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Report on progress of national health activities! 

I. Health for all by the year 2000 

Australia continues to work towards the goal of health for all by the year 2000. 
The issue was raised at the annual conference of Federal and State Ministers for 
Health in April 1983. The major government initiative at this stage is the formulation 
of a national policy for health for aU. This involves liaison between the Health 
Ministers, who each have areas of health policy under their jurisdiction. 

2. Vector control 

Australia is to propose an item on the agenda of the thirty-fourth session of the 
Regional Committee on the desirability of a regional apJX"oach to vector control at 
airports and seaports. 

Several vectorborne diseases are endemic in the Western Pacific Region. These 
are malaria, filariasis, dengue fever, schistosomiasis, Japanese encephalitis and scrub 
typhus. There has been a resurgence of malaria in the Region due to drug resistance 
and insecticidal resistance of vectors. Many of these diseases have an impact on the 
health of the people as well as on the economic development of developing countries. 
Tropica1Australiaespecia1Jy is both receptive and vulnerable to some of the diseases 
mentioned above, and the opening of new airports and seap:>rts in the north and the 
rapid expansion of international travel has made this country more vulnerable. It is 
proposed that it is in the interest of aU countries in the Region to cooperate to control 
and possibly eradicate some of these diseases which cause so much human suffering. 
The Australian delegation will be proposing some methods that could be used to 
achieve this goal. 

3. Health information systems 

The desirability of a cohesive health information service in the Region was 
discussed at the thirty-third session of the Regional Committee. A feasibility survey 
will be conducted in the Region later this year. One of the major factors to be 
assessed is the extension of the existing arrangement between the Australian 
Government and WHO for the provision of Med1ars services to countries of the 
Region. It is hoped that Australia will be able to play a significant role in the 
organization of a regional health information service. 

4. Noncommunicable diseases 

The Australian Government, through the Australian Development Assistance 
Bureau (ADAB), has supported a joint WHO/South Pacific Commission survey mission 
to four priority countries in the Region. The aim of the survey mission is to plan, in 
consultation with health authorities of the governments concerned, an intervention 
programme to tackle noncommunicable diseases. Australia will fund the South Pacific 
Commission participation. 

1 Submitted by the Director-General of Health, Australia. 
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5. Implementation of the International Code of Marketing of Breast-milk Substitutes 

Australian manufacturers and marketers of infant formulas have agreed to and 
signed a voluntary Industry Code of Practice for the Marketing of Infant Formulas. 
This Code of Practice is based on the relevant articles of the International Code and 
differs from its wording only in those instances which can be justified on the basis of 
Article 1 1.1 of the International Code. The Code of Practice is to be reviewed in two 
years. A copy of the Australian Code of Practice is attached. · 

The Food Standards Committee of the National Health and Medical Research 
Council has incorporated relevant articles of the International Code into the draft 
Standard for Infant Formula. The Standard, on adoption by the States, will be 
incorporated into the States' food legislation. The Department of Primary Industry has 
incorporated relevant articles of the International Code into draft Export Control 
(Food) Orders. When final, these new orders will Jrevent inapJroJriate promotion of 
Australian products on overseas markets. 

The International Code has been brought to the attention of health authorities in 
all States and Territories. Consultations between Federal and State authorities are 
being formalized with the object of ensuring compliance among those responsible for 
provision of health services and strengthening of training Jrogrammes for health 
workers. 

Latest available data indicate that previously reported levels of breast-feeding 
among Australian women at the time of discharge from hospital following the birth of 
.their infants are being maintained. Duration of breast-feeding among some groups has 
increased. Data have been collected from all States and Territories; the figures 
presented represent national averages derived from information provided. 

Percentage of Australian infants breast-fed (average) 

At time of discharge from hospital 

At infant's age of 6 weeks 

At infant's age of 3 months 

At infant's age of 6 months 

At infant's age of 12 months 

83 

70 

54 

40 

10 

It should be noted that, in several parts of Australia, prevalence rates at each 
age group, except 12 months, are 10 per cent. or more higher than the national 
"average". More women in rural areas are breast-feeding than those in urban centres. 
Urban women from the lowest socioeconomic groups are least likely to breast-feed and 
when they do, do so for a shorter duration of time than either rural women or urban 
women from the higher socioeconomic groups. 
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1.0 INTRODUCTION 

This Code represents the obligations of manufacturers and 

importers of infant formulas in Australian to give effect 

to the principles and aims of the WHO International Code 

of Marketing of Breastmilk Substitutes. 

1.1 Industry acknowledges that breastfeeding ia generally the 

most satisfactory method of feeding for infants. However, 

if mothers do not breastfeed, ir they discontinue breastfeedint 

early, or ~f a supplement to breastfeeding is indicated, 

nutritionally sound and physiologically appropriate breastailk 

substitutes are the best alternatives and should be readily 

available. 

1.2 The provision of infant formulas in Australia has a history 

or co-operation between manufacturers, paediatricians, 

mater~ity hospitals, clinics and relevant Government Departments. 

All of these play an important role in the research, formulationi 

safety and recommended use of these products. The continuing 

close co-operation between all these parties ensures the 

supply of higH quality, safe and nutritionally adequate 

products for infant feeding. 

1.3 It is agreed that education and support should be provided 

to those mothers who do not wish to breastfeed or who are 

unable to do so. This education and support should be 

provided by the health care system with the full co-operation 

of the manufacturers and importers of infant formulas. It is 

essential that adequate instruction on the proper preparation 

and use of infant rormulasis provided to mothers by the health 

care system and in product labels provided by manufacturers 

and importers of infant formulas. It is agreed that these 

instructions should be simole and easy to comprehend . 
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1.4 Australian manufacturers and importers of infant formulas, 

recognisin& that the tormulation, manufacture, packaging 

and labelling of infant formulas are controlled by Acts and 

Resulation• or the individual State• and Territories and ot 

the Commonwealth of Australia, and recognising that the 

Federal Government supports the aim and principles or 

the WHO International Code- of Marketing 

of Breastmilk Substitutes, wil~ observe this Australlan 

Code of Practice. 

1.5 Industry notes that complementary obligations rall upon 

Federal and State Governments, medical practitioners, other 

health professionals and pharmacists to enable Australia to 

comply with the aims and principl~s ot the WHO Code. 

2.0 AIM OF THE CODE 

The aim of this Code is to contribute to the provision 

of sate and adequate nutrition for infants, by the protection 

and promotion of breastfeeding and by ensuring the proper 

use of breastmilk substitutes when the mother cannot or 

does not wish t1o breast feed, on the basis of adequate 

information and through appropriate marketing and distribution. 

3.0 SCOPE OF THE CODE 

This Code applies to the marketing, and practices related 

thereto, of the following products: breastmilk substitutes 

including infant formulas; other milk products, foods and 

beverages including bottle-fed complementary foods when 

marketed or otherwise represented to be suitable, with or 

without modification for use as a partial or total replacement 

for breastmilk. It also applies to their quality and availa

bility and to information concerning their use. 
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4.0 DEFINITIONS 

'Brea~ilk substitute' means any food being marketed or 

otherwise represented as a partial or total replacement 

tor breastmilk, whether or not suitable tor that purpose. 

'Complementary food' means any food, whether manufactured or 

locally prepared, suitable as a complement to breaatmilk 

or to infant formula, when either becomes insufficient to 

satisfy the nutritional requirements of the infant. Such 

food is also commonly called 'weaning rood' or 'breastmilk 

supplement•. 

'Container' means any form of packaging or products for 

sale as a normal retail unit, including wrappers. 

'Health Care system' means governmental, nongovernmental 

or private institutions or organisations engaged, directly 

or indirectly, in health care for mothers, infants and 

pregnant women; and nurseries or child-care institutions. 

It also includes health workers in private practice. For 

the purposes of this Code, the health care system does not 

include pharmaci~s or other established sales outlets. 

'Health care professional' means a professional or other 

appropriately trained person working in a component of 

such a health care system, including voluntary workers . 

'Infant formula' means a breastmilk substitute formulated 

industrially in accordance with applicable National Health 

and Medical Research Council (NH & MRC) standards, to 

satisfy the normal nutritional requirements of infants up 

to betw~en 4 and 6 months of age, and adapted to their 

physiological characteristics. 
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'Label' means any tag, brand, pictorial or other descriptive 

matter, written, printed, stencilled, marked, embossed or 

impreaaed on, or attached to, a container of 

any products within the scope of thia Code. 

'Manufacturer and Importer' me~ns a corporation or other 

entity in the public or private sector engaged in the business 

or function (whether directly or through an agent or through 

an entity controlled by or under contract wi;h it) or 
manutactarins or 1mportina a product within the scope or 

this Code. 

'Marketing' m.eans product promotion, distribution, selling, 

advertising, product public relations and information 

services. 

'Marketing personnel' means any persons whose functions 

involve the marketing of an infant formula coming within the 

scope of this Code. 

'Samples' means-single or small quantities of a product 

provided wit~out cost to the recipient. 

'Supplies' means quantities of a product provided for 

use over an extended period, free or at a low p~ice, for 

social purposes, including those provided to families in 

need. 

5.0 INFORMATION AND EDUCATION 

5.1 Manufacturers and Importers will co-operate with and 

assist Governments in Australia in meeting their obligations, 

under Article 4.1 of the WHO Code which states that 

'Governments should have the responsibility to ensure that 
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objective and consistent information is provided on infant 

and young child feeding for use by families and those 

involved in the field of infant and young child nutrition. 

This responsibility should cover either the planning, 

provision, design and dissemination or informa,tion, 

or their control'. 

5.2 Manufacturers and Importers may supplement Government programs 

and media information by the provision of informational 

or educational equipment or materials for distribution through 

the health care system. Informational and educational materials, 

whether wr4.tten, audio or visual, dealing with the general 

subject of infant nutrition, should always include a clear 

statment that breastfeeding is generally the preferred 

method of feeding infants and that a medical practitioner or 

other health care professional is the best source of advice 

concerning infant nutrition and the use of infant formulas. 

This statement should avoid using terms which could cause 

anxieties to those mothers who are unabl~ or have chosen 

not, to breastfeed their infants. Material should be in 

conformity with the overall policies promoted by the 

health care system of each particular State. Equipment 

and materials may bear the logo and/or name of the 

sponsoring company. 

5.3 When materials contain information about the use of infant 

formulas they should include explicit instructions to guide 

mothers in the correct use of infant formula without 

discouraging breastfeeding. 
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Only information relating to preparation instructions and/or 

any other detail appearing on the product label can be identified 

by product name or pack illustration. 

5.4 The manufacturers and importers of infant formulas and 

special infant formulas ahoul4 provide members or the 

medical profession and related health eare profeaaionala 

with information about the products, and this should 

accurately reflect current knowledge and responsible 

opinion. 

Such material should be c~early identified with the name of 

the manufacturer or importer, the brand name of the product 

and the date of publication. 

6.0 THE GENERAL PUBLIC AND MOTHERS 

6.1 There should be no advertising or other form of promotion 

to the general public of products within the scope o( 

this Code. 

6.2 Manufacturers and importers should not directly provide to 

the general public, including pregnant women, mothers or 

members of their families, samples of products within the 

scope of this code. 

In conformity with paragraphs 1 and 2 of this article, 

there should be no point-of-sale samples and tie-in sales 

for products within the scope of this code. This provison 

should not restrict the establishment of pricing policies 

and practices intended to provide products and lower prices 

on a long-term basis. 
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6.3 Manufacturers and importers should not distribute to 

pregnant women or mothers of infants and young children 

any gifts of articles or utensils which may promote the 

use or breastmilk substitutes or bottleteeding. 

Marketing personnel, in their business capacity, should 

not seek direct or indirect contact with presnant women 

or with mothers of infants and young children. This does 

not prevent appropriately qualified personnel from 

responding to complaints or unsolicited requests for 

information. For these requests mothers should be 

referred to a health care professional. 

1.0 HEALTH CARE SYSTEM 

7.1 No facility of a h~alth care system should be used for 

the purpose of promoting infant formula or other products 

within the scope of this Code. This Code does not however 

preclude the dissemination of information to health 

professionals as provided in Article 8.1 of this Code. 

1.2 Information and education materials provided by manufacturers 

or importers Mhich meet the requirements of Article 5 of 

this Code may be distributed in the facilities of the 

health care system only at the discretion of the health 

care authorities concerned. 

7.3 The use by the health care system of 'professional services 

representatives', 'mothercraft nurses' or similar personnel, 

provided or paid for by mar1Ufacturers or distributors should 

not be permitted. The demonstration of the correct 

preparation and use of infant formulas and special infant 

formulas to all mothers who need them is the responsibility 

of the health care system. 
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7.4 D'onations or low-price sales, to institutions or organisations, 

of supplies of infant formula or other products within the 

scope or this Code, whether for .u$e in the institutuions 

or for distribution outside them, may be made. Such 

supplies should only be used or distributed for infants 

who have to be fed on breastmilk substitutes. If these 

supplies are distributed for use outside the institutions 

this should be done only by the institutions or- organisations 

concerned. 

Such donations or-. low-pr-ice sales should not be used by 

manufacturers or- importers as a sales inducement. 

7.5 Equipment and materials, donated to a health care systemt 

may bear a company's name or logo but should not refer to 

any~~obrietary product within the sco~e or this Code. 

8.0 HEALTH CARE PROFESSIONALS 

8.1 Information provided by manufacturers and importers to 

health care professionals regarding products within the 

scope of thi~ Code should be restricted to scientific and 

tactual matters, and such information should not imply 

or create a belief that formula feedi~g is equivalent or 

superior to breastfeeding. It should also comply with 

paragraphy 5.4 above. The services of appropriately trained 

personnel may be used for this purpose. 

8.2 No financial or material induce~ent to promote products 

within the scope of this Code should be offered by 

manufacturers ahd importers to health care professioRals 

or members of th~ir- families, nor should these be accepted 

by health care professionals or members of their families. 
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8.3 Samples of infant formulas or other products within 

the scope of this Code or or equipment or utensils for their 

preparation or use, should only be provided to health care 

professionals when necessary for tne purpose of professional 

evaluation, education and/or research at the institutional 

level. 

8.4 Manufactu~ers and impo~ters of products within the 

scope of this Code should disclose to the institutions to 

which a recipient health care professional is affiliated 

any contribution made to or on his behalf for fellowship, 

study tours, research grants, attendance at professional 

conferences, or the like. 

9.0 PERSONS EMPLOYED BY MANUFACTURERS AND IMPORTERS 

9.1 Systems of sales incentives for marketing personnel should 

not be designed to encourage the promotion of infant formula 

to the detriment of breastfeeding. 

