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Letter from the President: 
It has been a great pleasure to be the first President of PMSA and I am honoured to 

be a part of this path breaking association. I whole-heartedly welcome you all to 

our 1
st

 edition of the Southern Hemisphere Medical Camp Magazine.  

The Pacific Region encompasses a diverse group of nations and whilst some have 

access to a high level of healthcare facilities, others have health outcomes amongst 

the poorest in the world. There is an urgent need to address a range of health issues including infant and child 

health, environmental health, response to infectious and non-infectious diseases and disaster preparedness. 

As a result, the Pacific Medical Students’ Association brings together MBBS/Postgraduate/MD/PhD 
students from across 14 Countries to work collaboratively to address these issue, and to advocate on a global 

scale for Pacific Island healthcare. This association was founded in 2016 with a free membership policy for 

anyone who wishes to join. 

The Association will build upon this foundation, providing opportunities, advocacy and networks between 

medical students across the pacific region that will make clear that the practice of medicine transcends 

borders and will ensure that in times of great need medical assistance will be provided by all neighbouring 

countries. 

A primary platform of achieving these goals is through this, the first Southern Hemisphere Medical Camp. 

During this camp, students will also receive specialized field training and wilderness skills that will enable 

them to actively contribute their medical skills in unfamiliar environments with limited resources, skills they 

will be required to utilize during their future practice. We aim to prepare medics for survival and adventure 

and build one of the strongest humanitarian education platform across the Pacific.  

I am glad to announce during the first year of this operation the following initiatives have been established: 

1. The Southern Hemisphere Medical Camp 

2. The Pacific Children Foundation: This program aims to provide educational support to students in 

outer villages and will include renovating a school as part of the SHMC. 

3. The Pacific Medical Students Development Goals: These goals will be formally established during 

the SHMC and are designed to be in line with the Sustainable Development Goals with a specific 

focus on the need for Humanitarian Aid in the Pacific  

4. The Pacific Medical Expert Conference: This conference is designed to form a collaborative 

network of international doctors and local Fijian doctors, with topics of discussion focusing on the 

needs of the Fijian society 

5. Therapeutic Guideline Software Initiative: PMSA has partnered to provide and distribute this 

software to all doctors and medical students in Fiji for free to improve education and access to 

resources. 

6. The Pacific Critical Emergency Training Modules: These modules have been developed in 

consultation with Fiji Military officers to include basic survival skills and working in emergency 

situations with limited resources, the modules will be launched during the SHMC. 

7. E-Prescribing Fiji Initiative: PMSA has partnered to setup the first e-prescribing system in Fiji. 

8. Tui Lawa Foundation: This foundation has been structured to run during the SHMC where 

participants will be actively involved in medical screening of up to 10000 patients in remote islands. 

Data from this will be collected for Non-Communicable Disease Research. 

9. Green Living Initiative: More than 1000 plants will be planted as part of the Climate Change 

Programme run at Malolo islands during the SHMC, with this program involving the local 

community. 

10. The Pacific Medical Students’ Journal: This publication will allow students from across the Pacific 

to become actively involved with research and gain experience and skills  in academic writing to aid 

their future as doctors practicing evidence-based medicine.  

I encourage you all to become a part of these initiatives and to grow the work of PMSA in the future 

Kishan Chand, President of PMSA  
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Letter from the Editor: 
18 months ago, whilst visiting Fiji, I remember sitting around a table feasting on 

seafood when Kishan and the Friends4Fiji team started telling me about their idea 

for a new association to bring together medical students from throughout the 

Pacific region. It has been an honour to watch that idea become the Pacific Medical 

Students’ Association, and be part of such a motivated and hard-working team. 

This association was formed with the key objective of promoting international 

collaboration within the Pacific on medical research, health promotion and clinical medicine. The Southern 

Hemisphere Medical Camp offers a unique platform and first step to making this ideal a reality. Student and 

doctor participants of the camp, from vastly different backgrounds, will be brought together to work with and 

learn from each other. This will create a network of students who I hope will have a greater and more specific 

knowledge of health issues affecting the Pacific region, and that will endow them with a skillset that I believe 

in the long run will aid the wider community.   

In keeping with this sentiment, I am proud to announce the establishment of the Pacific Medical Students’ 
Journal. Having the future generation of doctors engage with and develop research in areas of Pacific 
health is critical to improving healthcare for the Pacific population in the long-term. Pacific students we 
have spoken with have a desire to be able to practice their skills in research and academic writing, and this is 

something PMSA hopes to actively encourage. This journal will provide a platform where students have the 

opportunity to share their experiences, have their work published to an international audience, and most 

importantly, where both authors and readers will be able to gain awareness and knowledge that will help 

them better care for Pacific Islanders.  

Within this, the first Southern Hemisphere Medical Camp Magazine, we show the first two articles to be 

included in the upcoming inaugural edition of the Pacific Medical Students’ Journal, which will be published 
in full next year. We hope this will inspire readers and attendees of the camp to become involved and 

submit their work. We have also provided a selection of the editorials produced by the Editorials and 

Publications team over the past year. It has been a pleasure to work with this team to create a series of 

articles designed to provide our wider audience with a general understanding of Pacific health. We hope this 

may also provide some inspiration as to the broad and varied topics which could be investigated as part of 

future submissions to the Pacific Medical Students’ Journal. Our team is here to support you through the 

process of academic writing, and we encourage anyone considering publication to contact us with any 

questions you may have. We hope you enjoy reading this magazine, and we look forward to seeing your work 

in the Pacific Medical Students’ Journal.  

Madeleine Marsland, Chief of Editorials and Publications PMSA 

Editorials Team: 
Amy	Vaux	
Amy is a third year student from Monash University currently studying at Bendigo school of 

rural health. Outside of working with PMSA she has been the 2017 educational officer for 

Crossing Borders and previously worked as assistant editor for First Incision in 2016 and has 

a strong interest in public and preventative health. 

Eloise	Burns	
Eloise Burns is in her fourth and final year of a double degree in Arts and Science at the 

Australian National University in Canberra. Her broad degree has allowed her to study 

Genetics and Biochemistry alongside English and Gender Studies.  

	
For more information about PMSA and Pacific Health go to https://www.pacificmedicalsa.org/.  
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Inaugural issue coming in 2018

Now accepting submissions from medical students from 

throughout the Pacific (including Australia and New Zealand). 

 Have your work feature in an international journal with readers from 

throughout the Pacific! Gain experience in academic writing by 

sharing your research or review; describe your experiences living, 

studying, or working in the vastly different nations united by PMSA; or 

tell fellow medical students about your incredible placement or 

elective. This journal aims to provide the opportunity for medical 

students from throughout the region to engage with Pacific health and 

learn from each other.
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Submission Guidelines for the Pacific Medical Student Journal

Formatting Requirements: 

All articles should utilise Vancouver style of referencing (where references are 

appropriate) with square brackets prior to punctuation for in-text citations. Example 

“It is estimated that 2.5 billion people are at risk of infection, most of whom live in 

tropical or sub-tropical nations [1].” Articles should be submitted using Times size 

12 font with 2.0 line spacing. 

How to Submit: 

Submit all articles via email to pmsa@pacificmedicalsa.org. In the subject line 

include: PMSJ SUBMISSION: *article type* *first author name* 

For example: PMSJ SUBMISSION: Reflective Article John Smith. 

Attach your article as a word document. If your article is accepted to be published 

you will be asked to provide further information on all authors including university, 

year level and a short author biography to be included with the publication.

Research Articles 

and Abstracts 

We are accepting 

both full original 

research articles as 

well as abstracts 

from research you’re 

working on. As this 

is the first year of 

the journal this will 

not be formally peer 

reviewed but is a 

chance to get your 

work out there for all 

pacific students to 

read. 

Word limit= 3000 

Review Articles 

Both systematic and 

narrative review 

articles searching the 

current literature on 

topics which are 

relevant to health in 

the pacific or which 

will be of interest to 

our medical students 

are accepted.  

Word limit = 3000   

Reflective Articles 

A core purpose of this 

journal is to have students 

from different parts of the 

Pacific share their 

experiences working and 

living in countries with 

different resources, health 

systems and major health 

issues. Topics in this 

submission category can 

include: your experience 

studying medicine in your 

country; your experience 

growing up in different 

parts of the Pacific; your 

thoughts on health issues 

affecting your nation. 

Word limit= 2500

Elective Reports and 

Placement Reviews 

If you’ve had an 

incredible placement 

experience in remote 

Vanuatu or outback 

Australia then we want 

to hear about it. 

Whether it was an 

elective or is part of 

your university 

scheduled 

placements, this is an 

opportunity for 

students to share 

what’s it’s like to work

in different clinical 

environments from 

throughout the pacific. 

Word limit= 1500

Article Types:

Maddy Marsland
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About the author: 

Musarat Natash Begg 

Hi, my name is Musarat Natasha 
Begg. I am a year 5 MBBS student at 
the Fiji National University. I had set 
my heart to becoming a doctor since 
the age of 5, however, I doubted 
myself. In this self-doubt I did a major 
in Law and Psychology alongside 
MBBS in which I recently graduated. I 
aim to establish a medico-legal body in 
Fiji in the near future which will ensure 
prevention of defamation of our 
doctors. My message to aspiring 
doctors is that if you truly believe in 
something, it will come to fruition so 
never limit yourself. 
 

Upon meeting the patient, the distress 
and helplessness she felt was 
immediately visible. She did not need 
her voice to speak but she still spoke: 
“Save me vuniwai (Vuniwai is the 
Itaukei term for ‘doctor’). I stood there 
helpless as the Registrar asked me to 
quickly scrub in to assist with the 
patient’s below-knee amputation. As I 
rushed to scrub in, the Propofol 
infusion anesthetic kicked and the 
patient closed her eyes. Up to my 
elbows in foamy lather, I thought to 
myself- ‘What has this country come 
to?’ The rate at which lower limb 
amputations of patients with diabetes 
are carried out is shocking, with 
dozens scheduled nearly every week. 
Why is this happening in these modern 
times? The world is progressing but is 
Fiji being left behind? The islands with 
their beautiful beaches and the 
hospitable nature of the native Itaukei, 

the country with such diversity, aren’t 
its people aware of just how disastrous 
diabetes is?  

The year I turned 5, my 
grandmother was suffering from a 
diabetic ulcer and so her doctor came 
home to check on her regularly. It was 
due to my enthusiasm in wanting to 
know  what the doctor was doing and 
how he could help my grandmother’s 
health that the doctor gave me his 
stethoscope. As I turned 7 my 
grandmother died. I made up my mind 
to become a doctor because as that 
child I saw that medicine is the noblest 
profession of them all. Now as my 
stethoscope is years old, I look at it 
every day and am reminded of why I 
chose this profession, why I decided to 
become a doctor although no one in 
my family is one, and especially why I 
made the decision in spite of the 
length and difficulty of the MBBS 
course, which requires utter dedication 
and will power. The happiest moment 
in my life was getting into medical 
school and in that moment I could not 
contain my joy. However, as I entered 
my clinical attachment years, the pain 
and suffering of my dear Fijians 
touched my heart and made my soul 
cry out in pain. Every day as I learnt 
new and interesting things during my 
block rotations, I kept thinking about 
ways in which things could be made 
better and one of these was to do with 
patient education. 

As it is my 5th year of studies, I 
have done most of the rotations and I 
silently thank all the health 
professionals who have aided my 
learning thus far in my prayers every 

REFLECTIVE ARTICLE: ‘SAVE ME VUNIWAI’ 
MUSARAT NATASHA BEGG 
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day. However, as I near the end of my 
degree, my heart goes back to the 
Surgery rotation which made me feel 
as if this was what I was born to be - a 
surgeon. During that rotation, I learnt 
as much as I could and spent as much 
time as possible in the operating 
theatre with the surgical legends of my 
country. As it was the art of swiftness 
and the delicate procedure where a 
knife seamlessly cuts through the flesh 
is what intrigued me the most. There 
were always interesting procedures to 
assist in and I loved every aspect of a 
surgical operation from the pre-
operative assessment   to the workup 
to discharging the patient. Though my 
adrenaline levels escalated in the 
operating theatre, there was always an 
aspect of amputations which left me 
aching on the inside. It was one of 
those days in surgery when I had 
decided to join a Registrar for a below-
knee amputation and I realized what a 
patient’s eyes were saying to me. 

 She was an Itaukei lady in her 
60’s who had injured her toe and not 
seen a doctor until it was too late. Her 
foot had become gangrenous and in 
turn the infection had spread upwards 
so that by the time of her arrival at the 
Colonial War Memorial Hospital in 
Suva, Fiji, a below-knee amputation 
was required to save her life. The 
dreadful reality was that but for the 
below knee amputation, the woman 
was at a high risk of dying due to 
septic shock and she was already in a 
state of septicemia. The Registrars 
and Consultants explained to the 
patient and her family the reasons that 
she required the amputation. Prior to 
the procedure, the woman did not 
question the doctors, nor did she 

dissent to having the procedure done. 
The routine procedure followed pre-
operatively by all Surgeons is that of 
attaining an informed consent from all 
patients prior to surgery. This is most 
preferably done upon admission (in the 
event of a surgical emergency) or a 
day or two prior to the procedure. 
However, on the day of the procedure I 
saw tears in her eyes and my heart 
ached. It was as if she was 
questioning me- “Why are you doing 
this to me?” I felt like replying to her 
“Naa (Itaukei for mother) please 
forgive me but in order to save your life 
we need to do this. Why didn’t you visit 
a doctor earlier naa?” As I gloved and 
gowned and stood beside the 
Surgeon, I felt a pang of guilt. Should 
we really proceed?  

Medical science will conclude 
that had the amputation not been 
done, we would lose a precious soul to 
septic shock so the procedure had to 
be done. Despite this, as the bone saw 
ripped through the bones and the 
sinews beckoned away, as the blood 
vessels were sealed off with diathermy 
then hydrogen peroxide, as the limb 
now became a separate entity from 
her human body- a limb gone for good, 
I knew that something was amiss with 
our people in terms of diabetes and its 
chronicity and complications. The 
procedure was not a lengthy one; 
more often than not such amputations 
take a maximum of 30 minutes to an 
hour. There are various factors which 
affect the length of surgical time such 
as the surgeon experience, the age of 
the patient (in terms of anesthesia 
monitoring), other comorbidities of the 
patient (such as hypertension which 
may affect the risk of bleeding the 

‘SAVE	ME	VUNIWAI’	
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patient faces), and so on, inclusive of 
preparation of theatre room on time 
and staff being on time for the 
procedure. As the procedure ends, the 
anesthetist wakes the patient up, and 
this is crucial so as to ensure that the 
patient has regained consciousness 
post-operatively. Following this, the 
patient is then wheeled into the 
recovery room.  

    As the patient was wheeled into the 
recovery room, I went through her file. 
Naa was a widowed mother of 6 and 
she lived with her 3 sons and 5 
grandchildren. She was not affluent 
and her family barely managed to get 
by. She had been living with diabetes 
for over 20 years and previously her 
own mother had died from 
complications of her own diabetes, 
more specifically due to renal failure. 
These were similar histories that I 
often read through but this case 
wrenched my heart apart. Why didn’t 
she come to visit the health centers? 
Why wasn’t she being seen at any 
other outpatient clinics for the diabetes 
itself? Through experience with other 
patients, I knew that money was an 
important factor- our people need 
money to travel back and forth for their 
health check-ups, and the difficulty 
was increased if they lived in the 
interior of either of the two major 
islands of Fiji. It seems that to even 
stay alive is a huge task because 
everything costs money. Apart from 
this, what else is stopping my fellow 
Fijians from seeking medical 
assistance before it becomes too late? 
These are some probing questions 
that our country needs to collate data 
on and understand the viewpoint of our 

people in terms of chronic diseases 
such as diabetes.  

