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Problem Samoa has been struggling to address the burden of noncommunicable diseases at the health system, community and individual levels.
Approach The World Health Organization (WHO) package of essential noncommunicable disease interventions for primary health care in
low-resource settings was adopted in seven villages throughout Samoa in 2015. The National Steering Committee Members designed and
implemented a screening process, and local facilitators and health-care workers collected health and lifestyle data. The WHO/International
Society of Hypertension risk assessment was used on villagers older than 40 years to identify people at high risk of noncommunicable disease.
Local setting Samoa is a smallisland developing state with increasing morbidity and mortality due to noncommunicable diseases. A national
representative survey indicated that 50.1% (595/1188) of the Samoan adult population is at high risk of such diseases. High numbers of
noncommunicable diseases are undiagnosed or untreated, because of shortage of health-care staff and lack of awareness of risk factors.
Relevant changes The teams collected data from 2234 adults. For people older than 40 years, 6.7% (54/804) were identified as being at
high-risk and were encouraged to seek treatment or manage risk factors. Community members developed an awareness programme to
improve understanding of lifestyle risk factors.

Lessons learnt Engaging community members was crucial in conducting a successful screening campaign. By identifying those villagers
at highrisk of developing noncommunicable diseases, early intervention was possible. Education improved awareness of the symptom-free
nature of early-stage noncommunicable diseases.

Abstractsin ( ,<, H13Z, Francais, Pycckuii and Espafiol at the end of each article.

Introduction

More than 90% of premature and largely preventable deaths
from noncommunicable diseases, including cardiovascular
disease, cancers, chronic lung diseases and diabetes, occur in
low- and middle-income countries." Most premature deaths
are linked to the four established risk factors of tobacco use,
unhealthy diet, physical inactivity and harmful use of alcohol.!
The social burden associated with noncommunicable diseases
includes prolonged disability, diminished resources within
families and reduced productivity, in addition to tremendous
demands on health systems.?

The World Health Organization (WHO) designed the
package of essential noncommunicable disease interventions
for primary health care in low-resource settings as an innova-
tive and action-oriented response to the above challenges.’ The
four protocols of the package, a prioritized set of cost-effective
interventions, which aim to integrate noncommunicable
disease care into primary health care,* are: (i) prevention of
heartattack, stroke and kidney disease through management of
diabetes and hypertension; (ii) health education; (iii) manage-
ment of asthma and chronic obstructive pulmonary disease;
and (iv) assessment and referral of women with breast and
cervical cancer.

We describe how the first two protocols of the WHO pack-
age were adapted and implemented to suit the local context in
Samoa, engaging the community and training local facilitators
in the use of early detection and assessment tools, with the
aims of: (i) strengthening links between health services and

the community; and (ii) meeting the global target of at least
50% of eligible people receiving treatment and counselling
through early detection and management of noncommuni-
cable diseases.’

Local setting

Human health resources are constrained in Samoa with a
chronic shortage of doctors and nurses; there also exists an in-
equitable distribution of health professionals and services, with
the majority being concentrated in the capital city of Apia. The
bulk of patients (70-80%) seen by health professionals have
noncommunicable diseases.® A national representative study of
the noncommunicable disease risk factors in 2013,” based on
the WHO STEPwise approach to surveillance,’ indicated that
50.1% (595/1188) of the Samoan adult population is at high
risk of developing a noncommunicable disease. The survey
found a high incidence of previously undiagnosed and un-
treated noncommunicable diseases in the country: over 70% of
the population had never had their blood pressure (1265/1765)
or blood glucose (1315/1765) measured, and only 30-40% of
those diagnosed were using appropriate medication.”
Identifying those at risk of developing such diseases could
prevent the development of serious, debilitating, fatal and/or
costly health conditions later in life. Samoa therefore adopted
the WHO intervention package at a country level in 2013.°
The aims of the Fau Samoa (Samoan way of life) version of the
package were to address key issues in health system delivery,
in particular integrating community participation and village
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outreach services to: (i) ensure early de-
tection of noncommunicable diseases in
those at risk; (ii) establish mechanisms
for referral to district health facilities for
treatment and follow-up; and (iii) in-
crease awareness of risk factors. For the
adaptation process, seven villages were
selected based on their geographical
spread: four from the island of Upolu
(Sapulu, Lealalii, Moamoa and Tauoo)
and three from the island of Savaii (Vais-
aulu, Lalomalava and Safua).