9.2 Personnel employed in marketing products within the scope 

of this Code should not, as part of their job responsibilities, 

perform educational functions in relation to pregnant women 

or mothers of infants and young children. This should not 

be understood as preventing such personnel from being used 

for oth~r functions by the health care system at the request 

of and with the written approval of the appropriate authority 

of the Government concerned. 
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10.0 LABELLING 

10.1 Labels shoul~ be deaianed to provide the necessary informatiQn 

about the appropriate use of the product and so as not to 

discourage breastfeeding. 

In this regard, for products sold in Australia, Australian 

manufacturers and importers will comply with the NH & MRC 

Standard for Foods for Infants and Young Children. 

This Standard is accepted as meeting the objectives of 

Article 9 af the WHO International Code of Marketin& of 

Breastmil~ Substitutes within the context of the Australian 

legislative and market environments. Products manufactured 

for export ahould at leaat comply with the requirements or 
the importing country, or in the absence or theae, with thoae 

of the Codex Alimentarius Commission. 

11.0 QUALITY 

11.1 The quality of products is an essential element for the 

protection of the health of infants and therefore should 

be of a high recognised standard. 

11.2 Food produ~ts within the scope of this Code should, when 

sold or otherwise distributed, meet applicable standards. 

Products manufactured for sale within Australia will meet 

the NH and MRC Standard for Foods for Infants and Young 

Children, and the Codex Code of Hygienic Practices for 

Foods for Infants and Children. 

Products manufactured for export will at least meet the 

applicable standards recommended by the Codex Alimentarius 

Commission, the Codex Code of Hygienic Practices for Foods 

for Infants and Children and also the standard of the 

importing country. 
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12.0 MONITORING 

12.1 Manufacturers and importers in Australia of products 

within the scope of this Code are responsible for 

monitoring their marketing practices according to the 

Australian Code of Practice for the Marketing of 

Infant Formulas and for taking steps to ensure that 

their conduct conforms at every level. 

12.2 Manufacturers and importers of products within the 

scope of this Code should apprise their personnel of 

the Code and of their responsibilities under it. 

The following are signatories to the Code: 

Mr K.D. Bell, 
Managing Director, 
Abbott Australasia Pty Ltd 

Mr S.M. Drazien, 
Managing Director, 
Bristol-Myers Company Pty Ltd 

Mr R. Chan, 
Managing Director, 
Nestle Australia Ltd 

Mr M. Sharpe, 
Managing Director, 
Sharpe Laboratories Pty Ltd 

Mr B. Slade, 
Managing Director, 
Wyeth Pharmaceuticals Pty Ltd 
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PROGRESS REPORT ON HEALTH SERVICES IN THE 
PEOPLE'S REPUBLIC OF CHINA FOR J 9831 

Since the thirty-third session of the Regional Committee for the Western Pacific 
of the World Health Organization in September 1982, new achievements have been 
made in the health services in the process of socialist modernization drive in China as 
a result of further implementation by health departments of the policy of "readjusting, 
restructuring, consolidating and improving the national economy". 

1. 12th National Congress of the Communist Party of China held in 1982 set the 
strategic goal of quadrupling the gross annual value of industrial and agricultural 
production in coming 20 years and decided that the strategic goal should be realised in 
two steps namely in the first decade our main objective is to lay a solid foundation for 
the following decade when we shall strive for new vigorous economic growth. In the 
meantime, sciences, culture, education and health services have been taken as one of 
strategic priorities. In line with this strategic programme, the "Six Five-Year Plan for 
Health Services" was worked out and issued by the Ministh of Public Health early this 
year, which expounds the guiding principle, basic tasks, !major indicators and various 
concrete measures for the health services development before 1985 and points out that 
we should, proceeding from reality of our health work, open up a path for the 
development of health services with distinctive chinese feature. It is expected that 
the implementation of "Six Five-Year Plan" will lay a favourable foundation for the 
quicker development of our health services. At present,> the preparation of "Seventh 
Five-Year Pian for Health Services" and "the Tentative · Plan by Year 2000" is under 
way. The "Sixth Five-Year Plan" and "Long-term Programme" in preparation are the 
specific programme for the implementation of the global strategy of "Health for All 
by the Year 2000" in the People's Republic of China. 

2. Basic level health units in urban and rural areas are the basis of health work 
in our country, to which we have giv~n the priority in developing our health services in 
many years. In last a few years we have taken a series of measures to diversify health 
care delivery through various channels at all levels so that the health work at 
grass-roots level can more suit our conditions and people's needs for diseases 
prevention and treatment. In the city, we have focused our efforts on substantiating 
and strengthening the district and neighborhood hospitals and reinforcing the 
construction of health care organizations at grass-roots level and permitted and 
supported private practitioners or organized cooperative medical services and restored 
the traditional way of treating patients in drugstores. Some city hospitals have taken 
a further step to make house calls and set up family beds thus improving medical and 
health care conditions for urban inhabitants to a certain extent. We are planning to 
reinforce and strengthen the district and neighborhood health institutions in large and 
medium-sized cities in coming years by stages and in groups, at the same time we shall 

1 Submitted by Dr Xu Shouren, Director, Foreign Affairs Bureau, Ministry of 
Health. 
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tap new avenues to give fulJ play to all free and unoccupied medical and health 
personnel who possess the knowledge of medical and health care and are willing to 
serve the people so as to satisfy the people's daily growing needs. 

In rural areas, based on our actual possibility and by concentrating some force in 
an appropriate way, since 1979 we have embarked on a nationwide reorganization and 
reinforcement programme in medical and health institutions at county level. The first 
experimental stage of the programme, covering 300 counties, has been basically 
completed with good results. After undergoing reorganization and reinforcement, the 
health institutions in pilot counties start to become centres for medical care, health 
and epidemic pr~vention, maternal and child health care, technical guidance for family 
planning and the basis for health manpower training. At present, the second stage, 
covering 400 counties, is starting this year and various localities are striving to 
complete the task by the end of 1985 on the basis of summarizing past experiences. So 
that one third counties of whole country will undergo reorganization and 
reinforcement by 1985. We are striving to complete the programme covering alJ 2100 
counties in this country before year 2000. Certainly we shall constantly consolidate 
and improve the results of the programme after its completion. 

3. Thanks to the continuous implementation of the principle of putting 
prevention first and the deep-going patriotiC public health campaign, the quality and 
capacity of our diseases prevention and treatment have been improved, as a result, the 
incidence of diseases has further decreased. About 95% of population in endemic 
goiter areas have been administered with iodine salt. A large number of parasitic and 
endemic cases have been cured, in 1982, number of malaria cases of whole country is 
2 040 000, a 33% decrease as against 1981. Marked achievements have been made in 
treatment of patients suffering from prolapse of uterus and urinary fis~ula, which is 
provided free of charge by the Government. New progress has also been rnade in 
maternal and child health care work and planned imm1;1ni~ation programme, up to the 
end of 1981, the districts and counties which have set up the immunization cards 
system and implemented the planned immunization programme according to 
immunization schedule account for 77.3% of total number of districts and counties. 
Furthermore sub-district hospitals in Beijing, Shanghai and Tianjing municipalities 
have assumed the responsibilities in providing planned immunization services in their 
out-patient departments. Some rural areas are actively creating condition for gradual 
conduction of vaccination on month basis, thus solving the problem in . shock 
vaccination work done once a year in the past. In last several years the quality of 
vaccination has been improved as a result of strengthening cold-chain system for 
biological products. The survey carried out in 1784 districts or counties of 24 
provinces suggests that no case of diphtheria has been reported in 1040 districts or 
counties and poliomyelitis in 768 districts or counties for three consecutive years from 
1979 to 1981, representing 58.3% and 43.1% of total number of districts and counties 
covered by the survey. Measles has been basiCally brought under control with 
morbidity rate under 10/100 000 in the 257 'districts or counties and 50/100 000 in 521 
districts or counties, accounting for 14.5% and 29.5% of the total respectively. The 
provinces and municipalities without diphtheria cases for three consecutive years have 
also come into being. In combination with the activities of fostering a high degree of 
socialist ethics, various localities have taken comprehensive measures in tackling the 
problem in environmental sanitation, resulting in the improvement of environmental 
sanitation both at urban and rural areas. With gradual improvement of living standard 
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of peasants, to improve drinking water supply and raise health level have become an 
urgent need for the broad masses of peasants. In many places, funds have been pooled 
by state, collective and individual and varied forms have been adopted for conductng 
water improvement projects in rural areas, thereby an excellent situation without 
parallel in the past has emerged in the rural water improvement programme. Up to 
the present, about 350 million people in rural areas have been accessible to drinking 
water supply as a result of drinking water improvement programme, representing 40% 
of the rural population, of which 15% are supplied with piped water. In some areas 
such as Deqing County and Jinhua City of Zhejiang Province; Danghai County of 
Jiangsu Province and Jieyang and Chaoan Counties of Guangdong Province, the rate of 
population served with piped water reaches 40 to 70%. Therefore, incidence of enteric 
diseases has significantly reduced. A remarkable example is Deqing County where the 
incidence of enteric diseases has recorded a 7 3.8% drop in 1981 as against 1974, and 
another 64% drop in 1982 from 1981. Large scale water improvement has been 
conducted in more than 40 counties in Hebei Province and now over 80% of its people 
are supplied with safe water with incidence of enteric diseases being decreased by 80 
to 90%. 

4. An encouraging progress has been made in developing our traditional chinese 
medicine and pharmacology. By the end of 1982, the number of hospitals of traditional 
chinese medicine has increased to 878 with 64 000 beds and 302 000 health personnel, 
representing considerable development as against previous years. Ministry of Public 
Health sponsored working conference on traditional chinese medicine and its 
integration with western one and conference on health work in the minority areas in 
1982 and 1983 respectively, at which the principle and policy for further strengthening 
and developing traditional chinese medicine and its integration with western one and 
health work in the minority areas were laid down. We are planning in next several 
years to concentrate some manpower, material and financial resources for the purpose 
of expediting development of institutions of traditional chinese medicine and health 
services in the minority areas so as to bring into full play the active role of traditional 
chinese medicine and pharmacology to serve disease prevention and treatment. 

5. We have strengthened the health legislative work by revising and formulating 
some administrative regulations, laws and criteria. This year approved by National 
People's Congress, we promulgated "Law of Food Hygiene (trying out)" at nationwide 
scale. Furthermore,. "the Regulation governing Health Inspection" and "the Regulation 
governing drug Administration" are in preparation, which indicates that our health 
work has gone onto the right track of socialist legal system. 

With a view to ensuring safety and effectiveness of drugs, 127 drugs without 
certain therapeutic effects or with evident toxic or side effects were eliminated on 
the basis of extensive clinical evaluation. Drug administration department at aU 
levels are further rectifying drug production and supply and improving and 
strengthening drug administration. 

New progress has also been achleved in the fields of medical education, medical 
scientific research. 

In reviewing and evaluating our health services in 1983, many achievements have 
been scored, with much remaining to be done. We shall continue to strengthen our 
health services so as to make our health work further suit the needs of social 
development and constant improvement of people's life and contribute to creating a 
new situation in our health work and raising medical and health care level of our 
people. 
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GUAM 

1982 Country Health Report for the Territory of Guam 1 

Public Health Programmes 

In May 1982, the Division of Public Health was reorganized into three Bureaux in 
order to improve the effectiveness of the programmes. These are: Bureau of Family 
Health Services, Bureau of Community Health and Nursing Services, and Bureau of 
Professional Support Services. 

Bureau of Community Health and Nursing Services 

The Bureau's internal organization and operations were minimaHy affected by 
the reorganization. The concept of regionalization of public health services was 
implemented with the closing of all satellite health centres and the identification of 
the following three regional health centres: Northern Region Health Center in 
Tamuning, Central Region Health Center in Mangilao and the Southern Region Health 
Center in Inarajan. 

The Bureau implemented the community health nursing specialization project in 
November 1982 in order to efficiently and effectively utilize its available manpower. 
Accountability for the various funding sources also made specialized assignments of 
community health nurses necessary. The specialization project involved rearranging 
the services and caseload assignments. As part of the plan, some programme services 
were centralized with specific staff assigned only to those programme services. 
There has been a shift from the traditional generalized public health nursing service in 
an assigned geographic area to specialized programme service assignments. All the 
communicable disease services, home health care and crippled children's service for 
casefinding and outreach were decentralized and services were provided from and 
through the three regional health centres. The decentralized programmes provide 
services to a much larger population than those which were centralized. This project 
is still in its developmental stage. Data are being collected and an analysis will be 
done by the end of 1983. The project is being monitored very closely. 

Certain staff of the Bureau are actively involved in community organizations and 
activities since such community activities relate to their area of responsibility andjor 
interest. 

The three nurses who started the family nurse practitioner (FNP) programme in 
August 1982 completed the first semester of the programme. They wiJJ complete the 
programme in December 1983. 

!submitted by the Director of Public Health and Social Services 
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Bureau of Professional Support Services 

The Bureau of Professional Support Services oversees the operation of four 
primary functions for the Public Health Division: (a) planning and evaluation, 
(b) licensing, (c) medical support services, and (d) health education. All except 
health education were newly created units that were organized to coordinate and 
consolidate existing functions such as the clinical support services and licensing and to 
establish needed services such as a health information/management system. 
Significant improvements occurred in the following areas: 

- Medical social workers, previously assigned to categorical programmes, were 
combined and placed under the supervision of a professional social worker. 
This improved the quality of services and has provided direction and support 
for social work staff. 

Licensing became an identifiable section. A new public law gives the 
Department responsibility for providing support services to the Commission on 
Licensure and to the boards of examiners for the healing arts. 

- Health programmes were requested to re-examine data needs for planning and 
evaluation purposes. Priority will be given next year to the development of a 
data system to address these needs. 

New health education programmes and services were developed and 
implemented, including a physical fitness/exercise programme, and weight 
management programme in coordination with the nutrition services. Six parenting 
workshops were organized with other agency resources for parent groups at their 
request. Visits were made to newly delivered breast-feeding mothers by hospital 
nursing staff. 

Low-cost housing areas in northern Guam were surveyed to determine health 
needs and interests that could be addressed via community education and organization 
efforts. Health risk data were compiled from information provided by the lifestyle 
evaluations of the health education risk reduction programme and by the screening 
facility of the family health programme. The hospital tumour registry was assisted in 
developing procedures and extracting data for the registry. 

Specific health indices and mortality data showed the following for the year. 
The leading cause of death continues to be heart disease. Heart disease, cancer and 
stroke have remained the three leading causes of death since 1980. Diabetes moved up 
to fifth place and diseases of the central nervous system to fourth place. UJegitimate 
live births increased as did the divorce rate. The incidence rate for salmonellosis fell 
to 151 cases in 1982 from its record high of 187 cases per 100 000 in 1981. 
Epidemiological studies have not been able to shed new light on the· reason for the 
unusually high number of cases of this disease reported but these studies wiU continue 
in 1983 with the assistance of a WHO grant. 

