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is a compilation of the data, problems, goals and 

objectives from each of the six District Health Plans. 

Out of necessity, this Territorial Health Plan is 

general; the different aspirations held by and the 

different resources available to each of the districts 

and each of the emerging national governments, precludes 

development of specific plans at the Territorial-level. 

However, this Plan will provide a common basis for 

each government to move ahead in further refinement 

of their plan development and plan implementation process. 

The health planning resources available to the TTPI 

over the next year and one-half will be increasingly 

devoted to assisting the various governments to 

develop self-sufficiency in health planning. 

III. Health Planning Policy: 

Health Planning activities in the TTPI have revolved 

around one single policy - the improvement in health 

status of the residents of these islands. The staff 

of the Agency has always believed this to be the 

core, the heart, and the intent of the health planning 

legislation under which th~s Plan is developed, 

(P.L. 93-641 as amended). All other aspects of the 

law, the reduction in cost, the improved coordination, 

the improved health s~stem, are secondary to this 

main theme. Therefore, this Agency has directed all 
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its efforts toward the fulfillment of this one 

goal: the description of the area; the identification 

of problems; the estimation of existing resources; 

and the development of recommended actions are aimed 

at enabling the Micronesian residents to enjoy 

fuller lives free from social, mental, and physical 

diseases and disabilities. 

IV. Service Area Characteristics: 

The Plan has attempted ~o study and to describe the 

demographic, socio-economic, and physical environment 

characteri'stics of the different district/state 

populations. One of the objectives in doing this. 

has been to determine where people obtain different 

kinds of health services; by what means and how far 

they must travel to do so. Another objective has 

been to determine the impact upon health (and upon 

the health service system) of factors which are not 

strictly health-related (e.g. population growth. 

population distribution, economic productivity, 

communication and transportation systems, etc.). 

V. Health Service Needs: 

In estimating the future health service needs. the 

Plan has attempted to measure current utilization 

of services and apply it to the projected population 
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CHAPTER ONE 

EXECUTIVE SUMMARY 

I. History of Health Services in the TTPI: 

In less than a century, the three island groups 

comprising the Trust Territory of the Pacific Islands 

have passed through three different national adminis­

trations and are currently under the fourth: Spanish, 

German, Japanese, and now the United States under 

the United Nations Trusteeship Agreement. Each of 

these administering nations have held different inter­

ests in and different goals for these islands. None, 

until the United States, held the improvement of 

health services as a priority. As a consequence, 

very limited health care services were available to the 

islands in the past. Under the United States' 

administration, health care facilities have been 

constructed ranging from dispensaries in outlying 

regions to modern, fully equipped hospitals; health 

professionals ranging from health assistants to 

physicians have been trained together with numerous 

paraprofessionals; and many health service programs 

have been initiated. 



-2-

In less than one and one-half years, the Trusteeship 

is expected to dissolve and be replaced by three, 

independent national governments: the Marshall Islands, 

the Federated States of Micronesia, and the Republic 

of Belau. While each of these governments will remain 

linked to the United States through agreements of 

Free Association, each will be struggling to expand 

their economic resources to meet the needs of their 

populace in as self-sufficient a manner as possible. 

The overriding goal of the Trust Territory Bureau of 

Health Services, in these closing months of the 

Trusteeship, is to transfer the resources (funds, 

equipment, manpower, training, and others) required 

for the three national governments to meet their 

individual goals and objectives for health. 

II. Health Planning Framework: 

Health Planning is a function mandated in the TTPI 

' aHd supported through act of the United States Congress, 

(U.S. Public Law 93-641, as amended). The health 

planning program has been on-going in the TTPI since 

July, 1976 administered b'y a Headquarters-based sta'ff , 

In the three and one-half years of the health planning 

program, Headquarters staff has assisted each district/ 

state of the TTPI in the development of a Comprehensive 

Health Plan. This Territorial-wide Health Plan 
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size and distribution at target future dates. More­

over, changes in age, sex, and specific populations 

at-risk, have been considered. To a certain extent, 

the Plan has considered the results of positive 

changes in the environment which are anticipated due 

to improvements in the present water and sewer systems. 

The Plan has considered positive/negative effects of 

changes in life-styles as more people are influenced 

by western styles of living. The Plan also has 

anticipated certain deteriorations in the society 

as different cultures clash in the lives of many, 

especially the young. The Plan has considered 

some positive results of changes through improved 

prevention and detection services limmunization, 

hypertension, cancer detection, and other programs). 

The negative aspects of these positive changes, 

such as population explosion leading to overcrowding 

and restlessness are also considered. 

The Plan has considered over-utilization or 

inappropriate utilization of certain services such 

as over-utilization of hQspital outpatient departments 

at the expense of under-utilization of local 

dispensaries. The Plan has considered unmet health 

needs of persons to whom services may not be readily 

available le.g. services which are available only 

in the district centers) or persons who have difficulties 
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in access to services (who must travel by boat for 

example to receive certain services) or the unmet 

needs of those who are unaware of the importance 

of certain health measures (hygiene, home sanitation, 

early treatment of certain signs and symptoms, etc) . 

The estimation of future needs has included changes I 

in technology (new advances in medical science, 

new tranportation and communication devices, etc.). 

Finally the Plan also has considered statistical 

trends in utilization which may reflect changes in 

medical practice, knowledge of the general public 

about good health practices, etc. 

VI. Health Services and Resources: 

The Plan has inventoried the existing services and 

resources in each area and has tried to determine 

the extent that existing services and resources can 

meet current needs and anticipated future needs. 

Tne relationship between future needs and future 

resource availability is also examined. To the extent 

possible, within staff capability and time, inventories 

have been developed in this Plan for manpower, facilities, 

equipment, service organization, and financial resources. 

VI. Plan Development: 

This Plan, as a composite of six different District 

Health Plans, has identified those health services and 
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resources common to all areas and/or which depend on 

a central government for influence and change and/or 

which can most efficiently be handled by cooperation 

between the several Micronesian nations. 

This Plan has identified problems regarding quantities 

of services available and problems regarding 

distribution of services to the areas of need. When­

ever possible, it has identified problems with quality 

in terms of adequacy of organizational structure, 

financial resources, staffing structures, etc. in 

order to ensure the acceptability of existing services. 

The Plan identified problems with cost of health 

care, especially the inability or unwillingness of 

consumers of health care to bear the cost of their care. 

The identification of problems has led to the setting 

of goals and objectives for achievement within a 

specified time. Achievements of the goals and objectives 

are expected to result in improved health status. 

Based on these goals and objectives, priorities can 

then be set for allocation of scarce resources ~mong 

many competing needs. Recommendations of alternative 

actions for the achievement of goals and objectives 

and estimation of resources required to implement each 

action mark the conclusion of the plan development 

process used in this Plan. 
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VII. Review: 

Evaluation and review are the linkages of the first 

planning process to the subsequent planning processes. 

A conti nuous review of the heal th needs, the existing 

health services and resources, and the development 

of the plans for amelioration of problems is needed 

to make planning a responsive activity. The evaluation 

of the impact of recommended strategies as well as 

the actual implementation of the recommended actions 

beco me the basis for the revision of the Plan. 



CHAPTER TWO 

ORGANIZATION ANO USE OF THE PLAN 



- 9 -

CHAPTER TWO 

ORGANIZATION AND USE OF PLANS 

I. ORGANIZATION: 

The TTPI Health Plan is organized to provide the reader 

with an overview of both the health status and of the 

health system within the districts/states comprising 

Micronesia. The document attempts to logically present 

the health service environment, the health service system, 

together with their relationships to health status. 

Figure 11.1 presents a graphic model of the organization 

of the various factors which impact on health and health 

care. 

The TTPI Health Plan is composed of three distinct parts: 

1. Health Plan Summary 
2. The TTPI Territorial Health Plan and Annual 

Implementation Plan (AlP) 
3. Six District Health P1~ns and AlPs. 

These three components of the TTPI Health Plan are further 

supported by the TTPI Health Manpower Plan and the TTPI 

Health Facilities Plan. 

Figure 11.2 presents a conceptual model of the relationship 

between the various plan components. 
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A. HEALTH PLAN SUMMARY: 

The Health Plan Summary presents an overview of the 

major problems affecting health and health care in the TTPI. 

No supportive data is included in the Summary for verifi­

cati1n of problem statements; this data is included in 

the Territorial Health Plan. Following presentation of 

the problem statements, the Summary lists the major 

goals, objectives, and strategies developed in the 

Territorial Health Plan. 

Once the user of the Territorial Health Plan has studied 

the plan document and has determined for his/herself the 

validity of the data and analysis used to make problem 

statements and develop goals and objectives, the Health 

Plan Summary can be used as a self-contained guide to 

plan implementation. 

The Health Plan Summary has been bound separate from 

the T~rritorial Health Plan to enable widespread dissemination 

across the Trust Territory and to facilitate translation 

into local languages, where this is considered necessary. 

B. TTPI TERRITORIAL HEALTH PLAN AND ANNUAL IMPLEMENTATION PLAN: 

The TTPI Territorial Health Plan describes the environment, 

the health status, and the health system of the Trust 

Territory; it presents pertinent data and data analysis; 

it defines problems; and it outlines goals, objectives, 
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and strategies (recommended actions) for solving those 

problems. 

The Plan essentially addresses four types of issues: 

1. Problems identified in all (or nearly all) 
of the District Health Plans and thereby, 
considered common across the TTPI; 

2. Problems which require action by (or at least, 
can be most efficiently addressed by action of) 
a central government entity; 

3. Problems which can b~ most efficiently addressed 
by close cooperation between the various government 
entities within the TTPI; 

4. Problems which the health planning staff feels 
were not adequately addressed by the District 
Health Plans. Problems in this category include 
health care finance and health manpower, both of 
which were inadequately addressed due to lack 
of knowledge regarding political and economic 
trends. 

The Territorial Annual Implementation Plan summarizes the 

objectives and strategies which must be done in apy given 

year in order to achieve over-all TTPI health goals and 

objectives within the dates targeted by the Territorial 

HeaJth Plan. The AlP is essentially a compilation of 

the six District AlPs developed pursuant to the six 

District Health Plans. 

C. DISTRICT HEALTH PLANS AND AlPS: 

The six health plans developed for each TTPI district/state 

form the basis for all subsequent plan development, including 

development of the Territorial Health Plan. These plans 

present a detailed analysis of health status and of the 

health system together with specific problem identification 
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and development of specific goals, objectives, and strategies 

to meet the unique needs of each district/state. These 

plans form the primary basis for development of the 

Territorial Health Plan. 

The District AlPs are one-year documents outlining the 

actions required to be taken in a given year in order 

to achieve the goals and objectives contained in the 

District Health Plan. The six District AlPs, taken together, 

essentially comprise the Territorial AlP; although the 

Territorial AlP may, from time-to-time, incorporate a limited 

number of actions needed to be taken by either the TTPI 

Government or some other central governing body. 

D. THE TTPI HEALTH FACILITIES PLA~: 

The TTPI Health Facilities Plan inventories for each 

district/state all health facilities, together with 

information regarding cost (capital expenditure and 

maintenance), floor area, grounds area, type of construction 

(materials used and funding source), year constructed 

and renovated, and equipment contained. Information 

concerning the condition of the facilities is also incor­

porated, where data is available. This facilities 

inventory is then compared against demographic and utili­

zation trends and communication/transportation systems. 

Based on the inventories and the additional information, 

recommendations are made regarding where future construction 

, 
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and renovation monies can most efficiently be used. 

A summary of the TTPI Health Facilities Plan is included 

in the Territorial Health Plan (Chapter 8), together 

with the recommendations, goals, objectives, and strategies 

developed in the Facilities Plan. 

E. THE TTPI HEALTH MANPOWER PLAN: 

The TTPI Health Manpower Plan inventories all TTPI health 

manpower resources (including persons presently employed 

by Health Services, persons formerly employed but still 

residing in the TTPI, Micronesian medical professionals 

residing abroad who might be recruited back to the TTPI, 

and Micronesian students studying health or health-related 

fields). Information con~ained in the inventory includes 

job position, years of experience, initial training received, 

continuing education received, and projected year of 

retirement . 

Popul ~tion and util i zation trends are analyzed" to deterMine 

their impact upon health manpower requirements and projections 

are made of the numbers of health personnel which will be 

required in future years. These projected needs are then 

compared against manpower resources and the output from 

on-going training centers (TT School of Nursing, TT School 

of Dental Nursing, TTPI Health Manpower Development Training 

Program, etc.) to determine where and when manpower 

surpluses and/or deficits may occur . Goals, objectives, 

and strategies are then developed to bring manpower resources 
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into conformance with projected manpower requirements. 

A summary of the problems, goals, objectives, and strategies 

contained in the TTPI Health Manpower Plan is contained 

in the Territorial Health Plan (Chapter 9). 

II . USE OF THE PLAN: 

The main purpose of the Territorial Health Plan is as a 

policy and decision-making tool for government officials, 

health service administrators, and others in the community 

who take responsibility for improvement of the health 

status of the residents of the Trust Territory. In addition, 

it should prove to be a valu able budgeting tool for 

program administrators to use in documenting budget 

requests and for legislators to use in determining the 

magnitude of health needs versus needs in other sectors 

of the society and in establishing budgetary priorities. 

It is mandated by law (U.S. P.L. 93-641 as amended) that 

the , P~eliminary Territorial Health Plan be drafted by 

the TTPI Health Planning and Development Agency staff and 

that the Final Territorial Health Plan be prepared by 

the Micronesia Health Coordinating Council, (MHCC). ' Th~ 

MHCC is a body of consumers and providers of health care 

appointed by the Presidents of the three TTPI national 

governments and confirmed by the High Commissioner. This 

body is entrusted with responsibility for advising the 

High Commissioner, the TTPI Bureau of Health Services, 

and the Health Planning Agency on matters relating to 
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health. After the Council prepares the Final Draft of 

the Plan, the Plan will be submitted to the High Commissioner 

for his approval. Approval of the Plan (the Territorial 

Plan together with the District Health Plans) is being 

sought from TTPI national 1eaderships and state governments . 

. A detailed listing of specific uses of the Plan in the 

TTPI can be found in Chapter 3, The Health Planning 

Framework. 

III. INTRODUCTION TO THE TERRITORIAL HEALTH PLAN: 

The Territorial Health Plan is comprised of thirteen chapters: 

1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 

10. 
11. 
12. 
1 3. 

Executive Summary 
Organization and Use of the Plan 
Health Planning Framework 
Characteristics of the TTPI 
Health Status 
The Health Services System 
Medical Support Services 
Health Care Facilities 
Health Manpower . ' Qua11ty Assuranc~ 
Health Planning , 
Health Care Finance 
Health Policy Analysis 

A. CHAPTER 3 - HEALTH PLANNING FRAMEWORK: 

This chapter discusses the legal basis and authority of 

current TTPI health planning activities; description of 

planning methodology; history of health planning in the 

TTPI; and the purposes of planning together with the 

current planning constraints. 

B. Chapter 4 - Characteristics of the TTPI: 

This chapter discusses TTPI characteristics which impact 
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upon health status or upon health care delivery. These 

characteristics include population growth and distribution, 

geography, culture, socio-economic characteristics, 

transportation and communications systems, among others. 

A small number of goals and objectives are included to 

address major health/health care problems associated with 

these characteristics. 

C. CHAPTER 5 - HEALTH STATUS: 

The most important aspect of health planning is a detailed 

analysis of health status for if there are no unmet health 

needs, there is very little justification for health planning. 

This chapter presents and analyze {data regarding 

birth rates, mortality rates (general mortality and infant 

mortality), the causes of death, the causes for outpatient 

and dispensary visits and for hospital discharges, commun-

icable disease incidence, and the prevalence of chronic 

diseases in the TTPI. 

Based on the data analysis, the most critical health 

status problems in the TTPI are identified and goals, 

objectives, and strategies are developed to eradicate 

those problems. 

D. CHAPTER 6 - THE HEALTH SERVICE SYSTEM: 

The introduction to this chapter defines for the reader 

the terminology and methodology used in the rest of the , 

chapter. Termi nol ogy used to descri be and analyze the 

\ 
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health system include "availability", "accessibility", 

"continuity", "cost", "acceptability", and "quality". 

Terminology used in making recommendations in the Plan 

include "goal", "objective", "strategy", and "resource 

requirements". 

Following the introduction to the Chapter, there are 

detailed descriptions of each component of the TTPI 

health care system. The health care system is subdivided 

into: Administrative Services (including health service . 

administration, hospital administration, and program 

administration); Health Promotion and Protection Services 

(including health education and environmental health 

services); Health Prevention and Detection Services 

(including public health services, mental health, 

and dental health services); Diagnostic and Treatment 

Services (including ambulatory care, secondary care, 

clinical nursing, specialized care, and medical referral 

services); Habilitation and Rehabilitation (including 

crippled children's services, vocational rehabilitation, 

and physical therapy). 

Each section of Chapter 7 follows a simil ar outl ine: . 

introduction and definition of the service; ,service des­

cription; presentation and analysis of pertinent utilization 

data; analysis of the service by the six characteristics; 

problem identification; and establishment of goals and objectives. 

E. Chapter 7 - SUPPORT SERVICES: 

This chapter is divided into two sections: Medical Support 
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Services; and Non-Direct Care Support Services. Medical 

Support Services include laboratory. radiology. and 

pharmacy services. Non-Direct Care Support Services 

include medical records and vital statistics. medical 

supply. food services. medical equipment repair. and 

maintenance and housekeeping services. 

The terminology used to analyze I these support services 

and the outline for the service chapters are essentially 

the same as used in Chapter 6. 

Goals and objectives drafted for Chapter 7 are directed 

toward improvement in quality of care and improvement in 

continuity of care available in the TTPI. 

F. CHAPTER 8 - HEALTH CARE FACILITIES : 

This chapter is a summary of the TTPI Health Facilities 

Plan. A description is provided for all TTPI health 
. 

care facilities. Present and projected facility needs 

(including bed needs. dispensary needs. capital construction 

needs. and equipment needs) are . presented along with 

goals. objectives. and estimates of resource requirements 

to meet the needs in coming years. 

G. CHAPTER 9 - HEALTH MANPOWER: 

This chapter summarizes the problems identified and goals 

and objectives developed in the TTPI Health Manpower Plan. 
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H. CHAPTER 10 - QUALITY ASSURANCE: 

This chapter addresses the need for quality control mechanisms 

in the TTPI health service system and evaluates alternative 

strategies for implementation of quality assurance programs: 

I. CHAPTER 11 - HEALTH PLANNING: 

This chapter examines the present health planning system 

in the TTPI and makes recommendations regarding the work 

program of the Health Planning Agency in the remaining 

1-1/2 years of the Trusteeship in order to prepare the 

districts/states for assumption of their own health planning 

programs. The needs and capabilities for health planning 

after 1981 (and in the event that P.L. 93-641 will no longer 

apply to the TTPI) are explored and recommendations made 

regarding agency structure and work efforts. 

J. CHAPTER 12 - HEALTH CARE FINANCE: 

This chapter reconciles the goals and objectives of 

Chapters 4, 5, 6, 7, 8, 9, 10, and 11 with the financial 

resources projected to be made available to the TTPI 

governments. Mechanisms to increase present and projected 

fundin9 levels in order to meet identified needs are 

explored. 

K. CHAPTER 13 - HEALTH POLICY ANALYSIS: 

Health policies of the various TTPI governments have profound 

impact upon health and the health care system. Althou9h 
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relevant policies are discussed, as appropriate, in the 

Hea1fh Service sections, this chapter will attempt tq 

provide the user of the plan with a comprehensive overview 

of government policies on health. These policies will 

be linked to problems identified in earlier chapters of 

the Plan, and recommendations Will be made for reevaluation 

of policies in several areas. 

IV. IMPORTANT NOTE: 

Attempt has been made to insure that the Territorial 

Health Plan, in no way, contradicts any of the District 

Health Plans. However, in the event that discrepancies 

and/or contradictions between the Territorial and the 

District Health Plans have developed, the District Health 

Plan will be considered to have precedence until such time 

as staff can reconcile the discrepancies. 
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CHAPTER 3 

FRAMEWORK FOR HEALTH PLANNING IN THE TRUST TERRITORY OF THE PACIFIC ISLANDS 

I. Planning Period: 

Calendar years 1980-1985 

I1. Preface: 
1/ 

In 1975, the United States Congress enacted Public Law 93-641,- The 

National Health Planning and Resources Development Act of 1974. This 

act established a nationwide system of health planning agencies 

responsible for the development of area-wide and statewide comprehen­

sive health plans. These plans are to recommend strategies for 

decreasing the cost of health care; improving availability and acces­

sibility of health care services; improving quality and ~ontinuity of 

medical care; and emphasizing prevention of disease. 

Public Law 93-641 defines the Trust Territory of the Pacific Islands 

(TTPI) as a "state" for purposes of funding eligibility and responsi­

bility for compliance with federal health planning regulations. 

Public Law 93-641 requires the Chief Executive Officer (in the Trust 

Territory, this is the High Commissioner) of the "state" to designate 

a State Health Planning and Development Agency (SHPDA) and a State 

Health Coordinating Council (SHCC) to jointly prepare a Comprehensive 

Five Year State (Territorial) Health Plan. Funds are provided through 

federal grants to support both the SHPDA and the SHCC. 

11 Amended in 1979 by U.S. Public Law 96-79. 
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In 1976, the High Commissioner designated the TTPI Bureau of Health 

Servi ces as the "State" Health Planning and Development Agency for 

the Trust Territory. The Director of Health Services is therefore 

simultaneously and co-terminous1y the Director of SHPDA. 

The ~irector of SHPDA has delegated to the Office of Health Planning 

within the Bureau of Health Services responsibility for development 

of the health plans and performing other planning functions required 

of the SHPDA by health planning legislation. The SHPDA also serves 

as staff to the SHCC (or Micronesia Health Coordinating Council - MHCC). 

The Micronesia Health Coordinating Council (MHCC) was created by 

proclamation of the High Commissioner in October, 1976. At its 

creation, the MHCC was composed of 27 members representing each of the 

TTPI districts; all members were appointed by the High Commissioner. 

In the three intervening years, political changes and budgetary 

pressures have reduced the size of the Council. Today, the MHCC has 

16 members representing the three TTPI political entities (Marshalls, 

FSM, and Palau) who are appointed by the Presidents of the respective . 
governments and confirmed by the High Commissioner. Membership in 

the Council is divided nearly equal between providers of health care 

services (doctors, nurses, dentists, etc) and consumers of health . . . 
services. The MHCC is responsible for preparing the Final TTPI 

Territorial Health Plan based on a Preliminary Plan submitted to it 

by the SHPDA staff . The Council is also responsible for plan imple­

mentation and health program review and coordination activities. 
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Public Law 93-641 requires only the development of a Territorial 

(State) Comprehensive Five Year Health Plan; the development of 

district plans is not required . The SHPDA in conjunction with the 

MHCC, however, determined that it was necessary to develop District 

Comprehensive Health Plans as the basis for the development of the 

Territorial Health Plan. 

There were four primary considerations in the decision to develop 

district health plans. (1) The unique needs of each district must 

be projected in a Territorial plan; (2) Since delivery of health care 

services occurs in the districts, the actual conditions of health and 

delivery of health services can be analyzed for inclusion in the 

Territorial plan only through detailed planning done at the district 

level; (3) The TTPI operates under a decentralized government structure. 

The Headquarters Bureau of Health Services exercises only advisory 

powers over most health service activities at the district level. 

Budgeting and finance procedures likewise are decentralized; health 

planning consequently must relate to six nearly autonomous local 

budgeting systems; (4) Each district is comprised of one or more 

cultural groups quite distinct from the cultural groups of other 

districts. This fact alone would be sufficient to require local 

detailed planning to precede Territorial-wide planning; (5) Political 

fragmentation of the TTPI into two or more national political entities 

was anticipated and has since been realized. 
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Thus, the Trust Territory Comprehensive Five-Year Health Plan developed 

under PL 93-641 is composed of six separate local plans representing 

each of the six administrative districts/states of the Trust Territory, 

and a single Territorial Plan consolidating the common elements from 

the six local plans. 

II 1. Authority for the Pl an: 

This plan is developed pursuant to the authority vested in the TTPI 

Bureau of Health Services. 

1. Title 63, Chapter 1, Section 2 of the Trust Territory Code which 

designates the TTPI Bureau of Health Services as the sole provider 

of health care in the TTPI; 

2. United States Public Law 93-641, the National Health Planning and 

Resource Development Act of 1974, Section 1536, which designates 

the TTPI as a "state" for the purposes of health planning; 

3. High Commissioner letter of April 8, 1976, designating the Depart­

ment of Health Services of the HPI as the State Health Planning 

Agency under U.S. PL 93-641; 

4. United States Department of Health, Education and Welfare Grant 

Award 09-H-001167-01 of June 30, 1976, which funded the State Health 

Planning and Development Agency of the TTPI; 

and pursuant to the authority vested in· the Micronesia Health Coordinating 

Council by: 

1. United States Public Law 93-641; 

2. High Commissioner Proclamation of October 6, 1976, creating the 

Micronesia Health Coordinating Council (MHCC); 
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3. United States Department of Health, Education, and Welfare Grant 

Award 09-H-001167-0l of June 30, 1976, which funded the Trust 

Territory (Micronesia) Health Coordinating Council. 

IV. Purpose of the Plan: 

This plan reflects both United States national health priorities 

(where appropriate to the TTPI) and the TTPI health priorities. 

The overriding purpose of this health plan is to systematically 

organize available health and health-related resources in the Trust 

Territory (both government and non-government) into a comprehensive 

health care delivery system. This system will strive to improve the 

health of the population and to continuously maintain the health of 

the population. To accomplish this, the Plan has had to balance the 

sometime conflicting needs of Micronesia as a federation of "emerging 

nations" and of Micronesia as a "state" under the United States 

Government. 

In order to accomplish its purpose, the plan is organized around four 

principal ~hemes: 

(1) The need for increased self-sufficiency in the 

protection of health and the provision of health 

servi ces; . 

(2) Shift of the current emphasis away from curative 

health services toward an emphasis on promotion 

of healthy living practices and the prevention of 

avoidable and unnecessary conditions of ill health; 
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(3) Improvement in the equality of access to health 

servi ces; 

(4) Improvement in the quality of direct health care 

services and health supportive services provided 

in the Trust Territory. 

Underlying these four themes is the concept that the health of a 

community is the responsibility of the community as a whole, not 

just a few members of that community who work in the field of health 

care. The primary role of doctors is to cure those who become sick. 

