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GUEST EDITORIAL  Dr. Wendy Snowdon

EDITORIAL

ii

�e theme of this second issue of FJPH is evidence-informed health practice. 
Evidence-based or evidence-informed medicine has been well established globally as the 
cornerstone of good practice. For practitioners however, it can be di�cult sometimes to 
identify what is the right evidence to use and whether it’s valid or relevant. �is is a 
common issue everywhere and it has partly led to position statements and similar from 
national and global organisations on issues such as care of hypertension, treatment of TB 
and recommendations to implement controls on junk food marketing to children. 

However evidence is not just that from randomised controlled trials (RCTs) but also from 
local sources such as clinic records and death registers. With some targeted analysis these 
routine health records can be excellent sources of information which can guide 
policy-making and intervention development here in Fiji. �is issue includes a paper on 
malnutrition in Tavua, based on existing records which highlight issues of concern. 
Similarly the study from Rakiraki on suicides highlights where e�orts may need to be 
targeted in regard to prevention. �e lead article on benchmarking shows another role for 
this type of data, in undertaking comparisons with other countries, which can �ag up areas 
of inequity. While routinely collected data undoubtedly has limitations, it can help to 
inform health practice within Fiji.

Another critical area of importance for data and evidence is in monitoring the 
implementation of policies, systems and processes – which can then be used to modify or 
update existing approaches, or can trigger the development of new systems. �e articles on 
waiting times and baby-friendly hospital implementation demonstrate this well. 

Overall, evidence can take many di�erent forms, and to inform health practice local 
evidence is an important addition to the global literature. �is new journal provides an 
important avenue to disseminate evidence within Fiji, and I am sure that articles in it will 
be widely used.  
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EDITORIAL
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�ere is a signi�cant shi� towards evidence based health care in Fiji. �is is a gruesome step 
in making decisive changes to impact on health outcomes. �e principles are implanted and 
mainstreamed into learning environments, work place practices, researchers, policy 
makers; etc. �e evolution has bud into all clinical disciplines and continually unravels in 
di�ering forms. Eminence based medicine is no longer the way to always uphold.

What is ‘eminence-based medicine’? It means relying on the opinion of a medical specialist 
or other prominent health o�cial when it comes to health matters, rather than relying on a 
careful assessment of relevant research evidence. You might be asking, “Who am I to 
question an ‘expert’, especially a physician, a specialist or a prominent medical researcher 
who knows so much more than me?” Evidence Based Medicine has surfaced examples of 
eminence-based medicine in the real world and they are many more �ow on queries.
�e practice of evidence-based medicine integrates individual clinical expertise with the 
best available external clinical evidence from systematic research. �e leading article by Dr 
Sheetal, is credible information on the status of Fiji compared to selected Paci�c Island 
Countries and the Western Paci�c Region. �is factual publication mixes planning and key 
health indicators for country comparison. It is cornerstone research with purposeful 
implications.

�e richness of student research laid a hopeful foundation in changing health interventions 
to yield e�ciency at primary health care facilities. A young workforce set for evidence based 
decision in health delivery is a good return of investment. Patient turn around times, waste 
management, breastfeeding hospital initiatives, and obstetric referrals show the abundance 
of research agendas in Fiji. �ey touch on quality improvements for patient and health 
facilities. �e systemic approach has profounding e�ects. 

Malnutrition and Suicide again points us to the social and health determinants for 
nutrition, food security and mental health. �e increase calls for greater action and with 
high impact interventions. �e studies indirectly suggest that potential improvements in 
health information are possible.

I dedicate this issue to the trainee interns of Fiji, who persevered to produce evidence based 
health practice to guide quality improvement, better patient care, organizational reforms, 
quality changes, e�ciency and reduced wastage in health. Certainly a sustainable e�ort. 
Longevity to evidence based medicine in Fiji!
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INTRODUCTION
 The BFHI was launched by WHO and UNICEF 
in 1991, following the Innocenti Declaration 
of 1990. The initiative is a global effort to 
implement practices that protect, promote and 
support breastfeeding. It states that “as a global 
goal for optimal maternal and child health 
and nutrition, all women should be enabled to 
practice exclusive breastfeeding and all infants 
should be fed exclusively on breast milk from 
birth to 4-6 months of age. Thereafter, children 
should continue to be breastfed, while receiving 
appropriate and adequate complementary foods, 
for up to two years of age or beyond.” In Cuba it was 
seen that post implementation of BFHI, the rate 
of exclusive breast feeding rose from 25% in 1990 
to 72% in 1996. According to an article published 
in Lancet 2003, exclusive breastfeeding for the 
first six months and continued breastfeeding 
for 6-12 months, if universal, is the single most 
effective preventive intervention, preventing 13-
15 % of all child births. Furthermore, studies 
have shown that exclusive breastfeeding in the 
first six months of life decreases a child’s risk of 
contracting gastroenteritis, eczema and otitis 
media. The BFHI program will also address the 
MDG 4 goal.

Nausori Maternity Unit was declared a Baby 
Friendly Hospital in 2008 and by 2009, Fiji 
became the 1st Pacific Island nation to have 
all its 21 hospitals declared baby-friendly. 
Periodically, the staff and the Unit itself are 
internally assessed to check if the 10 steps of 
breastfeeding policy are being followed. The last 
internal assessment was completed in November 
of last year and it was found that the compliance 
rate was 80%. The purpose of this project is to 
ascertain if there has been any improvement 
in the compliance over the last four months.  

The aim was to determine if the NMU is still 
meeting the requirements set about in the WHO 
Baby Friendly Hospital Initiative (BFHI) and 
maintaining its Baby Friendly Hospital status. 
The objectives are to conduct an internal audit on 
the BFHI status of NMU and to make necessary 
recommendations to the MoH.

METHODOLOGY
This was a qualitative study by interview and 
observation. Antenatal, post natal and mothers 
attending Maternal Child Health (MCH) clinics 
were interviewed. Hospital records were also 
used to extract data. The sample size included  all 
hospital staff (27); MCH staff, zone nurses , IMCI 
nurses (24); 50 ANC mothers, 26 PNC mothers, 

Manisha Shankar1,  Timaima B Tuiketei2 , Viema L Biaukula2

AN INTERNAL ASSESSMENT ON THE BABY FRIENDLY HOSPITAL 
INITIATIVE (BFHI) STATUS OF NAUSORI MATERNITY UNIT, 2012

1. Trainee intern (MBBS VI), Fiji School Medicine, College of Medicine Nursing & 
Health Sciences, Fiji National University.
2. Department of Public Health & Primary Care, College of Medicine Nursing & 
Health Sciences, Fiji National University

ABSTRACT
Nausori Maternity Unit was declared a Baby 
Friendly Hospital in 2008 and has successfully 
maintained its status as such thus far. The 
objectives of this qualitative study was to conduct 
an internal audit into the BFHI at NMU through 
interviews, observation and hospital records, and 
secondly to make necessary recommendations to 
the Ministry of Health. 51 staff members, 128 
mothers and 101 members from the general 
public were interviewed. The WHO BFHI 

internal monitoring tool was utilized in analyzing 
the results of the study. NMU met the criteria for 
8 of the 10 steps in the breastfeeding policy. Step 
2 requires that there be refresher courses for staff 
every 2 years; there has not been any refresher 
course since 2008. Step 10 requires that mothers 
be referred to breastfeeding support groups upon 
discharge; again NMU failed to comply. Thus, the 
overall compliance after the assessment came to 
92%.
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52 MCH mothers, 5 community health workers 
and 101 members from the community at large.

The data variables include the 10 components of 
the breast feeding policy- policy, staff training, 
ANC education, initiation of breast feeding, 
post natal ward, infant feeding, rooming in, 
breast feeding on demand, teats and dummies, 
support groups as well as age, address, gravid, 
para, ethnicity for non health workers and age, 
gender, qualification, profession, years of service 
in MOH and NMU, attended any 18 hours 
BF course, attended any Continued Medical 
Education (CME) on breastfeeding for health 
professionals.

The inclusion criteria were all staff of the Nausori 
Maternity Unit, all zone nurses and MCH nurses 
at the Nausori Health Centre, Ante natal of 32+ 
weeks gestation, Post natal mothers who were 
either admitted at the hospital or who came for 
their postnatal clinic, mothers attending MCH 
clinic whose children were less than 6 months, 
members of the community and the community 
health care workers. The exclusion criteria 
included mothers attending Ante Natal Clinic 
(ANC) but gestation less than 32 weeks, mothers 
attending MCH clinic with children above the 6 
months of age.

The data collected from the interviews and 
random observation was analyzed to verify if 
the ten steps of the breastfeeding policy were 
followed. The results were also checked against 
the Monitoring Tool to see what percentage 
of the policy was being followed and this is 
presented below. 

RESULTS 
 These will be discussed according to the 10 steps 
of BFHI Policy

(a) STEP 1: 1.1 says to “Have a written breast 
feeding policy that is routinely communicated to 
all health care staff. A review of the breastfeeding 
or infant feeding policy indicates that it covers 
the following topics adequately”:

•	 The ten steps to successful breastfeeding 
•	 The code of marketing of breast milk 

substitutes and regulations
•	 Counseling for HIV-positive mothers”
•	 The finding showed that the BFHI policy in 

Nausori Maternity unit covered all topics 
adequately. 

1.2:  states that: “Policy displayed in all appropriate 
areas of the facility in appropriate language & 
wording commonly understood by mothers”
The finding revealed that the policy was 
developed in all appropriate areas and in various 
languages but not in a common language.

1.3:  states that: “Staff aware of the policy and 
policy appropriately implemented”
The finding showed that the Nausori Maternity 
unit sStaff were well informed.

(b) STEP 2: says to “Train all health care staff in 
skills necessary to implement this policy” 

2.1: states that “At least 80% of clinical staff 
responsible for the care of pregnant women, 
mothers and infants have been given training of 
at least 20 hrs in length and the training includes 
at least 3 hrs of supervised clinical experience”.

The findings showed that : 81% of the NMU 
staff have undergone the 18-hour breastfeeding 
course. 39% of all staff interviewed had attended 
a Continuous Medical Education session on 
breastfeeding. None of the Community Health 
Workers have attended any training. 

2.2: states that the: “Training curriculum has  to 
cover the following competencies:
•	 Ten Steps to Successful Breastfeeding
•	 Code of Marketing of Breastfeeding Substitutes
•	 Support for non-breastfeeding mother
•	 Mother-friendly care
•	 HIV and infant feeding”
The finding revealed that: Yes, the training 
curriculum covers all the above topics.

2.3: states that “Appropriate refresher training 
provided for staff at least every 2 years”
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The finding showed that there was no refresher 
course available.
 
(c)STEP 3: says to: Inform all pregnant 
women about the benefits and management of 
breastfeeding

3.1: states that “Following percentage of mothers 
report that a staff member gave them information 
during their antenatal visits on at least 2 of the 
following 3 key topics; Importance of immediate 
skin-to-skin contact; 24-hr rooming-in; risks of 
giving water, formula or other supplements in 
the 1st 6mnths of breastfeeding”

Figure 1: Mothers’ knowledge on the benefits and 
management of BF

 

84%

16%

MOTHERS' KNOWLEDGE

2 OR MORE

LESS THAN 2

Figure 1 shows that 84% of the ante-natal mothers 
interviewed reported that they were informed 
about at least 2 of the topics, while 16% could 
only recall 1 topic or none at all.

75% of the mothers could not recall the benefits 
of any of the 3 mentioned practices

Figure 2: ANC & PNC mothers’ knowledge 
regarding breastfeeding benefits
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52% of the mothers interviewed could recall the 
benefits of breastfeeding for both the mother and 
child while 38% could only recall the benefits for 
the child

67% of the ante-natal and postnatal mother 
interviewed could recall the dangers of bottle-
feeding while only 37% of the MCH mothers 
could recall the same

78% of the ante-natal mothers interviewed 
reported that their breasts were examined at the 
ante-natal clinic

(d) STEP 4: says: “Place babies in skin-to-
skin contact with their mothers immediately 
following birth for at least an hour. Encourage 
mothers to recognize when their babies are ready 
to breastfeed and offer help if needed”

4.1: states that “The following mothers report that 
they were able to hold their babies immediately 
or within 5 minutes of birth or as soon as they 
were able to respond”

The findings revealed that all mothers interviewed 
reported that they were given their babies to hold 
without any unnecessary delays.

4.2: says that “The following mothers report that 
they held their babies skin-to-skin that first time”

Figure 3: SKIN-TO-SKIN ATTACHMENT
 

72%

28%

0% 0%

SKIN TO SKIN
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Only 72% of the postnatal mothers interviewed 
had had skin-to-skin contact with their babies 
straight after delivery

MOTHERS’ KNOWLEDGE

KNOWLEDGE REGARDING BENEFIT OF B/F FOR:

SKIN TO SKIN

2 OR MORE

MOTHER
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NO

BABY

BOTH

NEITHER
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4.3: says that “The following mothers report that 
there was no delay in holding their babies this 
first time or, if there was, it was for a justified 
medical reason”

The finding revealed that all mothers reported 
that there was no delay in holding their babies 
timely.

4.4:  states that “The following mothers report 
that they held their babies for an hour or more”
The finding shows that all mothers reported that 
there was no limit to how long they were allowed 
to hold their babies.

4.5: says that “The following mothers report that 
during the first time their babies were with them 
the staff encouraged them to look for signs that 
their babies were ready to feed and offered help 
with breastfeeding”

The finding highlighted that all mothers reported 
they were helped by staff in their initial breast 
feeding, however, the only cue that they could 
recall was their baby crying.

(e) STEP 5: states that to show mothers how to 
breastfeed, and how to maintain lactation even if 
they should be separated from their infants.

5.1: says the following breastfeeding mothers 
report that the staff helped them with 
breastfeeding again within 6 hours of delivery. 

The finding revealed that all mothers reported 
the staffs were assisting them with breast feeding 
again within 6 hours of delivery.
 
5.2: says that the following breastfeeding 
mothers report that the staff gave them help with 
positioning and attachment before discharge.

The finding shows that all mothers reported 
receiving assistance from staff with positioning 
and attachment before discharge.

5.3: The following breastfeeding mothers report 
that the staff showed or gave them information 

on how to express milk by hand.

The finding showed all mothers reported staff 
demonstrating and guidance on how to express 
milk by hand.

5.4: The following breastfeeding mothers report 
that they tried expressing milk themselves and 
were at least partially successful.

The finding showed that all mothers were able to 
express breast milk.
 
5.5: The following non-breastfeeding mothers 
report that someone had offered to show them 
how to prepare and give their baby’s feeds and 
that they were given at least 2 types of useful: 
advice.

The finding showed that this is not applicable as 
all mothers interviewed were breast feeding their 
babies.

(f) STEP 6: Give newborn infants no food or 
drink other than breast milk, unless medically 
indicated.

6.1: The following mothers report that their 
babies had been given nothing other than breast 
milk since they were born or, if so, it was for a 
medically justified reason.

The finding was that all babies were exclusively 
breast fed.

(g) STEP 7: “Practice rooming-in – allow mothers 
and infants to remain together – 24 hours a day”. 

7.1: says that “The following mothers report that 
their babies were always with them both day and 
night or, if not, it was for a justified reason”

The finding was that all mothers reported their 
babies were with them throughout. 

(h) STEP 8: is on Encourage breastfeeding on 
demand.
8.1: The following breastfeeding mothers report 
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that they had been told to feed their babies 
whenever they seemed hungry.

Finding: All mothers reported receiving 
information on breast feeding on demand.

8.2: The following breastfeeding mothers report 
that they had been told that their babies should 
suckle for as long as they wanted to.

The finding was: All mother reported they had 
been advised to hold their babies to suckle for as 
long as they wanted to. 

(i) STEP 9: says  Give no artificial teats or 
pacifiers to breastfeeding infants.

9.1: The following breastfeeding mothers report 
that their babies were not fed any fluids in bottles 
with teats, as far as they knew.

Finding: All babies were exclusively breastfed.

9.2: The following breastfeeding mothers report 
that their babies had not sucked on a pacifier, as 
far as they knew.

The finding was: there was no use of pacifiers by 
babies as reported by the mothers.

(j) STEP 10: Foster the establishment of 
breastfeeding support groups and refer mothers 
to them on discharge from the hospital or clinic.
10.1:  says that “The following mothers report that 
they had been given suggestions about where to 
get help, if they had problems with feeding their 
babies after returning home”

Finding: all mothers reported that they were 
advised to call the hospital in case of difficulties 
with breastfeeding.

10.2: “The following mothers are able to describe 
at least one useful appropriate suggestion for 
getting help with feeding problems on return 
home that they have been given by the staff ”

Figure 4: Phone Contact

 

4%

96%

0% 0%

TELEPHONE CONTACT FOR SEEKING HELP GIVEN
YES NO

Only 4% of the mothers interviewed reported 
that they were given the written number of the 
hospital

(j) CODE COMPLIANCE- C.1: A review of 
records and receipts indicates that any breast milk 
substitute, including special formulas and other 
feeding supplies, are purchased by the health care 
facility for the wholesale price or more.

