
REGIONAL COMMITTEE Provisional Agenda item 10.1 

Sixty-first Session SEA/RC61/7 Inf. Doc. 
SEARO, New Delhi  
8–11 September 2008 2 September 2008 

REPORT OF THE TECHNICAL DISCUSSIONS ON  
“REVITALIZING PRIMARY HEALTH CARE” 

 



 

 

Contents 

Page  

Introduction ................................................................................................................................1 

Inaugural session..........................................................................................................................1 

Plenary sessions ...........................................................................................................................2 

Technical Discussions ..................................................................................................................4 

Panel sessions ..............................................................................................................................4 

Group discussions and conclusions ..............................................................................................8 
Leadership and governance.................................................................................................8 
Human resources ................................................................................................................8 
Multisectoral collaboration ..................................................................................................8 
Managing financial resources...............................................................................................9 
Knowledge generation.........................................................................................................9 

Recommendations for Member countries ..................................................................................10 

Recommendations for WHO .....................................................................................................11 

Closing session...........................................................................................................................11 



SEA/RC61/7 Inf.Doc. 

Introduction 

1. A Regional Conference on Revitalizing Primary Health Care (PHC) was organized in 
Jakarta, Indonesia, from 6 to 8 August 2008. It was decided that proceedings from the meeting 
be used to inform the Sixty-first Session of the Regional Committee for South-East Asia on the 
way forward in strengthening health systems using the PHC approach. 

2. The conference was inaugurated by H.E. Mr Aburizal Bakrie, Coordinating Minister for 
People’s Welfare, Republic of Indonesia. The inaugural session was also addressed by Dr Samlee 
Plianbangchang, Regional Director, WHO South-East Asia (SEA) Region and H.E. Dr Siti Fadilah 
Supari, Minister of Health, Republic of Indonesia. Keynote addresses were delivered by  
Dr Halfdan T. Mahler, Director-General Emeritus, WHO, Ms Erna Witoelar, Former UN Special 
Ambassador for MDGs in Asia and the Pacific, and Dr Amorn Nondasuta, Former Permanent 
Secretary, Ministry of Public Health, Royal Thai Government. Mr Gianfranco Ratigliano, UNICEF 
Country Representative, and Mr Joachim von Amsberg, World Bank Country Director, also made 
remarks at the plenary. 

3. Dr Budihardja Singgih, Director-General, Public Health, Ministry of Health, Republic of 
Indonesia, presented the conclusions and recommendations arising out of the Technical 
Discussions, at the closing session. Dr Gado Tshering, Secretary, Ministry of Health, Royal 
Government of Bhutan, made additional, general remarks on behalf of all participants.  
Dr Mahler made a few final observations before Dr Samlee declared the conference closed.  

4. Over 200 participants attended the conference, representing all 11 Members countries of 
the SEA Region as well as all health-related stakeholders – from grassroots community workers to 
national government officials to international development partners. 

Inaugural session 

5. In his address to the conference, Dr Samlee underlined the enduring relevance of the PHC 
principles, 30 years after the Alma-Ata Declaration. He emphasized that PHC remained a 
powerful approach to addressing public health needs at country level and was the key to 
achieving health for all and national health targets, including those related to the Millennium 
Development Goals (MDGs). He also noted that PHC was an approach for social and economic 
advancement and, as such, must be planned and implemented in the context of overall 
development. 

6. Dr Samlee further stressed that PHC meant quality care for everyone, rich and poor, in 
both urban and rural areas, and placed emphasis on protecting them from falling sick and 
enabling them to lead a socially and economically satisfied and productive life. PHC is an 
integrated element of total health care for the individual, family and community. 

7. At the end of his address, the Regional Director asked the participants to reaffirm their 
commitment to the attainment of the social goal of health for all through the PHC approach, and 
to continue to advocate for greater political commitment to the development of national health 
systems based on PHC. 
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8. Reiterating the comprehensiveness of PHC, H.E. Dr Siti Fadilah Supari presented the 
examples of Posyandu (Integrated Health Post) and Desa Siaga (Alert Village) in Indonesia that 
had successfully captured community participation and multisectoral collaboration within the 
PHC framework to make significant advances towards universal coverage. Moreover, as the 
Minister pointed out, this PHC foundation was also proving to be an effective platform to meet 
the challenges of food shortages, energy crisis and climate change – other issues that impact the 
poor disproportionately. 

