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COUNTRY VISITS 

(Report of the Sub-Committee of the Regional Committee on 

Programmes and Technical Cooperation, Part I) 

The Sub-Committee of the Regional Committee on Programmes and Technical 

Cooperation met from  29 June to 1 July 1998 to review and finalize the report on the 

country visits made by four of its members to Fiji and Malaysia within the framework of 

item (5) of its terms of reference, with regard to WHO’s collaboration in the field of 

Healthy Cities and Healthy Islands, with particular reference to health information systems.   

The attention of the Regional Committee is drawn to the findings, conclusions and 

recommendations of the Sub-Committee presented in this document. 
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1.  INTRODUCTION 

The Sub-Committee of the Regional Committee on Programmes and Technical Cooperation 

held its thirteenth meeting in Manila from 29 June to 1 July 1998.  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 to the Regional Committee is on the country visits made by four of the 

Sub-Committee’s members to  Fiji from 15 to 19 June, and to Malaysia from 22 to 26 June.  It 

summarizes the Sub-Committee’s observations, conclusions and recommendations.  

Dr Caleb T. O. Otto acted as Chairman and Dr Franςois Laudon and Mrs Remedios V.S. Paulino 

acted as Rapporteurs for the country visits.  The visits were undertaken within the framework of item 

(5) of the terms, with reference to WHO’s collaboration in the field of Healthy Cities and Healthy 

Islands, with particular reference to health information systems. 

The meeting was opened by Dr B.P. Kean, Director, Programme Management, on behalf of 

Dr S.T. Han, Regional Director.  Dr Caleb T. O. Otto was elected Chairman of the meeting and Dr 

Mak Kwok Hang and Mrs Remedios V.S. Paulino as Rapporteurs. 

2.  REVIEW AND ANALYSIS OF WHO’S COLLABORATION WITH 

COUNTRIES:  REPORT ON THE COUNTRY VISITS 

FIJI AND MALAYSIA 

2.1 Perspectives and findings during the country visits 

Within the framework of item (5) of its terms of reference, the Sub-Committee reviewed and 

analysed WHO’s collaboration with Member States in the field of Healthy Cities and Healthy Islands, 

with particular reference to health information systems. In the course of reviewing the report of the 

members’ visits, the Sub-Committee made a number of comments, suggestions, conclusions and 

recommendations, which are reflected in the final report of the country visits adopted by the Sub-

Committee and presented as Annex 3 of this document. 
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Within the constraints of time and the availability of relevant information, the members 

reviewed the situation in the field of Healthy Cities and Healthy Islands, with particular reference to 

health information systems. 

The Sub-Committee noted that Healthy Cities and Healthy Islands projects in both countries 

were broadly successful in achieving their aims. Although there were important differences between 

the two countries – both in their physical, socioeconomic and political environments and in their 

approach to Healthy Cities and Healthy Islands – the Sub-Committee felt that there was also a high 

degree of commonality between the successes and shortcomings of the projects in both countries. It 

felt that, by drawing out these similarities, valuable lessons could be learnt by other countries 

contemplating similar initiatives. The topic was especially relevant since so many new Healthy Cities 

and Healthy Islands projects in the Region were either being planned or were in early stages of 

implementation.  

In an attempt to enhance the practical value of its recommendations, the Sub-Committee 

grouped its findings under three broad headings: starting Healthy Cities and Healthy Islands projects; 

sustaining and improving existing projects; and transferring successful experiences to new sites.  

Starting Healthy Cities and Healthy Islands projects 

(1) Both Fiji and Malaysia demonstrated that commitment to the concept of Healthy Cities and 

Healthy Islands was essential if the projects were to take off.   This commitment has to come from 

both the top level of government and the community involved. High-level support was needed if 

Healthy Cities and Healthy Islands projects were to be a prominent part of Government policy and to 

receive adequate funding. Such support was evident in both Fiji and Malaysia. However, it was also 

critical that the community had a strong sense of ownership in the projects. 

(2) Crucial to obtaining both political and community-level support was the selection of an 

appropriate entry point. If the political leaders and inhabitants of  Healthy Cities or Islands could see 

tangible benefits from the initial activities they would lend the project their support.  Environmental 

health was the entry point in both Fiji and Malaysia. 

(3) Healthy Cities and Healthy Islands projects in both Fiji and Malaysia demonstrated the 

importance of a supportive cultural and social milieu.  This was evident in the way in which both 

countries’ Healthy Cities and Healthy Islands projects were launched successfully and progressed in a 

well coordinated manner.  
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Sustaining and improving existing projects 

(4) Experience in both countries demonstrated that coordination was a vital element of 

successful Healthy Cities and Healthy Islands projects. The intersectoral nature of these initiatives 

means that at the national level support has to be sought from within the health sector and beyond. 

The importance of coordination in a Healthy Islands context was recognized by the Rarotonga 

Agreement: Towards Healthy Islands  which set a specific deadline for the establishment of a 

coordination mechanism. Although one does not exist at present, Fiji was moving towards the 

establishment of such a coordination  mechanism.  In Malaysia, national coordination was carried out 

by the Department of Health.  However, coordination was not just a matter for the national level nor 

only for the health sector;  Healthy Cities and Healthy Islands activities needed to be closely 

coordinated at all levels.  

(5) Implementation of national policy towards Healthy Cities and Healthy Islands is facilitated 

by a national plan of action. Formulation of such a plan of action was also recommended by the 

Rarotonga Agreement.   Fiji is currently formulating such a plan by developing existing mechanisms.  

In Malaysia, the Healthy Cities approach is included in the Seventh Malaysia Plan and there is also a 

national policy to extend the initiative beyond the two initial projects in Johor Bahru and  Kuching. 

(6) Training and more general capacity building were essential if Healthy Cities and Healthy 

Islands projects were to survive beyond the initial enthusiasm that often accompanied their launch. In 

the field of training, Fiji was using the Fiji School of Medicine and the Fiji School of Nursing 

effectively  to enhance contact between health professionals and the community in pursuing Healthy 

Islands activities. Malaysia had held numerous workshops, courses and conferences, but to date these 

had been aimed at higher level actors.  In terms of more general capacity building, Healthy Cities and 

Healthy Islands projects were catalysing the development of a community spirit. 

(7) Both countries demonstrated the importance of a robust information system. If long-term 

political support is to be forthcoming and if Healthy Cities and Healthy Islands are to continue to 

attract resources, it is essential that achievements be properly documented and that specific indicators 

be formulated and regularly  monitored. Fiji had recently developed a core data set, while Malaysia 

was paying particular attention to improving its capacity for electronic information management.   