Two cases of cholera were reported, both contracted locally. 
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Bureau of Family Health Services 

The Bureau of Family Health Services is composed of: (l) Dental Health, 
(2) Maternal and Child Health, (3) Communicable Disease Control, and (4) Nutrition 
Service. Nutrition Services was split from Health Education and moved to this Bureau 
durin~ the reorganization. Progress made in 19&2 include the following: 

- A ribbon-cutting ceremony was held in 19&2 to mark completion of the phase I 
(southern area) water fluoridation project. Equipment necessary to implement 
the second and third phases of the fluoridation project has been ordered. The 
dental handicapped project was approved. 

- Through the cooperative efforts of the Guam Health Department and the 
University of Guam and outer island agencies, audiological and 
speech/language screeningftraining programmes have been implemented on 
neighbouring islands. 

- The USDA supplemental food programme for women, infants and children 
(WIC) was initiated and distributed its first food package and nutrition 
counselling in May 19&3. 

The tuberculosis programme reported 49 verified active cases in 1982, 45 new 
active cases and 4 reactivations. The annual morbidity for 1982 reflects a 17% decline 
compared with 1981. Childhood immunization levels surpassed 90% goal levels again in 
1982. Cases of other communicable diseases reported in 1982 are: sexually 
transmitted diseases - 76 cases of non-gonococcal urithritis, trichomoniasis and 
general vaginitis, 37 cases of syphilis (late latent) and 427 cases of gonorrhea; 9 cases 
of measles (6 imported); 2 rubella cases; no cases of diphtheria, pertussis, tetanus, or 
poliomyelitis; and 18 cases of hepatitis (all types) compared with 41 cases in 1981. 

The maternal and child health programme provided infant dental education 
awareness services for 273 patients, or 91% of the projected goal by 30 September 1982. 

The Hearing and Speech Center initiated a co-share payment policy in which 
clients now must pay a share for corrective hearing services. 

The crippled children services programme admitted 208 clients in 1982. Policies 
designed to limit costs resulted in reduced clients. 

Family planning services are provided in Tamuning and Mangilao Public Health 
Clinics and are staffed by two obstetrician-gynaecologist nurse practitioners and a 
physician. Infertility services were added in 19&1. 



ENGLISH ONLY 

HONG KONG 

Progress Report on the Health Activities, 1982 

1. INTRODUCTION 

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

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

2. HEALTH OF THE COMMUNITY 

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

The estimated mid-year population of Hong Kong in 1982 was 5.23 million, an 
increase of 1.5% compared with 5.14 million the previous year. It is also estimated 
that about 24.3% were under 15 and 6.9% of the population were 65 and over. 

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

The total number of registered live births in the year was 86 160, a crude birth 
rate of 16.5 per thousand population compared to 16.9 in 1981. In the same year, the 
infant mortality rate was 9.9 per thousand live births against 9.7 in 1981. The major 
causes of infant deaths were anoxia, hypoxia and birth asphyxia (32%) and congenital 
abnormalities (28% ). Maternity mortality rate was 0.01 per thousand total births as 
compared with 0.08 in 1981. The major causes of maternal deaths were post-partum 
haemorrhage and obstetrical pulmonary embolism in the previous years. 
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3. COMMUNICABLE DISEASES 

The territory continues to remain free from any quarantinable diseases. 
Although there were eight cases of cholera, including three imported cases, there were 
no secondary cases due to the application of prompt and effective control measures. 

As a result of continuous efforts, major epidemics of communicable diseases 
which are quite common in some parts of the world have come under control or being 
eradicated. Dreaded diseases such as smallpox and plague have been virtually 
non-existent since the early 1 9 50s, while poliomyelitis and indigenous malaria are 
practically diseases of the past. The common childhood communicable diseases are 
also brought under control. The rubella vaccination programme for girls aged 11 - 14 
years has been started since 1978. The programme also provides immunization to 
non-immuned women of the child-bearing age group. 

Following an outbreak of canine rabies, the first in 25 years, in October 1980, 
the Government took stringent measures to control the disease which include, inter 
alia, mass vaccination of dogs and destruction of stray dogs. There are altogether, to 
date, 3 human cases, 24 in dogs and 2 in cats. The last confirmed human case was in 
October 1981. 

4. HEALTH SERVICES 

Tuberculosis and chest services 

A total of 7 527 cases of tuberculosis were notified representing a rate of 144 per 
100 000 population compared with 150 for 1981. The tuberculosis death rate was 8.7 
per 100 000 compared with 9.5 in 1981 and represented about 1.8% of the total 
registered deaths in the year. The BCG vaccination rate remained very high, covering 
over 99.5% of the newborns. 

Family health services 

The Family Health Service operates 42 centres providing a comprehensive health 
programme for women of child-bearing age and children up to five years. Antenatal 
and postnatal health sessions are conducted for mothers. Immunization programmes 
are carried out against tuberculosis, diphtheria, whooping cough, tetanus, 
poliomyelitis, measles and rubella. During the year, about 92% of the newborns 
attended the family health centres. The Department also runs 46 family planning 
clinics providing the necessary advisory and practical services to women of 
child-bearing age. 

The comprehensive observation scheme introduced in 1978 to detect and assess 
early developmental abnormalities, and where necessary to provide follow-up 
treatment is now available at family health centres. Children attending the centres 
may, if their conditions warrant it, be referred to child assessment centres for further 
examination by various specialist in the field. The system enables rehabilitation 
process to start as early as possible. 
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Health education 

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

Major projects during the year 1982 were on the health hazards of smoking and 
on the health problems related to communicable diseases, cardiovascular diseases and 
cancer. Great emphasis was also placed in mental health and it is planned to feature 
the "Adolescent Health" in the coining year. 

Oral health 

For the prevention of oral diseases, we have introduced a special dental scheme 
for schoolchildren since 1980. The service provides regular dental examinations and 
simple dental treatment to primary schoolchildren utilizing dental therapists. The 
response to this aspect of preventive dentistry has been most encouraging, and to 
enable the scheme to cover eventually all the primary schoolchildren, six more school 
dental clinics will be built in addition to the existing two in operation. 

In addition to making the schoolchildren dentally fit, great emphasis is also 
placed in dental health education. 

In regard to the dental manpower development, training in dentistry is now 
available in Hong Kong with the opening of the Prince Philip Dental Hospital. It is 
expected that starting from 1985 about 80 qualified dentists will be produced each 
year. 

This notwithstanding, we are in cognisance of the concern expressed by the 
World Health Organization in that the kind of manpower that will be most required in 
developing countries is not the highly skilled dental surgeons but rather the primary 
health care type of workers who will perform simple routine clinical procedures which 
are expected from the preventive aspects of dental health care. To this end, we have 
established a Dental Therapist Training School for this specific purpose. To 
complement this, dental hygienists are also trained to give further assistance. This 
should .ensure that best use is made of the available manpower resources and that 
highly trained staff can be relieved of the simple procedures and concentrate on their 
busy commitments in hospital and surgery practices. 

Social hygiene and special skin service 

The incidence of venereal diseases recorded in 1982 was 9806 compared with 
7 601 in 1981. The common sexually transmitted diseases were gonorrhoea (46%) and 
syphilis (18%). The incidence of other sexually transmitted diseases, e.g. chancroid 
and lympho-granuloma venereum remained low. 
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The health staff are involved in epidemiological activities such as contact 
tracing and follow-up of defaulters and those at risk of frequent exposure. Health 
education in social hygiene is also emphasized through frequent health talks and the 
education to the public. 

In Hong Kong, we have a firm commitment to a comprehensive leprosy control 
programme, and our action plans are in line with those recommended by the WHO 
Study Group. Hong Kong has been experiencing a gradual decline in the incidence of 
leprosy during the past 2-1/2 decades, and this trend is continuing. The number of new 
cases treated in 1982 was 57 representing an incidence rate of 1.1 per 100 000 
population. The corresponding figure 25 years ago in 19 57 was 16.5 per 100 000 
population. 

The percentage of childhood cases had also decreased from 6% to 1.7% for the 
same period which was consistent with an overall decline in the incidence of this 
disease. The ratio of male to female cases was 2.1 to 1 and about 40% of the cases 
were tuberculoid cases. 

The multiple drug therapy regime (i.e. dapsone, clofazimine and rifampicin) has 
been employed during the past few years in all bacillary positive cases. For bacillary 
negative cases, we used to treat them with dapsone alone. However, new cases have 
been started on the treatment regimes recommended by the WHO Study Group. 

Occupational health and hygiene 

The Occupational Health Division provides an advisory service to Hong Kong 
Government and industry on matters concerning the health of workers and the hygiene 
of the workplace and a supervisory function in occupational health standards and 
practice. the aim of occupational health is to maintain and improve the physical and 
mental well-being of workers, protecting them against any hazards arising from their 
employment and helping in their adjustment to their tasks. 

A major responsibility of the division is to investigate into the notified 
occupational diseases and potential hazards reported by the factory inspectorate and 
to institute preventive and remedial action. Surveys and monitoring of processes 
involving possible physical, chemical or biological hazards are also undertaken. The 
medical examination of personnel exposed to ionizing radiation, divers and compressed 
air workers is another activity aimed at ensuring the health of the workers. 

Doctors and health nurses in the division are also involved in the assessment and 
rehabilitation of injured workers to implement measures as required in the Employees' 
Compensation Ordinance and deal with cases of silicosis under the Pneumoconiosis 
(Compensation) Ordinance. 

The laboratory of the division carries out analytical examinations on biological 
samples from workers' urine, blood etc. and the working environment. It also assists in 
analysis required by the general air pollution monitoring programme in Hong Kong. 

Port health 

. The Po~t Health O~fice enforces health control at the Hong Kong International 
A.1rport and m the Terntory's water, to prevent the introduction of quarantinable 
d1seases and to carry out other health measures required under the International 
Health Regulations. 
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The health staff maintains a close surveillance on the food catering services to 
the international airlines to ensure that the food and water supplied by the flight 
kitchens are clean and safe. 

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

5. HOSPITAL AND CLINIC SERVICES 

There are three types of hospitals in Hong Kong, Government, 
Government-assisted and private. The total bed provision in Hong Kong as at 
December 1962 in all medical institutions was 11 716, representing a ratio of 3.4- beds 
per 1000 population. With the completion of the various new hospitals and extensions, 
the bed state has increased to 22 690 by end . December 1982, giving rise to a 
bed/population ratio of 4.3. However, it is pertinent to note that Hong Kong has 
witnessed tremendous increase in total population during the past two decades (from 
3.4 million to 5.2 million) not so much the result of natural growth, which has been 
reasonably well controlled by family planning measures, but rather the unexpected 
huge influx of refugees from Viet Nam and illegal immigrants from China. The impact 
was most felt in the years 1979-1981. 

Hospital services are supported by specialist clinics which provide outpatient 
specialist and follow-up services and general clinics which provide outpatient general 
and preventive health services. Outpatient service provided by the Government, 
subsidized and private sectors have been considerably expanded to cope with the 
growing population. The Government now operates 60 general outpatient and 
specialist clinics. 

Mobile dispensaries and floating clinics take medical services to the outlying 
islands and the more remote areas of the New Territories. Other inaccessible areas 
are visited regularly by the "flying doctor" service with assistance from the Air Force. 
These arrangementsare to ensure that medical care is made available to aU sectors of 
the community to achieve the Strategy of Health for All. 

6. FUTURE DEVELOPMENT 

The Government of Hong Kong continues to monitor and advise on the phased 
implementation of the medical development programme and reviews progress each 
year, updating the programme where necessary. To keep pace with the anticipated 
increased demand in the next ten years, especially in areas with concentration of 
population and in the developing new towns, new hospitals and clinics are being 
plannea which, when completed, will lead to the further improvement of services. 
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There were 22 690 beds (as in December 1982) in 44 Government, 
Government-assisted and private hospitals. Looking into the future, the ten-year 
development programme envisages the provision of additional 14 450 hospital beds, 
thereby improving the bed/population ratio from the existing 4.3 to 6.2 per 1000 
population. Apart from upgrading of facilities and extensions to existing institutions, 
this involves, inter alia, the building of 5 new government hospitals each with a bed 
capacity ranging from 1200 to 1500, 3 infirmaries of over 700 beds each and some 
20 clinics and polyclinics. 

Preventive health services are also being further improved, mainly through the 
expansion of maternal and child health services, family planning services, intensive 
case finding of tuberculosis, and improvements to immunization programmes. The 
Central Health Education Unit will be expanded. In the areas of specialised services, 
considerable resources are being channelled into such areas as early identification, 
assessment and services for the elderly, mentally ill and mentally-handicapped. The 
Occupational Health Unit is being expanded to give a more comprehensive and 
effective coverage. To relieve the continuing pressure on hospital beds, an extensive 
community nursing service is being developed. Satisfactory progress has also been 
maintained in the centralization of the Blood Transfusion Service, and the provision of 
more haemodialysis facilities. Expansion of the radiotherapeutic services also form 
part of the development programme. 

It can thus be seen that although our first priority will continue to be to provide 
an efficient primary health care service, increasing emphasis is, however, being given 
to the development of secondary and tertiary care as evident in our ambitious hospital 
building and other related programmes. 

7. TRAINING 

In support of the ambitious medical development programme, additional training 
facilities are being developed for the training of doctors, nurses and paramedical staff. 

Apart from the Hong Kong University which produces 150 doctors a year, the 
Chinese University of Hong Kong has also commenced its first intake of medical 
students since 1981. Plans are in hand to expand the training facilities in the two 
medical schools. 

Eight new nurses training schools and four extension projects in public hospitals 
are being planned, increasing the total training capacity in the public sector from 
1 722 to 2567 places per year by the end of the planning decade. The Government also 
runs post-basic in-service training courses for registered and enrolled nurses in 
midwifery, health nursing and community nursing. Nurses are also sent overseas for 
special training in occupational health, psychiatric nursing and other advanced 
managerial courses. 
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The Institute of Medical and Health Care at the Hong Kong Polytechnic provides 
training for paramedical staff, including radiographers, physiotherapists, occupational 
therapists and medical laboratory technicians. In-service training and 
post-qualification training courses are also available for paramedical staff within the 
civil service, such as dispensers. 

Dental manpower development has been dealt with in Section 4 above. 
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JAPAN 

Report on the grogress of healt~ activities, 19821 

The health situation in Japan has greatly improved recently concurrently with its 
social and economic development. In this report, some basic health statistics will be 
presented to show the he&t'th situation in Japan, while recent topics in the field of 
health and medical services will be highlighted. 

