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1. Introduction 

A Regional Workshop on Health Systems Strengthening – An Integrated 
Approach was held in New Delhi, India, from 27 to 29 September 2006. 
Representatives from Bangladesh, Bhutan, India, Indonesia, Maldives, 
Myanmar, Nepal, Sri Lanka and Thailand were present, while delegates 
from Democratic People’s Republic of Korea and Timor-Leste could not 
attend. In addition, WHO staff from its headquarters, the South-East Asia 
Regional Office (SEARO) and some of the country offices in the Region 
were present. Representatives from the UNICEF Regional Office in 
Kathmandu and the Department for International Development (DFID), 
UK, also attended. The programme of the three-day workshop and the list 
of participants are given at Annexes 1 and 2. 

2. Background 

Weak health systems was the most critical constraint in the scaling up of the 
health services in the countries of the WHO South-East Asia Region (SEAR). 
The challenge was to strengthen these services in an equitable and 
accountable manner, while at the same time effectively integrating vertical 
interventions into a comprehensive horizontal approach.  

Work on the development of a WHO health systems strengthening 
(HSS) strategy was in progress. Meanwhile, countries were making efforts 
for HSS through decentralization to improve system responsiveness and 
accountability and through intervention-based approaches such as 
strengthening of immunization systems. Resources were available at country 
level for an integrated HSS, for which ministries of health were requesting 
support to develop strategic plans. 

3. Objectives of the workshop 

The general objective of the workshop was to develop an integrated 
approach to health system strengthening for countries in the WHO South-
East Asia Region. 
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The specific objectives were to learn from country experiences and 
agree on a strategic direction/key actions for HSS in the Region; and 
provide support to countries to prepare proposals for funding under the 
Global Alliance for Vaccines and Immunization (GAVI) HSS initiative. 

4. Opening session 

On behalf of the WHO Regional Director for South-East Asia, Dr Samlee 
Plianbangchang, who was unable to be present personally, Dr Poonam 
Khetrapal Singh, Deputy Regional Director, read out his inaugural address. 

In his address, Dr Samlee said that this workshop was a valuable 
opportunity to share experiences in health reforms at the country level and 
for developing a strategy for strengthening the systems in the Region. It also 
provided an opportunity for immediate action on taking the agenda 
forward with the funding provided by the GAVI HSS window. 

There was a lot of work to be done if countries were to meet their 
commitments to achieving the Millennium Development Goals (MDGs) in 
the Region. Slow progress towards achieving the MDGs was of concern, 
especially where the initial levels of under-5 mortality and maternal 
mortality were high. What was alarming was the threat from HIV/AIDS, 
which, rather than decreasing, had actually increased in most countries. 

Dr Samlee recalled that over the years, different approaches had been 
adopted against diseases and ill-health with different levels of success. Many 
countries implemented vertical disease control programmes, others, 
primary health care. While fragmented success was achieved in improving 
the general health status of the people, the programmes faced a common 
set of problems which included inadequate financing, insufficient supply of 
drugs, lack of human resources and ineffective planning and management 
of resources. 

Dr Samlee said that country experiences with scaling up services, 
especially for the poor, pointed to a set of common constraints in all policy 
approaches. It was, therefore, important to strengthen the health system 
itself so that health outcomes could be achieved and sustained, whatever 
the health priorities or policy directions. He hoped that the workshop 
would provide guidance on the formulation of an operational framework 
for HSS that had the potential to be contextualized to country health needs 
and applied to different policy approaches. 
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In conclusion, Dr Samlee said that it was encouraging that the GAVI 
HSS window will provide a chance to implement the operational 
framework. He extended WHO’s full support to countries in taking 
advantage of this opportunity. 

Mr Ahmed Afaal, Director, Health Systems Development, Ministry of 
Health, Maldives, was nominated as the Chair and Dr Piyanit 
Tharmaphornpilas, Chief, Vaccine Preventable Diseases Group, Bureau of 
General Communicable Diseases, Department of Disease Control, 
Thailand, was nominated as the Co-Chair of the meeting. Dr Yasho 
Vardhan Pradhan, Director, Child Health Division, Ministry of Health and 
Population, Nepal, was nominated as the Rapporteur. 

5. Laying the ground work 

Before presentation of country experiences with HSS, Dr Sultana Khanum 
presented a recap of the national health systems in the Region. She said 
that health systems formed the backbone of a country’s health effort. They 
were: the means to deliver policy goals and objectives; the key to 
operationalizing any policy approach to the health needs of a country; an 
important platform for interaction between multi-sector health 
stakeholders; an important entry point for the political, social and economic 
aspects of development; and an area of interface that provided an 
opportunity for health to influence the overall development agenda. 

However, a review of the performance of the health systems in SEAR 
countries indicated that they were lagging behind in reducing the under-5 
mortality. The out-of-pocket spending on health amounted to 66% of the 
total, which was unaffordable for most people. The wage loss and transport 
costs while under treatment were too much to bear. Less than 50% of births 
were attended by skilled personnel. Health systems had failed to 
adequately address preventable causes of morbidity and mortality. Weak 
health systems were further challenged by the growing burden of HIV/AIDS 
and noncommunicable diseases (NCDs). Other system outcomes like 
fairness in financing and responsiveness were also poor. 

Health systems strengthening, which was central to health reforms, 
implied addressing constraints to achieving national policy goal, which was 
universal and equitable access to health care. The dominant constraint may 
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be posed by shortcomings in a particular system function, or a country may 
choose to focus on one specific function in its reform. But linkages between 
all functions were important. System-wise capacity adjustments were 
needed to be made in skills and knowledge and in institutions and key 
support structures. Above all, political support and commitment 
underpinned the selected system strengthening strategy. 

