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1. EXECU~SU~ARY 

The Primary Health Care (PH C) Review Project intends to review the changes and the 
challenges imposed on PHC and to provide a clear description of good practices and an 
articulation of WHO policy in primary care. A PHC Review was undertaken in 20 countries 
and areas of the Western Pacific Region from July to November 2001, following a common 
framework developed by the WHO Regional Office for the Western Pacific. Data content 
analysis was performed on the 20 country and area reports. 

The results of the Western Pacifi·c Region PHC Review clearly indicate that the PHC 
paradigm has been generally well unde:i-stood and that PHC principles are now embodied in 
almost every country/area's plans, constitution, decree or party resolutions. The PHC 
approach is considered to have supported a general improvement in health status and life 
expectancy in the Region. However many old health challenges persist in some countries and 
areas. For example, there is evidence of unacceptably high prevalence of some 
communicable diseases, unsatisfactory maternal and child mortality rates or inappropriate 
water and sanitation coverage. At the same time, more recent challenges to the health sector 
require urgent attention, such as the rising inequities and fmancial difficulties, the ageing of 
the population, the high incidence of injuries, new communicable diseases and the 
noncommunicable chronic diseases epidemic, while the quality of existing care systems is 
being questioned. The PHC paradigm is thought to be robust enough to address all health 
challenges. It is also consistent with the countries and areas views ofhealth development. 
Countries and areas are exploring innovative approaches, combining many/all aspects of the 
PHC philosophy and values with tools and approaches from other paradigms, such as 
economic strategies. Considering the validity of the PHC paradigm, the ongoing and new 
health challenges, the PHC approach should continue to be supported and strengthen by 
governments and WHO to preserve past achievements, to improve the imperfect current 
situation and to prepare for the future. However efforts should be re-focused on equity, fair 
and sustainable health financing, quality, and new health services to address the emerging 
challenges. 

In order to achieve this, more emphasis should be given to advocacy work to protect 
vulnerable populations and the rural poor, to strengthen health rights, good public 
information, capacity building for local action, and to develop health prevention and 
promotion. More attention should be given to fmancing methods and regulations through 
funding mechanisms and legislation, and to socio economic development plans. Emphasis 
should be placed on quality health services, systems, facilities and personnel. The education 
of health workers should be re-oriented towards more quality, demand driven, culturally 
acceptable care. Health workers' roles and responsibillties should be reoriented towards 
multi-skilled teams with more nurses, midwifes, social workers and community workers. The 
under-utilization ofPHC services should be addressed systematically. Quality essential 
obstetric care and emergency care for traffic accidents should be available. New services 
should include mental health, long term nursing, home and day care for the aged, HIV I AIDS 
patients or for chronic noncommunicable disease patients such as diabetic patients. The 
significant benefits to integrate/coordinate private providers (for profit or not, traditional or 
modern) social services and civil society groups with the public services should be stressed. 
Innovative providers should be supported. Research should evaluate effective models. 
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Recommendations for governments include the need to strengthen leadership, 
coordination and stewardship to ensure a stable improved management and funding for PHC 
services; to commit to long term capacity building of health human resources, to ensure the 
availability of essential medicines and their rational use; and to the existence of a useful 
health information system . . 

Recommendations for WHO are to support Memher State~ to l'lssume this focuserl ta~k. 
Therefore WHO would also need to strengthen its leadership and coordination capacity 
(including support to the sector wide approach); WHO would have to ensure renewed 
advocacy work, capacity building, long term financial and technical assistance for the PHC 
approach. Technical assistance should focus more on legislation, regulation of the health 
market through health insurance and fui.iding mechanisms, organizational changes 
management. Dissemination of information and sharing of expertise on PHC by WHO 
should continue. The integrated approach, innovations, flexibility and the respect of national 
contexts should continue to be stressed in the implementation of the PHC approach. 

2. BACKGROUND 

WHO has been a strong advocate ofprimary health care (PHC) since 1978. Since the 
policy was established, many changes have taken place in the context of international health, 
with the result that PHC now faces new challenges: the growing epidemic of 
noncommunicable diseases, mental health disorders, injuries, and violence, the impact of 
HIV/AIDS and other infectious diseases, demographic changes, increasing poverty and 
inequities, the effect of globalization, institutional and social changes. Improvements to PHC 
are seen as fundamental in increasing population access to health care, and reducing the 
burden of disease. 

In response, the Noncommunicable Disease (NMH) Cluster and the Evidence and 
Information for Policy (EIP) Cluster have initiated the PHC Review Project which, in 2001, 
with the Regional Offices and Member States reviewed these changes and the challenges they 
impose on PHC, and provided a clear description of good practices and articulation of WHO 
policy in primary care as a component of health policy and systems, and as a contributor to 
improvements in health status. 