Both countries ultimately aim to develop non-traditional indicators that encompass all dimensions of 

Healthy Cities and Healthy Islands. 
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Transferring successful experiences to new sites  

(8)  The experience of both Fiji and Malaysia showed that, if successful experiences are to be 

replicated within the countries (or in other counties elsewhere in the Region), the capacity to present 

the achievements and lessons learnt  of individual projects should be a part of Healthy Cities and 

Healthy Islands projects. Malaysia has been particularly successful in this regard, with the national 

Director of Disease  Control taking a leading role in promoting the concept. Malaysia has also 

rendered valuable advice to other countries in the Region contemplating establishing Healthy Cities. 

In Fiji, the recently developed core data set will prove valuable in promoting the monitoring, 

evaluation and extension of Healthy Islands projects.  

3.  CONCLUSIONS 

(1)  The Healthy Cities and Healthy Islands projects in Fiji and Malaysia have been successfully 

established and are progressing in positive directions. 

(2) The successful launching and implementation of the Healthy Cities and Healthy Islands 

projects in Fiji and Malaysia were facilitated by many factors, including strong political commitment, 

a high level of community support and the presence of a conducive social and cultural milieu. 

(3) The importance of an effective health information system is recognized in both countries.  

The need to refine the existing health information systems is acknowledged and appropriate actions 

are being taken to carry out such improvements. 

(4) WHO collaboration in Healthy Cities and Healthy Islands projects was considered adequate 

by both countries.  WHO’s support was particularly valued in the fields of human resources 

development, technical support and professional advice. 
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4.  RECOMMENDATIONS 

Recommendations to WHO 

(1) WHO should continue to collaborate with Member States on Healthy Cities and Healthy 

Islands projects, particularly through human resources development and the provision of technical 

support and professional advice.   

(2) Particular emphasis should be placed on the development of health information systems in 

Member States. For example, professional support from WHO will be needed in the formulation of 

health indicators for Healthy Cities and Healthy Islands.  

(3) WHO should continue to promote the concept and extension of Healthy Cities and Healthy 

Islands. In particular, WHO can play a valuable role in facilitating the transfer of experience from 

established projects to new initiatives.  

(4) Future areas for research and collaboration should be explored. Such areas should include the 

impact of urbanization and the health for all approach on Healthy Cities and Healthy Islands 

initiatives.  

Recommendations to Member States 

(1) Member States planning and implementing Healthy Cities and Healthy Islands initiatives 

should pay particular attention to pre-existing contextual factors, such as political commitment (in 

particular financial commitment), community support, an appropriate entry point and a conducive 

social and cultural milieu.  

(2) Given that an effective health information system is essential to monitor and evaluate Healthy 

Cities and Healthy Islands projects, Member States should ensure that improvements to and 

refinements of health information systems should be an integral part of planning and implementing 

Healthy Cities and Healthy Islands initiatives. 

(3) Member States that plan to extend existing Healthy Cities and Healthy Islands projects 

should give due consideration to incorporating the following elements:  establishment of a national 
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coordinating body, formulation of a national plan of action, delineation of core activities, and a 

mechanism to ensure that successful experiences and lessons learnt can be transferred from 

established projects to new initiatives. 

(4) Member States are recommended to collaborate with WHO, both to learn from experiences 

of Healthy Cities and Healthy Islands projects elsewhere in the Region and the world and to pass on 

their own experiences to other Member States in the Region and beyond.  

Recommendations to the Regional Committee 

The Sub-Committee proposed that, subject to finalization of details at the time of the 

Regional Committee session in September 1998, the topic to be reviewed in 1999 should be ageing 

and health.  The Sub-Committee also proposed that Palau and the Republic of Korea should be 

visited in 1999, subject to the agreement of the governments concerned. 
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ANNEX 1 

TERMS OF REFERENCE 

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 among 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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ANNEX 2 

LIST OF MEMBERS 

CAMBODIA    Dr Mean Chhi Vun 
     Deputy Director General of Health 
     Ministry of Health 
     Phnom Penh 
     Cambodia 
 
 
FIJI     Dr Asinate Boladuadua 
     Director of Primary and Preventive Health Services 
     Ministry of Health and Social Welfare 
     Kaunikuila House 
     Suva 
     Fiji 
 
 
FRANCE (FRENCH POLYNESIA) Dr Franςois Laudon∗   
     Directeur de la Santé en Polynesie Franςaise 
     Ministre de la Santé et de Recherche 
     B.P. 611 Papeete-Tahiti 
     French Polynesia 
 
 
HONG KONG, CHINA   Dr Mak Kwok Hang ∗  
     Consultant (Community Medicine) 
     Department of Health 
     Wan Chai 
     Hong Kong, China 
 
 
MONGOLIA    Dr Purevjav Altankhuyag 
     Director 
     Department of Information, Monitoring and Analysis 
     Ministry of Health and Social Welfare 
     Olimpic Street 2, Ulaanbaatar 11 
     Mongolia 
 
 
 
 

                                                           
∗  Participants in the country visits to Fiji (15 - 19 June) and Malaysia (22 - 26 June) 
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PALAU    Dr Caleb T. O. Otto∗   
     Director 
     Bureau of Public Health 
     Ministry of Health 
     P.O. Box 6207 
     Koror 
     Palau 
 
 
PHILIPPINES    Mrs Remedios V. Paulino∗  
     Director III 
     Internal Planning Service 
     Department of Health 
     San Lazaro Compound 
     Rizal Avenue, Sta. Cruz 
     Manila 
     Philippines 
 
 
Viet Nam    Dr Ngo Van Hop 
     Director 
     Department of International Cooperation 
     Ministry of Health 
     Hanoi 
     Viet Nam 

                                                           
∗  Participants in the country visits to Fiji (15 - 19 June) and Malaysia (22 - 26 June). 
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ANNEX 3 

REPORT ON COUNTRY VISITS 

1. INTRODUCTION 

Four members of the Sub-Committee visited Fiji and Malaysia from 15 to 26 June 1998.  

They were Dr François Laudon (French Polynesia, France), Dr Mak Kwok Hang (Hong Kong, 

China), Dr Caleb T. O. Otto (Palau) and Mrs Remedios V.S. Paulino (Philippines).  The purpose of 

the visits was to review and analyse the impact of WHO’s cooperation with these countries in the 

field of Healthy Cities – Healthy Islands, with particular reference to health information systems.  

The Sub-Committee members elected Dr Caleb T. O. Otto as Chairperson and Dr François Laudon 

and Mrs Remedios V.S. Paulino as Rapporteurs. 

1.1 Role of the Sub-Committee 

The role of the Sub-Committee of the Regional Committee on Programmes and Technical 

Cooperation is to provide information, analysis and recommendations to the Regional Committee on 

the development and implementation of various priority issues in the health-for-all strategy in the 

Western Pacific Region.  The terms of reference of the Sub-Committee include undertaking country 

visits to review and analyse the impact of WHO’s cooperation with Member States and observe 

developments with regard to selected themes.  Healthy Cities – Healthy Islands with particular 

reference to health information systems was selected as the theme of the country visits in 1998. 