Emphasizing the significance of health system strengthening for 
disease-specific programmes, Dr Khanum said that vertical structures 
operated within the wider system and will be constrained by bottlenecks in 
the overall health system, thus making disease-specific system strengthening 
non-sustainable. Therefore, efficient and strong health systems provided an 
effective means to integrate the health efforts of disease-specific 
programmes. 

Dr Khanum said that the workshop provided an opportunity to learn 
from different country experiences with HSS and agreeing on an 
operational framework to provide a strategic direction for the Region. It also 
would help to see how the opportunity provided by the GAVI funding 
window could be used to take the HSS agenda forward in the Member 
countries. 

6. Country experiences with health 
systems strengthening 

Bangladesh. To achieve the health-related goals and objectives of the 
Millennium Development Goals (MDGs) by 2015, the government had 
started a new programme, called Health Nutrition and Population Sector 
Programme (HNPSP), since 2003-04. The objective was to reduce 
maternal, neonatal and childhood mortality and improve maternal and 
childhood nutrition, reduce total fertility to replacement levels, reduce the 
burden of TB and malaria and control HIV/AIDS, prevent major NCDs and 
reduce injuries and implement improvements in emergency services. 

Malaria was a major health problem and the programme directive was 
to reduce the burden by 50% by 2010. Until 2005, 658 persons had been 
infected with HIV and 134 had developed AIDS. The maternal mortality 
rate was being sought to be reduced from 320 per 10 000 live births to 240 
by 2010 and to 80 by 2015. Acute respiratory infections (ARIs) were one of 
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the important causes of under-5 mortality. The ARI control programme was 
being carried out nationwide, which had resulted in the deaths coming 
down from 150 000 in 1992 to 70 000 in 2005. The programme would be 
implemented using the Integrated Management of Childhood Illness (IMCI) 
approach. Death due to drowning was a major occurrence in Bangladesh 
because of the large number of water bodies and frequent natural disasters. 

Because of a large percentage of non-institutional deliveries, there was 
a high level of infant mortality. Phase I of the measles catch-up campaign 
was completed in 2005 and Phase II was completed in 2006. The aim was 
to achieve a high coverage of around 90%, ensure injection safety and 
reduce measles mortality. Neonatal tetanus was targeted to be eliminated 
by 2007. A total of 13 cases of polio had occurred, which were all 
suspected to be imported cases. The last case of polio had occurred in 
January 2006. 

The GAVI-budgeted activities included strengthening of human 
resources, strengthening of routine EPI activities at the field level, imparting 
of refresher EPI training, development of communication materials for 
strengthening routine EPI and provision of financial support for supervisory 
and infrastructural development. Vaccination was, however, yet to reach all 
children because there was a high drop-out rate in spite of almost 95% 
accessibility. Only 64% children received all vaccines at the right time and 
at the right intervals. The drop-out rate was sought to be reduced to less 
than 10% in every district by 2008. 

Bhutan. State provision of free basic health care was mandated 
through a network of outreach clinics, basic health units, Dzongkhags 
(districts) and referral hospitals. The focus was to provide 100% primary 
health care, develop secondary and tertiary facilities to support primary 
health care and have decentralized planning and management through 
Dzongkhag health offices. 

Bhutan was faced with increasing health expenditure as it was 
dependent on import of all its health requirements that included 
manpower, materials and medicines. Access to health was difficult due to 
mountainous terrain and scattered populations. There was shortage of 
health human resources and the country, like many of its neighbours, faced 
the double burden of communicable and noncommunicable diseases. 



Final Report 

Page 6 

The health system was being strengthened by infrastructure expansion 
and decentralization, introduction of information and communication 
technology and telemedicine for improved consultation and referral, 
improving quality of health care services, providing a legal framework for 
medical services and ensuring financial sustainability. The private sector’s 
participation in the provision of health services was being explored. 

India . India, with 16% of the world population and 2% of the land 
area, carried 21% of the global burden of disease. It spent 5.2% of the GDP 
on health. The public health spending amounted to 17% of the total health 
expenditure and the balance 83% was largely private out-of-pocket 
spending. Only 10% of the population was covered under some from of 
insurance. The doctor (allopathic and Indian systems of medicines): 
population ratio was 1:800 while the nurse: population ratio was 1:1264. 
There was shortage of most types of specialists in community health 
centres. The existing reporting systems included routine surveillance system 
for communicable and noncommunicable diseases, sentinel surveillance 
systems, surveillance under vertical programmes (e.g. polio), Central Bureau 
of Health Intelligence, etc. 

The Integrated Disease Surveillance Programme (IDSP) was launched 
in 2004 and it had completed Phase I covering nine states. The entire 
country was to be covered in three phases by 2007. The IDSP included 
upgradation of laboratories, increased use of information technology and 
communication, human resource development and operational activities, 
response monitoring and evaluation. 

The National Rural Health Mission had been launched in April 2005, 
which aimed to improve the availability of and access to quality health care 
by the people, especially the poor, and women and children in rural areas. 
It would apply a synergistic approach by relating health to determinants of 
good health like sanitation and hygiene, nutrition and safe drinking-water 
through a district plan of health, and aim at integrating the vertical health 
and family welfare programmes. 

The National Macroeconomics Commission on Health had 
recommended, among others, devolution of authority to local bodies, 
providing access to essential drugs and medicines, levying of user charges 
for sustainability, reducing household expenditure on health, raising 
accountability in health care and use of information technology in health. 
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Assistance of US$ 40 million had been provided by GAVI under Phase 
I for the hepatitis B pilot project, which covered 33 districts and 15 cities, 
and procurement of auto-disable (AD) syringes for injection safety. Under 
Phase II, GAVI had provided US$ 100 million for the expansion of hepatitis 
B coverage to other states. Some of the newer initiatives taken under the 
Multi-Year Strategic Plan (MYP) included: introduction of auto-disable 
syringes, support for alternate vaccine delivery system to the session site, 
strengthening of monitoring and supervision by district immunization 
officer, and mobilization of children to increase coverage and convergence 
of nutrition with immunization. 