It is the responsibility of the entire community to protect the health 

of its members and to prevent people from becoming sick. It is this 

education of the community on the prevention of illness which is the 

number one priority of the Trust Territory Comprehensive Health Plan. 

The Plan is designed to be used as a basis for evaluation of current 

levels of health status, the health care delivery system, and hea1th­

related environmental factors so that documented deficiencies and 

inefficiencies may be reduced . The plan is expected to be a guide to 

how the health delivery system and environmental health program should 

change over time to meet both the identified needs of the community 

at large and the highest attainable prpfessiona1 standards. Specific~lly, 

it is intended that the plan should address itself to the national 

health priorities as set forth in Section 1502 of Public Law 93-641. 
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"NATIONAL HEALTH PRIORITIES 

"Section 1502. The Congress finds that the following deserve priority con­
sideration in the formulation of national health planning goals and in the 
development and operation of federal, state, and area health planning and 
resource development programs: 

"(1) The provision of primary care services for medically under-served 
populations, especially those which are located in rural or economically 
depressed areas. -

"(2) The development of multi-institutional systems for coordination or 
consolidation of institutional health services (including obstetric, 
pediatric, emergency medical, intensive and coronary care and radiation 
therapy servi ces) . ' 

"(3) The development of medical group practices (especially those whose 
services are appropriately coordinated or integrated with institutional 
health services), health maintenance organizations, and other organized 
systems for the provision of health care . 

"(4) The training and increased utilization of physician assistants, 
especially nurse clinicians. 

"(5) The development of multi-institutional arrangements for the sharing of 
support services necessary to all health service institutions. 

"(6) The promotion of activities to achieve needed ilT"{lrovements in the quality 
of health services including needs identified by the review activities 
of Professional Standards Review Organization under Part B of Title XI 
of the Social Security Act . 

"(7) The development by health service institutions of the capacity to 
provide various levels of care (including intensive care, acute general 
care, and extended care) on a geographically integrated basis. 

"(8) The promotion of activities for the prevention of disease, including 
studies of nutritional and environmental factors affecting health and 
the provision of preventive health care services. 

" (9) The adopti on of uniform cost accounti n'g, si mpl i fi ed reimbursement and 
utilization reporting systems and ilT"{lroved management of procedures for 
health service institutions. 

"(10) The development of effective methods of educating the general public 
concerning proper personal (including preventive) health care and 
trethods for effective use of available health services." 

"(11) The promotion of an effective energy conservation and fuel efficiency 
program for health service institutions to reduce the rate of growth 
of demand for energy. 
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"(12) The identification and discontinuance of duplicative or unneeded 
services and facilities. 

"(13) The adoption of policies which will (A) contain the rapidly rising 
costs of health care delivery, (B) insure more appropriate use of 
health care services, and (C) promote greater efficiency in the 
health care delivery system. 

10(14) The elimination of inappropriate placement in institutions of persons 
with mental health problems and the improvement of the quality of 
care provided those with mental health problems for whom institutional 
care is appropriate. 

"(15) Assurance of access to community mental health centers and other 
mental health care providers for needed mental health services to 
emphasize the provision of outpatient as a preferable alternative 
to inpatient mental health services. 

n(16) The promotion of those health services which are provided in a 
manner cognizant of the emotional and psychological I components of 
the prevention and treatment of illness and maintenance of health. 

The Trust Territory Health Plan will incorporate National Health Priorities 

nurrbers (1), (2), (4), (6), (7), (8), (10), (12), (13), (15), and (16). 

Federal priorities (3), (5), (9), (11), and (14) are not included for 

the following reasons: 

(3) There is almost no private medical care offered in the TTPI. Virtually 
all of the medical services offered are a function of the Trust 
Territory Bureau of Health Services. At such time that a substantial 
private ~ractice is developed, the development of medical group 
practices will become a planning issues. 

(5) All support services within the Trust Territory are proivded by the 
Bureau of Health Servicds and therefore, the development of multi­
institutional arrangements is not a pri?rity at this time. 

(9) Since there is basically only one institution providing health care 
servi ces -- the Bureau of Health Servi ces -- there is already a uniform 
cost accounting and utilization reporting system. 

(11) It is recognized that the rising fuel prices and the total dependence 
of the TTPI upon imported fuel oils, makes development of alternative 
energy sources and fuel conservation measures an important health 
planning concern. However, due to the rapid technological explosion 
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in the energy field which requires extensive study on the part of 
TTPI health planning staff and due to the many pressing problems 
in direct health care services. it has not been possible for this 
Plan to address energy issues. Future revisions of the Plan will 
incorporate this national health priority. 

(14) This priority relating to institutional care for the mentally ill 
does not apply to the current TTPI situation as there are no 
institutional services available for the mentally ill; patients 
are treated in the general hospitals on a short term basis until 
their conditions have been stabilized sufficiently to allow their 
release to family. 

Priority number 17 which addresses the need to increase competitive forces 
in the health service industry touches an area of some controversy in the 
TTPI. At the present. the TTPI health care system is purely government 
owned and operated. Some people believe services will be improved and 
costs reduced by encouraging the development of a private health care sector. 
Other people believe the districts/states of the TTPI are too small and too 
poor to sustain two or more health care systems and still maintain reason­
able standards of quality. This health plan addresses the issue of 
competition in Chapter 12 , Health Care Finance ; the debate, however, is 
ongoing and resolution cannot be expected soon. 

In addition to addressing national health priorities, the Territorial Plan 
is intended to have the following uses which are specific to the Trust 
Territory of the Pacific Islands: 

(1) Serve as a basis for future Bureau of Health Services program 
decision-making and as a guide to effective resource allocation; 

(2) Serve as the basis for Bureau of Health Services budget presen­
tations to the Congress of the Federated States of Micronesia; 
and the Palau and Marshall Islands ·legislative bodies; . 

(3) Serve as the basis for development of grant applications to the 
U.S. Department of Health, Education and Welfare; 

(4) Serve as a technical document supporting needed health or health­
related legislation and as a health resource document for the 
Congress of the Federated States of Micronesia and the govern­
ments of Palau and the Marshall Islands ; 



- 32 -

(5) Serve as a basis for states negotiators from the three entities 
to use in establishing grounds for negotiation \~ith the United 
States; 

(6) Serve as the basis for integrating health-related planning in 
other Trust Territory Government bureaus, and in special purpose 
agencies which may exist within the planning area; 

(7) Assist in establishment of commun i ty health expectations; 

(8) Serve as the basis for providing increased awareness of health 
issues to other branches of the Trust Territory Government and 
the public at-large; 

(9) Serve as the basis for internal Bureau of Health Services 
decision-making, and for review and evaluation of programs and 
acti vities; and 

(10) Serve as the basis for public review of the programs, activities, 
and progress of t he various health services or health-related 
services within the TTPI. 

V. Methodo logy: 

The Territorial' Health Plan was developed over a period of three years 

(January, 1977 - March, 1980) which can be subdivided into eight phases : 

Phase I - (January-May, 1977) was a preplanning period in which the format 
for the district and territorial health plans \~as developed, 
relevant data available at Headquarters Health Services was 
assimilated, provider and consumer interview questionnaires were 
developed, and training in health planning methodology was 
provided for the Micronesia Health Coordinating Council members. 

Phase II - (May, 1977 - December, 1977) was the initial development phase 
of the district plans. Teams of two or three health planners 
from the Headquarters Health Planning Office visited each district 
for a period of four to six weeks . Durin9 this period, working 
closely with the District Directors of Health Services and the 
Di s tri ct MHCC members, the planners conducted i ntervi ews \~ith a 11 
health service division chiefs, other key individuals in the 
health system, directors of departments with health-related 
functions (Public Works, Education, Public Affairs, etc . ) and 
members of the legislatures and the government administrations. 
Consumer meetings were held to explain the health planning task 
and to elicit community input into the plan document. 
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Phase III - (August, 1977 - February , 1978) was centered in Saipan. The 
health planners, after returning from the districts, compiled 
a problem-oriented health systems analysis utilizing 
data gathered from the districts as well as that available at 
Headquarters. 

Phase IV - (September, 1977 - August, 1978) one planner from the original 
team returned to the districts to review and correct the 
systems analysis with district health service staff and to 
write goals and objectives based on the analysis. Each plan 
upon completion, was submitted to the MHCC for review and 
approval. 

Phase V - (June, 1978 - May, 1979) was concentrated on development of 
the preliminary Territorial-wide Plan which focuses on problems 
common to all districts and requiring a coordinated approach 
for solution. The Territorial Plan focuses primarily upon the 
inter-relationship between population characteristics, health 
status indicators, and the health system components . Phase V 
relied heavily upon input from the staff of Headquarters Bureau 
of Health Services and the MHCC, which established the plan 
priorities. 

Phase VI - (May, 1978 - January, 1980) concentrated on development of the 
.lInnual Implementation Plans (AlPs) based on each District 
Health Plan. District AlPs were developed by district MHCC 
representatives and district health planners with technical 
assistance from the fleadquarters Health Planning staff. It is 
hoped that now the AlP process has been initiated in each 
district/state, that process will be on-going for future years 
with minimal assistance from Headquarters. 

Phase VII - (May 1979 - March, 1980) concentrated on refinement of the 
Terri torial Health Plan in accordance with the desires of the 
MHCC . During this phase, the TTPI Health Facilities Plan was 

. f~nalized and the TTPI Health Manpower Plan was completed . 

Phase VIII - (1979 - 1981) will focus on upgrading district health planning 
capabilities, on timely revision of comprehensive health plans, 
on writing of specific detailed plans for high priority areas 
(e.g., health education), and on the implementation of the 
plans at the local, the entity, and the Territorial levelS . . 

VI. Health Planning Constraints 

Because of the unitary, government-sponsored system of health care 

delivery, virtually no obstacles stood in the way of the defined health 

planning mission. Total cooperation to the planning process was 
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provided by the District Administrators/Governors, the District 

Directors of Health Services and all governmental department heads. 

This cooperation also extended outward to include the leadership 

and populace of the different villages and islands of the districts/ 

states. 

At Headquarters, cooperation was extended by officials in Territorial 

Office of Planning and Statistics, the Bureau of Transportation, 

Communication, Public Wor ks, Public Safety, Medical Supplies and 

Procurement, Education and other departments 'from which the health 

planning team requested assistance. 

Due to logistics of transportation and communication, the planning 

process was limited to the centers and intermediate areas of each 

district and the TTPI headquarters in Saipan. Hea l th problems of 

the outer islands were, in most cases, identified through discussion 

with the district health providers and other community servi ce 

providers, (e.g., head start program workers, old age program workers 

and community action group). An effort was made in each di strict to 

talk with persons, residing in the centers but citizens of outlying 

regions, regarding health and health services in t heir areas . 

One of the major problems during the planning period was the scarcity 

of dependable data. In some instances, no reporting format existed 

for systematic statistic notation and compilation; occasionally, data 

were mandated in a program area, but no specific reporting assign­

ments had been made; in several instances (e .g., medical referrals), 
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certain portions of needed information were routinely reported, while 

other critical items (such as "medical costs" of referral cases) were 

not included as data headings on the subject report forms. Late reporting 

and inaccurate and/or conflicting data entries were also problems. 

The major constraint in this health planning process were political 

uncertainties and their implications for health care delivery. At the 

time of the writing of the first draft of the plan when goals and 

objectives for health services were being drafted and when priorities 

for health care were being set, two events took place that had great 

impact on the health planning process. There were: (1) the proclamation 

made by President Carter that his administration was committed to the 

termination of the United States administration of the Trust Territory 

Islands under the United Nations Trusteeship Agreement in 1981 and (2) 

the results of the July 12, 1978 referendum on the Constitution of 

Micronesia, which split the Trust Territory Islands into three government 

entiti es (the r~arsha 11 s, the FSM, and the Republ i c of Be 1 au) . 

Because of the uncertainties in the funding levels for the three entities 

after the termination of the Trusteeship and because of the lack of 

knowledge ' regarding the negotiations each of the three entities has under­

taken with the United States, the planning process is sometimes limited to 

speculations or education guesses with regard to the future of certain 

health care issues such as (a) financing of health care (b) data collec­

tion and management; (c) utilization of health manpower; (d) medical 

referral policies; and finally (e) health policy in general. 
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Details of these uncertainities will be found in the pertinent section 

of the Plan. 

VII. Previous Health Planning in the Trust Territory: 

Health Planning has been an on-going activity in the Trust Territory 

of the Pacific Islands since 1968 and has resulted in a compendium of 

health and health-related issued entitled State Plan for Health Services. 

This document has a historical value and serves as a baseline to monitor 

future planning endeavors. It also has been utilized to expand the 

TTPI's response capability to health needs by assisting in the identifi­

cation and utilization of federally assisted programs. Additionally, it 

has significance in that it represents an early attempt to systematize 

the health delivery system. The work exhibited in the Plan represents 

an effort to arrange, in an orderly fashi on, the needs, issues, oppor­

tunities, goals and objectives of the TTPI's health program. 

As a working document, the State Plan for Health Services has proved 

most serviceable and exhibits the profeSSional dedication of the 

planners who developed it. However, since much of the data are not 

current, its validity is somewhat weakened. Much of the data included 

in the document were collected in the period between 1968 and 1974 and 

have not been monitored or comprehensively maintained. 

While the State Plan still has validity, its content and structure do 

not conform to the format for state plans mandated by guidelines for 

planning under PL 93-641. The intended scope of present and future 

plans has been so enlarged by the consolidation of several past 

programs, i.e., Hill Burton, Regional Medical, 314 A-D, etc . , as to 
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make past efforts obsolescent. This is not the fault of the past 

planning efforts; rather, it results from changes in legislation 

which require a completely new definition of comprehensive health 

planning. 

VIII. Priorities of the Territorial Health Plan : 

The MHCC is responsible, under health planning law for the establish­

ment of priorities for the Territorial Health Plans. Accordingly, in 

September, 1978, the MHCC adopted the following planning priorities: 

Health Status Priorities: 

1. Communicable Disease 
1. Diarrheal Diseases 
1. Infant Deaths 

2. Nutrition-related diseases 
2. Diabetes 
2. Hypertension 

Health System Priorities: 

1. Health Education 
1. Manpower Deve lopment 

Health Services Administration 
- Health Educators 
- Sanitarians 
- Medex 
- Nurses 
- Physicians 

2. Environmental Protection 
2. Medi cal Supplies 

3. Hospitals and Other Health Care Facilities 
3. Diagnostic Services (including support services) 
3. Nursi ng Care . 

Health Related Priorities: 

1. Sewage Disposal 
1. Safe Drinking Water 

, 
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Health Rel ated Pri oriti es: (Cont I d) 

2. Financing of Health Services 
2. Housing 
2. Health Legislation 

3. Medical Fee Schedules 
3. Recreational Facilities 
3. Crime Prevention 

, 

• 

This prioritization has been used by the SHPDA to determine which 

sections of the health Plan should be comprehensively developed as 

opposed to sections which are handled in a less-than-comprehensive 

fashion. This prioritization has also been used as a basic for 

determination of special service plans needed--for this reason Health 

Manpower and Health Education Plans have been developed. However, 

prioritization has its greatest value in the development of AlPs; 

clearly choices must be made between alleviation of the many pressing 

health and health service needs; the AlP is the document which sets 

forth those choi ces and these MHCC pri oriti es provi de genera 1 gui de­

l ines for making the choi ces. 
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CHAPTER 4 

CHARACTERISTICS OF THE TTP~ 

The Trust Territory of the Pacific Islands (also known as Micronesia), 

is composed of three islands chains - the Marianas. the Marshalls and 

the Carolines - extending across the Western Pacific from approximately 

3 to 25 degrees north latitude and 131 to 174 degrees east longitude. 

Figure IV.l contains two maps: The major map diagrams the relation­

ship between the various Micronesian Islands while the vicinity map 

(inset in the upper left corner) shows the location of Micronesia in the 

Pacific Ocean . 

Micronesia occupies approximately three million square miles of ocean 

or about the same area as the continental United States. Within these 

three million square miles, there are some 2,000 islands of which 97 

are inhabited. The total land area is about 700 acres (which corres­

ponds to the land area of the State of Rhode Islands) . 

For administrative purposes, the Micronesian Islands have been divided 

into eight political jurisdictions. The Marianas Islands chain is 

composed of the United States Territory of Guam (which has been adminis · 

tratively separate from Micronesia since 1896 and is now a center of 

Western Pacific commerce), and the Commonwealth of the Northern Mariana 

Islands. Until 1978, the Northern Marianas were a part of the TTPI, 

but separated on January 9, 1978, to form a Commonwealth. Neither Guam 
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nor the Conmonwealth of the Northern Mariana Islands are included in 

this health plan. The political jurisdictions which are covered by 

this plan are: in the Caroline Islands, the District of Palau, soon 

to become the Republic of Belau; in the Caroline Islands, the 

Federated States of Mi cronesi a (FSt1) composed of the states of Yap, 

Truk, Ponape, and Kosrae; the Harshall Islands, which are united under 

a single national administration. 

Each of the six TTPI districts/states is comprised of a District 

Center, Intermediate area and Outer Island. The district center is 

generally the largest of the islands and is the center of commerce 

and government. Approxi mate ly 47% of the Trust Territory populati on 

reside in the district centers. Because the district centers have the 

greatest exposure to the world beyond Micronesia, they tend to be 

highly westernized and, therefore, attract a large number of inter­

mediate and outer island residents seeking entry into the monetary 

economy and the "better" way of life symbolized by the district center. 

Due to this in-migration, although the district centers cannot be 

classi.fi;d as cities, they experience many of the urban problems 

afflicting other population centers of the world, i.e., overcrowding, 

poor living conditions, poor sanitation, etc. The term "intermediate 

area" refers to areas which are more than two hours's travel time in 

distance from the district center, but less than one day's travel 

time. The term "outer islands" refers to those areas which are more 

than one day's travel time from the district center. Table IV.l shows 

the minimum and maximum travel distance from the district center to 

the outer islands for each district of the TTPI. In several districts/ 
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TABLE IV.l 

TRUST TERRITORY OF THE PACIFIC ISLANDS 
Average Direct Travel Distances , 

District Center to Populated Outer Islands or Island Groups 

Travel Distance from 
Number of Outer Islands Distri ct Center (Miles) . Di st ri ct of Island Groups Minimum 

Marshall Islands, Majuro 21 35 

Palau Islands, Koro~ 1 1I 7 30 

Ponape Islands, Kolonia 2/ 6 88 

Truk Islands, Moen ]I 24 51 

Yap Islands, Colonia 11 80 

Kosrae, Toful 0 0 

11 Excludes 8 localities on Babelthaup which average 22 miles distance 
from Koror; 

~ Excludes shore communities on Ponape ISland; 

]I Excludes Truk Lagoon having 13 populated islands averaging 13 miles 
distance from Moen. 

Source: Rendel B. Alldredge, Program Officer (PPBS) 
Office of the High Commissioner 
Trust Territory of the Paci fi c Is lands 

Maximum 

687 

365 

364 

202 

620 

0 
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states one or more subdistrict centers have been established in an 

effort to make essential government services more readily accessible 

to the outlying populations. However, when this Plan uses the term 

"subdistrict centers" it is referring only to Ebeye, Marshall Islands 

as this is the only subdistrict with essentially urban characteristics. 

The other subdistricts do not differ greatly from outer islands in 

genera 1 . 

II. Cultures of the TIPI: 

The Trust Territory of the Pacific Islands embraces a group of societies 

in rapid transition. It is important to emphasize that there is a 

group of cultures/societi es cl ustered under the name of ~Ii cronesi a and 

that all of them are changing. though the rates of change vary from 

group to , group an'd from is 1 and to is 1 and. 

In the three archipelagos constituting the TTPI, there are nine 

recognized major languages and many distinct dialects. In the Marshall 

Islands one language, Marshallese, is common. The people living in 

the two island chains which constitute the Marshall Islands are 

generally considered as belonging to one broad culture, although 

traditions and customs may vary from atoll to atoll in small speci fi c 

ways. 
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There are four distinct cultural groups living within the Ponape 

District of the Eastern Caroline Islands. They are: Ponapeans; 

Polynesians from Kapingamarangi and Nukuoro Islands; and Pingelapese 

and Mokilese on the atolls of Pingelap and Mokil. 

Kosrae is a single island with its own language. 

Truk District of the Eastern Caroline Islands has one major language 

group. Though there are a number of minor differences in cultural 

patterns between the district center area and the outlying islands, 

The Truk District is composed of people who share one culture. 

In the Yap District of the Western Caroline Islands, there are two 

major cultural groups and two major languages. The inhabitants of 

Yap Island speak Yapese and belong to one culture. The inhabitants 

of the outer islands speak Trukese and broadly share the Trukese 

outer island culture. 

In the Palau District, there is one major language, Palauan. The 

inhabitants of the three distant outer islands speak a separate 

language related to dialects spoken in the Central Carolines. 

There is another way of categorizing differences between cultures in 

Micronesia. The societies which develgped on the high volcanic or 

mountainous islands differ significantly within a cultural group from 

the societies living on small atolls. The differences are attribut­

able to the different source, varieties and amounts of food, materials 

for shelter, access to the lagoons and ocean for fishing and population 

densities. 
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Because Micronesia does not consist of a single culture , but instead, 

nine major cultures with many local variations, it is difficult to 

generalize about cultural influences on health. There are, however, 

certain attitudes and practices which exist in segments of the TTPI 

which have specific impacts on the health care delivery system and on 

the health status of the residents. Among these are: 

1. Culturally , the patients in the Trust Territory are quite 

bashful and inhibited in submitting to physical examinations. 

This stems from several reasons: (a) Islanders have not 

completely understood the concept of medical confidentiality. 

Many people are still reluctant to be seen and examined by 

the physician, nurse or health aide, The medical providers 

have done much to ameliorate this situation as they have, 

over the years, shown to the community that they do keep 

medical information in strict confidence. (b) In small com­

munities most everybody is related to each other and it is 

considered culturally unacceptable for relatives to see each 

other's private parts. Because of this reluctance and lack 

of understanding of preventive measures, people only come to 

seek medical care when they have to, and sometimes, that is 

too late. (c) l-lany women are reluctant to undergo gynecological 

examinations by a male care provider. Related to this is the 

belief held by some islanders that a women should not be seen 

or examined after delivery until the bleeding has completely 

stopped. To some extent, this belief has impeded the post natal 

clinics of the public health programs . 
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2. In many islands, there is still the belief that men members 

of the household must eat first and separately. Moreover, 

since they do all the hard work, they are entitled to the 

best food. This belief sometimes affects the nutritional 

status of children and women, especially women who are 

pregnant or who are a special nutrition risk after delivery. 

3. Many Micronesians believe that certain illnesses or diseases 

are brought upon a person by gods and/or ancestors for various 

reasons, (such as punishment for certain members of the family 

or clan who have offended the gods or ancestors). Because of 

such beliefs, certain illnesses are believed to be remedied 

only by reconciliation of the gods, families or individuals 

and cannot be remedied by western medicine. 

4. According to some cultures, certain castes of people cannot 

hold high positions in the society. This has presented 

problems to members of low caste clans who have achieved cer­

tain levels of skills and education only to have their 

authorities and responsibilities ignored by members of the 

society's higher classes. 

There are however, other concerns related to culture which are of 

importance for health planning. One fact, which must be kept in mind 

is that the general level of public awareness concerning public health 

(including environmental health, prevention strategies, and health 

education) is at a stage which might be compared to the United States 

in the last century. This is due to the fact that the Trust Territory 
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is an 'errerging" nation which has not been part of the industrialized 

world during the growth of public education and health science develop­

rrent. In fact, a system of universal public education has not been 

achieved and the local education system is markedly less sophisticated 

than that of industrialized countries. A large number of adults cannot 

read nor write English although they can read, write, and speak 

Japanese. Various orthographies have been developed for the major 

local languages, but it is estimated that only about one-half of the 

adult population (over the age of 40) can read and write in their own 

languages. Thus, health education in the modern sense has been neither 

a long-established p'art of a school curriculum, nor part of the local 

cultures. Attempts at health education must face strong conservation 

attitudes held by adults and formidable culture, language and logistical 

problems • 

A sec~nd important factor is water supply and waste disposal. Public 

sanitation is generations behind U.S. standards and seriously affects 

the health of the population. Since the population of Micronesia is 

spread in. tiny culsters of small islands and atolls hundreds of miles 

apart, and since there is an extrerrely limited economic base to produce 

wealth or foreign exchange, it is not economically feasible to install 

modern, mainland-style water and sewage treatrrent systems either as an' 

initial capital investrrent nor in terms of long-term operation and 

maintenance. 

Health status indicators show a mortality pattern similar to that of an 

industrialized nation, although the TTPI is most certainly not an 
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industrialized nation. The mortality patterns are attributable in 

large part to an effective cOTlJl1unicable disease control program which 

has virtually eliminated epidemics of serious cOTlJl1unicable disease as 

a major cause of death. This high level of health is directly due to 

strong financial support from the United States for health care services. 

Morbidity data, however, shows that most outpatient visits and a signif­

icant number of inpatient episodes are directly related to unsanitary 

water and improper waste disposal. This is one example of a major 

reality in the Trust Territory; even though this is a government-owned 

and operated health service delivery system, major resources which affect 

the health status of the population are under the control of govemn-ent 

agencies other than the Bureau of Health Services. A major task of 

health planning is to explore the relationship between health status and 

other govemn-ent resources and priorities. Increasing the difficulty of 

this task is the fact that the future funding level of all government 

agencies is uncertain due to the approaching political transition. 

III. Cl imate: 

The climate of Micronesia is tropical with temperatures ranging from 

the mi d-70' s to the mi d-80' s. The uniformity of the temperatures is 

due to the prevailing trade winds which provide cooling breezes . 

Humidity in Micronesia averages 80%. 

The annual amount of rainfall varies widely among the islands, ranging 

from as high as 300-400 inches in some areas of Ponape to as low as 

10-15 inches in some of the northermost Marshalls. For most of the 

islands, the average rainfall is moderate. Almost all of the islands 
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have pronounced wet and dry seasons with some experiencing periodic 

droughts. During the typhoon season (November to May) storms carrying 

high winds and torrential rainfall are frequent. Storms generally 

begin near the Truk lagoon region land travel northwestward through the 

Marianas or westward through Yap and Palau Districts. Occasionally, 

storms do begin as far east as the Marshalls . These stonns can cause 

millions of dollars of damage to property, homes and crops. Salt water 

deposited on land by the winds can devastate vegetation and plant life 

so that full recovery may take as long as six or seven years. 