1.2 Global and regional initiatives in Healthy Cities and Healthy Islands 

In 1986, the WHO Regional Office for Europe proposed a health promotion project, based on 

the Ottawa Charter of 1986, which was to become known as the “Healthy Cities” project.  The 

project aimed to apply the principles and strategies of health for all in cities.  The project has 

generated great enthusiasm and wide participation by many stakeholders, and has become a public 

health movement across Europe.  By 1990, Healthy Cities projects had begun in several industrialized 
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countries, particularly in Europe and North America, but also in Australia, Japan and New Zealand in 

the Western Pacific Region.  The emphasis of these projects was on health promotion. 

In the late 1980s and early 1990s, the WHO Regional Office for the Western Pacific began a 

series of consultative meetings on urban health issues with experts from its Member States.  The 

results of these regional meetings were summarized in a document entitled “Healthy Urban 

Environment”, which was presented in a technical discussion conducted in conjunction with the 

forty-third session of the Regional Committee for the Western Pacific, held in Hong Kong in 

September 1992.  In 1993, WHO convened a Bi-Regional Meeting on Urban Health Development in 

Manila, involving participants from selected cities of the WHO South-East Asia and Western Pacific 

Regions.  In early 1994 WHO discussed with the Governments of China, Malaysia and Viet Nam a 

project proposal which would launch Healthy Cities activities in selected cities.   

New horizons in health, the Western Pacific Region’s policy document, was endorsed by the 

forty-fifth session of the Regional Committee for the Western Pacific in September 1994.  With its 

strong emphasis on health protection and health promotion, New horizons in health has helped the 

Healthy Cities programme to develop in the Region.  In conjunction with an international conference 

on Healthy Cities, a regional consultation was held in October 1996 in Beijing to review the 

development of Healthy Cities projects which had been started since 1994.  This meeting produced a 

regional action plan for promoting the Healthy Cities programme.  Currently, about 140 Healthy 

Cities projects are being implemented in the Region. 

The Healthy Cities concept of broad-based participation in health protection and health 

promotion has been applied to health development in island settings.  These projects have become 

known as Healthy Islands projects. A Conference of Ministers of Health of the Pacific Islands, held 

in Fiji in March 1995, discussed the Healthy Islands concept, and adopted the Yanuca Island 

Declaration on Health in the Pacific in the 21st Century.  The Healthy Islands concept was examined 

further in August 1997 by the Ministers of Health at a meeting in Rarotonga, Cook Islands.  The 

Rarotonga Agreement that resulted from this meeting reaffirmed the Ministers’ commitment to the 

Healthy Islands approach, noted the progress that had been made since the Yanuca Declaration in 

implementing the approach, and suggested an overall framework for further action.  The Western 

Pacific Region is the only region of WHO where Healthy Islands projects are actively being  

promoted. 
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In 1995, the WHO global Management Development Committee endorsed an Interregional 

Programme on Healthy Cities.  In the same year, a meeting of regional focal points and members of 

the Headquarters Working Group on Healthy Cities was held.  Subsequently interprogramme working 

groups in Headquarters and the regional offices were established to foster the participation of 

different programmes/units in Healthy Cities activities.  These groups played an important role in the 

preparation for World Health Day 1996, in which over 1000 cities around the world participated.  

Although the exact number of Healthy Cities projects being implemented internationally is not 

known, over 1200 cities are currently carrying out such projects.  The majority of these projects 

(about 1000) are located in the European and American Regions.  At present, efforts are underway to 

develop a global directory of Healthy Cities projects. 

1.3 WHO collaboration 

WHO collaborates with Member States in the development and implementation of Healthy 

Cities-Healthy Islands activities by: 

(1) providing information, technical advisory services and seed money for the formulation and 

implementation of local action plans for Healthy Cities and Healthy Islands projects in 

strategically selected locations; 

(2) strengthening national capabilities to coordinate Healthy Cities and/or Healthy Islands activities 

in developing countries through the establishment of national coordination mechanisms, 

preparation of national action plans and organization of national workshops; 

(3) facilitating the exchange and sharing of information and experience among Healthy Cities and 

Healthy Islands projects and associated national coordinators through study tours and regional 

meetings; 

(4) disseminating global and regional guidelines for the development of Healthy Cities and Healthy 

Islands projects and information on innovative approaches, best practices and lessons learnt 

through the timely publication of regional case-study reports; 

(5) developing human resources through the provision of training courses for personnel involved in 

Healthy Cities and Healthy Islands projects; and 
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(6) identifying and cooperating with other United Nations and international partner agencies and 

nongovernmental organizations with similar interests to support Healthy Cities and Healthy 

Islands projects. 

2.  FIJI 

The four members of the Sub-Committee visited Fiji from 15 to 19 June 1998. 

2.1 Background 

Fiji is the second largest Pacific island country in both population and land area.  

Approximately 800 000 people occupy 332 islands which cover more than 18 000 square kilometres.  

Fiji has a sea area of 1 146 000 square kilometres.  The population is concentrated on the two largest 

islands, Viti Levu and Vanua Levu, with the nation’s capital of Suva located on Viti Levu.  The 

Bureau of Statistics estimates that in 1995 50.7% of the population was indigenous Fijian, 43.5% 

Indo-Fijian, and 5.8% other ethnic groups, mostly Chinese, other Pacific islanders and Europeans.  

Since 1990 the rate of emigration has slowed significantly, although it remains relatively high,  and 

population growth has risen to about 1.5% per annum, double the average growth rate between 1986 

and 1990.  This has a number of implications for the age structure of the population and the skills 

base of the working age population. 

Fiji is one of the most urbanized of the Pacific island nations with roughly 40% of the 

population living in urban areas.  The social issues that affect health include increased alcohol use, 

motor vehicle accidents and urban poverty.  Fiji’s per capita gross national product in 1993 was 

US$ 1554.70. 

2.1.1 Health status and problems 

In general, there has been significant improvement in Fiji’s health status over the past 20–25 

years.  This is reflected in higher life expectancy, a lower infant mortality rate, and the controlling 

through immunization of  diseases such as poliomyelitis and tetanus.  Fiji is also free of malaria, and 

there have been notable improvements in sanitation and hygiene. 
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There have been some recent changes in disease patterns in Fiji.  Due to economic growth 

and urbanization, lifestyles have changed.  As a result, there have been increases in chronic diseases 

such as diabetes, heart diseases, cancer and respiratory diseases. 