Indonesia. The health care system in Indonesia consisted 
predominantly of government facilities. For a total population of 222 
million people, there were 7 893 health centres, 22 000 sub-health centres 
and 6 579 mobile health centres. While there were 534 public hospitals, 
there were 432 private hospitals, providing a total bed strength of 112 379 
(5 beds for 10 000 population). Health spending had increased from US$ 
19 per capita (2.7% of GDP) in 2004 to US$ 26 per capita (3.2% of GDP) 
in 2006. Thirty-six per cent of this was government spending and 64% was 
out-of-pocket spending. 

Major health problems that beset Indonesia were: disparity in health 
levels among different provinces and districts; double burden of 
communicable and noncommunicable diseases; low quality and quantity of 
health coverage and lack of equity; unhealthy lifestyles; lack of funds for 
health; and lack of synchronization between central, provincial and district-
level health programmes. 

The government had adopted a strategy for social mobilization and 
community empowerment for healthy living, improving the quality of 
health services, increasing health financing and improving health 
surveillance and monitoring. A health insurance scheme had been started to 
which the central government allocated 3.8 trillion rupiah in 2005, up from 
one trillion rupiah in the previous year. The scheme provides health 
insurance to the poor, which covered 60 million people in 2005. It 
comprises primary care and hospitalization, services provided mostly by 
public facilities. 

Decentralization of health care, which started as far back as in 1952, 
had resulted in fundamental changes in the roles and functions of the 
central and regional levels. There was need to increase synergy between the 
main units in the Ministry of Health and between the central and local 
governments. Decentralization was likely to encourage initiative and 
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creativity in development programmes at local level and make their 
implementation more effective and efficient. It would also increase people’s 
participation and promote community empowerment and equity in health 
programmes. 

The government had a strong commitment to immunization as a 
priority public health intervention. Despite difficulties, Indonesia had made 
considerable progress in implementing the MCH, immunization and 
nutrition programmes. 

Maldives. The GDP per capita was US$ 2400 and health expenditure 
was 6.5% of the GDP. Eight per cent of the population, mostly in rural 
areas, were living under the poverty line (US$ 1 per day). About 11% of the 
national budget was allocated to health. 

The per capita national health expenditure was US$ 135, of which 
out-of-pocket expenses on health care were high. The private sector shared 
25-30% of health services. 

The health sector in Maldives was categorized in four functions: 
Health policy and systems development; Standards and quality; Preventive 
services; and Medical services. 

Malaria had been eradicated from Maldives and most other 
communicable diseases were under control. There was high immunization 
coverage. Life expectancy had increased and there was overall 
improvement in health indicators. However, the incidence of 
noncommunicable diseases was on the rise, as were the emerging and re-
emerging communicable diseases. There was high prevalence of nutritional 
disorders. Human resources for health were in short supply, which 
hindered the improvement of the quality of health care. 

The second Health Master Plan 2006-2015 was in operation, which 
will give specific attention to quality of care, human resource development 
and nutrition. 2015 also being the target year for the achievement of 
MDGs, the Master Plan will see a lot of interventions being made. The 
economic development in the country will also help in the plan 
implementation. 

Myanmar. A national health policy existed in Myanmar which guided 
the delivery of health care services. Various health plans such as the Rural 
Area Development Plan, the special 4-year Plan for Promoting National 
Education Standard, the National Health Plan (2006-2011) and the 
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Myanmar Health Vision 2030 (a 30-year long-term Health Plan 2001-2030) 
had been formulated to implement health care in a planned manner. A 
high-level inter-ministerial policy-making National Health Committee 
concerned itself with all health matters. It played the leadership role and 
guided and directed the implementation of all health programmes and 
activities in a systematic and efficient manner. This body was also provided 
mechanisms for intersectoral collaboration and coordination. 

The country’s health care system evolved with changing political and 
administrative scenarios, although the Ministry of Health remained the 
major provider of comprehensive health care. There was a mix of public 
and private health care financing and provision. The Department of Health, 
which was one of the seven departments of the health ministry, was the 
major player in the provision of health care in all parts of the country. The 
Ministry of Industry was producing medicines to meet the domestic needs. 
The private sector was mainly providing ambulatory care though it had 
started providing institutional care as well in a few big cities. 

The number of health facilities had grown enormously. The number of 
general hospitals had risen from 631 in 1988-89 to 826 in 2005-06 while 
the number of rural health centres had increased from 133 in 1988-89 to 
1456 in 2005-06. In the same period the number of doctors and nurses 
had increased from 12 268 and 8 349 to 18 725 and 19 922 respectively. 
There were currently 1771 health assistants, 2908 lady health visitors and 
16 699 midwives. Child health workers numbered 26 450 while auxiliary 
midwives numbered 21 429. These last two categories were introduced in 
early 1990s. 

The diseases for priority action were: HIV/AIDS, tuberculosis and 
malaria. The diseases targeted for elimination/eradication were polio and 
measles. Avian influenza and severe acute respiratory syndrome (SARS) 
drew attention as international public health emergency diseases. Major 
noncommunicable diseases were: diabetes, cardiovascular diseases and 
respiratory tract infections. 

Political commitment, sound health policies and strategies, increasing 
number of health care facilities and health providers, improvement of 
district health management capacity through three disease funds and a 
national strategic plan for specific diseases were some of the strengths of the 
health system in Myanmar. However, based on its weaknesses, the areas 
that would need attention were: human resources; capacity building of 
health staff at all levels; decentralization; improvement of logistics and 
supply management; inter-departmental and inter-sectoral collaboration; 



Final Report 

Page 10 

monitoring and supervision; financial constraints; health infrastructure; 
health care coverage of border and remote areas; quality assurance of drugs 
and vaccines; and awareness creation among the public about health 
matters. 