 “Yadra vinaka! (Itaukei for ‘good 
morning’) I said as I saw her early the 
following morning at 5am. I had gone 
to SOAP her in the morning. ‘SOAP’ is 
a system medical students in Fiji use 
to assess their patients’ health 
everyday consisting of ‘Subjective’, 
‘Objective’, ‘Assessment’ and ‘Plan’ for 
that day. Medical students get 
allocated to about a maximum of five 
to six patients each. These patients 
need to be checked upon each 
morning before the consultants have 
their ward rounds. Hence, as I 
approached Naa, she averted her eyes 
a little and pretended not to hear me. I 
went closer to her and tried to explain 
to her in a mix of Itaukei language and 
English that I had come to check on 
her. She looked really sad and I could 
tell that she had been crying as her 
eyes looked puffy. My heart ached at 
the sight of her. I asked if she 
understood the English language well 
and whether she understood what I 
was saying. She nodded but I could 
tell that she was having difficulty 
understanding me. I excused myself 
and told her that I would be right back. 
I went to look around for one of my 
great friends, a nurse whom I had 
encountered during my surgical 
rotation. As he was Itaukei, I always 
sought his help to get information from 
patients and to help them understand 
their treatment plan. I was fortunate 
that he had been on-call and was just 
about to finish off his shift. He was 
generous enough to offer to help me 
out. We went to Naa together and 
while he explained that I was there to 
check on her, I looked over the nursing 

‘SAVE	ME	VUNIWAI’	

MUSARAT	NATASHA	BEGG	



	 9 

notes from the previous night. She had 
coped well post-operatively for day 
one. There was no significant finding in 
the notes from the previous night 
except for the occasional pain for 
which morphine had been 
administered and charted. 

 I had a lot of questions to ask 
Naa because of the curiosity which 
burned in me. However, before I could 
dwell into the questions I had, I 
checked Naa’s wound. Post-
operatively, saline dressing is done 
and so the nurse had helped me in 
removing the dressing and checking 
the amputation site. It was all clear 
tissue with no signs of infection and 
saw that there was no discharge and it 
seemed like a clean wound that would 
heal well. I checked Naa’s vital signs 
including her temperature, blood 
pressure, pulse and respiratory rate, 
and did her overall bodily examination. 
The overall examination of Naa had 
been normal which signaled that 
hopefully Naa’s recovery would go on 
well.  

Afterwards, the nurse helped 
out a lot as questions and answers 
were translated back and forth. The 
core of my focus was why the patient 
had not gone to the doctor for her toe 
injury. She answered that she did not 
think it was serious. Every day she had 
to do some form of farming and 
therefore she thought it was just any 
other outdoor injury which would get 
better on its own. After that statement, 
she fell apart; she broke into 
uncontrollable sobs. I couldn’t help 
myself but leaned over and hugged 
her. She was surprised at first but 
when she realized that my concern 
was genuine, she hugged me tightly 

and cried all the while asking why we 
had done that to her, why we had 
amputated her leg. Now she will never 
be able to farm again; farming was her 
livelihood. I tried my best to console 
her and when she calmed down, I did 
my best to explain that had the 
amputation not been performed, she 
would have died eventually because of 
her body shutting down. She looked at 
me in amazement as I explained this 
and it was translated to her. Then the 
curiosity in me grew. Did Naa know the 
seriousness of diabetes? Not only her 
but were my fellow Fijians aware of 
just how vicious the condition was? 
How many of the amputees blame 
surgeons for amputating their 
gangrenous foot or performing a below 
knee amputation? With this 
misunderstanding, it was as if people 
perceived surgeons to be lying in wait 
with a scalpel or bone saw waiting to 
amputate their legs. This thought 
troubled me greatly because I aspired 
to be a surgeon to help people, not to 
harm them.  

      As we delved further, I eventually 
found out that Naa had rarely gone for 
diabetic clinic check-ups: Not only was 
it expensive for her to travel as she 
required a truck to take her to the area 
where the health facility was located, 
she had no idea how deadly diabetes 
was. She didn’t even know that 
diabetes had no cure and instead had 
to be controlled. Without knowing this, 
how can we possibly expect Fijians to 
understand that any wound becomes 
life-threatening if you are a diabetic? 
How could we possibly hope to make 
them understand just how important it 
is to visit a doctor in the first instance if 
one had an injury or even if one 

‘SAVE	ME	VUNIWAI’	
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suspected that a wound was not 
healing? I realized then and there that 
our people need us more than ever. 
Not only do they need us when they 
come forth with life-threatening 
complications but also when they are 
newly diagnosed. Just a few extra 
minutes are needed to explain to a 
patient how severe diabetes and other 
conditions are. Those minutes need to 
include explaining what can happen if 
a condition is not kept under control. 
Maybe taking a step back and 
informing the public as a whole on the 
dangers of conditions such as diabetes 
is necessary. I felt like taking a 
megaphone and shouting out in public 
“Please fellow citizens, if you have 
been diagnosed with diabetes, you are 
a walking talking culture media for so 
many different microorganisms which 
can affect you indefinitely. Please go 
for your check-ups and please do not 
take any symptom you feel lightly 
because it could then become a matter 
of life and death if you wait too long!” 

 After I felt satisfied that I had 
conveyed to Naa her amputation was 
necessary, that her condition was 
extremely serious, and how best to 
take care of herself henceforth, I took 
my leave. This encounter with Naa had 

taught me that though Fiji is enhancing 
itself in terms of health care and the 
health system is trying to do its best to 
address key issues, there is still a lot 
of work to be done. I cannot tell the 
entire population what diabetes is - 
sure advertisements and health 
notices can - but I can do my part by 
sharing my experiences with every 
other student and doctor I come 
across. I can start by educating the 
patients myself and taking a few extra 
minutes to talk to them. I can even 
start by adding on to my Itaukei 
vocabulary and in the near future 
being able to converse with all my 
patients heart-to-heart so that they 
may understand me completely. I can 
say that I have already begun with 
what I aim to do: to educate my people 
about diabetes and its complications. I 
have started a chain of reactions, 
perhaps in you too and made you think 
along with me: ‘Why?’ If only we can 
reach out to everyone, wouldn’t that 
lower the number of amputations; 
wouldn’t that take away the negative 
mindset that surgeons love to cut… 
This was my small step in my medical 
career and a potentially huge leap for 
Fiji if only I can spread this message 
so that it would no longer be ‘save me 
Vuniwai’, BUT ‘Vuniwai saved me’!! n 
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About the authors: 

Avitesh Deepak Kumar 

Avitesh is a 25 year old high school 
English teacher who studied a Higher 
Education Diploma in Secondary 
Education at Fiji National University 
with majors in English and Geography 
and is now completing a Bachlors 
degree from the University of Fiji in 
English Language and Literature. 
Outside of completing his third year of 
teaching, Avitesh has a keen interest 
in research work, writing and reading. 

Manpreet Kaur 

Manpreet is a lecturer in linguistics at 
the University of Fiji, Saweni Campus. 
She has attended and presented 
papers in local and international 
conferences. Manpreet has published 
in peer reviewed journals and has an 
anthology of poems, including a book 
titled Echoes of My Footprints. She is 
actively engaged in community work, 
collaborative research on climate 
change, gender, and language 
awareness. 
 

Abstract 
Fiji, with its population of less 

than a million, faces an escalating 
challenge of non-communicable 
diseases among its citizens. Non-
communicable diseases, also known 
as lifestyle diseases, are not 
contagious but rather develop as a 
result of one’s lifestyle choices and 

include cardiovascular diseases, some 
cancers, chronic respiratory diseases 
and diabetes. NCDs have become the 
biggest cause of mortality in Fiji, and 
the morbidity and mortality rates due to 
NCDs continue to rise. NCDs tend to 
have chronic and slow progressing 
diseases processes. Fiji’s Health 
Centres are overcrowded with cases of 
hypertension, diabetes, and respiratory 
diseases resulting in the exhaustion of 
medical facilities, supplies and 
expenses. This situation has arisen as 
a result of what is largely preventable 
disease. 

Lifestyle choices are seen as a 
significant contributing factor behind 
developing NCDs. Despite numerous 
campaigns and awareness by 
stakeholders, the greater Fijian 
populace continues to participate in 
health damaging behaviours. The 
purpose of this study is to present and 
evaluate the results from the efforts by 
the Fijian Health Sector to reduce non-
communicable diseases. The topics 
investigated include collaboration 
between the public and the Health 
Sector in Fiji to reduce NCDs, and the 
barriers for behaviour change in the 
Fijian population. The findings of this 
study were collated primarily through 
the use of questionnaire and 
interviews. Interviews were conducted 
with selected individuals from various 
fields of work residing in the Lautoka to 
Nadi corridor including teachers, 
students, and sales personnel. Semi-

RESEARCH ARTICLE: NON-COMMUNICABLE 
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structured interviews were derived to 
probe on the topic of study. 

It is hoped that this study will 
inform the practitioners and the public 
about the need for collaborative efforts 
in combating non-communicable 
diseases, and that it will highlight the 
need for health education and literacy 
and the important of maintaining a 
healthy lifestyle. Proposals are made 
to further the partnership between 
stakeholders and the public in order to 
combat NCDs in Fiji. 

1.0  INTRODUCTION 

According to the World Health 
Organization (2015), health is defined 
as “a state of complete physical, 
mental and social well-being and not 
merely the absence of disease.” 
Healthy living is about making healthy 
choices every day. It is more than 
simple habits; it is rather one’s 
lifestyle. Irrefutably, non-
communicable disease has taken its 
toll not only in Fiji but throughout many 
Pacific Island Countries. Considering 
the growing concern for Non-
Communicable Diseases (NCDs), the 
people of Fiji need to improve their 
health literacy. Poor lifestyle choices of 
many people have resulted in the 
overcrowding of hospital GOP 
Department and exhaustion of 
resources and funds. Community diets 
have become more reliant on 
processed foods, and deprived of 
nutritional value. With the rise of 
globalization and fast food chains, 
societal diets now largely consist of 
unhealthy foods, which are high in 
calories and oils, increasing the risk of 
obesity, heart disease and 
hypertension. In an effort to tackle the 

escalating issue of lifestyle diseases, 
there needs a comprehensive and a 
collaborative effort both by the Health 
Sectors and the public.  

 This paper aims to highlight the 
efforts taken by the Ministry of Health 
(MoH) and the public in reducing the 
spread of non-communicable diseases 
among its citizens. So far, the various 
steps taken by the Ministry of Health to 
confront these challenges has yielded 
minimal results. This has been 
attributed to the lack of health 
behaviour education and knowledge in 
the public. Despite numerous 
campaigns, “Fiji has the highest rates 
of non-communicable diseases in the 
world and this is having an impact on 
our workforce and second highest rate 
of diabetes in the world which is 15.6% 
of adults” [1]. The Minister for Health’s 
revelation that “salt consumption in Fiji 
is double the recommended amount 
and high blood pressure is increasing” 
comes to as no surprises given typical 
dietary practices amongst Fijians [1].  
As projected in the MoH National 
Strategic Plan (NSP) 2016-2020 
“NCD, as of 2011, has accounted for 
40% of the health care costs for 
diseases and this figure is expected to 
increase in the near future and the 
NCD epidemic will get worse.” [2]. 
These figures call for an effective and 
a comprehensive approach in dealing 
with the crisis. With increasing health 
burden as a result of NCDs, the 
population looks to The Ministry of 
Health to provide adequate medical 
care to the community, and improve 
staff shortages and waiting times for 
patients to access healthcare. 
However, this paper argues that 
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improved lifestyle choices of the public 
will ease the pressure on the MoH.  

With globalization came modern 
technology such as mobile phones, 
laptops and technological gadgets that 
are directly and indirectly implicated in 
increasing the risk of contracting non-
communicable diseases. Outdoor 
activities such as sports, gardening, 
and swimming have decreased in 
popularity. The public continues to 
increase their risk of NCDs by 
consuming food rich in salt and sugar. 
In order to curb this epidemic, various 
stakeholders need to work hand in 
hand to move Fiji towards a more 
healthy population. 

    2.0 Background of the Study  

The research examined in this paper 
concentrates on the Fijian populace in 
the Lautoka and Nadi corridor. The 
reference of Fijian people/population in 
this research denotes all the people of 
Fiji. The adoption of this common 
name, the proclivity of identifying all 
races of people, in particular non-
indigenous ethnicities as Fijians is 
derived from the 2013 Fijian 
constitution that explicitly names all 
citizens of Fiji as Fijians rather than the 
previous hyphenated identities for 
different ethnic groups. The word is not 
limited to indigenous population only, 
but inclusion of all Fiji citizens as 
Fijians. The word Fijian here denotes 
to any one born in Fiji. The research 
focuses on the lifestyle patterns of one 
hundred and fifty individuals from 
various fields of work residing in the 
Lautoka to Nadi corridor including 
teachers, students, and sales 
personnel. The research is not limited 
to any ethnicity or gender groups but a 

culmination of the data collated from 
all age groups. The research also 
focuses on the initiatives taken by the 
relevant stakeholders, particularly the 
Fijian Ministry of Health in tackling the 
NCD crisis.  

3.0 Aims and Method 

Journal articles, papers, and reports 
published by a myriad of local, regional 
and international health organizations 
were referred to in order to compile the 
data for the research. Questionnaires 
were also distributed to more than two 
hundred individuals in the Lautoka–
Nadi corridor, and interviews were also 
conducted. The questionnaire 
examined the number of amputation 
cases in Fiji, measures taken to 
reduce the risk of contracting NCDs, 
local peoples’ preferred food type and 
ways to strengthen partnership 
between the stakeholders and the 
public in their efforts to combat NCDs 
in Fiji.  Discussions and interviews with 
health officials such as doctors and 
nurses were also conducted to get 
firsthand information regarding the 
NCD epidemic. Information gathered 
from various workshops conducted by 
the National Substance Abuse and 
Advisory Council also formed the 
premise of this research. One of the 
challenges faced while conducting this 
research was getting access to the 
latest statistics from the Ministry of 
Health. It is anticipated that the 
findings of this paper will encourage 
greater effort by the general public and 
the stakeholders to combat NCDs. 

4.0 Significance of the Study  

This study is of significance as it 
presents recent data on the efforts 
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taken by the public and the health 
sector in reducing the biggest 
contributor to disease and mortality in 
Fiji. The study highlights the attitudes 
of the Fijian people in the Lautoka to 
Nadi corridor towards non-
communicable diseases. As the 
morbidity and mortality relating to 
NCDs continues to rise, this study 
hopes to illuminate the need for the 
greater public and relevant stakeholder 
action, and a consolidated approach in 
creating awareness about healthy 
lifestyle choices. 

5.0  Efforts by the Fijian Ministry 
of Health  

The Fijian Ministry of Health over the 
years has partnered with various 
stakeholders to promote healthy living 
in the country. The rates of lifestyle 
disease related deaths has been 
alarming across the country, and as 
such, through the compilation of the 
National Strategic Plan 2016- 2020 
(NSP), the ministry aims to “provide 
strategic direction for Fijis Health 
Sector over a five year period” [2]. 
According to NSP, “the first pillar 
focuses on the key priority area such 
as non-communicable diseases” as it 
accounts for the highest number of 
deaths in Fiji. The revelation by the 
Commonwealth Health that “NCDs in 
Fiji accounted for an estimated 77 per 
cent majority of all mortality in 2008” 
[3].These figures are alarming and 
thus it calls for a comprehensive and a 
collaborative effort by the relevant 
stakeholders in combating with the 
NCD crisis.  