Over the last 20 years, diseases of the respiratory system have consistently topped the list of 

hospital admissions.  Other major reasons for admissions to hospitals include obstetric admissions, 

injury and poisoning and circulatory diseases.  This indicates that an epidemiological transition from 

infectious to noncommunicable diseases is occurring in Fiji.  However, infectious diseases continue 

to be significant causes of morbidity. In early 1998, Fiji experienced a major dengue outbreak. 

Circulatory diseases had the highest mortality rates among hospital admissions, followed 

closely by infectious and parasitic diseases and cancer.  Perinatal conditions had a high case fatality 

rate of 13% in 1974, but this had dropped to around 1% in 1994.  This could be due to improvements 

in antenatal and postnatal care, to improved delivery facilities in hospitals, and to the higher 

percentage of births now occurring in the three major hospitals. 

2.1.2 National health priorities 

The Ministry of Health has a plan to address the following priority health and health-related 

issues by 2000: 

• Health sector reform and establishment of health information systems.  Reforms and 

establishment of health information systems will be pursued through health care financing, 

decentralization of health services and capacity building of individual managers and 

institutions. 

• Health promotion and protection. In line with New horizons in health and the Yanuca Island 

Declaration, health promotion and protection will be the most important strategy of the plan.  

Health promotion will be incorporated into all health programmes, including the prevention 

of drug and alcohol abuse, anti-smoking campaigns and improving school health. 

• Protection of the environment and promotion of urban health. Healthy Islands programmes 

will be strengthened and will include a vector-control element, especially the prevention and 

control of mosquito-transmitted diseases. 
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• Development of human resources for health.  Health workforce planning and training will 

continue.  Collaboration  with other countries in the Pacific will also be developed in order to 

alleviate shortages of skilled personnel and to provide quality health care to all communities, 

especially in view of emerging health problems. 

• Disease prevention and control.  Emphasis will continue to be put on prevention and control 

of emerging or re-emerging communicable diseases.  Sexually-transmitted diseases and 

HIV/AIDS will be controlled through health education and other means.  Prevention and 

control of noncommunicable diseases (in particular diabetes, cardiovascular diseases and 

hypertension) will also receive attention. 

2.1.3 Health resources 

There are 2747 health staff who provide health care services resulting in over 2 million 

patient contacts per year, including approximately 60 000 hospital admissions.  The Ministry of 

Health spends nearly US$ 80 million per year on health services, 7% of which comes from foreign 

partners. Approximately 70% of the annual budget is spent on salaries, the remainder is spent on 

purchasing supplies and essential drugs, training staff, running special health programmes, and 

improving facilities. Expenditure on health services represents 9% of government expenditure and 

2.4% of GDP. 

Fiji’s economy over the medium term (1998–2000) is expected to grow at an average of 

around 3% per annum.  This growth will be derived from tourism, mining and export-oriented 

manufacturing sectors.  Due to financial constraints, the proposed programme budget is mainly 

directed at the priorities identified in the national development plan and the national health 

development plan.  The objective of the planned programme activities is to improve the managerial 

process in the health sector. 

2.2 Visits and findings 

The Sub-Committee members held meetings with officials of the Ministries of Health; 

Labour and Industrial Relations; Education; Local Government, Housing and Environment; and 

Regional Development.  They also visited the Central Planning Office;  Fiji School of Medicine;  and 

Fiji School of Nursing.  They visited the Kadavu Rural Health Project;  health centres in Mokani and 
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Nausori;  a community health worker clinic;  the National Centre for Health Promotion;  the Makoi 

Environment and Health Promotion Centre;  and Tailevu Healthy Town Project. 

The main findings are as follows: 

(1) Policy commitment.  Support for Healthy Islands is evident at ministerial, departmental and 

unit level both within both the health and non-health sectors.  Non-health sectors which are involved 

in the National Health Promotion Council are aware of their commitment and have seconded senior 

personnel to serve on the Council.  

An explicit Healthy Islands Action Plan does not yet exist in Fiji.  The National Development 

Strategy supports such a plan.  The development of a Healthy Islands Action Plan would probably 

draw on a combination of the Action Plan of the National Health Promotion Council and the National 

Environmental Health Action Plan, among others. 

(2) Coordination of Healthy Islands.  There is no national Healthy Islands coordinating body.  

Fiji is committed to the Rarotonga Agreement, which set a deadline for the establishment of a 

national Healthy Islands coordinating mechanism and a Healthy Islands Plan of Action by the end of 

1998.  It is generally agreed that yet another national multisectoral body is not an appropriate 

solution.  It is also recognized that national coordinating bodies exist already.  For example, the 

Central Board of Health has an environmental health remit.  Various organizations are represented on 

the National Health Promotion Council, which has as one of its aims:  to increase the reach and 

effectiveness of health promotion as a fundamental strategy for the attainment of the Healthy Islands 

vision in Fiji.  As such, the Council would appear to be the most likely candidate for the Healthy 

Islands coordinating mechanism for Fiji. 

A debate exists with regard to the coordinator of the "Healthy Islands" programme within the 

health sector.  The current focal point for Healthy Islands initiatives is the Director of Preventive and 

Primary Health Services.  It may be desirable that this remains so, or that the Permanent Secretary 

himself be the designated focal point or coordinator.  These alternatives would provide high-level 

policy support and be acceptable to all professional groups concerned.  Both the Director and the 

Permanent Secretary will be in a good position to coordinate all activities. 
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(3) Major health problems.  Each community visited had its own health problems.  The health 

needs assessment that had been carried out for each community project had incorporated the 

community's perceptions, rather than leaving it to the agency involved to identify health needs.  

Nevertheless, several issues were common to many communities. These included: water and 

sanitation, waste management, nutrition-related concerns, road safety, and substance abuse (alcohol 

and tobacco). 

(4) Environmental health as an entry point.  Environmental health was a major entry point in 

developing the Healthy Islands initiative in Fiji.  Environmental health officers from the Ministry of 

Health played a key role in the training and retraining of village health workers.  The process began 

on the island of Kadavu in 1996 as part of an AusAID-funded rural health project.  Subsequently, 

with the support of WHO, the Ministry of Health has further developed the programme in Kadavu 

and adopted this approach on the island of Ovalau and in the urban and peri-urban areas of Viti Levu, 

including a squatter settlement near Nausori, a peri-urban area of Makoi, Suva (where a community 

environment and health promotion centre was established) and a school community in Deuba, Navau.   

The Fiji Institute of Environmental Health was established in 1996.  It is now recognized by 

the Ministry of Health as the professional organization representing the Environmental Health 

Officers of Fiji.  It was established to promote the growth and development of the profession and has 

been very active in supporting the community-based Healthy Islands initiatives mentioned above.  

The Institute played a major role in a UNDP/WHO-supported project to develop a national 

framework to integrate health and environmental considerations into planning for sustainable 

development.  The project aims to enhance the country’s capacity to integrate and harmonize the 

various activities related to health, environment and sustainable development.  The results of the 

project were summarized in the National Environmental Health Action Plan in February 1998. 

