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1. INTRODUCTION 

The Sub-Committee of the Regional Committee on Programmes and Technical 
Cooperation held its fIfth meeting in Manila, from 9 to 10 July 1990, over a period of two 
working days. The terms of reference of the Sub-Committee are set out in Annex 1. 

A list of members attending the meeting is found in Annex 2. 

The report of the Sub-Committee to the Regional Committee contains a summary of 
the two country visits, including conclusions and recommendations, made by four of its 
members to Fiji, from 24 to 30 June 1990 and by three of its members to Malaysia, from 1 to 
7 July 1990. Dr Saw acted as Chairman and Dr Alemaena as Rapporteur of the country 
visits. The visit was undertaken within the framework of item (5) of the terms of reference, 
with particular reference to WHO's collaboration in the prevention and control of 
noncommunicable diseases. 

The meeting was opened by Dr S.T. Han, Regional Director. Dr Saw Thian-aun was 
elected Chairman of the meeting and Dr On Sui Chee as Rapporteur. 

2. REVIEW AND ANALYSIS OF WHO'S COLLABORATION WITH COUNTRIES: 
REPORT ON THE COUNTRY VISITS TO FIJI AND MALAYSIA 

Within the framework of item (5) of its terms of reference, the Sub-Committee on 
Programmes and Technical Cooperation briefly reviewed and analysed WHO's collaboration 
with Member States, with particular reference to cooperation in the field of 
noncommunicable disease prevention and control. 

In the course of reviewing the report of the members' visits, the Sub-Committee made 
a number of comments, conclusions and recommendations, which are reflected in the final 
text. It was noted that in all countries in the Region the noncommunicable diseases were 
becoming an increasingly serious problem. In most countries it appeared that programmes 
had been developed on an ad hoc basis, without the benefit of information on risk factor 
prevalence or comprehensive nutritional surveys. Although plans had been made to 
strengthen health information systems in some countries, data collection, particularly on 
morbidity, still needed strengthening. Most countries experienced a shortage of resources 
for the prevention and control of noncommunicable diseases, especially human resources. 

The report on the country visits, as adopted by the Sub-Committee, is presented in 
Annex 3 of this document. During the country visits, the members of the Sub-Committee 
con~idered the following aspects of the programme: current situation of prevalence of 
noiieommunicable diseases and their contribution to national morbidity and mortality; 
current programmes; priority setting and policy development; health personnel and 
C;o~munity awareness and commitment; existing training activities and future needs; roles 
of the different levels of health care personnel in respect of noncommunicable diseases; and 
finally, factors affecting the implementation of noncommunicable disease programmes. 
Although the constraints identified and the conclusions drawn refer to the countries visited, 
'sTlbsequent discussions revealed that many of them have wider applicability within the 
Region. 

! I 
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The Sub-Committee noted that both countries were keenly aware of the increasing 
burden that noncommunicable diseases are placing on their populations and health care 
systems. Although current programmes differ, both countries have taken useful initiatives 
and have indicated their intention to expand their activities in this field. Malaysia has 
specifically planned to incorporate such increased emphasis in the next five-year plan 
beginning in 1991. 

The members of the Sub-Committee noted many similarities between the two 
countries in terms of the development and achievements of their noncommunicable disease 
prevention and control activities, as well as many similar problems and constraints. They 
were of the unanimous opinion that the health systems appeared to be functioning 
remarkably well, given some of the constraints identified. In respect of noncommunicable 
disease prevention and control the following conclusions were drawn: 

(1) All available data showed clear evidence of a real and marked increase in the 
prevalence of noncommunicable diseases in both countries. Although there are no current 
data, risk factors consistent with this increase are anecdotally but consistently reported. 

(2) While the existing systems of data collection, monitoring and surveillance are 
extensive and currently being improved, they need further strengthening if trends in 
noncommunicable diseases are to be more accurately observed, particularly in measuring the 
effects of interventions. 

(3) Strengthening of health information feedback and communication between the 
different levels of the health care system would enable more cost-effective management and 
monitoring of noncommunicable disease patients. 

(4) In spite of the considerable achievements, some of the constraints were also common 
to both countries. These included the following: 

(a) Neither country has a specific central mechanism to deal solely with 
noncommunicable diseases, which may mean· that there is a lack of focus, particularly 
in the implementation and evaluation of programmes in this area. 

(b) Neither country has, at this point, clear objectives and quantifiable targets for 
the future. 

(c) Related to this is the lack of good national baseline data on current levels and 
trends in noncommunicable diseases and their risk factors. 

( d) There is a dichotomy between the major impact of noncommunicable diseases 
on mortality and morbidity and the relatively small amount of resources allocated to 
their prevention and control. 

(e) There is a shortage of trained staff at all levels. 

(f) There is an imbalance between the respective work load and responsibilities of 
central hospital and peripheral health care personnel in the management of 
noncommunicable diseases. 

The existing very good primary health care structures already in place throughout both 
countries were not being fully used for the control of noncommunicable diseases. 

Although difficult to judge in such a short visit, it appeared that the major referral 
centres were being overloaded in the treatment of noncommunicable diseases, whereas the 
peripheral health system could playa larger role in disease prevention and health promotion, 
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as well as the management and follow-up of chronic patients. This seemed to be particularly 
so in the support services of health education and dietary counselling, which means that 
neither primary nor secondary prevention activities are currently being undertaken to the 
extent that might be seen as desirable. Although there is increasing awareness of the 
importance of noncommunicable diseases there were no effective comprehensive 
programmes to ensure the early detection of cervical cancer and diabetes. 

These constraints are noted in order to facilitate policy formulation in the future so as 
to sustain and enhance the current progress. The Sub-Committee, in the context of item (4) 
of its terms of reference, thus made the following recommendations to the Regional 
Committee to further strengthen the noncommunicable disease prevention and control 
programmes in the Region: 

(1) At the country level, there should be a central coordinating mechanism for 
noncommunicable diseases, which should set specific aims and objectives. It should also 
fulm the roles of monitoring the noncommunicable disease situation, evaluating, 
interventions and training, and ensuring consistency in messages to health workers and the 
community. 

