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PREFACE 

It is a basic function of the World Health Organization to collaborate with its Member States 
in gathering, synthesizing and disseminating data on the world health situation. One main use of 
such information is as a basis for the formulation of national strategies in the struggle to achieve 
health individual countries. 

In 1982, the World Health Assembly called on its Member States to make a periodic evalua
tion of progress made towards their common goal of achieving health for all through primary 
health care. In 1985, Member States completed a first evaluation of their health-for-all strategies 
and submitted their reports. This exercise represents an important milestone on the road to achiev
ing health for all. 

Of the 32 countries or areas making up the Western Pacific Region, 26 submitted evaluation 
reports, which served as a basis for the corresponding reviews in the second part of this volume; 
the reviews for four countries were prepared in the Regional Office and subsequently cleared by 
the governments concerned; no data were available for two countries. A regional synthesis of the 
material for the individual countries or areas forms the first part of the volume. 

This evaluation of progress in implementing national strategies is undoubtedly one of the most 
important activities recently undertaken in the Western Pacific Region. Its benefits include an in
creased awareness among governments of the great value of monitoring and evaluation processes. It 
has led to higher programme implementation rates throughout the Region, and many countries or 
areas have enhanced their managerial capability through practical experience. 

In presenting a profile of the health situation in the Region it has been necessary to take into 
account the socioeconomic situations, since these have a direct bearing on health development. 

The economies of most countries in the Region have experienced difficulties during recent 
years, largely as a result of the worldwide recessionary trends. Against this background, govern
ments have had to respond to the expectations of a fast-growing population. The governments of 
most of the developing countries have found it difficult to increase their health budgets, and all 
Member States of the Region have become more cost-conscious. Nevertheless, the evaluation 
reports on national health-for-all strategies that were submitted indicate that most countries or 
areas have made significant progress in the strengthening of information resources management in 
support of national health services. 

Countries and areas of the Western Pacific Region are to be congratulated on the initiatives 
they have taken to restructure their health systems, based on the principles of primary health care, 
in order to improve the health of their people. 
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" 

INTRODUCTION 

In 1979 the Thirty-second World Health Assembly launched a Global Strategy for health for 
all by the year 2000, and invited the Member States of WHO to act individually in formulating 
national policies, strategies and plans of action for attaining this goal, and collectively in formulat
ing regional and global strategies. A regional strategy for health for all was formulated and adopted 
by the WHO Regional Committee for the Western Pacific at its thirty-first session (1980) and was 
subsequently revised in the light of the Global Strategy adopted by the Thirty-fourth World 
Health Assembly.1 The revised strategy was adopted by the Regional Committee at its thirty
second session (September 1981).2 The plan of action for implementing the Global Strategy 
(approved by the Thirty-fifth World Health Assembly in May 1982) calls on Member States to 
periodically review and assess their national health policies, strategies and plans of action. 3 

Monitoring of progress is to be carried out every two years, and an evaluation of effectiveness made 
every six years. The global plan also calls on regional committees to prepare indicators for monitor· 
ing and evaluating regional health-for-all strategies. The Regional Committee for the Western 
Pacific, at its thirty-third session (1982), approved a list of indicators that could be used in that 
monitoring and evaluation. 

A common framework and format was prepared for the monitoring of national, regional and 
global strategies; it was approved by the Regional Committee at its thirty-third session (1982).4 Its 
intent was to stimulate national monitoring of the implementation of health-for-all strategies. The 
results of the national monitoring were to be uS'ed to prepare regional and global reports on pro
gress in implementing the Global Strategy. The first regional monitoring reportS examined the 
relevance of national health policies to the attainment of health-for-all goals and the progress made 
in implementing national strategies. It was reviewed by the Regional Committee at its thirty-fourth 
session (1983) and was submitted as the regional contribution to the global report. The latter was 
considered at the Thirty-seventh World Health Assembly (1984). 

The global plan of action stipulates that an evaluation of national health-for-all strategies 
should be carried out every six years and that the first evaluation should be made in 1985. A com
mon framework and format was formulated to guide the national evaluation process, and was 

I Global srralC/t.'Y for heahh for all bJ! fhe year 2000. Geneva, World Health Organization, 1981 ("Health for All" Series 
No.3). 

2 Regional strategy for health for all bJ' the year 2000. Manila, World Health Organization, 1982. 
3 Plan of aaion for implementing the global strategy for health for all. Geneva, World Health Organization, 1982 

("Health for All" Series No.7). 
4 See resolution WPR/RC33.R8. Handbook of Resolutions and Decisions of the Regional Committee for the Western 

Pacific, Vol. II, fourth edition, 1976-1983, p. 4. 
'WHO document WPR/RC3417. 
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4 WESTERN PACIFIC REGION 

approved by the Regional Committee at its thirty-fifth session (1984).1 National reports on the 
results of the evaluation were received from twenty-six out of the thirty-two countries or areas in 
the Region. This first evaluation is aimed at assessing the relevance, progress, adequacy, effec
tiveness and efficiency of national health policies and strategies in achieving health-for-all goals. 

"Health for all by the year 2000" is the basis for national health development throughout the 
Region. It is not a separate development activity that has been added on to other development 
schemes. Hence, no new evaluation processes have been established solely to assess progress in 
achieving health for all. On the contrary, the goal is to integrate into the overall national 
managerial process those value systems and concepts upon which health for all is predicated. 

All countries or areas of the Region are struggling with the problem of implementing an 
evaluation process that is responsive to progress in national development. However, it is encourag
ing to note from the reports received that some progress has been made in expanding traditional 
methods of evaluation. Most countries or areas indicate that their evaluation is based on central 
level mechanisms that start with planning: it is the central planning unit that collects and analyses 
the information required for assessment purposes. Most countries or areas realize that the evalua
tion process must have a more pervasive impact throughout the health system. This realization is 
one of the positive benefits that the health-for-all concept has brought to managerial processes in 
the Region. It will be a recurrent theme throughout this report. 

The regional evaluation which follows is a synthesis of findings from the national reports 
assessing the effect of the health-for-all strategies on national health development. 

I See resolution W'PR/RC35.RS. Report of the WHO Regional Committee for the Western Pacific, Thirty-fifth 
session, 1984, p. 25. 
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I See resolution W'PR/RC35.RS. Report of the WHO Regional Committee for the Western Pacific, Thirty-fifth 
session, 1984, p. 25. 



Chapter 1 

MAJOR SOCIOECONOMIC DEVELOPMENTS AFFECTING 
THE HEALTH STATUS OF THE POPULATION 

The regional development scene 

The Western Pacific Region of the World Health Organization consists of thirty-two countries 
or areas, with a total estimated population in 1984 of 1400 million; seven countries account for 
96% of this total. I The Region is heterogenous in political, economic and demographic terms. 
There are countries with free-enterprise market economies, centrally planned economies, and mixed 
economies. The Region has highly industrialized developed countries, newly industrializing coun
tries or areas, 2 developing countries or areas, and some that count among the least developed of 
developing countries. There are large and small countries, land-locked and island countries, and 
together they provide a diversity of development potential and of opportunities for (and constraints 
on) the exploitation of this potential. In spite of this diversity, the Region shares a common belief 
in the need for rapid development in a peaceful environment. 

The Region has taken a decided turn for the better during the last few years as regards the 
political and economic climate favouring its continued dynamism. Treaties and agreements on 
mutual cooperation and defence or security have remained in force, despite some problems related 
to the implementation of their provisions. The fourteen-member South Pacific Forum, at its 
meeting in August 1984, voiced its desire to keep the area a nuclear-free zone. The scope and func
tions of the Association of South-East Asian Nations (ASEAN), established in 1967 to foster 
economic development rather than military cooperation, were expanded to include the promotion 
of regional peace and security; membership was extended to Brunei Darussalam. The conflict in 
the Indochinese Peninsula continues to evade solution. But an important event, reflecting the em· 
phasis on accommodation rather than confrontation, was the signing in Beijing of a joint declara
tion by China and the United Kingdom on the future of Hong Kong. Politically, the Western 
Pacific Region is in a period of transition, a number of areas becoming independent and self
governing.3 

I United Nations World Population ChartJ 1984. The seven counrries with the largest populations are China (1051 
million), Japan (119 million), Viet Nam (58 million), Philippines (53 million), Republic of Korea (40 million), Australia 
(16 million), and Malaysia (15 million). 

2 The term "newly industrializing countries or areas" refers to those countries or areas which have a high share of 
manufacturing output in their exports and gross domestic product, e.g., Hong Kong, Republic of Korea, and Singapore. 

3 Brunei Darussalam, Kiribati, Solomon Islands, Tuvalu, Trust Territory of the PacifIC Islands~ and Vanuatu have 
become independent in the last few years. 
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In some countries or areas of the Region, the population consists of diverse ethnic and 
religious groups; although occasionally problems arise, they have managed in general to live in 
peace and harmony. Countries are charting a course away from extremism, dogmatism, and 
ideologies and towards pragmatism and moderation. l A combination of the socialist and the 
capitalist approach to economic development is a feature of most of those countries in East Asia 
that have maintained sound economies, with a high growth rate, even during the period of global 
recession. In these countries, the government plays a leading role in directing and regulating the 
economy by selectively supporting those industries and firms that can contribute to increased 
economic growth. 

High economic growth was achieved in most of the East and South-East Asian countries 
through technology-based or labour-intensive approaches that depended on the economic perform
ance of the industrial countries. However, they resorted to external sources to finance their invest
ment, which led to increased debt-servicing problems in some of the countries. A number of them 
were able to control domestic inflation and to reduce their trade deficits and debt-service ratios.2 
As these developments unfolded, the Asian Development Bank and the W orId Bank reviewed the 
relevance of their policies to development support. Insofar as the Asian Development Bank is con
cerned, the pattern of lending was "distinguished by very sharp rises in the amount of loans chan
nelled into the Energy and Transport and Communication sectors. On the other hand, there were 
significant declines in lending for Social Infrastructure and Development Banks."l 

The social status of women in the Region is influenced by cultural bias and prejudice, not only 
in such areas as education but also in other aspects of their role and status in the family and the 
community. The preference for male children is still widely shared by a number of countries. The 
practice of certain taboos during menstruation, pregnancy and lactation adversely affects women's 
health. Traditional views on division oflabour between the sexes, and on the relative status of men 
and women, limit the scope, nature and estimated value of women's productive capacity. The 
functions traditionally assigned to women are being evaluated in order to increase the effectiveness 
of their participation in community activities aimed at better living and environmental conditions. 
Demands for women's social and economic participation have also increased, although the degree 
of such participation varies. The socialist countries of the Region present a more favourable pic
ture of equality in occupational status between women and men. In general, in the health field, 
women are regarded as the main health care providers. But although they form a majority of the 
total health personnel, the top posts are still occupied by men 4 Moreover, while women's 
participation in economic activity has increased, there seems to be no commensurate improvement 
in their conditions of work, wages and access to education, health or other social benefas. 

The influx of refugees is becoming significant in a number of countries. While a great deal of 
support is given by international agencies to alleviate this problem, the burden on some of the 
countries of the Region has been heavy. Paradoxically, a number of countries have become not 
only a haven for but also a source of refugees. 

I Asia yearbook 1985. Hong Kong, Far Eastern Economic Review, 1985, pp. 12·16. 
2Annua! report 1984. Manila, Asian Development Bank, 1985. 
3 Ibid., p. 6. 

4 Women, health and development (WHO documenr WPR/RC351l0), 1984, pp 4-5. 
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Demographic trends 

The regional population, estimated at 1400 million in 1984, is expected to grow to 1700 
million by the year 2000. The average of national growth rates was 2.0% per annum for the period 
1975-1980. Recent evidence suggests that the rapidity of population growth has tended to 
decrease; migration from rural to urban areas has continued, but at a slower rate; dependency 
ratios have tended to be extraordinarily high; and the labour force has continued to increase.! 
Moreover, the way in which governments perceive the size of their population and its rate of 
growth has changed over the past decade, again in varying degrees as between countries. 2 Of the 
twenty-one countries for which data are available, twelve considered their population size and 
growth rate to be too high, six found them to be at an acceptable level, and three found them to be 
too low. There are policies of intervention to modify the rate of growth, however, in most of the 
countries or areas in the Region. 

As regards age structure, with the exception of a few low-fertility countries, the majority ofthe 
popUlation is still concentrated in the younger age groups. Nevertheless, the proportion of persons 
aged 65 and above has increased from an average of 4.2% in 1970 to about 5.1 % in 1980; this aging 
of the population is expected to continue and even accelerate around the year 2000. The developed 
countries of the Region are already faced with the problem. Japan, for example, is aging faster than 
any other nation in the world; with a 50% increase in life expectancy between 1950 and 1984, and 
a decline in the post-war birth rate, it is estimated that by the year 2000 nearly 15% of Japan's 
popUlation will be over the age of 65. 3 

The dependency ratio for the ESCAP region (defined as the ratio of the number of children 
below the age of 15 and of elderly persons aged 65 or more to the number of persons of working 
age) declined in 1980 as compared with 1970. In 1980, there were about 71 dependants for every 
100 persons of working age compared with 80 such dependants in 1970. Indeed, as fertility 
declines and the transition from a young to a mature population takes place, it is to be expected 
that an increasingly larger proportion of the population will be in the 15-64 age group, with a cor
responding decline in the dependency ratio.4 

In the past few decades, governments have expressed increasing concern at the distribution of 
popUlation. Problems related to urbanization and the growth of cities are expected to assume 
serious proportions in the future as the urban population continues to increase. During 1970-1980 
there was a small but steady increase (about 4%) in the proportion of urban population in the 
Region, Japan, the Republic of Korea, and Singapore being the most urbanized countries. Over 
the past decade, the pace of internal migration (characterized by the flow from rural to urban areas 
in general, and indicative of the mobility of the agricultural workforce) is reported to have slowed 
down slightly. However, current observations show that the flow is now mainly directed towards 
the larger urban centres. This may imply that the urbanization is a phenomenon associated with 

1 Economic and social survey of Asia and the Paczfic, 1984. Bangkok, United Nations, 1985 (ST/ESCAP/313), p. 115. 
2 Third Asian and Pacific Populalion Conference (Colombo, September 1982): Selected papers. New York, United 

Nations, 1984 (Asian Population Studios Serios No. 58) (STIESCAPI267), p. 123. 
3Asia yearbook 1985. Hong Kong, Far Eastern Economic Review, 1985, p. 41. 
4 Third Asian and PaCIfic Population Conference (Colombo) September 1982): Selected papers. New York, United Nations, 

1984 (Asian Population Studios Series No. 58) (STIESCAPI267), pp. 16·!7. 
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development, but recent experience indicates that the characteristics of urbanization in the wider 
process of development are changing. In fact urbanization may not always reflect the level of 
development. Contrary to the early experience of industrialized countries, increasing urbanization 
in developing countries seems to be associated neither with the degree of industrialization nor with 
successful rural development programmes. The United Nations has estimated that of three factors 
- natural increase, reclassification of places from rural to urban, and migration - natural increase 
contributed about 400/0 of urban growth in the developed countries, migration and reclassification 
accounting for the remaining 600/0. In the developing countries, however, the contribution of 
natural increase to urban growth was about 610/01 It is estimated that urban population growth in 
the Region between 1975 and 2000 will be almost double that of 1950-1975. Associated with urba
nization is the excessive growth oflarge cities. There were only three cities (Beijing, Shanghai and 
Tokyo) with a population of 10 million or above in 1980. It is estimated that by the year 2000 
there will be six cities in the Region with a population of that size. 

During the 1970s, international migration was an important component of population growth 
in Australia, Brunei Darussalam, Hong Kong and New Zealand, and to a lesser extent in Malaysia 
and Singapore. Temporary migration for employment, particularly to the oil-exporting countries, 
has become a significant factor in the large outflow from the Philippines and the RepUblic of 
Korea. Though small in relation to total population, such international migration has become an 
increasingly significant instrument for socioeconomic change in the Region. Apart from the 
economic costs or benefits accruing to the sending and receiving countries, there are the social and 
psychological adjustments required from the immigrants themselves. Migration of labour, while 
creating opportunities for national enrichment, caused shortages of workers with crucial skills in 
the domestic economy, and social problems for the families left behind. 

Economic trends 

The Region has been experiencing increases in the growth rates of gross domestic product, the 
highest increases being in the newly industrializing countries.2 Most of the developing countries in 
the Region have in general recovered from the exceptionally low growth rates of 1982: the average 
rate during 1983 and 1984 was higher than in 1982, though below the average rate over the past 
decade) An external environment characterized by high interest rates, volatility in foreign ex
change rates, scarcity of capital inflow, continued weakness of primary commodity prices, and dif
ficulty of access to manufactured exports due to the proliferation of protectionist trends is inhibit
ing the sustained economic development of the developing countries.4 The performance of coun
tries or areas such as Hong Kong, the Republic of Korea, and Singapore has been remarkable, par
ticularly with respect to the export of manufactured goods, following the economic recovery of the 

J Urbanization in the ESCAP region. In: Third Asian and PaCIfic Population Conference (Colombo, September 1982); 
Selected papers. New York, United Nations, 1984 (Asian Population Studies Series No. -58) (ST/ESCAP/267), 
p. 160. 

2 The per capita GNP of most or the countries in the Region was at least US$ 250 as of 1982. 
lAl1nual report 1984. Manila, Asian Development Bank~ 198-5. 
4 Economic and Social Council, Official Records, 1985. Supplement No. 12. Economic and Social Commission/or Asia 

and (he PaCIfic Almual rep(lrr 28 April 1984 . 29 March 1985. Bangkok, United Nations) 1985 (E/l98S/33; E/ESCAP/470), 
p. 35. 
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developed world.! But as the growth rate of the gross national product increased, so did the burden 
of external debt in some countries or areas. A number of them have adopted structural adjustment 
programmes and are modifying their economies and introducing flexibility in economic manage
ment. However, in spite of a steady improvement in world economy during the past two years 
favouring the export-oriented economies, the external environment is still uncertain, and far from 
reassuring. 2 

The least developed countries of Lao People's Democratic Republic and Samoa had low 
growth rates in output and less than robust growth in export earnings. These have given rise to 
austerity measures, which are very difficult to implement in the context of near subsistence 
incomes and high rates of unemployment or under-employment. For the most part, these countries 
have followed prudent policies of economic management and it is hoped that the growth of their 
economies will be maintained, though they may not necessarily be accelerated. 

Imbalances continue in labour supply and demand in most of the developing countries. The 
growth of the labour force continues to outstrip the capacity of the economy to generate employ
ment. 3 The rapid growth of the working-age population makes the attainment of an optimal level 
of employment more difficult as well as costly. Because of the difficulty of creating enough urban 
industrial jobs to absorb the growing workforce, agriculture will have to absorb most of the new en
trants to the labour market. This could be accomplished by expanding the land under cultivation, 
by capital investment, or by adopting labour-intensive technology. 

Trade offers the greatest opportunities for sustained growth, faster modernization, and 
technological transformation. As efforts are made to expand interregional trade, countries should 
not overlook the possibilities of trade within the Region itself. The relatively rapid increase in 
intra-regional trade, observed to be growing at twice the rate of the interregional, indicates the 
strong potential of the former for improving economic structure and growth. Cooperation in trade 
among countries or areas in a heterogenous region such as the Western Pacific will expand the 
market for individual countries and thus contribute to their economic growth. 

Although a number of countries or areas have achieved a generally satisfactory rate of 
economic growth during the past few years, this does not necessarily mean that the benefits of that 
growth have been equally distributed throughout the population. For this to happen, the national 
strategies that translate economic growth into better well-being should have been designed to focus 
on the poorer segments of society. Some developing countries, particularly those with a large 
population, have adopted such strategies. They include facilitation of social ownership of the 
means of production as in China and Viet Nam; radical redistribution through wide-ranging land 
reform as in the Republic of Korea; and distribution of assets to the poor as in Malaysia, which has 
large unutilized land resources. These countries seem to have been relatively successful in 
eliminating the worst forms of deprivation and have gone a considerable way towards satisfying 
basic needs. Available data show that, for a majority of countries or areas, the regional targets have 
been met as regards daily per capita calorie and protein supply, infant mortality rate, life expect-

I Economic and social survey of Asia and the PaCIfic 1984. Bangkok, United Nations, 1985 (ST/ESCAP/313), p. 27. 
2 World economic outlook, September 1984: Revised projections by [he staff of (he International Monetary Fund. 

Washington, D.C., International Monetary Fund, 1984 (Occasional Paper No. 32), p. L 
'3 Review of demographic trends and population policies and programmes in the countries of the [ESCAP] region 

(United Nations document E/ESCAP/POP.31l), 1983, p. 20. 
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reform as in the Republic of Korea; and distribution of assets to the poor as in Malaysia, which has 
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I Economic and social survey of Asia and the PaCIfic 1984. Bangkok, United Nations, 1985 (ST/ESCAP/313), p. 27. 
2 World economic outlook, September 1984: Revised projections by [he staff of (he International Monetary Fund. 

Washington, D.C., International Monetary Fund, 1984 (Occasional Paper No. 32), p. L 
'3 Review of demographic trends and population policies and programmes in the countries of the [ESCAP] region 

(United Nations document E/ESCAP/POP.31l), 1983, p. 20. 
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ancy, and adult literacy. These indicators reflect a pattern of development in which the basic needs 
for a satisfactory quality oflife have received a relatively high priority. However, in many countries 
or areas, data on these indicators are not available for subgroups of the population; hence the 
disparities that may exist are not known. 

Social trends 

The adult literacy rate is generally high in most parts of the Region. Primary school enrolment 
is also high and increased in most countries or areas during 1970-1980, the difference between the 
sexes not being significant. When efforts a' concentrated on ensuring a minimum education for as 
large a proportion as possible of an expand,_ :., group of school-age children, fewer resources can be 
devoted to enhancing the quality of education, e.g., by upgrading teachers, improving pupil! 
teacher ratios, and providing better equipment. 1 Recently, the social relevance of present educa
tional policies and programmes to the attainment of "education for all" has been reviewed in the 
context of the International Development Strategy for the Third United Nations Development 
Decade. In some places a new approach to education and its role in a society which is undergoing 
rapid change is emerging. It views the school as a system of interacting parts and advocates the 
need not only for improving the teaching and the curriculum but also for promoting the capacity of 
young people to continue learning on their own. At the same time, the values inherent in primary 
health care - equity and quality - are also emerging in the educational sector. The rapid expan
sion of education in the 1960s and 1970s came at a time of rapid economic growth. With the drop 
in the economic growth rate, increasing attention is being given to allocation of public funds for 
education, and to the need to strike a balance between expansion and improvement in quality. 

Daily per capita calorie supply has exceeded the regional target of 2500 calories in most coun
tries of the Region. Since 1982, there has also been an increase in daily per capita protein supply, 
most countries reporting a daily supply of protein in excess of the regional target of 70 grams. In 
general, the daily per capita calorie and protein supply reported in 1985 was the same as, or more 
than, the values given in the 1983 monitoring reports. The nutrition situation based on the 
availability of calories and protein appears satisfactory. However, it should be noted that these 
figures relate to supply, not to consumption, and thus do not reflect distribution and wastage. 

Intersectoral coordination, and the health component in national development plans 

Owing largely to economic factors beyond their control, governments in the Region are faced 
with rapidly rising costs for the provision of health services. However, the increase in costs has not 
resulted in a commensurate expansion of health services. Furthermore, the problems of equitable 
distribution of health services, increasing population, and a concomitant increase in demands for 
health care cannot be solved by the health sector alone. It is becoming increasingly clear that ways 
and means must be found of coordinating or redistributing responsibility for the health services 
between the government and the private sector or other sectors of the socioeconomic system. 

There has been a growing trend in recent years to formulate health plans in the context of 
overall development policies and to integrate health plans into national development plans. At least 

I Re.view of demographic trends and popula!ion poliCIes and prog:rammcs in the countries of the [ESCAP] region 
(United Nations document E/ESCAP/POP 311), 1983, p. 19. 
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eleven out of eighteen countries or areas in the Region which submitted reports stated that the 
health plan, or at least its essential features, is an integral part of their national development plan. 
In those cases where no development plan exists, health priorities are taken into account during 
budget preparation. Interagency planning groups or similar mechanisms are being established at 
national level to permit continuous and meaningful dialogues in setting health priorities. As to 
coordination during implementation, at least thirteen countries or areas have established 
mechanisms to ensure consultation between the ministry of health and other development agencies 
concerning the health consequences of development. 
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Chapter 2 

DEVELOPMENT OF THE HEALTH SYSTEM 

The national development plans of countries or areas of the Region are predicated on policies 
that direct development towards ensuring socially and economically productive lives for their 
people. The regional health-for-all strategy in support of national development goals is laying the 
foundation for a health development which recognizes the basic needs of food, water and shelter. 
The regional strategy is also quite explicit that health development means more than making provi
sion for basic needs: they must be satisfied in an environment of social, political, and economic 
justice and equity. With the boundary for health development thus expanded, it becomes more ap
parent that the action of the health sector depends on the action of many other sectors. Conse
quently, the regional strategy envisages a health system that encompasses the entire population On 
a basis of equity and responsibility, carries out activities in common with other sectors, and follows 
a primary health care approach consisting in the delivery of the essential el~ments of care at the 
point of first contact with the community. The health system is to be organized into levels of care 
and support units, with primary health care as the foundation of the whole system. 

The process of health development involves a variety of cultural, political and socioeconomic 
factors; its strategy is consequently unique to each country or area. The regional strategy 
recognizes that it is not appropriate to describe the ideal health system in terms of a specific pattern 
of services, organizational structure and decision-making procedures. On the other hand, it is evi
dent from an assessment of health systems in the Region that if the health-for-all concept is to have 
an impact on health development, fundamental changes are required in many of the functions of 
the health system. Such functions include management, legislation, community involvement, in
tersectoral collaboration, development of human resources, and research. The regional strategy 
proposes that countries or areas, when reviewing their health system, should give special attention 
to these functions and evaluate them against the principles of a health system based on primary 
health care. 

Policies and strategies 

It is apparent from this evaluation that the formulation of a comprehensive health-for-all policy 
and strategy is influenced by two factors: (I) the socioeconomic structure of the country or area, 
and (2) the prevailing view on the role that health services play in health development. 

In those countries or areas of the Region where the bulk of economic production and services is 
managed by the private sector, the mechanisms for r~aching a consensus on social policy are com
plex. In countries where government control predominates, it is easier to formulate an explicit 
social policy. 
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Although the mechanisms for formulating policies and strategies are influenced by the coun
try's socioeconomic structure, the content of policy and strategy is more subject to prevailing views 
or assumptions as to the role that health services should play in health development. The different 
views are illustrated in the way governments implement a primary health care approach. At one 
extreme, primary health care is a way of extending the delivery of basic health services to a wider 
segment of the population. At the other end of the scale, primary health care is an approach for 
mobilizing the community to act as an equal partner in the development process. 

The actual status of development in a particular country or area lies somewhere between these 
two extremes. The content of policy and strategy is obviously important; but the context is equally 
important, mainly because policies and strategies are only part of the many interacting components 
of a development process. 

The important point to be noted at this stage of the regional evaluation is that policies and 
strategies should not be evaluated in isolation. It is however possible to make some assessment of 
them in relation to the total development process: for example, by reviewing the types of informa
tion and the methods of decision-making used by countries in expressing their achievements and 
stating their problems, it should be possible to assess major developments and progress. It is along 
these lines that the reports from countries are used to assess the progress made in evaluating the 
health-for-all strategies. 

In twenty-seven countries or areas of the Region, health-for-all policies and strategies have 
been explicitly endorsed by the government, the level of endorsement ranging from ministerial to 
cabinet or head of state. In most of the remaining countries or areas, the intent of policy and 
strategy is the same as in those countries that have formally endorsed the policy of health for all. 

Almost all countries state that their health policies and strategies are compatible with the 
regional health-for-all policy and strategy. Nonetheless, an analysis of their statements shows that, 
although a majority of them really have policies which consider health an integral part of a larger 
social development process, the policies of the rest imply that the primary focus of developmental 
activities for the health sector is the provision of health services. 

A most significant achievement is the increased awareness of the value of policy and strategy 
statements in giving direction to the development process. However, there is still much to be done 
to more effectively translate policies and strategies into programmes of action that actually reflect 
the goals of those policies. 

The majority of countries or areas state that they are reasonably well satisfied with their policy, 
and that no new health-for-all policies are needed. This, it is believed, accurately reflects their 
development, since in most cases the national health policy does give a direction to development 
that ensures equity and justice in social, political, and economic matters. 

By examining the obstacles that countries are encountering in implementing their policies and 
strategies, it is possible to make more specific statements on how policy and strategy are guiding 
the health development process. 

The constraints fall into two broad categories. One comprises the problems associated with the 
assumption that health development means providing more health services. Countries in this 
category stated that their problems were related to expansion of facilities and health programmes, 
lack of financial resources, dispersion of population, and the need for better trained personnel, e.g., 
a new category of health worker. Countries or areas in this group have probably not come to grips 
with the full implications of a health-for-all policy and strategy. 

The other set of constraints is associated with the assumption that health development goes 
beyond the mere provision of health services. This latter group is exemplified by Malaysia, which 
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has stated its problems in terms of the need for improved links with the private sector, improved 
coordination with all agencies involved in health, and development of specific mechanisms for 
community involvement, e.g., community mechanisms to handle the early discharge of patients. 
While such statements do not provide absolute proof of a health perspective that is more com
prehensive than the mere provision of basic services, they are an indication that the system is con
cerned about the broader issues of health development. 

A majority of countries expressed the concern that their development strategies must encom
pass more than the traditional health sector. A common approach to resolving this concern in
volves the use of the country's political processes. Although this may be a very positive trend, the 
real issue is whether the purpose of the strategy is to get more agencies to provide services or to en
sure greater community involvement in decision-making. 

Organization of health systems based on primary health care 

All countries subscribe to the regional strategy's position that the eight essential elements of 
primary health care must be provided at the initial point of contact with the community. For those 
countries that provided information, the situation revealed by the indicators on the delivery of 
these essential elements is very encouraging. Fifteen out of twenty countries indicate that at least 
80% of their population are within 15 minutes' walking distance of a safe water supply. In ten out 
of nineteen countries, at least 80% of the population have adequate sanitary facilities at or near 
their homes. In twenty-three countries or areas reporting, nine indicate that 8.00/0 of their children 
are fully immunized against all diseases in the expanded programme on immunization. All but 
three of the twenty-six countries or areas reporting indicate that at least 80% of the population have 
access to health care, including the availability of at least twenty essential drugs. Fifteen out of 
nineteen countries indicate that 90% or more of the women are attended by trained personnel duro 
ing pregnancy. Sixteen out of twenty·one indicate that at least 80% of deliveries are attended by 
trained personnel. And eleven out of fourteen report that at least 90% of infants receive care from 
trained personnel. 

A number of significant changes are taking place in the health systems of the Region to support 
further improvement in the delivery of essential care. One group of changes is concerned with 
decentralization. For the smaller countries of the Region, this change is best illustrated by Papua 
New Guinea and Solomon Islands. In both countries most of the central government functions and 
services are being decentralized to provincial level. In both countries a priority issue is to work out 
the appropriate roles of the central and the provincial bodies. In the Philippines, decentralization 
of authority is also taking place but in the context of a comprehensive reorganization of health ser· 
vices. Malaysia has set in motion a very significant structural change in its health system. Again, 
more decentralization of authority in the delivery of services is taking place, but in addition the 
Government is attempting to allot a larger share of responsibility for the health services to the 
private sector. China is a country with plans for both structural reorganization and expansion of 
services: for example, within the framework of broad government policy, the health sector is per
mitting more decision·making on health services to take place at the lower levels of the system. 

In other countries, particularly the small island nations where coverage is now relatively good, 
the priority concern is to improve the quality of services. The principal approach is to upgrade the 
quality of manpower and expand the use of community·centred primary health care workers. 
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A major obstacle for countries or areas attempting to introduce significant changes in the 
health system is the difficulty of influencing existing structures and decision-making processes to 
confront the new types of problem that emerge with these changes. Even where the issue is 
primarily quality of care, it is still the existing decision-making processes which constrain progress. 
For example, if personnel evaluation methods do not include quality of care as an integral compo
nent of a worker's job, it is quite difficult to institutionalize quality of care in the health system 
itself. 

A significant development is the attempt by the health authorities to be more interactive in the 
political process. Throughout the Region the political issues are economics (in the larger countries, 
for example, reduction of costs) or more and better services (primarily in the smaller countries). A 
typical trend is the apparent increase of political power away from the traditional power centres 
constituted by the capital or major cities. The challenge for health authorities is to find a com
promise between the bureaucratic responses frequently forthcoming from politicians, and solu
tions that are more in line with the regional health-for-all strategies. 

Managerial process 

There are two approaches to the strengthening of health managerial processes in the Region, 
and again they follow very closely the apparent perspective of the country or area on the role of 
health in development. The largest number of countries see managerial processes as an improved 
planning function and an administrative procedure for using information on the performance of 
the health services. In this group there has indeed been significant improvement in the planning 
function. Notably in the small countries with centralized authority, more health staff are involved 
in planning, more personnel have been trained in planning, the plans are more comprehensive, and 
the scope of the information collected has been expanded to include communities. There has also 
been progress in reviewing and evaluating the implementation of plans. For those few countries 
that have not developed a comprehensive national health planning function, great progress has 
been made in the planning, review, and evaluation of health programmes. In China and Papua 
New Guinea, for example, the traditional health planning and review perspective is the 
dominating force in the managerial process; however, they have decentralized the responsibility for 
planning, together with other management functions. 

The second approach to introducing a managerial process, exemplified by Kiribati on a small 
scale and by Malaysia on a larger scale, is concerned more with how decisions are made and who 
makes them (in contrast to the first approach, which is concerned with the type of decision made). 
Two characteristics of this second approach to the managerial process are predominant: (I) planning 
is a continuous activity at all levels of the health system, with intersectoral involvement, and 
(2) planning and operational decision-making are integrated, again at all levels. Malaysia has not 
achieved all it desires in terms of an effective managerial process. However, many of the issues it 
has identified (e.g., improved information support, intersectoral and agency coordination at high 
level, and more decentralization) are being actively addressed. 

Supporting legislation 

Some governments in the Region have taken action on health legislation. Those that have 
sought WHO support for this purpose are the Lao People's Democratic Republic, Macao, the 
Republic of Korea and Vanuatu. Vanuatu has continued the comprehensive review of its health 
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(2) planning and operational decision-making are integrated, again at all levels. Malaysia has not 
achieved all it desires in terms of an effective managerial process. However, many of the issues it 
has identified (e.g., improved information support, intersectoral and agency coordination at high 
level, and more decentralization) are being actively addressed. 

Supporting legislation 

Some governments in the Region have taken action on health legislation. Those that have 
sought WHO support for this purpose are the Lao People's Democratic Republic, Macao, the 
Republic of Korea and Vanuatu. Vanuatu has continued the comprehensive review of its health 
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laws and has drafted proposed legislation. Macao has drafted basic legislation on such subjects as 
formulation of health policy and strategy, health systems, and mechanisms for community involve
ment and intersectoral collaboration. The Lao People's Democratic Republic has begun to review 
or draft legislation related, either directly or indirectly, to occupational health and environmental 
health issues. The Republic of Korea, in connection with its review of the policy and operations of 
its medical insurance scheme, has identified certain areas where health legislation will be needed. 

A number of countries or areas are introducing new approaches to the delivery of health care 
which will need legislative support for their continuation. However, as it takes some time to fully 
develop such approaches, a sufficiently long test period is foreseen before preparing the legislation 
that will institutionalize the approach. Legislative support is needed, for example, in the assign
ment of curative responsibilities to health workers at the periphery, who under existing laws are 
not authorized to carry out such functions; and also in the practice of acupuncture. 

Community involvement 

Efforts to increase the involvement of individuals and communities in matters of health and 
development are making significant progress in the Region. The scope of such involvement is 
dependent on the way the health system perceives the role of the community. One group sees it as 
providing information for planning and as cooperating in the provision of services; another group 
sees it as a catalyst and opinion leader. Clearly, both views find some degree of expression in most 
approaches to community involvement. In most cases however, it is possible to distinguish one 
dominating view that gives a clue to the system's overall perspective on health and development. 

Certain mechanisms for community involvement have a long history. Most countries are try
ing to improve on the effectiveness of traditional groups and many new types of mechanism are be
ing attempted. Health planning committees, "well ness" task forces, programme advisory bodies, 
village welfare groups, village women's committees, local and area health councils, and consumer 
groups and councils are examples. 

The majority of countries report health education as the principal strategy for promoting com
munity involvement. The most effective way appears to have been through local seminars and 
workshops. An exchange of views in the local setting enhances the chances of positive results. 

Two main constraints are frequently noted by health personnel as limiting community par
ticipation: first, the community's idea that the government should provide all the health services; 
and, second, the existence of traditional customs and beliefs as to the cause and nature of ill health. 
Both are significant barriers to the development of self-reliance in a community. Most countries 
are well aware of these constraints, and four ways to overcome them have emerged: (I) working 
more closely with the community (promotion and confidence building); (2) using the local power 
structures; (3) improving the production and distribution of appropriate information; and 
(4) establishing coordinating committees focused on community involvement. 

Manpower 

The dominant theme of health manpower plans throughout the Region is to increase the pro
ductivity and effectiveness of existing personnel. There are two exceptions to this position. One 
concerns those countries that are in a rehabilitation stage where there is a severe shortage of all 
resources, including health manpower. The other concerns some of the newly independent island 
countries that are faced with a shortage of national health personnel, especially physicians, e.g., 
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Vanuatu and Solomon Islands. For such countries, increasing the absolute numbers of personnel is 
still a priority. However, these are clearly the exceptions. The national policy in most countries is 
to severely limit, if not reduce, the expansion of the public service. Such a policy can act as a brake 
on the development of a health system unless it is accompanied by administrative procedures 
which allow for the restructuring of manpower patterns to bring them more into line with the re
quirements of the primary health care approach. 

Political concern with limiting the expansion of the public service, coupled with recent 
economic setbacks, has led countries to undertake a more comprehensive review of their health 
system. One aspect of these reviews is health manpower. 

A comprehensive range of approaches emerges from the current emphasis on manpower plan
ning, even though an individual country may not have adopted all of them. The most common is 
based on some aspect of training. There is a significant increase in the use of in-service and retrain
ing programmes: in China, for example, there is a major programme for upgrading the technical 
skills of the barefoot doctor, who will now become a village doctor. 

The reorientation training of most countries or areas now places equal emphasis on supervi
sion and on management. This reflects a common view that gains in productivity and quality of 
care will derive from more effective supervision. Not all countries have analysed their system so as 
to define just what improved supervision means. Malaysia and Papua New Guinea, on the other 
hand, have recognized that increased emphasis on supervision should be accompanied by a better 
classification of work, and a revision of the job description, tasks, and objectives of the health 
worker. 

In most countries, nurses and allied health personnel are the backbone of any primary health 
care activity. The role of these health workers varies from country to country; however, they com
monly provide services, supervise other primary health care workers or village health workers, and 
cooperate with community organizations in health development activities. Few traditional nursing 
curricula expose students to these last two areas, but this deficiency is now being addressed in 
many countries. In the short term, retraining courses are being conducted; in the long term, the 
basic nursing curriculum will be reoriented to provide appropriate training for the role the nurse is 
expected to perform. Vanuatu is taking an additional step by assigning a reoriented nurse as the 
head of district services, replacing the traditional medical officer. 

In addition to training, a number of countries are attempting to improve the effectiveness of 
their manpower through management changes. Decentralization, which is a common approach to 

improving the effectiveness of the overall system, is also expected to improve the utilization of 
manpower: in China, for example, responsibility for the production of manpower is also being 
decentralized. Two problems of personnel management are being encountered with respect to 
decentralization. One is uniformity of personnel policies. Malaysia is confronting this issue 
through the use of staffing standards and improved personnel evaluation procedures, including 
better promotion and career development schemes. The second problem of decentralization, par
ticularly for the smaller countries, concerns the development of mechanisms to ensure equitable 
distribution, throughout the country, of the skills that are needed. This can be done by way of 
reporting and feedback systems which provide the decentralized agencies with the information 
they need for making their personnel decisions. 

The reorientation of health manpower development to fit the needs of a health system itself 
reoriented to the primary health care approach is a task facing almost all countries. It appears that 
training institutions need to review their mission in order to be able to anticipate future health man
power requirements and to cooperate with health services in staffing them with the right personnel. 
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Some countries have felt the need for better coordination of the different phases of the health 
manpower development process. In the Lao People's Democratic Republic, for example, planning, 
training and continuing education will be coordinated within a unit of the School of Public Health. 
There is a similar move in other countries. 

Mobilization of resources 

The regional strategy indicates that, for the effective generation and mobilization of resources, 
measures should be taken to promote community involvement; information on detailed resource 
requirements should be prepared; and mechanisms should be developed to use and coordinate 
effectively whatever funds become available. 

The evaluation reports reflect a positive trend in mobilizing and using resources for health 
development. Earlier, it was a common feature to attribute poor implementation to limited 
resources. It is now apparent that a more realistic approach is being planned for generating and 
mobilizing resources. 

The majority of governments in the Region currently allocate a reasonable percentage (5"70) of 
their gross national product to health. The exceptions are the poorest countries and a few that have 
been severely affected by recent economic hardships. Consequently, many countries are realizing 
that growth in the resources available for health work is linked to overall national economic 
growth. Limited economic growth means that health authorities must make a better allocation of 
available resources and ensure that they are used more effectively. 

A common feature of budgeting in the past was simply to add a percentage increase to the 
previous year's estimates when preparing the next budget. Countries now realize that this pro
cedure propagated ineffectiveness in that the proportion of funds allocated to expensive services 
remained the same, making it difficult to increase the services for underserved areas. As a result, 
countries are now attempting to design a resource allocation process that can influence as ap
propriate the development of the health system. Not many countries have been able to make this 
change effectively. Papua New Guinea, however, has been able to influence the allocation of finan
cial resources in a positive way. It has been able to stop the growth in hospital expenditure, for 
example, and devote most of the resources thus released to the underserved segments of the rural 
areas. 

Most countries in the Region do not have an accurate fmancial plan for their health system and 
the first step in developing an improved allocation process is to ascertain what the current fmancial 
situation is. Malaysia, for example, has initiated a comprehensive study of current health services 
financing and has also instituted improved programme budgeting and monitoring procedures. 
This is the second step in the allocation process, namely, to be able to provide the information for 
managing the allocations. The Philippines, Solomon Islands, and Vanuatu are also taking steps to 
improve their knowledge of what is being accomplished with the money spent on health. 

Most countries recognize an imbalance in the distribution of resources but, as noted above, it 
is only very recently that studies have been undertaken and changes made in reporting systems to 
provide the information needed for decisions to correct these imbalances. In the larger countries, 
notably Malaysia and the Republic of Korea, the strategy is to change the way the health system is 
financed as a means of ensuring equity in the health sector. These countries also realize that con
comitant measures must be incorporated into management procedures to ensure that the 
appropriate type of care is available and used. These measures are particularly necessary when the 
method of financing entails some form of health insurance. 
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There has been marked improvement in the way specific health programmes are planned. In 
the formulation of projects, more emphasis is now placed on multisectoral involvement and par
ticipation. In Fiji, Kiribati, and Vanuatu, for example, if the question of self-financing after the 
initial investment period cannot be adequately resolved, the activity is not started. In addition, 
very few countries now undertake expansion programmes - especially out of external funding - if 
the handling of operational expenses cannot be adequately incorporated into the recurrent budget. 

Health care 

Delivery of health care in the Region is assessed in terms of the coverage provided, how well it 
is utilized, and the quality of the care given. As indicated by the progress achieved in meeting the 
regional criteria on essential primary health care services (see pages 14-15 above), most countries 
are satisfied with their health care strategy. The main exceptions again are those few countries 
which are in the process of rebuilding their basic health delivery infrastructure. 

This does not mean that further developments are not expected, quite the contrary. Coverage, 
for instance, is still a concern in small island countries that have many sparsely populated, scat
tered islands, and in any country that has areas without minimum transport and communications 
facilities. A second aspect of coverage which remains a persistent problem concerns the population 
target or risk groups. These are groups which are at higher risk and in need of special care or 
which, for social or economic reasons, do not have equal access to care. Many such target groups 
are now emerging in urban areas. For both the above problems, the solutions are not completely 
dependent on financial resources. On the one hand, the approach by way of expansion of services is 
often very costly; on the other, the traditional delivery system has been found to be simply not ef
fective, for instance in difficult urban areas. Consequently, the solution is most often effective 
primary health care using community involvement. 

Many reports indicate that the next phase in achieving better coverage must go beyond the 
simple expansion of facilities. Today, development activities are giving equal emphasis to the 
upgrading of both technical and management skills. Emphasis is also being placed on assessing the 
appropriateness of the technology used. 

That the technology should be appropriate applies to all levels of the delivery system and to 
the simplest as well as the most sophisticated health care. There are three principles to guide coun
tries in making better decisions on the appropriateness of technology. First, at primary health care 
level, the technology must be considered a resource to be shared equally by the community and the 
health system - not one for the exclusive use of the latter. Second, there must be more interaction 
within the health system to reach a consensus on the technology to be used. Such interaction, if 
effective, will reduce much of the duplication that now occurs. Third, there should be decision
making procedures for selecting the level of technological sophistication that is appropriate for the 
country. Decisions on this matter will obviously take into account other social and economic issues 
and therefore require coordination and cooperation that extends beyond the health system. 

Most countries are reasonably well satisfied with the progress being made in the utilization of 
tl)e essential elements of primary health care services. Emphasis is now placed on directing the 
primary health care approach to priority health problems in the community, and on responding to 
changing conditions. This applies as much to countries where communicable diseases are a con
cern (e.g., Papua New Guinea) as to countries where noncommunicable diseases are emerging as a 
priority health problem. Here again, it appears that the countries adopting a partnership perspec
tive in their work with communities will evolve the more effective solutions. 
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Many countries are increasingly concerned about the proper utilization of large hospitals, 
since the demand for the services they provide is growing significantly. With the constraints on 
manpower and financial resources, countries must find alternative ways of meeting this demand. 
Malaysia, for example, has been able to reduce significantly the average length of stay in certain 
hospitals. Some countries (the Philippines, Republic of Korea) have found that much of the de
mand at major hospitals is simply not suited to that level of care. Other governments are question
ing why people bypass certain institutions, e.g., health centres and district hospitals. It appears 
that the fundamental cause lies in the perception of an individual's right to receive the "best" care. 
Countries are seeking a balance of approaches to obtain more effective utilization of services -
mainly incentives (positive or negative) to follow referral procedures, and promoting of community 
awareness that the use of the most appropriate level of care is best for everyone. 

Progress in quality of care in the Region has three stages, the first of which is the effective 
delivery of the eight essential elements of primary health care. The main indicator of progress at 
this stage is coverage. As previously noted, with the exception of the few countries that are 
rebuilding their health infrastructure, the countries of the Region are reasonably well satisfied with 
their progress in increasing coverage. 

The second stage is to improve the application of both technology and procedures. The main 
approaches at this stage include training, supervision, management, logistic support, and 
reorganization of the health system on the basis of primary health care. This stage is exemplified 
by Papua New Guinea and most of the small island countries, which are revising their basic nurs
ing curriculum; conducting training courses on supervision; upgrading their logistic and other sup
port services; and improving their information and reporting procedures in support of primary 
health care. 

The third stage is the establishment of a comprehensive activity to assure quality of care: 
Malaysia, for example, is in the process of institutionalizing such an activity. At this stage attention 
is given to establishing standards of care and instituting performance measures to assess its quality. 
Additional courses of action may also be required, such as professional licensure, accreditation of 
facilities, and peer review mechanisms. 

Research 

There is growing recognition in the Region of the important role that scientific research plays 
in the planning of development by providing guidance on how to handle major health issues. 
Nonetheless, it is primarily in the developed countries that attempts are being made to formulate 
comprehensive research policies in relation to national development priorities. However, Malaysia 
and the Philippines are setting an example of how to coordinate research and ensure priority for 
studies related to the national development plan, by establishing national coordinating bodies to 
outline policy and give direction to research activities. 

Biomedical research has focused mainly on tropical diseases, priority being given to malaria. A 
number of significant results have been achieved and further research is expected to produce scien
tific breakthroughs which may have a global impact. For example, Qinghaosu - an active com
pound isolated from the herb qinghao (Artemisia annual in China - and its derivatives have com
pletely different chemical structures from other known antimalarial drugs and are effective against 
chloroquine-resistant malaria. These properties justify the high priority given to the development 
of the compounds. Current studies on a series of these drugs include the production and standard-
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number of significant results have been achieved and further research is expected to produce scien
tific breakthroughs which may have a global impact. For example, Qinghaosu - an active com
pound isolated from the herb qinghao (Artemisia annual in China - and its derivatives have com
pletely different chemical structures from other known antimalarial drugs and are effective against 
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ized preparation of artesunate and artemether in accordance with internationally recognized 
methods. 

Numerous laboratories are investigating various aspects of malaria immunity. Scientists at the 
Walter & Eliza Hall Institute (Melbourne, Australia) have succeeded in cloning DNA from the 
blood stages of Plasmodium falciparum; the many clones producing antigens were detected by 
screening with immune human sera. The Malaria Eradication Service of the Philippines has been 
producing macro and micro test-kits which are used to determine the resistance of P. falciparum to 
antimalarial drugs. These kits are available for distribution to scientists throughout the world. 

In the context of filariasis, an in vitro culture technique has been developed by the Institute for 
Medical Research, Kuala Lumpur, for the production of fourth-stage larvae of Brugia malay; and 
B. pahangi. Stage-specific antigens, including moulting fluid, and excretory and secretory 
antigens, are produced in the cultures and are important for immunological studies. 

A number of research activities in the Region are concerned with operational problems in the 
delivery of services, principally with the integration of traditional health programmes and "ver
tical" programmes (e.g., family planning and disease control) into a primary health care approach. 
On a larger scale, in the Philippines, Malaysia and the Republic of Korea, major projects have 
been undertaken to examine the delivery of health services. The results of these studies have con
tributed to significant changes in the allocation of tasks between services or between types of per
sonnel; the integration of preventive and curative services; and, in general, more effective manage
ment of services. 

Research and development focused on the introduction of primary health care in the health 
system has been successful in Papua New Guinea, the Philippines and the Republic of Korea. The 
emphasis was on obtaining community involvement in a wide range of decisions related to health 
matters. Research and development in the primary health care approach to urban health problems 
is also being conducted in the Philippines and the Republic of Korea. 

Behavioural research has lagged behind the achievements in other research fields. However, 
with the recognition that many of the factors influencing changes in technology, community 
involvement, management or supervision are behavioural or social in nature, there has been a trend 
to include behavioural aspects in research designs. 

Two main constraints on the effective use of research in support of health development have 
been identified: (I) the generally poor organization and coordination of research activities, and 
(2) the lack of personnel skilled in research methods. 

Malaysia has taken a positive step towards resolving the problem of integrating research results 
into management decision-making. A workshop for all parties involved in health systems research 
enabled universities, research institutes, hospitals and the Ministry of Health to examine ways of 
coordinating the country's many research activities. Coordination of research work is a particular 
problem in the larger countries, where universities, research institutes and government agencies 
have traditionally considered research an end in itself. This situation is recognized as being coun
terproductive and various methods (as noted for Malaysia) are being taken to improve coordi
nation. 

The second constraint noted by countries is the lack of skilled personnel to undertake research. 
In the smaller island countries the problem is real, whereas in the larger countries it is due more to 
lack of coordination of resources than to lack of anyone resource, such as personnel. Consequently, 
for the smaller countries which have recognized the need to become more active in research (e.g., 
Fiji) the approach being used is to begin by the study of smaller problems which, besides produc
ing new information, will also strengthen the country's research capabilities. 
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Coordination within the health sector; intersectoral and intercountry cooperation 

A common theme in most of the reports is that the next significant gains in achieving health
for-all objectives will be due to improved management. One specific task of management is to 
strengthen coordination not only within the health sector but also with other sectors, it being 
generally accepted that the health sector must take the lead in intersectoral coordination of health 
work. 

The general pattern of decentralization that is emerging in some countries is expected to con
tribute significantly to improved coordination. This can be deduced from the general phenomenon 
that the lower levels of an organization have fewer bureaucratic constraints; and that, conversely, it 
is the bureaucratic behaviour of central-level bodies that hampers the effective coordination of 
activities. A wide range of approaches are being employed to improve coordination, many of them 
specific to local situations. However, a few of them are common to several countries. One is to 
improve communication and flow of information within the health sector. It was frequently noted 
that information concerning the government's position and its strategy for primary health care 
needs to be more broadly disseminated. Improved communication within the health sector is also 
seen as a way of avoiding duplication of effort. 

Some countries (e.g., Malaysia, Solomon Islands and Tonga) have noted that increased atten
tion to updating job descriptions and clarifying roles has resulted in improved coordination. 

Traditionally, the health sector has always worked with other sectors, and the development of 
health-for-all strategies has highlighted the importance of strengthening such collaboration. Most 
health authorities in the Region have been collaborating with other national agencies responsible 
for education, family planning, agriculture, fisheries, water resources, or protection of the environ
ment, and with church organizations. The main areas of coilaboration are in nutrition, school 
health, water and sanitation, health education and family planning. The need to improve nutrition, 
water supply and sanitation seems to have been the initial motivatio·n for intersectoral collaboration 
in most of these countries. Singapore notes the need for further collaboration with regard to 
housing, and Malaysia with regard to labour and local government. 

Many of the constraints on effective intersectoral collaboration are similar to those hampering 
coordination within the sector, but they are accentuated at intersectorallevel. They include dif
ferences of opinion as to definition of roles and responsibilities, and bureaucratic procedures for 
sharing information and taking decisions. One main difficulty is the lack of formal channels for 
strengthening collaboration in the managerial process. Measures to ensure intersectoral action are 
usually established on an ad hoc basis, for example the joint sponsorship of workshops and other 
training activities, and the circulation of annual reports, bulletins and newsletters. 

The simultaneous establishment, at all levels, of mechanisms for intersectoral collaboration 
has been found to be effective, particularly when it is preceded by top-level administrative coor
dination among the agencies concerned. 

Governmental directives are often used to sanction the establishment of interministerial 
groups to monitor the implementation of development activities. Among the main factors con
tributing to the incorporation of a health component in development schemes are: the early and 
active participation of the health ministry in project planning and implementation; the involve
ment of village organization groups; and good personal relations. It is also important that explicit 
arrangements for intersectoral collaboration should be made in development plans as is the case in 
Fiji, Guam, Kiribati and Malaysia. 

Intersectoral collaboration is also promoted by international agencies at intercountry or 
regional level. The Association of South-East Asian Nations (ASEAN), the Pacific Basin Economic 
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Council (PBEC), the South Pacific Bureau for Economic Cooperation (SPEC), the Economic and 
Social Commission for Asia and the Pacific (ESCAP), and the South-East Asian Ministers of 
Education Organization (SEAM EO) have all been instrumental in promoting increased dialogue 
between countries in an intersectoral context. The Asian Development Bank and the World Bank, 
through their manner of financing health development projects, are also contributing to collabora
tion between the health sector and other sectors. 

WHO collaboration 

Implemenration of national strategies 

Regional Office support to governments in formulating, implementing, monitoring and 
evaluating national strategies has been given by way of the WHO programme coordinators, the 
country liaison officers, and regional or intercountry staff. Intercountry teams have provided sup
POrt for the managerial process with a view to producing material to form the basis of national and 
local health plans. 

In WHO's collaboration, there has been a significant increase in the emphasis placed on 
research and on management. Attention has focused on the management of health programmes 
rather than on the improvement of technical skills. This is true, for example, in the case of malaria, 
maternal and child health, environmental health, and leprosy. In the South Pacific, a group of 
national staff has contributed to the preparation of training material to improve management in 
such areas as drug supply, supervisory skills, and planning at district level. 

The principal regional mechanism for promoting and coordinating medical research is the 
Western Pacific Advisory Committee on Medical Research, which meets annually. Relevant 
research has been promoted and national research programmes developed by means inter alia of a 
working group on national health research management, a scientific group on research needs for 
health for all, a working group on indicators for monitoring and evaluation of strategies for health 
for all, a scientific group on viral hepatitis B and its related liver diseases, and a meeting of prin
cipal investigators of acute respiratory infection studies. 

