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The Government of Samoa has defined its vision as “improved quality of life for all,” and since good health is vital 
for quality of life, the health sector’s vision is simply “a healthy Samoa”. The health sector has defined the goals and 
priorities for the period 2008–2018 that will contribute to realizing the vision for a healthy Samoa in the Health Sector 
Plan. As well as strengthening the health system, the Health Sector Plan is designed to achieve improved long-term health 
outcomes including achievement of the Millennium Development Goals.

WHO works alongside the Ministry of Health to support their work. The Health Sector Plan serves as the foundation 
for the Country Cooperation Strategy (CCS). The CCS has been jointly developed by WHO and the Ministry of Health 
and defines WHO’s strategic approach and specific areas in which support will be provided to the health sector from 
2012 to 2018. The strategic approach has been developed to assist in meeting Samoa’s health challenges, taking into 
consideration the strengths of WHO and roles played by other development partners.

The CCS is an important tool that will guide WHO’s work over the next seven years, ensuring it is aligned with health 
sector priorities and programmes. By implementing the CCS, WHO hopes to contribute to and strengthen the good work 
being done in the health sector in Samoa. By working together toward a common goal and using the available resources 
to the best advantage, it is hoped that in the years to come, the people of Samoa will enjoy significant health gains.
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Samoa is a Pacific island state comprising two main islands, Savaii and Upolu, plus several smaller islands. It lies 
about half way between Hawaii and New Zealand and has a land area of around 2842 square kilometres.1 Its main 
economic activities are tourism, fishing and agriculture. At the time of the 2006 census, the population was 180 741. It is 
reasonable to assume the population has grown only slightly over the past five years due to emigration. In terms of gross 
domestic product, Samoa is placed among lower and middle-income countries. The Human Development Index 2011 
ranks Samoa 99 out of 187 countries.

The greatest health threat to Samoa is the ongoing increase in noncommunicable diseases brought 
on by obesity, inactivity and diets rich in fat, salt and sugar. Diabetes mellitus has been the leading 
cause of death or among the leading causes of death reported by public health facilities in all years from 
FY 2005-2006 to FY 2009-2010. Morbidity comparisons during the same period also indicate a rapid increase in 
noncommunicable diseases: diabetes mellitus cases doubled from 264 to 523, and pneumonia cases almost doubled 
from 789 to 1506 cases.2 

Executive 
Summary

 1World Statistics Pocketbook 2010: Country Profile Samoa. New York, United Nations Statistics Division, 2011 (http://data.un.org/CountryProfile.aspx?crName=Samoa).
 2Annual Report Financial Year 2009-2010. Apia, Ministry of Health, 2010.
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 3Millennium Development Goals: Second progress report 2010. Apia, Government of Samoa; pp. 7, 41–43.
 4Millennium Development Goals: Second progress report 2010. Apia, Government of Samoa; p. 46.
 5Millennium Development Goals: Second progress report 2010. Apia, Government of Samoa, 2010; p. 7.
 6Strategy for the Development of Samoa 2008–2012. Apia, Ministry of Finance, 2008; p. 31.
7Millennium Development Goals: Second progress report 2010. Apia, Government of Samoa, 2010; pp. 7, 36.
8Millennium Development Goals: Second progress report 2010. Apia, Government of Samoa, 2010; p. 36.
9Western Pacific Country Health Information Profiles: 2010 Revision. Manila, WHO Regional Office for the Western Pacific, 2010 (http://www.wpro.who.int/publications/PUB_9789290614913.htm).

Although the number of reported cases of HIV in Samoa is low, chlamydia is endemic and the potential impact on the 
spread of HIV highlights the need to improve services for sexually transmitted infections and reproductive health. Samoa 
has achieved universal access to treatment for HIV, but behaviours that would prevent transmission of HIV are not widely 
practised.3 

High suicide rates have been a health and social issue in Samoa since the 1970s. Suicide attempts have fluctuated over 
the past three decades but have increased in recent years. The majority of people attempting suicide are young males.4 

Samoa has almost met the Millennium Development Goal target of reducing the under-5 mortality rate by two-thirds 
between 1990 and 2015. The under-5 mortality rate has decreased from 42 per 1000 population in 1990 to 15 per 1000 
in 2009, a 64% reduction. Most of the improvement in child mortality is due to reduced infant mortality rates: infant 
mortality rates have decreased from 33 per 1000 in 1990 to 19.2 per 1000 in 2001 and 9 per 1000 by 2009.5  Despite an 
overall improvement in child mortality, some problems persist. “The neonatal mortality rate is quite high; 50% of deaths 
of children under the age of 5 years occur in the first four weeks of life. There are occasional outbreaks of infectious 
disease—recently including typhoid, rubella and unspecified viral infections; and child immunization rates are still below 
the targeted 90% necessary for effective protection.”6 

The maternal mortality MDG target is a 75% reduction in the maternal mortality ratio by 2015: mid-way through the 
25-year period from 1990 to 2015, Samoa had achieved a 38% reduction in the maternal mortality ratio. In 1990, there 
were a reported 74 maternal deaths per 100 000 live births and in 2002, there were 46 maternal deaths per 100 000 live 
births.7  The steady progress achieved until 2002 suggests that Samoa could achieve the target for reducing maternal 
mortality by 2015; however, attainment of the goal may be compromised by limited access to reproductive health services 
as reflected by Samoa’s low contraceptive prevalence ratio and increasing adolescent birth rate.8 

Like other Pacific Island nations, Samoa is vulnerable to threats posed by climate change and natural disasters. This 
was driven home by the September 2009 tsunami that devastated parts of Upolu and claimed 148 lives.9 All sectors 
have determined to work towards minimizing risks posed by climate change and natural disasters. For its part, the health 
sector in Samoa seeks to reduce risks associated with climate change and natural disasters by building capacity to 
respond to emerging diseases and humanitarian disasters and, ensuring food security.

In line with health priorities, the main challenges facing the health sector in Samoa and WHO’s strategic advantage in 
terms of available support, the CCS 2012–2018 is based on four Strategic Priorities:

• contribute to strengthening health systems to improve equity, universal access, close-to-client care and 
comprehensive prevention services; 

• prevention and control of noncommunicable diseases and conditions, including mental health and injuries, 
physical disabilities and their risk factors;

• accelerating achievement of health-related Millennium Development Goals including control of TB and HIV/AIDS; 
and

• building capacities to respond to and mitigate public health threats and risks posed by emergencies and 
disasters.
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The World Health Organization (WHO) Country Cooperation Strategy (CCS) for Samoa 2012–2018 sets out the 
medium-term framework for cooperation between WHO and the Government of Samoa in support of Samoa’s health and 
development efforts and is aligned with the Health Sector Plan 2008–2018.

The CCS outlines WHO’s priorities and focus areas for the next seven years and shows how they are aligned with 
national priorities, highlighting WHO’s comparative advantage in the health sector. The CCS is based on Samoa’s national 
health challenges, opportunities, goals and strategies. It is tied to the Health Sector Plan (HSP) 2008–2018 and policies 
and strategies for noncommunicable diseases, health promotion and primary health care. The HSP 2008–2018 is linked 
to the Strategy for the Development of Samoa 2008–2012, specifically, Goal 4: Improved Health Outcomes.

The CCS 2012–2018 is also based on and linked to many international agreements, documents and conferences. 
These documents are referenced in the HSP 2008–2018 and identified as the foundation for health sector policies and 
strategies. The United Nations Development Assistance Framework 2013–2017 (UNDAF), covering 14 Pacific island 
countries including Samoa, is being prepared and is expected to be completed in early 2012. The CCS is aligned with the 
proposed UNDAF outcomes.

The vision presented in the HSP 2008–2018 is “A Healthy Samoa” and the mission is “to regulate and provide quality, 
accountable and sustainable health services through people working in partnership”. The CCS describes the approach 
that will be used by WHO to contribute to the realization of the health sector’s vision and mission and was developed in 
partnership with the Ministry of Health, National Health Services (NHS) and the WHO CCS team.

The process for developing the CCS involved document review and collaboration with partners. Specifically, draft primary 
health care policy and strategy documents prepared by the Ministry of Health were reviewed to guide the development of 
the Samoa CCS. Furthermore, the annual Health Forum conducted in late 2009 provided a forum for collaboration among 
many stakeholders, including the Ministry of Health, NHS, private health care providers, nongovernmental organizations 
(NGOs) and donor partners. The Health Forum also provided an opportunity to review progress and challenges facing the 
health sector. In May 2010, a two-day retreat, specifically focusing on the CCS, was convened for senior Ministry of Health 
and NHS personnel as well as the WHO CCS team. During consultations, an analysis of the goals and challenges contained 
in the HSP 2008–2018 and the strategic advantage offered by WHO in terms of the technical support was undertaken 
and the four Strategic Priorities of the CCS were identified. The retreat was followed by a series of meetings with senior 
Ministry of Health personnel, during which main focus areas and strategic approaches under each strategic priority were 
defined. Draft versions of the CCS were also shared with donor partners including the Australian Agency for International 
Development (AusAID), New Zealand Aid Programme (NZAID), Japan International Cooperation Agency (JICA), United 
Nations country team members and the Government of China.
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2.1 Macroeconomic, political and 
social context

2.1.1 Demographic profile

Samoa is a Pacific island state comprising two main islands, 
Savaii and Upolu, plus several smaller islands. It lies about half way 
between Hawaii and New Zealand and has a land area of around 
2842 square kilometres.10  

The total population of Samoa in 2006 was 180 741, of which 93 677 (51.8%) were male and 87 064 (48.2%) were 
female.11 The population structure in Figure 1 reveals that, in 2009, 39.2% were under the age of 15 years, 55.9% were 
between 15 and 64 years of age, and 4.8% were 65 years and above.

Although Samoa still has a high total fertility rate, reportedly 4.6 children per woman in 2009,12  the net population 
growth rate decreased from 3.0% in early 1966 to 0.5% in 2006 because of emigration. Samoans have migrated to New 
Zealand, Australia and the United States of America. Life expectancy at birth in Samoa is among the highest in the Pacific 
and increased from 68.4 years in 1998 to 73.2 years in 2006 (71.9 years to 74.2 years for women and 65.4 years to 71.5 
years for men).13 

The Samoan population is divided into four major statistical regions: Apia Urban Area, North West Upolu, Rest of Upolu 
and Savaii. Apia Urban Area is the only officially recognized urban area; the other three areas are considered rural areas. 
The 2006 census showed that Apia Urban Area constituted close to one-fifth (20.9%) of the Samoan population. The 
official urban population as a proportion of the total population has been relatively constant since 1981 (from 21.2% in 
1981 to 20.9% in 2006). Rapid population growth, however, has been experienced in North West Upolu (from 25.8% in 
1981 to 31.1% in 2006), which is close to Apia Urban Area.

10World Statistics Pocketbook 2010: Country Profile Samoa. New York, United Nations Statistics Division, 2011 (http://data.un.org/CountryProfile.aspx?crName=Samoa).
11Samoa Population and Housing Census Report 2006. Apia, Samoa Bureau of Statistics, 2008; p. ix.
12Samoa Demographic Health Survey 2009. Apia, Samoa Bureau of Statistics, 2010; p. xix.
13Samoa Population and Housing Census Report 2006. Apia, Samoa Bureau of Statistics, 2008.

Source: Samoa Demographic and Health Survey 2009. Apia, Ministry of Health, 2010; p. 10.
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Table 1: Trends of Gini coefficients of inequality 
of Samoa (2002 and 2008)

 2002 2008
National average 0.43 0.47
Apia Urban Area 0.40 0.48
North-West Upou 0.40 0.46
Rest of Upolu 0.39 0.44
Savaii 0.41 0.46

Source: Millennium Development Goals: Second progress report 2010. Apia, 
Government of Samoa, 2010.