Nepal. The health indicators for Nepal showed a marked 
improvement in the health status of its people. Over a 10-year period 
(1991-2001), the infant mortality rate had gone down from 108 to 64.4; 
the under-5 mortality had been reduced from 162 to 91, while the 
maternal mortality rate had come down from 851 to 539. The total fertility 
rate had decreased from 5.1 to 4.1, while life expectancy had increased 
from 54 to 60.4 years. 

The priority health programmes and activities included child health 
(immunization, IMCI, nutrition); reproductive health (Safe Motherhood, 
family planning); disease control (communicable diseases, TB, leprosy, 
HIV/AIDS/STD); curative services and health financing (community drug 
programme and health insurance). 

Some of the constraints that the provision of health care faced were: 

Ø Health services were available at the lowest level but their 
utilization was low. 

Ø Urban areas lacked an established system. 

Ø The private sector had an insignificant involvement in the 
provision of health care. 

Ø Human resources development for health was not always 
according to the needs. Moreover, skilled health workers were 
concentrated in urban areas. 

Ø While the national budget allocation for health was relatively 
low, donors’ priorities did not always match up with national 
priorities. 

Ø Political uncertainty and frequent changes unsettled the system 
and there was diversion of funds to non-health sectors. 

The Health Sector Reform Strategy and Implementation Plan (2004-
2005) aimed to create three programme outputs: essential health care 
services; decentralized management of health facilities; and the role of 
public-private partnership. It also aimed to create five sector management 
outputs: sector management; financing and resource allocation; 



WHO Regional Workshop on Health Systems Strengthening - An Integrated Approach 

Page 11 

management of physical assets; human resources development; and 
integrated management of information system. 

All priority programmes had developed multi-year plans in line with 
the national development plan and sector approach was the general norm 
for all planning. Funding remained the most important constraint in health 
development in the country. 

Sri Lanka. The health system in Sri Lanka had a strong government 
commitment to provide free health care service to all. There was a wide 
network of primary to tertiary health care facilities and the public health 
service was well-established. Services of all types of skilled and well-trained 
health professionals were available. The private sector was contributing 
much to the provision of health and medical care, including immunization. 
The health system was fully recognized and supported by donors. 

The health priorities in Sri Lanka included both communicable and 
noncommunicable diseases. Malaria was endemic and dengue had the 
potential of spreading as an epidemic. There were also emerging diseases 
whose aetiology was not known. These were of concern to health as well as 
to the environment and economy. 

The cost of vaccines had increased considerably which was proving 
difficult to finance. The government’s continued commitment to EPI was 
important to keep the immunization programmes going. Wastage of 
vaccines was being minimized. The private sector was being encouraged to 
provide immunization where it was affordable. Donor support was 
necessary for the model EPI programme. 

The areas that needed improvement for HSS were: increased 
availability of and accessibility to secondary and tertiary levels of medical 
services; equitable resource allocation for curative and preventive health 
care as well as for urban and rural segments; improvement in laboratory 
services; strengthening and increased use of the health information system; 
promotion of evidence-based research; availability of adequate human 
resources and their skill development; and introduction of e-package to 
strengthen disease surveillance and health information. 

Thailand. The morbidity and mortality from infectious and vaccine-
preventable diseases were on the decrease while these were on the 
increase in the case of noncommunicable diseases. The government 
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allocated 8.1% of the national budget to health in 2004, up from 4.8% in 
1990. While the public spending on health was 57.1%, the private out-of-
pocket spending was 42.9%. The government had introduced universal 
coverage of health care (30-bhat scheme) and public sector reforms which 
restructured the role, function and structure of the health system, started 
performance-based budgeting system, updated laws and regulations, and 
decentralized the health system. In order to ensure universal health care 
coverage, Thailand had introduced the  30- baht scheme under which a 
patient paid 30 bahts to receive curative care (there is no payment for 
seeking preventive care). About 46m people were likely to benefit from this 
scheme. 

Integration of some of the vertical programmes, such as TB/DOTS, 
had led to a deterioration in their outcomes. Decentralization also could 
affect the quality and quantity of health care. While it empowered local-
level health facilities and promoted responsiveness to specific needs of the 
population, it could also lead to mismanagement in the absence of a 
consensus and adequate capacity. 

Thailand had adopted a pro-poor and pro-rural national socio 
economic development policy to improve the health status and general 
living conditions of its people. Comprehensive national health promotion, 
prevention and protection programmes were in place. Primary health care 
receives a big boost with the participation of 800 000 village health 
volunteers. Adequate and effective health investment was being made to 
ensure and maintain the integrity of the health care system. 

7. Group work – Developing an operational 
framework for HSS based on country experiences 

Before the start of the group work, the participants were briefed to guide 
the course of their discussions. They were requested not only to describe 
their experiences but to delineate what further steps they proposed to 
initiate for HSS. GAVI, they were informed, responded to upstream 
constraints that affected the health delivery as a whole and not individual, 
vertical programmes. The GAVI window funding was not the responsibility 
of the manager of any single programme but of the health planning set-up 
as a whole, who were going to be responsible in the future. In a way, GAVI 
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HSS concerned all health managers in the system. Countries should build 
on lessons learned in their experiences and begin the process of 
formulation of proposals for GAVI HSS funding. The questions the countries 
needed to address were: 

Ø What were the main health challenges facing them? Was there 
sufficient documentation available to detail those constraints? 

Ø What technical responses were made to meet those challenges 
and overcome those constraints? Where were the gaps? 

Ø What policy and reform processes were employed to improve 
capacity and stewardship of the health system? 

It was emphasized that GAVI did not want to contribute to any 
fragmentation of the donor mechanisms that already existed in a country. 
GAVI wanted to align itself with what the countries were doing and in the 
way they were doing. GAVI would support national efforts only after wide 
and detailed discussions with governments and their partners. In order to 
get the process of HSS right, it was necessary to establish: 

Ø What was the locus of the policy dialogue? 

