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Message from the 
Regional DiRectoR

This issue of Health in South-East Asia focuses 
on the primary health care approach, or 

PHC. The Alma-Ata Declaration adopted 
at the International Conference on Primary 
Health Care in 1978 was a major milestone in 
the field of public health. Recognizing the gross 
inequality in health status within and between 
countries, it stressed that health is essential 
to social and economic development and 
identified primary health care as a key approach 
to attaining the goal of “Health for All”.

The Alma-Ata Declaration broadened the 
medical model of health to include social and 
economic dimensions, and acknowledged that 
achieving better health involved activities in 
multiple sectors. But even now, 30 years later, 
the concept of PHC is often misperceived. One 
misconception is that PHC is cheap and of low 
quality. Another is that PHC involves only the 
community or, at best, the district health system. 
In fact, though PHC emphasizes the primary 
level of care, this does not mean that the higher 
levels of care are not important. On the contrary, 
secondary and tertiary care are mandatory to 
provide the necessary back-up services to achieve 
a continuum of safe, high-quality care.

Pressure from donor agencies has often 
contributed to the implementation of a more 
vertical approach, aimed at eradicating certain 
diseases or conditions that cause high mortality. 
Despite successes, such as the eradication of 
smallpox, opponents of the vertical approach 
argue that comprehensive PHC is a better 
option since it ensures better sustainability 
and contributes towards stronger health 
systems. The debate continues. Meanwhile, it 
can be observed that a single disease control 
programme can expand into tackling more than 
one disease or condition, such as malnutrition 

and provision of safe water, in what is known 
as an essential or basic health care package. 

What have we achieved after 30 years of 
implementing PHC? We can claim increased 
life expectancy, reduction in infant and under-
five mortality, reduction in maternal mortality 
ratios and success in tuberculosis control. 
Unfortunately, these successes have been 
tainted by the widening inequity in health 
outcomes between and within countries. 

Achieving universal coverage of health care 
across socioeconomic groups is the cardinal 
principle of the PHC approach. To this end, 
intersectoral collaboration needs to be pursued 
vigorously in dealing with the risk factors and 
social determinants of health that fall under 
various domains beyond health. Intersectoral 
collaboration is becoming more important 
as a way to link the health-related Millenium 
Development Goals with other MDGs, such as 
education and poverty alleviation. A revitalized 
PHC approach can play a major role here. 
Aligning the “Health for All” vision and mission 
in our strategic framework for strengthening 
health systems using the PHC approach will 
facilitate the understanding of all stakeholders 
in working together for MDGs and, eventually, 
“Health for All”.

This issue captures the PHC experience in all 11 
regional countries through specific success stories, 
and also addresses some of the key challenges and 
issues involved in this approach. It is hoped that 
this will contribute to greater understanding of 
what PHC is and an appreciation of its centrality 
in improving health in our Region.

Samlee Plianbangchang (MD., Dr. P.H.)
Regional Director
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Health for All by the Year 2000, often mentioned in conjunction with PHC, is a slogan 
created at the 30th World Health Assembly in 1977 (a year before Alma-Ata) as a vision for 

the attainment by all peoples of the world by 2000 of a level of health that would permit them to 
lead socially and economically productive lives. It is a rallying call to give renewed impetus to the 
whole process of social and economic development, of which health is a vital component. It is not 
a single, finite target. Rather, it is a developmental process leading to progressive improvement in 
the health of the world population.

PHC has been chosen as the strategy to achieve the goals of HFA, whose principles are: 
Health is a basic human right.
Health resources should be more equitably distributed, between and within countries.
People must be involved in the planning and implementation of their health-care 
system.
There must be political commitment on the part of the government to the movement. 
Health development is an intersectoral activity that requires the cooperation of many 
disciplines and experts.

1.
2.
3.

4.
5.

What is 
PHc?

The WHO/UNICEF International Conference on Primary Health Care, meeting in Alma-Ata, 
USSR in September 1978, stated that “the promotion and protection of the health of the people 
is essential to sustained economic and social development and contributes to a better quality of 
life and to world peace”. 

The Alma-Ata Declaration spelled out eight important elements as the core health issues to be 
tackled within the framework of primary health care: 

Education on methods of preventing and controlling prevailing health problems 
Promotion of food security and proper nutrition
Adequate supply of safe water and basic sanitation 
Maternal and child health care, including family planning 
Vaccination against major infectious diseases 
Prevention and control of locally endemic diseases 
Appropriate treatment of common diseases and injuries
Provision of essential drugs   
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as a health financing option, out-of-pocket 
expenditure is the most regressive mechanism, 
which also makes it the most contrary 
to the principles of primary health care. 
Nonetheless, it accounts for more than 
60% of all health spending in the Region, 
with a significant share going towards  the 
purchase of primary services from the largely 
unregulated private sector (see figure next 

page). Importantly, out-of-pocket expenditures 
can be catastrophic for households; evidence 
suggests that as much as one-third of annual 
“new” poverty in the Region is related to  
the cost of accessing health care. It is worth 
noting that these statistics capture only those 
who actually do utilize available services, not 
the poorest of the poor, who are without 
access even to the most basic health care.