1. Vital stdtistics (Table 1) 

(a) Population 

The total population of Japan, according to the last national census on 
1 October 1981, was 117 884 000, showing that the population has more than doubled 
since 1920 when a population of 55 960 000 was recorded by the first national census. 

This national census of 1981 showed an average annual increase of 0.7 per cent. 
or 824 000 over a one-year period. This increase was equivalent to the ones recorded 
between the period 19 56-1960, but showed a decline com pared with the rate recorded 
during the period 1970~197 5, which was 1.4 per cent. 

The higher rate recorded during the period 1970-197 5 can be attributed to the 
second wave of the so~aUed 11baby boom" for that period, the women born during the 
period of the first "baby boom", i.e. around 1947 ·to 1949, reaching child~bearing age. 
The phenomenon seems to have er1ded .in 1976,. J,n terms of age composition of the 
population in 1981, the younger age group (0--.14 years) accounted for 23.4 per cent., 
the working age group (15-64 years) 67.2 per cent. and the older age group (65 years or 
more) 9.3 percent. 

(b) Live birth rate 

The live birth rate stayed at a level of around 30 per thousand population through 
the Meiji Era (1868-1912) and the Taisho Era (1912-1926) up to the post-war period 
around 1949, placing Japan in the category of countries with a high live birth .rate at 
that time. Since then, the rate has continue~ to decrease sharply, reaching a low of 
16.9 in 1961, which is almost as low as those of the European countri.es. In 1962, the 
rate showed a slight upturn as a result. of the so~alled "second baby boom"; however, 
the rate has begun to decrease since 1974 ahQ the decline still continues. 

(c) Death rate (Table 2) 

The number of deaths in 1981 was 720142; the death rate was 6.1 per thousand 
population. The leading causes of death were in order malignant neoplasms, 
cerebrovascular diseases, and heart diseases. Tuberculosis is no longer among the top 
ten causes and the emphasis of national health activities is now placed on chronic 
degenerative diseases. 

1 Submitted by the Director, International Affairs Division, Minister's 
Secretariat, Ministry of Health and Welfare. 

Document ID No. 5938C 
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(d) Infant mortality rate 

The inf.lnt mortality rate stayed at a level of more than 150 per thousand births 
until the end of the Taisho Era (1912-1926). It started to drop thereafter, and was less 
than 100 in 1940. The rate further decreased to 13.1 in 1970, and reached a record low 
rate of 7.1 in 1981. This was much higher than the rates of European countries before 
the Second World War, but it decreased very sharply after the war at the speed never 
attained by other countries. Japan now has one of the lowest infant mortality rates in 
the world. 

2. Life expectancy (Table 3) 

According to the first life expectancy table covering the period 1891-1898, the 
average life expectancy at birth was 42.8 years for males and 44.3 years for females. 
Since then, the average life expectancy at birth has improved very much in line with 
the overall development of medical and public health activities. The life expectancy 
was 50 years in 1947 (50.06 years for male and 53.96 years for females) and reached 60 
years for females in 19 50 and for males in 19 51. 

The rate of increase was unprecedented in the world. The average annual 
increase was 1.69 years for males and 1.72 years for females during the period 
1945-1955, and subsequently 0.41 years for males and 1.52 years for females. 

In 1981, average life expectancy was 73.79 years for males and 79.13 years for 
females. Thus the average life expectancy at birth for both males and females has 
overtaken the levels of the western developed countries and even reached the same 
levels of some Scandinavian countries. This rapid improvement is largely due to the 
decrease in infant mortality rates and mortality rates from tuberculosis in youth. 

3. Measures for health promotion 

Cerebro-cardiovascular diseases and other degenerative diseases have become 
one of the major national health problems in Japan as in Western countries. To 
prevent these diseases and to promote health, health promotion centres are being 
established in the regions as the local centres to carry out health promotion measures 
since 1972. 

If health is to be maintained and promoted, daily activities must provide for a 
proper balance of physical exercise, nutrition and rest. It is difficult for most people, 
however, to judge correctly whether their individual daily lives are satisfactory or not 
from the viewpoint of health maintenance and promotion. The work of the health 
promotion centres is to provide expert advice to individuals, by teams, on how to live 
24-hours a day. The centres have the following three functions: (1) examination and 
judgement of health aspects of individual lives, (2) prescriptions on changing lifestyles, 
and (3) provision of actual guidance. 
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4. Degenerative diseases control 

(a) Cerebro-cardiovascular disease control 

To prevent cerebro-cardiovascular diseases, continuous control is indispensable 
in accordance with the results of medical examinations. Mass medical examinations 
for cerebro-cardiovascular diseases are carried out throughout the country to prevent 
apoplexy and heart disease. 

To strengthen the programme, the National Cardiovascular Disease Centre was 
established in Osaka in July 1977. The centre is expected to educate and give training 
to experts on diagnosis, treatment and epidemiology of cardiovascular diseases, 
playing the role of a national headquarters for cardiovascular disease measures. 

(b) Cancer control 

The number of deaths from cancer accounted for 23.1 per cent. of total deaths in 
1981. In terms of sites of cancer, both male and female suffer mainly from stomach 
cancer, which is a characteristic of this disease in Japan. 

Cancer control measures consist of (1) health education, (2) medical 
examination, (3) completion of medical institutions specializing in cancer, (4) training 
of cancer experts and (5) development of research. 

There is one national cancer centre in Tokyo and nine regional cancer centres in 
nine areas, serving the entire country. These regional centres function as centres for 
cancer diagnosis and treatment in the respective regions. 

Through mass medical examination, cancer cases are often detected and treated 
in their early stage. 

5. Communicable disease control 

Fairly extensive preventive vaccination programmes have been carried out in 
Japan under the requirements of the Preventive Vaccination Law, including regular 
vaccination ~or diphtheria, pertussis, poliomyelitis, rubella and emergent ones for 
influenza, Japanese encephalitis, and Weil's disease. 

However, the Government has recently been confronted With serious problems 
because of accidents or health hazards due to serious side-effects from vaccinations 
whid1, although very rare, have presented grave social problems. To cope with these 
problems, the special aid system for vaccination-induced accidents was introduced in 
February 1977. 

The incidence of tuberculosis has been decreasing year by year. The total 
number of newly registered tuberculosis cases during the year 1981 was 65 867 
(morbidity was 56.7 per 100 000 population) which was less than one third the 
morbidity rate in 1968 (morbidity, 225.0). The main emphasis has been on preventive 
measures, and extensive mass health examinations have been maintained. 
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6. Maternal and child health 

Pregnancy and births are required to be registered with local health authorities 
by the Maternal and Child Health Law, and maternal and child health programmes are 
focused upon the care and protection of pregnant women and infants. Since the 
maternal death rate is still relatively high, although some improvements are · being 
made, the problem of expectant mothers is a serious one. 

In dealing with this problem, the Government is giving priority to the following 
programmes; (1) improvement of the ratio of those taking advantage of the free 
twice-yearly health examination provided for pregnant women, which has been carried 
out since 1969, (2) strengthening of the manpower, both in quantity and quality, at 
community level required for maternal and child health promotion, which has been 
carried out since 1968. 

7. Environmental · health 

(a) Food sanitation 

There were 6744 food sanitation inspectors, as of 31 December 1981, mainly 
stationed at health centres, who carry out food sanitation inspection. In order to 
improve the efficiency of the inspection programme aiming at ensuring the safety of 
food, an active training programme has been conducted for those inspectors. In 
addition, food sanitation inspectors stationed at 13 major ports and 3 airports are 
engaged in the sanitary control of food imports; the reevaluation of the safety of food 
additives and insecticide residues in food has been maintained since 197 4 and 1964 
respectively. This was done for 30 kinds of food additives and insecticide residues in 
53 agricultural products during theyear 1979. 

(b) Water supply 

The population served with water supply systems, as of 31 March 1981, was 
approximately 106 913592, which was equivalent to 91.5 per cent. of the total 
population. About 13 000 million m3 of water was supplied during the year 1980, 
which will be increased to about 21 000 million m3 or more by 1985. 

8. Health manpower and medical facilities (Table 4) 

The number of physicians, who form the core of the health manpower, was 
estimated at about 156 235 as of the end of 1980 (133.6 per 100 000 population). The 
number of medical schools is 80 at present and the total number of students admitted 
to these schools was about 8360 in 1982. It is estimated that the physician-population 
ratio will be 160 per 100 000 in 1985. The number of dentists, pharmacists, public 
health nurses, midwives and clinical nurses has increased over the previous year. The 
increase in the number of clinical nurses has been particularly remarkable. 



TABLE 1. VITAL STATISTICS 

1980 1981 
Number Rate Number Rate 

Population (estimated) 116 211 800 117 204 000 

Live births (per 1000 population) 1 576 889 13.6 1 529 492 13.0 

Deaths (per 1000 population) 722 801 6.2 720 142 6.1 

Natural increase (per 1000 population) 854 088 7.3 809 350 6.9 

Infant deaths (per 1000 live births) 11 841 7.5 10 890 7.1 

Neonatal deaths (per 1000 live births) 7 796 4.9 7 188 4. 7 

Still births (per 1000 births) 77 446 46.8 79 205 49.2 

Perinatal deaths (per 1000 live births) 18 385 11.7 16 533 10.8 

Marriage (per 1000 population) 774 702 6.7 776 557 6.6 

Divorce (per 1000 population) 141 689 1.22 1,54 235 1.32 



TABLE 2. DEATHS BY LEADING CAUSES 

1980 1981 
Number Rate Number Rate 

(per 100 000 (per 100 000 
population) popul!ltion) 

1. Malignant neoplasms 161 764 139.2 L66 319 141.9 

2. Cerebrovascular diseases 162 317 139.7 L57 320 134.2 

3. Heart diseases 123 sos 106.3 l25 948 107.5 

4. Pneumonia and bronchitis 39 241 33.8 39 438 33.6 

5. Senility without mention of psychosis 32 154 27.7 29 865 25.5 

6. Accidents 29 217 25.1 28 860 24.6 

7. Suicide 20 542 17.7 20 052 17.1 "' I 

8. Cirrhosis of the liver 16 490 14.2 16 630 14.2 

9. Hypertensive diseases 15 911 13.7 15 289 13.0 

10. Diabetes mellitus 10 180 8.8 10 679 9.1 
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TABLE 3. AVERAGE LIFE EXPECTANCY AT BIRTH 

Sex Sex 
Year Male Female Year Male Female 

1891 - 1898* 42.8 44.3 1959 65.21 69.88 

1899 - 1903* 43.97 44.85 1959 65.32 70.19 

1909 - 1913* 44.25 44.73 1960 65.37 70.26 

1921 - 1925* 44.06 43.20 1961 66.03 70.79 

1926 - 1930* 44.82 46.54 1962 66.23 71.16 

1935 - 1936* 46.92 49.63 1963 67.21 72.34 

1945 23.9 37.5 1964 67.67 72.87 

1946 42.6 51.1 1965* 67.74 72.92 

1947* 50.06 53.96 1966 68.35 73.61 

1948 55.6 59.4 1967 68.91 74.15 

1949 56.2 59.8 1968 69.05 74.30 

1950 - 1952* 59.57 62.97 1969 69.18 74.67 

1950 58.0 61.5 1970* 69.31 74.66 

1951 60.8 64.9 1971 70.17 75.58 

1952 61.9 65.5 1972 70.50 75.94 

1953 61.9 65.7 1973 70.70 76.02 

1954 63.41 67.69 1974 71.16 76.31 

1955* 63.60 67.75 1975 71.76 76.95 

1955 63.88 68.41 1976 72.15 77.35 

1956 63.59 67.54 1977 76.69 77.95 

1957 63.24 67.60 1978 72.97 78.33 

1958 64.98 69.61 1979 73.46 78.89 

1980 73.32 78.72 

1981 73.79 79.13 

*Complete life tables. 
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TABLE 4. NUMBER OF MEDICAL CARE PERSONNEL 

1980 Rate 
Total number (per 100 000 population) 

Physicians 156 235 133.6 

Dentists 53 602 45.8 

Pharmacists 116 056 99.3 

Public health nurses 17 957 15.;4 

Midwives 27 388 23.4 

Clinical nurses 518 832 443.8 



BiJUblique »'-•cratique Pe)ulaire La• 
Paix IDSefen«ance Unit' et S.cialieae 

RA?POR~ ~RS AG~IVITiS SANl~AIBES 

FRANCAIS SEULEMENT 

D~; LA B.EPU.LI'llm Dl!!.•;OCltA.fiQUll: .POPULAIR~ .L.\0 

.................... 

~ien qu•.,ant ae ~ultiJles centraintea,lea acti•it's S&Ditairee 

4e la RLPL ent pre~eaa' ae ta~•n si~ni~icati••·•t ce ~ace aux c•aetanta 

e:fferia au lJ.I.iDist.re ... la Santo et a certains ta•ehblea. 

D'une partela res•luti•n ju C.-ito Ez4cutit •u Ceait4 Cootral 

lei;rs au III con#ea ••nne ae neuTelloa iirectiYes ~ndralee.et on :aatiere 

de 1a Sante fie l& ,-,ulation,a fl,P,ci:f'ie que: il t'aud.ra cenc~t.rer lea e:ti"•rt• 

~~r l'aaelieratien aea services sanitaires tels lea kopit~~.lea 41uponeaireb 

les po]¥cl1niques,les tabriques lie aed.icuents et en particul1eX",aettant 

l'accent aur l'aaelioratien tes a.pitauz ~e aistrlot et ceux de la •~aecine 

tralliitienuelle sur la base ~e la pQlitique • le .-•»1• et le pu.verneaent 

execu.tent eneeable les traYawc" • .Pour repend.re aa beMin ti.U lfet.l.PJ,e,il f'M.Ut 

recaeroller le ~-entiel eo aecl.icaJilente d.u pays ... l'ut~li0$t.1ea &as ..W1-

CDJI&nts trad.itiannels lacaux ex1stant ell c-pleaent tie ·cewc ~Yenunt tie 

l'asaiatanoe 4t~re et tlea acuts,cantr•ler et1'ect1veaeut et et'tioaa.aent 

la iiatributian •• •'tlioaaents a la }ta:pul.atia .... l& plriJWri• et wrteut 

au niTeau ie pre&uctien et &es senes aentacneua••• 

D'autzoe pat,pace a l'aiae et la oae,erati•D. &ea pa,ye t:Nru 

et ties Jlll.78 aaie.ainai que celles &es acencea &e a7atue aes llatiua Uniea 

tela que l'OHS;l'UftiCm•,et le PliUD.La r'w11•n &e reYUe ~)artite eatre 

le puver11aent laa,l'OHS1 et l'UNIC~' qui a•eat teaue '-Vientiane • juia 

tie oette ana4e,a laquelle &Y&it 9Qrtic1p4 auasi le PIUD,eat une aani?eatat1en 

&tt la YeleD.t' 4lea )tarticipaata ie ce:ritribuer .t•une aaniitr.t ef':tectiYe a 
l'aaeliaratioa ae la aant' en RDPL. 