9. H.E. Mr Aburizal Bakrie detailed the Indonesian experience with PHC, highlighting the 
improvements in maternal and child health and life expectancy. He used the case of Social 
Health Insurance, which provided financial protection for 76.4 million people in Indonesia, to 
illustrate the importance of financial protection in national policies to improve equity in health. 
His Excellency mentioned the problem of those other than the 76.4 million population that were 
not covered by government insurance. Indonesia still had to find ways to implement compulsory 
health insurance for all. 

10. Congratulating the participants for their commitment to PHC, Mr Aburizal Bakrie hoped 
that the conference will provide an effective forum for exchange of ideas and experiences to 
move the agenda forward.  

Plenary sessions 

11. Dr Mahler’s keynote address was entitled “The Social Litmus Test”. Reminding participants 
that PHC was at the heart of WHO’s objectives and its definition of health, he mentioned that 
health was the fundamental right of every human being according to WHO's Constitution, and 
called for renewed commitment to PHC principles. In the underprivileged populations, in 
addition to ill health, a persistent combination of so many other problems constrained the will 
and the initiative to make changes for the better.  

12. The significance of PHC for health policy and planning, he pointed out, was greater than 
ever before because it was anchored at community level and captured the contextual relevance 
with respect to responsiveness to health needs, particularly issues of equity and the use of 
appropriate technology. Furthermore, PHC encapsulated both sectoral and intersectoral aspects 
of all health-related interventions, including prevention and promotion. Dr Mahler urged the 
participants to radically change the attitude of narrowly relating health to the achievements of 
health services, acquire a broader perspective, and think of health as resulting from the 
movement of the whole front of socioeconomic developments, of which the health services are 
one part. He then stressed the need of health systems research to make real progress in the 
organization and management of health care. Dr Mahler singled out problem-setting, 
interventions, assessment and information systems and the need to align these to the PHC 
framework as the way forward. At the end, he cautioned the participants that the fight for social 
and economic justice could often be frustrating, since development knew no limits.  

13. The keynote address by Ms Erna Witoelar focused on “Revitalizing Primary Health Care to 
Catalyse MDGs Achievement”. She emphasized that PHC was crucial to meet all MDGs. The world 
today has the resources, knowledge and technology to meet the challenges to development, but no 
sector can do this alone. Ms Witoelar suggested that a multisectoral approach like PHC should form 
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the nucleus of a comprehensive development strategy; it is a holistic approach that takes into 
account the social, economic and political contexts, builds synergies among sectoral policies and 
strategies, and develops multi-stakeholder partnerships at all levels. 

14. Dr Somsak Chunharas presented the main findings of the WHO Expert Group on 
“Revitalizing Primary Health Care”, which he had chaired. He presented the three perspectives 
of PHC (Alma-Ata): (i) A package or set of activities that contains a minimum of eight elements – 
selective and comprehensive PHC; (ii) Level of care: primary-secondary-tertiary care; and 
(iii) Approach – universal coverage, intersectoral collaboration, community participation and 
appropriate technology. Dr Somsak went on to touch upon the misperceptions of PHC. He 
spoke of the need for better partnership with the private sector, while Alma-Ata did not 
specifically address this. He also mentioned the need for health system strengthening using the 
PHC approach to better accommodate the needs of various vertical programmes. He proposed a 
new definition of “Health for All” without a time definition for the process of PHC revitalization:  

A stage of health development where everyone has access to quality health care or practises 
self-care protected by financial security, so that no individual or family experiences 
catastrophic expenditure that may bring about impoverishment.  

15. Dr Somsak recommended health system strengthening as an effective framework to 
address key challenges in the implementation of PHC, especially inequities in financial access; 
service delivery, including integration of programmes and inclusion of the private sector; 
integration beyond the health sector to all health-related issues, including social determinants of 
health and macroeconomics and trade; and political commitment and governance.  