Ø What was the cycle of the policy dialogue? 

Ø What mechanisms existed to ensure harmonization and 
alignment with national development and health plans and 
between different partners and how to bridge any gaps? 

Ø What institutional mechanisms could be developed to document 
information and build sufficient and credible evidence? 

The participating countries were divided into three groups, each 
group comprising three countries, to draw on detailed country experiences 
to formulate an operational framework for HSS in the Region. The three 
groups were constituted and assisted in their work by facilitators. 

7.1 Group 1 (Bhutan, Myanmar, Nepal) 

The major challenges that were common to all three countries that 
constituted the group were identified as follows: 
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Main system challenges 

Ø Sustainability 

Ø Inadequate financial resources 

Ø Shortage of health manpower 

Ø Accessibility of health care facilities 

Ø Low utilization of health services 

Ø Inadequate technical capacity at all levels 

Policy and technical responses 

The policy and technical response mechanisms used were: 

Ø Meeting recurrent expenditure through domestic sources 

Ø Decentralization of health services  

Ø Using 100% primary health care approach 

Ø Posting adequate and qualified health workers in every basic 
health unit and institute 

Ø Increased use of female health workers in basic health units 

Ø Public-private partnership 

Ø Sector-wide approaches 

Constraints and challenges 

The gaps identified were: 

Ø Financial, infrastructural and human resources  

Ø Inadequate planning and management capacity 

Ø Lack of collaboration among development partners 

Ø Inadequate planning and management capacity 

Ø Lack of public health research 
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Ø Lack of community participation in and commitment to health 
programmes 

Mechanisms used to meet challenges 

Some of the mechanisms that were employed to bring harmonization and 
alignment between national policy and system included: 

Ø Existence of a technical body for proposal development 

Ø Ministry of Health spearheading the initiative 

Ø Endorsement of proposal by relevant stakeholders 

Ø All proposals being submitted through Ministry of Finance 

Ø Various approaches like pool funding, basket funding and sector-
wide approaches being employed. 

7.2 Group 2 (Bangladesh, Indonesia, Thailand) 

Main system challenges 

Ø Lack of financial resources available for health  

Ø Major management weaknesses in planning and implementation  

Ø Human resources for health – numbers, unequal distribution, 
inappropriate skill mix and lack of competencies, lack of 
motivation 

Ø System-wide barriers 

Ø Low coverage 

Ø Weaknesses in monitoring and evaluation – health information 
system, quality assurance 

Technical responses 

Ø Developing the skills and overall capabilities of staff 

Ø Providing sufficient funds to meet operational costs (outreach 
coverage, mobile units) 
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Ø Evidence-based programme proposals to inform/convince 
decision-makers 

Policy reform response 

Ø Increased commitment of local governments 

Ø Intersectoral coordination and collaboration 

Ø Effective and efficient policy on deployment and regulation of 
human resources 

Ø Sustaining long-term plans by making a strong political 
commitment 

Ø Active participation of the private sector in public health 
programmes 

7.3 Group 3 (India, Maldives, Sri Lanka) 

Main system challenges 

Ø Lack of management capabilities  

Ø Bottlenecks in decision-making 

Ø Lack of coordination 

Ø Inadequate funding 

Ø Inadequate child care services 

Ø Inadequacies in the current disease surveillance systems 

Ø Integration of different health systems 

Ø Lack of health system’s resposiveness to people’s needs and 
demands 

Ø Lack of community participation 

Ø Gaps in planning and actual outcomes 
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Technical responses 

Ø Making available both human and material resources based on 
actual needs and demands 

Ø Strengthening the mobility of service providers 

Ø Developing human resource capacity, particularly in disease 
surveillance 

Ø Strengthening disease surveillance systems through e-network 
and by providing more logistic support 

Ø Ensuring a proper monitoring and evaluation system 

Ø Reorientation of health service providers to make them more 
responsive to clients 

Ø Ensuring availability of essential facilities at PHC level to meet 
people’s need 

Policy and technical reform response 

Ø Establishing a focal point to steer all projects, programmes 

Ø Strengthening coordination between central and provincial/local 
focal points 

Ø Using social marketing strategies to mobilize community and 
other stakeholders 

In the discussions that followed the group presentations, it was felt 
that these were mostly generic generalizations, while these should have 
been more specific. The constraints should be analysed like why it was 
happening and what could be the possible solutions. A more analytical and 
problem-solving approach should be used in a comprehensive manner. The 
process should be transparent and revisable. It was evident that forums 
existed in most countries where they could take care of their problems, but 
for GAVI, it would be necessary to get details of the process of review of the 
problems and the ways used to overcome them. There was lack of 
responsiveness of the existing services to the challenges faced. Therefore, it 
was important to devise interventions that would take care of these 
challenges. 
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8. Using GAVI HSS opportunity to 
initiate system strengthening 

Dr Craig Burgess, GAVI/HQ, presented an overview of GAVI’s involvement 
in the HSS process. He said that GAVI was criticized for the vertical nature 
of its programme, which generated duplicative and parallel processes that 
were capable of overburdening country health systems. A system-wide 
study undertaken in 2004 had identified key barriers and bottlenecks which 
prevented sustained coverage by vertically-operated immunization 
programmes. These were: shortage of health human resources, lack of 
motivation among them, non-availability of transport to access hard-to-
reach areas, irregular flow of funds to lower levels, weak peripheral-level 
management, logistics and monitoring and lack of coordination among 
partners. 

Dr Burgess said that GAVI could not take upon itself to try to remove 
all the barriers, but it could support national policies and programmes and 
help in the process of decision-making if the country experiences were 
well-documented and had a strong evidence base. It could also establish 
synergies with existing national efforts. 