Although natural disasters, impact upon health status occasionally, 

these are not the major ~limatic factors affecting health. Each year, 

at the beginning of the rainy season, there is tremendous runoff from 

the land into water systems; this runoff includes raw sewage and other 

pollutants. As a result, almost all health care providers associate 

the onset of rainy season with an upsurge in gastrointestinal diseases. 

In addition, the hot, humid climate is one casual agent in the high 

incidence of skin infections prevalent throughout the TTPI. 

IV . Transportati on: 

The most striking physical characteristic of Micronesia is the smallness 

of the islands and the greatexpanse of water which separates the islands . 

The limited land area and the distances separating the islands have 

always been obstacles to trade and mobility. The problem of ·10gistics 

must be considered in the planning of every activity . 
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(A) Inter-Oi stri ct Transportation: 

Passenger: 

Air Micronesia (a sibsidiarY of Continental Airlines) services 

five of the six district centers with Boeing 727 jet service 

with terminals in Guam and Honolulu. (Only Kosrae District 

does not have the airfield capability to handle jet aircraft 

although an airport is to be constructed in the early 1980's.) 

Air Micronesia has four flights through the t1icronesian islands . 

Two-three !/days each week a westbound flight links Honolulu with 

Tokyo via Majuro, Kwajalein Atoll, Ponape, Truk, Guam and Saipan. 

Two to three Jj days each week an eastbound flight links Tokyo 

with Honolulu via the same islands. Three days each week flight 

link Guam with Yap and Palau . One or more flights per day link 

Guam and Saipan. It is not possible to transfer from the Yap/ 

Palau flight to the Tokyo/Honolulu flight (or vice versa) without 

a minimum of one day's layover in either Guam or Saipan. Guam 

and Honolulu are both serviced by several major airlines with , 

flight connections throughout the Pacific Basin. 

Figure IV.2 is a map showing air routes and times required for 

intra-TTPI travel. 

The only regular inter-district passenger transportation by ship 

via a Naureau-owned cargo/luxury passenger liner which travels 

San Francisco to Saipan via Honolulu, Majuro, Ponape and Truk. 

Jj Fl i ght schedules change frequently largely resulting from 
seasonal fluctuations in demand. 



-c.. 
1= 
UJ 
:I: 
I-

z: -
UJ 
~ -l-
e 
z: 
c( 

Vl 
UJ 

.-i I-
tl) ::> a 

0:: 

-' 
UJ 
:> 
~ 
I-

0:: -c( 

N 

:> -
UJ 
0:: 
::> 
t!l -u.. 

A BRIEF EXAMPLE OF AIRPLANE TRAVEL IN THE TRUST TERRITORY OF THE PACIFIC ISLANDS 

:::::::::::::::::~:::::;:::r::::::::~'"";;;:::"E:ja~p~proximatelY nine thousand miles 
, to Headquarters U.S. 

Headquarters , for the .-
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to Tokyo ~ 
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FROM PALAU DISTRICT CENTER TO THE MARSHALL ISLANDS DISTRtCT CENTER---'---> 

it takes three days: . leave Palau Nonday morning (travel time from 
District Center to airport, plus 'check-in time is usually '2-3 hours); 
arrive Guam late Monday afternoon; one day lay-over Tuesday (no flight 
scheduled); fly out on Nednesday morning to the llarshalls (the third 
step down the line), arriving in the tlarshall Islands late I-Jednesday 
afternoon- with two (2) days remaining in the work-week ••• 
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Cargo: 

Cargo is transported to the islands through several means. Air 

freight and parcels are transported from mainland U.S.A. and 

Honolulu to Micronesia via the Continental Airlines, and some­

times via Pan American World Airways (servicing Guam) . Air cargo 

to the districts is transported via Air Micronesia ! The islands 

utilize the U.S. postal system and use the U.S. domestic mail 

rates. 

Bulk shipments from the U.S. Mainland and Hawaii can come to Guam 

via several shipping lines. Matson lines also serves Majuro direct 

from Hawaii. However, very few shipping lines provide direct 

service from the U.S. to the districts/states and those which do 

follow infrequent and eradic schedules . At least one shipping line 

connects the eastern islands with Tokyo, Taiwan and other Asian 

ports . 

Once cargo goods reach Guam, theY are generally off-loaded onto 

TTPI flag ships for transportation to the district centers . It 

shoul d be noted that previ ous HPI government pol i cy has prevented 

the shipment of supplies (including pharmaceuticals) purchased 

by the local governments from being shipped directly to the pur­

chasing district/state. Goods instead, have been shipped to 

Saipan, off-loaded, and reshipped back to the purchasing district/ 

state. Thi s practi ce wi 11, however, be abondoned as of July 1, 

1980, when all procurement and supply functions are decentralized 

from Headquarters to the three HPI political entities. 
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The TTPI owns and operates twelve ships ranging from 500 to 

3,300 tonnage. Each of the six districts have been ass.igned 

one ship for the transport of goods and people within the 

district and to the districts nearby. One ship services all 

the districts and connects them with Japan, Philippines, and 

Taiwan . The smaller district ships also make trips to the 

southeastern Asian countries for repai r and for bringing needed 

goods and materials from those countries. With impending 

termination of the Trusteeship, ownership of these vessels is 

being transferred to the three political entities and should 

be complete in the spring of 1980. 

(8) Intra-district Transportation: 

Land: 

With the exception of Ponape and Kosrae, each district center 

island in the Trust Territory has a road which circumnavigates 

the i sland. These roads, however, are rarely paved and generally 

poorly maintained. Outsi de of the district centers, there are 

limited road systems and few vehicles . Only Kosrae has a public 

transportation system (bus service) although private taxi service 

is availabel in several of the district centers at a reasonable 

cost. 

Air: 

Yap District is linked with Ulithi Atoll (90 miles away) by a 

twin engine light aircraftowned by a Protestant missionary air 

service, (Pacific Missionary Aviation or PMA) . 



- 54 -

Kosrae District has had sporadic air service linking it to 

Ponape. It is hoped that regular air service will begin early 

in 1980 with the introduction of · prop-jet" planes. 

Water: 

Water transportation is the principal link between the district 

centers and the intennedi ate and outer island regi ons. 

In many intermediate areas, the only transportation to the district 

center is via small, privately-owned motorboats. 

Transportation between the district centers and the outer islands 

is provided via a government-owned fleet of small freighters known 

as "field- trip-ships". These ships are operated on a commercial 

basis with transportation of cargo as thei r first priority . They 

seldom remain at anchor in an outer island for more than a single 

day at a time . Passengers ride on the deck and sleep on mats 

they have brought for that purpose. The field trip fleet is under­

going modernization; on the newer ships there are a limited nurrber 

of cabins intended for the priority use of sick passengers . 

Field trip schedules are extremely variable. Weather conditions, 

ship repairs, and ship divers i ons (ship may be diverted for the 

evacuation of critically ill outer island residents, for emergency 

service of vital island equipment, such as generators or radios, 

and other reasons as ordered by the Governors) may leave passengers 

stranded weeks at a strech. In addition, some islands receive 
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field trip service only 3-4 times per year and almost no island 

is serviced more frequently than once per month. 

(C) Emergency Transportation: 

Except in the few islands which have airfields, all emergency 

medical patients in the outer islands are evacuated via field 

trip ships which have been diverted from their scheduled route 

for this purpose. The cost of the diversion is approximately 

$1500. per day. Intermediate area residents may be evacuated 

by private boat or in some districts by hospital-owned ambulance 

boats. All hospitals in the Trust Territory own ambulances for 

emergency service to district center and some intermediate area 

residents. These ambulances, however, are not equipped with 

emergency medical equipment nor with communication linkage to 

the hospital; medical personnel often do not accompany the 

ambu1 ance on its runs. 

V. Communi cations: 

Communications between the district centers and the outer islands and 

between the district centers, Saipan, and the outside world are the 

responsibility of the Trust Territory Bureau of Communication. Tele­

phone communications within the district.centers are the responsi ,bi1~ty 

of the district/state Bureaus of Public Works. 

(A) District Center - Saipan Communications: 

An overseas telephone system links the district centers to Saipan 

and through Saipan, to other parts of the world. Work is now 
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underway to give each district center the ability to communicate 

vi a phone di rectly to the rest of the worl d. A teletype system 

also links the district centers with Saipan and other district 

centers. In addition, an ATS-l satellite system links the 

'district centers to other district centers and Saipan and any 

telephone in the United States plus other satellite stations in 

the South Pacific. The satellite system is available to each 

district department of Health Services for 1/2 - 1 hour segments 

on a scheduled basis each day. 

(b) Intra-district Communi cations; 

At least one island of each inhabited atoll of the Trust Territory 

has a high frequency radio unit which links these islands with the 

district center, other outer islands and nearby ships. Some of the 

units are powered by a generator while others utilize solar panels. 

The latter tend to be more reliable and a gradual conversion of 

all units to solar power is taking place in most districts/states. 

Maintenance of the radio units is a continuing problem with estimates 

of. down time in some districts/states approaching 17 percent. . -

Communication between the district center and the intermediate 

regions differs from district to district. Palau, Truk and Majuro 

have a limited radio communication network. Kosrae has a more 

extensive network; while Yap and Ponape do not have a communications 

system between their district centers and intermediate areas. All 

district centers have a limited phone network which primarily links 

government offices and a small nurrber of government residences. 
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CHAPTER 4 

VI. DEMOGRAPHY 

A. Population Size: 

Table IV-2 shows the number and percentage of TTPI citizens 

residing in each district/state of "the Trust Territory. Truk 

has the TTPI's largest population, followed in order of size 

by the Marshalls, Ponape, Palau, Yap and Kosrae. 

TABLE IV -2 DISTRICT POPULATION (TTPI CITIZENS), 1980* 

District Population 
Percent of Total 
TTPI Population 

Kosrae 4,940 4.1 % 

Marshalls 29,670 24 . 5% 

Palau 14,800 12.2% 

Ponape 23,140 19.2% 

Truk 38,650 32.0% 

Yap 9,320 7.7% 

TTPI TOTALS 120,840 99.9 

Source: OPS Bulletin of Statistics 12/77 

*Excluding those individuals of unspecified 
place of residence and ~itizens of foreign 
nations including the U.S. Population 
estimates prepared by the TTPI Office of 
Planning and Statistics; projected from 1967, 
1973, and 1977 census data. 
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B. Age Distribution: 

Table IV-3 shows the percentage of each district's population 

according to age groups. They youthful character of r~icrone­

sia's population is clearly evident; in 1973 approximately 47% 

of the population were under fifteen years of age.lI Conversely, 

less than ten percent of all Micronesians were older t han fifty­

five years. The youthful nature of the T.T.P.I. po~u1ation is 

graphically displayed by the population pyramid found on 

Figure IV.3 · . 

TABLE IV-3 POPULATION OF THE TRUST TERRITORY AND THE 

NORTHERN MARIANAS BY AGE AND SEX, 1973 f! - all persons, percentages 

(De Facto Population by District of usual residence) 
... Ha reMr" 

Itosr • • ", .. " holl Is Pol l • .., Truk f'LlI r h"" , Trust Tf!rr~ 
ot. l t'I. l. F ..... e ot.l Ka l. 'c~l. ot.l "'.l Ie ferul e ou l 1'I.1 1c Fe~11I 

Penile 
ot. 1 l1ac 1-.lc oud Ho:IIIII 'IIm.1le 

hI! 
ot.l Holi. ~emaic ot. l n. ie re ... ,. 
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••• ) . , ' . 2 ... ••• .. , It .• ... )., U ... ... • •• ) . B 4. ) '.2 ••• 4. 2 .. , '.1 '.D ,.) 
' . 2 ' .D ... .. ) ' .2 .. ) ) . 7 ) . 7 ) . 7 ' . 2 ' . 1 ' . 2 .., ' . D .. ) .. , 4.) ' . D .. , '-1 '.D ' . D 
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). ) ).2 J.S 2.8 ) .D 2.6 ).D 2. , ).D ) . ) )., ) .. ).7 ] . 1, ' . D ).) ).2 ) .. ' . 2 ).7 .. , 2., 
2. ' 2., 2. ' .. , 1.7 I.) 2.' ' . 7 ,., M ,., ) .. 2.7 ,., ,. , 2.) 2.' , .. )., ) .. 1., 2. ) 

2.2 2. 2 2.2 L6 L6 '.5 2. ' 2.1 2. I 1.7 I.' 1.8 2.D 2. I I., 2.& 2. ' 2. , ,., 2.' 2.' I., 
I., I.' I.' I. ) I.' 1.2 ... I. ) I.' I . ' ... 1.8 I.) I.' I. ) I., I . ' L6 I . B 1.7 1. 9· 1. 2 
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Source: OPS Bulletin of Statistics 12/?7 
11 Results of a 1977 census conducted by the TTPI Office of Planning 

and Statistics in conjunction with a skill and occupational survey 
indicate 44% of the TT population to be under 14 years of age. 

£! Although the TTPI Office of Planning and Statistics has projected 
population through the year 2000, these projections break the 
population into three broad age categories : 0-14; 15-64; 65 and 
over (see Table IV-7). 1973 is the last year for which a detailed 
age breakdown is available. Another census will be performed in 
1980 to enable updating of this data. 
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The great majority of Micronesians (more than 72 percent) are 

less than thirty years old, and the Territory's median age 

(16.2 years) is one of the world's lowest. Particularly 

significant for population planning is the fact that 72 percent 

of all females are less than thirty years of age. This represents 

an extremely high "fedundity"--i .e., biological potential) for 

reproduction--in the population. (See Figure IV-3) (See note 

#1 on page 59 ) • 
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Source: Figure IV-3 is taken from Alan Kay, "Population Growth in 
Micronesia," t1icronesian Reporter, XXII (2nd Quarter, 
1974) No.2, P. 17 
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C. Geographic Distribution: 

Table IV-4 shows Trust Territory citizens by place of residence 

at the time of the 1977 census,lI both in absolute numbers and 

as percentages of the total district population. 

This table slightly understates the proportion of residents in 

District Centers since it excludes aliens, who reside almost 

exclusively in District Centers. 

The geographical areas selected are not political sub-divisions, 

but rather geographical units defined by social characteristics 

and travel times (accessibility to hospital services) (See Note 

#2 on page 85 ). 

Table IV-4 clearly shows that more people live in the district 

centers than in any other single geographical sub-area. (See 

note #3 on page ). It also shows that the combined populations 

of the district and sub-district centers account for more than 

one-half of the TTPI's entire population. Thus, it is possible 

to sa~ the majority of Micronesians reside in areas with relatively 

easy access to hospitals and other health services. 

II The 1st TTPI census was conducted in 1967 by Peace Corp. The 
2nd census and 1st official census was completed in 1973. The 
1977 census, from which data in Table IV-4 is drawn, was an 
unofficial census conducted by the TTPI Office of Planning and 
Statistics as part of a skills and occupations survey. 
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TABLE IV-4 

TRUST TERRITORY CITIZENS BY PLACE OF RESIDENCE 
September, 12, 1977 

I D.Center Sub D.C. Intermediate* Outer Is1ands** 
I 

• I 
I I 

15,344 I 1,577 I 30,621 I 23,169 I 
I I I 

I 46.8% 4.2% 27 .9% 21. 1% 
I I , , 

, 
I Lelu, I I 

\~a 1 ung I 

I Ma1em, I , I 

I I I 
I Tafunsak 

I I 
I 4,605 126 I 

I , I 
I 97.3% 2.7% , 
I Majuro 

, 
Ebeye I 

Arno 
I Likiep; Utirik; 

I (DUD, 
I I , 

Ai 1 uk; Mej it ; ~Jotje; 
I I , 

I Laura) Maloelap; Aur ; 
I I I 

I Namorik; Mi1i, Ebon; 
I I I 

I Kili; Ailing1aplap; 
I I , , Jaluit, Lib; Jabwot; , I I 

I Rongelap; Namu; I , I , Ujelang; Bikini; 
I , , , Wotho; Law; Ujae; I I , 

I N.S. I I I , 10,087 4,577 1 ,199 9,594 I I I 
I 39.6% 18% 4.7% 37.7% I I I 

I I , 
I 

Koror I I Babelthuap; I 
, Pulo Anna; Sonsoro1 ; 

I I Angaur; , Tobi; N.S. , 
I I Peleliu; I 

I 
I I 

I Kayange1 I 

8,298 I I 
I 4,509 I 104 

64.3% I I 34 .9% I 0.8% 
I 

I 
I I 

Kolonia; Nett, I I Uh; Kiti; I Pingelap; rlokil; , 
Sokehs. I I Metalanim I Nukuoro; Ngatik; I 

I I , I Kapingamarangi 
12,297 • I 7,883 I 2,344 I 

54.6% I I 
I 35.0% I 10.4% 

Source: Quarterly bulletin of Statistics , TTPI Office of Planning and Statistics, 
Volume II, Ilo. 1, pp . 3-4. 

* An intermediate area is more than 2 hours but less than 1 day's travel 
time from the district center. 

** More than one day's travel time from district center. 
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TABLE IV-4 (Cont'd) 

, , , , 
Di strict D. Center Sub D. C. Intermediate Outer Islands 

, , , , . 
Truk , Moen , , Dublon; Tol , Nama; Losap; Pis-Losap; 

, , , Uman; Fefan; , Namoluk; 
, , I Romanum; , Oneop; Satawan; 
, , , Udot; Tsis; , Lukunor; Fananu; 
, , , Param; Eot; , Eta 1; Kutu; Moch; 
, , , Fala-Beguest , Tamatam; Ta; 
I I , , Pulusuk; Puluwat; 
I , I , Pulap; Nomwin; 
, , I , Magur; Ulul; Onari; 
I , I I Ono; Ruo; Pisaras; 
, I , , Pisaras; Murillo; 
, I I I N.S. 

36,253 I 10,944 , I 16,773 , 8,503 . 100% 30.2% , 46.3% 23.5% , I , 
, , , , 

Yap , Rull; Weloy; , , Rumung , Ulithi; Fais; Sorol; 
, Gag; 1; Map; I , I Lamotrek; Ngulu; 
I Tomil; Fanif; I I I l~oleai; Faraulep; 
, Filman; I , I Elato; Eauripik; 
, Dalipebinau; , , , Ifalik; Satawal; 
I Kanifay , , , N.S . 

7,768 , 5,013 I I 131 , 2,624 
100% I 64.5% , , 1. 7% , 33.8% 
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D. Distribution of High Risk Populations: 

Table IV-5 shows distribution among the sub-areas of those persons 

defined as High-risk in terms of health care problems.!! The first 

three groups (0-1 year, infants; 1-4 year, children; and females 

in the prime child bearing ages, 15-44 years) are the critical ages 

for maternal and child health care; the last (persons aged 55 years 

and over) are of importance because of the special health needs of 

the elderly. 

'" 
TABLE IV-5 . GEOGRAPHIC DISTRIBUTION OF HIGH-RISK • 

AGE GRGUPS (TTPI ClTlZEIIS). 1973 

,ot~ 
of Sub-

'" . 

Total Irea pop. 
Pop. of 

GEOGRAPHIC AREA Sub-area INFAIIT (0-1 year) 'HILO (1-4 years) FEMALE (15·44 years) ELDERLY (55 & Over ye.rs) 
1973 flllMBER ~. NUMBER 1* tM\SER , - HUMBER , . 

District Center 46.458 1.9B2 4. 3 6.799 14 .6 10.562 22.7 3.744 8.1 

Sub-Df s trfct 
Center 5.469 440 8.0 1.488 27 . 2 1.865 34.1 2.754 12.6 

Intermedfate 27.787 1.235 4.4 4.236 15.2 4,709 16.9 2.754 9.9 

Outer Island 21.204 843 4.0 2.940 13 .9 3.469 16.4 2,245 10 .6 

TIPI Total 100.918 4.500 15.463 20.605 9.434 

Pcrce~tage of rTPI 
Population Falling 
Into High-nisk Me 
ategori es ' .5 15.3 20.4 9.4 

.. Percentage of Are Population in Htgh-Risk Groups 

~. 
\ 
• 

Source: TTPI SHPOA - flote: The cor.1tli tted popu lations of these hl oh-r1 sk. age group (50.002) 
re.p rescnt 49 . 6': of the total TIPI popula tion in 1973. 

!! Table is based on 1973 data; data unavailable to update 
according to specific age categories. 

In HIgh-
Risk 
Category 

49.7 

81.9 

46.4 

44.9 

, 
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Various characteristics of the district center and outer island 

populations are summarized in Figure IV-3d. It shows that 25 

percent of the district center population is between 15 and 24 

years of age, while only 15 percent of the outer island population 

falls into this age group. Figure IV-3d also shows the small 

proportion of elderly persons in the TTPI, with more residing in 

the outer islands than in the district center. (See Note #6 on 

Page 86). 
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NOTE: THERE IS NO FIGURE IV-3A. 

Fi gure IV- 3b 

rorUlI\TIO'" rvnM'.lI0 OF 
DISTRICT CCNUI! flESID~NTS. 1973 

•• 

:::1 -;'l .-
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Figure IV-3c 

POPULATIOU rvnJ\Ml0 Of 
ou""n ISLAND R~SIDENTS, 1973 

-. 
' . .. 
" -.. .' , 
• ..... 

Source : Kay's - See Footnote 5 Source: Kay's - See Footnote 5 

Figure IV-3d 

Pf~tnt~g.e O'ttflbul.on 01 Donu!;t e rn lrr Inll 
Oultt hJ~ POpuf.lfotJl'l' b'( S"rc lrd ""c,: C,OUt» 

TN1t T'III10'." e"u,n" 1973. 

Percent 

50 

CJ OiW.U:1 Ctnten 

<0 

30 

Source: Kay's - See Footnote 5 

.. . . 
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Table IV-5 shows that 49.6 percent of all TTPI citizens fall 

into high-risk population groups, i.e., nearly one-half of 

Micronesia's population can be considered of special interest to 

health planning because of the propensity of these persons to 

require special health services. Table IV-5 also shows that there 

are proportionately more elderly persons residing in the outer 

islands and intermediate areas than in the district centers. At 

the same time, proportionately more women of the prime child­

bearing ages live in the district and sub-district centers than in 

the intermediate areas and outer islands. Given this latter fact, 

it may seem surprising that all four geographic subdivision 

(excepting the subdistrict etc) have relatively similar proportions 

of infants and children among their populations. This apparent 

discrepancy is explained by the fact that many district center 

women of child-bearing age send their children to live with relatives 

and friends in the other geographic sub-areas of Micronesia. 

Figures IV-3b and IV-3c analyze the district center and outer island . 

popul~tions in terms of age, as well as sex . These two population 

pyramids show there is a large proportion of young adults of both 

sexes aged 15-24 years living in the district centers than in the 

outer islands. This selective migration to the district centers. 

from the outlying areas of the Trust Territory, is probably due to 

the increased educational and vocational opportunities at the district 

centers, as well as the attraction exerted by the "modern" amenities 

available in the district center. (See Note #5 on page 86) 
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E. Population Trends and Projections: 

The population characteristics in Section 4. VI. D (High Risk 

Population) were extracted from data compiled in the TT Census of 

1973, the Trust Territory's last official population enumeration. 

When these are compared with data contained in the 1967 and 1977 

census, a number of significant changes in the size, composition, 

and distribution of Micronesia's population become evident. In 

the following section, we establish these population "trends" 

(changes between 1967, 1973, and 1977), and use them to project 

plausible patterns of future growth. Our projections assume, of 

course, that the components of future population growth will 

continue to closely approximately the rates existing beb~een 1967, 

1963, and 1977. (See Note #7 on Page 86). 

The left-hand side of Table IV-6 contain the 1967,1973, and 1977 

TTP! citizen populations of each district/state, and shows the 

average annual growth rate for each district/state between 1967 and 

1973; 1973 and 1977; and 1967 and 1977. 

The table shows the TTPI population grew at an extremely rapid 

rate between 1967 and 1973 (4.6% annually). However, this growth 

rate decreased between 1973 and 197.7 to a 2.2% annual gro\~th rate. 

The ten-year average annual growth rate was 3.7%. 

Among the districts/states, Kosrae and Ponape show increased rates 

of growth between 1967-73 and 1973-77. All other districts/states 
• 

show decreased rates of growth between 1967-73 and 1973-77. Yap 



DISTRICT 1967 

Kosrae 3,226 

Marshall s 1 B,599 

Palau 10,991 

Ponape 14,838 

Truk 24,821 

Yap 6,618 

TTPI TOTALS 79,093 

TABLE IV-6 DISTRICT POPULATION GROWTH 

(TT CITIZENS) 1967--1977 

Annua1* 
RESIDENT POPULATION Growth Rate 

1973 1977 1967-1973 

3,952 4,731 3.7% 

25,599 25,457 5.B% 

12,673 12,911 2.6% 

19,263 22,524 5.0% 

31,609 36,253 5.0% 

7,870 7,768 3. 1% 

100,918 109,644 4.6%** 

* Crude rates per 1,000 population during average year. 

Annual Average 
Growth Tate Annual Growth 

1973-1977 Rate 1967-1977 

4.9% 4.7% 

9.7% 3.7% 

0.5% 1. 7% 

4.2% 5.2% 

3.8% 4.6% 

-0.3% 1.7 

2.2%** 3.7% 

** The 1970-75 average annual gro\~th rate for various other workd areas is estimated to be 
approximately: for Africa, 2.6; for Latin America, 2.7; for East ASia, 1.7; for Southeast 
Asia, 2.5; for Europe, 0.6; for Melanesia 2.4; for North American, 0.9. 

Source: Demographic Year book, 1975, United Nations Department of Economic and Social Affairs, 
New York, New York, 1976, pp. 139, 142-147. 
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Yap experienced negative growth (i.e., population loss) between 

1973 and 1977. The average annual growth rate (1967-77) remains 

higher than the TT average for Kosrae, Truk, Ponape and the 

Marshalls. Yap, and Palau have growth rates lower than the TTPI 

average. 

·It must be understood that the 1977 census figures may be less 

accurate than those for 1973 as it was not an official census. 

The 1967 census was likewise unofficial and there are no estimates 

of its validity. Nevertheless, the figures would indicate that, 

with the exception of Kosrae and Ponape, the trend may be toward 

decreasing growth. A census is scheduled to be conducted 

Territorial-wide in 1980 after which more definitive statements 

can be made regarding TTPI populations. 

Despite the possible trend toward lower rates of growth, given 

the current growth rates, the TTPI population can be expected to 

double within the next two decades. This population growth can 

be attributed primarily to high rates of natural increase -- i.e., 

most areas of the TTPI have many more births each year than they 

have deaths. 

However, as will be discussed in C~apter 5, the TTPI birth rates 

have not shown the degree of decrease which average annual popula­

tion growth rates have shown. It is probable out-migration from 

the TTP! has a significant impact on the decreasing population 

growth rate. 
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Tab le IV-7 shows the mid-year TTPI populat ion project ions by age 

groups from 1978-2000. 