16. Dr Somsak urged the participants to review the MDGs. The MDGs are a universal 
framework for development and a means for developing countries and their development 
partners to work together. Routine monitoring of MDGs is necessary. Dr Somsak also proposed 
that the MDGs be used as proxy indicators for health for all.  

17. He also asked the participants to review health systems based on PHC, and elaborated on 
the inequities in health outcomes within and across countries. He listed the following challenges 
in implementing PHC: misinterpretations of the concept of PHC; burden of diseases; inequity in 
health; escalating health-care costs; trade agreements, interdependence of the world; 
inadequate performance or low efficiency of the health system; the need for more research; 
financing the health system; the need for integrated services; public-private partnership, and 
climate change. 

18. In conclusion, Dr Somsak proposed what needed to be revitalized and the way forward i.e. 
to reaffirm high political commitment towards PHC, improve health equity through specific 
actions in health sector as well as in social determinants of health, foster more effective 
multisectoral collaboration for establishment and implementation of healthy public policy, 
strengthen the health workforce, including community-based health workers (CBHWs) and 
community health volunteers (CHVs), implement equitable health-care financing, strengthen 
partnership with the civil society, promote better transparency and accountability of health 
systems through improved leadership and governance and utilize to the fullest, various global 
health initiatives such as Global Alliance for Vaccines and Immunization (GAVI), Global Fund to 
Fight Aids, Tuberculosis and Malaria (GFATM) and International Health Partnership (IHP). 
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19. Dr Amorn Nondasuta underlined the importance of an appropriate strategy in revitalizing 
primary health. This needs to be based on widely-accepted defining indictors, e.g. basic 
minimum needs. Building on this, the strategy itself would need four components: inputs into its 
development–organization, human resources and information; appropriate processes, 
particularly efficient management; inclusion of all stakeholders, especially communities; and, 
importantly, an empowered public. While emphasizing the role of community health workers 
and volunteers, Dr Nondasuta cautioned that developing such cadres must be seen as the means 
and not the end – they were not the only path to realization of PHC and, in fact, needed to be 
given a broader development orientation rather than be restricted to service delivery. To reap 
the benefits of PHC, he said, we needed at least three favourable components: (i) the concept of 
quality of life and PHC; (ii) the community and (iii) good practices (the right or appropriate 
technology). 

20. Presenting UNICEF’s perspective, Mr Gianfranco Ratigliano highlighted the importance of 
PHC in country efforts towards achieving MDGs 4 and 5. Mr Joachim von Amsberg of the World 
Bank placed health at the centre of development and poverty alleviation, and underlined the 
role of PHC in addressing these issues from the community upwards. Both the representatives 
noted the importance of opportunities presented by conferences to countries and development 
partners to come together and agree on practical next steps to support national development 
agendas.  

Technical Discussions 

21. The Technical Discussions focused on Health Systems Strengthening using the Primary 
Health Care Approach and were organized around four topics:  

(1) Equity in health; 

(2) Multisectoral collaboration and its impact on health and quality of life; 

(3) Health financing and poverty alleviation; and 

(4) Societal partnerships and local developments to improve health. 

22. Two rounds of discussions were organized. Firstly, panels of experts were requested to 
make presentations on key issues within each topic assigned to them. Thereafter, group 
discussions were facilitated using the same set of topics for participants to develop actionable 
recommendations to revitalize PHC for consideration of the Sixty-first Session of the WHO 
Regional Committee for South-East Asia in September 2008. 

Panel sessions 

23. Panel A: Equity in Health included presentations on: 

(1) Role of social determinants in health equity; 

(2) Role of health sector in promoting health equity; and 

(3) Healthy urbanization and social determinants of health. 
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24. Presentations and the subsequent discussions noted the following key points: 

• The public health system is a major determinant of health. 

The importance of achieving health equity through a functioning, effective public 
sector health system, while managing an appropriate role/contribution from the private 
sector. Primary care or first-level of care can be given higher priority and linked up with 
referral care. 

• The promotion of health equity needs to be an integral part of all sectors, not only 
health.  
Healthy public policy can help in obtaining other sectors’ sustained commitment. In 
order for health-seeking behaviour to contribute to equity in community health, it is 
important that sectors other than health also create demand for equitable health 
interventions to be provided to the community. Equity in health has to be supported by 
political commitment, promotion and planning so as to involve local action and 
responsibility. 