 

 

5.1 The Wellness Approach  

The key priorities in the National 
Strategic Plan 2016-2020 focus on 
NCDs. The need for a whole-of-society 
approach to reduce NCD risk factors in 
the population based on the 
“Wellness” approach to health has 
been identified as an important 
strategy. The non-communicable 
disease (NCD) challenge in Fiji and 
the region has been termed ‘a crisis’. 
Fiji continues to experience alarming 
increases in health risk factors 
(including obesity, raised blood 
pressure, raised blood glucose, and 
alcohol consumption) and in the 
overall health burden from NCDs. 
Healthy Islands Framework has 
significantly influenced the current 
approach to NCDs. It gave prominence 
to the “settings approach” that is 
adapted and used in the application of 
the “Wellness” concept. It supports the 
focus on environments where people 
live, work and play and the need for 
multi-sector collaboration to address 
the NCD burden [2]. According to 
Readcare blog (2015), wellness is “an 
active process of becoming aware of 
and making choices toward a healthy 
and fulfilling life. It refers to the 
constant and deliberate effort to stay 
healthy and achieve the highest 
potential for health and well-being.” 
The “Wellness” approach inspired 
many business houses and private 
sectors to engage in “Fun Run 
Competitions”, Zumba classes, hiking 
among others for their employees. Not 
only this, the wellness approach 
“leaves the opportunity for more than 
one Ministry to work with one particular 
setting” [4]. It was additionally reflected 
in the move by the Fijian Ministry of 
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Education to make it compulsory for 
schools to promote healthy eating by 
restricting the sale of junk foods. 
Nutritional fruits and food are now 
being sold under the School Canteen 
Policy of the Ministry of Education. All 
these promote healthy living and 
ensure a healthy workforce for a 
healthy productivity. 

  
5.2 Outreach Programs 

The various awareness campaigns 
organized at national level aim to instill 
healthy living attitudes. Health centers 
around the country have begun 
engaging in “Village Outreach 
Programs” to create awareness on a 
myriad of issues. This includes 
medical staff advising patients on 
healthy eating, exercising, healthy 
living and the need for preventative 
health screening. The program has 
been hailed a success in implementing 
healthy living as it addresses areas 
where there is poor healthcare access. 
Promotion of health living depends on 
patient engagement and as such 
creating awareness campaigns in 
communities is seen as a step forward 
in eliminating life style diseases. The 
village outreach programs have 
become available to the most remote 
regions around the country with the 
launch of Community Outreach Buses. 
The buses form state-of–the-art mobile 
health centres where patients are 
screened for diseases and advised on 
the preventive measures. 

The outreach program has also 
gained momentum through 
consultation with the community 
leaders. The involvement of Village 
Heads or Turaga-ni-koros has aided in 

improving the community support by 
engaging important cultural leaders. 
This gains popularity as the community 
members are engaged with 
institutionalized wellness programs in 
their various communities. This 
program is not only confined to villages 
but it also centres on the involvement 
of media. Various advertisements have 
been placed by the Fijian Ministry of 
Health in a range of media platforms to 
highlight the need for the public to 
tackle the issue of NCDs 
Advertisements. These aim to educate 
viewers about recent statistic relating 
to the mortality rate caused by NCDs 
and the various preventative measures 
that the public can take to reduce the 
chances of contracting it. One such 
advertisement is where the public is 
told about the benefits of a thirty 
minute walk per day and how effective 
it is in reducing the non-communicable 
diseases. These advertisements are 
aired on major television channels, 
radio channels and in print media as 
well.  

6.0 Effort by the Public 

The publics’ effort in maintaining a 
healthy lifestyle through healthy eating 
and healthy living has shown poor 
progress so far. The results included in 
this section entails data collected from 
questionnaires distributed to 150 
individuals and their effort in 
maintaining a healthy lifestyle. 

6.1 Results and Discussion 

Amputations of limbs commonly occur 
as a result of peripheral vascular 
disease due to cardiovascular disease 
and/or diabetes. Rates of amputations 
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are examined here as an indicator of 
changing morbidity due to NCDs. 

Thus, the bar graph below 
demonstrates the number of 
amputations recorded by the Ministry 
of Health for a three year period. 

 
Results from the Figure 1.01 show the 
amputations recorded by ethnicity by 
the Fijian Ministry of Health. It 
highlights an increase in the number of 
amputations in all ethnic groups o ver 
a three-year period. In 2014, the 
iTaukei’s had the highest number of 
amputations (n=401) followed by the 
Fijians (n= 185) and amputees from 
other ethnic groups accounted for a 
total of seventeen (17) amputations 
bringing the total number of 
amputations to 603. This figure further 
escalated to 662 (I= 433, F=199, O= 
30) in 2015 and further increased to 
724 (I= 468, F=232, O=24) in 2016. 
The figures reveal that despite a 
myriad of campaigns by stakeholders, 
the attitude of the general public in 
preventing the NCD crisis has been 
low. The data also gives an insight into 
the healthy living standards of the 
public. The above figures call for a 
stringent approach towards healthy 

living by the entire Fijian community. 
Amputations can be a result of NCDs 
with these figures indicating that NCDs 
are continuing to worsen in severity 
despite a myriad of health campaigns. 

Analysis of the results from the 
questionnaires shows the efforts 
undertaken by 150 individuals 
interviewed in combating non-
communicable diseases. The results 
depict that thirty percent (n=45) of 
individuals are practicing healthy living, 
which is defined as “a way of living that 
lowers the risk of being seriously ill or 
dying early” [5], in their efforts to 
prevent themselves from contracting 
NCDs. A follow-up question required 
the respondents to list ways in which 
they engage in healthy living and the 
majority of the response included 
practicing regular exercise, proper 
healthy eating diets, minimum 
dependence on junk and fast foods. 
However, the data also reveals that 
sixty percent (n=90) of respondents do 
not take initiatives in reducing lifestyle 
diseases. The respondents in the 
follow-up questions listed the reasons 
for their choice as lack of time (25% of 
respondents) and heavy reliance on 
processed food (35% of the 
respondents) as major contributing 
factors. 

 Moreover, ten percent (n=15) of 
respondents were unsure whether they 
were doing enough to reduce the risk 
of contracting NCDs or not. These 
figures are alarming owing to the fact 
that despite various campaigns and 
awareness by the relevant 
stakeholders, there are limited 
initiatives taken by the public. 
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The questionnaire also examined 
public’s preferential food choices. Out 
of the 150 individuals from various 
socio-economic backgrounds 
interviewed, fifty seven percent (n=86) 
of respondents preferred buying 
processed foods, fourteen percent 
(n=21) of the individuals preferred 
having fruits and vegetables in their 
diet regularly and twenty nine percent 
(n=43) preferred having fast foods 
regularly.  

Upon further analysis, it was revealed 
that the individuals who preferred 
processed foods such as tinned fish, 
tin mutton, sausages, soft drinks and 
alcohol tended to be middle class, 
working individuals. The lower class 
group includes respondents whose 
combined household income is less 
than F$15000, the middle class 
constitutes respondents whose 
combined household income is more 
than F$15001 to F$40000 while the 
upper class includes respondents 
whose combined income is above 
F$40001. The respondents further 
stated in the follow-up question for 
their choice that processed foods were 
easy to cook as they are readily 
available unlike fresh vegetables which 
required time for cleaning and cooking. 
The analysis also demonstrated that 
individuals from upper class 
backgrounds preferred fast food, as 
they could afford to buy fast food on a 
regular basis. Furthermore, fourteen 
percent of the respondents who 
preferred fresh fruits and vegetables in 
their diet were mostly farmers who 
engaged in hard labor and were 
heavily dependent on vegetables who 
usually grow depend these foods 
themselves, and it comes to as no 
surprise that the number of NCD 
related diseases among farmers and 
low income earners were fewer. 

   7.0 Recommendations 

While compiling this research paper, 
the following recommendations have 
been made to reduce the NCD crisis in 
the country. These recommendations 
acknowledge the efforts by relevant 
stakeholders and the public and are 
listed in no particular order: 
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• Vigorous outreach campaigns to be 
conducted in communities and 
schools with parents as targeted 
audience. This is help parents to 
know about the risk factors 
associated with NCDs and enables 
them to practice healthy eating at 
grass root levels.  

• The Wellness Approach to be 
adopted by more organizations 
regardless of its size and staff 
capacity. This will enable 
organizations to have a healthy 
workforce for increased 
productivity. 

• Medical Screenings to be 
conducted by organizations for its 
employees at regular intervals so 
that diseases are detected early 
and health counseling is provide. 

• The duty on junk food, sugary 
drinks and alcohol to be increased 
and duty on healthy foods to be 
reduced. 

• Institutionalized physical education 
should be implemented in all 
schools throughout Fiji so that the 
younger generation is kept away 
from contracting NCDs. 

• A report by the World Health 
Organization states “NCDs need to 
be integrated into primary health 
care. Expanding the package of 
primary health care services to 
include essential NCD interventions 
is central to any health system 
strengthening initiative” [6]. 

8.0 Summation 

Upon the completion of this paper, it is 
evident that the efforts put in by 

stakeholders are yet to yield favorable 
results. The attitude and mindset of the 
public towards NCDs is largely 
responsible for the increase in NCD 
related cases despite policy 
implementation by the stakeholders. It 
is exigent for Fiji and its populace to 
take actions through multi-sector 
interventions to revolutionize the 
mindset of people regarding the effects 
of NCDs. The work carried out by the 
Fijian Ministry of Health and Medical 
Services to ensure healthy lifestyle 
choices by the population require 
further work. More so, stringent 
policies are required for 
implementation and monitoring of the 
population’s health behaviors. Finally, 
to ensure the healthy lifestyle of the 
younger generation, parents require 
further education about benefits of 
healthy living and to inculcate healthy 
life style habits in their children. n	
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PACIFIC MEDICAL STUDENTS ASSOCIATION  

PATRONS & MENTORS 
 
DR BIJEND RAM 
Dr Ram is a public health management consultant, licensed general practitioner, researcher, 

and head of Community Medicine at the University of Fiji. He has been 
involved with Umanand Prasad School of Medicine since its inception, 

serving as an adjunct Profession, Medical Board Member, and later Chair. 
Through this he developed the Community Health Outreach Programme 
and outpost stations for the first Student Community Training Centres. 
Throughout his academic tenure he has worked on both the Fiji National 
University Council and the UPSM Medical Advisory Board, and has worked 
to allow international student exchange, volunteering and training 
pathways. Dr Ram is a specialist of Community Medicine, Epidemiology 
and Health Management. He is a pioneer of Telemedicine Fiji, and also the 
Director and Initiator of the Fiji Kidney Dialysis services, the Preventative 
Kidney Health Program, and the Kidney Foundation of Fiji. More recently 

he has founded and is President of the Haemophilia Foundation of Fiji. Dr Ram has 
previously served as the Chairperson on Health Systems research for the WHO Western 
Pacific and on its public health expert panel. He remains an active Primary Health Care 
Advocate and was awarded the 25th Independence Anniversary Medal for Services to Fiji. 
Presentation at SHMC: Traditional Healing & Therapies in Tropical Medicine Used By 
Islanders and Locals 
 
 
AMBASSADOR RAVINEET SAMI 

Ambassador Sami is the Solar Energy Ambassador for Fiji and is the 
Executive Director of Finance for the University of Fiji. He is a finance 

executive with qualifications in Finance, Financial management, Business 
Administration, Project Management, Strategic Management, Internal Audit 
and Internal Controls. He is committed to social enterprises which improve 
and develop the Fijian community and nation. Ambassador Sami has an 
outstanding record in talent management, organising transformational 
activities, portfolio management, development and support of strategic 
plans. He is adept and experienced in the implementation and 
management of financial regulations and procedures. Ambassador Sami is 
also an Ambassador for the Pacific Medical Students’ Association. 
 

 
SHIRLEY SANGITA PRASAD 

Ms Prasad is the Marketing and Public Relations Officer at The University of 
Fiji. She has a Diploma in Business and a Postgraduate Diploma in General 

Administration. PMSA would like to thank and acknowledge Shirley for her 
support and guidance in the preparation of the Southern Hemisphere 
Medical Camp. 
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DR RAM RAJU 
Dr Raju is a privately practicing medical practitioner and Medical Director of 

the DSM Centre Nadi. He is considered to be the father of the Fiji College of 
General Practitioners and is the currently acting President. Dr Raju has a 
background in General Practice and Radiology, having completed a 
W.H.O. Fellowship in Radiology in Australia. Dr Raju also has 
qualifications in Aviation Medicine, Dermatology and Travel Medicine. He 
has published several papers across this variety of fields and regularly 
contributes to and attends conferences both nationally and internationally. 
Dr Raju is also heavily involved with the Rotary Club of Nadi where he has 
previously acted as President, and has also previously been a part of the 
Nadi Chamber of Commerce.   

DR MAUNG MAUNG MON 
Dr Mon is a private practitioner in Tavua, and life member of the Fiji College of General 

Practitioners. Dr Mon has previously served as the United Nations Volunteer 
Medical Officer to Fiji and as the Ministry of Health Sub-Divisional-Medical-

Officer in Tavua. He has also been a Member of the Board of Visitors of 
Tavua Hospital, and has previously acted as a member of the 
Tavua/Nadarivatu District Council of Disabled Persons and as Vice 
President of Tavua District Crime Prevention Committee. Dr Mon has been 
heavily involved with the Fiji Red Cross Society, being elected as a 
National Board Member and having previously acted as President. Dr Mon 
is also a life member of the Fiji Cancer Society, and a member of the 
Society for the Prevention of Cruelty to Animals. Dr Mon has worked in a 
number of Fijian hospitals, and has been an honorary lecturer in the Fiji 
School of Medicine in Public Health. In 2010 he was awarded the Fiji Times 

Pride of Fiji Award and was named International Volunteer of the Year Award on MDG. 

DR SIVNAY RAM 
PMSA would also like to acknowledge and thank the work and support of Dr 

Sinvay Ram, a resident doctor at Malolo Health Centre. 
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Letter from the Convenor: 
Joining PMSA and being a part of creating the first Southern Hemisphere Medical 

Camp has been a fantastic experience and I have learned a lot through participating 

in the activities as well as being part of organising PMSA’s initiatives throughout 

this year. Joining PMSA has truly highlighted how important student led initiatives 

are, not only for me as an individual, but I hope also that this will demonstrate the 

positive impact students have on the wider Fijian community. For me personally, 

this was a chance to try something new whilst developing skills. Having the chance to engage in activities of 

such a versatile association was a strong motivational force for me in terms of recognising the effort behind 

voluntary organisations. This was a first for me to play such a prominent role whereby I was able to break out 

from the so-called student bubble.  

Organizing the activities of the Inaugural Southern Hemisphere Medical Camp provided me with a sense of 

purpose, whereby I was able to step outside into a world where I could meet and communicate with people 

with similar interests and passions. Being able to network with international students and experts from across 

the globe has been a rewarding experience which will be continued during the Southern Hemisphere Medical 

Camp. This camp offers students with an interest in Pacific health the chance to come together and learn 

from world experts about issues affecting the region, whilst also forming networks with their likeminded 

colleagues. Together, we will be able to develop skills which in time will benefit not just us but the wider 

Pacific community. It has been a fantastic experience organising a camp which will be the first of its kind in 

the region, and facilitating opportunities throughout the camp which will benefit the local community, the 

environment, and our local and international student visitors.  