(2) Despite the shortages of staff and sometimes of other resources, more attention 
should be paid to communication between the different levels of health care and follow-up of 
patients with noncommunicable diseases. 

(3) More emphasis should be placed on the role of public health nurses, perhaps as nurse 
practitioners, in the management of noncommunicable diseases, within the existing primary 
health care framework. These health workers could then playa major role in monitoring and 
following up patients with noncommunicable diseases, and in health education. 

(4) Given the central role of nutrition in the aetiology of many of the noncommunicable 
diseases, increased attention should be given to information on national diets, ethnic 
differences and the development of dietary goals. 

(5) There appears to be a specific need to build on the anti-smoking measures already in 
place by further restricting tobacco advertising, increasing the number of no-smoking areas 
and creating smoke-free environments in educational institutions and other public areas. 
Possible areas of lollaboration are outlined in the Regional Action Plan on Tobacco or 
Health, 1990-1994. 

(6) Many of the behaviour patterns that are risk factors for noncommunicable diseases 
are adopted at an early age, and hence education on these matters should be given early. A 
possible way of doing this is through the primary and secondary school health education 
curricula. 

(7) While expanding the role of the peripheral levels of health care in promotive, 
preventive and curative aspects of noncommunicable disease control, the Ministry of Health 
should maintain its leadership in establishing priorities, in the standardization of messages 
and in the evaluation of intervention programmes. 

Both Ministries of the countries visited had stressed the usefulness of past 
collaboration in the development of their community-based cardiovascular disease and 
noncommunicable disease programmes and their desire for this collaboration to continue. 
With regard to further collaboration between WHO and Member States in the Region, the 
following recommendations are made to WHO: 

lReport or the Regional Working Group on Tobaa:o or Health, held rrom 291031 March 1990, Perth, Australia. 
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(1) WHO should continue to collaborate with the Ministry of Health in the development 
of human resources for health, and technology transfer. The Sub-Committee recommends 
that more emphasis should be placed on the training of trainers, with adequate follow-up and 
support to ensure maintenance of standards. 

(2) Further WHO collaboration is needed in research on the epidemiology of 
noncommunicable diseases and risk factor prevalence. 

(3) Ongoing collaborative efforts with WHO in making health information systems more 
relevant should continue. Feedback and appropriate use of information by those for whom it 
is collected is particularly important. 

(4) WHO should collaborate with Member States in developing information on national 
diets, and their role in the aetiology of the noncommunicable diseases and the development 
of national dietary goals. 

(5) Strong support should be given to the implementation of the Regional Action Plan on 
Tobacco. 

(6) Collaboration in developing health education through the school curricula with 
regard to noncommunicable diseases should be strengthened. 

(7) Support should be provided for the standardization of health messages and for 
evaluation of intervention programmes on noncommunicable diseases. 

(8) The standardization of equipment for noncommunicable disease programmes should 
be coordinated by WHO wherever such support is appropriate. 

The Sub-Committee proposed that, subject to finalization of details at the time of the 
Regional Committee session in September 1990, the subject for review in 1991 in the context 
of item (5) of its terms of reference would be WHO's collaboration in the field of 
management of health facilities, including maintenance of biomedical equipment. The Sub
Committee also proposed to visit the Lao People's Democratic Republic and Tonga in 1991, 
subject to the agreement of the Governments concerned. In the event that this should not 
prove acceptable to one or other of these countries, the Sub-Committee recommended 
maintaining the balance of one Asian and one Pacific country. 

The Sub-Committee also noted that in accordance with item (2) of its terms of 
reference when it convened in 1991 it would review the regional report on the Second 
Evaluation of the Strategy for Health for All before the report was reviewed by the Regional 
Committee in September 1991 and submitted to the World Health Assembly in May 1992. It 
was observed that the large amount of work involved in these tasks may require the Sub
Committee to meet for longer than the customary two working days. 

The Sub-Committee, in concluding its review of this programme, expressed its 
gratitude to the Governments of Fiji and Malaysia for the special arrangements and 
extensive programme made for the visits and, in particular, for the warm hospitality and 
many courtesies extended to its members. 
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ANNEX 1 

The terms of reference for the Sub-Committee on Programmes and Technical 
Cooperation are as follows: 

(1) To review, analyse and make recommendations on the development and 
implementation of the General Programme of Work as it affects the Western Pacific Region, 
especially in setting priorities and addressing policy issues. 

(2) To examine and approve for submission to the Regional Committee the periodic 
regional reports on monitoring and evaluation of the regional strategy for health for all by 
the year 2000. 

(3) To study and provide policy guidance on specific issues related to the health-for-all 
strategy which may be requested of them by the Regional Committee. 

(4) To make recommendations to the Regional Committee on the action to be taken in 
the Western Pacific Region to develop national self-reliance in matters of health by fostering 
technical cooperation between countries or areas in the Region in ways that are relevant to 
the population. 

(5) To undertake country visits to review and analyse the impact of WHO's cooperation 
with Member States and/or observe developments in relation to the implementation of the 
regional strategies for health for all. 

~ 

/ 
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Four members of the Sub-Committee visited Fiji from 24 to 30 June 1990 to review 
and analyse technical cooperation with WHO in the field of noncommunicable diseases. 

The major causes of death in Fiji are the noncommunicable diseases, with 
cardiovascular and cerebrovascular diseases being the highest at 40 deaths per 100 000, 
followed by neoplasms, then endocrine, nutritional and metabolic diseases (1986). For many 
of the noncommunicable diseases, the recognized risk factors such as smoking. dietary 
patterns, exercise habits and some environmental conditions, are thOUght to be increasing. It 
is likely that there are also genetically defined factors operating to an unknown degree in the 
aetiology of some of these diseases. It has been shown that the higher prevalence of these 
diseases in urban areas is mirrored by the higher levels of risk factors found in the urban 
areas. 

A survey of two areas, one urban and one rural, was made in 1980. It has not been 
repeated, so subsequent data on trends in noncommunicable disease prevalence come largely 
from hospitals. The 1980 survey showed a prevalence for diabetes of 11.8% in the Indian 
population and 5.7% in the Fijian popUlation. This was more than double the prevalence 
shown in a small urban survey done in 1966 which showed figures of 5.7% and 0.6% for 
Indians and Fijians respectively. The surVey in 1980 also showed high levels of hypertension, 
smoking. raised blood cholesterol levels and obesity. Later in the report, there are sorne 
data that indicate that the prevalence of noncommunicable diseases and their risk factors has 
continued to increase. 