Approach

We adapted the intervention to the Sa-
moan context through the development
of a three-step package. The conceptual
development of the three-step package
took place from September to December
2014, and screening at the pilot sites
occurred from February to March 2015.
Step 1 included consultations with
stakeholders to introduce the concept
of a Fau Samoa intervention package. A
national steering committee, comprising
the health ministry, National Health
Service representatives and local WHO
Country Office staff, determined the
overall direction of the Faa Samoa pack-
age and established national referral cri-
teria for noncommunicable diseases:"
symptoms of stroke, hypertension and
diabetes; risk factors including smoking,
alcohol and inactivity; blood pressure;
body mass index; random glucose;
cholesterol (total and high-density li-
poprotein for those older than 40 years);
and WHO/International Society of
Hypertension risk prediction."" Specific
tools for non-health professionals were
developed, including: an assessment
community registry form on which to
record data; a flowchart for referral of
patients demonstrating risks; a follow-
up form to record subsequent visits to a
health facility; and an awareness project
template. All these tools are available
from the corresponding author.
Village chiefs nominated one to
three representatives of their local
Women’s Committee (funded by the
Ministry of Women, Community and
Social Development) as voluntary lo-
cal facilitators; their role was to brief
other committee members, inform all
villagers of planned events and assist
with the screening. Village members
received information at monthly coordi-
nation events and church meetings; the
screening itself took place in community
halls. Primary health-care staff helped

to design the screening algorithm, with
a focus on the clinical measurements
required at each primary health-care
facility."?

Step 2 involved training of local
facilitators and health-care workers to
form cross-disciplinary outreach teams,
each comprising four health profes-
sionals and six to 10 local facilitators,
and the screening process itself. Train-
ing sessions took place at local health
facilities during January 2015, costing
approximately 500 United States dollars
per session for refreshments and dispos-
able testing strips for measuring blood
sugar and cholesterol. Local facilitators
received training in conducting the
basic part of the assessment, recording
information such as village, name, age,
gender, date of birth, contact number,
weight (scales), height (stadiometer),
known symptoms and details of any
risk factors. Health-care workers were
educated on the use of WHO/Inter-
national Society of Hypertension risk
prediction charts.

Between February and March 2015,
each outreach team screened all village
members older than 18 years for indica-
tions of elevated risk. Local facilitators
recorded the identities of villagers who
attended initial screening, inviting those
who did not initially attend to a second
screening held in May 2015. Health-care
workers performed the clinical measure-
ments of blood pressure (an average of
two measurements) and random blood
glucose and cholesterol levels (using
a CardioChek analyser). Health-care
workers did not enforce fasting before
clinical measurements. For those older
than 40 years, the WHO/International
Society of Hypertension risk prediction
charts were used to estimate the 10-year
risk of a major cardiovascular event by
using information on age, sex, smoking
status, blood pressure, total choles-
terol and random blood glucose level
(>11.1 mmol/L indicating diabetes).
Risks are provided in the form of scores,
with a score of >30% interpreted as a
high risk of noncommunicable disease
development.

In Step 3, screening results in terms
of numbers (not identities) were deliv-
ered to the community at a public meet-
ing and local facilitators were informed
of the identities of villagers at high risk.
Those villagers were provided with a
personalized management plan, includ-
ing initiation of a treatment regime and/
or a risk factor consultation. Members
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of the Women’s Committees reported
to the village chiefs on those villagers
and their attendance at follow-up ap-
pointments on a quarterly basis, and the
steering committee made visits to the
community to assess progress.