WHO Regional Office for the Western Pacific ('WPRO) accepted to contribute to the 
WHO Headquarters'-spearheaded PHC global review, while taking the opportunity to update 
its knowledge on the status ofPHC in the Region. The review also provided an opportunity 
to assess possible linkages with other programmes and to evaluate ways to strengthen the 
access to affordable quality health care and improve the health status of populations through a 
better implementation of the PHC approach in the Region. 

The Health Sector Development (HSD) Division of the WHO Regional Office for the 
Western Pacific decided to apply different methodologies tailored to the specific country/area 
situation to obtain the information needed for the Regional PHC Review Report. However, a 
common framework was applied through a short checklist questionnaire to ensure coherence 
to the review. The HSD division also decided that the second HSD Technical Advisory 
Group (TAG) meeting in December 2001 would focus on primary health care. 
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3. OBJECTIVES 

The policy review project general objective is to answers three core questions for 
WHO: 

1. What should be WHO future strategy and policy on PHC? 
2. What role should WHO have in supporting countries to develop their PHC strategies 

and programmes? 
3. What resources anctcapacity will WHO need to assume its role? 

The global policy review project intends to reach the following specific objectives: 

1. to produce specific regional reports on PHC; 
2. to conduct specific regional workshops on PHC; 
3. to write regional consolidated reports based on the two first points; 
4. to consolidate a global report based on the six regional reports; 
5. to validate the global report; and 
6. to organize a global meeting for future policy proposals. 

WHO Regional Office for the Western Pacific specific objectives for the PHC review 
project were: 

1. to produce a regional PHC review report; 

2. to conduct a regional PHC review workshop linked to the Division TAG Meeting; 
and 

3. to write a regional consolidated report based on the two first points. 

4. METHODOLOGY 

WHO Headquarters produced an "Issue Raising Report" which detailed the purpose, 
timing and process of the PHC review. It also located and defmed PHC within WHO's 
Corporate Strategy and strategic directions. It reviewed emerging health challenges, PHC as 
a component of health systems, PHC and broader health development, PHC and international 
agencies, and implications for WHO. 

At the WHO Regional Office for the Western Pacific level, a literature review was 

undertaken previous to the elaboration ofterms of reference for country collaborators. The 
production of a common framework, under the form of a short checklist questionnaire, and a 
common PHC definition were prepared to guide the authors (see annexes) to facilitate the 
compilation and the comparison of the reports and to ensure coherence to the review. 

The WHO Western Pacific Region includes 37 countries and areas. Within the budget 
limitations, aware of huge differences among the Members States, the objective was to review 

the largest number of countries and areas as possible. Twenty-one countries and areas were 
chosen. Twenty country/area reports were produced between July and November 2001. A 

. purposive sample of countries and areas were chosen. Criteria included renowned past 
experience with PHC, countries/areas undergoing significant socio-politico-economic 
changes, countries/areas in rehabilitation, more advanced countries, and a representative 
number ofPacific island nations. 
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The authors who wrote the PHC country reviews were commissioned on a private 

basis. Their qualifications varied from independent consultant to high-ranking Ministry of 

Health or government official, professor or researcher in a renowned training or research . 

institutions. Twenty-eight professionals collaborated on the country/area reports. Twenty

four were native authors and four were international, including two WBO country office staff. 

Authorization to proceed with the PHC revit:w was formally obtai.tled fwm all the 

countries/areas reviewed. Only one country (Papua New Guinea) was not able to participate 

in the review due to a constrained agenda of activities. 

The collaborators were invited to consider in their report the views and roles of the 

Ministry of Health and also ofthe other. health actors, such as the private for profit sector, 

professional associations, nongovernmental organizations (NGOs) or churches. 

The collaborators were advised to either consult personally or through their reportS 

with other ministries and international partners. 

Consensus meetings, focus groups with health officials, other health actors or 

communities were recommended when judged necessary and useful to strengthen the answers 

to some ofthe questions. 

The PHC approach at the different levels of the health system was to be analysed. 

Marked differences between some regions of the country/area were to be described. 

Some clear evidence of impact (illustrated by key data or figures) and how that impact 

was achieved as well as a few examples of the changes, were requested for the country/area 

review report rather than a long list of indicators from the last two decades. 

Trends and major changes (illustrated by key data or figures) were more important for 

the country/area review report than detailed annual budget analysis or detailed enumeration of 

executive orders in the last two decades. 

The researcher was requested to focus on what worked well and why, as well as reflect 

on wealmesses and what might need to be changed in the future. 

Draft country/area reports were read before final submission. Additional questions and 

clarifications were possible thanks to the excellent cooperation of the authors. Language 

ambiguities and pe~uliarities are inevitable and despite efforts to avoid them some 

misunderstanding might still have occurred. 