Health financing is a key building block of a primary health care-oriented health system 
and plays a critical role in advancing towards the goal of universal coverage. In the 
South-East Asia Region, health financing is subject to five main constraints: high 

and even impoverishing out-of-pocket expenditures by households; limited public resources; 
a large informal sector in the economy where the poor are mainly located; a substantial share 
of service provision by an unregulated private sector; and an increasing burden of high-cost 
noncommunicable diseases. Country experiences with alternative health financing mechanisms 
provide important lessons to address these issues within the overall PHC approach. 

Health Financing and PHc
Dr. Alaka Singh, Technical Officer, Health Care Financing , WHO/SEARO
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General government revenue is the most 
equitable means to finance health, especially 
the public health needs of the poor. It allows 
governments to channel resources to priority 
health areas and target groups—the most 
effective way to strengthen health systems 

within a primary 
health care approach. 

However, government 
revenues are limited in 
developing countries 
and health is only 
one of many sectors 
competing for scarce 
public resources.   
Additionally, health 
financing systems now 
have the pressure of 
an increasing burden 
of noncommunicable 
diseases, requiring 
high-cost, personalized 
care but falling in 
the domain of public 
health. 

In as much as they can supplement tax-based 
health spending and complement national 
health priorities, contributory schemes are 
also an equitable health financing option. 
As part of a mixed financing mechanism, 
mandatory co-payment schemes like social 
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Health expenditure* in Sea countries – 2006

Source: WHO NHA data 2008
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health insurance could, potentially, secure 
universal financial coverage for primary 
health care. In their structure, such schemes 
support large/multiple pools and allow for 
cross-subsidization and financial protection 
of the poor and other vulnerable groups—the 
essentials for sustainable and equitable health 
financing. 

The Thai experience provides important 
lessons on such mixed systems of financing. 
Within a policy vision of PHC and universal 
coverage, health is financed through multiple 
contributory pools, including government 
subsidies targeted at providing access for the 
poor to essential and referral care. 

However, in low-income settings, the poor 
are mainly located in the informal economy 
which mandatory schemes are unable to cover. 
Indonesia’s Jamkesmas includes the poor in 
the national social insurance effort through a 
social aid programme financed by the budget. 
Jamkesmas targets the poor with free health 
care at all levels—primary to hospital—based 
on the referral princples of the PHC approach. 
Voluntary contributory initiatives, modeled 
on social insurance and implemented at 
community level, have also proved effective in 

providing financial protection to the poor in 
the informal sector. 

Community health insurance has been  
notably successful when organized around 
income generation activities. The Self Employed 
Women’s Association, or SEWA (India), is 
often cited as an example of successful health 
financing based on empowerment of women 
and income generation. It embodies the 
essence of the PHC approach: it is anchored 
at the community level and responsive to its 
specific health needs, operating in the context 
of the overall socioeconomic structure. 

It is important to underline that, in addition 
to better collection and pooling of resources, 
systems strengthening for PHC also calls for 
better management of available resources. 
Managing investments in health to improve 
efficiency of the system—technical, allocative 
and distributional—requires government action 
in three interrelated areas: effective planning/
budgeting and monitoring of public investment, 
particularly in addressing the public health 
needs of the poor; effective incorporation of the 
large private sector into the public health effort; 
and successful alignment of health financing 
mechanisms and provider payment mechanisms.
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This article describes 

how PHC is at work in 

the South-East Asia 

Region. It includes 

real-life examples 

of how the Member 

Countries are applying 

the powerful concept of 

primary health care in 

the Region.

PHc 
in
action...

Bangladesh 
In Bangladesh, about 88% of births are still delivered 
at home, and 16% of births are assisted by skilled birth 
attendants. WHO has supported a Maternal Health 
Voucher Scheme to provide services to an estimated 
280 000 poor pregnant women each year. It began 
operation in April 2007 in 33 Upazila. The vouchers 
not only entitle the holder to free antenatal care (ANC), 
safe delivery and postnatal care, but also treatment 
of complications such as caesarian section. Qualified 
public, private and non-government organization 
(NGO) providers within the upazila (sub-district) 
participate in the scheme.

In the past, staff absenteeism in public facilities contributed 
significantly to the fact that pregnant women had to seek 
care with a private provider, the cost of which pushed many 
a family into poverty. The scheme therefore developed an 
innovative incentive scheme under which public providers 
can claim up to 50% of the voucher value even if the 
service was given in a public institution. The other 50% 
is deposited in a dedicated account at the disposal of the 
respective facility to invest in service quality improvement  
and for referral costs outside the respective upazila. 
Private and NGO providers are reimbursed the total 
voucher value. 