Finding: there was no milk substitute purchased. 

C.2: The following mothers report that they have 
never received leaflets from formula companies 
promoting formula feeding or gifts or samples 
that include formula, bottles or other related 
supplies.

Finding: None of the mothers were approached 
with leaflets or by any personnel.

(k) MOTHER-FRIENDLY CARE- MF.1: Mothers 
report that during their antenatal visits staff told 
them that they could have companions during 
labor and birth and what alternatives there were 
for dealing with pain and what was better for 
mothers and babies.

Finding: All mothers were informed that they 
could have companions during labor and birth 
and what alternatives there were for dealing with 
pain and what was better for mothers and babies.
MF.2: The following mothers report that they 
were encouraged to walk and move about during 
labor or that, if not, there was a medical reason.
The finding showed that: all mothers were 

TELEPHONE CONTACT FOR SEEKING HELP GIVEN

YES NO

4%
0%

96%
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encouraged to move about during labor.

(l) HIV AND INFANT FEEDING- HIV 1: 
The following mothers report that during their 
antenatal visits the staff gave them information 
on the fact that a woman who is HIV positive can 
pass the HIV infection to her baby.

Finding: all mothers informed were of the 
transmission mode of HIV. 

HIV- 2: The following mothers report that 
during their antenatal visits the staff gave them 
information on why testing and counseling for 
HIV is important for pregnant women.

Finding: all mothers given pre-test counseling.

Figure 5: FOLLOW-UP AT MCH CLINIC: 
EXCLUSIVE BREASTFEEDING
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•	 97% of the Fijian mothers interviewed were 
exclusively breastfeeding their children 
compared to only 75% of their Indian 
counterparts

•	 3% of the Fijian mothers were bottle-feeding 
as well as breastfeeding their children  
   

6 MONTHS TO 2 YEARS: CONTINUED 
BREASTFEEDING
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•	 69% of the Fijian mothers continued to 
breastfeed their babies compared to only 44% 
of their Indian counterparts

•	 44% of Indian mothers bottle-feed their babies 
compared to 31% of Fijian mothers

 
REASONS FOR NOT EXCLUSIVELY B/F 
(0-6MONTHS)

Of the non-exclusively breastfeeding mothers, 
57% reported work as being the reason for 
them not to exclusively breastfed. 43% of them 
reported difficulties with breastfeeding.

Figure 7: REASONS FOR DIFFICLTY 
BREASTFEEDING 
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•	 Of the 43% of mothers having difficulty 
with breastfeeding, 14% reported minimal 
lactation, 7% had “small nipples”, 7% had 
twins and was only breastfeeding one twin 
while bottle-feeding the other and 15% were 
not even aware that they were supposed to 
exclusively breastfeed till 6 months

•	 Indo-Fijian mothers complained of having 
small nipples and minimal lactation 
while Fijian mothers stopped exclusively 
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Figure 6: Complementary feeding by ethnicity
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breastfeeding out of ignorance

Of the mothers interviewed at the MCH clinic 
only 71% were exclusively breastfeeding before 
6 months while the rest had started on either 
formula milk or family food

Of the 29% (mothers not exclusively 
breastfeeding), only 43% were able to tell me 
the dangers of bottle-feeding while 57% of these 
mothers were not aware of the danger

ABLE TO INITIATE BREAST FEEDING: of the 
29% of the mothers interviewed in MCH clinic 
who were not practicing exclusive breastfeeding, 
all of them reported that they were able to initiate 
breastfeeding at the hospital before discharge 
and that they were assisted by the staff and also 
informed about the dangers of bottle-feeding 
before discharge

Figure 8: COMMUNITY AWARENESS
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•	 Of the GOPD patients interviewed, only 4% 
were aware what a baby friendly hospital 
meant while 28% claimed that they had heard 
of it but were not sure what it meant and 68% 
had never heard of a baby friendly hospital

DISCUSSION
Step 1: The breastfeeding policy used at the 
hospital is adequate in terms of the topics it 
covers, its display and the staff ’s knowledge 
regarding the policy. However, the policy is 
not summarized and presented in common 
words used by mothers; doing this could aid in 
increasing awareness of breastfeeding not only 

for mothers but to others family members that 
come to the hospital to visit the mothers.

Step 2: more than 80% of the staff working 
at NMU have been trained for breastfeeding 
counseling and the training covers all 5 topics that 
are necessary under the WHO, however, most of 
the staff have been trained in the 18-hour course 
and there are no refresher courses available every 
2 years as recommended by WHO. Regarding 
the training of community health workers on 
breastfeeding, it is currently underway at the 
hospital. Staff nurses working at the NMU as well 
as the health centre who have not undergone the 
18-hour course were trained in the week of 11th 
June, 2012. 

Step 3: the hospital and its staff are doing an 
excellent job of educating the ante-natal mothers 
on breastfeeding; however, a little more emphasis 
needs to be put on the benefits of exclusive 
breastfeeding and the dangers of not doing so 
until 6 months as recommended by WHO. Also, 
awareness on these needs to be continued even 
in the MCH clinics as this is where most mothers 
default on exclusive breastfeeding. The primary 
reasons for early cessation of breastfeeding are 
amenable to nursing intervention (Porter et.al, 
2006).

Step 4: mothers are given their babies to hold 
without any unnecessary delays at the hospital 
and there is no limit placed on how long the 
mothers are allowed to hold their babies, 
however, the practice of skin-to-skin contact at 
the hospital needs a little improvement. Only 
72% of the postnatal mothers reported that they 
had skin-to-skin contact with their babies and 
none of them had this contact for at least 1 hour, 
as recommended by WHO. This practice has 
been shown to decrease the rate of postpartum 
depression (Bartick et.al., 2009). 

Step 5: mothers are well taught on how to express 
breast milk. Working mothers should be targeted 
at the hospital and focus should be on helping 
them practice expressing as mothers who express 
are more likely to breastfeed till 6 months (Win 
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et.,al., 2006)

Step 6: exclusive breastfeeding at NMU is 
commendable

Step 7: mothers are never separated from their 
babies at the hospital 

Step 8: all mothers are taught to feed on demand 
and without limitation

Step 9: no teats or pacifiers are used at the hospital

Step 10: formation of community support 
groups, especially in the form of church groups, 
are encouraged at the hospital. Members from 
women’s group are frequently seen counseling 
mothers at the hospital. 3 days were taken out 
this week (18th-20th June, 2012) to train the 
community health workers who would then 
be responsible for following up mothers at the 
community level. 

NMU shows full compliance to the International 
Code of Marketing Breastmilk Substitutes. It is 
also mother-friendly, in that it encourages the 
presence of husbands being present at the time 
of delivery and it allows women to move around 
during labor. Lastly, the mothers are adequately 
informed about HIV and its significance in 
pregnancy and the mothers undergo pre-test 
counseling before being tested. 

At the community level, most of the population 
is not aware that NMU is a Baby Friendly 
Hospital or what it implies. Also awareness on 
breastfeeding needs to increase.

At the MCH clinic only 71% of the mothers 
are still exclusively breastfeeding, bulk being 
from the Fijian community. 25% of the Indian 
mothers stopped exclusively breastfeeding before 
6 months of age and only 44% continued to 
breastfeed till 2 years of age. 

More awareness needs to be spread not only for 
mothers but for the whole community regarding 
the causes of reduced lactation, either real or 

imagined, and the dangers of not exclusively 
breastfeeding in order to curb this problem. 

Moreover, working mothers need extra support, 
not only from clinical staff but also from families 
and policy makers so as to make breastfeeding 
for the mother something she looks forward to 
instead of being burdened with. 

CONCLUSION
After this internal assessment on Baby Friendly 
Hospital Initiative, Nausori Maternity Unit 
meets the criteria for 8 of the 10 steps outlined in 
the policy, thus bringing the overall compliance 
to 80%. The requirements for Step 2 are not 
being met due to the absence of refresher courses 
every 2 years as recommended by WHO. Step 10 
is not being met as the Nausori Maternity Unit 
fails to give written contacts of the people in 
the mother’s area to contact in the event that a 
mother has difficulties with breastfeeding. A lot 
of the mothers come from rural areas in the Rewa 
subdivision where accessibility to transport is a 
problem, thus they might not be able to come 
to the hospital for advice, therefore we believe 
phone contacts, especially of community health 
workers and community support groups or even 
of the hospital would be beneficial.
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ABSTRACT
Background: Medical establishment such as 
hospitals generate sizable amount of hazardous 
clinical waste. Health care workers, patients are 
at risk of acquiring infection from sharps and 
contamination of environment with multiple 
drug resistant microorganisms if wastes are not 
properly managed.

Objectives: To determine the level of knowledge 

clinical waste in Tavua Hospital.

Method: 
prospective study involving the use of 
questionnaires, in-depth interview, auditing 
with capturing photographs and participant 
observed strategy. It also involved the usage of 
a revised audit tool derived from the Infection 

Control Nurses Association (ICNA), UK Audit 
Tool.

Results: 

63%. For the audit tool assessment, Tavua Sub-
divisional hospital scored 50% which suggests 
that there is some need for improvement.

Conclusion: 
being above 50%, the overall management of 
clinical waste in Tavua sub-divisional hospital 

due to the lack of awareness, lack of funding, 

manage these clinical wastes or merely just due 
to plain negligence and ignorance.

INTRODUCTION

from medical, nursing, dental, veterinary, 
pharmaceutical or similar practice, investigation, 
treatment, care, teaching or research which 
by nature of its toxic, infectious or dangerous 

Such waste includes human or animal tissue or 
excretions, drug and medical products, swabs 
and dressing, instruments or similar substance 

Organization in 1983 had reported that hospital 
wastes are dangerous threats to ecological 
balance and public health. Medical institutions 
generate sizable amount of hazardous waste 
that can cause unimaginable bane to society like 
pathological, radioactive, chemical infectious, 

allowed into the environment would cause 
outbreaks of communicable diseases, diarrheal 

epidemics, water contamination, and radioactive 
fall – outs and others. Health care workers and 
patients are at risk of acquiring infection from 
sharps and contamination of environment with 
multiple drug resistant microorganisms if wastes 
are not properly managed. 

Poor management of clinical waste is indeed 
a problem in most health facilities and Tavua 

already in place to ensure the proper management 
of these clinical wastes within the Ministry of 
Health, however, it is appalling to note that this 
is not adhered to in Tavua hospital. It is in the 
interest of health care providers and the Tavua sub 
divisional team to know how their clinical waste 
is managed in order to strengthen their infection 
control and prevention program activities.
 

the overall clinical waste management system of 

Sela.K1, Timaima.B.Tuiketei2, Viema.L.Biaukula2, Rokoduru.A3
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proper management of clinical waste guidelines. 

of clinical waste; and to evaluate the management 
of clinical waste in Tavua Hospital. 

METHODOLOGY

MOH and DPHPC before the commencement of 
the study. It involved: (a) review documents such 
as laws and regulations, operating standards, 
guidelines, reports and strategic plans were 
reviewed in order to establish the audit criteria; 

consent was obtained prior to distribution of 

the English language, the questionnaire was 
conducted in English; (c) In-depth interview 

waste collection and disposal; (d) Capturing 
photographs of the waste and facilities used 
and observing its management in order to have 
visible operational evidence; (e) Auditing of 
the hospital clinical waste disposal system. A 
revised Infection Control Nurses Association 
(ICNA), UK Audit Tool was used as a guideline. 
Responses to the questionnaires and other data 
were analyzed accordingly.

Variables used in the study were: units of the 

sites or places, types of clinical waste, occupation 
category, years of service in Tavua Hospital, age 

with volunteers and all Individual wards and units 
in Tavua Sub-divisional Hospital were included. 
Excluded from the study was anyone who was 

RESULTS
[A] Responses to the questionnaire were as 
follows:
QUESTION 1: was to State two examples of each 

clinical waste on the following: 1. Solid Clinical 
Waste.  2. Liquid Clinical Waste   3. Pathological 
Waste   4. Sharps
Since two examples are required for each type 
of clinical wastes, a total of eight examples were 
required and the question is totaled out of eight. 

clinical wastes.

Figure 1: Responses to Question 1

  An average score of (63%) was obtained. Scores 
below average included: the Nurses in GOPD/
SOPD/IMCI, Medical Ward, GWE– Transport, 
medical ward and the Pharmacy personnel. 
 
QUESTION 2: Where would you place these 
wastes?

segregation of clinical wastes, an average score of 

average were the: Dental department, GOPD/
SOPD/IMCI, Maternity Unit, MCH/FP Clinic, 
Nurse in Medical ward, Transport and Labourer,

Figure 2: Responses to Question 2
 

QUESTION 3- (a) Do you think the clinical 
wastes in Tavua Sub-divisional hospital are 

11
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managed properly? (b) If No to 3(a), please give 
reason:

Figure 3.1and Figure 3.2: Responses to 
Question 3

  

that the clinical waste in Tavua Sub-divisional 
hospital is not being managed properly

Figure 3.2:  shows the nine reasons of the 62% of 

attributed the poor clinical waste management 
to poor segregation, no proper equipments, 
shortage of plastic bags, no proper storage, lack 
of knowledge, no proper disposal of rubbish 
(buried or incinerated), negligence and laziness 
and no proper labeling. 15% of those that said 
NO did not give any reason.

QUESTIONS 4 – 10 responses: Does your 
department produce clinical waste & do you have 
proper bins? Is the clinical waste disposal area in 
your department kept clean at all times? Do you 

clinical waste is disposed? Have you attended 

any training which includes the correct and safe 
disposal of clinical wastes? Are the equipments 
of disposing clinical wastes available at all times? 

bins?

63% of the hospital produces clinical wastes 

proper clinical waste bins or bags. 45% consider 
of these said the clinical waste disposal area in 
their department to be clean and 55% thinks 
otherwise.

for education on proper disposal of clinical 
wastes whereas only 5% think otherwise. Only 

and correct disposal of clinical wastes while 74% 
have not. 8% did not give any answer.

equipments for disposing clinical wastes 
are available at all times, whereas 42% think 

be collected from their department, 28% was 
incorrect & 7% did not answer this question.

QUESTION 11 – 12: True & False statements 
based on six basic principles of clinical waste 
management. Have you been immunized against 
Hepatitis B?

the basic principles of clinical waste management. 

Pharmacy personnel, clerk/ administrator & 
records personnel. 

immunized against Hepatitis B with 71%  of this 
had completed their 3 doses, 14% had only 1 
dose and 6% two doses. 7% have yet to get Hep 
B immunization and 4% did not answer this 
question.

12
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only for the department attendants/cleaners and 
incinerator operators. Do you wear any protective 
clothing when handling clinical waste bags or 
bins? How do you carry the clinical waste bags 
and bins? Is there a designated central storage 
area for disposal of clinical wastes? 

handling clinical waste and this 33% are the ones 

know the correct way of handling clinical waste 
bags and bins.

storage area for disposal of clinical wastes.10% is 
not aware of this area.

evaluation of the performance and compliance 
levels of the hospital with regards to clinical 
waste management was primarily basedon the 
provisions of the laws and regulations stated in 
the Infection Prevention and Control Guidelines, 
2010
 
Tavua hospital scored 50% for the audit tool 
assessment and there is a need for improvement 
as the audit was able to depict the true image of 

clinical waste management carried out in Tavua 
Sub-divisional hospital revealed the following:
• Sharp boxes were generally not available, 

gallons and card board boxes to dispose of 
sharps. 

• 
session which includes the correct and safe 
disposal of clinical waste.

• 
used or non- existent, although most of the 

Inappropriate bin sizes and types were used. 
• 

• Since transportation is a constraint, sharp 

men’s ward awaiting disposal/incineration at 
Lautoka Hospital

• 
the regulation which requires clinical waste 
management to ensure the waste bags are 
removed and sealed when they are not more 
than three-quarters full. Some of the waste 
bags were not in proper clinical waste bins.

• Not all bins were foot operated and in good 
working order 

• A few waste bins were dirty both internally 
and externally

• Some waste bags were placed in clinical areas 
for more than a day despite guidelines stating 
to wash clinical waste bins with soap and 
water DAILY

• Some bins are accessible to the public 
exposing both the health workers and patients 
to dangerous and infectious diseases 

• 

Figure 4: some pictures taken in Tavua Hospital 
during the audit.

 
i) Recycled oil gallon is used for sharps container 

&   

ii) Inappropriate bins are being used here.