Final country/area reports have been submitted to the countries/areas' respective 

governments for comments and factual corrections if needed. At the time of the completion 

of this report, only one country (Australia) had transmitted its observations. 

Data were systematically analysed by content analysis technique. Results were 

crosschecked with other documents and the available literature. 

Statistical data came under different indicators, from different sources and years. 

Comparing them was impossible; however, they were useful on a country/area basis for 

illustration and argumentation. They were not inserted in the regional report. 

There are a wide range ofPHC systems in place in the Western Pacific Region. This is 

not surprising, considering the diverse cultural, economical and socio-political contexts of the 

Member States. However, a one-by-one description of these systems would be 
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overwhelming. Therefore, this document aims to synthesize material that has been largely 
gathered through 20 individual country/area reports to identify the major trends and issues. 

5. FINDINGS 

5.1 A brief description of Member States policies and systems for PHC in the Region 

5.1.1 The concept ofPHC as it has developed at country/area level 

After two decades of implementation, the PHC concept seems to be well understood. It 
is considered mainly as a primary level of care (14/20 countries/areas) that should be 
available to all (13/20) and is seen as' closely linked to preventive, promotive and population 
health services (12/20). This primary level of care is offered as a defined package of 
activities or programmes, ( 1 0/20) implemented in either a vertical or integrated way, 
depending on the country/area. 

However, Mongolia and South Korea report that some professional groups still seem to 
misunderstand the concept, and consider PHC to be low technology, cheap, rural care. 

Many country/area reports also identified several other principles associated with the 
defmition ofPHC. These include: 

);> Scientifically sound and socially acceptable care (identified in 10 reports) 

> Community participation (identified in nine reports) 

>- Affordable and sustainable care (identified in eight reports) 

>- Network of health facilities as part of a referral system (identified in eight reports) 

> A strategy (identified in eight reports) 

>- A philosophy based on self reliance, self responsibility, people's empowerment 
(identified in eight reports) 

> Inter-sectoral approach (linked to socio economic development) (identified in six 
reports) 

Japan and New Zealand report that PHC is the association of curative care (primary as 
well as access to more sophisticated care) and population services (public health services such 
as health promotion, sanitation, water, communicable dis'ease control, etc.). However, these 
services are largely managed separately. In New Zealand, recent policy changes specifically 
related to PHC attempt to encourage primary medical care services to adopt more of a public 
health approach. In Australia, PHC is described as a mix of primary medical care, community 
health services (multidisciplinary health promotion, prevention, and post acute care) and 
population services. · 

It is difficult to specifically compare PHC services across countries and areas because 
the definitions ofkey system aspects related to PHC vary considerably, particularly with 
respect to terms such as 'community health services', 'general practitioner' and 'family doctor'. 
If these terms are used in discussions or definitions, considerable care must be taken to define 
these further to avoid misinterpretation. 
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5.1.2 PHC policy, principles and values in health systems 

Despite an apparently reduced interest in "primary health care" in favour of more 
recent concerns more than two decades after Alma Ata, several countries/areas in this Region, 
both developed and developing, have very recently adopted specific national PHC policies. 
(VietNam Circular 1997, Cambodia National PHC Policy 2000, Lao People's Democratic 
Republic NationRl PHC Policy 2000, New Zealand National PHC Strategy 2091). 

Specific reference to "Health For All (HFA)" or PHC can also be identified in national 
plans for health or economic development, Ministry of Health vision statements, mission 
statements, or strategic plans of some very different countries/areas in the Region (China 
1991, Philippines Local Government Code of 1991, Mongolia HFA 1998, American Samoa 
2000, Samoa 2000). · 

Although the majoritY of the reviewed countries/areas do not seem to have a specific 
national PHC policy, the PHC core principles (equity, community participation, inter-sectoral 
collaboration, affordable costs, scientific sound and acceptable technology) are embodied in 
almost every country's health plans, constitution, decrees or party resolutions, demonstrating 
that the PHC principles are quite universal, and relevant enough to be accepted under a wide 
spectrum of political systems. 

No country or area has developed specific legislation on PHC. However, all have 
enacted a range of laws covering many aspects relevant to the development and 
implementation ofPHC programmes and activities (for example, tobacco control, food safety, 
HN/AIDS, essential drugs, regulation of health professionals, etc.). 

Yet, despite the apparent suitability of the PHC principles to all countries, the degree 
and nature of implementation continues to vary greatly. 

In addition, it is clear that PHC remains the 'poor cousin', and resources are usually 
substantially directed towards more complex and expensive hospital-based care. In the 
Pacific, some countries and areas have health systems that have been strongly influenced by 
the United States of America, where much of the system focuses on hospital-based treatment 
services. In part this seems to relate to the influence of funding mechanisms; in addition, it 
may also reflect the fact that many health workers in these systems have received training in 
the United States. Changing these systems has proven extremely difficult. It should also be 
noted that in small Pacific communities the hospital is often the only health facility available, 
and therefore provides a degree of primary-level care. However, there does seem to be a 
desire to increase the commitment to implementing a stronger PHC approach. This is 
evident, for example, in plans in Palau, where the key issue is finding ways of making the 
system financially sustainable, and in the way in which American Samoa is restructuring the 
Ministry ofHealth. 