14Strategy for the Development of Samoa 2008–2012. Apia, Ministry of Finance, 2008; p. iv.
15World Statistics Pocketbook 2010: Country Profile Samoa. New York, United Nations Statistics Division, 2011 (http://data.un.org/CountryProfile.aspx?crName=Samoa).
16Samoa Country Profile: Human Development Indicators. In: Human Development Report 2011. New York, United Nations Development Programme, 2011 (http://hdrstats.undp.org/en/countries/profiles/WSM.html).
17Strategy for the Development of Samoa 2008–2012. Apia, Ministry of Finance, 2008; p. 2
18Millennium Development Goals: Second progress report 2010. Apia, Government of Samoa, 2010; p. 18.
19Millennium Development Goals: Second progress report 2010. Apia, Government of Samoa, 2010; p. 19.
20Samoa Population and Housing Census Report 2006. Apia, Samoa Bureau of Statistics, July 2008; p. 26 (In the Samoa Population and Housing Census, to be categorized as ‘unemployed’ a person needs to be in 
the economically active population (aged 15 years or over) and to have written a job application or actively sought employment in other ways during the reference period. By this definition people in the economically 
active population who are not actively seeking work would not be classed as unemployed.)
21Samoa Demographic and Health Survey 2009. Apia, Ministry of Health, 2010; p 41.

2.1.2 Socioeconomic situation

Samoa is a small, open economy highly dependent on a 
narrow resource base that is limited to agriculture, tourism, 
small-scale manufacturing and fisheries. Like other small 
Pacific island countries, its macroeconomic performance 
is highly dependent on external factors in the form of 
commodity pricing, crop disease and weather-related 
shocks. Many of the Samoans who live abroad continue to 
contribute to their social obligations by sending significant 
amounts of money to their extended families and churches. 
Remittances from Samoans living abroad make up about 
20% of gross domestic product (GDP).14 In 2009, GDP 
was about US$ 523 million, and per capita GDP reached 
US$ 2925.8, placing Samoa among lower- and middle-
income countries.15 The United Nations Development 
Programme (UNDP) ranked Samoa 99 out of 187 countries 
on its Human Development Index in 2011, placing it in 
the medium human development category in terms of life 
expectancy, access to knowledge and standard of living.16

2.1.3  Political and governance structure

Samoa has a Westminster legal system of a Parliamentary 
democracy where its Parliament is elected through 
universal suffrage every five years and a Prime Minister 
and Cabinet manage the day-to-day affairs of the country. 

Village communities and extended families continue to 
play a major role in Samoan society. The extended family, 
the aiga, is the foundation of the fa’a-samoa (traditional 
way of life or the Samoan way). The Head of each aiga 
is the matai (customary chief), who is elected by family 
members. Traditionally, the family matai is responsible 
for maintaining the family’s dignity and well-being by 
administrating family affairs. 

2.2 Other major determinants of health

2.2.1 Income distribution and poverty

It is estimated that at the national level, the richest 
10% of households earn 31% of total income, while the 
poorest 10% of households earn 1.8% of total income.17  
Furthermore, the Poverty Gap Index for Samoa, which is 
based on the “basic need poverty line” (food poverty line 
plus the basic needs of households such as education, 
water and electricity bills, transportation), has increased 
from 6.6 in 2002 to 8.2 in 2008.18 Another concern is an 
increase in the Gini coefficient between 2002 and 2008 
(Table 1), implying growing inequality in the distribution of 
income.19  

2.2.2 Sociocultural determinants

Unemployment among the economically active 
population fell from 5% in 2001 to 1% in 2006.20 The 
Samoa Demographic and Health Survey 2009 found that 
42% of men and 20% of women aged 15–49 years were 
employed.21 

Samoa has a policy of compulsory education at primary 
level. As such, the literacy rate is quite high—94.8% for 
males aged 15 to 54 years and 98.6% for female aged 
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15 to 49 years.22 A drop in the proportion of children in 
early primary schools, however, is a major concern as it 
implies that the policy for compulsory education is not yet 
effective. The drop-out rates generally improved between 
1995 and 2005, but remained high between years 1 and 
2 (about 7%), years 8 and 9 (10%) and years 12 and 13 
(39%).23 

The Constitution of Samoa calls for equal rights for all 
citizens regardless of gender. There are concerns however 
about gender-based violence. The Samoa Family Health 
and Safety Study, conducted in 2001, revealed that 46% 
of women interviewed in Samoa had experienced some 
form of partner abuse, of which 38% was physical abuse, 
19% emotional abuse, 20% sexual abuse.24 

2.2.3 Environmental health

“Nationally, only 88% of households have access to a 
treated safe water supply and waterborne diseases remain 
a problem. Sanitation is a problem in Apia in areas where 
there is inadequate effluent disposal, poor drainage and no 
regular monitoring of water quality.”25 

Despite large investments by the European Union and 
other donors to improve the water supply system, there 
has been little improvement in the quality and quantity 
of potable water because of an inadequate distribution 
system. Where there is an articulated distribution 
system, the pressure is usually insufficient to prevent 
contamination from the ground soil and the availability can 
be very limited, especially during periods of heavy rain. 
The incidence of typhoid has continued unabated since its 
detection in the 1990s, probably due to inadequacies in the 
water supply system.

2.3 Health status of the population
The health status of the population improved slightly 

between 2001 and 2006. Table 2 presents data for a range 
of health indicators from the most recent Census (2006) and 
compares them with 2001 data. Most notably, population 
growth has slowed; the size of the working population 
has increased; fertility rates, in particular teenage fertility 
rates, have decreased; infant mortality has decreased for 
males; and life expectancy has increased for females.

22Samoa Demographic and Health Survey 2009. Apia, Ministry of Health, 2010; pp. 35–36.
23Strategy for the Development of Samoa 2008–2012. Apia, Ministry of Finance, 2008; p. 4.
24The Samoa Family Health and Safety Study. Noumea, Secretariat of the Pacific Community, 2003.
25Strategy for the Development of Samoa 2008–2012. Apia, Ministry of Finance, 2008; p. 31.

Table 2: Health status of Samoa, 2001 and 2006

HEALTH INDICATOR 2001 2006
Population 176 710 180 741
Annual population growth (%) 1.0 0.5
Population 0–14 (%) 40.70* 39
Working population 15–64 (%) 54.70* 56
Adult population 65+ 4.50* 5
Median age (years) 19.7* 20.5
Sex ratio (males to 100 females) 109 108
Urban population (%) 22 21
Crude birth rate (per 1000 persons) 29 27.3
Total fertility rate 4.4 4.2
Teenage fertility rate (per 1000 females 15–19 years) 45.5 28.6
Infant mortality rate: males 19.5 18.2
Infant mortality rate: females 19 22.9
Average life expectancy at birth: males 71.8 71.5
Average life expectancy at birth: females 73.8 74.2
Population density (persons per square kilometre) 63 65
Land area of Samoa (square kilometres) 2785 2785

Sources: Samoa Population and Housing Census Report 2006. Apia, Samoa Bureau of Statistics, July 2008.
*Report of the Census of Population and Housing 2001 as cited in Ministry of Health, Annual Report 2006–2007.
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Hospital utilization data from FY 2005-2006 to FY 
2009-2010 indicated a rapid increase in noncommunicable 
diseases: the number of diabetes mellitus cases doubled 
from 264 to 523. Over the same time period, pneumonia 
cases almost doubled from 789 to 1506. The decrease in 
admissions for both diabetes mellitus and pneumonia in 
FY 2009-2010 was positive but needs to be monitored. The 
sharp increase in admissions due to injury and wounds 
in FY 2009-2010 was attributed to the tsunami that hit 
Samoa in September 2009.26

For the most part, mortality patterns during the period 
2005–2010 were unremarkable. The number of deaths 
due to noncommunicable diseases increased from FY 
2005-2006 to FY 2007-2008 but has subsequently 
decreased to around the same level as five years earlier. 
Cancer deaths have increased slightly. Deaths due to 
pneumonia have seen a sharper increase. The most 
outstanding feature of morbidity data over the last five 
years was the number of deaths due to injury and wounds 
in FY 2009-2010. Of the 198 recorded deaths due to injury, 

148 were caused by the 2009 tsunami. Ongoing monitoring 
and research are needed to determine if the recent decline 
in deaths due to noncommunicable diseases (e.g. diabetes 
mellitus, cerebrovascular diseases, other heart disease, 
ischaemic heart diseases) is an aberration or represents 
a real improvement in health status.

2.3.1  Burden of communicable diseases

Occasional outbreaks of infectious disease, including 
typhoid and unspecified viral infections, have recently been 
reported. The country is concerned about newly emerging 
diseases and its capacity to protect its population from 
epidemics and public health emergencies such as the 
H1N1 influenza pandemic.

Vaccine-preventable diseases have been rarely 
reported in Samoa in the last five years, and the country 
has been sustaining its polio-free and measles-free 
status. Rubella vaccination has been provided through a 
national immunization programme since 2004, following 
a widespread measles and rubella (MR) supplementary 

Table 3: Leading causes of morbidity at all public health 
facilities based on hospital admissions

 Financial year
Leading underlying cause 05/06 06/07 07/08 08/09 09/10
Pneumonia 789 1388 1433 1580 1506
Other complications of 
pregnancy and delivery 648 1007 1068 1156 1278
Injury, wounds, poisoning and certain 
consequences of external causes 531 180 730 800 1041
Infections of the skin and 
subcutaneous tissue 319 311 755 743 827
Diabetes mellitus 264 286 537 581 523
Acute bronchitis and acute 
bronchiolitis 237 170 431 442 379
Hypertension NA 228 425 425 295
Diarrhoea and gastroenteritis 235 150 318 262 295
Other maternal care related to 
fetus and amniotic cavity and 
possible delivery 232 291 291 248 264
Typhoid fever NA 123 283 210 137

Source: Annual Report Financial Year 2009-2010. Apia, Ministry of Health, 2010.

Table 4: Leading underlying causes of mortality reported 
and certified

 Financial year
Underlying cause 05/06 06/07 07/08 08/09 09/10
Diabetes mellitus 46 36 53 49 44
Cancer (all sites) 41 36 46 42 47
Cerebrovascular disease 23 18 42 29 15
Other heart disease 20 23 35 42 36
Hypertensive disease 39 37 14 38 44
Pneumonia 23 23 29 29 35
Injury, wounds, poisoning 
and certain other 
consequences of external 
causes 40 38 24 24 198
Chronic lower respiratory 
disease 16 4 Nil 12 3
Ischaemic heart disease 13 4 16 11 12
Certain conditions 
originating in the perinatal 
period Nil 13 Nil 8 8
Septicaemia 9 15 25 Nil 20
Liver disease Nil 3 12 Nil 5

Source: Annual Report Financial Year 2009-2010. Apia, Ministry of Health, 2010.

26Annual Report Financial Year 2009-2010. Apia, Ministry of Health, 2010.
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immunization activity in response to a large rubella 
outbreak in 2003. In general, reported vaccination 
coverage improved between 2008 and 2010; for example, 
reported coverage of third-dose diphtheria–tetanus–
pertussis (DTP3) immunization rose from 46% in 2008 to 
87% in 2010.27  However, there are still gaps in reaching 
at least 90% coverage for all vaccines provided through 
the national immunization programme. MR vaccination 
coverage is fairly low, leaving many children susceptible 
to measles and exposing the country to a possible measles 
outbreak if measles virus importation occurs. Due to 
gaps in reaching desirable coverage levels for polio and 
hepatitis B vaccinations, the country may face challenges 
in achieving the regional hepatitis B control goal by 2012 
and sustaining its polio-free status.

Lymphatic filariasis is also endemic in Samoa. As the 
Government of Samoa has made a firm commitment to 
eliminate lymphatic filariasis by 2015, intensive mass drug 
administration (MDA) campaigns were carried out annually 
from 1999 to 2003, and again in 2006 and 2008. During 
those years, drug coverage ranged from 54% to 90% and 
the antigen prevalence rate dropped from 4.5% in 1999 
to 1.1% in 2007.28 In order to complete the elimination 
task, the Ministry of Health conducted MDA campaigns 
in November and December 2011, aiming to achieve over 
95% coverage with special efforts made to reach the key 
target groups of young children, the elderly and people with 
disabilities. High coverage is expected due to a combination 
of strong political commitment, multisectoral involvement 
and participation of village chiefs, women’s committees 
and youth in information and drug dissemination. A series 
of advertisements were run in electronic and print mass 
media prior to and during the MDA campaigns.