So far results are impressive: more then 60% of the 
targeted population has been reached. ANC attendance, 
and especially institutional deliveries and deliveries 
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Bhutan

Sangay Dem lives in Norbuling village, where 
she is a village health worker (VHW). She rose 
at dawn one morning, then made her way to 
the cottage of a sick child. The night before, 
she had left some paracetamol tablets, one 
of the nine medicines in the VHW kit, to be 
given to the child. In the morning, she found 
that the fever had not subsided and the child 
had chills as well. She advised the family to 
take the child to the basic health unit. It was 
summer time and the child could be suffering 
from malaria.

On her way she checked the water tap to see if 
there was any problem. There was not enough 
water and it was muddy. She shouted across to 
Karma, the water care-taker, to go and check 
the source of the drinking water supply. She 
also went around the village to see the footpaths 
and the cowsheds. The village used to house the 
cattle under the huts mounted on stilts. But now 
the cattle have been taken away to a corral away 
from the houses. The village is much cleaner 
and diarrhoea cases in children are fewer.

Then a man called to her from another 
household because his pregnant wife had 
not been well since midnight. She was losing 
blood. Sangay immediately requested the 
village headman to organize help in evacuating 
the young mother to the district hospital. 
She also arranged to contact the basic health 
unit staff to send a health worker to examine 
the woman and prepare her transportation. If 
the delivery was likely to be complicated, the 

attended by skilled staff, has increased up to 
400%. Caesarian section rates average 14% 
of safe deliveries under the voucher scheme. 
Absenteeism has sharply decreased. 

In 2009, an economic evaluation will provide 
the Ministry of Health and Family Welfare 

with the evidence required for the policy 
decision whether to scale-up the scheme. 
The cost-effectiveness at design phase was 
estimated with US $   1250 per life saved 
based on the assumption that the scheme 
will decrease maternal mortality by 50% and 
neonatal mortality by 66%.
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district hospital might decide to refer her to 
the regional or the national referral hospital. 
One of her patients was even referred out of 
the country. 

Sangay hoped that the young mother would 
be all right but she could not help worrying. 

She knew that 1200 VHWs like her across 
Bhutan had similar worries about their 
communities. But the respect and the regard 
they received from their communities is worth 
their efforts—after all, they were the link 
between formal primary health care service and  
the communities. 

DPR Korea

In DPR Korea, the universal free medical care 
system enables all people to have equitable and 
fair access to health care irrespective of age, sex, 
occupation and position. The Public Health 
Law emphasizes commitment to a health-care 
system that is equally preventive and curative 
with special priority for the needs of women 
and children through the household (HH) 
doctor system, whereby a medically trained 
doctor provides clinic-based and outreach 
health services for 130 households backed up 
by a network of heath facilities. DPR Korea has 
one of the highest ratios of health workers to 
population in the SEA Region (7.2/1000).

Through the HH doctors, substantial gains in 
health and development have been achieved, 
for example in maternal mortality (97 per 
100 000 live births) and infant mortality (20.2 
per 1000 live births), high immunization 
coverage (> 90% for primary immunization), 
> 98% coverage of births by skilled attendants 
and institutional deliveries, provision of 
curative services (75–80% at peripheral levels) 
and timely referral.

The HH doctor performs the roles of educator, 
communicator and advocate for hygiene 
and healthy lifestyles, organizes community-
based activities, facilitates data collection and 
reporting, acts as health service provider at 
households and clinics, conducts screening 
and early detection of cases, emergency care 
and referral, ensures registration of vital 
events and visits households regularly. HH 

doctors have also supported government’s 
efforts in controlling locally endemic diseases 
like malaria and expansion of DOTS for TB 
control, ensuring remarkably high coverage 
and success. Availability of HH doctors enabled 
rapid action following a measles outbreak in 
2007 when a mass vaccination programme 
was quickly organized. Thus, there is a strong 
foundation for integrated disease surveillance 
as well. 

Increasing NCD prevalence, persisting 
communicable disease issues and an aging 
population pose new challenges, but the 
system is building further capacity to improve 
skill mix, strengthen health planning and 
management, improve infrastructure and 
quality of services and strengthen health 
management information systems. 
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india

The National Rural Health 
Mission (NRHM), a flagship 
programme of the Ministry 
of Health and Family Welfare 
launched in 2005, is an  
effort to facilitate partnerships 
with state governments, the  
community, the private sector, 
NGOs and other stakeholders. 
The thrust of NRHM is to ensure 
a fully functional, community-
owned, decentralized health-care 
delivery system with institutional integration 
across levels. 

From narrowly defined vertical disease control 
programmes, the NRHM is shifting its focus to 
developing an integrated health system. It seeks 
to be more output and outcome-based, rather 
than input-based; it is pro-poor in its focus, 
emphasizing rights-based service delivery and 
pre-stated entitlements at all levels. It stresses 
community participation and aims to bring 
the people back into the public health system. 