The Australia and New Zealand governments are actively searching for ways to correct 
persistent inequities in health for certain population groups. They are also exploring measures 
to improve service coordination, integration of services, cost containment and health 
information systems, and to strengthen community involvement- all of which are consistent 
with the PHC values and philosophy. · 

Consumer demand, epidemiological changes, and rising costs are motivating some 
centrally-controlled health systems. to explore the decentralization of health services, such as 
in Malaysia, or to improve the integration of primary curative health services and public 
health functions at the community level, such as in Japan. 



-7-

Cambodia is rebuilding its health system following classic PHC strategies very closely, 
in combination with newer innovations, such as exploring approaches of "contracting in" and . 
"contracti?g out" services. 

It is therefore worth noting that, despite the many difficulties for health systems today 
including the global financial crises, the challenge of global trade markets, epidemiological 
changes, rising costs, and persistent inequiLies in access to health servit;c::~, many of the 
solutions and approaches that countries are considering are consistent with the principles or 
values of PHC, even though they may not be officially articulated as being part of a "primary 
health care" approach. Countries also seem to be looking to combine many/all aspects of the 
PHC philosophy and values with tools and approaches from other paradigms, such as 
economic strategies. - . 

5.1.3 PHC and community participation 

Community participation emerges as an important factor in the proper implementation 
of the PHC approach from all the countries/areas surveyed. However the degree of 
community participation, and the form it has taken, varied from country to country and over 
time. 

Countries in transition (China, Lao People's Democratic Republic, Mongolia, Viet 
Nam) tend to make decisions at central and provincial levels, leaving implementation to the 
communities. Nevertheless there are mechanisms in these countries through which 
community consultation participation takes place, such as the PHC Steering Committee at the 
district level in VietNam, or Women's and Youth groups, or civil society groups related to 
the national party in Cambodia and Lao People's Democratic Republic. Community 
participation and involvement of other relevant parties in health sector policy-making is also 
being strengthened. For example, China and Mongolia have organized inter-ministerial task 
forces, provider coordination bodies and consultation workshops at central and/or provincial 
levels. 

Ev<;n if community participation is embodied in the country's legal and administrative 
system, its effective implementation depends on many factors and so may not automatically 
result in successful involvement of the community, as seems to be the case in the Philippines. 

Community participation has been a traditional feature of life in most Pacific island 
countries. In the early 1980s, this helped establish well-recognized community committees 
and self-help groups in countries and areas such as American Samoa, Cook Islands, Kiribati, 
and Marshall Islands. However, societal changes, health systems that have failed to meet 
expectations, and distortions brought about by large amounts of external funding have all 
worked to weaken this traditional approach. These countries/areas are now studying ways to 
revive this strength. 

Interestingly, when community opinion is channelled through a rigid formal system, 
such as in South Korea, informal channels seem to open up to satisfy various needs of 
community groups to be heard. This has apparently happened in South Korea with the 
development oflobbying by NGOs. 

Strongly structured and led governments, such as in Cambodia and Malaysia, can be 
very open to civil society consultation through diverse mechanisms. 
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5.1.4 Financing PHC 

Significant under-financing is a daunting challenge to the ministries of health in some 
countries, such as those in Cambodia, Lao People's Democratic Republic, and VietNam to 
set up and maintain any health system, even if it is a system with a strong PHC basis. As a 
result, people are often able to access health services only by contributing substantial out-of
pocket payments, which can significantly worsen their financial situation and contribute to 
their poverty. It can also result in people delaying to seek appropriate care, so that more 
intensive and expensive care is required when and if they eventually do seek care. In 
addition, low levels of government funding for the health sector tend to maintain a high level 
of dependency on external funding for PHC. 

In China, the collapse of the widely established cooperative medical system has had 
dramatic consequences on financial access to health care for the poorest populations. In 
Mongolia, the collapse of the cooperative birth waiting houses has significantly impacted on 
the maternal mortality rate. 

In countries that have significantly decentralized responsibility for health services, such 
as China and the Philippines, a key issue is the capacity of local governments to finance basic 
services. Typically, richer provinces and municipalities have the resources to finance their 
health services, but poorer areas do not, thus creating inequities in access to health care. 

In contrast, most countries/areas of the Pacific still seem to provide most basic health 
services that are free, or almost free, despite the risk of increased future fmancial dependence 
on external donors or political agreements (such as with the United States). Some countries, 
such as Palau, are taking steps to create more sustainable financing systems. 