Jmtin,la neuYelle r"arpni.~~&tien tlu. lliniatilre &e la aaate 

precttn:Lse 11 e:ciatence •ana tautea les ;prertu.cea,les ••oteura en llt~llecine, 

l'4troite cellaNratien avec _lea autoritls lacales ~s le ielll!ine anDitaiZ"e 

1 1 u4lieratien .tee «lis)teD•ires c-waalea ea aettaat 1•acce.t aur. l'util1 ... 

sation ees ~lantes •'aioiDales etc •••••• 

~ea activites S&Ditaireo ci ap.rea eat oannu.~ce a oes 

•fferte et f&Cteura, UA aeYelap)eaent &DBfZ satiefai&antl 

1/. Le ur••Mt1 et l!QE f!£Mttitn 

I•~rlcne et inspire Jar lea 11cnea ~elitiqu•s au ~arti et &o =•uveruaaeat, 

cellea Dftaaent en ce qui cencerne l'aooeal'liu•at aes tlolaee ,elitique 

tie la sant,,la uuftisante en neabre ae traYailleura &allitairea ayant tl.e 

Tertua r~valutiennairea et ae ceap&tencea et «• qual1t•s pre£esa1eAD~lea, 

le peroennel sanitaire a :pu. aettre en pratique ll.t ievise"aiaer le aala4e 

C6\lill.ti.1e un• 111-.r~ a.iae aan enfant". 



~·tntre&uctien lie 1'enaeicna.ent pelitique c .. bta'- au cenoe~t lie 

teraatiea en aattere lie a.W.eci.lle oe-uaautaiz'e et lie aantl p'blique,rateroe 

cea •ertua,oeaJ4t~ces et qualit'• prefessiennelles. 

~ plua,au .. in .... 'o•l•s ce teraatien exiatancea,oeua a.eaa cr4e 
une ecele·.iea infiraieres ••&tat a l'llepital KalleMt JleUTaat reoeweir aae 

trei1taine:.i'-&'4SleTes &aDB cea~er peur autant la tei"JJ&tien •u lo )HU"feotien

neaent a c•ur• terae,au persennel .cie base 4.ans certaine •-inetela .quo la 

•e~ecine tracii*i•~elle,le eentrele lien aalaliiea aiarrkeiques etc ••••• 

A la aend.ere rentr'• acelaire aeua aYena earecinr.' 170 'naiaata 
en aQecine ot .. ~cie, ;,20 etucliants ie .,iecin &liX111abe ot 592 

en feNatien 1Rf'11"a1ere. 

Le »ersemutl 8alli ta.ire &e 1a DJ'L a auaaenttS o-• · .aui t a 

1962 198] 

Mti&ecins 2t0 254 

MHeoins auxiliaire 

IDfiraiera/Iaf'iraierea 

868 10,8 

4942 .,86 

a/~zci•a• tt afteoipe Pr'yentiye 

L'll;rci&e et tle la a4Uobe preYeAtiYe sent la baae ae aetn .. Ut:lque 

aaaitaire. :Cteat ~u•i• lUl aooat particulier eat Jl:la suo la lutte 

cen,re lea ll&la4liea eurteut trpaaiaai'blea et lev F4••ti•• J.ea 

4litt4r-•• nnltata areci.tr'• ... t lea IRd.Yallta & 

L•Q-cJ,eae •• ' prepret4a oeaaiata a :ia0\ll.q1&e1:' a• »W-.fl.• & .. 

llabitwlea laJ'c:Un:Lique,a a tellea que aancer ouit. 1De1re ... l••u 

lmuillie at aftir v.ae Q'ciilae cu,erelle aiaa:1 que oeUe ~· 1•11a'b1tat • 

La caapac&e a•appl:lcatiea •~ •~•• eat laDole au aiTeau et ea 

uu ..... ent 4e la aaaae Jepul.aire. Blle aasn• aaiateD&Bt ea »ret.U4Nre 

aurtaut Qas lea r•c~•n• rural••· sqC •• 1a .. pulati ..... ucaueat 
oette lleYiae. 

a.a La 1utt• apti~ .. lviiaue. 

Blle ee ·aar.W:e •inteD&Jlt 4lana 5 preYillcea ~ aawt.r Y:l•ttaae. 

Cllaapaaaack. s.; ... nn•khet • Luazaoraban&' et .Xqabeu.J3'. 

Durant les pre.iera 6 .,is •• cette aaa4e 1 

• 795 862 ceaprillla et 25 '00 .. ,.ul.ea ie :dclicaaenta aati-

paldique ent &t~ ,tiatr1'bu4a. 

• '5 378 kp &e 'J)M! utiliala. 

• 19 356 :f'rett18 exaaiu4 ·s. &ent 5 668 J18a:l tit'a. 

».. oeid:Wa ~--..-en•l• ae. lutte antiJelllti'lM •t ·~ ·trriia 

juequ•au n:I.Yeau •• i:t.•t~ot. 

Uae ex)Nirieaoa iaatl-lan'atre a eta tent'• :.ar le laUace •• 
peia .. u lar'biYerea. 

2.3 CeD.trfle Ilea aalacl;Lea •!il•n-;•U.guea. 

Une atteatien ~ic\lli~re est ai.se sur le centrtle &ea 

aa'••iea iiarrk4iquee 'ui s•eat trallu1t J&r 1 



_,_ 
.Une tiirecti.ve ainisterielle ~·ur las auteritea Dald.tairea •reYinci.ales. 

-L'iapeasien d 1 un livre peur la t'eJ:aatiell ••• aceata aaDita.ires au Diveau 

ele &istrict et •• co-une • 
• x..., cr,atieu. lie aateriela a•Uucatien aa.nitaire tela que :tester. plianta.ect ••• 

-La .U.stributi•n ae l'O:It.S d.urant lea Jtreaiers 6 aeis tie l 1 arm6e 198-, rAe 

200 000 sackets. 

-La ~articipatien tle tleux aa&ecina. beursiers •• 11 0HS• au oen~~rence 

atelier au Zaire. 

-Un 'seJdnaire. cou)tlo.nt avec celui ae 1•eau JIUtable et •••asunioselllent.~ 

lea auteritea sanitaires preY~ciales avec le cenceura ie l 1 0MS et ae 
11 U1JICRF. 

2.4-L•pprevi.eienneaeat en ea.u p•table tt aseaini.saeaept. 

Avec l'assiutance 4u PNUD et ae 11 UNICEF un· centre 4e fer.aatien ueu 

~enta aanitaires est r$neve tleja a 90~. et Ya •eUYeir ltre ca•able UO 

receYeir le 1er centrin~ent i 1 ,tudiants au aeis tle Se~teabre 1983. 

S.us l 1 ia]tUlsien au oe•ite interainist~riel tl1 eau ~etable,qui 

creup~ aes representant& au M±nistere tle l'aariculture, tlea ffrlts et 

41 kyarelique. tl.u Hiniatere au ce~cat~ens, aea traYaux publica et tlea 

traAa~rta et cu. Miniatee tle la ~t4. J.es traY&\&% euiYaJLta eat 't' 

r4al~s4a au ceu.rs ties 6 pr~ers aeia tl.e l•anAee 198' (ea ,Pl'WI tlea euvraces 

a'ja ex~st&Jlts) a 

• 11 capt aces a • eau i.e oeurce at 4 r~neyea. 

- ' puits fereea et 92 renov&s. 

- 74 puite avec buses en ci•ent. 

2·5- l!d~usatien peur lA sant&. 

Cen~c~ent &e s•n iapertance. oe secteur reste enc«re h «4YeJep•er• 

Hais • .tes efforts eent fai.ts pour palier a cette inasuft'ieance tela que 1a 

rtSercaniSI'ltien et le rent'erceaent au service tl1 4aucatiea eauit&Ue. 1a 

pr6paratien de livre S l'intenti•n ies aeaec~B et aes &eentS sanitairea. 

1a ~reauctien tl.e quelques pestfli• ~t pliants. l•,aiasien raciop&8nique 

heb•eaa«eire,l•~aitien a•une revu& tria&str~el•9s.ect ••• 

2.6 -C•ntrile ~piiaaigue. 

Grace A Yetre Yieilanoe.ies equi~eB ••bile& ent 6t' auaaitlt OUY97,e8 

sur le lieu a 1a suite au rapp•rt sur &'allure 'p1&6.ique,et ajeutant aux 

e£terts sanitaLres preYentiYe•l'epi&eaie en HDPL a pu etre ciroenucrite. 

, 0/Les £~SfAUX aanitaires. 

Bien que !•accent aoit .ta.plua particuliereaent.sur 1& pr4ventieA 

et sur le aevele.peaent ••• r4seaux aanitairea uurteut a la baa• eR a 

cepenaaat eare:tatr&. 

llipitaux 

Centrau.x 

:PreY:Lnciau.x 

aistri.ct 
oeaaunaux 

aux ai:tf4renta ni.Yeau.x.une 

1982 

l UDi.t' . Lit . . . . . 
4' . 580 . 

: 13 . 2113' 

: 103 ; ,648' 
252 . l1~6 . 

lente prepoeaaien a 

1983 

' Unite . Lit . 
; 4 : 600 
. 1~ : 212} . 

: 10, : }716 
I ~:Zl ~'"£00 



Avec l'aaa~atanoe iDteraatiaAale,aurteut oellea ciea pa7a .. oialitee• ••• 

tr&Y&Wt 4'extentien et tie centruotien •• aellveaux lllpitaux sent en traia 

•• se 1"4alieerJ 

-au rdveau ceatral, uapavillen fie peaiatrie & l'Wpital Hakeaet et un 

JUpital •• 150 lite. 

-au lliveau previnoial; un f&Tille:n tie p&Uatrie a LuaJlorab&D.Ce Wl lll•itaJ. 

a Xiencklleuaac et UD autre a Attepeu. 

-au m:~eau i.e tli.stri.ctz l.taipital ti.e Parlay-. 

Quant au . ie:aaia.e ae rillabili tatien aea 11aD&ioapes.,vt..., lA ..... .ro~~o.."'..atelier ae 

fabrlcatien &e cllauaaures ertltep,aique a et~ ceaatri~.neabre d.e ,;ensux 

arti~iciellent et~ cen~ecti•nn' avec les .~teriaux aispeDiblea leoaleaent. 

4/ Substapoee tBera•~tigues 

Dans 1 1 optique cl,.une cestien rati•JU'iell•• une aeoi4te plaaraaceutique 

••stat a 4t' oree et pluaieura pAara&cies ••&tat .. nt en eperatien. 

Le ainist•re &e la Sante incite aux a•pitaux a faire &es pr6.-rat1eua 

ealleniquea. 

La RDPL diapeae ae ricae ~tentiel en plantea aeaicinales.Un effert 

im)"trtant est fait &ans ce aeaaine.Jusqu'ici,neus o.Tens prtt&uit,en YUe au 

test quelques ailliers ee ceapria&s ae berbBrine,cl'4leut~r~e auba~lla 

ca~ep,cle st4ipAania retencia etc ••• Les travaux tie recueil clea teraulea •• 

traiteaea.t traaitiennel ae peursuive~t activeaent.Deuz ~abr~ques •• 

cenaitienneaent ee precluits seai-f':S:- . que nttus &ia:pesons actuel~e11~nt 

:fenctiennent c•nfer&ael.lent au jll!l.n eta bl:t.avec une aenti•n particulU,re: 

:pour la praduction cie aolut4is masnifa./. 

Vientiane le26 Aeut 198} 



ORIGINAL: FRENCH 

NEW CALEDONIA AND DEPENDENCIES 

Summary Report on Health Activities Carried out in 19821 

1. DEMOGRAPHY 

1980 1981 

Average population 140 260 142 400 
Number of live births 3 719 3 939 
Death rate (per 1000) 7.2 6.1 
Birth rate (per 1000) 26.6 27 
Natural increase (per 1000) 19.4 20.9 
Number of deaths below one year 
of age 99 71 

2. HEALTH CARE 

Number of Number of Number of Number of 
Year patients visits hospitalized hospitalization 

patients days 

1981 79 415 115 749 15 859 266 015 

1982 95 038 136 048 16 018 269 985 

lsubmitted by tviedecin General Jean Noirot, Directeur de la Sante et de 
!'Hygiene publique for New Caledonia and Dependencies 
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3. HEALTH EXPENDITURE (1) 

I. OPERATIONAL EXPENSES 

1. In value (F. CFP) 

Breakdown Difference 
of expenditure 1981 1982 (+ or -) 

A. Budget of 
the Territory 19 680 140 000 22 295 060 000 + 2 614 920 000 

B. Health budget (1) 
(2) 

-Manpower 2 285 055 000 1 249 620 000 - 1 035 435 000 

- Other expenses 554 540 000 373 370 000 - 181170000 

2. In percentage 

Comparison 1981 1982 Difference 

Health budget/Territory budget llj..43% 7.27% - 7.16% 

Personnel expenditure/ 
overall operational expenditure 80.47% 76.99% - 3.48% 

(l)It should be noted that, pursuant to a convention between the French 
Government and the Territory dated 31 May 1978, the Government's contribution to 
this budget amounted to FF 232 294 000 in 1981 and to FF 289 513 000 in 1982. 