Projects for research and development in primary health care have contributed to increased 
knowledge on appropriate technologies and to intersectoral collaboration, e.g., in Kiribati, 
Malaysia, Papua New Guinea, the Philippines, the Republic of Korea, and Vanuatu. 

There have been various intercountry and national training activities in the reorientation of 
health systems towards primary health care, and institutions are being encouraged to establish new 
training programmes for this purpose. Modified or new curricula for health staff have been intro
duced in some countries, e.g., Fiji, Kiribati, Papua New Guinea, the Philippines, the Republic of 
Korea, Samoa, Solomon Islands, Tonga and Vanuatu. Reoriented training programmes were also 
promoted during the visits to countries of members of the Regional Committee's Sub-Committee 
on the General Programme of Work, and at meetings of deans of schools of public health or den
tistry and directors of nursing schools. 

WHO has collaborated with national authorities in preparing proposals for external funding 
for health work. It has provided support in the preparation of technical documents required by the 
World Bank and the Asian Development Bank; in the preparation of proposals to UNFPA, 
UNICEF, and UNDP; and in bilateral negotiations. 
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Development and implementation of the regional strategy 

The Regional Office formulated the regional health-for-all strategy on the basis of a synthesis 
of submissions from individual countries or areas. Countries subsequently submitted reports on 
monitoring of the strategy in 1983 and on its evaluation in 1985. 

A key element of the Regional Office's support to the strategy is the maintaining of contact 
with various agencies and organizations; they include the United Nations proper, UNICEF, UNFPA, 
ESCAP, the South Pacific Commission, and the South Pacific Bureau for Economic Cooperation. 

Liaison has been maintained with nongovernmental organizations in official relations with 
WHO: they have been invited to attend sessions of the Regional Committee, seminars, working 
groups, scientific groups, etc. Contact is also maintained by correspondence, by the briefings given 
when representatives of these organizations visit the Regional Office, and through the WHO pro
gramme coordinators. 

A review of the regional mechanism for exchange of information has revealed the need to 
accelerate its development. As part of its routine activities, WHO has compiled information on the 
socioeconomic situation in the Region, has maintained and distributed country health information 
profiles, and has issued surveillance reports on communicable diseases and reports of WHO 
meetings. 

A regional biomedical information programme to establish a network oflibrary service centres 
has been in existence since 1981. As part of the programme, MEDLARS/MEDLINE services are 
provided under a special agreement with the Government of Australia. A list of individuals or 
groups capable of serving as resource persons in support of the regional strategy is available. A 
registry of biomedical and health systems research has also been developed. 

The Tokyo Conference, convened in April 1985 to discuss new strategies for meeting future 
needs in medical manpower, is an example of how WHO uses a regional forum to address develop
ment issues. The Declaration of Tokyo, adopted by the Conference,l outlines directions for the 
development of health manpower, including the contribution that can be made by training institu
tions, professional bodies and policy-makers. 

Effectiveness of WHO collaboration 

The regional strategy outlines the prionnes for WHO collaboration in terms of support 
measures, generation and mobilization of resources, collaborative mechanisms, and monitoring 
and evaluation. These priorities form the basis of WHO's regional medium-term programmes and 
of its biennial programme budgets. 

WHO has been instrumental in mobilizing financial resources. It has maintained effective rela
tions with the developed countries of the Region, which contribute to external funding for the 
health sector; and it has also been able to mobilize financial resources from outside the Region. 
Through its coordinating role in planning and implementation, the utilization of external 
resources has been enhanced. WHO is also active in support of bilateral negotiations, and 
collaborates in national projects supported by international banking agencies. 

WHO has promoted the enlisting of a wider base of political support for national health-for-all 
strategies; it recognizes however that much more remains to be done in this respect. 

1 The Declaration of Tokyo. Reporl of a J,Y'HO Conference on "Towards future health and medical manpower: ne'lJ,,' strate
gies in education for the XXI5t Centurf'. Manila, World Health Organization, Regional Office for the Western Pacific, 
1986 (Western Pacific Reports and Studies NO.2). 
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As mentioned in other sections of this report, there has been a significant improvement in the 
planning function of most countries or areas of the Region. WHO has contributed to this progress 
by means of national training workshops, intercountry meetings, and direct collaboration in the 
preparation of national plans. 

In field projects, the present trend is to discontinue the assignment oflong-term staff, a trend 
that reflects the impact of WHO collaboration in developing national capabilities. WHO collabora
tion is primarily carried out through short-term consultants or visits of regional staff; it particularly 
focuses on the specialized technical and managerial aspects of national development strategies. It 
frequently takes the form of supplies and equipment for programmes that are being managed by 
personnel whose training WHO has formally supported. 

Significant progress has been made in WHO support to the implementation of priority 
technical programmes. The expanded programme on immunization, for example, and the pro
grammes on water and sanitation, malaria, nutrition, and human resource development are 
recognized as contributing to priority health-for-all programmes. 
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Chapter 3 

PATTERNS AND TRENDS IN HEALTH STATUS 

Morbidity, disability and mortality 

In most countries or areas in the Region, the infant mortality rate is lower than the global 
target of 50 per 1000 live births, although two countries continue to record a rate of over 100. Life 
expectancy at birth is above 60 for most countries or areas, the range being about 44-77 for those 
that can provide figures. The situation regarding infant mortality and life expectancy seems to be 
improving if one compares the data supplied in 1983 by national monitoring reports and in 1985 
by national evaluation reports. There is a wide range in maternal mortality rates - from 0 to 5 per 
1000 live births - but most countries show a maternal mortality rate below the regional target of 3 
per 1000. 

Low birth weight as an indica!or of the risk to the survival and healthy growth and develop
ment of the child is conditioned by the health and nutritional status of the mother. Available data 
show a wide variation in low birth weight among countries or areas, ranging from 0.4% to 25% of 
live births.' A redeeming feature is the increase, since the earlier monitoring report, in the number 
of countries or areas where at least 90% of newborn infants have a birth weight of at least 2500 
grams. 

Protein energy malnutrition is generally assessed by surveys using weight-for-age standards. In 
some of the developing countries or areas the proportion of children under 5 years whose weight
for-age is below 80% of the standards varies from approximately 5% to 44%.2 Here again, the com
parison over a period of time of the prevalence rates for protein energy malnutrition among 
children shows that the situation has not worsened. However, owing to population growth, there 
was a slight increase in the absolute number of malnourished children under 5 years compared 
with the situation ten years ago. 

With regard to nutritional anaemia, the percentage of women aged 15 to 49 years with 
haemoglobin concentration below the normal varies from 26% to 770/0 among pregnant women 
«II grams per 100 ml) and from 37% to 72% among non-pregnant women «12 grams per 100 
ml). Progress in the control of iron-deficiency anaemia has been hampered by a number of factors, 
including low rate of absorption of iron, long duration of treatment, and frequency of side effects. 

I Malnutrition, growth and development: Technical discussions (WHO document WPR/RC35/Technical Discus
sionsfl), 1984, p. 5 

'Ibid., pp. 6-7. 
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'Ibid., pp. 6-7. 
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Iron fortification of food (e.g., rice), measures to counteract the effect of iron losses due to 
parasites, and promotion ofless frequent pregnancies are some of the new initiatives taken in this 
regard. It is estimated that more than 200 million people in six countries of the Region are at risk 
for iron-deficiency diseases. 

Endemic goitre is still a problem in some countries such as Fiji and Papua New Guinea, owing 
to a diet low in iodine in certain parts of the country. Xerophthalmia as a result of vitamin A defi
ciency is also a serious public health problem in some countries, e.g., Fiji, the Lao People's 
Democratic Republic, Papua New Guinea, the Philippines, and Viet Nam. 

The decline in mortality from communicable diseases has brought to the fore a new public 
health problem: increasing morbidity and mortality from noncommunicable diseases. It appears 
that the most significant noncommunicable diseases other than cancer or cardiovascular disease are 
diabetes mellitus and rheumatic diseases. 

Diabetes mellitus is very common among the Polynesian and Melanesian populations, as in 
Fiji, Samoa and Tonga, and indications suggest that its prevalence may be higher among these 
populations than in most western countries. Studies have implicated certain environmental and 
behavioural factors in the etiology of major noncommunicable diseases. They relate to obesity, diet 
(high in calories, animal fat, sucrose, salt, and low in complex carbohydrate and fibre), lack of 
physical activity, tobacco smoking, excessive alcohol consumption, and psychosocial stress. 

Crude death rates declined throughout the Region during the last decade and at present vary 
from less than 5 to more than 10 per 1000. A recent review of mortality trends confirms that - at 
least in some developing countries such as China, Papua New Guinea, the Philippines, the 
Republic of Korea, Singapore and Viet Nam - the reduction of mortality has been striking. This 
downturn in crude mortality may be due, among other reasons, to the introduction of comparative
ly cheap and effective technologies for the control of disease vectors, to immunization, and to ef
fective treatment of disease. 1 The differences in the leading causes of death and illness give some 
indication of the disparity in levels of development in the Region. For example, a high incidence of 
communicable diseases and malnutrition is to be found in countries at the lower levels of develop
ment. In more developed countries, the principal causes of death and illness are chronic 
degenerative diseases and accidents. However, even where communicable diseases are the leading 
causes of death, chronic degenerative diseases and accidents have reached such a proportion that 
they are regarded as a serious public health problem. 

The principal communicable diseases in the Region are acute respiratory infections, diarrhoeal 
diseases, tuberculosis and malaria. Hepatitis B virus infection and dengue fever have likewise 
become public health problems. Lack of safe, accessible drinking-water, together with inadequate 
waste disposal, has contributed to the high prevalence of diarrhoea and favoured intestinal 
parasitism and skin diseases. Inadequate knowledge of sound nutritional habits, in conjunction 
with the diarrhoea, has resulted in malnutrition being a leading cause of illness in the Region as well. 

In the developed countries of the Region, the common causes of illness and death are cardio
vascular diseases, hypertension, cancer and accidents. Communicable diseases are of such low in-

1 See Ruzicka, L.T. and Hansluwka, H. A review of evidence on levels, trends and differentials since the 19505. In: 
Mortality in South and East Asia: A review of changing trends and pauerns, 1950-1975. lvlanila, World Health Organization, 
1982. 
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cidence that they are not considered a major health problem. Environmental pollution, the health 
of the elderly, mental health, and drug- or alcohol-related problems are all of major concern in the 
developed countries and are now causing concern in developing countries also. 

The annual incidence of diphtheria, tetanus, pertussis and poliomyelitis is less than 1 per 100 000 
in five countries or areas - Australia, Hong Kong, Japan, New Zealand and Singapore - account
ing for about 11 % of the total regional population. For these countries, however, the average an
nual incidence during 1978-1982 of measles was 24 per 100 000 and of tuberculosis about 62 per 
100000. In countries or areas with a population of less than one million,l which make up about 
0.2% of the regional population, diphtheria and poliomyelitis are under control; the annual inci
dence of tetanus was 1.7 per 100000, of pertussis 52 per 100000, of measles 374 per 100000, and 
of tuberculosis 154 per 100 000. For the remaining eight countries (China, Democratic Kampu
chea, the Lao People's Democratic Republic, Malaysia, Papua New Guinea, the Philippines, the 
Republic of Korea arid Viet Nam), comprising 89. I % of the regional population, the immuniza
tion target diseases still constitute health problems: the average incidence per 100 000 was 2.1 for 
poliomyelitis, 8.8 for tetanus (excluding China), 9.6 for diphtheria, 196 for tuberculosis, 222 for 
pertussis, and 252 for measles. 

It is estimated that there are more than 100 million people with some form of disability in the 
Region, many of whom live in the rural areas of developing countries or areas and have relatively 
poor access to organized health care. The nature and extent of the problems of the disabled are 
poorly understood in many countries and there is a dearth of accurate epidemiological information 
on which comprehensive planning could be based. In the past, care of the disabled has been divid
ed among special interest groups according to the nature of the disability, with little effective co
ordination at government level. What support there has been was often fragmented between the 
ministries of health, welfare, labour, and others. 

In most countries or areas, rehabilitation has been closely identified with long-term institu
tional care, mainly in hospitals, long-stay homes, and special occupational centres. In recent years, 
the development of physical medicine in general and of orthopaedic hospitals has added to the in
stitutional facilities - but little attention has been given to community care. 

The main causes of disablement in the developing countries or areas (accounting for up to 70"70 
of all disabilities) are malnutrition, communicable diseases such as malaria and leprosy, lack of 
perinatal care, and violence (including accidents of various kinds). Since infants and children are 
involved to a large degree, the resulting impairments tend to cause long-term, even life-long 
disability. Conversely, the greatest impact of effective prevention can be expected among children 
and will be reflected in substantially reduced mortality and morbidity rates. 

In the developed countries, accidents, chronic diseases, cardiovascular conditions, psychiatric 
illness, and drug or alcohol abuse are the leading causes of disablement and are more evenly spread 
throughout the age groups. 

[ American Samoa, Brunei Darussalam, Cook Islands, Fiji, French Polynesia, Guam, Kiribati, Macao, Nauru, New 
Caledonia, Niue, Samoa, Solomon Islands, Tokelau, Tonga, Trust Territory of the Pacific Islands, Tuvalu, Vanuatu, and 
Wallis and Futuna. 
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Health-related behaviour 

In most parts of the Region, the rate of population growth has declined in recent years. Most of 
them have an annual growth rate of 1 % and above but there has been a change, in varying degrees, 
in the way governments perceive the size of their population and its rate of growth. Of twenty-one 
countries or areas for which data are available, twelve consider their growth rates to be too high, six 
find them acceptable, whereas three consider them too low. Over the last decade, there was a 
noticeable shift of perception in the case of Malaysia and Singapore, which earlier in the decade 
considered their rates too high and now find them acceptable. China and the Republic of Korea, 
despite significant declines in their rates of population growth, continue to perceive them as still 
too high. 

Policies of intervention to modify rates of growth, primarily through reduction of fertility, 
have been in force with varying intensity in almost all countries or areas. There has been a 
phenomenal growth in the use of contraceptives by married women of reproductive age, but the 
practice varies widely from country to country. There is a noticeable trend towards the use of more 
reliable or permanent methods of contraception, such as sterilization, particularly among females. l 

The use of contraception increases consistently with the increase in the number of living children: 
very few women with no living children practise contraception, but a sizable proportion of women 
with one living child do so. 

The few surveys on infant- and young-child feeding undertaken in developing countries of the 
Region point to an alarming decline in breast-feeding. In some urban areas, the proportion of 
breast-feeding mothers has declined to as Iowa figure as 20%. Awareness of malnutrition and of 
the importance of breast-feeding has increased, and efforts are being made by most countries or 
areas to promote breast-feeding for a minimum period of four to six months. The International 
Code of Marketing of Breast-Milk Substitutes has received almost universal acceptance in the 
Region and health authorities are providing advice and guidance to their health personnel with 
regard to the promotion of breast-feeding. In China, the Lao People's Democratic Republic and 
Viet Nam, the threat to breast-feeding through marketing of breast-milk substitutes is minimal, 
and distribution of such substitutes is subject to State control. 

As of 1984, national codes or legislative measures for the appropriate marketing and distribu
tion of breast-milk substitutes were enforced in Australia, Malaysia, New Zealand, Papua New 
Guinea, and Singapore and are being finalized in Fiji and the Philippines. In addition, Australia 
and New Zealand - the two countries in the Region that manufacture and export breast-milk 
substitutes - have indicated their willingness to comply with the spirit of the International Code. 
Although it is expected that the situation will improve, special efforts are still needed to encourage 
breast-feeding among such vulnerable population groups as urban working mothers.2 

I Determinants of recent declines in fertility in the ESCAP region. In: Third Asian and PaczJic Population Conference 
(Colombo, September 1982): Selected papers. New York, United Nations, 1984 (Asian Population Studies Series No. 58) 
(ST/ESCAPI267), p. 56. 

2 Malnutrition, growth and development - Technical discussions (WHO document WPR/RC35/Technical Discus
sionsll), 1984, p. 12. 
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Increasing evidence of the positive relationship between smoking and ill-health has caused a 
number of countries or areas in the Region to initiate activities for discouraging smoking and to 
promote measures to reduce tobacco consumption. Information from eighteen countries or areas 
indicates increasing recognition of the problem: population surveys on behaviour in relation to 
smoking are being carried out to assess its extent, with a view to appropriate programmes. The 
prevalence of the smoking habit varies - from 19% among the age group of 15 years and above in 
Hong Kong to about 30% in Australia, China, Japan and New Zealand. Sex differentials reveal a 
striking picture. In Australia and New Zealand, prevalence is higher among males than among 
females but the difference is not great. But in China, Hong Kong, and Japan, the prevalence is 
nearly six times higher among males than among females. 1 

Death rates from lung cancer in women rose from 8.9 per 100000 in 1975 to 14.1 per 100000 
in 1982 in Australia. A similar situation in regard to smoking-related diseases is expected in New 
Zealand. In Japan, the prevalence of the smoking habit increases to 71.3% among those aged 30-39 
years and falls thereafter to 56.5% among those aged 60 years and above. Both in Australia and 
New Zealand, women in the younger age groups are smoking more as compared with other groups; 
it would seem that giving up the habit is more difficult for women in the younger age groups than 
for men. Consumption of tobacco has decreased in some countries, e.g., Japan and New Zealand. 
Most of the eighteen countries or areas reporting have initiated anti-smoking campaigns pending 
the formulation of a more comprehensive approach to ill-health due to smoking. 

Drug dependence has been a serious and long-standing problem in many parts of the Region. 
The situ,Hion has worsened recently as a result of the rapid socioeconomic and cultural changes 
that are taking place. There has been an increase in the abuse of both psychotropic drugs and 
opium derivatives, together with a trend towards multiple drug abuse. Drug abuse among 
adolescents is particularly alarming in many countries) 

There is no significant drug dependence problem in China or in the Republic of Korea. Nar
cotics abuse in the southern part of Viet Nam has apparently been contained. Elsewhere there has 
been little observable change, apart from the trend towards multiple drug abuse. The drugs causing 
the main concern in the various countries or areas include amphetamines (Japan), heroin (Australia, 
Macao, Hong Kong, Malaysia and Singapore), opium (Hong Kong, Malaysia, Singapore and Viet 
Nam), and psychotropic drugs (Australia and the Philippines). Use of inhalants by the young (as in 
Japan and the Republic of Korea) is emerging as at least a potential problem in a number of coun
tries. 

In the developing countries of the Region, the problems perceived to relate to alcohol abuse in
cluqe road accidents, criminal offences, marital breakdowns, impaired productivity, social disrup
tion, public drunkenness, and violence. In a number of countries (e.g., Fiji, Solomon Islands and 
Tonga) an increasing proportion of criminal offences are reported to be alcohol-related. 

Some developing countries such as Malaysia and the Republic of Korea are concerned not only 
about injuries caused by accidents and violence but also about the effects oflong-term alcohol con-

I Prevalence rates are 39% and 26% respectively for men and women aged 2':;-64 years in Australta, 1;% and 290/0 for 
men and women aged I) years and above in New Zealand. Rates are 66% til[ males and 13.5% for females in Japan, and 
33% for males and 51Vo for females in Hong Kong. 

2 Report of the Working Group on the Prevention and Control of Drug Dependence, Manila, 28 June-4 July 1983 
(WHO document (WP) MNHIICPIMNHI001), 1983, p. 23. 
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sumption. In recent years, the Republic of Korea has reported that from 3% to 6% of psychiatric 
patients have been hospitalized for alcoholism or alcoholic psychosis. Similarly, from 1971 to 1980 
in Peninsular Malaysia, there was an increase of 32% in admissions for alcoholism. There have 
also been increases in alcohol-related problems in the developed countries of the Region over the 
past twenty years. Australia, Japan and New Zealand have all reported increases in hospitalization 
for alcoholism and in mortality from cirrhosis of the liver. Alcohol-related traffic accidents and 
morbidity are also considered significant in Australia and New Zealand. 

Available data on road traffic accidents indicate that the problem is increasing. In Australia, 
New Zealand and Singapore, males between the ages of 15 and 24 account for approximately one 
third of the deaths due to motor vehicle accidents. In Hong Kong those aged over 65 form the 
largest group in total mortality from such accidents (22%). In the Philippines, road accident mor
tality for the under 15 age group is 26% of the total. With the exception of Japan, the number kill
ed on the roads in countries or areas of the Region has increased - more markedly in the develop
ing countries. 

Environmental factors 

A number of countries in the Region are subject to natural disasters. In the South Pacific, 
there are not only typhoons, hurricanes and cyclones, but also volcanic eruptions and earthquakes. 
In both East and South-East Asia, the principal causes of disasters are reported to be typhoons or 
cyclones, floods, earthquakes and fire. As part of disaster preparedness and relief coordination, 
countries have been formulating national plans and are setting up an appropriate infrastructure in 
this context. While in the last few years there has been an appreciable reduction in loss of life due 
to disaster, the material, economic and social losses are substantial. Efforts are being made by both 
national and international agencies to coordinate their action and to avoid possible overlaps leading 
to wastage and confusion. 

Countries and areas are increasingly aware of the impact of environmental pollution, which 
has grown proportionately with the increase in population, growth of industry, and intensification 
of mining and agriculture. The result has been a degradation of air, water and land resources, and 
the increased generation of waste products affecting health and well-being. The recognition and 
control of environmental hazards has become a major programme in all parts of the Region. In 
some countries or areas, all new proposals for physical development must be accompanied by an 
analysis of the environmental impact. 

The disposal of solid waste is becoming an acute problem in many places, particularly in urban 
centres, but an effective solution usually calls for costly capital expenditure. Consequently, in a 
period where financial resources are scarce, their allocation to solid waste disposal schemes has failed 
to keep pace with the growing needs. 

In rural areas, significant progress in reducing environmental pollution will be made 
only when countries take more positive action to coordinate water and sanitation development 
schemes. 

Implications for socioeconomic policy 

Present patterns of morbidity and mortality are changing rapidly in response to socioeconomic 
development. While conventional health problems such as communicable diseases are under con-
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trol or decreasing, the number of persons exhibiting undesirable health behaviour, in both 
developed and developing parts of the Region, is increasing. In the past national development 
policies gave priority to economic growth, and undoubtedly these policies also had a positive effect 
on health. However, since many current health problems are associated with behavioural and 
social issues, it is essential that future policies should be more explicit as to the role of health in 
development. 

It is increasingly clear that health development activities must be geared to the solution of 
existing or potential problems of economic growth. Health policies and strategies need to be 
formulated in the context of overall development policies, and health programmes to be formulated 
as part of national development plans. The need for a high degree of coordination among the 
various national development agencies must also be emphasized. 

People's health-related behaviour not only influences but is also influenced by the family and 
the community in which they live. Problems may relate specifically to the individual, but their 
solution requires the involvement of the family, the community, the organized health services, and 
the related social and economic sectors. The principles underlying a health system based on 
primary health care emphasize such requirements as intersectoral action and community involve
ment. Given the patterns and trends in health status described in this chapter, it can be expected 
that any measures based on these principles will go a long way towards alleviating the deleterious 
effects on health associated with development. 
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Chapter 4 

ASSESSMENT OF ACHIEVEMENTS 

Progress achieved 

This is probably the first time that there has been a comprehensive regional assessment of the 
health sector's contribution to overall socioeconomic development. To begin with, almost all the 
reports received indicate that the starting point for the current evaluation is much earlier in time 
than the date when their health-for-al1 strategy was formal1y adopted. A common reference point is 
the period following the Second World War. China, for example, commonly uses 1949 as the start
ing point of its modern era. Many countries in the Region point to the date of attaining 
independence as the time when major socioeconomic change began. 

It is clear that this first evaluation is primarily a report on the consolidation of efforts and 
approaches that have in fact been taking place for many years; and there is little doubt that there 
were many valiant efforts to find a strategy that would lead to better health for all. However, when 
countries or areas began their evaluation, it became obvious that the data hitherto generated from 
development activities did not fit into the information required for the health-for-al1 model. As a 
result, it is difficult to make a clear demarcation between those achievements that preceded and 
those that were subsequent to the introduction of the health-for-all concept. There were large gaps, 
for instance, in the information on progress towards social goals. There was mostly a complete void 
in the information on social, political and decision-making processes - the main pillars of the 
machinery for achieving health for all. Consequently, most national reports reflect an evaluation of 
the traditional model of basic health services (with a caveat from time to time as to the limitations 
of their evaluation processes). 

On the basis of this traditional model, however, countries and areas report that tremendous 
gains have been made in providing their population with better access to health services by expand
ing health centres, vil1age clinics, and community health work. Concurrent with this is the adop
tion of preventive services as in disease control. Many developments that have increased the ef
fectiveness of the technology used (e.g., in malaria, pneumonia, tuberculosis and other com
municable diseases) are also reported. 

Altogether 75% of the countries or areas report that their health system provides the essential 
elements of primary health care (as defined by the regional indicators)l to 80% of the population. 

I See Regional slrarc,l.[v/or hcal,1I for all hy fhe .vear 2000 . . "-hnila, World Health Organization l 19821 pp. 61·65. 
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The reports also show that the health status of their people has nearly reached, or is above, the 
level corresponding to the targets for the Region. The indicators used to assess target achievement 
normally require a time-frame of more than four years if reliable conclusions are to be drawn. 
However, even for the last four years, some countries report progress, e.g., in maternal and child 
health, the priority health programme for most governments. One negative development reported 
in recent years has been the resurgence of malaria. 

The most significant achievements relate to the progress made in strengthening the processes 
used in achieving health for all. At the political level, for instance, there has never been such a 
concerted effort to involve political leaders in the formulation of health policies. While much 
remains to be done, progress has been made in translating policies into meaningful strategies and 
programmes. This task has been facilitated by the comprehensive framework provided, for example 
by the regional strategy and plan of action. In addition, there has been progress in strengthening 
the role of communities in action for health development. Community involvement is perceived as 
more than a means of providing better services in a rural selling: it is recognized as vital to the 
decision-making processes at all levels of the health system and over the whole range of health 
service activities. 

Effectiveness and efficiency of the strategy 

As noted previously, an improvement in health status has in general accompanied the increase 
in services. In the years following the Second World War, basic health services in many parts of the 
Region were essentially non-existent, particularly in rural areas. In Papua New Guinea, for example, 
the 1960 infant mortality rate was estimated at 200 per 1000 - whereas the 1984 rate was 72 per 
1000. The period following the 1960s was a time of economic boom; consequently the health 
system cannot take all the credit for the improvement in health. However, it is quite apparent that 
this improvement took place at a time when development strategies depended on the continued 
availability of sizable financial resources, and that these resources were used to expand facilities 
and increase manpower. 

The period of relative prosperity may now be over, and a concern for efficiency is setting the 
tone of management. Forces extraneous to health-in the main economic and political - require 
that the health system take action to address that concern. 

Most governments are faced with the rising cost of maintaining their health services. U nfor
tunately, the reporting systems which have been developed to date are oriented to the delivery of 
such services; they are not geared to providing answers to the questions that are being asked today 
- questions on intersectoral action, community involvement, managerial processes, and financing. 
Consequently, some countries are now expending a great deal of energy in determining, for example, 
precisely how they are using their resources. 

Efficiency is not a matter of financial resources alone. Countries are also studying what 
technology is most appropriate and what "mix" of manpower is required. For example, an expan
sion of the role of nurses is a common approach to improving efficiency, particularly in small 
island countries or areas. 

The main conclusion is that efficiency has hitherto been equated with expansion of the health 
services. However, it is now clear that the next significant gains in health development will in all 
probability be the result of efficient use of available resources. The economic crisis, coming when 
it did, could be providential. For example, the experience of the developed countries shows that 
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the unit cost of services when coverage is more than 80% is potentially much higher than when 
coverage is less than 80%. Consequently, careful planning is needed to ensure that the approach to 
total coverage can be afforded by the nation concerned. 

Relation of achievements to the health-for-all goals 

It is quite likely that during the early 1980s most countries or areas used the health-for-all 
model as a way of rationalizing their existing approach to health development. It is noticeable that 
the initial content of their health-for-all strategies reflects a preponderance of discussion on issues 
concerning the basic health services - expansion of health programmes, increase in health man
power, and use of the primary health care approach to provide more services for the community. 

On the other hand, the health-for-all model did not emerge without a foundation of social 
values. The precepts for attaining health for all imply that many changes will be needed in the 
health sector; it is therefore not surprising that such changes have still to be brought to the 
forefront, and acted upon. Thus, the health-for-all concept made a significant contribution to the 
Region by providing a new framework within which the health sector could be reoriented. 
Previously, governments sensed that a reorientation was needed, but they did not have a sufficient
ly comprehensive model on which to base their strategy. 

The conclusion to be drawn is that much of the usefulness of the present evaluation lies not in 
the statement of what has been achieved but, far more importantly, in what is noted as not having 
been achieved, i.e., the principle of health for all has sensitized health authorities to the need to 
consider areas which previously were not included as factors having an impact on health develop
ment. It was in these new areas that countries found their health system to be lacking. 

The change in emphasis from the physical infrastructure of development to its social aspects 
began to be widely expressed in national development plans throughout the 1970s. Health for all 
through primary health care became the way to realize this change in the health sector. Health-for
all strategies, of course, emphasize processes as being as important as the content of programmes, 
since social goals are concerned with equity and justice rather than simply with access to more and 
better health services. This change necessitates a fundamental reorientation in the way decisions 
are made, and obviously requires a period of readjustment. It is clear from the evaluation reports 
that nations are aware of this, as is evidenced by two references consistently found in the evalua
tions: (1) to changing patterns of ill health, and (2) to the need for changes in relationships within 
the health sector (e.g., better coordination). 

As regards the first, even the countries or areas at the lower end of the economic spectrum are 
experiencing social change, which in turn is altering life-style and behaviour, causing new forms of 
ill health. For countries at the higher end of the economic scale, these new patterns of health prob
lems are today's priority issues. 

The second feature of the current evaluation is the emphasis placed on relationships within the 
health sector rather than on the absolute numbers of personnel or facilities. For example, defining 
a job more clearly illustrates a concern for relationships. By contrast, merely indicating the number 
of new health inspectors added to a health centre shows that the point of relationships has been 
overlooked. 

Three types of relationship are emphasized in the evaluation reports - those within the health 
sector, those that are intersectoral, and those that concern the community. Health sector relation-
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ships will be improved in some countries through decentralization and also, in most countries, 
through improved management and supervision. The emphasis on intersectoral relationships - in 
effect, a recognition that the health sector can no longer work in isolation - has led to measures 
such as joint planning, the use of planning procedures which define problems in such a way as to 
be independent of traditional ministerial boundaries, and joint coordinating or implementing com
mittees. Insofar as the health system and the community are concerned, the key to a stronger rela
tionship is to be found in the partnership concept. It is encouraging to see the expression of that 
concept in the approaches to development of most countries and areas. 

The evaluation has prompted governments to take stock of what is happening in their health 
sector. The specific indications of achievement, although they are significant, are a manifestation 
of strategies partly initiated within the framework of health for all rather than a total reflection of 
changes attributable to that framework. However, it is quite possible that processes have thereby 
been stimulated which are a prerequisite for the achievement of health for all. These processes 
involve (1) the establishment of a more rational framework to support activities already taking 
place, (2) the improvement of comprehensive planning functions, and (3) the development of 
managerial procedures. 

The past can be characterized as a time when evaluation was often a rationalization of the situa
tion that had evolved. This can be attributed to limited experience in development and also to the 
fact that many events of the past were influenced by forces beyond the control of governments. 
This picture is in sharp contrast to the present situation, where clearly development is considered a 
force that can be directed to achieving the social goals that have been defined for the nation. 
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Chapter 5 

OUTLOOK FOR THE FUTURE 

The Western Pacific Region has undergone rapid change in the past decade in all areas of 
social, economic and political development. There is every reason to believe that, in most countries 
or areas, this pace of change will continue through the year 2000. 

In the global context, the Region's economic performance has been above average. Even 
though the immediate economic future calls for guarded optimism, the vast investment made in 
human resource development has the potential for contributing over the long term to a collectively 
strong and viable economy in the Region. 

The economic foundation for most countries or areas will continue to be agriculture. There 
have been many setbacks in the agricultural sector during the past few years. It remains, however, 
a priority sector, and new policies and strategies for agricultural development are expected to pro
duce substantial gains. In other parts of the Region, e.g., in Japan, Hong Kong, the Republic of 
Korea, and Singapore, the economy is based on manufacturing and service industries. While these 
economies are expected to perform well, countries will experience a different type of challenge in 
the form of the social changes brought about by economic factors. 

Despite impressive economic gains in the Region, there is concern that social development has 
not kept pace. Economic development has failed to reach certain needy segments of society. The 
implication is that past economic policies and strategies did not have sufficient regard for equity 
and justice in distributing the benefits of economic gains. This imbalance appears to have been 
recognized at political level, and high priority is now being assigned to problems associated with 
poverty, hunger, ill health, unemployment, rapid population growth, migration, poor housing, 
and child labour. There is increasing doubt, however, whether current development approaches 
will be equal to the task of correcting historical imbalances. Consequently, there is an obvious and 
urgent need to adopt a more coherent approach to development which will encompass both 
economic and social goals. The challenge of the future is to define policies and strategies which 
consciously strike a balance between economic and social goals at the planning and implementing 
stages. 

The assessment of achievements in health development mirrors that of achievements in most 
other sectors. There has been significant progress in improving overall health status, but there is 
evidence to suggest that the improvement has not been equitably distributed throughout society. 
Some forms of malnutrition still exist in most countries or areas; many individual health conditions 
are detected only at an advanced stage; maternal deaths occur that could easily have been 
prevented; and infants continue to die as a result of dehydration. 

A national policy to improve equity in distributing the benefits of development is similar in 
many ways to an individual's desire for a healthier life-style. For the individual, the changes need
ed are obvious - moderation in smoking and drinking, a balanced diet, and adequate exercise. It is 
the effort required to achieve this behavioural change that is difficult. Barriers to change are 
similarly encountered by a national policy on equity, which requires a change in priorities to incor
porate social goals in planning and implementation by broadening participation in all aspects of 
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management. These barriers do not disappear overnight. 
The adoption of the principle of health for all has provided most countries or areas in the 

Region with a comprehensive framework in which to develop health policies and strategies that are 
in line with national socioeconomic goals. But, in development, the formulation of policies and 
strategies is only the first step towards achieving an impact. The next stage - where most of the 
difficulties will be encountered - is the preparation of programmes and implementation plans 
which reflect those policies and strategies. 

It is not simply a matter of preparing better plans. Implementation must take into account the 
obvious constraints on change that are being encountered. Many existing organizational structures, 
for instance, are not designed to support intra- or inter-sectoral cooperation. Some social practices 
are not conducive to good health. And certain political actions are motivated by personal considera
tions rather than by concern for societal goals. 

A number of trends are emerging in the Region which may overcome these constraints. The 
present evaluation has highlighted the fact that most health information systems fail to provide an 
accurate description of the underserved segments of society. More emphasis will be placed in the 
future on collecting information on the underserved, and also on the changes in the type of in
formation required if it is to reflect trends in social development and not merely in delivery of 
serVlces. 

The trend towards expanding research on social issues will intensify. With the recognition that 
many of the constraints on development are behavioural or social in nature, the emphasis in 
research will shift from developing health technology to improving the way such technology is 
used. This applies not only at practitioner level but equally to the provision of management and 
support services; it applies to problem-solving as much as to maintenance of systems. 

The selection of the appropriate health technology will become increasingly important and it 
entails decisions on equity, cost, and quality of care. The introduction of decision-making pro
cedures based on a balance of cost and equity will continue. More attention will also be paid to 
cost-benefit criteria in selecting not only the more sophisticated technology, but also that to be used 
at the primary health care level. 

There are still many problems to be resolved regarding the application of health technology at 
the consumer's point of first contact with the health system. They are related inter alia to 
sociocultural bias, lack of logistic support, and misconceptions or assumptions within the health 
system. Decisions on the appropriate technology are also a way to give substance to community in
volvement. Thus there will be a trend to increase the participation of individuals or communities 
in the decision-making processes for the selection or adoption of specific health technologies. 

In many countries or areas, the trend towards integration of traditional and western medicine 
is expected to gain momentum. In most of them, it is western medicine which legitimizes the com
ponent of traditional medicine that is to be considered acceptable. Unless western medicine adopts 
a more open-minded attitude towards traditional medicine, it is very likely that the value systems 
and the conceptual basis of many traditional practices will be lost. This is particularly relevant, 
since many aspects of traditional medicine are more in consonance with social goals than some of 
the practices of western medicine. 

There will also be an increasing move towards three significant structural changes in the 
health sector. These are decentralization, alternative methods of financing, and integration of 
primary health care. One of the more significant changes required to strengthen decision-making is 
decentralization. The emergence of a system making for equity and justice is frequently manifested 
in the relinquishment by higher levels of their decision-making authority and responsibility. It is 
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quite likely that, in most countries or areas of the Region, this trend will continue. 
Governments in the Region have been forced to re-examine their methods of financing the 

health sector, primarily as a result of limitations on funds for the public sector. In the immediate 
future, this search for alternative methods of financing will continue. In the long run, however, 
financing techniques may also be used to resolve problems relating to the quality of care, and also 
to equity in coverage by health services. The introduction or expansion of medical insurance, and 
an expanding role for the private sector, are likely to be features throughout the Region. It is clear 
from the experience of many developed countries that these methods of financing can give rise to 
serious difficulties if they are not carefully planned and managed. It is anticipated that countries or 
areas will proceed with caution in this field, profiting by the experience of developed countries, 
and testing and reviewing such methods before they are finally adopted. 

Despite the many constraints, health systems are now being developed in consonance with the 
primary health care approach. Countries are undertaking reviews of their health systems and are 
making changes. There is a noticeable trend towards the integration of preventive and curative 
services, and the sharing of authority and responsibility between the central and peripheral levels 
of administration. Efforts are being made to promote intersectoral coordination and to facilitate 
community participation in health development. 

In summary, it is expected that there will continue to be major changes in the health sectors of 
the Region that will be guided by the processes of health for all. Awareness of the need for these 
changes has been highlighted by the adoption, and now the initiation, of a process for evaluation of 
policies and strategies. The present evaluation makes it clear that in many areas more problems 
have been identified than have been resolved. This should be interpreted as a positive result in that 
it may have led to a more thorough and comprehensive examination of the role of the health sector 
in national socioeconomic development. 

Three broad areas were highlighted as being those in which reorientation would enable the 
health system to produce results in keeping with the health-for-all goals. These were: (I) improve
ment of the value system of the health sector; (2) continuous review of the technology used by the 
health system; and (3) introduction of structural changes which would more effectively support the 
new reorientation. 

The concomitant changes that will be entailed throughout the health system are wide-ranging. 
They include changes in the content of training programmes, both technical and managerial, while 
administrative procedures will need substantial revision if they are to support the trends set in 
motion. 

The relevance of the present system of health manpower development is being questioned. 
Some countries have already introduced changes. Many of them are undertaking the training of 
village health workers and promoting the concept of self-care. This is leading to training programmes 
based on a community approach to learning. 

Most countries are endeavouring to evolve a sound managerial process for health development, 
and are relying more extensively on scientific investigation and research as the basis for decision
making. 

The foregoing trends can be observed in most countries or areas in the Region. While many 
changes arc being introduced, all of them are at an early stage; it is important, therefore, to ensure 
that they are maintained and strengthened, and that they gain momentum. Most important of all is 
the need for greater support and commitment to primary health care, and the promotion of health 
for all segments of society. Only with such support can development activities be pursued to their 
logical conclusion. 
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AMERICAN SAMOA 

DEVELOPMENT OF HEALTH 
SYSTEMS 

Health policy and strategy 

The estimated population of American Samoa in 
1984 was 34 940, approximately 460/0 of whom were 
living in urban communities. The Territory has a 
land area of 200 square kilometres. It comprises the 
main island of Tutuila and the following islands: 
Aunu'u, the Manu'a group, Swain's Island, and the 
uninhabited atoll, Rose Island. The country is divid
ed into four districts: Eastern, Western, Central and 
Manu'a. 

A proclamation endorsing the health-for-all con
cept was issued by the Governor on 27 April 1983. 
Since then, there has been a significant increase in 
the development of primary health care services, 
including the allocation of new resources. 

Policies reflect the goals and objectives of the 
health plan but do not include recognition of the 
interdependence of health goals and social and econ
omic goals, although this relationship is readily 
acknowledged by health policy-makers and health 
planners. While the scope of the health plan does not 
extend to these areas, the plans for quality oflife and 
for the economic development of American Samoa 
attempt to take this wider view of the system and 
include the goals and objectives of the health plan. 

The "health strategy" of American Samoa is the 
territorial health plan, which (in conjunction with the 
annual implementation plans) functions as the na
tional plan of action. The latter, however, is devel
oped only within the government health sector. 

The health system 

The entire health care system is the responsibility 
of the Department of Health, which is the sole pro
vider of preventive and curative health services to the 
general public. There is no private practice of medi
cine, no health insurance or third-party insurance 
carriers, and no independent laboratory. American 
Samoans whose medical problems are beyond the 
capabilities of their main hospital facility (the LBJ 
Tropical Medical Center) are referred to medical 
facilities in the United States (Honolulu or the 
mainland) for diagnosis and treatment. 

The following health facilities and services collec
tively comprise the entire health delivery system of 
American Samoa: 

Inpatient seroices. The LBJ Tropical Medical 
Center, built in 1968, is centrally located in 
Faga'alu village on the main island of Tutuila. 
The Center houses the hospital and outpatient 
clinics, as well as the offices of the Public 
Health Division, laboratories, and the offices of 
the Department of Health Administration and 
Planning. It has 151 beds for acute cases. 
Village dispensaries are located in the villages of 
Leone and Mapusaga at the western end of Tu
roila Island; in Amouli, at the eastern end of 
Tutuila; on the adjacent island of Aunu'u; and 
at four locations in the Manu'a island group, 65 
sea miles east of Tutuila. Each of these 
dispensaries has a few beds but seldom has 
overnight patients. 
Community personal health services are delivered 
by 35-40 public health field nurses. The Terri
tory is divided into public health nursing dis
tricts with a nurse assigned to each district. 

- Public health services. The Public Health Divi
sion conducts environmental health program
mes, operates a public health laboratory, admin
isters the prevention programmes, and operates 
the village dispensaries. 

- O//-island care. The small size of the Territory's 
population makes it economically unfeasible to 
provide many specialized services on the 
islands. In general, urology, cancer, heart 
disease, and congenital-birth-defect patients 
form the bulk of off-island referrals for care. 

Managerial process 

The American Samoa Health Planning and Devel
opment Agency (ASHPDA) is a federally funded 
agency, administratively positioned in the Depart
ment of Health. Among its main functions are: 

(I) to develop a five-year territorial plan for health, 
which is revised or updated as needed but at least 
every five years; 
(2) to develop an annual implementation plan re
commending action to be taken each year to imple
ment high priority objectives of the health plan; 
(3) to seek, in all possible ways, to implement the 
health plan; and, 
(4) to develop, manage and maintain the health 
planning information system. 
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The present health planning process will continue 
to be utilized as the managerial process and mecha
nism for continued revision and implementation of 
the strategy and plan of action until such time as a 
more comprehensive process is developed and ac
cepted. 

Community involvement 

Communities are involved in health matters 
through the Territorial Health Coordinating Coun
cil, which advises the health planning agency, the 
Depattment of Health, and the Governor on health 
policy and issues. The Council consists mostly of 
health professionals and political appointees. Com
munities traditionally have had little to say about 
health policy or the provision of health services, since 
the entire health system is government-()wned and 
-operated. Even when specific efforts are made to 
elicit input from the public, people seldom come for
ward with their own ideas or opinions, primarily 
because of a long-standing readiness to "let the 
Government do it". 

A comprehensive effort is being made to raise the 
level of health knowledge of the public; to provide in
formation on what they can do on their own behalf to 
improve health; and to motivate individuals to accept 
and exercise responsibility for their own health main
tenance and improvement. 

A Well ness Task Force has been formed which has 
as its primary objective the acceptance by individuals 
of their responsibility for their own health and that of 
their children. It aims primarily at changes in life
style to reduce the risk of preventable chronic di
seases and consequent premature deaths. It is also 
striving to get employers (governments, business, 
and industry) to assume an active role in promoting 
the health of their employees in order to increase pro
ductivity, reduce absenteeism due to illness, and 
lower the cost of expensive medical treatment. 

Mobilization of resources 

Relatively little progress has been made towards 
reallocating budgeted health funds in a way that will 
assign a greater proportion to the primary care ser
vices. However, the actual dollar amount has been in
creased and these additional funds have contributed 
significantly to progress in developing the primary 
care services. 

For the fiscal year 1985, the entire health system 
budget was US$9 164 500. This amount represents 
9.20/0 of the territorial government budget (including 
enterprise operations and capital improvement), and 
17.20/0 of the total government basic operations 
budget. It amounts to US$257 per head. 

The public health budget for 1985 was US$943 
500, or 10.30/0 of the health system budget. It 
represents 0.95'170 of the entire government budget, 
and 1.780/0 of the government operations budget. 
These figures are on the low side because some 
primary care services (outpatient care at the govern
ment hospital) are funded from the hospital budget 
and cannot be factored out accurately. 

Intersectoral cooperation 

The potential contributions by other sectors to 
health development, including preventive measures, 
have been taken into account very minimally. The 
household health survey carried out with the Office 
of Economic Development Planning is one example 
of collaboration. 

There is frequent cooperation between the Public 
Health Division and other health-related program
mes outside the Department of Health. Examples are 
vocational rehabilitation, old age programmes, etc. 

A major obstacle to intersectoral action is that no 
recognized managerial process exists to formalize this 
approach. Discussions are being conducted to initiate 
such a process, but progress is slow. 

International cooperation 

Preliminary discussions have taken place with 
health officials and Government leaders of the Inde
pendent State of Western Samoa to explore areas of 
possible cooperation with American Samoa. 

Several areas of possible cooperation have been ex
plored and it appears that benefits would probably 
result from the implementation of some of the activi
ties considered. However, little real progress has 
been made in developing concrete action. Much 
more could be done and renewed efforts are needed. 

HEALTH STATUS 

The nutritional status of children is adequate by 
the standards suggested in the indicators for monitor-

.-

44 WESTERN PACIFIC REGION 

The present health planning process will continue 
to be utilized as the managerial process and mecha
nism for continued revision and implementation of 
the strategy and plan of action until such time as a 
more comprehensive process is developed and ac
cepted. 

Community involvement 

Communities are involved in health matters 
through the Territorial Health Coordinating Coun
cil, which advises the health planning agency, the 
Depattment of Health, and the Governor on health 
policy and issues. The Council consists mostly of 
health professionals and political appointees. Com
munities traditionally have had little to say about 
health policy or the provision of health services, since 
the entire health system is government-()wned and 
-operated. Even when specific efforts are made to 
elicit input from the public, people seldom come for
ward with their own ideas or opinions, primarily 
because of a long-standing readiness to "let the 
Government do it". 

A comprehensive effort is being made to raise the 
level of health knowledge of the public; to provide in
formation on what they can do on their own behalf to 
improve health; and to motivate individuals to accept 
and exercise responsibility for their own health main
tenance and improvement. 

A Well ness Task Force has been formed which has 
as its primary objective the acceptance by individuals 
of their responsibility for their own health and that of 
their children. It aims primarily at changes in life
style to reduce the risk of preventable chronic di
seases and consequent premature deaths. It is also 
striving to get employers (governments, business, 
and industry) to assume an active role in promoting 
the health of their employees in order to increase pro
ductivity, reduce absenteeism due to illness, and 
lower the cost of expensive medical treatment. 

Mobilization of resources 

Relatively little progress has been made towards 
reallocating budgeted health funds in a way that will 
assign a greater proportion to the primary care ser
vices. However, the actual dollar amount has been in
creased and these additional funds have contributed 
significantly to progress in developing the primary 
care services. 

For the fiscal year 1985, the entire health system 
budget was US$9 164 500. This amount represents 
9.20/0 of the territorial government budget (including 
enterprise operations and capital improvement), and 
17.20/0 of the total government basic operations 
budget. It amounts to US$257 per head. 

The public health budget for 1985 was US$943 
500, or 10.30/0 of the health system budget. It 
represents 0.95'170 of the entire government budget, 
and 1.780/0 of the government operations budget. 
These figures are on the low side because some 
primary care services (outpatient care at the govern
ment hospital) are funded from the hospital budget 
and cannot be factored out accurately. 

Intersectoral cooperation 

The potential contributions by other sectors to 
health development, including preventive measures, 
have been taken into account very minimally. The 
household health survey carried out with the Office 
of Economic Development Planning is one example 
of collaboration. 

There is frequent cooperation between the Public 
Health Division and other health-related program
mes outside the Department of Health. Examples are 
vocational rehabilitation, old age programmes, etc. 

A major obstacle to intersectoral action is that no 
recognized managerial process exists to formalize this 
approach. Discussions are being conducted to initiate 
such a process, but progress is slow. 

International cooperation 

Preliminary discussions have taken place with 
health officials and Government leaders of the Inde
pendent State of Western Samoa to explore areas of 
possible cooperation with American Samoa. 

Several areas of possible cooperation have been ex
plored and it appears that benefits would probably 
result from the implementation of some of the activi
ties considered. However, little real progress has 
been made in developing concrete action. Much 
more could be done and renewed efforts are needed. 

HEALTH STATUS 

The nutritional status of children is adequate by 
the standards suggested in the indicators for monitor-

.-



, 

AMERICAN SAMOA 45 

ing progress towards health for all. 1 Of the 1I 06 
babies born in the LBJ Hospital in 1982, only 2.6% 
weighed 2500 grams or less; the mean birth weight of 
the group was 3487 grams (95.3% of births in 1982 
took place in the LBJ Hospital). 

Infant mortality rates per 1000 live births were: 5.8 
in 1984,7.6 in 1983, and 19.8 in 1982. 

Life expectancy at birth for the years 1978-1982 
was: 67.8 years (males), 75.5 years (females), and 70.1 
years (total). . 

The leading causes of morbidity as of 1982 (num
ber of cases) were: gonorrhoea (62), infantile gastro
enteritis, hospitalized only (34), leprosy, all forms 
(13), infectious hepatitis (10), mumps (8), tuber
culosis, all forms (4), measles (2), and filariasis, 
positive cases (I). 

The leading causes of mortality as of 1982 were 
(number of deaths): disease of tbe heart (28), acci
dents and adverse effects (19), malignant neoplasms 
(16), chronic obstructive pulmonary disease (10), 
cerebrovascular disease (8), diabetes mellitus (6), cer
tain conditions arising in the perinatal period (6), 
pneumonia and influenza (4), congenital anomalies 
(4), homicide (3), suicide (2), atherosclerosis (2), 

1 World Health Organization. Deveiopmem of indiallors 
for monicori"g progrtss towards health for all by lhe year 
Z(J()(). Geneva, 1981 ("Health fOI AU" Series, No.4), pp. 
83-91. 

nephritis, nephrotic syndrome and nephrosis (2), sep
ticaemia (2), and chronic liver disease and cirrhosis 
(2). 

ASSESSMENT OF ACHIEVEMENTS 

Relevance, adequacy and progress of 
strategy ImpJementadon 

The process and mechanisms utilized to evaluate 
strategy implementation are those developed for the 
similar purpose of evaluating implementation of the 
American Samoa health plan. They include collec
tion of data and information by the Health Planning 
Agency in order to monitor indicators; an assessment 
of progress by the Health Coordinating Council and 
the Health Planning Agency; and finally, the review, 
agreement and approval of the evaluation by the 
Governor of American Samoa. 

The results of the evaluation process will be used 
in the revision of the health plan and to determine 
whether the strategy needs revising. 

Because of the small size of the population, the 
small geographical area and the unified nature of the 
government health system, the entire population has 
access to primary health services. These are fairly 
equally accessible to all areas and all population 
subgroups. 
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1 World Health Organization. Deveiopmem of indiallors 
for monicori"g progrtss towards health for all by lhe year 
Z(J()(). Geneva, 1981 ("Health fOI AU" Series, No.4), pp. 
83-91. 
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AUSTRALIA 

DEVELOPMENT OF HEALTH 
SYSTEMS 

Health policy and strategy 

Australia has a land area of 7 682 300 square 
kilometres. It had a population of 15 379 000 in 
1983, of whom 85.8% were living in urban areas. 
The per capita gross domestic product in 1983/84 
was A$ 12 130 (US$ 13 784). 

Australia is a federation of six states: New South 
Wales, Victoria, Queensland, South Australia, West
ern Australia, and Tasmania. There are two territo
ries - the Northern Territory and the Australian 
Capital Territory, which is the seat of the Federal 
Government. 

The Federal Government has limited direct in
volvement in the delivery of health care services, the 
primary responsibility for which is vested in the 
various state governments and that of the Northern 
Territory. In the Australian Capital Territory, the 
responsibility lies with a statutory authority (the Aus
tralian Capital Territory Health Authority) which is 
responsible to the Minister for Territories. Health 
care services are also provided by local government, 
semi-voluntary agencies, and profit-making nongov
ernmental organizations. 

Prior to an amendment to the Constitution in 
1946, the only health function of the Department of 
Health covered by specific legislation was quaran
tine. Consequent upon this amendment, the Federal 
Government was given powers to make laws with 
respect to pharmaceutical, hospital and sickness 
benefits, and medical and dental services. The Gov
ernment has also used its powers under Section 96 of 
the Constitution to make grants to the states for 
health purposes. In addition, it gives financial 
assistance to certain organizations concerned with 
public health matters. It plays a significant role in 
such areas as the supervision of private health in
surance and the financial support of hospitals and 
other services. 

The health system 

Since February 1984 a national health insurance 
scheme has operated throughout Australia_ Known 
as Medicare, it is designed to provide all Australians 
with equal and guaranteed access to quality health 

care. A I % levy on taxable income, with low income 
cut-off points, contributes towards the cost of the 
scheme. 

Medical services in Australia are generally deli
vered either by private medical practitioners on a fee
for-service basis, or by medical practitioners 
employed in hospitals. Medical benefits are paid in 
accordance with the Medicare Benefits Schedule, 
which lists the services covered by Medicare and the 
standard fee applicable in each state in respect of 
each such services. Also covered by the Schedule are 
consultations by participating optometrists, and cer
tain prescribed medical services rendered by approv
ed dentists in the operating theatre of approved hos
pitals. The maximum amount that an individual pays 
in respect of the gap between Medicare benefits and 
the Schedule's fees for medical services is currently 
A$ 150 (US$ 174) a year. 

Under Medicare, out-patient treatment by a public 
hospital and in-patient accommodation for treatment 
by a doctor employed by the hospital, is free of 
charge. A patient can choose to be treated by a doctor 
of his or her choice within the public hospital, but 
the charge for this option is determined by Medicare. 
Medicare also provides a daily subsidy for beds in ap
proved private hospitals, calculated according to the 
services and facilities that they offer. 

Registered private health insurance schemes are 
available to people seeking financial cover for treat
ment as a private patient in a public hospital, accom
modation in a private hospital, or ancillary health ser
vices. 

Nursing homes provide care for the chronically ill 
or inftrm. The Federal Government is responsible 
for approving the admission of patients into such 
homes, controlling of the growth of nursing homes, 
and providing health benefits or other financial 
assistance. The state governments are responsible for 
licensing the nursing homes and supervising the 
maintenance of standards. A statutory minimum con
tribution is required from the patient. 

The Federal Government's Home and Community 
Care Programme maintains a broad range of basic 
services - therapeutic, supportive and preventive -
to ensure a satisfactory standard of health, nutrition 
and social well-being for the elderly and disabled who 
are frail or at risk. The Programme aims to prevent 
unnecessary dependency and premature or inappro
priate institutionalization. 

The Isolated Patient Travel and Accommodation 
Assistance Scheme is also financed by the Federal 
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Government. It provides partial assistance to resi
dents living outside metropolitan areas who must 
travel more than 200 kilometres to obtain medical 
treatment from the nearest suitable specialist practi
tioner. 

Under the Federal Pharmaceutical Benefits Scheme, 
assistance in meeting the cost of a comprehensive 
range of drugs and medicines is given to persons 
receiving treatment from a medical practitioner. 

Standards of dental health have considerably im
proved in Australia thanks to expanded school dental 
services, fluoridation of water supplies, and increased 
public awareness of preventive measures. 