NRHM seeks to provide an Accredited 
Social Health Activist (ASHA), who is from 
the community and selected by it. She is 
an honorary volunteer accountable to the 
community; acts as an interface between the 
community and the public health-care system; 
and facilitates preparation and implementation 
of a Village Health Plan along with other 
workers in the community under the leadership 
of Panchayet Samity. She receives performance-
based incentives for promoting construction 
of household toilets, universal immunization, 
referral and other health-care activities. 

In keeping with its overarching goal of reducing 
maternal mortality, various interventions 
have been undertaken. Initiatives in maternal 
health focusing on essential and emergency 
obstetric care and the Integrated Management 

of Newborn and Childhood Illness (IMNCI) 
strategy have been adopted. Various vertical 
national programmes for malaria, TB, kala-
azar, filariasis, blindness and iodine deficiency 
have been integrated under NRHM, which 
is expected to strengthen the primary health-
care system. NRHM also encompasses 
health education, food and proper nutrition, 
provision of essential drugs, water and 
sanitation, human resources development 
and involvement of traditional medicine in 
PHC. Monitoring and evaluation are a core 
component of all initiatives, with emphasis on 
data triangulation. The community itself is also 
involved in planning and review; the outcomes 
of community monitoring would include 
development of a Village Health Report Card 
and health facility score card.

Among the achievements of NRHM up to 
June 2008 are: over 624 000 trained ASHAs/ 
community workers are now actively working 
in the field connecting households with health 
facilities. As many as 251 000 village health and 
sanitation committees have been constituted. 
Around 147 000 health sub-centres have been 
made more effective through utilization of 
untied funds, availability of drugs and addition 
of 28 814 Auxiliary Nurse Midwives. 

Nearly eight million village health and nutrition 
days have been held over the last three years at the 
Anganwadi centres. As many as 8 755 primary 
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indonesia
Desa siaga (or alert village) is an initiative 
towards addressing various health problems, 
including disease outbreaks in villages 
and remote areas of the country. Through 
implementing desa siaga, Ministry of Health 
aims to provide communities with the means 
to help themselves in addressing local health 
problems.

The concept of desa siaga was based on the 
need to accelerate achievements towards 
Indonesia Sehat 2010 (Healthy Indonesia 
2010). There are four basic principles with 
respect to desa siaga. First, desa siaga is one 
of a “meeting point” between health services 
and health related programmes organized by 
the government with organized community 
efforts. At the core of desa siaga is a community 
health post (poskesdes). Second, desa siaga has a 
strong notion of “preparedness” and “alertness” 
which basically starts by knowing. Therefore, 
in order to make the community “alert” to 

any potential health problem, there must be 
an accurate and rapid information flow in the 
community. The third principle is “immediate 
response”. Once a potential health problem is 
recognized, the community through the desa 
siaga forum will take appropriate actions—
and if the actions are not sufficient, the formal 
health service system will be informed. Fourth, 
desa siaga is a “vehicle” for the community and 
health service systems to carry out various 
health programmes and activities.

To implement these principles, desa siaga needs 
some basic elements which consist of:

(a) establishment of community health 
post (poskesdes); 

(b) placement of health professionals 
(midwife or others);

(c) community participation (in the form 
of self assessment), and 

(d) active roles by desa siaga cadres. 
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health centres have been made operational on a 
24-hour basis. Additional 6 271 MBBS doctors 
and 3 882 doctors of traditional Indian systems 
of medicine have been added to PHCs.

Over 6 900 000 deliveries—49% of 
all births—were covered under Janani 
Surakhsa Yojna (safe motherhood plan) in  
2007–2008. 



Maldives

Maldives has made important gains in 
providing primary health care since the Alma-
Ata Declaration. All health indicators show 
steady gains and the health status of the 
population has improved signifi cantly. Major 
communicable diseases such as malaria and 
vaccine-preventable childhood diseases are 
eliminated. Prevalence of TB and HIV/AIDS 
are low, and some diseases, such as fi lariasis and 
leprosy, have reached the regional elimination 
targets. 

Infant, maternal and under-fi ve mortality 
rates have all decreased over the last decade, 
with an increase in life expectancy at birth 
for both sexes. Uniquely for a country that is 
geographically dispersed, Maldives achieved 
a credible record of sustaining 98% vaccine 
coverage over the last fi ve years. 

Access to maternal and child health and family 
planning have been increased. Th e number of 
health-care facilities has grown along with the 
availability of competent human resources. 
Special attention is being paid to adolescent 
sexual and reproductive health (ASRH), 
focusing on both men and women and 
reproductive-age girls and boys. 

Th e commitment of the Ministry of Health in 
providing services of an obstetrician at atoll level 
is a tremendous achievement. Improvements 
have been made in the coverage and quality 
of maternal and child health services, which 
includes antenatal care coverage and births 
attended by skilled professionals. Institutional 
deliveries have reached more than 80% in the 
country, which could be one of the reasons for 
reduced maternal and infant mortality rates. 