In addition to the Inaugural Southern Hemisphere Medical Camp, it has been a great experience to organise 

the Inaugural Pacific Experts Conference. This is a global conference with an ideal chance for speakers 

attending the camp to interact with experts from across the globe including Australia, New Zealand, Tokyo 

and London. These speakers will address each other, discussing key areas of pacific health needs, before later 

educating students on these matters during the Southern Hemisphere Medical Camp. The Pacific Experts 

Conference is the first of its kind in Fiji and will be an interactive session between health professionals with the 

targeted audience being the Public Health Working Group. It has been a great pleasure being a part of 

organising both of these events, as well as experiencing the variety of initiatives PMSA has started this past 

year. 

Shoma Dutt, PMSA Secretary & SHMC Convenor 

Malolo Island – Location of the Southern Hemisphere Medical Camp and Pacific Experts Conference
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PACIFIC EXPERTS CONFERENCE 
17th December 

The Pacific Experts Conference has been organised by PMSA as a single day event where the 
speakers attending the Southern Hemisphere Medical Camp will come together and discuss issues of 
Pacific health. This is an interactive session whereby Doctors, Academic Experts, Researchers and 
Scholars from a broad domain of interests are able to raise and discuss issues with the aim of 
contributing to the Public Health Working Group. 

 

9am Welcome Speech 
Mr Aidan Kashyap 

9:30 – 10  Keynote Speech 
Chief Guest – Hon. Osea Naiqamu (Minister of Forests) 

10 – 10:30 Addressing mental health issues in the workforce 
Dr Zeshan Qureshi 

10:30 TEA BREAK WITH REFRESHMENTS 

11:00 – 11:30am Need for Radiotherapy in Fiji 
Professor Michael Barton 

11:30am – 12pm An Assessment of Pacific Island Climate Projections 
Dr Paul Spence 

12 – 12:30pm Sepsis in Obstetrics 
Professor Mike O’Connor 

12:30pm LUNCH 
1:30 – 2:00pm History of child & adolescent psychiatry, trauma, attachment and 

behavioural difficulties 
Dr Klaus Martin Beckmann 

2 – 2:30pm Developing the capacity for improved understanding, outcome 
and prevalence of Zika virus in Fiji and Pacific Island Countries 
Dr Bijend Ram 

2:30 –  3pm Endemic Diseases 
Dr Meciusela Tuicakau 

3pm PANEL DISCUSSION 
3:30pm Afternoon Refreshments/Coffee Break with Snacks 
 ADJOURNMENT 
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SOUTHERN HEMISPHERE MEDICAL CAMP 
PRE-CAMP EVENTS 

Friday 15th December: Opening Ceremony
OPENING CEREMONY - SESSION 1 

1:00pm Student Registrations & LUNCH 

3:00 Welcome Speech presented by Mr Shazeel Mohammed 

3:15 Traditional Performance presented by Students 

3:20 PMSA Presidents Speech presented by Mr Kishan Chand 

3:35 Introduction of Chief Guest presented by Mr Shazeel Mohammed 

3:45 Chief Guests Speech presented by Hon. Aiyaz Saiyed Khaiyum (Attorney 
General of Fiji) 

4:05 PMSA Ambassadors Speech presented by Mr Ravineet Sami 

4:15 PMSA Vice Presidents keynote speech on the importance of International 
collaboration & relation with Fiji presented by Mr Aidan Kashyap 

4:25 The Burden of NCDs presented by Dr Isimeli Tukana 

4:40 Vote of Thanks presented by Mr Shazeel Mohammed 

OPENING CEREMONY - SESSION 2 

6pm DINNER 

7:00 Student Briefing session conducted by Dr Bijend Ram & Dr Ram Raju 

7:20pm NCD Screening Programme Commences 

Parallel Live Stage Show 

Saturday 16th December: 
Karaoke and Comedy night 

Sunday 17th December: 
“Island of Fear”- Horror Movie night
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DAY ONE: CLIMATE CHANGE & NATURAL DISASTERS 

18th December 

The Pacific Islands are vulnerable to extreme weather patterns and climate catastrophes that are 
primarily attributed to global warming. Recent disasters such as Cyclone Winston have wreaked havoc 
on small Pacific Islands causing significant injury and economic distress that impacts health 
infrastructure. This day will focus on natural disaster preparedness response, and management of 
communicable diseases that increase dramatically following floods and cyclones. 

Core aims of Day 1: 

• Strengthen resilience and adaptive capacity to climate-related hazards and natural disasters in
Pacific Island countries.

• Advocate for integrating climate change measures into national policies and planning.
• Improve education, awareness-raising, and human and institutional capacity on climate change

mitigation, adaptation, impact reduction and early warning.
• Train medical students on management of mass trauma and casualty emergency response.

8-9 am BREAKFAST 
9-10 Impact of climate change on Food Security 

Professor Roslyn Gleadow 

10-11 Climate Change 
Associate Professor Simon Hales 

11-12 Understanding the Changing Climate of the Pacific 
Dr Paul Spence 

12-12:30 Globalisation, Climate Change & Human Health 
Mr Kushaal Raj 

12:30-1:30 LUNCH 
1:30-4:30pm Basic Obstetric Ultrasound & Emergency Obstetric Skills 

Professor Mike O’Connor 

4:30 Afternoon Refreshments/Coffee Break with Snacks 
Adjournment 

6:30pm DINNER 
Late TBC Beach Bonfire Party 
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DAY TWO: ENVIRONMENTAL HEALTH 

19th December 

This day will focus on the emerging environmental issues such as pollution, environmentally 
transmissible diseases, bioterrorism, food security and safety, and occupational hazards which threaten 
the ongoing health and wellbeing of Pacific Island citizens. There will be specific focuses mosquito-
borne diseases, and plant and food safety. 

Core aims of Day 2: 

• Improve education and awareness about environmental issues facing the Pacific Region and 
the impact this has on Pacific health. 

• Advocate for environmental preservation programs. 
• Provide an in-depth understanding of environmentally transmissible diseases and provide skills 

on how to manage these outbreaks. 
• Train students in identifying environmental health hazards and how to target these. 

8-9 am BREAKFAST 
9-10  "The Eliminate Dengue Program - Use of Wolbachia to control the 

transmission dengue and other Aedes aegypti associated 
viruses"  
Dr Peter Ryan 

10-11 The Need for Radiotherapy in the Pacific 
Professor Michael Barton 

11-12 Plants that can kill you 
Nutritional Value of Cassava & Taro 
Dr Kerry Hoggett 

12-1 LUNCH 
1-2pm "ALL RIGHT? PACIFIC well-being campaign 

Terisa Tagicakibau 

2-3 General Approach to a poisoned patient 
Dr Kerry Hoggett 

3-4 Mindfulness & Mindful Enjoying Food 
Dr Klaus Martin Beckmann 

4-4:30 Non-Communicable Diseases 
Dr Isimeli Tukana 

4:30 Afternoon Refreshments/Coffee Break with Snacks 
 Adjournment 
6:30pm DINNER 
Late TBC Pacific Fusion with Desi Beats 

Masti Arts and Dance Group 
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DAY THREE: “JUNGLE MEDICINE” ANIMAL ATTACK & BASIC 
SURVIVAL IN THE WILD 

20th December 

It is essential that medical students and doctors working in the Pacific region have the skills to survive 
in the wilderness and are able to use local flora and fauna to save lives in an emergency setting such 
as a plane crash. Learning about the diversity of this flora and fauna will also provide knowledge of 
potential future uses in treating and preventing illness. We aim to provide an overview of how 
‘traditional medicine’ using the readily available native flora and fauna can complement and be 
effectively integrated with pharmaceuticals.  

Core aims of Day 3: 

• Provide an overview of the flora and fauna that can be used as native medicine in the Pacific 
region. 

• Strengthen skills in wilderness survival and treating patients in the emergency wilderness 
setting. 

• Provide skills in treating insect bites and animal attacks. 
• Demonstrate the use of jungle medicine and show how future research could improve this area. 

 

8-9 am BREAKFAST 
9-10  From Science to Public Health, a sailing adventure 

Craig Koning 
10-12 Management of Animal Bites & Stings 

Dr Kerry Hoggett 
12-1 LUNCH 
1-1:30pm Traditional Healing & Therapies in tropical Medicine used by 

Islanders and Locals 
Dr Bijend Ram 

1:30-2 How “traditional medicine '' using the readily available native 
flora and fauna can complement and be effectively integrated 
with pharmaceuticals 
Mr Ravneel Rajneel Chand 

2-4:30 Strengthening Skills Of Wilderness Survival 
Basic Navigation & Trekking in the Jungle  Waste 
Management Humanitarian Assistance and Disaster Relief 
Captain Eroni Duaibe & his team from the Fiji Military Forces 

4:30 Afternoon Refreshments/Coffee Break with Snacks 
 Adjournment 
6:30pm DINNER 
Late TBC Tropical Night 
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DAY FOUR: EMERGENCY MEDICINE 

21
st

 December 

Being able to manage medical emergency scenarios effectively and confidently is an essential skill for 
all medical personnel no matter their work environment. In order to accomplish this all medical 
personnel must have established skills as intensivists in massive casualty and trauma settings. To 
address this need this day will focus on clinical skill development and ensuring all students have a firm 
ability to perform the basics of emergency medicine. 

Core aims of Day 4: 

• To ensure all students have the skills to perform basic life support, advanced airway 
management, and emergency radiography. 

• To provide training on handling paediatric and obstetric emergencies (addressed on day one). 
• To provide a holistic approach to clinical emergency medicine that ensures all students have a 

comprehensive knowledge of how to handle a diverse range of emergency situations. 

 

8-9 am BREAKFAST 
9-10  Advocacy- Creating opportunities from failures 

Dr Zeshan Qureshi 

10-11 Maternal & Child Health : The Crying Infant 
Dr Aghnia Jolanda Putri 

11-12 Emergency Management of Chemical Ingestion 
Dr Kerry Hoggett 

12-1 LUNCH 
1-2:30 Pediatric Emergencies 

Dr Zeshan Qureshi 

2:30-4:30 Advanced Airway Management 
Dr Kerry Hoggett 

4:30 Afternoon Refreshments/Coffee Break with Snacks 
 Adjournment 
6:30pm DINNER 
Late TBC Multicultural Night with VOU Fiji 
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DAY FIVE: MENTAL HEALTH 

22nd December 

There is a significant unmet need for Mental Health care across the pacific region. The neglect of 
mental health unquestionably exacts a significant human and economic cost. Our most vulnerable, the 
young and those of a low socioeconomic class, are at the highest risk for mental illness. Stigma around 
mental illness in the Pacific region prevents effective treatment from being delivered to many who need 
it. Our hope is to destigmatise mental health and, in so doing, enable those who need it to seek help. 
We must combat mental health to counteract the unnoticed burden on the health system. This day will 
have a particular emphasis on common psychiatric disorders, mental illness among medical students, 
and how mental health could be better addressed in the Pacific Region. 

Core aims of Day 5: 

• Increase awareness about the prevalence of mental illness in the Pacific region and common 
mental illnesses. 

• Promote an accepting environment for medical students to seek help for mental illness. 
• Act to destigmatise mental health issues in the Pacific region and in the student’s future 

medical practice. 

 

8-9 am BREAKFAST 
9-10  Dementia and Aspects of Old Age Psychiatry 

Dr Etuini Mau 

10-11 Delirium in the Hospital + Postpartum Disorders 
Dr Meredith Hinds 

11-12 Mental Health of Doctors and Medical Students + 
How to avoid important psychiatric traps 
Dr Brian Parsonage 

12-1 LUNCH 
1-2pm PTSD & Auditory hallucinations  

Personality versus bipolar disorder 
Dr Klaus Martin Beckmann 

2-3 Attachment theory and Infant Mental Health-the Borderline State  
+ A model for psychiatry services in the Pacific Region. 
Dr Joyce Arnold 

3-4 Eating & Addictive Disorders 
Dr Agnew Alexander 

4pm Afternoon Refreshments/Coffee Break with Snacks 
 Adjournment 
6:30pm DINNER 
Late TBC Closing Ceremony and City Night Disco 
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SOUTHERN HEMISPHERE MEDICAL CAMP  

SPEAKERS 
 
 
PROFESSOR ROSLYN GLEADOW 

Professor Gleadow is the head of Plant Ecophysiology and Cyanogenesis 
Groups and coordinator of the undergraduate science program at Monash 

University. Professor Gleadow is a scientific researcher who works on the 
effect of environmental variables on the partitioning of resources between 
growth and defence (especially cyanide production) in plants. This research 
has led to collaborative projects with health and agricultural scientists in 
Africa, Fiji and Vanuatu, which aim to reduce the amount of cyanide in the 
diet of humans and animals. Professor Gleadow also serves on several 
national science advisory committees, and is a past president of the 
Australian Society of Plant Scientists. Professor Gleadow was awarded the 
Faculty of Science Prize for excellence and collaboration in 2010 and the 
Faculty of Science award for excellence in teaching in 2008. She has 

pioneered the use of multimedia and blended learning in the teaching of Biology in Australia. 
Presentation at SHMC: Impact of Climate Change on Food Security 
 
 
ASSOCIATE PROFESSOR SIMON HALES 

Associate Professor Hales is an environmental epidemiologist working in the 
Department of Public Health at the University of Otago. Associate Professor 

Hales has a special interest in atmospheric environment and global issues. 
He is currently working on a number of projects including: Estimating the 
global burden of disease attributable to climate change; Assessing health 
aspects of vulnerability and adaptation to climate change (NZ and Fiji); 
Empirical modelling of communicable disease in relation to climate; Health 
co-benefits of climate change mitigation; Health impact assessment of air 
pollution exposure.  
Presentation at SHMC: Climate Change 
 
 

 
DR PAUL SPENCE 

Dr Spence is a Senior Lecturer at the University of New South Wales and a 
Research Associate for the Australian Research Council Centre of 

Excellence for Climate System Science. He is the lead developer of 
Australia’s finest global ocean climate models and in 2014 was awarded 
the Directors Prize for Outstanding Contributions to the Centre. Dr 
Spence’s research focuses on understanding geophysical fluid dynamics 
and the Oceans role in past and future climate change. He is currently the 
Chief Investigator on two research grants, including a 2014 ARC 
Discovering Early Career Research Award. Dr Spence has taught at the 
University of New South Wales, Bamfield Marine Science Centre and the 
University of Victoria.  
Presentation at SHMC: Understanding the Changing Climate of the Pacific 
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KUSHAAL RAJ 
Mr Raj is a Lecturer in Chemistry and Human Biochemistry at the University of 

Fiji. He has a Masters of Science in Chemistry, a Post Graduate Diploma in 
Chemistry, and a BSCGCED (Biology/Chemistry) from the University of the 
South Pacific. Mr Raj has previously worked as a Research Analyst (Data 
& Statistics) at the Fiji Higher Education Commission, and as a Teaching 
and Graduate Assistant in Chemistry at USP. He has presented several 
international papers in the fields of Pharmaceutical Drug Release, 
Biopolymers, Climate Change and the Fijian Funding Model. In 2017 Mr 
Raj’s team won 3rd place for the best paper in the World Symposium on 
Climate Change in Coastal Areas in Samoa. 
Presentation at SHMC: Globalisation, Climate Change & Human Health 
 

 
 
PROFESSOR MIKE O’CONNOR 

Professor O’Connor is a qualified obstetrician and the Chairman of Obstetrics 
and Gynaecology at Western Sydney University. His interests are in 

Indigenous Remote Area Care and he developed a Basic Antenatal Care 
module for Indigenous Health Workers which trained over 250 students. He 
also initiated an advanced module in Obstetric Ultrasound which was 
taught by Dr Chris Kohlenberg until his tragic death here in Fiji. Professor 
O’Connor has also taught annual Emergency Obstetric Care & Neonatal 
Resuscitation courses for the past 17 years. He is currently developing 
workshops for teaching medical undergraduates in the Management of 
Domestic Violence and the Management of Sexual Assault. Professor 
O’Connor has published over 50 peer reviewed papers on a variety of 
subjects related to obstetrics and gynaecology. In addition, Professor 

O’Connor holds qualifications in ultrasound, child health and urodynamics. 
Presentation at SHMC: Emergency Obstetric Skills 
 
 
 
DR PETER RYAN 

Dr Ryan is a medical entomologist working in the World Mosquito Program 
(WMP) and Eliminate Dengue Program at Monash University’s Institute of 

Vector-Borne Disease. His research has focused on the control of Aedes 
aegypti mosquitos across various countries, and community interventions 
against dengue. Dr Ryan has been working with the WMP to develop 
Wolbachia control methods for use against dengue and other pathogens 
transmitted by the Aedes aegypti. His team have conducted large field 
implementations involving releases of Wolbachia infected Aedes aegypti 
mosquitoes. These sites will continue to be monitored and will allow Dr 
Ryan to provide an overview on the use of Wolbachia to reduce 
transmission of Dengue, Zika and Chikungunya viruses. Dr Ryan plans to 
undertake these field trials in several key Pacific countries. 

