has a total land area of 1100 square miles with a 
population of 161 039 (1986 estimate) mostly concentrated on the 
two main islands of Upolu and Savaii. 

It is divided into 16 health districts, 10 in Upolu and 6 in 
Savaii. The National Hospital is at the apex of a 3-tiered health 
care delivery system with 7 district hospitals, 9 health centres 
and 14 sub-centres. The improvement in the road network and 
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transportation facilities has greatly contributed to enhancing the 
accessibility of health services nationwide. The active 
participation of the community, especially women's committees, has 
proved to be most successful in strengthening the capabilities of 
the health services at the village level. 

The main problems faced by the health sector are shortage of 
health care personnel, scarce resources, persistent traditional 
attitudes in health service delivery and rising cost of medical 
care. 

The health development budget for 1988-1990 has been 
estimated 7 365 000 Tala (US$3 682 500), of which 6 000 000 Tala 
(US$3 000 000) will be aid funded. 

The main development objectives are: 

(1) To increase the average life expectancy and reduce 
morbidity and mortality rates through a primary health care 
approach and community-based strategies. 

(2) To improve the provision and utilization of health 
services through a referral network. 

(3) To strengthen manpower development and maximize scarce 
resources. 

(4) To promote environmental sanitation. 

The Kingdom of Tonga's seven health districts provide health 
services which can be reached by anyone within one hour. It has 
solved geographical problems but is still experiencing the 
bypassing problem. 

The process of providing health facilities seems to be in 
simply because who is doing what is not clearly defined. The more 
complex the project is the less the user participates in it. Good 
health is everyone's right therefore everyone should participate 
in training and in deSigning health facilities but who is doing 
what should be clearly defined. 

4.8 Viet Nam 

Networks of district health services in Viet Nam depend on 
the administrative structure of the region. At present, there are 
505 district hospitals, 9611 communal health centres and 599 
regional polyclinics, which are placed under the guidance of the 
Ministry of Health and provincial health service. 
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A model district hospital has 100-200 bad. alc~tdihi to its 
population and geographi~al location, and has a rate ot 100 beds 
for 80 000 to 100 000 inhabitants. tt has close relations with 
the regional polyclinics. 

In general, the scale of the communal health centre is 
decided by the population of the commune, which has an average 
population of 2000-6000. It has 10-20 beds and is responsible for 
health management of its population, and care of normal diseases 
and easy delivery cases through the production team's health 
service. 

The district health network in Viet Nam has been going on 
effectively especially since cooperation with WHO and UNICEF 
began. However, at present, shortcomings are still encountered 
which are expected to be the focus of priority projects in 
upgrading, expansion, renovation and general development. 

5. DISCUSSIONS 

5.1 Discussions on countr 
phase 

5.1.1 Overview 

resentations ( roblem identification 

The country presentations brought to light great 
similarities and great disparities in country situations in the 
area of health facility planning and design. However, the 
homogeneity of the group was instrumental in finding the common 
professional concerns about health facility planning, architecture 
and engineering. 

In general, the participants felt confident that they could 
do something about problems within their professional domain. 
However, some problems beyond their control were cited, especially 
in the areas of socio-political structures, international 
technology transfer policies and resource constraints which have 
direct bearings on their work. 

5.1.2 Planning problems 

Several problems related to planning were noted. 
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5.1.2.1 Under-utilization and bypassing of health facilities 

Despite the preparation of comprehensive feasibility st~die~ 
to support long-term national development plans, problems arlse ln 
implementation from various socio-political factors regarding the 
rational area-wide distribution of facilities. This leads to the 
problem of bypassing and under-utilization of health facilities, 
negating principle of maximization of coverages of all available 
health resources. 

5.1.2.2 Dispersed versus concentrated facilities and bed 
provisions 

A great variety of views were expressed on this issue. On 
the one hand, it is necessary for some countries with widely 
dispersed territories to provide for minimum facilities (in some 
cases, at least one bed for each health station in far-flung 
areas). On the other hand, in countries of contiguous land, a 
higher bed-capacity can be attained as catchment areas are bigger. 
Relevant to this situation, a study was cited which showed that 
higher bed capacity hospitals tend to attain a higher percentage 
of bed utilization than smaller hospitals. 

5.1.2.3 High cost of alternative solutions 

Related to the above problem is the decision to adopt 
alternative solutions such as health boats for peninsular 
Situations, aeroplanes for island and mountain situations and 
telecommunication links via satellite. All such alternatives 
require high capital outlays from governments. Linkage from 
central hospital to remote areas remains a problem for most 
countries. 

5.1.2.4 Absence of health infrastructure management system 

Health facility provision in most countries is 
unconsolidated, with responsibilities, authorities and 
accountabilities distributed to various ministries, bureaux and 
agencies. Problems manifest as mismatches in the actual project 
cost and releases, inadequacy of designs of completed facilities 
and the discontinuity of control over projects as responsibility 
shifts from one ministry to another in the stages of 
planning and design on one hand and construction on the other. 
Likewise, the lack of integration of the process into one system 
makes the collection of health information, raw data and feedback 
data for decision making, very difficult. 
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~.1 .2.5 Gaps between technology providers ithd .t!!ili!1PJ.ogY 1l.Otl 

Some participants felt the coordination and collaboration 
between providers and users of technology were inadequate. 
Technology users would like to participate more actively in the 
development of the project from its inception but the following 
situations occur: 

(a) technology users have no local counterpart expertise 
with which providers can negotiate, or 

(b) despite availability of local expertise, foreign 
consultants are engaged. 

The problem was also cited of decisions made at very high 
levels so that direct users at local level find the technology 
provided, whether in the form of buildings or equipment, unsuited 
to their needs. 

5.1.3 Design Problems 

The slide presentations, annotations and discussions brought 
out the following problems in design: 

5.1.3.1 Unplanned and uncontrolled expansion 

The problem emanates mostly from isolated piecemeal expansion 
activities carried out independently of any master plan for growth 
and expansion. In the first place facilities seldom have such a 
plan. The original legibility of design in terms of circulation 
and departmental relationships is blurred by each space and form 
added. 

5.1.3.2 "One-off" design versus standardization 

The level of standardization in design was a bone of 
contention in the discussions. While some countries argued for 
the economy in management of high levels of standardization and 
the modularization of building components, others argued against 
cramping effects of this on functional design. For countries that 
opt for it, like Fiji, modularized design is reinforced by 
definitive schemes in incremental growth of facilities that make 
use of the modules accordingly. However, the scheme has a high 
transport cost in the case of islands. 

5.1.3.3 Low consideration for cultural factors in design 

Cultural factors that have not been fully taken into account 
in design can present problems in space provision. Local users 
modify, convert or completely change space uses to fit their 
requirements. The conflict here is in the role of the architect 
as designer: either he takes the role of final arbiter on 
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people's requirements and needs, in which case he builds 
structures that control and direct human behaviour, or he takes 
the role of translator of human behaviour, in which case he 
generates designs from a careful study of human behavioural 
patterns. 

5.1.3.4 Low infrastructure and equipment maintenance capability 

Planned preventive maintenance is an aspect that is absent in 
the system of management in most countries. This is aggravated by 
two factors, which are: 

(1) lack of personnel trained to undertake such a sustained 
maintenance activity, and 

(2) lack of spare parts for equipment which might have been 
received as a package deal from the provider countries. 

5.1.3.5 Difficulty of defining the district hospital in 
physical terms 

Owing to disparity in their circumstances, the participants 
found it difficult to define the district hospital in physical 
terms at their level of interaction. The preparation of the basic 
space programme for the district hospital with facilities 
supportive of primary health care calls for the following input 
data as prerequisites: 

(1) Calculation to determine catchment area 

Some Member States recognize the catchment area with 
population range of 20 000 to 500 000 population, while others use 
a geography-time relationship (i.e. number of hours it takes to 
cover a distance) to express accessibility based on isochrome 
studies of geographical settings. 

(2) Statement of the basic service to be provided 

Services needed vary from area to area, from urban to rural, 
from industrial to agricultural settings. 

(3) Calculation of the total bed provision and their 
distribution by specialization 

This is dependent on (2) above, but must be undertaken with 
the national target of bed/population ratio in mind. 

(4) Selection of equipment 

As equipment determines and locates the hard zones of the 
building, a selection process of equipment that will support the 
services is likewise necessary, as their specifications have a 
direct bearing on the scale and the form of the building. 
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5, i2 Group. diScUSiii!ilis. . (pz;pblem-sol vinlt J?hal.8) 

5.2.1 Major topics discussed 

The group discussions were on two main areas: 

(1) Health facility planning and appropriate technology, 

(2) Guidelines and standards. 

These were conducted in a problem-solving format to answer 
questions and deal with issues raised in the previous discussion 
phase. 

5.2.2 The planning process 

The following points of view were put forward on planning 
process oriented to a primary health care: 

(1) Existing systems must be geared to the primary health 
care concept. The planning team itself should have a full 
understanding of it in the context of the National Development 
Plan. 

(2) A proper planning and design process is the most 
effective way of achieving economy, acceptability and 
affordability in converting existing facilitiee tnto primary 
health care-oriented ones. 

(3) Community participation can be instituted in the form of 
a community representative group in the planning body which is 
multi-sectoral and multi-disciplinary in composition. To assure 
rapport and communication, the community should be informed of the 
intentions of the planning body through mass media and direct 
discussions. 

(4) The strong role played by the politician in the 
initiation of projects should be integrated into the planning 
process. Regulated by administrative, legal or other forms of 
mechanism, the effects of their intervention can be advantageous 
to the planning process. 

(5) The primary health care programme, if integrated into 
the hospital programme, will eventually be an input in the 
planning and design process for the hospital. 

(6) All professionals in the planning team should be ready 
to assume expanded roles. Architects must expand their concerns 
to include research and planning activities and health facility 
planners must expand their roles to embrace community works as 
well. 
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(7) The organization of the planning process should take 
full cognizance of all possible factors at play. It will be very 
helpful to consider the Guidelines developed in this workshop for 
use of the health facilities planning team in Member States. 

5.2.3 The design process 

The following points were discussed on the implications of 
the primary health care function for design: 

(1) Expansion is needed in the case of hospitals not ready 
to receive primary health care functions within their existing 
space. Conversion, adaptation, renovation and reshuffling of 
spaces are options for others with underutilized spaces available. 
Soft zones of the hospital should be identified and converted into 
flexible multi-functional spaces supporting both primary health 
care functions and other hospital functions. 

(2) The participants strongly supported the view that 
cultural factors should be reflected in design. This however 
should be balanced by the infusion of new technology to bring 
change and progress. The use of local materials, craftsmanship 
and labour produces buildings that the local populace can 
identify with. Making these buildings, which contain activities 
that are central to people's lives involves the community in 
translating the primary health care concept into a human 
reality. 

5.2.4 Equipment maintenance 

The following suggestions were made on how to handle 
equipment maintenance problems: 

(1) A training programme must be established in all 
ministries to develop manpower capable of carrying out planned 
preventive maintenance for biomedical, mechanical and electrical 
systems. 

(2) To assure the adequacy of budgetary allocations for 
maintenance, eXisting norms, which seem to assign inadequate 
budgets for it, 'should be re-examined and re-evaluated to 
establish more realistic figures for planned preventive 
maintenance. 

(3) Quantification and specification of equipment in the 
planning and design stages should match the level of service given 
by the facility. 
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(4) An organized system of hospital equip~efti mtift'8ftlhC8 
and ~epair ~ust be instituted. Some schemes mentioned Werel 

(a) a referral system parallel and equivalent to the 
existing hospital referral system; 

(b) a touring service organized from either national, 
regional or other central levels; 

(5) An effective monitoring system for equipment stock and 
its maintenance status should be instituted. 

(6) A place in which to undertake repair and maintenance 
activities must be included in the space programming during 
design. 

5.2.5 Technology transfer 

A planning team for the technology users should be 
constituted to perform the following functions: 

(1) Collect adequate data to serve as a basis for 
decision-making and establishing user's position; 

(2) Match the user's needs with the provider's available 
technology; 

(3) Check the congruence of existing systems and new 
systems. 

The innovations of local indigenous technology can be 
enhanced by horizontal transfers between countries with the same 
or similar circumstances. 

6. WORKSHOP OUTPUT 

General guidelines for health facilities planning teams 

To sum up the discussions, the participants produced as an 
output the following general guidelines to be considered by health 
facilities planning teams in the Member States of the Region. The 
team should take into consideration these aspects in the process 
of planning and design of district hospitals supportive of primary 
health care. 
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6.1 Functions 

The district hospital functions: 

(1) as the focal point of the district health system and 
receives all levels of health problems referred from the primary 
health care complex, except those that require specialized health 
care at higher levels; 

(2) as provider of wide-ranging technical and administrative 
support as well as education and training for the primary health 
care complex; 

(3) as provider of effective and affordable health care 
service for a defined population with the full participation of 
the people and the full cooperation of other relevant agencies. 

6.2 Needs/requirements 

In relation to the functions of the district hospital, 
the planning team should consider the following: 

6.2.1 Functional consideration 

The hospital should provide for all the functions assigned to 
it. 

6.2.2 Physical consideration 

(1) It should be easily accessible to the community. 

(2) It should provide for traditional social values and 
environments acceptable to the community. 

(3) It should have performance-oriented interrelationship 
of all the functional units. 

(4) Its deSign should take into consideration the 
availability of appropriate medical, electrical and mechanical 
eqUipment. 

(5) Its design should take into consideration the available 
staff. 

(6) It should be able to withstand natural calamities such 
as earthquakes, typhoons, floods, etc. 

6.2.3 Socio-cultural consideration 

Socio-cultural factors reflecting the people's aspirations 
and values must be incorporated in the hospital design. 
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6.3 OdtiStralhts/oppartunities 

The planning team should recognize the effects of 
opportunities and constraints and act on them accordingly, 
especially in the following areas: 

(1) Physical - site, location and geographical factors; 

(2) Economic - general economic situation of the country and the 
district; 

(3) Political - national health policies, development plans, 
legislation; 

(4) Socio-cultural - religion, traditions and people's 
aspirations; 

(5) Organization - department of ministry in charge of 
health, related trading institutions, other government agencies; 

(6) Resources - human, material. technology, information 
and communication. 

6.4 Strategy 

Several strategies can be developed in relation to the 
primary health care support function of the district hospital: 

6.4.1 General approaches, to include among others: 

(1) multi-sectoral and multi-disciplinary approach; 

(2) planning team approach; 

(3) community participation; 

(4) networking for both human and material resource; 

(5) human resource training. 

6.4.2 Design strategies, to include among other things: 

(1) building form. 

(2) flexibility for expansion. conversion. renovation 
and upgrading, 

(3) environmental control through passive/active methods, 

(4) traffic and movement flow, 

(5) use of materials and equipment with minimum 
maintenance requirements. 
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6.5 Development control planning 

At this stage, the following should occur: 

(1) an integration of all the requirements, with 
consideration for given constraints and priorities and strategies 
conceived during the planning process; 

(2) an assurance that in trade-offs at this stage, the 
function of the district hospital in the context of primary 
health care is not compromised. 

6.6 Project implementation document 

At this stage, there should be: 

(1) an integration of several fields of work, including 
architectural, structural, electrical and mechanical work, as well 
as specification writing and quantity surveying; 

(2) an understanding of the local construction situation 
such as availability of labour, materials and equipment, and the 
kind of construction and organization needed. 

6.7 Project implementation 

At this stage, the following are important: 

(1) effective construction supervision; to achieve 
high-quality work and avoid time/cost overruns. 

(2) involvement of the community to make the facilities 
acceptable to them. 

6.8 Commissioning 

The following should be completed, in place or ready for 
use at this stage: 

(1) the physical facility, 

(2) equipment (both medical and electrical/mechanical), 

(3) staff, 

(4) supplies, 

(5) all other prerequisites for commissioning. 
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6.9 l1aintenance 

(1) Planned preventive maintenance programmes both for the 
physical plant and biomedical equipment should be part of the 
planning and design of the district hospital. 

(2) An adequate budget allocation for preventive 
maintenance must be computed using realistic norms. 

(3) Training programmes for equipment operators and 
physical plant personnel should be part of the planning of the 
district hospital. 

6.10 Monitoring and evaluation 

Periodic performance evaluation and monitoring of the 
facilities must be undertaken for renovation, upgrading or 
expansion. 
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ANNEX 1 

RECOMJvlENDATIONS 
WHO BI-REGIONAL CONFERENCE ON TECHNOLOGY TRANSFER 

IN THE HEALTH FIELD 
TOKYO, JAPAN, 13-17 JULY 1987 

In furtherance of the partnership that should be established 
between technology providers, technology users and WHO: 

TechnologY users should: 

(1) establish policies on health facilities providing for 
legislation, standards and by-laws and designed to meet the health 
needs of the population within the framework of overall national health 
policies; the planning of health facilities should be closely 
integrated in national socio-economic development as a whole and 
community involvement should be ensured; 

(2) establish priorities in the health field and allocate 
resources for obtaining the technologies needed, having regard to the 
functions of the health facilities, and especially of district health 
systems; 

(3) set up, either in or outside the government, a multi
disciplinary team with a wide range of technical competence to help 
coordinate the planning, design, construction, maintenance and overall 
management of health facilities at the national and local level; 

(4) design an effective information system for continuously 
asseSSing and analysing the facilities available and mobilizing all the 
internal and external resources required; 

(5) carry out short-term and long-term network planning of 
facilities to be developed in the vertical and horizontal health care 
and medical systems with a view to attaining the goal of health for all 
by the year 2000 on the basis of primary health care; 

(6) improve capacity for research on the planning, design, 
operation and maintenance of health facilities adapted to local 
conditions and able to assimilate and absorb new equipment and 
techniques; 
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(7) establish and encourage training activities enabling 
imported technology to be mastered and adapted, giving support to 
developing domestic technologies and improving management skills; 

(8) devise ways and means of planning, monitoring and 
continuously evaluating the technology ·transferred on the basis of 
cost-benefit analysis and socia-economic advantage to the country; 
and 

(9) set up an effective management system for maintenance of 
health facilities, engineering services and biomedical equipment 
so that the maximum benefit can.be derived from them. 

Technology providers should: 

support countries wishing to absorb new technology or 
modernize existing facilities by: 

(1) financial cooperation through bilateral and/or 
multi-lateral agreements for strengthening national capacities and 
expertise; 

(2) disseminating information through manuals and catalogues 
on new technology translated into all major international 
languages; 

(3) training national staff of user countries in the new 
technologies transferred and/or to be transferred; 

(4) assisting user countries technically and financially to 
prepare models of new technology as an aid to technology transfer; 
and 

(5) providing user countries with continuous technical 
advisory services on the technologies already transferred. 

WHO should: 

(1) designate research and training institutes in provider 
and user countries to establish linkage with WHO collaborating 
centres; 

(2) cooperate with user countries in developing their own 
research centres and disseminating information with a view to 
improving their capacity to absorb the new technology available; 

(3) support manpower training to improve technical and 
management skills for absorbing and utilizing the new 
technologies; 
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(4) promote the transfer of technology for adequate 
planning, design, construction, maintenance and overall management 
through technical cooperation; 

(5) encourage the compilation of comprehensive manuals, the 
drawing-up of guidelines, the design of models, etc. for health 
facility planning, design and construction, coverage to include 
engineering and biomedical equipment; and 

(6) give higher priority to promoting efficient health 
management systems, especially for district health facilities, 
with a view to attaining health for all by the year 2000. 
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1:30 - 1:45 p.m. 

1:45 - 3:00 p.m. 
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AGENDA 

Registration 

Opening ceremony 

- Welcome address by Dr Y.C. Han, Director, 
Seoul National University Hospital 

- Congratulatory address by Professor K.M. Kim, 
President, Korean Hospital Architecture 
Research Group 

- Congratulatory address by Dr E.H. Kwon, 
Minister of Health and Social Affairs 

- Opening address by Dr J.F. Bertaux, WHO 
Representative, on behalf of the Special 
Representative of the Director-General, 
WHO Regional Office for the Western Pacific, 
Manila 

Group photograph and coffee break 

Special lectures 

- Report of previous workshops (Y. Nagasawa) 

- Health system development (C.T. Palmer) 

- Regional situation of health facility 
planning and development (K. Chand) 

- Role of HFRL in support of primary health 
care (Y. Shin) 

- Overview of hospital planning and design 
(P. Cruz-Lui s) 

Lunch 

Introduction of participants and election 
of office bearers· 

Country paper presentation: 2 countries 
(Fiji, Malaysia) 
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3:00 - 3:30 p.m. 

3:30 - 4:45 p.m. 

25 August, Thursday 

26 

9:00 - 10:15 a.m. 

10:15 - 10:45 a.m. 

10:45 - 12:30 p.m. 

12:30 - 2:00 p.m. 

2:00 - 5:30 p.m. 

August, Friday 

9:00 - 10:00 a.m. 

10:00 - 10:30 a.m. 

10:30 - 11:00 a.m. 

12:00 - 1: 30 p.m. 

1:30 - 4:00 p.m. 

27 August, Saturday 

8:45 - 1:30 p.lI. 

1:30 - 2:30 p.m. 

2:30 - 3:30 p.m. 

3:30 - 4:00 p.m. 

5:00 p.m. 
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Coffee break 

Country paper presentation: 2 countries 
(Tonga, Viet Nam) 

Country paper presentation: 2 countries 
(Papua New Guinea, Philippines) 

Coffee break 

Country paper presentation: 2 countries 
(Republic of Korea, Samoa) 

Lunch 

Field visit - medical facilities for the 
Olympic Games 

Panel discussion 
- comments on the country presentations 

Coffee break 

General discussion 

Lunch 

Visit to Seoul National University Hospital 

Travel to Kyungju via Youngcheon 

Visit to Youngcheon St. Peter's Hospital 

Travel from Youngcheon to Kyungju 

Visit to Wolsung-Gun (district) Health Centre 

Arrival at Kyungju Kolon Hotel 
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28 August, Sunday Free 

29 August, Monday 

9:00 - 10:15 a.m. Lecture: District health system analysis 
participating countries (y.r. Kim) 

10:15 - 10:45 a.m. Discussion 

10:45 - 11 : 1 5 a.m. Coffee break 

11 :15 - 12:00 noon Lecture: Hospital planning and design 
(P. Cruz-Luis) 

12:00 - 1: 30 p.m. Lunch 

1:30 - 5:00 p.m. Group work I 

30 August, Tuesday 

9:00- 12:00 noon Group work II 

12:00 - 1:30 p.m. Lunch 

1:30 - 5:00 p.m. Plenary 

- Summary of group works 

31 August, Wednesday 

Whole day travel to Seoul 

September, Thursday 

10:00 - 12:00 noon Plenary and closing ceremony at the 
Institute of Hospital Services, Seoul 

of 
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OPENING ADDRESS BY THE tiHO REPRESEN'fATIVE 
ON BEHALF OF THE SPECIAL REPRESENTATIVE 

OF THE DIRECTOR-GENERAL 

Honourable Minister, 
distinguished participants, ladies and gentlemen, 

ANNEX 4 

I have been asked by Dr S.T. Han, Special Representative of the 
Director-General, to speak on his behalf at this auspicious 
inauguration of the Regional Workshop on Planning and Design of 
District Hospitals in Support of Primary Health Care. In doing so, 
I extend to you a warm welcome to this workshop. 

First, I would like to express my sincere thanks to the 
Government of the Republic of Korea, especially the Ministry of 
Health and Social Affairs and the Institute of Hospital Services, 
Seoul National University, in agreeing to host this worskhop. 

As you are aware, this is a continuing activity and this 
particular workshop is the second in the series in the Western 
Pacific Region. The first one was held at the National Institute of 
Hospital Administration in Tokyo in October 1986. We hope to 
continue this activity in future, through the cooperation of all 
Bember States in this Region. 

A hospital, in the perception of the public usually evokes 
images of congested wards, dilapidated buildings, inaccessible 
services and unaffordable costs. A district hospital has to be 
viewed as an integral part of primary health care and of its 
delivery, but lack of facilities, lack of equipment and lack of 
qualified manpower often make this delivery highly unsatisfactory. 
Aggravating the situation is the unequal distribution of health 
facilities, the inadequacy of their planning and design and the 
haphazard support provided for their management and maintenance. 

It appears that the hospital system is the most expensive 
component of health care. With the magnitude of their construction 
and operating costs, the deteriorating economic conditions of most 
of the Member States and the fluctuating world monetary system, 
hospitals can easily consume the lion's share of a national health 
budget. These very factors should encourage Hember States to rise 
to the occasion by improving the situation and providing well 
planned, performance-oriented, cost-effective, well managed and well 
maintained health facilities. Hospitals should be founded on the 
basic concept of availability, accessibility, acceptability and 
affordability. 
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Given the situation that exists and the future that is 
desirable, WHO has in the past few years extended its area of 
operations in this field, aiming to affect both the awareness of 
Member States and the situation itself. I am pleased to note the 
increasing interest of Member States not only in improving their 
capabilities in the planning and design of health facilities but 
also in the training of manpower and technology transfer. 

I am sure you have brought with you the rich experience of your 
own countries for discussion and exchange of ideas in this workshop. 
The knowledge thus pooled will be formulated as guidelines for 
planning and designing district hospitals with functions oriented 
towards primary health care. The primary health care concept has 
already been adopted by all Member States without exception and each 
one has its own national plan for achieving the goal of health for 
all by the year 2000 through this concept. Hospitals, especially at 
the district level, are an integral part of the primary health care 
approach in achieving the above goal. It is ten years since this 
approach was adopted, and it is time we now to concentrate on the 
district health systems and better defining the value of the 
hospital in support of the delivery of essential health services. 
For this, it is necessary to involve all concerned on an equal 
footing, in the planning process at the district level - not only 
planners but administrators, health workers, financers, engineers, 
architects and the community. They are needed not only for building 
new facilities and upgrading the existing ones, but to see to it 
that the hospital performs its unique tasks of health care referral, 
supervision and training as part of the district health system 
management team. 

The Republic of Korea has long experience in the primary health 
care approach and is therefore an excellent venue for this meeting. 
I welcome the national participants to this workshop, and I do hope 
they will extract maximum benefit from the experience of other 
countries in the Region. It is heartening to note that this 
Regional Workshop has been combined with a national training course 
on the planning and design of district hospitals. 

I note from the agenda that the tasks ahead of you are quite 
heavy and you may have to work very hard to achieve the final aim of 
this workshop. At the same time, I hope you will enjoy the generous 
hospitality of the Government and the people of the Republic of 
Korea, in particular the Institute of Hospital Services, Seoul 
National University. 

Finally, I wish you a happy stay and success in all of your 
endeavours. 

Thank you. 
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NEW HEALTH FACILITY PLANNING 

by 

Dr Yasushi Nagasawa 

1. NEW STEP IN THE SPECIAL YEAR 

The World Health Organization (WHO) celebrates its 40th year 
anniversary of its creation and also celebrates the 10th anniversary 
of the world famous Primary Health Care (PHC) declaration at Alma 
Ata. In addition, needless to say, this is the year of Seoul Olympic 
Games. In this special year, I believe this workshop will take quite 
an impressive new step in the series of recent activities related 
with health facility planning. 

As you already know well, WHO has been contributing a great deal 
to the development of primary health care. However, the subject of 
health facility planning itself has been regarded as a little 
different matter from the main stream of WHO jobs, such as family 
planning, nutrition, vaccination/immunization, pure water supply and 
sewages. It is partly because that remarkable warnings have been 
made by WHO to the Member States against expenditure on sophisticated 
medical care which are usually provided in a very expensive hospital 
building. Futhermore this kind of hospitals puts a great burden to 
each nation with scarce of health resources not only in the 
construction stage but also in operating stage and consequently tends 
to put aside most of the necessary tools to attain the goal of health 
for all 2000. 

Considerable discussions have been made in WHO in recent years 
and reveal that it is more important to establish effective regional 
network of referral facilities and to provide appropriate health 
facility planning rather than to build one big sophisticated 
hospital. This objective can be achieved by improving the national 
capabilities of health facility planning in broad terms through the 
promotion of public awareness and training of national staff in this 
field. I would like to mention here the name of Dr Hiroshi Nakajima, 
new Director-General of WHO who initiated to lay greater emphasis in 
this important field when he was in a position of Regional Director 
for the Western Pacific. 

I will describe later a series of the related activities in 
detail, but this workshop will be identified as further development 
stage from the previous Tokyo workshop and will take an important new 
role of implementing the concepts which were raised from the previous 
discussion. 
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2. RETROSPECT AND PROSPECT OF RELATED ACTIVITIES 

Let me review briefly a series of recent WHO activities on 
health facility planning with which we have been concerned. The 
activities can be classified under three headings, i.e. (1) 
Conference/Workshop/Training Courses, (2) Consultantship in China and 
()) WHO Fellowship/Study Tour (see Table). 

Table. Activities of the World Health Organization 
related to health facilities planning 

Previous related activities: 

1974, Nairobi - "Planning and Building of Health Care Facilities 
under Conditions of Limited Resources" 

198), London - "Training in Planners of Health Care Facilities in 
Developing Areas" 

1984, Seoul - "Training Course for Health Facility Planners in 
the Republic of Korea" 

Conference/Workshops/Training Courses: 

1986, Tokyo 

1987, Tokyo 

1988, Seoul 

1988, Tokyo 

"Regional Workshop on Health Facility Planning and 
Development" 

"Bi-regional Conference on Technology Transfer in 
the Health Field" 

"Regional Workshop on Planning and Design of 
District Hospitals in Support of Primary Health 
Care" 

"Regional Training Course in Health Facility 
Planning and Development" 

Consultantship in China: 

1986, Beijing, Harbin, Chengdu, Wuhan 
"Hospital Management, Design and Management (I)" 

1987, Beijing, Chengdu 
"Hospital Management, DeSign and Maintenance (2)" 

1989, Beijing, Nanjing (expected to be planned) 
-------------------------------------------------------------------



- 39 -

Annex 5 

WPR/PHC(OMC)/88.2 

WHO Fellowship/Study Tour: 

1987, Tokyo - Two fellows from China 

1987, Japan, United Kingdom, Sweden 
Study visit group from China 

1988, Tokyo - Three fellows from China, Philippines and Vietnam 

3. CONFERENCE, WORKSHOPS AND TRAINING COURSES 

3.1 Regional Workshop on Health Facility Planning and Development, 
Tokyo, 1986 

In October 1983, WHO/HQ organized an International Seminar on 
liT raining in Planning of Health Care Facilities in Developing Areas ll 

in London and recommended each region to develop training courses of 
their own. This seminar was precedented by the several past 
activities, especially the 1974 International Public Health Seminar 
(IPHS) in Nairobi, "Planning and Building of Health Care Facilities 
under Conditions of Limited Resources ll which was held by three 
international organizations related to health facility planning, i.e. 
Public Health Group of the International Union of Architects 
(UIA/PHG), International Hospital Federation (IHF) and WHO. The 

WHO/WPRO had not so far got any opportunity of getting together with 
Member countries/areas to discuss and find a plausible solution to 
this problem. However, a trial training course at the national level 
only was organized in collaboration with the Republic of Korea in 
August 1984. This was found to be most useful. It was therefore 
recommended that further feasibility studies should be carried out so 
as to establish a regional course for health facility planning on an 
international basis. 

This is a brief background to hold the IIRegional Workshop on 
Health Facility Planning and Development" which was held in Tokyo for 
five days from 13 October 1986. 

In the workshop, 18 participants from 14 Member countries of 
WHO/WPR together with a consultant, special and temporary advisers 
from Australia, Japan, Republic of Korea and the United Kingdom as 
well as WHO staff from Manila and Geneva assembled to exchange 
information on the most recent development in the field of health 
facility planning in each country for mutual understanding of various 
situation and discussed significant items in this field. 
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Before attending the vorkshop, all the participants were 
requested to fill a questionnaire on general health care background 
of each country (Appendix 1). A comparative study was made by the 
National Institute of Hospital Administration (NIHA) and the results 
of which is attached as Appendix 2. 

The workshop coincided with the deSignation of NIHA as a WHO 
Collaborating Centre for Health Facility Planning and Development. 
The NIHA took a major role in holding this vorkshop as a counterpart 
in Japan in close collaboration with the Japan Institute of Hospital 
Architecture (JIHA). 

The participants attending the workshop were from various fields 
of administration, architecture, engineering, health economics and 
policymaking. Their expertise reflected the need for multi
disciplinary team to encompass both health needs and economic 
constraint. 