13
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iii) Clinical waste on the lid instead of inside 

sharps are also disposed in the card board box 
inside the bin

iv) No Labeling of the clinical waste bins  

v) Filled sharp containers outside men’s ward      

   
CONCLUSION

waste management at Tavua Hospital. However, 
it requires an improvement in the overall 

lack of awareness, funding constraints, shortage 

to manage these clinical wastes, and plain 
negligence & ignorance.

involved in the organization and management of 
clinical waste using the existing MOH Infection 
Control Guidelines including the establishment 
of the sub divisional infection control committee 
that will oversee all the infection control activities 
in Tavua subdivision. Other activities to include 
the construction of temporal storage facilities at 
points of generation before transfer to external 
storage sites, well segregated, appropriately 
labeled, and located away from immediate 

and the appropriate  management of needle stick 

Nurse needs to concentrate mainly on Infection 
Control activities which could be internally 
arranged within the existing establishment. An 
audit tool similar to that of the revised (ICNA) 
UK one could be developed as a guideline for 
the hospital. More workshops or seminars to be 

clinical waste management issues.

Fiji, SDMO Tavua – Dr Nadeem Farooq and the 

and support in this study.
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ABSTRACT
“Reduce Child Mortality” – the fourth 
Millennium Developmental Goal acknowledges 
the fact that major causes of child deaths globally 
is malnutrition and poor access to primary 
health care and infrastructure. This article aims 
to quantify the magnitude of malnutrition 
among children 0-5 years of age within the Tavua 
Subdivision from January 2010 to April 2012.

Methodology:
A retrospective, descriptive and quantitative 
study was conducted in order to determine 
whether malnutrition was a problem in the 
Tavua Subdivision. Based on weight for age, 
MCH records, Dietician and In-patient Registers 
were consulted in order to obtain data for this 
research.

Results and Discussions:  
The prevalence rate of malnutrition among 
infants 0-5 years of age in the Tavua Subdivision 
were found to be 40.6% over a period of 2.33 
years or 17.7% per annum were concluded during 
the period of study. Most of the malnourished 
cases resided in the peri-urban and industrial 
areas of the subdivision. Among the Indo-Fijian 
infants, malnutrition was high among infants 0-6 
months of age. This was attributed to a high rate 
of low birth weight. Among the i-Taukei infants, 
malnutrition was high among those greater 
than 7 months of age. This was attributed to late 
introduction of solids, poor quality of weaning of 
food and short weaning processes.

Malnutrition is present in the Tavua sub -division 
with a prevalence rate of 40.6% over 2.3 years 
(January 2010 to April 2012) 05 17.7 per year. 

Conclusion: 
Malnutrition is common among Fijian infants 
compared to Indo-Fijians. Growth faltering of 
Fijian children continues to be a problem. 

INTRODUCTION
Malnutrition is a deficiency of nutrition. It is a 
serious public-health problem that has been 
associated with an increase in the risk of child 
mortality and morbidity. Children bear the 
brunt of the disease burden associated with 
malnutrition. Etiologically, many factors can 
cause malnutrition, most of which relate to 
poor diet or severe and repeated infections, 
particularly in underprivileged populations. 
Inadequate diet and disease, in turn are closely 
linked to the general standard of living, the 
environmental conditions, and whether a 
population is able to meet its basic needs such 
as food, housing and health care.1 From then 
international perspective, the United Nations 
fourth Millennium Development Goals (MDG), 
acknowledges the fact that causes of child deaths 
globally are related to malnutrition and the lack 
of access to adequate primary health care and 
infrastructure, such as water and sanitation in 
many developing countries – more than a third 
of all child deaths were attributable to under 
nutrition.2 Under nutrition in children less than 
5 years is an indicator of poverty and hunger.1 

In line with the MDG’s, the government of 
Fiji’s Strategic Developmental Plan (2007-2011) 
focuses on poverty and hunger to address under 
nutrition.1

Tavua Subdivision is situated in the Western 
Division and is approximately 90km away from 
Nadi.6 it is land locked between the Ba and Ra 
Medical Subdivisions. It has a population of 
approximately 27000 with a fair balance between 
the 2 major ethnic groups: i-Taukei and the 
Indo-Fijian population. The subdivision with a 
fairly large fertile agricultural land and abundant 
supply of seafood, there is sufficient food supply 
with root crops, fruits and vegetables. The 
subdivision is also reach in natural resources with 
an abundant supply of mineral water, forestry, 
cattle grazing and gold.
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The Tavua Medical Subdivision consists of 3 
medical areas – Tavua, Vatukoula and Nadarivatu. 
In each medical area, it is further divided into 
zones – a total of 10 zones. The Vatukoula Health 
Centre at the moment is not operational, so all 
the patients are seen in the Tavua Health Centre 
instead. Each zone is looked after by a Public 
Health Nurse. Mothers bring their children 
to the Maternal Child Health (MCH) clinic 
where a child’s nutritional status is evaluated, 
general body condition assessed, diet history 
determined, immunisations are given and the 
child’s development progress is assessed.

The aim of the study was to determine 
the presence of Malnutrition in the Tavua 
Subdivision and to quantify the magnitude of the 
problem from January 2010 to April 2012. The 
objectives were to determine the prevalence of 
Malnutrition in Tavua Subdivision from January 
2010 to April 2012; and to discuss the descriptive 
characteristics of Malnutrition among children 
in the Tavua subdivision from January 2010 to 
April 2012.
 
Methodology  
This was a retrospective, descriptive and 
quantitative study, with approval obtained from 
MOH, to determine whether malnutrition in the 
Tavua Subdivision from January 2010 to April 
2012.  The MCH daily attendance registers, for 
all the medical zones in the subdivision were 
examined. The data was collected from was Tavua 
Health Centre, Nadarivatu Health Centre and 
the Nadrau Nursing Station. Using the Ministry 
of Health’s Classification of Malnutrition, a case 
was determined. This is classified as a percentage 
of present weight in kilograms for precise age 
in months. The classification falls into 3 broad 
categories:(a)Mild: 75-89% of weight for age, (b)
Moderate: 60-74% of weight for age, (c) Severe: 
<60% of weight for age.

The Dieticians Register was also used to obtain 
data. This was because; the mild and moderate 
cases were referred to the Dietician for further 
management.Severe cases of malnutrition were 

admitted and treated as in-patients. Ethical issues 
were appropriately addressed. The projected 
sample size was 1400 malnutrition children 
seen in the MCH clinics in Tavua subdivision. 
The inclusion criteria were children aged: 0-60 
months, seen within the period of study, from 
January 2010 to April 2012 an permanently 
resided in  Tavua Subdivision. Children above 
the age of 60 months, not seen during the study 
period and not permanently residing in the 
Tavua Subdivision were excluded.

RESULTS AND DISCUSSION
 
Table 1: Number of Cases obtained from MCH 
Attendances, Dietician’s Register and the In-
patient Register according to Zone from January 
2010 to April 2012.

Table 1 summarises the number of cases seen in the 
MCH Clinics, the total number of malnourished 
cases that were identified, the number of cases 
referred to the dietician and the number of cases 
admitted to the ward as per zone.
 
With a total of 2537 cases seen at the MCH 
clinics from January 2010 to April 2012, based 
on weight for age, the prevalence of Malnutrition 
in the Subdivision can be calculated as follows:
  
The prevalence of malnutrition in the Tavua sub 
division is 40.6% over a period of 2.3yrs or 17.7% 
per year. 
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Figure 1: Percentages of Malnourished Cases as 
per Zone

 
With higher population densities in zones 1, 
5, 6 and 7, it recorded the highest number of 
malnourished cases from January 2010 to April 
2012. Located around the urban and industrial 
area of the Tavua Subdivision, it accounts for 
60% (n=617) of the malnourished cases seen at 
the MCH clinics. 
 
Figure 2: Types of Malnourished Cases per Zone 
from January 2010 to April 2012

 Figure 2 demonstrates the number of 
malnourished cases according to the 3 broad 
categories as per medical zone. Similarly to Figure 
1.1, Zones 1, 5, 6 and 7 has the highest record of 
mild and moderate malnourished cases. 

A total of 29 cases of severe malnutrition were 
recorded from January 2010 to April 2012, Zone 
6 had the highest record 24.1% (n=7) followed 
by Zones 7 and 2, accounting for 17.2% (n=5) 
and 13.8% (n=4) of the severely (n=4) infants 
respectively. Nadrau in the Nadarivatu Medical 
area recorded 1 case of severe malnutrition. The 
figure shows that the severity of malnutrition 
increases with children that reside in the urban 
areas and in areas of high population density of 

the Tavua Subdivision.

 Figure 3: Malnutrition by Ethnicity

  Figure 4: Malnutrition by Gender 

  
As shown in Figure 3, Fijian infants have the 
highest number of malnourished cases in 
the Tavua Subdivision from January 2010 to 
April 2012. It accounts for 57% (n=587) of the 
total number of cases followed by the Indo-
Fijian population 41% (n=423). The minority 
ethnic group had a record of 2% (n=20). A 
slight difference was noted among the gender 
distribution of malnourished cases (figure 4); 
Males 52% (n=539) and Females 48% (n=489). 

Figure 5: Feeding Pattern
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The feeding pattern of a child as documented 
in the MCH attendance is grouped into 4 
broad categories (Figure 5). 59% (n=783) of all 
malnourished cases for January 2010 to April 
2012 were breast fed. This was followed by 
Mash Diet and Family Food, each respectively 
recording 18% (n=240) and 12% (n=155). The 
fourth group is ‘others’ – accounts for 11% 
(n=148) of all malnourished cases. ‘Others’ 
refers to other forms of artificial feeds such as 
powder milk, SMA, bottle feed, S26, cow’s milk 
and Lactogen. The most common type of bottle 
feed given to a child is Powder milk 27% (n=40) 
followed by SMA – 20.3% (n=30) and S26 – 8.8% 
(n=13) respectively.

Figure 6: Energy required by age and the amount 
from Breast milk. 

Figure 6 summarises the amount of food required 
at different ages, the average number of kcal that 
a breastfed infant needs from complementary 
foods at different ages. This quantity increases 
gradually month by month, as the child grows 
and develops and the figure shows the average 
for each age range. Breast milk contains about 
0.67kcal/ml3. Complementary foods are more 
variable, ranging from 0.6 and 1.0 kcal/g3. Foods 
that are watery and dilute may contain only 
0.3kcal/g3. For complementary foods to have 
1.0 kcal/g3, it is necessary for them to be quite 
thick and to contain fat or oil, which is most 
energy-rich foods. When complementary food is 
introduced, a child tends to breastfeed less often, 
and his or her intake of breast milk decreases, 
so the food effectively displaces breast milk. If 
complementary food is more energy diluted than 
breast milk, the child’s total energy intake may be 
less than it was with exclusive breastfeeding, an 
important cause of malnutrition.

 Figure 7: Numbers of Malnourished Cases versus 
Age and Ethnicity. 
 

The figure 7 above displays the age category into 
2 broad groups; less than 6 months and more 
than 7 months. This is because of the age cut-
off for exclusive breastfeeding is 6 months of 
age. These 2 age categories are further divided 
into ethnic groups. The figure shows that most 
of the malnourished cases for children less than 
6 months are the Indo-Fijian children – 20.4 
% (n=210), followed by the i-Taukei – 16.9% 
(n=174). No reasons could be associated with 
this high number of malnourished cases among 
the Indo-Fijian population but the NNS 20044 
states that Indo-i-Taukei babies has a higher rate 
of LBW as compared to the i-Taukei babies. It 
also states that for every i-Taukei baby born with 
LBW, there will be 2 Indo-Fijian infants born 
with LBW.

The second age category is infants that are 
more than 7 months to 5 years. Here it is noted 
that i-Taukei infants exceeds the number of 
malnourished cases when compared to the Indo-
Fijians and the minority ethnic group. i-Taukei 
having 40.1% (n=413), the Indo-Fijians 20.7% 
(n=213) and the minority ethnic group with 0.7% 
(n=7). No clear reason can be associated with this 
high number of malnourished cases among the 
i-Taukei infants that is more than 7 months but 
the NNS of 19935 states that although i-Taukei 
infants were born with above average weight, 
their growth slowed down after 3-5 months.  
The report also states that i-Taukei mothers 
breastfed their babies for a longer duration but 
there problem were a late introduction of solids, 
poor quality of weaning food and short weaning 
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processes.

 Figure 8: Types of Malnourished Cases for the 
Indo-Fijian Population from 0-6 months of Age 

from January 2010 to April 2012. 

 

Figure 8 portrays infants less than 1 month 
old among the Indo-Fijian population from 
January 2010 to April 2012 had the highest 
number of malnourished cases across the types 
of under-nutrition, which is mild, moderate 
and severe. Within this cohort (cases ˂1 month 
old), based on previous weight recorded in the 
MCH attendance, 29% (n=61) had a weight of 
˂2.5kg. This indicates that based on weight for 
age, malnourished cases among the Indo-Fijian 
population from January 2010 to April 2012, 
29% had a low birth weight. Out of the 10 cases 
of severely malnourished in the figure above, 90% 
(n=9) had a previous recorded weight of ˂2.5kg. 
2 of the infants were pre-term babies.

 Figure 9 Feeding History: i-Taukei Infants and 
Age (7-60 months) from January 2010 to April 

2012.

 
Figure 9 shows the feeding history of the 
malnourished cases among i-Taukei infants, 7-60 
months, from January 2010 to April 2012. Almost 
half of the malnourished cases were still being 

breastfed. It was found that out of the 413 cases 
of undernourished children, 38.3% (n=158) were 
practicing complementary feeds that is being 
breastfed and is either This concludes that 61.7% 
(n=255) of these malnourished cases not given 
complementary feed’s. NNS – 2004 reports that 
early records show that malnutrition started to 
occur at around 6 months of age. This could be 
attributed to insufficient protein food during the 
early process of weaning or to the introduction 
of complementary feeding, particularly amongst 
i-Taukei infants.4

A comparison of the number of malnourished 
cases, feeding history and age (7-60 months) 
is made among the i-Taukei infants. The age 
category of 7-60 months is further divided into 
intervals of 6 months. It  portrays that as the 
child grows older, the number of breastfeeds 
decreases. This concludes that there is poor 
complementary feeding among the i-Taukei 
infants (7-60 months) in the Tavua Subdivision 
from January 2010 to April 2012.

 Table 2: Summary of Comments according to 
points ‘for’ and points ‘against’ child improvement 

Table 2 summarises the Dieticians comments 
in the register according to points “for” and 
points “against” the improvement of the child’s 
nutritional status. It shows that there are more 
points noted by the dietician that is against 
the child’s improvement. Having more points 
against the child’s improvement will add to the 
existing prevalence of malnutrition in the Tavua 
Subdivision. Points “against” can be summarised 
as poor social background, poor sanitation and 
parental negligence being the main factors that 
affect the child’s improvement.
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 In total, there were 7 admissions of malnourished 
cases into hospital from January 2010 to April 
2012. With a relative small number of admissions, 
the patient demographics and other details are 
summarised as four females, three males of 
which 5 i-Taukei and 2 Indo-Fijians. Average age 
of admission is 15 months, 70% of admissions 
reside in the urban areas of the Subdivision. The 
average length of stay in hospital was 8 days.
 The limitations of this study were: (i) the inability 
follow up on babies who defaulted their clinic 
over the period of study that is from January 2010 
to April 2012; (ii) Marital Status is not included 
in the raw data, because this could be a factor 
related to why the child is malnourished; (iii) 
there is no mention of what parents do or work 
they do – socioeconomic status, as this could be 
a factor related to their nutritional status.
 
CONCLUSION
Malnutrition is present in the Tavua sub -division 
with a prevalence rate of 40.6% over 2.3 years 
(January 2010 to April 2012). Malnutrition is 
common among Fijian infants compared to 
Indo-Fijians. Growth faltering of Fijian children 
continues to be a problem.  
Based on the results above, some of the 
recommendations are: (1) to improve infant and 

child feeding practice: by enhancing exclusive 
breast feeding through promotion, support 
groups; supporting, strengthening and expanding 
the ‘Baby Friendly Hospital and work initiatives’; 
promoting initiatives on the introduction of 
appropriate nutritious complementary foods. 
(2) Improve growth monitoring: through 
regular MCH clinic attendance, training health 
workers to follow-up infants whose growth starts 
faltering and to provide appropriate advice. (3) 
Reduce the incidence rate of Low-Birth Weight 
babies: through advising mothers on early ante-
natal bookings to allow for early detection and 
correction of dietary problems such as anaemia 
and other comorbidities improves baby’s birth 
weight.
 
The authors extend their sincere appreciation to 
the Fiji Ministry of Health for the kind approval 
and to SDMO Tavua- Dr Nadeem Farooq, 
Dr Alumita Serutabua and the staff of Tavua 
Subdivision for their kind assistance and support 
in this study.
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ABSTRACT
Maternal care during pregnancy is the aim for any 
health care system of a country as this will reflect 
its Maternal Mortality Ratio and strategies to 
achieve MDG 5. The objectives of this study were 
to determine the primary reasons for obstetric 
referral from Nadi hospital to Lautoka hospital 
from January 2010 to April 2012; to ascertain the 
delivery modes of these referred cases; and to see 
if there is a change in the referral pattern. The 
study design was a retrospective quantitative, 
with the collection of data from the medical 
records. A total of 842 expecting mothers 
were referred to Lautoka hospital for further 
management in this period with 25% occurred 
in 2010, 54% in 2011 and 21% were done in 

January – April 2012. Since the engagement of 
an obstetrician at Nadi hospital in Feb 2012, the 
number of obstetric referrals had tremendously 
decreased by 87% from Jan to April 2012.The 
most common reason for obstetric referrals from 
Nadi Hospital to Lautoka Hospital were post 
term mothers, previous c-section, IUGR, Breech 
Presentation,  and SROM >24hours. Referral 
indications were different from the referral 
points in the ante natal ward or from the ante 
natal clinic. Majority of the referred mothers 
delivered through normal vaginal delivery 
compared to caesarian section. 91.4% of babies 
were delivered as live births and no maternal 
death was recorded in the study period.