Table IV-7 
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DISTRICT CENTER POPULATION TRENDS: 

Table IV.B presents data on district center populations; their size 

their average annual growth rates; and the proportion of the total 

TTPI populations which reside there. Almost half of the TTPI popula-. 

tion resides in the district centers. IV.B shows betl~een 1967 and 

1973 there was tremendous growth in all district centers with the 

populations of the district centers, Territorial-wide increasing by 

55% in the six year period. The average annual rate of growth between 

1967 and 1973, in all district centers, was in excess of the annual 

growth rate for the total district/state populations. However, the 

grovlth rate bebleen 1973 and 1977 decreased si gni fi cantly. Although 

all district centers experienced growth rates still in excess of the 

growth rate for the total district/state populations, the average 

growth rates were much lower than in the previous 6 years. The total 

populations of TTPI district centers increasing by only 12.4% over the 

1973-1977 period (as compared to the 55% from 1967-1973). 

It is probable the increase from 1967 to 1973 is partially attributable 

to the influx of U.S. dollars in the form of increased government 

budgets and availability of Federal categorical grant programs. During 

this period, the size of the TTPI governments mushroomed as a result 

of these monies. Between 1973 and 1977, Federal dollars continued to 

flow into the TTPI but the yearly budgetary increases were not as 

significant as in earlier years. Certainly there are factors besides 

the availability of jobs which motivate people to move from the 

intermediate and outer island areas into the district centers -- e.g., 

better educational opportunities, hospitals, roads, modern conveniences, 

etc. But certainly the employment market is a major consideration. 



I 

I 

TABLE IV.B. 
DISTRICT CENTER GROWTH RATES, 1967-77 

DISTRICT CENTER POPULATIONS AS PERCENTS OF TOTAL TTPI POPULATIONS , 1967-77 

Average Annu a l Growth Rates District Center Populations as 
DISTRICT DISTRICT CENTER POPULATIONS of Distr i ct Center Populat i ons *" Percents of Total Populations 

1967 1973 1977 1967-73 1973 - 77 1967-77 1967 1973 1977 

MARSHAllS 5,077 9.661 ID,DB7 +15 . 0 + 1. I + 9.9 27.2% 38.6 % 39 . 6% 

TRUK 5,772 9.293 10,944 + 6 . I + 3. 0 + B. 9 23. a 29.4 % 30. 2% 

PONAPE 6.311 10,070 12,297 + 9.9 + 5.5 + 9 . 5 42.5% 52. 31 54.6% . 
YAP 3,741 5,011 5,013 + 5 . 7 0.0 + 3 . 4 56.5% 63. a 64.5% 

KOSRAE 3, 226 3,9 89 4.605 --- --- -- - 100S 100% 100 % 

PALAU 5, 363 7,66 9 8 , 298 + 7 . 2 + 2.0 + 5.5 4B.7% 60.5% 64. 31 

HPI TOTAL 29,490 45,693 51 ,344 + 8.B + 3.5 + 7.4 37.2% 42. 3% 46 . 8% 

•• Crude rates per 1,000 population dur i ng average year . . 

.... 
N 
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SUBDISTRICT CENTER PDPULATION TRENDS: 

Ebeye, the only sub-district center for which data is presented, 

experienced a 10% average annual population increase between 1967 and 

1973 (the population rose from 3,460 to 5,469). However, the trend 

r~versed between 1973 and 1977 with an average annual decrease in 

population of 4% (the population decreased from 5,469 to 4,577). 

Ebeye was therefore, the only TTPI urban area to experience negative 

growth between 1967 and 1977. However, it must be noted that due to 

the transient population residing in Ebeye, an accurate estimation of 

residents is difficult to obtain. As a consequence, there may be 

significant error in the figure presented here. 

INTERMEDIATE AREA POPULATION TRENDS: 

Table IV.9 presents data on the demographic trends of TTPI intermediate 

areas. Truk and Ponape were the only states to show consistent increases 

in the population of their intermediate areas although in both districts, 

the rate of increase was far lower than the growth rate for the total 

state population. All other intermediate areas showed negative growth 

rates. The proportion of the total district/state populations residing 

in the intermediate areas, for all districts/states decreased for all 

years between 1973 and 1977 (except in Truk where there was a 0.10% 

increase). However, except in the r~arS'halls and Palau, the proport~ on 

of the population residing in the intermediate areas appears to stabilize 

after 1973. 

, 



DISTRICT 

MARSHALLS 

TRUK 

PONAPE 

YAP 

KOSRAE 

PALAU 

HPI TOTAL 

,,. . ' 
TABLE IV.9. 

INTERMEDIATE AREA POPULATION GROWTH, 1967-77 
INTERMEDIAT E AREA POPULATIONS AS PE RCENT OF TOTAL TTPI POPULATIONS, 

,. 

1967-77 

I ntermea,.te Area Popu I a t1 ons 
Inter~ediate Area Population 

Average AnnUa! Growth. Ra tes 
of Inter~ed i ate Area Populations ** as Percent of Tota l Populations 

1967 1973 . 1977 1967-73 197 3-77 1967-77 1967 1973 1977 

1,263 1,462 1 ,199 + 2.6 - 4.5 - 0.5 6.8% 5.8% 4. n 

12,131 14,600 16,773 + 3.4 + 3. 7 + 3.8 48.9% 46. 2S 46.3% 

6,376 6,861 7,883 + 1. 3 + 3. 7 + 2.4 43.0% 35.6 % 35 . 0% -
158 129 131 - 3.2 + 0. 6 - 1. 7 2.41 1. 6: 1. 7% 

--- 137 126 - -- - 2.0 --- --- 3.5S 2.7% 

5,500 4,867 4,509 - 2 . 1 - 1. 9 - 1.8 50% 38 .4 % 34 . 9% 

25,248 28,056 30,620 + 1. 7 + 2.5 + 2. 0 32% 27. 8% 27. 91 

•• Crude rates per 1, 000 population during average year. 

I 

.... 
'" 
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OUTER ISLANDS POPULATION TRENDS: 

Table IV.10 presents data on the demographic trends of the TTPI 

outer islands. Significantly, there was a negative growth rate 

Territorial-wide for the 1967-1973 era, but this was reversed between 

1973 and 1977. Between 1973 and 1977, the growth rate Territoria1-

wide was in excess of the total TTP! population growth rate and 

exceeded the individual district/state growth rates of the !4arshalls 

and Ponape and equalled that of Truk. Only in Yap, does there seem 

to be a consistent tendancy tO~/ard population loss in the Outer Islands. 

The proportion of the total TTPI population residin9 in the Outer 

Islands decreased significantly between 1967 and 1973 but increased 

between 1973 and 1977. Again, this trend holds true for each district/ 

state except Yap. 

TABLE IV.l0 
OUTER ISLAND POPULATION GROWTH, 1967·77 

OUTER ISLAND POPULATIONS AS PERCENT OF TOTAL TTPI POPULATIONS, 1967-1971 

Outer Island Population 
~~erageM"n nU~!~GrOW~~~~~tes.* 
of Outer Island Po ulat10ns 

uter lsl.nd.~Dpul"!Dn' as 
P~rcent of Total Dtstrict Pop. 

- - -
MARSHALLS 8.799 8,086 9.594 - 1.3 + 4 . 7 + 0.9 47 . 31 32 . J1 37 . H 

TRUX 6 . 918' 7,372 B,S03 i + 1.1 + 3 . B + 2.3 27.9t 23 . 3t I 23.5% 

J - 1. 2 + 4.4 + 1.0 14.51 10 . 3:: 10.4: , PONAPE 2 I 1 5 1 1,995 2,344 I I YAP - 0.06 - O.B - 0 . 3 41. a 34 . 41 33.SS 2.72B 2,709 2.624 

J . --- --- ---I KOSRAE -0- -0- -0- --- --- ---
J + 0.6 - 5.4 - 1. 9 1.2S 1.0S O. SS ' PALAU 12S 133 104 

TTPI 20,724 20,295 23,'69 - 0.3 + 3 . 5 + 1.2 26.2S 20 . IS 21.1 :: 

** Crude rates per 1,000 population during average year. 
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TABLE IV.I1. 
SUBAREA POPULATIONS AS PERCENT OF TOTAL TTPI POPULATI ON, 1967-77 

OISrKI~1 I of.Tota l .popu l.at l on In ~ O! Tota I .~opU I at10n in I of Total PopulatIon In I of Tota l Popu ! ation In 
Outer Islands Intermediate Area Subdistrict Centers in Oistrict Centers ... , I >IJ I~ II I •• ' 1. ,> 1911 19., I." 1. 11 , • • 7 1973 1977 

MARSHAllS 47 . 3% 32. 31 37.7% 6.8% 5 . 8% 4 .7% 18 . 6% 21 . 81 18S 27 .21 38 . 6% 39 . 6% 

TRUK 27.91 23 . 31 23.5% 48.9% 46.2% 46 . 3% --- --- --- 23. Z% 29.4 % 30 . 2% 

PONAPE 14.5% 10 .31 10 .41 431 35.6% 35% .. - . _. --- 42 . 5% 52. 3% 54.6% , 

I YAP 41. 1S 34. 41 33.81 2. 4% 1.6% 1. 71 -- - --- --- 56.5% 63. 71 64.5 % 

1 

KOSRAE --- .-- ... -.- 3.5% 2. 7l ._- '-- _.- IDOl 96 . 51 97.3% 

I 
1 PALAU 1. 21 LOS 0.8S 50S 38. 41 27.9% . _- -.. .-. 48. 7% 60.5% 64. 31 

TTP I TOTAL 26 . 21 20. a 21 . IS 321 27 .81 27.91 4. 41 5.4% 4. 21 37 .21 42. 31 46. Bl 

Note : Percentages may not equal 1001 due to rounding and due to the elimina t ion of persons without specified residences from 
this table . 

Source: TTPI Office of Planning and Statistics, Cen.us Reports. 

I 

" '" I 
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TRENDS AND PROJECTIONS FOR HIGH RISK POPULATIONS : 

Figures IV-4a, IV-4b, IV-4c and IV-4d show population trends and 

grO\~th projections for four high risk age groups, according to geogra­

'phi cal sub-area of residence. The figures are based on 1967 to 1973 

population growth ratesll for these high risk groups (See Table IV.S). 

In view of the demographic trends evidenced between 1973 and 1977 as 

discussed on preceding pages, the reader is urged to use these figures 

only with extreme caution. 

1 Distribution of Infants: 

Figure IV-4b.indicates that the infant population (0-1 year) is 

expected to grow at the highest rate in the district centers, 

followed by the intermediate area~. The sub-district centers 

and the outer inslands are expected to grow at lower levels, but 

nearly identical rates. At the same time the total number of 

infants is expected to remain greatest in the district centers, 

followed by the intermediate areas, the outer islands, and the 

sub-district centers. By 1982, nearly one-half (48 percent) of 

all infants are projected to be living in the district centers-­

an increase of four percent from 1973. However, despite this 

steady increase in the numbers of district center infants, 

population group will continue to constitute 3.8 percent of the. 

total district center population through 1982. By comparison, 

infants are expected to constitute increasingly larger proportions 

of the total sub-district center, intermediate area, and outer 

island populations. Again this can be attributed to the practice 

1I No demographic data is available since 1973 which breaks down 
the TTPI population by specific age categories. 
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[ Fi 9ure IV-4a. 
GEOGRAPHICAL SUBDIVISION GROWTH 

(T.T.P.I. Citizens) 1967-2000 [ 1967-2000 
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Fi gure IV-4b. 

GEOGRAPHICAL DISTRIBUTION OF INFANTS (0-1 Year) 
1967-1982 (T.T.P.I. Citizens) 
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of young women who reside in the dist ict centers, sending their 

children to live with relatives in outlying regions. 

2. Distribution of Children: 

Figure IV-.4c shows a projected growth pattern for children 

(1-4 years) similar to that pattern for infants. Again, the 

district centers are projected to grow at the highest rate, followed 

by the intermediate areas. The child population in the sub-district 

centers is expected to grow faster than in the outer islands. In 

terms of total numbers, the district centers are also expected to 

have the greatest number of children, followed by the intermediate 

areas, the outer islands, and the sub-district centers. Fifty per­

cent of all children are expected to be living in the district 

centers by 1982. However, they will constitute a decreasing propor­

tion of the district centers while the population of children in 

the other geographical sub-divisions of Micronesia will constitute 

an increasing proportion of those areas total population. 

3. Distribution of Women: 

Figure IV-4d shows growth trends and projections for women of prime 

children bearing are (15-44 years). Once again, the district 

centers are expected to experience t.he hi ghest rate of growth. 

Both the sub-district centers and the intermediate areas are 

projected to grow at much lower rates. The outer islands can 

expect a negative gro~lth rate. In terms of total numbers, the 

district centers will have the greatest number of women in their 
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Fi gure IV-4c. 
GEOGRAPHICAL DISTRIBUTION OF CHILDREN (1-4 years) 

1967-1982 (T.T.P.I. Citizens) 
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GEOGRAPHICAL DISTRIBUTION OF WOMEN IN PRIME CHILD-BEARING YEARS 
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child-bearing year, with 66 percent of all women aged 15-44 

expected to be living in the district center by 1982. The 

intermediate areas, outer islands, and sub-district centers will 

follow in total numbers. However, despite the negative growth 

expected in the outer islands, women of prime child-bearing 

age will actually constitute a slightly increasing proportion of 

that area's total population. Conversely, even though the inter­

mediate · areas should experience a positive rate of growth through 

1982 for women aged 15-44, this population group is expected to 

constitute a slowly decreasing proportion of the sub-districts' 

total population. 

4. Distribution of the Elderly: 

Figure IV-4e shows growth trends and projections for the elderly 

(55 years and older) in each of the four geographical sub-divisions 

of ~'icronesia. The district centers should continue to lead the 

HPI in terms of both rates of grOl-lth and total numbers, \~ith the 

intermediate areas second. The elderly population is expected to 

grow faster in the sub-district centers than in the outer islands, 

but in terms of total numbers of outer islands will continue to 

lead the sUb-district centers. 8y 1982, one-half of all elderly 

persons are expected to be living in· the district centers. However, 

they will constitute only 7.2 percent of the entire district center 

population, while in the outer islands they are expected to 

constitute 11.9 percent of the total population. 
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GEOGRAPHICAL DISTRIBUTION OF THE ELDERLY 
(55 years and older) 1967-1982 (T.T.P.I. Citizens) 
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IV. DEHOGRAPHIC mPLICATIONS FOR HEALTH 

1. The youthful character of the TTPI population implies there 
will be increasing demand for pediatric health services in 
comi ng years. 

2. The large number of young (under age 30) females implies that 
the TTPI has a high "fedundity", i.e., biological potential for 
reproduction and indicates need for maternal health services 
may be increasing. . 

3. A large number of intermediate and outer island residents 
(Table IV.5 indicates approximately 46% of all intermediate 
and outer island residents) fall into high risk population 
categories. These people do not have direct and easy access 
to many health care services. Providing appropriate care in 
these areas will continue to challenge the health care system. 

4. The large number of people residing in the urbanized district 
centers will continue to challenge public services (water, sewer, 
health, etc.) although there are indications that the growth 
rates for the district centers are decreasing. 

5. The proportion of the population residing in intermediate areas 
has decreased and stabilized over 1967-77. A larger pro-
portion of the population residing in outlying regions as opposed 
to the district centers will relieve some of the pressures from 
government services which in some districts/states, have had 
difficulty keeping astride of increasing demand. However, 
providing adequate health services in the Outer Islands will 
continue to challenge the health care professions. 

Notes 

1. In this instance, and in all subsequent use of Kay's graphic 
materials, it must be noted that Kay's figures do not always 
correspond exactly to figures in this report (differing in most 
cases by statistically insignificant proportions). Kay's 
graphs are intended to suggest broad demographic features, 
and they accurately illustrate the population characteristics 
indicated by this data, Nhich are ·presented with more precision 
in tabular form. 

2. For the purposes of this report, the follo~ling definitions have 
been used to describe each geographical sub-division : 

"Dist ict Centers" and "Sub-District Centers" have been 
defi ned, \~henever possi b1 e, to conform with the criteri a 
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of the 1973 census. For example, the census defines 
Ponape's district center to include Kolonia Municipality 
and certain census enumeration districts in Nett and 
Sokehs Municipalities. However, we were unable to express 
our data in terms more specific than whole municipalities. 
At the same time, good road conditions have made the ameni­
ties of district center living readily available to the 
residents of Nett and Sokehs Municipalities. Consequently, 
we chose to include all of Nett and Sokehs in our district 
center totals. In other cases, we disagreed with the 
definitions used in the census. For example, we decided 
that because of the excellent condition of the roadway 
connecting Laura to Majuro (DUD), they both warranted 
inclusion as the Marshalls District Center. In the case 
of the Yap Islands complex, only Rumung is inaccessible by 
road to the hospital services of Colonia. Although Rumung 
is within two hours travel to Colonia by boat, tide and 
weather conditions frequently increase travelling time by 
one or two hours, and therefore, we have designated Rumung 
an intermediate area. Similar considerations prompted us 
to designate Walung in Kosrae as an intermediate area. 

4. Sub-district center hospitals are much more limited in 
services, equipment and personnel than district center 
hospita 1 s. The t\~o-geographi c sub-areas are not exactly 
comparable. 

5. These fi gures are reproduced from Kay, "Popul ati on Growth" 
P. 20. See his discussion of them. P. 20-21. 

6. Ibi d 

7. Changing future political status (See Section VIII), may change 
population variables in \~ays which cannot now be predicted, 
especially the migration patterns. 

, 



- 91 -

TABLE IV-14 

GOVERNf.£NT WORKFORCE AND EARNINGS IN THE HONETARY ECONOMY 
AS PROPORTION OF TOTAL HPI EMPLOYMENT AND EARNING - 1976-

Di stri ct Percentage of Workforce Percentage of Total 
EllJilloyed by Government District Earnings Derived 

(%) From Government Em~loymen t 

Marshalls 53 54.7 

Kos rae B3 90 

Ponape 63.B 76 

Truk 63.9 79.8 

Yap 73 81.9 

Palau 57 65.8 

HPI 64 72.6 

Source: Social Security Administration 
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number of persons not employed and not seeking work remains 

at the 1973 level of 31% of the workforce, a total of 49,722 

new jobs must be created by 1985 to absorb the new ~embers of 

the workforce in addition to the 7,213 jobs required in 1973 

to absorb the unemployed population. Given the heavy reliance 

in the TTPI upon government employment and the anticipated 

1981 termination of the United Nations Trusteeship Agreement, 

which may require a reduction of the government budgets. there 

is little probability that the required number of jobs will be 

created by 1982. 

A high unemployment rate means a large proportion of the popu­

lation will be financially unable to pay for their health service 

needs and will not have sufficient economic resources to provide 

a healthful environment (pure water, safe sewage disposal, well­

balanced diets, etc.) for themselves and their families. In 

addition, unemployment in many societies leads to social dis­

organization and low mental health status as reflected by rates 

of violence, suicide, and alcohol/drug abuse. 

B. Overview of the Economy, FY 197sl1: 

Total Gross Domestic Product (GOP) in fiscal year 1975 amounted 

to $126 million. This estimate is based on the actual expenditure 

!! In 1975, the Marianas Islands District was still an integral 
part of the Trust Territory and the location of the Govern­
ment, and it was not possible to separate all the income data 
for each district. Therefore, this section covers the entire 
TTPI economY in 1975, including the Northern Mariana Islands. 



TABLE IV-15 PRELIMINARY ESTIMATES OF THE GROSS NATIONAL PRODUGT OF THE TRUST TERRITORY BY DISTRICT, 
FY 1975 (July 1974 - June 1975) and FY 1977 (October 1976 - September 1977). 

( $ ~lill ions) 

PL:Jtrlct Tru~ y,.,n . Tur. ., T":"I'r 

1 t .-::! 

I £2r~~ !!! !!::E.!P.1I!(!S 
'l·.l~I\!J~O 1.Illgl!S , s .. !ii"iTes 1.0 1.7 1].3 12.4 7.S '.2 ••• '.2 7.' 8.' l.' ••• 40.2 404.7 I 
- Im~lic 0.' 1.. 7.0 '.2 5.1 5.' 4.' 5.0 5.' 5.2 2.' l.l 26.2 29.7 • 
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in the economy for that year. Of these expenditures, about 

$23.1 million were transferred from abroad. This gives a 

figure of $102.9 million for Gross National Product (GNP). 

Perhaps the most informative figure is the actual amount of 

resources available (National Disposable Income) which was 

$166.5 million, t.e.-, GNP plus $63.6 million of transfer pay­

ments received from abroad. Further details regarding makeup 

of GOP, GNP, and NDI are given in Table IV-15, 16. 

Preliminary data for 1970 to 1975 indicate the Gross Domestic 

Product increased at a rate of about 12% annually in current 

prices. During the same period, public expenditures financed 

by United States government grants increased at almost the same 

rate (11%). To calculate the actual rate of economic growth, 

the annual rate of inflation in Micronesia must be subtracted. 

The inflation rate for the years 1970-1975 is not known. 

Production from Micronesia reasources during the period from 

1971-1975, increased at the very unimpressive rate of about 1%. 

There was no real discernible growth in the TTPI economy during 

these five years, only an increase in monetary income as a 

result of United States government transfers paid out through 

public expenditures for salaries, wages, travel and other 

governmental operating costs. 

In 1975, the total of private and government consumption expen­

ditures exceeded GOP by $25.1 million. This deficit was made 
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TABLE IV-l6 

EXPENDITURES ON GRDSS DEOMESTIC PRODUCT FY 1975 ($ MILLION) 

Private Consumption $ 80.1 

Imports $ 43.2 
Subsistence Production 15.8 
Production for the Market 2.6 
Services 18 .5 

Government ConsumQtion $ 71.0 

Wages and Salaries $ 41.5 
Supplies 13.9 
Travel 4.D 
Free Housing .7 
Personnel Benefits .6 
Other Servi ces 4.5 
Depreci a ti on 2.9 
Other Expenditures 2.9 

Gross Fi xed Cal!ital Formation $ 36.6 

Public $ 17.8 
Pri vate 18.8 

EXl!orts $ 17 .8 

Agriculture and Fisheries $ 6.4 
Tourism 5.0 
Servi ces 6.4 

Less IlI{lorts $ 79.5 

Pri vate $ 52.5 
Government 27.D 

Gross Domestic Product (GDP) $ 126.0 

Less Net Factor Incomes to Abroad 23 .1 

Gross National Product (GNP) $ 102 .9 

Plus Net Current Transfers from Abroad 63.6 

National Disl!osable Income (NDr) $ 166.5 
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up by transfer payments from the United States government. 

These transfer payments were used largely to finance imports 

for the private and government sectors since receipts from 

exports accounted for only 22% of total imports. Because of 

the high level of imports, the income multiplier effect of 

these transfer payments in the TTP! economy was very small, 

meaning that most of the expenditures made possible by United 

States government grants were immediately spent on imports with 

no consequential impact on stimulating local production. 

Private consumption expenditures, which made up $80.1 million, 

or 54% of total consumption, were distributed between goods 

($61.6 million) and services ($18.5 million). Approximately 

53% of consumer expenditures were for imports while 45%, or 

$36.9 million was spent on locally produced goods and services. 

Consumption in the SUbsistence sector accounted for approximately 

$15.8 million of the $61.6 million. Another $2.6 million of 

locally produced goods were sold on the domestic market for 

private consumption. The largest single item under private 

sector consumer expenditures was services, which accounted for 

$18.5 million, or 23% of total private consumption; 36% of total 

expenditures for services were spent for rental (including 

$4.4 million for owner occupied housing and $2.2 million for 

subsidized housing). The remaining 64% of consumer expenditures 

for services were for a wise variety of other services. 
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Government consumption expenditures 1I amounted to $71 million. 

The deficit of government expenditures over revenues amounted 

to $63.9 million. Wages and salaries, the largest component 

in government expenditures, accounted for about 32% of total 

GOP expenditures in the TTPI economy. The high level of govern­

ment expenditures was made possible by transfer from the United 

States government. 

Total per capita income in FY 1975 £( amounted t~ $1,051, but 

consumption per capita was $1,260 or about 20% more than was 

actually created in the TTPI economy in that year. This was 

distributed between private consumption expenditures, $668 (53%) 

and Government $592 (47%). 

C. Distribution of Income by District: 

The distribution of income between the districts in 1975 varied 

from a high of $40.6 million in the Marianas to a low of $2.6 

million for Kosrae (See Table IV-14). The district with the 

second highest income was the Marshalls ($25.1 million), followed 

by Truk ($19.8 million), Ponape ($16.9 million), Palau ($14.6 

million) and Yap ($8 million). The differences in total district 

incomes can be explained largely by the variation in government 

payrolls among districts. 

1I Includes U.S. Department of Interior, other U.S. Grants, 
Congress of Micronesia and District Governments. 

£( Including non-TTPI citizens employed in the TTPI. 
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Most districts can be characterized as having mixed economies, 

i.e., the population dependent upon both government wages and 

subsistence agriculture and fishing for its income. Nonetary 

income from the private sector of the economy was $19.6 million 

compared to the income earned from the subsistence sector of 

$15.8 million. In·the Kosrae and Truk Districts, income from 

the subsistence sector accounted for 25% or more of total income 

as compared to only 4% in the Northern r1arianas. 

Of greater significance than the total income of each district 

is the wide dispersion in per capita income. The Northern 

~lariana Islands had the highest income per capita at $2,713 

followed by Palau ($1,103), Yap ($974), ~'arshalls ($853), Ponape 

($839), Kosrae ($630), and Truk ($600). Futhermore, there was 

a mal-distribution of income compared to population among the 

districts. The Northern ~'ariana Islands with 32% of TTPI income 

had only 12% of the population, while Truk with only 15% of the 

income had 25% of the total population. The r1arshalls Islands 

District and Ponape District also have a large percentage of TTPI 

population than income. Palau, Yap, and Kosrae had a relatively 

equitable distribution of income compared to population with 11%, 

6% and 3% respectively. 