Explaining the different elements of the GAVI HSS funding window, 
Dr Burgess said that HSS principles entailed that countries themselves 
identified and addressed the weaknesses of their health systems to increase 
and sustain high levels of immunization coverage and strength the health 
system’s capacity to deliver other services, with particular focus on child 
health. GAVI HSS had a task team which acted as the driving force for 
processes and checks. Its core group consisted of the World Bank, UNICEF, 
WHO, the Department for International Development (DFID) (UK), the 
Norwegian Agency for International Development (NORAD), the United 
States Agency for International Development (USAID) and representatives 
of developing countries and civil society. It could also include inputs from 
the Global Fund to Fight AIDS, TB and Malaria (GFATM), health workforce 
alliance, research networks and bilateral agencies. 

As for eligibility, the participants were informed that all GAVI-eligible 
countries could seek funds, which were meant for HSS only and could not 
be used for vaccine procurement or for replacing existing government 
budget lines. However, these funds were flexible so long as their spending 
was justifiably linked to overcoming bottlenecks. There were three main 
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criteria for eligibility: (1) if strengthening of the health workforce working in 
immunization was the target; (2) if improvement in supply, distribution and 
maintenance systems in primary care infrastructure was the aim; and (3) if 
strengthening of organization and management of services at sub-national 
levels was to be addressed. 

The key processes that need to be in place when seeking GAVI HSS 
funds: 

Ø A health sector coordination committee or its equivalent should 
be coordinating the HSS proposal development, implementation 
and monitoring. 

Ø A recent assessment of the health system needs to be made that 
would help identify the key problems with relevance to 
immunization services during the last three years. 

Ø A description of main areas of the health sector strategic plan 
that HSS will support. 

Ø A comprehensive Multi-Year Plan (cMYP) for immunization. 

The proposal will have to include: (a) justification for why the 
referenced activities are a priority; and (b) a description of how HSS 
activities will achieve sustained or increased immunization coverage. 

Funds for the health sector plan were available up to 2010 and the 
amount of HSS funding was based on the number of newborn children in 
the country. Countries with a per capita GDP of less than US$1 per day 
were eligible to receive US$ 5 per every newborn per year and countries 
with a per capita GDP of more than US$ 1 per day were eligible to receive 
US$ 2.50 per newborn per year. 

Dr Burgess informed the participants that 3 November 2006 was the 
target date by which applications for GAVI HSS funding were receivable. 
There will be two other opportunities for requesting funds in 2007 and 
2008. Countries could apply for technical assistance to draft proposals and 
to implement, monitor and evaluate HSS activities. Technical assistance 
came mostly from WHO and the World Bank, but the key consideration 
was the quality of technical assistance and its acceptability to the country. 
The impact of HSS funding would be measurable by improvements in 
DPT3 and measles coverage, both at national and district levels, and a 
decline in under-5 mortality rates. 
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The monitoring of the impact of HSS funding will be undertaken 
during year 1-3 when the focus will be on process indicators. In year 4, the 
focus will move on to impact indicators like DPT3 and routine measles 
coverage and under-5 mortality. Other indicators could be chosen by the 
country. The management, reporting and audit arrangements for GAVI HSS 
funding will use existing government arrangements and timing. GAVI HSS 
performance will be reported in its annual progress reports, using indicators 
and targets identified in the original application, and evaluations may take 
place as and when necessary. If progress is found to be unsatisfactory, GAVI 
may decide to reduce the  funding or stop it altogether. 

The GAVI HSS evaluation was planned for 2009 when it would be 
attempted to gather evidence of what worked and what did not. This will 
be an opportunity also to strengthen regional and country research 
mechanisms. 

Explaining how HSS and Immunization Service Support (ISS) differed, 
Dr Burgess said that HSS supported increasing the capacity of health 
systems that would often be beyond the remit of the immunization 
programme. The HSS plan needed to be signed both by ministries of 
Finance and Health and endorsed by development partners. Funding was 
based on HSS plans provided progress was made, and funds were planned 
and monitored through a health sector coordinating committee (and not an 
inter-agency coordinating committee) which also included civil society 
representatives. 

Dr Burgess concluded by saying that though GAVI was not a perfect 
instrument for HSS, but it could act as a pathfinder and a catalyst for shared 
actions. It had links with other organizations and could provide a common 
platform for other partners involved in health systems strengthening. GAVI 
shared the best principles and practices with Member countries and was 
regarded as a system-friendly agency. It had at its disposal US$ 500 million 
for providing support to the HSS programme during 2006-2010, which 
possibly could increase to US$ 1.3-1.5 billion during 2010-2015. 

9. Guidelines on country proposals for HSS funding 

Guidelines on how to make country proposals for receiving GAVI support to 
immunization services, HSS and injection safety were explained to the 
participants. Application forms were also distributed. It was explained that 
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the guidelines were the result of several years of discussion among partners, 
donors, UN agencies, civil society representatives and others. Each country 
could ask for funds through its existing health sector coordination 
mechanism. Agencies such as the World Bank, WHO or UNICEF could 
assist in preparing the funding requests. The application process and the 
method of review was to be decided by the GAVI Secretariat. 

It was explained that GAVI did not want to create more coordinating 
bodies. Whatever coordination mechanism was available in a country, 
GAVI was willing to work with it. However, inter-agency coordination 
committees (ICCs) were not easy to maintain and manage. There should be 
one inter-agency coordination committee for all programmes. The ICC 
mechanism could be expanded to include people from different groups and 
systems. If a broader group takes part in application-making, it would be 
viewed more favourably and positively. 

It was explained that EPI should not be the focal point in the 
application for GAVI HSS funding. Immunization managers, of course, will 
have a role to play and they should be involved in the process along with 
people in the planning commission. In other words, the leadership should 
shift to people who handle the health system as a whole. The guidelines 
were reflective of this shift that was taking place. (However, these were 
likely to be revised in view of the comments received from different 
sources.) GAVI will write to all countries providing clarifications on the 
GAVI funding mechanisms to let them know what exactly was expected of 
them and how. 