Managerial process 

The Federal Government is primarily concerned 
with broad national policies and influences policy
making in the health services through its financial ar
rangements with the state and territory governments, 
the provision of benefits and grants to organizations 
or individuals, and the regulation of health insur
ance. 

The Federal Department of Health is currently de
veloping priorities for the goals and strategies to pre
vent illness in Australia. This task, now in the 
preparation stage, is being furthered by the work of 
the Better Health Commission, which is investigating 
three key areas - accidents, nutrition, and cardio
vascular disease. The Commission is due to release 
its report in June 1986. 

Community involvement 

Australia is increasingly aware of the importance of 
involving the community in health matters, but the 
degree of involvement varies widely between states 
and local communities. 

MobUlzation of resources 

Total expenditure in 1981182 directly relating to 
health care or health services was A$II 332 million 
(US$12 877 million), representing 7.6% of gross 
domestic product. The source of funds for this ex
penditure was: 25.4% from the Federal Government, 
36.2% from state and local governments, and 38.4% 
from the private sector. The preliminary estimate of 
tOlal expenditure in 1984/85 is A$15 344 million 

(US$19 180 million), i.e., an estimated 7.4% of 
GDP. 

As regards recurrent health expenditure, in 19811 
82, out ofa total amount of A$1O 943 million (US$12 
435 million), 46.60/0 was spent on hospitals, 17.1% 
on medical services, 8.8% on nursing homes, and 
8.5% on pharmaceuticals. The preliminary estimate 
of recurrent expenditure for 1984/85 is A$ 14 705 
million (US$ 18 381 million). 

In 1981, Australian health manpower included 
27 127 medical practitioners and 139 433 profess
ional nursing personnel. 

Intersectora! cooperation 

There is a considerable amount of overlap in the 
provision of health services by Federal Government 
bodies, and a number of major health areas are ad
ministered by more than one department. For exam
ple, the Department of Community Services pro
vides also health services for the elderly; the Depart
ment of Employment and Industrial Relations is con
cerned with occupational health; the Department of 
Territories develops policies related to traffic ac
cidents; and the Department of Sport and Recreation 
is working towards the physiCal and mental well
being of Australians through recreational activities. 
There is emphasis at federal level on greater inter
departmental cooperation and consultation. 

There is also increased awareness of the need for 
cooperation in delivery of health services between 
federal, state and local governments and the private 
sector. Trends towards increasing the consultative ar
rangements between nongovernmental and govern
ment organizations are emerging. 

International cooperation 

Australia is a member of a number of multilateral 
organizations, including WHO and the International 
Agency for Research on Cancer. It collaborates ac
tively with countries in the Region at both govern
ment and non-government level in many programmes. 
The South Pacific, the ASEAN countries, and China 
are of particular importance. 

HEALTH STATUS 

In 1984 the infant mortality rate for all Australians 
was 9.59 per 1000 live births. Life expectancy at 
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birth was 72.6 years for males and 79.1 for females. 

The ten leading causes of death in 1984, in terms of 
number of deaths, were: diseases of the circulatory 
system (54 289), malignant neoplasms (25 820), 
diseases of the respiratory system (7802), motor vehi
cle accidents (2785), other accidents (2358), diabetes 
mellitus (1838), diseases of the genito-urinary system 
(1715), suicide and self-inflicted injuries (1712), 
chronic liver diseases and cirrhosis (1112), and con
genital anomalies (882). 

The causes of mortality are age-related. The three 
leading causes of death in 1982 for persons of 45 
years and over were ischaemic heart disease, cancer 
and stroke. Cancer and ischaemic heart disease were 
the leading causes of death in the 35-44 age group, 
while motor vehicle accidents, other accidents, sui
cide and cancer were the leading causes in the 
younger age-groups. In 1982, motor vehicle accidents 
accounted for 44.4"70 of all deaths in the 15-24 age 
group. 

Childhood immunization in Australia has largely 
succeeded in preventing diphtheria, paralytic polio
myelitis, and tetanus. Ongoing campaigns are aiming 
to achieve similar immunization levels for pertussis, 
measles, mumps and rubella. In 1984, 261 cases of 
pertussis, 7 cases of tetanus, and I case of congenital 
rubella syndrome were notified. 

In 1984, the ten leading causes of infectious disease 
morbidity (as reported by the National Health and 
Medical Research Council) were, in terms of number 
of cases: gonorrhoea (8894), non-specific urethritis 
(4838), syphilis (3323), salmonella infections (2092), 
Campylobacter infections (1799), hepatitis B (1559), 

genital herpes (1330), tuberculosis, all forms (1229), 
giardiasis (1025), and hepatitis A (674). 

ASSESSMENT OF ACHIEVEMENTS 

Relevance, adequacy and progress of strategy 
implementation 

The standard of health of Australians has improved 
significantly since 1900 in terms of life expectancy 
and quality of life. The main causes of illness have 
shifted away from poor housing, sanitation and un
safe water supplies, and the focus is now on lifestyle 
and environmental factors affecting health. 

The Better Health Commission was established in 
March 1985 to report on: 

- the major preventable health problems in 
Australia; 

- the underlying factors that may lead to those 
health problems; 

- short-term and longer-term strategies that can 
effectively reduce illness caused by the health 
problems identified; 

- ways in which the media and the community 
can increase awareness on the part of all Austra
lians in the pursnit of better health. 

Effectiveness and impact of the strategy and 
efficiency of implementation 

The Better Health Commission, as noted above, is 
to issue a report relating to health strategies at na
tional level. The states also are concerned with 
developing their own strategies and health goals. 
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BRUNEI 
DARUSSALAM 

DEVELOPMENT OF HEALTH 
SYSTEMS 

Health policy and strategy 

Brunei Darussalam has a per capita gross domestic 
product of B$16 427 (US$ 7676) at constant prices. 
Its population in 1984 was 215 943, of whom 60 % 
were living in urban areas. The country occupies a 
territory of 5770 square kilometres facing the South 
China Sea along the northwest coast of Borneo. It is 
divided into 4 administrative districts. Temburong 
District lies to the east, while the other 3 districts -
BruneilMuara, Tutong and Belait - lie to the west, 
separated from Temburong by water. 

Priority is given to the concept of health as a social 
right of every citizen. The health services have con
sistently pursued a health policy formulated to pro
vide the highest level of health care and quality oflife 
to the whole population, in a clean and safe environ
ment. "Health for al1 by the year 2000" means free
dom from disease, disability, and death due to avoid
able causes. Since primary health care has been ac
cepted as the best means to this end, the national 
health policy has been revised to provide more scope 
for this new approach. 

To give effect to health policy, national strategies 
have been designed that will help citizens adopt a 
correct life-style and will provide an environment 
conducive to a healthy life. The objectives are: 

- reduction of infant mortality; 
reduction of mortality and morbidity rates; 
improvement of the environment; 
control of communicable diseases; 
increase in life expectancy; 

- a higher "health literacy" rate.! 

The health system 

The Department of Medical and Health Services 
functions under the Ministry of Education and 

1 World Health Organization. Development of indicators 
for monitoring progress towards health for all by the year 
2fX}(). Geneva, 1981 (,'Health for All" Series, No.- 4), p.' 24. 

Health. The Minister, with the assistance of a Direc
tor of Medical and Health Services, formulates na
tional health policy. The Director (assisted by a 
deputy director and supporting senior stalI) is 
responsible for planning, implementation and evalua
tion of health care delivery based on national health 
policy. 

Western medicine is the only system practised in 
government hospitals. There are decentralized hos
pitals in the 4 administrative districts (which are also 
health districts, under district medical officers). Two 
large hospitals, at each extremity of the State, provide 
specialized patient care and function as referral hos
pitals, the hospital in the capital (capacity, 550 beds) 
being the central referral hospital, with modern diag
nostic and therapeutic facilities. 

General medical services are provided by the dis
trict hospitals, health centres, maternal and child 
welfare clinics, mobile dispensary services, and a fly
ing medical team. The mobile dispensaries assure a 
routine programme of primary health care to the 
rural kampongs (villages). The flying medical team 
covers the remote viJIages that constitute 3%-4% of 
the population and are not easily accessible by land 
or river. Primary health care is also provided by out
patient departments at health centres and district 
hospitals. 

Community health services (personal health and 
public health) are coordinated by a senior medical of
ficer, with supporting staff. The public health ser
vices are responsible for food hygiene, environmental 
sanitation and pol1ution control, food sanitation, and 
vector control. 

Dental services, both preventive and curative, are 
directly under a specialist dental surgeon, who coor
dinates them throughout the State. School dentistry 
is provided in the 4 districts through school-based 
and mobile clinics. Dental health education is carried 
out by the same services. 

Pharmaceutical services are centralized in the capi
tal, but there are facilities for maintaining limited 
stocks in the district hospitals. WHO's "twenty es
sential drugs" requirement has been more than met 
as far as the community-based services and the tlying 
medical team are concerned. A standard drug formu
lary for the State will soon be available. 

The Brunei Shell Petroleum Company makes an 
important contribution to the care of the sick, pro
viding health services for its employees in Seria and 
Kuala (Belait District). Likewise, the Royal Brunei 
Armed Forces have their own medical unit for army 
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ficer, with supporting staff. The public health ser
vices are responsible for food hygiene, environmental 
sanitation and pol1ution control, food sanitation, and 
vector control. 

Dental services, both preventive and curative, are 
directly under a specialist dental surgeon, who coor
dinates them throughout the State. School dentistry 
is provided in the 4 districts through school-based 
and mobile clinics. Dental health education is carried 
out by the same services. 

Pharmaceutical services are centralized in the capi
tal, but there are facilities for maintaining limited 
stocks in the district hospitals. WHO's "twenty es
sential drugs" requirement has been more than met 
as far as the community-based services and the tlying 
medical team are concerned. A standard drug formu
lary for the State will soon be available. 

The Brunei Shell Petroleum Company makes an 
important contribution to the care of the sick, pro
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personnel and their families. There is also a State
registered general medical practice in both extremi
ties of the country. 

Managerial process 

Planning for national development began in 1965, 
since when four plans have been successfully imple
mented; the fifth was scheduled for launching during 
the second half of 1985. 

There has been a noticeable shift in emphasis to 
community care in the last few years. The Five-Year 
National Development Plan 1980-1984 and the cur
rent Plan provide for integrated primary health care 
facilities, in accordance with the Government's 
health policy. Among the new facilities planned are 
clinics, health centres, and offices for the Public 
Health Department. 

Community involvement 

Village-level committees are being set up to assure 
community participation in the planning and imple
mentation of health strategy. The public is involved 
in health matters by the inclusion oflay members on 
municipal boards or other relevant boards and com
mittees, and on boards of hospital visitors. 

Individual and collective health education has been 
intensified, to increase the people's understanding of 
their health problems and encourage them to take re
sponsibility for their own health. 

Mobilization of resources 

Around 80/0 of gross national product was spent on 
health in 1984, the government health budget for 
health care delivery being B$76 077 656 (US$36 400 
792). In addition, B$153 million (US$73.2 million) 
was provided from the sum allocated in the National 
Development Plan 1980-1984 for primary health fa
cilities in the community and for tertiary care, 
including the modern hospital in the capital. Health 
care in Brunei Darussalam is free to all citizens and 
to certain categories of expatriate government em
ployees, while others are heavily subsidized. 

As a consequence of growing health awareness, the 
demand for high-quality treatment services, advanced 
technology, and control measures to eliminate poten
tial health hazards contributes to the cost of health 
care, which is escalating despite generous budget 

allocations. Care is taken to provide health care to all 
groups of the population while maintaining costs at a 
reasonable level. 

Health manpower in 1982 consisted of 107 physi
cians, 94 medical assistants, and 553 professional 
nurses and midwifery staff. A comprehensive pro
gramme for both community and hospital-based nur
sing staff is to be developed. The curriculum will be 
reorganized to accommodate primary health care in 
semi-urban and rural areas. Short-term training for 
field workers in remote areas is envisaged, together 
with a restructuring of the community nursing ser
vices. 

Intersectoral cooperation 

The Ministry of Education and Health recognizes 
the importance of health education, which has be
come an integral part of all its services. It organizes 
seminars or refresher courses for different types of 
staff, and also an annual Health Week, which has 
heightened the awareness of health matters among 
the population. Certain categories of health worker 
are trained locally with the collaboration of the train
ing unit of the State Secretariat and the Education 
Department; others are given appropriate training 
overseas. 

International cooperation 

_ Since Independence, Brunei Darussalam has be
come a member of ASEAN, the United Nations, and 
recently WHO. In 1984, staff of the Ministry at all 
levels had the opportunity to study services similar to 
their own in other countries; they have attended 
seminars and conferences in all the ASEAN coun
tries, and in Australia, Canada, Fiji, Japan, the 
United Kingdom, and the United States. This has 
provided planners with a wealth of knowledge for im
plementing national policy in the way most suited to 
the needs of Brunei Darussalam. 

HEALTH STATUS 

During the last ten years, there has been marked 
progress towards a better health status, as can be seen 
from the following indicators. Life expectancy at 
birth and the low infant mortality rate reflect the eco
nomic and social development of the country. Life 
expectancy increased from 65 years in 1975 to the 
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present 69 years for males and 70 years for females. In
fant mortality declined from 27.3 per 1000 live births 
in 1975 to 12.7 in 1984. 

Thanks to the steady rise in the standard of living, 
mortality rates among all segments of the population 
have declined. Mortality trends now resemble those 
of developed countries, with cardiovascular diseases 
taking the highest toll of lives among men over 35 
years of age. Malignant neoplasms and road traffic 
accidents are the next highest causes of death (road 
traffic accidents being the chief cause in adolescents, 
among whom experimentation with drugs and smok
ing are the sources of considerable morbidity). Asth
ma, bronchitis, and lung diseases come next in the 
mortality figures. Infections of the upper respiratory 
tract are the commonest cause of mortality and mor
bidity among children. Endemic goitre has been 
recognized in Temburong District. 

Incidence of pulmonary tuberculosis is high but 
mostly in the adult population, 36% of whom are im
migrant labourers. The BCG campaign was started 
about twenty years ago. Hepatitis B is reported with 
increasing frequency, and its incidence among the 
pregnant mothers is relatively high (a sample survey 
of the population is planned). Gonococcal infections 
are higher in the expatriate population. 

No cases of diphtheria, tetanus, poliomyelitis or 
pertussis have been reported. The incidence of mea· 
sles is going down. Tuberculosis is rare in infants. 
However, in spite of adequate facilities for water sup· 
ply and sanitation, the incidence of diarrhoeal infec
tions has risen. 

The nutritional status of all groups of the popula
tion is good: 90% of newborn infants have a birth 
weight of at least 2500 grams; and 850/0 of children 
have a weight-for.age that corresponds to the refer
ence values in the indicators. I Diabetes mellitus and 
hypertension, however, are on the increase. And 
changing life-styles seem to be a contributory factor 
in the rising incidence of metabolic diseases. In gen· 
eral, the social, economic and cultural patterns and 
life-styles of the country have a profound effect on 
disease patterns. 

Vectorborne diseases such as malaria are under 
control: there have been no indigenous cases since 

1 World Health Organization. Development oj indicators 
for monitoring progress towards health for all by the year 
2(}()(). Geneva, 1981 ("Health for All" Series, No.4), pp. 
83·91. 

1969, although a few imported cases are reported an
nually. Constant surveillance or vigilance is main· 
tained in the border areas, where malaria is highly 
endemic. The vector, Anopheles balabacensis, has 
been eradicated in most of the State except for a few 
border kampongs. Morbidity due to dengue is not 
known, since no statistics are available. Dengue hae
morrhagic fever has not been reported in the State 
and the density of Aedes aegypti is low. 

Asymptomatic filariasis is endemic in Tutong Dis· 
trict where it was discovered during a survey. A few 
cases of leptospirosis are reported annually among 
labourers and soldiers on jungle exercise. The inci· 
dence of parasitic diseases is comparatively low. 

Japanese B encephalitis has been reported in horses 
and conftrmed by laboratory examination. Culex tri
taeniorhyncus and C. gelidus are implicated. 

Vigilance against drug addiction has been stepped 
up by tightening the entry points for smuggling. 
However, glue-sniffing seems to be catching up with 
school population, as in the surrounding countries. 

ASSESSMENT OF ACHIEVEMENTS 

Relevance, adequacy and progress of strategy 
implementation 

The progress achieved in health development can 
be assessed from the following 1984 data: 

- 90% of the urban and rural population are sup
plied with piped water. Suitable facilities for the 
remaining 100/0 in the remote areas are under 
study. 
80% of the population have adequate sanitary 
facilities in the home or nearby; 40% of the pop
ulation have adequately sewered nightsoil facil
ities, and 35% have individual septic tanks. 
95% of children are protected by three doses of 
diphtheriaipertussisltetanus and polio vaccine; 
87% are protected against measles, and 88% 
against tuberculosis. 

- 88% of pregnant women have received a first 
dose of tetanus toxoid, and 78% a second dose. 

- Local health care, including the supply of at 
least 20 essential drugs, is available to 96% of 
the population. 
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Nearly 100% of expectant mothers are seen at 
least 3 times during their pregnancy. Domi· 
ciliary care is provided to all mothers for 10 
days after deli very. 

Routine child care by trained health personnel 
is provided to all children of pre-school age. 

Effectiveness and impact of the strategy 

This can be measured by the lower incidence of 
some communicable diseases, by increased awareness 
in the population of environmental health, and by 
their greater participation in health matters in 
general. 
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CHINA 

DEVELOPMENT OF HEALTH 
SYSTEMS 

Health polley and strategy 

The People's Republic of China had a per capita 
gross national product in 1980 of US$290. The 
population in 1984 was I 024 950 000, of whom 
23.5% were living in urban communities. The coun
try has a land area of 9.6 million square kilometres. 

Article 30 of the Constitution of China (adopted at 
the Fifth National People's Congress in 1982) 
stipulates the following administrative divisions: 

"(I) The country is divided into provinces, auto
nomous regions, and municipalities directly under 
the Central Government. 

"(2) Provinces and autonomous regions are divid
ed into autonomous prefectures, counties, autono
mous counties and cities. 

"(3) Counties and autonomous counties are divid
ed into townships, nationality townships, and 
towns. 

"Municipalities diredly under the Central Gov
ernment and other large cities are divided into 
districts and counties. Autonomous prefectures are 
divided into counties, autonomous counties and 
cities. All autonomous regions, autonomous prefec· 
tures and autonomous counties are national auto
nomous areas." 

As of 1985, there were 30 provincial administrative 
units, namely: 

- 5 autonomous regions: Nei Monggol, Guangxi 
Zhuang, Xizang, Ningxia Hui, and Xinjiang 
Uygur; 

- 3 municipalilies: Beijing, Tianjin, and Shanghai; 
- 22 provinces: Hebei, Shanxi, Liaoning, Jilin, 

Heilongjiang, Jiangsu, Zhejiang, Anhui, Fuji
an, Jiangxi, Shandong, Henan, Hubei, Hunan, 
Guangdong, Sichuan, Guizhou, Yunnan, Sha
anxi, Gansu, Qinghai, and Taiwan. 

There are more than 2000 counties or autonomous 
counties throughout the country. 

The World Health Assembly in 1977 decided that 
the major target of WHO and Member States would 
be to achieve the goal of health for all by the year 
2000. The Chinese Government supports and re
sponds to this call and has made efforts in recent 

years to institute and carry out the health strategy, 
principles and policies appropriate to its national 
situation. 

The Government has always devoted considerable 
attention to health activities and has shown solicitude 
for the people's physical and mental health and for 
their medical care. The Constitution stipulates in 
Article 2 I that "the State develops medical and health 
services, promotes modern medicine and traditional 
Chinese medicine, encourages and supports the set· 
ting up of various medical and health facilities by the 
rural economic collectives, State enterprises and 
undertakings and neighbourhood organizations, and 
promotes public health activities of a mass character, 
all to proted the people's health." 

While China does have a planned economy, it is 
trying at the same time to introduce market forces in 
influencing the diredion of certain sectors. This 
reform is of great importance in the rural areas, and 
is having a significant impact on the health sector. 

The health plan is an important component of the 
national economic and social development pro
gramme. In the Sixth Five·Year Plan for National 
Economic and Social Development (adopted in 1982 
by the National People's Congress) a special section 
is devoted to medical and health care. It refers to the 
great efforts being made to develop the medical and 
health services and further improve the health status 
of the people. 

In recent years, the Ministry of Public Health has 
successively put forward the principles of (a) modify
ing and consolidating the medical and health institu
tions at county level, in stages and in groups; and (b) 
strengthening traditional medicine, prevention, and 
health care, especially for the 800 million peasants. 
The decision taken by the Ministry is to upgrade the 
rural health services and bring them more into con
formity with the socioeconomic changes and with 
China's policy of modernization. Another task is to 
surmount the problems left by the Cultural Revolu
tion, whereby at least one-third of staff hold positions 
for which they have never had any training, while 
another third has had only indeterminate training. For 
this reason, the country has embarked on a vast pro
gramme of continuing education and refresher train
ing. In order to further broaden and develop the 
health services, the principle has recently been for· 
mulated that the medical and health services should 
be run by the State, local governments, economic or
ganizations, colledives, and individuals all acting 
within the framework of the new economic reforms. 
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The health system 

Against a background of poverty - the legacy of 
the old China - a primary network of health services 
has been established in both urban and rural areas. In 
particular, the stress laid on health work in rural 
areas has wrought a great change in their previous 
underprivileged situation as regards medical care. In 
each of the approximately 2000 counties, a hospital 
(with, on the average, 120 beds), an epidemic preven
tion station, and a maternal and child health care cen
tre have been established; and in each of the approxi
mately 50 000 townships a health centre has been set 
up (with, on the average, more than 10 beds). There 
are also more than 500 000 cooperative health centres 
scattered throughout the villages. The number of me
dical and health personnel has gradually been in
creased. At the end of 1977, there were in all some 
I 700 000 regular hospital beds - 26 times the total 
number of beds in pre-liberation days - not taking 
into account the number of simple beds of various 
kinds in hospitals and in households. 

Chinese traditional medicine and pharmacology 
have a time-honoured history, and have for genera
tions made a great contribution to the protection and 
enhancement of the Chinese people's health; they en
joy the warm support of the broad masses of the peo
ple. In recent years, nearly 10 000 traditional medical 
and pharmaceutical personnel have been selected to 
strengthen the medical and health facilities. By the 
end of 1983, a total of 24 colleges of traditional 
Chinese medicine had been set up, with an enrol
ment of 25 000 students. The establishment of the 
first National College of Acupuncture and Moxibus
tion has now been approved by the Government. 
There are 120 specialized institutes offering post
graduates a Master's degree, and 12 offering a Doc
tor's degree. The number of hospitals for traditional 
Chinese medicine rose from 171 in 1976 to 1009 in 
1983, the number of beds increasing from over 
10 000 to more than 70 000. The number of the 
traditional medical personnel has grown from 
210 000 to 310 000. There are at least 27 institutes of 
integrated traditional Chinese and western medicine 
(statistics are incomplete). Three research bases of 
traditional Chinese medicine and pharmacology have 
been set up (in Shanxi, Hubei and Liaoning Pro
vinces respectively) which are comparatively modern 
research centres in this field. 

Managerial process 

The Ministry of Health continues to devote consi-

derable effort to managerial training in the health sec
tor. 

To meet the requirements of health systems devel
opment, health legislation has been strengthened. A 
number of provisions governing administration, re
gulations, and standards have been revised and re
enacted. A Law on Food Hygiene, Regulations gov
erning Health Standards, and a National Essential 
Drugs List have been promulgated and play an im
portant role in the prevention of foodborne disease 
and the safe and effective use of drugs. The promul
gation of the Drug Administration Act (September 
1984) marks the beginning of a new phase in that 
area. Priority will henceforward be given to enforcing 
the above laws and regulations, including the strict 
administration and supervision of food hygiene and 
use of drugs. 

Community involvement 

The development of rural medical and health ser
vices in China is characterized by reliance on the 
State and the collectives, the participation of millions 
of peasants, and cooperation between health institu
tions. Most of the county-level medical and health 
facilities are under State ownership. Two-thirds of 
the facilities at township (commune) level are under 
collective ownership but receive some financial sup
port from the State. The village (production brigade) 
clinics depend on the funds of the collectives; how
ever, the State provides subsidies for vaccination, 
training of technical personnel, and medical installa
tions. 

In recent years, various measures have been adopt
ed to strengthen and enhance rural medical and 
health facilities. As a result, the three-tier network 
covering counties, townships and villages in rural 
areas has been further consolidated and developed. 
The Ministry of Public Health decided in 1979 to 
reorganize and consolidate more than 2000 county
level medical and health facilities, in stages and groups, 
from 1980 onwards. Some 300 counties in the first 
group have already achieved notable success after 
only a few years' effort. Their techniques, adminis
tration, and quality of services have been much im
proved; disease prevention and health care have been 
further strengthened. Over 400 counties in the se
cond group are currently undergoing this kind of up
grading and consolidation. 

Approximately 87"70 of the villages and towns have 
set up medical and health facilities where doctors as 
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well as medicines are available for prevention and 
treatment, thus permitting people to receive more 
convenient medical care. The reform and develop
ment of the rural three-tier network in China are of 
great significance in changing the face of rural health 
work and realizing the goal of health for all. 

Mobilization of resources 

Economic development in China is still rather 
backward compared with the situation in developed 
countries. However, despite the fact that national in
come grew only moderately during the recent period 
of readjustment and restructuring of the economy, 
investment and funds for the health services have in
creased year by year. Various measures have been 
adopted for pooling the resources for health under
takings received through various channels and sec
tors. 

There are in all more than 2 900 000 professional 
medical, pharmaceutical and health personnel in the 
country, 1 250 000 village doctors (400/0 of them at 
the level of assistant medical doctor after examina
tion, the rest still under training), I 158 000 health 
aides, and 524 000 midwives. Remarkable progress 
has also been made in medical education: from 1949 
to 1977 there were in all more than 350 000 gradu
ates from medical and pharmaceutical colleges - 37 
times the total number of graduates over the twenty
year period (1928-1947) before Liberation. 

Intersectoral cooperation 
Coordination and collaboration between health in

stitutions in urban and rural areas have been fos
tered. All big urban hospitals send out teams of ex
perienced doctors to tour the countryside, treating 
difficult cases and helping to train local doctors. The 
transfer of medical technology from urban to rural 
areas has accelerated the development of the health 
services as a whole. 

A State Council Environmental Protection Com
mittee, under the chairmanship of Vice Premier Li 
Peng, has outlined tough measures to tackle pollu
tion. New environmental protection measures rea 
quire every province, autonomous region, and muni· 
cipality to keep smoke and dirt under control and to 
completely rid at least one district in their capital of 
black smoke. 

The Patriotic Health Campaign Committee re
ported that more than 40% of China's rural popula-

tion now have access to clean drinking-water. A 
population of 350 million - 15% of whom enjoy 
piped water - have already benefited, and by the 
end of 1985 another 100 million will have clean water 
to drink. In Heilongjiang, 2.8 million people no long
er have to rely for domestic purposes on water with a 
high fluoride content. 

International cooperation 

The Government has cooperated fruitfully with 
WHO, the World Bank, UNICEF, and other inter
national organizations. The first World Bank health 
project, providing for a loan of US$85 .000 000, has 
been approved and implemented, and a second loan 
was expected to be concluded early in 1986. A drink
ing-water loan amounts to some US$80 000 000. 
This international cooperation will undoubtedly pro
mote the development of the health services. 

In addition, China has established with WHO four 
collaborating centres for primary health care; and 
with WHO and UNICEF has set up six model coun
ties for rural health and hygiene, and ten for maternal 
and child health. 

HEALTH STATUS 

Prevention is the guiding principle of the health 
services. Thanks to the strengthening of the preven
tive services and the control of disease in targeted 
population groups, remarkable success has been 
achieved in recent years in the control and prevention 
of some major communicable diseases, with a further 
decrease in morbidity and the eradication of endemic 
diseases in certain areas. 

The incidence of various diseases has dropped con
siderably. Since the founding of the People's Repub
lic in 1949, cholera, plague, smallpox, relapsing 
fever, typhus, malaria and sexually transmitted 
diseases have either been eradicated or are under con
trol. The incidence of acute infectious diseases has 
dropped by 20% since 1983. Filariasis has been 
basically eliminated in Guizhou Province and in 496 
counties and cities which accounted for 57.4% of the 
filariasis-infested areas in the whole country. The in
cidence of malaria in Jiangsu, Shandong, Henan, An
hui and Hubei Provinces has declined by 36% and the 
incidence of tuberculosis by about 6% per year since 
1980. No case of plague was reported in 1984. Ende-
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mic goitre has been brought under control in Sha
anxi, Heilongjiang, Tianjin and 5 other provinces 
and cities. Schistosomiasis has been eradicated in 250 
of the 348 counties of South China where it was 
endemic. 

In a recent review of 2490 districts and counties, 
diphtheria was down by 53% as compared with 1983, 
measles by 21 %, and poliomyelitis by 51 %. Pertussis 
incidence is now less than I per 10 000; 1973 coun
ties reported no case of diphtheria; and 2078 counties 
reported no case of poliomyelitis. 

The Chinese Communist Party Central Commit
tee has organized leading bodies for the prevention or 
elimination of endemic diseases and schistosomiasis. 
A total of212 districts and 1139 counties, in 28 prov
inces, municipalities or autonomous regions, bave set 
up such organizations. The number of cases of schis
tosomiasis dropped from II million to I million in 
1984. Malaria cases, once 30 million, were some 1.37 
million in 1983. Diseases such as endemic goitre and 
Kaschin-Beck disease have also been controlled to 
some de gree. 

In 1984 the cases of infectious diseases reported 
were influenza (3 918 165), dysentery (3 363 983), 
malaria (903 802), viral hepatitis (696 074), measles 
(619709), and pertussis (215 965). 

The deaths from infectious diseases reported in the 
same year were: epidemic cerebrospinal meningitis 
(5935), haemorrhagic fever (2925), measles (2906), 
epidemic encephalitis B (2365), viral hepatitis (2050), 
and leptospirosis (745). Infectious and parasitic 
diseases have been replaced by cerebrovascular di
sease, heart disease, and cancer as the main causes of 
death. 

In 1984, the country set up more than 50 maternity 
and child care centres, which sharply reduced the in
cidence of child dietary anaemia and rickets and 
brought the mortality rate of pregnant women down 
to about 5 per 10 000. Over 90% of births took place 
at such centres, instead of being attended by tradi
tional midwives. 

General indicators show that the health standards 
of the nation already approach those of the advanced 
countries. Mortality has declined from 25 per 1000 
in pre-1949 years to 7.1 per 1000; infant mortality 
has declined from 200 per 1000 in pre-1949 years to 
34.7 per 1000; and average life expectancy has increas
ed from 35 to 67.9 years. The standards of growth 
and development of children and adolescents show a 
constant improvement. According to a survey con-

ducted in II cities, including Beijing and Shenyang, 
the height and weight of male children and adoles
cents aged 7-17 years have on the average increased 
by 2.3 cm. and 1.35 kg. respectively every decade 
since 1949, while those of female children and adoles
cents have increased by 2.1 cm. and 0.22 kg. respec
tively. 

ASSESSMENT OF ACHIEVEMENTS 

Relevance, adequacy and progress of strategy 
implementation 

Central to the realization of health for all is the 
development of primary health and medical care. In 
China, a neW development in urban primary health 
care is the home sick-bed service. There are now 
more than 200 000 such beds, thanks to the effort 
made in recent years. The service is provided to 
many patients whom it would be difficult to move or 
to hospitalize owing to lack of beds, and also to pa
tients who have been treated in hospital for a short 
period but who still need to be under observation. 

Many urban medical facilities are now implement
ing various measures to facilitate medical treatment. 
To support the extensive development of primary 
health care institutions in both urban and rural areas, 
work on the construction of key hospitals has been 
intensified, with government investment. 

Efficiency of strategy implementation 

Certain reforms have been carried out with respect 
to medical facilities, professional training, and ad
ministrative regulations and systems. All have been 
made with the purpose of developing the medical and 
health services, concurrently with the modernization 
of socialist society, so that they can be better adapted 
to the country's present conditions and are better 
able to meet the people's demand for medical care. 
The series of principles, policies and reforms formu
lated by the Government for the development of 
those services is the basic guarantee of achieving the 
strategic goal of health for all by the year 2000 in 
China. 

Effectiveness and impact of the strategy 

Economic reforms have forced changes upon the 
health sector. However, in view of the importance 
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attached to that sector by the Government, and as a 
result of the concerted efforts made by health depart
ments at all levels, notable achievements have been 
made. The structure of health establishments is being 
rationalized through the reform of the administrative 

system; this considerably improves the quality ofser
vices and professional capability, and is also more 
appropriate to the current level of economic develop
ment and the increasing needs of people for health 
care. 
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COOK ISLANDS 

DEVELOPMENT OF HEALTH 
SYSTEMS 

Health policy and strategy 

Cook Islands consists of fifteen islands spread over 
an area of 2.2 million square kilometres in the South 
Pacific, with a total land area of about 240 square 
kilometres. The islands are grouped into the South
ern Group Islands and the Northern Group Islands 
according to their location. The estimated population 
in 1982 was 17 754, approximately 30% of whom 
were living in urban communities. In 1984, per 
capita gross national product was US$1l50. 

For many years, the health policies of Cook Islands 
have been consistent with what has more recently 
been known as the health-for-all policy. Because of 
financial and manpower constraints, not all aspects of 
that policy have been fully implemented but, with 
time, it will be extended to all the outer islands. 

Health strategies reflect the health policies. The 
areas where improvement is needed (e.g., environ
mental health in the outer islands) are receiving 
priority. Community participation and self-reliance 
are being promoted through health education and by 
involving village communities in health matters. The 
1984 Health Act formalized the role of communities 
in health care and promotion, and it is hoped that 
this will further strengthen the trend. 

The National Health Plan (1982-1985), which is an 
integral part of the National Development Plan, is 
based on the health-for-all strategies and on primary 
health care. 

The health syttem 

The specific aims of the Ministry of Health are to 
provide the best possible comprehensive health ser
vice (both preventive and curative) for every person 
in Cook Islands, at a cost the country can afford. 

A Director-General of Health is responsible for the 
efficient and economic management of the Ministry. 
The latter is organized in the following divisions, 
each headed by a senior officer: Hospital and Clinical 
Services, Public Health, Nursing, Dental Services, 
and Outer Islands Health Services. The Director
General of Health and the divisional heads constitute 
the Health Ministry Coordinating Committee. 

The major elements of primary health care have 
been essential components of the Cook Islands health 
system for many years. Modifications have been in
troduced in order to strengthen the existing system, 
especially as regards the equitable distribution, in all 
communities, of safe water and sanitary facilities. 

Managerial process 
No special body has been set up to develop, imple

ment and update the strategy and plan of action. The 
present planning unit in the Ministry of Health con
sists of the Director-General of Health and his execu
tive staff. 

Managerial skills are not always adequate but, in 
the small Ministry of Health, special managerial 
training is not always possible. Information support 
is being strengthened with WHO collaboration. 

Community involvement 

The 1984 Health Act established a Health Com
mittee, with representatives from the island health 
committees, which makes recommendations on poli
cy to the Ministry of Health. 

Village health committees assist in the promotion 
of child welfare and environmental health. Commun
ity representatives take an active part in the National 
Nutrition Committee. Communities provide labour 
for the construction of water and sewerage systems. 
Awareness of, and interest in health matters is high. 

Mobilization of resources 

In the financial period 1984-1985 there was a 200/. 
increase in the budget allocation for public health. 
Increased external aid has permitted the construction 
of clinics on all the outer islands; water and sanitation 
projects are under way in areas that previously were 
poorly developed. External material and financial re
sources are being increasingly utilized. Internally, 
with the increase in the budget allocation for public 
health, additional funds have become available for 
supervisory visits to the outer islands. Financial re
sources are adequate in- most areas, in view of the ad
ministrative and manpower capabilities of the country. 

Altogether, II % of gross national product was 
spent on health in 1984-1985 compared with 13% in 
the previous biennium. Approximately 26% of health 
expenditure is earmarked for primary health care. If 
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to this is added the expenditure on nursing services, 
dental services, drug procurement, clinical services to 
health centres, and referral costs, the proportion is 
more than 50%. 

Priority in resource allocation has been given to 
previously underserved areas in the Outer islands. 

A five·year health manpower plan (which is part of 
the National Health Plan) aims at strengthening the 
areas where implementation of the health-for-all stra
tegy is weakest. 

Since all health staff in the country carry out 
primary health care work, no major redeployment 
has been required. Nurses, for example, have always 
provided consultation and treatment. Primary health 
care is strongly emphasized in the nursing school, 
and young staff are firmly oriented towards the 
health-for-all approach. 

Intersectoral cooperation 

The Ministry of Health works closely with the 
Ministry of Works as regards water, sanitation and 
environmental protection; the Ministry of Internal 
Affairs is also involved. In the field of nutrition, there 
is cooperation with the Ministries of Agriculture and 
of Education, the latter also providing school health 
education. 

The Ministry of Health actively encourages co
operation with other ministries, and invites their 
representatives to its workshops. Other ministries 
participate in the twice-yearly household and envi
ronmental inspection. 

The Ministry of Health is involved in the approval 
of new housing, pollution control, and use of insecti
cides or pesticides. Although industrial development 
is limited, the Ministry is consulted before new 
schemes are approved. 

Intemational cooperation 

Among the agencies providing fmancial support, 
and resources not available internally, are UNFPA, 
UNICEF, WHO, the Australian Development 
Assistance Bureau, the South Pacific Commission, 
and the International Human Aid Programme. All 
priority needs have received support. Responsiveness 
towards requests, and the provision of staff who are 
sympathetic towards island life-styles, have been im
portant factors in this productive cooperation. 

The geographical similarities between small island 
nations have given rise to fruitful cooperation with 

other countries. Cook Islands, for example, has pro
vided emergency supplies of drugs to the neighbour
ing territory of Niue. 

HEALTH STATUS 

Injuries and noncommunicable diseases are now 
the leading causes of mortality and morbidity as com
pared with the mid-1970s, when communicable di
seases were the major health problem. 

The five main causes of morbidity in 1983, in de
scending order ofimportance, were: injuries, diseases 
of the respiratory system, diseases of the digestive 
system, skin diseases, and diseases of the circulatory 
system. 

The five main diseases causing mortality in 1983, 
again in descending order of importance, were: di
seases of the circulatory system, diseases of the 
respiratory system, neoplasms, ill-defined conditions, 
and endocrine, nutritional or metabolic disorders. 

At least 980/0 of newborn infants have a birth 
weight of 2500 grams or more (hospital records, 
1984). The infant mortality rate is 16.4 per 1000 live 
births. Life expectancy at birth is 64 years for males 
and 70 for females (1981 census). 

ASSESSMENT OF ACHIEVEMENTS 

Relevance, adequacy and progress of strategy 
implementation 

No formal evaluation process has been established, 
but an informal evaluation is made on the basis of the 
monthly reports received from health centres and 
during the preparation of annual reports. The chang
ing disease patterns can then be assessed and the 
coverage of the various health-for-all programmes 
can be evaluated. Preparation of the annual budget 
estimates for the Ministry of Health also entails an 
evaluation of current strategies. 

Since the population is less than 18 000 and the 
Ministry of Health is small, information is easily 
disseminated and the formulation of special commit
tees is not usually necessary. 

Safe water (in the home or within 15 minutes' 
walking distance) is available to 99% of the popula
tion of Rarotonga and to 80% of the population of the 
outer islands. 

The proportion of infants who have been fully im
munized against diphtheria, tetanus, pertussis, 
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measles, poliomyelitis and tuberculosis is 95% on the 
main island and approximately 750/0 on the outer 
islands. 

Health care (including access to at least twenty 
essential drugs) is available within one hour's walk or 
travel to the entire population. 

Trained personnel for attending pregnancy and 
childbirth, and for infant care, are available to the en
tire population. 

Efficiency of strategy implementation 

Improved training of staff and better utilization of 
manpower have increased the efficiency of imple
mentation. The managerial capabilities of senior staff 
have been improved. External resources are being used 
more effectively. 

A change in government in 1978 resulted in in
creased attention being given to the health services, 
and the efforts made have led to positive results in 
terms of coverage and outcome of programmes. The 
basic health status and socioeconomic indicators are 
showing improvement. 

Laboratory diagnostic facilities have been improved 
and the use of expensive technology in the laboratory 
services has been rationalized. However, drugs and 
medical supplies are becoming increasingly expen
sive. 

Effectiveness and impact of the strategy 

The effectiveness of the strategy in reducing health 
problems and improving health status is due to the 
combined influence of many factors, namely: policy 
decisions to emphasize the primary health care ap
proach; the spirit of multisectoral cooperation; the 
collaboration and full participation of the population; 
and the willingness and dedication of health workers. 
In particular, the water supply and sanitation pro
gramme on the outer islands has been instrumental in 
effecting a change in the attitude of the population 
towards prevention and health promotion. However, 
the activities entailed by the primary health care ap
proach would be impossible without the assistance of 
international agencies. 

Community satisfaction has not been formally 
assessed, but general feedback and comments made 
suggest that people are satisfied with the results of 
the strategy. 

Generally speaking, the quality of life - as mea
sured by health status and socioeconomic develop
ment - has improved over the years. This again is 
due to many factors, such as changes in the environ
ment, changes in the sociocultural and economic 
situation, and general improvement of the health ser
vices. On the other hand, the changes in life-style 
have brought about cenain socioeconomic transform
ations and a consequent increase in such problems as 
motor vehicle accidents, teenage pregnancies, delin
quency, abuse of alcohol and tobacco, obesity, and 
nutritional problems due to dietary changes. 
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FIJI 

DEVELOPMENT OF HEALTH 
SYSTEMS 

Health policy and strategy 

Fiji, with a land area of about 18 272 square 
kilometres spread over 300 islands and surrounded 
by thousands of square kilometres of the South Paci
fic Ocean, is faced with a number of geographical and 
communications difficulties in the delivery of health 
care to all its people. For administrative purposes, 
the country is divided into four areas: Central, West
ern, Northern and Eastern Divisions. The estimated 
population in 1984 was 700 300, approximately 370/. 
of whom were living in urban communities. 

The Government's current health development 
plan (Eighth Development Plan, 1981-1985) was for
mulated on the basis of the health-for-allstrategy. As
sociated with it is a Health Sectoral Plan, developed 
in the Ministry of Health and Social Welfare, which 
lists the objectives, targets and activities of the nine 
components of primary health care in Fiji, namely: 
nutrition, safe drinking-water, environmental sanita
tion, control of communicable/chronic diseases, im
munization, appropriate health care, family plan
ning, health education, and essential drugs. 

The components of the national health-far-all stra
tegy follow the basic tenet that programmes aimed at 
ameliorating health status in any community should 
include the direct participation of that community 
and not merely depend upon the initiatives of the 
authorities concerned. The concept of primary health 
care was adopted during the previous development 
plan as a strategy for achieving the aims of the health 
sector. The present Health Sectoral Plan and its 
detailed programmes of action have primary health 
care as their focus. 

The health system 

Health care delivery is organized and run on a simi
lar system in all four Divisions, and curative, preven
tive, promotive, and rehabilitative functions are well 
integrated in a1l health programmes and activities. 
Community involvement in health care is rapidly in
creasing thanks to increased public awareness. 

In 1981 the four Divisions had 19 subdivisions, 
further subdivided into medical areas (62 in all), the 
latter containing 88 nursing districts. 

At divisional level there are 4 hospitals: the Coloni
al War Memorial Hospital (Central Division); Lauto
ka Hospital (Western Division); Labasa Hospital 
(Northern Division); and Levuka Hospital (Eastern 
Division). The first three are under the supervision 
of a medical superintendent; the fourth (Levuka) is 
supervised by a divisional medical officer. Each Divi
sion also provides general public health services, the 
medical officers being assisted for this purpose by a 
health sister, a health inspector, a dental officer, and 
supporting professional, clerical and other staff. 

This pattern is repeated at subdivisional level. 
Within the 19 subdivisions, there are 10 general 
hospitals (the number of beds ranging from 12 to 56) 
and 4 materniry hospitals, each of which has an adja
cent health centre. Four of the hospitals (at Nailaga 
Ba, Wainibokasi, Matuku, and Rotuna) are classified 
as area hospitals. 

The coverage by health facilities is summarized 
below: 

Centrel Wetjtefn Northern Eastern Total 

Divisional 
hospitals 

Subdivisional 
Mspilals 3 3 3 10 

Maternity 
units 3 

Area 
hospitals 4 

Health 
centres 15 12 12 6 45 

NurSing 
stations 18 27 19 25 89 

.. In the Northern and Eastern DiviSions, maternity unIts and area 
hospital facilities are provided in the subdivisional general 
hospitalS. 

Managerial process 

The need for managerial skills and systematic pro
cedures is constantly stressed to health workers. Par
ticular importance is attached to in-service training, 
staff motivation, and the need to be constantly in 
touch with the consumer of health services. Progress 
in this regard was reported after a programme of staff 
motivation. 

Community involvement 

Community participation in primary health care is 
an outstanding feature of Fiji's programme - partly 
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because of favourable cultural traditions but also 
because of consistent programme emphasis and effec· 
tive promotion by peripheral staff. 

The Eighth Development Plan, 1981·1985, stress
ed that programmes should not merely depend on the 
initiative of the authorities but should provide for 
full participation by the community. The Permanent 
Secretary for Health has stated that involvement is 
absolutely essential to self-reliance, and this emphasis 
is constantly reaffirmed, e.g., by the Director of Pri
mary and Preventive Health Services, who stated 
that the approach in Fiji should emphasize village
level effort and family-based responsibility, in a spirit 
of self-sufficiency. 

One way of achieving community participation has 
been through a programme of primary health care 
seminars in the villages and settlements. The semi
nars last one to two days, and health workers and 
workers from other health-related sectors participate. 
A number of talks are given to encourage discussion; 
the villagers then outline their health problems and 
suggest practical measures for overcoming them. 

Mobilization of resources 

There has been a substantial increase in funding in 
recent years. It is not possible to separate the expen
diture on primary health care from that of other ac
tivities (mainly because the staff of health centres also 
have other duties) but the budget for primary health 
care has certainly risen sharply. 

A number of innovative approaches have been 
adopted to make primary health care self-supporting. 
The services of the community health workers are 
totally voluntary and are free of charge. However, 
members of the villages/communities raise funds 
locally to fmance village clinics and community phar
macies. The funds for the latter go into a revolving 
fund for the purchase of essential drugs under the na
tional bulk purchasing scheme. Another approach 
has been to institute small community pharmacies in 
which a stock of basic medical supplies is bttilt up by 
contributions over a period of time. 

In drawing up the overall manpower plan which 
provides for the future medical and paramedical 
needs of the Ministry, programme managers (includ
ing those responsible for the essential components of 
primary health care in Fiji) were consulted as to their 
likely requirements. The team evaluating the strategy 
considered that there were sufficient staff for primary 
health care work, particularly as their role was main-

Iy promotive, much of the actual work being done by 
the communities themselves. The main factor in the 
success of the manpower plan is the general recogni· 
tion at all levels - from the community to the Minis· 
try - of the importance of primary health care in 
achieving health for all. 

Intersectoral cooperation 

The policy emphasis on intersectoral collaboration 
is clear: the Eighth Development Plan states that ac
ceptance and support of the primary health care stra
tegy by all government bodies is one of the prerequi
sites for success. The Plan gives a number of exam
ples ofintersectoral approaches: (i) the National Food 
and Nutrition Committee; (ii) school health work and 
other activities undertaken with the Ministry ofEdu
cation; (iii) the Ministry of Information's role in cer
tain aspects of health education; and (iv) the various 
agencies involved in environmental health. The 
Health Sectoral Plan lists intersecroral requirements 
for each component of the programme, citing a total 
of 24 government agencies. 

A number ofliaison mechanisms operate at various 
levels. The Health Education Work Group, at na
tionallevel, comes under the Ministry of Health and 
Social Welfare, although it receives intersectoral sup
port from the Ministry of Education and from other 
governmental and nongovernmental agencies. The 
very active National Food and Nutrition Committee 
is complemented by similar bodies at divisional and 
sometimes subdivisional level. Family health work
shops have been effective in promoting intersectoral 
collaboration. Regular discussions at island and pro
vincial councils have been held in one division. One 
subdivision has established an intersectoral primary 
health care committee, chaired by the district officer. 

At community level there is a strong intersect oral 
element in the primary health care seminars, whose 
participants may include inter alia representatives of 
education, social welfare, agriculture and forestry, 
the police, women's interests, housing, land and sur
veys, and youth and sport. 

The long-established government administrative 
system, whereby budgetary allocation and account
ability are part of a compartmentalized ministerial 
system, is not conducive to the intersectoral ap
proach. Fortunately, such compartmentalization 
becomes less pronounced at other levels of adminis
tration. The primary health care seminars and work
.hop. organized at divisional, district and village 
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level are proving to be an effective means of pro
moting both intersectoral collaboration and commu
nity participation. 

International cooperation 

The Health Sectoral Plan provides for a listing of 
objectives, targets and activities under the essential 
components of primary health care, within which 
possible individual projects are identified. The 
nature of external assistance from donor agencies is 
carefully reviewed in the light of the Sectoral Plan 
when deciding on the cooperation to be sought. The 
main collaborating agencies have been WHO, 
UNDP, UNICEF, UNFPA, the Australian Devel
opment Assistance Bureau, the Japan International 
Cooperation Agency, and New Zealand Aid. Each of 
the component areas has received support from one 
or other of these agencies. 

Fiji is host to a number of regional training centres, 
including the Fiji School of Medicine, the School of 
Nursing, and the Fiji Institute of Technology. Medi
cal and paramedical staff from throughout the Pacific 
are being trained in these institutes, much of the 
training being funded by donor agencies. 

In addition, Fiji has, through WHO, provided 
short-term consultants to other countries in the Paci
fic. It has also provided members for joint United 
Nations and bilateral teams visiting the surrounding 
countries to advise on aspects of their health pro
grammes. 

HEALTH STATUS 

The leading causes of morbidity in Fijian hospitals 
(1983 figures) were: respiratory diseases (7.00/0), circu
latory diseases (6.6%), injury and poisoning (6.5%), 
genito-urinary diseases (5.9%), and infectious and 
parasitic diseases (5.4%). 

FIJI 

The main causes of death in Fijian hospitals (1983 
figures) were: circulatory diseases (32.1%), 
neoplasms (12.6%), respiratory diseases (9.9%), in
fectious and parasitic diseases (9.5%), and diseases of 
the digestive system (6.6%). 

Noncommunicable diseases, heart diseases, dia
betes and cancer have now become the main causes of 
morbidity and mortality. 

Life expectancy at birth is now around 70 years. 
The infant mortality rate dropped from 41. 4 per 
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1000 live births in 1972 to 22.0 per 1000 in 1983. In 
1979 approximately 86.1 % of newborn babies had a 
birth weight of 2500 grams or more. 

The overall standard of living has risen as a result 
of improved health, steady economic growth, and 
general socioeconomic development. 

The main health problems - which will need to be 
under close and constant review by everyone in Fiji, 
and not by the Ministry alone - are: the malnutri
tion affecting young children and pregnant women; 
the complications of anaemia in pregnancy, responsi
ble for low birth weight in babies; the relatively high 
infant mortality rate; and the rising trend in maternal 
deaths. 

Other problems include mosquito-borne diseases 
such as dengue haemorr hagic fever, filariasis and 
Ross river fever; measles; sexually transmitted 
diseases (the incidence of which is rising rapidly, 
especially in the younger age groups); and road acci
dents. High standards of sanitation and hygiene must 
be maintained to prevent outbreaks of communicable 
diseases such as typhoid, dysentery, and food poison
ing. But perhaps the greatest problem in Fiji is the 
control of its population, which has been growing 
steadily. The family planning programme must be 
reappraised to find an effective strategy that will 
elicit the participation of the people of Fiji. 

ASSESSMENT OF ACHIEVEMENTS 

Relevance, adequacy and progress of strategy 
implementation 

Evaluation has been recognized as a continuing 
process at the various levels of the health service (na
tional, divisional, subdivisional, area, and village/set
tlement). 

For the last twenty years, the health service's 
monitoring system has been gradually and regularly 
adjusted to meet its changing approach to health 
care. Monitoring consists of: 

(a) monthly consolidated returns from health cen
tres; 

(b) special monthly returns from divisional and 
specialized hospitals; 

(c) obstetric ward returns from all maternity units; 
(d) weekly disease returns from all hospitals, health 

centres and nursing stations; 
(e) inpatient records from all hospitals; 
if) certificates of death. 
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All information received through this system of re
porting is collected, analysed, and fed back to staff in 
the field_ 

Regular field visits by national, divisional, subdivi
sional and area supervisors also provide a means of 
monitoring and evaluating the health-for-all strategy_ 
An exercise in evaluating that strategy was carried 
"ut in 1983-1984 as a special project of the Govern
ment and WHO. It aimed at assessing progress and 
identifying problem areas in primary health care. 

The progress made in health development can be 
assessed from the following: 

- In 1980,83.3% of the population was served by 
safe drinking-water. 
Immunization coverage was: 98.8 ±. 2.7% 
(BeG); 97.1 ±.3.8% (poliomyelitis 1); 93.4 ±. 
4.5% (poliomyelitis 2); 81.1 ±.6.8% (poliomye
litis 3); 97.1 ±. 3.8% (DPT 1); 93.7 ±. 4.5% 
(DPT 2); 80.4 ±. 7.1"10 (DPT 3); 24.6 ±.8.9% 
(measles). 
In 1982, health care within one hour's walk or 
travel was available to 100% of the population. 

- In 1982, 97.0% of pregnant women received 
prenatal care from a doctor, a nurse or a mid
wife. 

- In 1982, 97.2% of women were attended at 
birth by a doctor, a nurse or a midwife. 

Efficiency of strategy implementation 

The results of the strategy so far are reasonably 
positive. The main factors making for efficiency of 
implementation are the health staff's awareness of the 
principles of primary health care, and community 
participation in the various activities. 

The approach found suitable for the Fijian commu
nities is not proving entirely appropriate for the In
dian communities because of the difference in life
styles. Nor have management processes been fully 
adapted to the requirements of health for all, parti
cularly as regards the provision of information. 

Effectiveness and impact of the strategy 

One of the tasks of the joint Ministry of Health and 
Social WelfarelWHO team which carried out the 
evaluation of the strategy was to assess community 
views on the primary health care approach and on the 
programme itself. The assessment was made by way 
of questionnaires and follow-up interviews with 
health staff and with members of the community. 
The team examined such aspects of primary health 
care as policy, programming, resources, information, 
community participation, and intersectoral collabora
tion. 
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FRENCH POLYNESIA 

DEVELOPMENT OF HEALTH SYSTEMS 

Health policy and strategy 

French Polynesia had a per capita gross national 
product in 1982 of US$47oo (or CPF francs 848 000). 
The estimated population in 1983 was 166750, some 
390/0 of whom were living in urban communities. 
The five archipelagos forming French Polynesia
Windward Islands, Leeward Islands, Tuamotu-Gam
bier Islands, the Marquesas, and the Austral 
Islands - are scattered across 4 million square 
kilometres of ocean, although their actual land area is 
only 4000 square kilometres. 

The Council of Government of the Territory has 
officially endorsed the health-far-all policy. Strategies 
and plans of actions have been reviewed and their 
main lines are still valid. Among components of the 
health-far-all model that require strengthening are 
community participation and intersectoral coordina
tion. 

The health system 

The public health sector comprises the following 
staff: physicians (115), pharmacists (7), research 
workers (biology, pharmacology, entomology, bio· 
chemistry) and paramedical personnel (76), dentists 
(29), nurses and related staff (374), nursing aides 
(120), health inspectors (agents ,anita ire,) for filariasis 
and tuberculosis control (78), health assistants (agents 
d'hygie~), dental assistants and hygienists, and other 
staff (social services, health education, dietetics, in· 
fant care, physiotherapy) (12). The administrative 
and operational logistic support staff number 513. 

In the private sector there are 102 medical practi
tioners and 12 pharmacists (nearly all on the island of 
Tahiti). The Army Health Service supplements the 
public health sector by providing care for civilians in 
certain cases (a specialized unit of the military 
hospital for serious burns) and by furnishing more 
than 50% of the public health physicians; it also par· 
ticipates in the transfer of patients from isolated 
atolls. 