3.2 Bi-Regional Conference on TeChnology Transfer in the Health 
Field, Tokyo, 1987 

The Western Pacific and South-East Asia Regional Offices of the 
WHO jointly sponsored a Bi-regional Conference un Technology Transfer 
in the Health Field in Tokyo from 13 to 17 July 1987. Around 100 
people, including 65 participants from 27 countries, got together and 
reviewed the current situation of health problems and to work out 
ways and means of improving the effectiveness of activities in that 
domain, bearing in mind the established need to enlarge the technical 
cooperating concept to encompass integrated system approaches in 
technology transfer. One of the six topics of group discussion was 
titled as health facility development, and it emphasized the 
importance of improving the performance of health facilities, 
particularly in view of their both high initial and current costs. 

3.3 Regional Workshop on Planning and Design of District Hospitals 
in Support of Primary Health Care, Seoul/Kyungiu, 1988 

Following a couple of previous events mentioned above, this 
workshop has a continuity in upgrading the national skills and 
capabilities in appropriate planning and design of health facilities 
more particularly the district hospitals through all possible 
technical tools available. 

J.4 Training Course on Hospital Design and Deevelopment, Tokyo, 1988 

It is expected to take further step in the series of these 
activities, i.e. Training Course on Hospital DeSign and Development 
in Tokyo from 5 to 15 December 1988. Fifteen participants from the 
Member countries of the WHO/WPR together with a consultant and 
temporary advisers are expected to join and to elaborate skills in 
master/departmental planning of district level hospitals, applying 
appropriate technologies and quality control of construction. 
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4. CONSULTANSHIP IN CHINA 

The reasons why I listed here the activities related to WHO 
consultantship in China is twofold. Firstly, these aSSignments were 
undertaken by a team which consists of three persons, namely, 
Mr Karam Chand, WHO/WPRO Technical Officer, Dr Young Soo Shin, Deputy 
Director, Institute of Hospital Services, and ~self, and each of 
them has been deeply involved in the previous workshop on health 
facility planning. Secondly, the experiences we had are quite 
significant/timely for developing the training/teaching method for 
health facility planners in developing countries. 

4.1 Hospital management, design and maintenance (1), China, 1986 

Although China has a fairly well-established primary health 
care system, the economic reform launched a few years ago has raised 
the people's expectations and created new demand for a high-quality 
health care system. With this in mind, WHO, World Bank and other 
international organizations have increased their cooperation in the 
health sector with the government which is already devoting a 
considerable proportion of its resources of health. Meanwhile, 
attention is also being paid to have additional facilities, 
especially in the rural areas and to install more sophisticated 
equipment. The World Bank has supported China by providing loans in 
phases, i.e. Health I, II, and III. When we were engaged in 
consultancy jobs in China, the Health I phase had already been 
completed and implementation for Health II was under way. 

The WHO miSSion, comprising of one staff member and two short
term consultants in the field of hospital planning, design and 
management, visited China from 30 August to 21 September 1986. The 
visit covered provincial, county and township hospitals, 15 in total, 
in three provinces, i.e. Heilongjiang, Sichuan and Hubei. At the end 
of the visit, a two-day seminar was held in Wuhan (Hubei Province), 
which was attended by about 35 participants from 7 provinces and from 
institutions in Shanghai, Nanjing and Harbin. The purpose of the 
seminar was to exchange information and give lectures on various 
subjects, such as planning, design, construction, maintenace, 
equipment, management and health economics. 

4.2 Hospital Management, Design and Maintenance (2), China. 1987 

Following the above mentioned visit to China, a National 
Workshop on County Level Hospital Planning, Design and Construction 
was held in Chengdu, Sichuan Province in 1987. 
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Unlike the Wuhan seminar which was planned after the team 
arrived in China, this workshop provided quite an ideal preparation 
period before visiting China. Detailed pre-workshop discussion and 
preparation have been made with the Chinese resource persons and 
organizers who have already been invited before the WHO team 
comprising two short-term consultants, myself and one WHO officer 
arrived in Beijing on 24 February 1987. 

The workshop itself was held in Chengdu in the premises of the 
Western China University of Medical Sciences from 2 to 11 March 1987. 
There were 47 partiCipants from 14 provinces/regions, consisting of 7 
architects, 11 engineers, 2 medical doctors and 17 administrators 
from provincial and county levels. In all, about 60 participants 
including Chinese resource persons and some officials from the 
government and medical school. 

The first two days were devoted to the presentation of each 
county situation/case study papers. Four county hospital design 
cases under the World Bank loan project (Health II) were presented by 
corresponding designers/administrators of respective hospitals. 
Detailed discussions were held and modifications were suggested. 
Lessons learnt were clearly highlighted. There~ter, the lectures 
were directed towards the in-depth planning, deSign, construction and 
management of health facilities. The field visits to three county 
hospitals under the World Bank loan project were arranged. The 
participants were divided into three groups for each county hospital. 
They were fully briefed for observation during the visits and later 
for discussion. Finally the participants were asked to conduct group 
works for preparation of a checklist to improve county hospital 
design, construction and management based on the overall contents of 
the workshop. 

5. WHO FELLOWSHIPS AND STUDY TOURS 

5.1 WHO fellows on health facility planning and development (1), 
Tokyo, 1987 

According to our recommendation during the assignment in China, 
two WHO fellows from China, one professor architect and one 
administrative medical doctor in the government stayed in Japan from 
October to December 1987. The NIHA accepted them and arranged their 
programme of the study. The programme included basic orientation on 
health system and facility planning in Japan, attending conferences 
on hospital administration/engineering and around 30 field visits. 
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According also to our recommendation, the Chinese study group 
consists of six persons from both architectural and 
medical/administrative fields visited Japan in November/December 
1987. The group visited five hospitals/health facilities, 
architectural firms and related organizations in eight days. After 
leaving Japan, they visited the United Kingdom and Sweden. 

5.3 WHO fellows on health facility planning and development (2), 
Tokyo, 1988 

It is expected to welcome three WHO fellows, each from China, 
Philippines and Viet Nam to stay in Japan for three months from 
October 1988. I believe this kind of continuation of international 
cooperation will be necessary in improving the health situation. 

6. PRINCIPLES OF INTERNATIONAL COOPERATION IN 
HEALTH CARE FACILITY PLANNING 

At present, international cooperation usually involves both 
developed and developing countries, and it tends to be that developed 
country acts as technology provider, while developing country takes a 
position of technology recipient. It is obvious that the policy 
differs from one side to the other. However, through a series of 
practical experience mentioned before, there seem to be several 
prinCiples which are quite adaptable in many situations of 
international cooperation in health care facility planning. They are 
summarized as follows: 

6.1 Policy establishment for health facility planning 

It is a requisite for the health facility planning to assess 
completely and analyse the health needs of the whole population in 
order to establish health policies ensuring close integration of 
health facility planning in national socioeconomic development. The 
policy should include the setting up of priorities of allocating 
limited resources in the health field for obtaining health 
technologies that are really needed. The planning, design and 
construction of health facilities will stress not only on universal 
and equitable access but also on quality, acceptability and 
effectiveness. It is therefore necessary that appropriate 
governmental budget/funds should be allocated to provide essential 
health service for all and to work out legislation covering the 
standard of health services for the whole country. 
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6.2 Hospitals' role in the primary health care network 

The definition of the role of hospitals based on the population 
that it serves in the context of promoting the health of the entire 
population is the most important prerequisite for their 
rationalized planning and development. The hospitals and the related 
network of primary health care need to fit into the broader 
organizational context of health services and the partnership is 
necessary between those working in the hospitals and those in the 
community health sectors for the development of the structure and 
methods which enable people to participate in the decision-making 
process. As health facility, network planning including the vertical 
and horizontal linkages among various types of health facilities, 
should be established. It is needed to carry out short-term and 
long-term network planning of facilities. 

6.3 Multi-sectorial and multi-disciplinary approach 

A multi-sectorial approach is essential at each level of 
decisionmaking. There should be a multi-disciplinary team to help in 
the coordination of the planning, deSign, construction and 
maintenance. In order to coordinate all relevant sectors involved in 
health facility planning, e.g. national/state/provincial/10cal 
governments, ministries/departments/teaching institutions, 
government non-government/public/private sectors and service 
providers/community users/technical planners. 

6.4 Capital and Operational costs 

It is required that the development of cost information system 
for allowing better relationship between the quality of the buildings 
and their construction cost. It is also needed to develop the method 
to relate capital and operational costs for maximum efficient and 
effective use of available resources, and the balance in the 
selection of whole range of technologies which is appropriately 
matched to the existing socioeconomic situation and resources of each 
country. 

6.5 Maintenance and management mechanism 

The development of adequate and efficient management and 
reliable maintenance mechanism using appropriate technologies, staff 
skills, supplies and equipment is required. The mechanism needs to 
be extended for the maintenance of health facilities, engineering 
services and biomedical equipment. 

It is recommended to give higher priority to promote efficient 
health facility management system, especia1y for district health 
facilities with the view to attaining health for all by the year 
2000. 
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6.6 Disseminating relevant information 

An effective information system for continuous assessment/ 
analysis of the facilities available and mobilization of all 
internal/external resources is required. Furthermore, an information 
system is necessary in order to create awareness and orientation to 
the goal of health for all by the year 2000 at all levels, including 
health policymakers. Disseminating information through new 
technology manuals and catalogues translated into all major 
international languages, and disseminating information with a view to 
improve their capacity to absorb any new technologies available. It 
is encouraged to compile comprehensive manuals, guidelines and design 
models for more effective operations of health facilities. 

For all of this, it is recommended to designate a collaborating 
mechanism in each country for collecting/distributing information on 
the existing technical tools. 

6.7 Education and training 

Training courses should be developed and implemented at the 
national and international level to upgrade capabilities for national 
policy formation on health facilities planning. National and 
international agencies, including WHO, should provide financial 
support to national or international fellows, study tours and 
consultations to improve capabilities of expertise in health facility 
planning and encourage the development of a core resource training 
institute in each country. 

It is therefore financial cooperation through bilateral and/or 
multilateral agreement for strengthening national capacities/ 
especially training national staff of user countries in new 
technology transferred and/or to be transferred, which should be 
followed by continuous technical advisory services on the technology 
already transferred. Furthermore, it is encouraged to support native 
manpower training to improve technical/management skills for 
absorbing/utilizing the new technologies, enabling imported 
technologies to be mastered/adapted by themselves. 

7.8 Research 

The improvement of research capability on the planning, design, 
operation and maintenance of health facilities, including research of 
devising ways/means of planning, monitoring and continuously 
evaluating the technologies transferred. It would be advantageous to 
designate research/training institute in provider/user countries for 
establishing linkage with WHO collaborating centres, which will 
result in upgrading the research capabilities in their own research 
centres. Anyway, more emphasis should be placed on research in the 
field of health facility planning. 
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7. CONCLUSION 

At the beginning of July 1988, the Third Takemi International 
Symposium on International Cooperation in Health Care Field with 
Developing Countries was held in Tokyo hosted by the Postgraduate 
School of Public Health, Harvard University, United States of 
America. I would like to mention here a couple of following items 
from several recommendations which came out from the symposium. 

7.1 Project orientated policy should be changed into programme 
orientated one, e.g. to support programmes to establish better 

sanitary environment as a whole rather than to provide a big money to 
construct high technology hospital, the monument of memory to Prime 
Minister X, which consumes most of the health budget of the country 
for operation and the facility is usually underutilized because of 
the poor electrical provision, lack of skilled staff, etc. 

7.2 Hardware orientated policy should be changed into software 
orientated ~, e.g. to provide aid to train/educate people in 

developing countries who are good enough to plan/implement the 
appropriate primary health care activities in the community or to 
allocate manpower in the developed countries who are engaged in the 
collaborative works in the developing countrie& rather than to 
provide sophisticated medical equipment. 

As you were already aware. I would like to underline here 
particularly the very recent drastic changes and improvement in the 
various activities related with international cooperation. These 
changes may stem from a good deal of the effort paid by our 
predecessors because we can learn a lot from many publications/ 
articles which were elaborated by them. e.g. the special issues of 
"World Hospitals" which reported the topics of NaiTobi IPHS in 1974, 
"Planning and Building of Health Care Facilities under Conditions of 
Limited Resources". a series of the WHO publications in health 
facility planning, e.g. "Approaches to Planning and Design of Health 
Care Facilities in Developing Areas". in addition to a set of 
materials for use of training centre, i.e. "Training, Research and 
Practice in Health Facility Planning" which shows the results of 
the London seminar in 1984. 

You can find in the comparative study shown in Appendices 1 and 
2 that the health care background of each nation is quite different 
from one another. But I believe that we can learn from each other 
very satisfactorily even between the highly developed countries and 
less developed countries. This is really a mutual learning process. 

I would like to conclude my presentation by quoting one 
paragraph of the speech made by Dr Montoya-Aguilar. WHO/HQ, on the 
ocassion of the WHO Tokyo Workshop: 

"The most important consequence of our discussions is our mutual 
acquaintance. our continued contact in a global and regional network 
of groups, disciplines and institutions". 
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Name of country: 

Note: Please write in BLOCK letters and use the English language 
only. If there is no information readily available on a 
particular point. please leave it blank and do not hold 
back the questionnaire. Use black ink. if possible. 

A. Area and population 

(1) What is the total area in square kilometers? 

(2) What is the average temperature? Indicate the period of 
maximum variation. 

(3) What is the average rainfall? Indicate the period ot 
maximum rainfall. 

(4) What is the nature ot terrain. in general. 



Annex 5 
Appendix 1 

WPR/PHC(OMC)/88.2 

- 48 -

(5) What is the present population (use the latest available 
census report). 

(6) What portion of the population are: 

Males 

Females 

Under the age of 5: 

Age from 5 - 15 

16 - 45 

46 - 65 

65 - over: 

(7) What portion of the population live in: 

- rural areas: 

- urban areas: 

(8) Name major cities in the country with population: 

11 

II 
II 

) 
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B. Demography and epidemiologY 

(1) What is the crude birth rate? 

(2) What is the crude death rate? 

(3) What is the population growth rate? 

(4) What is the infant mortality rate? 

(5) What is the average life expectancy at birth? 

(6) Name five major causes of death by priority: 

c. Health facilities 

(1) What type of facilities are available in: 

- rural areas: 

- urban areas: 

(2) What is the number of hospitals with: 

- less than 100 beds: 

- between 100 - 200 beds: 

- between 200 - 500 beds: 

- over 500 beds: 
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(6) What is the bed/population ratio? 

D. Manpower and eguipment 

(1) What is the total number of physicians? 

(2) What is the total number of nurses? 

(3) What is the other technical and professional staff 
available? 

(4) What is the present status of equipment in major hospitals, 
i.e.: 

- engineering equipment 

- biomedical equipment 

- radiological equipment 

(5) Are there any expatriates working as professionals? If so, 
what is the number?· 

E. Health facilities planning and development 

(1) Is there a national plan for: 

- addition of new facilities? 

- upgradation of existing facilities? 

(2) What is the national target for bed/population ratio? 
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(3) Is there any special cell in the Ministry of Health dealing 
with the plan~ng of health facilities? If so, what is its 
structure and who heads this Division? 

(4) Who is responsible for the design (Ministry of Works, 
private consultants and others)? 

F. Maintenance 

(1) is there any separate budget provision for the maintenance 
of: 

- infrastructure: 

- engineering equipment: 

- medical equipment: 

(2) At what interval maintenance is carried out? Who is 
responsible? 

(3) Are there special maintenance crews for major hospitals? 

(4) Are there any norms/guidelines for space layout, size of 
rooms, etc.? 
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(5) If answer to (4) is nffirmative, how these norms/guidelines 
are developed and who is responsible? 

(6) Who is responsible for construction and how is the 
timescale and quality ensured? 

(7) What is the source of funds? Is it out of the national 
health budget or the Ministry of Works/Public Works 
Department or other sources? 

G. Research and training 

(1) Are there research/training facilities available in the 
country? 

(2) What type of organizations/institutions are available for 
research and training? Are these: 

~'educational establishments with research capability? 

- official research centres funded by the Government? 

- voluntary research institutions privately funded? 

- others (please specify): 

(3) Give names of departments or units in the research 
institutions: 

(4) What are the major activities of the 
organizations/institutes? 
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(5) What is the number of trainees involved in the research 
activities? 

(6) Are there any expatriates as the staff members? 

(7) Is the organization involved in planning of individual 
hospitals or health care facilities in general? 

H. Policy planning 

What are the future national plans for improving the health 
facilities planning and development to correlate with WHO's 
strategy of Health for All by the Year 2000 and to become 
self-reliant in this field? 
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AREA AND POPULATION 

AREA(JaI) TEHPElIUURI!('C) RAINFAIJ.(_) Tl!RRAIN 

AUSTRALIA 7,682,300 4. ()o.2I.O lIXH203 3 "AJOR LANDfOR" 
(Veste~n half)30()o.600. plateau 
(Cent~al SoutlrEast)Lavlanda 
(l!aste~n)upI8nds 

BRUNEI DARUSSALA" 5,765 %%.7-31.6 lZ()o.180 (liestern part) 
Hill, lovland belov 300ft. 

(Eastern part) 
"ountalna rls1o, 6070ft. 

PEOPLES' REPUBLIC 9,600.000 -19.6-28.2 &SO (Vestarn part)Hounta1o 
OF CHINA (Eastern part)Pla1o 

_tun area 33S 

dIOi lSUHo1 240 27 .()o.21.6 75 (NorthlLo_l,1n, ve.-tatioa 
(South)Fertlle l._landa and raised 

coral and vo1canJ.c natura 

FIJI iSilHos 18.333 4.Nl.6 40:335 soo DCiCi bliild •• Ith •• rIoua natura. 
(332 blends froa dry hUI to Vet tropical Junda •• 
of 10.000101 1200. _ntun. tiny .andy 
-aeveral nl) bland •• "hita And, beacha •• . volcanic t05D'UhY, 

JAPAN 377.765 4.1 ... 26.7 112-193 Four _10 iii anda locatea 10llCMIIil, 
(Tokyo) the contour of the !IV _at of A.l.n 

Continent. 
_tdn 73S. level land 23S 

llRIBln 726 29.0 1654 Flat and Andy 

MALAYSIA 330.746 21. ()o.32. 0 ·250. Central _ntun ranee froa north to 
dd-Iouth.flat coaatal redon. 
Hilly and.undulatin, flat coastal Z 
bland., 

RI!PUOt.IC OF 10Ri!l m,m -1.0::25.4 1260 , .. insular 

siHGlPiiil 620 23.5=30.& z4Wd Generalb nat 
(-0 

TOIiGA 750 23.7 1824112 "dn lsland. lenardb flit bUt ( __ 1) 
downward froe 65e _theast to 
IIOl'tharn coa.t. 
"ain. elt,. 0.6-1.5., _, parts belOll 
SL. Soil. 2!ralable and fertile. 

VANUATU 12,200 %2.0 2400/lZ ao blands. ru"eeI terraIn. 
(annual) 
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AUStRALIA 

BRUNEI 

CHINA 

COOl 

fIJI 

JiPlit 

IIRIaUI 

RIaysu . 

1I0Rl!1 

AREA AND POPULATION 

POPUUTIDIf PROPORTION (SI!X' AGIl) 

15,751,500(1985) ",1.149.881 F ... lo/50.1Zi 
0- 41 7.6. 
rWIB.OS 15--44147.U 45--64119.OS 
,S&- 110.2$ 

224,400(1085) ",leI120,200 Fe .. le/104,200 
0- 5/30,,(00 
5--15/52,100 1&-45/11%,500 46-65/22,600 
6&- I 6,800 

1,041, K,1./51.33 F ... le/48. 7 
0- ,51 9.441 
r15/24.16S 1&-45148.6BS 4&-65/14.801 
66- I 4.911 

17,669 .11a/9,105 , ... le/8,664 
0- 5/2,210 

691,000(1984) 

121,047,000(1985) 

63,049(1985) 

16,065,765(1916) 

4I,OOO,OOO(I98$) 

5-15/5,365 16-4SI7,096 48-65/2,222 
6&- I 776 

",10/348,000 'e .. le/342,OOO 
0- 5113.61 
5-15123.01 1&-45/48.U 4&-65/11.61 
6&- I 3.61 

Klle/49.21 'eaaJe/SO.81 
0- 51 6.41 
r15/17.31 1&-45/44.41 4&-65/22.OS 
6&- I 8.91 

",1e/49.51 Feaale/SO.51 
0- 5/15.11 
5-15125.51 18-45/44.41 4&-65111.031 
66- I 3.11 

•• let5l.51S F ... liI4i.69i 
0- 511UBS 
r1S/Z2.471 18-45/49.23S 4&-65/11.141 
66- I 3.771 

"lle/20,800,000 , ... 10120,400,000 
0- 5110.7. 
5-15/20.41 1&-45/50.01 46-65/14.as 
66- 1 4.IS 

(RURAL'URBAH/NAJOR CITY) 

Rura1l14.3J 
Sydney 
"aU.borune 
Brbban. 

Urb.nl85.7i 
3,381,600 
2,916,600 
1,157,200 

Rurll/41.7i Urban/58.3S 
Brunei/KUlr. Dilt. 

135,000 
59,300 
23 00 

Urb.n/20. OS 
12,167,000 
8,603,000 
',084,000 

Ruralllf,894 Urb.nJ4,115 
Karoton'l 8,630 

Rur.1/4&. 5S 
SUV. 
Lauton 

Rur.l/23.31 
tok~ 
YoIIOha .. 
Oukl 

Rurall66.11 
South t.r ... 

Rur.lI68.OJ 
lual. I.u.,ur 
Geor,.tovn 
lpoh 

Rura1l39.01 
Seoul 
!'IIsan 
reep 

UrbUil53.S1 
143,868 
67,917 

Urbanns.7i 
',313,SOO 
2,959,100 
2,648,500 

Urbanl33. BS 
21,393 

UrbanJU.OJ 
1118,610 
no,01l 
395,150 

UrbaiJ8i.os 
9,000,000 
3,500,000 
2,000,000 

SINGAPORE 2,558,000(1985) .ale/51.Oi Feaale/49.0I Rur'O 0 J Urb,RlIOOi 

115,592 

vANU1ru 1l1,f5l(J979) 

0- 5/207,500 
6-151416,300 16-45/1,412,700 46-651307,900 
66- /133,600 

"lle1S0.4S 
0- 5/14.21 
rlS126.U 
66- I UI 

",le/S3.!!' 
0- S/17.U 
5-15/30.4' 
66- I 2.BS 

Feaale/49.6S 

16-45/43.&1 46-65/12.3S 

F.aale/46.Bi 

16-45140.81 46-6518.91 

Rura035.21 
Nuku'a!ofa 

Rural/A2. 21 
VUe 
Santo 

UrbaiJ8UJ 
%9,000 

UrbanJI1.aS 
14,598 
6,113 
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CRUDS BIRTH I DEATH IUTB(PBR 1.000) POPUUTIOIf GROVTH 

AUSTRALIA 15.1 I 7.6 1. 26i (1985) 

BRUNEI 29.33 I 3.52 Z.7 i ([&as) 

CHINi 11.2 I &.6 17.0 i (1915) 

COOK 2&.0 I 5.' ZO.2 J (985) 

FIJI 29.. I 5.2 2.4 i (1984) 

JAPAN 12.5 I &.t (1914) S.4 i' (198D-1915) 

IIRiBlft 37.5 113.8 2.1 i 
(defect uovth rata) 

1.11 S 
(de Jure crovth rate) 

Iiluysu 30.3 I 5.1 2.& J (913) 

10REl 6.2 /23.0 15.5 i 

siiiGJiiOili 16.6 / 5.2 1.1 i 

iONGl 27.4 / 5.1 0.9 J 

VANUATU d.o 112.0 3.2 i 
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INFANT NORTALIn(1.000 LIvI! BIRTH) 

9.9 

12.1 

14.0 (Cltl .. ) 
25.l(VAlla, .. ) 

%1.6 

17.05(1984) 

6.0U98d 

8U 

20.3 

33.3 

u 

i.1 

90.0 
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~~~~(4) 
1986 ) 

DEMOGRAPHY AND EPIDEMIOLOGY 

LIfB EXPECTANCY(HW!lYEIIALI!) 

lusTRlill (72.5anB.OS). 

BRUNEI 70.1 

CHIlli 67.1 

COOK 

IJI 

(7(.i4IiO.46) (1915) 

IilUYSU (61.& 112.3 )U9I3) 

66 

SIHGAPOiliI 11.2{68.1 174.0 ) 

(631&3) 

vlNUATU (56154) 

HAJOR CAUSES OF DEATH 

dDCir~ul.tory .y.t.. di •••••• 
CJlHaUcn.nt neuplalu •. 
QDRe.plr.tory .y.te. dll .. les 
QDAcc1dent.,poiaoninc.,vlolence 
QDDi, •• tlv. sy.te. dises.e. 
(J)lIypertenaive, ~arcllov.gu1ar dbease. 
QPHallcnant neuplasu. 
QDHoterv.h1cl. and oth.r accidant. 
~,enita1 Inoaal!e. 
QPBronchlti.! •• phya ... , •• the .. 
(J)Heart dil •• le. 
QPBraln Yell"l diseas .. 
QDCancer 
~.spl~tory cIlsea ... 
QPDi, •• tlv, .y.te. diaea.d. 
(J)Circulatory disease.{t3%) 
QPR.spitatory di ...... CI9S) 
QDHallenant neuplalUICISJ) 
QDPerlnatBl conclltiona(7.IJ) 
!S>Accldents 4J 

rcu18tory cIl.aa ... 34.3 
I%)Hallcnant neopla.uI(12.6J) 
QDR •• plratory dl .... e.(9.9S) 
QDInfeetiv. and Paracltlc dl ... se.(9.5J) 
QPDlce.tlve di.ease.(6.6J) 
Q)TulIOr . 

_. I%)Heart Di ..... 
Q)Car.bro-v.lCular dill .... 
QDPneu.un1a .ReI bronchitb 

Accident. 
Illdefi int •• tina inf.ct on. 

CJlPulllOn.ry Septlcaeal. 
Q)l!xtrapulllonary Tuberculosl. 
QD- . 
QP-
Q)lfeart dise .... 
CJll!arly inf.ncy dl ..... 
Q)Accid.nt. 
QDCardi.,...,asculer disease. 
C!)Neopl .. a 
(bIild,fined condition. 
CDCirculatorl di .. ase, 
Q)Heopll .. 
G)Injury lReI poisonine 
QDDicestivd .ystel di •••••• 
Q)Iachaealc aRel other h.art disease. 
QPCancer 
aDCerebrovascular dise •• e. 
Cl)PneUllODil 
aDAccidents,poisonin"vlolence 
CDIlld1flned condition. 
CDCirculatory .yatel dlaee .. a 
aDDleesUvo aYltea disea .. a _ 
Cl)Neople.1 
aDlnfection. and Parasitlc disease. 
CDGastroenteritis 
QPHalada 
Q)Asthe .. 
~Cardiovaseular diseases 
~horonic Obstructive pul .. nary diseases 



HEALTH FACILITIES 

FACIUTY JYPES 

AUSTRALIA Rural:-

BRUNEI 

CHINA 

COOK 

FIJI 

JlPlii 

iIRIolTI 

" 

KOREA 

TONGI 

VANUAtU 

Urban: -

Rural:Hospital., Clinics 
Health centen 

Urban:Ho8pitals, Cllnici 
Health centers 

No cOll8On rules 

Rural:Health centera 

Urban: HOlpltala 

Rural:Sub diviaional hospltala 
Health centera, 
Hur.in, atatlon. 

Urban:Oivislonal ho.pltala 

Rural:Ho.pit.I., Cllnic. 
Health center. 

Urban:Hospltala, Clinic. 
Health cantera, 

Rural:Health center. 
.. Dispen .. rles . 

Urban:One refferal hospital 
Health centers 
o s nsarle. 

Rural:Rurallcoaaunit7 clinic. 
"ldvlfe clinic cu. quartera 
Jlealth centers, "CH 
Dispensaries 

Urban:Hospitals, Clinics 
Rural:Hospltals, Private clinics 

Health center., 
Urban:Hospltala, private Clinic. 

Health centers 

Rural/Ur an: Hospitels, 
12 Pol7cl1n1cs, 
a Dental Clinics, 
ass Privata aedleal Cl1n1cs 
246 Private dental Clinics 

Rural:Health centers 
Health Clinics 

Urban:Hospltal. 

Rural:Hospital., I~lth center. 
Dispensaries, Aid posts 

Urban:llo9pltals 
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HOSPnALS 

1. 0 8 0 
(745 public) 
(335 private) 

6 
1- IOObedl 3 
IOD-200beds 1 
20D-SOObed. 0 
500beds- I 

69,614 
1- lOObeds 54,724 
IOD-200b"ds 2,715 
ZOO-SOObeds 1,925 
500beds- 250 

9 
1- lOObeda 9 
lDo-200beds 0 
ZOD-SOObeds 0 
500beds- . 0 

27 
1- lOGbeds 22 
lDO-ZOObeda S 
ZOD-SOObedl Z 
500beds- , 0 

9, 6,74 
1- lOQbeda 4,144 
lOD-ZOObeds 2,266 
ZDo-SOQbedI Z,047 
500bedr 417 

1- lOQbed. 
lDo-ZOObeds 
ZOD-SOObeda 
SOObeds-

1 
1- IOObods 
lOO-ZOObed. 
ZOD-SOObeds 
500bed.-

1 

504 
1- lOObeds 
IOD-20Obeds 
2OD-SOObeds 
SOObeds-

1 (120 beefa) 
o 
o 
o 

24 
36 
25 
16 

1- lOObeds 
1OD-200beds 
ZOD-SOObeds 
500beds-

2(Go".)6(Prlv.) 
o 2 
3 4 
5 0 

4 
1- IOObeds' 
lOD-20Obeds 
20D-SOObeds 
600beds-

1- lOObeds 
JOD-200bed. 
20o-S00bee/s 
500beds-

7 

3 
o 
1(202 bed.) 
o 
5 
2 
o 
o 
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(5) 
1986 ) 

STANDARDIRESPONSIBILIJY 

No 

YnllUni.ta:1 of Public 
Health 

Yn 

Yel, onl1 for Health 
centerl end !lurallll 
atationa/1n1strr of 
Vorka and Tranlport 

NQ 

Yes blic Vo pt. 
vlth _Ileal procraaa1nc 
input fro. PlaMln, I 
Developaent Div. "OR 

No 

No 

No 
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HEAL.TH 

Ill!AL TH Cl!HTBR 

AUSTRlLU vith beda: 
.ithOllt bed.: 

BRUNEI vith bed.: 
vithout beda: 

CHIli! with beds: 
vithout beds: 

COOK with beds: 
without beds: 

FIJI vlth beda: 
II1thout beds: 

JIPlH .Ith Il8ds: 
.!thOllt bed.: 

IIIRmATI vlth beda: 
vithout beds: 

IlAUYSU with bed.: 
without bed.: 

IORi!l with bed,: 
vithout bed,: 

sIiiGlPOii! with bed.: 
.!thout beda: 

rOiiG1 with bed.: 
vithout bed.: 

VANUATU with beds: 
vithout beds: 
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FACILiTiBS 
NO OF BEDS BI!llIPOI'UUTIOH RATIO (PeR 1000) 

70,617 ,o,ernaent &.0(196s) 
10,124 priYata 

0 796 ,overnaent 3.4 
31 91 private 

59,423 lovernaont hospitals 2.14 
191 private hospitels 

I 154 COyernMnt 1.1 
4 o privata 

13 I, 743 ,OYarnMnt UoslU 
IZ7 (holdln& down beda lor 

patlenta tranaportation 
to hospitab) 

28,461 
III erAvata ' 

718,324 non-prIvata .. .,ltal li.f1i(GO.,ltat .... ) 
111,173 10,499 lIon-prlYat'a clln1ca Z.371(cllnlo bada) 

160,726 privata ho.,ltel 
%72,946 pdvate clln1ca 

62 120 ,overnMAt 1.a(hil.,ltel iJ8CI.) 
6 o pri,ata 6. 25 (.u.......,.I .. ) 

330 35.352 ,overnMllt z.09(1864) 
2,%26 3.465 privata 

3,000 24J ,ovarn_\ i.A 
4,600 16S privata 

0 1,047 ,overnMnt 3.81 
1,341 1,1111 privata 

6 307 ,overnMnt 3.Z 
8 o privata 

4S 781,_rnMAt 1.64 
41 7 privata 
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,ASIC FACT AND rJGU!!!!S OF HeIIB!R "AnOllS III THB .!!STERN PACIFIC REGION or VORLD IIJ!ALTH ORGANIZATIOfI (7) 
IIIFORHATIOfI SOURCE: REGIOfIAL WORKSHOP ON HEALTH FACILITY PUMING AND Dl!VELDPIlENT, TOKYO I OCTODI!R 1988 ) 

MANPOWER 

PHYSICIAIIS 

lUSllW.IA 33.000 

BRUNEI 149 

CHIllI 724.2U 

FIJI 454 

J1PIii 173.451 
OI-ntbta) 61,283 

IIRIBm 14 

iililYSu 4,93i 

IIORi!l 31,606 

sIiiGlf(Ijj 2,631 
(DanUat.) 498 

fOIiG1 39 

vliiulTU 30 

85,000 

621 

&38,974 

$6 

I,m 

26.458 
690.177 

102 

11,&54 
(1ncI.l0,nl 
aallat H,) 

54,Dal 

6,304(5RN) 
Z,09l(SI!II) 

281 

237 

TEClllfICALIPROFI!SSIONAL STAFF 

Denalata. Phar.aclata. Par888dJeala, Enc1neera etc, 

2,049.&98 at.ita 

LlGOretorr .nd X-raJ techftIClene 

Dentel. Pa,chletrlc, Health Inapectora. 
Adaln1atrati, •• 

Phenacht.(14.676),PllbUc Health IIUrMS(Zo,i5a). 
Kldvlv.a(Z4,649),PT(4.&7I),OT(I.440), 
X-ra, Tachnlclaa.(24,M2) 

P.ra.u.call 

DenUait •• Phar.acbta. I!nclnMra, Accountanta 
S~.t.a Analr.iata 

lIutrlclalll. Oriental MCllcin. doctora, Kldvlve •• 
Dentallpetholoul Racl101oIY technWana, PT 

Pharaac1ata(436),Hld.l ••• (650) 

Dental, ltadloloPCll, Laboratorr tecl)nlclana 

Dentlat., Ph.ralcl.t., Laboratory technicIans, 
Health Inspector •• aadlo,r.ph.r. 
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AUSTRALIA 

CHINA 

COOK 

FIJI 

mlH 

IIIRIBATI 

RAUYSU 

lOW 

SINillPOili! 