In countries which have experienced greater economic development, basic medical 
curative care, in-patient care and some health promotion activities are almost completely 
covered under health insurance systems (such as in Australia, Japan, and South Korea) or 
through a combination of social insurance and reasonably consistent funding from central 
government general taxation (as in New Zealand). However, these countries also face the 
major problem of an aging population and the significant noncommunicable disease burden 
that this entails. Since these countries also provide a range of health services of greater 
complexity and cost to the elderly population, this means that containing health care costs will 
remain a major challenge. 

Assessing the specific share of the health budget allocated to public health and primir;r 
medical care is very difficult in most countries and areas. Budgets are defined following 
many different lines, there are overlapping services and budgets, additional grants and special 
funds, and in many cases the amount of funding contributed directly to services by donors or 
other third parties is unknown. However, available data seem to show a strong bias towards 
funding of hospital care (especially in .American Samoa, Cook Islands, the Philippines, and 
South Korea) and expensive offshore referrals in the some countries/areas in the Pacific 
(including American Samoa, Cook Islands, and Samoa) . Worryingly, foreign resources seem 
to fund the bulk ofPHC services in many countries/areas, including American Samoa, 
Cambodia, Cook Islands, Federated States of Micronesia, Lao People's Democratic Republic, 
Marshall Islands, Palau, and VietNam. 

The salaries of PHC workers tend to be very low in many of the developing 
countries/areas reviewed. It could be surmised that in Cambodia, Lao People's Democratic 
Republic, Mongolia, VietNam, and some of the Pacific islands, this is one of the factors that 
has significantly contributed to a shift, with many of these systems now experiencing 
unprecedented growth in the private sector (partly also driven by changes in economic 
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philosophy and policy), and significant losses due to migration (particularly an issue in the 
Pacifi~. . 

Interestingly, in the Philippines, following the devolution of health services' to local 
governments, salaries of PHC workers are often higher than those of district hospitals staff 
and other civil servants. This favours PHC but disrupts operations in those district hospitals 
that are not able to attract doctors, especially surgeons. As a result, the referral system is 
weakened, which impacts the delivery ofPHC. Also, local government executives tend not to 
be willing to promote PHC workers, as they find themselves threatened by the health workers' 
higher salaries. 

5.1.5 PHC and human -resources for health 

Twelve of the 20 countries/areas reviewed, both developed and developing, are aware 
of the unbalanced distribution of the health sector human resources and are struggling with 
migration of their health personnel. 

Countries such as Australia, Cambodia, China, Lao People's Democratic Republic, the 
Philippines, New Zealand, South Korea, and VietNam have all consistently identified 
internal migration trends from rural to urban, from primary to higher level of care, and from 
public to private. Since many indigenous populations seem to comprise the less well served 
groups, especially in mountainous or rural areas or in areas of difficult access, these trends 
only serve to continue differences in health status. 

The Pacific islands, most specifically Cook Islands, Fiji, Samoa, and Solomon Islands 
have also identified the significant problem of migration of their health workers out of their 
countries. 

Consequently, half of the country/area reports (1 0/20) refer to the existence of a Health 
Workforce Development Plan and active corrective measures being taken, including the 
development of incentives packages, to try to correct this inequitable distribution ofhuman 
resources. Increasingly, governments seem to be encouraging the training of indigenous 
health workers in an attempt to reduce the attrition rates from health workers in areas where 
there are higher proportions of indigenous people and to attend better to the specific health 
needs of these populations. 

As a result of the long-standing difficulties encountered by many health systems in 
attracting or retaining trained staff (particularly doctors in more rural areas), a new category 
of health worker has emerged in some systems- the "mid-level practitioner". These 
practitioners are usually nurses who have received more advanced training, and are therefore 
able to work independently in the community and offer basic primary medical and preventive 
care. This seems to be a cost effective strategy and one successful answer to the chronic lack 
of medical doctors, specifically in the Pacific and in Australia. 

Some governments also appear to be re-assessing the role of the nursing profession in 
the wake of emerging health needs (Cambodia, Japan, Mongolia, New Zealand, South Korea, 
VietNam), including specialization in new sectors, such as home care for the elderly, 
HN I AIDS, mental health, anaesthesiology, etc. 

Where medical doctors were too numerous and biased towards medical specialties, the 
general practitioner or family doctor has appeared in an attempt to reorient the health systems 
towards primary care and health promotion in countries such as Mongolia and South Korea. 
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The trend in medical and nursing education is towards problem-based learning, 
decision making and leadership. In line with this, some countries (including Australia, Fiji, 
Japan, Philippines, Mongolia, VietNam) have also reviewed their pre-service medical or 
nursing curricula, endeavouring to highlight the PHC paradigm, and adapting to the new 
epidemiological challenges and new health professional functions. However in other 
countries (such as Japan and VietNam), implementation of these changes seems slow. 