In response to such concerns Fiji has established the National Diabetes Centre, the 
National Food and Nutrition Committee and a cancer registry, and has reestablished an anti
smoking body. WHO collaboration has consisted of providing technical support through 
short-term consultants, organizing training, especially in diabetes prevention and contro~ 
producing educational materials and posters, providing overseas training for health workers 
(including doctors, nurses, diabetes educators and dietitians) involved in noncomrnunicable 
disease activities, and stationing a medical officer/epidemiologist in Suva. 

For the purposes of this report, the Sub-Committee members have interpreted 
noncommunicable diseases broadly as virtually all conditions which are literally not of 
communicable aetiology. In particular, this includes those diseases which have become of 
public health significance over the last decades, especially cardiovascular and circulatory 
diseases, cancers and the nutritionally related diseases such as diabetes and obesity. 

1.2 Observations 

The members of the Sub-Committee were briefed by the WHO Representative in Suva 
and then by the Minister of Health and senior staff. From there the first visit was to the 
Health Statistics Unit where particular attention was paid to the new format for reporting 
health data, which has been designed to make information more accessible and more timely 
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for those using it, the computerization of the system, and the latest position on the cancer 
registry. The first two of these had been developed in collaboration with WHO, and the 
cancer registry had been initiated as a result of a WHO consultant's report, and sUbsequently 
carried on by the Ministry, the WHO-afftliated International Agency for Research on Cancer 
(IARC) ·and the South Pacific Commission (SPC). The software programme (CAN REG) is 
from IARC and the computer was one of several that were supplied through WHO. 

Recent findings showed race, sex and age specific differences in cancer prevalence. 
The five commonest cancers in women (1987-1989) were those of the cervix, breast, uterus, 
ovary and thyroid, whereas in men they were skin, stomach, lymph nodes, prostate and liver. 
Of interest are the relatively low rates of lung cancer (not seen in Polynesian populations), 
but these are predicted to rise following the reported increase in the distribution of large 
quantities of manufactured cigarettes. There is also a relatively high proportion of liver 
cancers, thought to be largely due to past infection with the hepatitis B virus (HBV). 

The Ministry of Health has introduced a policy over the last year calling for 
vaccination of infants against hepatitis B. The coverage of the programme is said to be high, 
as about 98% of the babies are born in hospital, where at least the fITst dose is given. A 
further recently introduced measure for cancer prevention is cervical screening which is 
intended for all mothers attending for antenatal care (the overwhelming majority of 
mothers). However, constraints at different centres usually make for less complete coverage. 
For example, at the Sigatoka Subdivisional Hospital women attending antenatal services 
were only screened if they were over 25 or in their third pregnancy. At Lautoka, all patients 
with gynaecological problems and women over 35 years old were screened. 

The next visit was to the rehabilitation wards in the old Tamavua Hospital. The main 
observation was the large number of motor vehicle accidents, of which about half were 
thought to be alcohol-related. Figures for stroke were shown to have increased from 3.74 per 
100000 in 1960 to 13.14 in 1986. Approximately 75% of the limb amputations done at the 
main Suva hospital are due to complications of diabetes. The number of limb amputations 
increased from 63 in 1983 to 91 in 1989. Diabetes patients presenting late with severe 
complications of sepsis and often requiring radical treatment became a recurring theme. 

In the afternoon a visit was made to the National Food and Nutrition Committee 
which is composed of representatives of the Ministries of Health, Agriculture, and Education 
as well as the University of the South Pacific, the Fiji School of Medicine and representatives 
of some international organizations. Issues discussed included the status of the WHO Code 
on breast-milk substitutes, and current programmes. Current programmes aim to improve 
nutritional status through home gardening, increased knowledge of nutrition, especially 
through store-based publicity, improved boarding-school diets and increased consumption of 
traditional foods. 

Concern was expressed at the amount of imported and relatively non-nutritious foods, 
the cost of traditional foods compared with imported cereal foods and the fact that national 
data were unavailable. WHO is collaborating with the Ministry in <:.onducting a survey on 
anaemia prevalence and there are plans for a national nutrition survey in 1991. Funds are to 
be sought for the last activity from international sources. 

The group visited a school garden project. The Committee has clearly done a great 
deal to raise the level of the community's perception of the importance of diet in health. 
Unfortunately, there appears to be some lack of collaboration between the Ministry, t!u:
National Diabetes Centre and the National Food and Nutrition Committee, although clearly 
there are many areas, such as noncommunicable diseases, in which closer collaboration 
would be useful to all. 
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On Tuesday, the Sub-Committee visited the Colonial War Memorial (CWM) Hospital 
where the problems mentioned by staff were shortage of both medical and nursing staff, and 
of supplies, particularly routine supplies, as opposed to capital equipment. It was suggested 
that peripheral health services such as health centres and subdivisional hospitals were 
relatively under-worked because people used the CWM as a local hospital. The problems of 
noncommunicable disease patients not being followed up by the same clinician and of the 
lack of appropriate referral letters back to the peripheral health services were mentioned. 
To the Sub-Committee, some of the problems appeared to reflect a rather hospital-based 
and curative approach to health which may not be appropriate in the Fijian context. 

Across the road and under the administrative control of CWM is the National 
Diabetes Centre. Ten per cent of all deaths in Fiji are related to diabetes. This Centre, 
started in 1984 and very actively supported by WHO, has several aims, the most important of 
which is to promote knowledge of diabetes and its complications in the community and 
among health care personnel. The Centre does this mainly by holding training courses for 
doctors, nurses and medical assistants. It has so far conducted 24 national training courses 
and trained 260 health workers. This year it is also running some outreach training courses, 
of one day, in the field. The other major activity has been the development of extensive 
educational materials, distributed through the Ministries of Health and of Education to 
health care facilities and schools in the country, as well as throughout the region. This has 
been extensively supported by WHO but has been made possible by a Peace Corps volunteer 
graphic artist who is about to leave and will not be replaced. 