In 2010, 14 tuberculosis (TB) cases were diagnosed, six 
with sputum smear-positive pulmonary TB. That same year, 
the case notification rate of TB was 8 per 100 000 population. 
The TB notification rate has been declining significantly over 

the last five years. A case of multidrug-resistant tuberculosis 
(MDR-TB) was diagnosed in 2007 in collaboration with a 
Supranational Reference Laboratory in Adelaide, Australia. 
MDR-TB treatment with second-line drugs was started, 
and the patient was cured in 2009. The directly observed 
treatment, short-course (DOTS) strategy has been established 
throughout the country and functions well.

The incidence of HIV/AIDS is low, with a cumulative 
total of 22 known cases since 1990.29 Based on a second 
generation survey conducted in 2004-2005, no cases of 
HIV were detected among pregnant women surveyed. 
However, among the same women, the prevalence rates 
of other sexually transmitted infections were 26.8% for 
chlamydial infection and 2.3% for gonorrhoea. Younger 
women (under 25 years) who were not married or living 
with anyone were nearly twice as likely to be infected 
as married women. Of pregnant women younger than 
25 years, 40.7 % had chlamydial infection and 5.9 % 
had gonococcal infection; of women older than 25 years, 
17.5% had chlamydial infection and 0% had gonococcal 
infection.30 These statistics indicate high risk-taking 
behaviour and poor sexually transmitted infection control 
among young women and their partners.

27WHO Vaccine Preventable Diseases Monitoring System: 2011 Global Summary: Samoa. Geneva, World Health Organization, 2011 (http://apps.who.int/immunization monitoring/en/globalsummary/
countryprofileresult/cfm).
28Workshop Report: First Workshop on Lymphatic Filariasis and Other Helminthiases for Pacific Programme Managers, 9–12 November 2009, Port Moresby, Papua New Guinea. Manila, World Health 
Organization Regional Office for the Western Pacific, 2010; pp. 58–59 (http://www.wpro.who.int/internet/resources.ashx/MVP/docs/LF_Helminths+meeting+report.pdf).
29UNGASS Country Progress Report 2010 Samoa, Samoa National AIDS Committee, 31 March 2010; p8
30Second Generation Surveillance Surveys of HIV, other STIs and Risk Behaviours in 6 Pacific Island Countries (2004-2005). Manila, World Health Organization Regional Office for the Western Pacific, 
2006; p. 69.
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2.3.2 Burden of noncommunicable diseases

Noncommunicable diseases (NCDs) are increasingly 
significant causes of ill health and among the leading 
causes of death, along with injuries and wounds. Over the 
past two decades, Samoa has witnessed almost epidemic 
rises in coronary heart disease, stroke, high blood pressure 
and mature-onset diabetes. The escalation of NCDs has 
been linked to changing diets, increased use of tobacco 
and alcohol, and limited public understanding of associated 
health risks. 

Obesity is the single most serious threat to health in 
Samoa, contributing to diabetes, cardiovascular disease, 
hypertension, loss of mobility and increased risk of 
premature death from one or many of these causes. Body 
mass index (BMI) rose consistently in men and women in 
every age group between 1979-1982 and 2002. Trends in 
diabetes prevalence have also been tracked through the 

Ministry of Health’s Health Information System. Diabetes 
mellitus has been the leading cause of death or among the 
leading causes of death reported by public health facilities 
from FY 2005-2006 to FY 2009-2010. However, in recent 
years, reported deaths due to diabetes have decreased 
from a peak of 53 in FY 2007-2008 to 44 in FY 2009-
2010.31  Hospital admissions for diabetes rose steadily 
from FY 2005-2006, peaking at 581 in FY 2008-2009, but 
dropping to 523 in FY 2009-2010.32 

Among younger age groups, other health issues are 
of concern. “Among adolescents, there is a high suicide 
rate, low but rising numbers of teenage pregnancies, and 
growing use of marijuana, tobacco and alcohol.”33 An 
analysis of the medical records at the Tupua Tamasese 
Meaole Hospital in the 1990s showed that the majority of 
suicide attempts were made by young males.

2.3.3 Maternal and child health

Samoa has almost met the MDG target of reducing the 
under-5 mortality rate by two-thirds between 1990 and 
2015. The under-5 mortality rate fell from 42 per 1000 in 
1990 to 15 per 1000 in 2009, a 64% reduction. Most of 
the improvement in child mortality is due to reduced infant 
mortality rates: infant mortality rates dropped from 33 per 
1000 in 1990, to 19.2 per 1000 in 2001 and 9 per 1000 in 
2009.34  Despite an overall improvement in child mortality, 
some problems persist. “The neonatal mortality rate is 
quite high; 50% of deaths of children under the age of 5 
years occur in the first four weeks of life.”35  

The maternal mortality MDG target is a 75% reduction in 
the maternal mortality ratio by 2015. Mid-way through the 

Table 5: Mean body mass index by year and age group for 
men and women in Samoa

 1979-1982 1991 2002
Age group Men Women Men Women Men  Women
25-34 25.7 28.0 27.7 29.2 27.7 32.2
35-44 26.5 29.7 30.4 31.7 29.9 34.8
45-54 27.4 30.8 29.0 33.0 32.9 36.5

Source: Keighley ED et al. Nutrition and health in modernizing Samoans: temporal trends and 
adaptive perspectives. In: Ohtsuka R and Ulijaszek SJ, eds. Health Change in the Asia-
Pacific Region: Biocultural and Epidemiological Approaches. Cambridge, Cambridge 
University Press, 2007; p. 155. 

31Annual Report Financial Year 2009-2010. Apia, Ministry of Health, 2010; p. 7.
32Annual Report Financial Year 2009-2010. Apia, Ministry of Health, 2010; p. 8.
33Strategy for the Development of Samoa 2008–2012. Apia, Ministry of Finance, 2008 p. 32.
34Millennium Development Goals: Second progress report 2010. Apia, Government of Samoa, 2010; p. 7.
35Strategy for the Development of Samoa 2008–2012. Apia, Ministry of Finance, 2008; p. 31.
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25-year period, from 1990 to 2015, Samoa had achieved 
a 38% reduction in the maternal mortality ratio. In 1990, 
there were a reported 74 maternal deaths per 100 000 live 
births, and in 2002, there were 46 maternal deaths per 
100 000 live births.36  The steady progress achieved in the 
first 12 and a half years suggests Samoa could achieve the 
target for reducing maternal mortality by 2015; however, 
attainment of the goal may be compromised by limited 
access to reproductive health as reflected by Samoa’s low 
contraceptive prevalence ratio and increasing adolescent 
birth rate.37  

In 1991, the contraceptive prevalence rate was reported 
to be 18%. A United Nations survey on reproductive 
health knowledge and services, conducted in Samoa 
in 1998, estimated the contraceptive prevalence rate 
for modern methods was 23.1% and for all methods 
was 24.5%.38 While these rates are relatively low, they 
compare favourably with findings from the 2009 Samoa 
Demographic and Health Survey, which reported figures of 
16.5% for modern methods and 17.8% for all methods.39

2.4 Health systems and services
The Samoa health sector is made up of public and private 

health service providers, NGOs, alternative therapists, 
traditional healers, academic institutions, communities 
and development partners.40 At present, the health system 
is predominated by publicly funded health services.

2.4.1 Governance and leadership

In 1996, the Government of Samoa introduced public 
sector reforms aimed at strengthening public–private 
partnerships and the economy to enhance privatization. 
The Government however retains the core responsibility 
of mandating public policy formulation, setting standards 
and regulations, and mobilizing resources. In 2006, health 
reforms created two separate legal entities: Ministry of 

Health, with responsibility for policy, planning, monitoring 
and regulating the health sector as a whole, and National 
Health Services (NHS), with responsibility for health 
services provision.

Since the separation of the Ministry of Health and NHS, 
there has been some dislocation between health policies and 
strategies and the delivery of health services. The Ministry 
of Health has been working through the monthly Public 
Health Sector Management meetings with NHS (including 
National Kidney Foundation of Samoa, Oceania University 
of Medicine Samoa and National University of Samoa) to 
encourage dialogue, joint planning communication and 
close collaboration. The meeting effectively links the five 
main public entities of the health sector.

The leadership challenge has been uniting the various 
providers comprising the health sector so that all are 
outcome oriented and work collaboratively toward 
achieving the common goal of a healthy Samoa.

2.4.2 Health service delivery

NHS is charged with overseeing all publicly funded 
hospital-based care in Samoa. It is responsible for the 
national referral hospital (Tupua Tamasese Meaole Hospital, 
TTMH) in Apia and seven district hospitals throughout the 
country including the Savaii hospital (Malietoa Tanumafili 
II Hospital, MTIIH). TTMH has 120 beds and a staff of 
45 doctors and 105 nurses. MTIIH has 60 beds, 1 resident 
doctor, 2 doctors on weekly rotation from TTMH and 
25 nurses. District hospitals have 8 to 10 beds, provide 
24-hour service and serve as clinical centres in rural areas. 
They are staffed and managed by a multi-purpose team of 
6 to 8 nurses who are responsible for inpatient, outpatient 
and outreach services.41 District hospitals are supported, 
as necessary, by doctors from TTMH and MTIIH. Private 
doctors are contracted to attend to rural health facilities 
on a weekly basis. In addition to NHS, the Medcen Private 

36Millennium Development Goals: Second progress report 2010. Apia, Government of Samoa, 2010; p. 7.
37Millennium Development Goals: Second progress report 2010. Apia, Government of Samoa, 2010; p. 36.
38Reproductive Health Knowledge and Services in Samoa, UNFPA Research Papers in Population and Reproductive Health. No.1/2002. Suva, Fiji, United Nations Population Fund, 2003.
39Millennium Development Goals: Second progress report 2010. Apia, Government of Samoa, 2010; p. 37.
40Annual Report Financial Year 2009-2010. Apia, Ministry of Health, 2010.
41Data collected from interviews.
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Hospital in Apia has 21 beds, 4 doctors and 10 nurses. 
However, since opening in 1998, Medcen has become 
financially unviable and will likely discontinue operating as 
a private hospital.42  

Outreach services are provided by the Nursing and 
Integrated Community Health Care Services Division of 
NHS. Outreach services include home-based intermediate 
nursing and midwifery services for discharged patients 
who still require some level of care, disease prevention 
and health promotion activities including immunization, 
and maternal and child health care services that are 
often offered from health centres.43 Most community 
health centres open once a week or when the designated 
registered nurse visits.

Other important service providers include the National 
Kidney Foundation of Samoa (NKFS), a range of NGOs 
including the Red Cross that receive government subsidies 
for their operations, and private providers including 
physicians, dentists, nursing services, pharmacists, 
physiotherapists and alternative therapists.

Overseas treatment is the safety valve for health services. 
Unfortunately, medical evacuations have been increasing. 
In many instances, patients have been left untreated for 
too long and require extensive medical care. The challenge 
to health services in Samoa is to detect cases early and 
treat them locally. Without strong management and health 
planning linked to health service delivery, this proposition 
may remain elusive.

Documentation and analysis of health care services in 
Samoa is required to map all components. Unfortunately, 
documentation and reporting on health services are 
insufficient. Easier access to health service information 
and health service delivery data is needed. The situation 
presents many challenges to the delivery of health care 
services in Samoa.

2.4.3 Human workforce

Samoa suffers from both a shortage of health 
professionals and a lack of capacity. In 2011, registered 
health practitioners with an Annual Practicing Certificate 
(APC) included 85 enrolled nurses, 152 registered nurses, 
45 nurse specialists and 55 midwives.44 The total health 
worker ratio was 1.86 per 1000 population. Current health 
practitioner numbers and skill mixes are insufficient to 
meet the needs of the population. None of the rural health 
facilities has a permanently posted medical doctor.