Occupational Health and Social Services consist of 
3 physicians attached to the Caisse de Prevoyance 
sociale. Curative medicine is provided through a 
three-tier structure: a primary health care level with 
II urban or rural commune dispensaries and 24 in-

firmeries throughout the archipelagos, a central 
dispensary in Papeete, centres for maternal health, 
child health, and school health respectively, and a 
sociomedical centre for government staff in Papeete. 
The secondary level consists of 6 hospitals for the 
archipelagos. The tertiary level comprises the Terri· 
tory Hospital in Mamao and the Vaiami Hospital An
nex in Papeete. 

Preventive medicine is provided by the maternal 
health services, the child health services, and the 
school health services. The dental services combat 
dental caries in schoolchildren through a programme 
of early curative treatment carried out by dental 
centres attached to the second-level medical centres 
or by mobile dental clinics; a large-scale fluoridation 
programme; and health education aimed at improv· 
ing oral health and nutrition. Mental health services 
are located in Papeete. The endemic disease services 
comprise three sections for case-finding and preven
tion, dealing respectively with filariasis, tuberculosis, 
and leprosy. 

The Government of the Territory intends to ex· 
tend coverage to the entire population by using com· 
munity health workers. 

Managerial process 

The phased expansion of health manpower at cen· 
trallevel will certainly contribute to the implementa· 
tion and updating of the health·for-all strategy and 
plans of action. An ongoing review of lead agencies, 
committees and other bodies should improve internal 
coordination. However, budgetary constraints have 
impeded comprehensive measures for management. 

Community involvement 

Communities are responsible for the maintenance 
of water supply systems. A further effort to enlist 
community participation has been to promote the use 
of community health workers. 

People's understanding of their health problems 
has been increased by dissemination of information 
material and by radio and television broadcasts. The 
main obstacle, however, has been the traditional 
belief that the work of the health services is primarily 
curative. 

Cooperation between nongovernmental organiza
tions and the health services has always been sarisfac· 
tory. 
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Mobilization of resources 

In all, 11.550/0 of the Territory's budget in 1983 
was spent on health; 41.4% of that health expendi
ture was devoted to primary health care. There has 
been a more rational allocation of financial resources, 
and also of human and material resources. 

A plan has been drawn up to develop the health 
manpower needed to implement the strategy, partl
cularly among underserved population groups. 
Training and reorientation are particularly emphasiz
ed and institutional changes wi1l be introduced in 
su~ceeding phases. A detailed analysis of the indi
vidual training elements has not been made. 

Although both health workers and the community 
still tend to follow traditional lines of action, it is 
hoped 10 surmount this problem by education and 
the promotion of new concepts. 

An intensification of intersectoral contacts among 
organizations that are active at the community level 
has been noted. 

Inrersecroral cooperation 

The main trends of the health-for-all strategy form 
an integral part of the national socioeconomic devel
opment plan. The interseetoral approach to com
munity health has been endorsed as an essential part 
of that strategy. Linkages between the health seClOr 
and other agencies or organizations have been 
strengthened. 

Interseetoral collaboration is based on exchange of 
information under the general coordinating authority 
of the Territory'S Assembly. Minor obstacles, based 
on misconceptions or misinterpretations of the new 
approach, have been encountered, but appropriate 
aetion has been taken 10 surmount them. 

International cooperation 

The Government of French Polynesia has cooper
ated with other countries with similar socioeconomic 
conditions by way of advisory services and informa
tion exchange. The cooperation has been facilitated 
by dissemination of information and by mutually 
compatible interests. 

International cooperation projects, at South Pacific 
level, are being developed in manpower training. 
Water supply and sanitation, and community health 
development are priority needs that have not yet 
received the support they deserve. 

HEALTH STATUS 

The infant mortality rate for a1l identifiable 
subgroups was 22.9 per 1000 live births in 1983 and 
18.5 in 1984. Life expectancy at birth was 60.4 years 
for males and 64.7 years for females in 1979. Based 
on the evolution oflife expectancy between 1946 and 
1979 and the assumption that the trend has conti
nued: life expectancy for the period 1980-1985 is 
estimated at 65.5 years for males and 67.8 years for 
females. 

The main causes of morbidity in 1983 were acute 
respiratory infections, injuries and trauma, diseases 
of the skin and subcutaneous tissue, diseases of the 
ear and mastoid process, diseases of the eye and ad
nexa, and enteric infections (diarrhoea). 

The main causeS of death in 1983 were (proportion 
of total deaths): cardiovascular diseases (25%), 
tumours (14%), ill-defined symptoms and morbId 
conditions (10.5%), conditions with origin in the 
perinatal period (10.1%), and respiralOry diseases 
(7.5%) 

ASSESSMENT OF ACHIEVEMENTS 

Relevance, adequacy and progress of strategy 
implementation 

Major programmes are monitored in relation 10 the 
main trends of the national development plan. The 
monitoring is carried out annually at central level, on 
the basis of data collected from each medical district. 
The outcome of the evaluation is circulated to all 
concerned by way of an annual progress report. 

The progress of health development can be assessed 
from the following: 

80% of the population have access to safe 
drinking-water either at home or within 15 
minutes' walking distance. 
95% of the urban population have facilities for 
sanitary waste disposal. The percentage of the 
rural population with access to the same facili
ties is somewhat lower. 
95% of children under I year are fully im
munized against diphtheria, tetanus, pertussis, 
poliomyelitis and tuberculosis. Immunization 
against measles was introduced more recently 
but it is expected that the same coverage will be 
reached in the near future. 

- 80% of the population have access to first-level 
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contact for the treatment of common diseases or 
injuries. 
Almost 1000/0 of women have access to medical 
care during pregnancy and delivery; and practi
cally 1000/0 of children are monitored by trained 
personnel up to the age of I year. 

Efficiency of strategy implementation 

Among the main factors contributing to the effi
ciency of strategy implementation are manpower 
training and reorientation; the allocation of specific 
responsibilities to staff; and the use of appropriate 
technologies. 

It can be stated that the results so far obtained are 
fairly satisfactory and that further improvement will 

not only demand a much bigger effort but will also 
increase the effective cost. 

One of the main constraints is the high cost of 
drugs and other medical supplies and also of trans
port to outlying islands. 

Effectiveness and impact of the strategy 

The new approach to community health should 
prove more successful as time goes on. The current 
efforts made in this direction reflect the enthusiasm 
and participation of all those concerned. Methods of 
evaluating community satisfaction are being review
ed before selection. 

Improvements in health status will undoubtedly 
have an impact on the quality oflife of the people and 
the socioeconomic development of the Territory. 
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GUAM 

DEVELOPMENT OF HEALTH 
SYSTEMS 

Health policy and strategy 

Guam had a per capita gross national product in 
1983 of US$4000. Its population was 113 230, of 
whom 27.3'l7o were living in urban areas. It has a land 
area of 550 square kilometres. Guam is the largest 
and most southern island of the Marianas Chain, an 
archipelago in the south-west Pacific. 

The Guam health plan advocates the availability 
and accessibility of primary health care to all resi
dents and is consistent with the global strategy for 
health for all by the year 2000. The Health Planning 
and Development Agency and the Health Coordina
ting Council have adopted the following policy 
guideline: Achieving the highest attainable health sta
tus for all individuals in the Territory shall be en
couraged and promoted by the Council and the 
Agency. 

The Organic Act of Guam, which established the 
Government of the Territory, contains a statement 
on the Government's responsibility with respect to 
health services for its citizens, namely: No persons 
requiring acute medical care from the public hospital 
are to be denied health care if they are unable to pay. 

The health system 

. Guam's health care delivery system is pluralist, 
distmguished by a public and private sector for the 
island's civilian population, as well as a military 
system for the delivery of medical services to military 
personnel, retirees, and dependants. All the health 
services customarily found in a community of similar 
size on the United States mainland are available to 
the island population. However, one unique circum
stance that sets Guam apart from the mainland com
munities is that specialized and tertiary medical ser
vices are thousands of miles away, necessitating 
cumbersome and costly medical referrals to Japan, 
the Philippines, Hawaii, or continental USA. 

The public sector of the health system is composed 
primarily of three departments and their respective 
programmes. The Guam Memorial Hospital Author
ity operates a 221-bed inpatient facility for acute and 
long-term cases) and offers the medical services asso-

ciated with a general hospital. The Department of 
Public Health and Social Services provides preven
tive medical and dental services, health education, 
maternal and child health, as well as diagnosis and 
treatment for communicable diseases, chronic 
diseases, and dental problems of children. These ser
vices are available through one or more of 3 regional 
health centres. The Government's third major health 
provider is the Department of Mental Health and 
Substance Abuse. It operates a 17-bed inpatient 
facility, and administers a spectrum of outpatient 
programmes that include drug and alcohol abuse ser
vices as well as prevention, education, and consulta
tion programmes for all Guam residents. 

The private sector caters more to individual needs 
in the community, providing outpatient medical and 
dental care; laboratory, radiological, and opto
metrical services; and pharmaceuticals. Two health 
maintenance organizations currently operate within 
the private sector, and medical facilities consist of 17 
private clinics and physician's offices. 

Finally, the military component of Guam's health 
system consists of the US Naval Hospital and smaller 
outpatient clinics or dispensaries at the various 
military bases throughout the island. The Naval Hos
pital is the military's central facility for general care 
of acute cases but also offers outpatient services in 
the various medical disciplines and maintains a den
tal clinic as well. 

Managerial process 

The Department of Public Health and Social Ser
vices has established an Office of Planning, Evalua
tion and Grants Management within the Division of 
Public Health. This Office and similar units in the 
other divisions will be responsible for formulating an 
institutional plan for the Department. The other gov
ernment health entities - Guam Memorial Hospital 
Authority and the Department of Mental Health and 
Substance Abuse - have established planning units 
with the same responsibilities. 

A comprehensive health planning programme has 
been introduced by the Government to ensure better 
coordination within the health sector. The Guam 
Health Planning and Development Agency is respons
ible for implementing a population-based planning 
process which: 

- assesses the current health status of the com
munity; 

GUAM 

DEVELOPMENT OF HEALTH 
SYSTEMS 

Health policy and strategy 

Guam had a per capita gross national product in 
1983 of US$4000. Its population was 113 230, of 
whom 27.3'l7o were living in urban areas. It has a land 
area of 550 square kilometres. Guam is the largest 
and most southern island of the Marianas Chain, an 
archipelago in the south-west Pacific. 

The Guam health plan advocates the availability 
and accessibility of primary health care to all resi
dents and is consistent with the global strategy for 
health for all by the year 2000. The Health Planning 
and Development Agency and the Health Coordina
ting Council have adopted the following policy 
guideline: Achieving the highest attainable health sta
tus for all individuals in the Territory shall be en
couraged and promoted by the Council and the 
Agency. 

The Organic Act of Guam, which established the 
Government of the Territory, contains a statement 
on the Government's responsibility with respect to 
health services for its citizens, namely: No persons 
requiring acute medical care from the public hospital 
are to be denied health care if they are unable to pay. 

The health system 

. Guam's health care delivery system is pluralist, 
distmguished by a public and private sector for the 
island's civilian population, as well as a military 
system for the delivery of medical services to military 
personnel, retirees, and dependants. All the health 
services customarily found in a community of similar 
size on the United States mainland are available to 
the island population. However, one unique circum
stance that sets Guam apart from the mainland com
munities is that specialized and tertiary medical ser
vices are thousands of miles away, necessitating 
cumbersome and costly medical referrals to Japan, 
the Philippines, Hawaii, or continental USA. 

The public sector of the health system is composed 
primarily of three departments and their respective 
programmes. The Guam Memorial Hospital Author
ity operates a 221-bed inpatient facility for acute and 
long-term cases) and offers the medical services asso-

ciated with a general hospital. The Department of 
Public Health and Social Services provides preven
tive medical and dental services, health education, 
maternal and child health, as well as diagnosis and 
treatment for communicable diseases, chronic 
diseases, and dental problems of children. These ser
vices are available through one or more of 3 regional 
health centres. The Government's third major health 
provider is the Department of Mental Health and 
Substance Abuse. It operates a 17-bed inpatient 
facility, and administers a spectrum of outpatient 
programmes that include drug and alcohol abuse ser
vices as well as prevention, education, and consulta
tion programmes for all Guam residents. 

The private sector caters more to individual needs 
in the community, providing outpatient medical and 
dental care; laboratory, radiological, and opto
metrical services; and pharmaceuticals. Two health 
maintenance organizations currently operate within 
the private sector, and medical facilities consist of 17 
private clinics and physician's offices. 

Finally, the military component of Guam's health 
system consists of the US Naval Hospital and smaller 
outpatient clinics or dispensaries at the various 
military bases throughout the island. The Naval Hos
pital is the military's central facility for general care 
of acute cases but also offers outpatient services in 
the various medical disciplines and maintains a den
tal clinic as well. 

Managerial process 

The Department of Public Health and Social Ser
vices has established an Office of Planning, Evalua
tion and Grants Management within the Division of 
Public Health. This Office and similar units in the 
other divisions will be responsible for formulating an 
institutional plan for the Department. The other gov
ernment health entities - Guam Memorial Hospital 
Authority and the Department of Mental Health and 
Substance Abuse - have established planning units 
with the same responsibilities. 

A comprehensive health planning programme has 
been introduced by the Government to ensure better 
coordination within the health sector. The Guam 
Health Planning and Development Agency is respons
ible for implementing a population-based planning 
process which: 

- assesses the current health status of the com
munity; 



GUAM 69 

- identifies the desired health status; and 
- identifies the health manpower and facilities 

needed to achieve it. 

The Health Coordinating Council advises the 
Agency and serves as a channel for community input 
into the planning process. It is composed of repre
sentatives from both public and private health organ
izations. Volunteer groups and consumers are also re
presented on the Council. 

Community involvement 

As a general rule, government health entities have 
advisory or governing bodies that are composed of a 
cross-section of the community. To supplement com
munity participation in programme development, 
these government entities, as a requirement, hold 
public hearings on proposed changes in rules. Also, it 
is their increasing practice to conduct surveys of their 
clients to ascertain their perceived needs as well as to 
identifY the problems clients encounter when inter
acting with their programme. 

Examples of measures that have been taken to in
crease the people's understanding of their health 
problems include: 

(a) high-blood-pressure screening services offered 
on certain weekends at various shopping centres; 

(b) development and implementation of a health 
education curriculum in school; 

(c) sponsorship of World Health Day, which in 
1984 focused on children's health; 

(d) routine broadcasting, on television and radio, 
of health education tips on alcoholism, drug 
abuse, parenting skills, and other health issues. 

Mobilization of resources 

Guam's gross island product has not been calcu
lated in recent years. For the fiscal year ending 30 
September 1984, the Government's expenditure on 
health programmes, including social service pro
grammes, amounted to $27.3 million, or 16.9% of 
total expenditure on government operations. This 
does not include an additional $20 million for nutri
tion from the US Department of Agriculture's food 
stamp programme. Nor does it include $12 million of 
health insurance premiums paid by the Government 
and its employees to private insurance companies. 

Consolidation of 19 village health centres into 3 
regional health centres has taken place over a period 
of time as a result of improved transportation, dimin-

ished resources, and a multidisciplinary approach to 
health care delivery. 

There is cooperative use of both internal and exter
nal resources to help offset unmet needs. Resources 
have been reallocated to establish a chronic disease 
prevention and treatment programme in place of the 
services for high blood pressure only. Additional 
resources have been obtained for health promotion 
programmes and services within the Department of 
Public Health and in the community at large. Federal 
appropriations are being pooled as rar as possible 
with the allocations designated for local priority 
health needs. 

Because the plurality of territorial, national and in
ternational training programmes available to Guam 
are administered by different organizations, the 
drawing up of a health manpower plan which effec
tively coordinates these different programmes has 
been difficult. Coordination takes place at the opera
tional level. 

Intersectoral cooperation 

The Guam Health Plan recognizes the impact of 
environmental and life-style factors upon health and 
has identified the potential contribution of other sec
tors to the improvement of the community's health 
status. 

A reorganization of the Government's health and 
social service programmes is contemplated as a 
means of improving coordination for social service 
organizations providing housing, training for em
ployment, and counselling services to low-income 
clients. Major agricultural and industrial develop
ment projects would be subject to review by the 
Guam Environmental Protection Agency in order to 
assess their impact on the environment and the 
health of the community. 

International cooperation 

The need for external support has been analysed 
mainly in relation to (i) the assessment of health man
power shortages under the National Health Service 
Corps programme of the US Public Health Services, 
and (ii) the requirements of health facility and infra
structure development. Most of the latter have been 
met by external resources. However, funding for the 
construction of mental health facilities (inpatient and 
outpatient), waterline replacement and construction 
of additional community wastewater treatment facili-
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ties has still to be negotiated. The housing, nutrition, 
and health service needs of the poor are partially 
funded through US federal domestic assisiance pro
grammes, which are available to Guam's residents. 

There is informal collaboration in the sharing of 
resources between the Territory of Guam and the 
neighbouring island jurisdictions in the Trust Terri
tory of the Pacific Islands. 

HEAL TH STATUS 
The 1983 figures on the birth weight of newborn 

infants indicate that 92.7% had a birth weight of 
more than 2500 grams. Life expectancy at birth was 
69.56 years for males and 74.45 years for females. 
The infant mortality rate per 1000 live births was 
9.1. 

In the same year the leading causes of morbidity, in 
terms of number of cases, were: streptococcal sore 
throat (1219), gonorrhoea (464), conjunctivitis (456), 
viral conjunctivitis (288), salmonellosis (143), strep
tococcal diseases (107), chickenpox (102), scabies 
(42), shigellosis (39), and pulmonary tuberculosis 
(38). 

The leading causes of mortality, in terms of num
ber of deaths, were: diseases of the heart (137), malig
nant neoplasms (60), motor vehicle accidents (29), 
cerebrovascular diseases (22), all other accidents (18), 
pneumonia (17), homicide (16), diabetes mellitus 
(15), other diseases (15), and certain conditions 
originating in the perinatal period (12). 

Although there has been some fluctuation in the in· 
cidence of tuberculosis over the past ten years, the 
1980 level is a promising indication of a future down
ward trend. The prevalence and incidence ofleprosy 
have steadily decreased (40 cases in 1970; 31 cases in 
1980). The incidence of sexually transmitted dis
eases, primarily gonorrhoea and syphilis, has fluctu
ated over the decade, with a small but steady increase 
in reported cases over the past three years. Syphilis 
morbidity has also increased during that period, 4 in
fectious cases being diagnosed in 1980. 

ASSESSMENT OF ACHIEVEMENTS 

Relevance, adequacy and progress of strategy 
implementation 

The status of health services development can be 
assessed from the following: 

Safe drinking-water in the home was available 
to the entire population as of 1983. 

Adequate waste disposal facilities are available 
to more than 950/0 of the population, with very 
few exceptions. 

Immunization levels for diphtheria, tetanus, 
pertussis and measles range from 82% to 86% 
for pre-school and school-age children. 

Services for the treatment of common diseases 
and injury are readily available within one 
hour's travel for the island's entire population. 

- Approximately 98% of women giving birth in 
1983 received prenatal care during their preg
nancy (nearly 65% received their initial prenatal 
care during the first trimester). Less than 1% of 
births in 1983 took place outside the hospital 
setting. 

Efficiency of strategy implementation 

Overall, the results obtained are positively related 
to the effort expended. Certain programmes, because 
of their specific nature, are planned on a long-term 
basis, e.g., water fluoridation and reduction of health 
risk from chronic diseases. It will therefore take some 
time to assess their impact. 

Where implementation has been successful, the 
contributing factors have included: 

(a) a universally accepted course of intervention 
for the particular health status problem; 

(b) the availability of adequately trained personnel; 

(e) the ability of the programme to obtain budget 
priority because the health problem is widely 
recognized; 

(d) the availability of US federal domestic grant-in
aid funds for the programme. 

Immigration from countries with high incidence 
rates for certain communicable diseases is seen as a 
principal constraint on the communicable disease 
control programme. Implementation of health educa
tion courses in all schools has met with some prob
lems, partly because health education is viewed as 
secondary to academic instruction. There is a strong 
interest in developing a health manpower pro
gramme and it will be necessary for the Government 
to spell out the responsibilities of specific groups! 
agencies in this area. 
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Effectiveness and impact of the strategy 

A household survey is being prepared to ascertain 
community satisfaction. The Health Planning and 
Development Agency planned to have the results 
available by December 1985. 

The relationship between population growth and 
economic growth as major determinants of health 
will have to be further emphasized, in addition to ad
dressing morbidity and mortality, the main feature of 
the Guam Health Plan. 

The relative youth of the population has masked 
the health problems of certain population groups 
within the community. Although it is satisfying to 
see that much of the action identified in the Guam 
Health Plan is being implemented, it is recognized 

that, to ensure success, the monitoring and evalua
tion aspects of the health managerial process will 
have to be strengthened. In the next few years, Guam 
will focus its efforts on developing intermediate goals 
for those services where there is a lengthy time span 
before changes in mortality or morbidity can be 
observed. This inter alia will facilitate the 
strengthening of the evaluation process. 

Mortality and morbidity figures do not effectively 
measure the quality of life. Measurement of stress in
dicates that mental health is a growing problem. The 
incidence offamily violence, alcohol and drug abuse, 
and the number of single-parent households suggest 
that future health planning must incorporate socio
economic measures. 
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HONG KONG 

DEVELOPMENT OF HEALTH 
SYSTEMS 

Health policy and strategy 

Hong Kong had in 1984 a per capita gross domes
tic product of HK$46 418 (US$5940). The popula
tion was 5 364 000, of whom 90"10 were living in ur
ban communities. The land area is 1050 square kilo
metres, made up of Hong Kong and a number of 
small adjacent islands, Kowloon Peninsula and 
Stonecutters Island, the New Territories, and several 
small outlying islands. 

Existing national health policies are relevant to the 
attainment of health for all by the year 2000. Both 
policies and strategy are embodied in a Government 
White Paper whose main principles are the need to 
safeguard and promote general public health in the 
community as a whole and to assure adequate per
sonal and medical health facilities for the population, 
including the large section of society which reiies on 
subsidized medical care. The White Paper also for
mulated the plan of action to be adopted to that end. 

The proposals in the White Paper have been up
dated regularly every year. The basic health policy of 
the Hong Kong Government in ensuring a balanced 
development and providing preventive, curative and 
rehabilitative services, within the resources available, 
is in accordance with the concept of primary health 
care enunciated by WHO and should go a long way 
towards meeting the health-for-all objective. 

A Medical Development Advisory Committee is 
charged with formulating a ten-year medical develop
ment plan, and with reviewing and monitoring its 
progress; it consists of government officials and 
representatives of a wide range of interests in the 
fields of health, economic and social affairs. The 
development plan is updated annually and reviewed. 
The estimates of demands for medical services are 
adjusted and the strategies are modified (having 
regard to what is desirable and what is practicable) in 
the light of advances in medical technology, and local 
financial and manpower resources. 

The health system 

The Medical and Health Department administers 
the services providing medical and health care. Six 
statutory councils or boards deal with the registration 

of physicians, dentists, nurses and midwives, and 
handle matters relating to pharmacy and poisons and 
to radiation. 

In addition to hospitals and clinics, the Depart
ment provides services covering family health, school 
health, mental health, industrial health, port health, 
control of communicable diseases, and - more re
cently - community nursing. 

In the public sector, preventive and curative health 
services are provided through a network of outpatient 
and specialist clinics, maternal and child health cli
nics, and school medical and dental clinics. These are 
strategically spread over the territory to ensure that 
they are accessible to the whole community. The 
government outpatient service is complemented by 
some 2400 doctors in practice. 

The spearhead of primary health care is constituted 
by the Department's family health services, which 
take care of the health of mothers and children and 
provide comprehensive health care for women of 
childbearing age and children from binh to 5 years. 
Coverage extends to over 90"10 of all newborns. The 
quality and continuity of these services have been 
enhanced by the establishment of a screening service 
for growth and development, and by multidisciplin
ary child assessment centres on a regional basis. 

The expansion of the present Community Nursing 
Service and the establishment of the new Community 
Psychiatric Nursing Service serve a dual purpose: not 
only do they deliver medical treatment to the 
patient's home as an extension of the hospital cura
tive service, they also provide an opportunity to ad
vise the patient and family on the preventive and self
care techniques required during recovery and rehabi
litation. 

Managerial process 

The Government Secretariat, the centre of public 
administration in Hong Kong, is responsible for 
policy, coordination, and supply of fmancial and 
IlliInpower resources. There are individual depart
men~s for the execution of government policies, the 
Medical and Health Department being responsible 
for the planning and administration of medical and 
health care. 

To ensure better coordination within the health 
sector, the White Paper recommended a regional ap
proach to the planning and administration of the 
medical and health services. Under this regionaliza
tion scheme, certain hospital and clinic facilities 
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childbearing age and children from binh to 5 years. 
Coverage extends to over 90"10 of all newborns. The 
quality and continuity of these services have been 
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for growth and development, and by multidisciplin
ary child assessment centres on a regional basis. 

The expansion of the present Community Nursing 
Service and the establishment of the new Community 
Psychiatric Nursing Service serve a dual purpose: not 
only do they deliver medical treatment to the 
patient's home as an extension of the hospital cura
tive service, they also provide an opportunity to ad
vise the patient and family on the preventive and self
care techniques required during recovery and rehabi
litation. 

Managerial process 

The Government Secretariat, the centre of public 
administration in Hong Kong, is responsible for 
policy, coordination, and supply of fmancial and 
IlliInpower resources. There are individual depart
men~s for the execution of government policies, the 
Medical and Health Department being responsible 
for the planning and administration of medical and 
health care. 

To ensure better coordination within the health 
sector, the White Paper recommended a regional ap
proach to the planning and administration of the 
medical and health services. Under this regionaliza
tion scheme, certain hospital and clinic facilities 
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situated in the same geographical area will be 
grouped together to form an integrated network of 
services. The aim is to ensure that the medical 
facilities, in both government and government-assist
ed hospitals and clinics, are more evenly provided 
and utilized. 

Community involvement 

Under the 1983 District Administration Scheme, 
boards or management committees were set up in 
each of the 19 administrative districts throughout the 
territory. These boards consist of government offi
cials and elected members from the constituencies; 
their role is mainly advisory, but they have a substan
tial influence on district affairs. In monitoring the 
Government's performance and achievements at dis
trict level, the boards address a wide range of issues 
affecting the wellbeing of those who live or work in 
the district. 

Feedback from the community on the health ser
vices provided (in the form of personal complaints, 
correspondence in the press, recommendations from 
the district boards, etc.) is constantly reviewed by the 
department concerned and by the policy branches 
and bodies, and appropriate reforms are made. The 
quality of health care provided in the territory is in 
general well accepted by the local community, and is 
highly esteemed by people in nearby countries. 

Mobilization of resources 

The total expenditure of the Medical and Health 
Department in 1983 was HK$2932 million. This in
cludes both capital and recurrent spending on gov
ernment medical and health services and also sub
sidies to the various voluntary sectors. It represents 
about 7.2% of total government spending in the year. 
Not included in the health budget is expenditure on 
the delivery of other essential services, e.g., a safe 
water supply for everybody in the territory; the pro
per disposal of sewage and waste; sanitation services 
and general environmental hygiene control; and the 
cost of training health personnel by universities, 
polytechnics, and training schools. 

The other main source of health care is the private 
sector. Regular expenditure by the public in this area 
is substantial and includes (i) the cost of consultations 
with physicians, herbalists, traditional healers, mid
wives, and other types of paramedical therapist, and 
(ii) the purchase of medical appliances and drugs. 

This has long been a logical, efficient and well-ac
cepted alternative form of health care for those who 
can afford it. 

Voluntary agencies such as the Hong Kong Red 
Cross, St. John's Council, and other charitable or 
religious bodies play an important complementary 
role in the fmancing and delivery of the health ser
vices, which are much in demand. 

Hong Kong, through the Medical Development 
Advisory Committee, has carried out regular reviews 
of the manpower development plans for health per
sonnel. On the basis of targets for the services to be 
provided under a phased programme, it ensures that 
requirements for each type of professional can be 
met, and advises on measures to increase the supply 
of health manpower and its optimal distribution and 
utilization. Thus, for the fiscal year 1985/1986, the 
Medical and Health Department spent HK$5.34 
million on staff training, 400/0 of which was allocated 
to postgraduate training of physicians. 

Intersectoral cooperation 

The medical development programme is part of the 
Government's overall social programme, which also 
covers such areas as new towns, housing, social wel
fare, rehabilitation, education, and employment. In 
addition, there are parallel projects (e.g., water sup
plies, environmental protection, recreation, urban 
renewal and rural improvement) which incorporate a 
strong health component. 

Medical progress is based on research that ulti
mately entails experimentation involving human sub
jects. Ethical committees have been established in the 
local universities and in the Medical and Health 
Department to advise on the ethics of the methodo
logy for research and clinical trials on human sub
jects performed within the territory. 

Services for the elderly are also being emphasized. 
As the over-60 population in the community in
creases, the Government has drawn up strategies to 
meet their special needs in accommodation. The 
Director of Social Welfare has been toade responsible 
for planning various types of group accommodation 
for the elderly, and for assuring the proper integra
tion of facilities. 

The Government's policy on the further develop
ment of rehabilitation services is set out in a White 
Paper ("Integrating the disabled into the community 
- a united effort"). The objective is to provide such 
comprehensive rehabilitation services as are neces-
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sary to enable disabled persons to develop their phy
sical, mental and social capabilities to the fullest ex
tent permitted by their disability. 

International cooperation 

Hong Kong has always cooperated with other 
countries in implementing its national strategy for 
health care. There is a long.,;tanding association with 
the Medical Research Council, United Kingdom, in 
developing and monitoring a cost-effective treatment 
programme for pulmonary tuberculosis. Many other 
examples of international cooperation are in evidence, 
e.g., in family planning, maternal and child health, 
vaccine development, and control of drug abuse. 

A clinical trial to evaluate the efficacy of alum
adsorbed inactivated recombinant hepatitis-B vaccine 
started in January 1985, in collaboration with the 
manufactUrer of the vaccine in the USA. The object 
is to look into the appropriateness of introducing an 
alternative, safer and more economical hepatitis-B 
vaccine for the control of this highly prevalent 
disease. A study on the likely prevalence in Hong 
Kong ofhaemorrhagic fever with renal syndrome has 
been conducted since March 1985, with the assist
ance of the Regional Office and the WHO collaborat
ing centre for virus reference and research (Seoul). 

HEALTH STATUS 

The people of Hong Kong continue to enjoy good 
general health. Promotive, preventive, curative and 
rehabilitative measures by the health authority have 
contributed to low mortality rates and a decline in the 
incidence of the major communicable diseases. 

As a result of continuous efforts in prevention and 
surveillance, such previously common diseases as 
poliomyelitis, diphtheria, and cholera have been vir
tually eradicated. Rabies and malaria have been suc
cessfully brought under control, notwithstanding 
Hong Kong's vulnerable position as an international
ly frequented city situated in an area where such 
diseases are still rampant. 

The results of the strong emphasis on health care 
are illustrated by the following favourable indicators: 
infant mortality rate (9.1 per 1000 live births); mater
nal mortality rate (0.06 per 1000 total births); life ex
pectancy at birth (72 years for males and 78 years for 
females); crude birth rate (14.5 per 1000 population); 
and crude death rate (4.8 per 1000 population). The 

low infant mortality is due mainly to the provision of 
comprehensive family nealth care and to improve
ments in environmental and socioeconomic con
ditions. 

The nutritional status of children is adequate. 
About 96.40/0 of newborn boys and 95.3% of new
born girls have a birth weight of at least 2500 grams 
(data reported on all live births in 1984). 

The leading causes of morbidity from infectious 
diseases in 1983, in terms of number of cases, were: 
tuberculosis (7301), viral hepatitis (1783), chicken
pox (1228), measles (888), and food poisoning, bac
terial (642). 

The leading causes of mortality in 1983, in terms 
of number of deaths, were: malignant neoplasms 
(7226), heart diseases, including hypertensive heart 
disease (4282), cerebrovascular disease (3309), 
pneumonia, all forms (2198), and injury and poison
ing (1700). 

ASSESSMENT OF ACHIEVEMENTS 

Relevance, adequacy and progress of strategy 
implementation 

- Basic health services are accessible to all indi
viduals and families in close proximity to their 
homes, and at a cost which most of the commu
nity can afford. It is estimated that local health 
care is available to 99% of the population within 
one hour's walk or travel. In cases of genuine 
hardship, there is provision for waiving charges. 
The territory is covered by a comprehensive 
main water supply. In remote areas, in parti
cular the small offshore islands, an alternative 
sanitary supply of weI! water is usually avail
able. It is estimated that about 990/0 of the popu
late live within 15 minutes' walking distance of 
a safe water supply. 

- For over 99% of the population, adequate facili
ties for hygienic waste disposal are available in 
the home or immediate vicinity. 
The proportion of infants under 1 year who are 
fully immunized is as follows: diphtheria (84%), 
tetanus (84%), pertussis (84%), poliomyelitis 
(90%), and tuberculosis (98%). 
In the period 1976-1983, over 99.5% of local 
births took place in hospitals or maternity 
homes, and were anended by doctors, nurses or 
midwives. 
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In the same period, about 90'Yo of newborn 
babies were seen by the government maternal 
and child health centre during their first year of 
life. 

Efficiency of strategy Implementation 

In the Medical Development Programme for the 
decade 1985-1994, a total of 4 new hospitals (average 
capacity, 1500 beds) is included. There are also plans 
for extending and upgrading existing hospital 
facilities where appropriate. The total hospital beds 
available will be increased from the present 24 100 to 
38 100 by 1994. In addition, projects for some 19 
new clinics or polyclinics are in the pipeline, which 
when completed will enhance the accessibility and 
equitability of the health services available to the 
community. 

Among other physical facilities planned are 7 child 
assessment centres and 6 school dental clinics, on a 

regional basis. These medical institutions in the 
public sector, together with the 2400 private medical 
practitioner offices already in existence throughout 
the territory, should be able to deliver a reasonable 
level of primary health care to the various strata of 
the population. 

Effectiveness and Impact of the strategy 

The implementation of all national health policies 
and strategies is reviewed in the context of the overall 
socioeconomic status of the community. The ambi
tious health programme will make substantial de
mands upon the resources of the community in terms 
of money, land, and qualified manpower. At anyone 
time, therefore, priorities for the further devel
opment of the services have to be determined and 
adopted. 
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JAPAN 

DEVELOPMENT OF HEALTH SYSTEMS 

Health policy and strategy 

Japan had a per capita gross national product of 
Y 2 489 000 (US$IO 463) in 1984. The population in 
that year was 120235000, of whom 78% were living 
in urban areas. The country consists of four main 
islands - Hokkaido, Honshu, Shikoku and Kyushu 
- as well as a number of island chains and thousands 
of smaller islands and islets. It has a land area of 
372 310 square kilometres and is divided adminis
tratively into 47 prefectures. 

In the process of preparing the direction health 
policy was to take in the future, all the components of 
"health for all" were considered. Various socio
economic factors were also taken ,into account, in· 
duding demographic changes and financial aspects. 

The aging of the population and advances in medi
cal technology have been accompanied by an increase 
in medical expenditure. There is now an urgent need 
to establish a solid health system that can ensure a 
healthy life in the twenty-first century to a people 
whose average life expectancy for females is already 
80 years. To attain that goal, strengthening of the 
following areas is deemed necessary: 

promotion of health at every stage of life; 
- reorganization of the medical care services; 
- reform of rhe health insurance system; 
- research and development of high technology in 

the health sciences. 

The Minister for Healrh and Welfare has repeatedly 
expressed his support for the health-for-all concept, 
both at the World Health Assembly and in the Japan
ese Diet. 

The health system 

The basic principle governing health service deli
very is that all citizens should be able at any time and 
place to receive the medical care they require. Until 
now, efforts have focused on ensuring that sufficient 
hoalth peroonnel are available and on consolidating 
the requisite facilities. Emergency care, medical care 
in remore areas, and high-level, specialist care for 
such diseases as cancer and cardiovascular diseases 
have all been promoted. 

At the end of 1984, there were 9580 hospitals, 
78 549 general cliOlics and 44 278 dental clinics, an 

incr~ase of 57%, 33% and 64% respectively as com
pared with 1960. There were 1226 hospital beds per 
100 000 population (which is high compared with 
other countries). In addition, there were 855 health 
centres, 1174 welfare offices, 165 child guidance cen
tres, and 276 social insurance offices. 

In relation to primary health care, an ad hoc com
mittee was established in the Ministry in 1984; prin
ciples for the future direction of health policy were 
developed, and later submitted to the Diet. Health 
centres established by the local authorities ensure the 
improvement and advancement of primary health 
care in each district. 

A system of medical audit is now applied to the 
curative services covered by health insurance, and 
the opinion of the experts is taken into account. 

Managerial process 

The Ministry of Health and Welfare (I) collects 
relevant information, and (2) monitors and evaluates 
existing health policy and the measures taken to en
force it. When some part of the legislation has to be 
amended, the necessary Bill is submitted to the Diet. 

There are various coordinating mechanisms in the 
form of advisory committees to the ·Minister (see 
under Intersectoral Cooperation, on next page). 

Community involvement 

To improve community participation, the estab
lishment at municipal level of councils for health pro
motion has been urged since 1978. Action has 
already been taken in 91 % of municipalities. 

For example, in one city, volunteers selected from 
every section of the community function as coordi
nators between the municipal authorities and the 
people in the community. The high rate of participa
tion in screening programmes attests the success of 
this coordinating mechanism: 83.2% of the popula
tion over the age of 40 have undergone health exam
inations. Health education dasses and health guid
ance are offered periodically. For the bedridden, 
there is a special follow-up card and various services 
(health examination, bathing, etc.) are provided by 
public health nurses. 

It is estimated that in 1984 there were about 2.57 
million volunteer workers registered at the centres 
connected with social welfare programmes in Japan. 
Such centres, which provide assisrance to the 
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workers and function as a centre for activities, have 
been set up under the auspices of the State, the pre
fectures and the municipalities. In 1984, there were 
485 volunteer centres of various types. 

According to a public opinion poll on social wel
fare (October 1982) published by the Prime 
Minister's Office, 20% of those interviewed had ex
perience of voluntary work, 7% of them being cur
rently active. However, of those who were not active 
but had had experience of voluntary work, 590/0 in
tended to get involved again in the future. That was 
also the reaction of32% of those who had not had ex
perience of voluntary work. 

Mobilization of resources 

In the fiscal year 1983, expenditure on medical 
care reached the sum ofY 14543.8 billion, i.e., 6.4% 
of national income. 

Besides such obvious reasons as rising medical fees 
and population growth, the increase in medical care 
expenditure can be attributed to the following: 
(i) aging of the population; (ii) changes in the morbi
dity pattern; (iii) progress in medicine and medical 
technology; (iv) reduction in patient cost-sharing; 
(v) increase in the number of physicians and hospital 
beds; and (vi) a reimbursement system based on fee 
for service. 

In the fiscal year 1981, hospitals were responsible 
for 61.3% and general clinics for 38.7% of medical 
care expenditure. This reflects an increasing alloca
tion to hospitals over the years that can be attributed 
largely to the growing preference of patients for 
hospitals and the higher level of medical care. Of the 
total national expenditure on medical care in 1983, 
54.70/0 was for hospitals, 32.7% for general clinics, 
10.7% for dental clinics, and 2% for pharmacies. 

Salaries of personnel account for half the total of 
national medical care expenditure, showing clearly 
that this is a labour-intensive service industry. 

The objective of training was to achieve a ratio of 
150 doctors per 100 000 population by 1985. At the 
end of 1980, the figure was 141 per 100 000 and by 
1983 the target had been passed, with a ratio of 
152 per 100000. At the end of 1981 the number of 
nurses and assistant nurses was 548 534; by 1983 it 
was 625 773. However, there is still some ma1distri
bution and a certain disparity between regions and 
establishments. 

Every prefecture is urged to develop its own re
gional health planning. Various measures and incen
tives enable prefectural and local governments to at
tract human, material and financial resources. 

Intersectoral cooperation 

The following ministries or agencies have respon
sibilities in the field of health: the Ministry of Health 
and Welfare, the Ministry of Education, the Ministry 
of Labour, and the Environmental Agency. They are 
coordinated by way of various advisory committees 
of the Ministry of Health and Welfare, to which re
presentatives of other ministries or agencies are in
vited. 

It is common practice for proposals for changes in 
the health system to be discussed in such committees, 
so that the opinion of the different sectors concerned 
with health can be taken into consideration. 

International cooperation 

In 1984 support was provided by Japan for the im
plementation of the health strategies in developing 
countries through: 

- the World Health Organization (assessed con
tribution, US$23.8 million; voluntary contribu
tion, US$2.4 million); 

- bilateral economic cooperation through the 
Japan International Cooperation Agency: grant 
for capital assistance (27 876 million yen), 
project-type technical cooperation (4741 million 
yen), organization of training programmes (273 
fellowships), and despatch of experts (116 
experts). 

Intercountry cooperation also included the ex
change of information and expertise through WHO 
channels and on a bilateral basis. Japan would like to 
expand these cooperation programmes. 

An intensive exchange of views between the WHO 
Regional Office for the Western Pacific and the 
Japanese Ministry of Health and Welfare has contri
buted to fruitful cooperation with WHO. The latter's 
support was in the form of grants for study missions 
or fellowships in relation to national health develop
ment. 

HEALTH STATUS 

The improvement in health is clearly reflected in a 
reduction in mortality rates, which has contributed 

JAPAN 77 

workers and function as a centre for activities, have 
been set up under the auspices of the State, the pre
fectures and the municipalities. In 1984, there were 
485 volunteer centres of various types. 

According to a public opinion poll on social wel
fare (October 1982) published by the Prime 
Minister's Office, 20% of those interviewed had ex
perience of voluntary work, 7% of them being cur
rently active. However, of those who were not active 
but had had experience of voluntary work, 590/0 in
tended to get involved again in the future. That was 
also the reaction of32% of those who had not had ex
perience of voluntary work. 

Mobilization of resources 

In the fiscal year 1983, expenditure on medical 
care reached the sum ofY 14543.8 billion, i.e., 6.4% 
of national income. 

Besides such obvious reasons as rising medical fees 
and population growth, the increase in medical care 
expenditure can be attributed to the following: 
(i) aging of the population; (ii) changes in the morbi
dity pattern; (iii) progress in medicine and medical 
technology; (iv) reduction in patient cost-sharing; 
(v) increase in the number of physicians and hospital 
beds; and (vi) a reimbursement system based on fee 
for service. 

In the fiscal year 1981, hospitals were responsible 
for 61.3% and general clinics for 38.7% of medical 
care expenditure. This reflects an increasing alloca
tion to hospitals over the years that can be attributed 
largely to the growing preference of patients for 
hospitals and the higher level of medical care. Of the 
total national expenditure on medical care in 1983, 
54.70/0 was for hospitals, 32.7% for general clinics, 
10.7% for dental clinics, and 2% for pharmacies. 

Salaries of personnel account for half the total of 
national medical care expenditure, showing clearly 
that this is a labour-intensive service industry. 

The objective of training was to achieve a ratio of 
150 doctors per 100 000 population by 1985. At the 
end of 1980, the figure was 141 per 100 000 and by 
1983 the target had been passed, with a ratio of 
152 per 100000. At the end of 1981 the number of 
nurses and assistant nurses was 548 534; by 1983 it 
was 625 773. However, there is still some ma1distri
bution and a certain disparity between regions and 
establishments. 

Every prefecture is urged to develop its own re
gional health planning. Various measures and incen
tives enable prefectural and local governments to at
tract human, material and financial resources. 

Intersectoral cooperation 

The following ministries or agencies have respon
sibilities in the field of health: the Ministry of Health 
and Welfare, the Ministry of Education, the Ministry 
of Labour, and the Environmental Agency. They are 
coordinated by way of various advisory committees 
of the Ministry of Health and Welfare, to which re
presentatives of other ministries or agencies are in
vited. 

It is common practice for proposals for changes in 
the health system to be discussed in such committees, 
so that the opinion of the different sectors concerned 
with health can be taken into consideration. 

International cooperation 

In 1984 support was provided by Japan for the im
plementation of the health strategies in developing 
countries through: 

- the World Health Organization (assessed con
tribution, US$23.8 million; voluntary contribu
tion, US$2.4 million); 

- bilateral economic cooperation through the 
Japan International Cooperation Agency: grant 
for capital assistance (27 876 million yen), 
project-type technical cooperation (4741 million 
yen), organization of training programmes (273 
fellowships), and despatch of experts (116 
experts). 

Intercountry cooperation also included the ex
change of information and expertise through WHO 
channels and on a bilateral basis. Japan would like to 
expand these cooperation programmes. 

An intensive exchange of views between the WHO 
Regional Office for the Western Pacific and the 
Japanese Ministry of Health and Welfare has contri
buted to fruitful cooperation with WHO. The latter's 
support was in the form of grants for study missions 
or fellowships in relation to national health develop
ment. 

HEALTH STATUS 

The improvement in health is clearly reflected in a 
reduction in mortality rates, which has contributed 



78 WESTERN PACIFIC REGION 

greatly to the prolongation of life expectancy. In 
1984, life expectancy at birth was 74.54 years for 
males and 80.18 years for females; 94.6% of infants 
had a birth weight of at least 2500 grams; and the in
fant mortality rate per 1000 live births was 6.0. 

A further consequence has been a shift in the prin
cipal causes of death from communicable diseases to 
chronic degenerative diseases such as malignant 
neoplasms and cerebrovascular or cardiovascular 
diseases. 

Morbidity from notifiable diseases in ) 984, in 
terms of number of cases, was: pulmonary tuberculo
sis (56 880), food poisoning, other (26 238), influenza 
(17 882), gonococcal infection (13 511), measles 
(12 268), other tuberculosis (5962), certain salmo
nella infections (2107), pertussis (1114), syphilis 
(1642), and shigellosis (895). 

The leading causes of mortality in 1984, in terms 
of number of deaths, were: malignant neoplasms 
(182 280), cerebrovascular diseases (140 093), heart 
diseases (136 l62), pneumonia and bronchitis 
(44 982), accidents (29 344), senility without mention 
of psychosis (28 805), suicide (24 344), cirrhosis of 
the liver (16 991), hypertensive diseases (13 073), and 
nephritis, nephrotic syndrome and nephrosis (12 688). 

ASSESSMENT OF ACHIEVEMENTS 

Relevance, adequacy and progress of strategy 
implementation 

The Ministry of Health and Welfare carries out a 
basic survey of health and hygiene every year, assess-

ing the latter from the standpoint of people's own 
perception of their condition. The latest survey evok
ed the following responses: good, 26.2%; almost 
good, 11.4%; normal, 40.1%; not so good, 13.60/0; 
bad, 2.7%. 

Efficiency of strategy implementation 

The factors making for efficiency in implementing 
the health-for-all strategy were the successful coor
dination of various bureaux within the Ministry of 
Health and Welfare, and a widespread appreciation 
of the need for change. The results so far obtained 
are fairly positive in relation to the effort expended. 

To improve the coordination and utilization of 
limited health resources in the prefectures, a regional 
medical planning scheme was introduced in 1985. 
The increased perception of the need for better 
utilization should contribute to its success. 

Effectiveness and impact of strategy 

The future direction of health policy was establish
ed in 1984. However, since Japan's main health prob
lems are chronic or degenerative disorders, several 
years must elapse before its impact is apparent from 
the health indicators. In the meantime, the results of 
the strategy will be carefully assessed. 
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KIRIBATI 

DEVELOPMENT OF HEALTH 
SYSTEMS 

Health policy and strategy 

Kiribati! had a per capita gross national product in 
1983 ofUS$44.9. Its population in 1984 was 62 000, 
37.8% of whom were living in urban communities. It 
has a land area of 720 square kilometres. The State 
comprises 33 islands of which 23 are inhabited: the 
Gilbert group, the Line group, and the Phoenix 
group. The country as a whole is remote from the 
larger centres of civilization. 

Existing health policies, as determined in the Na
tional Health and Family Planning Services Programme 
Plan 1982-1986, coincide with WHO's health-for-all 
policies, the principle of health for all by the year 
2000 having been accepted as policy at Cabinet level. 

The strategy of a nationwide primary health care 
approach in the health plan already reflects those 
policies and is close to that defined by WHO for 
achieving health for all. The strategy has not been 
updated since 1983 but the plan of action is being 
continuously developed and adjusted to make it more 
practical and feasible. 

The health system 

A systematic national health plan, oriented to 
primary health care, was formulated in 1981-1982 
and has been successfully implemented. 

The Ministry of Health and Family Planning (until 
1982 the Ministry of Health and Community Affairs) 
continued to administer the health services with 
stress on family planning, the services for community 
affairs having been transferred to another ministry. 

In Kiribati, each village has a health unit, and there 
is a health centre for every I to 3 villages. Each island 
has at least one dispensary (health centre and clinic 
with 2-3 beds). The Tungaru Central Referral Hos
pital with 140 beds (reduced in number from 240) is 

! Formerly the Gilbert Islands. 

situated in South Tarawa. It has specialist sections 
for medicine, surgery, obstetrics and gynaecology, 
paediatrics, and dentistry. 

Patients in the community receive first care from 
the health aides as members of the village welfare 
group at the village health unit. Difficult cases are 
referred to the health centre, which is staffed by pub
lic health nurses; further referrals are to the dis
pensary, which has a medical assisrant. When the lat
ter needs advice, he consults the doctor on call at the 
Tungaru Central Hospital through the health radio 
system. If the consultation is still not sufficient, the 
patient is referred to the Central Hospital by air. 
Transport of referral patients on the island is arrang
ed by the village welfare groups. Transport from the 
island airport to and from the referral hospital is ar
ranged for and the cost borne by the Government. 

Managerial process 

The Central Planning, Monitoring and Evaluation 
Body (CPMEB), established to discuss policy mat
ters, meets every week. The Technical Task Force 
(TTF), consisting of heads of units, meets each week 
to discuss technical matters related to the implemen
tation of the health plan. 

The health plan provides direction for all staff, 
which is supplemented by the regular meetings of 
CPMEB and TTF. Each proposal related to imple
mentation of the plan is forwarded to the TTF meet
ing by the unit concerned in the form of a plan of ac
tion, which also covers cooperation with other units. 
After review and agreement by TTF, the proposed 
plan is then forwarded to CPMEB for approval in 
relation to the Ministry's policy. Only after that ap
proval is it implemented. 

Community involvement 

The health plan provides for a nationwide work 
base of community self-help bodies (village welfare 
groups). Currently 950/0 of the villages in the country 
have such groups. The Government plans, imple
ments, and operates its health care system by 
supporting the activities of the village welfare 
groups. 

Communities, through the village welfare groups, 
organize themselves to carry out such health-related 
activities as baby-weighing, immunization, and con
struction of water seal latrines and water tanks. They 
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request government assistance and advice where 
needed. 

Thirteen priority activities in problem-oriented 
health education have been carried out, either 
through the mass media or through person-to-person 
education by field health staff or by members of the 
village welfare group during village gatherings. 

Mobilization of resources 

Relevant sections of the Ministry have either been 
restructured or have been newly established to pro
vide more effective and efficient support for the im
plementation and operation of programmes, in
cluding the allocation of resources. 

Ten per cent of the development budget of A$16 
million is spent on health. Additional funds are derived 
from interest on bank deposits (about A$89 million) 
made up of earlier income from phosphates and 
foreign aid. 

Primary health care receives 100'70 of the national 
health budget since the entire health care and family 
service system operates in the context of primary 
health care. These resources are distributed to all 
parts of that system so that not only do they reach 
everyone in the community (no one is socially disad
vantaged) but they are also used more effectively and 
efficiently for the country as a whole. 

The health manpower plan is being developed ac
cording to needs as specified in the national health 
plan. It covers not only the health teams but also the 
staff of the Ministry, which has categories at three 
levels: field .taff, support staff, and supervisory 
primary health care staff Courses on primary health 
care for the support and supervisory staff are being 
developed, in cooperation with overseas institutes 
(using as their basis the detailed functions set out in 
three manual. on the implementation of the national 
plan). A course for the field staff has been instituted 
and is now training its second batch of students. 

Intersectoral cooperation 

The Ministry of Health began to work with other 
government sectors at an early stage in health 
development and intensified such collaboration after 
substantial results had been achieved by the health 
plan. Examples are to be found in nutrition (which is 
the responsibility of the Ministry of Home Affairs), 
natural resources, and water supply and sanitation 
(which come partly under other sectors). 

National coordinating committees have been set up; 
they include the Nutrition Committee, the Water 
and Sanitation Committee, and the Population and 
Family Planning Committee. 

International cooperation 

The cooperation which began with the develop
ment of courses for the three levels of primary health 
care worker (see above) is currently being directed to 

training courses with the Pacific island countries and 
with the developed countries, including the United 
States of America. 

HEALTH STATUS 

In 1981, the leading causes of morbidity were, in 
terms of number of cases: infections of the upper 
respiratory tract (26 588), diarrhoeal diseases (6333), 
infections of the lower respiratory tract (4328), sores 
and wounds (3440), conjunctivitis (3430), and skin 
infections (2156). 

The leading causes of mortality in 1980 were, in 
terms of number of deaths: diseases of the digestive 
system (IS), tuberculosis (14), intestinal infectious 
diseases (13), other diseases of the respiratory system 
(II), cerebrovascular disease (7), and transport acci
dents (7). 

As of 1982, the most common health problems 
were respiratory tract infections (including tubercu
losis), diarrhoeal diseases, sores and wounds due to 
accidents, skin diseases, ear diseases, leprosy, anae
mia, and certain nutritional disorders. 

Recent reports on Kiribati's list of priority diseases 
show that the incidence of those that were prominent 
before 1982 is on the decline, while for those on the 
list only since 1982 the number of cases detected and 
treated is increasing - an indication that the new 
health system is functioning successfully. 

ASSESSMENT OF ACHIEVEMENTS 

Relevance, adequacy and progress of strategy 
implementation 

Weekly meetings of the Central Planning, Moni
toring and Evaluation Body are held to monitor the 
progress of the strategy. Implementation of the na
tional health plan was evaluated in this way in 
December 1984 and by WHOIUNDP in March 
1985. 
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Existing health policies as determined by the na
tional health plan coincide with WHO policies for 
health for all by the year 2000. 

Currently about 95% of the population are covered 
by services oriented to primary health care. 

Efficiency of strategy implementation 

The development of a nationwide network of com
munity self-help bodies to serve as a workbase for 
health and other socioeconomic developmental ac
tivities is ahead of schedule. By 1985, some 950/0 of 
communities had such bodies as compared with the 
85% coverage expected to be achieved by December 
1986. 

Outstanding results have been achieved in control 
of drinking-water (a serious problem in some islands) 
through village community action. In several places 
the village welfare groups have resolved conflicts be
tween village elders and young people that were 
hindering social action. 

The main factors making for efficiency of imple-

mentation are correct analysis of the situation, plan
ning at national level, and implementation at village 
level. 

Effectiveness and impact of the strategy 

In order to implement a health plan properly 
oriented to primary health care, and to counter preju
dices, a simple but professional approach was 
adopted, using a number of innovative devices to 
stimulate staff loyalty, responsibility, motivation to 
attain national goals, and self-confidence. 

The full-scale implementation of the health plan 
produced substantial results, and decided the Minis
try that it was timely to assess the extent of that im
plementation. The results of the assessment indicate 
that in general 75% of the final target has been attain
ed. Success can be gauged by the fact that in 1984 the 
majority of objectives were achieved six months 
ahead of schedule. More time will be needed to assess 
the impact of the strategy, since the Ministry's recor
ding and reporting system is still weak. 
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LAO PEOPLE'S 
DEMOCRATIC 
REPUBLIC 

DEVELOPMENT OF HEALTH 
SYSTEMS 

Health policy and strategy 

The Lao People's Democratic Republic had a per 
capita gross national product in 1984 of US$202. 
The population in 1985 was 3 584 803, of whom 
15% were living in urban areas. The Republic is a 
land-locked country, bounded by Viet Nam to the 
east, China to the north, Burma to the north-west, 
Thailand to the west, and Democratic Kampuchea to 
the south. It is divided into 17 provinces, and covers 
an area of 236 800 square kilometres. 

The Government's health policies have been for
mulated as follows: 

-Health services must be devoted to productivity 
and national defence. 

-They must enSure the good health of both work
ers and soldiers, in the interest of defence and in 
order to achieve the objectives of the country's 
socioeconomic policies. 