(2)The operational expenditures of the Centre Hospitalier Territorial "Gaston 
Bourret", which has been autonomous since 1 January 1982, are no longer shown in the 
health budget. However, this institution has been granted by the Government of 
France a contribution amounting to FF 1 001 000 000 which is not included in the 
health service budget. 
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II. EQUIPMENT (new operations only) F. CFP 

1981 1982 

Territory budget financing 48 546 000 93 515 891 

Financing through loans by the 
Territory 63 500 000 446 049 998 

112 046 000 539 565 88~ 
2. MANPOWER 

a. Health Service: 

Number Number Number 
Personnel present present present 

1980 1981 1982 

Physicians 64 76 89 

Pharmacists 4 6 7 

Dentists 4 7 7 

Medical auxiliaries 
(social workers, 470 528 569 
midwives, assistants, nurses) 
Trainees (assistants, 
aides, nurses) 43 48 66 

Clerical staff, operational 
staff, transportation 480 493 547 

b. Medical and paramedical staff not belonging to the public health services: 

Military 
Wage earners 
Independent 

Physicians 

8 
15 
89 

Dentists 

17 
29 

Pharmacists 

4 
1 

35 



5. ORGANIZATIONAL CHART 

DEPARTMENT OF PUBLIC HEALTH 
(DIRECTION DE LA SANTE 
ET DE L'HYGIENE PUBLIQUE) 

LcuRA nvE MEDICINE 

18 medical districts 

- 4 -

1·L Medical centre (physician and dentist, travelling 
I if necessary) 
1.- Dispensary (nurse) 

....._Sick-room (care provided by physician or travelling 
nurse) 

Territorial Hospital (Gaston Bourret) (health service + blood bank) 
Koumac Hospital Centre 
Roual Follereau Centre (Hansen disease) 
Nouville Special Hospital Centre 
IL Psychiatry 
LGeriatrics 

Col de la Pirogue Sanatorium 

L- DIAGNOSIS AND PREVENTIVE MEDICINE 

18 medical districts 
Social Health Division 

Dispensary (tuberculosis) 
Dispensary (Hansen disease) 
Dispensary (mental health) 
Mobile health team 
Health education service 

.__Cancer statistics office 
--Mother and child welfare centre 
~Administrative dispensary 
'--Dental care service 

School health inspection 
Health surveillance office 
Medical service for the youth and sports 
Occupational inspection health service 
City health office 

.._ RESEARCH AND BIOLOGICAL DIAGNOSIS MEDICINE 

.j L Institut Pasteur 
II Gaston Bourret Territorial Hospital Centre 
t-- Koumac Hospital Centre 

'-PHARMACEUTICAL SUPPLY SERVICES 
-PHARMACEUTICAL SERVICES INSPECTION 

!...--NURSING SCHOOL 
OF PHYSICIANS 

L--RELATIONS WITH THE BOARD< 
OF PHARMACISTS 

"----RELATIONS WITH SEMIGOVERNMENTAL BODIES 
'------RELATIONS WITH INTERNATIONAL BODIES 
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6. SOCIAL DISEASE CONTROL 

a. Le ros : In 1982, 491 cases were detected (505 in 1981), including 22 new 
cases 29 in 1981) of which 7 were lepromatous. 

b. Tuberculosis: 107 new cases detected in 1 982 (128 in 1981) including 91 
cases of pulmonary tuberculosis. 

BCG vaccine 11 718 

Post-vaccine tuberculin test 13 047 

Positive reaction 7 367 56.46 % 

Systematic chest X-ray 11 919 

c. Venereal diseases 

1980 1981 1982 

Syphilis 539 424 777 

Gonococcal infections 762 814 737 

d. Mental health: This dispensary, which is responsible for the prevention, 
case-finding and post-treatment of mental health, is also involved in the 
control of alcoholism, drug addiction and juvenile delinquency. 

e. Malignant tumours: In 1982, 216 cases of malignant tumours were 
detected, including 66 cases among the local population and 150 among the 
non-local population. These are essentially epithelial tumours. A private 
clinic in Noumea is now using cobalt radiation equipment. 

7. MORTALITY 

Cardiovascular diseases and cancer are the main causes. 

8. MORBIDITY - not specifically tropical. 

Pulmonary, metabolic, digestive tract, ENT and skin diseases: 

-Measles 
- Chickenpox 
-Rubella 
- Influenza 

No dengue detected in 1982 

- Poliomyelitis 
- Localized epidemic conjunctivitis 

1 448 cases 
394 cases 
576 cases 
274 cases 

5 cases (children) 

Numerous cases of malnutrition and dental decay, particularly among children. 
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9. PRESENT TRENDS 

Dr Jean Noirot, Medecin General, has been responsible for the general 
administration since 21 May 1981. 

He is assisted by two deputy directors: 

- Technical services: Medecin-chef Henri Defressigne 
-Administration and finance services: Commandant Jacques Maurin. 

New fields of activity of the Direction de la Sante et de !'Hygiene publique occur 
at various levels. 

I. CONTINUING ACTIVITIES 

Modernization of the transportation services through the purchase of: 

a. Medically equiped ambulances 

b. All-purpose light vehicles and four-wheel drive ambulances (Ouegoa 
and Hienghene). 

c. Light liaison vehicles (Visa Citroen) and diesel vehicles (van and 
four-door vehicles). 

Improvement of mother and child welfare service through a closer 
monitoring of vaccination, particularly against poliomyelitis. 

Participation in cancer research in the Territory in cooperation with 
INSERM physicians. 

Follow-up and further strengthening of health education activities. 

Epidemiological surveys on respiratory diseases, leprosy, diarrhoeal 
diseases and dental diseases. 

Training of paramedical staff from Vanuatu and possibility for seriously 
ill patients to be evacuated to the Centre Hospitalier Territorial Gaston 
Bourret. 

Strengthening of the administrative and financial structures of Gaston 
Bourret Centre, which has been autonomous since 1 January 1982. 

Continuation of IMMLEP and THERALEP programmes 
Detection and classification of handicaped persons by COR H. 

ll. NEW ACTIVITIES 

Opening of Yate dispensaries and of Tiabet consulting room. 

Rebuilding of Hienghene Medical Centre and modernization of Ouegoa 
Centre. 
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Establishment of a child-psychiatry service within Nouville Special Hospital 
Centre. 

Modernization of Bonde and Hmlek dispensaries. 

Increase in the number of physicians (three new budgetary posts) and 
simultaneous improvement of technical facHities (X-ray and dental 
installations), as follows: 

1 physician for T ouho 
1 assistant-physician for Hienghene-Poro 
1 assistant-physician for Nouville Special Hospital Centre. 

Minor increase in the number of paramedical staff posts. 

Survey of the East Coast hospital. 

Study of the establishment of a medico-psycho-pedagogic centre. 

Participation in the thirty-third session of the WHO Regional Committee. 

Implementation of the new recruitment programme of state diploma 
trainees and nurse aides of the Nursing School in view of the opening of the 
new school in March 1984. 

Apart from the public health control and coordination functions in the Territory, 
in 1982, the Director dealt with 868 medical files in connexion with the Territorial 
Health Council (Conseil de Sante territorial). 

Medecin General Jean Noirot, who is also Director-General of the Combined 
Health Services of the Armed Forces in New Caledonia, is a member of the Board of 
the CAFAT as the representative of the General Administration. 

CONCLUSION AND PROSPECTS 

The objectives of the Department of Public Health (Direction de la Sante et de 
!'Hygiene publique) are the following: 

1. To upgrade local staff through the acquisition of public health diplomas of 
'metropolitan' level in order to replace seconded staff; 

2. to constantly increase the qualitative level of staff by avoiding any local 
qualification system, which may be simpler but misleading; 

3. to aim as much as possible at European standards as applied to health 
indices (child mortality, tuberculosis, venereal diseases, etc.); 
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4. to cooperate as closely as possible with the South Pacific Commission and 
WHO in order to promote 'metropolitan' methods and techniques in countries of the 
Pacific where, in most cases, except for Tahiti, New Zealand and Australia, the health 
condition of the population is still extremely precarious; 

5. to ensure that the French medical services keep themselves sufficiently 
technicalJy updated so as not to be subject to Australian influence although, because 
of financial constraints, complementarity between the two countries may prove 
necessary in certain areas. 



ENGLISH ONLY 

NEW ZEALAND 

Report on the Progress of Health Activities in New Zealand 

1983/19841 

1. REORGANIZATION 

In 1976 the Special Advisory Committee on Health Services Organization 
(SACHSO) was set up by the Government to consider and make recommendations on 
the future organization and coordination of health services. The Committee produced 
proposals which were to be developed in two pilot areas (one urban and one 
predominantly rural) before a national extension of the schemes was considered. This 
was done and both areas reported to the Minister of Health in 1981. 

Because much of the interest and knowledge about the reorganization proposals 
was not shared outside the pilot scheme areas, the Government decided that a 
discussion document should be published earlier this year. A major purpose of the 
document was to simplify the vast undertaking into a form that others not so dose to 
the work undertaken in the pilot areas could understand. 

It is on the basis of the responses to the discussion document that the 
Government will decide whether enabling legislation should be introduced in the 1983 
parliamentary session. 

Regional planning 

The health services have continued to participate in regional planning under the 
Town and Country Planning Act 1977. This allows health services at the regional level 
to identify regional health needs, influence the planning of organizations whose 
activities have health implications, and contribute to regional planning schemes. 

Progress is being made in some parts of New Zealand towards the preparation of 
health plans as part of regional planning schemes. The regional planning process, and 
these health plans, are seen as the means of reaching an agreement between central 
government and a region as to priorities for the allocation of resources in each region. 

New central advisory machinery 

Also deriving from the work of SACHSO, at the end of 1982 legislation was 
passed which provides for the setting up of a new Board of Health structure - this will 
comprise the main Board of Health and various standing committees established on 
service lines. 

!submitted by the Director-General of Health, New Zealand. 
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The purpose of the Board of Health and its committees will be to investigate and 
consider any significant health service matters, either at the request of the Minister 
of Health or on their own initiatives, and to advise the Government accordingly. 

The membership of the Board of Health is at present being considered by the 
Government. 

2. HEALTH PROMOTION 

Family health 

As a further development in the early detection and better management of 
neo-natal deafness, a poster showing the risk criteria has been distributed to all 
maternity hospitals. Maternity unit staff are encouraged to identify "at risk" babies 
and to arrange audiological investigation before discharge from hospital. 

There are now twenty-two regional committees for the coordination of health 
education for parenthood. These multidisciplinary committees promote investigation, 
improvement and extension of all aspects of health education for families during 
pregnancy, infancy and early childhood. The aim is to ensure that health education for 
parenthood is an integral part of the maternity services in the region: free of charge, 
adequate, relevant and easily accessible to all. 

A major report on Child Health and Child Health Services in New Zealand (Board 
of Health Report No. 31) was published in September 1982. The 496 page report 
identifies child health problems of public health significance, makes recommendations 
for dealing with these problems and advises on the coordination and further 
development of child health services. 

Disease prevention 

The significant reduction in cases of pulmonary tuberculosis recorded since 1979 
did not continue into 1982. During this year 280 cases were reported (268 in 1981 ). 
However, the total for all forms of tuberculosis showed a reduction with 443 cases 
recorded for 1982 (448 in 1981). 

Viral hepatitis A notifications are continuing to show a marked reduction, falling 
below 1981 figures, which were the lowest recorded since notification became 
effective. 

The incidence of congenital rubella appears to be returning to the normal level in 
non-rubella epidemic years. In 1982 one case of congenital rubella was notified 
bringing the total number of laboratory-confirmed cases associated with the 1979-1980 
rubella pandemic to 48. 

In the light of an increase in the incidence of rubella reported from the United 
Kingdom in 1982 and the possibility of a similar trend occurring in New Zealand, 
efforts are continuing to alert medical practitioners and the public and to encourage 
women of child-bearing age to seek protection. A policy of including a blood test for 
rubella antibodies in all antenatal examinations has been introduced. Preliminary 
results (February 1983) indicate that 94 per cent. of women who were delivered that 
month were immune. The majority of those susceptible were immunized postpartum. 
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Excellent results in the school immunization programme continue to be 
achieved. In 1982, 98.4 per cent. of the girls in Form I were immunized. 

The programme to eradicate measles epidemics ends in December 1983. With 
the school immunization programme achieving 94 per cent. protection in 19&0 and 95 
per cent. in 1981 and with the provisional figures for 1982 being even higher, the 
success of the programme appears to be assured. 

The noncommunicable disease prevention programme is associated with a 
reduction in cigarette smoking in some groups. However no, or only marginal, effects 
are discernable in other lifestyle problems such as irresponsible drinking and driving 
under the influence of alcohol. Of particular concern is the harmful effect of smoking 
and alcohol drinking by the pregnant mother on the unborn infant. 

Prevention and treatment of health problems arising from alcohol abuse 

The Department of Health collaborates with the New Zealand Alcohol Liquor 
Advisory Council (ALAC) in developing health promotional programmes. A recent 
example was the nationwide "Alcohol Alert" education and awareness campaign which, 
after several weeks of build-up, culminated in an "Alcohol Alert Week" in October 
1982. This was an exercise promoted by ALAC which involved health and voluntary 
agencies, schools, all media, and community groups. A further example is the Health 
Education Resources Project (HERP) of the Education Department, which is partly 
financed by ALAC and the Heart Foundation. All secondary schools · in New Zealand 
have now received "Alcohol Education", a classroom resource kit which aims at 
encouraging young 14/15 year olds to develop responsible attitudes and behaviour 
towards alcohol. It is supported by a video tape, developed for parents and teachers, 
and is free of charge on request. The kit has also been sent to teachers' colleges and 
education and health-related agencies. More recently, a booklet has been circulated 
to younger school leavers. The effectiveness of HERP programmes is currently being 
evaluated by the Education Department at Massey University. 

Most areas in New Zealand now have regional coordinating committees composed 
of a variety of official and voluntary agencies and individuals. These committees are 
largely treatment-orientated but their activities inevitably overlap with those in the 
prevention area, as do those of some of the assessment and treatment centres which 
17 of the 24 major hospital boards have established. 

In the research field, cooperation between the Medical Research Council and 
ALAC has resulted in the establishment of a full-time Alcohol Research Unit within 
the School of Medicine at the Univerity of Auckland. Further, support given to ALAC 
by a broad range of groups and organizations (including the Departments of Health and 
Transport, Consumers Institute, National Council of Women, New Zealand Medical 
Association, New Zealand Association of Social Workers and the Brewers Institute) has 
resulted in some progress being made in efforts to change existing voluntary 
advertising practices in respect of alcohol to bring the codes of print and film media 
more into line with those of radio and TV, which are more restrictive. 
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The establishment of an Alcohol Task Force within the Department of Health is 
an indication of the Department's view of the seriousness of the alcohol problem in 
New Zealand in its wide context, and of its concern to make its contribution in the 
prevention and treatment fields both by cooperating with others and by making use of 
its own expertise. 

3. HEALTH PROTECTION 

The changes to the local authority subsidy scheme for water and sewerage 
systems have been introduced resulting in more help being available for the smaller 
authorities. 

Legislation to control environmental noise with prov1s1on for immediate 
abatement of excessive noise has recently come into force. Responsibility has been 
given to the local authorities with back up from the police if necessary. 

The Toxic Substances Regulations have still to be promulgated while only slow 
progress has been made with the establishment of a chemical substance index. The 
completion of both these projects will significantly improve toxic substance control. 
The need for closer consideration of the management of hazardous wastes is also being 
highlighted at present. 

In the occupational health field, increasing emphasis is being placed on hearing 
conservation programmes. Concerns over asbestos have become more emotional in 
spite of more rigid controls and a decreasing usage. 

4. CLINICAL SERVICES 

Medicine and medical devices 

Total expenditure on pharmaceutical benefits increased by 12.65 per cent. during 
the 1982-1983 year to US$197 .10 million. 