On the average, monetary compensation to employees in all the 

districts accounted for 50% of GDP during FY 1975. However, 

this varied from a high of 58% in the rlorthern !1ariana Islands 
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to a low of 42% in Truk ." The distribution of taxable wages and 

salaries between the public and private sectors was about 67% 

and 33% respectively, but these percentages also varied 

considerably between districts. For instance, in Kosrae, 80% 

of taxable ~Iages and salaries paid were in the public sector, 

followed by Yap (74%), Truk (73%), Ponape (69%), Palau (68%), 

Marshalls (67%), and Northern Marianas (61%). However, the 

Northern Marianas had the highest absolute level of government 

\ 
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[ 

wages and salaries amounting to $13.6 million as compared to only [ 

$2.9 million in Yap. r 
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CHAPTER FOUR 

VIII. Political Characteristics of the TTPI: 

Since the end of World War II, the Micronesian Islands have been held 

in a United Nations Tr~steeship under the administration of the 

United States. The Trusteeship has included all of the Marshall 

and Caroline Islands and the Northern l1ariana Islands. 

In 1976, the decision was made, by popular referendum, that the Northern 

Marianas Islands (NMI) would not participate in any future National 

Micronesian Government. The people of the NMI expressed their desire 

to join with the United States in Commonwealth status. Negotiations 

for Commonwealth status were concluded and the Commonwealth established 

in January, 1978. However, the NMI remains a formal part of the 

Trusteeship until it is released from the Trusteeship by the United 

Nations; this release has not yet been granted pending the negotiation 

of final political status for all of the Micronesian Islands. Except 

for data processing and certain Federal categorical grant programs 

which are still administered in the NMI by the TTPI Bureau of Health 

Services, there are few formal relationships remaining between the 

two governments in the area of health. The NMI receives their own 

Federal health program grants, including health planning grants. There­

fore, this Plan will not address NMI issues and services. 

In 1978, a referendum was held in the six remaining TTPI districts 

on the Draft Constitution of the Federated States of Micronesia. The 

constitution was rejected by voters in Palau and the Marshalls and 
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accepted by voters in the four central Caroline Islands (Yap, Truk, 

Ponape, and Kosrae). This referendum marked the initiation of the 

Government of the Federated States of Micronesia (FSM) under the 

terms of the constitution and was quickly followed by development 

and ratification of the Constitution of the Marshall Islands. Work 

[ 

r 
r 
[ 

has been on-going since.th~ 1978 referendum to develop the Constitution [ 

of the Republic of Belau (Palau). It is hoped finalization and 

ratification of the Belau Constitution will be accomplished in 1980. 

Since the 1978 Constitutional Referendum, the following events have 

taken place: 

1. Each of the three political entities has appointed its 
own status negotiation team and entered into separate 
negotiations with the United States; 

2. The President of the United States has reaffirmed his 
desire to terminate the Trusteeship by October 1, 1981; 

3. The Congress of Micronesia has been dissolved and replaced 
by elected national congresses in the three political 
enti ties; 

4. Constitutional governments have been inagurated in the 
FSM and the Marshall Islands; 

[ 

[ 

r 
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[ 

[ 
5. The TTPI Headquarters administration has moved ahead on 

decentralization of all government functions to the 
three national governments. A schedule for assumption 
of administrative responsibilities has been drafted. 
This schedule will terminate most government functions 
at the Headquarters-level by July 1,1980. What l 
will remain the responsibility of Headquarters after 
July 1 will be primarily administration of certain 
Federal programs which are mandated by U.S. law to l 
the government of the TTPI and can only be decentralized 
by act of the U.S. Congress; 

6. The High Commissioner and his staff continue to search l 
for mechanisms under the law, which will enable the 
transfer of Federal program monies to the national 
governments; [ 

[ 
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7. The FSM has held several Leadership Conferences in an 
effort to clarify the relationship between the National 
FSM Government and the State Governments. At this time, 
it appears primary responsibility for health and 
health services will rest with the state governments. 
However, the National FSM Government will have a health 
staff, altrough its exact responsibilities are not yet 
known. 

A. FUTURE POLITICAL STATUS: 

Each of the three political entites are negotiating with the United 

States for a Free Associated status. Under Free Association, the 

United States will retain responsibility for certain government 

functions which are not feasible for the Micronesian nations to 

assume independently at this time. These functions include defense, 

postal services, weather reconnaisance, and Federal Aviation 

Administration assistance. Responsibility for foreign affairs will 

be held jointly by the United States and the respective island 

nations. 

In addition to the above assistance, in exchange for certain land 

and sea use rights and in recognition of their continued obligation 

toward the Micronesian Islands, the United States will agree to 

financially assist the Micronesian nations in order to stimulate local 

economic development and to support certain social programs (including 

health) until such time as the Micronesian economies can become 

self supporting. 

In relation to health services, there remain to be answered two major 

questions: 

1. How much financial support will the United States 
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provide to the three nations and what proportion 
of those monies will be allocated for health; 

2. Will the Federal categorical grants (maternal and 
child health, communicable disease control, health 
planning, etc) continue after Trusteeship termination. 
This is a very important question as most preventive 
health programs in the TTPI are supported by 
Federal categorical grants. 

For the purposes of health planning, neither question can be answered 

definitively, even at this late date in the negotiation process. The 

assumption has been made in the past that Federal assistance to the 

Micronesian Governments in the post-Trusteeship era will be 

drastically reduced over present budgets. There are, however, new 

indications that this assumption may be incorrect, and while there 

may be some reductions, they will not be of the magnitude previously 

envisioned. 

Regarding Federal categorical program grants, again, it has been 

assumed that these monies may be reduced or terminated after 

Termination. In acceptance of this assumption, the TTPI government 

policy in the last 2-3 years has been one of containment of Federal 

programs and gradual reduction in an effort to lessen the impact of 

sudden termination. However, once more, there are indications that 

this assumption may have been incorrect and that the negotiation 

process will make some provisions for Federal programs. 

If Federal grants are to continue, though, it is possible their form 

may change from categorical to block grants. These block grants would 

then be appropriated by the national governments according to internal 

priorities and general U.S. guidelines. 
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B. IMPLICATIONS OF POLITICAL TRANSFORMATION FOR HEALTH PLANNING: 

The preceeding discussions of future political (and financial) status 

of the TTPI impacts upon health care for the following reasons: 

1. The total TTPI health expenditures for FY 79 
exceeded 10.3 million dollars. 

2. Data for FY 77-BO indicates that health receives 
approximately 15.6% of the total TTPI budget. 

3. The total TTPI government receipts (includi~9 
the six districts and Headquarters) from internal 
sources was approximately 8.2 million dollars 
for a 12 month period between April, 1977 and.l / 
March, 1978. _ . 

4. The world inflation rate is in excess of 
ten percent annually. 

5. The TTPI population is growing at a rapid rate. 

6. There is increased demand for more and better health 
services from a population whose education and 
expectations are increasing. 

7. There are pressures on the TTPI governments 
(see plans developed in 1976-77 by the United 
Nations Development Administration) to devote 
a larger share of its resources to economic 
development activities while containing or reducing 
the proportion expended on social activities. 

8. This health plan and those developed for the six 
districts/states document major deficiencies in 
the TTPI health care system. 

All of the above factors are discussed in detail in Chapter 12, 

Health Care Finance, but a superficial examination shows the 

TTPI health care system is more expensive than internal resources 

can possibly support. Therefore, the details of the final negotiation 

agreements between the United States and the TTPI political entities 

11 Bulletin of Statistics. TTPI Office of Planning and Statistics. 
Volume II, No.1, March, 1979 , p. 54. 
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are essential elements of a realistic health planning process. 

L 

[ 

r 
However. the financial uncertainities in the TTPI for the post-Trusteeshi 

era are a fundamental reality of health planning. It is recognized 

all health plans. and particularly all Annual Implementation Plans. [ 

may need extensive revision once the negotiations are finalized. 

It is felt the health plans can be of maximum utility now by: 

1. Recommending services and/or facilities which could 
be discontinued or reduced in scope without 
significantly reducing health status; 

2. Documenting current operating inefficiencies and' 
recommending methods for increased efficiency; 

3. Developing strategies for preventing ill health 
and eradicating the causes of diseases; 

4. Developing strategies to increase the financial 
support of health services by persons using the 
services; 

5. Exploring the feasibility of various alternative 
strategies for the finance of health care services. 
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CHARACTERISTICS OF THE TTPI 

IX. SUMHARY: 

IMPLICATIONS OF DESCRIPTIVE CHARACTERISTICS ON THE DELIVERY OF 

HEALTH CARE 

A. GEOGRAPHY: 

1. Small population centers scattered across vast distances 

restrict access to health services. Most outer islands 

are only accessible by ship. 

2. The distances and time involved in coordinating any type 

of workshop or training seminar are tremendous. This greatly 

impedes continuing education opportunities for dispensary 

personnel in particular but also for all staff. 

B. CULTURE : 

1. There are more than nine distinct nationalities, languages 

and cultures. Traditional attitudes and practices are both 

varied and unique for each group. 

2. Traditional medicine and health practices are widely accepted. 

In many instances, the traditional healer (which has been 

part of the custom for centuries) is consulted prior to 

visitation to a health facility . 

3. Open public concensus and discussion is a new concept. 

Delegation of rights to an authority figure (chief, magistrate, 

head of clan, etc.) is customary. 
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4. Public awareness regarding health matters lags behind that 

of the United States and other industrialized areas . Health 

education is a relatively new concept. 

5. The development of sanitary systems and facilities in the 

Trust Territory is difficult due to the small and l~ide1y 

scattered populations. 

6. The absence of health awareness among the general populace 

and the lack of a sanitary infrastructure leads to a high 

incidence of disease, related to sanitation and personal 

hygiene deficiencies. 

7. Shyness and lack of understanding the concept of "medical 

confidentiality" impedes progress of maternal health services. 

C. CLIMATE: 

1. The frequent typhoons and tropi ca 1 storms in the Mi crones i a 

area interrupt communication and transportation networks, 

which impede the provision of continuous health service to 

the outlying areas of the Trust Territory. 

2. Salt spray, frequent storms and a humid climate shorten 

the life of building and equipment and make maintenance 

difficult as well as expensive. 

D. TRANSPORTATION: 

1. The absence of adequate road networks and of public trans­

portation systems in most areas of the Trust Territory limit 

accessibility of residents to the hospitals. This prevents 



the closing of dispensaries on the district center islands 

which, while having low rates of utilization, remain the 

only accessible source of health care for many residents. 

2. Field trip ship schedules are not conducive to the provi­

sion of comprehensive and continuous health services to 

outer island populations by public health, environmental 

health, and dental health field tea~. 

3. Emergency evacuation of patients from the ou~er islands is 

a slow and costly undertaking. Evacuation of patients from 

areas near the district centers are hampered by the inadequate 

road systems and ambulances which are not properly staffed 

or equipped to provide emergency services. 

4. The cost of air travel is expensive and impedes both supervi­

vision of services and coordination within districts/states 

and among districts/states. High air fares also add to the 

cost of referral for medically needy patients . The round 

trip air fare from Saipan to Majuro (2130 miles) is approxi­

mately fifteen cents per mile. A round trip ticket from 

Saipan to Guam costs forty-five cents per mile. A stretcher 

patient requires 6 seats on the plane plus a medical escort. 

Air fares increase frequently. 

E. COMMUNICATIONS: 

1. Frequent breakdowns of communications equipment on the outer 

islands impede consultation between dispensary personnel and 

physicians located at the district center hospitals. 



2. Very few intermediate regions have electricity or access 

to radio communications to the district hospitals, which 

impedes consultation between the dispensary and hospital 

and the evacuation of emergency patients. 

F. POPULATION: 

1. The median age in the TTPI is 16.2 years and one of the 

lowest in the world. 

2. Seventy-two percent of the females are less than thirty 

yea rs of age. 

3. This young median age, coupled with the large percentage 

of women of reproductive age, creates a high fedundity 

(i.e., biological potential for reproduction). 

4. The population of the TTPI is growing at an extremely rapid 

rate (3.6 percent annually) which has serious implications 

for economic and social development as well as for the 

provision of health services. 

5. 49.5 % of the TTPI population falls into medically high 

risk groups. A high proportion of these medically high risk 

persons (females 14-44 years, children 0-4 years, and the 

elderly) are residing in the intermediate and outer island 

·areas without direct access to hospital services. 

6. The district centers are growing at a rate faster than other 

geographic regions. In many instances, these in-migrants 

cannot be absorbed into the labor force, which means that 

a large number of persons are potentially at risk for mental 

health-related peoblems due to their isolation from family 

ties and absence of a defined role in society. 

[ 

[ 

[ 

[ 

r 
[ 

[ 

[ 

[ 

[ 

[ 

[ 

[ 

[ 

[ 

[ 

[ 

[ 



\ 

G. ECONOMICS: 

1. Nicronesia has a high unemployment rate, which means that 

many persons are not financially able to pay for their 

health care and to provide a healthful environment for 

themselves and their families. 

2. It is likely, "due to population growth and political transi­

tion, that the unemployment rate will increase in the future. 

3. The Trust Terrritory is highly dependent upon the government 

(and thereby upon United States financial support) for 

employment opportunities. 

4. The rate of economic growth from Micronesia's own resources 

was only one percent between 1970 and 1975 (without taking 

into consideration the rate of inflation). Although the 

inflation rate in the TTPI cannot be calculated at this time, 

the figures would indicate that economic development, rather 

than progressing is actually regressing. 

5. The cost of health care accounts for 11.3~ of the gross 

national product. This means that 10% of the per capita 

income is applied to the cost of health care. 

H. POLITICAL TRANSITION: 

1. Political fragmentation in the TTPI may impede the efficient 

provision of certain health services which can be provided 

more economically on a regional basis rather than a state­

by-state basis. Health manpower development and training 

programs, medical supply and procurement systems, data 



Processing, medical specialty consultation, etc., are 

just a few of the programs which require regional coopera­

tion for maximum efficiency. 

2. The lack of knowledge regarding government adninistrative 

structures under the new political status, impedes the 

planner's ability to develop specific, detailed recommenda­

tions and strategies. 

3. The lack of knowledge regarding future funding levels for 

health services is a basic reality of this health planning 

effort. For this reason, the plan must concentrate on 

development of strategies to finance health services from 

internal funding. 

PROBLEM IDENTIFICATION: 

Four major problems clearly present themselves in this chapter of the 

characteristics of the TTPI They are: 

(i) " The variety of subculture which form the basis of values and 

attitudes and govern the behaviors of the different peoples who 

need and demand health services; 

(2) The logistics of transportation and communication which greatly 

affect the cost and configuration of the delivery of health care 

services to the residents of the Trust Territory islands who 

reside on islands hundreds of miles apart; 

(3) The implications and impacts of the high rate of population 

growth in the Trust Territory Islands and the great migration 



influx to the district centers on the needs and demands for 

health care as well as other social services; 

(4) The lack of developed and stable local economy and the great 

dependency of these island nations on transferred economy and 

values which tend to develop societies that are unstable and 

which have the propensity towards diminution of inherent social 

values and which often result in social discontent, disorganiza­

tion and manifesting themselves in many forms of social ills. 

I 



GOAL 4.1: TO INTEGRATE INTO HEALTH SERVICE PROGRAMS A THOROUGH 
UNDERSTANDING OF THE DIFFERENT CULTURES AND SUBCULTURES 
OF MICRONESIA AND THE WAYS THESE CULTURES AFFECT HEALTH 
BOTH POSITIVELY AND NEGATIVELY. 

Objective 4.1.1: To design health service programs in harmony 11ith 
soclal and cultural attltudes ln order to lncrease 
program acceptablilty to consumers. 

Indicators: * Some culturally based attitudes and biases inhibit 
people from being physically examined by health 
providers of opposite sex or distant relatives and 
thus inhibit full utilization of health manpower 
and program implementation (particularly for .. 
Maternal and Child Health, family planning and other 
highly personal services). 

[ 
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* Behaviors based on fears of the culture taboos and [ 

local Gods, family magics, etc, often inhibit persons 
from seeking health care until it is too late. 

* Closely-knit family units and extended caring for [ 
family members can be used in the provision of continuity 
of care in the home and in the community. 

* Health care providers (both local and expatriate) who [ 
have been trained in Western medical settings, sometimes 
import Western concepts of health care to the TTPI 
without consideration or adaptation to local cultures. 0 

* In general, programs are less successful when they are 
not designed to meet the needs of people, as their 
needs are perceived by the intended recipients of the 
programs. 

[ 

Strategies: l. 
1. All health care providers, administrators, and support personnel should r 

receive training in the various cultures of their district/state, includil ., 
analysis of how these cultures affect health-related behaviours. 

2. Every health program and policy should be evaluated prior to implementati(~ 
in view of cultural traditions to determine the anticipated impact of the 
program on culture, and to adapt the program to prevailing cultural 
attitudes in order to facilitate acceptability. o 

3. The Micronesia Health Coordinating Council and the local Health Boards/Coul 
should strengthen their evaluation criteria regarding cultural impact of 0 
proposed programs. 

o 



4. Health Services administrators and Program Planners, working through 
their local Health Council members, should strive to involve the public 
and/or community leaders in program and policy formulation and implementation 
in order to promote harmony between cultural behaviours and health 
behaviours. 

Resource Requirements: 

Strategy #1: 

Strategy #2: 

Strategy #3: 

Strategy #4: 

The resources needed to implement this training recommendation 
exist in each district/state. The knowledge regarding 
culture is present in every inhabitant. What is lacking is 
more extensive discussion of how culture interacts with health 
and with health service activities. This discussion could 
be facilitated by the local health board/health coordinating 
council. The health educators and training coordinators can 
assist the Board/Council with development of training materials 
regarding culture and health for incorporation into ongoing 
training programs, Health Service staff meetings, internal 
memorandums, local health newsletters, and.other mechanisms 
determined to be appropriate. 

No additional resources required. 

No additional resources required. 

It is difficult to assess the additional resources which 
would be required to implement this strategy. Anytime you 
involve the public in policy and program formulation there 
are certain costs involved: direct (travel, duplication of 
materials, staff time required to meet with public leaders); 
and indirect (delay of implementation while the proposal is 
under discussion, additional staff burdens, etc.). In general, 
the costs would be minimal, in comparison to the overall 
health service budget and minimal in comparison to wastage 
incurred by inadequate program/policy design. 
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Objective 4.1.2: To stud traditional medical ractices, [ 
dru s in an effort to determine a what as ects of 
traditional medicine are effective and should be incor orat! 
into Western-st le medical ractice; b what as ects of 1 

tradltional medicine are ineffective and/or dan erous and 
should be discoura ed; c how the two s stems of medical 
pra~tice could work together to promote wellness. 

Indicators: * Most Micronesians, providers and consumers alike, agree 
the practi~e of traditional medicine is still extensive 
throughout Micronesia. 

r. 
r 

* Many health professionals recognize certain traditional [ 
practices as effective, e.g. massage for certain condition 
certain tradi tional mental health practices, certain 
pharmaceutical agents used to treat common conditions, etc[ 

* Many medical professionals also cite numerous examples 
of ineffective and dangerous traditional medical practices[ 
the use of which complicates the condition and/or delays 
seeking of appropriate medical treatment until too late. 

* The only concerted attempt to integrate the two types of r 
medical practice has been in the training of traditional 
midwives in basic s~erile technique and recognition of 
abnormal conditions in order to enhance their practice l 
by discouraging the negative aspects of their procedures. 

* Ouring a time when financial resources for health services 
are decreasing, while need and demand are increasing, it n 
becomes necessary to examine all health resources in ordenu 
to maximize health and minimize cost. 

Strategies: 
[ 

l 
[ 

Because traditional medical practice is a sensitive area and because the 
practices vary from culture to culture, each district/state needs to develop 
its own specific strategies for achieving this objective. Strategies which 
could be considered for incorporation include: 

1. 

2. 

3. 

4. 

5. 

Collection of existing stuaies (anthropological, psychological, medical, e· 
~Ihich have been done on local traditional medicines. L 
Further development of the existing studies at the local level in order 
to develop a comprehensive framework of traditional medical practice in 
area of the TTPI. 

Development of an inventory of all traditional medical practitioners. 

[ 

o 
Development of a medical study into the effectiveness of traditional medica 
practices, procedures, and pharmaceutical agents. 

Development of a forum where traditional and western medical practi ti onerD 
"- ....... .; ... +- ... I . ....... , .• ,.. ... ,..1.-. ... ~h ....... ...... "'" .-!4'r ... " ....... h"I" +hr"l +"'r'\ ("""c"rome m; "h+ ,.."nnoY":at 



to enhance the health of the community. 

6. Some assessment of the general public's acceptance and utilization of 
traditional medical systems should be made. 

7. Once traditional medicine is more clearly understood and inventoried. 
and once there is a forum for discussion between the Western and 
traditional medical practitioners, it will be possible to develop specific 
goals and objectives for integration and cooperation between the two 
systems. 

8. 'There should also be incorporated into these local studies, information 
regarding how other nations have approached integration and cooperation 
between western and traditional medical systems. 

Resources Required: 

A special task force would need to be appointed from each district/state 
to coordi nate the i nvestigati on into traditi onal medi ci ne. r·lanpower 
resources to perform 'staff' functions for this task force could be 
obtained through universities; the World Health Organization; the South 
Pacific Commission; and other organizations interested in traditional 
medicine. The studies could probably be accomplished with little 
expenditure from the present health budgets although even with outside 
staffing, the time required of task force members would probably be 
extensive. 

There is no way to determine, at this time, the goals and objectives for 
action which might be devised at the conclusion of the study stage. Therefore, 
there is no way to determine the true magnitude of health resources which 
might have to be incorporated into cooperation and integration of the 
two medical systems. 



[ 

Strategies (for objective 4.2.1): [ 

1. To make improved transportation services for the purposes of health 
a priority of the district/state and political entity governments. [ 

2. 

3. 

For each district/state Bureau of Health Services to document. insofar 
as possible. the service inequities in the Outer Islands. arising from 
the present transportation system. In addition. health status documentati 
should be provided to show how the inequitable health service system 
in the Outer Islands impacts upon health of Outer Island residents. 
The health status section of several of the District Health Plans was 
able to begin this health status documentation. The work should be 
further developed in the revisions of the District Health Plans. 

The Bureaus of Health Services. in conjunction with the Bureaus of 
Transportation. Offices of Planning. Economic Development Offices. etc. 
should thoroughly study the alternative strategies available to 
improve Outer Island Health Services through improved transportation. 
Alternative strategies which have been suggested in the District Health 
Plan include: 

a. Alteration of existing field trip ship schedules to enable health 
teams to be left on an island. the ships to complete their scheduled 
runs. and the teams to be picked up as the ship returns to the 
district center. 

b. Development of intra-lagoon transportation systems in those 
outer atolls with two or more inhabited islands so that a field 
team could be left on an atoll and have the capability of 
serving all the inhabitants of that atoll before being picked 
up by the next field trip ship . . 

c. Similar to #b above. the Bureau of Health Services would purchase 
motor boats which could be carried on the field trip ships and 
left with the field teams on the outer atolls. Teams would then 
use the Health Services boat to provide services to all atoll 
residents and both boat and personnel would be picked up by 
the next field trip ships. 

d. Abandoning the concept that field trip ships must be operated on 
a commercial basis and devise schedules which meet the health and 
other social/government service requirements of the inhabitants as 
well as their commercia' needs. 

r 
[ 

o 
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e. Development of two fie;d trip services: one would be purely commercia1J 
and operated for maximum cost-efficiency; the other would be service 

f. 

oriented. o Development of air service to the outer islands. Many of the Outer 
Islands have air strips. generally left from World War II. which could 
be revitalized. The problem seems to be insuring adequate uti1izatiorD 
of air services to make them cost-effective. Another problem is 
the high cost and unavailability of fuel for plane services given the 
current energy crisis. o 



g. Another alternative would be to staff outer island dispensaries with 
staff qualified to provide comprehensive primary health care and who 
would not require routine assistance from health service teams. 
Continuing education for these personnel could be provided by rotation 
through the hospitals at periodic intervals. (This concept has 
a number of practical problems which would have to be solved prior 
to implementation. These issues are discussed in Chapter 6, the 
Health Service System, Section __ V ___ , General Medical Services). 

Resources Required: 

1. No additional resources required. MHCC members can discuss the goals 
and objectives of the District Health Plans which relate to Outer 
Island Health Services with their legislators in order to achieve 
local prioritization of this problem. 

2. No additional resources are required to document health service and 
health status inequalities arising from the logistical problems inherent 
in the Outer Islands. Local Health Planners, with assistance as needed 
from Headquarters staff, can develop the analysis indicated by the 
strategy. 

3. Every alternative listed is very expensive and certainly beyond the 
present capabilities of any Bureau of Health Service budget. No one 
alternative can solve all the problems for any district/state; a 
combination of strategies will have to be developed based ,on the 
characteristics of each individual outer island/atoll. 

Each district/state, in considering alternatives, must be mindful 
of the effect of any transportation strategy on other health services 
and health services budgets. The more services provided, the higher 
the level of expectation. The better the transportation system, ~he 
more people will desire and/or demand to be referred to the district 
hospital for non-emergency and non-1ifethreatening conditions. Every 
alternative to be considered has a number of ramifications in areas 
not related to primary health care services; these ramifications must 
be taken into consideration as alternatives are studied. 

4. Costs associated with improvement in lifestyle of nondistrict center residen 
(including but not limited to health services) should be identified and 
included in the status negotiation process. 

5. The Bureau of Health Services should consider various strategies to 
enable Outer Island health services, as well as other health services, to 
be supported, at least in part, by local residents who will and do make 
use of the services. These issues are discussed in greater detail in 
Chapter 6, the Health Services System; Chapter g, Health Manpower; and 
Chapter 12, Health Care Finance. 



GOAL 4.2: 

[ 

TO DEVELOP TRANSPORTATION AND COMt~UNICATIONS SYSTEr~S HHICH r 
IHLL ENABLE THE PROVISION OF EFFECTIVE AND CONTINUOUS HEALTH 
SERVICES TO EVERY RESIDENT OF THE TTPI. 

Objective 4.2.1 : To develop appropriate transportation systems between the 
outer islands and the district centers ~/hich will enable r 
public health teams, sanitation teams, dispensary supervisors, 
and other medical personnel to provide regular services to 
outer island residents and to have reasonable amounts of . 
time to perform their services. 

Indi cators : * 140st outer islands can only be reached via field trip 
service. 

* Field trip ships service the various outer islands 
infrequently. seldom more frequently than once per month 
and for some of the smaller. more inaccessible islands, 
as infrequently as once per calendar quarter. 

* Field trip ships are operated on a commercial basis with 
their schedules determined by cargo requirements. Ships 
are seldom in port on an outer island more than one day. 
During that time. residents are very busy with commercial 
activities and it is difficult for health teams to provide 

[ 

[ 

[ 

r 
[ 

comprehensive services. [ 

* Field trips are scheduled so that should a health team decide 
to remain on an inland or an atoll after the departure of 
the ship, it will be a matter of weeks before the shi ps 
will return to pick the team up. Often the population [ 
of the island does not justify this length of service. 