Screening results

The teams collected data from 2234
adults between February 2015 and May
2015 (Table 1). Health-care workers
measured blood pressure in 1536 adults
(70%), of whom 511 (32.7%) had an
elevated blood pressure. Of the 1528
adults (68.4%) for whom body mass
index (BMI) was measured, 820 (53.7%)
had a BMI over 30. For the 1550 villagers
(69.4%) for whom random blood glu-
cose data were collected, 108 (7.1%) had
elevated levels. Of the screened popula-
tion older than 40 years, 6.7% (54/806)
were classified as being at high risk.

Since the 2011 Population and
Housing Census Report from Samoa’
only provides stratified age group data
by statistical region and not by village,
we extrapolated the population data to
calculate the proportion of the popu-
lation per village aged over 18 years.
Differences in the total numbers of
participants are due to missing clinical
assessment data, a result of the limited
number of health-care workers at the
primary level.

Relevant changes

As a result of the Faa Samoa interven-
tion package, those high-risk members
of the population were made aware of
their risk status and were motivated to
seek treatment or manage risk factors.
Village members learned about the
risk of noncommunicable diseases at
organized sessions, which brought vil-
lagers together and translated findings
into their language and understanding.
By being made aware that such diseases
have no symptoms in their early stages,
the cultural belief that illness is only
present when a person feels ill was
overcome.

After initiation by the steering com-
mittee and discussions with the local
facilitators, village members chose to
develop a noncommunicable disease
awareness project. Data from the screen-
ing focused the village members on pre-
vention of noncommunicable diseases
by, for example, reducing intake of salt,
sugar, tobacco and/or alcohol.
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Table 1. Health status of the population screened as part of the Fa’a Samoa package, Samoa, 2015

Characteristics

No. of people/denominator (%)

Male Female Total
Total population 2136 1996 4132
Total population > 18 years 1119 1115 2234
Age, years
18-29 339/1 119 (30.29) 335/1115 (30.04) 674/2234 (30.17)
30-39 3/1119 (19.03) 234/1115 (20.99) 447/2234 (20.01)
40-49 248/1 119 (22.16) 210/1115 (18.83) 458/2234 (20.50)
50-59 157/1119 (14.03) 146/1115 (13.09) 303/2234 (13.56)
60-69 98/1119 (8.76) 121/1115 (10.85) 219/2234 (9.80)
>70 64/1119 (5.72) 69/1115 (6.19) 133/2234 (5.95)
Symptoms

CVD-related symptoms®

TIA-related symptoms®

Diabetes-related symptoms©

Risk factors

Current smoker: smoked tobacco in last 12 months?

Alcohol abuse: binge drinking, excessive weekly
intake

Physical inactivity: less than 30 minutes of exercise 3
times a week

Health status
Systolic blood pressure > 140 mmHg
BMI, kg/m?

<185

18.5-24.9

25-299

30-349

>35
Random blood glucose > 11.1mmol/L
Total cholesterol, mmol/L

<62

6.2-7.99

>8

HDL cholesterol < 1 mmol/L (male), < 1.3 mmol/L
(female)

WHOY/ISH CVD risk assessment
<10%
10-19.9%
20-29.9%
30-39.9%
>40%

215/1110(19.37)
231/1111 (20.79)
199/1105 (18.01)

500/1109 (45.09)
456/1105 (41.27)

606/1097 (55.24)

277/732 (37.84)

/719 (5.70)
148/71 (20.58)
211/719 (29.35)

170/719 (23.64)
149/719 (20.72)
(

36/723 (4.98)

9
9
9
9
9

256/290 (88.28)
22/290 (7.59)
12/290 (4.14)

169/281 (60.14)

285/374(76.2
46/374 (123
15/374 (4.01
(
(

= = =2 =

12/374 (3.21
16/374 (4.28)

226/1107 (20.42)
264/1106 (23.87)
232/1101 (21.07)

167/1107 (15.09)
74/1102 (6.72)

614/1101 (55.77)

234/831 (28.16)

61/809 (7.54
907809 (1
157/809 (1
187/809 (2
314/809 (3
(

)
2)
1)
1)
1)
72/827 (8.71)

1.1
94
3.1
8.8
71

274/378 (72.49)
79/378 (20.90)
25/378 (6.61)

231/369 (62.6)

353/432 (81.71)
40/432 (9.26)
13/432 (3.01)