Licensing, accreditation or registration of health professionals is an area of concern 
because many countries/areas do not have legislation or systems in place to do so. When this 
is coupled with increased competition and opening of economic markets, it results in 
significant increases in private practice. If the practice of health professionals is not 
appropriately regulated, there will be significant risks for people using these services. In 
addition, appropriate incentives are needed through health financing arrangements to help 
ensure better performance and better quality of health services, which will also strengthen 
PHC. · 

5.1.6 PHC health infrastructure, supplies, quality and service utilization 

Easy physical access to health facilities is one of the prerequisites of a PHC system. 
Several countries/areas including Australia, Cambodia, China, Japan, Kiribati, Malaysia, 
Mongolia, New Zealand, Samoa, South Korea, and VietNam have made significant efforts to 
achieve this. However this alone does not guarantee the utilization ofPHC services. 
Financial affordability (in Cambodia, China, Lao People's Democratic Republic, and Viet 
Nam), quality of care (in Lao People's Democratic Republic and VietNam), availability of 
supplies, equipment and medicines (in Cook Islands, Federated States of Micronesia, and 
Palau), Waiting times and perceived appropriateness of treatment (in Malaysia) or health 
personnel attitude and behaviour, are all factors that have been identified as influencing the 
utilization ofPHC services. The largest single issue identified (in 11/20 country/area reports) 
that is considered to have contributed to poor utilization ofPHC services is the neglect of 
PHC facilities. 

The availability of affordable yet quality essential medicines is another cornerstone of 
effective health services. The majority of countries/areas reviewed (15/20) have an essential 
drug programme and list. However this does not always guarantee the availability, 
accessibility or rational use of key medicines. In the Philippines, despite legislation on 
generic drugs, there is a lack of confidence in generic drugs among health professionals. 
Interestingly, multinational pharmaceutical companies dominate 70% of the total medicines 
market in the Philippines and branded medicines can cost as much as five times more than 
generic medicines. Microbial drug resistance is widely prevalent in many countries/areas in 
the Region (such as in VietNam). . 

In some countries (including Cambodia, Lao People's Democratic Republic, Mongolia, 
the Philippines, and VietNam), revolving drug funds seem to have helped improve 
accessibility to drugs. When access to medicines at public health facilities is poor, private 
pharmacies or pharmaceutical outlets proliferate, as has happened in Lao People's Democratic 
Republic and VietNam. 

Separation of prescribing and dispensing is another system issue that varies between 
countries, with South Korea having recently moved to separate these two. In some other 
systems, however, there is no separation, such as in Japan. 

Malaysia offers a good example of a 'carefully planned re-engineering of the Ministry 
of Health structure to improve the delivery of equitable and quality PHC services. The urban 
communities had access to outpatient care in the polyclinics and hospitals themselves, in 
addition to the services available in the private sector. To ensure adequate emphasis was 
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given to PHC, outpatient services, i.e. primary curative care, was transferred from the domain 
of secondary (hospital) care to that of public health, which is responsible for PHC. Because 
of this transfer, there is now a merging of primary medical care into the ambit ofPHC. More 
significantly, by this policy the elements of promotive and preventive care can be better 
linked with curative care. This made the approach and quality of care for urban and rural 
areas more uniform. This apparently also favoured a more rational distribution of resources 
between rural and urban services. Additionally, this among other policies seem to have 
strengthened the referral system to a large extent. 

Most countries/areas possess a rich and thriving traditional medicine sector, which in 
most cases is encouraged bY. health authorities. However, there seems to be little regulation 
of traditional medicine, and it is usually provided by the 'private' sector. 

5.1.7 PHC and health service providers 

Three types of health systems emerge from the reports: 

> Countries/areas where the public sector still predominates (American Samoa, Cook 
Islands, Federated States ofMicronesia, Kiribati, Marshall Islands, Palau, Solomon 
Islands); 

> Countries where the private sector predominates (Japan, South Korea); and 

> Countries with a mix of providers- public, private and volunteer (all other 
countries/areas). 

The unregulated or poorly regulated development of the private sector in many 
countries/areas, due to a lack of policies, weak regulatory framework and poor law 
enforcement capacity, raises concerns about the quality and equity of health care services: 

• In Mongolia, the recently introduced practice of general practitioners is being 
regulated through a capitation and service contract agreement system with local 
governments. 

• In New Zealand, the majority of general practitioners now have a patient registry and 
use the same national patient identifier. This is expected to enhance coordination 
among providers. 

• In Australia, general practitioners were allocated a provider number in an attempt to 
reduce the number of doctors in urban areas and redistribute them to rural and remote 
areas. A similar problem existed with an oversupply of pharmacies in metropolitan 
areas in the 1980s and steps were taken to reduce the number by offering assistance 
with relocation, limiting the approval of new ph;mnacies and redundancies from the 
industry. 