Staff at the Centre complained of the staffing problems at the CWM. These would be 
aggravated by the proposed change in the role of the Centre towards more regional 
responsibilities in the South Pacific, and the suggestion that it should become a 
noncommunicable diseases centre. A medical officer solely dedicated to noncommunicable 
diseases was felt to be a minimum extra requirement if such an expansion of activities took 
place. Most of the existing staff have been on WHO short-term fellowships for training, 
mainly to Australia. The possible conflict between the two proposed roles of the Regional 
Diabetes Centre and a National Noncommunicable Diseases Centre might need to be 
explored. Many of the posters seen in the Centre already cover other noncommunicable 
disease risk factors such as obesity, diet and smoking. Again the problem of gross foot sepsis 
in diabetics was alluded to. 

In the afternoon of the second day, the group visited a subdivisional hospital. Some of 
the opinions expressed about peripheral health services by CWM hospital did not appear to 
be supported in terms of referrals, follow-up and drug supply, all of which appeared to be 
working adequately in this well run facility. One of the stated objectives of the decentralized 
health facilities is to reduce patient overload at the central hospital. A technician was 
carrying out simple laboratory investigations, and simple X-rays could be taken. 

A visit was made the following morning to a peri-urban health centre. Here again the 
aim was to provide a local service and decentralize health care, but lack of technical staff 
meant that, apart from urine testing, many patients would still have to go to CWM, especially 
for X-rays. Even if blood was sent to CWM, there would be a lapse in time for diagnosis. 
This makes the regular monitoring of diabetics difficult. Special clinic sessions for 
hypertension and diabetes were held weekly, but the patient load apparently did not allow for 
adequate education or review. The Centre showed evidence of preventive noncommunicable 
disease activities in its information materials and health education posters. Extensive 
monitoring of activities and statistics was also apparent. One of the alleged problems, that of 
drug supply for the chronic diseases such as hypertension and diabetes, did not appear to be 
an actual problem, but there was a shortage of contraceptive supplies. 
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Primary eye care activities were demonstrated for the rest of the morning, and a visit 
was made to the Fijian Society for the Blind. An impressive training programme that had 
taken place at all levels throughout the country was demonstrated. This programme has 
been conducted with WHO support, as well as that of nongovernmental organizations 
devoted to the prevention of blindness. 

At a visit to the Police Headquarters it was suggested that the use of marijuana was the 
major drug problem. The Sub-Committee felt that the reported increases in smoking and 
alcohol consumption were likely to be having a greater impact on the health of the 
community. Alcohol is seen as a major cause of motor vehicle accidents. There had been a 
cabinet-level committee on drug and alcohol abuse, but it has lapsed, and there is currently a 
proposal before the Government to set up a National Bureau of Substance Abuse. Although 
this is to cover alcohol and tobacco (but probably not kava) there appeared to be more 
concern with legislation and law enforcement related to illegal drugs. There is a recently 
formed Fiji Tobacco or Health Committee with representation from the Ministry of Health, 
the Fiji School of Medicine, WHO and some nongovernmental organizations. A similar 
voluntary body has also been recently reestablished in Lautoka in the Western Division. 

The following day a visit was made to the large subdivisional hospital in Sigatoka, 
which was considered most impressive. In contrast to some of the concerns expressed at 
other centres, the hospital was well staffed with adequate drug supplies for chronic diseases. 
There were good communications with the divisional hospital and an established referral 
service with the public health nurses in terms of follow-up of diabetic and hypertensive 
patients. There is now a dietitian who counsels new and existing diabetics on diet and there 
is a health education facility with posters giving information on the prevalent risk factors. 
The one problem area was that, unlike the other centres visited, this one had trained staff for 
the laboratory and radiology work but they felt underused owing to lack of equipment such 
as glucometers, so that diagnosis of diabetes was by blood sample to Lautoka with the result 
returning two weeks later. . 

The Sub-Committee visited the large 300-bed divisional hospital of Lautoka in the 
Western Division and, in contrast, a small single-person nursing station in the same Division. 
The hospital, except on an ad hoc basis, was no longer doing any preventive activities, 
although the dietitian was counselling newly diagnosed diabetics. Lautoka hospital was also 
acting as a local hospital and as such saw many of its chronic noncommunicable disease 
patients at its own clinics. The only special clinic they ran was one for diabetes, which was 
extremely busy and allowed little time for a preventive approach. There did appear to be 
good communication with the zone nurses but considerably less so with activities in Suva. 
Likewise there seemed to be little understanding of the role of the National Diabetes Centre. 
The incomplete registering of diabetics that was occurring in the hospital was felt to be partly 
due to the fact that they never heard what became of the data they sent or what it was used 
for. Nevertheless, there was a strong feeling among the experienced staff concerned that 
there was an increasing problem of noncommunicable diseases, especially hypertension, and 
especially in the Fijian population. For example, pre-eclamptic toxaemia of pregnancy in 
Fijian women had not previously occurred and was now not an uncommon problem. 

In the nursing station, the nursing sister spent most of her time on maternal and child 
health tasks but also had the valuable role of tracing and following up noncommunicable 
disease patients when they were due for their check-ups. She had 50 diabetics and 50 
hypertensives on her books. It appeared that little use was made of her for preventive care 
or monitoring her noncommunicable disease patients. 
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On the last working day, the Sub-Committee met staff from the Fiji School of 
Medicine and the Fiji School of Nursing. The training coordinator for the 
dietitian/community nutritionists course was also present at the former meeting. The 
proposed two-tiered training programme with enhanced community orientation is likely to 
deal with some of the concerns expressed above. To some extent the three new curricula 
appear to be developing in some isolation from each other but all of them contain exciting 
and important initiatives. It is hoped that the new curricula will reflect the importance of 
noncommunicable diseases as the major cause of mortality in the country. There is clearly 
going to be some conflict between the staffmg needs of the expanded institutions and of the 
existing day-to-day health care services, particularly in public and community health, and this 
will also need to be resolved. 