Attrition of staff through retirement and migration is 
outpacing human resources recruitment. The Human 
Resources for Health Policy and Plan of Action 2007 
suggested that creative solutions would be needed to 
expand the small pool of potential health workers, to 
develop training opportunities, and to strengthen capacity 
to supply replacement workers.45  Importantly, an analytical 
study of skill mix, training and health worker distribution 
would provide a clearer picture of the level of health 
services provided. In order to perform a complete health 
workforce audit, however, it would be necessary to collect 
HRH information and data and develop epidemiological, 
demographic, economic and social databases.46 The 
Human Resources for Health Policy and Plan of Action 
2007 recommended including health workforce planning 
and development in all national plans. The current Human 
Resources for Health Action Plan 2008–2015 needs to 
be fully implemented and integrated with all other health 
sector activities to ensure its objectives will be met.

There are two local training facilities in Samoa: National 
University of Samoa and Oceania University of Medicine. The 
National University of Samoa provides nursing training and 
continuing education for health professionals. The capacity 
is adequate to maintain current levels but insufficient to 
increase training to meet growing staffing needs. WHO 

42Aigaletaule’ale’a F. Tauafiafi. Medcen Samoa - broke. Samoa Observer Online, 10 May 2011.
43Samoa Demographic and Health Survey 2009. Apia, Ministry of Health, 2009; p. 3. 
44Correspondence between Dr Baoping Yang, WHO Representative, and Frances Brebner, Registrar Health Professionals, Ministry of Health, Government of Samoa on 16 June 2011.
45Human Resources for Health Policy and Plan of Action, 2007. Apia, Government of Samoa, 2007; p. 11.
46Human Resources for Health Policy and Plan of Action, 2007. Apia, Government of Samoa, 2007; p. 12.
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operates the largest health professional training support 
programme for the health sector, but it will take several 
years to increase the health workforce sufficiently.

2.4.4 Health Information

Strategic Development and Planning Services of the 
Ministry of Health is responsible for health information 
and health research. The Ministry of Health publishes 
their Annual Report at the end of each fiscal year. The 
most recent year available, Annual Report Financial Year 
2009-2010, has comparative data and statistics from 
FY 2005-2006 to FY 2009-2010. Other available health 
information statistics and data can be found in the Health 
Sector Plan 2008–2018, the Demographic and Health 
Survey 2009, Millennium Development Goals: Second 
Progress Report 2010 and various other policy documents, 
reports and research results. 

The current Health Information System is recognized as 
being limited. As such, considerable effort is being made 
to improve information access and availability. A Health 
Information Taskforce was formed to investigate ways of 
improving the Health Information System. It is currently 
looking into a system that will connect providers as well 
as a patient management system for NHS. The work of 
the Taskforce is ongoing and it might be some time before 
improvements in the Health Information System are 
evident. Quality health information is crucial for evidence-
based planning. Samoa could eliminate many diseases 
and illnesses in a short time with improved information 
collection and analysis. This would allow concentrated, 
focused efforts to provide health service delivery where it 
is most needed and tackle some of the prominent health 
challenges, reducing them to manageable levels.

2.4.5 Health financing

In 2008, Samoa’s total health expenditure was 5.9% 
of GDP, equivalent to US$ 179 per person. Significant 
increases were projected for 2009 (Table 6). Health 

services are predominantly paid for by the government, 
and funded through general revenues with support from 
external donors. External resources for health amounted to 
7.1% of total health expenditure in 2008.47 

Table 6: Health expenditure indicators

Health 
expenditure 
indicators 1995 2000 2005 2006 2007 2008 2009a

Total health 
expenditure 
as % of GDP 5.0% 5.6% 5.5% 6.2% 6.1% 5.9% 7.0%
Total health 
expenditure 
per capita 
(in 2008 US$ 
prices) 98 126 165 185 192 179 208
General 
government 
health 
expenditure 
as % of total 
health 
expenditure 70.4% 70.9% 83.3% 85.8% 85.3% 84.7% 87.3%

Source: Health Financing Country Profiles, 1995–2008. Manila, WHO Regional Office for the Western 
Pacific, 2011.

aEstimated figures.

Although government expenditure on health in Samoa 
is relatively high, the quality of health services, access, 
equity and efficiency of resource use within the health 
system need improvement. Health care financing in Samoa 
needs to be responsive to increasing challenges. One such 
challenge is the notable increase in noncommunicable and 
chronic diseases that are costly and long term and put a 
lot of pressure on the financing system. Another challenge 
involves the increasing involvement of the private sector 
in the provision of health care, which requires clear policy 
and regulatory actions, including regulation of payments to 
private providers. 

Health financing in Samoa has several advantages. 
These include:

• Relatively well-established National Health Accounts 
(NHA) collect data on health financing to guide health 
care policy development, implementation, monitoring 
and evaluation.

47Health Financing Country Profiles, 1995–2008. Manila, WHO Regional Office for the Western Pacific, 2011.
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• Strong promotion of appropriate and affordable health 
services aims to enable equal access by all people. 
In this regard, there is ongoing work to estimate and 
standardize costs of outpatient visits at all public 
health facilities, which will have an impact on service 
quality improvements.

• There is a strong link between strategic planning 
and health care financing initiatives. Universal 
access to affordable health care, achieving universal 
coverage and strengthening social safety nets are 
government priorities and principles underlying the HSP 
2008–2018.

There are some issues that need careful attention and 
discussion. These include:

• Increasing user fees and out-of-pocket expenses need 
close monitoring (within the NHA exercise). User fees 
and out-of-pocket expenses create barriers to equal 
financial access to services and disproportionately 
affect the more vulnerable groups in society.

• The introduction of compulsory social health 
insurance was discussed for several years but was 
recently dismissed since actuarial studies show 
a low contribution base with low levels of formal 
employment relative to the risk-structure and a high 
investment necessary to administer and monitor such 
complex mechanisms. Samoa has a strong prepayment 
system (tax based) and can focus on how to improve 
its effectiveness by looking into potential savings. 
Sustainable funding for overseas referrals, however, 
needs a creative solution –private insurance models 
as well as a regional pool solution might be looked 
into further. The cost of overseas referral treatment is 
a major concern. In 2010, for example, Samoa spent 
almost 11% of their health budget on only 0.1% of the 
population.

• To maintain good health for all Samoans, appropriate 
financial support is needed so that people living on outer 
islands can be referred and have access to health services.

2.4.6 Medical products and technology

Samoa health services suffer from indiscriminate 
donation and procurement of biomedical equipment. Most 
of the equipment in health facilities come from different 
manufacturers, are different models, do not have manuals 
and are in various states of repair. The Asset Management 
Information Committee of the Biomedical Engineering 
Section is responsible for maintaining the inventory of 
biomedical equipment. Biomedical equipment policies 
need to be put in place for the procurement/acceptance 
of biomedical equipment, commissioning of training, 
maintenance and decommissioning of all biomedical 
equipment.

The laboratory facility located at the national hospital, 
TTMH, houses both the clinical and public health 
laboratories. The laboratories need to be housed in separate 
facilities to avoid cross contamination and improve the 
safety of handling pathogens.

The Radiology Department located at the national 
hospital, TTMH, received a CT scan as a donation from 
China and there are several X-ray machines in use.

2.5 National responses to overcoming 
health challenges

The Ministry of Health is responsible for leading the 
health sector by setting policy and direction, planning, 
regulating and monitoring. As part of its leadership role, 
the Ministry produced the Health Sector Plan (HSP) 
2008–2018, which outlines a clear national policy direction 
for the health sector that is aligned with the Samoa 
Development Strategy 2008–2012. The HSP 2008–2018 
was developed in response to the Health Sector Situational 
Analysis48 and previously published Ministry of Health 
documents and reports. The Health Sector Situational 
Analysis identified four crucial areas of health challenges 
that are consistent with recent trends:

48Health Sector Situational Analysis, May 2006.
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• rapidly increasing levels of NCDs, which will have major 
impacts on the health system, community mortality 
and morbidity and the economy of Samoa;

• importance of reproductive and maternal and child 
health for the long-term health of the community;

• emerging and re-emerging infectious diseases; and

• injury as a significant cause of death and disability.

To respond to these challenges, the HSP 2008–2018 
identifies six key strategies and defines objectives and 
outputs to be achieved under each strategy. The six key 
strategies are:

• strengthen health promotion and primordial prevention;

• enhance quality health care service delivery including 
management of infectious diseases;

• strengthen governance, human resources and health 
systems in the sector;

• partnership commitment;

• financing health services; and

• donor harmonization.

In addition, the HSP 2008–2018 identifies several 
critical issues or long-term health outcomes: maternal 
and child health; injury prevention; sexually transmitted 
infections and HIV/AIDS; NCDs; communicable diseases; 
strengthening health services; and improved risk 
management and response to disasters, emergencies and 
climate change.

The HSP 2008–2018 also provides a platform for the 
health sector-wide approach (SWAp) programme, which 
assures significant, ongoing donor funds for the health 
sector. The Ministry of Health produces policies and 
documents the status of each policy in a policy register. 
Recent notable policies include: Human Resources for 
Health Policy and Plan of Action 2007; Samoa Mental Health 
Policy 2006; Primary Health Care Policy 2010; Primary 
Health Care Strategy 2010; National Non Communicable 
Disease Policy 2010; Health Promotion Policy 2010; and 
Tobacco Control Policy 2010. The Ministry of Health has 
also completed the Demographic and Health Survey 2009, 
developed a Monitoring and Evaluation Framework and 
produces an Annual Report and set of National Health 
Accounts each year.
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In 2010, Samoa and Australia approved Partnership 
for Development Priority Outcome 2: Improved Health 
Implementation Strategy,49  to address:

• noncommunicable diseases through a programme of 
health promotion and prevention at community and 
institutional levels; and

• workforce development in the health sector through 
strengthened training institutions, and improved 
governance through support for effective statutory 
bodies and legislative frameworks.

In 2010, the Ministry of Health with NHS launched a 
series of village health fairs to conduct screening for NCDs 
and promote prevention and treatment. This campaign 
complemented the Rotary 5000 project to screen 5000 
people for NCDs and refer them for treatment, as required.

Typhoid is a major public health problem. To date, 
there has been no effective typhoid control programme. 
Comprehensive disease burden and disease risk factor 
data are not available, but a review of hospital records 
from 2000 to 2011 suggested that the incidence of typhoid 
has been significantly high—more than 600 clinically 
diagnosed cases in 2002, 2003, 2004 and 2007, and 
around 400 cases annually during the period 2008–2011.50 

Parliament approved the Samoa National Drinking-
Water Standards on 18 March 2009, but implementation 
guidelines were not developed until May 2009. The 
infrastructure—testing laboratories, water treatment 
plants, bore hole well testing and response—may not yet 
be in place.

The Water for Life: Water Sector Plan and Framework 
for Action (2008–2011), was revised in 2011, which 
presented an opportunity to improve implementation of 
the drinking-water standards and reinforce the standards’ 
implementation guidelines. The revision is expected to be 
available in January 2012.

Samoa and America Samoa have entered into a cross-
border alliance for encouraging dialogue among their 
respective health professionals to share experiences from 
the influenza A(H1N1) pandemic in 2009. The two countries 
have agreed to meet annually to continue their mutual 
support. There is a partnership between the Ministry of 
Health and the Oceania University of Medicine to provide 
medical training. Stemming from the tsunami in 2009, the 
Samoa Health Mission was set up as a partnership with 
Samoan nurses living and practising overseas to provide 
specialist nursing services in the communities and the 
hospitals.