-They must also provide maternal and child 
health care in order to reduce infant and mater· 
nal mortality and promote population growth. 

The Government has established as the main thrust 
of its national strategy for health for all: (I) the reduc
tion of the threat of epidemics of communicable 
disease and their progressive control through active 
measures, environmental sanitation, and widespread 
immunization; and (2) the development of efficient 
curative services, affordable by all and with a follow
up for every citizen. 

The health system 

The Ministry of Health is based in Vientiane, the 
capital city, and is responsible for the provision of 
health services. 

As at 1985, a health network for the country had 
been developed in 17 provinces, II districts, and 706 
communes. Health posts (with 5 to 7 beds) for first 
contact activities had been set up in 6000 villages. 

Services are organized at various levels: 

(I) The grassroots level is represented by the 
villages, which are grouped into communes. At 
this level are village health posts and a com
mune health station. All services are integrated 
and cover environmental health and sanitation, 
immunization and maternal and child health 
services, individual health surveillance, and 
simple medical care. 

(2) At district level there are district hospitals, 
laboratories, and brigades for hygiene, malario
logy and pharmacy. Various departments and 
district-level personnel are responsible for the 
support and supervision of the oommune health 
centres under them. 

(3) The provincial health services are directly 
under the Minister of Health, who formulates 
policies and provides financial, material and 
technical support from the central level, as and 
when necessary. In general, preventive, promo
tive and curative services are provided as well 
as training and administrative support for the 
districts. 

(4) The central level comprises the Ministry of 
Health itself, the Faculty of Medicine and vari
ous other institutions, hospital care, preventive 
services, research, training, traditional medi
cine, production and procurement of pharma
ceuticals, and the Red Cross. 

Managerial process 

The managerial process includes programme plan. 
ning and establishment of supervision schemes. 

The Ministry of Health is strengthening this 
mechanism by setting up a School of Public Health 
that will provide continuing education for supervisors 
and managers; they in turn will provide political and 
technical support and will coordinate activities 
within the health system and with other sectors and 
communities. 

Community luvolvement 

Decisions regarding the health system are made 
through a multisectoral approach. Communities are 
involved through various organizations: coopera
tives, women's associations, youth associations, trade 
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unions, and voluntary organizations. 

The main task of the Ministry of Health is to in
crease awareness in the community through health 
education, with emphasis on the need for strict 
observance of three health rules: nutritious food, safe 
drinking-water, and simple housing. 

Mobilization of resources 

The country's health budget for 1983 was Kip 134 
010 558 (US$3 867 548) and for 1984 Kip 166208 
191 (US$4 796 773). In allocating human, material 
and financial resources for the country's health 
strategy, the following measures have been taken: 

- Activities at the peripheral level and in the field 
of prevention have been expanded. 

- A planning process has been instituted to ad
dress the needs of both urban centres and rural 
areas as regards health promotion and disease 
prevention. 

- The role of hospitals at the various levels (cen
tral, provincial and peripheral) has been rede
fined and a health manpower development unit 
established in consequence to improve health 
care. 

An ongoing and integrated development pilot proj
ect is expeeted to contribute to economic, cultural 
and social development; it is in Muong Hom District 
and has as its object the socioeconomic development 
of the ethnic minorities in the country. 

In this and other projects for health promotion, the 
mobilization of material and financial resources 
under the national budget, and through bilateral 
agreements with international organizations such as 
WHO, UNICEF and UNDP, has yielded very satis
factory results. 

The present health network consists of 418 medical 
doctors, 1892 medical assistants and 6104 nUrsing 
personnel. 

Health manpower development, particularly train
ing and retraining, is one of the priority tasks in 
health care programmes. It is considered essential in 
planning for health manpower to emphasize such fac
tors as quality and relevance vis-a-vis the needs of 
health services and communities. 

The School of Public Health and the School of 
Nursing have been established in order to improve 
the quality of health care through the planning, train
ing, and management of health manpower. 

Intersectoral cooperation 

The fact that the development of the health system 
is included among the objectives of socioeconomic 
policy implies interseetoral collaboration and coordi
nation as well as cooperation with local authorities. 

International cooperation 

The Lao People's Democratic Republic continues 
to receive substantial, untied financial aid to supple
ment its national budget mainly from the socialist 
countries, among which the Soviet Union is chief 
contributor. Other donors are the international or
ganizations, developed capitalist countries, Third 
World countries, and religious or other aid organiza
tions - in that order. It is difficult to calculate the 
total amount received, but it seems relatively high 
considering the small population of the country. 

WHO, UNDP and UNICEF have collaborated in 
the malaria control programme by providing consul
tant services, fellowships, supplies and equipment, 
and local costs. 

HEALTH STATUS 

Bronchopulmonary diseases (bronchitis, influenza, 
and pneumonia, but excluding tuberculosis) are con
sidered the leading cause of morbidity, followed very 
closely by malaria, diarrhoeas (infectious and para
sitic), inflammation of the skin and subcutaneous 
tissues, nutritional deficiencies, and arthritis. Bron
chopulmonary diseases are ahead of malaria because 
they comprise a whole group of diseases. If, however, 
the comparison is made on the basis of a single 
disease category, malaria leads all other diseases in the 
country by as much as 60%, according to data obtain
ed from dispensaries, hospital admissions, hospital
bed occupancy, and hospital deaths. 

Malaria is the worst single danger to child health, 
accounting for some 20% of all mortality in children 
under I year. It is also suspected of being responsible 
for 800/. of morbidity in many communities, and of 
being principal contributor to child mortality be
tween the age of weaning and 5 years. 

ASSESSMENT OF ACHIEVEMENTS 

Relevance, adequacy and progress of strategy 
implementation 

In 1984, primary health care was available to two-
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thirds of the entire population. A total of 380 423 
persons were immunized against diphtheria!pertussis! 
tetanus, poliomyelitis, tuberculosis l and measles. 

Pregnant women regularly received prenatal care 
and were attended during childbirth by trained 
health personnel. Follow-up treatment was provided 
if needed by trained personnel in the Vientiane pre
fecture and in some districts of Vientiane Province in 
1985. It is planned to expand these activities in 5 prov
inces in 1986. 

Efficiency of strategy implementation 

The main factors accounting for efficient strategy 
implementation were expansion of the peripheral 

health network, improvement of medical education, 
and provision of central support. 

In order to carry out the health strategy, the Minis
try of Health has selected the viJIage dispensary and 
the production unit (rural cooperative) as the basic 
units for the delivery of health care to the population 
in rural and remote areas. 

Eft"ecdveness and impact of rite strategy 

As assessment of the results of the strategy has 
revealed increased community participation and 
wider peripheral expansion. 
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MACAO 

DEVELOPMENT OF HEALTH 
SYSTEMS 

Health policy and strategy 

Macao had in 1982 a per capita gross national pro
duct ofUS$1500.lts population in 1984 was 342 871, 
of whom 980/. were living in urban areas. The coun
try is situated on the southern coast of China on the 
delta formed by two large rivers. It consists of a 
peninsula (5.4 square kilometres), entirely occupied 
by the town of Macao, and the islands of Taipa and 
Coloane 10 the south (3.5 and 6.6 square kilometres 
respectively). 

The Department of Health Services was governed 
in 1984 by Statutory Law 44179/M, whose general 
ruling was that "the network of assistance should 
function as a perfectly integrated system, peripheral 
health developmen~ being an extension of the depart
ments of the Central Hospital Conde de S. Januo\rio, 
which would give the necessary support" 

This hospital-centred health policy was modified 
by the health directives issued by the Government at 
the beginning of 1985, establishing a subsystem for 
primary health care that wonld receive priority, with
out however compromising hospital activities. 

To give support to the new policy, which is consis
tent with the health-for-all strategy of WHO, it was 
decided to proceed during 1985 with drafting the ne
cessary legislative instruments that would permit the 
reorganization of the health services and ensure their 
accessibility to users. 

The aim is a health system in line with modern 
concepts, in which priority is given to the primary 
care subsystem, thereby achieving a more equitable 
distribution of the resources available. 

The health system 

Under the Director of Health are the Technical 
and Hospital Services, and the Administrative Ser
vices. The former includes the Central Hospital, a 
Pharmaceutical Division, a Technical Division (with 
special sections for malaria, tuberculosis, maternal 
and child health, and school health), and a Public 
Health Division, which takes care of the remaining 
health activities, including quarantine. It also super
vises the Macao health centre and, through the 

Medical Officer of Health for the islands, the Tai pa 
health centre and its extension in Coloane . 

. ~~vironmental health is, by and large, the respon
SIbility of the Municipal Council of Macao town, ex
ceptions being mosquito control (undertaken by the 
antimalaria service) and certain health inspector func
tions in relation to hotels and restaurants that are car
ried out by the Public Health Division. 

The Department of Health Services runs a techni
cal school for the training of nurses, laboratory tech
nicians and X-ray technicians. There is also a nursing 
and midwifery school run by the Chinese hospital. 

A public health laboratory works closely with the 
Public Health Division. 

In 1983, Macao had 4 hospitals and other inpatient 
establishments providing a total of 1432 beds, of 
which 515 were in government hospitals. Hospital 
services include specialized units such as those for 
general medicine, general surgery, obstetrics, paedia
trics, infectious diseases, tuberculosis and chest 
diseases, psychiatry, gynaecology, dermatology, den
tal care, ophthalmology, radiology, orthopaedics, 
urology, otorhinolaryngology, traditional medicine, 
pathology, and elinicallaboratories. 

As from 1986 the primary health care subsystem 
will cover the operation of two health centres and a 
health station, and the establishment of quality con
trol for drugs by the Public Health Laboratory. 

To improve health care delivery at the Central 
Hospital provision has been made for the acquisition 
of more equipment and the enlarging or remodelling 
of existing buildings and units. 

The Department of Health will be reorganized as 
one of the Government's priorities. A computerized 
health information system will be established to 
monitor and evaluate the various activities of the 
Department as a basis for health planning. 

Support will be given to research in the field of 
health. And international relations, in particular with 
the World Health Organization, will be promoted. 

MobWzation of l'flOurcea 

The proportion of Macao's total budget that is 
spent on health showed a downward trend from 1978 
(7.7%) to 1981 (5.4%) then rose to 6.9% in 1982. In 
1983 it was about 8%. 

Personnel costs accounted for 80% of the allocation 
in 1984, funds being used almost exclusively to cover 
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the cost of hospital operation. A noteworthy feature 
was the amount spent on drugs - 18% of the alloca
tion. 

Compared with other parts of the Region, Macao 
has good medical coverage, mainly due to private 
practice. However, the number of nurses and den
tists is low, and there is not a single stomatologist. In 
1984, health manpower ratios per 1000 inhabitants 
were: physicians - 1. 7; nurses - 3.6; practitioners of 
traditional Chinese medicine - 0.7; and orthodonto
logists - 0.87. The number of hospital beds per 
inhabitant is close to the ratio regarded as acceptable: 
in 1984 it was 4.1:1000. 

To improve the quality and quantity of health care, 
certain policies are specifically directed towards 
health manpower. The Department of Health's tech
nical school will in 1986 introduce a course for aux
iliary public health technicans; maintain the scheduled 
courses in general nursing and for laboratory techni
cians and radiographers; and complete the specialized 
course in obstetrical nursing. Continuous assessment 
will be extended to a greater number of professional 
categories. In medical training, the system of comple
mentary internship agreed with the Portuguese Gov
ernment and the grants for studies will continue. 
Recruiting oflocal staff, particularly to the technical 
level, will be increased with a view to furthering self
sufficiency, under the policy adopted in the 1980s. 

HEALTH STATUS 

The unreliability of demographic data, together 
with the incomplete registration of births and deaths 
and an absence of morbidity statistics, makes it diffi
cult to give a precise description of the general health 
situation. It is however considered to be excellent. 

In 1984, at least 94% of infants had a birth weight 
of 2500 grams or more. The infant mortality rate was 
12.0 per 1000 live births. 

Communicable disease control has been intensi
fied. During 1983, nearly all schoolchildren were· 
inoculated under the expanded programme on immu
nization or at maternal and child health consultations 
in health centres. In 1984, the numbers of children 
immunized against tuberculosis and measles were 
II 241 and 1254 respectively; 8464 doses were given 
for diphtheria/tetanus. 

An extensive campaign has been conducted against 
tuberculosis - the main health problem - detection 

procedures and treatment being free of charge. Doc
tors in private practice also have the possibility of ob
taining chest X-rays and sputum tests free of charge 
for their patients. 

Antimosquito measures have been intensified, 
mainly along the border and in the urban and rural 
areas. No malaria was detected in 1983. 

The main communicable diseases in 1984 were 
(number of cases): pulmonary tuberculosis (671), 
measles (110), viral hepatitis (136), diarrhoea (9), and 
tetanus (9). 

The ten leading causes of death in 1984 were (in 
proportion to total deaths): cerebrovascular disease 
(12.8%), other cardiopathies (8.7%), senility without 
mention of psychosis (7.5%), other pneumonias (6.6%), 
cardiac ischaemia (6.5%), cancer of the trachea, bron
chi and lungs (6.1"lo), other localized carcinomas 
(5.8"70), pulmonary tuberculosis (4.3%), bronchitis, 
asthma and emphysema (3.6%), and arterio-capillary 
disease (2.9%). 

In certain cases there is difficulty in determining 
the true cause of death, either because the disease 
was not treated, or because traditional Chinese medi
cine was used. 

ASSESSMENT OF ACHIEVEMENTS 

Relevance, adequacy and progreso of strategy 
implementation 

Within the local constraints imposed by shortage of 
information, particularly epidemiological data, it has 
nevertheless proved possible to prepare a situation re
view; to programme the facilities required for launch
ing primary health care services; to train the neces
sary health teams; to improve the facilities and equip
ment of the Central Hospital; and to increase man
power, especially technical manpower. 

The progress of health development can be assess
ed from the following: 

- The population of the town of Macao is well 
served by a supply of treated water, piped to the 
home; the same is true of the islands except for 
a few localities, where drinking-water is how
ever available within less than 15 minutes' 
walk. 

- Disposal of sewage and wastes is still inade
quate, although it has improved considerably 
during the last two years. 
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ing primary health care services; to train the neces
sary health teams; to improve the facilities and equip
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during the last two years. 



MALAYSIA 

DEVELOPMENT OF HEALTH 
SYSTEMS 

Health policy and strategy 

Malaysia had a per capita gross national product in 
1984 ofM$4685 (US$1994). The population in 1983 
was 14 123 000, 30% of whom were living in urban 
communities. Malaysia is a federation of 13 States 
and a Federal Territory. Eleven of the states (Perlis, 
Kedah, Pulau Pinang, Perak, Selangor, Negeri Sem· 
bilan, Melaka, Johor, Kelantan, Trengganu and Pa
hang) and the Federal Territory are in Peninsular 
Malaysia; the remaining two states (Sabah and Sara
wak) are in the Island of Borneo. Peninsular Malaysia 
has a land area of 131 585 square kilometres; Sabah 
of 73 711; and Sarawak of 124 450. 

The Ministry of Health's objective in the Fourth 
Malaysia Plan (1981-1985), in line with the new eco
nomic policy, is to facilitate the attainment and main· 
tenance by the individual of a standard of health 
which will enable him or her to lead an economically 
and socially productive life. This objective reflects 
the concept and intentions of the health-for-all stra
tegy. 

Policies, strategies and programmes to achieve this 
objective have been developed and implemented by 
the Ministry of Health, and have been accepted by 
the Government. 

In the preparation of the Fifth Malaysia Plan 
(1986-1990), existing socioeconomic and health 
poliCies were analysed in the light of new govern
ment strategies, and new health policies were formu
lated. The main changes to existing policy are in the 
following areas: 

(1) A commitment has been made to achieve health 
for all by the year 2000 using the primary 
health care approach. This has been stated offi
cially for the first time, although the Govern
ment subscribed to this goal earlier. In the 
Malaysian context, striving for health for all 
reflects concern at the disparity in health status 
between different population groups and areas. 

(2) Forums for interagency collaboration, both for
mal and informal, are well established at state 
and peripheral level and are utilized for prob
lem-·solving during programme implementa· 
tion. However, optimal or timely use has not 
always been made of those established during 

the planning and decision-making processes. 
(3) The further strengthening of community in

volvement in national health development is 
foreseen. 

The health system 

Malaysia's health and medical system follows the 
pattern of the referral pyramid. At the base is a net
work of primary facilities for outpatient and maternal 
and child health care (institutionally, these corre· 
spond to the units of the rural health system and to 
the general outpatient clinics of the hospital system). 
There were approximately 1852 midwife clinics and 
378 main health centres or subcentres by the end of 
1984. In the middle tier, 46 district hospitals provide 
primary (non·specialized) inpatient and outpatient 
care and supervise the work of the rural health units 
under their jutisdiction. Many of their inpatients 
have been referred for hospitalization from rural out· 
patient clinics. 

Finally, at the top of the referral pyramid, there is a 
general hospital in each state. The II general hospi
tals are large institutions and provide a wide range of 
primary and specialized services, both inpatient and 
outpatient. In general, the three levels of the pyramid 
correspond in their location to the rural, small urban, 
and metropolitan areas of Peninsular Malaysia. 

There is now a comprehensive rural network of 
health centres and clinics, which provide accessible 
basic health services. Mobile services are provided 
for those population groups that are without perma
nent health facilities or are in remote places. 

Managerial process 

Since 1979, when the planning process of the 
Fourth Malaysia Plan was initiated, an approach to 
planning has been developed that corresponds closely 
to the managerial process recommended for achiev
ing health for all. The process is organized so as to 
ensure the wide involvement of federal and state offi
cers. At federal level, the Planning Committee of the 
Ministry of Health has established a technical com
mittee to develop planning methodology, with the 
Planning and Development Division as its secre· 
tariat. At central level, the emphasis has been on 
evolving methodologies and standards for identifying 
problems, setting priorities, and formulating options. 

Community involvement 

Participation of the community in defining prob
lems and setting priorities is being promoted by the 
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Ministry as a high priority. It is estimated that vir
tually all the village development committees are ac
tive: regular monthly meetings are held and are 
monitored by the assistant district officer. The topics 
discussed include health, education and agriculture. 

Communities are involved in the planning, imple
mentation, monitoring and evaluation of the health 
care system. Within the conteXt of that system, there 
is active community participation in the planning 
phase at all levels. 

To a lesser extent, the community provides an ad 
hoc monitoring and evaluative input in the form of in
dividual observations or complaints expressed 
through political representatives, the mass media, 
consumer associations, or the hospital Board of 
Visitors. 

Mobilization of resources 

In 1984, I. 56% of the gross national product was 
devoted to health (this does not include appropria
tions for health purposes to the Ministries of Home 
Affairs, Education, Welfare Services, and Defence, 
and to local authorities, nor the contribution of the 
private sector). About 21. 9% of the Ministry of 
Health's expenditure was allocated to health care ser
vices in 1984. The projected per capita allocation for 
those services in 1985 was around M$81. 

Every attempt is being made to achieve equitable 
distribution of resources, particular attention being 
given to the disadvantaged and to unserved popula
tion groups. 

In the Fifth Malaysia Plan, one of the high 
priorities of the Ministry of Health is to make 
available the necessary manpower for upgrading and 
expansion of services. To this end, due priority will 
be given to training and manpower development 
when implementing the Ministry's health plan. 

The staffing pattern of service outlets such as 
health centres and rural clinics has been standardized 
in the rural health services, which form part of 
primary health care. 

The team approach to service delivery is practised, 
with the doctor as team leader. The duties and 
responsibilities of each member of the health team 
are specifted and include the role of the extension 
worker in involving the community, e.g., in sanitary 
latrine construction, health education, and cookery 
demonstrations in nutrition. Health extension ser
vices form part of the total team approach to the com-

munity and include similar workers from other agen
cies, e.g., agriculture and information. In addition to 
the teams attached to static health facilities, there are 
mobile teams for remote or isolated communities. 

Maximizing the productive utilization of per sonne! 
and upgrading the scope and level of services at the 
point of first contact is a continuing process. In 
physical terms, this involves conversion of the three
tiered set-up (health centrelhealth subcentre/midwife 
clinic) to one that is two-tiered (health centre/rural 
clinic). Thus, the conversion of health subcentres to 
"health centres, and of midwife clinics to rural clinics, 
has continued under each five-year plan since the 
early 1970s. One difference is in the functional opera
tion of rural clinics: midwife clinics are used as such 
without conversion, but are assigned a rural nurse in
stead of a midwife. 

Intersectoral cooperation 

The health plan is part and parcel of the overall 
socioeconomic development plan. It maintains its 
separate identity in that plan, but is linked to devel
opment in other sectors as well. 

Intersectoral action for health development is coor
dinated through various committees, e.g., the Eco
nomic Planning Unit, the Interagency Planning 
Group, the National Development Planning Com
mittee and the National Economic Council. Officials 
of the Ministry of Health are members of the Village 
Development Committee, the District Develop~ent 
and Action Committee, the State Development Com
mittee, and the State Action Council. The Director
General of Health presides ex officio over various pro
fessional registration bodies or boards, e.g., the 
Medical Council, the Dental Board, and the Pharma
cy Board. 

The Ministry of Health has interacted with other 
ministries in order to ascertain mutual concerns and 
requirements. Action to tackle health problems aris
ing from the developmental activities of certain min
istries is taken by way of interministerial committees. 

International cooperation 

Malaysia cooperates with other countries - both 
multilaterally and bilaterally - in conferences, 
seminars, travel fellowships, and training program
mes. Among the bodies involved are WHO, UNICEF, 
ASEAN, the South-East Asian Ministers of Educa-
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tion Organization for Tropical Medicine (SEAMEO- ASSESSMENT OF ACHIEVEMENTS 
TROPMED), and the Southeast Asian Medical In-
formation Center (SEAMIC). 

Regular bilateral meetings are held with countries 
sharing a common border with Malaysia, namely In
donesia, Singapore and Thailand. Health problems 
of common interest are discussed, information is ex
changed and agreement is reached on complementary 
measures to prevent the spread of communicable 
diseases. 

HEALTH STATUS 

In 1982, 90% of newborn infants in Peninsular 
Malaysia had a birth weight of at least 2500 grams. 
The infant mortality rate for all identifiable sub
groups was 19.26 per 1000 live births. Life expectan
cy at birth in Peninsular Malaysia was 67.68 years for 
males and 72.49 years for females. 

Data on mortality are incomplete: only some 38% 
of deaths were medically certified and inspected in 
1982. However, the mortality rate is considerably 
lower than it was ten years ago. About 73% of all 
deaths took place in government hospitals in Penin
sular Malaysia. 

The following accounted for about 60% of those 
deaths, and showed a rising trend: cardiovascular dis
orders (280/0), birth injuries and other causes of peri
natal mortality (10.8%), neoplasms (10.3%), acci
dents, motor vehicle and other (8.5%), and pneu
monia (2.8%). 

As for morbidity, the data available do not repre
sent the true magnitude and incidence of diseases, 
since information from private medical practitioners 
and private hospitals is missing. However, malaria, 
measles, tuberculosis, cholera and other- diseases are 
still a matter for concern. 

Accidents and complications of pregnancy have 
been the leading causes of hospital admission for the 
past five years. Heart diseases and mental illness 
show a rising trend. 

Urbanization and industrialization have led to 
changing patterns in morbidity and mortality over 
the last decade. A substantial decline was noted be
tween 1970 and 1980 in the death rates from tubercu
losis and other infectious or parasitic diseases. 

Relevance, adequacy and progress of strategy 
Implementation 

The findings of 1978-1979 study on rural health 
service coverage in Peninsular Malaysia, and of a 
similar study in Sabah and Sarawak in 1979-1980, 
showed that 93% of the rural population in Penin
sular Malaysia had access to primary health care 
through a network of health centres and mobile cli
nics. However, only 65.25% of the rural population 
in Sabah and 74.7% in Sarawak were provided with 
this service. 

The progress of health development can be assess
ed from the following 1983 figures: 

- The proportion of the population supplied with 
safe water was 70.97%. 

- The proportion of the population having 
sanitary latrines (toilet facility) was 75.4%. 

- The proportion of infants immunized was: 
tuberculosis, 94.3%; poliomyelitis, 54.6%; 
diphtheria, pertussis and tetanus, 58.0%. 
The proportion of expectant mothers who were 
in contact at least once during pregnancy with 
public health facilities (for rural population) 
was 65.5%. 

- The proportion of deliveries attended by trained 
personnel (in government and private hospitals, 
hospitals attached to estates or mines, and pri
vate maternity homes, or with public health or 
trained private midwives in attendance) was 
82.0%. 

Efficiency of strategy Implementation 

So far, the results obtained in meeting the Ministry 
of Health's objectives have been reasonably positive. 

Surveys have been carried out to identify under
served or economically depressed areas and to deter
mine their local community resources (human, ma
terial, and communications). This should permit a 
strategy that will provide essential promotive, 
preventive and curative services to remote areas (in
stead of only a mobile team as originally planned) 
pending the establishment of a more permanent 
health infrastructure by 1990. 

Studies have also been carried out on community 
utilization of the health services, and on the functions 
of various personnel. 
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To upgrade the quality of the services, expand 
their scope, and promote a healthy environment, the 
Ministry of Health has initiated coordination be
tween various government agencies. The aim is 
essentially to ensure that health-related activities are 
not diluted through lack of understanding of their ob
jectives and strategies, nor duplicated with a wasteful 
dissipation of scarce resources. In addition to pro
viding advisory and consultative services, the Minis
try has supported the financial requests made by 
local authorities to other government agencies. 

Effectiveness and impact of the strategy 

Judged by the performance and impact indicators, 
the health status of the population is improving. This 

improvement represents a concerted effort by many 
departments or agencies, and the Ministry of Health 
is not the sole contributor. Measured by the resources 
expended on programmes, the results are positive 
and encouraging. Despite this improvement the 
Ministry will monitor the changing health needs of 
the population resulting from changes in disease pat
terns and the factors conditioning these changes. 

For the past few years, an increase in health costs 
combined with a reduction in the allocation for 
health care has hindered the expansion or improve
ment of services. The Government is looking into 
alternative ways of financing health care and is en
couraging participation of the private sector. Inter
nally, the Ministry of Health is studying the 
possibility of cost containment by improving 
management practices and efficiency. 
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NEW CALEDONIA 

DEVELOPMENT OF HEALTH 
SYSTEMS 

Health polley and strategy 

New Caledonia had a per capita gross national pro
duct in 1982 ofUS$4385. Its population in 1983 was 
145368, of whom 61"10 were living in urban areas. It 
has a land area of 19 060 square kilometres. This 
Territory of the French Republic, lying 700 miles 
east of the Queensland coast of Australia, comprises 
New Caledonia, the largest island in the South Paci
fic aner New Zealand; the Isle of Pines; the Loyalty 
Islands; and the Huon and Surprise Islands. 

The Government of the Territory has endorsed the 
health-for-all policy. It is now allotting the annual 
funds necessary to carry out and perfect this policy. 

The main elements of the strategy adopted are: 

- qualitative and quantitative improvement of 
health care; 

- prevention of communicable disease through 
immunization; and 

- improvement of health status, housing, and the 
environment by way of health education. 

The health system 

Since 1979, primary health care has been carried 
out through the vi giles de <anle. This is a type of 
health worker chosen from the tribal community and 
given appropriate training. Their work is voluntary, 
directed to their own tribe, and primarily concerned 
with sanitation. 

The Medecin General of the Department of Public 
Health is responsible for general administration. 

The school population is under the medical sur
veillance of the School Health Centre in Noumea, 
and of the medical officers in the various districts. A 
leprosy clinic and a tuberculosis clinic are responsi
ble for coordinating control work in these fields. The 
Municipal Sanitation Bureau is responsible for gen
eral sanitation in the town ofNoumea (mosquito con
trol, water surveillance, water treatment, etc.). The 
main work of the Bureau of Health Control is in rela
tion to treatment of sexually transmitted diseases, 
epidemiological surveys of communicable diseases, 
and immunizations required for international travel. 

Managerial process 

Monitoring and evaluation of the health strategies 
are effected by computerized management of statis
tical data, which permits detailed study of morbidity 
based on the annual reports from the various health 
authorities. The activities required, and the relevant 
resources and staff, can be ascertained from the data 
collected. 

Community Involvement 

Health educators of a level corresponding to that of 
nurses arc deployed in the regions. One of them is 
currently receiving advanced training at the Ecole na
tionale de la Sante publique in Rennes (France), on a 
WHO fellowship. 

There is active community participation in relation 
to specific health and sanitation problems, e.g., con
struction oflatrines and outbuildings, monitoring of 
housing sanitation. A vigi/e de sanle in each tribe con
ducts infonnation meetings organized by the Office 
of Health Education. 

MobUization of resources 

About 7.16"10 of the Territory's budget was ear
marked for operational health expenditure in 1983; 
8.440/0 of the budget was allocated to recurrent ex
penditure and capital investment. Some 20.6"10 of the 
health budget was allocated to health units on the 
various islands. 

Health manpower in 1983 consisted of 95 physi
cians and 350 professional nursing/midwifery per
sonnel. Auxiliary personnel are trained at the Ecole 
de Formation des Personnels paramedicaux (Train
ing school for auxiliary health workers). 

Intersectoral cooperation 

Among the other health-related sectors that have 
been significantly involved in health work are the 
statistical, agricultural, veterinary and educational 
services. Top-level intersectoral meetings are held. 

A number of organizations contribute to health
related research, e.g., the Institut Pasteur, the Office 
de Recherche scientifique des Territoires d'Outre
Mer (Research bureau for overseas territories), and 
various laboratories for medicinal plants. Epidemio
logical surveys have also been made by various 
governmental authorities. Ethnological or psycho-
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social research is being undertaken as part of certain 
studies. These investigations permit a better com
prehension both of general health problems and of 
the particular requirements of different regions or 
tribes. 

International cooperation 

There has been cooperation with other countries or 
areas in the training of auxiliary health staff; con
sultations on organization of health services; tech
nical cooperation, e.g., with Australia, French 
Polynesia, Vanuatu, and Wallis and Futuna; and the 
donation of biological material from Fiji. 

HEALTH STATUS 

In 1983, there were 492 cases ofleprosy as against 
505 in 1981 and 491 in 1982; these included 23 new 
cases (as against 29 in 1981 and 22 in 1982). In the 
same year there were 161 new cases of tuberculosis 
(as compared with 128 in 1981 and III in 1982), in
cluding 122 cases of pulmonary tuberculosis (76 in 
1982). In 1984, there were 714 cases of syphilis and 
544 cases of gonococcal infection. Numerous cases of 
malnutrition and dental decay were found, particu
larly among children. 

The infant mortality rate in 1982 was 21.9 per 
1000 live births. Life expectancy at birth was 60.8 
years for males and 66.8 years for females. Approxi
mately 900/0 of newborn infants had a birth weight of 
at least 2500 grams in 1984 (data on weight increase 
in children are not available, but a survey in this area 
is under consideration). 

The main causes of morbidity in 1983 were: acute 
respiratory infections, infectious and parasitic dis
eases, injury and poisoning, diseases of the nervous 
system and sense organs, disorders of the skin/sub
cutaneous tissue, and diseases of the digestive system. 

The main causes of mortality in 1982 (percentage 
of total deaths) were: cardiovascular diseases (260/0), 
injury and poisoning (l40/0l..tumours (130/0), diseases 
of the digestive system (100/0), and respiratory dis
eases (90/0). 

ASSESSMENT OF ACHIEVEMENTS 

Relevance, adequacy and progress of strategy 
implementation 

The health strategy has been fully integrated into 
the Territory's socioeconomic development plan, 
particularly through investment in health infrastruc
ture and staff training. 

The progress of health development can be assess
ed from the following 1983 figures: 

- Almost 1000/0 of the population had access to 
safe drinking-water. 

- 840/. of the population were provided with 
waste disposal facilities. 

- 980/0 of children aged six years were immunized 
against diphtheria, tetanus, pertussis, poliomye
litis, and tuberculosis. 

- 1000/0 of the population had access to first-level 
contact for nursing services. 
Nearly all pregnant women and children under 
one year were monitored in dispensaries. 

Efficiency of strategy implementation 

The strategy has been satisfactory in that the 
population has become more self-reliant as regards 
their own health and the solving of their health prob
lems. This is a subjective conclusion, based on the in
terest shown by the people. It will be several years 
before the results of the strategy can be objectively 
and scientifically assessed. 

Effectiveness and Impact of the strategy 

The improvement in health status and quality of 
life is a result of the population's increased awareness 
of the possibility of achieving health for aU by the 
year 2000 and the realization that any improvement 
in health status will help to further social and 
economic development. 
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NEW ZEALAND 

DEVELOPMENT OF HEALTH 
SYSTEMS 

Health policy and strategy 

New Zealand had a per capita gross national pro
duct in 1984 ofNZ$1O 200, or US$5000_ The 1984 
population was 3 250 SOD, 83_6"70 of whom were living 
in the urban areas_ The country has a land area of 
269 060 square kilometres_ There are three main 
islands - North, South, and Stewart, separated only 
by relatively narrow straits - with adjacent islets and 
the small group of Chatham Islands_ 

The New Zealand Government's health policy is in 
conformity with the health-for-all goal. It has three 
principal objectives: 

- the maintenance and improvement of the health 
of all New Zealanders, thus contributing to an 
improvement in their quality of life; 

- the provision of health services when and where 
needed, at a minimum cost to the patient; 
continuation of reforms in the planning, 
organization and administration of health ser
vices, with special emphasis on greater commu
nity involvement in decision-making. 

To give effect to those objectives (within resource 
constraints), the Government has sought: 

(I) to improve the capacity of the public health ser
vices in relation to areas of particular need; and 

(2) to facilitate access to primary medical services 
(with specific reference to general practitioners' 
services). 

Resource limitations, insufficient coordination in 
different agencies of the public sector (both within 
the health service, and between the health service and 
other welfare agencies), and lack of concern among 
many sections of the population as to the basic causes 
of preventable ill-health (in particular, aspects oflife
style) are the main factors impeding development of 
the national health policies. 

The Government has adopted a strategy built 
around the following points: 

formulation of more explicit objectives for the 
health services, backed by an appropriate 
management plan and a system for review of 
policy and resource allocation; 
integration of the work of public sector health 
agencies and improved coordination among 

public, private and voluntary sectors (through 
the establishment of service development 
groups) within the organizational structure of 
Area Health Boards; 
community involvement through (i) funding 
arrangements, such as the Community Health 
Initiatives Funding Scheme and Maori health 
initiatives; and (ii) "community committees" 
within the area health board structure; 
better access to primary health care (e.g., in
creased subsidies to users and to general practi
tioner services, and publicly funded program
mes for target groups at risk); 

- containment of hospital expansion by limiting 
overall funding, but with emphasis on the inte
gration of community services (e.g., through 
the Area Health Boards). 

The health system 

The principles underlying the New Zealand sys
tem are consistent with the aims of the Declaration of 
Alma-Ata. 

The permanent head of the Department of Health 
is the Director-General of Health. The work of the 
Department's Head Office is coordinated by group
ing its divisions, and those special units that are 
responsible directly to the Head Office, into three 
Bureaux: Medical Services and Drug Control; Public 
Health and Environmental Protection; and Adminis
trative Services. 

The Bureau of Medical Services and Drug Control 
comprises the divisions of hospitals, mental health 
and clinical services. The nursing division, which has 
responsibilities for both curative and public health 
nursing, is located in this Bureau but is also repre
sented in the Bureau of Public Health and Environ
mental Protection. 

The latter comprises the divisions of public health, 
health promotion, and dental health and also four 
special units: the National Health Institute, the Na
tional Radiation Laboratory, the National Audiology 
Centre, and the Health Educ~tion Section. 

The Bureau of Administrative Services has general 
administrative, financial, personnel, and legal limc
tions and contains two special units: the Health Ser
vices Research and Development Unit, and the Na
tional Health Statistics Centre. 

New Zealand is divided into 18 health districts, 
each under a medical officer of health (a medical 
practitioner with special qualifications in public 
health). 
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Managerial process 

Late in 1984, as part of the Government's wider 
initiative to improve efficiency and promote economy 
in the public services, the Department of Health 
began work on a departmental "corporate plan", en
tailing the establishment of divisional objectives for 
the financial year 1985-1986, which would embrace 
all the various suhsectors of the public health service. 
A set of departmental goals will be abstracted from 
these objectives, by means of which areas will be 
selected in which the Department of Health will, as a 
priority, seek to achieve specified results over the 
next few years. The goals will be reviewed annually 
and will provide the managerial adjunct to health 
policy, and systematic resource allocation. 

Service planning guidelines are used as the basis 
for allocating funds to hospital boards (i.e., public 
hospitals) in accordance with a general, population· 
based funding formula. The guidelines are adminis
tered centrally by the Department of Health; their 
purpose is to ensure a fair basis of uniformity in the 
provision of hospital services throughout New Zea
land. 

COlllJllunity involvement 

Community groups are increasingly involved in 
appropriate community-based health initiatives and 
in local health decision-making. For example, three 
Maori community health clinics have recently been 
established in line with the aspirations of particular 
tribal and community groups. They are based on the 
traditional focal point of the Maori community, the 
Marae, and provide a focal point for health promo· 
tional programmes that incorporate a Maori perspec
tive of health and traditional healing practices. One 
of these Marae-based health clinics has initiated a 
training programme, selecting three local women to 
become community health workers; the programme 
incorporates Maori cultural values, beliefs, and 
knowledge of prevention. 

It is envisaged that in the foreseeable future com· 
munity health workers will play an important role in 
complementing the skills of health professionals and 
ensuring that local health services meet local needs. 

Mobilization of resources 

Approximately 74% of public health expenditure 
goes to the funding of hospitals, including subsidies 
to private hospitals; a further 190/0 is directed into 

primary medical benefits; and around 7% is channel
led into community health programmes (in particular 
the subsidizing of clean water supply and sewage dis
posal systems by local authorities) and administra
tion. 

Expenditure on public health in the 1984/1985 
financial year was estimated at around 5.1 % of gross 
national product. No up-to·date figures are available 
for private health expenditure. However, it is esti
mated on the basis of past data that the total expen
diture was around 6.3%-6.5% of gross national pro· 
duct. These figures show a slight decrease on those of 
the late 1970s and early 1980s, and a return to the 
levels of the mid-1970s. Expenditure on health ser· 
vices declined as a proportion of overall government 
expenditure, reflecting in particular increased debt
servicing, and payment of income supplements to the 
elderly. Direct government spending on the health 
services was 12.46% of overall gross government ex
penditure in 1984/1985. 

Because the amount spent by hospital boards on 
community health services is not separately recorded, 
it is not possible to state with any precision what 
percentage of national health expenditure is devoted 
to primary health care. It is estimated, however, that 
it could be around 27%·28% of public health expen
diture (the largest component being primary medical 
service subsidies). This amount would translate into 
about 25%-26% of national health expenditure. 

In the late 1970s, a series of manpower planning 
workshops was held in New Zealand for physicians, 
nurses, dentists and health administrators, to enable 
each group to make its contribution. By now, most 
health disciplines in the country have manpower in
formation systems, as well as processes for manpower 
planning and development. 

A Health Workforce Coordinating Group has been 
set up within the Department of Health. The aim is 
to coordinate not only planning, but also all policy 
relating to the education of health professionals. The 
existing advisory network will be developed to pro
vide information support. 

There are moves to establish a national manpower 
development pool to fund priority initiatives; such 
funding is intended to be flexible. There are also 
moves to establish better coordination between the 
key elements, i.e., the various occupational groups, 
employees (e.g., of hospital boards), the Department 
of Education and the University Grants Committee, 
technical institutes and universities, and the Depart
ment of Health itself. 
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Intersectoral cooperation 

Strong intersectoral links have been established 
through formal interdepartmental working comlnit
tees, e.g., with the Departments of Social Welfare, 
Labour, Education, Works and Development, and 
with the Accident Compensation Corporation. There 
is regular daily interaction between officers of these 
departments. The structure of cabinet committees 
ensures coordination at ministerial level. 

Within the public health area, close liaison is main
tained with organizations such as the Private Hospi
tals Association, the Hospital Boards Association, the 
Standards Association of New Zealand, the Building 
Research Association of New Zealand, local authori
ties, and numerous voluntary organizations - religi
ous, welfare and private. 

International cooperation 

The bulk of New Zealand's assistance to develop
ing countries is concentrated in the South Pacific. In 
1984-1985, the Ministry of Foreign Affairs reported 
that expenditure in the previous year on bilateral and 
regional assistance programmes in the South Pacific 
(including grants and subsidies for shipping services) 
had amounted to about US$26 million. 

This assistance comprises direct capital grants for 
such projects as the construction or refurbishing of 
clinics in the outer islands of Tuvalu; the provision 
of equipment, e.g., for medical laboratory work, to 
Kiribati; X-ray equipment for Samoa; and such ser
vices as teaching visits of medical specialists and 
paramedical personnel, the treatment in New Zea
land of patients whose conditions cannot be treated 
in their home country, and the training in New 
Zealand of health personnel. 

HEALTH STATUS 

The nutritional status of children is adequate. The 
1982 figures indicate that 94%-98% of newborn in
fants had a birth weight of more than 2500 grams. 

At least 90% of children under 5 years have a 
weight-for-age that corresponds to the reference 
values given in the indicators for monitoring progress 

towards health for all.' The infant mortality rate is 
12.54 per 1000 live births. Life expectancy at birth in 
1983 was 70.81 years for males and 76.92 years for 
females. 

The main diseases affecting the population are 
related to heart disease and cancer. The five major 
causes of public hospital admissions, in terms of 
number of cases, are: complications of pregnancy, 
childbirth and the puerperium (70 818), respiratory 
diseases (20 088), malignant neoplasms (24 437), 
arthritic diseases (15 393), and ischaemic heart 
disease (13 221). 

The leading causes of death are (number of deaths): 
ischaemic heart disease (730 I), malignant neoplasms 
(5724), cerebrovascular disease (2806), respiratory 
diseases (2602), pneumonia and influenza (1090). 

ASSESSMENT OF ACHIEVEMENTS 

Relevance, adequacy and progress of strategy 
implementation 

At central government level, there is a regular (an
nual) review of health service programmes in the con
text of the Government's general review of expendi
ture. Existing programmes are examined selectively 
as to their continued relevance and are assessed in 
relation to claims for additional resources for new 
programmes. 

The Department of Health, the central control 
agency for public health policy and expenditure, is in 
process of making an "economy and efficiency" 
review, which entails the drawing-up of management 
objectives and the establishing of programme priori
ties. 

Primary health care is freely available. The status 
of health development can be assessed from the fol
lowing: 

Safe drinking-water in the home is provided to 
1000/0 of the population in urban areas (i.e., 
communities of over 500 people) by the local 
authority. In communities ofless than 500, and 

1 World Health Organization. Development of indicators 
for monitoring progress towards healch for all by the year 
2000. Geneva, 1981 ("Health for All" Series, No.4), pp 
83-91. 
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in isolated areas, the source of drinking-water 
varies and in some cases may be provided from 
boreholes. 

According to a 1978 survey, hygienic waste 
disposal is available to 88% of homes, which are 
sewered. The remainder have their own devices, 
such as septic tanks, which are generally 
satisfactory. 
According to 1983 figures, 73.680/0 of infants 
under I year were immunized against diph
theria, tetanus and pertussis (3 doses each). In
fants are immunized a"gainst measles at between 
12 and 15 months (in 1983,71.33% of children 
in this age group were immunized). A total of 
71. 9% of infants were immunized against polio
myelitis. Inoculations against tuberculosis are 
given only to the very small proportion of the 
population considered to be at risk - mainly 
Polynesian infants. Pregnant women are not 
specifically immunized against tetanus, since 
neonatal tetanus is not a health problem. 
First-level contact for treatment of common 
diseases and injuries, including access to at least 
20 essential drugs, is readily available to all. In 
some more remote areas of the country, practi
tioners are employed on a salary basis by the 
Department of Health to meet the needs of 
isolated communities. 
A free prenatal service is available to all preg
nant women through general practitioners. 
Over 99% of women are attended at birth by 
trained personnel (at least a midwife, but a doc
tor is also required to be present). 

A service is also available for the care of all children 
up to I year of age through the Plunket Society (a 
voluntary agency) and public health nurses. 

Efficiency of strategy implementation 

Results so far obtained in implementing a national 
health-for-all strategy have been positive. Increased 
resources have been given to primary health care 
through a number of different mechanisms and 
through new, targeted, programmes. 

In February 1985, general practitioners were given 
the option of joining a new scheme, under which the 
general medical services benefit is substantially in
creased if the medical services are provided for 
children under 16 years. In September 1985, an 

agreement was reached with the New Zealand Medi
cal Association whereby this benefit was increased in 
the case of all child consultations. 

Additional resources for primary health care come 
from the "at risk" programme. This programme will 
increase the number of public health nurses, health 
assistants, and health inspectors (including visionl 
hearing tests) employed by the Department of 
Health. It will considerably boost the strength of the 
public health section of the Department of Health. 

The main constraint on the amount of resources 
that can be devoted to primary health care is the in
creased demand for hospital services to meet the 
needs of an aging population. It has been estimated 
that per capita hospital expenditure for the 15-64 age 
group is twice that of the younger age group, and for 
the elderly almost nine times as much. 

Effectiveness and impact of the strategy 

In general, community satisfaction is linked to the 
level of financial support provided by the central 
Government. The challenge for the latter is to re
main responsive to changing concerns while main
taining the integrity of health service objectives and 
ensuring the cost-effectiveness of the programmes 
undertaken. 

Heightened awareness of health issues - illus
trated by the greater number of small community
based organizations that have been set up in recent 
years - is a positive development that should pro
vide a consumer counterbalance to the pre-eminent 
position of professional groups. A number of new 
programmes reflect the Government's willingness to 
respond to community initiatives. The main difficul
ty, however, is in ensuring that the various initiatives 
effectively complement the Government's overall 
health and welfare objectives. 

Despite low rates of economic growth and con
strained net disposable incomes (which decreased, in 
real terms, between 1981-1982 and 1983-1984), the 
health status of the population is generally good: the 
standardized mortality ratio, for instance, is at its 
lowest historical point. But the emergence of new 
sources of social stress (e.g., structural unemploy
ment) has meant a shift in focus from an exclusive 
concern with episodic health service interventions 
towards a more widespread acceptance of the holistic 
approach to health. 
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NIUE 

DEVELOPMENT OF HEALTH 
SYSTEMS 

Health policy and strategy 
The island of Niue has a land area of 260 square 

kilometres and is composed of fourteen villages. Its 
population in 1982 was 3000,20.70/0 of whom were 
living in urban areas. 

National policy is to provide total medical and den
tal care for the people of Niue. The health compo
nent of the current national plan specifies the health 
sector's objectives as being: 

- to achieve as effective a programme of free 
preventive and rehabilitative health care as the 
community will accept and the Government can 
afford; 

- to control the cost of the health services; 
- to achieve a hospital service offering all rea-

sonable care to inpatients and outpatients. 

The health system 

Preventive medicine, curative medicine, obstetrics, 
maternal and child health, school health and dental 
health services are integrated and are provided by the 
Health Department. At its head is a Director of 
Health, responsible to the Minister for Health in 
matters of policy, and to the Secretary to the Govern
ment in matters of organization, delivery of health 
services, and staff establishment. 

The Preventive Medicine services deal with en
vironmental sanitation, monitoring of drinking
water, refuse disposal, quarantine measures, vector 
control, infectious diseases control, maternal and 
child health and the immunization programme, 
school health and health education. There are two 
main sections - Public Health, and Child Welfare 
and Maternal Health - whose heads are directly 
responsible to the Director of Health. 

The Public Health Section is headed by a public 
health inspector, with his two assistants. Their duties 
include control of environmental sanitation, organiz
ing of regular village inspections, monitoring of 
drinking-water safety, excreta disposal, vector qm
Irol, rubbish disposal, port and airport health, meat 
and food inspection, inspection of food-manufacrur
ing premises and annual medical check-up of all food 

handlers employed in food manufacturing or retail 
trade. 

The Child Welfare and Maternal Health Section is 
run by a New Zealand-trained nurse, assisted by a 
local trained nurse aide. All newborns and mothers 
are seen once a week for the first five weeks after the 
birth and once a month thereafter. 

Managerial process 

Health planning proposals are submitted by the 
Department of Health to the Central Department of 
Economic Development, which coordinates the plan. 
ning proposals of all government departments to 
form a national plan. There is no planning office in 
the Department of Health. 

Community involvement 

The Health Department's policy has for some time 
been to emphasize a community-based programme, 
under which communities have accepted an increas
ing share of the responsibility for solving their health 
problems and creating a more healthy environment. 
The following specific objectives have been set: 

- to develop a cadre of medical and dental person
nel at full practitioner level, each with a speciali
ty relevant to the needs of the community; 

- to ensure that there are adequate numbers of 
paramedical and nursing staff with basic train· 
ing; 

- to carry out a continuous postgraduate training 
programme to ensure the competency, efficien
cy, and up-to-date knowledge of all staff; 

- to upgrade the administrative ability of the 
heads of services and improve channels of com
munication and supervision; 

- to regulate and improve the human environ
ment; 

- to promote a wide understanding of preventive 
health measures. 

Mobllizadon of resources 

In 1977-1978, the health budget was NZ$402 428 
and per capita expenditure on health was NZ$lOO.6. 

Health manpower in 1980 consisted of 2 doctors 
and 23 professional nurses/midwives. 
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Intersectoral cooperation 

There is close cooperation between government 
departments. In particular the Health Department 
collaborates with the Public Works Department in 
the provision of safe water supplies; and with the 
Community Education Unit of the Education De· 
partment and the Department of Agriculture, 
Forestry and Fisheries in the area of food and nutri
tion. 

Preventive work, vector control, sanitation and 
water supplies are also integrated in the activities of 
local village councils. 

International cooperation 

Niue receives assistance from WHO, UNDP, and 
New Zealand for the following projects/activities: 
village sanitation, health manpower development, 
and purchase of hospital equipment (e.g., X-ray, den· 
tal). 

HEALTH STATUS 

The general health situation had returned to nor
mal by 1985, following the effects of a devastating 
cyclone and a dengue epidemic in 1980. 

The level of housing is good, and electricity and 
running water are available to most homes on the 
island. Health services are basically centred on the 
hospital and on facilities at government headquar· 
ters. In addition a number of services - covering en
vironmental health, dental health, maternal and child 
health, and other fields - are routinely provided to 

each of the 14 villages by mobile teams. 

In 1979 there was an increase in influenza cases, 
the total number reported being 1163. Blood serum 
samples were sent to the Welleome virus laboratory 
in Suva, where the virus was identified as that of 
Russian influenza. There were 3 deaths from the dis
ease in the over-70 age group. 

Four cases of gonococcal urethritis were reported 
in September 1979 and 2 in December. The source 
on both occasions was in visitors from overseas; all 
contacts were treated. Four cases of mumps were re
ported in April 1979, the original case again being an 
overseas visitor. There were 249 cases of gastro
enteritis, the highest incidence being in the warm 
months, January-April and November·December. 

As at 1978 the island was free from scabies infec· 
tion. Ascaris is the commonest intestinal parasite 
found in young children; 147 cases were reported. 

There were 7 new cases of diabetes mellitus in 
1979, and a request has been made to the South Paci· 
fic Commission for a diabetic survey in Niue. Infec
tious hepatitis for some reason is not very common: 
only 2 clinical cases were reported in 1979. 

The leading causes of morbidity from infectious 
diseases in 1980, in terms of number of cases, were: 
influenza (880), intestinal parasitism, unspecified 
(95), measles (21), streptococcal sore throat and SCar
latina (14), chickenpox (II), gonococcal infection (8), 
viral hepatitis (3), bacterial food poisoning (2), and 
single cases of leprosy, meningococcal infection, 
meningitis due to enterovirus, and filarial infection 
and dracontiasis. 

The leading causes of mortality in 1979 were (num· 
ber of deaths): pneumonia (4), Russian influenza (3), 
cerebrovascular diseases (2), accidents - drowning 
(2), and single deaths from gastroenteritis, malignant 
neoplasm, heart failure, bronchitis, asthma, and 
asphyxia. 

ASSESSMENT OF ACHIEVEMENTS 

Relevance, adequacy and progre81 of strategy 
Implementation 

Progress in health development can be assessed 
from the following 1982 figures: 

- The percentage of infants under one year of age 
fully immunized against diphtheria, pertussis 
and tetanus was 7.5% and against poliomyelitis 
79.1 %. The entire population has been immun
ized against tuberculosis. 
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PAPUA NEW GUINEA 

DEVELOPMENT OF HEALTH 
SYSTEMS 

Health policy and strategy 

Papua New Guinea in 1984 had a per capita gross 
national product of kina 538 (US$538). The esti
mated population was 3 228 000, approximately 20"10 
of whom were living in urban communities. There 
are 10 562 villages, in which 87% of the total popula
tion live. The country consists of the eastern part of 
the island of New Guinea and hundreds of adjacent 
islands, including New Britain, New Ireland, and 
Bougainville. There are 20 provinces and 4 regions 
(Southern Coastal, Highlands, Northern Coastal, and 
Islands). The land area is 462 840 square kilometres. 

"Health for all" was endorsed by the national De
partment of Health in 1980. 

The policies of the health sector are expressed in 
five guiding principles, which are used to provide 
direction for all activities of the Department and are 
clearly in line with the collectively defined policies of 
health for all: 

Appropriate health care should be provided to 
all people as close to their homes as possible. 
The standard of health services should be at a 
level appropriate to community and national de
velopment. 
Since no society can afford the health resources 
that meet all the needs, demands, or desires of 
the community, such resources must be concen
trated where they produce maximum benefit. 
Health services must be delivered in such a way 
that they are as fully integrated as possible, both 
within themselves and with other services. 

- Health services receive the best reception when 
individuals and communities are involved in the 
decisions as to their quality and delivery. 

The strategies of the Department of Health are an 
expression of these guiding principles. A major 
health review carried out during the latter part of 
1984 with a view to a revised medium-term pro
gramme concluded that the present health system 
provides an excellent basis from which to plan im
provements and meet future challenges. The guide
lines for the health services in Papua New Guinea, 
adopted by the national Health Planning Committee, 
can be summarized as follows: Health services should 

be equitable, appropriate, efficient, appreciated, and 
accountable. 

The health system 

In 1978 administrative responsibility and partial 
financial responsibility for most health activities were 
given to the provinces, and in 1983 financial respon
sibility was further thus decentralized. 

At the time of this decentralization, the functions 
of the Department of Health were revised. They now 
comprise: 

(I) responsibility for all hospitals, and all medical, 
dental, nursing, prevention, and disease control 
services; 

(2) initiation, formulation and administration of 
national health legislation and policies; 

(3) maintenance and monitoring of standards of 
health services through the country; 

(4) provision of pharmaceutical services; 
(5) provision of mental health, radiotherapy and 

specialist medical services; 
(6) provision of medical training; 
(7) provision of services to the Medical Board, the 

Nursing Council, the Flouridation Committee, 
and any standing or ad hoc body related to the 
Department's functions. 

The Department of Health is now divided into 3 
major divisions, each headed by a first assistant 
secretary. They are: Primary Health Services, Sec
ondary Health Services, and Administration. 

Managerial process 

Remarkable progress has been made in decentrali
zation since Independence. The introduction of prov
incial government, though in some cases compli
cating management, has meant that decisions can now 
be made closer to the point of implementation, thus 
permitting a more responsive and accountable man
agement system. It will also allow for some variation 
in the management systems used in different prov
inces. 

A national Health Planning Committee is the focal 
point for planning and monitoring progress towards 
health for all. Reorganization of the Department of 
Health, with the decentralization of operations to the 
provinces, has strengthened the managerial aspects of 
health care delivery. The managerial processes are 
also reinforced by the sectional committees that have 
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been established, and by the strengthening of the 
management capabilities of all health workers. 

Community involvement 

The primary health care approach is based on in
volvement of individuals and communities at all 
levels, and most encouraging results have been ob
tained in certain projects. The stages of primary 
health care in Papua New Guinea are as follows: 

(1) Assistance is provided for communities to 
establish village development committees. 

(2) Through them, the priority issues of the com
munity are identified and solutions are pre
pared. 

(3) Village projects are then identified to address 
those issues, and indude control and manage
ment by the community. 

Among the key measures for assuring communiry 
involvement is its promotion by the Department of 
Health through national, provincial, and district 
workshops. Every opportunity is taken by the De
partment to involve as many services and develop
ment committees as is practical. 