1.3 Conclusions 

The Sub-Committee members were of the unanimous opinion that the health system 
was functioning remarkably wen. particularly at the service level and peripherally, especially 
in view of shortages of human and other resources. In respect of noncommunicable disease 
prevention and control the following conclusions were drawn: 

1.3.1 All available data showed clear evidence of a real and marked increase in the 
prevalence of noncommunicable diseases. Although there has been no national survey since 
1980, risk factors consistent with this increase are anecdotally but consistently reported and 
are also seen in consumption statistics. 

1.3.2 While the existing system of data collection, monitoring and surveillance is 
extensive and currently being rationalized, it needs further strengthening if trends in 
noncommunicable diseases are to be more accurately observed, particularly in measuring the 
effects of intervention. 

1.3.3 Health information feedback and communication between the different levels of 
the health care system also need strengthening to make the management and monitoring of 
noncommunicable disease patients more cost-effective. 

1.3.4 Human resources are clearly insufficient at many levels, partly because of the 
recent emigration of many skilled health workers at all levels. Technicians tend to be 
specifically trained for one area of expertise, though experience in some other Pacific 
countries suggests that simple technical diagnostic procedures such as X"rays and laboratory 
tests can be done by the same worker. Some equipment was non-functional because of lack 
of spare parts and expertise in maintenance. 

1.3.5 Except in Sigatoka, the valuable resource in the public health and other nursing 
staff did not appear to be fully utilized in monitoring and follow-up of chronic 
noncommunicable disease conditions. 

1.3.6 Somewhat related, it appeared that the existing very good primary health care 
structure already in place throughout the country was not being fully used for the control of 
noncommunicable diseases, especially diabetes, although the same system is well utilized in 
the control of leprosy and tuberculosis. This may well be a function of the above-mentioned 
central role played by CWM and the National Diabetes Centre in the diagnosis, treatment 
and management of diabetes with insufficient feedback and use of the peripheral health 
services. It was also pointed out, however, that the work of the zonal nurses and public 
health sisters had got increasingly heavy, and at the same time the popUlation being served 
by each nurse had increased. 
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1.3.7 Although there appears to be increasing awareness of the importance of 
noncommunicable diseases, it still seems to be insufficient to ensure early detection of 
diabetic sepsis and cervical cancer. The latter is the commonest cancer in women, and the 
current education and screening programmes for it seem rather inadequate. 

1.3.8 The Sub-Committee noted the positive commitment of the Government regarding 
noncommunicable disease control, with its recent announcement that it would provide drugs 
for the long-term management of diabetes and hypertension free of charge. 

1.4 Recommendations for WHO collaboration 

1.4.1 There should be a central coordinating mechanism for noncommunicable diseases. 
The question of whether this should be based in a unit in the Ministry (reflecting the recent 
increased emphasis on noncommunicable diseases by the Division of Primary and Preventive 
Health )or at an expanded form of the National Diabetes Centre needs to be examined. This 
might be an area of future collaboration, taking into account the changing needs in the 
community and the proposed changes in medical, nursing and dietetic/nutrition training. In 
this context it was noted that the role of the National Diabetes Centre should be 
communicated more clearly to the major hospitals. Any such centre for the control and 
prevention of noncommunicable diseases should be multisectoral with the minimum 
requirement of a full-time medical director. The Government should set the policy direction 
for the noncommunicable diseases programme in Fiji. The Centre would need to implement 
this policy and set specific aims and objectives. It should also fulfIl the roles of monitoring 
the noncommunicable disease situation, evaluating interventions and training, and ensuring 
consistency in messages to health workers and the community. 

1.4.2 The ongoing collaborative effort with WHO in strengthening and making more 
relevant the health information system should continue. Feedback and appropriate use of 
information by those for whom it is collected is particularly important. 

1.4.3 Despite the shortages of staff and sometimes of other resources, more attention 
should be paid to communication between different levels of health care personnel and the 
follow-up of noncommunicable disease patients. If the larger hospitals seriously wish the 
peripheral services to take on part of the work load for the ongoing management of 
noncommunicable diseases, some form of easy communication needs to be established. 

1.4.4 There is clearly a need for locally trained staff and hence the Sub-Committee 
strongly urges ongoing support from WHO for the upgrading of the Fiji School of Medicine, 
particularly the tiered qualification process. At the same time the enhanced nursing training 
needs active support as does the training for dietitian/nutritionists. The new curricula for all 
three professions have important implications for the control of noncommunicable diseases 
in the community. It may be advisable to clarify the respective roles of the proposed 
professionals and how they might complement one another. 

One constructive way of collaborating might be in greater support for student and 
postgraduate research on community noncommunicable diseases projects which would 
enhance the current situational analysis, improve students' knowledge and improve 
institutional abilities on noncommunicable disease research. Some supplies and equipment 
for increased training needs may be appropriate in establishing the new courses. 

1.4.5 Nurses' training, particularly, should place heavy emphasis on the role of public 
health nurses, perhaps as nurse practitioners, in the management of noncommunicable 
diseases, within the existing primary health care framework. These nurse practitioners could 
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then playa major role in monitoring and following up noncommunicable disease conditions. 
and in health education. 

1.4.6 WHO should continue to collaborate with the Ministry of Health in human 
resource development. as well as in training and technology transfer. The Sub-Committee 
recommends that more emphasis should be placed on training trainers. with adequate follow
up and support to ensure maintenance of standards. as opposed to repeated training courses 
at centralleveI. 

1.4.7 WHO could collaborate in the development of appropriate and practical guidelines 
or manuals to enable community health care workers to undertake more decentralized 
monitoring and management of noncommunicable diseases, and to carry out related 
promotive and preventive activities. 

1.4.8 Education and publicity about noncommunicable diseases, their early recognition 
and prevention and control of risk factors, could be developed in an effort to mobilize the 
community. In particular. these efforts should start in the curricula of primary schools where 
risk factors often first develop. 

1.4.9 WHO should play a role in the coordination of appropriate standardization of 
equipment in the noncommunicable disease programme for ease of maintenance and supply 
of spare parts. 

1.4.10 The WHO intercountry post of medical officer for noncommunicable disease 
prevention and control activities, based in Suva, should be filled. 

2. MALAYSIA 

2.1 Background 

Members of the Sub-Committee visited Malaysia from 1 to 7 July 1990 to review and 
analyse technical cooperation with WHO in the field of noncommunicable diseases. 