TOfIGA 

VANUATU 

EQUIPMENT 

IIHGDfI!ERING 

Up to date 
Adequate 

Ye. 

Inadequate 

nr condltlonln, 
In-hou .. ,enerltor 

Air COIIdiUoninl 
NueuHt1c Tube 

Hosp Kalntenance 
Group • Private 
Contractor. 

Need further 
bprovellent 

Good 
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8IOHHOICAL 

Up to dlte 
Adequlte 

Yes 

Inadequ.te 

I!lectronic 
alcroacopa 
Auto .. tic 
Inal.yZllr 

berl.e 

Auto .nab.ia 
Electronic 
a1croscope 

PurchaMd by 
Phauceut1cal 
a,eney of ItOII 
Nalnte1ned by 
Bio. I!nlr. Deet, 
Need further 
bprovelleht 

Good 

RADIOLOGICAL 

Up to dete 
Adequate 

Y •• 

Idequ.te 

CT 
lOll . 
IIld1oilOtope 

Linearc 

CT 
Andodaphy 

llaiontaIllCd by 
Private Contractor. 

Need further 
iaprov_t 

Good 

BXPATDRIA TESJJt\III8I!R 

kipatrllte DDetor. 114Z 
Elpatrlate Dentietal 22 

YII')' f.v 

DOCtora/4 
Health Idvi .. r/l 
D1eUcienil 

Y .. 

So~nknovn 

Yeal2 

Yea/1nI~III1f1cant 

110 

Doctor. In Niil/20 

Dietician.. X-ray tidlilIc1 ..... 
IU.cro-biolod.t. Bio-cheal.t. 
H .... tolod.t. Sanit.ry En,r. 
Nur.inl Adviaer 

y •• /iI 
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,ASIC fACT AND fIGUR!S OF HBII88R "AUO!!S J/! IHII ¥!!STERN PACIFIC RUGIO!! or WORLD !!BALI!! ORGANIl4PON (g ) 
INFORMATION SOURCI! I REIIIOlfAL VORKSHOP ON HIULTH FACILITY PlJ.NNINII AND DEVELOPMENT, TOKYO I ocroOI!R 18811 ) 

HHALTH FACILITIES PLANNING AND DEVELOPMENT 

NATIONAL PLAN . 81!D/POP. TARGI!T PLAHNING C/!LL /l!SIGN R!SPONSIBILITY 

lUSfRlUA 

Hev laclliti.s:Y.s No Public Yorks /Iept. 
UPcrldln, :Yes Hint.try of Develop. 

CHINA Nev flc.uit1ea:Yea 2.,,"2.611000 FacUity Div. 
(provlnclal leval) Cedcl1tional IIOPH 
Upcredin, :Yea a. Ooobedal,.er) 

CilOi Mev facilitiea:Y •• None e.ecutlve Co..tttee Hini.try of Work. 
UPcrldlnl lYe. (Adetiuate) (SecNtlry of H .. l th. 

Ked.Superlhtendent. 
Public H.MId.Offer. 

rDI Ne" flcUitiea:V .. 
PIDentl1 OffcrlNatron 
HOIPHa! Service. Klni,tr, of Vork. 

Dev.loPllnt Plan Plannin, Unit oPriv.t. con.ultant, 
I/pcrlCllnl :Y .. (Haded b, perunent in 10_ ca ... ) 

. I. neld. ,d .. Secr .. r1 of Health) 

JAPAN Ne.f8Cllit1e.:Y .. B_ 'PrepereUon laction Pri_dly 
Redonel "ed.PIM (to be reduced) IIOH¥ Un the ca.. of Privete Consultantl 

·l/pcrlCllnl :Yu B~tional heIPittl.) 
Redonal Hed.PIM • 

IIRWU B., faciliti.,:y •• 1.711000 Ye •• IIlniltry of Heal th 
UPcrlClln1 :Yea (Headed b, end Vork. 

Secretery of Beelth) 

Hluysil 2 acute bedS/l000 Hav facilitie.:Yes Plann1n, • Develop. PI.n •• Dev.lop.Div. 
(only MOH flcili ti •• ) Dividoh Public Vor" /Iept. 

U"radln, :Y •• (Director. !lacro Plan.1 Privata ConsultMt. 
(only HOH facilit1e.) Micro Plu.1 Adm. /lap. (for fev project.) 

Director) 
KOREA Hevlaciliti .. :Yes 311000 H F , Equip.ob. Private Architect. 

I/pcradin, :y,. Ho.p.Adain. DIy. 
NOH 

SlIIGlPOL8 Nev facilities:Ye. 4.311000(1990) Plannin, , /levilop. Private CORlUltant •• 
Upuadin, :Ye. D1 v. Oleaded by Public Work. Dept. 

Asli.t. Director Ministr1 of National 
of Medical DervlC81) Developeatt 

TONGA Nev facil1t1 .. :Yes 3.2IiOOO Health Plann1nc uRIt Kinlstry of Work. 
& Yr. Develop" Plan (Current adequate) (National Health 

lJpuacUn, :Y •• DevelopleRt Coulttee 
tor 'Pproval) 

VANUATU Nev facilities:Yes None ftlnlstry 01 Works 
UP,radin, :Yes 
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~ASIC FACT AlII) fIlruR!!S c' "I!!lBM "ATIOIIS In TU8 V!!STI!!\!f PACIFIC ReGION or VCRI.Q "IruU ORGAftUAlIOIf (1 0 ) 
IHFDRIIATlON SOURCR : REGIONAL WORKSHOP ON HJW.TH FACILITY PUllNIHG AHD Dl!VI!I.OI'HENT, TOKYO I OCT08Ell 1988 ) 

HEALTH FACILITIES PLANNING AND DEVELOPMENT 

/IORJISIGUIDI!l.IIfES HOII DI!VELCPED CONSTRUCTION ItESPOllSIBILm SOURSES OF FIIIfDS 

AUSTRALIA 

Hou.ina Sanitation 81 l.n 10 Privata contr.ctor. Annu.l H.altb aud,ae 
Require_t co.parllon dth Public Worb Dapr. of 10 5 Yra If.tlonal 
(coda of pr.ctice). other countrIes IUnlltl7 of Develop. Developaent Pl.n 

en.ure. tl.. ~le/qu.lity 

CHIHI Yea IIOPII lrChitectur.l oraanization N.tional Health &udlet 
Tl .. acele/quality i. I Coorperatl". or 
ensured by contract pri".te Inv .. t_t 

COOK Yea Accordinl to n1n1.tl7 of Work. ",tional Haalth &uda.l 
popul.tion .ue Forai&n Aid. 
DIrector General 
of Health 

PuI Ya. Goy.ArchItectural H1n1.try of Work. N.tlond H .. lth auda.e 
ModifIed Section Hl,h .tandard of Capital Expenditure 
BrItish Stand.rd. • pec.l11eaUon Aid • 

Un 10" ea.e.) 
• JAPAN Y.. : NedIeal l.v Hedleal la, "Ill Priv.t. Irehitect If.tIonlll HOPH Budl.t, 

(allllul .tandard) be lIOd1fled for (Desl,n ottica) Public Bond, 
uPl.de the Priv.ta fund(Socl.l 
atandard •• 11are orlan.) 

KlRIB1TI Yea nodlfled ninistl7 of IIork. If.tIonal Health aud,.t 
- British Standard. IUni.try of Health AId fWIII. 

Mllll.tl7 of Workal apprallal 
NOHltoa.ulllty h •• 

IIAUYSU Yea 
resl!2!!sibll1tr: 
Plan. I Devalop. Public Work. Dept. Centrel Fund kOii 
DiY. and HOH I 
Public Work. Dept. 

iORI!A Ya. NOH Privata .rchitect HOH 
Head of Di". of Priyata Ora. 
Haa1th FacIlity Foalen Loan 
.nd lied. Equ!p_t 

SIRGAPOLE Internal luideline 
b resj!!!nslbla 
Private architect. Contractor. "atlonal Health BUd,at 

for ,ov. hospital. (IHDI!CO) lupervlled by 
NOH (Sincapola . project 
GenarlllNetlon.1 consultant. 
Un!versitl HOles.1 

Foeien aid I l1a1ted toNGA No Klnl.try of Works 
Privat. contractor percentala of 
IUP8rvlaed by Recurrent .. tIllte. 
K1ni.tr1 of Work. 

VANUAtU Privata contractor Forelen lId 
.upervised by 
PubUc Vorks 
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!ASIC FACT AND FIGURES 0\' KElIBI!R NATIONS IN DlH VESTl!RN PACInC REGION OF VORt.D HEALTH ORGANIZATION (11) 
IHFOIIIUTION SOURCB : REGIONAL WORKSHOP ON H!!ALTH FACILITY PLANNING AND DEVWlPHENT, TOKYO / OCTOBER 1986 ) 

lUSTilLil 

MAINTENANCE 

BUDG8T PROVISION 

infra.truct~. I ~ 
Bnd",erin, "'uip .... t I -
Medical equipaent I -, 

Infra.tructur. :Y •• 
Endn .. 1'in, "!U1pllllnt :Y •• 
Hedical ",dpllllnt IY .. 

CHINI Infrastructure : -
Enl1neerine ",uipllent : -
Hed1cal ",ulpllellt : -

COOl Infrastructure : Yes 
Endneerine "!U1PMnt lYe. 
Medical "IUip.ant :Yes 

FIJI Intn.tructure :y,. 
Endneer.ln& "IQiPlllllt :Y .. 
Medical ",ulplllllt :Yei 

JlPlN Infra.troccur. :y,. 
Bnl1neerine ",uip .. nt :Ye. 
Madical ",uiJ>.llellC :Y .. 

Intra.tracture ,:Yes 
I!nl1neerine e'luipaent :N11· 

. Medical ",ulp .. nt :Yea 

klLlYSIl Infra.tructure :Y,s 
!!ndneerinc ",ulpJOent :Yes 
Hedical ",ulpllllnt :Ye~ 

lORei Infr.atructure . :No 
En&1neerinc equipaent :No 
Hedical equlPMnt :Mo 

sIriGlPOLB Infrlltructure lYe. 
!!nelneerine equip.nt lYe. 
Hedical e'lUiplleilt :Yas 

TONGA Infrastruc:ture :Yes 
Bnelnaarine ",uipllllnt :Yea' 
Hadiell ",uip.nt :Yas 

VlNUATU Infrastrocture : Yes 
Bnc1neerlnc ",uip_t :Y •• 
Hedlcal equip.ent :Ye5 

OOIIIVALlitESPONSIBILm 

Ho.pltal HaIntenance crevl 
PublIc Work. Dept. 
Klniatrr of Develop .. nt 

Depend on the nature of 
facilities~lo.pital. ar, 
responsible 

!ncineerine and aed1cal 
",uipaent : forthlcht & 
on r",uest , 
Oth.r. : between &-12 IOntha 

4 Yeara 
Mini.try at IIor1&8 

Encr.nach. eqill,. : Conatant 
colPuterized eonltorinc 
Twice/year by faCIlity ch1e1 
K.dical ",uip, I Once/lOnth or 
uarte b cent f.c .... n. er 

Hospital level .astly private 
co.,aniee/auppUera 

Hospitals 

3·& IOnthly all year .round 
Hasp ... intenance branch 
PuSlic Worka Dept. 
Bloaedical I!nlr. Dept. or 
private aervice a,ents 
Radioloelcal Bquipaent : 
6·12 aontha interval 
Othera : hospital b!oaedlcal 
tea. 

Build!n, : Once I 2 ,ear. 
Publ!c Works Dept. 
Other. : when possible • 

nei:essarr 

. SPECIAL CREW 

Yea 
re.pona1ble to buildin" 
endn .. dn" bioaedieal 
",ulp .. nt for Z .. jar 
hospl. and other. 
Yes 

Yea 
Ho.,ital aana,ar 
(In Barotonca) 
Dept. of Public Vorka 
(In outer Islands) 
Yea 
P,raanent In-hou .. 
handraan 
Urcent .. intenance by 
Kinistrr of Work. 
Infr •• tructure/I!ncr. : 
32 ataff on cOntract 
bub 
Kedieal ",uip. I • atdf 
Jichl Ked School Has 

No 

Yea 
but not fully e.tabU.hed 

Yes 

Yes 
Hosp.lNsintenance brlnch 
Bioll8d1cal BnIT'. Dept. 

Ye. 
but only 111 ba.e • 
Di.trict ho.pitala 

Ye. 
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RESEARCH AND TRAININg 

AUSTIULU 

CHINA 

COOK 

FIJI 

JAPAN 

KIRIBATI 

HAUYSI1 

KORBA 

SINGAPOLB 

TONGA 

AYUUBILITY 

110 
Inservlce tralnine 
Hurdne colleee 

Yes 

Yea 
Nuralnl, Lab.tech., 
Ileal th lnspec t. 
Dental hyeenlsta 

Yes 

Reaearch: 
Unl~. I!nlr.Dept. 
Build.' PI89.0ff. 
ReadearchlTrainine: 
HIHA 
Ya. 

Yea 
but not for 
H F Plan. 

Yes 
In.t. of Ho,p. 
Services 

110 

TrainInl facIlIty 
Central Public 
Health Laboratory 

ORGANIZATIONAL TYPE INSTITUTHIDI!PT. JUHK 

Vlthln dept. 

NatIonal Hedical 
FacUlty ReHarch 
Institute 
(HRcr.Blectronic 
Bio.edlcal,Radlo.Unitl) 

FijI School of lIecUane YJ.rva typlnl 
F 1j1 School of Nuralne Vector/Fllaria.il control 

! 

NIHI . Dept.Hoap.llana, •• 
Collele of Hoap.Adaln. Dept.lled.Adeln. 
Jep.Soc.of Hoap.Adaln. . Dept.Hoap.Arch.l!llcr. 
Jap.lnat.of No.p.Arch. Dept.!ducat.Tralnine. 
Ho •• En r.Jlaoc.of Ja • NIHA 
Atoll Research UnIt Atoll Research Unit 
(Unly.of South PacIfIc) Rei •• Develop.CHOH) 
funded by lOV. Research Unlt(Hin.of 

Natural Resource 
• Develop,) 

!duo • Rei. Hed. Fac.Unlv.Halaya 
funded by Gov. Hed. Fae.Nat.Unlv. 

Hed. Fac.Nat.Sci.Hala. 
Inat.Ned.Raa. 
Pub.H.Inst. 

!du.R.a. Dept.Health F.Plan. 
priYately funded Dept.Holp.Hanala. 

Dept.Inf.' TraInlne 
Dept.Health Cere Syate. 

(12) 
198a ) 

HAJOR ACTIVITIes 

Reaearch,tralnlne • 
infor .. tion eachanle 

Reaearch 
Trelnlne 

Herlne biolop RU 
National nutrItIon 
Health indicetora 
(HOU) 

8Io.ad. Reaearch 
Cllnlcal Research 
Health S,.t.. ReI. 

Research 
Tralnlnt 
SerYIc. 

ProvIsIon of health! 
aedlcal cere 
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RESEARCH AND TRAINING 

NO OF TRAINI!l!S 

AUSTRALIA 

CHINA 

COOl( 

FIJI 

JAPIH onco OYOI')' 

3,ra 
%-3 tnin ... , 

llRIBATI URU 
3R&DNDH 

iiAUYSil No 

KORI!A N11 . 

slNdAfOCi! No 

toNGA 

VANUATU 

I!XPATRIATES 

No 

Y .. 

None 

No 

Yo. 
but fo. 

No 

No 

INDIVIDUAL PLANNING 

No 

I 

Twlee' ., ..... 

No 

No 

Yea 

No 

Yea 
Health Plan. Unit 
Nat. H. Deyolop. Tech. 
Sub-Coulttee 
NOH Nat.H. Develor C. 
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BROCHURB 

Yo. 

No 

No 

Yo. 

No 

5th 5 Year Health 
Develop. Ploll 

(13) 
18a& ) 
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poLICY pLANNING 

(14) 
1918 ) . 

, , 

r.l~~DE=r.~il------~-------------------------------------------------' 

CHINA 

COOl 

• 

IDWU. 

ililYsil . 

iORi!l 

sIiiGlJiOU! 

VlH\lATU 

. PlInnln, 1. eccordin, to the health need of the populatlon throu,h 5 Year lIatlond 
DeveloPHOt Plan and the AMUd DepartMnt Bud,et. 

The future national ,Ian. are dlscu.l1nc, .tudyin, and eltablish1n, nov. 

ProllOtion of phl'llcianl, _tal and POoPl •• ' locial •• u Wnc. Protection of the 
younuold fro. illne •• /disea .... Provision of .dl'l. laciUties/.tefh to Atbb the 
IIIICIlcalldental n"'. Pr_t. of h .. lth education. Provide ade'lllate faciUtieall!qul,./ 
"~IPO.,el'. Provide dental curaUve!preventlve/pubUc Protection of 

care a. 
Oudon, DPI Gov.m_t COIICIInulted on .trlll,theninc pr.ventive .. rvice. throuch 
prl .. rv health care. The POrforll8llce of thl. unlt 11 encouracinl Iccordlnc to HON. The 
PUC unit functionl lith actlva collUlllty co-oPOrt.tion and participation. 

JaplII ha. took itl own cour.a of develo~.ent. Hovev.r, at prelllnt, Japen Itana. 
ready to cooperata .ith WHO throulhout 1t. rlnce of e.POrtl... in offerln, these to 
d.v~loplnc countrla., hopinl to aake effort. to ral .. level. of health care • 

hprove present infrastructure. i!Ktend coverace of infralitructure nationwide. 
eon.tructlon of local aat.riat. in the RTe contlllt. ~ . 

There 1. a' lOve to update the health lecl'lation to enable the Gov.maant to 
establleh the lIatlonel Health Councll. ne aain objectlve of thb Counc.11 b to 
coordinate IU health Ind h .. lth related activitiu by both pubUc and prlwlte 
aectors.lnd to harnel. thea tovard achi.vlnl BFA 2000. 

.. ,' 

i!KpenSIon of h.alth 1naurence ach .... R.vislon of .nstinl health code. Sattinl up to 
,ati.nt ref.rral 'Ylte •• i!KPllll1on of rural health .ub-centera and health postl. 
Reinforceaent of eUnicel function in health center •• 

A. it 11 likelY that no lOre hospitals .ill be built in the for .... bl. future, there 
cIou not appear to be lIlY need R • D for health faciUty plannin,. However, .JJould the 
need arbes for a new hospital to be built, the trend would be to appoint forllln 
hospital consultants or, for the ... Uer projects, to aend the architect. and l1n1,tl7 
of health official, to update Info .... tlon on the dev.loeaent on ho,eltal plennln,. 

The .stablishaent of • pllnnin, unit withIn the Minl,try of Health. The an"I.aent of 
a health planner. 

I, 
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HEALTH SYSTEMS DEVELOPMENT 

by 

Dr C.T. Palmer 

Planning and design of hospitals should be seen in the 
context of the total systems of which this specialized work is a 
part. In order to achieve development, that is, change for the 
better, it is important to consider how planning and design 
relate to other parts of the systems. 

To deal with its support to health systems development, the 
Uorld Health Organization has created a programme called 
Organization of Health Systems based on Primary Health Care. This 
brings together its work dealing with hospitals with its work on 
primary health care. They belong together because health cannot 
be achieved with one part of the system alone. The change in 
recent years is the conviction that primary hes.lth care must be 
the basis of the system. Actual past experience in some places 
was that hospitals may have been the basis, but this did not lead 
to an effective total system. In real life elsewhere, the 
experience may have been that there was no coherent system, but 
hospitals and primary health care went their own ways without any 
efficient or effective mutual support. 

To build up health systems based on primary health care, it 
is necessary to understand what the idea of primary health care 
signifies. It can be looked at from several aspects, for 
example: 

- primary health care as a structure, 
- primary health care as services, 
- primary health care as an approach. 
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Viewed as a structure, primary health care is the first level 
where health action starts. This will vary in details according 
to country, but the home may often be the first and very 
important level of action, where what people do for themselves 
has major effect on health not only preventing illness but also 
in how to deal with it when it occurs and in rehabilitating 
afterwards. Also in the primary health care level are the 
community health workers and the frontline health facilities, 
where professional and other health workers make first contact 
with the public. In some places, even hospitals may be part of 
this frontline, first contact of the health system with the 
people. Sometimes this is considered a mistake and not a proper 
role of hospitals, but this needs to be viewed according to the 
specific situation. 

Primary health care as types of service includes the eight 
essential elements of primary health care. These elements have 
implications for the role of hospitals supporting primary health 
care, and should be considered in planning and design of 
hospitals. 

The first element, education on health problems and how they 
can be controlled and overcome, is most important because of its 
major impact on people's health. Yet it is something in which 
hospitals traditionally have done little. But patient education 
concerning the diseases treated is now developing. Structurally, 
it requires a proper place for discussion between health worker 
and patient. Sometimes there might be group education, which 
could require a different sort of space. For effective 
education, it may be useful to consider provision for such 
technology as computer learning, video presentations, etc. Beyond 
individual patient education is the function of educating the 
public and community in the prevention and control of health 
problems, and this might affect the hospital deSign to allow 
dealing with larger groups from the community. 

The second element of primary health care, promotion of food 
supply and nutrition, mainly affects hospitals because of the 
importance of education, just as with the previous element, 
concerning food and nutrition - its kitchen and related 
facilities. 

The third element of primary health care, safe drinking 
water and sanitation, usually refers to water and sanitation for 
homes in the community, but it is most important to consider also 
the hospital's own water supply and sanitation. If these are not 
handled properly, and all too often there are problems of 
hospitals' water supply and sanitation, the hospital may do more 
harm than good by creating ~erious health problems. 
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For the fourth element of primary health care, the hospital 
is obviously involved in the maternity service and provision for 
newborns. The important thing to consider is how the whole 
system of maternal and child health care relates to the hospital 
role. Will the hospital also have some responsibility for 
antenatal and postnatal service and child health care? Might it 
be in Charge of the whole maternal and child health programme, or 
might there be other health authorities in charge, with whom the 
hospital needs to relate? Or may be it is an uncoordinated system 
with no one in charge and the need will be for the hospital to 
become involved in developing relationships .• 

The fifth element of primary health care, immunizations, is 
usually integrated within maternal and child health but may also 
extend to relate to other diseases of importance to adult health 
and hospitals, for example, hepatitis B. 

The sixth element of primary health care is the prevention 
and control of the main diseases of the community, the endemic 
diseases. In some places, these may be tuberculosis or malaria, 
while elsewhere the cardiovascular diseases may be coming to the 
fore. For such control programmes, the hospital role may vary; it 
is possible that the hospital may be put in charge, which would 
have its influence on hospital planning. 

The seventh element of primary health care, the appropriate 
treatment of common diseases and injuries, is the "bread and 
butter" of hospital work. Similarly the eight element, essential 
drugs, is a part of normal daily hospital functioning. But will 
the hospital also have a part in the essential drug supply system 
for the whole community? If the hospital is base for a drug and 
supply system, planning will have to consider the transport 
aspects, affecting garage space and so forth. Communication 
facilities at the hospital to connect with other sites of the 
system will also be important. 

Turning to primary health care as an approach, this total 
concept can have important meaning for hospitals. A simplified 
definition is that primary health care is essential health care 
made accessible to all by means acceptable through full 
participation at affordable cost. 

Accessibility clearly is important in hospital planning. At 
individual hospital planning level, it is a matter of siting. 
More broadly, in planning the whole systems there are 
considerations of how to cover the population with a network of 
facilities. Acceptability in terms of the culture and the 
people's views is also highly important for the effectiveness of 
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the system. Community participation, however, has often not been 
well developed with regard to hospitals, but to make the system 
work better, hospital design should also consider how this 
community role with respect to hospitals can be provided for. 
Affordability is today's very difficult problem with our huge 
costs and struggle to get the funds required. 

In conclusion, it is necessary to point out that we do not 
have final answers to all the aspects of building health systems 
based on primary health are. In fact, new knowledge is coming to 
light, for example, through the research done by the Institute of 
Hospital Services on district health systems and hospitals at the 
first referral level through the Western Pacific Region. The 
lesson for hospital planning and design may be a need for 
flexibility, in order to be able to handle things in the future 
that we do not fully know about now. 
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REGIONAL SITUATION OF HEALTH FACILITY PLANNING AND DEVELOPMENT 

by 

Mr Karam Chand 

The Western Pacific, as you are aware, is one of the six regions 
of the World Health Organization, with its Regional Office in Manila, 
Philippines. It covers 35 countries and areas of which only 24 are 
Member States. This is the most populous of the six regions and it is 
highly diverse in its socioeconomic, political, geographical and 
climatic conditions. The population of the countries range from more 
than one billion in the People's Republic of China to 7000 in Nauru. 
The geography varies from mountains to plains and small islands. The 
climatic conditions range from very cold to tropical. Some of the 
countries are highly developed whereas others are among the least 
developed in the world. 

Because of these varied conditions and the Region's social 
economic, cultural and political diversity, the hospitals also vary 
from country to country and even from place to place within the same 
country. Nevertheless, as facilities play an important role in 
delivery of health services, particularly in support of primary health 
care to reach the goal of health for all by the year 2000, a well 
planned and well maintained network of health facilities is essential. 

The hospital is traditionally concerned with individual patients, 
and with acute curative care. Such care is resource intensive, and 
requires modern techniques and well trained professional manpower. The 
hospitals tend to define performance in terms of the quality of 
individual care for those who are seriously ill, and of the use of 
sophisticated methods. 

By contrast, the primary health care approach (which is just as 
relevant to hospitals as to other local health services) advocates 
promotional and preventive activities as well as treatment, and is 
oriented to the needs of entire populations. It seeks to maximize the 
impact of available resources in relation to all health needs by the 
use of appropriate technology and a broad range of health personnel 
including community health workers. The success of such an approach is 
defined not only by the quality of individual care but also by 
improvements in the health status of populations, and in terms of the 
equitable availability of health resources, wider coverage of the 
population, and greater personal responsibility for health. The main 
problems encountered are those arising from the interaction of health 
systems and populations, and resource allocation. 
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Generally, no systematic approach exists for achieving a well 
organized network of hospitals, which are well planned, with 
construction of good quality, and are efficiently managed and properly 
maintained. The present economic situation and health needs in the 
developing countries call for cost-effective and performance-oriented 
planning of health facilities. In most cases, the decision-makers, 
planners, architects and health workers do not form a multidisciplinary 
team or adopt a multi-programme approach for appropriate planning and 
design of health facilities. They tend to forget the constraints 
imposed by limited financial and labour resources, harsh climates, 
insufficient or unreliable utilities, and specific social and cultural 
conditions. As a result of this, most of the health facilities have 
one or more of the following deficiencies: 

(a) they fail to meet basic technical requirements; 
(b) they are not designed with disaster preparedness in view; 
(c) they do not make use of local natural resources and materials; 
(d) they fail to make optimal use of space; 
(e) they have no room for future expansion; 
(f) they fail to apply the new technology available. 

Therefore, it would be helpful for the d~vcloping countries to 
exchange information with the developed countries in order to eliminate 
these shortcomings in designing new facilities or upgrading old ones. 

The global strategy for health for all by the year 2000, adopted 
by the Member States of the World Health Organization, emphasizes the 
need for technical guidance for national decision-makers on the 
rational development of physical facilities available to health 
services, particularly in developing countries, where resources are 
scarce and costly mistakes must be avoided. Throughout the developing 
world, a large number of health care facilities are being developed. 
Contrary to expectations, many of these either do not function 
adequately or are too expensive to run properly, or both. It is 
essential that each country should develop its own district health 
syste~, including the district hospitals, based on a global health 
strategy and national health policies. Master network planning of 
health facilities is necessary to rationalize health care delivery to 
the maximum number of people at a minimum cost, and to ensure equity, 
both vertically and horizontally, in the health care and medical 
services. This should also take into account the country's 
socioeconomic, demographic, epidemiological, geological and 
meteorological situation. The planning process should be able to 
absorb both software and hardware technologies. Within the framework 
of master network planning, the development of adequate design and 
construction of health facilities for universal and equitable access to 
health care of comparable quality, acceptability, adaptability and 
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affordability is necessary. Such planning should ensure optimum 
utilization of space, ease of movement for people and materials and 
the possibility of future expansion. It must also take into ' 
consideration the basic requirements of modern technology, natural 
resources and local materials. 

The WHO Regional Office for the Western Pacific has recently 
developed its own strategy to develop this programme and extend 
cooperation to all Member States in the Region. As a first step, a 
long-term post of Health Facilities Engineer has been established in 
the Regional Office in Manila. The first of a series of regional 
workshops was held in October 1986 in Tokyo and the present one is the 
second. A regional training course will be held at the National 
Institute of Hospital Administration in Tokyo in December 1988. 

In order to continue research and training in the planning and 
development of health facilities relevant to this Region, two 
collaborating centres have been designated. The first one to be 
designated was the Institute of Hospital Services, Seoul National 
University, which we are fortunate in having as the host of the current 
workshop. After four years of successful collaboration, the 
designation of this Centre has been extended for another term of four 
years and will continue its good work till 1992. At the time of the 
regional workshop in Tokyo, in 1986, the National Institute of Hospital 
Administration, Tokyo, was designated as the second collaborating 
centre for health facilities planning and development. These two 
centres have been doing excellent work which will be useful not only 
for our region but for others as well. The Member States are 
accordingly requested to take advantage of the two collaborating 
centres for exchange of information in this field. Meanwhile, the 
Regional Office, with the close cooperation of these two collaborationg 
centres, as well as other institutions of the Member States, will 
develop guidelines and manuals on the planning and design of health 
facilities, as well as the repair and maintenance of infrastructure, 
including biomedical and engineering equipment. 

In the People's Republic of China, WHO has in the last few years 
extended its cooperation in this field and the Ministry of Public 
Health has already shown its keen interest in developing the national 
expertise, both for the improvement of traditional planning and design 
and for the inflow of the latest technology. A national workshop was 
held in March 1987 for the training of nationals in the planning and 
design of county hospitals. There have also been fellowships for 
training in this field in our Collaborating Centre at the National 
Institute of Hospital Administration in Tokyo. In addition to this, 
advisory services have been provided from time to time in respect of 
suitability and adequacy of planning and design, including maintenance 
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of health facilities. After the national workshop i~ 1987, the 
Ministry of Public Health will no doubt has already developed some good 
model designs for the county hospitals to be adopted in some parts of 
the country. Another national workshop is planned for early next year 
in the same field. 