• Targeted approaches for addressing equity in health do have the potential to reach the 
poor. 

The poor have problems in accessing health services and service delivery quality can 
indicate the extent of inequity, e.g. quality of providers is often worse in poorer areas. 
Financial barriers create inequalities; there is a need for adequate funding and 
incentives for health promotion activities/staff as well as a need to address the roles and 
management of community health workers.  

• There is a need for health system research to assess and explain why inequities exist in 
service provision and use, and patterns of public and private use, recognizing 
limitations in current knowledge. 

• To sustain empowerment, it must be undertaken through education and income level, 
taking into account gender mainstreaming in health. 

• To achieve equitable progress across all geographical regions/socioeconomic classes, it 
is necessary to decentralize the health system to the district level, involve civil society 
from the planning stage until implementation and monitor the health programme and 
strengthen health information systems to support an evidence-based decision-making 
process. 

• Rapid urbanization in countries of the SEA Region calls for strategies and policies to 
address social and health concerns among urban populations, particularly in the slums. 

• Addressing equity in health depends critically on political action. 

25. Panel B: Multisectoral collaboration and its impact on health and quality of life included 
presentations on: 

(1) Multisectoral collaboration in primary health care; 

(2) Healthy public policy; and 

(3) Use of positive indicators to measure the quality of life. 
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26. Presentations and the subsequent discussions noted the following key factors leading to 
successful multisectoral collaboration: 

• Political commitment and leadership 

- Health included in long-term multisectoral national development plan and 
translated into strategic plans of all relevant sectors.  

- A platform to facilitate multisectoral collaboration (this could be an existing forum 
for interaction). 

- Multisectoral mechanisms have to involve all stakeholders in development, 
adoption and implementation of healthy public policy as an entry point for 
revitalizing PHC; strengthen the planning agency at all levels to bring all 
stakeholders on board; and involve civil society from the planning stage down to 
the implementation and monitoring stage. 

• Health financing 

- Adequate financial support from different sources including government sectors, 
private agencies and donors. 

- Involvement of other sectors in providing health insurance in different settings e.g. 
workplace. 

• Society’s involvement in disease prevention and control 

- Involvement and empowerment of NGOs and community-based organizations. 

- Availability of reliable and timely information regarding activities of the private 
sector, development of national health accounts and good stewardship or oversight 
by the government. 

• Knowledge management 

- Research on evidence-based information for multisectoral programme planning and 
development. 

27. Bhutan’s “Gross National Happiness” was cited as a unique multisectoral approach to well-
being. 

28. Panel C: Health financing and poverty alleviation included presentations on: 

(1) Equitable health financing; 

(2) Health insurance for the poor; and 

(3) Health, income generation and poverty alleviation. 

29. Presentations and the subsequent discussions noted the following key points: 

• The cost of accessing health care is the major cause of impoverishment. 

• Social protection schemes for the poor are being implemented in different ways: 

- Thailand has incorporated protection for the poor in broad-based social security 
and universal coverage. 
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- Indonesia has a targeted scheme for the poor funded through a social aid 
programme financed by the national budget (tax revenues). 

- The Self Employed Women’s’ Association in India is a community-based financing 
scheme based on income generation and empowerment of women.  

• Challenges with social protection remain: 

- securing financing protection for high-cost private care  

- increasing demand/utilization of services among the poor  

- improving efficiency in resource use 

- overall sustainability of social protection schemes 

• The other key management issues for efficient integration of the referral system, and 
programmatic and multisectoral health efforts are: establishment of standard operating 
procedures regarding referral system, linked with cost associated with first level of 
entry; the primary level of care should act as a gatekeeper to prevent unnecessary use 
of secondary or tertiary levels of care. For life-saving procedures, the primary level of 
care should ensure fast and timely referral. Third-party payment or health insurance 
schemes that ensure efficient use of funds (capitation or diagnostic-related group) are 
another way of improving referral efficiency. 

• The non-state sector can be tapped effectively to safeguard the needs of the poor by 
establishing a public–private partnership with strong government stewardship, and with 
greater government focus on public goods. 