INTRODUCTION
The term referral in this study is used as any 
upward movement of health care seeking 
individual within a health system.1 Maternal care 
during pregnancy has been the aim for any health 
care system of a country as this will be reflected 
in Maternal Mortality Ratio (MMR) as well as 
contributing to achieve the MDG 5. In light of 
this, the Ministry Of Health of Fiji has embarked 
on the move to increase awareness on women to 
have early booking to Antenatal Clinic during 
pregnancy as well as have regular check ups to 
ensure that a healthy pregnancy has progressed 
into delivery. This has led to the setting up of the 
White Ribbon Foundation. 

In 2008, Fiji’s MMR Rate was recorded to be 26 
per 100, 000 live births.2 In 2010, the Federation 
of International Gynecology and Obstetrics 
(FIGO) expressed that Fiji needs to reduce 
its maternal mortality rate by 70 per cent in 
order to meet the United Nations Millennium 
Development Goals 5 (MDG) by 2015.  This was 
even after Fiji has reduced its Maternal Mortality 

rate by around 30 per cent from 41 in 1990 to 
26 per 100, 000 live births in 2008. 3 Maternal 
deaths occur as a direct obstetric death which is 
caused by complications that develops directly 
as a result of pregnancy, delivery or post-partum 
period;  and indirect obstetric death is due to 
existing medical conditions that are made worse 
by delivery or pregnancy. The five major medical 
causes of direct obstetric death are: hemorrhage 
(28%); complications of unsafe abortion (19%); 
pregnancy induced hypertension (17%); 
infection (11%) and obstructed labor (11%). 
Direct obstetric death account for about 75 
per cent of all maternal deaths in developing 
countries including Fiji. 4

These deaths can be prevented by ensuring that 
all women have access to proper obstetric facility 
during the time of pregnancy and delivery 
but most importantly a system should be in 
place in which all women and newborns with 
complications should have rapid access to well-
functioning facilities to cater for these obstetrics 
emergencies. The Emergency Obstetric Care was 
established  in each health facility to be capable 
of performing the following: 5 a)Administration 
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of antibiotics, oxytocin and anticonvulsants, 
b) Manual removal of the placenta c) Removal 
of retained products following miscarriage or 
abortion, d) Assisted vaginal delivery preferably 
with vacuum extractor, and  e) Newborn care.

Nadi is the third-largest conurbation in Fiji 
located on the western side of the main island 
of VitiLevu with a population of 42,284 at the 
most recent censuses, in 2007.6 Nadi Hospital is 
classified as a secondary referral hospital or Sub 
divisional Hospital under the Western Division 
catering for the Namaka, Nadi and Bukuya 
medical areas. With a manpower of an obstetric 
specialist, a sister-in-charge, 7 trained midwives 
and 5 registered nurses, Nadi Maternity Unit 
(NMU) strive to offer the best care to expecting 
mothers with an ante-natal clinic, antenatal 
ward (4 beds), post natal ward (8 beds), first 
stage labor room (2 beds) and a delivery room 
(2 beds). There is also a minor operating theatre 
within the NMU for emergency cases requiring 
immediate interventions by the Lautoka hospital 
flying squad. 

The aim of this study was to review the referred 
obstetric cases from Nadi Hospital to Lautoka 
Hospital from January 2010 to April 2012. The 
objectives are to determine the primary reasons 
for obstetric referral from Nadi Hospital to 
Lautoka hospital from January 2010 to April 
2012; to determine the delivery modes of these 
referred cases; and to see if there is a change in 
the trend of referral since the engagement of an 
obstetrician at Nadi hospital in February 2012.

METHODOLOGY
The study design was a retrospective quantitative 
study. The collection of data on pregnant women 
that were referred will be from Trans-out register 
which is kept in both Ante Natal Ward and 
Clinic. Also Admission Registers will be used 
as trans-out register only came into use in the 
beginning of 2011. The data source was from 
the admission register, patient trans-out Register 
from antenatal ward and antenatal clinic and the 

patients’ information system. The data variables 
included the age, ethnicity, gravida, parity, 
address, reasons for referral, mode of delivery 
at Lautoka hospital, perinatal outcome and 
maternal outcome. The inclusion criteria were all 
pregnant women who attended the ANC clinics 
at Nadi Hospital, or those referred to Lautoka 
hospital from Labour ward and Ante Natal Clinic 
from January 2010 to April 2012. Those pregnant 
women that were seen in Nadi hospital outside 
the study period, or referred from outside Nadi 
Hospital or who requested to continue to be seen 
by the Ante Natal Clinic in Lautoka Hospital due 
to other reasons were not included. All ethical 
issues were appropriately addressed and approval 
from the Ministry of Health to conduct the study 
was obtained. 

RESULTS

Demographics
A total of 842 expecting mothers were referred 
from Nadi hospital to Lautoka hospital for 
further management.  Of these referrals 211 
mothers (25%) were referred in 2010, 455 (54%) 
mothers were referred in 2011 and 176 (21%) 
were referred in the month of January – April of 
2012 

62 % of the referred cases were from the antenatal 
clinic, 38% were admitted at the Antenatal Ward 
and had gone into labor before referred as an 
emergency case to Lautoka Hospital. 

60% (505 cases) of the referrals were iTaukei; 
38% (320 cases) were Indo-Fijian and 2% (17 
cases) were from the other ethnic groups. 53% 
of these women resided in an urban area; 30% 
in semi-urban, 16% in rural areas and 1% had 
unspecified address documented in the hospital 
records. 
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513 (61%) were in age group of 20-29 years old, 
248 (30%) were between 30-39 years; 57 (6.8%) 
were teenage pregnancies and 24(2.9%) were 
above the age of 40. 55.8% of the pregnant women 
were multiparous; 33.1% were Primigravida and 
11.1% were grand multiparous

Figure 1: Referred Mothers by age group

  Figure 2: Refereed cases by parity

  

Reasons for referral

* Some cases have multiple indications for 
referrals; ** - Others include Decrease in AFI, 
Scan Date Mismatch, Cord Prolapse, Ovarian 
Cyst, Cervical Tear, Suspected Appendicitis, 
Jaundice, Bartholins Abscess, Macrosomnic Baby
*** - Known medical condition include mothers 
who are asthmatic, Known RHD and SLE

Majority of the referrals were indicated by Post-
Term Pregnancy (20.6%, n= 193) and Previous 
Caesarian Section (16.9%, n=158). The three 
most common referrals of cases from Ante-Natal 
Ward were: SROM > 24hours, prolong labour 
and fetal distress.

Figure 3: Referrals from Ante natal clinic Nadi 
Hospital.

Majority of the patients referred from the ANC 
were due to post-term pregnancies previous 
caesarian section and IUGR.
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Figure 4: Referrals from ANC Jan 2010-Apr 2012

 

Figure 5: Referrals in Primi-gravida

The commonest causes of referrals in the primips 
were post term pregnancy and prolong labour.

Peri-natal and maternal outcome

* Intra-uterine deaths were those that were 
already identified as IUD prior to referral
** Referral Indications for Still Birth Outcomes 
include – Twin Pregnancies (3), Pre eclampsia 
(2), Cord Prolapse (2) and Macrosomnic Baby 
(1)
A total of 861 babies were delivered in Lautoka 
hospital from the 842 referred obstetric patients 
from Nadi hospital. 72% of the referred mothers 
had normal vaginal delivery with 1 required 
assisted vaginal delivery, and 28% were delivered 
by caesarian section. There was no maternal 
death recorded from these obstetrics referrals 
during this study period.

Trend over the years

Figure 6: Number of referrals in Feb to Apr period 
from 2010-2012

There was a high increase from 2010 to 2011 
throughout the months of February, March and 
April before a dramatic decrease is noted for 
2011 to 2012. 

Figure 7: Obstetric Referrals in Jan –April 2012

Since the engagement of an obstetrician in Feb 
2012, the number of obstetric referrals had 
tremendously decreased by 87% from Jan to 
April 2012.

DISCUSSION
There has been little research done on inter-
hospital referrals and let alone on obstetric cases 
especially in Fiji and the region. However, most of 
the literature that have been published regarding 
Obstetric Referrals have been based in the 
African Region with the purpose of addressing 
the issue of encouraging women to deliver in a 
proper health facility instead of being attended to 
by a Traditional Birth Attendant (TBA).

Most obstetric referrals were due to post-term 
pregnancies. Although Nadi hospital now has 
an Obstetrician with 7 midwives manning the 
NMU, this however is not enough to cater for 
the procedure in inducing a post-term mother. 
This has been expressed due to lack of staff that 
is needed to continuously monitor a laboring 
mother once she is initiated on induction as 
there are only 2 midwives on-call per shift that 
has to deal with continuous monitoring of post-
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term mothers and those mothers who have 
spontaneously established labor. 

The second major reason for referrals was 
previous caesarian section. Opting for vaginal 
delivery could be carrying its benefits for both 
mother and baby such as shorter length of 
hospital stay; fewer post-partum recovery; fewer 
post-operative complications such as post-
partum infection, wound or uterine Infection, 
thrombo-embolism, need for blood transfusion; 
and fewer neonatal respiratory problems. 
However, there are also risks associated with 
vaginal birth following caesarian section 
and therefore both the American College of 
Obstetrician and Gynecologists (ACOG) and the 
National Institutes of Health (NIH) suggests that 
attempting a vaginal birth following caesarian 
section should only be done in facilities capable 
of performing emergency caesarian deliveries 
with appropriate nursing staff, anesthesia team, 
operating room, and obstetrician and another 
surgeon immediately available in case a C-section 
becomes necessary. This is something that is 
currently not available in Nadi Hospital. Both 
maternal and perinatal outcomes were favorable 
for these obstetric referrals from Nadi hospital. 
This could be attributed to its close proximity to 
Lautoka Hospital with only 30 minutes drive and 
the efficient referral system in place.

The study also showed that most primips referred 
were due to maternal exhaustion secondary 
to prolonged labour. It was noted during the 
study that most women do not practice the 
recommended breathing exercises during the 1st 
stage of labor and they have an urge to push at 
that stage. Once fully dilated and ready for 2nd 
stage, the laboring mothers become exhausted 
sometimes leading to prolong labor and became 
a referral to Lautoka hospital. 

Lastly, there has been a tremendous decrease in 
the number of referrals from Nadi to Lautoka in 
2011-2012. The increase in obstetrics referrals 
in 2011 is because there were only 3 midwives 
with a medical officer manning the NMU. This 
has therefore created a stressful environment 

for caregivers and therefore they opted to refer 
the pregnant women instead of managing them. 
This decrease rate could also be contributed by 
the inclusion of an obstetric specialist to the Nadi 
hospital staff in Feb 2012. 

CONCLUSION
The most common reason for obstetric referrals 
from Nadi Hospital to Lautoka Hospital were 
post term mothers, previous c-section, IUGR, 
Breech Presentation,  and SROM >24hours. 
Referral indications were different from the 
referral points from ward or clinic. Those referred 
from ward were due to ROM >24hours, Prolong 
labor and Fetal Distress. Those that were referred 
from antenatal clinic were post term, previous 
caesarian section and IUGR.

Majority of the referred mothers delivered 
through normal vaginal delivery compared to 
caesarian section. There were favorable perinatal 
outcomes with 91.4% of babies classified as Live 
Births. There was no maternal mortality amongst 
the pregnant mothers referred. 
There was a tremendous 87% decrease noted in 
the number of obstetric referral in 2012 following 
the engagement of an obstetric specialist and 
increased number of midwives to the Nadi 
maternity unit staff. 

The Nadi Hospital needs to adopt the Ministry of 
Health (MOH) existing guidelines for post term 
management and manage all post term mothers 
in Nadi hospital. There could be improved staff 
management in the Nadi maternity unit  by at 
least have 1 midwife per shift to cater for the 
increase in births and admission, increase the 
number of delivery beds to at least by 2 and have 
an obstetrician on stand-by to manage patient 
should there be complications at Nadi Hospital. 
The physiotherapists are to be involved during 
ANC to teach breathing techniques to mothers 
when in labor in order to prevent maternal 
exhaustion especially for primips. It is also 
recommended that MOH adopts the strategy to 
post an Obstetrician big sub divisional hospitals 
to decrease the number of referrals to Divisional 
Hospital as done in Nadi
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INTRODUCTION
Patient waiting time is a real problem in Fiji. 
According to the Fiji Times, Ministry of Health 
Acting Principal Administration office Health 
System Standards Margaret Leong said “Patients 
gets frustrated because of the long waiting time 
at hospitals and also because of the attitude of 
nurses and doctors. The Ministry of Health is 
very serious about customer complaints….we 
have a complaints policy and risk management 
in all divisions in the country in order to improve 
our system.” (Fiji Times: 49 Nurse Complaints, 
July 21, 2012).

Fiji Ministry of Health strategic plan for 2011-
2014 states that customer focus remains of major 
concern. This plan provides the framework for 
the future planning, management and service 
delivery by the Ministry of Health to address 
seven Health Outcomes. These seven Outcomes 
are derived from the two Strategic Objectives 
spelt out in the Government’s 2009 – 2014 
Roadmap for Democracy & Sustainable Socio‐
Economic Development. And within that Health 
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Outcomes, Ministry of Health has identified 
several focus areas that we will be specifically 
targeting in the next 5 years.

Some of the guiding principles are: (1) Vision - 
A healthy population in Fiji that is driven by a 
caring health care delivery system. (2)Customer 
focus -   We are genuinely concerned that health 
services are focused on the people/patients 
receiving appropriate high quality health care 
delivery. (3)Integrity - We will commit ourselves 
to the highest ethical and professional standards 
in all that we do. (4) Responsiveness - We will be 
responsive to the needs of the people in a timely 
manner, delivering our services in an efficient 
and effective manner. As seen in some of the 
guiding principles Fiji Ministry of Health wants 
to reduce waiting time and provide quality health 
care to the citizens of Fiji. 

The Nadi Sub Divisional Hospital provides 
health care services to a total population of 
around 87,000 at the last census in 2007. Nadi 
is multiracial with most of its inhabitants are 
Indo Fijians (53,867), I taukei  (30,766) and 
other ethnic groups (2,367). It is important 

ABSTRACT
Patient waiting time is a real problem in Fiji and 
unfortunately Nadi Sub-divisional hospital is no 
exception.  

The objective of this study was to determine 
patient waiting time in the GOPD and SOPD 
clinic in the Nadi Sub-divisional Hospital, 
additionally to gauge patient satisfaction.

Time logs were given to patients in order to log 
the time as the patient went through the different 
management and investigation. Secondly a 
questionnaire was given to every 20th patient to 
measure their satisfaction with the services they 
received in GOPD and SOPD.

The results showed that it took 2 hours and 57 
minutes on average for a patient to be attended 
by a doctor in the GOPD clinic and 2 hours and 
7 minutes in the SOPD clinic. 50% of all patients 
sampled believed that there should be more 
doctors and 36% complained of the shortage of 
drugs at the pharmacy.

Any improvement to the quality of health care 
delivery in the Nadi Sub-Divisional hospital 
needs to include an increase in doctors as well 
as addressing how to prevent common drug 
shortages in the pharmacy department. 
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that the Nadi Hospital be effective and efficient 
in managing patients in a timely manner. The 
GOPD is located as you enter the front entrance 
of the hospital. It is open during the weekdays 
from 8:00am to 4:00 pm. The arriving patient 
would pick a number and waits to see the triage 
nurse to get the vital signs recorded and assessed 
if immediate medical attention is needed, if not 
then the patient sits in the waiting area to be seen 
by one of the 4 doctors each waiting in one of 
the four consultant rooms. If the doctor decides 
further investigations is warranted such as 
laboratory or X-Ray then the patient would go to 
the Scan Room or Pathology lab to be screened. 
The patient then would wait to be reviewed by the 
same doctor responsible. And for patients that 
the doctor decides need further management 
then this is done in the treatment room by the 
treatment nurse or the doctor themselves. Finally 
if the doctor prescribes medicine then the patient 
goes to the pharmacy and waits to get their 
medication(s). 

The SOPD clinic is open on the weekdays and 
this clinic services patients that have been given 
appointment dates during their last visit. There 
is a nurse and one doctor that attend to all the 
SOPD patients. The SOPD schedule is as follows: 
Monday - NCD Clinic; Tuesday – New Cases or 
referred cases from GOPD/AE; Wednesday – 
Hypertensive clinic; Thursday – Diabetes clinic 
and Friday – Asthma and psychiatric clinic.