(5) Training and capacity-building.  All Healthy Islands projects implemented so far contained 

an important element of training for the community and for the health workers involved. This has 

ranged from informal demonstrations, to formal workshops and the production of targeted 

educational materials.  Plans for future extension of Healthy Islands projects include the following: 
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• the Healthy Communities Project that follows on from the Kadavu Rural Health Project 

has in-built activities to train trainers in the community and to develop managerial skills 

to improve the sustainability of community action; 

• the Fiji School of Nursing is continuing its long tradition of Healthy Communities 

placement of nurse trainees as part of its basic nursing courses, and is now planning a 

post-basic nurse practitioner course targeted at workers in more remote areas; 

• the newly autonomous Fiji School of Medicine has re-organized itself and created within 

it a School of Public Health and Primary Care that refers to itself as the "Healthy Islands 

School". It has recruited highly qualified staff and is re-organizing existing courses as 

well as planning new courses that aim to enable health professionals to support Healthy 

Islands activities;  and 

• the National Centre for Health Promotion, established recently with support from 

AusAID and JICA, has the capacity to design, implement and evaluate health promotion 

campaigns as well as to provide training to health personnel involved in community 

work.  The National Centre acts as the secretariat for the National Health Promotion 

Council. 

At local level there is excellent coordination between various health professionals and the 

community.  The divisional and subdivisional medical officers were well informed about and 

supportive of the Healthy Islands vision.  Among the professionals who could usefully contribute to 

these projects in the community, there is a shortage of dieticians and nutritionists at village and 

district levels. 

(6) Community participation.  Support for Healthy Islands at the community level is very 

strong.  It is clear that the level of participation of the community in initiatives to assess health needs 

and to implement solutions is very high.  Staff at local level are motivated and committed.  They have 

excellent rapport with their communities.  This pre-existing rapport builds on two foundations.  First 

is the existence of traditional indigenous Fijian mechanisms for communal consultation and decision-

making.  Second is Fiji's strong history of development in the area of primary health care. 

(7) Health information systems.  The health information system is in the process of growth and 

refinement.  The development of a core data set across the country is enabling the collection of 
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comparable and timely data from all over Fiji.  The initial development of a set of Healthy Islands 

indicators is a pioneering step.  The responsible unit is well aware of the potential of the system it is 

developing for linkage studies between peripheral and central units, and between health and non-

health sectors.  It is also aware of the need for information to be action-oriented so that the system 

does not generate a pile of unused data, but rather data that contribute to timely and relevant 

prevention and control and to monitoring and evaluation.  Generally, the information base for 

planning and evaluating Healthy Islands projects is well established and heading in a positive 

direction.  

(8) General.  There is a strong consensus in Fiji that local action is the key to improving health.  

This is reflected in all of the activities that comprise the emerging concept of Healthy Islands.  The 

professional groups working in various areas (e.g. health promotion, environmental health and 

nursing) have significant expertise in their own disciplines; are in the process of developing and 

strengthening their knowledge base; and have, for the most part, compatible models for describing 

their Healthy Islands activities. However, at present, a mechanism for institutional integration of the 

groups is not evident.  Creating an integrated mode of working in Fiji would bring together a highly 

impressive set of skills and resources (e.g. policy-making, enforcement of environmental standards, 

primary health care and communications); experience in working with communities and devising 

local plans; and expertise in the evaluation of such interventions.  Creating this mode of working 

remains a major challenge to making the Healthy Islands concept operational and transparent in Fiji.  

It is a challenge that most island states will have to face. 

2.3 WHO collaboration 

The presence and collaboration of WHO in the development of several Healthy Islands 

initiatives was universally acknowledged in the sites visited by the Sub-Committee. Collaboration has 

been largely through development of human resources and provision of consultants. 

Over the last ten years, WHO has collaborated with the Fiji School of Medicine in 

developing primary health care related activities, for example strengthening the Environmental 

Health Department. Following the Yanuca Island Declaration in 1995, the department developed a 

community-based environmental health project in Kadavu as a “Healthy Islands/Village” project.  A 

similar approach was used to develop another Healthy Islands project in Ovalau. 
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A UNDP-funded, WHO-executed Capacity 21 project was implemented from January 1997 

to February 1998 in Fiji.  As part of this project, WHO provided a consultant and funds for a local 

contractor to develop a National Environmental Health Action Plan. The project also produced 

several Healthy Islands projects, including the Healthy Community Makoi project, which involved 

the establishment of an Environment and Health Promotion Centre;  a Healthy Squatter Settlement 

project near Nausori; and the Healthy Deuba District School project near Navua.  These projects 

were developed and owned by local people, and WHO facilitated and supported their development. 

Future WHO collaboration may be required to develop a mechanism to sustain the 

cohesiveness of the contributions made by the various professional groups involved in the Healthy 

Islands activities and among the different sectors whose activities impact on health.  Initiatives that 

may guide future collaboration with WHO include: 

• strengthening of national coordination mechanisms; 

• incorporating Healthy Cities projects in response to the growing urbanization of the 

population; 

• enhancing existing structural elements (e.g. community health workers, nurses, 

environmental health officers, etc) through sustainable human resources development 

activities; and 

• studying the effects of island life and characteristics on the form, content and cost of 

health services in Fiji, in order to identify the implications for appropriate services and to 

minimize costs. 

2.4 Conclusions and recommendations 

2.4.1 Conclusions 

(1) The top level of government is committed to the Healthy Islands initiative. 

(2) At mid-level, there are varying degrees of understanding of what Healthy Islands is and how 

different divisions and functions of the Ministry are related to it. 
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(3) The national mechanism for coordinating the Healthy Islands activities is not well 

established. 

(4) A national action plan does not currently exist.  Other national plans can be used to prepare 

such a plan. 

(5) The Fijian community has a traditional structure that lends itself to the implementation of 

Healthy Islands activities. 

(6) Strong structural elements exist whose enhancement would strengthen all aspects of Healthy 

Islands activities. 

(7) The system of village health workers is a positive element for community participation and 

information collection/dissemination as well as for programme implementation at community level. 

(8) Within the Government, the need for an information system for Healthy Islands is perceived 

and activities have been started to address this need.  Work is still required, particularly with respect 

to management of data at the peripheral level and the development of the core set of indicators. 

(9) WHO collaboration is acknowledged in the development of Healthy Islands initiatives and 

meets the needs of the Fijian government for human resources development, professional support and 

advisory services. 