* Because of the problems mentioned above, outer island [ 
residents in general, do not have access to the comprehensive' 
range of health services (and particularly preventive health

r services) available to residents of district center and 
intermediate areas. ' 

* 21% of the TTPI popUlation reside in the Outer Islands. Of f 
these Outer Island residents, 45% can be considered "high ri 
in terms of health care requirements. These people include 
infants, children, women of childbea"; ng age, and the el derl.-

L * At least one political entity has determined that lack of 
infrastructure in the outer islands (including transportatior 
services) and unequal access to public services (including L 
health services) are partially accountable for the migration 
of people into the district center. This entity (the Marshal 
Islands) has determined that improved health services in thee 
outer islands accomplished in part by improved transportatio 
services, will facilitate economic development through encour 
people to remain on the outer islands in agricultural product 



Objective 4.2 .2: To develop emergency evacuation systems appropriate for 
each area of the TTPI . 

Indicators: * Few areas of the TTPI are accessible to standard ambulance 
vehicles. Ambulance service is available only to residents 
in the' district center areas where road systems exist. 

Strategies: 

* Very few intermediate areas have organized emergency 
evacuation plans. In an emergency, the health assistant ' 
may bring th~ patient to the hospital in his/her own 
boat (very occasionally do health assistants have access 
to hospital owned boats). In other cases, the patient's 
family, relatives, neighbors, will use or borrow boats 
to transport the emergency patient. In all intermediate 
areas low tides, stormy weather and other uncontrollable 
conditions can delay emergency evacuation of patients for 
extended periods of time. 

* Emergency patients on the Outer Islands (excepting those 
few outer islands with air service) must be evacuated to 
the hospital by diversion of field trip ships. 

1. Each village, municipality or other recognized subarea of the intermediate 
areas should take steps to organize their own individual emergency 
evacuation plans so that in an emergency, all residents are aware of 
the steps to be taken to achieve immediate transport. Each area should 
devise their own plan for compensating persons who agree to assist in 
emergency evacuations whether this be from patient or family payment, 
a local emergency fund or other measures. 

2. Strategies for improving emergency evacuations from the Outer Islands 
are limited. Diversion of field trip ships as is presently done; 
development of air services; or upgrading of field personnel to eliminate 
the need for many emergency evacuations are the three basic alternatives . 

3. Local health planners should develop a data base on intra-district/state 
referrals from the Outer Island$ to the District Center in order to 
analyze the most cost-effective mix of field personnel in view of 
referral costs and emergency evacuation costs. (I.E. local health planners 
should identify those persons referred from the outr-r island dispensaries 
to the hospital and those persons evacuated for medical emergencies from 
the outer islands and then determine which of those persons could have 
been handled on their island had a higher level of health worker been 
stationed there. Following this analysis, planners can determine if the 
cost of referral/evacuation is generally greater than the additional cost 
of service provision were more skilled personnel deployed to the outlying 
regi ons). 



Objective 4.2.3: 

Indicators: 

Strategies: 

r 
To develop a communication system which will ensure each [ 
health service worker stationed in outlying areas has 
continuous, reliable communication \'lith the district/state 
hospi ta 1 s. 

[ 
* An es~ential element in the health assistant/medex system 

of primary health care provision is the ability to r 
receive direction in complicated cases from more skilled 
personnel based in the hospitals. 

* CommuRications between dispensary personnel in the 
intermediate areas and the hospitals is poor in most r 
TTPI districts/states. Yap Proper dispenary personnel have [ 
no communications sytem at all available to them nor 
do dispensary personnel in Ponape Proper, or on Majuro. 
Dispensary personnel in the Truk Lagoon area depend on 
3 VHF radios and 7 citizen band radios which can communicate[ 
to the communications center on I~oen. 

* Communications between the outer islands and the centers [ 
vary from state to state but in general, the system is 
inadequate to meet health care needs. Problems include 
location of radio units on only a limited number of the 
inhabited islands in the individual atolls; limited number f 
of frequencies; frequent equipment failure; generator 
failure; etc. 

[ 

1. Each District Health Plan has a detailed description of the communication [ 
needs in that district/state. Efforts should be made by Health Services 
leadership to bring those needs to the attention of national and local 
political leaders, transition committees, and status commissions in order [ 
that the capital expenditures required for meeting the communications . 
needs of health services can be included in the transition plans. Clearly 
the cost involved in ungrading the intra-district/state communications [ 
systems is beyond the present capabilities of Health Services budget. 

Resource Requirements: L 
1. Where it was possible to devise estimates of resources required to meet 

the health communications needs, these estimates were incorporated into [ 
the District Health Plans. Revision of these local plans should include 
revision of these cost estimates in line with inflation and technological 
advance. 

[ 

[ 

[ 
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CHAPTER FIVE 
TTPI HEALTH STATUS 

I. INTRODUCTION TO HEALTH STATUS: 

"Health" is defined by the World Health Organization as " ... a state of 

complete physical, mental, and' social well-being and not merely the absence 

of disease and infirmity." 

The World Health Organization has further declared "health for all by 

the year 2000" as a general world goal. 

However, specification of what exactly constitutes health and what exactly 

constitutes well-being is left to individual nations. These precise 

definitions will necessarily vary from area to area and from nation to nation 

--- the definition of "health" formulated in African nations will not necessaril ~ 

be the same as that formulated in the TTPI nor will the definition of the 

TTPI be the same as that for the United States. Geography, culture, economic 

resources, expectations of residents, national development priorities, etc. 

will force each nation to set its own standards and its own goals and objectives 

Herein lies the importance of Chapter IV, Characteristics of the TTPI; for 

it is the characteristics described there which set many practical boundaries 

for the formulation of a definition of "health" in the TIP!. And it is 

those characteristics which wiil distinguish the TTPI definition of health 

from those of other nations. 

This chapter of the Territorial Health Plan will attempt to describe the 

major aspects of health in the TIPI population. The purpose of this 

description will be to determine which diseases cause death and/or illness 



in the population; who it is that gets sick and/or dies; and what characteristics 

distinguish those who get sick and/or die from those who remain healthy. 

Once the information is collected to describe health and illness in the TTPI, 

it becomes possible to determine what a realistic definition of health 

might be in the TTPI and what changes in the health care system or in the 

envi~onment in which people l~ve might realistically be expected to yield 

improved health status. Obviously, there are limited funds available for 

health activities and these funds should be targeted to the services and to 

the subpopulations most in need. A well written health status chapter directs 

the planning effort toward high priority health problems where expenditure 

of monies can expect to benefit the greatest number of people. 

There are some practical limitations to describing the TTPI health status. 

One, it was necessary to decide how detailed the health status description 

should be for the Territorial Health Plan. In general, the smaller the 

geographic unit of analysis, the more useful the health statvs data becomes. 

Ideally the health of each municipality or outer island should be described 

but data is unavailable for this detailed analysis; what data which does 

exist is incorporated into the District Health Plans. In addition, the 

smaller the unit of analysis the larger the plan becomes and the larger the 

plan becomes the less comprehensible it becomes to those who might be expected 

to use it. Therefore, in order to make the Plan as concise as possible and 

in view of the fact that health status for each district/state is described 

in-detail in the District Health Plans, it was decided to discuss the TTPI as 

a single geographic unit. This decision limits the specificity of goals and 

objectives developed both for health status and for health systems. However, 

as was mentioned in Chapter 1, the Territorial Health Plan is not designed 

for specificity --- it is a general policy guideline for each state and district 

to enable further development of local health pl ans . 



A second consideration is the practical limitation of ,hand manipulation of data. 

At this time, none of the health services data has been computerized although 

work is underway to accomplish this (see Chapter 7, Medical Records). Time and 

staff limitations, therefor.e, restrict the analysis which can be done for data 

collected in six distinct political areas. Several times in the Health Status 

Chapter the point will be made that District/State Health Planners need to 

further analyze available data on particular topics at the local level in order 

to develop specific objective levels and specific plan implementation strategies. 

A third consideration is the unreliability of the data presented. Logistics 

and personnel training make the collection of accurate statistics difficult. 

Further, it should not be assumed reporting errors are randomly distributed. 

Reporting from the district centers is probably the most complete and the 

most reliable with accuracy and reliability decreasing in proportion to the 

accessibility of the area under consideration. The data presented provide 

the best estimate available of the incidence of various illnesses, but the 

reader must keep in mind the figures are only estimates. 

Finally, it must be understood the process of political decentralization has 

impacted upon data management. Data through the first half of 1978 appears 

to be reasonably complete (or at least no more incomplete than previous data). 

From the second half of 1978 to the present, reporting to Headquarters shows 

signs of increased unreliability. The Marshall Islands have the greatest 

drop-off in quantity and completeness of data submitted but data from other 

areas has also been affected. Because the Marshall Islands generally have 

higher rates of certain chronic conditions (e.g. diabetes as well as others) 

and higher rates of intestinal and diarrheal diseases as well as higher infant 

mortality than other areas of the TTPI, the data presented may show more significan 

improvements in TTPI health status than is actually the case. 



II. VITAL EVENTS - BIRTHS AND DEATHS: 

Data relating to TTPI vital events (births, deaths, and infant deaths) 

for 197D-78 is presented in Table V.l. TTPI birth, death, and infant 

death rates are presented graphically in Figure V.l. Table V.2. 

presents comparative data regarding vital events from various other 

nations. 

A. CRUDE BIRTH RATE: 

The average TTPI crude birth rate, 1970-78,is 33.0 births per 1,000 

population. The graph in Figure V.l. indicates the birth rate is 

decreasing. However, it must be noted the dramatic decrease in 1978 

is probably due to reporting error and not to decreased number of births. 

As was noted in Chapter 4, the TTPI population is expected to double 

prior to the year 2000. The population growth is primarilyattritutable 

to a high rate of natural increase in the TTPI - natural increase 

is the number of deat hs subtracted from the number of births or the 

total number of people added to the population each year excluding 

migration into or out of the TTPI. This high rate of population growth 

has a tremendous impact upon the TTPI economy and social structure, 

including the demand for health services. 

Comparing the TTPI birth rates to those from other nations shows the 

TTPI rates to be high in comparison to the developed countries but 

low compared to the underdeveloped (developing) nations. 

B. CRUDE DEATH RATE: 

The average TTPI crude death rate for 1970-78 was 4.9 deaths per 1,000 



rtAK rlPI ~ POPULATION 

« •• Nnt. Belnwl 

1970 B9,7oo 

1971 92,430 

1972 95,160 

1973 97,600 

1974 100,760 

1975 103,870 

1976 107,000 

1977 109,644 

1973 i 113,480 

1970-78 
Average 

, BIRTHS 

POPULATION, BIRTHS, DEATHS, INFANT DEATHS I' 
TRUST TERRITORY OF THE PACIFIC ISLANDS "' 

1970 - 1978 

, DEATHS , INFANT DEATHS T E S 
Total (Under 1 year) CKU~~ ~IRTHy CRUDE DEATH 11 :~UDE INFANT 

RATE RATE DEATH RATE 4/ 

3,224 530 62 35.9 5.9 

3,197 489 105 34.6 5.3 

3,470 526 104 36.5 5.5 

3,482 464 115 35.7 4.7 

3,494 505 101 34.7 5.0 

3,605 519 120 34.7 5.0 

3,402 448 71 31.8 4.2 

3,415 570 126 31.1 5.2 

2,534 393 71 22.3 3.5 

3,313.7 493.8 97.2 33.0 g 
-- -

-
NOTE: Population figures are taken from TTPI Office of Planning and Statistics estimates 

based on the 1967, 1973, and 1977 census. See Bulletin of Statistics, Volume I, 
No. It and Voll.lf1e II. r~o. I. Projections are for de facto population for 

]J 

y 

TTPI citizens only. 

Similar tables published in the United Nations Reports by the Bureau of Health 
Services, TTPJ. have used population estimates based on the de jure census 
figures for all TTPI residents (citizens and non-citizens). Therefore, the 
birth and death rates cited above .oy vary sli9htly from those previously 
pubHshed. 

Excludes Northern ~1arfl!lna Islands; includes Palau, the Federated States of 
Micronesia and the Marshall Islands. 
Crude birth rates are per ',000 population. It is recognized that computing 
fertility rates (births per 1,000 women aged 15-44) ml9ht yield mare useful 
statistics. However, population projections are not available for non-census 
years of women In the 15-44 age category. 
Crude death rates are calculated per 1,000 population. 

19.2 

32.8 

30.0 

33.0 

28.9 

33.3 

20.9 

36.9 

28.0 

29.2 
--



- - -

Elat10n 

Plnerica" 
Samoa 

Cook Islands 

FIJI 

Guam 

Hawaii 

Hew Caledonia 

New Hebrides 

Niue 

Papua~ New 
Guinea 

Sol(J!1On Isl. 

Tonga 

TIPI 

Australia 

Chll. 

Kenya 

New Zealand 

United States 

TABLE V.2. 
C(Jo\PARISON OF TIPI BIRTH. DEATH ANO INFANT 
DEATH RATES WITH SELECTED OTHER IIATIONS 

popuiatl0n Blrth Rate Death Rate 
ctrca 1975 Per 1,OOD Per 1,000 

Populat1on Population 

30.000 3B.1 4.8 

22,000 

600,000 2B.3 4.9 

85,000 24.0 4.0 

870,000 1B. 2 5.0 

101,000 10.0 

20 .0 

5,000 6.0 

2.500,000 17.0 

13 .0 

80,000 3.0 

115,000 33.0 4.9 

18.9 8.7 

25.0 B.5 

50.0 16 .0 

20.5 8.5 

15.0 9.1 

Infant Death 
Rate per 1.COO 
live Birth..S 

19.5 

34.0 

21.5 

15.0 

14.0 

29.0 

159 . 0 

52.4 

29.2 

16.5 

7B.0 

55.0 

16.2 

16.5 

SDurc(' ! Vari ous publications on deeog l"aphy and heal~h stittu ~ ~ state ~nd 
regional health plans. et~. F~r , f~~tbcr infonmatfon or dacumentation 

bo 
1·­

-28 

16 

r 10 

- 8 

fIGURE V. 1. TIPI 8IRTII, OEATII ~ 
IIIFANT tlORTALlTY RATES 
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population. The graph in Figure V.l. indic~tes there is a slight 

downward trend in the death rate. 

Death rate, however, reflects two major characteristics of the 

population. First, it reflects health status and rates of mortality. 

Second, it reflects the age structure of the population. Since 

the TTPI has a very young population, the death rate is not a 

useful statistical tool because large numbers of deaths in a young 

popul ati on woul d not be expected. In order to anii,ly;!e death (mortality 

statistics, certain other statistics must be examined; these include 

the age at which death occurs and the cause of death. 

1. AGE SPECIFIC DEATH RATES: 

Table V.3 shows age specific death rates for four subgroups of 

the TTPI population. (Age specific death rates are determined by 

calculating the number of deaths occurring in a given age category 

by the number of citizens in that category. All rates are per 

1,000 population.) The three year average (1976-78) death rate 

for persons 0-14 years of age is 3.0; for persons 15-64 years of 

age, 3.1; and for persons aged 65 and over, 32.5. 

Table V.3.a. shows age specific death rates for selected other 

Pacific nations. A comparison of the two tables shows the TTPI 

death rate for the 0-14 age group is higher than those for 

Australia, Fiji, and rlew Zealand, and lONer than those for 

Western and American Samoa. The TTPI death rates for the 15-64 

and 65 and over age categori es, are far 1 o~/er than those for a 11 

comparative nations. 
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TABLE V.3. 
TTPI AGE SPECIFIC DEATH RATES, 1976 • 1978 

E C EGO ES 
Un~er 0-10 :5:64 ~~ Years 
1 Year Years of Age Years of Aqe of Ace & Over 

1978 
, Dea ths 71 136 149 108 
Population 2,534 51,240 57,550 4,690 
Death Rate 28.0 2.6 2.6 23.0 

1977 
, Deaths 126 199 198 173 
Population 3,415 SO, 320 55,420 4.440 
Death Rate 36.9 3.95 3.6 39.0 

1976 
, Deaths 71 120 175 153 
Population 3,402 49,400 53,380 4,220 
Death Rate 36.9 2.4 3.3 . 

1976·8 Average 
Death Rate 28.7 3.0 3.1 

Source: Death certfficates ffled with the TTPI BUreau of Health Services. 
Office of Medical Records and Vital Statistics. 

Note: It is recognized the age categories used in the table and in the 
analysis are inadequate for proper analYSis of age specific death 
rates. However, there are no estimates for TTPI populati on in 
more specific age categories except for those provided during 
census years . 

l 

TABLE V.3 .•. 
AGE SPECifiC DEATH RATES fOR VARIOUS PACIFIC NATIONS 

I ear Of Country Death Rates 
Data· 

34.1 

32.5 

U-I~ Years 
of Age 

"-~'. Years 
of Age 

"." uver 
Years of Age 

1973/73 fIJI 2.8 4.1 58.8 

1973/74 New Zealand 1.6 4.0 61.1 

1973/71 Wes tern Samaa 5.6 4.7 62.6 

1973/70 PIned can Samoa 3. 5 3.7 62.9 

1973/73 Australia 1.6 4.2 63.8 

Source: Demoqrakhtc Yearbook. 1975. United t~"ttons Statistical Office. 
New Yor • 1976. pp. 188. 322 . 

.. The first year entered refers to the year of the death statistics used 
for calculation. The second year entered refers to the year of the 
population statistics used for calculatfon. 

Al) rates per 1,000 population. 
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These tables show children in the HPI ,to be at greater risk of 

death than children in some Pacific nations, However, once having 

survived the childhood years, a TTPI citizen faces less risk of 

death for the remainder of his/her life than citizens of all 

Pacific nations for which data is presented. 

2. INFANT MORTALITY: . 

Infant mortality rates are generally accepted indicators of 

the overall level of health of a nation's children. High 

infant mortality rates indicate high rates of illness (morbidity) 

in the child population. Further, since children are most susceptibl 

to many of the conditions which cause ill-health, infant mortality 

is often used as an indicator of the general health status of 

the entire nation, adults as well as children. 

Table V.l shows the average TTPI infant mortality rate, 1970-78, to 

be 29.2 deaths per 1,000 live births. When this figure is 

compared to those of Table V.2., it can be seen that the TTPI 

compares favorably to many other nations, particularly the 

underdeveloped or developing nations. However, the rate remains 

high when compared to the Western nations, the American Pacific 

territories, Fiji, Niue, and others. 

The graph in Figure V.l. indicates no trends in TTPI infant 

mortality rates. The rate fluctuates widely from year to year 

and is known to be heavily influenced by epidemics (particularly 

of gastrointestinal diseases) which sweep across the TTPI from 

time to time. 
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3. CAUSES OF DEATH: 

Table V.4. shows the leading causes of death in the TTPI from 

1972 through 1978. Table V.S. shows the leading causes of 

infant death (deaths under 1 year of age) for the same years. 

Twenty percent of all deaths in the TTPI occur in children under 

the age of one year (Table V.l). 

(a) Malignant ~eoplasms: 

Malignant neoplasms have been the leading cause of death 

for the seven year period between 1972 and· 1978; and have 

accounted for 9.6% of all registered deaths.· For any given 

year, malignant neoplasms (commonly known .as cancer) have 

ranked among the leading three causes of death. Figure 

V.2.a. graphically shows the number of cancer deaths in 

the TTPI in past years; the graph demonstrates no trends. 

MALIGNANT NEOPLASMS 

, , . 

...• . . . 
'i-": " . , ' ",..:i·,.:_ ~: 

i , 

~-.... , ., 
,,~, , . 

, i 

, . , . , , , 
: , , , 

: ' . 

... 



- 133 -
TABLE V.4 

CAUSES OF OEATH 
HPJ, 1972-8 

* Listed in rank order according to 1978 statistics. 

CAUSE 1978 1977 1976 1975 1974 1973 1972 TOTAL AVERAGE 
1972-8 

Mal ignant 49 48 37 42 55 52 48 331 42.3 
Neoplasms 
(140-209) 

Heart Diseases 43 41 29 38 57 50 51 309 44 . 1 
(390-398.402. 
410-429) 

Diarrheal & 42 70 19 33 38 44 24 270 38.6 
Intestinal Dis. 
(004.006.008-009) 

Influenza & 30 38 31 29 39 38 70 275 39.2 
Pneumonia (470-474. 
480-486) 

Bronchitis. Emphy- 24 26 29 32 13 23 25 172 24.6 
sema & Asthona 
(490-493) 

Accidents. ALL 18 30 36 18 39 50 22 213 30.4 
(E8oo-E949 ) 

Cerebrovascular 16 10 21 20 31 24 22 144 20.6 
Dis. (430-438) 

Prematurity (777) 15 29 14 52 43 33 30 216 30.9 

Nutriti onal Oef- 12 11 12 7 7 7 57 8.1 
iciency (260-269) 

Meni n9itis (320) 9 7 9 3 13 9 6 56 8 

Suicide (E950-E959) 8 16 10 19 15 9 14 91 13 

Congenital 8 9 6 9 6 15 11 64 9.1 
Anomalies (740-759) 

Cirrhosis of Liver 8 8 6 4 14 11 8 59 8.4 
(571) 

Certain Causes of 6 18 4 8 17 23 17 93 13 .3 
Mortality in 
Early Infancy 
(769.768.769-771.772.773.775.776.778) 

Homicide 5 6 UKN UKN 6 5 5 27 3.9 
(E960-E969) 

Tuberculosis, ALL 5 10 8 5 11 12 15 66 9.4 
(010-012.013.019) 

Diabetes Mellitus 4 7 8 8 17 10 13 67 9.6 
(250) 

Nephritis & Neph-
rosis (580-583) 

4 UKN UKN UKN UKN 6 4 14 2.0 

Maternal Diseases 2 3 3 6 7 5 5 31 4.4 
(630-639.640-645.650-678) 

UNKIlOWN & ILL 52 65 117 121 81 67 123 626 89.4 
DEFINED (780-796) 

---
Source: Death certifi cates regi stered with the TTPI Bureau of Health Services. 

Officp of Vita l St~tistics and Medical Records. 



TABLE V.5. 
CAUSES Of ItlFANT DEATHS (Under 1 Year of Age) 

TTP I. 1972-8 

• listed in rank order according to 1978 statistics. 

CAUSE 1978 1977 1976 1975 1974 1973 1972 

Diarrheal & Intest- 17 23 12 21 15 19 11 
inal Diseases 
(004,006,008.,009 ) 

Prematurity (777) 15 29 14 54 43 33 30 

Influenza & 9 13 7 10 9 15 20 
Pneumonia (470-474, 
480-486) 

Certain Causes Of 6 18 4 10 17 23 17 
Mortality of Early 
Infancy (760-768,769-771, 
772,773-775,776,778) 

Meningitis (320) 4 3 5 4 5 2 

Nutritional 2 3 -0- 2 -0- 2 3 
Deficiencies 
(260-269) 

Causes illdefined 7 18 16 11 10 7 12 
and unknown 
(780-796) 

Total' of Infant 71 126 120 101 115 104 105 
Deaths, All Causes 

Total 
1972-8 

118 

218 

83 

95 

24 

12 

81 

742 

Source: Death certificates registered with the TTPI 8ureau of Health Services, Office 
of Medical Records and Vital Statistics. 

AVERAGE 

16.9 

31.1 

11.9 

13 .6 

3.4 

1.7 

'11.6 

106.0 

Numbers indicated below the cause-oF-death refer to ICDA disease coding classifications. 

. 
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Of the 97 reported deaths attributed to cancers in 1977 and 1978, 

22: were due to cancers of the respiratory system (lung or 

bronchogenic cancers); 1St were due to cancers of the liver 

system; 12.6~ were due to stomach or gastric cancers; 8.41 

were due to cervical cancer; and 8.4~ were due to various types 

of leukemia. 

Twelve cancer deaths occurred in persons under the age of 

thirty. The average age of death by cancer was 51 years. 

(b) Heart Diseases: 

Heart diseases have r~nsistently ranked among the three leading 

causes of death and in the seven year period of analysis have 

accounted for 9.0~ of all ,ieaths in the TIP!. Figure V.2.b. 

graphically shows the number of deaths due to heart diseases 

between 1971 and 1978. 

I 
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FIGURE V.2.b. # of Deaths Due to 
IIEART DISEASES 
1971 - 1978
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It appears that heart disease deaths, after a sharp decrease 

in 1975-76, have been rising in 1977 and 1978 although the 

numbers of deaths are still lower than the 1972-74 years. 

Constant surveillance of the incidence of heart disease and 

death by heart disease must be a concern in Micronesia. Heart 

diseases are predominantly prevalent in industrialized nations, 

and while ~'icronesia is not yet an industrialized nation, it 

must remain vigilant to health trends in other nations. 

(c) Diarrheal and Intestinal Diseases: 

Diarrheal and intestinal diseases are among the leading causes of 

death in the TTPI, and the number one cause of death in infants 

(children under 1 year of age). 43 . 7% of the 27D deaths attribute 

to diarrheal and intestinal diseases occurred in children less 

than one year old. Of all infants dying in the TTPI, 16% died 

from this category of disease. Figure V.2.c. graphically shows 

the total numbers of deaths due to diarrheal and intestinal disea~ 

and the numbers of infant deaths due to these diseases for 1971-7f 

'10 I :-,: ~ ~-"---:- FIGURE V 2 
I -" • . : :. :::--=-:::- . . c . DEATHS DUE TO 

DIARRHEAL & HITESTIIlAL 
DISEASES '0 :~:.: -. ; ~ --

--- tI = ~ ~ ~ : i . : .: --- ~ :: .;; -, ~ : 
BD I~--. ~- -++---~; ----~·-:~·~~·~~-4----~---~-+--~~ 

- I 
.~~-'-_-j __ . __ l_. 
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Between 1971 and 1976, there was steady decrease in the numbers 

of deaths due to diarrheal and intestinal diseases. But in 

1977, the number of deaths jumped dramatically due to an epidemic 

of shigellQsis which swept across much of the TTPI. The number 

of deaths decreased again in 1978 but not to the lows achieved 

in 1974-76. It appears the TTPI is making progress against 

these diseases as a cause-of-death but that conditions are still 

conducive to epidemics which can eradicate the progress of several 

years in a very short span of time. 

(d) Respiratory Diseases: 

Two categories of respiratory diseases, one (pneumonia and 

influenza) being acute illness, and the second (bronchitis, 

emphysema, and asthma) being chronic illness, together account 

for 13% of all deaths in the TTPI, 1972-78. Influenza and 

pneumonia al one, account for 11 percent of all infant deaths in 

the same time period. The numbers of deaths due to these 

respiratory conditions are presented graphically in Figure V.2.d. 