Likewise, in the Socialist Republic of Viet Nam, the Government at 
the highest level has given due consideration to close cooperation in 
this field. Recently, a mission has been carried out to study the 
existing situation and recommend both short-term and long-term measures 
to be adopted in that country. Fellowships have also been provided for 
the first time in this field, and the Ministry of Health is arranging 
the first national workshop to train some of their nationals in this 
area. 

In the Lao People's Democratic Republic, a detailed study has been 
carried out for upgrading the district health systems including some of 
the district hospitals which will be funded by the UNDP. 

In the Philippines, the Department of Health has already conducted 
a workshop on hospital networking. WHO's cooperation has been 
requested for upgrading national skills and to that end fellowships and 
advisory services are being provided. 

A number of countries in the South Pacific have in the recent past 
concentrated on the planning and deSign of the health facilities. The 
Government of Kiribati has embarked on the preparation of a project 
document for upgrading their national hospitals as well as the 
satellite health facilities in the outer islands for which they are 
requesting bilateral assistance from some donor countries. Papua New 
Guinea has already requested bilateral aid for a project document for 
the entire overhauling of its planning and design of health facilities 
in terms of setting up new facilities and renovating the existing ones 
in their country. A detailed report to this effect has been prepared 
and is now receiving the consideration of the Government for acceptance 
and implementation. Advisory services have also been provided in the 
field of hospital administration. 

In its country allocation, the Government of Malaysia has recently 
included a fellowship in the field of architecture and engineering to 
train a national in improving the planning and design of district 
hospitals. Continuous support is being provided in the field of repair 
and maintenance of electrical, mechanical and biomedical equipment. 

In the RepUblic of Korea, a long-term post in the field of 
hospital administration has been provided in addition to the 
fellowships in this field. 
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It will be seen from the above that while most of the countries 
have been paying greater attention to this area, much remains to be 
done, particularly in coordination between the Ministry of Health and 
the other government agencies responsible for the planning and 
construction of the hospitals. In most cases, the Ministry of 
Construction or Public Works Department is responsible for this field. 
However, in some countries, smaller units have been installed within 
the Ministry of Health for a close liaison with other government 
agencies as well as the international agencies. It is expected that in 
future, small units of this will be installed in most of the Member 
States. 
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ROLE OF HOSPITALS AT THE FIRST REFERRAL LEVEL 
IN SUPPORT OF PRIMARY HEALTH CARE 

by 

Dr Young Soo Shin 

1. HOSPITALS AND PRIMARY HEALTH CARE -
NEED FOR INTEGRATION 

Can primary health care succeed without the support of 
hospitals? 

Before answering this directly, it seems to be worth 
repeating the definition of primary health care. 

According to the Declaration of the 31st World Health 
Assembly held in Alma Ata, Union of Socialist Republic of Russia 
in 1978, primary health care is the key to attaining health for 
all by the year 2000. It consists of essential health care based 
on practical, scientifically sound and socially acceptable 
methods and technology made universally accessible to individuals 
and families in the community through their full participation and 
at a cost that the community and country can afford to maintain at 
every stage of their development. It forms an integral part both 
of the country's health system of which it is nucleus and of the 
overall social and economic development of the community. 

This ideal model is vastly different from the actual nature 
of health systems in most countries in which the hospital is the 
hub of the system, often requiring the bulk of resources, highly 
sophisticated technology and professionally skilled personnel as 
well. In many countries, such hospital-based services are needed 
by only a small proportion of the population and accessible to an 
even smaller proportion. 

With the intensified demand for universal health care 
coverage and increased constraints on health resources, it is 
clear that primary health care must become the central function 
and main focus of a country's health system. To this end, the 
health care activities within hospitals must be closely 
interrelated with health activities going on in the community, 
despite the fact that traditionally, hospitals and primary health 
care have often been separate entities. 
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As the vast amount of experience that has been accumulated in 
the implementation of the primary health care approach in various 
countries has made clear, the need for reorienting the health 
system in support of primary health care becomes increasingly 
evident. The whole health system must form a mutually supportive 
network of closely related health institutions and workers, 
leading to the progressive improvement of comprehensive health 
care for all and through this to health for all. 

This approach envisages not only the full involvement of 
hospitals in the planning and delivery of primary health care but 
also a sharing of responsibility for the community between 
hospitals and other local health services. 

2. BASIC PREMISE OF HOSPITAL INVOLVEMENT 
IN PRIMARY HEALTH CARE 

In general, the historical development of health services 
shows that there have been differences in tradition, principles 
and skills between hospitals and other local health services. In 
other words, while hospitals became responsible for the care of 
the individual, the responsibility for dealing with the community 
as a whole was usually entrusted to separately establish public 
health organization and other local health services. As a result, 
coordination between hospitals and other levels of health services 
has often been casual and at times non-existent. 

However, conSidering that both types of service are needed 
for a comprehensive approach to health care, they must become 
complementary and be reconciled with each other by uniting around 
a common concern both for the welfare of individual patients and 
that of the community as a whole. 

Towards this end, a change will be needed in the functions of 
hospitals and the basic premise of functional change has to be 
based on the following principles of health for all: 

- because of the equity principle, there should be universal 
coverage with essential health services, and high cost care 
benefitting only a few must, if necessary, be cut back 
until universal coverage with minimum essential care can be 
achieved; 

- health services should be effective, efficient, affordable, 
and acceptable in local cultural terms through the choice 
of appropriate technology, and through the manner in which 
care is delivered at all levels; 
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health care activities should include disease prevention, 
health promotion, and curative and rehabilitative 
services; 

individuals and communities should participate in health 
activities in ways that promote self-reliance and reduce 
dependency; 

because of the close interrelationship between health and 
social, economic and environmental factors, efforts to 
protect health must reach far beyond health services 
alone, to include many other developmental activities. 

A hospital worthy of its name must be one that seeks to 
promote the health of the whole population that it serves, 
including the health of individuals who never enter it. 
Proceeding from that premise, the following questions should be 
answered: 

What are the implications for the hospital? 

What opportunities and obligations should it recognize? 

How can the differing values of the hospital and other 
local health services be complementary and mutually 
strengthening? 

How might full involvement in primary health care change 
the nature and functioning of the hospital? 

What experiences are there on which to build? 

As a first step in answering these questions, the role of 
hospitals at the first referral level (HFRL), which is the crucial 
link between the hospitals and other local health services, must 
be taken into account. 

3. FUNDAMENTAL ISSUES FOR IMPLEMENTATION OF THE 
ROLE OF HOSPITALS AT THE FIRST REFERRAL LEVEL 

3.1 Organizational and functional integration 

Currently, in most settings around the world, hospitals and 
local health systems are managed separately and their work is 
generally not well related with each other. 

This problem has several origins. 
hospitals and the local health systems 
different health authorities. 

It may be that the 
are under the control of 
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Another contributing factor is that the traditions of 
hospital ownership and its skills of management have kept them 
separated from surrounding community health services. In such 
situations, the organization of health system has not been 
efficient in the sense of achieving maximum benefits from the 
available supply of health resources. 

In this regard, the tasks of reaching entire populations with 
effective health services cannot be achieved by either hospitals 
or local health systems acting independently of one another, and 
certainly the optimum use of sophisticated skills and knowledge of 
hospitals cannot be made when functioning in isolation from the 
surrounding primary health care efforts. Given the traditions, 
varieties and rigidities of current arrangements, significant 
movement towards integration will require strong commitment and 
intense efforts. 

3.2 Attitudes and behavioural change 

Very substantial change will be required for movement from 
current separation of primary health care systems and hospitals 
from one another toward a unified integration so much so that it 
is necessary to consider the underlying attitudes and resistance 
to change that will have to be addressed. 

The resistance to change has its roots in differing values, 
traditions and technologies of hospital. 

Changes will have to be brought about in attitudes through 
promoting better understanding of the rationale for the role of 
hospitals at the first referral level in support of primary health 
care and through improved insights into the benefits by the 
functional and organizational integration. The roles of 
educational and training institutions are very important in 
shaping attitudes and capabilities of health personnel. 

3.3 Development of appropriate managerial and support capacities 

A number of managerial skills - information systems, 
financial and resource allocation systems, for example - have 
traditionally been developed and used for either hospitals or 
primary health care systems separately, indeed they have been 
adapted for almost exclusive use in those settings. But those 
technologies vital to decision-making both settings should be 
integrated for solving the critical problems in a community as a 
whole. 
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An information system, for example, should provide the data 
base for defining the needs of the population, for specifying 
resources available for dealing with those needs, for formulating 
health programmes in the light of available resources, and for 
tracking the impact of those programmes. 

Currently, most health information systems fall far short of 
delineating the problems in a community as a whole. Integration 
of information systems between hospital and local health services 
becomes to be an urgent target. 

Financing and resource allocation methods which should have 
been intended to support rational decisions for the best use of 
resources are currently not based on objective assessments of 
human and community needs but based on self-optimization of 
individual hospitals and local health services. In addition, the 
systems used for managing those resources in either hospitals or 
local health services do not comply with each other to serve the 
community with comprehensive health services. 

Another problem is an overall lack of managerial capability 
in health systems. This is generally due to excessive 
centralization of decision-making with weak administrative 
capacity at the local level. In some health systems, although 
responsibilities are delegated peripherally, the necessary 
supervision from higher levels is lacking. 

4. ROLE OF HOSPITALS AT THE FIRST REFERRAL LEVEL 
IN SUPPORT OF PRIMARY HEALTH CARE 

In 1985, the WHO "Expert Committee on the Role of the 
Hospitals at the First Referral Level (HFRL)" clarified the 
importance of the full involvement of hospitals for the primary 
health care approach and also crystallized the concept of the 
district health system as a central strategy of primary health 
care. The Committee proposed a conceptual model of a 
comprehensive health system based on primary health care. 
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This model clarifies the place of the first referral level as 
a component of district health systems immediately supporting 
primary health care activities. District hospitals and district 
health offices, in various combinations, share the role of the 
first referral level. The roles and functions of the first 
referral level are defined as follows: 

- patient referral 
- health programme coordination 
- education and training 
- management and administrative support. 
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In addition, the Committee described district.health systems 
as a framework within which the role of hospitals can be performed 
coherently in relation to the people whom it serves, and in 
relation to all the other relevant agencies, including those not 
usually considered as part of the health sector. The key features 
of a district health system were defined as follows: 

a district health system should be people-oriented 
emphasizing all the health-related elements of their 
behaviour and their environment, and their right to shape 
their own health care with professional help; 

a district health system should be based on, whenever 
possible, a discrete geographical area and should include 
the whole population and all health workers and facilities 
within that area; 

a district health system should be provided with 
substantial managerial autonomy on a decentralized basis. 

The Institute of Hospital Services, Seoul National 
University, a WHO Collaborating Centre for Hospital 
Administration, has conducted a study which aims to determine the 
appropriate role of hospitals at the first referral level in the 
Member States in the pursuit of health for all under the 
sponsorship of WPRO. In this study, conceptual models have been 
developed which illustrate: 

(1) the types of roles of hospitals at the first referral 
level in support of primary health care; and 

(2) the relationship between the roles of hospitals at the 
first referral level and the factors which influence the 
performance of these roles. 

The hospitals at the first referral level perform three roles 
in support of the primary health care complex: 

(1) technical support activities 
(2) administrative support activities 
(3) education and training. 
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The following model exhibits these roles of hospital at first 
referral level: 

HFlILlDHO 

Rl technical support 

R2 administrative support 

l'HC caaplex R3 education and training 

BasiC Health 
...... ''''it _ __ ~rv .... =-=-..,. __ _ 
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~-------------.---ruily and 80_ 

In addition, the study team defined the terms used in the 
model as follows: 

Primary health care complex describes the following four 
levels of health care activity: 

(a) the family and home 
(b) the community 
(c) the community health worker 
(d) the basic health service unit 

- Hospital at the first referral level describes the next 
level of health care facility to which the primary health 
care complex can immediately refer all kinds of health 
problems. As well, the hospital at the first referral 
level is the facility at the most basic organizational and 
technological level that is capable of providing wide
range technical and administrative support for the primary 
health care complex. 
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Considering the current situation in the Member States, the 
term "Hospital at the First Referral Level/District Health Office" 
(HFRL/DHO) is utilized instead of the term "Hospital at the First 
Referral Level" (HFRL). 

- District is the geographical or administrative boundary 
within which the HFRL/DHO performs supportive roles for the 
primary health care complex. It encompasses the levels of the 
primary health care complex and HFRL/DHO. 

5. CONCLUSION 

Although the integration of the health care activities within 
hospitals with the health activities in the community has been 
identified as an important issue in pursuit of the goal of HFA, 
the ~etails of the concept of the role of HFRL in support of 
primary health care have not been worked out to the extent that it 
can be universally applied to diverse countries around the world. 
It is, therefore, necessary to refine the theoretical framework 
and expand the base of practical and operational knowledge while 
continuously promoting the concept around the world. 

In this regard, the study on the role of the HFRL in support 
of primary health care which has been conducted by IHS/SNU under 
the sponsorship of WPRO is a significant step toward HFA. By 
expanding the base of practical and operational knowledge and 
furthering the development of sound guidelines for health managers 
in the Member States, this study has moved us closer to developing 
appropriate roles for the HFRL in primary health care. 

In this study, the identification of the present situation of 
the role of the HFRL and influencing factors, as well as the 
analysis of the ways in which these factors influence the role of 
HFRL have been attempted in order to provide basic information 
which can help to strengthen the role of the HFRL. 

In conclusion, I would like to quote the following paragraph 
from the proceedings of a meeting in 1981 sponsore~ by the Aga 
Kahn Foundation and WHO on the role of hospitals in primary health 
care: 

"A health system based on primary health care cannot be 
realized, cannot be developed, cannot function and cannot exist 
without a network of hospitals with responsibilities for 
supporting primary health care; promoting community health 
development action; providing basic and continuing education of 
all categories of health personnel; and conducting research." 
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AN OVERVIEW OF HOSPITAL PLANNING AND DESIGN 
IN THE PRIMARY HEALTH CARE APPROACH 

by 

Mrs Prosperidad dela Cruz-Luis 

The impetus of the Alma Ata Declaration 

Ten years ago, a well-meaning thought for the welfare of mankind 
was put forward in the Alma Ata Declaration of 1978: health for all by 
the year 2000 through primary health care. Since then, a global 
strategy for health using primary health care as an approach had been 
evolved. Countries had responded positively and had reexamined their 
systems, had reorganized as need arose, to align with the new health 
direction and approach. Cooperative exchanges and interactions in the 
form of conferences and workshops had been held for collective 
re-thinking about the existing health situations. 

Here and now, we are gathered to talk about planning and design of 
district hospitals in support of primary health care. As planners, 
workers, architects and engineers in the field of health, we shall 
dissect and find out as much as we can about the district hospital and 
the immediate system or network of which it is a part. The district is 
a key level and the district hospital is a key facility as it is the 
hospital of first referral. As such, it traditionally performed mostly 
curative functions. In the primary health care approach, it has a new 
role. This new role shall require a restatement of the hospital's 
function in its area of service, the services it will offer and the 
organization that will deliver the service. Ultimately, there is a 
need for the reevaluation of the hospital's supporting facilities: the 
space programme and the type, quantity and scale of the physical 
provisions. 

The primary health care milieu and the new role for hospitals 

A primary health care milieu is now in existence. The primary 
health care approach has brought in a lot of re-thinking on the part of 
governments of both developed and developing countries in the world, 
disparate though the.settings are. The re-thinking must have been 
brought about by health delivery deficiencies in both the developed and 
developing settings. Developed, industrialized countries have health 
systems in a very high level of technology and of a very complicated 
system of delivery. On the other hand, developing countries so lack 
re~ources that only about half of their population on the average have 
access to health. Both systems of the developed and developing 
countries, though, have problems that are both cost-related: developed 
countries cannot afford their high technology health systems; 
developing countries cannot afford their health systems in general. 
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As an approach, primary health care has been accepted by both 
worlds on the over-riding concept that "prevention is better than 
cure" and that in the light of the staggering costs of the 
curative functions of hospitals, health might perhaps be 
attainable by focusing more on the prevention of the diseases for 
which people make their trips to hospitals in the first place. It 
is in effect a return to the basics. 

So, if we examine the district hospital now and look at it as 
a facility that must be supportive of primary health care, what 
might be its roles that would have implications on planning and 
design? 

In 1981, a world-wide study on the role of the hospital in 
primary health care was started by the International Hospital 
Federation in collaboration with the World Health Organization. 
The purpose of the study was to develop the role of the hospital 
in primary health care by gathering the experiences of hospitals 
in different countries around the world, in particular the non
traditional efforts of hospitals to meet health needs of 
communities within their service areas. The survey brought to 
light noteworthy innovations of countries in both developed and 
developing countries, and hospitals in both urban and rural 
areas. 

The hospital emerged in this study as a potent institution 
for deep involvement in primary health care by providing the 
service and setting for the following activities: 

(a) in health promotion, as exponents of physical fitness 
and healthy lifestyle; as youth, marriage and motherhood 
counselors; as nutrition educators; 

(b) in preventive health care, by g~v~ng immunization and 
undertaking vector control; evaluating and maintaining the safety 
of drinking water systems; by being exponents of clean 
environment; 

(c) in curative health care, by diagnosing and treating 
first contact patients and by providing emergency and accident 
services; 

(d) in rehabilitative programmes, through physical, mental 
and social rehabilitation of individuals to restore them to active 
and productive members of their society; 

(e) in education, by training local medical workers and 
volunteers in first aid, diagnosis and tests. 
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What is most encouraging about the primary health care and 
hospital relationship innovations in different countries is the 
noteworthy harnessing of individuals and the total community as 
manpower resource and the willingness of community members to 
actively participate, particularly in self-help projects. 

In New Zealand and Costa Rica, the hospital has broken down 
its walls and has extended its areal coverage into the homes which 
have become basic units of effective health care and where the 
members of the family have become health workers and implementors. 
In this concept of "hospitals without walls". what is the implication 
on hospital bed planning and projections and on hospital space 
programming of "hospital beds" virtually existing in homes allover 
the community? 

The "barefoot doctors" are as real in China as they are in 
New York. While in China. they are locally recruited medical workers 
of three to six months training under doctors in local commune hospitals 
to acquire medical skills such as diagnostic and first-aid skills. the 
"barefoot doctors" of New York are high school students trained by the 
hospital ambulatory care department to do simple screening tests among 
their peers. 

With members of the community participating and with some hospital 
functions delegated to concerned citizenry. how can the district hospital 
effectively set-up its organization to maximize the available manpower 
resource? 

Some possible answers may be gleaned from the experience of 
Romania and the Philippines where the organizational leadership and 
responsibility for total health in the district rests on the head of 
the district hospital. The district hospital as a facility, therefore. 
has become the setting for the provision of total health of the geographic 
territory that constitutes its catchment area. 

Two groups emerge here as health manpower resource. The first 
organizational group is a more formal one, consisting of the professionally 
trained medical person, armed with his official appointment in the hierarchy 
of the district. The second is a less formal organization, consisting of 
the local citizenry, of lesser medical training or none at all, but with 
motivation and even inspiration to serve the community in which he belongs. 

In the paper entitled "Hospital Planning and Development in the 
Context of WHO Strategy Health for All by the Year 2000", delivered 
by Dr Young Soo Shin during the Regional Workshop on Health Facility 
Planning and Development in Tokyo, October 1986, two approaches for 
health delivery were mentioned: the hospital approach, with a service 
th~t is professionally oriented and which looks to the profesionally 
trained individual as the sole provider of medical care; and the primary 
health care approach which is community-oriented and which relies on the 
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community as an effective partner. The above-mentioned formal and 
informal organizational groups may well represent these two approaches. 
But as Dr Shin had hoped and suggested, there is the possibility of 
complementation and reconciliation for the two approaches. Experience 
does bear out that for a health program to succeed, people must not be 
mere passive recipients but active participants in the planning and 
implementation process. This is the very essence of the participatory 
concept that is being encouraged not only in health but in all aspects 
of community life. 

The Planning and Design Process 

The stages in the planning and design of a hospital is a systematic 
process whereby activities are brought down progressively from the macro 
level of population, catchment areas, needs and demands and epidemiology; 
to the micro level of a specific space in architecture supportive of a 
function and human activity. Theoretically and ideally, it is a multi
disciplinary activity involving the active participation of professionals 
in various roles. It likewise requires the continuing interaction between 
end-users and the professionals tasked to translate their functional 
requirements to concrete physical provision. 

The planning and design process can be 
imaged as a round table process where 
people in various roles sit in a multitude 
of combinations depending on the objective 
or mission at hand. At the earliest stage, 
what can be called a NEEDS TEAM would sit 
around and establish on an overall planning 
plane, the needs, the services to be provided, 
the target population that would serve as 
catchment area, the financial feasibility 
of the project and in a way the scale of 
the hospital in terms of bed provisions. 

The table changes composition as the 
BRIEFING TEAM moves in to prepare a key 
document: the Design Brief which translates 
the service requirements to functions, 
activities, space programs and relationships 
and all other data necessary for design. 
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The DESIGN TEAM, consisting mostly of 
physical facilities people, pool their 
expertise in consultation with one 
another to produce the instruments for 
construction implementation, starting 
from preliminary and developed designs 
and ending in the production of working 
drawings, technical specifications and 
tendering documents. 

The CONSTRUCTION TEAM implements the 
construction within a prescribed time 
and cost, and produces the physical 
facility as an output. 

The COMMISSIONING TEAM staffs the 
hospital, procures equipment, furniture 
and supplies and prepares it for final 
opening. 

All in all, at the end of the project, 
a multitude of professionals and people 
would have sat around the table to make 
their contributions to the project as 
part of the PLANNING TEAM. 

This, in a nutshell, is the picture of the process in stages. 
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Existing Situations: Some Snags Towards the Primary Health Care Approach 

The question always arises: at what level do we constitute this 
planning team? 

The level at which this team is activated spells the difference 
between a centralized and decentralized system of health facility provision. 
In most countries, there is a tendency to deliver health through a highly 
centralized system since resources are limited and must be allocated as 
economically as possible. 

It is usual in such a system for a planning team at a national level 
to evolve all plans, run through the stages of planning and design from a 
central control and monitoring point. From the standpoint of project 
administration and management, it is believed to be the more economic and 
less time consuming procedure as the needs survey. the design evolution. 
the documentations for construction. the tendering processes and the 
construction supervision are easily coordinated. 

However, a highly centralized system is criticized for relegating 
local end-users to passive onlookers as their participation is limited to 
the acceptance of the facility at its completion. Because of this situation, 
a feeling that the facility is being "rammed dO'olLl their throats" is cOllDnon 
among end-users. 

A highly centralized system almost always develops standards from 
its implementation experiences. It is usual in this system for standard 
plans and designs to be available off the shelves at the national level 
like "ready to wear" clothes. Savings on design fees and cost of production 
of working drawings and specifications are supposed to have been brought about 
by such standardization. 

Experiences in the field bear out that such high degrees of 
standardization result to misfit situations in the field. Since site 
conditions are generalized and oftentimes assumed, no direct synchronization 
is undertaken between its attributes and the standard plan. Some of these 
situations are as follows: 

A standard plan may be incongruous 
with a site condition in terms of 
size and configuration. In no way 
would the standard plan fit the site. 

I I 
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A standard plan may be incongruous 
with the topography of the site. 
A one-level hospital standard design 
for example would have to stand like 
a grasshopper on stilts reaching down 
into the natural ground level below 
on a sloping terrain because actual 
site factors had not been part of the 
design consideration. 

A standard plan may not allow for the 
proper orientation of the building to 
wind directions and sun paths. Thus, 
the advantages of the direction of the 
best winds and the positioning of 
departments for natural ventilation are 
not inputs into the design. 

In most countries. equipment for modification of interior environment are 
luxuries. Their first costs are high and so are their recurring operating 
and maintenance costs. The passive cooling technology. which espouses the 
design of buildings in context with nature. which respects climatic factors 
and maximizes effects of natural air flow, which considers the sun in 
building orientation, which does not rely on artificial means of environmental 
control for structures. is worth looking into as an over-riding guideline for 
design. 

Orienting Towards the Primary Health Care Approach 

We find from these discussions that the highly centralized system 
stymies the participatory element which is the hallmark of the primary 
health care approach. Standardization sieves off the uniqueness of local 
settings and ignores locally available materials, indigenous technology. 
people attitudes and other special attributes of the community. 
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On the other hand, overturning the current set-up and decentralizing 
the planning and design process completely by constituting the planning 
team at the local district level may not also be the answer to the problem 
on account of the fact that health planning. design and construction expertise 
may not be available at this level where for most countries. the setting 
occurs in a rural area. A newly constituted planning team on this level also 
may not have the rich experience and the tract record of the national team. 

Alternative compromise situations are herein presented for the 
re-orientation of the planning and design process towards the primary health 
care approach: 

a. Without dissolving the planning team at the national level. 
more inputs must be sought from local end-users especially in the preparation 
of the design brief. in the evolution and approval of the developed design 
and in the supervision of construction. As a matter of fact. the local end-users 
must sit in the national planning team as THE end-users instead of the token 
group of perRon from national level acting in their behalf. 

b. As an alternative to the highly standardized hospital building 
plan where even components such as wall panels. roof trusses and window 
bays are modularized. which pose transport problems delivered to various 
parts of the country. alternative standardization procedures may be 
adopted, enumerated in progression as follows: 

1. Standardization of design guidelines only to give overall 
direction in the form of general statements about site 
considerations, building orientations, cost considerations. 
Here, the local populace is given a chance to explore the 
use of indigenous materials, local technology and crafts
manship and local labor. 

2. Standardization of design guidelines and space programs. 
Here, provisions for room types and their sizes are 
prescribed, though designs of hospitals will be left open 
for local interpretation. It is presupposed that roles, 
services offered, activities and the scale of the hospital 
have been standardized for all district hospitals. as well. 

3. Standardization of design guidelines and space programs 
and preparation of accompanying "ideal" floor plans of 
hospital sections and "ideal" lay-outs of rooms which 
may constitute separate components that can be fitted 
together into a total hospital form. Floor plans and 
lay-outs should have been developed from accepted local 
operational procedures. 
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Conclusion 

There is a need to break traditionally accepted ways. But we 
have been doing this since first we decided to adopt and operationa1ize 
the Alma Ata Declaration of 1978. What is encouraging is the fact that 
the new ways are not really beyond our reach. The new ways are the 
basic ways. the old inexpensive ways that we should not have abandoned 
in the first place. 
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GENERAL PRINCIPLES IN HOSPITAL PLANNING AND DESIGN 

by 

Mrs Prosperidad dela Cruz-Luis 

1. STAGES IN PLANNING AND DESIGN 

The planning and design of a hospital is a process that requires 
the involvement of several disciplines. The multidisciplinary planning 
team approach is one of the effective ways with which to assure the 
adequacy of the planning and design process of a hospital. This 
planning team can be imaged as sitting around a planning table in 
various combinations depending on the objective or the task at hand. 

In the five stages that comprise the planning and design process, 

(1) Establishing the need for the hospital, 
(2) Preparation of the architect's brief, 
(3) Design from the brief, 
(4) Construction, and 
(5) Commissioning, 

each member of the team has a role to play or duty to perform: 

(a) The health planner establishes the need for the hospital, its 
role in the community and the services it will offer. 

(b) The functional planner establishes the work process of 
departments and of the hospital functioning as a total system. 

(c) The financial planner establishes the financial feasibility 
of the project. 

(d) The physical planner relates the hospital in the total 
context of the town and the community it serves. 
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(e) The architect and his engineering consultants provide 
professional services in design and construction supervision. 

(f) The builder/contractor produces the physical form of the 
hospital with his investment in materials and labour. 

(g) The procurement staff and the personnel staff form part of 
the commissioning team. 

(h) The client/end user is the owner and future user of the 
hospital. 

These professionals assume either active or consultative roles on 
the planning table depending on the task at hand. Figure 1 shows a 
simplified tabulation of the stages in planning and their corresponding 
inputs, outputs and working profesSionals involved in the stage of the 
process. 

This lecture will focus on two important stages of the planning 
and design process, namely: 

(a) Preparation of the architect's brief, and 
(b) Design from the architect's brief. 

2. PREPARATION OF THE ARCHITECT'S BRIEF 

The architect's brief is a key document. It is the literary 
expression of the client's needs expressed by himself in consultation 
with other professionals in various fields including the architect 
himself. It is important because Ita good design is based on a good 
brief" and conversely, Ita good brief is the rich soil on which to grow 
a good design". As such, the architect's brief should contain and 
explain the following about the hospital and its parts or units: 

(a) Functional content - size and content of the departments: 
example, number of operating theatres or number of beds for wards. 

(b) Philosophy of service - what the departments will do; maybe 
what the department will not do. 

(c) Workload - what hours the hospital departments will work, the 
shifting, maintenance time, overtime. 
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(d) Planning principles - the hospital's policies and procedures 

(i) 
(ii) 

(iii) 
(iv) 
(v) 

(vi) 
(vii) 

patient movement 
staff movement 
supplies delivery 
disposal of used goods 
laundry services 
food service 
domestic service. 

(e) Staffing - number and types of staff, peak periods of work. 

(f) Functional relationships - relationships of departments with 
other departments; of rooms to one another within the department. 

on: 
(g) Environmental factors and engineering - hospital policies 

(i) 
(ii) 

(iii) 
(iv) 
(v) 

(vi) 
(vii) 

fire precautions 
security 
hot and cold water 
heating and lighting 
medical gases and vacuum 
emergency alarm systems 
other engineering services. 

(h) Schedule of accommodations - list of all rooms and spaces in 
the department and their sizes. 

(i) Cost - budget or programmed amounts for the project. 



Figure 1. Stages in planning and designing a hospital 
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Figure 2 shows a sample format and the checklist of the contents 
of a typical architect's brief for a hospital. 

Figure 2. Sample format/contents of the architect's brief 

1. Introduction 

- Background, project initiative 
- Project funding, source 
- Philos~phy of service 
- Organizational set-ups 
- Others 

2. Site data 

- Physical description - bearing, boundaries, topography, 
etc. 

- Land uses in adjoining areas 
- Vicinity and landmark/centre maps 
- Existing utilities 
- Others 

3. Discussion of policies on the whole hospital level 

Concepts on general level but with implications on specific 
levels: 

- Patient movement 
- Staff movement 
- Supplies delivery 
- Disposal of used goods 
- Laundry services 
- Food services 
- Domestic services 
- Security 
- Engineering services 
- Fire protection and emergency alarm systems 

4. Discussions of zones 

Grouping of departments according to principles. 
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5. Discussion of departments 

Separate discussions for each departments on the following: 

A. Description of functions and facilities 

- Procedures, operational policies within departments 
- Schedule of accommodations 
- List of rooms in the department 
- Suggested area; critical dimension, if any 
- Brief description of activities within 
- Persons using room 

classification or designation (who?) 
and number (how many?) 

- Equipment - fixed and movable 

B. Functional relationships and physical proximities 

- Closeness matrices 
- Bubble diagrams 
- Activity analyses 

C. Flexibility and future expansion 

(Possibility of future growth, how soon) 

6. Cost of project, financial aspect 

- Financing schemes 
- Cost limitations per project aspect (budget to work on) 
- Priorities for phaSing, if necessary 
- Expected funding flow with time element 
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On the other hand, vertical circulation modes such as 
elevators, escalators, stairs and ramps should be chosen in 
accordance with their space requirements in the total scheme of 
things in the hospital, and their adaptability to the movement 
requirements of the hospital. 

Closely allied to circulation routes are building forms. 
The following are some basic hospital shapes and the circumstances 
under which they are generated: 

The VILLAGE form is organized like 
a small town, where corridors 
represent the streets and 
departments represent the different 
land uses in the village. It can 
be generated in sites of generous 
areas. It is a scheme which is 
very easy to expand. 

The MODIFIED VILLAGE form is 
similar to the village except that 
departments must fit into a pre
determined form. It is a form 
concept that is very easy to 
modularize. However, the set form 
is a constraint to functional 
planning. 

The high-rise BLOCK is a form for 
tight sites. The total hospital 
is developed vertically. It is a 
concept that is difficult to 
expand. 

The TOWER and PODIUM is based on 
the concept that fastest growing 
departments are located on the 
ground floor podium while those 
that are slow-growing and those 
departments with plans that are 
typical and replicable are located 
on the tower. 
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The FINGER plan is a form 
development which breaks the long 
corridor plan into fingers of 
shorter circulatory length. The 
form lends itself to a single
loaded type of plan and is 
therefore a form that has natural 
ventilation and natural lighting. 