Malaysia. composed of Peninsular Malaysia, Sabah and Sarawak. has a total 
popUlation of approximately 17.5 million, with 3.7% of this population aged 65 or above and 
an average life expectancy at birth of approximately 71 years. Infant mortality has decreased 
from 76 per 1000 live births in 1957 to 14.2 in 1988. There has been a marked improvement 
in the socioeconomic conditions of the country with resulting rapid changes in life-styles. It 
is likely that these changes include higher intakes of tobacco, alcohol and foods rich in 
saturated fats, sugar and salt, as well as changes in exercise patterns. Between 1981 and 1989 
the cardiovascular diseases mortality rate increased by 141%. Likewise increases have been 
seen in the cancers, in diabetes, food poisoning and accidents. 

The major causes of death in 1987 were heart disease and diseases of pulmonary 
circulation (24 per 100 000), conditions arising in the perinatal period were second (15 per 
toO 000), followed by accidents (13 per 100000), malignant neoplasms (12 per 100000) and 
cerebrovascular diseases (11 per 100000). That is, 4 out of the 5 leading causes of death are 
noncommunicable diseases (if accidents are included in this category). More recent figures, 
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for certified hospital deaths in 1989, show a similar picture, with the following order: heart 
disease, pre- and post-natal conditions, cerebrovascular disease, accidents, cancer, 
septicaemia and others. 

Risk factors for many of the noncommunicable diseases, such as smoking, diet, 
recreational habits and the environment, are interrelated and tend to be life-style oriented. 
There are some indications that tobacco consumption is increasing in the country despite an 
active organization called Action on Smoking and Health (ASH). High blood pressure, in 
itself a major risk factor for both cerebrovascular and cardiovascular diseases, is highly 
prevalent among the adult population of Malaysia, amounting to almost 15% in one survey. 
All the noncommunicable diseases, including diabetes, are newly emerging problems. 

In recent years, cancer prevention and control programmes have included both 
primary and secondary prevention strategies. Anti-smoking campaigns, including legislative __ 
action, have been introduced. Through the National Population and Family Development 
Board, . which is directly responsible to the Prime Minister's Office, a cervical cancer 
screening programme has been initiated. Hospital-based·cancer.registers also exist, and the 
establishment of a population-based register was recommended in 1987. There are plans to 
introduce a community-based cardiovascular disease prevention and control programme in 
Malaysia. 

In Malaysia, almost all medical services within the country, including those for 
noncommunicable diseases, are provided by the Government. In recent years, owing to the 
enactment of legislation requiring rubber estates and tin mines to build their own hospitals 
and to provide some basic health services for their employees, decentralization of health 
services has to some extent taken place. Some private, religious and nongovernmental 
organizations provide services to patients, including cancer victims, but seldom provide 
preventive services, except for some secondary prevention by screening for the early 
detection of some of the noncommunicable diseases such as cancer and hypertension. 

Although the basic health infrastructure exists, the lack of fmancial and human 
resources have been identified as constraints in tackling the newly emerging problems of 
noncommunicable diseases. As yet, health expenditure on the prevention and control of 
these diseases is relatively small. Training facilities for human resources for special 
disciplines such as cardiology, oncology and diabetology are limited, and there is some 
concern about the fact that those who have been sent abroad for training do not always come 
back. 

Emphasis on WHO collaboration in Malaysia has been on the development of a 
national control programme for noncommunicable diseases, particularly cancer and 
cardiovascular diseases. Consultantships have been provided to develop a cancer control 
programme. with emphasis on case-fmding and cancer information. establishment of cancer 
registries and development of training programmes for personnel in cancer control. 
Consultantships, fellowships and training programmes in epidemiology, nutrition and 
maternal and child health have also been instrumental in the progress in these fields. 

In 1987 there were three WHO consultantships in Malaysia: two concerned with 
cancer (cancer registry and formulation of a national cancer control programme) and one to 
draw up a protocol for the community programme on cardiovascular diseases. There were 
no collaborative activities with WHO for the biennium 1988-1989. Activities proposed for 
the current biennium include a visit by a consultant to collaborate on the development of the 
national plan for the prevention and control of cardiovascular disease. Also, under the 
intercountry programme, a national workshop on prevention and control of other 
noncommunicable diseases is planned. 

-
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2.2 Observations 

After a courtesy call on the WHO Representative, the Sub-Committee accompanied 
him to the Secretary-General, Ministry of Health, from where they went on to a briefmg with 
the Director-General of Health. Malaysia is just nearing completion of the Fifth Malaysia 
Plan, and the sixth one begins in 1991 for a further five years. 

In the policies and strategies of the current health plan there is a specific section for 
noncommunicable diseases. This is in addition to items emphasizing the development of 
health promotion and prevention, intensifying promotional activities in nutrition, promoting 
and maintaining a healthy environment and increasing awareness of health and its 
determinants through health education. The section devoted to noncommunicable diseases 
is as follows: 

'Continue and give emphasis to activities in relevant services and 
programmes to reduce the incidence of noncommunicable diseases, e.g. heart 
diseases, cancer, accidents, etc. through: 

- intensifying active surveillance and monitoring of noncommunicable diseases, 
such as activities for early detection of rheumatic fever; 

- increasing promotive and preventive measures such as health education, anti
smoking campaigns and control of cigarette advertisements; 

- encouraging the establishment of disease-specific clinics in general hospitals, 
e.g. for heart diseases and diabetes and the establishment of community-based 
follow-up clinics.' 

Under the Constitution, health care is an obligation of the Federal Government, and 
the Ministry of Health assumes overall responsibility for medical and health services in the 
country, although other government agencies are involved where appropriate, and the 
private sector is also playing an increasing role. The strategies used in the prevention and 
control of communicable diseases, often in the past with WHO collaboration, have resulted 
in the observed decrease in the prevalence of these diseases, especially the immunizable 
diseases. Virtually all indicators have improved; e.g. life expectancy from birth has 
increased by 14 years over the last 30 years or so. 

In the health services programme booklet of the Ministry of Health, the third of the 
three general objectives is to 'prevent the incidence and prevalence of both communicable 
and noncommunicable diseases'. Under the seven programmes listed for implementation, 
noncommunicable diseases are included with communicable disease prevention and control. 
The following priorities for noncommunicable diseases are listed: (i) action on smoking and 
health, (ii) cancer, (iii) cardiovascular diseases, (iv) accidents, (v) drug addiction and 
poisoning, and (vi) preventable visual defects. 