Presentation at SHMC: The Eliminate Dengue Program - Use of Wolbachia to control the 
transmission dengue and other Aedes aegypti associated viruses 
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PROFESSOR MICHAEL BARTON 
Michael Barton is a Professor of Radiation Oncology at UNSW, and Research 

Director of the Collaboration for Cancer Outcomes Research and Evaluation 
(CCORE) and the Ingham Institute for Applied Medical Research at 
Liverpool Hospital. Professor Barton has chaired reviews of cancer 
services throughout Australia and internationally. He has also worked for 
United Nations agencies on radiotherapy projects in Africa, Asia and Latin 
America, and has chaired the World Health Organisation’s technical 
document on risk profiling radiotherapy. Professor Barton was awarded a 
Medal of the Order of Australia in 2007 for his service to medicine, he was 
awarded the Medical Oncology Group of Australia-Novartis Oncology 
Cancer Achievement Award in 2012, and he received the Health Service 
Research Award from Research Australia in 2016. The benchmarks for 

radiotherapy service delivery developed through CCORE under his leadership have since 
been adopted throughout Australia, Europe and Great Britain. 
Presentation at SHMC: Need for Radiotherapy in the Pacific 
 
 
 
DR KERRY HOGGETT 

Dr Hoggett is an Emergency Physician at the Royal Perth Hospital and a 
Clinical Toxicologist with the Western Australia Toxicology Service. She is a 

member of the Toxicology and Poisons Network Australasia and the Asia-
Pacific Association of Medical Toxicology. Dr Hoggett is a consultant with 
the Australian Poisons Information Centre network through which she 
provides telephone advice regarding poisoning to clinicians throughout 
Australia. She is also an editor of the Toxicology Handbook. Dr Hoggett is a 
Clinical Lecturer with the University of Western Australia, the University of 
Notre Dame, and the University of Medicine in Myanmar. Dr Hoggett has 
also contributed to the development of Emergency Medicine in Myanmar. 
Presentations at SHMC: 1. Plants that Can Kill You; 2. Nutritional Value of 
Cassava & Taro; 3. General Approach to a poisoned patient; 4. 

Management of Animal Bites & Stings; 5. Advanced Airway Management 
 
 
 
TERISA MOIFO TAGICAKIBAU 

Terisa Moifo Tagicakibau works in the Canterbury District Health Board as the 
Pacific Health Promoter. Following the Canterbury Earthquakes in 2012, 

Terisa worked on the ‘ALL RIGHT? CAMPAIGN’ as head of the Pacific 
stream. Through this role she has managed several projects for Pacific 
women and Pacific couples. These projects were designed around the 
themes of Culture, Leadership, Identity and Sexual Health, with well-being 
as a central theme of each project. Her work within these projects has 
inspired her to work with a group of young Pacific males to find solutions, 
with their new project ‘STANDING!’ launching in 2018. 
Presentation at SHMC: “ALL RIGHT? PACIFIC” Well-being Campaign 
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DR KLAUS MARTIN BECKMANN 
Dr Beckmann is a child and adolescent psychiatrist currently employed by the 

government of Queensland to work with children in the care of the state. He 
commonly works with children and adolescents who have experienced 
trauma, loss or grief. Dr Beckmann is also a teacher in the School of 
Medicine at Griffith University, and he regularly publishes articles he hopes 
allow him and others to expand their thinking. He is an accredited 
practitioner in Australia, Dubai and Europe. 
Presentations at SHMC: 1. Mindfulness & Mindfully Enjoying Food; 2. 
PTSD & Auditory Hallucinations; 3. Personality versus Bipolar Disorder 
 
 
 

 
DR ISIMELI TUKANA 

Dr Tukana is the Director of the National Wellness Centre in Fiji and is 
President of the Pacific Public Health Association. He has a Masters in 
Public Health and his central interests are in Primary Health, Health 
Promotion and Indigenous Health. He was previously the National Advisor 
for NCD prevention and Control and also has extensive clinical experience 
throughout Fiji.  
Presentation at SHMC: Non-Communicable Diseases 
 
 
 
 

 
CRAIG KONING 

Craig is the Founder and Expedition Leader of The Floating Foundation. The 
Floating Foundation boat is a volunteer run research and medical education 

vessel that travels to outer islands in the Pacific, particularly Tonga, 
providing medical training and equipment to locals. The boat also operates 
as a research vessel conducting environmental projects. Craig captains this 
vessel and trains new crew and volunteers. Craig aims to start research 
and community projects with a focus on environmental change, and hopes 
to run a research ship for this in the future.  
Presentation at SHMC: From Science to Public Health, a Sailing 
Adventure 
 
 

 
RAVNEEL RAJNEEL CHAND 

Mr Chand is an Assistant Lecturer in Biology at the University of Fiji. He has a 
Masters of Science in Biology and previously worked as a researcher for the 

Faculty of Science, Technology and Environment at the University of the 
South Pacific. He was recently awarded with Excellency in Research and 
Publications at the University of the South Pacific. His research focuses on 
biological control of termites and their impact in the South Pacific, and his 
publications are ranked with reference to the Australian Research Council 
in Toxicology, repellent and antimicrobial potential of Traditional Medicinal 
Plants. 
Presentation at SHMC: How “Traditional Medicine'' Can Complement and 
be Effectively Integrated with Pharmaceuticals. 
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CAPTAIN ERONI DUAIBE 

Captain Duaibe is Chief Staff Officer – Civil Military Affairs at the Republic of 
Fiji Military Forces. He has extensive military experience having previously 

been an Officer Commanding, an Operations Officer, and a Personal Staff 
Officer to the Chief of Staff in the Fiji Military Forces. He will be 
coordinating with his team from the Fiji Military Forces to provide hands-on 
workshops during the SHMC.  
Presentations at SHMC: 1. Strengthening Skills of Wilderness Survival; 2. 
Basic Navigation & Trekking in the Jungle; 3. Waste Management; 4. 
Humanitarian Assistance and Disaster Relief 
 
 
 

 
GYANENDRA MAHARAJ – “MR FIJI” 

Gyanendra is a current final year student completing a Bachelor of 
Commerce in Accounting and Management in Public Health at the 

University of the South Pacific. He has been a bodybuilder since 2013, 
winning Silver in the 65kg category in March 2014 and Gold in October 
2014 where he gained the title of Junior Mr Fiji. Gyanendra won gold in the 
65kg category again in November 2014 and qualified for the Pacific Games 
2015 where he gained 4th position. He is the official fitness trainer for the 
Southern Hemisphere Medical Camp. 
 
 
 
 

 
DR ZESHAN QURESHI 

Dr Qureshi is a clinical paediatrician with a special interest in global health 
and medical education. He works at King’s College Hospital in London and 

with the Institute of Global Health in University College London as an 
academic. He graduated with distinction from the University of 
Southampton and has published and presented research in the fields of 
pharmacology, global health and medical education. Dr Qureshi is the 
chief editor of the successful Unofficial Guide to Medicine series, which is 
a bestseller on Amazon’s medical books.  
Presentations at SHMC: 1. Advocacy – Creating Opportunities from 
Failures; 2. Paediatric Emergencies 
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DR AGHNIA JOLANDA PUTRI 
Dr Putri is a medical doctor working in the public health sector who is actively 

involved in child and maternal health research, policy and advocacy. She has 
worked in public health and social science research as a junior researcher 
in Tokyo Medical University, and Sana Klinikum Lichtenberg, and has 
interned with the Ministry of Health in Indonesia. Dr Putri has been actively 
involved with IFMSA as the Asia-Pacific Development Assistant for 
Advocacy, Education and Policy in 2013-2014. She is also currently active 
in WFPHA Students and Young Professional Working Group, through 
which she is working with young professionals to shape the future of public 
health. Dr Putri also possesses certifications from Johns Hopkins 
University, the University of Amsterdam, and Stanford University, in 
addition to her MD from Andalas University, Indonesia. 

Presentation at SHMC: Maternal & Child Health: The Crying Infant 
 
 
 
DR ETUINI MA’U 

Dr Ma’u is a member of the FRANZCP and is a consultant Psychogeriatrician 
at Waikato Hospital in Hamilton. He has significant experience in aged care 

psychiatry and is strongly involved in medical education. In addition to his 
work as a pschyogeriatrician, Dr Ma’u is a Prevocational Educational 
Supervisor, where he supports first and second year doctors to ensure 
adequate clinical supervision and provide pastoral support. Dr Ma’u is also 
involved in Alzheimer’s and psychogeriatric research. Originating from 
Tonga, Dr Ma’u has an interest in Pacific health and supporting healthcare 
development in the region.  
Presentation at SHMC: Dementia and Aspects of Old Age Psychiatry 
 

 
 
 DR MEREDITH HINDS 

Dr Meredith Hinds is a member of RANZCP with over 27 years’ experience as 
a clinical psychiatrist. She currently practices as a general psychiatrist at 

Port Macquarie Private Hospital. Her areas of clinical interest include mood 
disorders, psychosis, intellectual disability, neuropsychiatry and the overlap 
of psychiatry and medicine. Dr Hinds has worked for 11 years as a 
psychiatry lecturer for the Rural Clinical School of the University of New 
South Wales. Prior to this she had worked in regional NSW. Dr Hinds also 
provides psychiatry medical education to junior doctors. She has an 
interest in Pacific health and has spent an elective term in Tonga.  
Presentations at SHMC: 1. Delirium in the Hospital; 2. Postpartum 
Disorders 
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DR BRIAN PARSONAGE 
Dr Brian Parsonage is a member of the FRANZCP and a consultant 

psychiatrist at Port Macquarie Private Hospital. Dr Parsonage has extensive 
medico-legal experience and is a foundation member of the RANZCP 
Faculty of Forensic Psychiatry. He has conducted numerous examinations 
and reports for insurance companies, the Department of Veterans’ Affairs, 
Comcare, Motor Accident Authority, the Workers Compensation 
Commission, The Nursing and Midwifery Council of New South Wales and 
the Medical Council of New South Wales. Dr Parsonage has also worked in 
several rural and regional areas and has mentored for the RANZCP Rural 
Mentoring Program. He has extensive experience presenting nationally and 
internationally at seminars and forums, most recently at the RANZCP 
Annual Congress 2015.  

Presentations at SHMC: 1. Mental Health of Doctors and Medical Students; 2. How to 
Avoid Psychiatric Traps. 
 
 
 
DR JOYCE ARNOLD 

Dr Arnold is a member of the FRANZCP and is a practicing private psychiatrist 
in Brisbane. She also has a Masters of Business Administration, a Masters of 

Online Education, a Masters of Arts (Psychoanalysis) and a Masters of 
Ethics and Law. Dr Arnold is a member of the faculty of child and 
adolescent psychiatry, a member of the faculty of forensic psychiatry and a 
member of the faculty of psychotherapies. She is also a member of the 
QLD and Binational committees for History, Ethics and Philosophy of 
Psychiatry. Dr Arnold has presented papers in philosophy and psychiatry. 
Dr Arnold has significant experience in rural and remote psychiatry and has 
established clinics for Aboriginal and Torres Strait Islander mental health 
services. She is a pioneer of tele-psychiatry services which support these 
areas. Dr Arnold also provides services for the Doctor’s health advisory 

service in Queensland.  
Presentations at SHMC: 1. Attachment Theory and Infant Mental Health – the Borderline 
State. 2. A Model for Psychiatry Services in the Pacific Region 
 
 
 
DR AGNEW ALEXANDER 

Dr Alexander is a clinical psychiatrist and current Chair of RANZCP 
Queensland Branch. Dr Alexander is also chair of the working party for 

establishment of the RANZCP faculty of Adult Psychiatry. He has acted as 
Deputy Director and later Clinical Director of Northern Teams at Gold 
Coast Mental Health Service. Dr Alexander is involved with medical 
education through Bond University, Griffith University, and through 
RANZCP. He has also conducted a number of clinical audits and research 
and has presented at national and international conferences. 
Presentation at SHMC: Eating & Addictive Disorders 

 

 

  



PRACTICE POINTER

Supporting patients who are bereaved
M Katherine Shear internist and psychiatrist 1, Stephanie Muldberg bereaved mother dedicated to
helping bereaved people by disseminating information to professionals and the lay public 2, Vyjeyanthi
Periyakoil internist, geriatrician, and palliative care physician 3

1Center for Complicated Grief, Columbia University School of Social Work, New York, USA; 2New York, USA; 3Palliative Care Education and Training,
Stanford Hospice and Palliative Medicine Fellowship Program, Stanford Ethnogeriatrics and Successful Aging Portal, Stanford University, Stanford,
California, USA; and Palliative Care Services, Veterans Affairs Palo Alto Health Care System

A doctor consults with a 69 year old patient and notes that she
seems distant and sad. It is three months since her partner died.
When the doctor asks how she is managing she says the house
feels empty without him and she feels low. She no longer sees
any reason to cook and struggles to clean. She longs for
companionship but refuses invitations from her friends because
being with them makes her miss her partner. Her grandchildren
are a pleasure but they ask about grandpa, so she doesn’t want
to see them. Tearfully, she talks of dreading her future.
A woman presents with sleep disturbance and severe headaches
a month after her son died by suicide. She believes that a good
mother would have saved him and she is plagued by guilty
self-recrimination. She seems irritable and has been fighting
with her husband. She has been finding it very hard to care for
her two living children.
Loss of a loved one can be very painful. When seeking support,
some people turn to their doctor. Because of their pivotal role
in the community, physicians can provide excellent support for
bereaved people and can often direct them to additional
resources.1 Medical professionals who see bereaved patients
consulting for symptoms of grief or about another medical
problem have the opportunity to make a positive difference in
their experience of loss and grief. This article discusses ways
to understand people’s response to grief and adaptation to loss
of a loved one, and offers suggestions for strategies to provide
support to bereaved patients. Most bereaved people will find a
way to adapt to their loss over time, with support from people
in their natural environment, and perhaps health care
professionals. We highlight symptoms to watch for that might
suggest more specialist help is needed.
Assessment of bereaved patients
Data from clinical trials as well as patient and clinician
experience suggest the following topics might be important to
assess.

Ask about the person who died,2 the specific circumstances
surrounding the death, and how the patient has been coping
since the death. Explore the range of feelings3 and challenges
the bereaved person is experiencing and how the loss is affecting
their daily activities, social interactions, and work related
activities. Explore the effectiveness of their support system.