The COURT plan is similar to the 
finger plan except that it closes 
around a court. 

The COMPACT plan is a deep plan 
that relies heavily on engineering 
services for proper functioning. 
Airconditioning is necessary for 
ventilation and artificial lights 
are required for lighting. 

As a consequence of circulatory, form and relationship 
studies, hospital department can be grouped into zones in 
accordance with the following general principles. 

(a) Departments with close relationship with the community 
should be in the zone closest to the entry point to the hospital 
property. Example, Out-Patient Department, Business Areas, 
Primary Health Care. 

(b) Departments that get their workload from (a) should be 
in the next zone~ Example, Radiology, Laboratory. 

(c) Service departments should be grouped around a service 
court. Example, Housekeeping, Domestic. 

(d) Department that require privacy and aseptic conditions 
should be in the innermost zones away from thru-traffic. 

(e) Staff facilities and amenities must be accessible to 
transport facilities. 
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THE ROLE OF HOSPITALS AT THE FIRST REFERRAL LEVEL 
FOR ATTAINING HEALTH FOR ALL 

by 

Yongik Kim, MD, MPH, MA 

1 • BACKGROUND 

A WHO Expert Committee on the Role of Hospitals at the First 
Referral Level met in Geneva from 9 to 17 December 1985. The Expert 
Committee reviewed a sequence of issues and problems relating to the 
role of hospitals at the first referral level in support of primary 
health care. The Committee identified some fundamental issues that 
stand in the way of closer integration of hospitals with local health 
systems based on primary health care, and examined approaches to 
tackling them. 

WPRO has recognized the importance of the issues raised at the 
Expert Committee and has decided to conduct a study with the aim of 
determining the appropriate role of hospitals at the first referral 
level in the Member States in the pursuit of health for all by the 
year 2000. Accordingly, the Institute of Hospital Services, Seoul 
National University, a WHO Collaborating Centre for Hospital 
Administration, was asked to conduct a study under the title liThe 
Role of Hospitals at the First Referral Level for Attaining Health 
for All" for 24 months from 1986 to 1987. 

2. OBJECTIVES 

The objectives of this study are defined as follows: 

1. To investigate the existing role of hospitals at the first 
referral level in support of primary health care and other 
health-related activities. 

2. To investigate the characteristics of district health 
systems and national characteristics in terms of managerial aspects, 
which may be pertinent to understanding the existing role of . 
hospitals at the first referral level. 
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3. To analyse the ways in which these characteristics 
influence the role of hospitals at the first referral level. 

4. To provide some basic information in a manner that can be 
useful to health managers for improving managerial processes in order 
to strengthen the role of hospitals at the first referral level in 
support of primary health care. 

3. DATA COLLECTION 

The data for this study were collected by: 

(1) One is the data already published by WPR and other 
institutions which explain the current status of health care services 
in the Member States. 

(2) The other is to collect the data which are not available in 
a ready-made form but are essential in understanding the existing 
role of hospitals at the first referral level in the Member States by 
means of survey forms and/or field visits. 

Sensitive to the dangers of this broad study on the Member 
States of great differences, the Institute of Hospital Services has 
decided to conduct the survey in three stages with preliminary, pilot 
and full-scale surveys. The preliminary survey collected information 
on the administrative structure of governments and the organization 
and management of both national health care systems and district 
health systems. The full-scale survey form, designed to reflect the 
insights gained from the results of the preliminary survey, was 
revised again after obtaining the results of the pilot survey to 
selected few Member States in order to test the applicability of the 
survey form. 

In addition, field visits to selected Member States by the 
research team were conducted in order to supplement the survey data 
with other types of essential information which need to be collected 
through more direct means. 

4. PARTICIPATION OF THE MEMBER STATES 

From 35 countries, 20 Member States responded to the full scale 
survey: American Samoa, Australia, China, Cook Islands, Fiji, Japan, 
Lao People 1 s Democratic Republic, Kiribati, Malaysia, New Zealand, 
Papua New Guinea, Philippines, Republic of Korea, Samoa, Singapore, 
Solomon Islands, Tonga, Federated States of Micronesia, Tuvalu and 
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The study has been conducted according to the procedure 
illustrated as tollows: 

[

Id;;tifYing th;--] 
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the desirable role 
of hospital -----y----

[Fo;;Ula.tio~ of the -] 
conceptual model of 
this study -----1----

[categOd;:;'ti~~f-] proflles 

[
<?oJ. le~tio~ ~fJ eX1st1ng 1n-
formation 
--- ---

-----1====--------1 
[
----------] [-------------] [~~lPi~Of-] Ider;ltification of Development. of a prelimi- el(isti~lt in-
varlables nary analysls frame fonnatlon 

-----T====--======r======--===1---
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-----1---- T - - - - - ~tion __ 

{
Th;pre1imin~Y--] [--Fi~li~ti~~f~--] 

r 
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tion collected --·----1------through surveys 

[!f~f~if=l=I====-------- -----------necessary r ----- ~ 
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mati.on collected exist ing 
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~------------T-----------~ 

[D~;.i[lti;;-:f th; ;;istiM -;i t;"ti;;b;g~~;-J ------------T-----------
[=I~ntificationofP~oblemsbyg~ou~_=J 
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6.1 Why models 

(a) To organize the results of the study in a way that will 
allow the research team to develop an overall picture of the current 
role of hospitals at the first referral level in support of primary 
health care although revealing the diversity that exists among the 
Member States. 

(b) The models should be broad enough to be relevant to the 
health care systems of all the Member States but also specific enough 
to serve as a normative model illustrating the kind of roles of 
the hospitals at the first referral level in support of primary 
health care. 

6.2 Definition of terminologY used in models 

The primary health care (PHC) complex describes the following 
four levels of health care activity: 

- the family and home 
- the community 
- the community health worker 
- the basic health service unit. 

The hospitals at the first referral (HFRL) level describes the 
next level of health care facility that the PHC complex can 
immediately refer all kinds of problems to and, at the same time, the 
facility at the most basic organizational and technological level 
that is capable of providing wide-ranging technical and 
administrative support for the PHC complex. 

It performs three roles in support of the PHC complex: 

- technical support activities 
- administrative support activities 
- education and training. 

Considering the current situation in the Member States, the term 
"Hospital at the First Referral Level/District Health Office" 
(HFRL/DHO) is utilized instead of the term "Hospital at the First 
Referral Level" (HFRL). 

District is the geographical or administrative boundary within 
which the HFRL/DHO performs supportive roles for the PHC complex. 

It encompasses the levels of the PRC complex and HFRL/DHO. 
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6.4 Submodel II - Basic structure of the district health systems 

Health 
Activities 

. t 
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~ I Process I 

COIIIIIunity 
acticipatio 

Three components: 

... ______ .J. 

- Human and phySical resources 
- Economic support 
- Organization: the structure through which the aanagerial 

process transforms the health resources into 
health activities 

Three conditions: 

- Intersectoral collaboration 
- Community participation 
- Progra.me coordination: a general indicator of the 

operational efficiency of the 
managerial process 

I 
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6.6 Submodel IV - Three analytical aspects in measuring the 
existing HFRL/DHO in support of pri!&rY health care 
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Based on the model, the following analytic matrix (conceptual 
framework) has been devised: . 

Finalized conceptual framework for the 
development of the full-scale survey form 

Based on the finalized analytic matrix, the identification of 
key variables which are essential in describing each cell of the 
matrix has been done. These selected variables will be used in 
designing actual questionnaire in the full-scale survey form. 

Finally, an actual questionnaire has been developed by means of 
designing several questions which can explain selected variables 
identified for each cell of matrix. 
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7.2 Development of analysis tool 

7.2.1 The purpose of developing an analysis tool is: 

(a) To analyse data (principally but not solely from the 
full-scale survey) in such a way that it illuminates each cell of the 
analytic matrix and can be compared with the data for other cells; 

(b) To illustrate the overall picture of the current roles of 
HFRL/DHO in support of primary health care and the current situation 
of conditions; 

(c) To compare each Member States' situation with others by 
means of the overall picture of both the current roles of HFRL/DHO 
and the conditions. 

The analysis tool developed consists of three levels of 
analysis. Each level of analysis is interrelated with each other and 
the analysis is proceeded from level 1 to level 3. 

7.2.2 Level 1 is to illuminate each cell of the analytic matrix by 
analyzing questions allocated to each cell. Here, analysis of 
questions is done through both quantification and scaling. 

7.2.) Level 2 is to identify the current situation of the three 
roles of HFRL/DHO and the three conditions of DHS by using the 
results produced from level 1. The following types of diagram can be 
devised for any country. 

(a) A diagram for each role: 

Scope of 
activities 

I 
/ 

Delegation of authority 

100 

Development of health 
system infrastructure 

In this diagram, each cell for individual role in the analytic 
matrix is represented as one of three axes. 
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(b) A diagram for each co~dition: 

'100 
SC0pe of activities 

100 
Development of health 
system infras'cruc'~ure 

:n this diagram, each cell for individual condition in the 
analytic m3.trix is represen'~ed as :me of t.n axes. 

(c) A diagram for four sub-activities in administrative support 
in terms of development of health system infras-cruc:,ure: 

In the full-scale survey, the administrative support of 
HFRL/DHO is com,osed of fJur different sub-activities: manpower 
iJanagement, management of budget, logistics support and information 
management. This diagram shows the degree of development in each 
sub-activities in terms of development of health system 
infrastructure. 

/ 
/ 

/ 
/ 

/ 

100 
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, , , , 
Logistics Support ~,----------~,--------~----~r-------------~ 

100 " , , 
" " 

/ 
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/ 
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(d) The overall picture of the current roles of HFRL/DHO and 
relationship with three conditions of DHS. 

In Illustrating this overall picture, there are two alternatives 
altnough both are using the results produ-:!ed from level 1 in the same 
way. 

(1) 'rhe first is to show the relationship between 3 analytic 
aapects of each role and. 3 conditions, a(:cording to each role. The 
following diagrams can be devised for each role: 

Delegation of 
authority 

Scope of 
activities 

Development of 
~leal th sys tem 

Programme 
coordination 

Intersectoral 
collaboration 

Community 
participation 

It shows a way of looking at the interplay betwee':l development 
;)f each role and condi tions. 

(2) The second is to show the relationship between the :!urrent 
,'lituation of each role and that of conditions, according to each 
analytic aspect. For example, with regard to development of health 
system infrastructure, the following diagram can be devised: 

Technica.l 
~upport 

Administrative 
support 

Eiuca ti:m and 
-craining 

Programme 
coordination 

Intersectoral 
collaboration 

Community 
involvement 
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(3) Level 3 is to group the Member States by means of 
aimilarity in the overall situation of both the current roles of 
HFRL/DHO and the conditions of mIS, and to identify group-specific 
characteristics. 

For grouping of the Member States, three criteria have been 
developed: 

inclination of each role (or condition) 
consistency among roles (or cO_1ditions) 
balance of development in the functioning system of HFRL/DHO 

8. REGIONAL SITUATION 

8.1 The overall development of roles and co~ditions 

The mean value of scores in each analytic aspect in the Member 
States was used in describing the overall development of roles a;1d 
conditions in the Region. 

The following table shows the mean value of scores in each 
analytic aspect: --------,----------------------,-----

Ro1e/Condi tions I Analytic Aspects I Mean IInlue 

======== 
Technical 

Support 

Administrative 

Support 

Education 
& 

Training 

Programme 
Coordination 

Intersectora1 

Collaboration 

COllllJlunity 

Pnrticipation 

====================== 
Delegation of Authority 
----------------------
Scope of Activities 
----------------------
Development of Health System Infrastructure 
----------------------
Delegation of Authority 
----------------------
Scope of Activities 
----------------------
Development of Health System Infrastructure 
------- --------------

Manpower Management --------------
Sub-activities Management of Budget 

Logistics Support --------------
Information Management 

Delegation of Authority 
----------------------
Scope of Activities ----------------------
Development of Health System Infrastructure 
----------------------
Development of Health System Infrastructure 

Scope of Activities 
----------------------
Development of Health System Infrastructure 

Scope of Activities 
----------------------
Development of Health System Infrastructure 

25.00 

84.38 

50.78 -----
43.44 

52.16 

65.76 

69.17 

70.83 
-----

59.86 
63.74 . 

-----
40.71 

73.21 

62.92 

67.00 

47.50 

66.07 

59.38 

73.33 
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8.2 As to roles of hospitals at the first referral level/district 
health offi·::e 

8.2.1 Technical support 

As can be s~en in the following diagram, the development of 
technical support s~ows a strong positive inclination towards the 
aspect of scope of activities. In other words, the scope of 
technical support activities is widell developed while the delegation 
of authority to a district level and the development of appropriate 
man~gerial procedure in providing technical support activities do not 
come out to the same degree. It, therefore, needs to make efforts 
to strengthen two u'1ddrdevelo»ed analytic aspects - delegation of 
authority and development of health system infrastructure, and, 
accordingly, to improve the level of balance among three analytic 
aspects. 

8.2.2 ~dministrative support 

Compared with the situation of technical support, the 
development of administrative support exhibits a more balanced 
relationship among three analytic aspects. However, still, it has a 
positive inclination towards the aspect of development of health 
system infras~ructure. 

~aking account of the actual degree of development in each 
analytic aspect, it can be stated that the development of 
administrative support is not strong enough to achieve the efficient 
and effective district health system. It, therefore, n'3eds to 
strengthen further three analytic aspects all together in order to 
provide appropriate administrative support for the primary health 
care complex • 

8.2.3 . il:ducation and training 

The development of education and training shows a positive 
inclination towards the aspect of scope of activities, although the 
degree of inclination is not as strong as that of technical support. 

Anyway, the current development of education and training in the 
region is not so strong as to provide appropriate services to the 
primary health care complex and more efforts need to be made to 
strengthen it. 

The development of sub-activities in administrative suppo~t 

rhe four sub-activities in administrative support (manpower 
management, management of budget, logistics support ~~d information 
management) are developed in a balanced way, although the logistics 
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support is less developed than other three activities. However, 
considering the actual degree of development in each activity, more 
efforts should be made to strengthen the managerial p~ocedure 
concerned with these sub-activities. 

8.2.5 The consistency and balance of development of roles 

The consistency rate of roles is 2.824 ~~d is very high. This 
means that the degree of development in each role and its mode of 
inclination are not dO different among the three roles. 

However, with regard to the balance of development in the 
functioning system of HFRL/DHO, the scope of activities is more 
strongly developed than other analytic aspects and, consequently, the 
functioning system has a deficiency in displaying its potential 
capability to the full extent. Efforts should be made to strengthen 
the U::lderdeveloped analytic aspects and, a~cordingly, to achieve a 
high level of balance among three analytic aspects. 

Scope 

Delegation 
l' 

~11.;'~O 
84:3 

, ;-0.'1' 

T.S 

MEAN; 53.38 

C.V.: 0.5577 

Delestation 

T <£.o.rr I 

Scope 

E & T 

MEAN: 58.94 

C.V.; 0.2818 

Development 

(Technical 

Support) 

(Education 

& Trainin~) 

SCOPt~ 

Deleltution 

A.S 

MEAN; 53.78 

G. V.; 0.20an 

(Admin. 

Support) 

Logistics ~~-+--)--3n 

'70. S 3 
J (Development of 

1.n A. S) 
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8.3 As to conditions 

8.3.1 Community participation 

The regional situation in the development of community 
participation turns out to be in a balanced state. But the scope of 
activities in community participation is more developed than the ways 
to promote or strengthen it. Therefore, it needs to make more 
efforts to set up mechanisms which can promote community 
participation continuously. In reality, one of the main problems in 
community participation is the lack of these established mechanisms 
which can ensure that community participation in a district is not a 
one-off practice but a widely accepted one which should be 
continuously developed. 

8.3.2 Intersectoral collaboration 

As in the situation of community participation, the scope of 
intersectoral collaborating activities is more strongly developed 
than the mechanisms by which its activities can be conducted whenever 
necessary. 

In addition, considering its actual degree of development, it 
can be stated that the intersectoral collaboration is not implemented 
to a desirable level. Hence, a special attention from health 
managers should be paid to improve intersectoral collaboration. 

the 
the 

Programme coordination 

Because programme coordination 
inclination cannot be measured. 
aspect of development of health 

has only one analytical aspect, 
So the discussion is confined to 

system infrastructure. 

Judging from the actual degree of development, it seems to be 
evident that more efforts should be made to strengthen the programme 
coordination so as to provide health services in a more integrated 
way than before and, consequently, to improve the operational 
efficiency of the managerial process in the district health system. 

Consistency among three conditions 

The consistency rate of conditions is 2,203 and (although it is 
not suitable to compare it with that of roles in a purely 
quantitative basis) is not so high as that of roles. But, using the 
coefficient of variation as a supplementary indicator in describing 
the "relationship of the development of conditions, it can be stated 
that three conditions are developed in a relatively balanced way 
(C.V. is 0.156 and shows a very low variation). 
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COUNTRY PRESENTATION PAPER - FIJI 

by 

Mr Munendra Kumar 

1. FIJI ISLANDS COUNTRY SITUATION 

1.1 Historical background 

Abel Tasman, the Dutch explorer, sighted Fiji Group in 1643. 
Captain James Cook and Captain Wilson later visited the Group in 1774 and 
1797, respectively. 

Fiji was proclaimed a British colony in 1874 and after 96 years was 
granted independence in 1970. Fiji was declared a republic on 
7 October 1987 after two military coups. 

1. 2 Geography 

Fiji, consisting of an archipelago of about 322 islands of a total 
land mass of 18 333 sq km., lies between latitudes 150 - 220 south and 
longitude 1740 east - IT? west. Its capital, Suva, on the main island 
of Viti Levu, lies 2100 km north of Auckland, 3100 km north-east of 
Sydney and 5100 km south-west of Honolulu. 

1.3 Climate 

There are two main seasons; no extremes of hot and cold weather. 
Temperatures in the summer (November to April), also the wet season, 
range from 2;PC to 3aPC. High humidity in this season can cause some 
discomfort. From May to October fresh south-east trade winds blow and it 
is cooler and relatively dry with temperatures between 180C and 2~C. 
Daily sunshine figures are better in the north-western areas (Nadi, 
Lautoka and Ba) than the Suva area, especially in winter. Fiji lies in 
an area occasionally visited by tropical cyclones. They mostly occur 
between November and April with the greatest frequency around January and 
February. On average some 10 to 12 cyclones hit Fiji each decade; two or 
three do severe damage. In general, the climate in Suva· tends to be more 
wet and humid than in the drier towns in the west. In Suva, the average 
annual rainfall is 3060mm but on the leeward coast, the averages are from 
1770mm to 2030mm. 
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1.4 PO,Eulation 

1. 4.1 The population growth between 1976 and 1986 

1976 (Census - September) 588 000 
1986 (Census - August ) 715 000 

1.4.2 The population distribution by ethnic group 

f Ethnic Group 

Indians 
I, Fij ians (Natives) 
. Part Europeans 

Rotumans 
Chinese and part Chinese 
Europeans 
Other Pacific Islanders 

Fig. 1.4.2 

48.7% 
46 
1.4 
1.2 
0.7 
0.6 
1.4 

is 

is 

given below: 

highlighted below: 

49.8 
44.2 
1.8 
1.2 
0.8 
0.8 
1.4 

2. NATIONAL DEVELOPMENT PLAN AND HEALTH SYSTEMS 

2.1 National develo,Ement ,Elans 

National development plans are five-year development plans for the 
nation which provides the framework for development, for economic and 
social ,Erogress and for a better life for the citizens. It highlights 
poliCies, strategies and programmes for national development. The 
current development plan for 1986 to 1990 is called DP9. 

2.2 The DP identifies the problems and needs of health systems and plana 
for ac tiona. 

2.3 Delivery of health care in Fiji 

The Ministry of Health is responsible for the formulation and 
implementation of health policies, administration of current legislation 
and introduction of new legislation on matters relating to public 
health. 

2.3.1 The main objectives of the Ministry of Health are: 

(1) To improve and provide appropriate, efficient and effective 
health services in deficient areas, particularly to those in 
depressed and rural areas; 
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(2) To provide preventive and primary health care, clinical and 
rehabilitative facilities together with adequate health 
manpower to satisfy the needs of both the rural and urban 
populations; 

(3) To develop and maintain appropriate and quality health care 
throughout the country. 

(4) To ensure growth rate of population is attained in all sections 
of the community at a level which is conducive to better 
standard of living and economic growth. 

2.3.2 These objectives are to be achieved through the improvement in 
hospital and rural health services, strengthening to preventive 
services through primary health care and the training of health manpower 
and technical personnel relevant to the needs of the nation, 
strengthening of the dental services and the procurement and distribution 
of essential and quick turnover drugs through the National Bulk Purchase 
Scheme. 

2.4 Organizational structure of the Ministry of Health 

The Permanent Secretary for Health and Social Welfare is responsible 
for the implementation of health policies. He advises the Minister on 
all aspects of health services. Assisting the Permanent Secretary at 
Headquarters are a team of professional and administrative staff as shown 
below: 

2.4.1 Two Directors 

Hospital and Support Services 
Primary and Preventive Health Services 

2.4.2 Four Assistant Directors 

Hospital and Support Services 
Primary and Preventive Health Services 
Health Planning 
Dental Services 

2.4.3 Director of Nursing Services 

Assistant Director Nursing (Gerontics and Rehabilitation) 
Assistant Director Nursing (Training) 
Assistant Director Nursing (Community Health) 

2.4.4 Chief Health Inspector 

Senior Health Inspector 

2.4.5 Superintending Dietitian 
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2.4.6 Administrative and Accounts 

Principal Assistant Secretary 
Principal Accountant 
Administrative Staff 
Personal Assistant 
Secretarial Staff 

3. HEALTH CARE SYSTEMS, THEIR FUNDING AND OPERATION 

3.1 The nation is divided into four divisions, namely: 
Central, Western, Northern and Eastern. 

3.1.1 There are four divisional hospitals providing curative services. 

Refer to figure 3.1.1 for organization at divisional level 

Medical 
Staff 

Medical SUjerintendent 

Colonial War Memorial Hospit~l 
Lautoka Hospital 
Labasa Hospital 
Levuka Hospital 

Nursing 
Staff 

.+ 

I 
Dental 
Staff 

Divisional Medical 

--- --r r------t---
Nursing Accounts & 
Staff Administration 

Fig. 3.1.1 

------ -- -------, 

Technical 
Staff 

Administrative 
& Accounts Section 

Officer 

--~T-------· 

Health 
Inspectorate 

I 
Medical 
Staff 
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3.1.2 Each division (3.1.1) is divided into sub-divisions. There are 
altogether 19 sub-divisions. Of the 19 sub-divisions, 11 have general 
health facilities. 

Refer to figure 3.1.2 for organization at sub-divisional level. 

Sub-divisional Medical Officer 

r------T-- -----}- - j 
Area Health Sub-divisional 

Hospital Hospital Inspectorate 
Administrative 

Staff 

I" 
Nursing 
Staff 

--~-r ----
Medical 
Staff 

--l--
Dental 
Staff 

Fig. 3.1.2 

I 
Technical 
Staff 

Public 
Health 
nurses 

3.1.3 The 19 sub-divisions are further sub-divided into 64 medical 
areas, 46 of which have health centres, providing outpatient services 
only. 

Refer to figure 3.1.3 for organization at the area level 

I 
Health Centres 

Area Medical Officer 

--1__ ___ ____ _~ 
Subordinate 
Staff 

Nursing Station 

\ 
District Nurse 

ViI 1 age IJo .. uni ty 

Fig. 3.1. 3 
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4.1 Total bed capacities 

4.1.1 Four divisional hospitals 

Colonial War Memorial Hospital 
Lautoka Hospital 
Labasa Hospital 
Levuka Hospital 

No. of beds 

397 
305 
129 
~ 

Total 860 

4.1.2 

4.1. 3 

15 sub-divisional and 1 area 
hospitals 

3 special hospitals 

4.2 Health centres and nursing stations 

110 

450 

These facilities form the "front-line" of the country's health 
system. They provide "focal points" for primary health care - preventive 
and limited curative services to the people. 

These facilities allow for the progressive development from the 
nursing station to the health centre to the rural hospital. 

Refer to figure 4.2 

4.2.1 These facilities are built in the rural and outlying islands. 
The buildings are of timber construction generally. 

The Ministry of Works designs, builds and maintains these facilities 
from funds allocated by the Ministry of Health. These facilities are 
designed to be hurricane and earthquake resistant. They are also used as 
a place of refuge by inhabitants of the surrounding areas during 
hurricanes and earthquakes. 
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5. FUTURE HEALTH FACILITIES 

5.1 During DP9, the programme will focus on the extension and 
replacement of hospitals, health centres and nursing stations. Priority 
will be given to hospitals/medical centres requiring major renovations or 
replacements. Some nursing stations will be upgraded to health centres, 
while some health centres will be extended to accommodate at 4 holding 
beds (Fig 5.1.). 

5.2 The two military coups of 1987 (May 1987 and September 1987) 
siphoned virtually all of the capital funds allocated for the development 
of health facilities in 1987 and due to the Government's recovery 
measures for 1988, the Fiji Budget Estimate 1988 made no provisions for 
Capital Projects. Hopefully, the Fiji Budget Estimate for 1989 will 
provide for the reactivation of these shelved projects. 

5.3 Two new sub-divisional hospitals (30 and 70 beds) has been a long 
standing priority in the Ministry of Health. The cost envisaged is in 
millions of dollars hence it will be put on AID FUNDING. 

The 3D-bed hospital is being designed by the Ministry of Works and 
the 7D-bed hospital by consultants. 

6. DESIGN AND CONSTRUCTION OF HEALTH FACILITIES 

6.1 The priorities for the selection of building materials and design 
and construction of buildings are guided by the Development Plan Nine. 
In DP9, the objectives for the construction industry that apply to PWD 
can be summarized as follows: 

(a) maximum use of local building resources - timber 

(b) selecting construction technologies which tend to create jobs. 

(c) economy in construction, maintenance and running costs. 

(d) buildings suited to local conditions and able to withstand 
hurricanes and earthquakes. 
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6.2 Design 

The Director of Buildings and Government Architect (Ministry of 
Works) has adopted, in keeping with DP9, an 

(1) economy in construction 
(2) economy in maintenance, and 
(3) economy in running cost approach to their designs. 

6.2.1 Economy in construction 

The form of the building should be simple and functional and the 
details straight forward and practical. Materials and manpower should 
not be expended wastefully. 

6.2.2 Economy in maintenance 

The materials specified must be appropriate for the job - that they 
will have to do when the building is in use. Economy to us means more 
than the lowest initial cost. 

6.2.3 Economy in running cost 

A design approach that is related to the characteristics of Fiji's 
tropical maritime climate. 

provide appropriate protection from the sun, 

allow the natural breeze to provide evaporative cooling for 
occupants, and 

provide good natural lighting. 

Apart from the normal ongoing running costs (like maintenance 
cleaning, the use of office or workshop electrical and mechanical 
equipment) there are considerable energy costs for air-conditioning, fans 
and artificial lights. 

6.3 Construction 

In Fiji, the weather is either too hot or too wet for easy building. 
The happy medium seems to be an exception. With timber construction, 
framed buildings are designed which allow the roof cover to be laid at a 
very early stage of the construction, allowing the work to proceed under 
cover from the sun and rain (see attached drawings). This also allows for 
later modifications, if necessary, without affecting the structure. 

References: 

(1) Fiji's Ninth Development Plan 1986 - 1990 

(2) Ministry of Health Annual Report 

(3) New Timber Building in Fiji -

A paper by Tony Sansom 
Director of Buildings 
:'ind Government Arch! tec t 
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COUNTRY PRESENTATION PAPER - MALAYSIA 

by 

Mr Chan Wai Chon 

1. INTRODUCTION 

1.1 The rural health scheme 

The rural health scheme represents the primary health care (PHC) 
level in Malaysia and concentrates on preventive and promotive programmes 
of medicine. The facilities are provided by the rural nurse clinic and 
the health centre where cases can be managed by paramedics and 
auxiliaries. 

1.2 Structure of the scheme 

When the Scheme was first developed in 1956, the structure was known 
as the 3-tier system (Figure 1). It was later modified to the 2-tier 
system (Figure 2) during the Mid-term Review of the Second Malaysia Plan 
(1971-1975) to upgrade the level of care and quality of service. Under 
this system, all midwife clinics will be subsequently upgraded to rural 
clinics and likewise health sub-centres to health centres. An 
intermediary level referred to as the health centre (phase 1) is provided 
to cater for areas where the total population does not warrant a full 
health centre. 

\ 

, , 
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2 
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" 

Service of 
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Figure 1. The 3-tier system 
(1956-1974) 
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He 

Figure 2. The 2-tier system 
(1975-present) 
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Being at grass-root level in the medical and health care system, 
the midwife clinic concentrates on ante-natal care. On being upgraded to 
a rural clinic under the 2-tier system, simple outpatient treatment is 
additionally rendered. Services provided by a health centre include 
outpatient care, family health care, dental care and general public 
health care. The level of service is according to the hierarchy of the 
clinic under the 3-tier and 2-tier systems. 

Figure 3. Plan of a midwife clinic 
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Figure 4. Plan of Upgraded Rural Clinic 
(1975-present) 

Figure 5. Plan of the New Rural Clinic 
(19BB-onwards) 
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2. TYPICAL HEALTH CENTRE (MANTIN MODEL) 

2.1 Functional content 

2.1.1 The number of population served is approximately 40 000 
operational area covered: 466 square kilometers (3 sub-districts) 

2.1.2 The first prototype was built in Mantin (Negeri Sembilan) in 
1982. 

2.1.3 The list of public health programmes available are: 

(1) Outpatient care programme 

(2) Family health programme which includes the following: 

(a) Maternal and child health programme 

(b) Applied food nutrition programme 

(c) Extended immunization programme 

(d) Special activities 

(3) Dental health programme 

(4) General public health programme which includes the following: 

(a) Environmental health and rural water supply programme 

(b) Control of communicable diseases programme 

(c) Food quality control programme 

(d) Occupational health programme 

(e) Health education programme 

(f) Tuberculosis control programme 

(g) National leprosy control programme 

(h) Vector-borne diseases control programme 

(5) Support services such as: 

(a) Dispensary 

(b) Clinical laboratory 

(c) X-ray unit (optional) 

(d) Rural ambula~ce service (optional) 
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2.1.4 Annual operating and maintenance budget 

(1) Emoluments 

(2) Services/supplies 

(3) Others 

Total 

2.1.5 Average census of: 

(1) Outpatient visits 

(2) Accidents and emergency 
(after hours) 

(3) Antenatal attendance 

( 4 ) Child attendance 

(5) Surgical procedures (minor) 

(6) Use of diagnostic measures 

(a) laboratory tests 

(b) X-ray 

(7) Prescriptions dispensed 

US$200 000 

US$ 40 000 

US$ 20 000 

USS260 000 

95 per day 

22 per month 

42 per session 
(2 sessions per week) 

78 per session 
(2 sessions per week) 

2 per day 

100 per day 

nil (lack of radiographer) 

10 per day 

2.1.6 List of staff approved by the Ministry of Health for a typical 
health centre: 

Staff Number 

1. Medical and Health Officer 1 

2. Dental Officer 1 

3. Public Health Sister 1 

4. Public Health Nurses 2 

5. Dental Nurse 1 
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6. Medical Assistant 

7 • Dispenser 

8. Public Health Inspector 

9. Clerk 

10. Dental Technician 

11. Assistant Nurses 

12. Dental Surgical Assistant 

13. Jururawat Desa/Midwife 

14. Junior Laboratory Assistant 

15. Public Health Overseer 

16. Assistant Clerk 

17. Attendants 

18. Drivers 

19. Sanitation Labourers 

20. Gardener 

- 160 -

Total 

1 

1 

1 

1 

1 

3 

2 

2 

1 

2 

1 

4 

3 

4 

L 

34 

Note: The list does not include staff proposed for the new X-ray unit. 