• The key changes in a government’s role and responsibilities in addressing the challenge 
of health financing and poverty are: enacting pro-poor laws and regulations, i.e. to 
promote health and gender equity; law enforcement; incentives for the health 
workforce to boost efficiency; and establishment of a healthy public policy. 

30. Panel D: Societal partnership and local developments to improve health included 
presentations on: 

(1) Community empowerment through micro credit schemes to improve health; 

(2) CBHWs and CHVs in local health development; and 

(3) Role of civil society groups in supporting district health systems. 

31. Presentations and the subsequent discussions noted the following key points: 

• Adequate and competent CBHWs and CHVs play a vital role in community health 
development. Efforts related to empowerment should be linked to income generation. 
A factor that may impede community participation is a top-down approach without 
involving the civil society sufficiently, and insufficient monetary and non-monetary 
incentives. 

• Nongovernmental organizations and the private sector working in partnership with 
government can lead health-care initiatives and enhance community movement by 
involving a body or committee that can voice community concerns from the planning 
stage in the decentralized administration system. 
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• A strong civil society can push the agenda for local development on community health 
care forward, including intensification of health promotion and self-care, risk 
prevention and promotion of a healthy life. 

• Decentralization of the roles and functions of health specialists to CBHWs and CHVs, 
as well as community trusts, contribute to positive community health outcomes. Good 
supervision and assured referral and provision of monetary and non-monetary 
incentives can be contributing factors in this regard. 

Group discussions and conclusions 

32. As noted above, the purpose of group discussions was to reflect on the key issues for 
revitalizing PHC and propose strategic actions to the Regional Committee for its consideration. 
Conclusions from group discussions have been categorized into the following five areas: 

Leadership and governance 

• Strengthening PHC should be viewed as an integral part of overall development and 
central to equity and poverty alleviation. 

• A high degree of political commitment is necessary to ensure equitable health care. 
This could be reflected by adequate and appropriate budgetary allocations for health. 

• The health system building blocks may be seen as effective entry points for non-state 
(private and non-profit) participation in the PHC effort; important here are the 
regulatory and facilitator's roles of the government. 

• Decentralization of health management (financial and administrative), in the country-
specific context, with effective capacity building, should be considered as part of 
revitalizing PHC. 

Human resources 

• Capacity building in PHC of all stakeholders at all levels needs to be re-emphasized, 
with the focus on first-level and community-level providers. 

• Adequate and well-trained human resources are necessary. We need to revisit and 
redesign the role of CHWs and CHVs in the changed context. 

• Innovative ways to reward and motivate CBHWs/CHVs are needed. 

• PHC principles need to be integrated into the curricula of medical, nursing, midwifery 
and public health educational institutions. 

Multisectoral collaboration 

• The health sector should play an important, proactive and sensitizing role in effecting 
intersectoral collaboration. Roles of other sectors in health should be recognized, 
monitored and promoted using a common, agreed framework and indicators. 
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• Avenues for interface between public and private (profit and non-profit) sectors need 
to be explored. Operational research can help define the most efficient means for 
effective public-private collaboration. 

• Participation of civil society networks should be promoted so that they play an 
important role in revitalizing PHC. 

• Innovative ways for community empowerment, especially of women, need to be 
explored and implemented. One way to do this is to give the community a role in 
monitoring and supervision. 

• Governments should explore ways to set up an institutional mechanism to foster 
multisectoral collaboration at all levels that will also facilitate effective community-
based action. 

Managing financial resources 

• Financial barriers are an important constraint for marginalized populations in accessing 
care. 

• Government financing through general taxation is the most equitable mechanism to 
finance health. 

• Social and community health insurance supplement tax-based financing. These are 
equitable mechanisms to finance health system in line with the PHC approach. 

• Explore corporate social responsibility as a means to finance community 
empowerment. 

• Effective allocation, management and utilization of resources across different types of 
care (preventive, promotive, curative and rehabilitative), across levels of care, as well as 
sectors (health and health-related) is essential. 

Knowledge generation 

• Health systems research needs to be strengthened to promote effective and efficient 
functioning of health systems based on PHC. 

• Social determinants are important for equitable community health. We need more 
research to understand how the health sector can address the social determinants of 
health. 