Heroin has remained in short supply as a drug of abuse, causing a continued 
seeking of prescription medicines through thefts from pharmacies or through 
inappropriate prescribing by medical practitioners. Surveillance of all barbiturate 
prescriptions has reduced the amount prescribed as medical practitioners change to 
prescribing more appropriate therapy. 

Most bandages and wound dressings imported into New Zealand are being 
sterilized on importation because of proven contamination by clostridial bacteria on 
imported bandages. 

Primary medical services 

A comprehensive review of primary medical services has been carried out. The 
resultant report is currently being studied. Topics covered include: 
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Modes of practice and methods of payment for general practitioner services 
Support services, including the practice nurse scheme 
Alternative methods of funding primary medical services 
Incentives 
Problems of minority ethnic groups 
Organiza tiona! problems 

Antibiotics: The normal period of supply for antibiotics has been reduced from a 
five to four day supply. Doctors wishing patients to have a longer course of therapy 
must endorse the prescription accordingly. 

Cli-Loc child resistant closures: From 1 August 1983 Clic-Loc child resistant 
closures are to be supplied in dispensing those oral liquid medicines in which the solid 
dose form is required to be strip packaged, i.e. tricyclic and tetracyclic 
antidepressants, iron, aspirin, paracetamo1, barbiturates and phenothiazines (except 
antihistamines). They may be supplied at the request of the patient or the prescriber 
or at the discretion of the pharmacist. 

Drugs of abuse: Temgesic (buprenorphine) was considered to be a non-narcotic 
analgesic with limited potential for dependence and abuse when approved for use in 
April 1981. During 1982 persistent reports from a wide variety of informed sources 
have indicated that it is being used by known drug abusers and there is evidence that 
Temgesic is addictive. Consideration is being given to making this preparation a 
controlled drug. WHO has been informed with a view to determining whether 
Temgesic should be brought under international control. 

5. DENTAL HEALTH 

Oral health targets for children were developed in New Zealand in 1976, and 
adopted at a Dental Health Workshop in Rotorua in 1978. Targets for other age groups 
were also set. 

The concept has been developed since by WHO and the International Dental 
Federation. WHO, at the 1981 Health Assembly, adopted as the first global indicator 
of oral health status an average of not more than three decayed, missing and filled 
permanent teeth for 12 year olds by the year 2000. 

During 1981, with some knowledge of the WHO proposal, the New Zealand target 
for 12-13 year olds was revised. The target for 12-13 year olds is to achieve the global 
indicator, i.e. not more than three permanent teeth affected by dental caries by 1988. 

The most recent figures show that 12-13 year olds have, on average, 4.4 decayed, 
missing and filled teeth - a fall of 37 per cent. from the figure of 7.0 decayed, missing 
and filled teeth in 1 97 7. 

6. HOSPITALS 

Funding of hospital boards 

A population-based method of funding hospital boards was implemented from 
1 April 1983. The formula takes account of the s1ze, age and sex of the 
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population, mortality and fertility ratios, patient flows between hospital boards and to 
private hospitals, and service costs of teaching health professionals. The aim of the 
funding formula is to obtain a more equitable distribution of available funds among 
hospital boards, and, at a time when growth in funding is restrained, this can only be 
achieved by a redistribuiton of available resources. The transitional process towards 
equitable allocations will be a gradual one over a period of years. Hospital boards 
which are shown by the formula to be financially disadvantaged will be entitled to 
receive service development grants funded from resources recovered from financially 
advantaged hospital boards. 

Service planning guidelines 

The development of the new population-based funding drew attention to the 
value of service planning guidelines for hospital boards. This has been followed 
through with the development of a model framework and format for such guidelines. 
The framework within which guidelines are being developed reflects the varied sizes 
and responsibilities of our hospital boards. 

Work on guidelines for paediatric services is nearing completion. The draft was 
circulated to hospital boards in 1983 together with the model framework for 
comment. The general consensus among boards was that the approach chosen forms a 
suitable basis for planning hospital board services. Work is now under way on 
guidelines for geriatric services and obstetric services. Planning guidelines for some 
specialized services are also being prepared, e.g. renal dialysis and transplantation, 
neo-natal services, cardiac surgery and neurosurgery. 

Review of community care projects · 

The aim of the review of community care projects was to ensure an optimal use 
of resources for achieving the goals of community care, i.e. to reduce the demand for 
hospital beds and in-patient services by: 

promoting good health and preventing illness; 
deferring or obviating the need for hospital admissions; 
assisting in earlier discharge and rehabilitation in the community. 

Local coordinating committees on community health care, which are convened 
by the local hospital boards, are responsible for assessing each application for 
community care funds relative to the needs of the area and for allocating the 
application a priority in relation to competing claims. 

These committees have reviewed the community care projects in their area 
according to: 

the objective of the project, as established initialJy and, if relevant, as 
subsequently modified; 

the extent to which the project is considered to have met the objectives; 



- 7 -

what use has been made by the community of the facility or service; 

what alternative means of meeting the objective 

- were considered; 
- could have been considered; 

what has been innovative about the project, in terms of health care delivery; 

what lessons might be learned from experience with this project; 

what priority does the project rate in relation to other projects; 

should the project continue. 

Additional funds for community care projects have been withheld until the 
current review is completed. However, the local coordinating committees have the 
ability to redeploy resources from existing projects in order to expand or introduce 
other projects. 

7. NURSING 

The transfer of three-year hospital nurse training to the technical institutes, 
where a three-year comprehensive nurse training is provided, continues. There are 
now eleven technical institute programmes. New entrants to these programmes 
represent over half of all entrants to three-year programmes. 

The emphasis in these courses is on health and self-care concepts related to 
individuals and the larger community. Nurses graduating from these programmes have 
a basic preparation to implement the principles of the Declaration of Alma-Ata and to 
assist the people of our country to achieve Health for All by the Year 2000. 

Work continues at a national and local level to gradually withdraw aH unqualified 
staff from the nursing workforce. The overall ratio of qualified to unqualified nursing 
staff employed continues to improve. At 31 March 1982 the ratio was 1:0.54 compared 
with 31 March 1981 when the ratio was 1:0.64. As hospital boards cease to employ 
student nurses the value of providing direct patient services through the knowledge 
and skills of professional nurses has been further appreciated. This has created a 
greater potential for the introduction of innovative methods for delivery of nursing 
care. Primary nursing is becoming common in clinical areas where nursing service is 
provided by qualified nurses. The concept of the nursing process is now also becoming 
widely accepted. 

During the past year, work on developing nursing standards for service and 
practice has continued and planning is proceeding to implement quality assurance 
programmes. 

A national nursing manpower planning committee has been established to advise 
the Minister on nursing manpower requirements. Intakes into nursing programmes are 
closely monitored and controlled to meet manpower requirements. 
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8. HEALTH MANPOWER 

Growth in the health workforce has in recent years largely paralleled the rise in 
health expenditure. In 1981 5.7 per cent. of the total workforce were employed in the 
health industry. 

The recent constraints on public health expenditures mean that growth rates in 
health manpower must be curbed. This is difficult because of the time it takes to 
train some health workers - for doctors it requires six years' basic training and another 
six years to become a specialist. Through the decade of the 1960s and the early 1970s, 
the economy was strong and health expenditure grew steadily. This resulted in chronic 
shortages of medical and other skllled staff, which in turn led to pressures to sharply 
increase student intakes. Now with constrained resources it seems that we may be 
about to produce many more highly trained health workers than we are able to employ. 

Of particular concern is the expected growth in the number of medical 
practitioners. In 1982 New Zealand had 5210 doctors (1:607 people). Based on the 
most reasonable set of assumptions concerning production, migration and work life 
profiles the ratio is expected to be 1:550 by 1986 and 1:500 before the year 2000. 
Over the next five years medical availability is expected to increase by about 4 per 
cent. each year at a time when very little real growth in total health resources is 
expected. 

Over-production is only one aspect of the supply problem. In the past many 
female workers left the work force after only a short period of employment and many 
did not return. With changing social and economic circumstances, fewer women are 
leaving the work force and more are seeking to return. Also rates of loss by 
emigration are falling in many occupations. However, perhaps the most important 
problem is the changing manpower requiremets of the health services. 

In brief, it is likely that the health services of the future will give much greater 
emphasis to health promotion, disease prevention and primary health care in its many 
dimensions than has been so in the past. At the same time the emphasis given and the 
resources directed towards the institutional aspects of care are likely to be reduced. 
Team work involving people from different disciplines, many of them from outside of 
the traditional health sector, will become increasingly important. To meet these new 
requirements there will have to be major changes in the recruitment, training and 
deployment of health workers. This, together with the need to manage within tight 
resource restraints, will present the future planners and managers of health services 
with their most difficult problems. 

With increasing economic restraint, shrinking staff ceilings and the prospect of 
oversupply, many health workers (particularly students and recent graduates) are 
fearful of future unemployment. Added to this there is increasing anxiety among 
members of the smaller and less powerful occupations that the larger and stronger 
groups will seek to expand the areas of work over which they claim control. The 
greatest fear is, of course, of expanded medical involvement at the expense of other 
health workers. Without careful and sensitive control this could see battle lines firmly 
drawn between the occupational groups in increasingly fragmented and divided health 
services. Unless ways and means can be found for groups to get together, to share 
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information, to 'identify common goals and to compromise parochial interests in a 
concerted effort to achieve these goals, the future outlook could be bleak indeed. 

To help overcome these problems, the Department of Health, in 1974, 
established within its Management Services and Research Unit a manpower planning 
section. The first and most pressing task was to put together a comprehensive, 
accurate and up-to-date description of the existing work force. This has now been 
accomplished for most significant occupational groups. 

Next the unit played a catalytic and coordinating role in encouraging individual 
occupations to become actively involved in planning their own manpower. A number 
of national workshops were held to facilitate this development. 

As planning in the various occupational areas has become more sophisticated, it 
is clear that some mechanism must be developed to coordinate and to integrate the 
planning. What that mechanism might be was the topic of a national workshop in 
September 1982. The workshop recommended the establishment of a small high-level 
advi.sory committee to the Minister of Health on the health work force. Working with 
a strong secretariat and through an extensive advisory network, the committee will be 
charged with the task of setting in place the processes needed for fully integrated 
health manpower planning. 

9. HEALTH SERVICES RESEARCH 

It is a truism to say that effective planning and management depends upon good 
information. The claim is frequently made that New Zealand is well served with 
information about its health services. True many data are available but not all are 
gathered on a reliable population base and therefore amenable . to epidemiological 
analysis. With population-based funding, area health boards and service planning, this 
is beginning to change. 

Ad hoc health services research is often required to complement information 
from ongoing statistical collections. To plan, analyse and report such studies requires 
people with health services research skills in a variety of disciplines. As part of a 
joint effort to promote health services research, the Medical Research Council and the 
Department of Health in 1978 established a National Health Services Research 
Committee with members drawn from the political, clinical, administrative, academic 
and research areas of the health services. 

After a slow start, mainly due to a dearth of qualified and experienced 
researchers, the work of the Committee is beginning to gain ground. In our experience 
the decisions not to separate administratively biomedical research and health services 
research and to involve politicians, clinicians and administrators in efforts to promote 
health services research have been· successful. 

The committee has recently produced A Guide to Health Services Research in 
New Zealand. As well as containing information on over 700 projects, the Guide 
provides information on research priorities, funding arrangements, manpower 
strengthening and ethical matters related to the conduct of health services research. 
If the Guide proves successful in use, it will be updated every two or three years. 



ORIGINAL: ENGLISH 

REPUBLIC OF KOREA 

Progress report on the national health situation 1 

The following is an outline of the health situation in the Republic of Korea, 
which is the result of the successful five-year economic and social development plans. 
The Government is addressing itself with a strong will to the establishment of a 
democratic welfare state in the 1980s. 

Social security medical care 

Social security medical care is being implemented mainly through the two 
schemes: the Medical Assistance Programme, which covered 3.7 million or 9.5% of 
the total population, and the Health Insurance Scheme, which covered 13.6 million or 
34.6% of the population, by the end of 1982. 

With regard to the Medical Assistance Programme, the Government introduced 
the Medical Assistance Act in 1977 in order to provide adequate medical services for 
indigent and low-income households. 

The Government also introduced the Health Insurance Scheme in 1977 for the 
workers in firms with 500 employees or more and their dependants. This scheme has 
been successfully developed during the last five years and now covers 9 million 
workers, 3.8 million civil servants and private school teachers, and half a million 
residents in cities, islands, and rural counties, which are also included in an 
experimental programme. 

In the long-term social security medical care plan it is envisaged that the 
number of medical assistance beneficiaries will remain at 3.7 million until 1988, and 
that the coverage of the Health Insurance Scheme will be extended to 86% of the total 
population by the same date. This means that almost the entire population will be 
covered by 1 988. 

Health system infrastructure 

To ensure maximum utilization of the health services, a study on the 
reorganization of the health care network at national level is being carried out. This 
study includes the establishment of an integrated health care delivery system, 
regionalization of health services, and an investment plan for health facilities in each 
region. 

To provide effective health care services in underserved rural areas, the Special 
Act on Health Care for Rural Areas was enacted in December 1980. This Act, which 
is concerned particularly with the operation of the community health practitioner 
system, is intended to implement the nationwide primary health care programme. In 

1 Prepared by the Ministry of Health and Social Affairs. 
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accordance with the national plan, the Government intends to train over 2000 
community health practitioners over a four-year period, or 500 each year. The first 
752 community health practitioners have already been trained and have been assigned 
to the underserved areas since October 1981; an additional 430 are currently under 
training. 

As a result of the alleviation of economic constraints on medical care utilization 
through the expansion of health security coverage, the demand for medical services 
has gradually increased. 

The Government is . therefore substantially renovating existing pubHc medical 
facilities, such as provincial hospitals, health centres, sub-health centres and 
community health posts, including their medical equipment. These facilities play a 
key role in providing primary health care in rural areas. Meanwhile, to ensure the 
expansion of private medical facilities, the Government has been providing financial 
support for the construction of hospitals, especially in rural areas and industrial 
complexes where adequate facilities have been lacking. 

Family health programme 

The new demographic targets aim at a further reduction of the population 
growth rate to around 1.5 per cent. by 1986. The population replacement level is to be 
attained by 1988. 

Under this plan, the Government is planning to improve the operation of the 
current family health programme and management system, to increase self-supporting 
users through commercial sector utilization, to integrate the family planning 
programme with other development programmes, and to strengthen an innovative 
social support system which encourages small families and reduces the importance of 
boy-preference values. 

In parallel with the family planning project, the Government has already 
launched a programme to build a total of 91 large-scale maternity health clinics, 
mostly in rural and fishery areas, by 1984; ·42 clinics have been built and are being 
operated, 29 clinics are now under construction, and the remaining 20 clinics will be 
completed by 1984. 