Recognise typical grief symptoms
Grief is a mix of signs and symptoms in response to loss, and
each person’s experience is unique. How, when, where, and
with whom these symptoms are experienced and expressed vary
depending on the circumstances, context, and consequences of
the loss. Culture, ethnicity, and spiritual affiliation can affect
how grief manifests and the person’s strategies for coping.
Symptoms can fluctuate over time, as a person adapts to a loss
and grief becomes integrated into their life. Common symptoms
of acute and integrated grief are shown in Box 1.
Be aware of the general picture of grief, but try not to have
preconceived expectations about the specific constellation of
symptoms or their time course. When patients talk about their
experiences after bereavement listen for three themes:

1.Accepting the reality of the death.
2.Envisioning a future with purpose and meaning and the

possibility of happiness.
3.Reaffirming a meaningful sense of connection to the person

who died.
Be alert to storylines that deviate into a place of excessive
avoidance and/or frequent intense or protracted expressions of
anger, self reproach, or despair.
The experience of acute grief is often intense and disruptive.
Patients might worry about whether what they are experiencing
is “normal.” They might be surprised at the uncontrollability
and intensity of emotions and the difficulty paying attention to
things as they normally do.

Correspondence to M K Shear ks2394@columbia.edu
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What you need to know
Acute grief is distinct from depression and other psychiatric disorders
Symptoms of grief include prominent yearning and longing that is focused on the deceased person, and a strong desire to be around
other people
Bereaved patients should have the opportunity to talk about their loved one, their loss, and how they have been coping
Answer patient questions or concerns about medical care that their loved one received, or about the last days of life
Encourage the patient to confront loss and reminders, and at the same time begin to create a new life

Box 1: Typical acute grief symptoms
Acute grief is dominant and disruptive, characterised by

• intense yearning, longing, sorrow, emotional pain, physical symptoms like heart palpitations, butterflies in the stomach, frequent
yawning, dizziness/fogginess

• feelings of disbelief, difficulty comprehending the reality of the death
• insistent distracting thoughts of the deceased, trouble focusing attention, forgetfulness
• loss of sense of self or sense of purpose and belonging, and feeling aimless, incompetent, without feelings of wellbeing
• feeling disconnected from other people and ongoing life.

When grief has become integrated, symptoms emerge intermittently and are characterised by
• Comprehension of the reality and consequences of the death
• A mix of emotions with bittersweet positive emotions usually dominant
• Thoughts and memories of the deceased are accessible but not preoccupying
• Restoration of sense of self and sense of purpose and belonging; feelings of competence and wellbeing
• Interest and engagement in life and other people are re-established; happiness seems possible.

Data from nine observational studies suggest that people can
experience a sense of presence of the deceased person and even
overt visual or auditory hallucinations of them.4 These are not
necessarily a sign of a serious mental disorder as many bereaved
people report these experiences.
Sometimes a bereaved patient can experience a profound sense
of despair and express a wish to die. Establish whether the wish
to die is accompanied by any active suicidal thinking.

Assess for the presence of stress related mental
health problems5

Observational data indicate that bereavement can trigger a
psychiatric disorder. For example, death of a loved one is
associated with increased risk of major depressive disorder6 that
can be confused with acute grief. Box 2 gives tips on how to
differentiate grief and depression. It is important to differentiate
the two, as the management strategies are different. Acute grief
needs understanding, support, and monitoring, but major
depression might need additional treatment.
Bereavement can also trigger anxiety disorders, alcohol abuse,
mania,6 and post traumatic stress disorder.6 Patients might need
referral to a mental health professional if there is concerning
substance use or self harm, suicidal thoughts, or other serious
behavioural disturbance.
Assess for the possible onset or worsening of physical illness.
Bereavement activates physical pain centres in the brain, and
triggers a physiological stress reaction. Observational data have
shown that bereaved people are at increased risk of physical
disorders 5 8 including cardiovascular illness9 and cancer.
Bereavement can trigger or exacerbate existing sleep
disturbance.10 Exercise and eating are also frequently disrupted,
and bereaved people might forget to take prescribed medications.
The stress and physical toll of grief can (rarely) produce stress
cardiomyopathy or exacerbate underlying heart disease, disrupt
immune functioning, or worsen any ongoing medical condition.
Grief can also manifest as anxiety with palpitations, clammy
skin, and an increased heart rate, and can mimic the symptoms

of heart disease. Ask about the person’s sleep, eating, exercise,
and social relationships.

How to offer support
It is possible even during a relatively short conversation to offer
support. It might be helpful to explain grief to a patient in
non-clinical terms. Observational data suggest the following
additional strategies to guide the discussion. Figure 1⇓ shows
expected responses to acute grief and suggested management
approaches in primary care. A leaflet for patients is included as
a supplementary file with this article.

Offer empathic listening
Offer a place where the patient can talk and feel that someone
is listening. Bereaved people might want to talk about their
deceased loved one with others, including with clinicians who
care for them. Discussions with bereaved people should be
warm, inviting, and open ended. It can be difficult to bear
witness to the pain of loss without trying to fix the problem.

Manage symptoms
Offer management for any physical or psychiatric disorders
identified. Encourage a healthy lifestyle and provide advice on
sleep disturbance if relevant, but avoid giving medication where
possible. Suggest monitoring symptoms with the patient for a
period of time, and if considerable time passes with no
attenuation of grief intensity, consider whether there are barriers
to adaptation to their loss, such as excessive avoidance and/or
frequent intense or protracted expressions of anger, self
reproach, or despair.

Help patients adapt to their loss
Help patients to accept the reality of the death, restore interest
and enthusiasm for ongoing life, and reaffirm a sense of
connection to the deceased. In this way, grief can eventually
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Box 2: Distinguishing grief and depression
Unlike depression, grief includes prominent yearning and longing
The capacity to experience positive emotions is maintained in grief and compromised in depression
Symptoms are experienced most profoundly when the patient is focused on the deceased person, who is strongly missed
Grieving people tend to want to be with people, whereas depressed people tend not to. Sadness related to social loss draws us toward
other people, while sadness related to feelings of personal failure does not7

Concerns about medicalisation of grief
Acute grief can be highly distressing and disabling, but grief should not be medicalised. Grief is the body’s natural response that evolves
as a bereaved person adapts to their loss
Complicated grief occurs when adaptation is impeded. It can be reliably diagnosed and effective short term treatment is available
While there is no universal time frame for adaptation to loss, evidence for complicated grief has been found across cultures after a
minimum 6 months
Draft diagnostic proposals by the World Health Organization International Classification of Diseases, 11th edition (ICD-11), and the
Diagnostic and Statistical Manual of Mental Disorders (DSM), 5th edition, have not yet been accepted and there is ongoing debate about
specific criteria for prolonged or complicated grief
Pending resolution of these debates, the ICD-11 proposal13 is a simple, validated way to identify clinically significant, treatable problems
with adaptation to loss

find a place in the patient’s life along with meaningful
engagement in ongoing activities.
Explain that it can be helpful to both confront the pain of the
loss and also allow themselves to set it aside. For example,
encourage people to gradually confront reminders of the loss
such as belongings of the deceased, notifying colleagues of the
deceased, attending social events as a single person, and making
new friends. At the same time, remind bereaved patients that
their lives matter too. Encourage the person to start to consider
what they might want for themselves in the future. This
conversation might be jarring in the beginning.

Identify those who are likely to struggle
Patients can benefit from referral to a grief counsellor when the
circumstances or consequences of the death are especially
difficult, such as suicide1 or child loss.11 Those whose natural
support system is inadequate might benefit from peer or faith
support, or grief counselling. If acute grief persists for periods
longer than a year, and is associated with substantial impairment
in functioning, a diagnosis of complicated grief might be
warranted, with referral to specialist mental health services.12

Patients who have difficulty adapting to their loss can experience
prolonged grief accompanied by troubling thoughts,
dysfunctional behaviours, and difficulty regulating their
emotions. Physicians can sometimes clear up a misconception
that is preoccupying to the patient. For example, encourage and
address questions or concerns about medical care that their loved
one received, or about the last days of life, where appropriate.
At times this might not be possible. For example, it can be
difficult to explain a stillbirth.11 Encouraging patients to
gradually confront situations they are avoiding can also help.
For example, they might make plans to start going back to a
pub that they fear will evoke memories that will make them
miss the deceased more.
If problems persist or increase in intensity, a diagnosis of
complicated grief might be warranted and referral to
psychotherapy might be indicated. There is evidence from
randomised controlled trials and eight smaller studies from
Australia and western Europe for efficacious treatment.13 These
studies use an approach that is outlined in a recent article.14

Based on these existing data, if multiple symptoms continue to
interfere with day to day life more than six months after the loss
then non-specialist clinicians might consider using draft ICD11

guidelines to diagnose prolonged or complicated grief and
encourage patients to seek help.

Clinicians’ response to grief
Clinicians should be aware of their own wellbeing when dealing
with death and supporting people through grief. Clinicians might
also grieve when a patient who they have cared for dies,
particularly if they feel responsible in some way, or had cared
for the patient for a long time. Seek appropriate support and
consider counselling from colleagues with mental health
expertise.
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Education into practice
How do you typically frame consultations in which grief is addressed? Can you think of anything you might alter after reading this article?
How comfortable do you feel discussing the circumstances of a patient’s relative’s death as a mechanism to help the patient better come
to terms with it?
What questions might you ask to distinguish between depression and acute grief in recently bereaved patients?
How might you offer a lay explanation of what normal grief is?
How have or would you deal with your own feelings of grief following the death of a patient whose care you have been involved with?

How this article was created
Preparation of this manuscript included a review of the authors’ personal and professional experiences and a wide range of papers in the
literature.

How patients were involved in the creation of this article
This paper is co-authored by a patient. She considers the following topics to be important for clinicians to know and they have been covered
in the article as a consequence of her involvement:

Common psychological and physical symptoms of acute grief
How to talk to a bereaved patient about their loss
How to evaluate the patient’s progress of adaptation to their loss

13 Shear MK. Clinical practice. Complicated grief. N Engl J Med 2015;358:153-60. doi:10.
1056/NEJMcp1315618 pmid:25564898.

14 Boelen PA, Smid GE. Disturbed grief: prolonged grief disorder and persistent complex
bereavement disorder. BMJ 2017;358:j2016. doi:10.1136/bmj.j2016 pmid:28522468.
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Figure
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HEALTHCARE ACCESS IN THE PACIFIC 
Amy Vaux 

In the Solomon Islands, the National 
Referral Hospital (NRH) is the singular 
supplier of tertiary medical care for the 
population of around 670,000 people [1]. 
Despite being supported by the government 
and many international outreach and 
development programs, there is still a lack of 
adequate funding, facilities and services 
leading to regular blackouts [2, 3]. Whilst 
efforts in healthcare planning and investment 
mean that most provinces have access to a 
degree of health facilities, there are still 
difficulties in supplying medical care over 
such large low-density regions and 
prioritisation of funds between the NRH and 
smaller secondary level care provincial 
hospitals [1]. 

This challenge is not unique to the 
Solomon Islands, this situation being typical 
of many countries within the pacific region. 
With nations including islands that expand 
over large territories of up to thousands of 
kilometres, adequate health care provision is 
challenged by geographic access. Logistical 
issues such as infrequent transport links, 
costly communication and high operational 
costs only increase the complexity of service 
provision. The combination of these factors 
results in insufficient coverage of secondary 
and tertiary cares health care services 
without significant expenditure [4]. 

Whilst through the Pacific region, there 
are relatively limited financial barriers to 
accessing healthcare, with the majority of 
pacific island nations supplying free 
healthcare; hospitals are often reliant on 
donor funding to maintain function [5]. 

The difficulty of how to address these 
geographical and logistical challenges 
remains: having large referral centres that 
are better funded allows access for 
individuals to financed specialised services, 
however, this requires patient transport to 

hospital centres, and reduces local smaller 
service funding.  

To evaluate the best approach to 
managing service delivery research has been 
conducted examining different service 
models and systems of financial prioritisation. 
This has found that societies with strong 
primary health care models tend to have 
superior health outcomes at lower costs [6]. 
Having good two-way communication 
between levels of care (primary, secondary 
and tertiary), allows easier referral and 
ongoing management of patient care. It has 
been found that bypass of primary health 
services as point of entry care increases 
costs and efficiency of the system. Bypass 
commonly occurs when access to primary 
physicians becomes limited and address of 
medal concerns is delayed until it significantly 
worsens [5]. 

This cost-efficacy of primary care 
emphasis has been demonstrated outside 
the Pacific region. Cuba, ranks unexpectedly 
highly in health system efficacy and provision 
for a low-income country. This has been 
credited to their funding of primary care 
facilities, particularly within remote areas [7]. 

Whilst many reports have recommended 
an array of approaches and goals to address 
these issues: suggesting the need for multi-
disciplinary approaches, building consensus 
on sound situational analysis, consultation 
with private sector stake-holders etc. few 
practical and physical strategies or solutions 
have been put forward to alter the system’s 
structure, funding or organisation to actually 
improve health outcomes and access [5]. 

Within this region there is potential for 
international collaboration for health service 
provision and development. Shared funding 
and subsequent access to tertiary centres to 
increase the educational accessibility for 
health service training, reducing pressure on 
individuals to seek out expensive overseas 
opportunities for education. Centralisation of 
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spending to an international referral centre 
could reduce strain on provincial secondary 
care hospitals and enable access to an 
increased range of specialist services, whilst 
liberating funds to better support primary care 
physicians. Additionally, with transport being 
a key barrier to use of health services [4], 
shared research and investment in 
transportation systems could help to increase 
health care access across wide areas. 

Further investment in primary care 
facilities within the Pacific could assist in 
improving the cost-efficiency of national 
healthcare systems. Meanwhile, 
organisations should move away from 
making generalised comments about the 
approaches and important values endorsed 
in tackling these issues, to actually 
developing health service solutions to 
actually building clear instructions and 
strategies for how to implement change.   

At PMSA we would like to hear your 
suggestions and ideas for practical 

strategies, plans and policies to address the 
barriers health care access posed by 
geographical spread. These suggestions 
may address issues at a local, state, national 
or international level, but we would like to 
hear how future health care workers think the 
system can be changed to better provide 
equitable health care access. 
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THE COMMUNITY HEALTH CONSEQUENCES OF CYCLONE WINSTON 
Eloise Burns 

Every year in the Pacific, a number of 
communities will experience a natural 
disaster of some form. Depending on the 
location, natural disasters may come in the 
form of bushfires, cyclones, earthquakes, 
floods or other major environmental 
catastrophes. Media coverage of natural 
disasters most often emphasises the 
immediate consequences of the event, 
however prior preparation and the long term 
consequences are also important elements 
to understand. 