7/432 (1.62)
19/432 (4.4)

441/2217 (19.89)
495/2217 (22.33)
431/2206 (19.54)

667/2216 (30.1)
530/2207 (24.01)

1220/2198 (55.51)

511/1563 (32.69)

102/1528 (6.68)
238/1528 (15.58)
368/1528 (24.08)
357/1528 (23.36)
463/1528 (30.30)
108/1550 (6.97)

530/668 (79.34)
101/668 (15.12)
37/668 (5.54)
400/650 (61.54)

638/806 (79.16)
86/806 (10.67)
28/806 (3.47)
19/806 (2.36)
35/806 (4.34)

BMI: body mass index; CVD: cardiovascular disease; HDL: high-density lipoproteins; ISH: International Society of Hypertension; TIA: transient ischaemic attack; WHO:

World Health Organization.

@ Symptoms are chest pain, tightness and/or breathlessness, likely to be worsened by exercise.

® Symptoms, which may be permanent or transient, are left- or right-sided weakness of limbs or face, difficulty speaking or periods of resolving blindness.
¢ Symptoms include constant thirst/drinking/passing urine, frequent bacterial infection (urinary tract, chest and skin), tiredness, blurred vision and foot ulcers.

Notes: Differences between total numbers of participants and numbers for which clinical measurements are available are due to missing data and the limited numbers

of workers at the primary health-care level.

Lessons learnt

The Fau Samoa intervention package
used a community-focused, participa-
tory approach and strengthened links
between health services and those they
serve: their communities (Box 1). Suc-
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cessful application of the package was
demonstrated in less than a year and
results are consistent with the national
survey conducted in 2013.” The health
screening conducted in the villages
enabled the detection of people at high
risk of developing noncommunicable

diseases and raised awareness of disease
risk factors through the local facilitators.

Critical to this result was the clearly
defined three-step Fau Samoa package
process, including thresholds for assess-
ing risk as defined by national referral
criteria, and training both health-care
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Box 1.Summary of main lessons learnt

- The Fa'aSamoa package strengthened links between health services and their communities
through application of a community-focused, participatory approach.
Data management and follow-up of people referred to the health-care facility could be
improved to monitor progress of the intervention over time.
Providing the screening results to the community improved understanding of the risks
of such diseases, increasing awareness of the symptom-free nature of their early stages.

workers and local facilitators in the use
of data recording and patient monitor-
ing tools. To scale up to a nation level,
including the community, would ensure
compliance and help to address the
challenges within the health-care sys-
tem. Although the lack of a digitalized
health system in Samoa hindered the
collection of data, improvements in data
management and the follow-up of those
referred could improve adherence to
recommended treatment.

Design of the Fau Samoa package
was based upon existing systems without
the need to mobilize additional resourc-
es. Replicating the Faa Samoa package in
other Samoan villages should be feasible

without any drain on resources. Village
members at high risk of developing
noncommunicable diseases can then be
identified by their local health facility
and receive effective interventions to
prevent their condition from progress-
ing to a more serious illness."

The Fan Samoa package provides
an example of the transformation of the
health system structure by incorporating
communities. We have also highlighted
the relevance of training primary health-
care workers and using local community
stakeholders in the early detection of
noncommunicable diseases. Future
community-based interventions could
accelerate progress towards the goal of

Lessons from the field
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universal health coverage, as detailed
in the Tokyo Declaration on Universal
Health Coverage.”” l
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Résumé

Adapter I'ensemble d’interventions essentielles de 'OMS pour lutter contre les maladies non transmissibles aux Samoa

Probléme Les Samoa semploient a agir contre la charge que
représentent les maladies non transmissibles aux niveaux du systéme
de santé, de la communauté et des individus.