As malnutrition and micronutrient defi ciency 
persist, the government recognises the 
importance of improving nutrition, focusing 
on maternal and child nutrition. Th e Ministry 

of Health had started several initiatives 
such as iron supplementation of pregnant 
women, growth monitoring of children 
and promotion of iodized salt and mass de-
worming and Vitamin A supplementation 
for school children. Maldives developed and 
implemented its fi rst comprehensive national 
nutrition plan of action for 1997–2000 and 
the second national nutrition strategic plan for 
2002–2007.

Since 2002, a series of activities have been 
undertaken based on a life-cycle approach 
that also embraced other vulnerable groups 
such as older adults. Th ere are still areas 
that need attention, such as anaemia and 
malnutrition among pregnant women and 
women of reproductive age, the unmet need 
for contraception, noncompliance, inadequate 
knowledge regarding STDs and limited 
services for infertility and reproductive organ 
cancers. 
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workers, auxiliary midwives, trained birth 
attendants and household workers, have been 
trained throughout the country for more 
than three decades. Th ey are selected from 
the community, trained appropriately by 
government health personnel and provided 
with necessary manuals, guidelines and 
equipment. Th ey provide essential PHC 
activities to the people where they reside, 
working in collaboration with the health 
personnel. Th is kind of community involvement 
in health activities greatly contributes to the 
success of Rural Health Development and 
National Health Plans.

In response to the need for extra health staff  
for the disaster management after cyclone 
Nargis, (2–3 May 2008), health personnel 
from all over the country were mobilized to 
the storm-hit areas. Th ey worked together 
with the basic health staff  stationed there 
and together with the community, they 
performed PHC activities for prevention of 
disease outbreaks, psychosocial well-being 
and health promotion. 

Myanmar

Myanmar adopted the Primary Health Care 
(PHC) approach even before the Alma-Ata 
declaration. As early as 1977, Myanmar was 
implementing PHC in pilot townships in the 
country. Following the Alma-Ata declaration, 
Myanmar offi  cially launched People’s Health 
Plans, which were based on the principles of 
PHC. People’s Health Plans were changed into 
National Health Plans in 1991. Th e health 
plans adopted a comprehensive approach 
encompassing all the eight elements of PHC, 
and continue to do so till today. 

Basic health staff  including midwives, lady 
health visitors and health assistants are 
providing promotional, preventive, curative 
and rehabilitative services through the PHC 
approach down to the community and 
village level. At this level, they work hand-
in-hand with voluntary health workers, civil 
organizations and the community. Th e spirit 
of voluntarism of the people of Myanmar 
contributes greatly to the success of PHC in 
the country. Diff erent categories of voluntary 
health workers, namely community health 
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nepal

Th e Female Community Health 
Volunteer (FCHV) Programme 
in Nepal was started in 1988 
by the Ministry of Health and 
Population in order to improve 
community participation and 
to enhance the outreach of 
health services through local 
women working voluntarily in 
their communities. Initially, the 
strategy proposed one FCHV 
per ward, roughly covering a 
population of 500 people each 
in rural areas. In the mid-1990s 
a “population based” strategy 
was adopted in 28 districts, 
whereby additional FCHVs were 
recruited. Today, there are nearly 
50 000 FCHVs in Nepal, and 97% 
of them are in the rural areas.

FCHVs are the foundation of 
Nepal’s primary health care 
system and are the key referral 
link between the communities 
and health services. Th ey play an 
important role in contributing 
to a variety of key public 
health programmes, including 
family planning, maternal 
care, child health, vitamin A 
supplementation/de-worming 
and immunization. 

Given that a majority of health 
problems in Nepal, particularly 
in the rural communities, are 
related to the health of women 
and children—coupled with a 
lack of human resources in the 
health sector—FCHVs are a 
major contributory factor for 
Nepal to achieve health-related 
goals. 
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Sri lanka

Th e achievements in the fi eld of health made 
in Sri Lanka over the past sixty years since 
attaining independence in 1948 have caused 
tremendous improvements in the health of the 
people. Promotional and preventive health care 
is being provided by a well-organized service 
structure going right down to the village level. 
Th e public health services are delivered through 
a network of Divisional Health Units under the 
charge of a Medical Offi  cer of Health supported 
by Public Health Midwife (PHM) and Public 
Health Nursing Sister who are responsible for 
maternal and child health and family planning; 
a Public Health Inspector (PHI), responsible 
for environmental health and the control of 
communicable diseases; and an Adolescent 
Dental Surgeon and a School Dental Th erapist 
who provide dental care to school children and 
adolescents. Promotive and preventive health 

care for the adolescents and youth population 
is also provided by PHM and PHI. Th ey form 
the interface between the community and the 
formal health care delivery system, obtaining 
community participation through village 
leaders, peer leaders and voluntary health 
workers. 