• Health impact assessments, as part of healthy public policy, need to be made at regular 
intervals. 

• Dissemination of health system’s research findings and the link to policy and 
programmes need to be strengthened. 
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Recommendations for Member countries 

33. It was recommended that Member countries: 

(1) Reaffirm their political commitment to revitalizing PHC as an effective approach to 
strengthen health systems to address national health needs, an approach that:  

• is anchored at the community level and responsive to its health needs;  

• emphasizes overall health system strengthening to improve equity and efficiency; 
and 

• shifts from a focus on service delivery to a development orientation in the 
country’s social, political and economic contexts. 

(2) Review health financing and expenditure with respect to: 

• equity of health outcomes and efficiency of tax-based funding vis-à-vis national 
health priorities; 

• financing options for funding gaps, especially contributory schemes like social and 
community insurance that can support the PHC principles; 

• flexibility of the financing structure to improve responsiveness in resource use at 
all levels of public health administration/management; and 

• strategic use of the non-state sector to advance the PHC effort to accelerate 
health development. 

(3) Strengthen human resources and service delivery system to support effective health 
systems through revitalizing PHC, especially: 

• capacity building of community-based health workers and community health 
volunteers; 

• appropriate training of health workers consistent with the needs of PHC, 
including review of the skill mix and curriculum;  

• review of incentives for recruitment, deployment and retention of all health 
workers, particularly in poor and underserved rural as well as urban areas;  

• improving the effectiveness of the referral system; and 

• availability of infrastructure and supplies, including appropriate procurement and 
equitable distribution of medicines. 

(4) Develop a strategy for improving health information systems that can better support 
PHC in: 

• setting of priorities and targets, identifying indicators as well as monitoring 
progress towards national goals and health-related MDGs; 

• monitoring of equity as well as correcting the inequity gap; and  

• multisectoral collaboration in planning, implementation and monitoring the 
progress of PHC. 

(5) Establish mechanisms as well as strengthen capacity for health system research and 
ensure its linkage with health policy and programme implementation. 
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(6) Empower communities, especially women, to take an active role in ensuring 
responsiveness and accountability in PHC.  

(7) Strengthen the capacity of ministries of health vis-à-vis their governance, leadership  
and stewardship responsibility to coordinate all health and health-related sectors and 
stakeholders, particularly: 

• to profile and advocate for health in the development agenda;  

• to regulate the non-state sector; and  

• to comprehensively monitor and evaluate the multisectoral PHC effort. 

34. This needs to be done in the light of overall public sector reorientation towards PHC. 

Recommendations for WHO 

35. It was recommended that WHO should: 

(1) Assist Member countries in direct capacity development for strengthening PHC-
oriented health systems;  

(2) Provide normative support for country capacity, particularly in: 

• consolidation and dissemination of lessons learnt from international experiences 
with PHC; and 

• facilitating horizontal support between countries. 

(3) Advocate with national governments on the need for multisectoral action for PHC. 

(4) Provide global leadership in orienting other development partners towards PHC. 

Closing session 

36. In addition to the conclusions and recommendations from the technical discussions noted 
above, Dr Budihardja also acknowledged the challenges that needed to be faced in moving 
forward but underlined that the public health community had the capacity to meet these 
challenges successfully. 

37. Dr Mahler posed a slightly different challenge to the public health community as well as 
politicians – commitment to PHC. Recalling his words at Alma-Ata, he repeated the same critical 
question at Jakarta, 30 years later: “Do we have the commitment to meet the challenges in 
implementing PHC?”  

38. Representing the participants, Dr Gado Tshering agreed with the conclusions and 
recommendations. He expressed appreciation for the opportunity created by the WHO Regional 
Office for South-East Asia for Member countries to discuss and agree upon the way forward in 
revitalizing PHC. He particularly called upon WHO as the key partner for countries in advancing 
this agenda.  

39. In his closing remarks, Dr Samlee reiterated WHO’s commitment to PHC and in assisting 
Member countries to progress towards better health for all. Emphasizing the last point, he added 
that the segregation of recommendations may be considered artificial, and that 
recommendations for Member countries were, in fact, recommendations for WHO as well.  