Approche Lensemble d'interventions essentielles de I'Organisation
mondiale de la Santé contre les maladies non transmissibles pour
les soins de santé primaire dans les structures a faibles ressources a
été adopté dans sept villages des Samoa en 2015. Les membres du
Comité directeur national ont concu et mis en ceuvre un processus de
dépistage, et des facilitateurs et prestataires de soins locaux ont collecté
des données sur Iétat de santé et le mode de vie. L'évaluation des risques
de 'OMS/la Société internationale d’hypertension a été utilisée sur les
villageois agés de plus de 40 ans afin d'identifier les personnes exposées
a un risque élevé de développer une maladie non transmissible.
Environnement local Les Samoa sont un petit Etat insulaire en
développement qui affiche des taux croissants de morbidité et
de mortalité liés a des maladies non transmissibles. Une enquéte
représentative a I'échelle nationale a indiqué que 50,1% (595/1188)
de la population adulte des Samoa est exposée a un risque élevé

de développer une maladie non transmissible. Un grand nombre
de maladies non transmissibles ne sont pas diagnostiquées ou ne
sont pas traitées en raison d'un mangue de personnel de santé et de
sensibilisation aux facteurs de risque.

Changements significatifs Les équipes ont collecté des données
aupres de 2234 adultes. Dans les cas des personnes agées de plus de
40 ans, 6,7% (54/804) ont été identifiées comme étant exposées a un
risque élevé et encouragées a se faire soigner ou a maitriser les facteurs
derisque. Les membres de la communauté ont élaboré un programme
de sensibilisation afin de mieux faire connaitre les facteurs de risque liés
au mode de vie.

Lecons tirées La participation des membres de la communauté
slest avérée essentielle pour mener une campagne de dépistage
efficace. L'identification des villageois exposés a un risque élevé de
développer une maladie non transmissible a permis une intervention
précoce. La sensibilisation a permis de mieux faire connaitre la nature
asymptomatique des maladies non transmissibles a un stade précoce.

Pesilome

ApanTtauus naketa 0CHOBHbIX MeponpuaTuii no 6opbbe ¢ HemHpeKLMOHHbIMM 3ab6oneBaHnamMN BO3, Camoa

Mpo6bnema Camoa npwnaraet BCe yCUAuA ANA peleHun
npobnembl HeVHOEKLMOHHbBIX 3ab0NeBaHnii Ha YPOBHE CUCTEMbI
3APaBOOXPaHeHMs, COODLIECTB 1 OTAENbHbIX INLL.

Mopxop B 2015 roay B cemu aepeBHAX Ha Tepputopun Camoa
6bl1 BHEPEH MakeT OCHOBHBIX MEPONpPUATUA No 6opbbe C
HEeUHOEKLMOHHbBIML 3a00M1eBaHMAMY BCEMMPHON opraHm3almnm
30paBooxpaHeHuna (BO3) ana okaszaHWA NepBUYHON MeanKO-
CaHWTapPHOW MOMOLM B YCNIOBUAX HEXBATKM PECYPCOB. YneHbl
CO0bLECTB pa3paboTani v BHeLPUAN NPOLIECC CKPUHMHIOBOTO
obcnenoBaHna, a MeCcTHble KOOPAWUHATOPbLI Y PabOTHUKN
3ApaBooOxpaHeHna cobpanu AaHHbIe O 300POBbE 1 0bpPaze XU3HN.
[1nAa BbIABNEHNA cpean CeNbCKux utenei ctapue 40 net nogen ¢
BbICOKMM PUCKOM HeMHbEKLMOHHbIX 3a00neBaHnii MCMonb30Banach
oLeHKa pricka BO3 nnn MexayHapoaHoro obLiecTsa no ryunepTeHsunm.
MecTHble ycnoBua Camoa — 370 Hebonbloe OCTPOBHOE
pa3BuBaiollieeca rocyapcTBo C pacTyllei 3aboneBaemMocTbio 1
CMEPTHOCTbIO OT HEMHPEKLIMOHHBIX 3aboneBaHmin. HalyoHanbHoe
penpeseHTaTVBHOE NCCeoBaHMe Nokasano, 4to 50,1% (595/1188)
B3poCnoro Hacenernma CaMmoa NMOABEPraeTCA BbICOKOMY PUCKY

TaKMx 3aboneBaHni. 13-3a HexBaTKM MEAMLIMHCKOTO NepcoHana
1N HefoCTaTOYHOW OCBEAOMIIEHHOCTH O GaKTopax pucKa npw
6onblWMHCTBE ClyYyaeB HeMHOEKLUMOHHbBIX 3aboneBaHnin He
NPOBOAWTCA ANArHOCTUKA UMK NeYeHve.