2.4.2 Recommendations 

The following recommendations may guide national development of Healthy Islands in Fiji 

as well as the form and content of further collaboration with WHO: 

(1) The coordination mechanism of the Fiji Healthy Islands Programme needs explicit 

designation, in accordance with the Rarotonga Agreement.  The most likely candidate for a 

coordinating mechanism, among existing bodies, is the National Health Promotion Council, which 

has a broad intersectoral membership and a goal that is particularly appropriate for Healthy Islands 

initiatives. This should be explored with the Council itself, as well as with other stakeholders.  If the 

Council is selected, careful consideration should be given to the need to: 

• broaden the scope or functions of the Council; 
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• change its name to reflect its broader functions (e.g. to the National Healthy Islands 

Council); and 

• designate an appropriate coordinator (e.g. the Director of Preventive and Primary Health 

Services or the Permanent Secretary for Health) who has the responsibility of supervising 

a wide range of health protection and health promotion activities. 

(2) Such a Healthy Islands coordinating body should organize activities that contribute to 

developing a common vision and goals.  It should also encourage team-building within and outside 

the health sector at both national and local levels. 

(3) The health information system should be strengthened and expanded, including 

computerization to subdivisional level.  Opportunities for linkage studies and for using district level 

data systems to explore inequities in health and health provision should be pursued. 

(4) Training courses should be put in place to enable health professionals to sustain their work 

with communities as well as to enhance community participation.  An increased investment in 

dieticians and community nutritionists would assist Healthy Islands initiatives.  In particular, doctors 

should have access to training in the skills that would enable them to support and facilitate Healthy 

Islands projects. 

(5) The Fiji Government should monitor the health impact of urbanization.  With reference to 

Healthy Islands, a drift to the cities is resulting in the breakdown of traditional mechanisms of village 

life.  Thus the need to develop new models to incorporate Healthy Cities activities is becoming more 

urgent.  This is an area that might provide opportunities for further collaboration with WHO in the 

future. 

3.  MALAYSIA 

3.1 Background 

Malaysia comprises Peninsular Malaysia, Sabah and Sarawak.  Malaysia has 13 states and 

two federal territories.  Malaysia’s population continues to grow at a steady rate of around 2.3% per 
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annum, and in 1996 the estimated population reached 21.17 million.  The country has a total land 

area of 329 758 square kilometres.  In 1995, about 46% of the population was below the age of 20 

years and about 60% of the population was in the economically productive age group of 15-64 years.  

The percentage of the population 65 years old and above continues to grow, and constitutes 4% of the 

total population.  The size of the urban population increased by 4.5% per annum from 9.5 million in 

1991 to 11.3 million in 1995.  As a result, the proportion of the population residing in urban areas 

increased from 51.0% in 1991 to 54.7% in 1995.  This trend towards greater urbanization is 

indicative of the growing economic opportunities and better social amenities in urban areas.  

Malaysia’s per capita gross national product in 1995 was approximately US$ 4000. 

The census also showed a significant increase in the number of immigrants to Malaysia 

during the period 1986–1991.  A total inflow of about 300 000 immigrants was recorded compared 

with 119 000 during the period 1975-1980, an increase of 152%.  Of this total, three–quarters were 

from Indonesia, the Philippines, and Thailand.  The increase in the number of immigrants was mainly 

a result of an influx of migrant labour to meet the labour shortage which had begun to emerge in the 

early 1990s. 

3.1.1 Health status and problems 

The health status of the population continues to improve, together with the country’s 

socioeconomic progress. 

Life expectancy at birth in 1995 in Peninsular Malaysia was 69.4 years for males and 74.2 

years for females.  Increasing public awareness of personal health and intensified efforts by the 

Government to promote healthy lifestyles have contributed to longer life expectancies. 

There has been a steady decline in mortality as evidenced by the crude death rate which has 

declined in Peninsular Malaysia from 7.0 per 1000 population in the 1970s to 4.8 per 1000 in 1991 

and 4.6 per 1000 in 1995.  The infant mortality rate in 1995 was 10.4 per 1000 live births. 

In 1995, heart diseases and cardiovascular disorders were the leading cause of death with 

8416 medically certified deaths (20.3% of total medically certified deaths).  Death from cancer came 

a distant second with 4259 deaths.  Perinatal conditions also caused significant mortality. 
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Among the 24 notifiable communicable diseases in Malaysia, malaria, tuberculosis, cholera, 

typhoid and sexually transmitted diseases continue to be the leading causes of morbidity.  Malaria 

cases have increased from 38 890 (199.4 per 100 000 population) in 1993 to 59 208 cases (300 per 

100 000 population) in 1995.  There was also an increase in the incidence rate of food and 

waterborne diseases from 1993 to 1995.  Dengue and dengue haemorrhagic fever have increased from 

3436 cases in 1993 to 6543 in 1995. 

Diseases of the respiratory system are the most common conditions seen in public health 

facilities.  In 1995, these conditions accounted for 3 704 978 cases or 46% of total outpatient 

attendances. The next most common conditions are those related to the digestive system, 746 918 

cases in  or 9.28% in 1995.  Infectious and parasitic diseases accounted for 665 310 cases or 8.2% in 

1995.  Acute respiratory infections (ARI) form the bulk of respiratory diseases treated in the clinics.  

The national ARI programme was initiated in 1981 and since then significant improvements have 

been achieved. 

Among the current concerns is the increasing number of health conditions related to 

behaviour.  Drug addiction is at the top of the list.  To date, the total number of reported addicts is 

28 700. Annual campaigns have been addressing life-style related illnesses. 

As of December 1997, the cumulative total of HIV infections was 24 002, of which the 

number of AIDS cases was 1386.  Approximately 75% of HIV transmission in Malaysia is related to 

injecting drug use, although among new HIV infections there is an increasing proportion of 

transmission through sexual contact.  The Government allocated RM 218 million for the HIV/AIDS 

prevention and control programme for the period 1993-1995. 

3.1.2 National health priorities 

Malaysia uses five-year socioeconomic development plans in conjunction with an Outline 

Perspective Plan (OPP).  Currently, Malaysia is in the middle of the Seventh Malaysia Plan (1996-

2000) and towards the end of the second OPP (1991-2000).  The overriding national policies to which 

the health sector subscribes are Vision 2020 and the National Development Policy.  These emphasize 

growth with equity using the private sector as the engine of economic growth.  Privatization and 

corporatization play important roles in implementing these objectives. 
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The thrust of the Seventh Malaysia Plan (7MP) is to enhance potential output growth, 

achieve further structural transformation and attain balanced development.  In the health sector, 

improving the health status and quality of life of the general population remains the main objective.  

The following are some of the main priorities of the Ministry of Health in the 7MP. 

• Future health care programmes.   Emphasis will be placed on primary health care, health 

promotion, disease prevention, treatment, rehabilitation and maintenance of an efficient and 

equitable health care delivery system. 