On the 20th and 21st of February 2016, 
Cyclone Winston hit multiple Fijian islands, 
including the largest islands of Vanua Levu 
and Viti Levu.[1] The cyclone left 44 dead, 
more than 35,000 homeless and knocked out 
power and communications across the 
nation.[1] Around 40% of Fiji’s population 
was said to be affected in some way.[2] 

The consequences of the destruction 
affected citizens in a variety of ways. Food 
availability was a significant issue, with 
Ahmad Sami, the acting head of the Red 
Cross’s Pacific office at the time stating that 
the food security level in one community, the 
village of Nasau, was at “5 per cent to 10 per 
cent”.[3] Increases in vegetable prices in 
municipal markets in late February further 
illustrate the damage to food security done by 
the cyclone.[4] Additionally, 22 new cases of 
Severe Acute Malnutrition were found by the 
4th of March, likely an under-reporting of the 
condition due to damage done to health 
facilities in the country.[2] 

In February following the cyclone, it was 
also reported that there were 131 cases of 
dengue fever, an expected increase in the 
mosquito-borne disease.[5] Based on 
UNICEF data, destruction of electricity, water 
and sewerage services also caused “Up to 
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250,000 people” to be in need of WASH 
(water, sanitation and hygiene) assistance 
before March the 4th.[2] UNICEF also had to 
supply safe drinking water to 26,125 people 
who were otherwise dependant on unsafe 
water sources.[2] Vaccinations also became 
an issue, with UNICEF providing 30,000 
Tetanus vaccinations to those affected by the 
cyclone.[2] 

Although significant progress has been 
made to help Fijians recover from Cyclone 
Winson, the impact is still being felt in 
January 2017, almost a year later.[6] 
Continued areas of concern are hygiene, 
shelter, psychosocial strain and infectious 
diseases; these are being targeted by Fiji 
Red Cross teams who are visiting those 
affected on Koro Island house by house.[6] 
Part of this strategy also involves teaching 
communities that lost their homes the skills to 
build “better and safer houses”.[6] The 
livelihoods of some Fijians are also still in 
recovery: For example, coconut farmers are 
currently being hit with lost yield due to large 
numbers of rhinoceros beetles that are 
feeding on decaying vegetation damaged by 
the cyclone.[7] 

To reduce the impact that natural 
disasters has on the health and wellbeing of 
Fijians in the future, healthcare providers 
must be trained in disaster preparedness, 
and must be provided with resources that will 
enable them to adequately care for those 

experiencing the short and long term 
repercussions of these disasters [6]. 
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THE IMPACT OF CLIMATE CHANGE ON HEALTH IN THE PACIFIC  
Eloise Burns 

Climate change is a major topic in 
international politics and its extent and 
causes are extremely contentious. Because 
of this contention, public climate change 
discourse focuses on evidence for and 
against, on the environmental changes that 
have been observed and the science behind 
it. Long term environmental changes 
obviously need to be addressed, however the 
human cost in the next few years will be 
immense and at times this is lost amid 

statistics on exact temperatures, glacier 
shrinkage and changes to seasonal timing 
[1]. Per a World Health Organisation fact 
sheet, between 2030 and 2050, climate 
change is expected to increase deaths from 
malnutrition, malaria, diarrhoea and heat 
stress by 250,000 annually [2], and there will 
be other effects as well. 

Climate change is going to negatively 
affect health in the Pacific and elsewhere in 
an extremely broad array of ways. Climate 
change will reduce access to safe drinking 
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water, food and shelter [who], basic 
requirements for a survival. In addition, the 
predicted “extreme heat waves, rising sea-
levels, changes in precipitation resulting in 
flooding and droughts, intense hurricanes, 
and degraded air quality” will all detrimentally 
affect people’s mental and physical health 
[3]. 

It is expected that the ocean acidification 
associated with climate change will reduce 
seafood availability [4]. This may negatively 
impact the diet of some Pacific Island 
inhabitants enough to cause health 
complications [4].   

The Pacific Islands are already 
experiencing higher than usual temperatures, 
data shows that temperatures increased an 
average of 0.9 °C every year from 1961 to 
2011 [4]. Continuation of this trend will lead 
to increases in the number of people affected 
by heat stress, with the young, elderly and ill 
being the worst affected [4].  

The spread of vector-borne diseases such 
as malaria, dengue fever and Chikungunya 
disease will also be worsened by increasing 
temperatures [4]. In addition, the spread of 
these diseases will also be increased by the 
erratic rainfall that climate change may 
cause, with wetter climates increasing 
incidence of the diseases [3,4]. All three of 
these diseases already impact many Pacific 
communities and PMSA aims to inform on 
these impacts, an article on Chikungunya can 
be found here. 

Climate change will very likely cause a 
strain on the health services of many Pacific 
Island nations. Disease, heat stress and 
improper diets will increase the demand for 
healthcare and with increased frequency of 
natural disasters including floods and 

landslides causing injury this strain may be 
severe [4]. Coastal health centres especially 
on atoll islands such as those of Kiribati may 
also be at risk of flooding due to rising sea 
levels [4]. Closing or moving health centres 
because of flooding would worsen the strain 
on health services as there would be less 
services available to the public.  

Rising sea levels may also cause trauma 
or stress to residents who lose homes or 
culturally significant sites. Relocation of 
coastal towns in the decades to come may 
actually become necessary due to the low 
ground level of many Pacific nations [5]. 

Drastic weather changes caused by 
climate change have the potential to affect 
food, shelter, sanitation, and disease around 
the world in future years. Pacific countries 
may experience worse effects than other 
nations due to their geography, infrastructure 
and existing climate. 
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PACIFIC ISLANDS BEING SWALLOWED BY THE OCEAN 
Madeleine Marsland 

The Pacific Islands have been recognised 
as vulnerable to sea level rise since the late 
20th century [1]. As such, for over 20 years 

14 Pacific Islands (including the Cook 
Islands, Federated States of Micronesia, Fiji, 
Kiribati, Marshall Islands, Nauru, Niue, Palau, 
Papua New Guinea, Samoa, Solomon 
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Islands, Tonga, Tuvalu and Vanuatu) have 
engaged in the South Pacific Sea Level and 
Climate Monitoring Project (SPSLCMP) 
which has now become the Pacific Sea Level 
Monitoring (PSLM) [2]. Despite efforts by this 
network and the South Pacific Regional 
Environmental Programme (SPREP) to 
identify at risk areas and respond through 
adaptation [1], recent analysis reveals the 
extent to which sea level rise is already 
occurring. A recent study based on aerial and 
satellite imagery taken between 1947 and 
2014 of 33 Solomon Islands revealed that 
five vegetated reef islands had vanished and 
six were experiencing severe shoreline 
recession [3]. There has been some debate 
of the extent to which this is as a direct result 
of climate change [4,5], but what is known is 
that there are several climate and 
environmental factors which put the Pacific 
Islands at such high risk. 

The Pacific Islands are naturally low-lying 
which automatically places them at risk of 
inundation and flooding, but other threats 
including beach erosion, saltwater intrusion 
and increasing infrastructure have increased 
land-degradation leading to apparent sea-
level rise [1]. Even in the past few decades 
this has already had significant social 
impacts causing communities to be displaced 
from coastal villages at their own already 
limited expense [4]. Though the Solomon 
Islands have thus far been particularly 
impacted, sea-level rise is anticipated to 
significantly increase in other Pacific islands 
in the next 50 years [5]. As well as 
threatening villages, sea level rise also 
threatens drinking water supplies, kills stable 
food crops and damages property [6]. As a 
result of the significant impacts sea-level rise 
is likely to have on the Pacific Islands in the 
coming century, it is imperative that action is 
taken to prepare these nations to adapt to 
these challenges. 

The two options commonly discussed to 
address sea-level rise are: 1. Mitigation 
(reducing greenhouse gas emissions and 

improving renewable energies) [1,7]; 2. 
Adaptation (reducing the impact of sea-level 
rise in vulnerable areas) [1,7]. Mitigation is 
unlikely to be a realistic option for preventing 
sea-level rise in the Pacific Islands as it would 
require an immediate and international effort, 
hence the focus remains on conducting 
vulnerability assessments and determining 
methods of adaptation [1,7]. There are 
several options for adaptation including 
abandoning vulnerable areas, reducing 
coastal activities such as inshore fisheries or 
lowland agriculture, and working with nearby 
nations such as Australia to mitigate the 
economic impacts of sea-level rise [7]. 
However, unless more is done to prepare the 
Pacific Islands to adapt, it is likely more 
communities will be displaced as sea-level 
continues to rise. 
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DENGUE FEVER HITTING NEW HEIGHTS 
Amy Vaux 

The incidence of Dengue fever in Australia 
reached a 20-year high with over 2000 cases 
confirmed in 2016. Data from the Australian 
Health Department has demonstrated the 
number of cases in Australia steadily rising 
from 315 in 2007 to 2,129 in 2016. [1] 

Experts have warned that the number of 
dengue cases has been increasing globally, 
the World Health Organisation stating, “The 
number of cases reported increased from 2.2 
million in 2010 to 3.2 million in 2015.”[2] 
Throughout Pacific dengue endemic regions 
such as Malaysia, Indonesia, and Singapore, 
the increase in incidence has been linked 
with favourable climatic changes for 
mosquito vector breeding conditions, 
including the El Niño effect, urbanisation as 
well as the Green house effect.[3, 4] In 
Australia, however, the rise has been linked 
with travellers to endemic areas returning 
home infected with the virus.[1] 

These recent figures highlight the 
importance of international collaboration for 
infectious disease control and public health 
planning against Dengue Fever. With 
increasing globalisation, trade, and travel, the 

spread of infectious diseases demands 
further, and more cohesive international 
collaboration for disease control, as has been 
seen with outbreaks of Zika, Ebola, and 
Swine Flu in recent years.[5 – 7] Affluent 
nations must do more to assist health and 
disease control in developing regions, not 
only out of moral obligation, but their own 
self-interest as well. 
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TYPHOID: STATUS UPDATE 
Madeleine Marsland 

Typhoid fever, also known as enteric 
fever, is a potentially lethal disease spread by 
contaminated food or water or through 
faecal-oral transmission [1]. Though some 
resources indicate Typhoid is no longer 
common in the Pacific Islands [1], others 
show that there is limited clinical data due to 
underreporting [2,3] and that Typhoid in fact 
remains increasingly common in some areas 
of the Pacific including rural areas of Fiji [4]. 
With Typhoid being such a serious illness, it 
continues to be a major health problem and 
remains endemic in Papua New Guinea and 
Fiji [1,4]. However, outbreaks have also been 

identified in Nauru and Samoa, and cases 
are regularly identified in New Zealand, 
though half of these cases are acquired from 
travel in the Pacific [3,4]. 

Typhoid is a preventable illness and all 
travellers to the Pacific region are 
recommended to get vaccinated [5]. 
However, due to a number of factors, the 
recommendations to prevent Typhoid within 
the Pacific region remain on addressing 
community behaviour and environmental 
factors [2,4]. In Fiji, for example, whilst the 
aim remains to introduce a more thorough 
vaccination strategy based on analysis of the 
prior campaign, the expert panel for reducing 
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and controlling Typhoid has recommended 
changes to the storage and treatment of 
drinking water and to toilet designs, and 
encouraging public hand-hygiene [4]. Whilst 
this scheme has the potential to be adapted 
to the wider Pacific, others have argued that 
a community-driven behaviour adaptation to 
reduce environmental risks remains central 
to future public health strategies to address 
Typhoid in the region [2,4]. 

It is also essential that those who do 
contract Typhoid are identified and 
appropriately treated. Severe complications 
result from delayed treatment including 
intestinal haemorrhage or perforation [6]. 
Part of Fiji’s recommendations focused on 
ensuring ciprofloxacin was available in all 
health centres to reduce the potential of 
relapse and reinfection [4]. It is essential that 
this is also available in rural and remote parts 
of all Pacific Islands. 
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TB OR NOT TB: PROGRESS IN THE REGION

Amy Vaux According to the WHO, 9 of the 20 
countries with the highest tuberculosis 
incidence are within the Asia-Pacific region 
with an astounding 9 million of the people 
who contracted TB in 2013 being from this 
area [1,2]. The countries with the highest 
incidence include Bangladesh, China, Korea, 
Indonesia, Myanmar, Thailand, and Vietnam, 
however Cambodia, Lao, Mongolia, Papua 
New Guinea, and the Philippines also have a 
high burden of TB [3]. In roughly the past 15 
years according to data from WHO, the 
estimated TB incidence  

in the Pacific region has remained high 
and stable, however prevalence and mortality 
have been falling. Whilst notification rates are 
estimated to have increased by 58%, there is 
still a way to go in relation to disease control 
and TB treatment in the area. Positively, 
however, the Western Pacific Region was 
one of the two out of six WHO regions to 
achieve all three 2015 targets for reductions 
in TB [2]. Furthermore, in 2015 additional 

Fast facts: 
• Within the Pacific Islands, the country 

with the highest TB incidence is 
Kiribati at roughly 400 cases per 
100,000 population, followed by 
Papua New Guinea and the Marshall 
Islands 

• TB case notifications almost doubled 
between 2000-2013 within the region 

• In 2013 28% of TB patients were 
tested for HIV, 12% of those tested 
were positive. 

• Of 4365 TB patients in the region in 
one epidemiological survey, the 
treatment success rate was 74%. 

• TB is still one of the top 10 causes of 
death worldwide, and 95% of the 
deaths of people from TB occur in low 
and middle-income countries 

• Indonesia had a TB incidence of 
1,020,000 in 2015 (only behind India 
in number), China with 918,000 [5] 
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targets have been set for the global End TB 
strategy, which has been implemented after 
the 2015 reports. 

The Pacific region currently follows the 
international TB control strategy of directly 
observed treatment short-course along with 
the standardized recording and reporting 
systems attached to this [4]. 
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ZIKA VIRUS IN THE PACIFIC REGION 
Madeleine Marsland 

In the past few years Zika virus has 
emerged as a prominent global health 
concern largely due to it causing the genetic 
malformation of microcephaly when 
pregnant females are infected. Whilst the 
international focus has primarily been on 
Zika in South America, largely due to the Rio 
2016 Olympics, infections have now been 
reported in several Pacific nations including 
Samoa, Federated States of Micronesia, Fiji, 
the Marshall Islands, New Caledonia, Palau, 
Papua New Guinea and Tonga [1, 2]. 
Though other regions have more reported 
cases, it is believed that many cases in the 
Pacific go unidentified due to limited 
laboratory capacity and low numbers of 
hospital presentations [3]. As a result of this, 
the true impact and potential future impact of 
Zika virus in the Pacific region has been 
largely ignored by the global community. 

The Pacific region is susceptible to Zika 
virus owing to the large number of the 
Aedes mosquito vector populations and low 
capacity of public health systems [4, 5]. 
Since the emergence of Zika virus there has 
been several disease outbreaks in the 
Pacific: in 2007 180 cases were reported on 
the Yap Island in the Federated States of 
Micronesia, and in 2013 French Polynesia 
reported an outbreak that was estimated to 
affect 11% of the population [3]. This 
outbreak spread the virus to New Caledonia, 
Cook Islands and Easter Island, and it was 
also during this time that Guillain-Barre was 

identified as another major complication of 
the virus [3, 6]. Preventing the spread of 
Zika is reliant on preventing the spread and 
breeding of the vector population [3]. 
Achieving this in resource-limited countries 
where the climate is suitable for the 
mosquito population will prove difficult, with 
models showing that public health resources 
must be urgently directed to education and 
prevention strategies if further international 
spread is to be avoided [4]. 

Whilst the symptoms of Zika virus are 
usually mild, the complications particularly 
for infected pregnant females can be severe 
and lasting. High international travel 
volumes in regions that typically have large 
populations and limited resources, such as 
India, China, Indonesia, and the Phillipines, 
put the global population at risk of spreading 
Zika [4, 5]. Consequently, it is a global 
responsibility to implement methods of 
preventing and controlling the vector 
species, and reducing the adult mosquito 
population in at-risk communities [3]. Given 
the mosquito breeding ground of hot humid 
climates, and low level of health resources, 
in this setting many Pacific islands must be 
considered as at-risk communities. It is 
therefore imperative that the global 
community be prepared to offer time-
sensitive support and guidance on 
managing Zika virus in the Pacific region, 
and if necessary must provide the education 
and resources to accomplish this [3, 5]. 
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CHIKUNGUNYA IN THE PACIFIC 
Madeleine Marsland 

The Chikungunya virus was first detected 
in the Pacific region in New Caledonia in 
2011 [1]. Since this time there have been 
several major outbreaks of chikungunya 
including: Papua New Guinea in 2012, New 
Caledonia in 2013, and Federated States of 
Micronesia in 2013 [2]. In the past few years 
the incidence of chikungunya in the pacific 
region has continued to expand, with either 
endemic levels or outbreaks having now 
being recorded in 9 pacific nations [1, 3]. Of 
these nations the Marshall Islands and Cook 
Islands are of foremost concern with the 
number of cases reported continuing to 
significantly increase [1, 3]. The greater issue 
however is the threat for chikungunya to 
dramatically spread throughout the pacific 
causing frequent outbreaks as has been 
seen with both Dengue and Zika virus [4, 5]. 