The general impression of the Sub-Committee was that noncommunicable disease 
prevention had not been a priority during the last five-year plan but that considerably more 
attention is being paid to it in the planning for the next five years. Using the five priorities 
listed above, progress has been impressive but incomplete. In the area of smoking and 
health, direct advertising is theoretically banned and has been banned on television and radio 
since 1982. The ways in which this ban has been circumvented speak volumes for the 
ingenuity of the tobacco manufacturers and suggest that only quite draconian measures are 
going to have an effect. Smoking is banned in certain public areas, public transport, 
government offices and in hospitals and clinics. There is a strong nongovernmental 
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organization (ASH) and there are some early indications that the number of young people 
taking up smoking has either levelled off or is actually decreasing. However, it is not known 
if this is having an effect on the increase in national tobacco consumption that is thought to 
have occurred in recent years. Packets have had health warning labels since 1977 but not tar 
and nicotine levels. Like Fiji, Malaysia is a tobacco-producing country. Nevertheless further 
restrictions on tobacco advertising, and other measures, are planned. 

In the area of cancer, particularly in the Kuala Lumpur General Hospital, curative and 
diagnostic equipment is as sophisticated as anywhere in the world. Screening is considered 
not to be cost-effective although health workers are encouraged to teach breast palpation, 
and to look out for breast lumps themselves. Cervical cancer screening has been officially in 
place since 1981 for women above 35 years. In practice, it tends to be done on high-risk 
groups in the General Hospital but outside Kuala Lumpur on all post-natal mothers. It is 
estimated that only about 25% of the target population is being covered but the activity is to 
be strengthened with the development of public health laboratory facilities and the training 
of additional diagnostic laboratory personnel to read the slides, which will deal with one of 
the main constraints currently encountered. 

As liver cancer is not uncommon it is now the policy for all infants to get immunized 
against hepatitis B. Nearly all receive the first of the HBV antigen immunizations although 
there is some loss of follow-up for the subsequent doses. However, in the rural areas patient 
follow-up by health workers appears to be relatively thorough. The other common cancer is 
nasopharyngeal cancer especially amongst the Chinese population and in Sarawak and 
Sabah. Betel-nut chewing is thought to be the cause of the high prevalence of oral cavity 
cancers amongst the Indian popUlation, although there does not appear to be any special 
health education programme to discourage this. Stomach cancer is relatively common but, in 
contrast to much of the rest of the world, the anecdotal impression was that it was not 
becoming less frequent. 

With the collaboration of WHO, the national cancer registry was initiated in 1987 in 
the Ministry of Health and became functional in 1989. Notifications of cancer cases are 
received from government and private hospitals throughout the country, although 
notification is as yet almost certainly incomplete. It was not clear if the cases were analysed 
with the International Agency for Research on Cancer's Cancer Registry (IARC CANREG) 
programme, which might be useful for international and ethnic comparisons in the study of 
aetiologies. 

In the area of cardiovascular diseases, there is a general agreement that this is an 
increasing problem and several moves are being planned. The major national prevention 
and control activity planned by the Ministry of Health, to be launched before the end of 
1990, will be a series of campaigns to promote healthy living among individuals and targeted 
occupational groups using the primary health care approach. The educational strategy aims 
not only to make the community more knowledgeable in health matters but also to motivate 
the public to develop positive attitudes and healthy behaviour. Six areas of concern have 
been identified: coronary heart disease, cancers, sexually transmitted diseases, diabetes 
mellitus, childhood diseases and food poisoning. The campaigns will be carried out through 
radio, television, the printed media, talks, other forums and person-to-person contact. 

Besides the campaigns, a community-based programme for the prevention and control 
of cardiovascular diseases is being developed in collaboration with WHO. It will have seven 
subprogrammes, dealing with hypertension, smoking, nutrition, obesity, exercise. diabetes 
mellitus and rheumatic fever, and will be integrated into the existing health care services. 
Forward planning to ensure appropriate personnel has already started, as well as work to 
provide the additional facilities that will be required such as widespread capabilities for 
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doing blood lipid profdes. Until those are in place emphasis will be placed on changes in 
personal behaviour. 

In the meantime some plans have already been implemented. One impressive one is 
the Executive Physical Fitness Programme, consisting of a physical exercise schedule, and 
advice on healthy nutrition and stress control. This programme has started with senior 
government executives, who twice a year have a 'health week', in which they experience a 
healthy life-style and behaviour and learn to incorporate some ofthese changes permanently 
into their lives. These two weeks are mandatory. The programme has also been taken up by 
some private organizations and associations and it is hoped that is will be expanded to other 
sectors. At the General Hospital. a large Cardiothoracic Centre is about to be built which, 
although predominantly surgical in approach, will have secondary prevention and health 
education amongst its priorities. 

Accidents, drug addiction, poisoning and preventable visual defects, while important, 
were seen as a lesser priority in terms of the Sub-Committee's task. The Ministry of Health 
is a member of the Road Safety Council and provides advice on the prevention of road 
traffic accidents. It also participates in research projects, provides consulting services, and 
disseminates information on the prevention of industrial accidents and home accidents. 
WHO consultants have collaborated in the development and review of accident prevention 
strategies. 

Not listed in the programmes were the other noncommunicable diseases such as 
diabetes, cerebrovascular diseases and hypertension. For all of these there are indications in 
hospital and other health service statistics that the prevalence is increasing. There does not 
seem to be the same problem with foot sepsis as in Fiji. 

In the afternoon a visit was made to a large, relatively new hospital outside Kuala 
Lumpur at Klang. Again the facilities seemed very adequate although there is said to be a 
shortage of staff; This would appear to be the case for dietitians and health educators. 
There was only one of each of these, and they were both over-worked in this very large 
hospital. There appeared to be little opportunity for preventive and health education work. 