• National health financing.  Under the 7MP, health financing will be rationalized in order to 

ensure quality, accessibility and efficiency of health care services at a reasonable cost.  In this 

regard, a new health financing mechanism will be developed.  The mechanism will take into 

consideration ‘equity in financing’ which will balance an individual’s contribution in support 

of health services with the individual’s ability to pay.  In this context, however, access to 

health services for groups such as older persons, the disabled and the poor will be assured 

through government assistance. 

• Health regulatory authority.  The Government will gradually reduce its role in the direct 

provision of health services.  However, it will increase its regulatory and enforcement 

functions. 

• Human resources for health.  In order to achieve the target of one doctor per 1500 population 

by 2000, about 1200 additional doctors per annum will be needed.  The supply of doctors for 

the expanding health sector will be further increased by strengthening tertiary level training 

institutions.  With regard to nurses, the existing nurse training school under the Ministry of 

Health will be expanded.  In addition, private hospitals will be encouraged to train more 

nurses to meet their own needs.  As a short-term measure, more foreign doctors and nurses 

will be recruited. 

• Medical research and development.  Medical research aimed at improving the quality and 

effectiveness of health services and eradicating diseases will be continued.  Emphasis will be 

given to new research programmes on health problems associated with demographic changes, 

lifestyles, new technologies, occupational and environmental health as well as vectorborne 

and noncommunicable diseases.  Clinical research will be expanded to involve hospitals in 

major towns. 
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3.1.3 Health resources 

The number of doctors increased from 8279 in 1993 to 9608 in 1995, resulting in an 

improvement in the doctor-population ratio from 1:2301 in 1993 to 1:2153 in 1995.  This was slightly 

below the targeted ratio of 1:2000.  In terms of other health professionals, there were 1750 dentists 

and 1737 pharmacists in 1995, compared with 1606 dentists and 1324 pharmacists in 1993. 

Efforts to increase the supply of medical professionals and allied health professionals, were 

undertaken by increasing the intake into local medical institutions.  Enrolment in medical degree 

courses increased from 2090 in 1990 to 2294 in 1995, while the output of doctors totalled 1573 

during the period 1990-1995.  The supply of doctors was supplemented by 919 medical graduates 

trained abroad.  As a temporary measure to ease the shortage of human resources, the Government 

recruited 274 foreign doctors and 87 specialists and re-employed 14 retired doctors and specialists on 

contracts. 

Health care costs are rising in Malaysia as they are elsewhere.  The percentage of the gross 

national product spent on health in 1993 was 2.60%;  in 1994 was 2.30% and in 1995 2.28%.  This 

does not include appropriations for health issues by the Ministries of Home Affairs and Defence and 

Local Authorities, nor does it include expenditure on health by the private sector. 

Financial resources for health have been provided by the Government of Malaysia through 

the annual operating budget and the five-year health plan (development budget).  Data on financial 

contributions by the private sector are not available, although it is clear that the major financial 

resource provider is still the Government.  In the Seventh Malaysia Plan (1996–2000) a total of RM 

2.65 billion has been allocated for health development expenditure. In 1997 the annual operating 

budget of the Ministry of Health was RM 2.16 billion. 

3.2 Visits and findings 

The Sub-Committee members held meetings with officials of the Ministry of Health; the 

State Planning Unit in Sarawak with various stakeholders involved in the Healthy City Kuching 

Programme;  the Mayor of Kuching City North and his counterpart in Kuching City South;  the State 

Secretary of Sarawak;  and the Mayor of Johor Bahru with members of the Healthy City Johor Bahru 

team.  They visited selected project sites and model health–promoting settings in Kuching and Johor 



WPR/RC49/8 
page 30 
 
 
Annex 3 

Bahru.  In Kuching, they visited squatter resettlement areas;  a project to clean the Sarawak River;  

India Street pedestrian mall, a hawker resettlement area;  and an electronics company in an industrial 

zone.  In Johor Bahru, they visited a health information and counselling centre, which is known as a 

Health Stop;  an urban recreational park;  a maternal and child health (MCH) clinic with a health 

promotion centre for adolescents;  a drainage improvement project;  and a wholesale centre project.  

The main findings are as follows: 

(1) Government commitment.  There is very strong support and a high level of commitment for 

the Healthy Cities initiative at national, state and city levels. 

One significant step that has been taken to institutionalize the Healthy Cities initiative has 

been the extension of the Healthy Cities projects in  Kuching and Johor Bahru into a nationwide 

movement under the umbrella of a Healthy Urban Malaysia Programme.  Further, this Programme has 

been included in the Seventh Malaysia Plan (1996–2000), translating government commitment from 

pronouncements of support to a specific budgetary policy. 

At the state and city levels, commitment and support is evident in the strong multisectoral 

collaboration and networking under the leadership of the state and city governments.  The level of 

commitment is such that many Healthy Cities activities, including training of key officials and 

personnel (e.g. out-of-country training) have been undertaken through government funds. 

(2) Coordination of Healthy Cities.  At the national level, the Ministry of Health 

through the Environmental Health Unit within the Division of Disease Control currently takes the 

lead role as the coordinator of the Healthy Cities initiative.  The Environmental Health Unit  serves as 

the Healthy Cities desk, and the Director of Disease Control spearheads the coordination of the 

Health Cities programme.  In collaboration with other agencies and local governments, the Ministry 

has conducted seminars, workshops and briefings nationally and locally to introduce and apply the 

Healthy Cities approach.  The State Health Department coordinates the Johor Bahru project and the 

State Planning Unit coordinates the Kuching project. 

The national coordinator  based at the Division of Disease Control has enlisted high-level 

support for the programme.  A Cabinet paper has been prepared to inform Cabinet members about the 

concept and progress of Healthy Cities projects.  A similar paper has been prepared to brief the State 
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Chief Ministers on the programme.  This programme has been incorporated in the country’s five-year 

development plan (Seventh Malaysia Plan) for 1996-2000.  Funds to support local initiatives are 

therefore available.  A total of 20 cities and towns in Malaysia plan to develop Healthy Cities 

projects by 1999. 

At the state level, a State Coordinating Committee plays a coordinating role.  In Sarawak, the 

focal point is the State Planning Unit, whose Director is chairman of the Committee.  The 

effectiveness of this coordinating mechanism is enhanced by the State Secretary himself serving as 

Adviser to the Committee.  The current thinking is that the coordinating function may be transferred 

to the Economic Planning Unit in the Office of the Prime Minister. 

(3) Major health problems.  In the cities and areas visited by the team, common health issues 

and problems include those related to sanitation, squatting, street food vending, waste disposal, 

inadequacy of community facilities like public toilets and community cultural and recreation halls, 

and lifestyle-related noncommunicable and infectious diseases, such as STDs, including HIV/AIDS.  

The Healthy Cities initiative paves the way for an integrated multisectoral response to these area-

based needs and problems. 