The research question was whether the patients 
are satisfied with the health services provided by 
the GOPD/SOPD clinic at the Nadi Hospital.  The 
aim was to determine the waiting time and other 
related issues in the GOPD/SOPD clinics at the 
Nadi Hospital from September 1st till October 
31st, 2012. The objectives were to determine how 
long it takes for each patient to be seen at GOPD 
&SOPD by the different health care workers in 
the Outpatients department; and to determine if 
the patients are satisfied with the GOPD &SOPD 
services provided in the Nadi Hospital.

METHODS: 
This is a prospective quantitative study on patient 

waiting time and patient satisfaction at Nadi 
Sub Divisional Hospital during September to 
October 2012 period with two components: time 
log and a self administered questionnaire. The 
purpose of the time log was to determine how 
long it takes for a patient to be seen at the GOPD 
&SOPD clinic by the different health care workers 
in the Outpatients department. Synchronized 
clocks were placed in these different areas; the 
triage area, consultant rooms, treatment room, 
scan room, and pharmacy room. Assistance was 
sought from the different staffs and doctors to 
ensure that they log the time the patient arrives. 
All clocks were checked every morning before 
the clinics open and when the clinics close to 
ensure it is all synchronized to the same time. 

Time log: A time log was given to the patients 
as they pick a number and wait to see the triage 
nurse and it will be continued to be logged as 
they go through the different management and 
investigations warranted. The patient was made 
aware of the time log and clocks in visible sight 
and was asked to be mindful to ensure that every 
staff and doctor log the correct time accordingly. 
Each doctor was responsible to put their 
signature on the time log as they saw the patients. 
The patient’s information was double checked in 
every doctor’s GOPD/SOPD registers. Time logs 
were not given to the every 20th patient as they 
were given a questionnaire to fill.

Patients that were time recorded were from 
8:00am to 12:30pm and commenced again at 
3:00pm to 4:00pm to avoid the staff and doctors 
lunch time which is from 1:00pm to 2:00pm. All 
time logs were collected before the patients leave 
the GOPD/SOPD clinics at a designated area. 

Questionnaire: The purpose of the questionnaire 
was to determine if the patients were satisfied 
with the services provided to them. A self 
administered questionnaire was presented to 
one in every twenty patients seen as they leave 
the GOPD/SOPD clinic. The questionnaire was 
in the three different languages, English, Fijian 
and Hindustani. The inclusion criteria were that 
the patients had consented, patients presented 
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to GOPD/SOPD clinics on the weekdays during 
8:30am to 4:00pm, all age groups, all gender and 
ethnicity  and they had to reside in Nadi were 
included in this study. The exclusion criteria 
were those patients that do not consent; relatives, 
parents or friends that accompany the patient; 
emergency cases that needed immediate medical 
attention; patients that do not live within Nadi 
Town; patients that were disabled and needed 
assistance to mobilize around; patients that 
presented after 4:00pm on the weekdays, those 
that presented on the weekends and patients with 
a mental condition.

Ethical and confidentiality issues were observed 
and appropriately addressed with approval 
obtained from the Ministry of health to conduct 
this study. Data was analyzed using Microsoft 
excel.

RESULTS:
General Outpatient Department

1. Time Logs: 
The following results were acquired from the 
time logs that were given out for a period of 7 
days. 
                   Figure 1: Sample of the Time Log

Overall the total number of patient that came to 
GOPD clinic was 1,387. The total sample size was 
494, giving an overall coverage of 36%, that this 
study managed to capture.

Total patients seen at GOPD clinic:

Figure 2:  Total sample seen by Ethnicity:

It is important to note the population ratio of 
i-taukei to Indo-Fijian. Population ratio of the 
two main ethnic groups in I taukei: Indo-Fijian 
is 1: 2. Hence this is reflected in the results in the 
pie chart.

Figure 3: Total sample population by gender:

Females made up of 51% (198) and the Males 
with 192 (49%) of all sampled patients (over 7 
days) that presented to GOPD clinic. 

Figure 4: Total sample seen by age Distribution:
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The age range of 18-30 years old were mostly 
seen in this sample size while 0-5yrs made up the 
least group because these patients do not wait for 
the triage nurse but goes directly to IMCI clinic.

The i taukei tend to decrease as they get older 
while Indo-Fijians increase their visits to GOPD. 
Overall Indo-Fijians made up the most in each 
age group as expected due to the 2:1 population 
ratio distribution in the subdivision. 

Figure 5: Total Average GOPD Waiting Time:

Arrival to Triage: 47 minutes 38 seconds Triage 
to Consultation: 2 hours 10 minutes

Time it takes a patient to arrive at GOPD and to 
see a doctor: 
Arrival to Consultation: 2 hours 57 minutes

Time it takes to start and complete each 
investigation:
Scan room: 28 minutes 30 seconds
Lab room: 10 minutes 20 seconds
Treatment room: 15 minutes 36 seconds

Time it takes for a patient to be reviewed after 
being investigated:
Consultation to review: 27 minutes 34 seconds. 

Time it takes to give your prescription and receive 
your medication(s):
Pharmacy: 8 minutes 23 seconds

The longest time a patient spent in GOPD was 
waiting for a doctor with 2 hours and 57 minutes, 
starting from arrival time to seeing a doctor. 

Followed by the time it takes to be triaged, 
waiting 47 minutes for the triage nurse. The 
third longest time was waiting to be reviewed 
after an investigation, with 27 minutes. All 
the investigation time were acceptable with an 
average time of 18 minutes for scan, lab and 
treatment room overall. The shortest time spent 
in GOPD was waiting 8 minutes waiting for their 
medications at the Pharmacy.
 
2. GOPD Patient Satisfaction Questionnaires 
Of the total respondents, 52% were Indo-Fijians 
and 48% I taukei. 52% were males and 48% 
females.

Figure 6: GOPD satisfaction by assessment

 
Figure 7: GOPD satisfaction results per patient 
grading

                     

Figure 8: Complaints by respondents in the GOPD 
patient satisfaction survey

GOPD Patient Satisfaction
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64% of all patients sampled were satisfied with the 
health care service received. 50% of them stated 
that the waiting time is too long and the GOPD 
clinic needs more doctors and 36% said that the 
availability of drugs is a problem in the Nadi 
Hospital. These particular patients explained 
that they are unable to afford the cost of drugs 
at the retail pharmacies which will make them 
non compliance with their medications. This is 
reflected in their grading giving the pharmacy 
the lowest score in the scale of 1 to 5 with 1 being 
poor and 5 is excellent. 

[B] Special Outpatient Department (SOPD)
1. Time Logs: 
The following results were acquired from the 
time logs that were given out for 2 days. 

Figure 9: Total number of patients seen

Overall the total number of patient that came 
to SOPD clinic over two days was 138. The total 
sample size was 40, giving an overall coverage of 
29% that this project managed to capture. 90% of 
the patients seen were Indo-Fijians and 10% were 

I taukei. 75% were females and 25% males.

Figure 10: Total patients seen by age distribution

There were more Indo-Fijians in all the different 
age groups in this study. The most number seen 
were in the 56-65 age categories. SOPD clinic 
was mainly attended by females who make up 30 
out of the 40 patients sampled.

Figure 11: SOPD waiting time

Total of 40 patients sampled out of 138 patients 
that presented to SOPD clinic (2 days) giving 
you a 29% coverage that this project managed to 
capture

Arrival to Triage = 1 hour 37 minutes
Triage to Consultation = 30 minutes
Arrival to Consultation = 2 hrs 7 minutes
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The longest waiting time, is the wait to get triaged 
by the nurse. Upon further investigation, it was 
revealed that SOPD goes on an appointment 
time basis. Despite this fact, most patients would 
come in 1-2 hours earlier than their appointed 
times making their waiting time to be triaged 
longer.
 
2. SOPD Patient Satisfaction Questionnaires:
67% of the respondents in SOPD clinic were 
I taukei and 33% were Indo=Fijians with 67% 
were females and 33% males. Most of the patients 
sampled were satisfied (67%) with the SOPD 
health care service. 

Figure 12: SOPD respondents in rating the services 
provided at Nadi Hospital

When looking at the ratings between pharmacy, 
nurses and doctors, in a 1 to 5 scale, the pharmacy 
had the lowest score of 3. The majority of patients 
responses showed that the drugs they need are 
mostly not available all the time at the Nadi 
hospital pharmacy. These are the NCD clinic 
drugs, for Diabetes Mellitus 2 and Hypertension 
treatment.

It is worrying that if these medications continue to 
be in short supply, there will be poor compliance 
as patients were not able to afford them from 
retail pharmacies, which in the long run is more 
expensive to all concerned when patients will 
be admitted or managed on complications that 
arises from non-compliance. 

CONCLUSION: 
This project has managed to capture 36% of 
all patients that came to GOPD and 29% of all 

patients that came to SOPD. GOPD Waiting Time 
(Arrival – Consultation) = 2 hours 57 minutes; 
SOPD Waiting Time (Arrival – Consultation) = 
2 hours 7 minutes

Although most patients were satisfied with the 
health care services provided in the GOPD & 
SOPD clinics, 50% complained about the long 
waiting time so wants more doctors; and  38% 
said there is shortage of drugs available as they 
are very expensive to buy at the chemists, which 
then encourages non-compliance of medication.  
Triage Nurse needs to have her own Blood 
Pressure & Glucometer machines and other 
necessary equipment instead of sharing them 
with the A&E department.

There is still room for improvement at the Nadi 
GOPD & SOPD clinics and if these two main 
complaints are addressed, the MOH will go a 
long way in providing quality health care services 
to the residents of the Nadi Subdivision.
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INTRODUCTION
Suicidal behaviour is a major health concern 
in many developed and developing countries.  
According to the World Health Organisation 
(WHO)1, approximately one million people 
commit suicide each year worldwide, which is 
about one death every 40 seconds or 3000 per 
day. 10 to 20 times more people attempt suicide, 
with an average of one attempt every 3 seconds. 
These numbers do not include the additional 
thousands of others whose actual fates are 
hidden, disguised or misdiagnosed. It would be 
difficult to find the last war or pandemic that left 
that kind of toll on families and communities on 
a year-to-year basis. 2

Reports throughout the Pacific indicate deaths 
from suicides are approaching epidemic 
proportions in different sectors of the population 
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of countries such as Fiji, Samoa and FSM, with 
Indo-Fijian and Samoan women having the 
highest suicide rates for women.3,9 Suicide is 
generally a silent, secretive and often stigmatised 
act, usually a hushed topic of conversation, 
whose presence is cloaked, to some extent, by 
misunderstanding, secrecy and denial as a silent 
epidemic whose power lies in its silence. 

Studies have identified Fiji as one of the few 
countries in the Pacific with exceedingly 
high rates of suicide within subgroups of the 
population relative to global statistics 9, 10,11,12 . 
One study found the standardised suicide rate for 
Indo Fijians to be 34 per 100,000, rising to 57 for 
those between 15 and 24 years old 9; compared 
to global rates of 14.5 per 100,000 for completed 
suicide.14 In 2007, there were 59 suicides and 109 
attempts recorded in Fiji compared to a total of 
102 suicides and 116 attempted suicides in 2008, 
with a total population of just over 837,0004. 
According to the Fiji Police Force, from the 1st 

ABSTRACT  
Suicide is an important public health issue in 
Fiji and described as a “chronic epidemic”, only 
recently surpassed by automobile fatalities as the 
leading cause of death in young people. A total of 
1749 people had attempted or completed suicides 
with an average of 194 per year between 2002 and 
2010 as per police records.5 Fiji has maintained 
one of the highest suicide rates in the world in 
young Fijian women of Indian descent along the 
sugar belt areas of Fiji, at one point being cited 
as the second highest in the world behind rural 
China8. 

This is a quantitative descriptive retrospective 
study on all cases of suicide and attempted 
suicide seen at the Ra Sub divisional Hospital 
(RSH) from January 2008 to August 2012.  
Data sources were obtained from the Rakiraki 

sub divisional hospital mortuary record book, 
hospital inpatient records and Rakiraki Police 
Departments’ records of all cases of deliberate 
self harm were also collected in the study period. 
The overall prevalence of suicides and attempted 
suicides in Rakiraki of 0.12%. This is relatively a 
higher prevalence when compared to the national 
statistics. There is a higher predominance of 
suicides and attempted suicides in the Indo-
Fijians, the youths, and in males as compared 
to females. Hanging and chemical ingestion 
were the commonest methods of suicide and 
attempted suicide in Rakiraki and these should 
be the main targets for prevention activities. 
Indo- Fijian females were reported mainly to 
have attempted suicides whilst Indo-Fijian males 
predominantly committed suicides in Rakiraki. 
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of January 2012 to the 21st of June 2012, there 
has been an alarming increase in the number 
of attempted and suicide cases with 124 cases 
reported; 59 suicide and 65 attempted suicide 
cases.  When compared to the same period last 
year there were a total of 85 cases; 19 suicides 
and 66 attempted suicide cases5. A 2009 fact 
sheet stated that the overall suicide rate for young 
women aged 15–24 in Fiji was 38 per hundred 
thousand15

Booth (1997) reported that the Pacific region 
had some of the highest youth suicide rates in 
the world. Suicide rates for young males in the 
Federated States of Micronesia, Marshall Islands, 
Guam, Palau, Samoa and among Fiji Indians 
were high. Roberts G. et al agreed with the 
current perception and literature on selective 
demographic risks for attempted suicide which 
are: young age, Indian ethnicity, female gender 
and social stress.6

A more recent article by Henson C. et al 
published in August 2012 in Suicidology Online 
concluded that suicide is an important public 
health concern in Fiji, with 2.7% hospitalised 
people who were referred for general counselling 
being referred for attempted suicide.17 

Ra is one of the 14 provinces in Fiji with a 
population of close to 29,000. The Ra Medical 
Subdivision has four health centres and 12 
nursing stations. The aim of this study was to 
determine the number of suicide and attempted 
suicide cases seen at Ra Sub-divisional Hospital 
from January 2008 to August 2012. The objectives 
were to determine the prevalence of attempted 
and completed suicide in the Ra Sub-division 
from January 2008 to August 2012; and to discuss 
the descriptive characteristics of the attempted 
and completed suicide cases presenting to Ra 
Sub divisional Hospital.

METHODOLOGY
This study is a quantitative descriptive 
retrospective study of all cases of suicide and 
attempted suicide seen at the Ra Sub divisional 

Hospital (RSH) from January 2008 to August 
2012. With MOH prior approval, data for this 
study was obtained primarily from the RSH 
Mortuary record book and the hospital inpatient 
records for the past five years. The Rakiraki Police 
Departments’ records of all cases of deliberate 
self harm were also collected from the same 
period. From the available records of suicide 
and attempted suicide, data was de-identified to 
maintain confidentiality. The following variables 
were obtained: age, gender, ethnicity, residential 
area of patients, method of suicide and case 
outcomes. 

The exclusion criteria were all suicides reports 
with incomplete documentation, cases of 
drowning, and others with uncertainty of intent 
and those reported outside the study period. 
Data was collated and analyzed using Microsoft 
Office Excel 2007.

RESULTS & DISCUSSION
Table1. Total number of suicide and attempted 
suicide seen at Ra Subdivisional Hospital from 
January 2008 to August 2012.

The above table shows that within the 5 year 
period from 2008 to 2012, a total of 36 cases of 
suicide were recorded in the Ra Subdivision; of 
which 16 were attempted suicide and 20 (56%) 
were successful causing fatalities. The calculated 
prevalence of suicide & attempted suicide is 
0.12%, which is equivalent to a rate of 124 per 
100,000 population.

2011 recorded the highest number of suicide 
cases in Rakiraki, with a total of 9 deaths. The 
total number of suicides in Fiji was 48 in 2011 and 
19% of suicides were from Rakiraki. This is quite 
alarming, with a rate of 31 per hundred thousand 
compared to the national suicidal rate of 6 per 
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hundred thousand population for Fiji. There is 
some discrepancy of data comparing the results 
of this study with the national data available 
obtained from the Police Department and MOH 
that had 5 recorded cases of suicide in Rakiraki 
compared to 9 for 2011 that was obtained from 
the data collected in this study. This discrepancy 
could be due to under-reporting, lack of standard 
monitoring & reporting procedures. 2008 had 
the least number of suicide cases recorded in 
Rakiraki compared a total of 102 suicides and 
116 attempted suicides recorded throughout Fiji 
that year.
The term ‘suicide’ refers to the successful or 
completed suicide resulting in death. ‘Attempted 
suicide’ refers to cases of intentional self harm 
that did not result in death.