There appears to be a downward trend in the numbers of deaths due 

to influenza and pneumonia. Deaths due to the chronic 

respiratory conditions increased sharply in 1975 and, although 

steadily decreasing in subsequent years, have not yet reached the 

low numbers experienced prior to 1975. 
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FIGURE V.2.d. # of Deaths Due To 
RESPIRATDRY DISEASE 
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* Prema turity: 

Prematurity is the leading cause of deaths for infants in the 

TTPI, and over the period, 1972-78, has accounted for 29.4% 

of all infant deaths . The incidence of death due to prematurity 

is graphically presented in Figure V.2.e. 

'FIGURE V.2.e. DEATHS DUE TO 
PREMATURITY - ' .: J . --- -
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It is important to examine two additional statistics relating to 

prematurity: one, the incidence of premature death per 1,000 

live born infants, and two, the proportion of premature births whic 

result in death due to prematurity. This data is presented in 

Fi gure V. 2. e- 1. 

* Prematurity in the TTPI is defined as birthweight of 2500 grams or below 
(5 pounds, 8 ounces). It must be understood the numbers of premature births 
are understated as only those infants born in the hospitals have birthweights 
recorded. A large proportion of TTPI infants are born outside of the hospitals. 
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All three curves on Figure V.2.e-1 closely resemble the others 

through 1977. In 1978, the rate of premature births per 

1,000 births continues to increase while the rates of death 

due to prematurity decrease, 

Planners should continue to monitor the trends depicted above 

for the possibility is suggested by Figure V.2.e-1 that: 

the chance of any pregnancy resulting in a premature birth 

is increasing; but the risk of any pregnancy resulting in 

death due to prematurity is decreasing_ Should this prove to 

be the case in future years, there are a couple of plausible 

explanations; fo~ example, the average birthweight of premature 

infants could be increasing and thereby increasing their chances 

of survival, or more women may be giving birth in hospitals 
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where facilities and skilled manpower ,are immediately available 

to save premature babies. 

(f) Cerebrovascular Diseases: 

\0 

Death by cerebrovascular disease (commonly known as stroke) 

is primarily a condition of the elderly. Therefore, because 

of the small proportion of the TTPI population in the older 

age categories, it would not be expected that the TTPI death rate 

due to cerebrovascular disease would be high. Figure V.2.f. 

graphically shows the number of registered deaths attributed to 

.cerebrovascular disease, 1971-78. For the period, cerebrovascular 

diseases accounted for 4.2% of all recorded deaths. 

FIGURE V.2.f. 
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In general, the number of deaths due to cerebrovascular diseases 

appear to be decreasing. 
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(g) Accidents and Suicides: 

.. -

Accidents and suicides are causes of death which generally 

strike the young adult male population. As can be seen by 

Figure V.2.g. the number of deaths due to each cause fluctuate 

from year-to-year, but in general, appear to be decreasing. 
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(h) Nutrition-Related Deaths: 

It is not possible to accurately estimate the role of nutrition­

related diseases in TTPI mortality. Very fe~1 deaths are directly 

attributed 'to nutrition inadequacies; generally nutritional disease 

are underlying causes of death while the recorded cause-of-death 

may be gastroenteritis. influenza. unknown. etc. Many provider 

members of the Micronesia Health Coordinating Council have expresse· 

their belief that nutrition-related diseases and nutrition-related 

deaths are increasing in the TTPI as people turn increasingly 

from local foods to imported foods. However. there is little data 

to substantiate these beliefs. Figure V.2.h. graphically shows 

the numbers of deaths in the TTPI attributable directly to 

nutritional diseases (malnutrition) and to diabetes (also related 

in part to nutritional status). 

FIGURE V.2.h. DEATHS DUE TO 
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In general many deaths in the TTPI are partially or completely 

preventable either through prevention of the disease entirely, 

or proper management of the disease after it has appeared. These 

preventable deaths include: maternal diseases (l % of the 1972-78 

total deaths); diabetes (2% of the 1972-78 total deaths); tuberculosis 

(2% of the total 19?2-78 deaths); cirrhosis of the liver (2% of the 

total 1972-78 deaths); suicide (2.7% of the total 1972-78 deaths); 

nutritional deficiencies (1.7% of the total 1972-78 deaths); diarrheal 

and intestinal diseases (7.9% of the total 1972-78·deaths); and 

some cancers (9.7%) and some prematurities (6.3%). Thus, 19.3 of 

all deaths in the TTPI can be considered almost whole1y preventable 

and a large proportion of an additional 16% of deaths are partially 

preventable. Of the wholly preventable deaths, almost all predominant 

affect children and youth. 

C. OTHER HEALTH STATUS INDICATORS RELATING TO VITAL EVENTS - BIRTHS: 

Certain other indicators exist by which the health status of infants 

and children can be assessed. The TTPI Bureau of Health Services, 

Division of Maternal and Child Health, has determined that any 

newborn with the following characteristics, can be considered as 

"high-risk", i.e. with greater expectation of complications, disease, 

and early death than the average population of his/her age. 1I 

Prematurity {less than 37 weeks gestation or less than 2500 grams 
birthweight 
Postmaturity (greater than 42 weeks gestation - commonly associatec 
with diabetic mothers) 

--- Very high or very low birth weight for the newborn's gestational a£ 
Apgar score of less than four at delivery 
Resuscitation required in the delivery room or newborn nursery 

--- Malformations (including single umbilical artery) 

l! TTPI Bureau of Health Services. Grant Ap~lication for Family Health Planning 
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Birth to a mother with any of the following characteristics: 
a. History of illness or infection during pregnancy 
b. Premature membrane rupture 
c. Toxemia 
d. Metabolic disease (including diabetes) 
e. Severe social problems (drug addiction. absence of mate. or 

other. stressful events during pregnancy) 
f. Teenage pregnancy 
g. Heavy tobacco or alcohol use 
h. Absent or long-delayed prenatal care 
i. Minimal or no weight gain during pregnancy 
j. Prolonged infertility 
k. More than four previous pregnancies 
1. More than 35 years of age 
m. Medications known to have adverse effect of fetus 
n. Multiple pregnancy (twins. triplets. etc.) 
O. Gestation begun within three months of previous pregnancy 
p. Operative delivery 
q. Anemia or blood group incompatabi1ity. 

The TTPI Bureau of Health Services. MCH Division further estimates 

that as many as 50% of all deliveries in the TTPI can be classified 

as "hi gh-ri sk". lJ 

Very few of the above mentioned factors predisposing high-risk newborns 

can be assessed at the Territorial-level. Hand manipulation of 

several thousand birth certificates to assess (within the limits of 

reporting) is not practical. District Health Planners. in future revisi( 

of the local Health Plans may be able to assess many of the above factor! 

by analysis of birth certificates and individual medical records. Some 

preliminary data were compiled in the original District Health Plans 

developed in the 1977-78 period. 

1. Prematurity: 

In 1978. approximately 8.4% of all registered births. with birth 

wei"ghts recorded. could be c1 assifi ed as premature by bi rthwei ght 

less than 2500 grams. In general. only those births occurring in 

lJ TTPI Bureau of Health Services. Division of MCH/CCS. Grant Application for 
Family Health and Planning Program for Palau and Truk - U.S. DHEW. June 19. l ' 
paqe 7. 
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the hospitals have birth weights recorded onthe birth certificates. 

70% of the TTPI births occurred in the hospitals, so if it is 

assumed the incidence of premature births outside of the hospitals 

is equal to that inside, then it can be seen a more accurate 

estimate of premature births in the TTP! would be 12% or 

304 total premature births. 

2. Maternal Age: 

14% of all births in the TTP! in 1978 were to women under the 

age of 20. 10.7% of all births in 1978 were to women over the 

age of 35. This yields a total of 24.7% of all births occurring 

to women in high-risk age categories. These figures are 

supported by the data presented in Table V.6. 

TABLE V.6.: TTP! Births, 1978 By Age of the Mother 

.' 
, 

Federated states of Micro nes ia 

Marshall 
Acre Groue Islands Ponape Kos rae Truk Yap Palau Tota 

Under 15 - - - - 1 -
15 - 19 67 125 3 77 49 35 35 
20 - 24 195 299 17 186 102 107 90 
25 - 29 119 201 21 176 70 75 66 
30 - 34 58 98 23 105 18 36 33 
35 - 39 18 48 10 61 19 17 17 
40 - 44 9 24 2 33 12 4 8 
45 - 49 - 5 1 4 1 1 1 
50 .. ever - 1 - - 1 -
Age unknown - - - - - -

Total 466 801 77 642 273 275 2,5" 

Provisional 
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3. Birth Order: 

Table V.7. shows TTPI births 19f.7 - 1978 by birth order (number of 

previous live births born to mother). Figure V.3. graphically 

shows the proportion of total births in the TTPI according to 

birth order. 

It can been seen since 1967, there has been a steady and substantial 

decrease in the number of newborns which are 5th borne or later. The· 

has been a corresponding increase in the number of newborns 1st borne 

or 2nd, 3rd, or 4th borne. 

However, it must be noted despite the trends, in 197B, 33% of all 

births were 5th borne or later and therefore, classified as high 

risk infants. 

4. Prenatal Care: 

In Chapter 6, Section VII, Public Health Services, there is a 

detailed analysis of Maternal and Child Health Service utilization. 

On the average, 1977-78, only 20% of the pregnant women in the 

TTPI received no prenatal care. However, only 18% began prenatal 

care during the first trimester; 32.4% began prenatal care in 

their second trimester; and 29.6% waited until their third trimester 

to begin prenatal care. Although data is difficult to interpret , 

there are indications that less than one-half of the pregnant women i 

the TTPI completed all 14 recommended prenatal check-ups. 

Data also indicate only 25% of all TTPI women, after giving birth, 

receive postnatal services. Postnatal services are important to 

insure the health of the mother and to insure health during future 

pregnancies. 
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2. Inpatient Discharge Statistics: 

Table V.9. presents data on TTPI hospital discharges by cause for 

the years 1975 through 1978. Obstetrical/gynecological conditions 

were the leading cause of discharge for each year. For the four 

year total, ob/gyn conditions were followed by: 

Respiratory diseases 
--- Infectious diseases of intestinal tract 
--- Inj uri es 
--- Digestive tract diseases 
--- Senility and ill-defined symptoms 
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YE.'Jl 

1978 

1977 

1976 

1975 

1974 

1973 

1972 

1971 

1970 

1969 

1968 

1967 

First Borne ChIldren , ~ of Tota! 
Births - 1st 

721 23.3% 

B32 24.5% 

B75 20.7% 

907 24.0% 

914 23.5% 

894 23.3% 

747 20.7% 

642 19.3% 

558 16.6% 

540 16.4% 

TABLE V.7. 
TTPI Births By Birth Order 

1967-78 . 
(Includes Northern Marianas) 

<nd, 3rd, 4th Borne Children oth ·Borne Children of Later , ~.Of Total , !.of Total 
Births - 2nd,3rd,4th Births - 5th or later 

1,352 43.71 1,023 33.01 

1,443 42.3% 1,127 33.0% 

1,605 38.0% 1,537 36.4% 

1,417 37.5% 1,452 38.4% 

1,478 38.0% 1,492 38.4% 

1,404 36.6% 1,530 39.9% 

1379 38.2% 1,484 4l.1% 

1159 34.9% 1,519 45.7% 

1,181 35.2% 1,620 48.2% 

1,158 35.1% 1,602 48.5% 
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III. MORBIDITY (ILLNESS) INDICATORS: 

There are no good methods available for estimating the amount or type 

of illness among the TTPI population. Case registries exist for certain 

types of chronic conditions, e.g. hypertension, tuberculosis, leprosy, 

and in some parts of the TTPI, diabetes. However, these registries 

indicate only the cases ~f illness which are identified by health 

services personnel. Certainly many people suffer from undiagnosed 

chronic conditions. Other types of acute illnesses which are considered 

highly communicable, and thereby a threat to general public health, are 

by law, required to be registered with the TTPI Bureau of Health Services. 

Again, these "Notifiable Disease" reports indicate only diagnosed cases 

and it is probably there are many cases undiagnosed. Health facility 

utilization (outpatient department, inpatient discharge, dispensary 

visits) data again record those illnesses which are treated in the 

health service facilities of the TTPI and omit significant morbidity 

which is either treated at home, through traditional medical practitioners, 

or left untreated. Nevertheless, for planning purposes, there is no 

choice but to rely on the utilization statistics, case registries, and 

notifiable disease reports as general indicators of morbidity trends 

and levels. 

A. UTILIZATION STATISTICS: 

1. Outpatient Department Utilization: 

Table V.B. presents the available data on reported outpatient departmen 

visits by cause category for FY 75-79. This data is obtained from 

monthly reports submitted by each TTPI hospital to the TTPI Bureau of 

Health Services, Office of Medical Records and Vital Statistics. 



TABLE V.B. 
OUTPATIENT OEPARlMENT VISITS 

BY CAUSE CATEGORY 
TIPI IIOSPITALS 

FY 75-79 

Includes all TIPI hospitals; excludes Northern Marianas Islands for FY 76 and FY 75. 
In 1976. the fiscal year was changed from July to June to Septeober to October. Therefore data for July. AU9ust. and September. 1976 
is excluded from the table. 
IN.F.C I M i'lM nnt php.u:hprp r:1,,~~ifip(L 
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For the five year period, disease of the respiratory system 

(excluding chronic conditions such as bronchitis, emphysema, and 

asthma) are the leading causes of OPD visits . These diseases are 

followed in rank order by: 

Diseases of the skin and subcutaneous tissues (10.7%) 
Intestinal parasites (6.6%) 
Diseases of the digestive system (including gastroenteritis 
and diarrheal diseases) (6.3%) 
Infectious diseases of intestinal tract (including dysentery, 
amebiasis and others) (5 . 6%) 
Accidents and injuries (4.2%) 
Diseases of the ear and mastoid process (3 . 5%) 
Di abetes .me 11 i tus (3. 4%) 
Asthma and other allergies (3.2%) 
Diseases of the eye (2 .8%) 

--- Genital-urinary diseases (2 .0) . 

However, there is evidence of significant trends and changes within 

the five year period. Respiratory diseases, while still the leading 

cause of OPD visits, account for far fewer visits in FY 79 than was 

the cases in FY 75. Di gesti've system di seases, 1 i kewi se, are 

decreasing. There is considerable variation in t he proportion of visits 

attributable to intestinal parasites and intestinal tract diseases but 

both appear to be on the decline . Diabetes has increased substantially 

between FY 77 and FY 79. Diabetes is a chronic condition which takes 

years to develop, so it is unlikely the figures presented represent 

an increase in incidence of the disease; more likely the figures 

reflect improved case management . 

Other than the diseases mentioned above, all others have remained 

relatively stable in proportion to total OPD visits across the 

time span. The possible trends cited above, are graphed in Figure V.4. 



CAUSE CATEGORY 1~,8 , ~ Of. Total 
Discharges 

TOTAL, ALL CAUSES 10 ,880 100.0% 

08/GYU Conditions 2,906 26.7% 
Nannal Deliveries (2,010 p8.5%) 
Complications ( 682 7.8%) 

Respiratory Disease 1,770 16.3% 
Acute ( 900 I 8.3! Chronic ( 870 8.0 

Infectfous Dfsease 1,484 13.6% 
of Intestinal Tract 

Injuries~ All 736 8.4% 

Of sease of Skin & 377 3.5% 
Subcutaneous Tissue 

Disease of Circula- 361 3.3% 
tory System 

Hypertensive (l08) p.O%! Cerebrovascular ( 40) 0.4S 

Neoplasms, All 201 1.8% 
Malignant ( 90) (0.8%) 

Musculoskeletal 175 1.6% 
Arthritis & (119 ) . (1.1%) 
Rheumatism 

Immunizeable Disease 156 1.4% 

Communicable Dis. 107 1.0% 
N.LC. 

Tuberculosis ( 71) (0.6%) 
leprosy ( 11) (-b- ) 

Senility & 111- 503 4.6S 
deffned 
~igestive Tract Dis 579 5.3S 

Diabetes 74 0.7% 

Nutritf ana 1 Dis. 42 . 0.4% 

Intestinal Parasitism 111 LOt 

~1911 , 

IN~AlltNI Ul~LHAHGlS BY CAUSE 
TIPI, 1974-78 

1~/b 
at Iota I , 

Ili scharges 
I~ Of. Total 
D,scharges 

11,689 100.0% 12,514 100.0% 

3,225 27.6% 3,486 27.9% 
(2,212) (18.9%) (2,438 ) p9.5%! 
( 764) ( 6.5%) ( 814) 8.3% 

l,!lB2 17.0% 2,084 16.7% 
(1,060) ( 9.1%) 0,2601 (l0.1%) 
( 859) ( 7.31) ( 754 ( 6.0%) 

1,551 13.3% 1.374 11.0% 

776 6.6% 1,077 10.9% 

386 3.3% 399 3.2% 

329 2.8% 320 2.6% 

I :g! P·O%1 0.4% 
I 88) 

49) 10. 9S1 0.5% 

178 1.5% 186 1.5% 
( 70) (0.6%) ( 79) (0.6) 

337 2. 9S 262 2.l % 
(188) (1 .6%) (158) (1.6%) 

119 LOS 32 0.3% 

211 1.8% 168 1.3% 

(103) (1. a) (121 ) (1.2%) 
( 8) (0. lS) ( 12 ) (o.n) 