OcyLecTBIeHHbIEe NepeMeHbl YneHbl COobLLEeCTB Cobpani AaHHble
oT 2234 B3pocnbix. Cpeau niofeit ctapuie 40 net 6,7% (54/804) Gbinu
OTHECEHBI B Py BbICOKOrO PUCKa, M 1M ObIo PEKOMEHAOBAHO
06paTUTbCA 3a NeyeHveM UK CneanTb 3a GakTopaMn prcKa.
YneHbl coobulecTs pa3paboTanyt NporpamMmy no MnoBblWEHMIO
OCBEOMIEHHOCTI O HaKTOPaX PUCKA, CBA3AHHbBIX C OOPA30M MKI3HM.
BbiBogbl [MpyiBnevueHe yneHoB COOBLIECTB MMENO peLlatoLlee
3HaueHvie 417 YCMeLLHOro NPOBEAEHWA KaMMaHWK Mo UCMONb30BaHUIO
CKPUHWHIOBOro 0bCnefoBaHuA. BbigBneHne cpeamn cenbckmx
KUTenen nioaen C BbICOKMM PUCKOM Pa3BUTUA HENMHGEKLIMOHHDBIX
3aboneBaHuin cnocobcTeoBano bonee paHHeMy BMELLATENbCTBY.
HGOPMMPOBaHKe MNOBLICIIO OCBEAOMIEHHOCTb O 6ECCUMMITOMHOM
XapakTepe NpoTeKaHNaA HerHdEKLIMOHHDBIX 3a001eBaHNI Ha paHHen
cTagnu.

Resumen

Adaptacion del Conjunto de intervenciones esenciales de la OMS para las enfermedades no contagiosas, Samoa

Problema Samoa se esfuerza por hacer frente a la carga de las
enfermedades no contagiosas a nivel del sistema de salud, lacomunidad
y los individuos.

Enfoque En 2015 se aprobd en siete aldeas de Samoa el Conjunto de
intervenciones esenciales de la Organizacion Mundial de la Salud (OMS)

para las enfermedades no contagiosas para la atencion primaria en
entornos de bajos recursos. Los miembros del Comité Directivo Nacional
disefiaron e implementaron un proceso de evaluacion, mientras que los
coordinadores locales y los trabajadores de la salud recopilaron datos
sobre la salud y el estilo de vida. La evaluacion del riesgo de hipertension
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de la OMS/Sociedad Internacional de Hipertension se utilizé en los
aldeanos mayores de 40 afos para identificar a las personas con un alto
riesgo de padecer enfermedades no contagiosas.

Marco regional Samoa es un pequefo Estado insular en desarrollo
con una incidencia cada vez mayor de morbilidad y mortalidad por
enfermedades no contagiosas. Una encuesta nacional representativa
indico que el 50,1 9% (595/1188) de la poblacion adulta de Samoa tiene
un alto riesgo de contraer tales enfermedades. Un elevado nimero de
enfermedades no contagiosas no se diagnostican ni se tratan, debido
a la escasez de personal médico y la falta de concienciacién sobre los
factores de riesgo.

Lessons from the field
Noncommunicable disease intervention, Samoa

Cambios importantes El equipo ha recopilado datos de 2234 adultos.
Para las personas mayores de 40 afios, se identificd que el 6,7 % (54/804)
tenfan un alto riesgo y se les animd a buscar tratamiento o controlar
los factores de riesgo. Los miembros de la comunidad desarrollaron un
programa de concienciacion para mejorar la comprension de los factores
de riesgo en el estilo de vida.

Lecciones aprendidas Involucrar a los miembros de la comunidad
fue crucial para llevar a cabo una campafa de deteccion de éxito.
Al identificar a los aldeanos que corren un mayor riesgo de contraer
enfermedades no contagiosas, es posible la intervencion temprana. La
educacion mejord la concienciacién sobre la ausencia de sintomas de
las enfermedades no contagiosas en la fase inicial
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