Figure 1: Suicide trend in Rakiraki over the last 
five years
 

Figure 1 above shows the yearly trend for suicide 
and attempted suicide Rakiraki from 2008 to 
August 2012. Suicide has slowly increased in 
Rakiraki from 2008 till 2011, when it reached 
its peak. The trend for attempted suicide, on the 
other hand has been somewhat variable; with a 
rise in 2009 and then a drop to only 1 case in 2010, 
followed by another increase in 2011. The national 
statistics for Fiji almost always show more cases 
of attempted suicide relative to the actual suicide 
cases22. The Police are the responsible agents for 
collecting and disseminating data on suicidal 
behaviour in Fiji.

Figure 2: Yearly suicide trends in Rakiraki in 
comparison with annual suicide rates in Fiji 2008- 
2011.

 

 
The above figure compares the annual trends 
in suicide rates in Rakiraki with the trends of 
suicide in Fiji. While the national statistics show 
an essentially decreasing trend, suicide rate in 
Rakiraki has been increasing over the past 4 
years, with the highest absolute number of 9 
cases recorded in 2011. 

Figure3: Attempted suicide versus suicide In 
Rakiraki according to gender and ethnicity

There are more attempted suicide cases compared 
to the number of suicides during the study period 
recorded in Rakiraki. Of the total of 36 cases 
of suicide & attempted suicide, 56% were fatal. 
This finding is not consistent with the trends in 
national annual statistics22 which has shown 
more cases of attempted suicide as compared to 
suicide cases.

There were more females who had attempted 
suicide in Rakiraki compared to the males. 
Attempted suicide was most common in 
Indian females while Indian males successfully 
committed suicides in Rakiraki in the study 
period. 88% of Indo-Fijian (Indians) committed 
attempted suicides and 80% had completed 
suicides. With the Indo – Fijian: I-taukei ethnic 
population ratio of 1:4 in Rakiraki4 the high 
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absolute numbers of Indians in this study indicate 
an overall higher rate of suicides and attempted 
suicides amongst Indo-Fijians in Rakiraki. 
This finding is consistent with previous studies 
conducted in Fiji.  This was also consistent with 
the findings in the literature reviewed, that suicide 
rates among Fiji Indians are one of the highest 
in the world, particularly with Indian females18. 
Fijian males were noted to be the group with the 
least number of suicide and attempted suicide 
recorded. 

Figure 4: Total Number of Suicide and Attempted 
Suicide in Rakiraki by Age Range
 

Figure 4 shows the distribution of the total 
number of suicides in Rakiraki (i.e. suicide and 
attempted suicide) according to age groups. The 
20 – 29 years age group has the highest recorded 
cases of suicide and attempted suicide. There 
are also more females in this age category as 
demonstrated in previous studies in Fiji9. This 
is consistent with the literature findings that the 
highest number of suicides in Fiji occurs in the 
15 to 24 age group. The 2 cases in the < 20 age 
group were both 19 year olds, hence adding these 
2 to the 11 cases in the 20 – 29 group further re-
enforces the finding that the largest number of 
suicide and attempted suicide In Rakiraki occurs 
in young people.

Figure 5: Methods of suicide and attempted suicide 
in Rakiraki
 

50% of those successfully committed suicides 
do so by hanging. The most common method 
of suicide and attempted suicide as a whole was 
chemical ingestion. This includes the ingestion 
of pesticides (paraquat) & household chemicals 
such as bleach, etc. The hospital records did not 
always specify the exact chemical, this group 
has been broadly termed as ‘chemical ingestion’. 
56% of attempted suicides were due to ingestion 
of chemicals. The frequent use of pesticides 
could be explained by the fact that it is quite 
readily accessible in Fiji, especially in a farming 
community like Rakiraki. Drug overdose such as 
paracetamol was the 2nd most common method 
of attempted suicide. Hanging is in fact one of 
the main methods of suicide worldwide21 and 
has also been shown to be a common method of 
committing suicide in Fiji as well11. Given that the 
relationship between the availability of suicide 
methods and the level of suicide is principally 
mediated by hanging and pesticide ingestion, it 
could be apparent that these two methods should 
be the main targets for prevention.

Figure 6: Common methods of suicide and 
attempted suicide in the different age groups

 
The above bar graph shows the common methods 
of suicide & attempted suicide in Rakiraki 
among the different age groups. It is evident 
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that in the 20-29 age group, drug overdose is the 
most common method of suicide and attempted 
suicide. Equal numbers of chemical ingestion 
and hanging is noted in the 30 – 39 age group 
with an almost similar trend in the 40 – 49 year 
olds. The youth more commonly utilize methods 
that are less lethal and result mostly in attempted 
suicide while those in the older age groups utilize 
the more lethal methods of hanging & chemical 
ingestion.

Figure 7: Methods of suicide according to ethnicity 
and gender

 
The graph above demonstrates the possible trends 
in the methods of suicide amongst the males and 
females, and to discover if ethnic background 
affects the choice of method. Majority of the i 
Taukei chose chemical ingestion as the preferred 
method of suicide and/or attempted suicide 
whereas hanging and chemical ingestion were 
the commonest methods utilized by the Indo 
Fijians. Restricting access to the means of suicide 
is an important component of comprehensive 
strategies for suicide prevention.

It is generally assumed that the use of hanging 
and other traditional suicide methods is 
largely governed by their acceptability and by 
sociocultural norms. A study by WHO indicates 
that the availability of technical means has a 
large influence on the acceptability of a specific 
method and, indirectly, of suicide in general23 

While numerous factors contribute to the choice 
of a suicide method, societal patterns of suicide 
can be understood from basic concepts of social 
acceptability of the method (i.e. culture and 
tradition) and its availability.

Figure 8: Differences in distribution of suicide and 
attempted suicide according to location

 The highest rates of suicide and attempted suicide 
occur in rural areas as compared to urban/
suburban areas is in line with the international 
literature that reveals that a higher proportion 
of suicides in the Western pacific Region occur 
in rural settings18 85% of the suicide cases 
and 75% of attempted suicides over the last 5 
years occurred in rural areas in Rakiraki. This 
finding can presumably be attributed to social 
disadvantage and lower socio economic status of 
those living in rural areas, aspects that have been 
found to be risk factors for suicide.

The main limitations in this study were the 
incomplete & inconsistencies of records and 
discrepancies of data from MOH and Fiji Police 
Force; atypical presentations of attempted 
suicides may not be captured; and the cases 
recorded were only from Rakiraki Hosp.

CONCLUSION
The overall prevalence of suicides and attempted 
suicidesin Rakiraki of 0.12%. This is relatively a 
higher prevalence when compared to the national 
statistics.

There is a higher predominance of suicides 
and attempted suicides in the Indo-Fijians, the 
youths, and in males as compared to females. 
Hanging and chemical ingestion were the 
commonest methods of suicide and attempted 
suicide in Rakiraki and these should be the main 
targets for prevention activities. Indo- Fijian 
females were reported mainly to have attempted 
suicides whilst Indo-Fijian males predominantly 
committed suicides in Rakiraki. It is apparent 
that suicide and attempted suicide is a relatively 
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serious problem in Rakiraki, where the trends 
over the past five years have generally shown an 
increasing pattern

Ultimately suicide must be accepted as a 
preventable cause of death and it is hoped 
that besides improving knowledge about 
the magnitude of the problem of suicide in 
Rakiraki, the findings of this study will help 
stimulate locally-based preventative activities. 
Strengthening existing preventative strategies 
and developing new ones designed specifically 
for the respective at risk groups; such as creating 
more awareness amongst youths is necessary 
with MOH taking the lead role. Improvements 
in data quality management and availability with 
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the development of a standard ‘incident report 
form’ and classifications specifically designed 
for suicide and attempted suicide are also 
recommended. More in depth research should 
also look into other suicidal areas as identified 
in this study. Adequate follow up of every case 
of attempted suicide to ensure no more further 
attempts are made is to be strengthened.
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NOROVIRUS OUBREAK ON A CRUISE LINER

A vision class passenger cruise liner [Rhapsody 
of the Seas] has docked into Suva Harbor with 

outbreak has been under intensive infection 
control and environmental containtment 

response team on board is headed by an expert in 

professionals. 

Norovirus is the most common cause of cases 
of acute gastroenteritis and gastroenteritis 

population (from children to the elderly and 
everyone in between!) particularly because 
there is no long term immunity to the virus. It 

with vomiting, abdominal cramping, fever, and 
fatigue.  Most individuals recover from acute 
symptoms with 2-3 days. 

and was in Port Denarau yesterday and will depart 
Suva this evening enroute to Noumea before the 

26 cases in 24 hours is a clear indication of the 
success of the intervention measures undertaken 
on board.

management, good handwashing measures 
and environmental control. Our local disease 

worked in close association with the medics on 

boarded the ship since its arrival at Port Denarau 
and will be on watch till the ship departs tonight.

cleared to disembark into the Capital today. A 
strong screening barrier with security personnel 
has been provided to prevent potential spread of 
the virus. Adequate isolation measures on board 
of international class has been a highlight to the 
outbreak.

Close surveillance will be undertaken in the next 
48 hours for a vigilant watch on new cases and 

on board. Fiji will communicate the outbreak to 
New Caledonia as part of our obligation under 
the International Health Regulation. 

A syndromic surveillance is activated on diarrhea 
and vomitting in the Suva subdivision in the next 
48hrs that the ship leaves Suva. 
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Promotion of Wellness and Healthy Lifestyles

development organization founded by the late 
President John F. Kennedy in 1961.  Peace Corps 
Volunteers have been working in Fiji since 1968 
in all sectors and at all levels.

In late 2011, Peace Corps and the Ministry of 
Health began discussing a joint partnership 
to engage in the battle against the increasing 

planners believed that prevention of lifestyle-
related diseases can be achieved through behavior 
change brought about by social marketing 
and the strengthening of the capacity of health 
workers to promote wellness as part of their 
overall responsibility as health professionals.  

called the Community Health Empowerment 
Project (CHEP). 
 

Peace Corps and the Ministry of Health will 

be assigned to all levels of the Ministry of Health 
with designated supervisors and counterparts to 
ensure that skills are transferred and capacity-
building remains a priority.  Sustainability 

on empowering and strengthening existing 
resources, in this case, the hard working health 
workers found throughout the country and the 
systems that are currently in place. 

basis by a Project Assessment Committee and 
adjustments will be made to the project plan as 

a two-year commitment.  A new group will arrive 
in September of 2013, bringing the number 

approximately 50. 

40



Volume 1 ISSUE 2 2012FIJI JOURNAL OF PUBLIC HEALTH

upcoming events

Objectives
1. To provide an introduction to human genetics 
research and explore its potential to

2. To explore the secondary more immediate 

basic science research projects in Fiji
3. To outline the rationale for adding Fijian ge-
nomes to the growing number of human

through freely accessible public
databases

Workshop: Human Genetics and Health in Fiji
Tuesday, 12th February 2013, 11am to 5pm

Background
In the eleven years since the publication of the 

researchers from around the world have 
dramatically improved our understanding of the
genetic basis of a wide range of complex mostly 
chronic diseases. So far, however, the majority 
of this research has been conducted in people 
of European descent while the greater burden of 
human disease exists outside these populations. 
Attempts to address this discrepancy are in 

scale genomics research programme in Africa, 

stimulate interest in human genetics research 

around the world.

• Development of an immunogenetics 
laboratory at Fiji National University

• Integrating basic science and disease control 
for group A streptococcal disease in Fiji

• Studying genetic susceptibility to group A 
streptococcal disease in Fiji

• Fiji Ministry of Health’s research ethics 
systems to facilitate research

• Towards a publicly available online resource 
of iTaukei genomes to stimulate genetics

• 
• Ethical, social and cultural implications of 

genetics research in Fiji

Organisers
• Dr Santha Muller, Research Fellow, Fiji 

National University, Fiji
• Dr Tom Parks, MRC Clinical Research 

Training Fellow, University of Oxford, UK
• Dr Andrew Steer, Senior Research Fellow, 

University of Melbourne, Australia
• Mrs Mere Delai, Secretary to Fiji NHRC, 

Ministry of Health, Fiji
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Policy is becoming an increasingly recognised 
approach to improving public health globally 
and within this region. What we mean by policy 
does vary widely though, and this causes some 
confusion and also can limit the value of policy-
based approaches. Policy is usually mandatory or 
legislated for [1], and as such is a tool to try to 
ensure that a specific activity or activities occurs. 
Public policy is often used to refer to only those 
policies implemented by government [2-4]. So 
policies might be used within Health Services 
to ensure that a particular treatment protocol is 
always followed for diabetes. Policies might also 
be implemented via Decrees or Act for example to 
prevent smoking in certain areas. It is clear from 
just these two examples that health-related policy 
is already widely in use in Fiji across government 
and non-government sectors. Is sufficient use 
being made locally of this important tool in the 
efforts to improve health?

Global commitments have emphasised the need 
to include more policy interventions in efforts 
to improve health. The Bangkok Charter for 
Health Promotion in a Globalized World [5] 
states that action is needed across sectors and 
settings to “regulate and legislate to ensure a 
high level of protection from harm and enable 
equal opportunity for health and well-being for 
all people”. Focusing on the prevention of non-
communicable diseases in Fiji, considerable 
policy-based approaches have been used to limit 
tobacco use, however in the areas of alcohol, 
diet and physical activity less policy-based 
approaches have been used locally.  The WHO’s 
Global Strategy on diet and health [6] stated 
that  “..health gains can be achieved much more 
readily by influencing public policies in sectors 
like trade, taxation, education, agriculture, 
urban development, food and pharmaceutical 
production than by making changes in health 
policy alone”. There is likely considerable 
potential to increase the use of policy-based 

approaches in Fiji, and these would complement 
other health-promotion strategies such as social 
marketing.
An important aspect of policy and health, is 
the impact of non-health sector policies on 
health. While many policies may be developed 
specifically to improve health, non-health 
policies will have an effect on health too. These 
effects, whilst unintentional, may be significant. 
For example, agricultural, land-use and fisheries 
policies impact on food supply and therefore 
diets [7-9]. It is therefore important that efforts 
to improve health span all sectors, and that all 
policy-making considers the potential impacts 
on health. The development of a supportive 
environment requires healthy public policies 
across all sectors [10-12]. 

‘Health in all policies’ [13] refers to this wider 
approach, which incorporates a wider view of 
the societal influences on health. How to ensure 
that all policies do consider health is proving 
more challenging globally. Many will be familiar 
with environmental impact assessments (EIA) 
which aim to ensure that policies or projects do 
not have negative impacts on the environment  
[14]. Health impact assessments (HIAs) or social 
impact assessments (SIAs) can be used in similar 
ways and if used during policy development can 
support efforts towards ‘health in all policies’. 
Therefore the widespread use of HIAs could 
ensure that non-health policies have only overall 
positive health effects, or that approaches are 
incorporated to counteract negative effects. 
While the use of HIAs have been recommended 
within the region [15, 16], their use to-date has 
been extremely limited. 

There is potential for a greater use of policy 
tools to improve health in Fiji, and also for 
greater consideration of the health impacts of 
non-health sector policies. Health practitioners 
have important roles to play in leading efforts 
to develop health-promoting policies and in 
working across sectors to ensure that health 
ipacts are considered during policy development. 

THE ROLE OF POLICY IN IMPROVING PUBLIC HEALTH

1. Co-ordinator of C-POND (Pacific Research Centre for the Prevention of 
Obesity and Non-communicable Diseases), Fiji School of Medicine, College 
of Medicine, Nursing and Health Sciences, Fiji National University

2. Address for Correspondence: wendy.snowdow@deakin.edu.au

Dr Wendy Snowdon1
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AN INTEGRATIVE APPROACH OF KNOWLEDGE TO ACTION WITH 
POLICY MAKERS IN A SMALL PACIFIC NATION 

G.Waqa1,3, Dr.Wendy Snowdon1, 2, Dr.Helen Mavoa 2

INTRODUCTION
A critical tool in all health promotion efforts 
is policy(1-3).  It is important however that all 
policy-development for health is well-justified 
and reasoned. The recent World Cancer Research 
Fund report on policy initiatives(4)  stated that 
“Changes and developments in public policies 
and programmes have costs and possible harms 
as well as benefits. Furthermore, policy-makers 
have many pressing priorities. Proposals for new 
policies and actions need to be based on sustained 
evidence of need and on the best evidence of 
critical problems and effective solutions. This is 
especially so when proposals involve substantial 
expenditure or substantial changes in existing 
policies and practices. Lists of unexamined 
policy options are not a sound basis for effective 
programmes. Evidence of effectiveness needs 
to be produced and scrutinised before a strong 

ABSTRACT
Objective: This action-oriented project aimed 
to i) enhance the evidence-informed decision-
making skills of policy-makers and advocates in 
the Pacific nation of Fiji and ii) enhance awareness 
and utilisation of local and other evidence in the 
development of policies that potentially improve 
the food and physical activity environments. 
The approaches used capitalize on innovative 
partnerships in translating results of the pacific 
obesity study to policies that aimed at improving 
population health. This paper will describe the 
engagement processes used between health 
researchers and policy makers in Fiji.