A morning was spent at the Institute for Medical Research, and the rest of the day was 
spent at the· General Hospital, Kuala Lumpur. The Institute, apart from acting as a 
Collaborating Centre for the training of malaria control personnel, also contains the WHO 
Regional Centre for Research and Training in Tropical Diseases and Nutrition. Much of the 
noncommunicable disease and nutrition research that is going on is in the area of the 
cholesterolaemic and atherogenic effects of palm oil, or more correctly, the apparent lack of 
such effects. The economic reasons for this attention are obvious. One of the things that 
became apparent was that much of the nutritional information was on undernutrition, and 
the role of nutrition in noncommunicable disease prevention and control is currently under
appreciated. There are for instance no national dietary goals that can be referred to, and no 
targets to reduce the intake of harmful ingredients such as saturated fats. It was noted that 
the recently created post of clinical nutritionist in the WHO staff list is being filled. 

In view of the good facilities and the existence of an epidemiological and biostatistics 
section in the Institute, plus the ethnic diversity of the country, there would appear to be 
room for some valuable epidemiological studies on noncommunicable disease prevalence by 
race etc., or at least on risk factor prevalence including diet. As the Government is about to 
launch major noncommunicable disease intervention strategies, this would appear to be 
essential for baseline and evaluation purposes. However, the Sub-Committee is, of course, 
aware of the constraints of personnel and the previous commitments of the Institute. 
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On the third day, health facilities in the State of Negeri Sembilan were visited, after a 
briefmg by the State Director. Among the facilities visited were the Health Sub-Centre at 
rural Pedas and the Rural Health Training School at Rembau, as well as the main Health 
Centre in this town. From there the Sub-Committee went to the District Health Office in 
Tampin. All these facilities showed well-established and impressive health infrastructure 
with enthusiastic and committed staff, although again the impression was that 
noncommunicable diseases were seen as a low priority. This may in some areas be a realistic 
perception of priorities, but all the available statistics that were shown to the Sub-Committee 
indicated that a steady increase in noncommunicable disease prevalence is already making 
itself felt. Virtually all the health personnel spoken to were aware of this, and particularly 
with regard to smoking and the effects of changing diet, are prepared for this to become a 
larger part of their preventive activities in the future. As the policy-making of the health 
system is very centralized, the lead in this will need to come clearly from the Ministry. 

On the last day a field visit was made to a rural clinic in Kuala Langat District and to 
the District Hospital in Banting. Finally, debriefing was held at the Division of Health 
Services in Kuala Lumpur. 

2.3 Conclusions 

The Sub-Committee were of the unanimous opinion that the health system was based 
on a solid infrastructure with the flexibility required to respond to changes in health 
priorities. A shortage of some categories of staff was reported to be a constraint. In the 
superficial review that was possible in this short visit, this did not seem to be a major 
constraint. In respect of the noncommunicable disease prevention and control activities, the 
following conclusions were drawn: 

2.3.1 All the available data showed clear evidence of a real and marked increase in 
noncommunicable disease prevalence. This being so, it was felt that noncommunicable 
disease prevention and control activities had not received sufficient attention in the last five
year plan but that the indications are that they will be given considerably more attention in 
the forthcoming plan. 

Measured against the stated intentions of intensifying active surveillance and 
monitoring of noncommunicable diseases, increasing promotive and preventive measures 
and encouraging the establishment of disease-specific clinics, it was felt that important 
progress had been made in all these areas. 

2.3.2 Although health facilities at all levels collect data, there is currently insufficient 
data on noncommunicable diseases incidence and prevalence and on risk factor prevalence 
and trends. This would appear to be especially so given the proposed major initiatives 
planned by Government. 

2.3.3 Although difficult to judge in such a short visit, it appeared that the major centres 
were being overloaded in the treatment of noncommunicable diseases, whereas the 
peripheral health system could playa larger role in prevention and promotion, as well as the 
management and follow-up of chronic patients. This seemed to be particularly so in the 
support services of health education and dietary counselling, which means that both primary 
and secondary prevention activities are currently not being undertaken to the extent that 
might be seen as desirable. 
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2.3.4 The epidemiological and public health role of the Institute for Medical Research is 
not currently being fully exploited in terms of noncommunicable disease risk factor 
prevalence. 

2.3.5 WHO collaboration has been useful in the past but in more recent times it could 
have been more usefully exploited in the prevention and control of noncommunicable 
diseases, including collaboration on research, data collection and application, and national 
dietary information and risk factor prevalence. The Ministry, however, stressed its 
appreciation of past collaboration in the development of its community-based cardiovascular 
disease and noncommunicable disease control programmes. 

2.4 Reco~mendations for WHO collaboration 

In view of the above conclusions, the team made the following recommendations: 

2.4.1 There should be increased collaboration with WHO in the field of 
noncommunicable disease prevention and control activities. In particular, as the planning is 
already well advanced, there should be collaboration in the area of evaluation of the 
proposed interventions. 

2.4.2 Through the medium of the Institute for Medical Research and other appropriate 
institutions, there should be increased collaboration in the area of data collection and 
surveillance. An early part of this might be the collection of baseline national data on the 
prevalence of noncommunicable diseases and trends in risk factor prevalence. 

2.4.3 Given the central role of nutrition in the aetiology of many of the 
noncommunicable diseases, increased attention should be given to information on national 
diets, ethnic differences and the development of dietary goals. 

2.4.4 Within the current staffing constraints, collaboration on increasing promotive and 
preventive measures, such as health education, anti-smoking campaigns and dietary advice 
and training, would be particularly useful, especially in materials development. 

2.4.5 There appears to be a specific need to build on the anti-smoking measures already 
in place by further restricting tobacco advertising, increasing the number of no-smoking 
areas and creating smoke-free environments in educational institutions and other public 
areas. Possible areas of collaboration are outlined in the Regional Action Plan on Tobacco 
or Health, 1990-1994. 

2.4.6 Many of the behaviour patterns that are risk factors for noncommunicable diseases 
are adopted at an early age, and hence education on these matters should be given early. A 
possible way of doing this is through the primary and secondary school health education 
curricula. 

2.4.7 While expanding the role of the peripheral level of health care, including the 
private sector, in the promotive, preventive and curative aspects of noncommunicable 
diseases control, the Ministry should maintain its leadership in establishing priorities, in the 
standardization of messages and in the evaluation of the programme. 
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