Community-based health care in Sri 
Lanka has a long history. Th e Ayurveda 
system of medicine introduced from India 
was predominantly practiced among the 
inhabitants of the island. Th e practice of 
Ayurveda among Sinhala speaking people, 
Siddha among Tamil speaking people and 
Unani, which had been introduced by 
seafaring Arabs many centuries ago, were the 
three main components of health care. Th e 
establishment of a formal primary health-care 

HealtH in South-east asia || September �008 | 1� HealtH in South-east asia || September �008 | 1� 



been expanded to cover other essential primary 
health-care work such as water and sanitation, 
nutrition and maternal and child health. The 
volunteers have also played key roles in the 
surveillance and control of communicable 
diseases like HIV/AIDS, TB, SARS and avian 
influenza. And yes, they have been doing all of 
this for no pay.

This is possible because voluntarism has deep 
cultural roots in Thailand. Traditionally, farmers 
help to plant and harvest each other’s paddy 
fields and villagers give community labour to 
build dirt roads and dig wells. And although 
no money is paid to village health volunteers, 
there are other forms of incentives. Volunteers 
and their immediate family members get free 

health services and special 
quotas for government 
nursing colleges or grants 
to study and return as 
public health officers. But 
as important an incentive 
as these tangible rewards 
is the fact that they get 
public recognition from 
both the community and 
the formal health sector. 
Enhanced social standing, 
respect from their peers 
and personal satisfaction 
go a long way in making 
the VHV system the 
vibrant and sustainable 
scheme that it is today. 

thailand

Planners must have raised their eyebrows in 
disbelief when they first heard the proposal some 
30 years ago for a Village Health Volunteer force 
to provide basic health care for every village in 
Thailand. It seemed a daunting task. Who would 
be willing to work for free? How could volunteers 
be recruited from every single village in the 
country? After all, with a desired critical ratio of 
1:100—one volunteer for every 100 people—the 
force would have to number in the hundreds of 
thousands to cover the whole country.

Thirty years on, Thailand has a world-renowned 
VHV scheme. It has over 800 000 members 
today, serving a population of 65 million. From 
humble beginnings of giving simple care for 
diseases and injuries in the village, their role has 

system has a history going back to 1926 
when the first Health Unit was established 
in Kalutara, long before the 1978 Alma-Ata 
initiative.

Sri Lanka today is better off than many 
countries and is often cited for its excellent 
health status indicators, such as increased 

life expectancy and low infant and maternal 
mortality. This status is the result of social 
commitments that were made by successive 
governments during the past six decades and 
successful health promotion and preventive 
initiatives through this strong infrastructure of 
primary health care services, extending to the 
household level. 
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timor-leste

The principles of Primary Health Care 
are strongly articulated in the founding 
documents of the Democratic Republic of 
Timor-Leste. Section 57 of the Constitution 
of the Democratic Republic of Timor-Leste 
(Assembleia Constituinte, 2002) and Section 
11 of the National Development Plan 
(Democratic Republic of Timor-Leste, 2002) 
strongly advocate universal and free access to 
health care and coverage on the basis of needs, 
commitment to health equity and community 
participation. These are encapsulated in the 
vision statement of “Healthy Timor-Leste 
People in a Healthy Timor-Leste”.

The public health-care delivery system in the 
13 districts of Timor-Leste includes 65 health 
centres, 179 health posts and 162 mobile 
clinics, all providing primary health care to the 
community. The six referral hospitals are also 
integrated in the primary health care system in 
the country. These facilities are resourced by 
about 2 500 Timorese health workers with the 
support of 168 Cuban doctors. About 60% of 
these health workers provide health services 
in primary health care settings. Despite 
significant variations in quantity and quality 
of medical equipment, all facilities have the 
basic equipment to provide the basic package 
of services, and 75% of those public health 
facilities are newly constructed or renovated to 

provide the minimum adequate infrastructure 
for the provision of services. 

In 2008, the Ministry of Health launched a 
basic services package to improve universal 
access to basic health services appropriate to 
the level of care. To empower communities 
in the implementation of PHC interventions, 
the Ministry of Health also launched an 
initiative to revive community participation 
through an integrated community health 
service (SISCA in the Portuguese acronym), 
whereby the health centres are “mobilized” 
by the community to take priority PHC 
interventions and services to the villages. Once 
a month, every village is “inviting” health 
centre staff to provide integrated services 
related to mother and child health including 
antenatal care, immunization, growth and 
weight monitoring, supplementary feeding, 
general medical consultation and other 
services. 

SISCA offers a package of five interventions—
registration, growth monitoring, personal 
hygiene, health promotion and immunization. 
Increasingly, insecticide-treated bednets and 
other interventions are also being offered. 
The potential to expand coverage with a 
larger package of mother-and-child health 
interventions is huge and needs to be exploited 

as the initiative is intensified 
across the nation in subsequent 
months. 

Full operationalization of 
the initiatives should have 
a rapid, positive impact on 
the health of the Timorese  
population. It is too early 
to assess the impact of these  
initiatives, which require 
considerable human and 
financial resources. 
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Following the Alma-Ata Declaration in 
1978, the early 1980s saw great activity 

in many countries to establish functioning 
national immunization programmes. 
Although many countries had already 
initiated immunization activities, it was the 
Alma-Ata Declaration that provided the 
focus and the framework for the Expanded 
Programme on Immunization (EPI). The 
six vaccines included in the EPI programme 
are BCG (against TB), tetanus, diphtheria, 
pertussis, polio and measles.