The role ofNGOs in providing health care, mostly to vulnerable populations, also 
needs to be recognized. These organizations take many forms, including international NGOs 
(Cambodia, Lao People's Democratic Republic, and VietNam), national NGOs (as in 
Cambodia, Malaysia, and the Philippines), church groups and youth groups (in the Pacific 
islands), professional societies (as in South Korea), and indigenous groups (as in Australia 
and New Zealand). They play a significant complementary role to publicly-owned providers. 
Some provide services for difficult and emerging issues such as HIV/AIDS (in Cambodia), 
battered women, cancer respite and hospice care (in Malaysia). Others complement services 
which are less culturally acceptable (such as those for the aborigines in Australia and the 
Maori in New Zealand). Tuberculosis and Hansen societies in South Korea support 
government efforts in eliminating these diseases. 
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It is worth noting that in New Zealand ownership is not synonymous with funding. 

Many primary care services are fully or partially funded from· public funds, although 
the majority of institutions providing such services are owned privately or by not-for-profit 
community organizations. 

5.1.8 PHC planning, mnnngement and health information systems 

Planning and management have long been considered to be a critical problem for the 
delivery ofPHC services. At the point of this review, both developed and developing 
countries are making continuous efforts to improve their planning and management 
capacities. Some have deveioped new planning and management tools to support their PHC 
strategy, such as Canibo9ia and Mongoiia. 

Others, such as Australia and New Zealand, have dramatically improved their PHC 
planning and management capacity in the last decade: 

> In New Zealand, primary care providers have grown from single isolated practices into 
large primary care organizations with greater management capacity (these are mainly 
private providers). This process was facilitated with government funding. However, 
tools and capacity among the District Health Boards (the main public providers, 
including the public hospitals) varies, and integrated service planning between public 
health and personal health services still needs to improve. 

> Despite great improvements in the use of resources and coordination ofhealth services, 
the Australian government is stressing more intebrrated participatory planning and 
management at all levels of the health system. To achieve this objective, multiple 
mechanisms are being used, such as the case mix funding system for hospitals, which 
has brought about better integration of inpatient and PHC services over the last 15 
years, and the Consumers Health Forum. 

Lessons learned from two decades of efforts include the following : 

> Without follow up and available budget, planning and management training have no 
impact (VietNam). 

> Political stability is essential to long term planning (American Samoa and Federated 
States of Micronesia). 

> Careful training and capacity building in planning and management should be given to 
local government, citizens and health workers, and is needed in order to sustain any 
successful health sector reform, particularly in the case of reforms involving 
decentralization (Japan, Lao People's Democratic Republic, Philippines, and Samoa). 

> Planning and management based on outputs rather than inputs is a major change and 
careful training is needed to support this (Cook Islands, Mongolia, and Samoa). 

Similarly, PHC health information systems (HIS) are complex to manage and to 
improve. Half the countries/areas reviewed think that their PHC HIS is not useful for 
decision-making and service utilization at the primary level, either due to poor data quality, or 
the delayed compilation of data. Data are often incomplete, unreliable and/or do not identify 
vulnerable groups. Data are often analysed at the central level and disaggregated only to the 
provincial level. No feedback is provided to the lower levels which might be able to use the 
data. Nevertheless, all the countries reviewed have made efforts to improve their PHC HIS. 
Notably, Australia, Cambodia, Malaysia, and New Zealand have reviewed their HIS several 
times. Difficulties include the collection of gender-disaggregated data (Malaysia) or the 
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inclusion of private sector data (Mongolia). Sharing· of patient information across proyjders 
and health system levels is a challenge for all, and is being addressed in Japan, Malaysia, and 
New Zealand. The use of sophisticated information technology in the Pacific islands has been 
suggested to strengthen their HIS. However, many question the sustainability of such systems 
in terms of human resources, technical support and funding. Countries such as Australia, 
New Zealand, and South Korea make good use of information technology to share data and 
develop consumer group knowledge and participation. 

-., ;:,,_ A brief description of how the country policies, systems and organizational 
structure for PHC have changed since Alma Ata 

Each of the 20 countries/areas health systems reviewed in the Western Pacific Region 
has a unique history rich in lessons, which would be worth studying in detail. However for 
the purpose of this report, only a summary of the relevant changes which the health systems 
underwent in the last two decades will be presented. 

Despite the difficulty in regrouping the countries/areas health systems, five groups of 
countries/areas with similar contexts emerged from closer analysis: 

1) Countries which underwent severe political or economic changes which did 
strongly influence their PHC policy (China, Mongolia). 

2) Post war countries which are rebuilding their health systems based on a PHC 
policy (Cambodia, Lao People's Democratic Republic, VietNam). 