49Samoa-Australia Partnership for Development Priority Outcome 2: Improved Health Implementation Strategy, July 2010; p. 1.
50Working document for the 5th Samoa Health Forum, 12–14 December 2011 (unpublished document).
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2.6 Summary of Section 2
Key Health Achievements and Challenges
Achievements
• 64% reduction in under-5 mortality from 1990 to 2009
• 73% reduction in infant mortality from 1990 to 2009
• Maintenance of polio-free and measles-free status over last 5 years
• Increase in reported general vaccination coverage
• Decrease of fi lariasis antigen prevalence 
• Well-functioning DOTS strategy and a reduction in TB notifi cation rate
• Low reported HIV prevalence
• Government of Samoa and development partners recognize the risks posed by NCDs and have 

implemented health promotion initiatives to address the increasing incidence
• Universal access to health care services
• Published Health Sector Plan, Monitoring and Evaluation Framework and regular Annual Reports 

and National Health Accounts
• Published policies for NCDs, human resources for health, health promotion, nutrition, primary 

health care and tobacco control
• Conduct and publication of Demographic and Health Survey 2009
• Health is a priority for the Government of Samoa and health events receive national media 

coverage.
Challenges
• NCDs are a critical health issue and behaviour change related to diet, activity, alcohol and 

cigarette consumption are inherently diffi cult.
• High incidence of chlamydial infection among females indicates widespread high-risk sexual 

behaviour among this cohort and their partners.
• High suicide rates among young males 
• High neonatal mortality rate
• 32% of households without access to safe water supply and continued outbreaks of infectious 

diseases including diarrhoea and typhoid
• Less than 90% coverage for childhood immunization and low MR coverage
• Low contraceptive prevalence and increasing adolescent birth rate
• Vulnerability and limited capacity to respond to climate change, natural disasters and emerging 

and re-emerging infectious diseases
• Competing health sector priorities and related lack of focussed activity
• Early detection, local treatment and management of illness to reduce use of Overseas Treatment 

Scheme
• Inadequate stakeholder participation and collaboration in heath activity planning and 

implementation
• Unavailability of routine health information and data for decision-making
• Monitoring and evaluation of health sector and system performance
• Health worker attrition, recruitment, retention, distribution and skill mix
• Realization and compliance with the Human Resources for Health Policy and Plan of Action
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3.1 The aid environment in the country
Development partners make a significant contribution to health sector funding in Samoa although the Ministry of 

Finance provides the majority of health funds. The most recent round of National Health Accounts covered FY 2006-2007. 
At that time, the Ministry of Finance provided 64% of health funds, donors 21% and households 12%. The remaining 
3% came from the Government counterpart of the World Bank project, the Medcen Group and public firms’ funds.51  In 
financial terms, the aid environment is dominated by New Zealand, Australia and China. Other donor partners include 
WHO, the World Bank and the United Nations.

Australia, New Zealand and the World Bank contribute to a pool of funding for the health sector. United Nations 
organizations contribute to specific areas of the sector that are relevant to their respective mandates. The World Bank 
manages the pooled funding in collaboration with the Government of Samoa, but World Bank systems are used for 
contracts. Donor partners who do not contribute to the pooled funding are nonetheless represented by WHO on the Health 
Sector Steering Committee, which manages the sector programme and facilitates coordination among all donor partners.52  
In line with the Government of Samoa’s preferred approach, New Zealand has been nominated as the “coordinating 
development partner” for the health sector.

Pooled contributions will encompass a total of US$ 27.3 million over five years (Table 7). This equates to around 
US$ 5.5 million per year and covers 20% of the overall health expenditure per year, not including the other development 
partner contributions.

Table 7: Indicative financing for 2009–2013, US$ million

Agency FY1 FY2 FY3 FY4 FY5 TOTAL  Comment
Government of Samoa 0.3 0.3 0.3 0.3 0.3 1.5 
World Bank (IDA) 1.0 1.5 0.2 0.2 0.1 3.0 
IDA / Tsunami      3.0 Additional 
NZAID 0.8 1.6 1.6 1.6 1.6 7.2 2.4 confi rmed
AusAID 1.8 2.7 2.7 2.7 2.7 12.6 4.5 confi rmed
Total 3.9 6.1 4.8 4.8 4.7 27.3* 

Source: Medium-term Expenditure Framework (MTEF) and Joint Partnership Arrangement (JPA).
* Allocation is adjusted annually on the basis of review meetings and explicit criteria as laid out in MTEF Annex 12 and JPA. 

51National Health Accounts FY 2006/2007. Apia, NHA Team-Policy Unit, Ministry of Health, 2007; p. 28.
52Evaluation of the Paris Declaration on Aid Effectiveness and the ACCRA Agenda for Action: Samoa Country Report. Apia, Government of Samoa, 2010; p. 44. 

3.2 Stakeholder analysis
New Zealand provides direct budgetary support and various health programmes including medical treatment referral, 

visiting medical specialist teams and capacity-building through linkages between a District Health Board in New Zealand 
and NHS. New Zealand participated in the Pacific Regional Influenza Pandemic Preparedness Project (PRIPPP) with the 
Secretariat of the Pacific Community to prepare the region’s response to pandemic threats such as H5N1 and H1N1. 
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Australia, represented by the Australian Agency of 
International Development (AusAID), recently negotiated 
the Partnership for Development between the Government 
of Australia and the Government of Samoa—a five-year 
framework for cooperation across sectors. The partnership 
supports the realization of the Samoa Development 
Strategy 2008–2012 through poverty reduction support 
to achieve the MDGs and improve equitable health for the 
population of Samoa. The partnership supports the Pacific 
Plan and other development frameworks in line with the 
Paris Declaration on Aid Effectiveness. Priority outcome 2 
of the Partnership for Development is improved health. This 
continues AusAID’s support for the health sector through 
a primary health care approach for health promotion, 
quality of health services, health policy development 
and implementation. New focuses will be national- and 
community-level noncommunicable disease prevention 
and health promotion and health workforce development 
through strengthened local institutions and frameworks.

Although not a member of the SWAp programme, the 
Government of China has a substantial infrastructure 
programme in Samoa and is responsible for the 
construction of many government buildings. The buildings 
are constructed with Chinese labour and materials 
through grant and soft loan funding mechanisms. Under 
this programme, a new Ministry of Health and Corporate 
Services administration building were completed in 2011. 
The main contribution to the health sector has been 
the construction of a new hospital on the site of the old 
Ministry of Health administration building. The hospital will 
be designed and designated a teaching hospital and the 
Oceania University of Medicine will use it for training health 
professionals locally.

The United Nations Country Team (UNCT) in Samoa 
comprises WHO, United Nations Children’s Fund (UNICEF), 
United Nations Population Fund (UNFPA) (position 
currently vacant), United Nations Educational, Scientific 
and Cultural Organization (UNESCO) and Joint United 
Nations Programme on HIV/AIDS (UNAIDS). Support is 
also provided by other United Nations agencies based in 
Fiji. WHO is an active partner in UNCT and a contributor 

to the development of the next UNDAF. The UNCT meetings 
act as the health coordination mechanism for the United 
Nations agencies and provide frequent opportunities for 
collaboration. WHO works mainly with the Secretariat 
of the Pacific Regional Environment Programme and 
the United Nations Environment Programme on climate 
change and health; with UNDP, the United Nations Office 
of Coordination of Humanitarian Affairs and the Food and 
Agriculture Organization of the United Nations (FAO) on 
emergencies; with UNESCO on returnee health, health 
education and HIV/AIDS; and with the United Nations 
Resident Coordinator’s Office on broader programmes 
encompassing health.

3.3 Coordination and aid effectiveness 
in the country

The Aid Coordination mechanism in Samoa consists 
of two operational bodies: the Cabinet Development 
Committee and the Aid Coordination Committee. The Cabinet 
Development Committee appraises all new proposals, 
approves policy frameworks and monitors progress of 
implementation. The Aid Coordination Committee with its 
operational arm, the Aid Coordination Debt Management 
Division of the Ministry of Finance, is the focal point for 
mobilization of official development assistance (ODA), 
coordination of ODA with all development partners 
including the multilateral financial institutions, as well as 
coordination with and between line ministries, government 
corporations and nongovernmental organizations.

Ideally, coordination at the sector level is managed through 
sector-level steering committees with representation 
from relevant key stakeholders and institutions including 
development partners, civil society organizations and 
private sector representatives, as appropriate. A health 
sector steering committee exists and functions as a donor 
coordination mechanism. The Ministry of Finance chairs 
the Health Sector Steering Committee, which comprises 
NZAID, AusAID, World Bank (International Development 
Association), WHO, UNICEF and the Ministry of Health. 
The Health Sector Steering Committee manages the 
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health SWAp programme and meets every three months. 
Meetings are well attended by health partners, government 
representatives and other partners with an investment in 
health.

Monitoring and evaluation of the health SWAp is 
conducted on an annual basis in a Joint Review held in 
September. The partners’ overall impression of the SWAp 
is favourable, although more work is needed to refine 
processes and strengthen the programme. Programme 
redevelopment missions in 2010 and 2011 recommended 
redeveloping the SWAp programme to improve efficiencies 
and implementation.

Although progress has been made in coordination and 
aid effectiveness in the health sector, there have been 
certain hindrances. These include: lack of understanding of 
what a SWAp programme is, underestimation of the effort 
required to implement the SWAp programme, focus on the 
first three principles of the Paris Declaration and lack of 
quality dialogue around results and accountability.53 

3.4 United Nations reform status and the 
CCA/UNDAF process

The UNDAF goals are aligned with the Health Sector 
Plan 2008–2018 under UNDAF Outcome 3: Equitable 
Social and Protection Services. The UNDAF for the Pacific 
region covers 14 Pacific island nations including Samoa 
and includes a country programme for each of them. 
The current multicountry UNDAF will expire in 2012. The 
next UNDAF, which will cover the period 2013 to 2017, is 
currently being developed. With the UNDAF 2013–2017, the 
United Nations seeks to continue its work to address key 
challenges and build on the progress achieved during the 
previous programming cycle. Together with stakeholders, 
it has been decided to focus collective programming and 
advocacy efforts on five key focus areas. Focus Area 4 
includes basic service delivery of health and education. 
Along with United Nations agencies from other countries, 
WHO in Samoa is actively participating in the development 
of the next UNDAF.

53Evaluation of the Paris Declaration on Aid Effectiveness and the ACCRA Agenda for Action: Samoa Country Report. Apia, Government of Samoa, 2010; pp. 58–59.

3.5 Summary of Section 3
Key Development Cooperation Achievements and Challenges
Achievements
• Development of the health SWAp programme with three development partners contributing to 

pooled funding
• Creation of a Health Sector Steering Committee with representation of partners who do not 

contribute to pooled funds
• Alignment of development partner contributions are aligned with Government of Samoa strategic 

priorities and plans
• Cooperation and collaboration between United Nations agencies to provide support in their 

respective areas of expertise
Challenges
• Incomplete understanding of how a SWAp should function and the amount of effort required for its 

implementation
• Improving confi dence of government systems so that are used for administration of pooled funds 

instead of development partner systems
• Lack of quality dialogue and refl ection on progress and achievements and accountability
• Full participation of all health development partners in the health SWAp programme and integration 

of activities
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The previous CCS for Samoa spanned the period 2003–2007. There has been no CCS in the interim, thereby leaving a 
gap from 2008 to 2011. The CCS 2003–2007 does not identify strategic priorities but rather articulates a vision for WHO. 
“An important element of the CCS is to foster strategic thinking, put more emphasis on WHO’s roles as policy adviser and 
broker, thereby moving away from routine programme support.”54 

Implementation of the current Health Sector Plan 2008–2018 commenced in 2008. This section of the CCS will review 
WHO’s performance over the last five years in contributing to the following objectives of the Health Sector Plan:

• to strengthen health promotion and primordial prevention;

• to improve access to and strengthen quality health care delivery in Samoa;

• to strengthen the regulatory, governance, human resources for health (HRH) and leadership role of the Ministry 
of Health;

• to strengthen health systems through processes between the Ministry and health sector partners;

• to improve health sector financial management and long-term planning of health financing; and

• to ensure greater development partner participation in the health sector.