UNICEF and WHO provided stewardship 
and technical guidance, and also mobilized 
vast resources to help countries put in place 
cold chain and logistics infrastructure and 
trained an army of health workers, nurses 
and social activists that galvanized mothers 
to get their children immunized. Since it was 
not possible for all mothers, particularly in 
remote rural areas, to bring their children to 
fixed health facilities, a network of outreach 
clinics was established in many countries 
where, on fixed days, health workers came to 
provide a package of preventive, promotive 
and curative health services to rural people. 

Immunization was one of the key components 
of such outreach services, and coverage 
rates for all vaccines rose dramatically the  
world over.

Buoyed by the rapid progress, by the middle of 
the decade UNICEF and WHO were calling 
for the achievement of Universal Childhood 
Immunization (UCI). This implied that all 
countries should reach and sustain coverage 
greater than 80% for the EPI vaccines. With 
strong political commitment and sustained 
donor support, all developing countries were 
able to meet the goal and in 1991 WHO/
UNICEF formally announced to the world 
the attainment of UCI. Unfortunately 
the UCI declaration was a signal for 
donors to move on to other priorities, and 
immunization access and quality began to 
decline in many countries in the following 
years. But immunization continues to be the 
most cost-effective public health intervention 
available today and, despite the decline 
in immunization coverage post-UCI era, 
globally immunization has had significant 
impact on mortality and morbidity from 
vaccine-preventable diseases.

immunization
saving lives with pennies
Dr. Pem Namgyal, Regional Adviser, Immunization & Vaccine Development, WHO/SEARO
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Smallpox, which used to kill about 2 million 
people annually, was eradicated by 1979 by 
vaccination. Globally, vaccination reduced 
polio cases from 300 000 annually in the 1980s 
to 1315 by 2007; whooping cough cases have 
fallen from 3 million to less than a quarter of 
a million; measles deaths declined from about 
6 million to less than half a million; estimated 
diphtheria cases dropped from about 80 000 in 
1975 to less than 10 000 today; and neonatal 
tetanus is eliminated in more than two-thirds 
of developing countries. In addition to direct 
health benefits for the individuals vaccinated, 
vaccination also has many benefits for society in 
general. It mitigates the severity of disease should 
that disease occur in a person who is vaccinated; 
it can protect unvaccinated population through 
a “herd effect”, where sufficient number of 
immunized individuals can have a protective 
effect in reducing disease in the unimmunized 
population; and it can prevent cancers, extend 
life expectancy, reduce societal consequences of 
debilitating sequalae of diseases, save hospital and 
treatment cost, promote safe travel and enhance 
economic growth. Despite such benefits, many 
countries do not invest enough resources or 
accord sufficient priority to ensure access  
to immunization.

The South-East Asia Region sees more than 38 
million births annually. Three of its countries are 
among the top ten with the most unimmunized 
children—it is estimated that more than 
13 million children do not receive routine 
immunization annually in the Region. Many 

countries still do not allocate national 
resources to vaccines that cost less than 
10 cents a dose, let alone introduce 
new and more expensive vaccines 
into their national immunization 
programmes. Such programmes are 
plagued by shortage of staff, ageing 
and non-functioning cold chain 
equipment, lack of transport to get 
vaccines to the sites where needed and 
vaccine stock-outs. Yet there is hope, 
and new opportunities to strengthen 

immunization systems and enhance access to 
new and underutilized vaccines by children in 
developing countries.

The Global Alliance for Vaccines and 
Immunization (GAVI) was launched in 2000 
to strengthen immunization systems, and 
accelerate the development and introduction 
of new vaccines and technologies in countries 
with less than US $ 1000 per capita GNP. Eight 
of the eleven Member States of the Region 
are GAVI-eligible. In its first phase (2000–
2005), the GAVI alliance provided more than 
US$ 180 million worth support to countries 
of this Region in the form of cash grants, 
vaccines and injection equipment. Almost all 
countries of the Region have now introduced 
hepatitis B vaccine into their routine EPI 
programmes, but uptake of Haemophilus 
influenzae type b (Hib) vaccine is slow. Other 
vaccines are on the horizon: they include 
rotavirus vaccine, pneumococcal vaccine, 
and possibly even human papilomavirus 
vaccine. Countries must strive to strengthen 
their health systems, particularly managerial 
and supervisory capacity, so that national 
immunization programmes can add new 
vaccines—so that more children can be 
protected from life-threatening diseases with 
more vaccines in national immunization 
programmes. For if anything can prove  
the truth of the age old adage that “an 
ounce of prevention is better than a pound 
of cure,” it is immunization against vaccine-
preventable diseases.
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challenges & issues

Health orkforce includes those involved 
in providing health-care services as well 

as those who manage and support the health 
system. The World Health Report 20061 stated 
that health workforce plays the key role in a 
health system, and there is close correlation 
between qualified health workers and key health 
outcomes. Primary health care workers are the 
health workforce that is trained, accessible and 
available at rural and other primary care levels. 