Activities: Selected partners from government and 
non-governmental organizations with potential 
to make or influence policies that improve the 
eating and physical activity environments.  High 

level meetings organised with Ministers or 
Permanent Secretaries of selected government 
organisations and Chief Executive Officers 
from non-governmental organisations seeking 
endorsements to the partnerships. Focal points 
were delegated who nominated participants 
that are engaged in policy making. A number of 
very senior officers who were familiar with the 
process of policy making from each organisation 
were recruited to provide timely advice and 
guidance on how best to address the obesity 
research results into policies and how to embed 
evidence-informed decision making process. 
Individual participants selected relevant policy 
topics and apply evidence-informed decision 
making processes in formulating policy briefs.

Deliverables: Outcomes of policy briefs

and confident case can be made.” The use of 
evidence to inform and guide actions has largely 
developed from the medical field where high 
quality evidence such as data from randomised 
controlled trials is commonly available to guide 
medical practice. Similarly the use of evidence in 
policy-making is intended to ensure rationality 
in the process [5] and to provide policy-makers 
with a more comprehensive and validated set of 
options, than would be available without the use 
of evidence [6], therefore many recommend it as 
an integral part of policy-making (6, 7). 

The effective transfer of research evidence 
to policy makers, practitioners and wider 
populations is therefore an important component 
of obesity-reduction campaigns. There is however 
a significant problem with the lack of evidence 
use in policy-making. 
One of the main obstacles to the use of research-
based evidence in policy-making is believed to be 

1. 1C-POND, Fiji School of Medicine, College of Medicine, Nursing and 
Health Sciences, Fiji National University, Fiji 

2. 2WHO Collaborating Centre for Obesity Prevention, Deakin University, 
Australia

3. Address correspondence to Gade Waqa: Email - gade.waqa@fnu.ac.fj
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the presence of a gap between those who produce 
research and those who use it. This hampers 
communication and dissemination of research 
findings. For example, how many health staff 
are able to access and regularly read key medical 
journals? 

Canada has been at the forefront of efforts 
to tackle this global problem. The Canadian 
government created the Canadian Institute of 
Health Research (CIHR), which has a role of 
championing knowledge translation (KT). Its 
website is an excellent resource for those wishing 
to learn more about knowledge translation 
and broking9.  Knowledge translation is about 
making users aware of knowledge and facilitating 
their use to improve health and health care 
policies and systems. “Knowledge brokers” 
are tasked to facilitate the transfer of research 
and other evidence, between researchers and 
decision makers. It is increasingly recognized 
that “evidence” in planning and policy decisions 
must include other factors like the availability 
of resources, political context and values, to 
making information more available, accessible 
and attractive to decision-makers capacity to use 
research. This approach reflects the assumption 
that barriers to decision-makers’ use of evidence 
include the availability of data, accessibility and 
user capacity. 

Knowledge-exchange in Fiji
Knowledge Exchange (KE) involves interaction 
between decision makers and researchers 
that results in a better understanding of each 
other’s work, new partnerships, and the use of 
research-based evidence in policy and decision-
making(8). It is therefore considered a more 
collaboratively-based approach to knowledge 
translation as it recognises the importance of 
two-way communications between researchers 
and policy-makers. NCDs are a substantial 
problem in Fiji, and policy interventions could 
potentially be important tools to help tackle the 
issue. Evidence-informed policy development 
would be of particular benefit, and an innovative 
project was started in 2009, entitled TROPIC 
(Translational Research on Obesity Prevention 

In Communities) which aimed to progress 
and embed the use of evidence-informed 
policymaking for obesity prevention in Fiji.  This 
is an ambitious approach, particularly given the 
complexity of the task, to incorporate research 
evidence in policy and practice decisions. This 
research is combining practical implementation 
processes with intensive evaluation efforts to 
assess the potential effectiveness of the knowledge 
broking process in the Fiji context.  

The following key organizations that have the 
potential to influence the health of Fiji citizens 
have been selected and endorsed to participate 
in this knowledge-exchange process in TROPIC:  
1) The Ministry of Health 2) The Ministry of 
Education 3) The Ministry of Primary Industries 
(Agriculture) 4) The Ministry of Women, 
Social Welfare and Poverty Alleviation 5) The 
Consumers Council of Fiji and 6) The Fiji Council 
of Social Services.   This project is two years into 
its three year implementation plan, baseline has 
been collected and intervention programmes are 
in progress.

Even at these early stages, many lessons have been 
learned along the way. Establishing networks so 
that participating organisations can draw from 
their own strengths come with many challenges, 
mainly due to the complexity of individual 
organisation cultures, the substantial capacity 
building needs, and the time needed to orient all 
the related organisations towards common goals. 
The lead times are long and the efforts needed to 
create the trust and partnerships are substantial, 
but in the end, it is these relationships which 
provide the backbone for the programs and their 
sustainability. Each organisation is different, and 
this requires substantial flexibility in designing 
the intervention approach. 

CONCLUSIONS
The TROPIC project is a complex research 
endeavour across six partner organisations. The 
outcomes of the TROPIC project will guide future 
obesity prevention efforts towards improving 
evidence-informed policy-making in all Pacific 
Island Countries, and this will be particularly 
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important in the Pacific region where obesity 
prevalence rates are the highest in the world and 
other non-communicable diseases are a huge 
burden on health care resources.
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BACKGROUND
Benchmarking refers to “the process of 
systematically searching for and incorporating 
international best practice into an organization”1. 
In the context of a country striving for better 
health outcomes, it can be described as a quality 
improvement technique to compare with other 
countries with the aim of reviewing the process 
that has proven effective2.   Benchmarking, 
however, may be difficult due to various 
challenges.  These include selection of relevant 
countries for comparison, agreement on 
particular standards, availability of data for 
similar time periods among comparator 
countries and variations in interpretation of 
parameters being compared.

OBJECTIVE
The purpose of this article is to compare Fiji’s 
health status with other countries in the Western 
Pacific region and globally.  

METHODOLOGY
Data used for comparison was mainly from 
Country Health Information Profiles (CHIPs)3 
.  However for more recent data for some of the 
indicators reference was made to the Draft 2011 
Annual Report4.   Reference was also made to the 
most recent publication on achieving the health-
related MDGs in the Western Pacific Region 
(2012)5.   Further, the International Comparisons 
Report6 was used for making comparisons 
against other countries beyond the Western 
Pacific region.  

This article provides an analysis on Demographics, 
socio-economic status and health status.  The 
health status indicators comprise of measures 
for Non Communicable Diseases (NCDs), 
Communicable Diseases (CDs), maternal and 

child health and human resources for health.    
Average values for the various comparator 
countries were calculated.  The countries in the 
Pacific which are compared with Fiji include 
Cook Islands, Federated States of Micronesia 
(FSM), Kiribati, Marshall Islands, Nauru, Palau, 
Papua New Guinea (PNG), Samoa, Solomon 
Islands, Tonga, Tuvalu and Vanuatu.  Among the 
G7 countries compared with Fiji in this article 
include: United States, Germany, France, Canada, 
Australia, Italy, New Zealand, Sweden, Japan 
and United Kingdom (UK).  However, for some 
of the indicators where data was not available 
from particular countries, those countries were 
excluded from the analysis.

RESULTS AND DISCUSSION
1. Life Expectancy
The life expectancy at birth in Fiji is 69, with 
females living on average 4 years more than males7.   
The difference in male and female life expectancy 
is similar to the average of the countries being 
compared, including the UK.  However, some 
countries such as Kiribati and Palau have larger 
differences between the sexes such as 5-7 years.  
More developed countries such as Australia and 
New Zealand reported life expectancy at birth 
of 82 and 81 years respectively.  Cook Islands, 
Samoa and Vanuatu also reported slightly higher 
life expectancy than Fiji.  

2. Socio-economic Indicators 

According to the National Health Accounts, 
2009-2010, the total healthcare expenditure in 
Fiji as a proportion of GDP has varied from 4.2 to 
4.9% over the past 4 years and the major source of 
funding has been from the Government budget8.   
The average of 4.6% over the 4 year period is just 
under the 5% average proportion recommended 
by the Health Financing Strategy of the Asia 
Pacific Region (2010-2015) in order for countries 
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to progress in attaining universal coverage of 
basic health care services8. Other significant 
sources of funding for Fiji include private sector 
and development partners.  Over the years, donor 
funding has increased from FJ$6.9m (2007) to 
FJ$22.1m (2010).  NGO contributions have also 
increased from FJ$3.7m (in 2009) to FJ$7.5m (in 
2010).8  However, health expenditure in Fiji, as a 
percentage of GDP, is merely half in comparison 
to most of the G7 countries having an average of 
about 8.9%. 

On average, the total Government Health 
Expenditure as a percentage of GDP has been 
stable at about 3.1% over the past 8 years, in 
contrast to the rising health expenditure trends 
noted in other countries.  The National Health 
Accounts also reveal that the total Government 
Health Expenditure has been relatively constant 
at about 7-8% of Total Government Expenditure.  
Hence, this is about 2-4% less than the WHO 
recommended benchmark of 8% -10% for 
Governments to spend on health in order to 
ensure equal access to health care.

The Human Development Index, which is a 
measure of the average achievements in a country 
considering variables such as life expectancy, 
educational attainment and real GDP per capita, 
is 0.61 for Fiji.  This is less than Australia (0.94), 
New Zealand (0.91), Samoa (0.77), Tonga 
(0.68) and Vanuatu 0.69).  Considering that Fiji 
has a high adult literacy rate of 94%, areas for 
improvement may include life expectancy and 
real GDP per capita.

3. Health Indicators

Non Communicable Diseases
Assuming that the figures presented in the WHO 
CHIPS 2011 for individual countries are incident 
cases of Diabetes, Fiji reported an incidence of 
about 1 per 1000 population.  However, this is 
very much underreported through the Diabetes 
Notification forms; hence the incidence is likely 
to be much higher.  FSM and Tuvalu reported the 
highest rates.   

The admission rate for hypertension in Fiji is 
about 102 per 1000 population.  FSM, Nauru 
and Tuvalu have more than 2,000 admissions per 
1000 population.

The highest incidence rates for cancer were 
reported by Australia (485 per 100,000) and New 
Zealand (451 per 100,000).  Marshall Islands and 
Palau also had higher incidence rates than Fiji (127 
per 100,000).  Since the expansion of data sources 
for cancer to include death certificates and data 
from the Patient Information System (PATIS) 
in 2010, there has been about 2 fold increase in 
the number of cases reported in Fiji.  Among the 
more developed countries such as Australia and 
New Zealand, cancer of the breast, colon and 
rectum were the most common types of cancer 
reported.  In the less developed countries such 
as FSM, Marshalls and Nauru, cervical cancer 
was the commonest type of cancer.  Likewise in 
Fiji, cervical cancer is the leading cause of cancer 
among females followed by breast cancer.  Whilst 
the death rates from cancer in Fiji is about 2-3 
times lower than the comparator countries, there 
is an increasing trend over the past 10 years from 
about 40 to about 80 per 100,000 population.  
Death rates from cervical cancer has been 
increasing in Fiji over the past 10 years from 
about 7-15 per 100,000 in the early 2000 years to 
as high as 22 per 100,000  in 2011.  Compared to 
the G7 countries, Fiji has the highest death rates 
from cervical cancer. 

FSM and Palau had the highest rates of circulatory 
disease, followed by New Zealand.  Among 
deaths from main circulatory diseases in Fiji 
there is a change in the trend from higher death 
rates for cerebrovascular disease in the early 
2000 years to higher death rates for ischaemic 
heart disease and myocardial infarction in recent 
years.  Nevertheless, the overall death rate from 
circulatory diseases is about 2 fold lower for Fiji 
compared to other countries in the Pacific.  

Communicable Diseases
The prevalence of TB is about 26 per 100,000 
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population, which is much lower compared to 
the other countries in the Pacific.  Similarly, the 
death rate from TB was among the lowest at 3 
per 100,000 population.  The highest death rates 
from TB were reported from PNG, Solomon 
Islands and FSM.  The proportion of cases 
detected and cured under DOTS in Fiji were 91% 
and 90% respectively.  These are comparable with 
Australia with detection and cure rates of 89% 
and 80% respectively.  

The incidence of Hepatitis A, Hepatitis B and 
Unspecified Hepatitis were about 1, 19 and 1 
per 100,000 population respectively for Fiji.  
Extremely high rates for Hepatitis B in Nauru 
and Kiribati were noted.  

Fiji’s incidence rates for cholera, dengue and 
typhoid were most comparable with those 
reported by FSM at 0, 12 and 51 per 100,000 
respectively.  Whilst most countries reported 0 or 
low numbers of cholera PNG had an incidence of 
208 per 100,000 population.  

The incidence of Gonorrhoea and Syphilis in 
Fiji were 140 and 67 per 100,000 population, 
which are much lower than the average rates of 
452 and 646 per 100,000 for the countries being 
compared.

Fiji has a very low incidence of Leprosy (0.5 per 
100,000 population) and no cases of Malaria and 
Plague. Leprosy in FSM, Marshalls and Nauru 
is still high ranging between 20 and 130 per 
100,000 population.  In PNG, Solomon Islands 
and Vanuatu, where Malaria is endemic, high 
incidence rates ranging between 1,000 and 8,000 
per 100,000 population was reported.  

The incidence of ARIs and Diarrhoeal Diseases 
in Fiji was about 6500 and 2900 per 100,000 
population respectively, which is most comparable 
with the figures reported by Nauru.  Kiribati had 
the highest rates followed by Solomon Islands 
and Tuvalu.  

Fiji is classified as having a low HIV prevalence 
in adults (0.1%), which is most comparable with 

NZ.  The highest prevalence rate in the Pacific 
was reported by FSM, followed by PNG.  

It was interesting to note that Fiji had one of the 
lowest proportions of population using improved 
drinking water source.  Australia, New Zealand 
and Tonga had 100% of the population using an 
improved drinking water source in both rural 
and urban areas.  Whilst 87% of the population 
in urban areas is using an improved sanitation 
facility in Fiji, the proportion among rural areas 
is only 55%.  This discrepancy between rural and 
urban areas is also noted in other countries in the 
Pacific such as FSM, Kiribati, PNG and Vanuatu.  
Australia, Cook Islands, New Zealand and Samoa 
are reporting high proportions of population 
using improved sanitation facilities in both the 
rural and urban areas.  WHO advocates strong 
political leadership and commitment to further 
improve the coverage of drinking water and 
sanitation.

Maternal, Child and Infant Diseases
The Infant mortality and under 5 mortality 
rates were about 16 and 21 per 1000 live-births 
respectively for Fiji.  There has been a general 
decline in infant mortality over the 30 year 
period, from 33 per 1000 live-births in 1980 to 
about 13 per 1000 live-births in 2010.  Whilst this 
decline has been about 23% over the last 20 years, 
another 57% reduction over the next 5 years is 
required in order for Fiji to achieve its MDG 4 
target9 .  Given the above, WHO’s assessment 
underscores the insufficient progress made 
by Fiji in this area.  Fiji’s statistics were mostly 
comparable with Tonga and Tuvalu and was less 
than the average for the Pacific Island countries 
being compared.  However, the rates were about 
twice that reported by more developed countries 
such as Australia and New Zealand.  The highest 
mortality rates were observed by PNG and 
Kiribati in the Pacific.  Among the G7 countries 
much lower rates were reported ranging between 
3 per 1000 live-births in Japan in 2000 to about 
15 per 1000 live-births in Italy in 1980.  The 
International Comparisons Report points out 
that increasing the doctors by 10% could result in 
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a 6% decrease in perinatal mortality and a 6.5% 
reduction in infant mortality6.  As outlined in the 
Report, Fiji also needs to focus on increasing its 
public financing for health.

In Fiji the percentage of low birth-weight 
(LBW) was 9% which is similar to the average 
of the countries being compared in the Pacific 
region (10%).  Fiji reported a 6% prevalence 
of Underweight children less than 5 years of 
age.  This is less than average of the countries 
being compared (10%).  PNG had the highest 
prevalence of 28% followed by Vanuatu at 20%.  
Kiribati and Nauru had the highest rates of low 
birth-weight babies, which is 2-3 times higher 
than Fiji.  WHO recommends improvement in 
maternal nutrition in order to reduce LBW rate.

The Immunization Rate for measles has been 
ranging between 68 and 98% over the past 10 
years.  It was 83% in 2011 for Fiji.  This is similar 
to the average for the countries being compared.  
However, coverage surveys have indicated higher 
rates in Fiji such as 94% (in 2008).  Thus, Fiji’s 
trends represented by routine data compares 
more closely with those of France, Germany and 
Italy as opposed to the other countries with much 
higher rates of >90%.  Cook Islands, Nauru and 
Tonga reported the highest coverage rates among 
the countries being compared in the Pacific.  
According to WHO 25 countries have already 
achieved measles elimination in 2011.  Fiji needs 
to maintain high coverage rates to achieve this 
goal.