2.2 Facilities 

2.2.1 Location/site plan (see Appendix 1) 

2.2.2 Building plan at 1:96 scale (see Appendix 2) 

2.2.3 Building material and structural method (similar to item 3.2.4) 

2.2.4 Building cost per m2 (including M & E services): approximately 
US$200/m2 (R$500/m2) 

2.2.5 Building time: approximately fifteen months 

2.2.6 The composition of major functional units are: 

(1) Outpatient Care Unit (OPCU) 
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(2) Family Health Unit (FHU) 

(3) Dental Health Unit (DHU) 

(4) General Public Health Services (GPHS) 

(5) Common Medical Supportive Services (GMSS) 

(6) Non-medical Supportive Services (NMSS) 

(7) Staff accommodation 

(8) Miscellaneous 

2.2.7 Problematic items to be improved in the future are: 

(1) This design does not allow the health centre to be constructed 
in phases economically. It does not have much flexibilities in 
a developing/growing population. 

(2) Inadequate floor space for the Dental Health Unit, Family 
Health Unit and Dispensary. 

(3) Inadequate natural lighting and ventilation. 

(4) Inadequate provision of power sockets for electrically driven 
equipment. 

(5) Finishes need to be upgraded. 

3. TYPICAL DISTRICT HOSPITAL (AT FIRST REFERRAL LEVEL) 

3.1 Functional content 

3.1.2 Number of inpatient accommodation by bed types: 

(1) Male (medical, surgical, etc.) 

(2) Female (medical, surgical, gunae, etc.) 

(3) Obstetrics 

(4) Children (0-12 years) 

3.1.2 Average daily census for 1987: 

(1) Average length of stay (ALOS) 

(2) Outpatient visits 

Total 

30 

= 30 

= 29 

119 

3.9 Days 

112 
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0) Surgical operations = 3 

(4) X-ray diagnosis = 8 

(5) Laboratory tests = 72 

(6) Deliveries = 3 

(7) Bed occupancy rate = 36.1% 

(8) Admission = 11.2 

(9) Obstetric admission = 2.6 

(10 ) Average accident and emergency attendances = 23 

(11 ) Number of prescriptions dispensed = 120 

3.1.3 List of staff/manpower by profession 

Staff Number 

l. Medical Officer-in-charge (MOlC) 1 

2. Medical Officer (MOS) 2 

3. Pharmacist 1 

4. Radiographer 1 

5. Medical Record Officer 1 

6. Medical Assistant 1 

7. Sisters 2 

8. Hospital Assistants 5 

9. Nurses and Assistant Nurses 52 

10. Pharmacy Assistants 4 

11. Medical Laboratory Technologists 6 

12. X-ray Processor 1 

13. Midwives 12 

14. Hospital Attendants 30 
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15. Telephone operator 4 

16. Drivers 6 

17. Office Boy 1 

18. Miscellaneous (Labourers, Cooks, Gardeners, etc.) --1Q 

Total 

3.1.4 Annual budget (operating and maintenance) 

(1) Emolument US$700 000 

(2) Services/supply 

(3) Others 

3.1.5 Population coverage 

(1) Population 

(2) Area 

(3) Population per sq.km. 

Total 

3.1.6 Means of transport to hospital 

(1) Private cars 

(2) Taxis 

(3) Buses 

(4) Motorcycles 

(5) Bicycles 

(6) Ambulances 

US$200 000 

US$100 000 

US$l 000 000 

55 001) 

1 650 sq.km. 

33 

3.1.7 List of clinical and supportive units (departments) 

(1) Outpatient Department (OPD) 

(2) Accident and Emergency Unit 

(3) Operating Theatre Department 

(4) Central Sterile Supply Unit 

(5) X-ray Unit 

160 
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(6) Laboratory and Blood Bank 

(7) Pharmacy and Dispensary 

(8) Medical Store 

(9) Laundry 

(10) Kitchen 

( 11) Administration 

(12) Engineering 

3.2 Building content 

3.2.1 Location within the community (Appendix 4) 

3.2.2 Site plan (Appendix 6) 

3.2.3 Building plan all floors (Appendix 7, 8, 9, 10, II, and 12) 

3.2.4 Building material and structural method 

(1) Piling 

Generally tanalised timber piles or R.C. piles 

(2) Structural frame 

Generally R.C. columns, beams and slabs 

(3) External and internal walls 

Generally half brick walls 

(4) Roofs 

Pitch roof covered with concrete roof tiles on timber trusses 
with rainwater down pipe 

(5) Windows 

Generally timber casement and fixed glass louvre.s window with 
timber framing and clear sheet glass 

(6) Doors 

Generally timber framed flush door and mild steel grilles. PVC 
laminated doors for very wet areas, e.g. bathrooms. 
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(7) Wall finishes 

Generally cement and sand plaster with glazed wall tiles to wet 
areas. 

(B) Floor finishes 

Generally terazzo, PVC, quarry and mosaic tiles 

(9) Ceiling 

Asbestos free cement board 

3.2.5 (1) Building cost per m2 (including mechanical, electrical 
services): US$250/m2 

(2) Total capital cost at time of building completion (including 
equipment and furniture): US$5.0 million. 

3.2.6 Building time: 30 months 

3.2.7 Heating/ventilation/air-conditioning method 

(1) Heating electrical power 

(2) Ventilation natural, ceiling fans and 
exhaust fans 

(3) Air-conditioning method: central air-conditioning 
plant and window 
unit air-conditioners 

3.2.B Unit plan of a typical ward of single and multi-bed (with 
furnitures): (see Appendix 14) 

3.2.9 Major sections of the main building: (see Appendix 10 and 11) 

3.2.10 Degree of automation in internal transport, diagnostic services, 
information handling, recycling and disposal process are minimal. 

3.2.11 General consideration on environmental and safety factors in 
order are: 

(1) landscaping 

(2) oxidation ponds 

(3) helipod 

(4) covered walkway 

(5) adequate parking facilities 
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4. List of plans attached 

Appendix 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

Title of Plans 

Location plan of existing main health centres (Mantin 
type) in Mantin and Pedas 

Typical site plan of a main health centre (Mantin 
type) in Pedas 

Floor plan for a typical main health centre (Mantin 
type) 

Location plan of an existing district hospital (Sik) 

Layout of Sik District Hospital (1:792) 

Layout site plan of Yan District Hospital (1:750) 

Floor plan of Outpatient Department/Casualty YDH 
(1:100) 

Floor plan of CCSB. YDH (1:100) 

Plan and elevation of Inpatient Pharmacy. YDH (1:100) 

Plan. section and elevation of Administrative 
Block/Public Toilet. YDH (1:100) 

Plan. section and elevation of medical store. YDH 
(1:100) 

Plan of Maternity Unit, YDH (1:100) 

Plan of Paediatric Ward, YDH (1:100) 

Plan of a typical ward (M and F), YDH (1:100) 
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HEALTH MANPOWER - POPULATION RATIO, MALAYSIA, 1983 

CATEGORY RATIO 

Medical Practitioner 1 3 310 

Dental Practitioner 1 18 550 

Pharmacist 1 21 930 

Nurse 1 1 570* 

Medical Assistant 1 5 940* 

Dental Nurse 1 20 170 

Public Health Inspector 1 12 270 

Medical Laboratory Technologist 1 16 4601 

Radiographer 1 46 250 

Physiotherapist 1 155 800 

Pharmacy Assistant 1 13 230 

Assistant Nurse 1 1 870 

Midwife Auxiliary 1 2 400 

Note: * excludes those registered but not working in the public sector. 

1 excludes junior laboratory assistant 

Source: Information and Documentatlon System Unit 
Planning and Development Dlvision 
Ministry of Health, Malaysla 
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ORGANIZATIONAL STRUCTURE OF THE HEALTH SYSlE~ OF 
THE MINI~TRY OF HEALIH 

Hinis try of Heal th' 
------------------

State Directorate 
Spe~ial Institutions/ 
Programme Directorates 

" 

State 
Hospital 

District 
Hospitals 

Mid""ife Clinic 
(Kelinik Desa) 

District 
Health 
Offices 

" 

Vectorborne Disease Control 
General Hospital, Kuala Lumpur 

'Psychiatric lnstitutions 
Institute for Medical Research 
Central Hedical Store 
Pharmaceutical Quality Control 
Dental Training Centre 
Leprosy Control 
Tuberculosis Control 

Distri,ct 
Dental 
Clinic 

Health Centt'es 

Midwife Clinic 
(Kelinik Desa') 
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INPATIENT CARE FACILITIES, MALAYSIA, 1982 

Type of institutions 

------------------------------------------------------------------------
Type Number 

------------------------------------------------------------------------

National referral hospital 1 
General hospitals 15 
District hospitals with specialist services 17 
District hospitals without specialist services 56 
Mental institutions 4 
Leprosy institutions 3 
Tuberculosis institution 1 

TOTAL ~ 97 

Types of beds 

Type Number 

Acute 24 592 

Hyperspeciality 547 

Chronic 62 

Others 393 

Sub-total 25 594 

Mental, tuberculosis and leprosy 10 145 

-----------------------------------------------------------------------
TOTAL ~ 35 739 

-----------------------------------------------------------------------

Source: Information and Documentation System Unit, 
Planning and Development Division 
Ministry of Health, Malaysia 



- 203 -

ANNEX 14 

WPR/PHC(OMC)/88.11 

COUNTRY PRESENTATION PAPER - PAPUA NEW GUINEA 

by 

Mr Rore Rikis 

BRIEF BACKGROUND 

GOVERNMENT 

POPULATION 

LOCATION 

ANNUAL NATIONAL BUDGET 

ANNUAL NATIONAL HEALTH BUDGET 

ANNUAL HEALTH EXPENDITURE, 

HOSPITAL 

PRIMARY HEALTH 

NUMBER OF MAIN HOSPITALS 

HEALTH BUDGET PER CAPITA 

NATURAL RESOURCES 

DEMOCRATIC 

3.75 MILLION 

PACIFIC REGION 

K900,OO,OO (USSl350 MILLION) 

K32,OOO,OOO (US54S MILLION) 

45' 

55' 

20 

US$37 .00+'· 

GOLD, COPPER,. TIMBER, FISH, 
OIL. GAS 

The emphasis for the next five years will. be on consolidation rather than 
on expansion. This means that activities will be directed towards I 

1. - improving the quality and effeclency of eXisting health services 
and lnfrastructurel· 

2. - increasing emphasis on self-rellance and community participation 
In health and development activlties, and to assist all members 
of the community .. to prevent 111ness and to lead healthier llfestyles. 

Source I National Hea~th Plan PNG 
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NONGA BASE HOSPITAL - FIRST REFERAL LEVEL 

Funcional Contents: 

The hospital has 400 bed for i"npatient and serving a population of 173,000 
in the prov ince. It is also a first referal lev-el hospital of the "Island 
Region· of the country. Hence, the population served is much higher 
than the provincial figure stated.' It was ,built in 1956 and completed 
In mId 1957. The hospital Is fairly modern and cohesive; it comprIses 
a large number of separate single storey blocks mostly Hnkest by covered 
wa ys which ramp to accommodate site level changes. The sIte Is park
lIke with grass and trees on a 3.5 hactres of land with regular, gently, 
sloping to west. It is sifuated approximately 10Km by road north 
west of the nearest town called Ra baul. The tota I cost of completion 
at the time it was built was about $5 milHon US dollars, at approximately 
US $400 per square metre. The hospital is well bullt, 'reasonbly 
maintained and being well run. 

A single entry to the site gives access to two roadways respectively 
for pa Uents, v lsi tors, etc (to the main entrance) and serv Ice traffic 
(to various delivery points). A school of 'nursing and a large number 
of houses and other bulldings for staff accommodation are also built 
on the site. 

Majority of people who receives medical care and advise from the 
hospital travel by road to reach the hospital. Air and see transport 
Is used mostly by patients transfering from other island hospitals 
in the Region. The road system in the province where the hosPi:tal 
is situated Is one of the best In the counry. Hence, it Is used by 
many in the Province to get to the hospital. 

The hospital has the following units where specialIsts and other health 
personal carry out their normal duties: 

two paediatric ward 
two medical ward 
three surgical ward 
Obstetric .. Gynaech 

• IntermedIate ward 
• Intensive care Unit 

• Operating Theatres 
X-ray 
Blood Bank 

• Pathology 
Outpatients 
Dental 
Ph ysiotherapy 
Sterilizing 

• Dispensary 
Motuary 
Kitchen and Mess 
Laundary 
Stores 

67 beds 
80 beds 

- 140 beds 
ward - 73 beds 

40 beds 
3 beds 

3 
1+ 
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The table below shows annual, attendant records from 1985 - 1987 and 
dally average of 1987 by sections. ' 

1987 
1985, 1986 1987 dally 

average 

: 

Outpatients Attendants 74, 634 77,384 91,250 250 

New Admission 10,596 14,364 12,140 36 

Consultants 6,084 9,064 21,900 60 

Deliveries 1,980 2,035 4,015 11 

Inpatients 94,060 102,564 132,860 264 

Deaths 197 220 243 2 

Operations 1,509 2,159 2,488 8 

X-Ray 'attendants 4,704 I 5,718 4,900 20 
(26/11/87) 

Pathology Tests 7,010 7.133 9,157 30 

The staff working at the hospital is made up as follows: 

• Specialist medical officers 
Medical Registrars 
ResIdent Medical Officers 
PharmacIst 

• Physiotherapist 
• X-ray Tech. 

Laboratory Tech. 
Occupational Therapy 
Nursing staff 
Nurse Aids 
Clerical staff 

'. Casual workers 
Artisians 

TOTAL STAFF 

Annual Budget for operation 
US$ 2074 million. 

6' 
6 
6 
1 
1 
Satisfactory 
Satisfactory 
Satisfactory 

90 
57 ' 
33 
75 
10 

'265 + 

as of '1987 was K1,803,900.00 which is 
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Buildings: 

The buildings comprise narrow blocks, maximising cross-ventilation, 
generally running north-south across the slope of the site. Generally 
the construction is concrete floors. timber-framed structure, galvanised 
steel roofing and painted wooden cladding t'O most major buildings 
and painted corrugated AC cladding to the public wards. There 
are painted hardboard wall and ciellng linings in appropriate areasl 
clellng linings have only recently been installed in the general wards, 
where the walls are still unlined. Floors are generally stee~- trowelled 
concrete or cement topping: sheet vinyl has been laid in some areas. 

Sun penetration into the easl and west blocks is to certain extent 
reduced by wide roof overhangs. In the case of the general wards. 
windows are also restricted to a higher-level strip; the unlined 
cladding below still appears to transmit a lot of heat. The boiler 
house, laundry, workshops and stores have unlined ceilings and 
appear unbeara bl y hot inside. 

Windows have painted wooden frames with metal 
doors have painted wooden frames and leaves. 
cross-ventilation are adequate throughout. 

and glass louvresl 
Rain protection and 

Lighting is generally by simple exposed fluorescent tubes, providing 
a low but adequate rfluminaUon level. Ceiling fans are installed 
in some areas (outpatient, administration etc.) and are being extended 
by the hospital. Central air"'condit1oning is installed in appropriate 
areas, but in some of these appeared not functioning affectlvely. 
Piped medical gases are installed in the operating theatre and inter
mediate ward blocks. 

Fire protection are generally satisfactory: a wet-pipe· automatic 
sprinkler system is installed' throughout :. the . original buildings and 
hydrants are provided externally. Elecuic power, water and storm 
drainage are well maintained ilIXi are functioning to'a satisfactory level. . . 

Trollies are used for internal transport at the hospital, these are 
p~shed by staff in delivering food, services and transfer of patients 
to various pOints. Hygine' and safety measures are' considered ,top 
Une priorities by the hospital management. Attempts is being made 
by the management to involve members of the community to help 
where possible in the various projects and activities of the hospital. 
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VUNAPOPE HEALTH CENTER 

" 
Background: 

The health center is owned and run by tht; Catholic Church. it was 
built in the late fourties at the total cost of 1.5 million US dollars. 
Initially, the center functioned .and recognised by the Government as 
one of the hospital in the country. However. due to certain policy 
changes in 1980. the center is now designated as an health center. 
Medical functions have remained falrl,y- much-' the same but' in a lesser 
degree concering diagnostic facilities:' 

General: 

The health center has 270 inpatient beds and operates on an annual 
budget. of five hundred thousand US dollars. Most overseas workers 
are volunteers. paid at the volunteers salary level.' The total staff 
is 130. with the breakdown. of ·112 nationals and 18 expatriates. 

Population covered by the center in the district' is about 30.000. 
During 1987. the center conducted: several· health programmes amongst 
the schools. villages and plantations. This included treatments. Maternal 
Child health and health educationb A.t the end of 1987. more than 4.000 
children received immunization doses U9der the community health Pl\'6'adIeT 

Dally Average of departments during 1987 were as follows: 

Outpatient·.. . 

Paediatrics: 

Adults 

X-ray 

Medical 
Surgical 
Undernourished 
Total dally average 

Surgical 
Medical 
Tuberculosis 
Leprosy 
Gynaecology 
Obsterics 
Primie ". Sick babies 
Well babies 
Full Nursing 
Total dally average 

Pathology 

56 

41.0 
,6.7 
3.5 

51.2 

24.7 
71.4 

9.8 
3.0 
4.4 

40.5 
6.7 
1.6 

18.4 
202 

6'.0 

10:1 
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Building; 

BuildIngs at the center comprise narrow blocks, maximising cross
ventilation. Generally the construction is concrete floors, Umber 
framed structure, galvanised steel-roofing and painted woodep cladding 
to most maj~'r building. ,Ceqipg and intern'al walls are lined with 
·painted- hardboards. . Floors are generally steel-trowelled c.oncrete 
,covered with vinyl tiles in some areas. Other areas would be covered 
when ·funds· are avallable. 

Sun penetration into the east and west blocks is to certain extent 
reduced by wide roof overhangs. WIndows have painted frames with 
metal and glass louvres; doors have painted wooden frames and leaves. 
Rain protection and cross-ventilation are adequate throughout. 

Light.ing· is generally by simple exposed fourecent tubes,' providing 
a low but adequate illumination level. C.eUins fans are only used 
in few areas (administration and other appropriate areas). Aircondition
ins is not encouraged, however, it is mainly used at appropriate 
areas. 

Laundry, boiler house, workshop, kitchen and stores are unlined 
internall y. However, serv lces provided are satisfactory. 

Portable extinguishers are generally used for fire protection; these 
are· installed on the walls of· main bulldlngs, including wards. Electric 
power, water and open drains are well maintained. Building structures 
are sound and all services functioning to a saUsfactory level. 

Grounds are well kept with" regular sloping towards the north. Erosions 
is a common problem on some parts of the site, however, the problem 
has been attended by bullding stone walls on the affected areas. 
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DISTRICT HOSPITAL PLANNING IN SUPPORT OF 
PRIMARY HEALTH CARB IN THE PHILIPPINES 

by 

Mr Luis M. Ferrer 

1. INTRODUCTION 

The Philippines is a hot-humid tropical country in Southeast Asia 
about 15 North Latitude with a population of about 56 million scattered 
over approximately 7100 islands. 

The problem of health is addressed by the Department of Health 
(DOH) with a vision of "health (as) a basic human right •.• a continuum 
of service ••• (for) the enjoyment of this right ••• specially by the 
poor" and a mission that the "DOH should work to make enjoyment of the 
right to health a reality by making services available, by arousing 
community awareness, by mobilizing resources, by promoting the means to 
better health. to 

In line with the Alma Ata Declaration of 1978, the DOH aims to 
deliver health for all Filipinos through primary health care. 

2. HEALTH STATUS OF THE PHILIPPINES 

The Philippines health picture from 1935 to 1985 include a 
popUlation increase from 14 731 300 to 54 668 332 or 271.1~ increase; a 
crude birth rate decline from 31.3 to 26.3 or 16.0~ decrease; a crude 
death rate decline from 17.5 to 6.1 or 65.1~ decrease; and infant death 
rate decline from 153.4 to 38.0 or 75.2~ decrease; a maternal death rate 
decline from 7.0 to 1.0 or 85.7~ decrease; a neonatal death rate (since 
1950) decline from 42.0 to 15.5 or 63.1~ decrease; a tuberculosis death 
rate decline from 229.3 to 57.9 or 74.7~ decrease; and a life expectancy 
at birth for males of 61.6 years and for females of 64.9 years averaged 
for both sexes at 63.3 years. 



- 210 -

Annex 15 

WPR/PHC(OMC) /88.l2 

The ten leading causes of mortality in 1985 (number and rate per 100 
000 population) were the following: 

1985 
Cause % of Total 

Number Rate deaths 

Pneumonias 52 888 96.7 15.8 
Diseases of the heart 36 242 66.3 10.8 
Tuberculosis, all forms 31 650 57.9 9.5 
Diseases of the vascular system 27 184 49.7 8.1 
Malignant neoplasms 18 143 33.2 5.4 
Diarrhoeas 11 516 21.1 3.4 
Accidents 10 070 18.4 3.0 
Measles 8 043 14.7 2.4 
Avitaminoses and other nutritional 

deficiency 7 114 13.0 2.1 
Nephritis, nephritic syndrome and 

nephrisis 5 470 10.0 1.6 

In the same year, the ten leading causes of morbidity (number and 
rate per 100 000 population) were the following: 

Cause 

Bronchitis, emphysema and asthma 
Diarrhoeas (all forms of dysentery 

and food pOisoning included) 
Influenza 
Pneumonias 
Tuberculosis, all forms 
Malaria 
Accidents 
Diseases of the heart (declared 

notifiable disease in 1984) 
Measles 
Malignant neoplasms 

Number 

506 427 

522 762 
447 550 
205 387 
153 406 
121 975 
96 684 

70 238 
62 959 
24270 

3. THE PRESENT SITUATION OF HEALTH PROBLEMS 

Rate 

1 072.7 

956.2 
818.7 
375.7 
280.6 
223.1 
176.9 

128.5 
115.2 

44.4 

Communicable diseases remain a major public health problem. 
Tuberculosis afflicts 13 out of 2000 Filipinos. Malaria continues to be 
endemic .in some municipalities in 70 out of 75 provinces in the country. 
Schistosomiasis is endemic in certain municipalities of 23 provinces with 
a prevalence rate of 8.4~ in 1986. Diarrhoeal diseases continue to 
affect primarily the very young. Other communicable diseases such as 
leprosy, sexually transmitted diseases and filiariasis continue to 
afflict the populace although they are not leading causes of 
mortality/morbidity. 
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There is also an increasing trend of cardiovascular diseases and 
neoplasm. Malnutrition afflicts the 0-6 years of age and pregnant and 
lactating mothers. The population growth rate is at 2.41%. 
Environmental sanitation remains a problem with questionable sources of 
drinking water especially in rural areas and the lack of sanitary 
toilets. 

4. 

In 1979, 
of a National 
development. 
categories of 

CONTEXT OF DISTRICT HOSPITAL DESIGN AND PLANNING 

an Inter-Agency Coordinating Committee for the Development 
Hospital Programme formulated a framework for hospital 
It also developed/updated the Philippine standards for five 
hospitals and restructured the hospital licensure system. 

In 1980, the Committee, inter alia, pursued the formulation of the 
Revised Hospital Licensure Act and the standardization of hospital 
physical facilities design. 

In 1982, the then Ministry of Health was reorganized by virtue of 
Executive Order 851. A significant feature of this reorganization is the 
integration of health and medical units at the field operations level. 
This merged the Provincial Health Office and the Provincial Hospital into 
an Integrated Provincial Health Office (IPHO). This new IPHO was made 
responsible for the complete integration of the preventive, curative and 
rehabilitative components of the health care delivery system within the 
province. At the district level, the district hospital is the 
integrating unit of all health and medical services in its catchment 
area. 

The three levels of health care - primary, secondary and tertiary 
care - remain the same in the country. 

At the primary care level, health care is given by barangay health 
workers, midwives, nurses and local doctors. This involves cases which 
require minimal facilities and equipment and generally done on an 
outpatient basis in barangay health stations, rural health units, main 
health centres and other facilities. 

The secondary care level involves cases that require physicians with 
basic specialized training and hospitals with basic facilities. Health 
care is delivered on an inpatient and outpatient basis with 
multidisciplinary support of other doctors and other services at district 
hospitals. 

Complicated cases requiring specialized diagnostic and treatment 
facilities and multidisciplinary support services are handled at the 
tertiary level. This level includes provincial hospitals, regional 
hospitals, medical centres and special hospitals. 
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Recently, under the new disposition, the Department of Health was 
reorganized under Executive Order 119. A feature of this reorganization 
is the creation of an Office for Hospital and Facilities Services with 
the main function of policy formulation, standards development, programme 
monitoring ana provision of specialized assistance in the operation of 
hospitals and the management of facilities. 

This office consists of four services, namely: Hospital Operation 
and Management Service; Health Infrastructure Service; Hospital 
Maintenance Service; and Radiation Health Service. The Health 
Infrastructure Service is tasked to: 

(1) formulate and implement plans, policies, programmes, standards 
ana techniques related to the development and preservation of health 
infrastructure; 

(2) provide consultative, training and advisory services to 
implementing agencies in relation to infrastructure projects to assure 
economical and efficient implementation; and 

(3) conduct studies and research related to infrastructure 
development and utilization. 

One thrust of the Department of Health through the Office of 
Hospital and Facilities Service is the National Hospital Development 
Plan. This plan intends to provide equitable, adequate and efficient 
hospital services on an inpatient, outpatient or domiciliary basis. It 
involves measures to achieve improved productivity, quality control and 
cost containment in the hospital system. The plan is founded on 
availability, accessibility, acceptability and affordability of services. 

A focus of the National Hospital Development Plan is the nationwide 
hospital network or networking which intends to link the human and 
material resources of the different hospitals from district up to the 
provincial regional and medical centres and specialized hospitals. 

The networking is aimed at optimizing the utilization of existing 
hospitals and rationalizing the hospital development programme. 

5. EXAMPLE OF A DISTRICT HOSPITAL 

The San Pablo City District Hospital is located about 84 kilometers 
south of Manila in Region IV. This hospital represents a typical case of 
a district hospital in the Philippines. The hospital started as a city 
hospital and later grew into a district hospital. 
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5.1 Functional content 

(1) Number of inpatient accommodation 
by bed types: 

1.1 Medical 
1.2 Surgical (Pediatrics) 
1. 3 Obs tetrics 
1.4 Gynaecology 
1.5 Pediatrics 
1.6 Genito-Urinary 
1.7 EENT 
1.8 Others Medico-Legal 
1.9 Surgical (Adult) 

(2) Types of daily census: 

2.1 Length of inpatient stay 
2.2 Outpatient visits 
2.3 Surgical operation 
2.4 X-ray diagnosis: 

- inpatient 
- outpatient 

2.5 Laboratory tests: 
- inpatient 
- outpatient 

2.6 Delivery 
2.7 Bed occupancy rate 

Annex 15 
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2 680 
163 

2 484 
167 

2 493 
217 

50 
523 
614 

4.7 
84 911 

3 576 

2 154 
984 

14 171 
7 676 
1 920 
113.7% 

2 847 
190 

2 608 
222 

2 221 
274 

39 
546 
478 

4.4 
84 076 

3 645 

2 257 
568 

16 328 
8 237 
1 941 

115.8% 

(3) Annual budget p6 654 000.00 P10 127 467.00 

(4) Number of population it covers -
(Catchment area only excluding 
nearby municipalities of Batangas 
and Quezon) 269 879 

(5) Means of transport to the hospital Land transportation 

(6) List of clinical and supportive units (Department) 

Clinical Units 

(a) Medical Department 
(b) OB-GYNE Department 
(c) Surgical Department 

Supportive Units 

(a) Administrative Department 
(b) Dietary Department 
(c) Outpatient Department 

(c.1) X-ray 
(c.2) Laboratory 
(c.3) Dental 
(c.4) Family Planning 
(c.5) Malaria Service 
(c.6) Pharmacy 
(c.7) Under Six Clinic 
(c.B) Rural He'llth Unit" 
(c. 9) Barangay He;ll th "t '\ t i0'18 
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(7) Number of staff/manpower by profession 

Physicians 
Nurses 
Nursing Aides 
Midwives 
Administrative 
Dentist 
Dental Aide 
Medical Technologist 
Laboratory Technician 
Laboratory Aide 
X-ray Technicians 
Pharmacists 
Pharmacy Aide 
Medical Social Worker 
Dietitians including 

Dietary Personnel 
Institution Workers 
Security, Transport 

and Maintenance 
Casuals 

5.2 Building content 

38 
42 
20 
23 
16 

1 
1 
2 
1 
1 
2 
2 
1 
2 

9 
12 

24 
6 

203 

The San Pablo City District Hospital is located within the centre of 
the city. The site plan has changed considerably from its original plant 
to one that has no rhyme nor reason. The old structure and plan has 
become almost unrecognizable after demolitions, additions and alterations 
through the years. 

The original structure was made of wood and later portions were 
changed to concrete and concrete hollow blocks. The hospital at present 
is of mixed wood and concrete materials with a generally post and lintel 
wood and reinforced concrete structural method of construction. 

While the original design considered natural ventilation, the 
present set-up with all its alterations has negated both ventilation and 
natural lighting. 

There is also no serious consideration of environmental and safety 
factors. 

6. EXAMPLE OF A MAIN HKALTH CENTRE 

The Alaminos Main Health Center covering four barangays is located 
at the town of Alaminos adjacent to San Pablo City. 
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6.1 Functional content 

Number of population it covers .••..•.•..••••.•• 4 906 

List of public health programmes: 

1. Comprehensive Maternal and Child Health 

1.1 Expanded Programme on Immunization 
1.2 Nutrition 
1.3 Family Planning 
1.4 Dental 
1.5 Under Six Clinic 

2. Tuberculosis Control 

3. Malaria Control 

4. Control of Diarrhoeal Diseases and EnVironmental Sanitation 

5. Cardiovascular Diseases Control 

Average census of: 

Outpatient visits per day ••••••••••••••••• 39 
Surgical procedures per day •.••••••••.•••.. N/A 
Use of diagnostic measure per day ••••••.••• N/A 

(e.g. X-ray, Laboratory tests) 

6.2 Facility 

The Alaminos Main Health Centre is located right at the town centre 
just behind the town hall. It covers four barangays of the town. 

The building is of reinforced concrete construction with wood roof 
framing and corrugated G.I. roof sheets. It is a typical standard design 
of a maio health centre funded through the IBRD. 

7. "NAGUILIAN" TYPE STANDARD DESIGN DISTRICT HOSPITAL 

The "Naguilian" type District Hospital is one example of several 
standard designs developed and currently being used in the Philippines. 
The designs at present is under review for possible improvement. 

The plan is basically H-shaped with the emergency and outpatient 
department and administration area on one leg and the OR, wards and 
dietary on the other. 
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The nurses station is centrally located at the connection between 
the two legs. A by-pass cor-r-idor pr-ovides easy access to the OR from the 
emergency area. 

The plan which can accommodate from 28 to 36 beds is amenable to 
expansion and change. It has been provided lately with ramps to give 
access for the disabled. The structure is basically of reinforced 
concrete columns on isolated column footings, concrete hollow block walls 
and r-einfor-ced concrete beams. The roof framing is of wood and the 
r-oofing sheets of corr-ugated galvanized iron. The roof gutter is 
r-einforced concr-ete. 

The windows ar-e steel casement with 6mm thick clear glass. Doors 
are wood flush type with wood door- jambs. Ceiling is of painted plywood 
on nailers. 

Wall finish is generally painted cement plaster except for- the OR 
and toilet which ar-e vitrified tiles. Floors are either PVC Tiles or 
coloured cement slab. 

In spite of the tropical condition of the Philippines, there is no 
provision for inSUlation especially of the roof and for proper 
ventilation of the roof cavity. 

The design does not consider some cultural practices and conditions 
such as the need for- "waiting" areas especially for the family members of 
patients from far- and distant bar-rios who cannot go back to their barrios 
for lack of regular transport facilities. It does not also have 
pr-ovisions for- companions of patients from distant areas to cook their 
food and provision for toilets and bathrooms. 

Construction cost is about US$159.00/sq.m. current price. 
Constr-uction time is approximately three to four months. 

8. ISSUES AND CONSIDERATIONS 

The state of some hospitals in general and district hospitals in 
particular- is one of unguided and uncontrolled expansions, additions and 
alterations. 

Wi thout a si t.e development plan to use as basis for incremental 
expaQsion and alteration, hospitals have developed into an uncoordinated, 
unplanned and unruly collection of structures. 

To stop this development, the Department of Health has instituted 
some measures and controls. 
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One, an approved site development plan is required as a basis for 
any demolition, addition or alteration. 

Two, while plans and estimates can and are prepared at the regional, 
provincial, district and even at individual hospital levels, approval is 
required from central office for projects of a specified scope and 
amount. 