The main obstacles are resistance to change, and 
the traditional reliance on the Government for pro
viding most new knowledge and resources. These 
obstacles are being overcome primarily by way of 
more skilled staff, continuity of approach and of the 
Department's involvement, and publicizing of the 
successes that are achieved. 

MobUhadon of resources 

The IOtal estimated government health budget in 
1984 was kina 74 047 000, representing 9.4% ofthe 
national budget. This does not indude kina 4 946 
900 for hospital maintenance and new buildings. An 
estimated annual per capita average of kina 24.45 is 
thus spent on health. Health expenditure has in 
general been increasing faster than gross domestic 
product and in 1984 was estimated to be 4.1 % of 
GDP. A total of 46.7% of national health expendi
ture is devoted 10 primary health services. 

The bulk of the funds for health care is provided 
by public [mancing. All requests for assistance from 
the various sectors are assessed by the National Plan
ning Office as to whether they fit into government 
priorities. The health sector has received US$12 
million from the Asian Development Bank for rural 
health services development and a second loan of $15 

million has been negotiated. Other agencies provid
ing technical and financial support to the health sec
tor include WHO, UNFPA, USAID, and the Aus
tralian Development Assistance Bureau. 

With regard to health manpower, in 1984 there 
were 283 doctors, 336 medical assistants, 2520 pro
fessional nursing/midwifery personnel, 2019 nurse 
aides, and 2168 aid post orderlies. 

Papua New Guinea has accepted the principle of 
employing, for any given task, the least trained health 
worker who can adequately perform it. Over the past 
ten years there has been a drift towards employing 
more highly qualified persons for such tasks, but the 
Department of Health is determined to reverse that 
trend over the next five years. 

Intersectoral cooperation 

The health resources of Papua New Guinea come 
from a number of agencies - principally government 
sectors and the churches. The health services have 
benefited from the different approaches to health care 
taken by the various agencies. The advent of provin
cial government makes for even greater diversity. 

Church health services provide an estimated 250/, 
of primary health care, especially in rural areas. Some 
provinces have introduced contracts, or letters of 
agreement with churches which outline the health 
services to be provided by the church agency and the 
subsidy to come from the Government; the services 
provided by the church agency must however be in 
consonance with the Government's objectives and 
must be integrated into the country's health system. 

International cooperation 

Papua New Guinea traditionally has very strong 
links with Australia and has received much assistance 
from that country. As a member of the Common
wealth, it receives assistance from that source and 
from other Commonwealth countries. Some assist
ance has also been given by the European Economic 
Community. That received from the United States of 
America is increasing. 

Volunteer organizations from Australia, Japan, 
Canada, the United Kingdom, and the United States 
assist with staffing. 

There is also cooperation among the Pacific island 
countries. Papua New Guinea is at present assisting 
Vanuatu in connection with its medical supplies. 

100 WESTERN PACIFIC REGION 

been established, and by the strengthening of the 
management capabilities of all health workers. 

Community involvement 

The primary health care approach is based on in
volvement of individuals and communities at all 
levels, and most encouraging results have been ob
tained in certain projects. The stages of primary 
health care in Papua New Guinea are as follows: 

(1) Assistance is provided for communities to 
establish village development committees. 

(2) Through them, the priority issues of the com
munity are identified and solutions are pre
pared. 

(3) Village projects are then identified to address 
those issues, and indude control and manage
ment by the community. 

Among the key measures for assuring communiry 
involvement is its promotion by the Department of 
Health through national, provincial, and district 
workshops. Every opportunity is taken by the De
partment to involve as many services and develop
ment committees as is practical. 

The main obstacles are resistance to change, and 
the traditional reliance on the Government for pro
viding most new knowledge and resources. These 
obstacles are being overcome primarily by way of 
more skilled staff, continuity of approach and of the 
Department's involvement, and publicizing of the 
successes that are achieved. 

MobUhadon of resources 

The IOtal estimated government health budget in 
1984 was kina 74 047 000, representing 9.4% ofthe 
national budget. This does not indude kina 4 946 
900 for hospital maintenance and new buildings. An 
estimated annual per capita average of kina 24.45 is 
thus spent on health. Health expenditure has in 
general been increasing faster than gross domestic 
product and in 1984 was estimated to be 4.1 % of 
GDP. A total of 46.7% of national health expendi
ture is devoted 10 primary health services. 

The bulk of the funds for health care is provided 
by public [mancing. All requests for assistance from 
the various sectors are assessed by the National Plan
ning Office as to whether they fit into government 
priorities. The health sector has received US$12 
million from the Asian Development Bank for rural 
health services development and a second loan of $15 

million has been negotiated. Other agencies provid
ing technical and financial support to the health sec
tor include WHO, UNFPA, USAID, and the Aus
tralian Development Assistance Bureau. 

With regard to health manpower, in 1984 there 
were 283 doctors, 336 medical assistants, 2520 pro
fessional nursing/midwifery personnel, 2019 nurse 
aides, and 2168 aid post orderlies. 

Papua New Guinea has accepted the principle of 
employing, for any given task, the least trained health 
worker who can adequately perform it. Over the past 
ten years there has been a drift towards employing 
more highly qualified persons for such tasks, but the 
Department of Health is determined to reverse that 
trend over the next five years. 

Intersectoral cooperation 

The health resources of Papua New Guinea come 
from a number of agencies - principally government 
sectors and the churches. The health services have 
benefited from the different approaches to health care 
taken by the various agencies. The advent of provin
cial government makes for even greater diversity. 

Church health services provide an estimated 250/, 
of primary health care, especially in rural areas. Some 
provinces have introduced contracts, or letters of 
agreement with churches which outline the health 
services to be provided by the church agency and the 
subsidy to come from the Government; the services 
provided by the church agency must however be in 
consonance with the Government's objectives and 
must be integrated into the country's health system. 

International cooperation 

Papua New Guinea traditionally has very strong 
links with Australia and has received much assistance 
from that country. As a member of the Common
wealth, it receives assistance from that source and 
from other Commonwealth countries. Some assist
ance has also been given by the European Economic 
Community. That received from the United States of 
America is increasing. 

Volunteer organizations from Australia, Japan, 
Canada, the United Kingdom, and the United States 
assist with staffing. 

There is also cooperation among the Pacific island 
countries. Papua New Guinea is at present assisting 
Vanuatu in connection with its medical supplies. 



PAPUA NEW GUINEA 101 

HEALTH STATUS 

The last census, in 1980, showed the infant mor
tality rate as 72 per 1000 live births, life expectancy 
as 49.6 years, and the crude death rate as 13.2 per 
1000 population. 

It is not possible to assess the reduction of health 
problems and improvement of health status for the 
specific period 1980-1985, owing to insufficient in
formation. The indications are that the health situa
tion has remained more or less the same during that 
period. Improvements were primarily in the health 
status of mothers and children, thanks to the expand
ed coverage of perinatal care for women; a reduction 
of morbidity from immunizable diseases in children, 
since a higher proportion of children are now pro
tected; and a reduction of mortality from diarrhoeal 
diseases and malaria as a result of oral rehydration 
therapy and an efficient referral system. 

The malaria situation has remained fairly stable in 
the past five years, about 120 000 microscopically 
conflfmed cases being reported annually. 

The ten leading causes of morbidity in hospital 
patients in 1983, in terms of number of cases, were: 
influenza (68 917), diarrhoeal diseases (50 186), 
gonorrhoea (17 085), measles (10 023), syphilis 
(5900), pertussis (2656), pigbel (464), tetanus (39), 
and poliomyelitis (8). 

The ten leading causes of mortality in 1983 were 
(number of deaths): pneumonia (1292), malaria (421), 
certain conditions originating in the perinatal period 
(402), tuberculosis (299), meningitis (271), ill-defined 
intestinal infections (222), diseases of pulmonary cir
culation and health diseases (178), septicaemia (155), 
anaemia (132), ill-defined conditions, i.e., bronchitis, 
chronic and unspecified emphysema, and asthma 
(99). Registered institutional deaths represent nearly 
12'1'0 of total estimated deaths in the country. 

The health problems - ranked in order of priority 
by taking into account morbidity, mortality, prevent· 
ability, and social and economic loss - are (I) respi
ratory diseases, including pertussis, (2) malaria, 
(3) gastro-intestinal diseases, (4) malnutrition, (5) tu
berculosis, (6) accidents and injuries, (7) pregnancy 
and its complications, (8) leprosy, (9) skin conditions, 
(10) sexually transmitted diseases, (II) psychosocial 
disorders, (12) dental diseases, (13) neoplastic and 
degenerative diseases. 

ASSESSMENT OF ACHIEVEMENTS 

Relevance, adequacy and progress of strategy 
implementation 

The Government has instituted a new national 
planning and management process, which includes 
procedures for the periodic review of all sector 
policies, strategies and implementation plans. The 
Department of Health has established procedures for 
reviewing and evaluating its health-for-all strategy to 
fit in with the requirements of the national planning 
and management process. 

The national and provincial health departments 
evaluate progress in implementation of health plans 
twice a year. The National Executive Council 
assesses the progress of all departments on an annual 
basis. 

An assessment of the progress and status of health 
services development was made in 1983. Its findings 
in terms of coverage were as follows: 

30% of the villages had some level of primary 
health care. 
Safe water was available to about 10% of the 
rural population, and to 54.7% of the urban 
population. 
3.4% of the rural and 50.9% of the urban 
population had adequate sanitary facilities. 

- About 27.6% of children under I year had been 
fully immunized against diphtheria/pertus
sis/tetanus, 27.4% against poliomyelitis, and 
58.7 against tuberculosis. 

- For 96% of the total population local health 
care was available (within two hours' walk or 
travel) from the aid post or health centre. 
In 1981, 17.6% of children aged 1-5 were seen 
by trained health personnel in maternal and 
child health clinics. 
54.2% of pregnant women were examined, and 
33.5% of births attended, by trained personnel 
in health facilities. 

Efficiency of strategy implementation 

The results obtained so far are positive in relation 
to the efforts expended. Although morbidity and 
mortality patterns have not changed substantially, 
improvements have been noted in certain indicators, 
e.g., infant mortality, population coverage by pri
mary health services, and access to health care. These 
results have been achieved with only a limited 
growth in fmancial and manpower resources. 
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The main factors making for efficiency in imple
mentation were the integration of special program
mes into the general health services; the decentraliza
tion of responsibilities to the provinces; better use of 
health manpower at district and aid post level; im
provement in immunization and communicable dis
ease programmes, achieved by training, management 
and organizational changes; reorientation of malaria 
control activities; improvement of the referral system; 
and changes in budgeting procedures. 

The main shortcoming is still the unsatisfactory 
level of efficiency at the periphery. Changes in staff
ing and improvements in logistics, transport and 
supervision (including bold innovative manpower in
itiatives) will be introduced. Another shortcoming is 
the insufficient involvement of the community; in 
this respect the further development of primary 
health care, through community participation and 
education, is the most important measure to be 
undertaken. Strengthening of the district-level health 
functions and further decentralization from provin
cial to district level are other measures envisaged to 
improve efficiency. 

Effectiveness and Impact of the 8trategy 

Papua New Guinea is one of the few countries 
where the health services can be shown to have made 
a dramatic impact (in the absence of social and 

economic change, the impact on rural mortality is 
due to the health services alone). This can be attri
buted to the nature of the health services, the con
ditions of the country, the pattern of disease in rural 
communities, and the effectiveness of available tech
niques. Malaria has responded to chemotherapy, and 
partially to insecticides. Pneumonia has responded to 
penicillin, and tuberculosis to chemotherapy and 
probably BCG. Widespread immunization against 
diphtheria, tetanus and pertussis has prevented many 
deaths in infants and small children. 

An improvement in nutritional status is also ap
parent, particularly in its effect on children's health. 
The extent of the improvement can be seen in the 
decline in the infant mortality rate, estimated to have 
been 200 per 1000 live births in rural areas in 1960, 
and which was 72 per 1000 live births in 1981. This 
has been accompanied by a decline in general mor
bidity. 

The use of appropriate technology to combat the 
main health problems in the country will be further 
developed and research will be continued. The stra
tegy has laid down the main lines for allocation of 
resources, namely: the proportion of financial re
sources for primary health services to be maintained 
at more than 50% of government health expenditure, 
mechanisms to be developed for reallocating re
sources to less developed areas, and additional 
resources to be mobilized through community in
volvement in primary health care. 
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PHILIPPINES 

DEVELOPMENT OF HEALTH 
SYSTEMS 

Health polley and strategy 

The Philippines had a per capita gross national 
product, as of May 1985, ofPlO 072, or US$542. It 
had a total population of 53 185800 in 1984,390/0 of 
whom were living in the urban areas. It has a land 
area of 300 000 square kilometres. The Philippine ar
chipelago is composed of7100 islands and islets. The 
country is often considered as divided into three 
regions - Luzon and attendant islands; the Visayas; 
and Mindanao, including the Sulus. Under such a 
regional division, 370/0 of the land area is in Luzon, 
290/0 in the Visayas, and 340/0 in Mindanao. 

The health-for-all concept has received endorse
ment at the highest official level through the follow
ing: 

- the Constitution of the Philippines, which pro
vides for the right of citizens to social services, 
including health; 

- the adoption of the primary health care concept 
by the Social Development Council of the Na
tional Economic and Development Authority, 
for which a master plan on primary health care 
was prepared; 
the official adoption by the Government of 
primary health care as the approach in provid
ing for the basic health needs of the community; 
this gave the Ministry of Health the mandate to 
design, develop and implement programmes 
which focus on health development at commu
nity level. 

The strategies of the Ministry of Health are based 
on the national health policies. Measured by the set 
of indicators for levels of primary health care imple
mentation, most of the barangays (the smallest ad
ministrative units) are already at the third level ofim
plementation. However, certain areas require 
strengthening, e.g., the involvement of community 
groups or organizations in implementation; the 
linkages with other governmental and nongovern
mental agencies; the logistic system; and the 
availability to the community of the essential drugs. 

The health system 

The health system encompasses the entire popula
tion and is composed of a public and a private subsec
tor. The former, composed largely of the health facil
ities under the Ministry of Health, maintains a 
nationwide network of rural health units and hospi
tals. Some 9000 midwife staff of the rural health 
units are deployed in the barangays, with a catchment 
area of 5000 population per midwife; some 380 000 
barangay health volunteers have been trained to assist 
them. 

Other governmental or nongovernmental agencies 
contribute to health development by way of interrela
ted activities. Private hospitals and clinics are widely 
distributed, but with a concentration in urban areas, 
providing medical care to a significant segment of the 
population on a fee-for-service basis. 

Primary health care is delivered at the point of first 
contact between the individual and the health system 
through volunteer health workers, barangay health 
station midwives, and outpatient services of rura1 
health units. The second level, when more skill and 
specialized care are necessary, is provided by the 
district and provincial hospitals on an inpatient and 
outpatient basis. The third level (specia1ized care by 
highly trained staff utilizing specialized equipment) 
is provided by special hospitals, medical centres, and 
regional training hospitals. 

The Central Office, under the direction of the 
Minister of Health, coordinates the whole and pro
vides planning and management expertise, central 
laboratories, and logistic and financial support. 
Primary health care has been introduced in 980/0 of 
the barangays. Among the obstacles impeding the ad
justment of the existing system are the peace and 
order issue; the rate of inflation; the high cost of 
drugs and medical equipment; and shortage of man
power, especially physicians, in remote areas. 
Measures taken to overcome these constraints in
clude the mobilization and training of volunteer 
health workers; the use of herbal medicines and the 
establishment of herbal processing plants (initially in 
three places) to supply the remedies for common ail
ments; and salary increases for physicians. 

Managerial process 

The managerial process and mechanisms set up to 
implement and update the primary health care stra
tegy include: 

- workshops on planning, budgeting, monitoring 
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regions - Luzon and attendant islands; the Visayas; 
and Mindanao, including the Sulus. Under such a 
regional division, 370/0 of the land area is in Luzon, 
290/0 in the Visayas, and 340/0 in Mindanao. 
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ing: 
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the official adoption by the Government of 
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design, develop and implement programmes 
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nity level. 
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mentation, most of the barangays (the smallest ad
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plementation. However, certain areas require 
strengthening, e.g., the involvement of community 
groups or organizations in implementation; the 
linkages with other governmental and nongovern
mental agencies; the logistic system; and the 
availability to the community of the essential drugs. 

The health system 

The health system encompasses the entire popula
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nationwide network of rural health units and hospi
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barangay health volunteers have been trained to assist 
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distributed, but with a concentration in urban areas, 
providing medical care to a significant segment of the 
population on a fee-for-service basis. 

Primary health care is delivered at the point of first 
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through volunteer health workers, barangay health 
station midwives, and outpatient services of rura1 
health units. The second level, when more skill and 
specialized care are necessary, is provided by the 
district and provincial hospitals on an inpatient and 
outpatient basis. The third level (specia1ized care by 
highly trained staff utilizing specialized equipment) 
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The Central Office, under the direction of the 
Minister of Health, coordinates the whole and pro
vides planning and management expertise, central 
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Primary health care has been introduced in 980/0 of 
the barangays. Among the obstacles impeding the ad
justment of the existing system are the peace and 
order issue; the rate of inflation; the high cost of 
drugs and medical equipment; and shortage of man
power, especially physicians, in remote areas. 
Measures taken to overcome these constraints in
clude the mobilization and training of volunteer 
health workers; the use of herbal medicines and the 
establishment of herbal processing plants (initially in 
three places) to supply the remedies for common ail
ments; and salary increases for physicians. 

Managerial process 

The managerial process and mechanisms set up to 
implement and update the primary health care stra
tegy include: 

- workshops on planning, budgeting, monitoring 
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and evaluation; 
realignment of administration; 
synchronization of planning and budgeting; 
health services and biomedical research to pro
vide information for decision-makers on opera
tional and development problems; 
strengthening of manpower capability; 
extension of coverage; 
mixed methods of procurement for drugs and 
medical supplies; 
delivery of services, including referral, through 
the hcatchment" concept; 
programme linkages between governmental and 
nongovernmental activities at all levels. 

One of the obstacles to the process is the negative 
attitude of some programme managers/health officers 
to integration and reorganization. It may be neces
sary to reorient health personnel, emphasizing the 
need to adapt to change and to redirect programmes 
so that they respond more fully to the communities' 
major health concerns. 

Community involvement 

When primary health care was launched, orienta
tion training was carried out from national to barang
gay level, involving not only staff of the health sector 
but also key staff of health-related sectors. All catego
ries of health personnel were given such training in a 
series of workshops, facilitated by national, regional 
and provincial task forces. Training in leadership, 
with the help of civic, religious and other leaders, 
was also included. 

Primary health care committees were organized at 
various levels (national, regional, provincial and 
municipal), composed of representatives of different 
government agencies and of private organizations. 

To create awareness, the Ministry of Health laun
ched a seven-month marketing campaign through the 
three media (intensive utilization of 5 television sta
tions, 270 radio stations, and 5 popular newspapers 
along with magazines and tabloids). It was followed 
by community extension education, using house-to
house teaching. 

A memorandum of agreement between the Minis
try of Health and the Ministry of Education and 
Culture (1984) reinforced the 1962 agreement on 
school health, community health, and health educa
tion. Regional and provincial workshops were organ
ized under the agreement. District and barangay 
orientation of teachers is under way. 

Women's clubs were also approached to assist in 
identifying the problems arising in health and health 
education and methods of preventing or controlling 
them. 

Mobilization of resources 

In 1982, health expenditure (1'2284 million at cur
rent prices),l which covers the provision of health, 
medical, dental, nutrition and population control ser
vices, was 0.70/0 of gross national product (1'335 435 
million). Additionally, to fill the gap between govern
ment appropriations for the health budget and the ac
tual demand for health services, the Ministry of 
Health saw to it that grants and loan proceeds from 
international banks and donor agencies were chan
nelled into primary health care activities. 

In the 1985 health budget of some 1'2400 million 
(1'2236 million for recurrent expenses and 1'18B for 
capital outlay), 1'103 million is specifically allocated 
to primary health care, broken down into 1'20 million 
from the Government, 1'50 million in loan proceeds 
from the World Bank, and 1'33 million from USAID. 

Resources for primary health care have been dis
tributed in such a way as to reach socially and 
geographically disadvantaged and underserved 
groups. 

A plan has been formulated to develop health man
power. It includes training/development programmes 
for health administrators, middle-level managers, 
technical staff, field implementors, and others. 

Development of health personnel has been part of 
the restructured health care delivery system since 
1975. Midwives have been deployed to take charge of 
barangay health stations; they are responsible for 
facilitating the training of community leaders/mem
bers and organizing the community for health action. 
Barangay health workers (volunteers) are now help
ing to provide basic health services under the direct 
supervision of the midwives. 

1 Based on the National Economic and Development 
Authority's functional classification of general government 
expenditure. 
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Intersectoral cooperation 

The Ministry of Health has established linkages 
with other government sectors (e.g., the Ministries of 
Education, Culture, and Sports; Social Services and 
Development; Public Works and Highways; Local 
Government and Community Development; Food 
and Agriculture); and government agencies such as 
the National Federation of Women's Councils and 
the Catholic Women's League. 

It recognizes their contribution to total health 
development in such areas as (i) water supply and 
sanitation, nutrition, health education, prevention 
and control of communicable and endemic diseases 
(e.g., tuberculosis, malaria, schistosomiasis, filiariasis 
and diarrhoeal diseases), and training of health man
power; (ii) education, e.g., integration of primary 
health care into curricula at primary, secondary and 
tertiary levels of education, and encouragement of 
elementary and high school teachers to assume lead
ership in the barangay health organizations and 
thereby reach the community; (iii) economic matters 
such as participation in the formulation and imple
mentation of development programmes from natio
nal down to barangay level; participation in improv
ing the status of families and communities by devel
oping their capabilities for income-generating ac
tivities; and development of financing schemes to 
support community projects, e.g., raising of capital 
for community pharmacies. 

Other sectors have also been involved, namely in 
preparing informational and educational material on 
maternal and child health, nutrition, and family plan
ning; in training volunteer health workers; and in 
providing staff as resource persons or facilitators for 
organized study groups. 

International cooperation 

The Philippines has participated in cooperative ac
tivities and joint ventures with other countries - in
formation exchange, sharing of experience and exper
tise in health technology, training, and collaborative 
research. 

An important part of technical cooperation among 
developing countries (TCDC) has been the participa
tion in regional or Pacific study tours in primary 
health care. Since the Philippines is known to have 
implemented primary health care on a national scale, 
it has received a number of international visitors to 
observe and learn about such implementation. 

Programme managers and field staff have been sent 
to such countries as Australia, China, Indonesia, the 
Republic of Korea, Thailand and the United States, 
as well as to Europe, to enhance their knowledge and 
skills in the management of health programmes; to 
observe new methodologies and innovative schemes 
which could be transferred to their own country; and 
to share their experience with nationals of other 
countries. 

The Philippines has collaborated with other coun
tries in biomedical research on communicable dis
eases and on human reproduction. This collaboration 
has proved fruitful in enabling the participating 
countries to learn from the experience and expertise 
of others, which can then be adapted to their own 
local conditions. 

Technical and fmancial support has been provided 
by WHO in relation to: 

- managerial effectiveness; 
- research; 
- monitoring and evaluation of selected program-

mes; 
- manpower development of various categories of 

health personnel; 
- supplementary equipment; 
- advisory/consultative support; 
- workshops, seminars, etc. 

HEALTH STATUS 

The nutritional status of children (0-5 years) is ade
quate: 84.60/0 of newborn infants in 1983 had a birth 
weight of 2500 grams or more. 

The infant mortality rate for all identifiable sub
groups was 58 per 1000 live births in 1984. Life 
expectancy at birth in 1984 was 62.8 years for males 
and 64.6 years for females. 

The ten leading causes of morbidity in 1984, in 
terms of number of cases, were: bronchitis, emphy
sema and asthma (552958), diarrhoeas (512 042), in
fluenza (416 634), pneumonias (179 587), tuberculo
sis, all forms (140 463), malaria (110 307), accidents 
(83 407), measles (67 285), malignant neoplasms 
26 905), and infectious hepatitis (15 080). 

The ten leading causes of mortality in 1984, in 
terms of number of deaths, were: pneumonias (47 513), 
diseases of the heart (32 426), tuberculosis, all forms 
(28 161), diseases of the vascular system (21 047), 
malignant neoplasms (16 090), diarrhoeas (14 776), 
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accidents (8946), avitaminoses and other nutritional 
deficiencies (7140), measles (5221), and nephritis, 
nephrotic syndrome and nephrosis (4504). 

ASSESSMENT OF ACHIEVEMENTS 

Relevance, adequacy and progress of strategy 
implementation 

Evaluation of the health-for-all strategies, being a 
continuing process, is part and parcel of the evalua
tion of the Ministry of Health's performance current
ly being carried out by the Central Office down to 
the barangays. 

A health information system has been established 
within the Ministry (managed by the Health Intelli
gence Service, Manila) for the purpose of simplifying 
the collection of vital and health statistics, providing 
data on health services and other information re
quired for management, and reducing the number of 
multiple requests from the field for the same data. 
The reporting system starts with the volunteer baran
gay health worker; reports go to the rural health mid
wife who compiles the data; and continue on to the 
rural health unit, district hospital, and provinCial or 
city health office, fmall y reaching both the regional 
health office and the central Health Intelligence Ser
vice. 

Efficiency of strategy implementation 

Since 1983 the Ministry of Health has formulated 
additional, or revised existing health policies to em
phasize: 

(a) programmes that have the greatest impact on 
the reduction of mortality, in view of limited 
funds and other resources; 

(b) use of indigenous technology by production of 
five herbal drugs to serve as antipyretics, anaF 
gesics, anthelminthics and antitussive drugs; 

(c) data collection handled by a single agency at 
national level (the Health Intelligence Service) 

to ensure that there is no duplication; and that 
it is limited to the most essential data, as deter
mined by the principal user, and to areas where 
collection is technically, operationally and 
financially feasible. 

Obstacles to the development of national health 
policies include the dichotomy of programme deli
very at the implementing level and the existence of 
"vertical" programmes. The measures to overcome 
these constraints include the full integration of the 
medical and health services, and the incorporation of 
vertical programmes at implementing level. The aim 
is to: 

- strengthen the primary health care system by 
means of outreach medical services from the 
hospitals to the rural areas; 
make the referral system more workable by en
suring unity of command, with the provincial 
health office at the apex of the hierarchy; 
ensure that medical manp~er from the 
hospital is available for aeployment in 
underserved rural or remote areas. 

Effectiveness and impact of the strategy 

The Health Plan has incorporated existing health 
and health-related legislation, including that on na
tional development. In addition, the following health 
policies have been adopted and implemented: institu
tionalization of the primary health care concept; 
development and utilization of resources indigenous 
to the community; improvement of intra- and inter
sectoral collaboration in health delivery; develop
ment of a hospital-based referral system that serves 
the needs of the population at minimum cost but 
with maximum effectiveness through accessible, ap
propriate and adequate health services; integration of 
the private health sector into the total health delivery 
system; and improvement of existing programmes or 
formulation of new ones that are supportive of pri
mary health care. 
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REPUBLIC OF KOREA 
DEVELOPMENT OF HEALTH 

SYSTEMS 

Health poU"y and strategy 

The Republic of Korea had a per capita gross na
tional product in 1983 ofUS$1880. The population 
in 1984 was 40 578 000, of whom 57% were living in 
urban communities. The country has a land area of 
99 020 square kilometres. It consists of a moun
tainous peninsula jutting out from Manchuria and 
3418 contiguous islands. For administrative pur
poses, it comprises 4 major cities and 9 provinces. 

Priority in the Government's health policy is given 
to community-based primary health care activities. 

The Government has prepared a continuing devel
opment plan for attaining health for all, as pan of its 
Fifth Five-Year Economic Development Plan (1982-
1986). It has st: ngthened the equitable distribution 
and general availability of the health services inter 
alia by widening the scope of the health care in
surance scheme, establishing a health care delivery 
system, and regionalizing the health sector. It has 
emphasized comprehensive health planning as a 
mechanism for effectively implementing the pro
jected programmes. 

For the achievement of its policies, the Govern
ment has formulated the following strategies: 

- strengthening of the functions of the health cen
tres and the health subcentres; 

- establishment of a health care delivery system; 
- extension of the newly developed primary health 

posts; 
- facilitation of community participation in health 

activities; 
- linkage between health care activities and the 

Saemaul movement. 

Notable progress was made in 1984 in that there 
are no longer any areas without physicians. Public 
health physicians were deployed for those myons 
(townships) where there was no doctor. 

The Government has formulated a plan for the 
development of primary health care, based on the 
newly adopted Special Law on Rural Health Care. It 
provides for the training of 2000 community health 
practitioners over a four-year period beginning April 
1981 (500 per year). The targets should be reached 
by 1985 or 1986. In addition, a health insurance 

scheme is being formulated that will extend to the 
rural and urban poor and should achieve complete in
surance coverage before the year 2000. 

The health system 

A health system based on primary health care has 
been under development for medically underserved 
rural areas since 1981. To organize and manage this 
system, the Government has introduced various 
legislative and administrative measures. For instance, 
the above-mentioned Special Law on Rural Health 
Care was drafted and promulgated; and budget pro
vision was made for logistic necessities such as equip
ment, drugs, motorized bicycles, and construction 
materials for primary health posts at central and in
termediate level. Support measures relating, for ex
ample, to technical supervision and patient referral 
were introduced at county level, while at community 
level primary health care councils, composed oflocal 
residents, were organized to give suppon to the pri
mary health post. This system perntits coverage of 
the entire rural population (in catchment areas) on a 
basis of equality, and provides essential care for the 
community in the main areas addressed by the Decla
ration of Alma-Ata. 

Although the system is working well, the following 
adjustment should funher increase its operational ef
ficiency. The intermediate levels (e.g., provincial and 
county), which deal with more complex problems 
and have more qualified health staff, will provide 
continuing education as well as technical supervision 
to primary health care workers, i.e., the community 
health practitioners. 

Managerial pro"e88 

The Ministry of Health and Social Affairs has a 
key role in the managerial process, namely in plan
ning, implementation and evaluation of nationwide 
programmes. It is composed of seven Bureaux (Pub
lic Health, Sanitation, Medical Affairs, Drug and 
Food Affairs, Social Affairs, Social Insurance, and 
Home Welfare) and a subordinate agency, the Office 
of Environment. 

To implement programmes and provide services, 
the local authorities have health centres at city and 
gun level and subcentres at myon level. The Govern
ment has established primary health posts in villages 
without doctors; since 1981, 1472 community health 
practitioners have been trained and deployed to them 
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the above-mentioned Special Law on Rural Health 
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vision was made for logistic necessities such as equip
ment, drugs, motorized bicycles, and construction 
materials for primary health posts at central and in
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ample, to technical supervision and patient referral 
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county), which deal with more complex problems 
and have more qualified health staff, will provide 
continuing education as well as technical supervision 
to primary health care workers, i.e., the community 
health practitioners. 

Managerial pro"e88 

The Ministry of Health and Social Affairs has a 
key role in the managerial process, namely in plan
ning, implementation and evaluation of nationwide 
programmes. It is composed of seven Bureaux (Pub
lic Health, Sanitation, Medical Affairs, Drug and 
Food Affairs, Social Affairs, Social Insurance, and 
Home Welfare) and a subordinate agency, the Office 
of Environment. 

To implement programmes and provide services, 
the local authorities have health centres at city and 
gun level and subcentres at myon level. The Govern
ment has established primary health posts in villages 
without doctors; since 1981, 1472 community health 
practitioners have been trained and deployed to them 
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and provide the essential elements of primary health 
care. The central and local governments evaluate the 
effectiveness and efficiency of health programmes. 

The Korea Institute for Population and Health 
(KIPH) plays a special role in the managerial process 
and conducts various kinds of survey and research 
that contribute, directly or indirectly, to planning, 
implementation and evaluation of health policy. In 
addition, KIPH is undertaking a demonstration pro
ject on urban primary health care. The National In
stitute for Health (Ministry of Health and Social Af
fairs) conducts various training programmes for 
health administrators and health workers. 

Community involvement 

Special emphasis is placed on community involve
ment and self-reliance as an essential component of 
primary health care. To that end, a primary health 
care council is organized at each primary health post 
in remote rural areas. It is administered by a self
controlling committee consisting in principle of 
village chiefs, Saemaul movement leaders, and com
munity development members; it holds both regular 
and extraordinary sessions and has ten to twelve exec
utive members, with elected officers. 

The Saemaul Movement has since 1970 been suc
cessful in improving the living standards and well
being of the community through moral refortn and 
socioeconomic development based on a spirit of dili
gence, self-help and cooperation, under the strong 
guidance of the Government. 

Mobilization of resources 

The proportion of the national budget allocated to 
health has fluctuated in the last two decades 
(1955-1983) between 0.740/0 and 3.00/0. The propor
tion of the health budget devoted to primary health 
care was estimated at 4.90/0 in 1983 and 6.30/0 in 
1984. 

Health expenditure as a proportion of gross na
tional product rose from 2.70/0 in 1970 to 4.6"10 in 
1980. However, the private sector spends.more than 
the public sector, accounting for 85"10 of total expen
diture on health in 1970. The proportion declined to 

82"10 in 1980. 

There were 27 272 medical doctors at the end of 
1983, and each year a further 1400 graduate from 23 
medical schools. At present, the populationlphysi-

cian ratio is 1509:1. However, the distribution of 
health personnel, especially doctors, is uneven: some 
900/0 of all doctors in the country are in urban areas. 
As of 1983, health services were prOVided through 
438 hospitals, 7252 private clinics, 224 health cen
tres, 1304 health subcentres, and 1254 primary 
health posts. There are about 83 000 hospital beds 
(including clinic beds), most of which are concen
trated in urban areas. 

Intersectoral cooperation 

The family planning programme has been under
taken jointly by the Ministries of Health and of 
Home Affairs. The health sector at county and town
ship level also operates in close cooperation with the 
services of the Ministry of Home Affairs. To ensure 
intersectoral action, regular interministerial meetings 
are held or committees instituted at central, inter
mediate and peripheral level. 

The main obstacle to intersectoral collaboration is 
the absence of coordinating mechanisms between the 
Ministry of Health and other ministries with regard 
to resource allocation, setting of priorities, and opera
tion of the primary health care programme. 

International cooperation 

The Republic of Korea has a long history of colla
boration with WHO. Currently the latter is provid
ing technical cooperation in the following fields: 

- health service management planning for prima-
ry health care; 

- hospital administration; 
- health systems research; 
- research in organization of medical care based 

on primary health care; 
- standardization of methods for monitoring dan

gerous gases; 
- establishment of permissible emission standards 

for motor vehicles; 
- preparation of noise and audition standards; 
- establishment of air quality standards; 
- amendment of water quality standards; 
- water quality management for major rivers; 
- planning and implementation of environmental 

management projects (two rivers); 
- total quality control in relation to air pollutants; 
- preparation of a long-term master plan for the 

establishment and operation of a nationwide air 
pollution monitoring network; 

- regulation of additives for vehicle fuels. 
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HEALTH STATUS 

The infant mortality rate in 1983 was 34.2 per 
1000 live births. In the 1978-1979 population census, 
life expectancy at birth was 62.70 years for males, 
69.07 years for females, and 65.90 years for both 
sexes. 

The main diseases causing morbidity in 1983 (ex
pressed as a percentage of total morbidity) were those 
affecting: upper respiratory tract (27.72%), certain 
parts of the digestive sytltem (11.73%), other parts of 
the respiratory sytltem (9.05%), skin and subcuta
neous tissue (9.05%), oral cavity, salivary glands and 
jaw (7.56%), disorders of the eye and adnexa (6.18%), 
female genital organs (3.41%), musculoskeletal sys
tem and connective tissue (2.97%), mental disorders 
(1.75%), and ear and mastoid process (1.70"1.). 

The main diseases causing mortality in 1983 (ex
pressed as a percentage of total mortality) were: 
hypertensive disease (10.52%), cerebrovascular dis
ease (9.65%), certain accidents, including late effects 
(7.34%), aging (5.34%), malignant neoplasms of sto
mach (4.53%), chronic liver disease and cirrhosis, 
(4.36%), transport disease (4.14%), tuberculosis 
(3.82%), suicide or self-inflicted injury (3.71%), and 
chronic bronchitis, unspecified emphysema and asth
ma (1.83"70). 

ASSESSMENT OF ACHIEVEMENTS 

Relevance, adequacy and progress of strategy 
implementation 

A mechanism for evaluation is already established. 
The Government utilizes a control-type management 
information system, whereby a limited number of 
predetermined key data on primary health care are 
selected for continuous observation, recording, moni
toring, statistical analytlis and summarizing. The 
system design conceives programme management as 
including the function of programme evaluation. 

The progress of health development can be assessed 
from the following: 

85% of households have access to safe water 
(580/0 of them with piped water, 25% using a 
pump, and 2"70 by other means). 

- Primary health care is available to the whole 
rural population and includes at least safe water 
in the home (see above) or within 15 minutes' 
walking distance; adequate sanitary facilities in 
the home; immunization of children; health 

care with access to essential drugs; and trained 
personnel for attending pregnancy and child
birth. 

- 80% of the population have access to a primary 
health care post within 30 minutes' walk or 
travel by means commonly available. 
The results of a 1983 household survey indi
cate' that immunization rates for infants under 
I year of age are high; that 78% of pregnant 
women receive prenatal and postnatal care at 
least once for each pregnancy; and that 65"1. of 
births are attended by a community health prac· 
titioner, a midwife, or a physician. 

- As far as curative health care is concerned, the 
above workers provide treatment for common 
or minor diseases and injuries, using at least 55 
essential drugs. 

Efficiency of strategy implementation 

The implementation of the strategy in the public 
sector is considered efficient, particularly as regards 
the programmes of family planning and preventive 
care. The maternal and child health programme, 
however, has been somewhat delayed, and efficiency 
in relation to such inputs as manpower and monetary 
support is considered lower. 

The main shortcomings relate to planning and 
coordination, supply and distribution of resources, 
health care delivery, the management and informa· 
tion systems, and the medical fee schedule. 

Effectiveness and impact of the strategy 

To ascertain the impact of the primary health care 
programme in rural areas, a baseline household sur
vey was conducted in 1981 (prior to the deployment 
of community health practitioners), with a follow-up 
interview survey in 1983. 

Data from the two surveys are being processed and 
analysed. They should reveal the degree of effective
ness of the strategy in terms of consumer satisfaction 
with the availability, accessibility, cost, quality, con· 
tinuity, and courtesy of the health care provided. 

1 In the section on services rendered by community 
health practitioners. 
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SAMOA 
DEVELOPMENT OF HEALTH 

SYSTEMS 

Health policy and strategy 
The Independent State of Western Samoa had a 

per capita gross national product in 1982 ofWS$290 
or US$302. Its population in 1984 was 158 967, of 
whom 29.10/0 were living in urban communities. The 
country has a land area of 2840 square kilometres. Of 
the nine islands, four are inhabited - the two main 
islands (Upolu and Savaii) and two smaller islands 
(Manono and Apolima). The administrative group
ings used in Samoa are Apia Area, U polu Region, 
and Savaii Region. 

Samoa's health development strategy has been 
designed to accord with the Fifth National Develop
ment Plan (1985-1989). The health-for-all strategy is 
being updated in accordance with recent develop
ments and in the context of the primary health care 
approach. Time frames have been set in line with the 
five-year national development plans, each five years 
being designated as a phase of health development. 
Thus the Fourth National Development Plan consti
tutes the first phase, and will be followed by second, 
third and fourth phases to reach the goal of health for 
all by the end of 1999. 

Task forces have been set up for each specific ob
jective (e.g., safe water supply, or disease prevention 
and control) and will formulate strategies and esta
blish targets for health status and health services. On 
the basis of these specific targets, a national target 
will be formulated for each phase of the strategy, and 
ultimately for all the phases. 

Although these newly formed task forces have not 
as yet set targets for the entire period up to the year 
2000, certain national targets emerged for the end of 
the first phase (1984). They were: 

- to reduce the infant mortality rate to 30 per 
1000 live births (from 36 per 1000 in 1979) and 
the maternal mortality rate to 0.2 per 1000 
(from 0.3 per 1000 in 1979); and to increase life 
expectancy at birth to 65 years for males and 67 
years for females (from 61 and 63 respectively 
in 1976); 

- to improve nutritional status (although Samoan 
children do not have third-degree malnutrition 
or low birth weight); 
to provide a constant supply of clean potable 

water (at present 95% of homes are within 15 
minutes' walking distance ofa water supply that 
may however be irregular or not of optimum 
quality); 

- to reduce the incidence of communicable 
diseases as follows: filariasis to less than 1 % (it 
was 2% in 1976), tuberculosis to 35 cases per 
100 000 (from 52 per 100 000 in 1976), and 
leprosy to 25 per 100000 (from 33 per 100 000 
in 1976); 

- to reduce the incidence of chronic diseases such 
as cardiovascular diseases and of metabolic dis
eases such as diabetes; 

- to achieve better family health and check 
population growth by reducing the crude birth 
rate to 30 per 1000 (from 35 per 1000 in 1979). 

These targets will be achieved through: 

(I) close cooperation between community groups 
(especially the well-developed village women's 
committees) and the national authorities; 

(2) the development of a health system infrastruc
ture based on primary health care, with 
strengthened managerial processes and appro
priate health manpower development. As 
Samoa is a small country, with a small popula
tion and good coastal roads connecting 85% of 
the villages, there is no problem of accessibility 
to health institutions. It is only in the quality of 
manpower that the weakness lies. 

The health system 

The organization of the health services in the late 
1960s, and as revised in 1979, placed the Minister of 
Health at the head. Until 1979, the Director of 
Health was the permanent head of department, with 
a managing secretary, a medical superintendent, a 
chief of public health, a superintendent of nursing, 
and a chief of pharmacy, laboratory and dental ser
vices as divisional heads. Under them were various 
health sections, headed by a chief health inspector, 
the principal of the School of Nursing, medical of
ficers for tuberculosis, leprosy, filariasis, etc. 

Since the 1979 Commission of Inquiry set up by 
the Government to look into the functions of the 
Health Department, there have been certain organi
zational changes. The Department is now headed by 
a Director-General of Health, and a director of ad
ministration, a director of nursing, and a principal of 
postbasic nursing have been appointed. 
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SAMOA III 

In addition to the newly built National Hospital in 
Apia, there are 15 district hospitals (9 in Upolu and 6 
in Savaii) and 14 health centres. Two of the district 
hospitals have been replaced by new hospitals, built 
with aid from Japan. 

The hospitals form the headquarters for the district 
medical officers, who have under them the district 
public health nurses in charge of health areas. Each 
district may have from 2 to 4 health areas; Apia, the 
capital, has 12. Also stationed at district level are 
health inspectors and trained midwives. There are 51 
public health nurses and 42 trained midwives for a 
total of 49 health areas. 

Managerial process 
The senior officer of the Health Planning Unit is 

responsible for health statistics as well as planning. 

The revised plan for health for all Samoans by the 
year 2000, which includes monitoring, was complet
ed in 1983; it coincided with the five-year develop
ment plan. However, the Government has now changed 
from a five-year to a three-year development plan (to 
coincide with the three-year term of an elected 
government). Hence, the phases of the health-for-all 
plans will need revision. 

Community Involvement 

Emphasis is placed on the support of village 
women's committees in assisting clinics in prenatal 
care, maternal and child healthlfamily planning, the 
expanded programme on immunization, and general 
cleanliness and sanitation. This method of communi
ty involvement is considered adequate at present. 

The community participates in health matters 
through these women's committees, of which there 
are over 500. People's understanding of their health 
problems and how to solve them is enhanced by regu
lar, intensive health education. Community involve
ment in the primary health care approach to health 
delivery is strong and active. The role of nongov
ernmental organizations has not been reviewed. 

Mobllizadon of resources 

Over 11 % of the national budget is regularly spent 
on health work. Close on 30% of the health budget 
goes to the components of primary health care. 

Shortage of trained manpower means that priority 
must be given to the medical care services rather than 
to research. A manpower plan setting targets for each 
category of health personnel is included in the plan 
for health for all Samoans by the year 2000. 

The country has more than enough nurses - over 
500 nurses registered, and 249 employed (as noted 
above, there are 51 public health nurses for 49 health 
areas). Although there are 42 trained and qualified 
midwives, at present half of the births are attended 
by traditional birth attendants, of whom there are 
estimated to be more than 500 throughout the coun
try. There are 5 qualified health inspectors. A WHO
sponsored course has trained 36 assistant health in
spectors, of whom 19 are still employed. Paramedical 
staff include 9 dental officers and 22 technicians, 1 
pathologist and 28 technicians, 3 pharmacists and II 
technicians, 2 radiologists and 6 technicians, and 102 
other technicians/therapists. 

lntersectoral cooperation 

The potential comribution from sectors other than 
health has been taken into account. Cooperation w.ith 
the Education Department is an important feature, 
and the possibility of teachers' undertaking the initial 
health screening of students is being investigated. 
The agricultural and health departments are current
ly formulating a national food and nutrition policy. 

General legislation and guidelines exist for ensur
ing the protection of health in relation to economic 
development schemes. Reasonably satisfactory re
sults have been achieved through enforcement of 
that legislation. 

Intemational cooperation 

No systematic analysis has been made of needs for 
external support. To date, all requests for external 
resources, on a time-to-time basis, have been met. 
Among the areas benefiting are maternal and child 
health/family planning, the expanded programme on 
immunization, environmental sanitation, tubercu
losis and leprosy, filariasis, health education, nutri
tion, and manpower development. 

Samoa is cooperating to a limited extent with other 
countries in primary health care. Cooperation mainly 
takes the form of training health personnel, e.g., 
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HEALTH STATUS 

Nutritional status seems in general to be adequate. 
[n 1983, about 97.6% of babies had a birth weight of 
2500 grams or more. The infant mortality rate is 35 
per 1000 live births. 

Life expectancy at birth is 63 years for males and 
65 years for females. 

The main diseases affecting health status are: respi
ratory infections, diarrhoeal diseases (presumed 
infectious) in children and adults, conjunctivitis, dis
eases of the digestive system, intestinal infectious dis
eases, skin diseases, infant diarrhoea, open wounds 
and injury to blood vessels, and iIl-defmed conditions. 

Noncommunicable diseases such as cardiovascular 
diseases, hypertension, diabetes and cancer are in
creasing in significance. Samoa also has a very high 
suicide rate for young men and women in the 14-25 
age group. Since cardiovascular diseases are partly at
tributable to stress, the change in life-style of 
Samoans - from an easy, unhurried way oflife to a 
pace to which they are as yet not accustomed - has 
probably contributed to the increasing prevalence of 
such diseases. 

ASSESSMENT OF ACHIEVEMENTS 

Relevance, adequacy and progress of strategy 
Implementadon 

The only methods of evaluation at present are in
formation updates and reviews of specific program
mes, e.g., those for the International Drinking Water 
Supply and Sanitation Decade. The results of ~uch 
reviews are expressed in the form of recommenda
tions. 

It is proposed to establish a programme committee 
as the first step toward an evaluation process. 

Progress can be gauged by the fact that 100% of the 
population have access to primary health care as set 

out in the global strategy for health for all. The im
munization coverage for infants under 1 year is: diph
theria/pertussis/tetanus (84.25%), poliomyelitis 
(84.25%), measles (78.1%), and tuberculosis 
(99.17%). 

Efficiency of strategy implementadon 

The results of the strategy have been reasonably 
satisfactory in that population coverage in terms of 
the components of primary health care is high. 

The main factor making for efficiency of imple
mentation has heen the excellent communications 
system, which has permitted clear instructions to be 
received by trained staff. 

Effecdvene •• and Impact of the strategy 

In those places where primary health care has been 
fully introduced, a gratitying reduction of health 
problems has been noted. Communicable diseases of 
childhood, for instance, are now covered by the ex
panded programme on immunization. Another exam
ple is the maternal and child health/family planning 
programme in rural areas, where the primary health 
care approach and the emphasis on community parti
cipation have resulted in efficient prenatal care, 
reducing maternal mortality and perinatal complica
tions. The efficient monitoring of maternal nutrition 
is probably responsible for the high average birth 
weights. 

The main obstacles have been in: (1) administrative 
management, which still needs to translate govern
ment policy on primary health care into clearly defined 
strategies for other health programmes; and (2) the 
lack of understanding on the part of some key health 
workers of the primary health care concept and their 
reluctance to abandon earlier modes of health care, 
specifically the doctor-centred, hospital-centred ap
proach. 
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SINGAPORE 

DEVELOPMENT OF HEALTH 
SYSTEMS 

Health policy and strategy 

The Republic of Singapore had a per capita gross 
national product in 1983 of S$13 783, or US$6756. 
The population at the 1983 census was 2 502 000, 
most of whom were living in urban areas. The land 
area is 620 square kilometres. Singapore is separated 
from Peninsular Malaysia by the Straits of Johor and 
from the Indonesian islands to the south by the Strait 
of Singapore. In adc1ition to the main island, there are 
over 50 smaller islands and reefs, most of them to the 
north-east, south or south-west. 

The health-for-all concept has received endorse
ment at the highest official level. The policy is to 
continuously upgrade the health and medical care of 
the population. Additional or revised health policies 
have not yet been formulated. 

The health strategy reflects Singapore's health 
policy. No areas require further strengthening. 

The health system 

The Ministry of Health is responsible for the pro
vision of promotive, preventive, curative and rehabi
litation services. 

Curative services are provided through 7 hospitals 
for acute cases offering multidisciplinary services, 
and 6 other hospitals for leprosy, skin and infectious 
diseases, and for psychiatric treatment. Preventive 
and promotive services are the responsibility of th~ 
Maternal and Child Health, School Health, and 
School Dental Services and of the Department of 
Training and Health Education. 

Supporting services within the purview of the 
Ministry include biomedical engineering, blood 
transfusion, diagnostic radiology, nuclear medicine, 
pathology, pharmacy, radiotherapy, research and 
evaluation, and scientific services. The School of 
Nursing undertakes the training of nurses for both 
the public and the private sector. 

A further function of the Ministry is the promotion 
of family planning and the coordination and imple
mentation of the national population programme. 
This is carried out by the Singapore Family Planning 
and Population Board, a statutory board of the 
Ministry. 

The Home Nursing Foundation (an organization 
instirutionalized through the Ministry) provides nur
sing care for the aged and the chronically sick in their 
own homes. 

Private medical practice on a fee-for-service basis 
and insurance schemes contribute to the health care 
of a significant proportion of the population. 

Managerial process 

There is already a long-established administrative 
machinery in the Ministry of Health. 

Community involvement 

Mechanisms for involving people in the implemen
tation of strategies have been established or strength
ened, and are functioning. 

The needs of the aged and the chronically sick have 
called for an integrated approach on the part of the 
family, the community, and the State. Voluntary and 
clan associations will be further encouraged to help 
care for the destitute aged and for those whose chil
dren, for reasons beyond their control, are unable to 
look after them. 

Health education programmes are being conducted 
which combine the use of the mass media and inter
personal communication. Talks, courses, seminars, 
film shows, exhibitions, etc., are organized to inform 
and motivate the population. 

Good coordination is maintained with private prac
titioners and hospitals and with voluntary organiza
tions such as the Singapore Cancer Society, the 
Diabetic Society, and the National Heart Associa
tion. 

Mobilization of resources 

The cost of health care is adequately met from the 
Government's annual budget provision for health. 
The Government has also introduced a Medisave 
scheme, which will help people to pay for their 
hospitalization if the need arises. 

Government expenditure on health constituted 
1.2% of the country's gross national product in 1983. 
National and local expenditure is not subdivided, but 
in that year 8.6% of government health expenditure 
was devoted to primary health care. 

As Singapore is an island city State, primary health 
care services are readily accessible to all. 
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A health manpower development plan was initiated 
in 1980 to further upgrade the skills of medical and 
dental specialists. Various other training programmes 
are provided for nursing and paramedical manpower. 
There is a planned career-development programme 
for medical and dental officers, paramedical staff, and 
nurses. 

In 1982, approval was given by the Ministry to ex
tending the School of Radiography's two-year train
ing course to three years. The extra year will permit 
an expansion of the curriculum to include recent ad
vances in the technology and techniques of radiology 
and of imaging modalities such as ultrasound. T rain
ing programmes are also provided for nurse practi
tioners. 

The health manpower plan, in addition to upgrad
ing the skills of medical personnel, permits a review 
of deficiencies in certain categories of manpower. 

The factors contributing to progress under the 
plan have been: 

- improved socioeconomic standards. 
- improved educational opportunities, and 
- improved training facilities. 

Intersectoral cooperation 

Various sectors contribute to health development, 
including preventive measures. The National Uni
versity of Singapore is the training ground for medi
cal and dental students. The Ministry of Environ
ment provides environmental health services and 
pollution control. The Housing and Development 
Board sees to the housing needs of the population. 
The Ministries of Education, Social Affairs, and 
Labour, along with the Singapore Family Planning 
and Population Board, coordinate and implement the 
national family planning and population program
mes. 

To ensure intersectoral action, interministerial 
committees have been established (e.g., a joint coor
dinating committee of the Ministry of Health and the 
Ministry of Environment on epidemic diseases); fre
quent meetings and discussions are conducted; and 
minutes, annual reports, bulletins and newsletters are 
circulated. 

International cooperation 

Cooperation with other countries in implementing 
the national health-for-all strategy works as follows: 

(I) Under the health manpower development plan, 
selected officers are sent to world-renowned 
medical centres to keep abreast of the latest de
velopments in their field. Experts of interna
tional standing are invited to Singapore to lec
ture and demonstrate their skills to their local 
counterparts. Conversely, training facilities in 
Singapore have been extended to overseas fel
lows in the various medical specialities (nurs
ing, laboratory technology, etc.). The majority 
of the exchange programmes have been spon
sored by WHO, the Colombo Plan, or ASEAN. 

(2', The Department of Pathology of the Singapore 
General Hospital has been designated as a 
WHO collaborating centre for reference and re
search in streptococcal infections and as a colla
borating centre for venereal disease serology 
and bacteriology. 

(3) Research and development on low-cost high
protein food has been carried out under the 
ASEAN protein project. 

(4) The Pharmaceutical Department collaborates 
in the ASEAN programme on pharmaceutical 
reference substances. 

The main factors that have rendered such coopera
tion fruitful have been: mutual government support; 
well-planned training programmes, courses and semi
nars; and frequent exchange of information on facili
ties and programmes. 

The main obstacle has been the language barrier 
in the case of some overseas fellows; they now have to 
sit for a proficiency test in English. 

HEALTH STATUS 

The nutritional status of children is adequate in 
that 92% of newborn infants in 1982 had a birth 
weight of at least 2500 grams. Life expectancy at 
birth was 69 years for rnales and 74 years for females 
in 1980. The crude birth rate and the crude death 
rate in 1983 were respectively 16.2 and 5.3 per 1000 
population and have remained fairly stable over the 
past few years. The infant mortality rate for 1983 was 
9.4 per 1000 live births and is one of the lowest in the 
world. 

The major causes of morbidity per 100 000 popula
tion for 1983 were (discharge rates): abortions (344), 
intracranial inJury (228), asthma (195), intestinal in
fections (185), carriers or suspected carriers ofinfec
tious diseases (167), cataract (165), general symptoms 
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and ill-defined conditions (158), acute appendicitis 
(127), diabetes mellitus (124), and haemorrhoids 
(114). 

The major causes of mortality per 100 000 popula· 
tion for 1983 were (death rates): cancer (116), ischae
mic and other heart diseases (108), pneumonia (60), 
cerebrovascular disease (58), accidents, poisons and 
violence (43), diabetes mellirus (15), nephritis, neph
rotic syndrome and nephrosis (I I), hypertensive dis
ease (I I), ruberculosis (9), bronchitis, emphysema 
and asthma (7). 

ASSESSMENT OF ACHIEVEMENTS 

Relevance, adequacy and progress of strategy 
implementation 

The development of a healthy and robust society is 
an important aspect of the National Socioeconomic 
Plan. A comprehensive health management informa
tion system was established in 1976 to help in moni
toring the health services and to evaluate plans and 
strategies. 

Progress in health development may be assessed as 
follows: 

- Primary health care is available to the entire 
population. 

- The proportion of women attended during 
pregnancy by trained personnel is 95%. 