In addition, the HSP identifies a number of critical issues or long-term health outcomes that need to be addressed, 
namely: maternal and child health; injury prevention; sexually transmitted infections and HIV/AIDS; noncommunicable 
diseases; communicable diseases; strengthening health services; and improved risk management and response to 
disasters, emergencies and climate change.

4.1 External review of WHO’s cooperation
Other donor partners in the health sector perceive that WHO has a unique and trusted relationship with the Ministry of 

Health. Other donor organizations do not focus solely on health and do not necessarily have personnel with health expertise 
in their country offices. Because the Ministry of Health values the health expertise contained within WHO, its relationship with 
WHO is more accessible and cooperative than with other donors.

Donor partners would like to see a higher level of integration between WHO programmes and the SWAp programme. Although 
WHO is a member of the SWAp and the representative of non-pooled partners, the programme’s funding is not channelled 
through the SWAp programme and is thus, a parallel system. Donor partners would like to see WHO resources become part of 
a more integrated sector-wide approach. Donor partners feel inadequately informed about specific WHO activities and their 
impact on and contribution to the sector, but they believe a gap in the SWAp process could be ably filled by WHO.

54WHO Country Cooperation Strategy for Samoa 2003–2007. Manila, World Health Organization Regional Office for the Western Pacific, 2003; p. 2.  
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The health sector SWAp currently lacks a programmatic and 
quality assessment perspective. At present, many discrete 
funding proposals are submitted to the SWAp Committee, 
but most are for unconnected initiatives that are not part 
a larger, planned, priority health programme. Currently, the 
SWAp Coordination Unit collates funding proposals under the 
SWAp programme’s three components and these go directly 
to the SWAp or Health Sector Steering Committee. Funding is 
allocated accordingly, but the Committee is unable to assess 
the impact of such funding on health outcomes. Introducing 
a policy and programme advice and quality assessment 
function as part of the SWAp Coordination Unit’s assessment 
of proposals could result in well-thought out proposals 
that fit within a broader strategic approach. WHO has the 
appropriate expertise and relationship with the Ministry of 
Health to assist the SWAp Coordination Unit to ensure the 
quality of funding proposals, perhaps in conjunction with 
other United Nations agencies, and these functions are 
consistent with WHO core functions. Filling this niche would 
add enormous value to the SWAp programme and the health 
sector.

A further, or perhaps more fundamental, role that WHO 
could perform is to provide policy, technical and programme 
development and implementation advice against each of 
the seven long-term health outcomes or critical issues 
identified in the HSP. Comprehensive, evidence-based, 
best-practice programmes should be designed and 

implemented for each one in order to improve population 
health outcomes. Donor partners suggested that greater 
collaboration among various components of the health 
sector is required to implement effective programmes and 
that this could be achieved by establishing representative 
working groups for each of the critical health issues. WHO 
could usefully act in a policy and technical advisory support 
role to these working groups, resulting in more directed and 
meaningful use of resources.

4.2 Internal review of WHO’s
performance over the last five years

The most recent financial period for which actual 
financial records are available is July 2009 to June 2010. 
The allocation of WHO funding to systems development 
and priority health outcomes during that period is shown 
in Figure 2. The major portion of funding was allocated to 
human resources capacity-building through attendance 
at meetings, conferences, study tours and other training 
programmes. A significant allocation was made to 
noncommunicable diseases. The allocation to disaster 
management was also significant in FY 2009-2010, 
which was when the tsunami occurred. In other years, the 
allocation to disaster management is likely to be less. Just 
over half of WHO funding in FY 2009-010 was direct funding 
to the Ministry of Health for implementation of activities.
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STI/HIV/AIDS
Tobacco control

Figure 2: WHO resource allocation to priority health programmes, July 2009–June 2010

* Figures are in US$ (000)
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WHO has contributed to all the objectives of the Health 
Sector Plan with the exception of the objective relating to 
financial management and planning. Specific contributions 
are identified in Annex 1.

WHO’s comparative advantage is its relationship with 
the Ministry of Health and its position as the lead health 
agency for technical assistance. The Country Office is 
supported by the programme budget and can call on the 
Regional Office, the Pacific Technical Support Division and 
Headquarters for additional expertise. Training provided for 
health professionals is WHO’s greatest contribution to the 
health sector and is not replicated by other partners. In the 
next CCS cycle, health workforce training and planning will 
need more concentration and support.

4.2.1 Health-related outcomes of the UNDAF

Although the cycles for the Samoa Development 
Strategy 2008–2012 and the Pacific Sub Region UNDAF 
2008–2012 are aligned, it is acknowledged that there are 
capacity constraints within most Pacific island countries 
and areas that present an obstacle to achieving the UNDAF 
objectives. The UNDAF mid-term review suggests it is too 

early make definitive comment on progress; however, some 
preliminary findings regarding progress against health-
related and other outcomes are reported.

Samoa has highlighted gender as a priority for 2011 
workplans and is considering a future project to address 
violence against women. In addition, UNIFEM55 has been 
invited by the Government to establish a presence in 
Samoa.56 Regional humanitarian assistance partners in the 
Pacific (e.g. United Nations, Red Cross and Red Crescent 
Movement, international NGOs and development partners) 
are collaborating as a Pacific Humanitarian Team that 
is improving coordination and effectiveness in disaster 
response, as evidenced after the 2009 tsunami in Samoa.57

There has been a gradual improvement in child mortality 
levels as measured by under-5 and infant mortality rates 
in Samoa. Immunization coverage has declined in Samoa. 
Samoa has maintained low maternal mortality ratios.58 
A reported 97% of births in Samoa are attended by skilled 
health personnel, reflecting increased delivery of quality 
health services.59 The extent to which communities and 
individuals are practising behaviours that reflect healthy 
lifestyles, social protection and better use of social services 
has slightly improved. 

55UNIFEM has been dissolved and incorporated into the newly established UN Entity for Gender Equality and the Empowerment of Women (UN Women).
56Sobhan B & Liebregts W, Pacific Sub Region UNDAF 2001–2012 Mid-Term Review, May–July 2010; p. 27. 
57Sobhan B & Liebregts W, Pacific Sub Region UNDAF 2001–2012 Mid-Term Review, May–July 2010; p. 30.  
58Sobhan B & Liebregts W, Pacific Sub Region UNDAF 2001–2012 Mid-Term Review, May–July 2010; p. 31.
59Millennium Development Goals: Second progress report 2010. Apia, Government of Samoa; p. 7.
60Sobhan B & Liebregts W, Pacific Sub Region UNDAF 2001–2012 Mid-Term Review, May–July 2010; p. 31.
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The Strategic Agenda was formed on the basis of the CCS 2003–2007 and the priority strategies of the Health Sector 
Plan 2008–2018 in consultation with the Ministry of Health and the National Health Services. An initial meeting with 
counterparts was constructive in that it resulted in the development of an outline for the Strategic Agenda, which was then 
further developed with select Ministry of Health staff in subsequent meetings and with support from the CCS Development 
Team.

  5.1 The Strategic Agenda
1. STRATEGIC PRIORITY:  Contribute to strengthening health systems to improve equity, universal access, close-to-client care 

and comprehensive prevention services.
1.1 Main Focus Area: Strengthening health systems development and governance.
1.1.1 Strategic Approach: Support the review and updating 
of national legislations, strategies, policies and action plans 
including the National Health Sector Plan.

1.1.2 Strategic Approach: Provide support to strengthen 
monitoring and evaluation of health services outcomes.

1.1.3 Strategic Approach: Support further strengthening of 
partnerships and the mechanism for aid coordination.

1.2 Main Focus Area: Developing and strengthening human resources for health.
1.2.1 Strategic Approach: Support the development of standards 
and review of legislative framework and policies for human 
resources for health (HRH) following the WHO Code of Practice. 
Improve HRH data and evidence; strengthen capacity in HRH 
policy, planning and management; and address migration 
through incentives and other strategies to improve retention.

1.2.2 Strategic Approach: Support continuing professional 
development through distance learning, e.g. Pacifi c Open 
Learning Health Net (POLHN), overseas fellowship opportunities 
and re-certifi cation/licensure.

1.2.3 Strategic Approach: Provide support to strengthen 
the capacities of the in-country education system for health 
professionals including improved quality and standards of 
education.

1.2.4 Strategic Approach: Strengthen partnerships, networks and 
alliances among stakeholders including those outside the health 
sector (e.g. the Pacifi c Human Resources for Health Alliance, 
professional associations and institutions).

1.3 Main Focus Area: Strengthening the Health Information System.
1.3.1 Strategic Approach: Support capacity-building in data 
collection, management, analysis and dissemination of essential 
health information, including disaggregated data on a range of 
social indicators.
1.4 Main Focus Area: Strengthening health care fi nancing.
1.4.1 Strategic Approach: Support regular monitoring and 
evaluation of trends in health care expenditures through the 
National Health Accounts (NHA).
1.5 Main Focus Area: Improving the quality of health care.
1.5.1 Strategic Approach: Provide support to improve the 
prevention and management of health care-related infection and 
antimicrobial resistance.

1.5.2 Strategic Approach: Provide support to strengthen pharmacy 
services and ensure blood safety.

2. STRATEGIC PRIORITY:  Prevention and control of noncommunicable diseases and conditions, including mental health and 
injuries, physical disabilities and their risk factors.
2.1 Main Focus Area: Strengthening surveillance.
2.1.1 Strategic Approach: Support regular STEP surveys and 
institutional capacity-building for surveillance of NCDs and their 
determinants.

2.1.2 Strategic Approach: Support the establishment of a national 
registration system for NCDs and specifi c conditions (e.g. cervical 
and breast cancer).
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2.2 Main Focus Area: Developing ethical and evidence-based guidance.
2.2.1 Strategic Approach: Support the development of evidence-
based guidance for NCDs and health promotion services in 
health and other sectors.
2.3 Main Focus Area: Developing enabling environments.
2.3.1 Strategic Approach: Promote Healthy Islands and healthy 
settings approaches.

2.3.2 Strategic Approach: Support the development of an effective 
communication for behavioural impact (COMBI) approach.

2.4 Main Focus Area: Strengthening management and health care for noncommunicable diseases.
2.4.1 Strategic Approach: Support screening programmes for 
NCDs of signifi cant concern including cancers, diabetes and 
heart disease.

2.4.2 Strategic Approach: Support scaling up of primary health 
care for management of major NCDs (integrating WHO package 
of Essential Medicines for NCDs into the health system at primary 
care level).

2.5 Main Focus Area: Strengthening mental health interventions including suicide prevention and substance abuse.
2.5.1 Strategic Approach: Support the delivery of an integrated 
package of interventions for priority conditions such as 
depression, schizophrenia and disorders due to the use of 
alcohol.

2.5.2 Strategic Approach: Support the review and development of 
national legislation and an action plan to reduce alcohol-related 
harm.

2.5.3 Strategic Approach: Support capacity-building for brief 
interventions targeting at-risk drinkers.
2.6 Main Focus Area: Strengthening the injury and violence prevention programme.
2.6.1 Strategic Approach: Support the strengthening of data 
systems to determine the magnitude of injuries and violence and 
their risk factors.

2.6.2 Strategic Approach: Support the implementation of 
evidence-based, multisectoral interventions for injury and violence 
prevention, including gender-based violence.

2.6.3 Strategic Approach: Support the development of a national 
strategy for road traffi c injury prevention.
3. STRATEGIC PRIORITY:  Accelerating achievement of health-related Millennium Development Goals including control of TB 
and HIV/AIDS.
3.1 Main Focus Area: Strengthening reproductive, maternal and child health services.

3.1.1 Strategic Approach: Support the development, 
implementation and supervision of evidence-based guidance 
for reproductive and newborn care, family planning services, 
prevention of unsafe abortion, protocols related to other 
reproductive health services and the Baby-friendly Hospital 
Initiative.

3.1.2 Strategic Approach: Promote breastfeeding and increased 
availability of micronutrient-fortifi ed foods in shops (e.g. iodized 
salt, fl our fortifi ed with iron and other micronutrients).