471 5.1% 434 4.4S 

608 5.2S 558 4.5% 

77 0.7% 126 1.3% 

33 0.41 40 .0.4% 

187 1.6% 320 2.6S 

H.E.C. means not elsewhere classified. 
-b- means percentage fs less than D.1 S. 
Source: United Nations Reports for the TIPI Bureau of Health Servtces 

~~~~a~~~_by the. Office of Me~f ~a1 Records ~ Vfta! Statfstfcs. 

1~/o lotal 
• i ~. ot. Total , 

I ~ .of. Iota. 
D.scharoes Dfscharoes 

12,458 100.01 47,541 100.0% 

3,300 26.51 12,917 27.2% 
12,214) 117.8%) 8,874) p8.7%) 

808) 8.a) 3,068) 6.4%) 

2,119 17 .0% 7,955 16.7% 
0,184) ( 9.5%! 4,404 ! 19•3%) 
( 849) ( 6.8% 3,332 7.0%) 

1,084 8.7% 5,493 11.6% 

997 10.0% 3,586 7.5% 

437 4.3% 1,599 3.4% 

331 2.7% 1,341 2.8% 

I 78) (0.8S) I 368! (0.8%) 
57) (0.6%) 186 (0.4%) 

195 1.6% 760 1.6% 
(100) (0.8%) ( 339) (0.7%) 

277 2.2% 1,051 2.2% 
(158) (1.6%) ( 623) (1.3%) 

99 0.8% 406 0.8S 

226 1.8% 712 1.5% 

( 141 (1.4%) ( 436) (0.9%) 
( 25 (0. 2% ) ( 56) (-b- ) 

- -
591 5.9% 1,999 4.2% 

677 5.4% 2,422 5. lS 

113 La 390 0.8% 

53 0.5% 168 0.3% 

240 1.9% 858 1.8S 
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Skin and subcutaneous tissue diseases 
Circulatory system diseases 
Musculoskeletal diseases 
Intestinal parasitism 
Neoplasms (all types) 
Conmunicable diseases (N.E.C.) 

--- Inmunizable diseases 
Diabetes 

--- Nutritional Deficiencies 

The proportion of to~al hospital discharges due to infectious 

diseases of the intestinal tract and due to immunizable diseases 

appears to be increasing very slowly. The proportion of discharges 

attritutable to all other disease categories appears to show 

either stability or random fluctuation. 

It should be noted that 23.2% of all hospital discharges over the 

four year span are almost wholly preventable. These include 

complications of delivery, infectious diseases of the intestinal 

tract, inmunizable diseases, communicable diseases, diabetes, 

nutritional deficiencies, and intestinal parasitism. An additional 

18.6% of the hospital discharges are partially preventable. These 

partially preventable discharges include acute respiratory diseases, 

skin and subcutaneous tissue diseases, hypertensive conditions, 

and digestive tract diseases. 

3. Dispensary Utilization Statistics: 

No data regarding dispensary utilization by cause is collected at 

the Headquarters level. What data is available on causes of 

dispensary visits, can be found in the six District Health Plans. 

In general, the leading cause of visits to dispensaries was found 

to be gastro-intestinal conditions follo~/ed by respiratory diseases, 

general symptoms, injuries, MCH services, and miscellaneous others. 

This data was collected by tabulation of daily dispensary worksheets 



from a random sample of dispensaries from each district/state 

(except Truk). 

B. NOTIFIABLE DISEASE REPORTS: 

Table V.10. presents the number of cases of selected notifiable 

diseases occurring in the TTPI, 1974-78. (Note, this table 

does not include all diseases which are "notifiable" under TTPI 

law; it includes only those with significant numbers of cases 

or of special interest to health planning.) 

TABLE V.10 
REPORTED CASES rlOTlFlABLE 01SEASE 

TTPI. 1974-78 

IH sease i 0' ~ase5 ~eeortea 
1§7g 1§7B 19" 1§7~ 1§7S 1m 

CATEGORY "8" 
Dysentary. Amoebic 955 2.238 4,987 3.172 2,192 2.768 

Oysentary. Bact llary 29 244 103 32 11 -0-
Measles 10 649 8 1 -o- S 
Meningitis. Meningococcal 2 2 1 2 
Meningitis. Other 15 22 40 35 11 11 
Pertussis 126 -0- -O- S 58 150 
Poli omyelitis -0- -0- -~ -0- -0- -0-

CATEGlHty ··C·· 

Gonorrhea 427 469 442 413 532 629 

Infp.~ tfvp. Hepatitis 43 121 162 39 69 239 

1~f1 uenza 11.723 8.818 13.278 17.439 16,539 13.661 
Leprosy 10 9 9 27 14 14 
Syphilis -O- S 26 -0-

Tetanus (neonatal) -0- -0- -0- -0- -0-

Tuberculosis (.11 ) 42 52 49 52 82 122 

CATEGORY "0" 

Chickenpox 260 405 394 784 858 482 

Dyesentary, Unspecified 6 251 - 0- -0- 177 23 
Filariasis 40 144 193 149 177 114 
Fish Poisoninlj 163 267 324 340 221 ?RJ 
German (-teasles 2 3 6a4 13 5 39 
MlIlIps 32 29 19 170 192 2.173 
Strep Throat & Scarlet 188 272 184 322 64) 257 
Fever 
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The i nci dence of immuni zab le di seases (measl e.s, pertussi s, german 

measles, and mumps) indicates the TTPI remains vulnerable to epidemics 

of these diseases despite an improved immunization status. (See pages 

163-164 in which TTPI immunization status is discussed). 

Amoebic dysentery cases dropped by more than 50% between 1978 and 

1979. This can be attributed to improved training of laboratory 

technicians; studies by the U.S. Communicable Disease Control Branch 

of the Public Health Service indicate much of the amoebic dysentery 

previously reported was incorrectly diagnosed and probably dysentery. 

Still the 1979 incidence of amoebic dysentery was 8 cases/ 1,000 population. 

The major venereal disease in the TTPI is gonorrhea. There were an average 

of 4.5 cases of gonorrhea /1,000 population reported in 1974-79. 

This compares to an incidence rate of 1.5 cases / 1,000 population for 

American Samoa (1972-76) and an incidence of 4.2 cases/l,OOO population 

for the United States (1970-74). The incidence of gonorrhea can be 

expected to increase as more persons enter the 15-30 year age category. 

Syphilis is not, -at present a major public health concern in the TTPI; 

however, the TTPI must maintain constant surveillance for prompt identifica1 

of any possible cases; certainly the potential for syphilis exists in the 

TTPI. 

Tuberculosis remains a serious public health problem in the TTPI despite 

the relatively small numbers of cases in recent years. Improved drugs 

available for treatment of tuberculosis coupled with public health surveill ; 

activities have decreased the incidence of the disease but the incidence 

can only remain low through vigorous public health control measures. 
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Tuberculosis rates in the TTPI have decreased from 1.2 cases/l,OOO 

population in 1974 to 0.36 cases/l,OOO population in 1979. These 

figures can be compared to those for American Samoa (0.4 cases /1,000 

population in 1975-76) and those for the United States (0.15cases 

/1,000 population). 

There have been only 8} new cases of leprosy reported in the TTPI for 

1974-79. The average incidence rate of leprosy is 12.7 cases per 

100,000 population (1974-79). This compared to 63.2 cases per 

100,000 population (1972-76) in American Samoa. 

The incidence rate of filariasis has ranged from a high of 1.8 cases 

per 1,000 population in 1977 to a low of 0.3 cases per 1,000 population 

in 1979. In comparison, American Samoa had an incidence of filariasis 

of 1.6 cases per 1,000 population in 1972; by 1976 filariasis had been 

almost completely eliminated from the area. 

Infective Hepatitis is another public health concern in the TTPI. The 

average incidence of this disease over the six-year period was 1.1 cases 

per 1,000 population. This rate is nearly identical to the American 

Samoa rate for 1972-76 of 1.01 cases per 1,000 population. 
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C. CHRONIC OISEASES: 

Most districts/states maintain case registries for such diseases 

as tuberculosis, leprosy, filariasis, and venereal disease. All of 

these conditions have already been mentioned under Notifiable Oiseases. 

In addition, some districts/states maintain case registries on diabetic 

and hypertensive patients. 

1. Diabetes: 

Data is not available at the Headquarters level from the case 

registries maintained on diabetic patients. What is available 

which will approximate the numbers of persons in each district/state 

with diagnosed diabetes, is the number of 1st visits to the outpatient 

departments for diabetes. It would be expected that most diabetic 

patients would visit the hospital OPD at least once in a year for 

medical consultation regarding their disease. The way medical records 

are maintained in the districts/states, each of these persons would 

be recorded as having only one first visit in a year for diabetes. 

The number of 1st visits to the OPD clinics for diabetes are listed 

below: 

FY 1979-------------- 394 1st visits 
FY . 197B-------------- 259 1st visits 

Based on the assumption that first visits to OPD clinics for diabetes 

approximates the number of persons known to suffer from the disease, 

the TTPI has a prevalence rate of 3.4 diabetes/l,OOO population. 
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2. Hypertension: 

During FY 1978, a hypertension screening and treatment program was 

initiated in Ponape, Truk, and Palau with the support of Federal grant 

monies. During FY 79 the program expanded to Yap and it is hoped 

for further expansion into the r4arsha11s and Kosrae during FY 80. 

The only data available from this program is for Ponape, Truk, and 

Palau through May of 1979. This information is presented in Table V.11. 

TABLE V.11 
HYPERTENSION IN MICRONESIA 

FY 78 - r4ay, 1979 

Pona e Truk Palau 
Male Female Male Female Male Fema1 

Normal Tension 1,065 1,068 552 987 1,003 1 ,31 

Hypertension 85 45 126 182 208 ?' •• £ 

Total 1,150 1,113 678 1,169 1,211 1,5: 

Percent Hypertensive 7.4% 4.0% 18.6% 15.6% 17.2% II 

Note: Criteria for determination of hypertension was blood pressure reading of 
160/95 or above. 

Figures V.5 and V.6 graphically present the percentage of male (V.5) 

and female (V.6) Micronesians who have been determined to be hypertensive 

according to age category. 

The data gathered through the program is difficult to interpret. 

Preliminary reports suggest there is a correlation between westernizatiol 

{measured by type of work, place of residence, local food consumption, e' 

and the prevalence of hypertension. Should full analysis of the data 

confirm these preliminary correlations, then it should be expected that 
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the prevalence of hypertension in Micronesia will increase 

significantly in coming years. 

IV. H1~IUNIZATION STATUS: 

I 
I 
• 
I 

In 1978, an immunization task force was formed at the TTPI Headquarters 

under the supervision of the Communicable Disease Control Branch. The 

purpose of this task force was to develop and implement a Territorial 

wide mass immunization campaign which would raise the immunization 

level to 90% in all districts/states. Following implementation of 

the immunization campaign, the task force audited the medical records 

(TTPI Form 844 - the basic public health medical record form used in 

all districts/states) of all two-year old children, all six year-old 

children and all children enrolled in the 8th grades of school. The 

results of these immunization audits are summarized in Table V.12. 

AREA HAVE 
844 '. 

PALAU ]4) 

YAP 305 

CN/U '" 

TABLE V.12 .a 
RESUL TS OF 2-YEAR OLD If4NUNIZATION 

SURVEY, 1979 
AU8uat - 1979 

Birth Croup: AURu.t 1 . 1976 - July l1 . 1977 

C~IPL£TE 
SERUS CotrPLETE - IHMUNfZAtIOHS DrP POLIO -, % , % , % 

]14 •• 332 97 ]30 96 

207 68 2'8 75 227 74 

393 88 ' 05 91 ' 07 9' 

HHR , 

323 

240 

421 

% 

94 

79 

95 

KOSME 141 141 100 141 100 141 100 141 100 

TRUK 1, 245 49 1 40 741 .0 542 " 974 7. . 
PO:iAPE 8' . "5 54 549 • 5 53 • ., 59' 70 

MARSUALLS 1,291 1,046 81 1,075 83 1.071 83 1,170 91 

- -, ~ .. . ~ 0 ' 
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As shown by the tables, 66% of all TTPI 2-year old children (1979) are 

estimated to have completed all of their immuni.zations. This figure 

varies from state to state with a high of 100% having completed immunization 

in Kosrae to a low of 40% having completed immunizations in Truk. 

The survey shows, 80% of all TTPI 6-year old children (1979) are estimated 

to have completed their immunizations. This ranges from a high of 

98% completed in Kosrae to a low of 67% completed in Truk. 

The survey further shows that 69% of all TTPI eight grade students (1979) 

have completed their immunizations. This ranges from a high of 98% completed 

in Yap to a low of 29% completed in Truk. 

v. HANDICAPPING CONDITIONS: 

A complete health status inventory would include information regarding 

the incidence and prevalence of major handicapping conditions which affect 

both mental and physical capabilities. Because the priorities of the TTPI 

are directed toward other health care problems, this inventory of handicappin, 

conditions has never been compiled. Each District/State Health Planner, 

as they revise their local health plans, will attempt to incorporate 

baseline data on these conditions in their health status chapters. 

VI. OTHER HEALTH STATUS INDICATORS: 

Data relating to indicators of mental and dental health status will be 

presented in~e Mental Health Service section and the Dental Health Service 

section of this Territorial Health Plan. (See Chapter 6). 



IlAV£ AKl:.\ 
8410 's 

PALAU )62 

I YAP 220 

C:'111 440 

I K05RAE 144 

TRUt:. 1,147 

ro:-lAPE 75' 

MARSltALLS 1,149 

CIL\~ TOTAL 4,221 

1 IIAVE AREA 
844'. 

i 
PALAU 

3.a 

YAP 
I •• 

e nlI .,. 
IWS RAE 

12. 

TRUK 
'1' 

I 
P(lNAPt 

310 

tlARSllALLS 
• • 1 

, 
CItA':P TOTAL 
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TABLE V.1 2.b 
RESULTS OF 6-YEAR OLD rrl·1U NIZATIor~ 

SURVEY, 1979 
August .. 1979 

Dlrth Croup: AU!!U8 t L 1972 .. July It. 1973 

COHl'LETE SERI ES conrLETt 

l~ruNIZATlONS 
DTP/TD POLIO , % , % , . 

I 

) 52 " 355 ,. 352 

217 ., 21' I CC 21' 

398 " "2 '4 411 

141 .8 143 " 143-

768 67 866 76 821 . 
555 7l 614 81 621 

.52 83 983 B6 1,000 

J,J8J 80 3,592 8' 3, .567 

TABLE V.12.c. 
RESULTS OF rr'1MUNIZATIOil SURVEY OF 
TTPI 8th GRADE STUDENTS. 1979 

Aucu.t .. 1979 

Birth Croup : ISehool Year 1979-1979) 8th crader. 

% 

'7 

100 

93 

" 
7Z 

82 

87 

85 

CNirLETE 
SERIES CotrrLET£ 

n~nlNIZATIONS 
, 

DTP/TD POLIO , • , • , • 

352 .7 >55 'B >52 97 

165 9B 1'7 .. 1.' 9B 

3H 74 37 • B' 37) B3 

III •• 123 •• 12C . ., 

2 •• 2' • 90 53 33 • 3' -
237 77 '.1 •• 2.2 .5 

5.B 95 5.1 • 3 593 .. 
, 

I -
.. I\,. 't .. ., " .. .. .. ..... ... ,. 

H:-lR/HR , % 

358 " 
217 " 
40' 93 

I" '8 

'" 86 

614 81 

1,065 .3 

3,795 .0 ) 

tvlR/ttA , % 

>5B •• 
1.7 •• 
377 B. 

112 , . 
••• 5. 

2.1 .. 
555 .2 

~ ..... ", 
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VI. SUMMARY OF MAJOR TTPI HEALTH STATUS PROBLEMS: 

A. Bi rth Rate: 

1. Birth rate is high compared to many developed nations. 

2. Given the pre'sent birth rate, the population of the TTPI will 
double before the year 2000. 

B. Death Rate: 

1. The TTPI has high death rates for infants and children compared to 
most other Pacific nations. 

2. ~lalignant neoplasms and heart disease are the leading causes of death 
in the TTPI; they account for 9.6% and 9.0% of all TTPI deaths 
respectively. These are conditions primarily of the elderly and 
can be expected to increase as the TTPI population ages. 

The leading causes of death by cancer are: lung, liver, stomach, 
cervical cancers and the leukemias. 

3. Diarrheal diseases are major killers of children and infants. Althou( 
the death rates from these diseases are decreasing, they are far from 
eradi cated. 

4. Respiratory diseases account for 13% of all deaths in the TTPI. 
However, the death rates due to both chronic (emphysema, asthma, 
bronchitis, etc) and acute (pneumonia, influenza, etc) are decreasing 

5. Prematurity is the number one killer of infants in the TTPI. 29.4% 
of all infant deaths are attritutable to prematurity. 

However, the incidence of premature births appears to be increasing. 
although the deaths from premature births appear to be decreasing. 
These trends should be carefully monitored in future years. 

6. Deaths from cerebrovascular diseases (another category of diseases of 
aging) account for 4.2% of all TTPI deaths although the incidence 
appears to be decreasing. 

7. Accidents and suicides are significant causes of death because they 
primarily affect the young adult male population. Incidence of death 
due to these conditions is decreasing. 

8. Incidence of death due to nutritional deficiencies is increasing. 
Incidence of death due to diabetes is decreasing. 

9. 19.3% of all TTPI deaths are wholly preventable and most of these 
preventable deaths are in the infant and child age categories. 
An additional 16% of all TTPI deaths are partially preventable. 
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C. PREGNANCY STATUS: 

1. An unacceptable number of TTP! pregnancies can be classified as 
high risk. 

2. 8.4% to 12% of all TTPI births are premature (less than 2500 grams 
birth weight). 

3. 33% of all births are 5th or later in birth order. However, this 
proportion has dropped dramatically in the last ten years. 

4. TTPI women begin pr~nata1 care late in pregnancy (82% begin after 
their first trimester). Only 25% of TTPI women giving birth seek 
postnatal services. 

D. MORBIDITY (ILLNESS): 

1. 34% of all OPD visits are for conditions which are partially or 
completely preventable. These conditions include skin diseases (10.8%) 
intestinal parasites (6.9%); digestive system diseases (6.7%); 
and accidents and injuries (3.9%). In addition, many medical practitio 
think that a significant proportion of the respiratory conditions 
treated could be handled at home or at the dispensaries. 

2. 23.3% of all inpatient discharges are for preventable conditions includ 
complications of delivery, infectious diseases of the intestinal 
tract, immunizab1e diseases, communicable diseases, diabetes, nutritio 
deficiencies, and intestinal parasitism. An additional 18.6% of 
hospital discharges are partially preventable; these conditions include 
acute respiratory diseases, skin diseases, hypertensive conditions, 
and digestive tract diseases. 

3. The TTPI has a high incidence of amoebic dysentery as well as other 
types of dysentery. 

4. The incidence rate of gonorrhea in the TTPI population is high. 

5. Although the rate of syphilis is very low, the potential exists for 
the introduction and the spread of the disease throughout the TTPI. 

6. The incidence rate of tuberculosis is decreasing but remains higher 
than that of the United States. 

7. The incidence rate of leprosy is low but must be continuously monitored 
in order to insure there is no increase in incidence. 

8. Filariasis remains a public health problem in some areas of the TTPI. 

9. The incidence and prevalence of diabetes is thought to be high in 
the TTPI although there is no good case-finding and recording mechanism 
in operation. 

10. The p~eva1ence of hypertension in the populations surveyed to date is 
high when compared to the United States. 

11. The immunization status of the TTPI has improved but still needs 
~ --.- -, .----~ 
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GOALS, OBJECTIVES AND STRATEGIES FOR IMPROVING TTPI HEALTH STATUS: 

GOAL 5. 1: 

Objective 5.1.1: 

Indicators: 

Strategies: 

ALL RESIDENTS DF THE TTPI SHOULD HAVE THE OPPORTUNITY TO 
LIVE HEALTHFUL LIVES FREE OF PREVENTABLE DISEASE AND DEATH . 

To reduce the TTPI infant mortality rate to no more than 
16 deaths per 1,000 live births by 1986. 

* Average TTPI infant mortality rate (1970-1978) 
is 29.2 deaths per 1,000 live births. 

* 16% of TTPI infant deaths (1972-78) were caused 
by diarrheal and intestinal diseases. 

* 29% of TTPI infant deaths (1972-78) were caused 
by prematurity. 

* 1.6% of TTPI infant deaths (1972-78) were 
caused by nutritional deficiencies. 

* 11 % of TTPI infant deaths (1972-78) were 
caused by pneumonia and influenza. 

* 57.6% of all TTPI infant deaths (1972-78) 
were caused by conditions which are partially 
or completely preventable . 

To decrease the incidence of infant death due to diarrheal disease, prematurity, 
nutritional deficiencies, and influenza/pneumonia. 



Subobjective 5.l.l.{a}: 

Indi cators: 

Subobjective 5.l.l.{b}: 

Indicators: 
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To eliminate diarrheal and intestinal diseases as 
a significant cause of infant death in the TTPI 
by 1986. 

* Diarrheal and intestinal diseases accounted for 
16% of all infant deaths in the TTPI for the 
years 1972-78. 

* Elimination of diarrheal and intestinal diseases 
alone would reduce the TTPI infant death rate 
from 29.2 deaths per 1,000 live births to 
24.5 deaths per 1,000 live births. 

* In addition to being a major killer of infants in 
the TTPI, diarrheal and intestinal diseases account 
for 7.9% of total deaths in the TTPI. 

* Diarrheal and intestinal diseases account for 
significant mortality among TTPI children in the 
2-5 year age category. 

* Diarrheal and intestinal diseases account for 
approximately 12% of all TTPI OPD visits and 
approximately 14% of all TTPI inpatient discharges. 

To reduce the rate of infant death due to rematurit 
at east 50% b 1986. To reduce the death 

rate by prematurity from approximately 8.6 deaths 
per 1,UOO live births to 4.3 deaths per 1,000 live 
bi rths) . 

k 8-12% of all TTPI infants are born premature {less· 
than 2500 grams birthweight} 

* 50% of all TTPI infants can be considered "high-risk 
by virtu~e of the condition of the infant at birth; 
the condition of the mother during pregnancy; or 
both. 

* Many of the conditions which render an infant "hiqh 
risk" in general, also make the infant high risk for 
premature birth: 



Subobjective 5.1.1.(c}: 

Indicators 

Subobjective 5.1.1.(d}: 

Indi cators: 
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To eliminate nutritional deficiencies as a 
cause of infant death by 1984. 

* flutri ti ona 1 defi ci enci es accounted for 1.6% of 
the infant deaths in the TTPI, 1972-78. 

* Nutritional deficiencies accounted for 1.7% of 
total deaths in the TTPI during 1972-78. 

* Incidences of death due to nutritional deficiency 
app~ar to be increasing. 

* It is known that nutritional deficiencies seldom 
lead to death directly; nutritional deficiencies are 
generally underlying causes of death due to other 
conditions including gastroenteritis, dysentery, 
pneumonia, and other acute conditions. 

* Physicians in the TTPI generally agree that 
improper nutrition as a disease or a contributing 
factor in disease is an increasing problem. 

To reduce infant deaths due to influenza and 
pneumonia from an average of 3.3 deaths per 
1,000 live births to an average of 2.0 deaths 
per 1,000 live births. 

* Pneumonia and influenza accounted for 11% of all 
TTPI infant deaths, (1972-78). 

* Pneumonia and influenza accounted for 8.0% of 
all deaths reported in the TTPI (1972-78). 

* Pneumonia and influenza account for a large proportion 
of OPD visits in the TTPI 

* Pneumonia and influenza account for almost g% of all 
inpatient discharges in the TTPI. 



-ill-

Strategies (for implementation of Objective 5.1.1.{a-d): 

1. To implement objectives for Environmental Health Services relating to 

provision of clean water and safe sewage disposal systems for all residents 

of the TTPI. 

2. To implement objective for Health Education. 

3,' To implement objectives for Public Health regarding prenatal, postnatal, 

and well child services. 

4. To implement objectives relating to nutrition services. 
• 

5. To implement the oral rehydration program developed by the Headquarters 

Communicable Disease Control Division of the Bureau of Health Services 

in conjunction with WHO consultants (proposal developed in 1979 but 

not implemented as of March, 1980). 

6. To promote breast feeding over bottle feeding, particularly in areas 

where water quality is poor or variable. 
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Objective 5.1.2: To reduce the mortality rate of children (0-14 years of age) 
from 3.0 deaths per 1,000 population to no more than 

Indi cators: 

Strategies: 

1.6 deaths per 1,000 population by 1986. 

* The TTPI age specific death rate for children 
0-14 years of age (1976-78) was 3.0 deaths 
per 1,000 children. 

* This rate is high compared to rates from 
many other Pacific nations. 

* The infant population (children under 1 year of age) 
comprises approximately 6% of the total TTPI 
population of children. 

* The infant deaths account for almost 58% of all 
TTPI deaths of children under the age of 14. 

* Reduction of the infant mortality rate to 16 deaths 
per 1,000 live births will reduce the child 
death rate to approximately 1.26 deaths per 
1,000 children. The lowest child death rate in 
the Pacific (about 1975) is 1.6 deaths per 
1,000 children (New Zealand and Australia). 

* It is known that infants who are classified as 
"high-risk" at birth, have a greater incidence of 
illness and death throughout their childhood 
years than the average child in the population. 

1. Achieve the objectives developed for reduction of infant mortality from 
29.2 deaths per 1,000 live births to 16 deaths per 1,000 live births. 



Subobjective 5.l.2.{a): 

Indicators: 

Strategies: 
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To reduce the proportion of TTPI infants who 
are classified as high-risk at blrth from 
ab~roximatelY 50% of all infants to no more than 
4 by 1986. 

* The TTPI Bureau of Health Services, Division of 
Haterna 1 and Chi 1 d Health Servi ces estimates 50% 
or more of the infants born in the TTPI can be 
classified as "high-risk". 

* 8-12-% of infants born can be classified as high-risk 
because they are born prematurely (birthweight less 
than 2500 grams). 

* 14% of all infants born in the TTPI can be classified 
as high risk because they are bo~n to women of less 
than 20 years of age. 

* 10.7% of all infants born in the TTPI can be classifi 
as high risk because they are born to women of more 
than 35 years of age. 

* 33% of all infants born in the TTPI can be classified 
as high risk because they are the 5th born or later 
to their mother. 

* 82% of infants can be classified as high risk because 
their mother began prenatal care after the end of the 
first trimester of pregnancy. 

* ~lany infant risk factors cannot be evaluated at 
the Territorial level because hand manipulation of 
all TTPI birth certificates is not practical. 

1. For District/State Health Planners in the revision of each of the local 
health plans to study the infant risk factors operating in their district/stat 
in order to develop specific strategies for reduction of risk. 

2. To implement objective under Health Education, Nutrition, and Public Health 
Services in order to reduce the risk factors. 

3. To develop a risk management approach in Public Health services so that those 
pregnant women and infants at particular risk are identified early and given 
special attention in order to minimize their chances of illness and early deat 

4. To develop efficient family planning programs which enable women to space 
their children in order to maximize their o~m health and their ability to 
properly care for each child. 

5. To develop effective health education and family planning education in the 
TTPI school system in order to reduce the numbers of infants born to teenage 
_~J,.I..~.R_ 
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Objective 5.1.3. To maintain the TTPI average' death' rate from cancer, heart 
disease, and cerebrovascular disease at or below the 
average rates for 1972-78 (1.1 deaths per 1,000 population). 

Indicators: * Cancer, heart disease, and cerebrovascular disease are 

Strategies: 

primari'ly diseases 11hich stri ke an agi ng popul ation. Hhile 
at the present, the TTPI has a very young population and 
therefore has a low death rate for these conditions, it 
can be expected that the death rate will tend to increase 
as the popula~ion ages. 

* Cigarette smoking has been implicated as a causal factor 
in development of all three types of disease. There is 
no data available to indicate the prevalence of smoking in 
the TTPI population but observation would indicate it 
is hi gh. 

* Untreated diabetes and hypertension are causal factors in 
development of heart and cerebrovascular disease. There 
are indications that many TTPI citizens suffer from 
both conditions without adequate treatment. 

* All three conditions can be treated and/or managed if they 
are identified early. However, very few TTPI citizens 
seek regular physical examinations which would assist in 
early detection of these and other conditions. 

* All of the above indicators imply the TTPI may experience 
great increases in death due to these conditions without 
adoption of specific strategies to maintain the present 
low rates. 

1. To assess the prevalence of smoking among TTPI residents for use as a baseline 
evaluation of anti~smoking educational efforts. 

2. To develop health education programs aimed at discouraging cigarette smoking 
among both school students and the general population. The education program 
should incorporate the effects of smoking on unborn children by pregnant mothe 

3. To study the feasibility of banning smoking inside specified public buildings 
including schools. 

4. To continue cervical cancer screening programs with appropriate followup for 
women identified with adnormal smears (see goals/objectives for Public Health) 

5. To maintain screening and followup of TTPI citizens at risk for hypertension. 
(See goals and objectives for Public Health). 

6. To develop a diabetes screening program to identify TTPI citizens with the 
disease and to implement appropriate treatment. (See Public Health goals 
and objectives). 

7 T", ,.. .,J" ....... f.,.. +-h ... T Tor ... ,..,... .. 1 :d"; 1"\" (''II'' ~ ho iMon",t;tnro n.f o()rinrfi r nhvc; i rn 1 rhpCKUDt' 
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Objective .5.1-4: To decrease the incidence of death and morbidit 

Indicators: 

Strategies : 

due to chronlc res lrator 
and asthma by 20% by 1976. 

* Chronic respiratory diseases accounted for 5% of all 
TTPI deaths, 1972-78. This equalled a death rate of 
0.25 deaths per 1,000 population. 

* Chronic re~piratory diseases accounted for 7.0% of all 
TTPI hospital discharges, 1975-78. 

* Asthma alone accounted for over 3% of all TTPI outpatient 
department visits. 

1. Same as strategies #1, #2, #3, and #7 of objective 5.1.3. 

2. To study the feasibility of training respiratory therapy technicians in 
the TTPI. Compare the potential benefits and costs of respiratory 
therapy technicians to the potential benefits and costs in upgrading 
existing physicians and nurses in respiratory diseases through continuing 
education. 



GOAL 5.2: 

Objective 5.2.1: 

Indi cators: 

Strategies: 
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TO PREVENT THE OCCURRENCE AND THE SPREAD OF COHMUNICABLE 
DISEASES IN THE TTPI. 

To achieve and maintain a 90% immunization level among 
all TTPI children under the age of 18 by 1982. 

* The 1979 immunization levels averaged, across the TTPI, 
66% for two-year-01ds; 80% for six-year-01ds; and 
69% for all eighth grade students. 

* There was considerable variation in immunization levels 
noted from state to state. Kosrae and Palau had 
achieved an immunization level above 90% for all three 
age categories. Yap had achieved a level above 90% for 
all categories except the two-year-01ds. Truk and 
Ponape consistently had the lowest immunization levels 
in all three categories. 

* Data from 1974 through 1979 indicates the TTPI is 
still vulnerable to periodic epidemics of "child-hood" 
communicable diseases. 

1. Each TTPI political entity will pass a school entrance immunization law 
which prohibits any child from attending school until he/she has completed 
all required immunizations. 

2. Continue health education efforts to alert parents to the importance of 
immunizations. 

3. Implement goals and objectives under Public Health regarding the immunization 
program. These goals and objectives include routine auditing of all 
clinical records to identify children who have not completed their 
immunizations; increasing well-baby clinic attendance; increasing home 
visits to fo110wup on children who are de1inq4ent with their immunizations; 
increase public health field trips to outer islands; increase the involvement 
of dispensary personnel in public health programs; etc. 
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Objective 5.2.2: To reduce the incidence of gonorrhea in the TTPI by 1985. 

Indicators: * The 1974-79 average incidence of reported gonorrhea in 

Strategies: 

the TTPI was 4.5 cases per 1,000 population. This rate 
is higher than that for American Samoa (1.5 cases per 
1,000 population) and for the United States (4.2 cases 
per 1,000 population). 

* As more persons enter the 15-30 age category, it can 
be expected the incidence of gonorrhea will increase 

i unl ess strenqthenel.. i' reventi ve measures are instituted. 

* In general, only Palau and the ~larshalls report significant 
incidence of gonorrhea. The extent of the gonorrhea 
problem cannot be determined in these or other districts/states 
without extensive case-finding and screeni~g efforts. 

1. Each district/state will assess their gonorrhea surveillance and casefinding 
methods to determine if their reported cases of the disease approximate 
the true incidence among the population. 

2. 8ased on each district/state's assessment of the gonorrhea problem, 
local objective levels will be set for reduction of the incidence of the 
disease. 

3. venereal disease education programs will be strengthen in the schools and 
to the general public. 

4. Goals and objectives found in the Public Health section of this Plan 
re 1 ati ng to venereal di sease screeni ng, treatment, and contact followup 
will be implemented. 

Objective 5.2.3: Incidence of syphilis will remain below 1977 incidence levels. 

Indicators: * In 1976, the incidence of syphilis was 24 cases per 100,000 

Strategies: 

population. This rate declined in 1977 to 4.5 cases per 
100,000 population. There were no cases reported in 1978 
and only one case reported in 1979. 

* The potential for introduction and spread of syphilis in the 
TTPI exists. For the rates to remain at the present low levels 
extensive surveillance must be maintained. 

Same as for Objective 5.2.2. 
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Objective 5.2.4: By 19B6, the tuberculosis incidence rate in the TTPI shall 
not exceed 0.20 cases per 1,000 population. 

Indicators: * The 1979 tuberculosis incidence rate for the HPI was 

Strategies: 

0.36 cases per 1,000 population. 

* The tuberculosis incidence rate in the TTPI has been 
decreasing steadily since before 1974. 

* The tuberculosis incidence rate is still higher than for 
the United States and for American Samoa. 

* Reduction of tuberculosis incidence from 0.36 cases per 1,000 
population to 0.20 cases per 1,000 population would mean that 
the HPI would have no more than 28 cases of tuberculosis 
in 1986. 

1. Implement goals and objectives for Public Health Services, Communicable 
Disease Control regarding tuberculosis screening and follo~lUp activities. 

2. To consider the feasibility of implementing regular tuberculosis screening 
activities for high-risk populations in districts/states where tuberculosis 
remains a significant public health problem. 

3. To conduct periodic inservice training for all health care providers in 
recognition of symptoms of tuberculosis. 

4. To perform bacteriological examination of all patients with symptoms 
of tuberculosis. 

5. To examine all chest x-rays taken, for whatever reason, for indications 
of possible tuberculosis lesions and refer patients with evidence of 
tuberculoid lesions for appropriate bacterioldgical examination. 
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Objective 5.2.5.: To reduce the incidence of new leprosy cases to 
zero by 1990 and maintain. 

Indicators: * The incidence of new cases of leprosy reported in the 

Strategies: 

TTPI has been decreasing in recent years. 

* On the average, the incidence rate of new cases of leprosy 
in the TTPI (1974-79), is 12.7 cases per 100,000 population. 

* Leprosy is spread mainly by active, infectious cases who 
are undiagnosed and/or not following treatment procedures 
interacting with other people in their home environments. 

1. Implement goals and objectives for Public Health Services: Communicable 
Disease Control regarding leprosy fol10wup and contact surveillance activities 

2. Conduct systematic, aggressive casefinding campaigns to diagnose active 
leprosy cases in populations known or suspected to have significant 
incidence of the disease. 

3. Train health care worker.s (particularly health assistants, medex, and 
public health nurses) working in areas of known or suspected leprosy 
prevalence, in recognition of leprosy symptoms. 