- The proportion of women attended during 
childbirth by trained personnel is 99.80/0. 
The proportion of children receiving care at 
maternal and child health clinics up to the age 
of at least I year is 790/0. 
Immunization coverage is: tetanus/diphtheria 
(84% of children at risk), ), poliomyelitis (86%), 
tuberculosis-BCG in maternal and child health 
and government hospitals (76%). Measles im
munization is given to children over 1 year of 
age. The number of children immunized in 
1983 was 37 314. 
Currently, 85% of Singapore is provided with 
modern sanitation. 

Efficiency of strategy implementation 

The main factors accounting for efficiency of 
implementation are: (i) the effectiveness of political 
leadership and government efficiency, (ii) the high 
literacy rate, (iii) the small size of the country, and 
(iv) a good communications system. 

The main constraint was the shortage of trained 
personnel, e.g.} nurses, medical scientists, and 
medical technologists. To overcome this obstacle, the 
Government will increase recruitment and training. 

Effectiveness and impact of the strategy 

Over the past three decades, the health starus of the 
people has improved markedly, as reflected in declin
ing mortality trends and increase in life expectancy. 
The infant mortality rate in 1950 was 82.2 per 1000 
live births compared with 9.4 in 1983. The maternal 
mortality rate was 1.8 per 1000 live births or still
births in 1950, whereas in 1983 it was 0.1. Life 
expectancy at birth has risen from 62.5 years in 1957 
to 71.2 years in 1980. 

Deaths from infectious or parasitic diseases have 
decreased while those resulting from malignant neo
plasms and diseases of the circulatory or respiratory 
system have increased. This changing pattern reflects 
a healthy popUlation in which bacterial infections 
and parasitic diseases are under control and where 
deaths are mainly caused by diseases such as cancer 
and cardiovascular disease. Consequently, greater 
emphasis will be placed on chronic degenerative con
ditions. 

With improved health and increased life expectan
cy, the problems of an aging population have emerg
ed. To deal with them, a community approach will 
be promoted. Better home nursing care will be pro
vided for the aged siCk, and the Government will 
continue to motivate people to keep as fit and healthy 
as possible. 

The improved health status has so far been at
tributed to improvements in the socioeconomic en
vironment and to the provision of health services, 
both curative and preventive. 

Curative measures are provided by establishing or 
expanding strategically located hospitals and out
patient clinics. Greater emphasis will be given to 
prevention of disease through: 

(a) mass immunization against pertussis, tuber-
culosis, diphtheria, poliomyelitis and tetanus; 

(b) fluoridation of water; 
(c) health education; 
(d) nutritional supplements, espeCially for such 

high-risk groups as mothers and children; 
(e) early detection of ill-health and treatment of 

disease; 
if) improvement in environmental hygiene 

through provision of a safe water supply, better 
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sanitation, effective vector control, and closer 
surveillance measures. 

To promote medical excellence, the training of 
specialist doctors, dentists and other paramedical 
staff will be intensified. The number of hospitals and 
clinics will be increased and their quality improved. 

Health costs will cenainly continue to rise with the 
introduction of increasingly sophisticated care. The 

Government's Medisave scheme will provide finan
cial security to enable the people utilizing the health 
services to pay for them. 

The generally high level of health of the people of 
Singapore has greatly contributed to increased na
tional productivity and the sustained real growth in 
gross national product over the years, culminating in 
an overall improvement in living standards and a bet
ter quality of life. 
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SOLOMON ISLANDS 

DEVELOPMENT OF HEALTH 
SYSTEMS 

Health polley and strategy 

Solomon Islands had a per capita gross domestic 
product in 1983 ofSI$547, or US$667.34. The esti
mated population in that year (based on the 1976 cen
sus) was 259 000, of whom 10.15% were living in ur
ban areas. The land area is 27 000 square kilometres. 
There are seven main islands - Choiseul, New 
Georgia, Santa Isabel, Guadaleanal, Malaita, San 
Cristobal and Makira - which form a double chain 
running from Bougainville (Papua New Guinea) in 
the north-west to the Santa Cruz Islands in the south· 
east, and extending over 1400 kilometres. 

The general development policy of the Govern
ment is geared to rural development and equitable 
distribution of resources. All health policies are in
tended to develop systematically in the same direc
tion. A national health policy has not yet been offi
cially formulated, but there are approved policies in 
the following areas: (a) malaria control; (b) tubercu
losis and leprosy policy and management; (e) drug 
lists; (d) immunization; (e) quarantine; and if) school 
health. 

The health-for-all concept has never received for
mal political endorsement. It is accepted at ministry 
level, and planning is directed towards its principles. 
For the period 1981-1984, the Government did not 
have a national development plan that would have 
called for official policy statements. However, a pro
gramme of action for 1981-1984 indicated the priori
ties for each ministry. 

A draft strategy and a plan of action were drawn up 
by the Under-Secretary for Health Improvement in 
1984. It sets out policy objectives and strategies for 
the primary health care programme, which were pre
viously unstated and have still to be accepted by the 
Government. A review of the entire health ministry 
is being undertaken and a comprehensive health 
plan, based on health for all, is being drafted. 

The health system 

The Ministry of Health and Medical Services has 
its headquarters at Honiara. Under the Permanent 
Secretary, who is responsible to the Minister, are the 

Chief Administration Officer, and two Under-Secre
taries: for Health Improvement, and for Health Care. 
The Health Improvement Division comprises envi
ronmental health, health education, malaria control, 
primary health care and social welfare, while the 
Health Care Division is responsible for nursing, 
pharmacy, dental health, radiology, laboratories, 
hospitals and health clinics. There is some overlap in 
the functions of the two divisions. 

Ministerial functions which have been transferred 
to the provinces are: the provision of health and 
medical services, and the planning of health facilities 
to meet the needs of the province, in accordance with 
general health policies. 

Various committees within the ministry advise on 
policy and performance, e.g., the Health and Medical 
Services Committee, which meets monthly and is 
chaired by the Minister. Other committees are in 
operation chaired by members of the staff, e.g., the 
Hospital Services Committee and the Malaria Con
trol Programme Committee. 

Managerial process 

Improvements in middle-level management have 
been attempted by establishing a post of senior plan
ning officer. Along with a chief medical officer he 
was to undertake the collection of data for six months 
in 1985 with a view to a five-year health development 
plan. 

Management at lower level is mainly the task of the 
nurse implementors of programmes. 

Community involvement 

Primary health care at provincial level is imple
mented through the medium of provincial coordina
tors. The aim of each province is thereby to increase 
awareness of the primary health care approach and 
initiate community participation directed towards 
community self-reliance. Most provinces are now 
organizing workshops at area council level and two
day village meetings to disseminate primary health 
care concepts and promote community participation 
in health matters. 

Churches, industries, and other private organiza
tions are involved in such community participation 
but the level of activity is hard to estimate. An at
tempt is now being made to assess their work and to 
integrate it with health plans. 
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Mobilization of resources 

There is no record of gross national product, and 
the following figures are based on gross domestic 
product in 1983. The percentage of GDP spent on 
health was 3.130/0. 1 If the cost of rural water supply is 
added, the figure rises to around 4%. If an estimated 
$1·1.5 million from non-cash and private sources and 
from the WHO regular country budget is added, the 
figure becomes approximately 5%. 

In 1983, the proportion of primary health care ex
penditure on projects was 12%, as compared with 
16.3% on health care services; 71. 7% of expenditure 
was on malaria control. This amount does not in
clude the total provision from the WHO budget, 
which has not hitherto been reflected in the Govern
ment's annnal accounts but will be included in the 
1986 development budget; it amounts to around 
$750 000, much of which is allocated to primary 
health care. 

There is no overall strategy for manpower develop
ment corresponding to the development of primary 
health care. Action has, however, been taken to desig
nate a principal nursing officer as primary health care 
coordinator. The latter, and also the provincial pri
mary health care coordinators have been retrained in 
preventive measures and community health. Train
ing of village health workers is carried out according 
to the capacity of the province. 

At the same time, a reorientation of health workers 
towards primary health care is needed. More national 
doctors are required, to offset the heavy reliance on 
expatriate medical officers and to maintain the back
up referral system. The prospects are not promising: 
out of a total of 40 doctors in the curative services, 23 
are expatriates. Wastage of national doctors is high. 
Among the solutions envisaged is the possible bond
ing of students. 

Intersectoral cooperation 

The health programmes take into account contri
butions from the agricultural sector as regards food 
policy and production; from the educational sector as 
regards the health education curricula produced for 
schools and training projects; and from women's in-

1 Statistics of the Central Government (Statistics Year
book 1983). 

terest groups and the National Council of Women 
where health programmes involving rural women are 
concerned. 

International cooperation 

A three-year rural water supply and sanitation pro
gramme is now being drawn up, specifying needs for 
support in the period 1986-1989. The content of a 
WHO programme for 1986-1987 and a UNFP A five
year programme has been discussed. However, no 
overall analysis of resource needs has been made in 
terms of external support. When the national devel
opment plan and the health plan are prepared, such 
requirements will be projected to 1989-1990. 

Cooperation is taking place under a FAO regional 
nutrition project, which is intersect oral in nature and 
has a regional adviser who visits all countries. Solo
mon Islands is also part of a regional UNICEF pro
gramme for distribution of essential drugs and vac
cines. Cooperation in training is given by the Fiji 
School of Medicine, and by several institutions in 
Papua New Guinea and the developed countries. 

HEALTH STATUS 

Life expectancy at birth is 54 years for both sexes 
(1983 estimate based on an analysis of the 1976 cen
sus data). 

Infant mortality is estimated at 46 per 1000 live 
births. Birth weights are not recorded in the majority 
of cases, and it is thus difficult to calculate an aver
age. Births reported in 1981-1982 were 24 709. 

Malnutrition of a low degree is observed more fre
quently in clinics and hospitals. As regards inununi
zable diseases of childhood, no cases of poliomyelitis, 
diphtheria or pertussis have been seen, which indi
cates a satisfactory trend in immunity due to the im
munization programme. However) occasional cases 
of tetanus are seen, mainly in adults, indicating in
complete immunization coverage. 

Malaria is the main health problem. There has 
been an epidemic of increasing proportions over the 
past 9-10 years, which appeared to be reaching a peak 
in 1984 and was responsible for many cases with 
complications and several deaths. A mass drug ad
ministration programme to supplement insecticide 
spraying was carried out in the most affected area and 
succeeded in controlling the epidemic, so that the 
situation improved considerably during the last six 
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months of 1984: instead of the expected 100 000 
cases, the total number seen was 70 ODD. 

Another concern is the incidence ofleprosy, which 
has not declined for the last four years. A leprosy 
campaign to reduce incidence in certain problem 
areas was scheduled for 1985. 

An outbreak of yaws was recorded in 1984 (the first 
cases seen in Solomon Islands since the 1960s). It was 
promptly dealt with by a mass campaign in the area. 

The leading causes of morbidity in 1983 (number 
of cases) were: malaria (84 526), influenza (35 644), 
conjunctivitis (8758), diarrhoea in children and 
adults (3174), diarrhoea in infants (2486), measles 
(919), and tuberculosis (382). 

The leading causes of mortality in 1982, in terms 
of number of deaths, were: respiratory diseases (12), 
malaria (5), measles (5), meningitis (4), diarrhoeal 
diseases (4), birth injuries (2), congenital anomalies 
(2), anaemia (2), and accidents (2). 

ASSESSMENT OF ACHIEVEMENTS 

Relevance, adequacy and progress of strategy 
implementation 

Awareness of primary health care is spreading but 
at present cannot be effectively measured. Progress 
in health development can be assessed from the fol
lowing: 

The provision of safe water supply and sanita
tion facilities has been measured: at the end of 
1984, in rural areas, 139 430 inhabitants had ac
cess to a potable water supply and 3850 house
holds had been provided with sanitation. In ur
ban areas, where 10.15% of the population live, 
it is estimated that out of 22 000 inhabitants 20 
000 are served by house water connections and 
19 000 by household sanitation systems. 
Immunization records are kept by clinics and 
are sent to the central Ministry. These have 

proved inaccurate, and many records are miss
ing, but coverage is estimated to be at least 
87%. 

- The proportion of women attended in health 
centres during pregnancy and childbirth is diffi
cult to assess, as is the routine care of children 
aged 0-1 year by trained personnel. It is esti
mated that only SO"7o of women give birth in cli
nics with trained nurses in attendance. Many 
are attended by custom midwives, who are as 
yet untrained. 

- No census has been taken since 1976 and the 
percentage of children aged 0-1 year is difficult 
to estimate. The proportion of those aged 0-4 
years was estimated at 16.6"70 in 1970, increas
ing to 20.3"70 in 1976. 

Efficiency of strategy implementation 

Information dissemination and the retraining of 
health workers for primary health care are making 
progress in most provinces and are being extended, 
through the area councils, to communities. However, 
it is at present too early to assess the efficiency of 
primary health care programmes in general. 

In terms of expenditure on primary health care in 
the provinces, number of personnel being trained in 
primary health care concepts, and provision of health 
services to cover all sectors, there has been con
siderable progress. 

Effectiveness and impact of the strategy 

In general terms, the definition of health to which 
Solomon Islands subscribes is that of a state of com
plete physical, mental and social well-being. Healthy 
people are those who have achieved a harmony of 
biological, psychological and social functions in their 
life. 

This concept of health puts an increasing re
sponsibility on individuals, families and communities 
to assume an active role in relation to their own 
health and welfare, and requires the Government to 
adopt an integrated, interdisciplinary and multisec
toral approach to national health problems. 
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TOKELAU 

DEVELOPMENT OF HEALTH 
SYSTEMS 

Health policy and strategy 

Tokelau, a non-self-governing territory under New 
Zealand's administration, consists of three small 
atolls in the South Pacific: Atafu, Nukunonu and 
Fakaofo. In 1983, over 75% of its gross national pro
duct came from external sources; its population num
bered 1600. It has a land area of 10 square kilo
metres. 

Most of Tokelau's existing health policies are com
patible with those designed for attaining health for 
all. The objectives are: 

- to improve the supply of safe water in each 
community so that each person has access to 
100 litres of water per day; 

- to improve excreta disposal by replacing the 
over-water latrines; 

- to provide essential health services to the three 
atoll communities; 

- to reduce the infant monality rate from 28 
deaths per 1000 live binhs to 15 per 1000; 

- to reduce the incidence of diarrhoeal diseases; 
- to reduce the prevalence of chronic noncommu-

nicable respiratory diseases; 
- to reduce the prevalence of dental caries; 
- to reduce the incidence of diabetes mellitus 

from an average of 3 new cases each year to 1 
case per year; 
to reduce the prevalence of hypenension and 
minimize its complications; 
to reduce the prevalence of skin diseases; 

- to prevent the introduction of communicable 
diseases; 

- to protect the village environment and the atoll 
community from disease-causing hazards; 

- to protect communities from disease-carrying 
pests; 

- to raise the level of community awareness of 
health hazards; 

- to motivate Tokelau communities to panicipate 
in combined activities for the improvement of 
health. 

Many of the constraints on national health policies 
stem from the need for training, i.e., the training of 
existing health manpower to provide effective service 
in accordance with policies. 

It can be stated at this stage that the Tokelau health 
strategy reflects its health policies. 

The health system 

The Health Department is a section of the new To
kelau Public Service, which came into being in 1978. 
There are 3 hospitals (1 in each atoll) staffed by a doc
tor, staff nurses, nurse aides, and an orderly. The 
doctor who heads the staff reports to the Director of 
Health, himself responsible to the Official Secretary. 
The latter is in turn responsible to the Tokelau Ad
ministrator, who is the Secretary for Foreign Affairs, 
New Zealand. Tokelau Health Department uses the 
special services of the Western Samoan Health De
partment as well as those of the New Zealand Depart
ment of Health. 

The general goal of the health services is to raise 
the level of health and nutrition through identifica
tion of health problems; education in matters of pre
vention and control; promotion of food supply and 
proper nutrition; improvement of safe water supply 
and sanitation; promotion of maternal and child 
health, family planning, and nutrition; prevention 
and control of the most important diseases in the 
community; appropriate treatment of common dis
eases and injuries; and availability of essential drugs. 
The objectives set to achieve these goals are compati
ble with the concept of primary health care. 

Managerial process 

In late 1983, the Tokelau General Fono, which 
brings together representatives of all three atoll coun
cils, approved the formation of a Health Committee 
as one of its branches and the decision-making body 
in health matters. The Committee is composed of re
presentatives of the Tokelau communities and is a 
way by which members of those communities can 
participate in the decision-making process on all 
health matters. 

Community involvement 

All major health policies are now the responsibility 
of the representatives who make up the Health Com
mittee and who are chosen from the main communi
ties in the country. These are people who understand 
and appreciate the health needs of their own com
munity. Decisions made by the Committee are there
fore in keeping with those needs. 
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Health education programmes to promote people's 
awareness of problems affecting their own health 
have not yet been fully developed. 

It is the intention of the Health Committee to work 
closely with nongovernmental organizations and inte
rested groups on health-related activities, and to iden
tity further areas where they can participate in the 
planning and implementaton of such activities, as ap
propriate to each organization. 

MobHization of resources 

Financial resources for health work are allocated in 
accordance with health priorities and in relation to 
the general priorities of the country as a whole. 
Human and material resources for health work are 
similarly allocated. 

In 1984, 8% of gross national product was spent on 
health. As all Tokelau's health services are oriented 
to primary health care, it can be stated that 990/. of 
national health expenditure is devoted to that approach. 

All government services are provided free of 
charge. The population of Tokelau is small and has a 
uniform socioeconomic status. There is equitable dis
tribution of all services to the three communities and, 
more importantly, to the members of those commu
nities. 

Since the statement of goals and objectives of the 
health service, no plans for an increase in manpower 
have been proposed. Instead, it is the intention to 
develop fully the efficiency of present personnel 
through training in specific fields. This is not a move 
towards specialization; rather it is a response towards 
needs that are apparent in certain areas. 

Inters~toral cooperation 

The Office for Tokelau Affairs (the administration 
of Tokelau) comprises various governmental sectors. 
Water supply and sanitation projects come under the 
Public Works Section; the Agriculture and Fisheries 
Section is responsible for both economic develop
ment and community needs. Heads of section meet 
regular! y to discuss important issues, such as social 
and economic developments (ongoing as well as pro
posed) and their impact on the community. 

International cooperation 

In practice, four-fifths of the resources' required for 
health are obtained externally. There is no break-

down of allocations to specific health programmes. 
All are conducted by the same team of health 
workers, which is at the disposal of each of the com
munities. 

Tokelau, through WHO and the South Pacific 
Commission, shares epidemiological information 
with other countries of the Region. It uses the Samoa 
and Fiji Schools of Nursing for training its nurses. 
Medical officers are trained at the Fiji School of 
Medicine. In-service training is carried out in New 
Zealand, Fiji or Samoa, as requirements dictate. 

WHO provides vaccines under its Expanded Pro
gramme On Immunization. It also funded the first 
primary health care seminar for Tokelau in 1983. It 
was at this seminar that the concepts of primary 
health care, community involvement, and multisec
toral approach, and the objectives set out in the 
Declaration of Alma-Ata were introduced to Tokelau 
leaders. 

WHO guidelines, including that provided for the 
present evaluation, are used for evaluating the health 
infrastructure, manpower, and outcome of the health 
services provided. 

HEAL TH STATUS 

In 1973-1974, 54 normal binhs were registered 
(24-month period); 4%-6% of the babies had a binh 
weight ofless than 2500 grams. These figures, which 
were provided by one subgroup, are representative of 
62% of the population. The perinatal death rate was 
28 per 1000 live births. 

The ten leading causes of morbidity in 1983 (num
ber of cases) were: diseases of the respiratory system 
(603), diseases of the digestive system (356), diseases 
of the skin (339), diseases of the musculoskeletal 
system (286), infective and parasitic diseases (239), 
ill-defined conditions (205), diseases of the nervous 
system (112), diseases of the genito-urinary system 
(105), diseases of the endocrine system (60), and dis
eases of the circulatory system (45). 

The leading causes of monality in 1983, in terms 
of number of deaths, were: diseases of the respiratory 
system (3), diseases ofthe circulatory system (3), neo
plastic diseases (1), and perinatal diseases (1). 
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ASSESSMENT OF ACHIEVEMENTS 

Relevance, adequacy and progress of strategy 
implementation 

The majority of people in Tokelau are at more or 
less the same socioeconomic level: no one is too rich 
or, relatively, too poor. All health services are stan
dardized to provide primary health care in a uniform 
manner to the entire community. Coverage of the 
population is about 99%. 

A process by which the Office for Tokelau Affairs 
can evaluate the progress of the health services and 
primary health care provided for the community is 
still in the planning stage. It was hoped that by the 
end of 1985 a plan for evaluation would be presented 
to the Health Committee for approval. 

Efficiency of strategy implementation 

The efforts undertaken, with the help of WHO and 
others, set in motion a chain of responses that 
resulted in the creation of the Health Committee 
(described above); a statement of goals and objectives 
for the health service in accordance with the concept 
of primary health care; and the drawing up of a com
prehensive timetable for health activities to meet 
those objectives. 

The implementing process has only just begun and 
feedback is required to assess any success. It is ex
pected that comments by health staff on any short
comings of that implementation will help to deter
mine the funher action required. 

Effectiveness and impact of the strategy 

Local indicators, designed in accordance with the 
community's perception of what is important to 
health, constitute the method for assessing the degree 
of community satisfaction with the results of the 
strategy. The indicators are: 

- immunization coverage; 
- availability of adequate water supply; 
- number of homes with private latrines as 

against over-water latrines; 
- incidence of cardiovascular diseases; 
- incidence of diabetes mellitus; 

number of people visiting clinics for advice on 
skin problems (measure of awareness of per
sonal hygiene); 

- prevalence of chronic respiratory diseases; 
- incidence of acute respiratory diseases. 

It will require time before changes in health status 
due to the strategy become apparent. However, many 
of the indicators reflected an improvement in 1983. 
In general, the strategy has stimulated awareness of 
the need to seriously consider the nature of health 
delivery in the light of the primary-health-care con
cept, and to set goals and measurable objectives for 
the very near future. 

Because of the socioeconomic level and the facili
ties available, families and individuals in Tokelau en
joy equal access to all the health services provided 
through primary health care. 
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TONGA 
DEVELOPMENT OF HEALTH 

SYSTEMS 

Health policy and stralegy 

The Kingdom of Tonga had a per capita gross na
tional product of US$354, or T$470, in 1982. The 
population in 1984 was 96 448, of whom 31.80/0 were 
living in urban communities. The country has a land 
area of 700 square kilometres. It comprises some 150 
small islands scattered over an area of about 362 598 
square kilometres; thirty-six of them are inhabited, 
the largest being Tongatapu. There are three main 
groups - Tongatapu, Vava'u, and Ha'apai - and 
two minor groups, 'Eua and Niua. 

Current health policies as expressed in the Fourth 
Five-Year Development Plan (1980-1985) are not on
ly consistent with national development objectives 
but also in the long term supportive of the health-for
all goals. Their aims are: 

- to increase social and economic productivity by 
improving the health of the population; 

to improve the quality of family life by educa
tion and family planning to bring the natural 
growth rate of the population into balance with 
socioeconomic development; 

- to increase equity in the health system by a 
maximum development of the abilities of 
Tongan nationals and a more balanced distribu
tion of services throughout all island groups 
and rural areas; 

- to increase the efficiency of the health services; 
and 

- to improve the protection of the population 
from environmental hazards. 

The equitable distribution of health services and 
resources was strongly emphasized in both the Third 
and Fourth Development Plans. The strategies for 
achieving this include provision of a hospital in each 
of the four island groups; of a health centre for each 
2000 to 3000 population; and of trained staff (doctorsl 
health officers and nurses) for these facilities. Refer
ral of patients to hospitals (to the main hospital at 
Vaiola when necessary) is also provided for. 

Primary health care has been accorded the highest 
priority in the health system. It involves services at 
community level, and features promotive and preven
tive components in combination with the curative 
and rehabilitative. 

The health system 

The existing health system has been reviewed and 
to some extent adjusted to reflect the essential 
characteristics of a system based on primary health 
care. It encompasses the whole population on a basis 
of equality and responsibility. 

In communities (villages or islands) whose popula
tion is too small (200 or less) to justil» the services of 
a full-time public health nurse or health officer, 
voluntary village health workers have been trained 
and provided with a lockable cupboard for storing 
simple remedies, drugs, and other supplies to meet 
routine needs. 

As of March 1985, a total of 11 village health 
workers had been trained and were operating satisfac
torily. It was planned by July 1985 to train another 8 
workers for Ha'apai and by October a further 8 for 
the Vava'u island group. 

The immediate supervisors of these workers are 
the district health officers, based on the health centre. 
There are now 14 of them, each catering for a popu
lation of 2000 to 4000. 

The next level in the hierarchy of health facilities is 
the district hospital of which there are 4, one staffed 
by a single doctor, one by 2 doctors, and one by 4 
doctors; the fourth, which functions as the main hos
pit.l for the country, has 16 doctors. 

Managerial process 

The responsible body is the National Health 
Development Committee. It is essentially a Ministry 
of Health committee with the Minister as chairman 
and whose members are the Director of Health, the 
Assistant Secretary of the Ministry, the senior medi
cal officer (public health), the chief dental officer, the 
chief nursing officer, the medical superintendent of 
Vaiola Hospital, the director of planning of the Cen
tral Planning Department, and the Ministry of 
Health planning officer, who acts as secretary. The 
Committee has the power to coopt any other person 
who feels helshe can contribute usefully to the sub
ject under discussion. 

This Committee has full responsibility for formu
lation of policy, broad and detailed programming, 
allocation of budget, development of strategies and 
plan of work, programme implementation, monitor
ing and ev.luation, information support, and repro
gramming. 
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Community involvement 

The project for training village health workers has 
so far proved fairly successful, largely because the 
communities take part in selecting and give support 
to these workers. 

District and town officers are chosen by the people 
and constitute a form oflocal government. They per
form a vital role in mobilizing the community and its 
contribution (in labour, materials and finance) to 
various essential programmes, e.g., water supply, and 
in recruiting village health inspectors. 

The churches are influential and are often used to 
mobilize community participation in health program
mes. Several churches run basic health care or family 
planning centres, and the Ministry of Health endea
vours to maintain good collaboration with all church 
organizations . 

The vi11age women's development committees are 
vety active and play an important role in connection 
with water supplies and sanitation; village improve
ments such as kitchens, bathhouses and toilets; and 
health programmes such as the utilization of oral 
rehydration salts. 

There is a fairly strong health education element in 
the primary and secondary school curricula of the 
Education Department, which also contributes to in
creasing public awareness of health matters. 

Mobilization of re80urces 

Some progress has been made in reallocating 
human, material and financial resources for the im
plementation of the strategy, a reallocation that af
fects all three levels - primary, intermediate and 
central - and both urban and rural areas. Priority in 
reallocation is given to specific underserved areas. 
The 11 trained village health workers have been 
posted to such areas, and medical supplies have been 
provided free of charge by the Ministry of Health. 
There are now 14 health centres at primary health 
care level, each staffed by a health officer and a 
public health nurse. The new staff categories of den
tal therapist, health inspector grade-II, and nurse 
midwife constitute additional manpower for the 
peripheral level. 

The Government's annual budget now gives third 
priority to the health services, which receive 13% of 
the total. Although the larger part of it is still 
allocated to hospital·based services, more considera· 
tion and increased resources are now being accorded 
to primary health care. 

The ultimaie goal of health manpower develop
ment is to cater for health needs, meet demands for 
services, and ensure that the health services are pro
perly staffed in all parts of the country and in various 
settings, e.g., hospitals, health centres, and the com· 
munity. 

The shortage of medical and nursing manpower in 
Tonga has been a pressing problem for some time. 
The records in 1962 showed that there were only 24 
medical officers for a population of 56 838, a ratio of 
1:2368. At the end of 1982, there were 37 medical of
ficers, most of the increase (from 30 to 37) occurring 
during the latter part of the ten-year period 1972-
1982. The current number of 40 medical officers 
gives a ratio to popUlation of I :2411, which is no bet
ter than in 1962. 

The shortage of nurses is also long-standing. There 
has been an average attrition rate of about 12.8% 
among staff nurses each year for the past five years, 
while at the same time a large number of student 
nurses have failed to qua1ilY. 

In view of the shortages at various levels, and the 
limited number of vacancies for formal training over
seas, the Tonga Health Training Centre has been est
ablished. It will train a new category of middle-level 
health personnel to be employed at health centres 
and to provide preventive and promotive services as 
well as a defined level of medical care. 

Intel'8ectoral cooperation 

Some progress is being made in strengthening col· 
laboration with related sectors. In particular: 

- collaboration is continuing with the Ministry of 
Education to improve health education in 
schools; 

the National Food and Nutrition Committee 
brings together the Ministries of Agriculture, 
Education, and Health, and some nongovern
mental organizations. 

The Ministry of Health is also well represented on 
various advisory committees, e.g., the Rural Devel· 
opment Commillee and the Development Coordi
nation Committee, where all development projects 
are discussed before final approval is granted by the 
Cabinet. 

V nder Cabinet Decision No. 217 of 13 February 
1985, the Ministry of Lands, Survey and Natural 
Resources, in cooperation with other relevant minis· 
tries, will provide a draft report on environmental 
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impact prior to the final approval of any new physical 
development project. 

International cooperation 

The establishment of regional bodies for intercoun
try cooperation has proved a major factor in pro
moting fruitful cooperation. The main bodies with 
such a role in the Western Pacific Region are WHO, 
the South Pacific Commission, and the South Pacific 
Bureau for Economic Cooperation. 

Obstacles to intercountry cooperation have been 
the lack of financial resources and of information on 
the health expertise available in the Region. Progress 
is being made in this area but is still not enough. 

HEAL TH STATUS 

Health status is relatively satisfactory when com
pared, for example, with that in other developing 
countries. A substantial improvement in the health 
status of all segments of the population has been 
brought about by the various service and field health 
units of the Ministry of Health in close collaboration 
with the private sector, and by the communities 
themselves through the primary health care ap· 
proach. It has been reinforced by the continued im
provement and expansion of the health and medical 
services, and the consequent increase in population 
coverage. 

The health status of the population can be assessed 
from the following: 

- Nutritional status of children. Births in 
hospitals, or outside hospitals or other health 
facilities but attended by trained health 
workers, represent approximately 60"lo of all 
births. Records show that 980/0 of these new
borns have a birth weight of at least 2500 
grams. Approximately 60"lo-70% of children 
under the age of 2 are seen by trained health 
staff, who report that some 80"lo of them are 
above the normal standards for weight-for·age 
and height·for-age. 

- Infant mortality. Although there are no nation· 
wide figures for this indicator, those obtained 
from health facilities indicate a rate of 20 to 30 
per 1000 live births. Unfortunately, no regional 
or subregional figures are as yet available. 

- Life expectancy at birth. The latest figure for this 
indicator is 58 years, calculated from the 1976 

census. A national mini-census was carried out 
in December 1984 but data are not yet avail
able. However, it is considered that life expect
ancy must at present be more than 60 years. 
Crude birth rate. The latest figure is approxi
mately 28 per 1000 live births. The rate has 
been dropping steadily: it was over 40 some 15 
years ago. 

According to available statistics on hospital mor
bidity, the diseases responsible for 50% or more of 
hospitalizations were: diseases of the respiratory 
system; infectious and parasitic diseases; complica
tions of pregnancy, childbirth and the puerperium; 
and injuries or poisoning. 

Reported hospital mortality constitutes about 20"lo 
of total mortality. The four diseases found to cause 
more than 1O"lo of deaths in hospitals are: infectious 
and parasitic diseases, diseases of the respiratory 
system, diseases of the digestive system, and those 
associated with newborns. 

Data over the past 20 years indicate that mortality 
due to the communicable diseases has declined from 
80% to 40"lo. The two groups of disease that are on 
the increase as a cause of mortality are malignant neo
plasms and cardiovascular diseases. In the years 
1956-1961, they were responsible for only 8"lo of total 
deaths in hospitals whereas in 1978·1982 they ac
counted for 35"lo of such deaths. 

ASSESSMENT OF ACHIEVEMENTS 

Relevance, adequacy and progress of strategy 
Implementation 

The progress and status of health services develop-
ment can be assessed from the following: 

Safe drinking·water is available at 15 minutes' 
walking distance to approximately 95"lo of the 
population. Unfortunately, the corresponding 
figure for sanitation (proper sewerage) is far 
below expectations at this stage; only some 400/0 
of the population have access to adequate 
sanitary facilities. 
Some 80% of expectant mothers attend prenatal 
clinics. However, only about 60"lo of con
fmements are attended by trained personnel. 
Similarly about 600/0·800/0 of children up to 1 
year are seen by trained health workers. 
Coverage for the six immunizable diseases is 
more than 80%. 
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Facilities and statT for treatment of acute com
mon illnesses or injuries, and for the provision 
of essential drugs, are available to at least 80% 
of the population within one hour's walking 
distance. 

Efficiency of strategy implementation 

Implementation of the strategy in terms of 
coverage has been quite satisfactory, as indicated in 
the mid-term review of the Fourth Five-Year Devel
opment Plan. The Ministry of Health, with a view to 
equitable distribution of service and resources, has 
now provided 14 health centres for rural and island 
groups. They cater for 46.8% of the population, 
while hospital services are available to 53.20/0. 

The construction of district hospitals, with their 
limited support facilities, will meet the general 
medical, surgical, maternity, paediatric and out-

patient needs of the outer islands, providing equit
able services for these population groups. Patients re
quiring major surgery or more sophisticated diagnos
tic examination are referred to the main hospital, 
Vaiol •. 

Effectiveness and impac[ of the strategy 

Coverage by essential health care has long been in
adequate but has now been improved to • large ex
tent. As regards the impact of the strategy on the 
quality of life and on socioeconomic development, it 
will be some time before changes become apparent. 

The distribution of manpower has been facilitated 
by the introduction of new categories of health wor
kers for the periphery, e.g., village health workers, 
health officers, dental therapists, nurse midwives, 
and health inspectors. 
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TRUST TERRITORY 
OF THE PACIFIC 
ISLANDS 

DEVELOPMENT OF HEALTH 
SYSTEMS 

Health policy and strategy 

The Trust Territory of the Pacific Islands covers 
some 7.8 million square kilometres of the western 
Pacific Ocean, just. above the Equator. It comprises 
more than 2000 islands and islets, lying in three main 
archipelagos: the Carolines, the Marshalls, and the 
Marianas. It has a land area of 1780 square kilo
metres. The 1981 population was 142000,55.6'1'0 of 
whom were living in urban areas. 

The area as a whole is known as Micronesia. The 
Trust Territory itself is composed of the Republic of 
the Marshall Islands; the Federated States of Micro
nesia (Kosrae, Pohnpei, Truk and Yap); the Republic 
of Palau; and the Commonwealth of the Northern 
Marianas. l 

The Federated States of Micronesia had a per 
capita gross national product in 1983 of US$1300, 
while the Northern Marianas had a per capita gross 
island product of US$9300 in 1982. 

The Trust Territory has not been a direct panici
pant in WHO policy-making bodies. Nevertheless, 
the health-for-all concept has influenced the policies 
of its constitutional governments although, in general, 
the policy on community panicipation needs strength
ening. 

The Micronesia Health Coordinating Council has 
adopted a position paper on primary health care. In 
Palau, the Legislature in 1980 adopted a resolution 
stating that "primary health care is an alternative ap
proach which represents an effective tool for the 
achievement of health for all residents of Palau". The 
Congress of the Federated States adopted a similar 
resolution in the same year. In the Marshall Islands, 
the Nitijela (National Congress) began to give in
creased attention to health policy development in 
1984, further to its Constitution, which "recognizes 
the right of the people to health care". 

New five-year health plans have been fmalized by 
the constitutional governments since 1983 and have 
been endorsed by the respective congresses. 

United States Federal Block Grants support the 
preventive services, but no clinical activities are 
financed from this source. 

The strategies described in the health plans reflect 
the above policy although they have not yet been 
compared systematically with those collectively 
defined for achieving health for all. The latest plans 
give increased attention to prevention and to primary 
health care. 

The health system 

The Division of Health Services2 is administered 
by a Chief and includes health planning, maternal 
and child health, a special outreach project for 
mothers and children, family planning, communi
cable disease control, preventive health and health 
services, environmental health, and such support 
staff as a public health statistician and a coordinator 
of training. 

The health plans have included systematic reviews 
of the governments' health systems. In the Northern 
Marianas, the plan does not specifY a basis of pri
mary health care but nevertheless reflects to some 
degree its essential characteristics. The plans of the 
other governments call for adjustments based on the 
primary health care approach, but implementation 
has been a slow process. 

Managerial process 

In the health plans and elsewhere the need to 
strengthen management is emphasized. Expatriate 
managerial expertise has been employed for that pur
pose in the Marshall Islands and the Federated 
States. The latter has conducted a workshop on 
supervision with the cooperation of WHO, and 
similar action is planned by Palau and the Northern 
Marianas. 

Inertia, cultural attitudes, and shortage of expertise 
have been obstacles to the management process. It is 
planned to overcome them by training, including the 
workshop approach. 

1 Guam, in the Marianas, is not part of the Trust Ter
ritory. 

2 Previously the Office of Health Services. 
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Coordination is being strengthened by the esta
blishment of health care systems under each of the 
constitutional governments. The health authorities 
are promoting increased communication between 
units, and they share their transport arrangements. 

Community involvement 

Community input to planning is by way of the sub
area health councils, which are required to ensure 
that 60% of their members are consumers. Commu
nity action agencies have been established that deal in 
part with health-related matters. Community health 
projects have been encouraged but have been slow to 
develop except for a few water and sanitation pro
jects, chief among which is the rural sanitation pro
ject funded by the US Department of the Interior 
and the US Environmental Protection Agency. This 
project is under way in each of the constitutional 
jurisdictions. 

Health education has increased and is aimed at pro
motion of family planning, nutrition, proper use of 
health facilities, sanitation, etc. 

Mobilization of resources 

It is estimated that between 6% and 12% of gross 
national product is spent on health. For example, in 
the Federated States of Micronesia, per capita gross 
national product was reported as about US$1300 in 
1983. In the same year, government health expendi
ture was about US$120 per head of population, but 
this may have been higher than is normal because of 
a cholera outbreak. Private sector expenditure is not 
known, but is estimated to be much smaller. The 
limited information available suggests that percent
ages in other part of the Trust Territory are similar. 

Manpower requirements are specified in the health 
plans of all four governments. Plans for meeting 
these requirements have been partially developed, in
duding a ten-year plan for training medical officers 
in the Federated States of Micronesia. 

The Federated States, the Marshall Islands, and 
Palau are working to increase the capabilities and 
responsibilities of health assistants, particularly as 
regards prevention and health promotion. 

Intersectoral cooperation 

The strategies take account of sectors other than 
health, particularly in connection with water supply, 

health education, and nutrition. For example, in the 
Marshall Islands, the Federated States, and Palau, 
the education sector is giving support to water and 
sanitation improvements in schools; and health staff 
have cooperated in strengthening school health cur
ricula. 

The health plans of each of the governments are 
normally included in the development plans endors
ed by the respective coI1gresses. 

International cooperation 

There have been few opportunities to cooperate 
with other countries, but such cooperation has been 
furthered by WHO, which has informed the govern
ments of the possibilities and given financial support. 

The health plans give some indication of the need 
for external support but do not yet provide a com
plete systematic analysis. Capital improvements to 
outer island dispensaries throughout the Territory 
have not yet received sufficient funding. 

HEALTH STATUS 

The nutritional status of children (0-5 years) can be 
assessed from the following. In 1980,92.6% of birth 
weights in the Northern Marianas were at least 2500 
grams. In the Marshall Islands in 1979-1981, the pro
portion was 94%; in the Federated States, it was 
90.20/0. In Palau, it was 90.0% in 1984. 

The infant mortality rate was 14.9 in 1984. Life ex
pectancy at birth in the Federated States is 64 years 
for both males and females. 

As of April 1985, the ten leading diseases reported 
in the Trust Territory, excluding the Northern Ma
rianas were (number of cases): influenza (586), gastro
enteritis, presumed infectious (344), conjunctivitis 
(152), gonorrhoea (87), amoebiasis (80), diarrhoea, 
presumed infectious, in children and adults (60), 
chickenpox (60), viral hepatitis, type A (25), fish 
poisoning (17), and streptococcal sore throat or scar
let fever (13). 

The ten leading causes of deaths in 1983, (deaths 
per 100 000 population) were: diseases of the heart 
(47.0), cancer (32.8), chronic obstructive pulmonary 
diseases (26.1), cerebrovascular disease (21.6), pneu
monia and influenza (21.6), diarrhoeal diseases 
(19.4), accidents, all types (17.9), premarurity (14.2), 
suicide (13.4), diabetes (11.9), and certain diseases of 
early infancy (10.4). 
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ASSESSMENT OF ACHIEVEMENTS 

Relevance, adequacy and progress of strategy 
implementation 

The planning processes set up in connection with 
the United States Federal Block Grants programme 
provide a framework for evaluation and monitoring. 
Another opportunity was provided in June 1984 by 
the joint US Public Health DepartmentlUniversity 
of Hawaii evaluation of federal support to the US 
Pacific Territories. The complete report on the latter 
evaluation was forwarded to the United States Secre
tary for Health for submittal to Congress, which will 
redirect health programmes in the Trust Territory. 

Health care is accessible to essentially all of the 
population but in remote outer islands is often limited 
to simple curative measures by health assistants. 
Other elements of primary health care are provided 
to varying degrees, sometimes only through periodic 
visits of health staff to remote areas or travel of 
patients to the main hospitals. 

Applications for community health centres to be 
funded by the United States Public Health Service 
were recently submitted by the four constitutional 
jurisdictions. The centres will enhance ongoing pri
mary health programmes throughout the Territory. 

The status of health development in the Trust Ter· 
ritory can be assessed from the following: 

- Safe drinking-water in the house or within 15 
minutes' walking distance is roughly estimated 
as available to 60% of the population. 
Adequate sanitary facilities are roughly 
estimated to be available to 30% of the popula
tion. 
Immunization coverage (diphtheria/pertus
sis/tetanus, poliomyelitis and measles, by age, 
was as follows: 

Two-year olds Six-year olds 

Marshall Islands (1984) . 48% 96% 

Northern Marianas (1981) . 80%·98% 88%·98% 

Palau (1984) 92% 99% 

Federated States of 
MicroneSia 30% 58% 

BeG is given in Yap and Pohnpei (Federated 

States) and is under consideration in the Mar
shall Islands and Palau. 

First-level treatment within one hour's travel is 
roughly estimated as available to 95% of the 
population, although perhaps only 70% would 
have access to as many as 20 essential drugs. 

It is estimated that the majority of prenatal and 
childbirth cases, and children up to I year of 
age, receive care from trained personnel (it is 
mainly the outer island population that does not 
regularly receive such care). Data reported for 
1981 showed 89% of births in the Territory as 
being attended by trained personnel, but this is 
an overstatement due to the under-reporting of 
births. 

N urnerous obstacles have been encountered in ad
justing the health system, perhaps the greatest being 
the orientation towards the United States, whose 
systems are not suitable for Micronesia. Other 
obstacles are inadequate managerial ability, shortage 
of funds, and inefficient distribution of drugs and 
other supplies. It is planned to continue recruitment 
and training for management, and to explore funding 
possibilities for the introduction of more efficient 
procedures. 

Efficiency of strategy implementation 

Good working relations among health care staff 
and communities contribute to efficiency, but there 
are problems due in part to cultural factors. 

Mechanisms are now in place in each of the gov
ernments to develop primary health care. But the 
concept was only recently introduced in the Terri
tory, and cultural attitudes must gradually change if 
it is to become embedded in the health system. There 
is a need to strengthen understanding of the concept 
both by the community and by health workers. 

Effectiveness and impact of the strategy 

Gradual progress is being made in control of infec
tious diseases and improvement of maternal and 
child health, but it is not yet apparent in such fields 
as drug abuse or diabetes. One of the main needs is to 
strengthen the information system for monitoring the 
various trends. 
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TUVALU 

DEVELOPMENT OF HEALTH 
SYSTEMS 

Health policy and strategy 

Tuvalu had a per capita gross domestic product in 
1983 of US$360. The population at the 1983 census 
was 7822. It has a land area of 26 square kilometres. 
Tuvalu (formerly the Ellice Islands) comprises Funa
futi (administrative centre), Nanumea, Nanumanga, 
Niutao, Nui, Vaitupu, Nukufetau, Nukulaelae and 
Niulakita. 

The aims and objectives of the Tuvalu Health Plan 
for 1984-1987 are consistent with those collectively 
defined for attaining health for all. They are: 

to develop and maintain preventive health ser
vices for all islands; 
to improve the quality of basic health services; 
to promote and strengthen activities relating to 
family planning and maternal and child health; 

- to develop and maintain dental health services 
in the country. 

Tuvalu's strategies reflect its health policy, but no 
systematic comparison has been made with the stra
tegies defmed for health for all. 

The health system 

The present health system was established in 1976 
following Independence and reflects many of the 
essential principles of primary health care. A process 
of continuous informal review ensures adherence to 
those principles. 

All public health services are controlled by the 
Government through its Senior Medical Officer. He 
is assisted by two medical officers (one specifically 
responsible for preventive health services but who 
also assists the second in curative work in the 
hospital) and a dental officer, responsible for the oral 
health services. There is a small inspectorate, also 
under the direction of a medical officer. The nursing 
service is now being developed to meet the needs of 
hospital services and of family health services in the 
outer islands. 

The only hospital is on the main island of Funafu
ti, where some 210/0 of the population live. Medical 
stations in the outer islands are staffed by a medical 
assistant and a staff nurse for islands with larger 

populations, and either a medical assistant Dr a staff 
nurse for those with a smaller population. In addition 
there are maternal and child health aides, one for 
each island, who have been trained locally. 

Managerial process 

In Tuvalu, the health sector is small and all its ac
tivities are well coordinated. No specific managerial 
process has been established and may not even be ap
propriate in a country which has a very small popula
tion, and where there are few staff in the adminis
trative section of the Department of Health. 

Staffing and budgetary constraints have impeded 
the taking of managerial measures, and are unlikely 
to be overcome. 

Community Involvement 

Following a national workshop on primary health 
care in 1982, health committees were established on 
each island and were given responsibility for village 
environmental health. The Department of Health 
provides technical support and limited funds for cer
tain projects initiated by village communities. 

Community involvement is thus mainly in the field 
of environmental health, e.g., the provision of labour 
for the improvement of village water supplies and 
sanitation. Health education programmes are broad
cast three times a week, supplemented by the person
to-person advice given by nurses during clinics. 

Lack of transport makes it difficult to supervise 
and support community activities. There is also a 
tendency for communities to expect to be paid for the 
work they undertake. Increased health education may 
develop a greater awareness of the importance of 
community health work. 

Only one nongovernmental organization is work
ing in a health-related field; its activities are in accor
dance with national health policy and the health-for
all goal. 

Mobilization of resources 

No major reallocation of hutnan, material or finan
eial resources has been needed, since the present sys
tem is consistent in many respects with the health
for-all strategy. 

A total of 7.7% of gross national product is spent 
on health. Approximately 30% of that expenditure is 
devoted to specific primary health care activities. 
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A health manpower plan has been developed which 
is in accordance with the health-for-all strategy. No 
major changes have been necessary since the empha
sis has always been on primary care. All medical staff 
carry out preventive as well as curative work, and all 
nurses provide consultation and treatment. Annual 
inservice training for nurses lays stress on primary 
health care. Reorientation of workers or institutional 
changes have not been required. There is some rota
tion of personnel, staff of the hospital and the outer 
island clinics being interchangeable; the latter are 
posted to their own islands whenever possible. 

Intersectoral cooperation 

Sectors other than health are involved in health 
development, e.g., the Agriculture Department, 
which is promoting home vegetable gardens; the 
Public Works Department, which assists in the de
velopment of community water supplies; and the 
Education Department, which has participated in 
primary health care workshops. 

Intemational cooperation 

Cooperation with other countries in the Region has 
been mainly in the use of training facilities, e.g., 
nurses are being trained in Fiji and medical students 
in Papua New Guinea. Regional institutions provide 
suitable training facilities for island nations in the 
Pacific. 

Certain areas have been pinpointed as requiring ex
ternal resources. All the support requested has been 
obtained, as below: 

- Family health (UNFPA, Save the Children 
Federation) 

- Immunization programmes (UNICEF) 
- Manpower development and primary health 

care workshops (WHO, UNFPA) 
- Water and sanitation improvement (WHO, 

Save the Children Federation) 
Leprosy control and hospital supplies (New 
Zealand Leprosy Trust Board) 

HEALTH STATUS 

According to the 1983 Tuvalu Medical Report, 
97"10 of newborn infants have a birth weight of at 
least 2500 grams. The infant mortality rate is approx-

imately 20 per 1000 live binhs. Life expectancy at 
binh is 57 years for males and 60 years for females. 

The main diseases causing morbidity (in order of 
decreasing frequency) are: acute respiratory infec
tions, diarrhoeal diseases, conjunctivitis, and skin in
fections. Prevalence and incidence rates are not avail
able. 

The main diseases causing mortality (in order of 
decreasing frequency) are: diseases of the cardio
vascular system; puimonary infections, including 
pulmonary tuberculosis; stillbirth and perinatal 
death; liver disease; cerebrovascular disease. Death 
rates are not available. 

There have been no major changes in morbidity 
and mortality rates since 1976. 

ASSESSMENT OF ACHIEVEMENTS 

Relevance. adequacy and progress of strategy 
implementation 

There is no formal evaluation process and it is not 
planned to establish one. Some informal evaluation is 
carried out during the preparation of the annual 
medical report and its subsequent review. 

The progress of health development can be assess
ed from the following: 

- 100"lo of the population have safe water in the 
home or within 15 minutes' walking distance. 

- 80"lo of the population have adequate sanitary 
facilities in the home or immediate vicinity. 

- Infant immunization coverage is 1 00"lo for 
BCG; 82"lo for poliomyelitis; 76"lo for diph
theria, pertussis and tetanus; and 65"lo for 
measles. 
100"lo of the population have trained personnel 
for attending pregnancy and childbirth, and for 
routine care of children up to at least 1 year. 

Efficiency of strategy implementation 

Given the constraints of a small and scattered 
island population with limited transport, limited 
manpower and limited finances, the results obtained 
SO far seem reasonably positive in relation to the ef
fort expended. 

Health personnel have always been trained to pro
vide primary health care. They work in their own 
community and are committed to improving its 
health and welfare. 
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Effectiveness and Impact of the strategy 

The strategy is a continuation of activities pre· 
viously initiated by the Government of Tuvalu, and 
it is satisfied with the results. No formal assessment 
of community satisfaction has been undenaken, but 
the increasing utilization of the health services and 
the formation of village health committees would 
suggest that such satisfaction exists. 

Health services have been provided to all inhabited 
islands. Water supply and sanitation have been im
proved in all communities, which have all established 
health committees. Constraints of finance, man
power, and inter-island communication make major 

changes unlikely, but a gradual improvement on the 
basis of primary health care is expected. 

There has been some improvement in health status 
in recent years, especially as a result of environmen· 
tal health measures and infectious disease control. 
These, along with better health facilities in the outer 
islands, have brought some improvement in the qua
lity of life. Socioeconomic development has been 
limited. However, the introduction of a cash eco
nomy may indirectly have been responsible for the 
increased prevalence of noncommunicable diseases 
such as hypertension and diabetes, and also of dental 
caries. 
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VANUATU 

DEVELOPMENT OF HEALTH 
SYSTEMS 

Health policy and strategy 

Vanuatu I had a per capita gross national product in 
1982 of US$529, or Vatu 42 320. The population in 
1984 was 127 960, 13% of whom were living in ur
ban areas. It has a land area of 12 190 square kilo
metres. Vanuatu is a double chain of 80 islands, ex
tending about 800 kilometres from north to south. 
The largest are: Santo (largest single island), Male
kula, Aoba, Maewa, Pentecost, Ambrym, Epi, Efate 
(location of the capital), Erromanga, Malo, Tanna 
and Anatom (formerly Aneityum). Vanuatu also in
cludes the Banks group, a few kilometres due north, 
and the Torres group, sixty kilometres to its north
west. 

The health-for-all policy was endorsed by Cabinet 
decision in May 1984. No new health policies have 
been formulated, nor has there been a revision of 
those reported in 1983. 

The national strategy is based on developing pri
mary health care through a specific plan of action 
that takes into consideration the involvement oflocal 
communities, and a decentralization that will make 
for greater participation oflocal authorities. One area 
that requires strengthening is the participation in 
health development of related government sectors, 
nongovernmental associations such as those for 
women or young people, and the churches. 

In spite of the Government's strong commitment 
to health for all, economic and social factors have to 
some extent impeded the development of strategies. 
Community participation and local government sup
port are the key elements in that development. 

The health system 

Since Independence, a new Ministry of Health has 
assumed responsibility for all health services. 

Integration of the services was completed in 1981, 
when a National Health Office was established. Its 

J Formerly the New Hebrides. 

head, the Director of Health Services, is assisted by 
two deputy directors (one for curative and one for 
preventive services), a chief nursing officer and a 
senior administrator. The Preventive Medicine De
partment (which replaced the previous Rural Health 
Service) included sections for environmental health, 
family health and health education, epidemiology 
and control of communicable disease, malaria con
trol, vector control, and - temporarily - statistics. 
It is responsible for planning and evaluating all 
preventive services and for training staff. The 
Curative Medicine Department, in addition to 
hospital and specialized services, covers the central 
pharmacy and the dental services. 

Services are completely decentralized and are 
under the direction of a hospital superintendent (for 
the central hospital) and of district medical officers. 
At present, there are 5 district and 5 rural hospitals, 
39 health centres and 52 dispensaries managed by the 
Ministry of Health. In addition, local governments 
have in many places set up aid posts for primary 
health care. Supervision of services is carried out by 
the district medical officer assisted by I to 3 nurses, 
supervisors, and a health inspector. 

By 1986 each district should have a supervisor (9 
practitioners), who will take over the role at present 
filled by the medical officer. The medical establish
ment of 30 doctors will remain the same. 

Managerial process 

A strengthening of managerial capabilities at in
termediate level is expected in the near future 
through the assigrunent of nurse practitioners to local 
government areas, with logistic support from the cen
tral and district levels. Some of these nurses have 
already been appointed as district supervisors. They 
are being trained locally with emphasis on manage
ment techniques and the primary health care con
cept. They also receive training in community diag
nosis, and complementary training in data analysis 
on completion of their studies. This should strength
en the collection at intermediate and peripheral level 
of the reliable information which is essential for plan
ning and evaluation. 

The main obstacle to better coordination is the 
scarcity of nationals with sufficient managerial and 
technical capabilities to hold senior posts at ministry 
and district level. A reorientation towards primary 
health care in the curriculum of the nursing school, 
the introduction of a higher level of intermediate 
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staff, and an increase in the number of students 
reaching a higher level of secondary education will 
inter alia provide a basis for a future technical and 
managerial competence. 

Community Involvement 

Communities in principle participate in ensuring 
the functioning of health facilities up to the level of 
the health centre (except for the salaries of fully 
qualified statI)o They are expected to maintain the 
cleanliness of their village; and households help in 
the antimalaria campaign by providing labour for 
cleaning up river beds, spraying, etc. In health educa
tion the main activities, apart from the training of na
tional staff, have been projection of films, radio pro
grammes, and anicles in the local press. 

The chief obstacle has been the geographical isola
tion of communities and a scattered population 
which is difficult to reach by either sea or air. 

There is fruitful cooperation with nongovernmen
tal organizations such as the Red Cross, women's 
associations, churches, and fraternities interested in 
communiry development. They cooperate in all pri
mary health care projects and have introduced health 
topics in their meetings. 

The policy of decentralization to II local govern
ments also applies to the health sector. This will pro
vide an opportunity for stronger community partici
pation, particularly in the preventive aspects of 
health work. 

Mobilization of resources 

A master plan to determine the exact magnitude of 
the resources assigned to health development should 
have been completed by the end of 1985 and will 
serve in determining the future allocation of material 
and financial resources as well as providing a policy 
basis for assessing the number and quality of human 
resources required. 

In 1984, the percentage of gross national product 
spent on health work was 13.80/0. It is estimated that 
around 500/0 of that health budget was devoted to 
peripheral health services (exact figures are difficult 
to calculate owing to the polyvalent nature of the 
health workers and the support given by the district 
and rural hospitals to health centres and dispensa
ries). Two major urban hospitals accounted for 
almost 500/0 of the health budget. 