3.1.3 Strategic Approach: Support capacity-building in managing 
the maternal, child and reproductive health programme and 
referral system, including high-risk pregnancy management.

3.2 Main Focus Area: Strengthening the Expanded Programme on Immunization.
3.2.1 Strategic Approach: Support the updating of policies and 
guidelines for the immunization programme.

3.2.2 Strategic Approach: Support strategies to improve utilization 
of immunization services.

3.2.3 Strategic Approach: Support the introduction of new 
vaccines.

3.2.4 Strategic Approach: Support the monitoring of immunity 
gaps to measles, polio and other vaccine-preventable diseases.

3.2.5 Strategic Approach: Provide support to improve the 
performance of EPI-related surveillance.
3.3 Main Focus Area: Strengthening prevention and control of HIV/AIDS and STI.
3.3.1 Strategic Approach: Support the improvement of 
surveillance and programmatic monitoring of HIV/AIDS and STI.

3.3.2 Strategic Approach: Develop and implement a 
comprehensive package for STI prevention and control.

3.3.3. Strategic Approach: Operationalize linkages between 
sexual and reproductive health including maternal and child 
health and health promotion on healthy lifestyles.
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3.4 Main Focus Area: Strengthening the control of TB and other selected communicable diseases including typhoid, dengue fever, 
fi lariasis and leprosy.
3.4.1 Strategic Approach: Support strategies to ensure universal 
and equitable access to TB diagnosis and treatment for all 
people suffering from TB and people at risk.

3.4.2 Strategic Approach: Support village-level surveillance of 
typhoid incidence.

4. STRATEGIC PRIORITY:  Building capacities in responding to and mitigating public health threats and risks posed by 
emergencies and disasters.
4.1 Main Focus Area: Strengthening responses to emerging diseases and public health events under the International Health 
Regulations (2005).
4.1.1 Strategic Approach: Support the strengthening of national 
capacities required under APSED (2010) and IHR (2005) 
including strengthening surveillance and response capacity to 
emerging diseases and potential public health emergencies.

4.1.2 Strategic Approach: Support the country’s participation in 
the regional and subregional preparedness, alert and response 
system(s).

4.2 Main Focus Area: Strengthening capacity to deal with humanitarian emergencies.
4.2.1 Strategic Approach: Support the strengthening of disaster 
risk reduction and health emergency preparedness.

4.2.2 Strategic Approach: Support the strengthening of capacity 
to respond to health and humanitarian emergencies including 
tsunamis and cyclones.

4.3 Main Focus Area: Strengthening capacity to deal with health risks associated with climate change.
4.3.1 Strategic Approach: Support the development of a national 
climate change and health adaptation and risk reduction plan.

4.3.2 Strategic Approach: Support capacity-building to mitigate 
public health challenges posed by climate change.

4.4 Main Focus Area: Strengthening food safety and nutrition aspects of food security.
4.4.1 Strategic Approach: Support planning for improving food 
security in collaboration with other sectors.

4.4.2 Strategic Approach: Support the establishment of a food 
security information system.

4.4.3 Strategic Approach: Support proper nutrition and 
protection of food safety and quality through actions expressed 
within Theme 2 of the Framework for Action on Food Security in 
the Pacifi c.
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5.2 Validation of the CCS Strategic
Agenda with HSP priorities

The Strategic Agenda outlined in the CCS is closely 
linked to the priorities identified in Samoa’s HSP for 
2008–2018. The HSP is premised on four crucial health 
challenges identified in the Health Sector Situational 
Analysis conducted in May 2006, namely: increasing levels 
of noncommunicable diseases; importance of reproductive 
and maternal and child health for the long-term health of the 
community; emerging and re-emerging infectious diseases; 
and injury as a significant cause of death and disability.61 In 
addition, the Situational Analysis emphasized the need to 
continue to develop the government’s institutional reforms 
to strengthen governance of health systems, resource 
allocation and management and health partnerships. The 
four strategic priorities of the CCS address these issues.

The first CCS Strategic Priority (strengthening health 
systems) relates to all six objectives of the HSP. In 
addition, CCS Strategic Priorities 2 (prevention and control 
of noncommunicable diseases) and 3 (accelerating 
achievement of the MDGs) relate to the first objective of 
the HSP, that being, to strengthen health promotion and 
primordial prevention. The fourth Strategic Priority of 
the CCS relates to the crucial issue of emerging and re-
emerging diseases as well as the output stated under 
the HSP partnership objective of “effective response to 
international and regional programs”.62 

The table provided in Annex 2 identifies links between 
each of the CCS Strategic Priorities, Main Focus Areas and 
selected Strategic Approaches and related sections of the 
HSP 2008–2018. Many of the links are at HSP objective 
and output levels, while some are at indicator level. Others 
are links to priorities and critical issues identified in the 
body of the HSP. The Strategic Priorities and Main Focus 
Areas of the CCS Strategic Agenda are all linked, at some 
level, to the HSP.

5.3 Validation of the CCS Strategic
Agenda with UNDAF outcomes

The CCS Strategic Agenda relates to the UNDAF 
outcomes at various levels. Not surprisingly, all of the CCS 
Strategic Priorities relate to UNDAF Focus Area 4: Basic 
Services (health and education). However, there are many 
other links between UNDAF Focus Areas and CCS Strategic 
Priorities. Table 8 identifies links between the CCS and 
the proposed outcomes for UNDAF 2013–2017 that were 
agreed at a stakeholder meeting held in Fiji in October 
2011. Where links may not be immediately apparent from 
the wording of the CCS Strategic Priority, the Main Focus 
Area (MFA) is included in Table 8 to show the link. The 
UNDAF Basic Services Focus Area is not included in the 
table as all CCS Strategic Priorities are related to it.

61Health Sector Plan 2008–2018. Apia, Ministry of Health, Government of Samoa, 2008; p. 11.
62Health Sector Plan 2008–2018. Apia, Ministry of Health, Government of Samoa, 2008; p. 30.
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Table 8: Links between proposed outcomes for UNDAF 2013–2017 and the CCS Strategic Agenda

Agreed Proposed UNDAF 2013–2017 Outcome CCS Strategic Priority

Focus Area 1: Environmental management, climate change and disaster risk management

Initial agreed outcome: Improved resilience of Pacifi c island countries and areas, with particular 
focus on communities, through integrated implementation of sustainable environmental 
management, climate change adaptation/mitigation, and disaster risk management.

4. Building capacities in responding 
to and mitigating public health 
threats and risks posed by 
emergencies and disasters.

Focus Area 2: Gender equality

Initial agreed outcome 1: Increased women’s participation through legislation and policies that 
advance women’s leadership at all levels.
Initial agreed outcome 2: Strengthened protective systems through policy, legislation and 
programmes to respond to and prevent exploitation and violence against women, children and 
other vulnerable groups in line with international standards.

2. Prevention and control of 
noncommunicable diseases and 
conditions, including mental health 
and injuries, physical disabilities 
and their risk factors.

MFA 2.6: Strengthening the injury and 
violence prevention programme.

Focus Area 3: Inclusive economic growth and poverty reduction

Initial agreed outcome 1: Enhanced inclusive economic growth and poverty reduction through 
improved and increased sustainable employment, livelihood opportunities and food security for 
women, youth and vulnerable groups.
Initial agreed outcome 2: Enhanced social safety nets for all citizens and increased resilience for 
the most vulnerable groups.

4. Building capacities in responding 
to and mitigating public health 
threats and risks posed by 
emergencies and disasters.

MFA 4.4 Strengthening food safety 
and nutrition aspects of food security.

Focus Area 5: Governance

Initial agreed outcome: Regional, national, local and traditional governance systems are 
strengthened and exercise the principles of good governance, respecting and upholding human 
rights, especially women’s rights, in line with international standards.

1. Contribute to strengthening 
health systems to improve equity, 
universal access, close-to-client 
care and comprehensive prevention 
services.



38

Country 
Cooperation 
Strategy 
Samoa
2012–2918

Section 6 
Implementing the 
Strategic Agenda: 
implications for 
the entire 
Secretariat



39

Country 
Cooperation 

Strategy 
Samoa

2012–2918

6.1 The role and presence of WHO according to the Strategic Agenda

6.1.1 Core capacity requirements

In Samoa, WHO is the mandated health technical agency and health development partner in direct collaboration with 
the Ministry of Health as implementing agency. There are opportunities for joint planning and technical assistance with 
the Ministry of Health and with the major health development partners within the Health Sector Steering Committee. WHO 
is recognized as the lead agency for technical assistance provision in the health sector and as the coordinator of local, 
regional and global health partners. WHO’s comparative advantage is its governance role and the mandate to provide 
leadership in health in collaboration with the Government.

WHO’s position in the health sector is strengthened by its the ability to react quickly to the needs of the Ministry 
and provide expertise from the WHO Country Office, the Pacific Technical Support Division and the Regional Office. The 
availability of these technical assistance resources enables WHO to provide rapid evidence-based technical support to 
the Ministry of Health and collaborating health partners in Samoa.

In Samoa, WHO fulfils its core functions as described below.

1. Providing leadership on matters critical to health and engaging in partnerships where joint action is needed

 WHO is regarded as the lead partner in health sector development and provides leadership in health to the Ministry of 
Health and development partners. There is demonstrated evidence of WHO taking joint action with the United Nations 
and other partner agencies where needed and of its long history of close collaboration with all health partners.

2. Shaping the research agenda and stimulating the generation, translation and dissemination of valuable knowledge

 Knowledge and information are widely shared when WHO stimulates discussion of policies and health issues among 
the health partners. WHO continues to perform this function in the health development community and at same time 
provides support to the Ministry of Health in strengthening the Health Information System and building capacity in 
evidence-based policy-making and health planning.

3. Setting norms and standards, and promoting and monitoring their implementation

 As a critical component of its work, WHO sets norms and standards that are often requested by government ministries 
and offices in support of the integration of health across sectors and improvement of health in the population. 
Monitoring is the responsibility of the government, but WHO provides support if requested.

4. Articulating ethical and evidence-based policy options

 Evidence-based decision-making is at the basis of health service implementation and the health sector’s response 
to health issues and emergencies. Opportunities to increase the use of information and evidence-based policies 
in developing the health sector need to be pursued and cemented into health information planning analysis. WHO 
continues to support the health sector in framing health policies with solid reliable information and evidence-based 
experience.
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5. Providing technical support, catalysing change and 
building sustainable institutional capacity

 In Samoa, WHO’s scope of work is predominately 
providing technical support in collaboration with the 
Ministry of Health. The majority of activities are capacity-
building activities such as fellowships, workshops, local 
training, meetings and symposiums. Ongoing activities 
support the Ministry of Health’s priorities and impart 
technical advice to build institutional capacity.

6. Monitoring the health situation and assessing health 
trends

 More effort is needed to improve the availability of 
health information. Once information is regularly 
collected, analysed and disseminated, monitoring can 
take place to assess health trends. A monitoring and 
evaluation framework is already in place to help Samoa 
monitor health sector performance for planning and 
human resource development.

6.1.2 Staffing requirements

The Strategic Agenda requires dedicated support from 
the WHO Country Office, the Pacific Technical Support 
Division, the Regional Office and Headquarters, when 
requested. The current capacity of the WHO Country Office 
in health system development and NCD reduction and 
control cannot meet the increased demand for effective 
country support in these high priority areas. An experienced 
staff member in health system development and NCD 
control and prevention based in the WHO Country Office is 
urgently needed to help tackle the major health challenges 
identified in the country. 

The WHO Country Office is staffed by four professional 
staff—two international professional staff (WHO 
Representative and Programme Management Officer) 
and two National Professional Officers in communicable 
diseases and noncommunicable diseases. Support staff 
include an administrative assistant in finance, a senior 
administrative assistant for administration of the office and 
fellowships, a secretary for the representative, a programme 
secretary to support programme implementation, a 
receptionist/secretary and a driver/messenger.

The core capacities of the WHO Country Office are 
supported by the staffs’ skills configuration, the resources 
available and the management of the office. In addition, 
technical support from the Pacific Technical Support 
Division and the Regional Office add to staff capacities.