The morbidity caused by Chikungunya 
can be severe, with symptoms including 
maculopapular rash, headache, nausea, 
vomiting, diarrhoea, fatigue and polyarthritis 
[4, 6]. This can be long-lasting with recurrent 
joint pain being reported for up to 1 year in 
1/3 of affected patients [2]. Subsequent 
absenteeism, need for caregivers and impact 
on tourism can also have a significant 
economic cost [2]. There are conflicting 
reports over whether or not chikungunya has 
directly caused fatalities, however it is 
believed that there were four known deaths 
from the French Polynesian outbreak out of 
18,000 people who sought treatment [7]. 

Chikungunya is primarily spread by 2 
species of the Aedes mosquito population 
which is widespread in the Pacific region and 
similarly responsible for the spread of Zika 
and Dengue virus [2, 4]. The degree to which 
the vector spreads chikungunya is dependent 
on a combination of social, economic and 
environmental factors, with factors which 
increase the risk of chikungunya spread 
including: frequent airline travel; little 
immunity to the viruses; poor living 
conditions; low adherence to vector control 
advice; the pacific region being a favourable 
environment in terms of temperature and 
humidity; and many naturally occurring 
mosquito breeding grounds [2, 4, 5]. There is 
no treatment or vaccine for chikungunya so 
reducing the spread is imperative [7]. There 
is a significant risk for Chikungunya to 
continue to spread and as one epidemiologist 
stated “we are only half way through the 
chikungunya wave” [7]. 

Many pacific nation health care systems 
have been unprepared and unable to cope 
with these outbreaks, demonstrating a need 
to develop disaster preparedness strategies 
[2]. Some recommendations have included: 
removing vector sites; strengthening vector 
control teams; providing adequate 
surveillance and case detection; and 
developing clear and consistent behaviour 
change campaigns with an emphasis on 
educating the community on vector control 
and mosquito avoidance [2, 4]. However the 
reality is that most pacific nations don't have 
the financial capabilities to prevent a 
chikungunya outbreak, and the emphasis 
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must therefore be on cost effective strategies 
to reduce spread during outbreaks [4]. A 
large part of this will be providing doctors with 
the skills to quickly implement vector control 
strategies in affected sites and to ensure 
epidemiological surveillance is enforced, 
mechanisms which have proved effective in 
similarly affected regions [6]. 
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HEPATITIS B: PROGRESS IN THE REGION 
Amy Vaux 

109 million - that is the estimated number 
of people living with chronic hepatitis B in the 
Western Pacific Region alone, as according 
to the World Health Organisation’s 2016 
estimate [1]. Hepatitis B (HBV) is a DNA virus 
that may be sexually, percutaneously, or 
permucosally transmitted [2]. The resulting 
infection can range in severity from a self-
limiting illness that requires no treatment, to 
a chronically infection that can lead to 
cirrhosis, hepatocellular carcinoma, and liver 
failure. The progression from an acute to 
chronic HBV infection is almost 90% in 
perinatally acquired infections, up to 50% for 
infections received between the ages of 1-5, 
though less than 5% for adult-acquired 
infection. It is an endemic disease in areas 
including the Pacific Region, Africa and 
Eastern Europe [3]. The highest HBV-related 
mortality in the world is among Asians and 
Pacific Islanders at 2.6 deaths/ 100,000 
populations. Here the predominant mode of 
HBV transmission is via mother-to-child 

transmission, increasing the risk of chronic 
hepatitis B infection [4]. In the Western 
Pacific region more people die from hepatitis 
than HIV, TB and malaria combined. This 
region bears a disproportionally large burden 
of viral hepatitis cases as well as deaths, the 
region accounts for around 40$ of viral 
hepatitis-related deaths worldwide. Yet there 
has been relatively limited levels of public 
and political awareness and action on the 
disease sufficient to cope with the significant 
burden of disease [5]. 

The WHO released a Regional Action 
Plan for Viral Hepatitis in the Western Pacific 
2016-2020.  
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Positively the report noted that by 2012 
the WHO reached a milestone of less than 
2% chronic hepatitis B prevalence among 5-
year-old children in 30 out of 37 Western 
Pacific target countries. However, the 
outcome of this plan over the next years will 
require significant local, regional and 
international collaboration and support, from 

the public and government groups to make a 
lasting impact on the disease [6]. 
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SEXUAL HEALTH FUNDING FOR THE PACIFIC 
Amy Vaux 

In March this year the Australian Christian 
Lobby called for the introduction of gag rule 
that prevents health organisations working in 
developing countries that provide advice on 
abortion and contraception from accessing 
Australian funding. The gag rule would mimic 
a similar gag rule recently instated in the USA 
by Donald Trump, which has received 
significant global criticism [1]. 

In response there has been criticism from 
a range of health organisations and women’s 
health advocacy groups about the potential 
ban. An article written by Rebecca Huntley in 
the Guardian highlighted the importance of 
maintaining funding to these vital health 
services, particularly within the Pacific 
Region, stating “The Pacific has some of the 
worst reproductive and sexual health 
outcomes globally, with high rates of 
maternal and infant deaths, unintended and 
teenage pregnancies, sexual violence and 
unacceptably high rates of cervical cancer 
deaths.” [2]. 

So how high are these figures? Stats 
quoted from the article include that women in 
the Pacific are dying of up to 10 times the rate 
of women of cervical cancer- a condition in 
which rates can be significantly reduced by 
vaccine. Eight in 10 women within developing 
Pacific regions are living with a curable 
sexually transmitted infection and do not 
receive treatment [1]. Figures from the World 
Health Organisation show that in the Western 
Pacific Region alone almost 1/20 women are 
living with chlamydia, and of pregnant women 
living with HIV, only 36% received anti-
retroviral treatment to prevent mother-to-child 
transmission (the global coverage is 59%). 
This figure was as low as 10% in Lao 
People’s Democratic Republic and the 
Philippines. What is also of significant 
concern is the rates of antibiotic resistant 
strains of sexually transmitted diseases is 
alarmingly high in low-income countries 
within the Pacific region. In Cambodia the 
WHO found 100% of N.Gonorrhoeae were 
resistant to penicillin, 82.5% in the 
Philippines and 71.9% in Brunei Darussalam. 

Key strategic points of the WHO 
Regional Action Plan: 
• Improvement to Hepatitis B 

vaccination 
• Country specific national hepatitis 

responses based on needs and 
priorities 

• Empower communities and providers 
by increasing awareness about viral 
hepatitis 

• National disease burden estimates 
and investment cases 
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Moreover they also found significant 
Quinolone resistance, 100% in China, 97.5% 
in Philippines, and 93% in Brunei 
Darussalam. These are incredibly high rates 
of antibiotic resistance for a disease that can 
be prevented in transmission with better 
sexual health education and STI prevention 
and contraceptive access [3]. 

Additionally, despite teenage pregnancy 
rates falling throughout the region as a whole, 
there are still many areas where the rates 
remaining very high, with the teenage 
pregnancy rate being between 6-8 per cent in 
Nauru, Papua New Guinea, Solomon Islands 
and Vanuatu. In these areas health 
professionals have said teenage girls need 
greater access to education about 
reproductive health and better access to safe 
abortion services [4]. 

Whilst abortion remains a very 
controversial matter in some Pacific Island 
countries, it is vital that sexual health and 
safe abortion services are available and 

funded in this region, and more must be done 
to seek support of local religious leaders and 
community. The current Australian 
Ambassador for Women and Girls has said 
"Access to sexual health and reproductive 
services, particularly family planning remains 
critical to women's empowerment", and with 
89% of Australians saying that it is of total 
importance that women in Pacific Island 
countries have access to sexual and 
reproductive health services – like 
contraception, cervical cancer screening and 
family planning, not only is there a lack of 
support for a gag rule that would reduce this, 
but there is clear indication and backing for 
more support for these services [2]. 
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THE IMPORTANCE OF WOMENS’ HEALTH IN THE PACIFIC 
Eloise Burns 

International Women’s Day is celebrated 
annually on March 8th [1]. The day 
commemorates women’s past achievements 
and calls for continued steps to be taken to 
increase gender equality in all areas [1]. It 
also presents an opportunity to discuss 
women’s health. There are many health 
issues whose nature and frequency are 
informed by an individual’s biological sex, so 
there is significant value in discussion of 
women’s health in isolation. Maternal health 
and family violence are two of the major 
issues that affect women’s health in the 
Pacific and understanding how they affect 
women is crucial to attempting to improve 
health outcomes. 

The fifth Millennium Development goal 
declared in 2000 called for improvements to 
Maternal Health around the world [2]. 
Pregnancy and motherhood can be 

extremely detrimental to a woman’s health: a 
woman can die or become seriously ill from 
becoming pregnant too amany times or at a 
young age  [3]. It is believed that during 
pregnancy and breastfeeding, nutrients such 
as iron and folate are depleted in the body, 
and multiple depletions without recovery are 
thought to be the source of some health 
complications affecting mothers such as 
anaemia and uterine rupture [4]. Perhaps due 
to this and other complicating factors, an 
international trend exists where a country’s 
maternal mortality rate correlates with the 
average number of children a woman gives 
birth to throughout her life [4]. The risks of 
childbirth have been shown to be significantly 
mitigated when effective health care is 
accessible to women, so this trend can be 
addressed with funding and programs 
dedicated to maternal health [4]. 

Another significant health concern in the 
Pacific and elsewhere, is the high rate of 
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violence against women in a variety of forms 
[5]. In 2006, 1645 households in Samoa were 
surveyed and it was found that 46.1% of 
women who had ever had a male partner had 
experienced physical or sexual violence, or 
both [6]. Across the broader Pacific, an 
estimated 60% of women and girls are 
subjected to violence by an intimate partner 
or another family member during their life [5]. 
This kind of violence has devastating 
implications for the physical and mental 
health of the woman in question. In addition, 
violence against women and girls is self-
perpetuating, as the children of women who 
experience family violence are more likely to 
commit it [5]. Violence against women is also 
damaging to whole communities as it 
increases the workload of health care, social 
services and police forces and inhibits the 
participation of women in the political and 
economic lives of their communities [5]. 
Addressing this problem is complex and must 
be done at a minimum of two levels: by 
changing cultural attitudes to violence 
against women, and by providing support 
services to the families affected by violence 
currently [5]. 

The health concerns of Pacific women are 
much broader than described here but these 
two issues serve to illustrate that women’s 
health should on occasion be looked at in 
isolation from men’s health. Efforts to 
improve health outcomes in the Pacific can 
also benefit from this kind of subdivision and 
such targeted work is already being done 
across the region. Two organisations 
undertaking this work are the Pacific Women 
group, with members in the Solomon Islands, 
Papua New Guinea and Fiji, working to 

shape Pacific development in a way that 
facilitates gender equality including in health 
outcome [7]. In New Zealand, the Pacific 
Women’s Health Research and Development 
Unit of the University of Auckland, is 
producing research on Pacific women in 
order to inform government policy in New 
Zealand and abroad [8]. These and other 
organisations are working towards improving 
the health outcomes of women and the 
prosperity of the Pacific women.  
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INFANT MORTALITY IN THE PACIFIC ISLANDS 
Eloise Burns 

The UN Millennium Summit in 2000 
declared a reduction in child mortality to be 
the fourth of its eight Millennium 
Development Goals [1]. The indicators for the 
progress of this goal are the respective 

mortality rates of children less than five years 
old, less that one year old and less than 28 
days old [1]. In most Pacific nations, neonatal 
mortality accounts for more than half of infant 
deaths [2]. 



EDITORIALS 

 55 

The worldwide neonatal mortality rate is 
approximately 19 deaths per 1000 births. Fiji, 
Vanuatu, Samoa, and the Solomon Islands 
all have lower rates than this at 9 [3], 11.6 [4], 
9.5 [5], and 12.2 [6] deaths per 1000 births 
respectively. Papua New Guinea falls above 
the international average with 24.5 neonatal 
fatalities per 1000 births [7]. All of these rates 
are improved compared to the 2000 data, but 
there are issues that still must be addressed 
[2]. 

Although these numbers are encouraging, 
there are still calls being made for improved 
demographic data from many Pacific nations 
[2]. Accurate information on these rates is 
crucial to informing policy-making and 
planning for further improving survival rates 
in children under five [2]. 

Strategies aiming to curb child mortality 
vary especially depending on which age 
group the strategy aims to protect [2]. For 
example, post neo-natal infants can benefit 
from improved sanitation and nutrition while 
neonatal mortality rates would be unaffected 
by these factors [2]. Successful strategies 
should at this stage continue to be 
implemented, as 2015 saw a renewed 
commitment to the fourth Millennium 
Development Goal and childhood mortality 

can still be further minimised in many 
countries including the Pacific nations [8]. 
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THE SUICIDE EPIDEMIC IN THE PACIFIC 
Madeleine Marsland 

As discussed in some of our prior health 
overviews, mental health is a significant and 
growing issue within the Pacific, with many 
nations having inadequate resources and 
limited specialist mental health services to 
care for those in need. As a region, the 
Pacific has some of the highest rates of 
mental and neuropsychiatric conditions in the 
world, and this trend has been identified to be 
progressively increasing since the 1970s 
[1,2]. These figures are also reflected in the 
suicide rates in the region, with countries 
including Samoa and Micronesia 
experiencing a suicide rate double the global 

average [3]. Suicide rates are frequently 
underreported, and as such there appears to 
be significant variability, however it is 
believed that between all pacific nations 
suicide rates fall between approximately 15 
and 30 per 100,000 of the population [2,3]. 
This issue is especially pronounced among 
youth, with those between 15 and 29 at 
highest risk of suicide [3]. To truly understand 
the scale of this epidemic, as the WHO put it, 
each day more people die from suicide in the 
Western Pacific region than from tuberculosis 
[4]. 

Despite the statistical facts, in most Pacific 
Island countries mental health remains a 



EDITORIALS 

 56 

neglected priority, with outdated mental 
health laws, limited dedicated funding, and 
subsequently few resources being used to 
directly address this issue [1]. A number of 
programs have been implemented in recent 
years to attempt to overcome this – foremost 
by the WHO forming a partnership with 
several NGOs and pacific organisations 
through the Pacific Islands Mental Health 
Network [1]. Within individual nations, there 
has been significant growth of community-
based initiatives particularly aimed at youth 
that home to target this at-risk population to 
reduce suicide [4]. These programs are 
largely focused on raising awareness and 
reducing stigma, which has also led to 
nations such as Fiji declaring a Suicide 
Prevention Day aimed at national awareness 
and reducing the risk of suicide in those most 
at risk [1,4,5]. Despite this movement, the 
rates of suicide have failed to show a 
significant decline, and subsequently more 
must be done to adequately address this 
epidemic. 

There are many ways in which similar 
issues have been addressed in other nations 
– implementing suicide prevention hotlines, 
educational programs, and de-stigmatising 
advertisement campaigns – however, without 
the funding or resources to do this it will be 

difficult to approach the issue of suicide in the 
Pacific in this way. One way which can 
effectively contribute to this issue is ensuring 
that all Pacific health professionals have 
adequate training in mental health, and can 
recognise the warning signs and 
appropriately act. PMSA will contribute to this 
goal by hosting a day with specialist mental 
health training during the upcoming Southern 
Hemisphere Medical Camp. 
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