8.1 Design coordination and standardization 

Design coordination and rational standardization is not necessarily 
incompatible with good architecture. Standardization need not be a 
static system. Built-in flexibility can prevent inadequacy and 
restrictiveness especially in more dynamic situations. 

8.2 Health facility standards and regulations 

Health facility standards and regulations can provide for fiscal and 
planning control. Norms can be formulated in the form of cost limits in 
conjunction with area guidelines. While norms and standards do not make 
good planning and design, they help achieve such ends. 

8.3 Design flexibility 

In developing countries with relatively high population growth and 
migration rates, health facilities cannot be planned on an assumption of 
a relatively stable community. Flexibility in design is needed to cope 
with any unpredictable growth and change. 

8.4 Health infrastructure management information system 

A health infrastructure management information system can provide 
policymakers with a tool for information on the capacity, condition and 
potential of existing health infrastructure facility. A continuing 
record of the conditions and changes in the conditions of existing 
facilities can be used both for annual operational programming or for 
strategic planning. 
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COUNTRY PRESENTATION PAPER - REPUBLIC OF KOREA 

by 

Mr Shin Ho Lee 

1 • GINBRAL BACitGROUJlD 

1. 1 Geu!tl:"ophy 

1) location nnd arcn 

- lacallon 

China Pa.c if Ie Oc ean 

" 

- area 

• LoLal nr'ca of peninsula; 221.325Km2 (86.900 sq.miles) 

• administrativo cont.rol 

area of R.O.K. 

98.992Km2 (about 45~) 

• same area as Iceland Or' Portugal. 

2) climut.c 

• East Asian Monsoonal climate 

• great variations due to long extent of peninsula from 

south to north 

• fOllr distinct seasons. 

3) (!eo((rflphy 

• 80% of the territory; hills /lnt! mounLaim:. 
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1.2 ClIl turaland Social ~ackgrou~<J 

1) general introduction 

• 5000 year long history 

• fl dist.inct poli tical and cultural idcnti fy 

2) culture 

• people a single ethnic group 

• lan/Juage; Korean composed of 14 consonants and 10 bowels. 

• religion; Duddism, Taoism, ConfuciQllism, ChristlUlity 

(No national ['eligion) 

3) social characteristics 

• rapid transformation of traditional social system which has 

been mai.nly based on by the ethics of Confucianism, emphasi

zing hierachical social relationship 

• increasing laqIe midJle class 

• great social mobility due to the rapid indistrial development 

1.3 Economy 

- dramatic development in the economy 

--------------,----------------------
year 

~------,-------,-------
1962 1979 1985 

==============*======*=======*======= 
No. of pUPlllut.ion 

Annual raLio of pop. growth 

a.N.p 

Per Capita G.N.? 

Exports 

lmport.s 

I 26,231,000 I 37,534,000 41,569,000 

I 2. 90 %- I 1. 53 % 1. 24 " 

I 2.14 bi! US$ I 62.4 bil US$ 84.5 bi! US$ 

I 82 US$ I 1 ,349 IJS:~ 2, 032 US:~ 

55 mil US$ I Hi, 055 mil US$ I 30, 2B~1 mil US$ 

422 mil lIS:~ I 20.338 m il IJS:~ I 31, 1:15 mil US:~ 

Numi.Jcr in EmploymenL 7,7 mq III, mil 16 Dlil 
______________ ~ _______ L _______ ~ ______ _ 
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1) p.ducuLionlll system 

age 7 6 ? 10 11 12 13 14 1 5 16 17 18 19 20 21 22 23 24 

IIchool ~I 1 2 3 4 5 6 7 8 9 10-,11-,12 13 14 15 16,17 18 
_. _ .. 

- "-- . 

, 

I~~;I~:';II Ilr----; 
high i - I ! school • , ; 

! college • post-

- I graduate & • kinder pri.mary school middle I 
I course , uniT. i , 
I garten I . school I 

I '----
I 

! I EUnit college == 

I tee. 

I I high Ijuni~~ voc. college i 

I 
! I school 

I 

i 

I va.rious college II 
I 

elementary education secondary higher 
:~ compulsory -7 education education 

Z) perccntaee of' enrollment for compulsory education by years. 

---------'-----T-----'-----
ycnr I 1979 I 1983 1986 

=========*=====*=====*===== 
% 07. rJ 98. 3 I 98. 6 

---------~-----~-----~-----
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1) orgnnil>:ntion of cen t.r.ul r;ovcrnment 

"'red.,.,., j 

I'rJ..- HJn.iSce..-j 

Ad~".L.tr.don 
I lI.n.~_nt Ot~1~ 

I I 1 I I 
Il'eonOMlC' l~ln.i.try of J OflJce 01 I IIfi.nJstry r>1 I I IfI.II,isc.ry 01 

I'lanninq soecd Sc:.i."~ , T.c:hnoJ.ocu 
Leoqi..J.cJon .". Att_,Ln Justice 

I~Jnj.tJ1l of Go..,zn- J laoard:o: KU!on .. l I 
"""lit Ad-nnistration rJnJ.tJC'.tt.1cn . 17JnJ

.lt
rv 01 r~ Torel", Allair 

I 'Ulli.trV of } 
fr."ury 

r-- -----------, , 
locd .~thocitJe. ! 0 .... ____________ ..J 

1", ... nJ ... " ~~ I r'At ... " O~l I "ir ..... .,. ~'-I I/Un ...... 01 ... Jelll 1 ~,ru •• .,. 0' HlIIA.Uoy OJ 

A"r1CVJ.c"r~ blarn , It.- , sodd ArtaJrs e~c.r:Jon 
"ateran_ 

Del.nca $ TJsh.ry so&:rcw Ad.un;istntJon 

I I "1.i •• .,. OfJ 1~1At ..... ot j 11<1····." 01 0 1 1 .... 1 .. ." Ofl l'U"UlY 011 IfJn.htry 

Edueetlan C"""""J'CtP , 
Construc:t:,ion Labour TrMJIpctrt 

at Culture 
Industrv , IntorIM-

Uon 
lOUJeo 01 

I'nvi ron .. "t 
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2) organization of local f\uthorities 

or'1.lIni l'.IILj lin dHlr-!: 

(Urban) (Rural) 

Gu 

(District) 

- avenl/{e size of uren fmel number of population in urbflI1 area 

-----------,-------------,-----------
Admin. level I Anerage size of lll'ea(Kml ) I Avernge number of pop. 

I (in 1,000) 

=T=========*=============+=========== 
I Special City I 605 ( - ) I 9.800 ( - ) 

I Metropolitnn City I 363 (202-455) I 2,150 (1.180-3.345) 

I Province I 10,825 (1,800-19,500) I 2,600 (500-4,200) 

-+---------+-------------+-----------
I Gu (District) 4.5 (3-1DO) 430 (90-900) 

I Shi (City) I 100 (35--260) 180 (55-1300) 

-+---------+-------------+-----------
I Don1. 

_...L _______________ I. - -_____________ ...L __________ _ 
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- average size of area and number of populution in t"ural area 

-------,-------------,---------------
Admin, level I Anerage fli7.e of nreli(Km 2 ) I Avernge number (J f pop, (l ,000) 

=======*=============*=============== 
Gun (County) I 650 (70-1, HOD) I 100 (20--2[;0) 

-------+-------------+---------------
Up (Town) 

Myon 

60 0.5 

-------~-------------~---------------

2. HEAL'lB AlID IlBALTII mvrcBS 

2.1 Demographic Indicators. 

(Table III-I) Demographic, Indicators 

-------------y~~r~97~ 

Indicator 
================ === 
• population (in 1,000 persons) 

.population increase rate (%) 

• population densi ty (Per Km 2 ) 

• Sex ratio (per 100 females) 

• Age composition (%) 

age group 0 14 

15 64· 

65 + 

• Urbanization rate (%) 
----------------

* Esi timated 

35,281 

1. 70 

357.1 

101. 4 

38.1 

58.4 

3.5 

48.4 ---

---
1980 

------
38,124 

1. 57 

385.1 

101.8 

33.8 

62.1 

3.9 

57.3 ---

2.2 Populut ion Struct~l.re by' _ ... ge_ (\m~ Sex_ 

---r---1---* =I: 1985 1990 2,000 

=== === === 
41,056 43,601 48.017 

1. 25 1.16 0.89 

414.7 440.0 484.4 

101. 7 101. 7 101. 5 

30.6 27.2 23.1 

65.2 68.2 70.7 

4.2 4.6 6.2 

65.4 71.6 78.3 --- --- ---

• chl\rI/.le in p(Jpululion structure from the rapid growt.h stnge to 

t.he IH'!; t.-'~X l."nn i 1)1\ Hlfl/(t) • 

• l'opulnti"" "llrllcilln, in lD!iO, 1~J60 nnd lDBO, 
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I I 

I 
J. 

I 

\ ' 
! j 
C.-l:. 

1---.....,.1 
10 15~" 5 

i 

t·.al~ 
1----'--, , 

10 5 10 15 ~ 

2.~ VitAl Stntistics ---- .. 

• a dr:unatic imi:lruvement of heal th st.atus 

• chun~e in disease pattern from eoUtmunicab Ie disseases to 

'non-c'ommllnic:J.b Ie but de!r'~nernti ve diseases and accidenLs' 

-----------~-Ye~-I~97~-~97;-~98~T~98; 
Indicator 

---------------- ------- -------
• Life expectancy (age); Male 

Female 

• Crude death rate 

(per 1,000 persons) 

.• Infant mortali ty rate 

(per 1,000 births) 

• Materni ty motali ty rate 

(per 10,000 births) 

60 67 
9.0 

53.0 

8.3 

7.0 

38.0 

5.6 

63 

69 

6.7 

36.8 

65 

71 

6.2 

32.6 

3.4 
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• a remarkable increase in the amount of health resources 

Per 100,000 population 

200 

150 

100 

50 

-;/7.0 

* bed 

** physician 
/ 

/ 

/ 

" 

.* 190. 0 

/0 

-----~-----~-----~-----~-----~---
1965 1970 1975 1980 1985 

2.5 Health System; Petrospect an~upr::Q~~ci;. 

1) In general, the provision of curative health services has been 

the domain of private sector, developed spontaneously ur..der a 

free-market system. Due to heavy dependency on the private 

sector, three major problems have arisen; 

- maldistribution of health resources 

- duplication of health care facilities caused by the inadeqLlate 

definition of the roles of different health care facilities 

- inability of health care facilities to adapt to changing needs 

in health-related environments 

2) Accordin~ to the declaration of Alma-Ata in 1978, the Government 

has tried to stre.ngthen primary health care activities by est

ablishinj( and operat inl{ public health instHutions in rLlral areas 

where few private health facilities had previously existed. Now, 

in most rLlral 'lr~::IS, thre'~ types of public health institutions 

have b,~en .... f'tab I. i~,hC!d which vnry accordinl~ t.o thf! size I)f the area 
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Adminisrr.ati ..... 

levl~ 

Centr.ll gov'!: 

Do (Province} 

Gun (Couney) 

/tIyon (Town, 

Ri (Villdl1f!J 

.Yinist:y .of 

J I 11011 
110M ilft.:JJ. r!S 

1 
S A 

1 , 

L ~--------~-----
I 

_-I 
I 

Bureau of 
~---

I -1 Health 
A f!;ri rs 

1 l ""Dt, oE 

Health 

, Soci .. l Provinci.al Public 
Hos!,i t.al 

,..----------- ----------, .., 
Health 

I~------Centre 

" 
H .. lt.~ I~ t------
Sub-':entre 

II 

I 
I 

1 

-4 
1 
I 

--I 
I 
1 
I 
1 
1 

--I 
1 
I , 
I 
I 
I 
I 
I P~i"..rV 

H ... le.., CoIrtI ~ --' 
Pose 

!lldex -------------_., 

-- ; ~low of administrati"" supervision 

Elo'" of ~eC'hnic.21 supervision 

;]) Due to a luw priority fnr the l(f>Vf!rrunl~nl. in providing health r.nr~ ser

vices, sp.~c.ially curutiv.! ser-vi.;es, public h(~.alth institutions hav.~ 

b.',c.ollle infcr-ior- to health faciliti"s in thp. private sector. O,!.:ause 

of Lh.! inf'!r-ioriLy of facilities, equipment, health p(~rs<)nn.d and 

bl\ll~ct, the public hl~alth sector has not play(~d a IIIIl.jIJr rnle in th.,~ 

imnrl)w,m.'nl: 'Jf th.! h.,aith status of popul:lt ion. On the <Jt.h'!r h:.md, 

th~: pr~ vat ... · Sf!.:t.or whi.:h has ':.~r'tailll\' mad" :m impar.t. on h"'ll",h 

:-;tal.l.I~. has :"··mn",:I.! \' 0]" [.,,.1.,,<1 toward urovi.linl( pr<)fi I, <lr i rmt,~d 
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4) A medical insu~ance was int~oduced in 1977 and continuouly extended 

its beneficiaries. At the begining of 1988, the government extended 

medical insu~ance cove~age to include ru~a1 areas, and is planning 

to include u~ban areas by mid 1989. By then, complete cove~age of 

the enti~e population th~ough medical insu~ance can be achieved. In 

p~eparation for complete cove~age of the entire population through 

medical insu~ance, the government has built public hospitals in con

nection with district health offices or in some cases, induce the 

private secto~ to build hospitals by providing financial support. 

The purpose of this measure is to enhance the physical accessibi

lity to health care of patients in districts where no hospitals have 

existed. 

5) The medical insurance plan that was introduced to rural areas is 

controlled by district medical insurance gove~ning bodies operating 

on the level of city or Gun depending on the organization of parti

cular districts. With this system, because of the pressures to 

maintain economic viability within each district, it is expected that 

that the supply and utilization of health care will be unde~ much 

tighter control than in the currently operating free-ma~ket system. 

As the district governing bodies develop greate~ control of health 

services, it is expected that districts will become self-contained 

segments of the national health system. 

6) As to managerial aspects of health system, it is expected that in the 

near future they will take on greater authority in te~ms of health 

policy fo~ulation and implementation authority which is currently 

concent~ated in the central government. This tendecy to decentraliza

tion is not confined to only health sector but is a general social 

phenomenon. In other words, health se~vices, which have been poorly

integrated up to the present, will have to undergo major changes as 

the health envi~onment changes. In particular, with the introduction 

of the ~egional health insurance reimbursement and financing system, 

health se~vices will become more locally controlled and the concept 

of regionulisation of health services will become more fi~ly implant

ed in the Korean health care syst.em. 
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7) In slUllll1ary, the provision of health care services in Korea is 

at a turning point. By introducinlt new finuncial mechanisms 

to the provision of health care services, the existing 

differences between institutions owned by the private sector 

and those by the public sector will diminish. The newly 

formed district health insurance governing bodies will tr-y 

to achieve financial viability by influencing the existing 

health facilities, regardless of their- ownership, to provide 

health services in a coordinated w~y while at the same time, 

ensuring the the provision of a compr-ehensive r-ange of promo

tive, pr-eventive, curative and rehavilitative health activi

ties for the community. 

3. HELm CKtITRE III YOIICIIlII OOOIITY 

• location Yonchon County, Northen pRrt of 

Kyonggi Province (See Appendix I) 

• total building area; 990 M2 

• site area 

• number of storeys 

• opening date 

3.2 Functional Content 

1) service area 

3,154 M2 

2 storey building 

30, Nov. 1985 

• Yonchon County 2 Eups and 7 Myons 

• number of population 64,841 

• density of population; 91. 6/Km 2 

• main source of income; farmi",~ 
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2) roles and functions 

• provision of health care services 

outpatient services including dental services 

- maternal and child health care services including family 

planning and nutrition programme 

- control of communicable diseases including immunization 

programme 

- environmental health programmes including safe water 

supply and food quality control 

• provision of administrative support for health sub-centres 

and primary health care posts. 

• other administrative activities such as approval of health 

care establishments. 

3) number of staff by profession 

• officer in change (not necessarily a medical do(:tor) j 1 

• medical doctor 

• dentist 

• midwife 

• nurse 

• assistant nurse 

• pharmacist 

• administrators 

• dental technician 

• health inspector 

• lab technician 

• X-ray technician 

• drivers 

• casual labourer 

total 

2 

1 

2 

8 

2 

1 

5 

1 

1 

I 

1 

2 

1 

30 
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3. 3Fa<;ili~y 

1) composition of functional units 

• outpatient serv it;e uni ts; examination and consulting rO<lm 

• dental service lIni t 

• diagnostic units ; clinical lab, X-ray room 

• administration units office 

• public health units 

• supportive service units; pharmacy, laundry, kitclen, etc 

• maternal and child health care; - delivery room 

- labour room 

- recovery 

- sterilizing room 

2) construction time 12 months 

3) building cost per Ml 1,000 US$ 

4) see app~ndix for building and site plans. 

4. DISTRICT HOSPITAL IN YBOJU COUICTY 

4.1 General Information 

• location; Yeoju County, eastern part of Kyonggi Province 

(See Appendix I) 

• types of hospitals; a community hospital affiliated with 

Koryo University 

• number of bells; 60 beds 

• total building area; 3, 751M 2 

• 5 i te area 7 ,144M 2 

• nllmber of storeys 

• op.ming date 

two storey building with a basement. 

12, April. 1984 
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1) service area 

• no defined geographical area 

• patients mainly from Yeoju County (85.9%) 

• number of population in Yeoju County; 93,341 

• area of Yeoju County 610Km 2 

2) roles and functions 

• outpatient clinical services; 7 specialities 

Internal medicine, General surgery, Orthopedic surgery, 

Obstetrics & Gynecology, Phthalmology, E.N.T., Paediatrics. 

• inpatient Services; 5 specialities 

Internal medicine, General surgery, Orthopedic surgery, 

Obstetrics & Gynecology, paediatrics. 

• training actiui ties for medical students. 

3) number of staff by profession 

• medical officer in change 1 

• specialist 4 

• resident 2 

• intern 2 

• nurse 15 

• assistant nurse 14 

• phariDacist 2 

• lab technician 2 

• X-ray technician 2 

• medical record officer 1 

• dietitian 1 

• administrator 14 

• engineer 8 

• casual labourer 17 

total 85 

4) statistics on patient attendance 

• average number of outpatient visits 150 (135 '" 176) 

• averas(p. nl.unh,·r of inpatient 32 ( 26", 38) 

• nvpr:lr1;r.' [enl(th 'If st.ay 5.1 day 
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• average bed occupancy rate 53.1% 

• average number of surgical operations; 2.13 

• average number of X-ray diagnosis 52 

• average number of laboratory tests 306 

• average number of delevery 0.9 

• distribution of patients by depts. 

-------,-------------,-------
I outpatients (ne.w patients) I inpatients 

=======*=============*======= 
I.M. 31. 2 28.2 

Pae. 16.1 29.7 

Obs & Gyne. 9.1 18.2 

G.S. 7.6 11. 9 

O.S. 7.4 11. 9 

E.N.T. 4.9 

Eye. 4.4 

A. & E. 19.3 

-------~-------------~-------

5) number of inpatient accommodation by depts & bed types 

• by depts. 

- medical. surgical. paediatrics. obstertic5; 50 beds 

- nursery 

- I.e. U. 

• by bed types 

- single bed room 

- twin bed room 

- triple bed room 

- six bed room 

4.3 Facility 

1) composition of functional units 

• outpatient department; consulting & exam. room 

• ward; general ward, 1. C. U., nursery 

8 beds 

2 beds 

1 (1) 

4 (2) 

3 (l) 

42 (7) 

• centeral diagnostic department; clinical lab, X-ray room, 

operating room, delivery room 
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• supporting service department; pharmacy, C.S.S.D, laundry, 

kitchen, dining room, boiler room 

• administration department 

• dormi tory for doctors & nurses 

2) construction time 16 months 

3) building cost per m2 2,500 $ 

4) see appendix for building and site plans 
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COUNTRY REPORT OF THE KINGDOM OF TONGA 

by 

Mr Siaosi P. Moala 

1. BACKGROUND 

1.1 Historical 

The Kingdom of Tonga has an unknown beginning, a history that is 
referred to as a legend. Archaeologists established that these islands 
were first occupied around 1250 BC. 

King Tonga (Tui Tonga) as it is believed that was of divine origin 
ruled the Kingdom as from 950 BC until the 13th century when his 
administration failed, which created political unrest thus the creation 
of new lines of King: "Tu'i Ha'atakalama" and "Tu'i Kanokupolu". The 
16th and 17th centuries were referred to as periods of peace and 
prosperity and the beginning of contacts with Europeans: Dutch Sailor 
Schonton and Lemaire in 1616; 1773 the first visit by Captain James Cook. 
On his last voyage in 1977, he gave the Kingdom the name which the people 
still maintains and proud of "the friendly island". 

At the end of the 18th century, the Kingdom began to feel the 
rumbles of political powers followed by period of civil wars (1790-1820), 
which was followed by two main events: successful establishment of the 
methodist missionaries in 1826 and the beginning of the current dynasty 
by Taufa'ahau, who was baptized in 1831; in 1845, he was proclaimed as 
King George Tupou I; in 1862, he issued the Emancipation Edict and in 
1875, he issued the first Constitution. Today, the Kingdom sees its 
fourth ruling monarch, King Taufa'ahau Tupou IV, a direct descendant of 
King George Tupou I, the founder of modern Tonga. 

1.2 Geographical 

Tonga is where time begins. Its location at the eastly bend of the 
dateline allows these islands to welcome the sun each very fresh day. 
There are 170 islands in the Kingdom with a total land area of 7500 
hectares spreading over a total sea area of 3.6 million hectares bounded 
by latitudes 150s and 23.5 0 S and longitude 1730W and 177OW. Only 36 of 
thes~ islands are inhabited. 

Tonga is divided into four groups: Tongatapu and Eua, Ha'apai, 
Vavau and the Niuas. The total population in 1986 was 97 639. 
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1.3 Social 

Tongas are Polynesians, with a social system like that of Samoa, 
Niue, Rarotonga and Fiji, which is based on the family and extended 
family concepts. Tonga is a Christian Kingdom with the Methodist taking 
71% Catholics 16%, Mormons 9% and others 4%. Education is compulsory at 
the primary level. 
1. 4 Political 

The Kingdom is known for its political stability throughout its 
recorded history which was influenced by its social structure and the 
form of government embodied in its Constitution. Unlike most kingdoms 
today, Tonga is ruled by the King. He rules in accordance with the 
Constitution which provides for the government authorities at three 
levels, that is, the Executive headed by His Majesty's Cabinet and Privy 
Council, the Legislative Assembly and the Judiciary. The Privy Council 
is chaired by the King and composed of all the members of the Cabinet. 
The Cabinet is headed by the Prime Minister and consists of all ministers 
and the Governors of Vavau and Ha'apai. The Legislative Assembly 
consists of the Cabinet members, seven elected representatives of the 
Nobels (total 33) and nine people representatives. The Judiciary 
consists of the Supreme Court, Land Court and the Magistrates Court. 

2. HEALTH IN THE KINGDOM 

2.1 Introduction 

The Ministry of Health of the Kingdom has been entrusted with the 
major responsibility of maintaining, promoting and improving the health 
of everyone, and to achieve the highest possible level of health is the 
national goal. Some indications of achievements in 1986 were as follows: 
proportion of the population within one hour reach of a health service is 
100%; proportion of the population with ready access to safe drinking 
water is 100% and the proportion of the population in use of sanitary 
toilet facilities is 71.0%; 772 blood specimens were tested for AIDS and 
all have negative results. 

2.2 Organization of the Ministry of Health 

The Ministry is headed by the Minister of Health and directed by the 
Director of Health. There are five divisions in the Ministry: Medical 
Services headed by a Medical Superintendent, Public Health Services 
headed by a Senior Medical Officer, Dental Services headed by Chief 
Dental Officer, Nursing Services headed by Chief, Nursing Officer, and 
Administrative Services headed by the Assistant Secretary. These 
divisions are further elaborated into detailed areas (refer to Figure 
2.2.1). The development of the Ministry is controlled by "The National 
Health Development Committee" and the "Ministry's Staff Promotion 
Board". 
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In December 1986, the following staffing posts were recorded (Refer 
to Figure 2.2.2). 

2.3 Health facilities 

The Kingdom is divided into six health districts: Tongatapu, 
Ha'apai, Vavau, Eua, Niuatoputapu and Niuafo'ou. Figure 2.3.1 shows the 
details. 

Figure 2.3.1 - Health facilities as at 31 December 1988. 

~ Total Tongatapu Vavau Ha'apai EUA NTT NFF 

Hospitals 4 1 1 1 1 

Health centres 14 7 3 2 1 1 

MCH clinics 33 19 4 5 3 1 1 

2.3.1 Tongatapu Health District 

The Tongatapu Health District is provided with one hospital, seven 
health centres and 19 MCH clinics. 

Vaiola Hospital is situated 3 km. from the main town area of 
Nuku'alofa and its compound contains the hospital, the central public 
health laboratory, the Queen Salote School of Nursing and the 
administrative offices, including the Minister's Office. Vaiola is the 
main headquarters. It has a bed capacity of 202 divided into: 45 for 
Medical, 45 for Surgical, 29 for Obstetric and Gynaecology, 32 for 
Children, 25 for Tuberculosis, 10 for other Infectious Diseases, and 16 
for Psychiatric Patients Care. 

The Health Centres are located at Fu'amotu, Houma, Kolonga, Kolovai, 
Mua, Nukunoku and Vaini. There are no beds for inpatient care as they 
will be referred to Vaiola if further treatment/investigation is 
required. 

The 19 MCH clinics are distributed in Tongatapu proportionate to the 
size of the population and the scatteredness of the settlements. Some 
of these clinics are currently operated on community hall, clinic house 
or district/town officer's residence and when weather is permitted under 
the shade of a tree. 

Vaiola Hospital in 1986 recorded a 65.0% occupancy; 190 days average 
length of stay. The total admissions for the same year was 4020 with a 
total outpatient attendance of 59 172. 

Vaiola Hospital serves 60% of the total population and providing 
services of internal medicine, surgery, paediatrics, obstetrics and 
gynaecology and tuberculosis and other infectious diseases for both 
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inpatient and outpatient. With the exception of the hospital in Eua 
Health District, all hospitals provide inpatients with full catering 
facilities (food, linen and nursing care) at a general fee of 50 Seniti 
per day (US$0.40) with a maximum of $T10.00 per patient per admission. 

Children under twelve years are free and some patients are admitted 
for special treatment such as tuberculosis, typhoid fever and 
psychiatric. 

2.3.2 Vavau Health District 

This district is provided with one hospital, Prince Uelingatoui Ngo 
Hospital, three health centres and four MCH clinics. 

The hospital is located in Neiafu, the main town of Vavau and has a 
bed capacity of 61 divided into medical, surgical, paediatric, obstetric, 
gynaecology, tuberculosis and other infectious diseases cat'e. 

The health centres are located in Falevai, Ta'anea and TefisL 
Because of the location context of Falevai, two inpatient beds are 
provided. 

The Prince Uelingatoui Ngu Hospital in 1986 had a 34.0% occupancy 
with 907 total admissions. In the same year, it had a 7.5-day average 
length of stay. It serves 18% of the total population and has 23 643 
outpatients visit of the same year. 

2.3.3 Ha'apai Health District 

This district is provided with one hospital, Niu'ui Hospital, and is 
located in the main island of Lifuka, at Hihifo, about 2.5 km. from 
Pangai, the centre of town area for Ha'apai group. Niu'ui has a 28-bed 
capacity, much smaller than the one in Vavau, thus the beds are divided 
between the two sexes. The health centres are located at Ha'afeva and 
Nomuka and because of scattered nature of these islands two inpatient 
beds are provided. 

The MCH are clinics are located at Lotofa, Fakakai, Ha'afeva, 
Nomuca and Pangai. 

In 1986, the Niu'ui Hospital has a bed occupancy rate of 28.4% and 
total admissions of 440 with an average length of stay of 69 days per 
patient. It is equipped with limited facilities compared with the other 
two big hospitals. It has 6208 outpatients to visit in 1986 and serves 
12% of the total population. 

2.3.4 Eua Health District 

The district hospital is Niu'eiki and it is located in Angaha. It 
has a 16-bed capacity for general patients care. No health centre and 
the three MCH nurse clinics are located in Angaha, Ohonva and Houma. In 
1986, the occupancy rate was 21.4% and the average length of stay was 4.6 
days per patient. The total admission was 300 and the attendance at 
outpatient services was 4102. Niu'eiki serves 8% of the total 
population. 
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The Australian Government currently provided US$.5 million to 
upgrade this hospital to full hospital by providing dental services, 
diagnostic services, full domestic services, improved outpatient and 
inpatiertt care and housing for the staff. 

2.3.5 Niuatoputapu Health District 

The district is provided with a health centre capable of taking care 
for eight inpatient beds, house a dental officer and the MCH clinic. 

The centre was newly built by funds from both New Zealand and the 
Tongan Government which was opened in July 1986 at a cost of US$300 000. 
The project included the centre, 4 staff quarters, a new generator and a 
new motor vehicle. This very remote island has very much benefitted 
from this great assistance. 

This centre serves about 1.6% of the total population (1616 total) 
and has an outpatient visits per day of 10 visits and 7 minor surgical 
procedures in 1986. No X-ray and laboratory tests. 

2.3.6 Niuafo'ou Health District 

This health district has one health centre ~nd an MCH clinic within 
the centre. Like Niuatoputapu, its locational context provided that this 
centre must have inpatient facilities. It has six beds and services only 
900 population (less than 1% of the total population). 

3. CONCLUSION 

To conclude this report, I must firstly would like to convey on 
behalf of the Kingdom of Tonga our sincere thanks to the World Health 
Organization for the invitation to attend this workshop. 

Tonga, as may be revealed by this report, one might say that health 
for all is achieved, is not true. The Government of the Kingdom through 
its Ministry of Health has been working very hard to achieve its goal and 
today we have seen improved health facilities, health personnel and 
experts and no doubt without the technical assistance from developed 
countries and WHO, health for all by the year 2000 will only be seen by 
the Kingdom as a dream. 
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COUNTRY PAPER PRESENTATION - WESTERN SAMOA 

by 

Mrs Lauina Grace 

1. INTRODUCTION 

1.1 General 

'!be Samoan group of islands lie in the tropics 140 south of the equator 
between longitudes 1680 and 1730 , just east of the International 
Dateline. Western Samoa became an independent nation in 1962 after a 
period of administration by New Zealand as a Trust Terri tory of the 
United Nations. 

'!be total area of the Western Samoan group of islands is some 1100 
square miles, the two principal islands Upolu and Savaii together 
contain over 1000 square miles. Each of these islands is 47 miles long, 
and the longest, Savaii, averages 27 miles in width and has a land area 
of over 600 square miles. The smaller, Upolu, averages 16 miles wide 
wi th a total area of 430 square miles, but contains some 72% of the 
total population. 

Western Samoa is the largest and the most populous of the Polynesian 
Island nations. However, over the past 2 decades (1971-1981) the 
cOl.D'ltry's total population registered a declining growth rate of 2.2% in 
1971 to 0.6% in 1981. Population figures show a significant change from 
being one of the highest in the world to one among the lowest in terms 
of population growth rate, specifically wi thin the Asia-Pacific Region. 
'!be 1981 Population and Housing Census indicated a total population 
figure of 156,349. The natural population growth is higher than 0.6% 
but outwarci-migration has held the population growth down. Apia, the 
capital of Western Samoa and centre of government and cOIIIIlerce has about 
20% 6f the total population and is located on the north coast of Upolu. 

There is so far no acute shortage of land but fertile land close to 
centres of population is scarce in most parts of the COl.D'ltry and in some 
places there is already pressure of population on natural resources. 
These resources are limited in quantity and variety, comprising mainly 
agricultural land, fisheries and forests. 
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2. HEALTH 

1. Health status 

Compared to other Least Developed Countries (~' s) the health status of 
the people of Western Samoa is generally good and the thrust of 
upgrading the standard of health is still the primary concern of the 
country. The overall pattern and trend of cOIIIIIIUllicable and degenerative 
diseases have not changed significantly during the last few years. 
Viral and bacterial infections comprise a significant proportion of the 
admissions to hospitals and other heLiith facilities. With government 
efforts to maintain a relatively favourable level of health for its 
people, an upward trend has been noted in the incidence of chronic heart 
disease, hypertension and diabetes. This situation stands in sharp 
contrast to the status of the country's subsistence-based economy. 

For a capsular view of the nation's health profile, the following health 
information and sectoral indicators are presented. 