The WHO programme budget for Samoa is the minimum 
required to support the implementation of routine, priority 
programmes of the Ministry of Health. With a larger 
budget, the Country Office would support additional 
fellowships and training, an invaluable requirement for 
health development and a sector priority. Additional 
resources are made available by the Pacific Technical 
Support Division, the Regional Office, Headquarters and 
collaborating partners for the participation of Samoan 
counterparts in regional meetings, international workshops 
and training opportunities. Travel and communication are 
costly compared to other countries in the Region and this 
needs to be recognized. Additional financial resources are 
made available in times of emergencies and for priority 
needs. The WHO programme budget is bolstered by the aid 
programmes of health partners in country and the health 
SWAp programme, which fully supports the CCS.
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6.2 Using the CCS

The Strategic Agenda directs WHO to concentrate its 
efforts on health priorities that can be resolved between 
2012 and 2018, before moving on to secondary priorities, 
in order to improve the health status of the population, 
reduce the current burden of morbidity and mortality, 
and improve the fundamentals of the health system for 
continuous improvement in quality health services.

The Strategic Agenda is in line with the Health Sector 
Plan and the SWAp. The partners are all engaged and 
make sizable contributions through the SWAp programme 
as well as their own aid programmes. Their multi-year 

programmes indicate a commitment to produce results. 
All programmes are aligned to relevant MDGs and support 
national priorities across sectors.

6.3 Monitoring and evaluation of the CCS

Annual monitoring of the CCS will be conducted in 
partnership with the Ministry of Health and in collaboration 
with other health partners. Monitoring results will feed 
into the WHO programme budgets, and will contribute to 
the development and the focus of the health development 
agenda and strategies for the next Health Sector Plan.
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HSP Objective: To strengthen health promotion and primordial prevention.

• Through the Tobacco Free Initiative, WHO has provided a National Professional Offi cer to manage all TFI activities including 
participation in meetings overseas, national campaigns, and tobacco legislation in support of the WHO Framework Convention 
on Tobacco Control.

• The Samoa National Plan of Action for Nutrition 2002–2007 was supported by WHO and partners. WHO was appointed to 
provide technical assistance for the implementation of the nine strategies with sector partners. Training was supported for the 
creation of the Tupu Tamasese Meaole Hospital Breastfeeding Policy to protect, promote and support breastfeeding.

• The Samoa National Plan of Action for Infant and Young Child Feeding 2006–2010 was drafted in 2006 with support from WHO 
and other development partners.

• Water safety has been a major health issue for the Ministry of Health and WHO for a number of years, starting with the Water 
for Life meeting in Apia in April 2005. WHO and partners have supported improved monitoring and awareness of policy among 
decision-makers. Water safety plans training and planning workshops were held in Apia and Rarotonga in 2006. Improved water 
safety plans were implemented under the WHO/SOPAC Pacifi c Water Safety Plans Programme supported by AusAID and the 
Programme for Water Quality Monitoring Capacity Building supported by NZAID (now New Zealand Aid Programme).

• With UNICEF, WHO has continued to strongly support immunization through technical assistance and programme support. 
Immunization is widely supported by WHO through the Regional Offi ce and WHO Representative Offi ce in the South Pacifi c when 
necessary.

HSP Objective: To improve access to and strengthen quality health care delivery in Samoa.

• WHO developed a comprehensive package to guide the control of sexually transmitted infections in Pacifi c island countries in 
partnership with the STI Working Group for the Pacifi c.

HSP Objective: To strengthen the regulatory, governance, human resources for health (HRH) and leadership role of the 
Ministry of Health.

• The revised International Health Regulations (2005) that came into effect on 15 June 2007 have been the cornerstone of Ministry 
of Health-WHO collaboration with strong support, integration and ownership in the health sector.

HSP Objective: To strengthen health systems through processes between the Ministry and health sector partners.

• Throughout the Region, WHO supported countries to make strategic decisions to protect the health of their population during 
epidemics of severe acute respiratory syndrome (SARS), avian infl uenza A(H5N1) and pandemic infl uenza A(H1N1).

• During the 2009 tsunami emergency, WHO played a leadership role in the Health Cluster, coordinating the efforts of other 
agencies and partners in the health sector, and supported the WASH Cluster coordinated by UNICEF. WHO hosted meetings 
with the Ministry of Health to ensure coverage and collaboration with the National Disaster Management Offi ce, the Ministry 
of Health, the New Zealand Aid Programme, AusAID, NGOs and the United Nations agencies responding with humanitarian 
assistance.

HSP Objective: To ensure greater development of partner participation in the health sector.

• Within the context of the Health Sector Steering Committee for the SWAp programme, WHO has supported the Ministry 
of Health strategic agenda and policies to help ensure consistency and programme cohesiveness. As a conduit, WHO 
has interacted with the health partners to share information and provide an overview of the health priorities and support 
collaboration.

Annex 1
WHO contribution to Health Sector Plan objectives from 2008 to 2011
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Annex 2
Links between the Country Cooperation Strategy 2012–2018 and the Health Sector Plan 2008–2018

CCS 2012-2018 Strategic Priorities, Main Focus Areas, 
Selected Strategic Approaches

HSP 2008-2018 Objectives, Outputs, Selected Indicators

1. Contribute to strengthening health systems to improve 
equity, universal access, close-to-client care and 
comprehensive prevention services.

1.1 Strengthening health systems development and governance.

1.1.1 Support the review and updating of national legislations, 
strategies, policies and action plans including the National 
Health Sector Plan.

1.1.2 Provide support to strengthen monitoring and evaluation of 
health services outcomes.

1.1.3 Support further strengthening of partnerships and the 
mechanism for aid coordination.

1.2 Developing and strengthening human resources for health.

1.2.1 Support the development of standards and review of 
legislative framework and policies for human resources for 
health following the WHO Code of Practice. Improve HRH data 
and evidence; strengthen capacity in HRH policy, planning and 
management; and address migration through incentives and 
other strategies to improve retention.

1.2.2 Support continuing professional development through 
distance learning, e.g. POLHN, overseas fellowship opportunities 
and re-certifi cation/licensure.

1.2.3 Provide support to strengthen the capacities of the in-
country education system for health professionals including 
improved quality and standards of education.

1.2.4 Strengthen partnerships, networks and alliances among 
stakeholders including those outside the health sector (e.g. 
the Pacifi c Human Resources for Health Alliance, professional 
associations and institutions).

2 To improve access and strengthen quality health care 
delivery in Samoa

2.1.6 Accessibility and affordability of health care services and 
supplies

3 To strengthen regulatory governance and leadership role of 
Ministry of Health

2.1.7 Strengthened community health care sector

2.1.8 Essential clinical and diagnostic supportive services

3.1.4 Effective statutory bodies

3.1.6 Legislative framework in place

3.1.5 Evidence based policies, monitoring and regulatory 
frameworks

6 To ensure greater development partner participation in the 
health sector

3.1.1 Strengthened strategic linkages with other sectors and 
sector partners

6.1.1 Increased donor participation in health

6.1.2 Increased access and utilization of donor resources under 
regional and international programmes for health programmes

6.1.3 Increased number of stakeholders and donors at health 
sector meetings

3.1.3 Increased availability of appropriately qualifi ed and skilled 
health workforce

3.1.3 Increased availability of appropriately qualifi ed and skilled 
health workforce (Human Resources for Health Plan 2008–2015 
developed, approved and implemented)

3.1.8 Health systems strengthened in Samoa

2.1.5 Skilled and competent health professionals and support 
staff

3.1.7 Strengthened national educational institutions

4 To strengthen health systems through partnerships 
between the Ministry and health sector partners

4.1.1 Complementarities in sector planning

4.1.2 Strengthened communication and collaboration
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1.3 Strengthening the Health Information System.

1.3.1 Provide support for capacity-building in data collection, 
management, analysis and dissemination of essential health 
information.

1.4 Strengthening health care fi nancing.

1.4.1 Support regular monitoring and evaluation of trends in 
health care expenditures through the National Health Accounts 
(NHA).

1.5 Improving the quality of health care.

1.5.1 Provide support to improve the prevention and 
management of health care-related infection and antimicrobial 
resistance.

1.5.2 Provide support to strengthen pharmacy services and 
ensure blood safety.

2. Prevention and control of noncommunicable diseases and 
conditions, including mental health and injuries, physical 
disabilities and their risk factors.

2.1 Strengthening surveillance.

2.2 Developing ethical and evidence-based guidance.

2.3 Developing enabling environments.

2.4 Strengthening management and health care for NCDs.

2.5 Strengthening mental health interventions including suicide 
prevention and substance abuse.

2.6 Strengthening the injury and violence prevention 
programme.

3. Accelerating achievement of health-related Millennium 
Development Goals including control of TB and HIV/AIDS.

3.1 Strengthening reproductive, maternal and child health 
services.

Work continues to improve the [Health Information System] to 
provide evidence for policy and planning. A system will also 
be developed to … provide a more holistic and sector oriented 
information base for monitoring and evaluation in order for more 
effective decision making for all sector partners and service 
providers…. (Monitoring and Evaluation p20)

5 To improve health sector fi nancial management and long 
term planning health fi nancing

3.1.2 Increased accountability and transparency at all levels

5.1.1 Improve equitable allocation of resources

5.1.2 Improvement on effi ciency, accountability and 
transparency of the health sector

2.1.4 Implementation of professional and service standards

(Decrease hospital readmission and post operative infection 
rates (NB This indicator will require development to PATIS 
hospital system report programming)

2.1.1. Control and manage selected communicable and non 
communicable diseases

1.1.4 Build up personal healthy life skills and choices for 
individuals

1.1.1 Effective healthy public policies developed and 
implemented

1.1.2 Improve environmental health

1.1.3 Community actions strengthened

(Establishment of chronic disease registers and evidence based 
programs for screening and early intervention, including at least 
cancers, diabetes and rheumatic heart disease)

(Increase in the proportion of suspected mental health cases 
referred to the mental health unit who are followed up.)

HSP responds to Health Sector Situational Analysis (2006) which 
identifi ed ‘injury as a signifi cant cause of death and disability’. 
(Priorities p11)

HSP responds to the Millennium Development Goals (MDGs) 
and recognizes the MDGs health objectives and the cross cutting 
nature of health in social and economic development. 
(Linkages p15)

2.1.2 Improved reproductive, maternal and child health

Annex 2
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3.2 Strengthening the Expanded Programme on Immunization.

3.3 Strengthening prevention and control of HIV/AIDS and STI.

3.4 Strengthening control of TB and other selected 
communicable diseases including typhoid, dengue fever, 
fi lariasis and leprosy.

4. Building capacities in responding to and mitigating 
public health threats and risks posed by emergencies and 
disasters.

4.1 Strengthening responses to emerging diseases and public 
health events under IHR (2005).

4.2 Strengthening capacity to deal with humanitarian 
emergencies.

4.3 Strengthening capacity to deal with health risks associated 
with climate change.

4.4 Strengthening food safety and nutrition aspects of food 
security.

Legend: Strategic Priorities 1st level and bolded, Main Focus 
Areas 2nd level, Strategic Approaches 3rd level

(Annual increase in the proportion of babies fully vaccinated at 
18 months to at least 90 % for all vaccines on schedule within 
5 years)

(Sexually Transmitted Infections program designed, resourced 
and effective at measuring and then reducing prevalence rates)

(Design and implement effective programs to reduce endemic 
typhoid, diarrhea, fi larisis and tuberculosis in Samoa)

4.1.3 Effective response to international and regional programs

3.1.8 Health systems strengthened in Samoa (Compliance with 
health related regulations and conventions endorsed by Samoa 
including IHR)

Samoa’s susceptibility to cyclones and other natural disasters 
raises the importance of developing well-planned mechanisms 
for disaster preparedness. (Critical Issues p34)

Legend: Objectives bolded, Outputs numbered, Indictors – 
(bracketed), Excerpts from HSP text italicized
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