While appraising proposals from countries, GAVI will see which 
committee/group had been involved in the preparation and review of the 
proposal, as it would be the operational unit that would ultimately 
implement the programme. It would also help if the application carried the 
signature of a top national official like the minister, secretary, etc. The 
application should be well-documented and should have good linkages 
between its text and tables. The applications were reviewed by 
independent committees which comprised national experts and not 
representatives from GAVI partners. No application for funding was refused; 
only more clarifications were sought if necessary. 

It was emphasized that GAVI HSS funding window was a wonderful 
opportunity for countries to focus on children’s health. It was a shift away 
from GAVI’s traditional role in immunization. It provided a sustainable 
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opportunity to provide services to children. It was for countries to measure 
how to use this source of fund flow. 

GAVI did not yet have a fixed framework. WHO was an active partner 
of GAVI and its role was to help in the process of dialogue with 
governments and other partners. WHO’s assistance was available for 
proposal formulation, documentation and technical implementation and to 
supplement country work in general, like institution-building. WHO will 
facilitate identification of suitable bodies to help solve any problems that 
the countries might face. 

10. Conclusions 
(1) The participating countries presented a rich and wide range of 

experiences on the strengthening of their health systems. They 
may face similar problems and system constraints, but they had 
tackled them in different ways and with different results. They 
had achieved some success, even through vertical programmes, 
but more needed to be done to consolidate these gains by 
employing an integrated systems strengthening strategy.  

(2) The main constraints identified by most countries were:  

Ø Lack of financial resources 

Ø Shortage of human resources for health  

Ø Lack of adequate management capacity  

Ø Need for improving the quality of primary health care 

Ø Problems related to accessibility of health care services 
leading to their low utilization  

Ø Inadequate infrastructure, drugs and equipment 

(3) Countries’ responses differed on the kinds of challenges they 
faced and the context in which those challenges came up.  

(4) It was evident that in most countries, health policy development 
was a dynamic process and it was being reviewed and revised to 
meet emerging challenges and situations. The countries had the 
requisite capacity to respond to changing health scenarios, and 
this was well-reflected in the discussions.  



WHO Regional Workshop on Health Systems Strengthening - An Integrated Approach 

Page 23 

(5) The loci of policy dialogue varied from country to country. Many 
countries had well-developed systems to generate a sound policy 
dialogue and the complexity of policy dialogue was well-
understood. The countries were aware that policy dialogue was 
not a one-time effort and it should not be rigid. Policies had to 
be flexible and should be amenable to change whenever 
necessary.  

(6)  All countries had mechanisms in place for coordination and 
donor participation and for harmonization and alignment of their 
efforts, though their strengths varied. The need to develop a 
strong coordination mechanism was well-reflected in the 
discussions.  

(7) WHO laid the ground work for HSS in the Region by providing 
support to countries on the utilization of the GAVI HSS funding 
window by clarifying the process and implementation strategies.  

11. Closing session 

In the absence of the Regional Director, Dr K. Weerasuriya, 
Ag. HSD/SEARO, made the closing remarks. He said that it was obvious that 
health policy and health system strengthening had come out very strongly in 
the proceedings of the workshop. Without a good health system, few 
vertical programmes could succeed. Specific issues such as human 
resources, health care financing and inadequate planning and management 
capacity had been identified as specific issues within the framework of 
health system strengthening. Countries could learn from each other and 
also seek the assistance of international agencies to devise specific methods 
to overcome obstacles that came in the way.  

After these remarks, the Chair, Dr Ahmed Afaal, thanked WHO for 
holding this important meeting. Dr Afaal also thanked the participants for 
their cooperation and valuable contributions. He wished everybody a safe 
journey home and then declared the meeting closed.  
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Annex 1 

Programme 

Wednesday, 27 September 2006 

0830 – 0900 hrs  Registration 

0900 – 1030 hrs   Inaugural session  

0900 hrs  RD’s welcome speech  

0920 hrs  Introduction by Director HSD 

0940 hrs Objectives of the Workshop  

1015 hrs Introduction of Participants and election of Chair for first session  

1030 hrs Housekeeping information 

1040 hrs  Group photo 

1115 – 1300 hrs  Session I.  Country experience with health systems strengthening 

 Chair: To be elected 
Discussant: TBD 
(Rapporteur: Professional) 

1115 – 1145 hrs  Presentation by HSD: Laying the ground work  

1145 – 1300 hrs  Country presentations and discussion on experience with health 
systems strengthen structured on outline to be prepared by HSD 

1400 – 1745 hrs  Session I contd.  Country experience with health systems 
strengthening 

   Chair: To be elected 
   Discussant: TBD 
   (Rapporteur: Professional) 

1300 hrs Country presentations and discussion on experience with health 
systems strengthen structured on outline to be prepared by HSD 

1700 hrs  Summary: Discussant (including topics for Group Work) 

Wrap up: Chair (including Group formation) 
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Thursday, 28 September 2006 

0900 – 1300 hrs   Session II. Group Work: Developing an operational framework 
 HSS from country experience 

   Group Work facilitators: Dr Wim Vanlerberghe,  
   Dr. Patrick Kadama (WHO HQ) and Dr. Thushara Fernando 
   (WHO SEARO) 

   Each group will draw on detailed country experience to outline an 
   operational framework for systems strengthening in the Region.  
   Three topics have proposed in the Working Paper. 

   (Group Work presenters (for Session III) to be elected.) 