Table 2.1 : Health Indicators 

Total Population (1986 Estimate) 
Annw;\1 Population Growth Rate 
A'i .. Birth Rate per 1000 population 
jw • . Death Rate per 1000 population 
Life Expectancy at Birth - Male 

Female 
Infant Mortality Rate per 1000 Ii ve births 
Total Fertility Rate 
Morbidity Rate per 1000 population 
Immunization Coverage 

161,039 
0.6% 

27.7 
7.1 

63 
65 
24 
4.9 

7.257 
92% 

Table 2.2 shows the ten leading causes of notifiable diseases 
order of incidence) 1985-86 and ten leading causes of 
morbidity and mortality respectively. 

(ranked by 
inpatient 
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Table 2.2 - Ten Leading Causes of Notifiable Diseases, 
In-patient Mori::lidi t:/ I and ~ortali ty 

1985 1986 

(Ten Leading Causes of Notifiable Diseases) 

1-
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 
10. 

Influenza 
Gastroenteritis 
Measles 
Infectious Diarrhea 
Conjunctivitis 
Diarrhea, Unclassified 
Fish Poisoning 
Pulmonary Tuberculosis 
Hepati tis I Unspecified 
Gonorrhea 

(Ten Leading Causes of Morbidity) 

1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 

9. 

10. 

Influenza 
Nonnal Delivery 
Pne\.Ullonia 
Gastroenteritis/Diarrhea 
Measles 
Bronchitis and Emphysema 
Conjunctivitis 
Infection of the Skin and 

Subcutaneous Tissue 
Unspecified Diseases of 

the Digestive System 
Acute Upper Respiratory 

Infection 

(Ten Leading Causes of Mortality) 

1. 
2. 
3. 
4. 
5. 

6. 

7. 

8. 
9. 
10. 

Pneumonia 
Congestive Heart Failure 
Cerebrovascular Disease 
Suicide 
Symptoms, Signs and 

Ill-defined Conditions 
Chronic Liver Disease 

and Cirrhosis 
Infectious and Parasitic 

Diseases 
Septicemia 
Diabetes mellitus 
Nephritis, Nephrotic 

Syndrome and Nephrosis 

Influenza 
Diarrhea Unspecified 
Gastroenteritis 
Conjunctivitis 
Infectious Diarrhea 
Mumps 
Fish Poisoning 
Chicken Pox 
Gonorrhea 
Hepatitis, Unspecified 

Influenza 
Nonna! Delivery 
Gastroen~eritis/Diarrhea 

Pne\.Ullonia 
Bronchitis and Emphysema 
Conjuncti vi tis 
Unspecified Diseases of 

the Digestive System 
Infection of the Skin and 

Subcutaneous Tissue 
Obstetrical Diseases/Reasons 
Hypertensive Disease 

Congestive Heart Failure 
Pneumonia 
Cerebrovascular Disease 
Suicide 
Chronic Disease and 

Cirrhosis 
Acute Myocardial Infarction 

Septicemia 
Diabetes mellitus 
Intestinal Infectious 

Diseases 
Symptoms, Signs and 111-

defined Conditions 
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Note: The above diseases are ranired by their order of incidence. 

B. Assessment of Past Performance 

(i) Health Objectives dur:ing DP5 (1985-1987) 

The principal objectives of the health sector under DP5 were: 

(a) to strengthen the basic health services by intensifying primary 
health care at the village level; 

(b) to make available needed health manpower, and 

(c) to meet the demand for a higher level of medical and dental care 
in the COlIDtry. 

( ii ) Primary Health Care Approach 

As part of the national health policy, the government adopted the global 
goal of "Health for all by the year 2000", which other member states of 
the World Health Organisation (WHO) implemented following the 1978 
International Conference on Primary Health Care (PHC). The improvement 
of the overall health status continued to be a national goal despite the 
country's limited resources. Primary health care remained as the focal 
point of the COlIDtry'S health system in collaboration with village 
authorities including women's committees. Health coverage of Western 
Samoa is 100% of the population. This is possible with the health 
service network made accessible and operational through broadened 
participation at the village level. 

(iii) Structure of Health Care Deliver'! 

For administrative purposes, the cOlIDtry is divided into 16 health 
districts, 10 in Upolu and 6 in Savaii. The National Hospital is at the 
apa~ of a 3-tiered health care delivery system with 7 district 
hospitals, 9 health centres, and 14 sub-centres which link up through a 
referral network to serve local needs by health districts and areas. An 
improvement in the road network and transportation facilities have 
greatly contributed to enhancing the accessibility of health services 
nationwide. The active participation of the community, especially 
women's committees has proved to be a positive force in strengthening 
the capabilities of the health services at the village level. Sustained 
efforts on the planning and integration of primitive, preventive and 
curative health care, strengthened the overall health care delivery 
system. 
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(iv) Problems and Issues 

Recognising confining situations within which health programmes have to 
be implemented, the sector experienced such perennial problems as: 
shortage of health care personnel, scarce resources, persistent 
traditional attitudes in health services delivering and rising cost of 
medical care etc. 

Despite these critical problems, the sector sought alternative solutions 
and other modalities. 

It tapped bilateral and international assistance including fielding of 
more than 20 volunteers and expatriate personnel to meet key medical and 
technical requira~ts. The paucity of qualified country nationals to 
fill posts in the National Hospital and other health facilities w~ a 
prevailing problem and was compounded by difficulties with respect to 
the regular and preventative maintenance of hospital equipment and 
physical plant. Given the country's economic situation, the government 
could not adequately extend the budget as required. 

(v) Programme/Project Review 

Under the Health Manpower Development Project, about 23 students were 
trained overseas, four of whom graduated at the end of DP5. Also 
emphasized under this w~ further development in the School of Nursing. 
The Environmental Sanitation Programme included the promotion of 
occupational health and safety, prevention of the detrimental effects of 
environmental hazards and pollution as well as surveillance and 
monitoring to ensure safe h~ter supply. 

The cODUllunicable disease programme included: 

(a) the continuation of the immunization project which began in 1980 
to vaccinate children below the age of 2 and, 

(b) tucerculosis and leprosy control. 
The Maternal and Child Health Care (MCH) and the Family Planning 
and Nutrition Programmes promoted the health needs of mothers, 
children and infants and helped reduce the morbidity and mortality 
rates for these groups. 

The control 
deficiencies, 
successful. 

of non-communicable diseases such as nutritional 
endoctrine and metabolic disorders has been quite 

District nurses worked closely with women's conmittees of about 
500 and village authorities to promote better health 
p;:-actices, raise nutritional status and reinforce measures for 
early detention and prevention of diseases. 
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Other institutional services which emphasized staff tr3ining 
included the Dental Health Service and the National Health 
Laboratory. The Health Information System (HIS) was instituted 
during DP5. It is a single systematic information system which 
analyzes the COlmtry's health profile for planning, management and 
monitoring of health projects. It is designed to establish a 
system of reporting, collecting, computing and disseminating 
health information and sectoral indicators. The system lends 
support to heal th education, which is crucial to the success of 
major health programmes. Health Education stepped up its advocacy 
for PHC and public a~~eness campaigns in schools as well as in 
committees. 

C. Sectoral Objectives and Goals 

The most precious resource of any nation is a healthy population. 
Viewed from the spectrum. of national health, its status, problems and 
sectoral performance during DP5, the plan sets into motion the following 
goals and directions of the heal th sector during DPS to improve the 
overall health standard of the people of Western Samoa viz: 

To increase the average life expectancy and reduce 
and mortality rates through a Primary Health Care 
cOlDIIII.mity-based strategies; 

the IIIOrbidi ty 
approach and 

To improve the pro~s10n and utilization of health services 
through a referral network; 

To strengthen manpower develoJlDE!Ilt and maximise scarce resources 
in the health care delivery system, and 

To promote environmental sanitation. 
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The profile of health services and physical tar~ets are presented in 
Table 2:3. 

Table 2:3 - Health Services and Physical Targets 
1985-87 Actual : 1988-1990 Estimate 

Actual Estimate 
General Indica tor 

1985 1986 1987 1988 1989 1990 

Bed Capacity of 
Permanent Hospitals 686 644 644 644 644 644 

Bed capacity per 
thousand population 4.33 4.05 4.05 4.03 4.03 4.03 

Number of Doctors 47 44 44 40 40 40 

Number of Doctors 
per person 1:3,37 1:3,612 1 :3,614 1:4,000 1:4,000 1:4,000 

Number of Dentists 9 9 10 10 10 11 

Number of Dentists 
per person 1:17,602 1:17,666 1:17,666 1:16,000 1:16,000 1:16,000 

Number of Nurses 283 283 285 285 285 285 

Average length of stay 
in the hospital 8 7 6* 6.5 5 4.5 

Average Patient Days 
( inpatients only) 273 218 65* 228 209 192 

Average Visits (m.nnber 
of outpatients and 
inpatient visits per 
day) 473 342 168* 418 457 498 

------------------------------------------------------------------------
Source: Health Department Planning and Information 

( * ) Provisional figures as of January-June 1987 
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D. Strategies for Action 

(i) Manoower and Resource Development 

In comparison with other countries in the Sout.':! Pacific, Samoa has put 
up considerably more hospitals and health centres in strategic health 
areas. Most of the population has easy access to Samoa's health care 
delivery. The efficient and effective imple~ntation of health 
programmes requires the availability of sufficient resources including 
manpower. To build up the capability of health institutions, action 
will continue to be initiated in providing health resources including 
generation of funds from extra budgetary sources. A substantial 
portion of development expenditures is required for Human Resource 
Development to establish an adequate cadre of qualified support of this 
strategy, an increase in the quantity and quality of health manpower 
will be addressed by conducting stratified professional training, 
providing scholarships as well as training the indigenous health care 
workers in the early detection and prevention of diseases through 
primary health care. 

(ii) Community-Based Strategy 

Samoans have made impressive headway in the utilization of the "aiga" 
and the village structure as a base for the delivery of primary health 
care and social services. This approach builds upon the basic social 
and political tenets of Samoan society or "faa-Samoa", using health and 
related institutions only as resource and referral. This strategy 
allows existing resources fund in the community and offer a low cost 
indigenous approach to primary health care. 

(iii) Development of Health Information S)~tem 

A single, permanent and realistic Health Information System (HIS) for 
collecting data, indicators and statistics on health will be developed 
as a pre-requisite to planning, monitoring and management of health 
programmes. Significant research and results of field e~rience will 
be published and disseminated and an adequate referral system for 
information exchange betHeen the community, the hospitals and primary 
health centers will be developed. This system will facilitate the 
integration of health services as well as the coordination of other 
concerned government organizations. 

(iv) Strengthening linkages 

The Health Department shall continue to play the role as lead government 
agency in the planning, development and administration of national 
heal th programmes. Key agencies, including non-governmental 
organizations (NCO's) shall be coordinated by Health Department to 
intensify collaborative efforts to improve the health status of the 
people of lvestern Samoa. Through the strengthening of appropriate 
linkages at the national and international levels, available 
infonnation can be made readily available about existing resources and 
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E. National Health Programmes and Projects 1988 1990 

(i) Health Manpower Development 

allowing for the 
health services 

As in the past period, the Health manpower Developoent Programme will 
continue to address the training and educational needs of health 
manpower in the country. The primary focus of the health care system 
is to ensure the availability of sufficient quantity and quality of 
manpower in the primary and secondary levels of health care. In 1988, 
it is projected that there will be an additional five, new medical 
students abroad. The total progranme cost under DP6, is estimated at 
$1.7 million. WS$I,680,233 with an estimated aid component of 
WS$I,086,500. 

(ii) Environmental Sanitation Programme 

The main components of this programme are: 

(a) Drinking water supply and basic sanitation and 

(b) Occupational Health. Its activities range from urban and rural 
sanitation which includes surveys and monitoring of safe water 
supply, excreta and refuse disposal, food sanitation, quarantine 
and occupational health and safety measures. Priori ty shall be 
gi ven to the training of Assistant Health Inspectors, who are to 
be deployed around the country to promote good sanitation and 
healthy living practices, as well as supervise the above 
activities. The total cost of the whole programme is estimated 
at $0.7 million over DP6. 

(iii) Communicable Disease Control 

The programme on Communicable Disease Control has expanded since the 
previous period. It now covers control of Hepatitis B and the dreaded 
disease, Acquired Immune Deficiency Syndrome (AIDS) apart from the 
Inununization, Tuberculosis and Leprosy Control Projects. 

The E.'\:panded Progranme on IlIlIlIunization (EPI) which was started in 1980. 
focuses on vaccinating children below the age of 18 months against five 
childhood diseases: poliomyelitis, measles, diptheria, tetanus and 
pectusis. The programme has covered 95% of its target population. 
During DP6, the programme will focus on reaching the remaining 8% of its 
target and will distribute a quarterly nelosletter to inform rural 
workers and areas about the EPI Programme. 
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The Tuberculosis and Leprosy Programme will continue to administer a 
Multi-Drug Therapy Scheme which began in 1985. About 100% of all known 
cases have been treated with the MDT, as such, while efforts at 
contact tracing and case management are to be intensified to 
identify undetected cases. As well, the Vector control Programme will 
continue to focus on the surveillance and treatment of filariasis and 
vector borne diseases. 

Hepatitis B and AIDS have in recent years become a worldwide public 
health concern. The WHO intercountry Hepatitis B project which started 
in 1987 will be integrated into the EPI Programme towards the end of 
1988 and begin with infant vaccination. Education on AIDS, its 
prevention and detection will be introduced with the initial efforts 
directed towards the health care workers and the general public. 

(iv) MCH/Family Planning and Nutrition Development 

Maternal and Child Health experienced an extremely high percentage of 
coverage for both expectant mothers and infants. A key factor in its 
successful implementation has been the active role played by the women's 
committees on health projects nationwide. This programme will continue 
during this plan pericd. 

The target population of the Family Planning Progranme during DP6 is 20% 
Le. women in the child-bearing ages of 15-44 years. The appointment of 
a Project Manager and the refurbishing of the Family Welfare Center have 
strengthened the program such that the primary focus will be on 
education of the staff and the public. The cost to sustain MCH and 
Family Planning is shown in Table 2.4 l.n. th the usual aid support from 
WHO, UNFPA and UNICEF. . 

(v) Dental Health Programme 

As in the past, the Dental Health Programme shall continue to strengthen 
its preventive and auxiliary training programme, particularly the 
newly created Dental Nursing School. For 1988-1990, progr&llUle plans 
include the employment of a dental nursing instructor, revision of the 
dental nursing curricula, training of local dentists and a modest 
increase in enrollment of 13 students in the school. The programme cost 
of Dental Health is placed at $0.05 million during DP6. 

(vi) Health Information System 

The focus of the HIS has been the same since its establishment. With 
community Nursing Officers (CNO's) staffing practically all of the 
District Hospitals, the goal is to strengthen the recording and 
information system. The total HIS prog~ cost is placed at WS$20,464 
for 1988-1990. 
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(vii) National Hospital 

An important develoIJllent in the operation of the National Hospital 
during DP5 1-.a5 the acquisition of some general equipment and the 
upgrading of some of its facilities. Under DP6 emphasis will be placed 
on effective equipment maintenance and restoration of 
facilities/physical plant. As always, the continuing education and 
professional development of the hospital staff will be on the priority 
list of the hospital's development strategy. 

(viii)District Hospitals 

The focal point in DP6 will be addressed to the completion of the 
proposed Foalalo District Hospital and the procurement of necessary 
equipment/support for district hospitals. The planned district 
hospi tal in Salelologa, Savaii will be undertaken contingent to the 
conclusion of its funding needs and project execution. About WS$O.6 
million need to be allocated to achieve the target under this programme. 

(be) Mental Health 

Closer attention is needed in promoting mental health due to the 
alarming increase of suicide rate of young men and women wi thin the ages 
of 14-25. The renovation of Psychiatric Ward tu include construction 
of two rooms need government support and intersectoral 
cooperation for example, the Catholic Relief Organization. Its 
completion is anticipated with the total mental health programme cost 
estimated to be WS$O.2 million. 

(x) Diagnostic, Therapeutic and Rehabilitation Programme 

This is a new project proposed under DP6 and includes aspects on 
Essential Drugs, Vaccines and Traditional Medicine. The project on 
Essential Drugs and Medicines require the adoption of a National Drug 
Policy and continuing drug therapy education of appropriate health 
personnel such as physicians and community nursing officers (NCO's) in 
district hospitals. The Traditional Medicine Project will assess the 
applicability of integrating Chinese acupuncture and indigenous herbal 
medicine in the general medical system. The programme cost is set at 
about $0.3 million. 
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------------------------------------------------------------------------
Total Aid 

1988 1989 1990 Cost Component 
------------------------------------------------------------------------

1- Health Manpower Developnent 648 501 531 1,680 1,087 
2. Envirorunental Sanitation 

PrOgram 278 185 200 663 660 
3. Commtmicable Disease 

Control Program 80 99 78 257 186 
4. MCH/Family Planning 

and Nutrition Program 165 139 164 468 464 
5. Dental Health Program 19 17 16 52 24 
6. Health Information 

Systems Program 6 7 7 20 16 
7. National Laboratory 

Services Development 89 89 95 273 268 
8. Non-Communicable 

Disease Control Program 91 l13 l18 322 322 
9. Health Education 

Developnent 8 8 9 25 25 
10. National Hospital 

Developnent 1,183 657 632 2,472 2,245 
l1. District Hospital 

Developnent 239 181 223 643 392 
12. Mental Health Program 85 ..,~ ...... 84 194 1-18 
13. Diagnostic, Therapeutic 

and Rehabilitative 
Technology Program 109 66 121 296 163 

------------------------------------------------------------------------
TOTAL 3,000 2,087 2,278 7,365 6,000 

------------------------------------------------------------------------
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Iii) Facili ty 

(a) 

(b) 

(c) 

(d) 

(e) 

(f) 

(g) 

location/site plan 

building plan at 1/100 
scale 

building material and 
structural method 

building costs per m2 

building time 

cOlDposi tion of major 
functional lUli ts 

problematic items to 
improved in future 

be 

refer Figure 3:1 

not available 

The buildings are of concrete 
foundation, with timber framed 
walls and corrugated iron roofing. 

not available 

not available 

outpatient, ward 

There is an ucgent need to improve 
0Gmmw.icaticn ~ith other hospitals. 
At present there is nol telephone, 
no radiophone and no vehicle. So 
the nurses have to rely on public 
transport even with emergency cases. 

B. f)-pical District Hospital at First Referral Level (Leulumoega 

(i) Functional Content 

(a) number of inpatient 
accommodation by bed types 

(b) average daily census of: 

- length of inpatient stay 

- outpatient visits 

- surgical operations 

- X-ray diagnosis 

The district hospital at Leulumoega 
has a 23 bed capacity. When I 
visited, it had only 2 patients, 
1 maternity, 1 medical. 

3-5 day 

10 on normal days, 30-40 on clinic 
day (when the resident doctor is on 
duty) 

minor surgeries only, major uses go 
to hospital 

none - all referred to National 
Hospital 



(c) 

(d) 

(e) 

(f) 

(g) 

- laboratory tests 

- delivery 

- bed occupancy rate 

number of staff /manpOl.rer 
by profession 

annual budget in US$ 

m.unber of population 
it covers 

means of transport to 
the hospital 

list of clinical and 
supportive units 
(departments) 

(ii) Building Content 

(a) location within the 
community 

(b) site plan at 1/600 scale 
or smaller 

(c) building plan at 1/100-
1/200 scale (all floors) 

(d) building material and 
structural method 

(e) building cost per m2 

(including mechanical, 
electrical services) in 
US$ and total capital 
cost at time of building 
(including equipment, 
furniture) 

(f) building time 

(g) heating/ventilation/air 
conditioning methods 
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none - all referred to Na~ional 
Hospital 

3-5 per month i.e. 0.10-0.17/day 

17.85% 

1 Doctor (UNV), 4 staff nurses, 
4 nurse aids, women's cOllllli ttee 
clean and maintain the hospital and 
grounds as well as provide food for 
the staff 

US$26,OOO.OO (realistically only 
staff salaries and medical supplies) 

16,000 

public transport 

none 

refer Figure 3:1 

refer Figure 3:3 

refer Figure 3:4, 3:5 

concrete foundation with timber 
framed walls 

built by Japanese aid 

natural ventilation 
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(h) 

(i) 

(j) 

uni t plan of a typical 
ward of single and 
multi-bed. (with 
furnituresl 

major sections of the main 
building with ceiling, 
floor, roof heights 

degree of automation in 
internal transport, 
diagnostic services, 
information handling, 
recycling and disposal 
process 

(l{) general considerations on 
environmental and safety 
factors in order 

" 
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refer Figure 3:5 

refer Figure 3:6, 3:7, 3:8, 3:9 

Adequate 

;., , 
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PLAN FOR BUILDING DISTRICT HOSPITALS IN SERVICE 
OF PRIMARY HEALTH CARE IN VIET NAM 

by 

Professor Nguyen Thi Thu Anh 

Viet Nam has superficies of 331 680 km2 from the latitude 11 N to 
23 N, with the population of 62 500 000. It consists of 40 provinces, 497 
districts and 9 611 communes. 

Networks of district health service in Viet Nam. depending on the 
administrative structure of region, are divided into the following system 
(see table no. 2). 

The Vietnamese country has undergone the great war, material 
shortages and enourmous difficulties of the economy and the networks of 
transportation has not been very convenient, so primary health care has 
played an important part in Viet Nam. 

With the idea of WHO's declaration held in Alma-Ata in September 1978 
to carry out the objective of "health for all in the year 2000", the 
Vietnamese Government and the Ministry of Health have carried out the 
programme of strengthening and developing the network of general health 
and great attention has been paid to perfect the network of district 
health service (from commune health centres to district hospitals) in 
order to directly carry out primary health care. 

Due to this network. primary health care for the people has improved. 
Primary health care has been brought to every people, even to those living 
in the out-of-the-way districts and islands. Below is the result of the 
primary health care service carried out in ten years 
(1976-1987) : 

Year Death rate of children perinatal popula- birth death population 
death rate tion rate per rate per growth 

under under under 1000 1000 rate 
7 days 28 days 1 yr 

1976 12.6 18.4 34.2 27.0 49.160 39.5 7.5 32.0 
1980 11.5 18.6 34.7 21.4 53.625 31.7 7.0 24.7 
1985 14.6 22.2 36.5 22.4 59.875 28.4 6.9 21.5 
1986 14.7 22.3 36.6 22.5 61.109 27.8 6.95 20.85 
1987 13.2 21.7 35.5 23.1 62.400 24.45 6.7 20.77 
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THE REAL SITUATION OF DISTRICT HOSPITALS 
AND HEALTH CENTRES IN VIET NAM 

At the moment, the network of health service of the province and 
district consists of 505 district hospitals and 9,611 commune health 
centres, which are placed under the guidance of the Ministry of Health 
and provincial health service. 

(1) District hospital is a health centre, thoroughly steering level 
concerning primary health care. A model of polyclinics has from 100-200 
beds according to its population and its geographical type and has a rate 
of 100 beds for 80 000-100 000 people, for instance; 

District hospitals in mountainous areas - 60-90 beds 

District hospitals in the main land areas - 80-100 beds 

District hospital in the plain areas - 100-150 beds 

District hospital in urban areas - 200-300 beds. 

District hospitals have been often built in towns, provincial 
capitals and have close relation with regional polyclinics (polyclinics 
are located far from the district hospitals specially in the areas with 
complicated geography and difficulties in transportation). District 
hospitals will receive all referred cases from communal level and all 
emergency cases. Provided here are the best quality of examination and 
treatment of the district. In addition to the examination and treatment 
functions, they are also responsible for the prevention of endemic 
diseases at communal level belonging to the district, thus contributing 
to the national programmes, such as: 

- the expanded programme on immunization (EPI) 

- the environmental sanitation and potable water programme 

- the anti-diarrhoeal disease programme 

- the anti-arbovirus disease programme 

- the nutrition programme 

- malaria control programme 

- the family planning programme 
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2. Communal health station 

In general, each village/commune with an average population of 2000 
to 6000 people has from 10-20 beds and is responsible for health 
management of its population care of normal and diseases and easy 
delivery cases through production team's health service. It is 
responsible for direct examination and detection of severe cases which 
are sent to district level. Besides, communal health station have to 
carry out the above-mentioned programmes, health education on primary 
health care. 

3. Evaluation of construction of hospitals at district and 
communal level 

District health network in Viet Nam has been going on effectively 
specially after cooperation with WHO and UNICEF has been formed. 
However, there remains shortcomings encountered: 

(a) The demand for beds does not meet the increase of population. 

(b) Only newly-built hospitals have rational transmission chain 
which enables the operation. As the population grows, the 
reconstruction of old hospitals built before 1954 have 
discontinued transmission chain. 

(c) Equipment do not meet the renewal. Drug and chemicals for 
laboratory are in severe shortage that caused difficulties for 
diagnosis and treatment. 

(d) Unpropitious electricity and water supply system caused 
difficulties for the supply of electricity and water for the 
hospitals. 

(e) The quality of the building material is very bad, so the life 
ability of projects is very low. Many buildings are leaking 
and absorbed while budget are limited so annual insurance and 
services are not met. 

MEASURES SHOULD BE DONE IN ORDER TO FULFIL THE CONSTRUCTION 
AND RECONSTRUCTION OF DISTRICT HOSPITALS IN SERVICE OF 

PRIMARY HEALTH CARE IN THE YEAR 2000 

(1) Under the direction of the Ministry of Health, provincial have 
to evaluate the quality of their own hospitals in order to define the 
following necessary contents: 
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Concerning the scale: estimate the expected number of beds 
needed to decide whether to expand horizontally or vertically. 

On the basis of the area and ground already placed, 
rearranging and defining the area to be expanded. 

Estimating the remaining life expectancy in order to determine 
whether it has to be destroyed for a full reconstruction. 
Using local materials. 

Concerning investment: each province must define priority order, 
investment must be given to the main economic points, to the endemic 
diseases control programme, specially to the remote areas far from the 
national and provincial assistance. 

Referring to the equipment, medical supplies and emergency 
facilities: 

Each locality has to produce itself simple facilities. 

Modern and foreign-made equipment must be assured by national 
level. 

As regard the training of personnel for construction and repair and 
management of the existing projects: 

East district must have an engineer who will help the People's 
Committee and health service in planning the investment and 
the use of investment. 

(2) Provincial construction plans must be suitable with the local 
ability and social economic conditions. As the limited investment the 
construction should be carefully considered, and investment is given by 
the People's Committee and health service only when there is close 
consideration, as follows: 

Is the site convenient; 

Design estimated expenses; 

The use of local materials; 

Flexibility for developing demand then defining number of 
hospitals expected to be built; 

Number of hospitals expected to be reconstructed and 
expanded; 

Making the long-term and short-term investment plans. 
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(3) Concerning the management of construction technique and 
quality. 

Close supervision of sterilization and radio activity 
control; 

X-ray department, surgery department, laboratories; 

Water takeout system; 

Close supervision of investor; 

The assurance of investment; 

The maintenance of the construction; 

Spare parts for maintenance should be available. 

MODEL OF A HEALTH CENTRE IN VIET NAM 

We would like to introduce one model of a health centre in Viet Nam 
at Da Ton commune, Gia Lam District, at the outskirt of Hanoi. 

Da Ton commune is next to the Red River, belonging to the Bao Bo 
plain area. 

I. Contents of function 

(1) Population: 6500 inhabitants; 

(2) List of public health programmes: 

- The expanded programme on immunization (EPI); 

- The environmental sanitation and potable water programme; 

- The anti-diarrhoeal disease programme; 

- The nutrition programme; 

- The malaria programme; 

- The family planning programme; 

- The health education on primary health care. 
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(3) Annual budget: about Dl 500 000 allocated by the district and 
the communal People's Committee. 

(4) Data from investigations: 

Outpatients: 20 people/day 

Minor surgery: 1 case/day 

X-ray: 2 cases/day 

Laboratory tests: 3 cases/day 

(5) Design for construction: 

Total of the ground (scale 1/500) 

Detailed section (scale 1/100) 

Intersection (materials + structure) scale 1/100 

Rubble foundation 

Supported wall is made of brick laid in mortar 

"Cement-sand" grade 75/cm2 

Estimated expenses 65 000 d/m2 

Duration of construction: 9 months 

This health centre is built under the inter sectorial cooperation of 
related organization and with the kind assistance of UNFPA and PAM. 

MODEL OF A DISTRICT HOSPITAL IN VIET NAM 

We would like to introduce one model of a district hospital in Viet 
Nam, that is the Ben Hai Hospital, Binh Tri Thien province, which has 
been under rapid construction to overcome consequences caused by storms 
No. 8 and No. 9 in 1985 which destroyed this hospital. 
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(1) Geographic and social characteristics 

Ben Hai District is in the latitude 15 N. Its West is next to the 
mountains and the East next to the sea. 

Population: 130 000 

Population growth rate: 1.28% 

Mechanical growth about 2 500 people/year 

So until the year 2 000, the estimated population of Ben Hai will be 
150 000. 

(2) Functions of the hospital 

Number of beds: 150 beds, among them: 

38 beds (25%) for medical department 

25 beds (16%) for s1,lrgery department 

18 beds (12%) for obstetrics and gynaecology department 

48 beds (30%) for pediatrics department 

22 beds (15%) for infectious diseases department (among them 
5 beds for tuberculosis) 

3 beds for (2%) for intensive care of emergency ward 

Frequency of examination: 150-180 examinations/day 

Hospitalization duration: 8.7 days/person 

Outpatients come for examination: 120/day 

Surgery: 18 cases/day 

X-ray: 12 cases/day 

Laboratory tests: 102 cases/day 

Births: 26 cases/day 

The rate of beds used: 95% 
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Number of personnels: 150, among them: 

Doctors: 30 

Nurses and assistant doctors: 70 

Engineers and others: 50 

Budget used annual: D22 430 000 and D150 OOO/bed on average 

Number of population cared by the hospital: 130 000 

Means for referral: for emergency cases: patients will be sent 
to the hospital by ambulance, but most of the patients come to 
the hospitals by bicycles. 

Name of departments of the hospital: 

(a) Polyclinic 

(b) Inpatient department 

(c) Administrative and logistics department 

(d) Other departments 

Other related projects: 

(a) Rubbish and sub-product handling system 

(b Water supply and releasing system (pumping station) 

(c) Dirty water handling station 

(d) In and out electricity system 

(e) Telephone, broadcasting system 

(f) Stabilizer 

(g) Aircondition 

(h) Garden area, gate, fence, guard station 

(i) Toilet system 

(j) Steamer supply system 
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DESIGN FOR CONSTRUCTION 

(a) Site plan 

This site has favourable conditions for hospital construction: airy, 
cool and convenient for transportation and patients' travel because it is 
at 250m North of the mainroad No. lA of the town. 

(b) General plan 1/500 

General arec 25 000 m2 

Building area: 4125 m2 

Construction area: 4000m2 

Area of garden 65% 

Area for yard and road 19% 

(c) Perspective view of the selected hospital 

(d) Site plan at 1/200 

(e) Detailed section scale 1/100 (See sheet No.1) 

Structural solution: 

(1) Rubble foundation 

(2) Plinth wall is made of sharpened stone 

(3) Supported-wall in combination with system of 
reinforcement belt 

(4) Supported-wall is made of brick laid in mortar 
"cement-sand" grade 75 

(5) Floor with prefabricated box-panel 

(6) The roof is made of preast reinforced - concrete U 
panels in two layers 

(7) The reinforced-concrete panels with module 3.3m are the 
main use. 

(8) Reinforced-concrete column of veranda 

(9) With engineering geological condition: 1.5 kg/cm2 

The design of the foundation is simple. 
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Height of the building: 
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- Main building 3.60 m. 

- Sub-building 3.00 m. 

(g) Estimated expense for the construction according to 1 bed: 

Construction D122 652/bed US$305/bed 

Equipment D 12 OOO/bed US$50/bed 

The estimation is made at December 1985. 

(h) Duration of construction: 3 years 

(i) Condition for heating and cooling: 

Heating system: some electrical heaters will be used for 
some wards and departments having special demand, 

Cooling system: using electric fan system and natural 
wind. 

(j) Inside equipment for single-bedroom and multi-bed room (see 
fig. No.1) 

(k) General consideration for environment and safety as mentioned 
above the hospital is located in the area where it is 
subjected to annual great storm and as matter of fact in 1985 
it was destroyed by storm so this problem should be considered 
for the designing of the construction (see item 2). 
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Scheme of the Medico-Sanitary Network 
in the Socialist Republic of Viet Nam 
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