The population in the Region is mostly rural, 
poor, vulnerable and marginalized. If countries 
want to make a qualitative improvement in their 
overall health situation, they need to improve the 
health status of this vast majority of population. 
Health workforce plays a critical role.

Health 
workforce 
in the 
South-east asia 
Region

1.  WHO, World health report 2006: Working together for health. 
Geneva.
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Dr. M. Muzaherul Huq  
Regional Fellowships Officer  
WHO/SEARO
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Primary health care workers have a long and 
close contact with the community and are well  
accepted locally. Their knowledge of the 
community enables them to gather support from 
the families of the community. They are the entry 
point to health services for those in need, and 
provide the vital link between the community and 
the health care system. They are often the primary 
source of health care & also in a position to offer 
continuity of care. They address the common 
maternal, childhood and geriatric ailments and the 
burden of chronic disease requiring continuum 
and home-based care, and also play a pivotal role 
in preventing and controlling communicable and 
noncommunicable diseases.

With emerging and re-emerging diseases such 
SARS and avian flu, as well as natural disasters 
like floods, cyclones and tsunamis, people now 
expect much more from health workers in the 
community.

Health workforce issues
Shortages. While the global shortage 
approaches 4.3 million health workers, the 
greatest shortages are in SEA countries, 
particularly Bangladesh, India and Indonesia. 
Out of 11 countries, 6 countries have critical 
shortages of doctors,nurses and midwives.
To meet the health-related Millenium 
Development Goals (MDGs),there is an 
estimated shortage of 1 164 001 in these 
categories only, requiring a 50% increase in 
production (World Health Report 2006). 
The situation with the PHC workforce is 
similar.Two main reasons for these shortages 
are inadequate capacity and insufficient 
budget for training. Other causes are lack of 
proper human resource (HR) policies with 
proper direction, and absence of proper  
data for evidence-based health workforce 
strategic planning. 
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challenges and Priorities
Re-examination and situation analysis of the country HR situation and policy

Prepare a database of health workforce & link it with the existing health information 
system

Develop a strategic HR plan with a timeframe 

Prepare a database of education & training institutions 

Review & update the pre-service, in-service & continuing education curricula 
according to country needs

Strengthen the capacity of training institutions

Strengthen professional councils for quality assurance of education & training















Inadequate competencies. Inadequacy in training 
results in inadequate competency. Curricula 
need to be updated to reflect the health needs 
of the country. Poor delivery of the curriculum 
and the absence of proper monitoring and 
supervision are other impediments. The quality 
of education and training has deteriorated 
in recent years as health science education 
is merchandised in many countries, with 
mushrooming growth of training institutions.
There are shortages of faculty, and many lack 
required qualifications and teaching experience. 

Efforts are being made to develop standards and 
criteria for accreditation by medical councils, 
but the Region as yet does not have a standard 
guideline for countries to follow.

Health workers also need to keep pace with 
recent clinical advances including technology. 
There is a huge need for in-service training and 
continuing education to promote professional 
development. But no established system for 
continuing education exists in most countries 
of the Region. 
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Uneven distribution. The rural–urban 
maldistribution is a threat to the effective 
functioning of health systems. In some  
countries, there is an oversupply in 
some categories of health workers and 
underproduction in others. Some countries 
are overproducing doctors and nurses at the 
expense of other primary health-care worker 
development. However, this other health 
workforce plays a significant role in managing 
the health system, particularly in rural settings.

Inefficient management. Lack of proper 
financial and career incentives influence the 
attitude of health workers, resulting in low 
productivity and low quality. Countries need 
to take a systematic approach with proper 
evidence-based policy and planning. A proper 
situation analysis of the health workforce is 
required, but though efforts are being made, 
most countries of the Region still lack an 
HR information system or a database for all 
health workers, including primary health-
care workers. WHO-SEARO is working on 
developing a database through countrywide 
surveys.

Challenges. Countries make huge investments 
in production and management of health 
workforce; substantial investments are also 
being made by donor partners and other 
stakeholders. Given the regional geography and 
demographics, there is a need to prioritize the 
needs of the vast majority who live in rural areas. 
This is the greatest challenge for the countries 
and their policy-makers, requiring ethical and 
judicious decision-making. Attention needs 
to be given especially to strengthening the 
health workforce at the PHC centres. Incentive 
systems to recruit, deploy and retain the health 
workforce are needed to encourage health 
workers to work at rural settings.

Support will be needed by most Member 
countries in capacity building, particularly 
with regard to strengthening training 
institutions for sustainable production 
of quality health workforce ton manage 
health systems effectively. Countries need 
to work together with other stakeholders 
including WHO on policy, planning and 
implementation of activities encompassing 
both technical and other support.
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