1400 – 1530 hrs  Session III. Group Presentations: Developing an operational 
framework HSS from country experience 

   Chair: To be elected 
   Discussant: TBD 
   (Rapporteur: Professional) 

1400 – 1500 hrs  Each Group will present their operation framework followed by 
general discussion 

1500 hrs  Summary: Discussant 
 Wrap up: Chair  

1530 – 1730 hrs  Session IV. Drafting an operational framework for systems 
strengthening for SEAR 

   Chair: To be elected 
   Discussant: TBD 
   (Rapporteur: Professional) 
   Discussion and agreement on a systems strengthening framework 
   for SEAR 

1700 hrs  Summary: Discussant 
 Wrap up: Chair  

Friday, 29 September 2006 

0900 – 1300 hrs  Session V. Using the opportunity provided by GAVI HSS to initiate 
systems strengthening using the operational framework 

   Chair: To be elected 
   Discussion Panel: Dr Wim Vanlerberghe,  
   Dr Patrick Kadama (WHO HQ) and Dr. Craig Burgess (GAVI) 
   (Rapporteur: Professional) 
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0900 hrs  An introduction to the GAVI HSS process and WHO’s role.  

Detailed examination of the GAVI HSS guidelines, including 
accessing funding for proposal development 

1100 hrs Discussions to address country queries and drafting a plan for 
WHO support to countries 

1400 – 1530 hrs   Session VI. Closing 

1400 hrs Wrap up of all sessions (Proposal to request a country participant 
to do this with HSD assistance) 

1500 hrs  Closing remarks by RD 
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Annex 2 

List of participants 

Bangladesh 

Ms. Begum Zishan Ara Arafunnesa 
Joint Secretary 
Ministry of Health & Family Welfare 
Government of Bangladesh 

Dr Tazul Islam Abdul Bari 
Medical Officer (EPI) 
Directorate-General of Health Services 
Government of Bangladesh 
Mohakhali 
Dhaka 1212 

Bhutan 

Mr Jayendra Sharma 
Assistant Programme Officer 
Policy Planning Division 

Ms Karma Tshering 
Sr. Programme Officer 
EPI Programme 

India 

Dr P Haldhar 
Assistant Commissioner 
Universal Immunization Programme 
Ministry of Health and Family Welfare 

Mr D.R. Sharma 
Depugy Secretary (Immunization) 
Ministry of Health and Family Welfare  

Mr Vikram Singh 
Director 
Universal Immunization Programme (UIP) 
Ministry of Health and Family Welfare 

Dr S K Bhattacharjee 
Additional Director (E2) 
Ministry of Health and Family Welfare 

Dr Sudhir Gupta 
Chief Medical Officer 
Noncommunicable Diseases (NCD) 
Ministry of Health and Family Welfare 

Indonesia 

Dr Prima Yosephine 
Immunization Officer 
Sub-directorate of Immunization 
DG of Disease Control and  
   Environmental Health 
Ministry of Health 

Dr Abdul Halim 
Chief, sub-division on Regional Cooperation 
Bureau of Planning, Ministry of Health 

Mr Iswandi Mourbas 
Chief, Division on Medium-term  
   health development 
Center for Health Development and Analysis 
Ministry of Health 

Maldives 

Mr Ahmed Afaal 
Director 
Health System Development 
Ministry of Health 

Ms Muna Abdulla 
Programme Officer 
Immunization Progamme 
Department of Public Health 

Myanmar 

Dr Saw Lwin 
Director (Disease Control) 
Department of Health  
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Dr Than Htein Win 
Programme Manager (EPI) 
Department of Health 

Nepal 

Dr Yasho Vardhan Pradhan 
Director 
Child Health Division 
Ministry of Health & Population 

Mr Krishna Murari Neupane 
Under Secretary 
Policy, Planning & International  
   Cooperation Division 
Ministry of Health & Population 

Sri Lanka 

Dr S M Samarage 
Deputy Director General (Planning) 

Dr Ananda Amarasinghe 
Deputy Epidemiologist 

Dr Samitha Ginige 
National Institute of Health Sciences 

Thailand 

Dr Kriengsak Tengamnuay 
Department of Health Service Support 
Ministry of Public Health 

Dr Supakit Sirilak 
Chief of Uthai Thani Provincial Health Office 
Ministry of Public Health  

Dr Piyanit Tharmaphornpilas 
Chief 
Vaccine Preventable Diseases Group 
Bureau of General Communicable Diseases 
Department of Disease Control 

NGOs 

Dr Jenny Amery 
Regional Health Adviser 
South Asia DFID 

Mr Laurent LE DANOIS 
Adviser – Public Health/Gender 
Development Cooperation 
European Union 

UN Agency 

Mr Ian Pet 
UNICEF 
Regional Office for South Asia  
Kathmandu 

GAVI Secretariat 

Dr Craig Burgess 
Senior Programme Officer/ 
Health Systems Strengthening 
GAVI Alliance  

Dr Wim Vanlerberghe 
Coorinator 
Evidence and Information for Policy 
WHO/HQ 

Dr Patric Kadama 
Medical Officer 
Evidence and Information for Policy 
WHO/HQ 

WHO Secretariat 

Dr Sultana Khanum 
Director 
Health Systems Development  

Dr Gunawan Setiadi 
Regional Adviser - Health Systems  

Dr Alaka Singh 
STP-Health Care Financing 

Country Office 

Bangladesh 

Dr Jahangir Alam 
National Consultant 
HSD Programme  

Dr Frank Paulin 
Medical Officer – Public Health Administrator 
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Bhutan 

Ms Rinji Om 
Administrative Assistant (Programmes) 

India 

Mr Sunil Nandraj 
National Professional Officer 

Dr Padmaja Shetty 
Short Term Professional – 
Health Systems Development 

Indonesia 

Dr Bardan Jung Rana 
Short-Term Professional – EPI 

Myanmar 

Ms Margareta Skold 
Public Health Associate 

Nepal 

Dr Rajendra Bohara 
National Programme Officer – IVD 

Dr Krishna Bahadur Gharati 
National Operation Officer – GAVI 
Immunization 

Sri Lanka 

Dr P V Ranjith Kumarasiri 
National Consultant – 
Health Systems Development  

Thailand 
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