A health manpower study is being revised in the 
light of financial resources, possibilities, and present 
and future needs. It is envisaged that the district 
supervisors should take over the main managerial 
tasks at intermediate level. To this end, management 
training forms pan of the programme for the new 
nurse practitioners and has been introduced at the 
school of nursing. A course on management for inter
mediate staff was to be organized in 1985. 

Inte ... ectoral cooperation 

Cooperation is envisaged with the Ministry of 
Education to train teachers for health education in 
primary schools; and also the creation of a National 
Nutrition Committee with representatives from local 
government, agriculture, education, women's groups 
and others, under the leadership of the health sector. 
A Primary Health Care Committee has recently been 
established, on which all government agencies are 
represented. 

The setting up of the National Development Com
mission (composed of the first secretaries of all 
government depanments) and of the above-men
tioned Primary Health Care Committee with its 
broader composition are two of the measures adopted 
to guarantee improved intersectoral coordination and 
collaboration in health-related activities. 

international cooperation 

Developing countries - among them China, Fiji, 
Papua New Guinea, the Philippines, and Viet Nam 
- have received fellows from Vanuatu through the 
cooperation of international organizations, mainly 
WHO. The subjects of study were primary health 
care, traditional medicine, water supply and sanita
tion, malaria control, and oral health. 

This cooperation is still far from adequate. A con· 
tinuous exchange in areas still to be developed in 
Vanuatu could appropriately receive support from 
other developing countries. 

HEALTH STATUS 

It can be stated that at least 950/0 of newborn in
fants have a birth weight of 2500 grams or more. 
This figure is based on more than one-third of births 
in 1983 and provides a fair estimate of the situation. 
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A 1983 national nutrition survey showed that the 
prevalence of moderate protein energy malnutrition 
among children under 5 years, by standard indica
tors, was: 23% underweight, 7% stunting (chronic or 
previous malnutrition) and 17% wasting (acute or re
cent malnutrition). 

The infant mortality rate was estimated at 75 per 
1000 live births by a 1984 maternal and child health 
survey, utilizing indirect measurement. No calcula
tion was made for other age groups because the sam
ples were very small. Nevenheless it was noted that 5 
deaths out of 16 in children from 1-4 years were due 
to malaria. 

Life expectllncy at birth is 55 years for men and 47 
years for women (data obtained in a national survey 
in 1984). 

Information on morbidiry and monality patterns is 
based on monthly repons sent in by health centres 
during 1983. The main diseases causing morbidity 
(expressed as a percentage of all cases) are: skin infec
tions (32), respiratory diseases (26), malaria (8), 
eye/ear conditions (5), and diarrhoea (3). 

The main causes of death (expressed as a percent
age of all deaths) are: pneumonia and other respira
tory diseases (11%), gastroenteritis (5%), malaria 
(4.50/0), cancer (4.5%), and tuberculosis (4%). 

ASSESSMENT OF ACHIEVEMENTS 

Relevance, adequacy and progress of strategy 
Implementadon 

Monitoring and evaluation of strategies is built in
to the health delivery system in the form of regular 
supervisory visits to peripheral areas by district 
health staff; regular reporting by peripheral staff to 
district and central levels; and regular meetings be
tween central and district staff. 

The status of health services development can be 
assessed from the following: 

- Safe water supply is available to 450/0 of the 
population - an increase of over 6% in the last 
four years. 
Sanitary facilities are available to approximately 
30% of the total population. 

- In 1983, the proportion of children under I 
year of age immunized was: BeG (68%), diph
therialpertussisltetanus, third dose (22%), and 
poliomyelitis, third dose (18%). Measles 
immunization was: under I year (1152 doses), 

1-4 years (1895 doses). Tetanus toxoid inocula
tions were given to pregnant women (1079 
doses). 

- Around 80% of the population have access to 
local health care facilities, including essential 
drugs, within one hour's walking distance of 
their home. 

- At least 90% of all pregnant women have one 
prenatal visit, with in general 3-6 visits per 
woman. It is estimated that 72% of births are at
tended by trained health staff. Data on care pro
vided to children under I year are not very re
liable, but most children come for at least one 
visit. 

Efficiency of strategy Implementadon 

Baseline data to measure the performance of the 
health services in comparison with previous years are 
either lacking or are unreliable. In a system with so 
many different providers of health care, it is difficult 
to say whether the results obtained were due to more 
efficient procedures. Nevertheless, for operational 
reasons, it is considered that there is no alternative to 
maintaining the present district structure and adapt
ing it to a larger number of local governments. 

An assessment of manpower utilization and 
requirements has been made. But a more realistic 
assessment, in terms of coverage by level of care and 
cost per service, tends to show that these would be 
too expensive for a developing country as compared 
with others in the Region. 

The main constraints have been the inadequacy of 
technical and managerial staff, deficiencies in data 
collection, and uncertainties as to budgetary suppon. 
Other factors are the scattered nature of the popula
tion; transport difficulties (sea transport is deficient, 
there are· few port facilities, and air transport is ex
pensive); the cost of imported technology, supplies 
and manpower; and the insufficient motivation of 
staff. 

Eft"ec:dvenesa and Impact of the strategy 

Many of the programme objectives of the develop
ment plan have been satisfactorily achieved in the 
face oflimited manpower and resources. For example: 

- Such basic prerequisites as unification of health 
services and certain structural changes have 
been accomplished in a relatively short period. 
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- National staff requirements have been updated 
but will need constant revision, especially in the 
near future, in view of the expansion into a 
more community-oriented health system. 

Health manpower development has progressed 
at intermediate level with the introduction of 
nurse practitioners; tutors have been trained for 
the School of Nursing. 

- In the last four years, nursing staff have receiv
ed up-to-date training in such fields as maternal 
and child health, malaria and other communi
cable diseases, community involvement in 
water and sanitation activities, and systems of 
reporting. A more community-oriented curricu
lum for the School of Nursing has been 
adopted. 

- Job descriptions have been adopted for the 
various categories of staff, defining responsibili
ties more clearly. 
Some national staff have been trained in 
management techniques by short courses at cen
trallevel. Nurse practitioners are receiving this 
type of training in their formal curriculum; 
There has been constant upgrading of sani
tarians and health inspectors. Training of den
tal staff, statisticians and teachers has been 
undertaken in an integrated effort with the Ed
ucation Department. 

- The list of essential drugs has been completed 
and adopted; there has been managerial im
provement in the Pharmacy Department; and a 
more efficient distribution of drugs has been in
troduced. 
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VIETNAM 
DEVELOPMENT OF HEALTH 

SYSTEMS 

Health pollcy and strategy 

The Socialist Republic of Viet Nam in 1983 had a 
per capita gross national product of US$500. The 
population was 57442000, of whom 19.1% were living 
in urban areas. The country is divided for adminis
trative purposes into 40 provinces, and 3 major cities: 
Hanoi, Haiphong and Ho Chi Minh City. The prov
inces in turn are divided into 481 districts, made up 
of 8599 communes whose population varies from 
2000 to 10 000. Viet Nam has a land area of331 688 
square kilometres. 

The basic objectives of the health services are: 

- prevention and control of communicable 
diseases and improvement of the environment; 
improvement of the quality of care and imple
mentation of health management for every citi
zen; 

- promotion of maternal and child protection, im
plementation of family planning, reduction of 
the mortality rate for infants under I year to 30 
per 1000 live births; 
adequate distribution of prophylactic, diag
nostic and therapeutic substances and also of 
health equipment; 
strengthening of the health system in order to 
ensure coverage of the entire population. 

The national strategy for health development is 
oriented to the major goal of health for all by the year 
2000. Emphasis is placed on strengthening and de
veloping the network Qf basic health services espe
cially in the southern part of the country and in the 
highlands with their ethnic minorities. Articles 47 
and 61 of the Constitution, various resolutions adopt
ed by the National Assembly of the Communist Par
ty of Viet Nam in 1981, and the five-year plans all 
contain references to health goals. 

The health sYltem 

The Ministry of Health is responsible for organiz
ing the health services of the country, including all 
preventive and curative services, training of health 
manpower, medical research, and production and 

distribution of drugs. The Minister of Health, a 
member of the Council of Ministers, is assisted by six 
vice-ministers. Several departments look after various 
technical and administrative aspects. 

All health activities at primary level are the respon
sibility of the communes, subdistricts, industrial 
enterprises, educational institutions, etc. In each of 
these, a health post deals with the simpler preventive, 
curative, promotive and educative aspects of health 
care. 

In each district (or "precinct" in urban centres), 
there is a general hospital, including a laboratory and 
a station for hygiene, epidemiology and malariology. 
Normally there are training facilities at the district 
hospital. District hospitals are, in principle, referral 
institutions for all commune polyclinics; they pro
vide training and sometimes organize seminars for 
medical staff working in the cooperative and com
mune health stations. 

In each province and in Hanoi, Haiphong and Ho 
Chi Minh City, there is a provincial health service 
which is responsible for all the provincial (or urban) 
health institutions. The network of medical services 
consists of general hospitals, specialized clinics, 
polyclinics, hygiene and epidemiology stations, spe
cialized dispensaries, drug control services, a regional 
drug factory, several pharmacies, and a training 
school for health personnel. Provincial institutions 
are functionally integrated and serve as referral cen
tres for the districts. Their purpose is to support the 
peripheral health services. 

The central level constitutes the highly specialized 
peak of the health delivery system and is under the 
direct responsibility of the Ministry of Health, 
Hanoi. The central institutions provide expertise and 
support for the planning, programming, supervision, 
and evaluation of all health services in the country. 

All health services or institutions are functionally 
and administratively integrated at each level under 
the responsibility of the respective health authorities. 
The functional relationship and referral linkages are 
well defined so that the health services of the higher 
level are responsible for the administrative and tech
nical supervision and guidance of the lower levels. 

Managerial process 

The Department of Planning is in charge of de
signing, implementing and collecting data to assess 
both the health strategy and the action plan, and pro-
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vides support to the provincial health administrations 
and the teaching and specialized instirutions. It is 
also responsible for the entire health information sys
tem of the medical and health activities, with the sup
port of the Department of Statistics. The Depart
ment of Planning monitors and records all external 
aid received by the Ministry of Health from interna
tional agencies, bilateral and multilateral donors, and 
nongovernmental organizations. 

Community involvement 

The Ministry of Health coordinates its activities 
with those of the people's organizations, e.g., the 
Trade Unions General Association, the Women's 
Association, the Youth Association, the Pioneers, the 
General Association of Medicine and Pharmacy. It 
constantly requests provinces to mobilize all human, 
financial and material resources, through resolutions 
of the people's committees, in order to participate in 
health protection at provincial level. 

Information on health programmes is widely cir
culated by way of national information and press ser· 
vices. Meetings of the community are organized at 
local level to discuss major health problems such as 
family planning, water supply, and control of epi
demics. 

MobUi2ation of resources 

Efforts are being made to implement the distribu· 
tion of human, material and financial resources to the 
periphery while retaining control. Priority is given to 
the lower levels and especially to remote provinces. 
The slogan emphasized is: "Common participation 
of the State and the People". 

The proportion of the national budget allocated to 
health in 1984 was 30/0. Priority in the supply of 
equipment and material is given to remote provinces, 
mountainous regions, islands, and newly liberated 
areas. 

During the two five-year plans 1976-1980 and 
1981·1985, a programme of training and refresher 
courses was designed to provide a sufficient number 
of primary health workers for implementing the 
health strategy, in particular commune health work
ers in the southern provinces. By 1984, the target 
number of such stafT had almost been reached, 
whereas the target for assistant doctors could be at· 
tained in only 800/0 of the communes. There was an 
average of 8 doctors at district level in 1984 but 

distribution was uneven, 30 districts being without a 
single doctor. 

To date, 95% of communes, instirutions, and pro
duction units have their own primary health stations, 
in which the roles and responsibilities of physicians, 
assistant doctors, nurses, and midwives are mainly 
related to primary health care. 

To satisfY the need for primary health workers, 
provinces have developed plans to provide continued 
training to commune health workers, mostly intend
ed for the southern provinces and mountainous areas. 
Medical students are selected on a district basis so 
that graduates can rerurn to their province of origin. 

Intel'llectoral cooperation 

The health strategy has benefited from the co-
operation of other sectors: 

The Ministry of Culture and Information has 
devised a publishing, information and propagan
da plan for the health services. 

- The Ministry of Agriculture has collaborated in 
the rational use of chemical and human fertilizers 
in agriculture. 

- The Ministry of Education has cooperated in in
troducing health education into the general educa· 
tion programme and school activities. 
The Ministry of Construction has cooperated in 
water supply and sanitation facilities. 

- The Ministry of Finance is cooperating in the im
plementation of allowance schemes for health 
workers. 

The Committee for the State Plan is introducing 
health indicators in its plans to ensure the sound 
operation of intersectoral activities. 

International cooperation 

Bilateral cooperation has been provided by the 
Union of Soviet Socialist Republics, the German 
Democratic Republic, Sweden, Czechoslovakia, 
France, Switzerland, Poland, Cuba, and several other 
countries. Multilateral assistance has been received 
from the U nired Nations and the specialized agencies 
- UNICEF, UNFPA, UNDP, FAO, WHO, the 
World Food Programme and others. The following 
nongovernmental organizations also give support to 
health work: NetherlandsNiet Nam Medical Com
minee, International Planned Parenthood Federa
tion, Caritas (Federal Republic of Germany), Rotary 
Clubs (Belgium), Church World Service (United 

138 WESTERN PACIFIC REGION 

vides support to the provincial health administrations 
and the teaching and specialized instirutions. It is 
also responsible for the entire health information sys
tem of the medical and health activities, with the sup
port of the Department of Statistics. The Depart
ment of Planning monitors and records all external 
aid received by the Ministry of Health from interna
tional agencies, bilateral and multilateral donors, and 
nongovernmental organizations. 

Community involvement 

The Ministry of Health coordinates its activities 
with those of the people's organizations, e.g., the 
Trade Unions General Association, the Women's 
Association, the Youth Association, the Pioneers, the 
General Association of Medicine and Pharmacy. It 
constantly requests provinces to mobilize all human, 
financial and material resources, through resolutions 
of the people's committees, in order to participate in 
health protection at provincial level. 

Information on health programmes is widely cir
culated by way of national information and press ser· 
vices. Meetings of the community are organized at 
local level to discuss major health problems such as 
family planning, water supply, and control of epi
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Intel'llectoral cooperation 
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the rational use of chemical and human fertilizers 
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workers. 
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health indicators in its plans to ensure the sound 
operation of intersectoral activities. 

International cooperation 

Bilateral cooperation has been provided by the 
Union of Soviet Socialist Republics, the German 
Democratic Republic, Sweden, Czechoslovakia, 
France, Switzerland, Poland, Cuba, and several other 
countries. Multilateral assistance has been received 
from the U nired Nations and the specialized agencies 
- UNICEF, UNFPA, UNDP, FAO, WHO, the 
World Food Programme and others. The following 
nongovernmental organizations also give support to 
health work: NetherlandsNiet Nam Medical Com
minee, International Planned Parenthood Federa
tion, Caritas (Federal Republic of Germany), Rotary 
Clubs (Belgium), Church World Service (United 
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States of America), Netherlands Universities Foun
dation for International Cooperation, and the British 
Medical Committee. 

Close cooperation has continued with UNICEF, 
particularly in the expanded programme on immuni
zation, control of diarrhoeal diseases, nutrition and 
related activities. WHO has made a substantial con
tribution to UNFP A projects in Viet Nam, particu
larly those for which it is executing agency. Other
wise, its technical input has been limited to projects 
of UNDP, FAO, the World Food Programme, and 
the United Nations High Commissioner for Refugees. 

Cnnsultations are held, particularly with the 
Australian, Netherlands and Swedish Embassies, on 
existing or possible support to health activities. Ef
fective cooperation in selected health programmes 
continues with the Swedish International Develop
ment Authority. 

HEALTH STATUS 

The pattern of disease has not changed significantly. 
In 1983, acute respiratory infections (including per
tussis and influenza) were the main cause of morbi
dity, the 10 leading causes being (cases per 100 000 
population): influenza (837), diarrhoea 686.4), 
malaria (349.8), dengue fever (249.7), measles 
(217.8), amoebic dysentery (171.0), bacterial dysen
tery (98.1), respiratory tract tuberculosis (78.7), per
tussis (48.8), and cholera (1.0). 

The leading causes of death (number of deaths per 
100000 population) were: dengue fever (3.04), diph
theria (2.58), diarrhoeal diseases (2.48), malaria (1.5), 
respiratory tract tuberculosis (1.1), measles (0.96), 
bacterial dysentery (0.5), amoebic dysentery (0.45), 
cholera (0.02) and pertussis (0.16). 

In 1984, 750/0 of newborn infants had a birth 
weight of at least 2500 grams. The infant mortality 
rate in 1983 for infants under I year was 33.5 per 
1000 live births. Life expectancy at birth in 1982 was 
62 years for males and 66 years for females. 

ASSESSMENT OF ACHIEVEMENTS 

Relevance, adequacy and progress of stratellY 
implementation 

There is regular monitoring and assessment of 

strategies tltrough annual reports made by units 
under the authority of the Ministry of Health, based 
on statistical data communicated by the provinces. 
The planning unit (Service du Plan) is responsible for 
an overall report based on data from those units and 
the provincial health services. 

The status of health development in Viet N am can 
be assessed from the following: 

- In 1983, safe drinking-water was available to 
30% of the population in rural areas and to 90% 
in urban areas. 

- As at the end of 1983, I 792 144 infants under 1 
year of age had been fully immunized against 
diphtheria, tetanus, and pertussis; 510 695 
against measles; 2 597 864 against poliomye
litis; and 281 194 against tuberculosis. 

- In 1982, 75% of the population had access to at 
least 20 essential drugs within one hour's walk 
or travel. 

- In 1982, 90% of pregnant women had at least 3 
visits for prenatal care, and children up to at 
least 1 year of age received routine child care by 
trained health personnel. 

Efficiency of strategy implementation 

The main factors accounting for the efficiency of 
the strategy are the existence of a precise strategic 
goal and an annual plan with provision for assess
ment and conclusions. Considering the efforts made, 
the results have been very encouraging. 

Since 1981 emphasis has been placed on primary 
health care, use of medicinal plants and traditional 
medicine, and further decentralization of the provin
cial health administration. Mobilization of the com
munity and its involvement in health and develop
ment have received special attention. Judicious use of 
resources has been the policy of the national health 
administration. 

Effectiveness and impact of the strategy 

In order to assess community satisfaction with the 
results, provincial surveys were undertaken, based on 
observations by people's organizations and people's 
committees and on annual reports. There is however 
still no well developed method and system of assess
ment in this field. 
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WALLIS AND 
FUTUNA 

DEVELOPMENT OF HEALTH 
SYSTEMS 

Health policy and strategy 

The French Territory of Wallis and Futuna con
sists of tWO separate groups nearly 200 kilometres 
apart, lying west of Samoa and north-east of Fiji. It 
has an arca of 255 square kilometres, with a popula
tion of approximately 10 000. 

Under the Territory's National Health Plan a 
number of measures have been adopted: 

The Public Health Service has been organized. 
Mass chemoprophylaxis against filariasis has 
been extended to the entire population and in
cludes haematological control and entomolo
gical studies, in cooperation with the Louis 
Malard;; Institute in Tahiti. 
Well-drilling has been undertaken at numerous 
points in Wallis. A water supply network using 
a sealed water pipe system has been constructed 
to bring soft potable water to the entire popula
tion. 
Advanced training courses in radiology and 
laboratory technology have been organized for 
staff at the Pasteur Institute and the Gaston 
Bourret Hospital in New Caledonia. 

The health system 

Reorganization of the public health service is pro
gressing as planned. At the present time the Ter
ritory has a district health service in Mata-Utu, 
which includes an administration and management 
unit. The medical care services cover the two medical 
districts: 

(I) Wallis, which includes the Territory's hospital 
(providing inpatient facilities for medical and 
surgical care of patients from the whole Terri
tory) and two district dispensaries. in Mua and 
Hihifo; and 

(2) Futuna. which also includes two units in Sin
gave and Alo. 

The section for sanitation, prevention and control 
of endemic diseases has recently been able to extend 
its coverage to the whole Territory, thanks to the 
now regular inter-island communication and trans
port facilities. The section is being progressively 

oriented towards essentially mobile services. Attach
ed to it is a basic health education unit. which was set 
up in Wallis in 1977 and now has an extension in 
Futuna. 

A new hospital for the Territory, with modern 
radiological and laboratory equipment and providing 
general surgery and dental care, was opened in July 
1975. 

Two modern maternity clinics, attached to the two 
medical centres in Futuna, have been established. 

Mobilization of resources 

The Territory has 4 doctors, all in government ser
vice. There is no private medical practice. 

Although local nursing staff are extremely devoted. 
their general education and technical qualifications 
(with the exception of a few new staff members) are 
insufficient. To encourage and promote the training 
of the younger staff, who are otherwise extremely 
capable, it is planned to organize advanced or refresh
er courses in Noumea in their selected fields. Courses 
are periodically organized at Wallis Hospital for 
younger staff working in Futuna. 

There is a shortage of nursing staff qualified in cer
tain specialized fields (radiology, anaesthesiology and 
laboratory work). 

HEALTH STATUS 

The leading causes of morbidity from reportable 
diseases in 1980. in terms of number of cases, were: 
influenza (2307). measles (342), conjunctivitis (191). 
dengue fever (21), viral hepatitis, type A (4), syphilis 
(3). pulmonary tuberculosis (3), and I case each of 
amoebiasis, gonorrhoea, leprosy, and acute rheuma
tic fever. 

The leading causes of mortality in 1972, in terms 
of number of deaths, were: birth injury (18), heart 
diseases (10), pneumonia (8), avitaminoses (7), malig
nant neoplasms (5), ill-defmed conditions (5), and 
congenital anomalies (4). 

ASSESSMENT OF ACHIEVEMENTS 

Relevance, adequacy and progreu of strategy 
Implementation 

The progress of health development can be assessed 
from the fact that, in 1982, the percentage of infants 
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under one year of age who had been fully immunized 
against diphtheria, pertussis and tetanus was 72.10/0. 

All infants under one year had been fully immunized 
against tuberculosis. 
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SOCIOECONOMIC AND HEALTH INDICATORS· 

Sources: Government reports on evaluating progress in implementing the strategies for health 
for all by the year 2000 (1985) 

Western Pacific Region's data bank on socioeconomic and health indicators 
(as revised at 31 December 1985) 

I See World Health Organization. Regional strategy for health for all by the year 2000. Regional Office for the Western 
Pacific, Manila, 1982, pp. 61·65. 
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Country/Area 

American Samoa 
Australia. 
Brunei Oarussalam. 
China. 
Cook Islands. 
Fiji 
French Polynesia. 
Guam 
Hong Kong 
Japan .. 
Kiribati. 
Lao People's Democratic Republic 
Macao. 
Malaysia .. 
New Caledonia 
New Zealand 
Niue. 
Papua New Guinea. 
Philippines 
Republic of Korea. 
Samoa 
Singapore. 
Solomon IslandS 
Tokelau 
Tonga .. 
Trust Territory of the Pacific Islands 
Tuvalu 
Vanuatu. 
VietNam .... 
Wallis and Futuna ------ ... 

• Urban 88%, rural 76% . 
•• Urban 74%; rural 59% . 
. Information not available. 

. 

:; ... 

As of 31 December 1985 

TABLE 1: SELECTED DEMOGRAPHIC AND SOCIAL INDICATORS 

Population Adult literacy rate 
Rate of 

Age Age Birth Death natural 
Year Total <15 65+ Aural rate rate Increase Total Male Female 

(In 'OOOs) (%) (%) (%) (DIDO) (DIDO) (%) (%) (%) (%) 

1964 35 54.3 39.2 4.3 3.92 
1983 15379 24.4 10.0 14.2 15.8 7.60 0.65 68 62 
1984 216 38.1 2.9 40.6 28.6 3.44 2.58 80.3 
1983 1 024950 32.7 5.6 76.5 18.62 7.08 1.54 
1983 16 49.6 4.0 70.1 22.5 6.63 1.57 100 
1964 700 36.3 3.3 63.0 29.8 5.6 24 79 64 74 
1963 167 38.0 03 61.0 302 5.5 2.3 83 82 84 
1983 113 39.6 1.7 72.7 28.12 4.08 2.4 96.4 96.4 96.5 
1984 5364 23.6 7.5 7.0 14.5 4.8 0.96 86.9 95.4 77.9 
1984 120235 ". 12.5 8.2 0.63 99.7 
1984 62 41.1 3.6 62.2 1.7 95 
1985 3585 43.2 3.0 85.0 461 17.1 2.9 85 
1984 343 34.0 4.0 2.0 19.4 43 18 95.3 94.8 
1984 15204 38.1 3.7 60.1 31.2 5.1 2.6 72 .. 
1983 145 36.2 6.2 41.5 26.2 5.8 2.09 92 93 91 
1984 3250 25.6 10.1 16.4 16.1 8.5 0.76 80-97 
1982 3 79.3 30_3 7.3 
1984 3252 41.9 3_3 80_0 35.3 13.0 223 45 
1984 53186 41.3 3.' 61.0 316 7.6 2..4 90 
1984 40578 31.9 4_1 53.0 23.0 6.2 1_68 96 80 
198' 163 48.2 3.2 70.9 31.0 7.4 2.6 95 
1963 2502 25.1 5.0 0 16.2 5.3 1.09 85.2 
1983 259 48.4 3.3 90_0 44.6 11.0 3. 25·30 
1984 2 46.3 7..4 22.0 7.0 1.5 99 
1984 97 39_1 3_3 68..2 28.6 24.1 0.9 79 77.5 
1981 142 44.3 41 54.4 31.3 4_3 2.7 
1984 8 33.4 4.7 26.5 7.5 1.5 95 
1984 130 45.4 2_9 82_2 45_0 13.0 3.2 I 1983 57442 41.2 3.6 81.0 29.3 7.08 2.2 96 
1982 10 . 
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TABLE 2: GOVERNMENT EXPENDITURE ON HEALTH 

Per capita GNP 
Country/Area (where noted, GDP) Percentage of GNP (GDP) 

(US$) spent on health 

(1983-84) 
(1984) 
(1980.) 
(1984) 
(1980.) 
(1982) 
(1983) 
(1984) 
(1984) 
(1983) 
(1984) 
(1984) 
(1984) 
(1983) 
(1984) 

(1984) 
(1985 May) 
(1983) 

(1983) 
(1983) 

(1983) 
e 

(1983) 
(1982) 
(1983) 

a GOP 
b Medical care expenditure as ratio of GNP. 
C Not a reliable indicator, since 75% of the population live by a subsistence economy 
d Appropriation for Ministry of Health only 

(1985) 
13784" (1981-82) 
76768 (1984) 

290. 
980. (1984-85) 

1850 
4700 (1983) 
4000 
59408 (1983) 

10463 (1983) 
47.45c (1984) 

20.2 (1984) 
2785 (1982) 
1994 (1984) 
5379 
50.0.0. (1984-85) 

538 (1984) 
556 

1880. (1983) 

6441 (1983) 
6158 (1982) 

(1984) 
354 (1980-81) 

- e (1983) 
360. (1984) 
529 (1984) 
500 

e Federated States of Micronesia. US$ 1300 (1983 GNP); Northern Marianas. US$ 9300 (1982 gross island product) 
Information not available. 
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7.S8 

8.0. 

11.0 

11.55 

3.73 
5.22b 

10..0. 
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6.3-6.5 

4.18 

3.0. 

1.2 
Sa 
8 

45 
6-12 

7.7 
13.8 

As of 31 December 1985 

Percentage of health 
expenditure devoted 

to primary health care 

(1985) 10..3 

(1984-85) 50. 

(1983) 41.4 
(1983-84) 16.9 
(1983) 7.16 

(1984) 10. 
(1984) 50. 

(1984) 219d 

(1983) 20..6 
(1984-85) 25-26 

(1984) 46.7 
(1985) 4.2 
(1984) 6.3 
(1984) 30. 
(1983) 86 
(1983) 50. 
(1984) 99 
(1982) 25.3 
(1983) 15-20. 
(1984) approx.30 
(1984) 50. 
(1982) 55 
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(1982) 
(1983) 

a GOP 
b Medical care expenditure as ratio of GNP. 
C Not a reliable indicator, since 75% of the population live by a subsistence economy 
d Appropriation for Ministry of Health only 

(1985) 
13784" (1981-82) 
76768 (1984) 

290. 
980. (1984-85) 

1850 
4700 (1983) 
4000 
59408 (1983) 

10463 (1983) 
47.45c (1984) 

20.2 (1984) 
2785 (1982) 
1994 (1984) 
5379 
50.0.0. (1984-85) 

538 (1984) 
556 

1880. (1983) 

6441 (1983) 
6158 (1982) 

(1984) 
354 (1980-81) 

- e (1983) 
360. (1984) 
529 (1984) 
500 

e Federated States of Micronesia, US$ 1300 (1983 GNP); Northern Marianas. US$ 9300 (1982 gross island product) 
Information not available. 

9.2 
7.S8 

8.0. 

11.0 

11.55 

3.73 
5.22b 

10..0. 
5.0. 

10..0. 
1.56 

6.3-6.5 

'4.1 8 

3.0. 

1.2 
Sa 
8 

45 
6-12 

7.7 
13.8 

As of 31 December 1985 

Percentage of health 
expenditure devoted 

to primary health care 

(1985) 10..3 

(1984-85) 50. 

(1983) 41.4 
(1983-84) 16.9 
(1983) 7.16 

(1984) 10. 
(1984) 50. 

(1984) 219d 

(1983) 20..6 
(1984-85) 25-26 

(1984) 46.7 
(1985) 4.2 
(1984) 6.3 
(1984) 30. 
(1983) 86 
(1983) 50. 
(1984) 99 
(1982) 25.3 
(1983) 15-20. 
(1984) approx. 30. 
(1984) 50. 
(1982) 55 



TABLE 3: COVERAGE OF POPULATION BY HEALTH CARE 

Country/Area % of population covered 
oy health care 

(1984) 100 
(1982) 98.6 
(1984) 96 

(1984) 1()() 
(1982) 100 
(1984) 80 
(1983) 100 
(1984) 99 
(1984) 100 
(1984) 95 
(1984) 66.7 

(1979.80)b 93b 

(1983) 100 
(1984) 100 
(1984) 100 
(1984) 93 

(1983) 80 
(1984) 100 
(1984) 100 
(1979) 582 
(1983) 99 
(1984) 80 
(1983) 9Sd70e 
(1984) 100 
(1983) 80 
(1982) 75 

a Since 1961 the enille population has been covered by a health insurance scheme 
b Aural popula! Ion only. 
c 1.5 years 
d Within one hour's travel 
e Have access to 20 essential drugs. 

Information not avai lable. 

% of infants receiving 
rouline care trom 

trained health personnel 

(1982) 98.6 
(1984) 100 

(1984) 1()() 

(1984) 100 

(1983) 93.5 
(1984) 100 

(1983) 100 
(1984) 100 

(1981) 17.6c 

(1982) 97 
(1984) 79 

(1984) 60·80 

(1984) 100 

(1982) 90 

As of 31 December 1985 

% of pregnant women 
attended by trained personnel 

during pregnancy during childbirth 

(1982) 98.6 (1982) 986 
(1984) 100 (1984) 82 

(1984) 100 (1984) 100 
(1982) 97 (1982) 97.6 
(1984) 100 (1984) 100 
(1983) 98 (1983) 99.9 

(1976-83) 99.5 (1976·83) 99.5 
(1983) 99 (1984) 100' 

(1983) 65.5 (1983) 82 
(1983) 100 
(1983) 99+ (1984) 99+ 
(1984) 100 (1984) 100 
(1983) 54.2 (1983) 33.5 

(1983) 78 (1983) 65 
(1982) 92 (1982) 52 
(1984) 95 (1984) 99.8 

(1983) 80 

(1984) 80 (1984) 60 
(1981) 89 

(1984) 100 (1984) 100 
(1983) 90 (1983) 72 

(1982) 100 

... 
a-
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a Since 1961 the enille population has been covered by a health insurance scheme 
b Aural popula! Ion only. 
c 1.5 years 
d Within one hour's travel 
e Have access to 20 essential drugs. 

Information not avai lable. 
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(1983) 93.5 
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(1983) 100 
(1984) 100 

(1981) 17.6c 

(1982) 97 
(1984) 79 

(1984) 60·80 

(1984) 100 

(1982) 90 

As of 31 December 1985 

% of pregnant women 
attended by trained personnel 

during pregnancy during childbirth 

(1982) 98.6 (1982) 986 
(1984) 100 (1984) 82 

(1984) 100 (1984) 100 
(1982) 97 (1982) 97.6 
(1984) 100 (1984) 100 
(1983) 98 (1983) 99.9 

(1976-83) 99.5 (1976·83) 99.5 
(1983) 99 (1984) 100' 

(1983) 65.5 (1983) 82 
(1983) 100 
(1983) 99+ (1984) 99+ 
(1984) 100 (1984) 100 
(1983) 54.2 (1983) 33.5 

(1983) 78 (1983) 65 
(1982) 92 (1982) 52 
(1984) 95 (1984) 99.8 

(1983) 80 

(1984) 80 (1984) 60 
(1981) 89 

(1984) 100 (1984) 100 
(1983) 90 (1983) 72 

(1982) 100 



Country/Area 

American Samoa. 
Australia. 
Brunei Darussalam. 
China. 
Cook Islands 
Fiji . 
French Polynesia. 
Guam 
Hong Kong. 

Japan 
Kiribati 
Lao People's Democratic Republic. 
Macao . . 
Malaysia. 
NewCaledonia. 
NewZealand 
Niue. 
Papua New Guinea 

Philippines. 
Republic of Korea . 
Samoa. 
Singapore. 
Solomon Islands 
Tokelau. 
Tonga. 
Trust Territory of the Pacific Islands. 
Tuvalu .... 
Vanuatu 
Viet Nam. 
Wallis and Futuna. 

a Peninsular Malaysia only. 
b Children 1-5 years. 
C Federated States of Micronesia 

U - Urban; R - Rural 
Information not available. 

TABLE 4: SELECTED INDICATORS OF HEALTH STATUS 

% of newborns with % of children with 
Infant mortality 

birth weight of weight·for-age corresponding 
at least 2500 grams to reference values 

rate 0100 

(1982) 97.4 (1984) 5.8 
(1979) 94.2 (1982) 90 (1984) 9.59 
(1984) 90 (1984) 85 (1984) 12.7 

(1984) 34.7 
(1984) 98 (1983) 16.4 
(1979) 86.1 (1984) 22.5 
(1984) 92.7 (1983) 22.9 
(1983) 92.4 (1983) 9.1 
(1984) M-96.4; (1984) 9.1 

F·95.3 
(1984) 94.6 (1984) 6_0 
(1979) 82.0 .. -
(1984) 60-70 (1984) 104.0 
(1984) 94 (1984) 12_0 
(1982) 90 (1982) 1926 
(1984) 92.8 (1982) 21_9 
(1982) 94.8 (1982) 90 (1983) 12.54 
(1985) 96.5 

806 ' (1979) 75 (1982) (1981) 72 

(1983) 84.6 (1982) 82_8 (1984) 58 
(1981) 90.8 (1983) 34_2 
(1983) 97.6 (1982) 97 (1984) 35 
(1982) 92.0 (1983-84) 9.4 

(1984) 46 
(1973-74) 93.2-96 (1973-74) 4.0-6_8 (1983) 28 
(1984) 98+ (1984) 80 (1983) 11.1 
(1979-81) 92.6-94 (1983) 17.6 
(1983) 97 (1984) 45_6 
(1983) 95.34 (1983) 77 (1984) 75 
(1984) 75 (1982) 86 (1983) 33.5 

As 01 31 December 1985 

Life expectancy 
at birth 

Total Male Female 

(1978-82) 70.1 67.8 75.5 
(1984) 72.6 79.1 
(1984) 70 69 70 
(1984) 67_9 
(1981) 64 70 
(1976) 60.7 63.9 
(1980-85) 65.5 67.8 
(1983) 69_6 74.5 
(1983) 72.5 78.4 

(1984) 74.54 80.18 

(1980-85) 44.6 47.5 
(1984) 65 
(1982) 67.7 72.5a 

(19761 60_8 86_8 
(1983) 70_8 76.9 

(1981) { U-61 { U-62 
R-53 R-54 

(1984) 62_8 64_6 
(1978-79) 65.9 62_7 69.1 
(1984) 63 65 
(1980) 69 74 
(1983) 54 

(1984) 60 
(1983) 64c 
(1983) 57 60 
(1984) 56 54 
(1982) 62 86 

---

-.... 
-l 

Country/Area 

American Samoa. 
Australia. 
Brunei Darussalam. 
China. 
Cook Islands 
Fiji . 
French Polynesia. 
Guam 
Hong Kong. 

Japan 
Kiribati 
Lao People's Democratic Republic. 
Macao . . 
Malaysia. 
NewCaledonia. 
NewZealand 
Niue. 
Papua New Guinea 

Philippines. 
Republic of Korea . 
Samoa. 
Singapore. 
Solomon Islands 
Tokelau. 
Tonga. 
Trust Territory of the Pacific Islands. 
Tuvalu .... 
Vanuatu 
Viet Nam. 
Wallis and Futuna. 

a Peninsular Malaysia only. 
b Children 1-5 years. 
C Federated States of Micronesia 

U - Urban; R - Rural 
Information not available. 
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Life expectancy 
at birth 

Total Male Female 

(1978-82) 70.1 67.8 75.5 
(1984) 72.6 79.1 
(1984) 70 69 70 
(1984) 67_9 
(1981) 64 70 
(1976) 60.7 63.9 
(1980-85) 65.5 67.8 
(1983) 69_6 74.5 
(1983) 72.5 78.4 

(1984) 74.54 80.18 

(1980-85) 44.6 47.5 
(1984) 65 
(1982) 67.7 72.5a 

(19761 60_8 86_8 
(1983) 70_8 76.9 

(1981) { U-61 { U-62 
R-53 R-54 

(1984) 62_8 64_6 
(1978-79) 65.9 62_7 69.1 
(1984) 63 65 
(1980) 69 74 
(1983) 54 

(1984) 60 
(1983) 64c 
(1983) 57 60 
(1984) 56 54 
(1982) 62 86 



As of 31 December 1985 

TABLE 5: PERCENTAGE OF POPULATION WITH SAFE WATER IN THE HOME OR WITHIN 15 MINUTES' WALKING 
DISTANCE, AND WITH ADEQUATE SANITARY FACILITIES IN THE HOME OR IMMEDIATE VICINITY 

CountryfArea 

American Samoa ...... 
Australia . ..... ............. 
Brunei Darussalam ... 
China ..................... . .......... . 
Cook Islands. " ........ 
Fiji ........ 
French Polynesia . ............. 
Guam. ................. 
Hong Kong ................. 
Japan. . .............. 
Kiribati ... . . ............ 
Lao People's Democratic Republic ........... 
Macao. ., ... 
Malaysia. ............... 
New Caledonia . .......... 
New Zealand. ............ 
Niue .............. . .... 
Papua New Guinea . ........ 
Philippines. 
Republic of Korea. ........ 
Samoa ................ 
Singapore . . ...... 
Solomon Islands ......... 
Tokelau. . ...................... 
Tonga ....... 
Trust Territory of the Pacific Islands. 
Tuvalu .......... 
Vanuatu . .... 
Viet Nam .......... 
Wallis and Futuna. ....... "." ",.' 

a Rarotonga, 99%: outer islands, 80% 
Information not available. 

(1982) 
(1984) 

(1984) 
(1980) 
(1983) 
(1984) 
(1984) 
(1985) 

(1982) 
(1983) 
(1983) 
(1984) 

(1983) 
(1985) 
(1983) 
(1982) 
(1982) 
(1984) 

(1984) 
(1983) 
(1984) 
(1981·85) 
(1983) 

Safe water supply Sanitary facilities 
% of population covered % of population covered 

Total Urban Rural Total Urban Rurar 
... . .. 
98.6 (1982) 98.6 
90 (1984) 80 
. .. . .. 

80.998 

83.3 
80 (1983) ... 95 

100 (1984) 100 
99 (1984) 99 
99 (1983) 99 

. .. 

100 . .. 
70.97 (1980) 75.4 

est. 100 (1983) 84 
100 (1984) 88 

54 10 (1983) 50.9 3.4 
64.5 (1985) 56.5 
83 
80 (1983) 80 

100 (1984) 85 
90.9 ... (1984) 86.4 

. .. 
95 (1984) 40 
60 (1983) 30 

100 (1984) 80 
45 (1981·85) 30 

90 30 (1983) 30 

, 

... 
00 

As of 31 December 1985 

TABLE 5: PERCENTAGE OF POPULATION WITH SAFE WATER IN THE HOME OR WITHIN 15 MINUTES' WALKING 
DISTANCE, AND WITH ADEQUATE SANITARY FACILITIES IN THE HOME OR IMMEDIATE VICINITY 

CountryfArea 

American Samoa ..... . 
Australia . . ... . .... . ........ 
Brunei Darussalam ... 
China. .................... . .... .. .... . 
Cook Islands. " ........ 
Fiji ....... 
French Polynesia . . .... . ...... . 
Guam. ....... .. . . ...... 
Hong Kong .... . ........ . ... 
Japan. ........... . . .. 
Kiribati ... . ........... . 
Lao People's Democratic Republic . . . . . . . . . . . 
Macao. ., ... 
Malaysia. ........ ...... . 
New Caledonia . . ......... 
New Zealand. ............ 
Niue ... . .... . .... . ..... 
Papua New Guinea. ........ 
Philippines 
Republic of Korea. ........ 
Samoa ........ . ....... 
Singapore . . ...... 
Solomon Islands .... .... . 
Tokelau. ............. . .. . ... . 
Tonga ... .... 
Trust Territory of the Pacific Islands 
Tuvalu . . ........ 
Vanuatu. .... 
Viet Nam .......... 
Wallis and Futuna ...... . "., . ..... 

a Rarotonga, 99%: outer islands, 80% 
.. Information not available. 

. . 

Safe water supply Sanitary facilities 
% of population covered % of population covered 

Total Urban Rural Total Urban Rurar 
... ... 

(1982) 98.6 (1982) 98.6 
(1984) 90 (1984) 80 

... . .. 
(1984) 80·99a 
(1980) 83.3 
(1983) 80 (1983) ... 95 
(1984) 100 (1984) 100 
(1984) 99 (1984) 99 
(1985) 99 (1983) 99 

. .. 

(1982) 100 . .. 
(1983) 70.97 (1980) 75.4 
(1983) est. 100 (1983) 84 
(1984) 100 (1984) 88 

(1983) 54 10 (1983) 50.9 3.4 
(1985) 64.5 (1985) 56.5 
(1983) 83 
(1982) 80 (1983) 80 
(1982) 100 (1984) 85 
(1984) 90.9 . .. (1984) 86.4 

. .. 
(1984) 95 (1984) 40 
(1983) 60 (1983) 30 
(1984) 100 (1984) 80 
(1981·85) 45 (1981·85) 30 
(1983) 90 30 (1983) 30 

... 
00 



As of 31 December 1965 

TABLE 6: PERCENTAGE OF CHILDREN FULLY IMMUNIZED AGAINST THE TARGET DISEASES 
OF THE EXPANDED PROGRAMME ON IMMUNIZATION (EPI) 

American Samoa. 
Australia 
Brunei Darussalam. 
China 
Cook Islands ..... 
Fiji. 
French Polynesia 
Guam 
Hong Kong. 
Japan . . 
Kiribati . 

Country/Area 

Lao People's Democratic Republic. 
Macao . . 
Malaysia. 
Ne ..... Caledonia 
New Zealand 
Niue 
Papua New Guinea .. 
Philippines .. . 
Republic 01 Korea. 
Samoa 
Singapore. 
Solomon Islands. 
Tol<.&lau 
Tonga. 
Trust Territory of the Pacific Islands 
Tuvalu. 
Vanuatu 
VietNam 
Wallis and Futuna. 

a Main island, 95%; outer islands, 75%. 
b Diphtheriaftetanus/pertussis/measles. 
C At six years old. 
d Diphtheria/tetanus. 

In/ormation not available. 

Year 

1984 

1984 

1984 
1983 
1984 
1983 
1983 
1984 

1983 
1983 
1983 
1982 
1983 

1982 
1983 
1983 
1984 

1984 
1981·84 

1983 
1983 
1983 
1982 

All EPI 
diseases 

90 

96 

75·95a 

95 
82·86b 

98e 

87 

80 
30·99 

50·70 

o i phtheri alpert u ssl sll el a nus 

80.4 

84 
98.1 

58.0 

73.68 
75 

27.6 

61 
84.25 
84d 

76 
22 

72.1 

Measles 

24.6 

72.9 

71.33 

4.9 
78.1 

65 

Poliomyelitis 

81.1 

90 
98.4 

54.6 

71.90 
79.1 
27.4 

62.4 
84.2 
86 

82 
18 

Tuberculosis 

98.8 

98 
84.6 

94.3 

100 
58.7 

100 
99.17 
76 

100 
68 

100 

.... 
'" 

As of 31 December 1965 

TABLE 6: PERCENTAGE OF CHILDREN FULLY IMMUNIZED AGAINST THE TARGET DISEASES 
OF THE EXPANDED PROGRAMME ON IMMUNIZATION (EPI) 

Country/Area 

American Samoa. 
Australia 
Brunei Darussalam. 
China 
Cook Islands ..... 
Fiji. 
French Polynesia 
Guam ...... 
Hong Kong. 
Japan .. ...... 
Kiribati . 
Lao People's Democratic Republic. 
Macao .. 
Malaysia. 
Ne ..... Caledonia . 
New Zealand 
Niue ...... ..... ....... 
Papua New Guinea .. 
Philippines ... 
Republic 01 Korea. 
Samoa 
Singapore. 
Solomon Islands. 
Tok.slau ..... ... ... 
Tonga. 
Trust Territory of the Pacific Islands 
Tuvalu. 
Vanuatu. 
VietNam 
Wallis and Futuna. .. 

a Main island, 95%; outer islands, 75%. 
b Oiphtheriaftetanus/pertussis/measles. 
C At six years old. 
d Oiphlheriaftetanus. 

In/ormation not available. 

...... 

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

Year 
All EPI o i phtheri alpert u ssl sit at a nus Measles 

diseases 

1984 90 

1984 96 

1984 75·95a 
1983 BO.4 24.6 
1984 95 
19B3 B2-86b 
1983 84 
1984 98.1 72.9 

1983 58.0 
1983 9Bc 
19B3 73.68 71.33 
1982 75 
1983 27.6 

19B2 61 4.9 
1983 B4.25 78.1 
1983 84d 
1984 87 

1984 80 
1981·84 30-99 

1983 76 65 
1983 22 
1983 50-70 
1982 72.1 

Poliomyelitis 

81.1 

90 
98.4 

54.6 

71.90 
79.1 
27.4 

62.4 
84.2 
86 

82 
18 

". 

Tuberculosis 

98.B 

98 
84.6 

94.3 

100 
58.7 

100 
99.17 
76 

100 
68 

100 



As of 31 December 1985 

TABLE 7: EFFECTIVENESS OF IMMUNIZATION AS SHOWN BY REPORTED NUMBER OF CASES OF DISEASES 

I population NUMBER OF CAS E S 
Country/Area Year 

('0001 Diphtheria Tetanus Pertussis Measles Poliomyelitis Tuberculosis 

35 1984 0 0 0 0 0 10 
15519 1984 0 7 261 0 0 1299 

269 1984 0 0 0 556 0 2498 
051551 1984 3418 215965 619709 1626 

18 1983 0 0 0 4 0 29 
700 1984 0 1 5 827 0 165 
160 1984 113 68b 
119 1984 0 0 104 0 54 

5364 1984 0 46 18 678 0 7843 
119259 1983 20 56 2459 7281 0 63789 

61 1983 0 0 0 0 
4315 1984 30 31 1813 924 13 8528 

309 1984 0 9 0 110 0 671 
15204 1984 17 57 8147 2 

152 1984 0 3 9 79 0 112 
3250 1984 2 7 404 

Niue 3 1982 2" 
Papua New Guinea 3508 1983 0 39 2656 10023 8 6208 
PhilipPines, 53395 1984 2995 3092 19869 67285 740 140463 
Republic of Korea. 40578 1984 16 5 1854 2246 0 136372 
Samoa 163 1984 33 
Singapore 2540 1984 0 2417 2 2143 
Solomon Islands. 269 1984 0 3 0 238 0 532 
Tokelau 2 1983 0 0 0 0 0 0 
Tonga 96 1984 0 1 4 5 0 46 
Trust Territory of the Pacific Islands 149 1984 0 0 451 0 0 88 
Tuvalu 8 1984 0 0 0 0 0 9 
Vanuatu 130 1984 0 5 238 1634 0 189 
Viet Nam 57181 1983 1480 18 92 551 23 631 
Wallis and Futuna. .......... 10 1984 4 14 

a Of wt'uch 90 were imported cases. 
b Of wllich 66 confirmed 
c Oata incomplete. 

Information not available 

~ 
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As of 31 December 1985 
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Country/Area Year 
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35 1984 0 0 0 0 0 10 

15519 1984 0 261 0 0 1299 
269 1984 0 0 556 0 2498 

051551 1984 3418 215965 619709 1626 
18 1983 0 0 4 0 29 

700 1984 0 5 827 0 165 
160 1984 113 68b 
119 1984 0 0 104 0 54 

5364 1984 0 46 18 678 0 7843 
119259 1983 20 56 2459 7281 0 63789 

61 1983 0 0 0 0 
4315 1984 30 31 1813 924 13 8528 

309 1984 0 9 0 110 0 671 
15204 1984 17 57 8147 2 

152 1984 0 9 79 112 
3250 1984 2 404 

Niue 3 1982 2" 
Papua New Guinea 3508 1983 0 39 2656 10023 8 6208 
PhilipPines, 53395 1984 2995 3092 19869 67285 740 140463 
Republic of Korea. 40578 1984 16 5 1854 2246 0 136372 
Samoa 163 1984 33 
Singapore 2540 1984 0 2417 2 2143 
Solornon Islands. 269 1984 0 3 0 238 0 532 
Tokelau 2 1983 0 0 0 0 0 0 
Tonga 96 1984 0 1 4 5 0 46 
Trust Territory of the Pacific Islands 149 1984 0 0 451 0 0 88 
Tuvalu 8 1984 0 0 0 0 0 9 
Vanuatu 130 1984 0 5 238 1634 0 189 
Viet Nam 57181 1983 1480 18 92 551 23 631 
Wallis and Futuna. 10 1984 4 14 

a Of wt'uch 90 were imported cases. 
b Of wllich 66 confirmed 
c Oata incomplete. 

Information not available 
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AS of 31 December 1985 

TABLE 8: SELECTED NUTRITIONAL INDICATORS 

CountryfArea 
Daily per capita calorie Daily per capita protein 

availability exceeds 2500 calories supply exceeds 70 grams 

American Samoa. .' . ... . .. 
Australia. . .. .... . . .... ... .... . ..... .. (1980·81) 2500 (1981·82) 99 
Brunei Darussalam ... .... . (1984) 2959 (1984) 73.7 
China ...... . ........ . . .. ' ..... (1981) 2517 (1981) 65 
Cook Islands ... ... ...... 
Fiji . . '" ..... . ... . ..... . ... ..... . ........ (1979) 2577 (1979) 56.8 
French Polynesia .. .. ... ... . . .... ..... ... . . ... (1982) 3747 (1982) 118.96 
Guam ...... . ........ . . ... ... ..... - (1983) 1905 (1983) 80 
Hong Kong . . . . . . . . . . . . . . . ... ...... . .......... (1983) 3402 (1983) 99 
Japan ........ . .... (1975·77) 2847 (1975-n) 86.5 
Kiribati ... ......... ... '" . . ..... 
Lao People's Democratic Republic. ... . .... . ..... (1984) 1 842 (1964) 47.7 
Macao ... . ......... ... . . ... (1977·79) 2181 (1977-79) 57.9 
Malaysia. ... . .. .. .. -,. ... . .. .. . ... (1983) 2000 
New Caledonia ... ........ . .... . ... 
New Zealand ... ... . ... . ....... (1961) 3119 (1961) 97 
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Tonga .... (1983) 2750 
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Tuvalu. . ... .... . ... . ... . . .... 
Vanuatu ......... .... . .. . (1979) 2546 (1979) 68.4 
Viet Nam. ........... (1983) 2000 
Wallis and Futuna . . ....... . . .. 

. Information not available 
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TABLE 8: SELECTED NUTRITIONAL INDICATORS 

CountryfArea 
Daily per capita calorie Daily per capita protein 

availability exceeds 2500 calories supply exceeds 70 grams 
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China ...... . ........ . . .. ' ..... (1981) 2517 (1981) 65 
Cook Islands ... ... ...... 
Fiji . . '" ..... . ... . ..... . ... ..... . ........ (1979) 2577 (1979) 56.8 
French Polynesia .. .. ... ... . . .... ..... ... . . ... (1982) 3747 (1982) 118.96 
Guam ...... . ........ . . ... ... ..... - (1983) 1905 (1983) 80 
Hong Kong . . . . . . . . . . . . . . . ... ...... . .......... (1983) 3402 (1983) 99 
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. Information not available 
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TABLE 9: SELECTED FAMILY HEALTH INDICATORS 

Country/Area 

American Samoa. . . . . . . . . . . . . . . .. . ........... . 
Australia. .. . . . . . .............. . 
Brunei Darussalam ... ......................... . 
China ............ . 
Cook Islands 
Fiji.................. . .............. . 
French Polynesia. . ......... . 
G~m . ___ _ 
Hong Kong .. _ ........ ______ ... _ .. __ _ 
Japan . .. _. . . . . ............ . 
Kiribati ............ ............... . 
Lao People's Democratic Republic. . . . . . .. .. 
Macao........................ . ............ . 
Malaysia........ . ........ . 
New Caledonia. . . . . . . . . . .... . 
New Zealand ............ . 
Niue ..... . 
Papua New Guinea .. . 
Philippines ............. ........ . 
Republic of Korea ... ... . 
Samoa ....................................... . 
Singapore. 
Solomon Islands. 
Tokelau. . ......... . 
Tonga 
Trust Territory of the Pacific Islands . .. 
Tuvalu .. ........ . 
Vanuatu 
Viet Nam. . ........... . 
Wallis and Futuna. 

a Peninsular Malaysia only 

Maternal mortality rate Annual population growth rate 
(0100) (%) 

(1984) 1.9 
(1982) 0.1 (1982-83) 1.3 
(1984) 0.46 (1984) 2.5 

(1979-83) 1.3 
(1980-84) 1 (1982) 1.6 
(1982) 0.032 (1982) 1_8 

_ .. (1977-83) 3.03 
(1983) 0.314 (1980-83) 2_2 
(1984) 0_06 (1984) 1.0 
(1983) 0_16 (1984) 0.63 

(1983-84) 1.7 
(1984) 0_02 (1985) 2.9 
(1982) 0.4 (1982) 2_8 
(1982) 0_50B (1982) 2.7 
(1984) 1.6 (1983) 1.3 
(1983) 1_6 (1984) 1_1 

_.- (1982) -3_1 
(1980) 2_3 

(1984) 0_8 (1984) 2.4 
(1985) 0.34 (1984) 1.57 
(1983) 0.4 (1981) 2.1 
(1983) 0.2 (1983) 1.1 
(1984) 0_1 (1983) 3.4 
(1983) 0 (1983) 1.2 

(1984) 0.9 
(1982) 1.57 (1982) 1.9 
(1983) 2.5 (1983) 1.5 
(1983) 1.07 (1979) 3.2 
(1983) 1.1 (1983) 2.34 

..-

As of 31 December 1985 

Table 10: EXTENT OF COMMUNITY INVOLVEMENT FOR SEVEN COUNTRIES 

% of local communities % of community contribution in cash 
Country/Area with voluntary and formal and in kind to primary health care 

community organizations action programmes 

China (1984) 87 ._-
Kiribati - - ..... (1983) 95 
Lao People's Democratic Republic. (1984) 60 (1984) 20 
Malaysia. ... . ...... . ..... (1983) 100 
Philippines. (1984) 74 (1984) 22 
Samoa. (1984) 10 
Tuvalu. (1983) 100 

Information not available. 
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