Fiji has a high BCG coverage rate for infants 
at 96% which is more than the average of 91% 
among countries being compared.    Likewise 
Fiji’s coverage rates for DPT3, HepBIII and Pol3 
are also very high (>90%), which is in accordance 
with the average of the Pacific Island countries 
being compared.  Cook Islands, Nauru and 
Tonga reported the highest rates among these 
countries.  Among the G7 countries, Fiji’s status 
is more comparable with Germany, Canada and 
USA.

The maternal mortality ratio for Fiji is 39.2 per 

100,000 live-births.  Much higher ratios were 
reported by PNG, Nauru and Marshall Islands.  
It must be recognized that every maternal 
death has a major impact on the maternal 
mortality ratio, especially in countries with small 
population.  PNG reported the highest number 
of maternal deaths, particularly due to abortion 
and sepsis.  There was one maternal death due to 
haemorrhage reported by Fiji.  However, it should 
be noted that the categories on maternal deaths 
in WHO CHIPS did not include all the causes of 
maternal deaths such as ectopic pregnancy.  As a 
result deaths from other significant causes may 
be underreported in this report.  The low number 
of maternal deaths can be attributed to a high 
proportion of skilled birth attendance (99.6%) in 
Fiji.  Only Samoa, Solomon Islands and Vanuatu 
among the countries being compared reported 
less than 90% proportion of skilled birth 
attendance.  In addition, the high antenatal care 
coverage for the first visit in Fiji (100%) could be 
contributing to safe motherhood, comparable to 
the more developed countries such as Australia 
and New Zealand.  Cook Islands, Tonga and 
Vanuatu also report very high coverage rates.  

The Adolescent birth rate in Fiji is 15.4 per 1000 
girls aged 15-19 years10.   This is about 3 times 
the number reported by Australia.  The highest 
rates among the countries being compared in the 
Pacific were reported by Marshall Islands (67) 
and Vanuatu (64). 

Anaemia rate was highest in PNG (40%) and 
Tuvalu (29%) in the Pacific.  In Fiji the rate 
was 12%, which is less than the average for the 
countries being compared.  Some interventions 
recommended by WHO, which Fiji is 
implementing to address this problem include: 
fortification, supplementation, de-worming and 
improved diets.
  
In Fiji, 37% of women in reproductive age group 
used modern contraceptive methods, which is 
similar to countries such as PNG, Tonga and 
Vanuatu.  Contraceptive use was highest in NZ 
(72%), FSM (66%) and Australia (65%) among 
the Pacific Island countries being compared.
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 Mortality and Morbidity
The leading cause of morbidity in Fiji, as per 
the draft 2011 Annual Report was diseases of 
the respiratory system.  This is similar to those 
found in Solomon Islands and Palau. The second 
and third leading causes of morbidity in Fiji 
included certain infectious and parasitic diseases 
as well as diseases of the circulatory system.  In 
the more developed countries such as Australia 
and New Zealand, care involving dialysis and 
malignant neoplasms respectively were major 
causes of morbidity.  Tonga, Nauru and Marshall 
Islands reported pregnancy, childbirth and the 
puerperium as the leading cause of morbidity.  

Diseases of the circulatory system are the leading 
causes of death in Fiji followed by endocrine/ 
nutritional and metabolic disorders (such 
as diabetes) and neoplasms.  Diseases of the 
circulatory system was also the leading cause of 
death in most of the countries being compared 
such as Australia, Cook islands, FSM, Kiribati, 
Nauru, Palau, Solomon Islands, Tonga and 
Vanuatu.

Human Resources for Health
New Zealand had the highest ratio of health 
workers to population among the Pacific Island 
countries being compared, followed by Australia, 
Nauru and Palau.  Nurses comprised the largest 
proportion of health workers.  In Fiji, for every 
100,000 people, there are about 203 nurses, 5 
pharmacists, 22 dentists and 40 physicians.   The 
doctor to population ratio ranged between 1: 
2400 and 1: 2700 over the past 10 years in Fiji.  
When compared to UK, which had the lowest 
ratio among the G7 countries being compared, 
Fiji had almost 5 times less doctors per 1000 
population.  

In 2011 the practicing nurses per 1000 population 
was approximately 211 .  Hence, compared to the 
other countries such as Italy and New Zealand, 
Fiji has 2-4 times less nurses per population.  

LIMITATIONS
Whilst efforts were made to allow valid 
comparisons between the countries, there were 
some limitations with the data that could have an 
effect on the accuracy of the comparisons.  These 
include availability of data for the indicators 
for all the countries being compared at similar 
time periods.  Some assumptions had to be 
made about interpretation of the indicators such 
as definitional differences and variations in 
demographic factors.  Also, differences in data 
sources used could influence comparisons e.g. 
admission data or incidence data for some of the 
NCD indicators.  Completeness of data may have 
been an issue due to unavailability of data from 
the private sector e.g. on human resources and 
contraceptive prevalence.  There may also have 
been some variations in data management and 
reporting of information among the countries e.g. 
pregnancy, childbirth and puerperium clustered 
as one group as the leading cause of morbidity 
in Tonga, Nauru and Marshall Islands.  However, 
it was not clear whether it excluded normal 
pregnancy, childbirth and the puerperium.  In 
Fiji, data for these admissions are excluded from 
morbidity reports.         

CONCLUSION
This benchmarking exercise shows how Fiji’s 
health status is comparable with most of the 
countries in the Pacific region.  However, when 
comparing with the more developed G7 countries, 
there is still major scope for improvement.  
Challenged by limited financial and human 
resources, Fiji needs to invest wisely in strategies 
that have greatest impact to health performance.  
The critical role of health information is evident 
for conducting such comparisons between 
countries for monitoring, implementation efforts 
and evaluating impact at a higher level.        

51



Volume 1 ISSUE 2 2012 FIJI JOURNAL OF PUBLIC HEALTH

RESEARCH

 

69
68
72

13.1
0.67

75.5
101.9
127.8
19.2
5.6
55.3
0.47
0.2
2.6
1.9
1.2
1.3
499.6
21.1
15.8
101.9
0

0

24.9
0.9
19.1
0.6
0
13
51.4
139.6
67
0.5
0
0
6526.5
2951.6
0.1

43

51

87

55

16
21

9

82.5
96.1
91.3
90.7
96.3
39.8
15.4

13

36.5

0
0
1
0
0

0.4
0.2
0.1
2

0.5

 

81.6
79.3
83.9

9
0.94

434.2
na
485
56.7
63.7
6.6
12.5
13.4
5.2
5.7
8.5
43.4
na
na
87.8
na
173.1

8.6

5.4
1.2
0.3
0
0
5.2
0.4
44.9
10.2
0
1.8
0
117436.2
78135.8
0.1

100

100

100

100

4.3
5

6.1

94
na
92.1
91.6
92
8.4
4.2

6.2

65

0
0
1
0
0

3.3
0.5
0.9
9.7

4.8

 

72
70
73

4.5
na

287.6
454.9
38.6
4.3
0
na
0
0
0
0
0
0
na
na
81.5
454.9
na

77.3

8.6
na
25.8
na
0
0
0
68.7
8.6
0
0
0
29081.5
545.1
na

98

na

100

100

7.1
7.1

3.9

100
100
100
100
100
0
na

na

29

na
na
na
na
na

1.1
1
0.1
2.6

na

69
68
70

13.8
0.61

8235.2
7117.5
121.8
21.4
23.4
106.8
3.9
1
1
1
4.9
13.6
8791.7
50.7
143.2
7117.5
900.4

579.8

200.7
1
1.9
1
0
22.4
35.1
19.5
6.8
114
1
4.9
13077.4
7002.5
34.6

95

na

61

14

13.5
39

11.1

80
70
85
88
85
0
22

26.6

66

0
0
0
0
0

0.6
0.1
0.1
2.1

na

68
65
70

12.2
na

813.8
650.4
29
4.8
na
26.7
5.8
na
4.8
na
na
1.9
674.6
5.8
11.6
650.4
2.9

3.9

268.7
0
25.1
49.3
0
19.3
2.9
1229.3
1
175.9
na
na
52156.2
11763.8
na

77

53

46

20

52
61

22.1

89
87
91
91
95
0
na

na

18.5

na
na
1
na
2

0.4
0
0
3.2

1.1

59
58
60

16.5
na

na
na
150.6
18.4
0
67.9
9.2
3.7
3.7
0
3.7
0
na
na
na
na
na

na

248
22
na
na
0
0
53.3
213.1
609.8
180
0
0
6802
na
0

92

99

73

83

19
28

13

90.2
99.3
94.2
97.1
95.2
143
67

na

18

0
0
2
0
0

0.6
0.1
0
2.1

0.1

 
55.4
52.5
58.2

10.9
Na

220.4
2204.4
110.2
30.1
0
61.1
0
0
20
0
20
10
0
0
50.1
2204.4
50.1

841.7

10
0
6142.3
0
0
0
0
2685.4
6232.5
20
0
0
6703.4
6032.1
na

90

na

50

na

37.9
37.9

27

100
100
100
100
100
300
na

20

25.1

0
0
0
0
0

1
0.1
0.1
6.2

1.9

80.6
78.8
82.7

9.7
0.91

237.5
22
451.6
58.9
64.3
7.1
12.9
8.2
5.4
6.5
8.5
41.7
1630
288.4
207.7
22
568.1

18.7

7
1.1
1.2
0.1
0
1.2
0.7
na
na
0.1
1
0
682
161.6
0.1

100

100

100

100

4.8
6.1

5.9

91.3
na
93.4
90.2
93.3
20
28.8

na

72

0
0
0
0
0

3.1
3.6
0.7
11

na

63.8
61.3
68

11.2
na

24.4
141.3
146.2
4.9
14.6
21
0
29.2
4.9
9.7
9.7
34.1
4975.6
63.4
53.6
141.3
185.2

375.2

92.6
0
151.1
na
0
43.9
0
24.4
87.7
14.6
0
0
12144.3
2928.8
0.2

79

94

96

na

12.2
12.2

6.9

39
na
69
80
68
0
27

na

22.3

0
0
0
0
0

1.4
0.1
0.1
5.6

0

63
62
65

3.1
0.43

5.89
7.8
na
3.1
1.02
19
1.1
5.1
2.4
0.8
0.3
0.3
na
1.2
0.2
7.8
0.3

1.3

182.4
0.2
0.5
na
207.6
0.4
39.5
na
na
4.2
1389.3
na
na
na
0.9

87

33

71

41

56.7
74.7

8.4

59
80
70
89
70
733
12.9

40.3

35.7

28
1
10
1
20

0.1
0
na
0.4

0.4

73.2
71.5
74.2

7
0.77

325.5
189.6
39.7
na
3.3
6.8
9.2
3.8
4.3
na
4.3
11.4
163.6
21.2
41.8
189.6
39.1

61.4

8.7
1.1
5.4
0
0
367.9
138
0
0
6.5
na
0
189.6
175
na

90

87

100

100

9
15

1.2

60.6
91.4
87.3
87.3
86.3
3
44

na

16.5

0
0
0
0
1

0.3
0
0
0.8

na

67
64.9
66.7

5.3
.0.49

na
na
na
0
na
na
na
na
na
na
na
na
na
na
na
na
na

na

70.9
na
na
na
na
na
na
na
na
2.7
7885.6
na
35674
2879.6
2.4

94

82.6

98

na

26
37

na

67.7
84.7
78.7
78.7
78.5
103
7

na

27.3

na
na
na
na
na

0.2
0.1
0.1
1.7

 na

na
70
72

5.3
0.68

170.3
232.2
97.7
14.5
0.96
na
na
0
1.9
7.7
2.9
6.8
na
na
58
232.2
170.3

12.6

7.7
0
0
0
0
29
1
163.5
0
0
na
0
20209.9
1627.2
na

100

100

98

96

16
19.7

na

99
99
99
99
99
36.4
na

na

31.5

0
na
na
na
na

0.6
0.2
0
3.7

na

63.6
61.7
65.1

10.5
na

2520.18
3085.2
9
na
Na
na
na
na
na
na
na
na
na
na
na
3085.2
na

na

161.4
0
0
206.3
0
0
0
na
na
0
na
0
26457.4
8672.6
na

98

97

88

81

14.8
24.6

6.1

84.8
100
89.3
89.3
89.3
0
8

28.8

22.4

na
na
na
na
na

1.1
0.2
0.2
3.6

0.8

 
71
69
72

3.9
0.69

51.3
58.5
41
2.6
0
12.6
0.86
3
0.4
0.9
6.4
3.8
176.9
4.3
20.5
58.5
14.5

9.4

57.3
na
0.9
3.4
0.4
na
na
388.9
82
1.3
3332.2
na
11933.2
2417.3
0

94.7

82.1

66

48

27
31

10.2

82
90
93
90
90
86
64

3

37

na
na
na
na

0.1
0
0
1.4

0.3

Fi
ji 

A
us

tr
al

ia

C
oo

k 
Is

la
nd

s

Fe
de

ra
te

d 
St

at
es

 o
f

M
ic

ro
ne

as
ia

K
ir

ib
at

i

M
ar

sh
al

 Is
la

nd
s

N
au

ru

N
ew

 Z
ea

la
nd

Pa
la

u

Pa
pu

a 
N

ew
 G

ui
ne

a

Sa
m

oa

So
lo

m
on

To
ng

a

Tu
va

lu

Va
nu

at
u

Indicators

COMPARING FIJI AND THE PACIFIC USING KEY INDICATORS

52



Volume 1 ISSUE 2 2012FIJI JOURNAL OF PUBLIC HEALTH

RESEARCH

REFERENCES
1. Abdelhak M, Grostick S, Hankin MA, Jacobs E. Health 

Information: Management of a Strategic Resource.
2. Philadelphia; WB Saunders, 1996. 
3. World Health Organisation. Improving Data Quality: A 

Guide for Developing Countries. Philippines; WHO Library 
in Cataloguing in Publication Data, 2003 

4. World Health Organisation. Western Pacific Country Health 
Information Profiles (CHIPS) 2011 Revision. Geneva;    
WHO Library in Cataloguing in Publication Data, 2011 

5. Ministry of Health. Annual Report (draft) 2011. Suva; 2012
6. World Health Organisation. Achieving the health-related 

Millenium Development Goals in the Western Pacific 
Region. [Online]. 2012. [cited 2012 October 20]. Available 
from: URL: http://www.wpro.who.int/health_information_
evidence/documents/docs/MDG_Booklet_2012_FINAL.pdf

7. National Audit Office. International Health Comparisons. 
London; National Audit Office, Press Office. 2012

8. Roberts G, Irava W, Tuiketei T, Nadakuitavuki R, Otealagi 
S, Singh S, Pellny M, Fong M, Mohammed J, Chang O.  
The Fiji Islands Health Systems Review. Geneva: World 
Health Organisation Press; 2011.P.10,13 (Health Systems In 
Transition; vol 1)

9. Ministry of Health. National Health Accounts 2009-2010. 
Suva; 2011

10. Ministry of Health. Ministry of Health Strategic Plan 2011-
2015. Suva; 2010

11. Ministry of Health. Hospital Discharge Data. Suva; 2011
12. Ministry of Health. Data from Post Processing Unit, Suva; 

2011

53



Fiji journal of Public Health Volume 1 Issue 2 2012

ORBITUARY

54

Dr Mesulame Vuli Mataitoga
25/3/1929 to 24/9/2012
 
�e late Dr Mataitoga was one of the pillars  of Primary Health Care concept in Fiji. He 
served with integrity, commitment, sacri�ce, dignity, respect, elegance and trust till his 
retirement in 1987. He was called to rest this year at the age of 81.
 
He graduated from Fiji School of Medicine in 1953, a class of 28 which included the late 
Dr Jona Baravilala Senilagakali (8 Fiji, Samoa 7, Tonga 2, Kiribati 1, PNG 1, Nauru 2, 
Vanuatu 1, Cooks 3, Tuvalu 1, Caroline 1, Marianas 1). �is coincided with the visit  of  
Queen Elizabeth 11 who was the guest at  the opening of the  Central Medical School at its 
new site in Tamavua.
 
He was �rst posted to Vunisea Hospital in 1954, then to Ono I Lau, and Savusavu before 
he was  awarded a World Health Organisation scholarship to undertake post graduate  
Public Health studies in Otago University, Dunedin, NZ. in 1966.He graduated with 
Diploma in Public Health and served therea�er for 4 years as the SDMO at Sigatoka 
Hospital for the Nadroga/Navosa Medical Subdivision. He then became DMO Western in 
1970, a �rst local to take up this postion as Fiji became independent.
 
In 1975, he was promoted to be the Director Primary and Preventative Health Services at  
the the Ministry of Health Head Quarters.He served for 12 years  at this post until his 
retirement in 1987.
He was appointed as  Manager of the National Food and Nutrition Committee for 2 years 
before taking up further 2 years of  clinical service at  St Joseph Hospital, Tokelau.
 
He was well remembered for the pioneering work in primary health care with the late Dr 
Timoci Bavadra. �e many that he mentored articulate the splendor of work and profes-
sionalism at its best that he championed. Truly a public health practitioner, mentor and a 
memoir of committed service towards wellbeing of people.
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