(4) Training and capacity-building.  It was evident that addressing this issue was a priority at 

the national, state and city levels.  Many workshops, forums and conferences have taken place.  

Capacity building has also occurred through study tours and international conferences.  Only a few 

conferences have so far targeted the community. 

(5) Community participation.  While this was recognized as an important issue at national, 

state and city levels, it still appeared that the Healthy Cities initiative was driven by a “top-down” 

approach.   In Kuching, the Healthy Cities Coordinating Committee was charged with obtaining 

community input but its activities in this regard have so far been limited to obtaining  views of  

residents on the city. Further efforts to enhance community participation are required.  In Johor 

Bahru, the Saturday morning open-door policy of the Council provides an excellent example of a 

means for community participation.  

(6) Health information systems.  At the national level, the Healthy Cities core data have not 

been finalized. Indicators are being developed, and mechanisms for collection of data are being 

finalized.  While the need to manage the available data is recognized by the Information and 
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Documentation System (IDS) Unit and other parts of the Ministry of Health and the Economic 

Planning Unit of the Prime Minister’s Department, there does not yet appear to be a mechanism to 

address this issue in a coordinated manner.  This also seems to be true at the state and city levels, 

although in Johor Bahru there has been an attempt to address the issue.   In most cases, it was evident 

that the need for specific data was known, the data were available or specific activities had been 

initiated, but documentation for these was lacking.  Part of Malaysia’s overall strategy is to increase 

the electronic element of information management. 

3.3 WHO collaboration 

The Healthy Cities programme in Malaysia was initiated in mid–1994. WHO supported the 

formulation of local health plans in two selected cities, Kuching in Sarawak State and Johor Bahru in 

Johor State.  Using these projects as models, a national programme has been developed with the 

Ministry of Health as a national coordinator.  The Malaysian Healthy Cities projects have also 

participated in intercountry exchange of experience with other Healthy Cities projects. 

After an initial visit in mid-1994 by a WHO staff member to discuss the project, the cities 

took their own initiatives to carry out the work.  WHO support for the project has been limited to 

occasional visits by staff to review progress and discuss future directions, and provision of seed 

money for local meetings and workshops.  WHO has also supported and facilitated intercountry 

consultation and exchange of experience. 

The national coordinator based at the Division of Disease Control, Ministry of Health, 

Malaysia has been actively involved in the development of the Kuching and Johor Bahru projects.  A 

national technical committee on Healthy Cities was established in 1996.  This involved more than a 

dozen government departments responsible for various relevant sectors.  The national coordinator 

serves as the secretariat to the committee.  The committee organizes national conferences, develops 

national Healthy Cities indicators and reviews the overall progress of the Healthy Cities programme.  

A WHO staff member provided advice on the establishment of such a committee, and participated in 

the activities of the committee at the initial stage until the end of 1997. 

The Healthy Cities projects in Malaysia have actively participated in the intercountry 

exchange of experiences.  Johor Bahru hosted the WHO/Urban Malaysian Programme regional 

workshop in May 1995 in which both Johor Bahru and Kuching participated.  The national 
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coordinator and representatives from Kuching participated in the international conference and WHO 

regional consultation on Healthy Cities in Beijing in October 1996.  Kuching provided staff as WHO 

consultants to support Vientiane in the Lao People’s Democratic Republic to develop a Healthy City 

project in 1996 and 1997.  Both Kuching and Johor Bahru have received WHO-supported study tours 

on Healthy Cities from China and the Lao People’s Democratic Republic.  Kuching participated in 

ESCAP and CITYNET seminars, and representatives from Johor Bahru participated in a 

WHO-supported study tour to Japan. 

3.4 Conclusions and recommendations 

3.4.1 Conclusions 

(1) The Healthy Cities initiative has been very well implemented in Malaysia, at the national 

level and in the two model cities of Kuching and Johor Bahru.  By mid-1998, it had been transferred 

to nine other cities. 

(2) The concept has been adopted at the national level.  This is reflected in its inclusion in the 

Seventh Malaysia Plan. 

(3) The mechanisms for coordination are different at the national, state and city levels.  Each 

level has strengths, and areas which could be strengthened.  At the national level, the coordinator 

works from a position of disadvantage, as he works in a small unit of the Ministry.  In both Kuching 

and Johor Bahru, the strength of the mechanisms lies in the fact that each respective committee is 

chaired by a high-level official in each setting:  the Director of State Planning in Kuching and the 

Mayor in Johor Bahru.  

(4) Political commitment was evident at national, state and city levels. 

(5) The approach for implementing the Healthy Cities programme differs in each setting.  At the 

national level, implementation mainly involves  coordination of related activities.  In Kuching, the 

entry point has been urban planning with an emphasis on the environment and beautification.  The 

approach is based on a vision of Kuching as a Healthy City, rather than on a problem-solving 

approach.  The Johor Bahru model appears to be more oriented towards problem solving. 
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(6) The need to refine the data for Healthy Cities is acknowledged at national, state and city 

levels. 

(7) Many positive activities related to Healthy Cities are already being carried out.  These need 

to be documented. 

(8) WHO collaborative activities are appreciated by the Malaysian Government, specifically by 

those involved with the Healthy Cities initiative.  Malaysia has also collaborated with WHO in 

Healthy Cities activities by sharing the lessons of its Healthy Cities projects with other countries in 

the Region.  In this respect Malaysia plays an important role in the overall development of Healthy 

Cities in the Region. 

3.4.2 Recommendations 

(1) Consideration might be given to establishing a specific budget for the Healthy Cities 

initiative in order to sustain the required activities. 

(2) The role of the national coordinator needs to be enhanced with regard to developing core 

elements of the Healthy Cities programme. 

(3) Sharing of information about the Kuching and Johor Bahru models needs to be strengthened, 

particularly with regard to developing core elements, so the lessons learnt can be transferred to other 

sites, particularly with respect to the comprehensiveness of the model. 

(4) Data requirements for Healthy Cities should be finalized so the initiative can be evaluated. 

This includes development of required indicators for spiritual and moral aspects of health.  A meeting 

with EPU, the National Technical Working Group, Kuching and Johor Bahru data coordinators and 

IDS would be one way of accomplishing this.  

(5) Mechanisms need to be developed to enhance community participation. The Saturday 

morning open-policy of the Johor Bahru council is one such mechanism. Others need to be explored, 

as appropriate, for the different levels and settings. 

(6) Many positive activities have been proposed or carried out by the Healthy Cities 

implementors.  These need to be documented. 
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(7) Collaboration between WHO and Malaysia is still required, particularly in areas such as 

human resources development, research, information and model sharing.  The role of Malaysia in the 

development and refinement of Healthy Cities models need to be strengthened for the benefit of other 

Member States of the Region. 
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