From these clinics infants and expectant mothers, especialJy those in needy 
familles, will be able to receive better health services, including prenatal and 
antenatal care, delivery assistance, vaccination and nutrition education. 

Preventive medicine activities 

To prevent acute communicable diseases, early case-finding and detection 
programmes have been undertaken through the health network system, in parallel with 
health education through the mass media, to enhance people's knowledge by all 
possible means. Vaccination against acute communicable diseases has been stepped up 
under yearly programme activities. To control chronic communicable diseases such as 
tuberculosis, leprosy, parasitic diseases, ~tc., the Government is also making efforts to 
promote early detection and treatment at the institutional level. Mental disorders 
have become a major health problem, calling for the enactment of a law of wide scope 
providing for effective control. Some other chronic diseases such as cancer have also 
been included in measures for research to find effective control methods. 
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Safe water supply in rural areas 

In 1967 the Government started to provide simple piped water supply systems 
(SPWS) to supply safe drinking water to residents in rural areas and constructed 31 264 
SPWS during the period 1967-1983, covering 59% (about 8.6 million persons) of the 
total population in rural areas. As the number of SPWS increased, the incidence of 
waterborne diseases significantly decreased. 

The Government will construct a further 15 560 systems during the period 
1984-1986, which will increase water supply coverage from 59% to 92% of the total 
population in rural areas. 

Food and drug control 

Quality checks on products from food and drug makers have continued, in order 
to prevent dangerous or sub-standard items from reaching consumers. With a view to 
making government quality control agencies efficient and reliable, the Government 
plans to set up an institute to conduct research on safe food and medical supplies. To 
strengthen narcotics control, the Government will intensify its publicity campaign 
against the use of habit-forming drugs, including methamphetamine. 

Environmental pollution control 

With the inauguration of the Officeof Environment in 1980 and reinforcement of 
the National Environment Protection Institute, the Government has placed a high 
priority on the preservation of a sound environment, and is taking all possible measures 
to improve national health through the prevention of hazards due to air pollution, 
water pollution, noise, vibration and offensive odours. Six regional offices have been 
playing a key role in monitoring environment pollution and surveillance, particularly in 
large cities and industrial complexes where pollution levels are high. 

Elderly and disabled persons 

Within the framework of the 1981 international Year for Disabled Persons, the 
Government has carried out various commemorative programmes and enacted a law in 
June 1981 for the welfare of physically and mentally disabled persons. This Jaw 
provides for the promotion of medical rehabilitation, including disability prevention 
and vocational training. The Government also enacted a law for the welfare of the 
aged in June 1981, which includes provisions for improving health and social activities 
for the elderly. 
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SAMOA 

Progress of Health and Health Services Status! 
1 July 1982- 30 June 1983 

The health of the people of Samoa is generally good with no major epidemic 
diseases. prevailing in the country during the reporting period. 

As early as 1979, we drafted a strategy and plan of action for health for all by 
the year 2000. Since then, WHO itself has revised the format for such plans. We have 
therefore reviewed our early plan, and revised it totally. We now have a new 
"Formulation of National Policies, Strategies and Plan of Action for Health for All 
Samoans by the Year 2000" (which we call the yellow book). 

We also monitored our national strategies for Health for All Samoans by the 
Year 2000 and completed the monitoring of the national strategies for health for all in 
April this year. (We call it the pink book). The report to be now presented has been 
described in detail in the booklet "The Monitoring of the Health for All Samoans, dated 
19 April 1983". 

Before giving further details of our health status, it should be noted that priority 
during this period was given to the improvement of the health information system. 
Specifically, the value of the health status report depends entirely upon the reliability 
andcompleteness of the health information system. This was carried out by using the 
expanded programme on immunization as the entry point toward improving the health 
information system. We commenced with the improved registration of births, 
primarily to be used for immunization, but basically to know the denominator for such 
important indicators as the infant mortality rate. After all, if we do not accurately 
know how many children were born, how are we to determine the rate of infant 
mortality per thousand live births, even if there are accurate records of deaths of 
infants. 

As we improve our health information system, some health indicators appear to 
show that the health of the country is worsening. For instance, the infant mortality 
rate per thousand live births has almost doubled in our latest reports. This is not true, 
and the increase is not due to a decline in health in our country, but to improvement in 
the accuracy of the health information system. 

With this introduction, some information on the health status in Samoa will now 
be presented. 

To start with, the infant mortality rate per thousand live births in 1982 is 35 per 
thousand. This is well below the global indicator for health for all by the year 2000, 
which is 50 per thousand, but we hope to reduce this rate further. Our life expectancy 
at birth for males is 63 and for females 65 years. 

1 Submitted by the Honourable Lavea Lio, Minister of Health. 
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As mentioned, we have tried to improve the expanded programme on 
immunization as the entry point to improving the health information system. 
Immunizable disease control is doing very well. The coverage of completed doses of 
immunization, that is three doses for OPT (diptheria, pertussis and tetanus) and 
poliomyelitis, and one dose each of BCG (against tuberculosis) and measles, is over 80 
per cent. In 1982, not a single case of the six childhood immunizable diseases was 
reported, except 29 cases of measles. 

The birth weight of children born in Samoa is quite good. 98.5 per cent. of new 
born infants in Samoa have birth weights of at least 2500 gms. (7 lbs.). Our Samoan 
standard of birth of new born is not 2500 gms. In 1982, 94.6 per cent. were born with 
at least the Samoan standard of 317 5 gms (7 lbs.). 

The crude birth rate is rather high - 29.4 per thousand; the crude death rate is 
7.9 per thousand. 

Most of the endemic communicable diseases are under control - filariasis, 
tuberculosis and leprosy. There is no cholera or malaria. 

After reporting to you the good aspects of our health status, let me inform you 
of the other side of the coin. Cardiovascular diseases, hypertension, cancer and 
diabetes are gradually becoming more noticeable, as the other diseases are brought 
under control. Samoa is a developing country, yet we have started to face diseases 
that are of importance in developed countries. The suicide rate in young adults aged 
14-25 is quite high, higher than in Sweden or Japan. 

At present, we are preoccupied with the reorganization of the Health 
Department; we are trying to improve the Department to carry out our strategies to 
achieve the goal for Health for All Samoans by the Year 2000. We have our health 
policies, our targets and health indicators, for each specific health objective. We 
intend to introduce programme budgeting to all our health programmes. At the same 
time, we are trying to economize in our health budget, to get the most out of the 
resources we have. 

Our greatest problem is in health manpower development. We have a shortage of 
doctors and have re-employed about 30 per cent. of the doctors who have passed the 
mandatory retirement age. We have been employing expatriate doctors from other 
countries as well as United Nations volunteer doctors. We have sufficient nurses. But 
we Jack health inspectors and, particularly, maintenance technicians for our medical 
equipment. 

Apart from these problems, Samoa is still a healthy nation in the South Pacific. 
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SINGAPORE 

Brief Report on the Progress and Health Activities in 19~2 

Singapore, which is an island republic with a population of 2 471 800, continued 
to be free of serious health problems in 1982. 

The health status of the population was maintained at a high level with an infant 
mortality rate of 10.7 deaths per thousand; there was no significant change in the 
birth rate and the crude death rate at 17.0 and 5.3 per thousand respectively. The 
annual rate of population growth remained low at 1.2 per cent. 

Ministry of Health 

The Ministry is responsible for curative, preventive, rehabilitative health 
services and is organized into four main divisions: 

- Primary Health Care and Health Education Division 

- Hospitals Division 

-Other medical supporting divisions 

- Dental Division 

The first provides outpatient, preventive, curative health care and health care 
education, through the School Health Care Services, Outpatient Services, Department 
of Tuberculosis Control and the Training and Health Education Department. 

Curative Outpatient Services are provided at 12 polyclinics, 13 outpatient 
dispensaries and 5 staff dispensaries. 

Treatment for pulmonary tuberculosis is provided at 8 polyclinics and 
dispensaries. The decline in new cases of pulmonary tuberculosis continued with 217'J 
cases. 

Preventive health care services for mothers, infants and pre-schoolchildren are 
provided at 12 polyclinics run by the Maternal and Child Health Services. 

The School Health Care Services attend to the screening of schoolchildren. 
Domiciliary aftercare is provided for all classes of patients. Home nursing care of the 
non-ambulant chronic sick is referred to the Home Nursing Foundation and provided by 
the Maternal and Child Health Services. Over 470 000 children were screened, the 
commonest defects being myopia and dental caries. 

The Training and Health Education Department provides health education to the 
general public. The emphasis is on discouraging smoking, especially among the young. 
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Hospitals Division 

There are 12 government hospitals with a complement of 8365 beds. Seven acute 
hospitals provide multidisciplinary services, and the remainder are specialist hospitals 
offering treatment for psychiatry, skin and infectious diseases. 

The new Singapore General Hospital has a built-up area of 158 377 square 
metres. The hospital provides specialist services in radiography, plastic surgery, 
nephrology, cardiovascular and thoracic surgery and paediatric surgery. 

Dental Division 

Dental treatment for the public and preventive care for schoolchildren are 
provided at 8 hospital-dental clinics, 13 outpatient dental clinics, II school dental 
clinics and the Institute of Dental Health. 

Support Services 

These include biomedical engineering, the blood transfusion service, diagnostic 
radiology, nuclear medicine, pathology, the pharmaceutical department, radiotherapy, 
research and evaluation, and scientific services. 

Ministry of the Environment 

This ministry deals with environmental and pollution control. Work on the 
cleaning of rivers and on protecting water catchments continued in 1982. 

Control of water pollution by factories with effluent discharges was increasP.d 
with more inspections and the installation of more trade effluent plants. 

The situation regarding infectious diseases in 1982 was satisfactory. While there 
was a decrease in enteric fever and viral encephalitis, there were slight increases in 
measles, dengue fever and malaria. There were 31 cases of cholera, 2 carriers and 15 
contact carriers. All were serotype ogarva. 

Two hundred and eighty-two cases of malaria were detected and two-thirds were 
caused by Plasmodium vivax. 216 cases of dengue fever/dengue haemorrhagic fever 
were seen in 1982. 
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VIETNAM 

Brief Progress Report on Health Activities in 19831 

1983 is the third year of the Third Five-Year Plan (1981-1985). Our health 
activities have focused on the following areas: 

- Sanitation and epidemic prevention activities, which remain our main task, 
were carried out according to a preset programme. Professional and technical 
measures were taken in conjunction with the promotion of community participation; 
modern resources being combined with traditional ones. In the rural areas, the 
construction of the three basic sanitation facilities (latrines, wells and washrooms) is 
continuing normally. 

In the rural areas of the Mekong Delta, with the support of international 
organizations and community participation, our efforts were essentially directed 
towards solving the problem of water shortage during the dry season (six continuous 
months with no rainfall, from October of the previous year to March of the following 
year), by recourse to three types of measure: building of water tanks, use of jars to 
collect rain water, construction of wells and deep-well drilling (Minh Hai province). 

- Prevention and epidemic control activities carried out under the supervision of 
provincial authorities resulted in a reduction of communicable diseases: the incidence 
of haemorrhagic fever decreased and only a few sporadic outbreaks of communicable 
chiJd diseases were noted (diphtheria, measles, me11ingitis, poliomyelitis) but were 
rapidly controlled. After a trial period, the expande<;t programme on immunization was 
extended in 1982 to national level. Up to now, the programme has been implemented 
in 21 provinces and cities comprising 64 districts or subdivisions and 622 communes or 
urban subdistricts. 

- All the indices recommended in the programme for medical check-up and 
treatment were taken into account. In 1983, each inhabitant in the rural areas 
averaged two check-ups and in the urban areas three check-ups. The hospital bed 
occupancy rate, was very high, i.e. 24-25 days/month. In some particular cases, the 
rate was as high as 30 daysfmonth. 

To alleviate the problem of hospital bed shortage, extension of ambulatory care 
was recommended, particularly in urban areas. 

- Special attention was paid to social disease control and 62 000 patients were 
treated during the first two quarters of 1983. 

As regards tuberculosis control, provincial authorities intensified the detection 
of new cases and the treatment of former patients, attention being given to urban 
areas as well as to workers and civil servants. BCG vaccination for prevention of 
tuberculosis among newborns was implemented. 

1 Submitted by the Minister of Health, Viet Nam. 
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- Some progress was also noted in the implementation of the family planning 
programme. 

Continuous efforts have been made to achieve a 1.7 per cent. natural population 
growth rate for 1983. 

-Health care delivery to the entire population, a key aspect of the plan of action 
in relation to the goal of Health for All by the Year 2000, is being implemented 
through the mobilization of the whole national health network, from central level 
down to the lowest level. This task has been completed in 21 districts or urban 
districts comprising 563 urban subdistricts or communes. 

-Special attention has been given to the use of preventive and curative methods 
based on traditional medicine (medicinal plants, acupuncture, inhalation of vapours of 
aromatic plants, etc.). By the end of this year, all commune health stations should be 
staffed with the necessary health workers able to treat patients by means of 
acupuncture or the use of medicinal plants. All communes now have their own model 
herb garden and all families grow medicinal plants to treat common infections or 
diseases (such as colds, cough, diarrhoea, dysentery, skin diseases, etc.). The use of 
acupuncture has been developed and acupuncture training courses have been 
introduced for commune health personnel. The Viet Nam Acupuncture Institute was 
set up to assume the above-mentioned responsibilities and to extend the exchange of 
experience and cooperation with other countries. 

- Emphasis has also been placed on .refresher and continuous training of medical 
practitioners as well as health administrators. Simultaneously, post ... graduate training 
courses have been actively organized. In the medical school entrance examinations, 
priority has been given to the provinces of the Mekong Delta and to highland areas. In 
order to facilitate job assignment among successful candidates, particular attention is 
being given to the selection of candidates coming from the areas concerned. 

- As regards the control of natural disasters, we are advising that provincial 
authorities pay special attention to unseasonable variations in the weather during 1983 
(drought, rivers in spate, floods, typhoons, etc.) so that they can take all necessary 
measures to prevent any possible epidemic. 

- Scientific research has focused mainly on the after-effects of the "orange 
agent" as well as on medicinal plants. A committee for the control of infectious 
diseases was set up to study the problems in this field. 

In 1983, the health service of the Socialist Republic of Viet Nam maintained 
close relations with international organizations, particularly WHO and UNICEF. 
Training courses and national seminars were organized with the financial support of 
these organizations. Highly satisfactory results were obtained and a very large 
number of participants took part in the courses. 

In conclusion, thanks to its own efforts and the support of international 
organizations, the health service of the Socialist Republic of Viet Nam made new 
progress, in 1983, in ensuring the health protection of its people. 
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