3) Countries which have enthusiastically embraced the PHC policy 20 years ago but 
are struggling to achieve better results or sustain their achievements (Federated 
States ofMicronesia, Kiribati, Marshall Islands, Philippines, Samoa, Solomon 
Islands). 

4) Countries which have systematically developed their health systems based on the 
PHC policy (Fiji, Malaysia). 

5) Countries under a hospital-based health care model which have been less 
influenced by the PHC model (American Samoa, Cook Islands, Japan, Palau, 
South Korea). 

6) Countries under a market economy which were indirectly but strongly influenced 
by the PHC policy (Australia, New Zealand). 

Within each group, countries have adopted their own specific PHC strategies. 

The following country stories illustrate the range of pathways to implement the PHC 
policy as well as the importance of the changing context and the role of different actors in 
societies. 

5.2.1 Countries which underwent severe political or economic changes which did 
influence strongly their PHC policy (Mongolia, China). 

MONGOLIA 

Since the Alma Ata Declaration, Mongolia has been implementing a PHC policy 
focusing mainly on the eight activities of PHC with special emphasis on medical care, 
hygiene and sanitation. The health system of the country was organized to ensure equity. 
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PHC facilities were built up to the smallest administrative level. Thus two decades ago, PHC 

was considered mostly as a level of care. 

However since 1990, following the poor health impact of the previous approach in a 

context of grave lack of resources and external investment, in the transition from a centralized 

economy to a market economy, facing new public health problems, Mongolia's health system 

started changing and the PHC approach became a strMegy to improve health with an accent 

on prevention and public health programmes. In 1997 a health sector reform was launched 

with the aim to develop family practices and a basic package of services/medicines, to 

improve referral hospital capacity, to expand the national health insurance to include 

outpatient and preventive care and to c.over the whole family, to implement a hospital 

accreditation system and licensing of health personnel, to diversify health sector fmancing 

through a public-private mix system arid to fa.vor decentralization for greater consumer 

participation. 

CIDNA 

There have been three stages in the implementation ofPHC: 

(1) From 1949 until 1978, with very limited resources, better social conditions 

(adequate food, housing, education, jobs and transport) and health services (affordable 

treatment and preventive health thanks to the semi universal public health services and rural 

cooperative insurance systems), China dramatically improved the health status and life 

expectancy of its people. Many features of the Chinese health policy and system from that 

period have been embodied in the HFA/PHC strategy. 

(2) From 1978 to 2000, the PHC concepts were continuously strengthened, 

advocated, and implemented in China. Nevertheless, the Ministry of Public Health 

recognized by the rnid-1980s a number ofnew health challenges (ageing of the population, 

chronic diseases, injuries, etc.) as well as weaknesses in the health system (increasing costs, 

persistent inequities, low productivity, lack oflegal safeguards, weak infrastructure). It 

addressed these with a range of health reforms within the general context of economic 

reforms (decentralized management, privatization, health legislation, change in health 

insurance, financial incentives for health workers, integration of village health centres and 

township hospitals). 

(3) Beyond 2000, despite the fact that 85% of the counties had reached their set 

targets, the health sector reforms outcomes have been uneven with progress such as reduced 

rising costs of health care, increased private practices in rural and urban areas (up to 30% of 

village health centres are private these days), improved drug use/costs, but had weakened the 

cooperative medical system to the point of collapse (only 20% population is covered now by 

this insurance system), reduced efficiency at township hospitals, and in general weakened the 

PHC approach. The consequences are a shift of the financial burden to the user while at the 

same time posing a financial barrier to prevention and treatment with the risk of huge 

noncommunicable diseases epidemic and a resurgence of communicable diseases. 

5.2.2 Post war countries which are rebuilding their health systems based on a PHC 

policy (Cambodia, Lao People's Democratic Republic, VietNam) 

VIETNAM 

From the rnid-1950s, while the south of VietNam followed market-oriented 

approaches in economic development, the north of the country pursued a "socialist approach" . 

Under the socialist model, the health care system was built with a largely egalitarian 

philosophy and was heavily value-laden and inspired by country revolutionary spirit. Effort 

was placed on building a health care network combining Western and traditional services to 
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reach out to a then predominantly rural population. The emphasis was on establishing a 
network of village health workers. The commune health station headed by an assistant doctor 
was the core of this grassroots PHC system which was financed by agricultural cooperatives 
that also provided hamlet or production brigade nurses who acted as village health workers. 
Referrals were made to local health stations and from there, as needed, to district and 
provincial hospitals. The co1.mtrywide network of community health workers and village 
health workers who were in daily contact with the population, and community-financed health 
stations, constituted an important part of the national health system. 

The strategies for health in this period were "prevention is better than cure", health 
services free and accessible to everyorre, community o'utreach focusing on teaching people 
basic knowledge about heaith and hygi~ne, wide community mobilization and participation in 
health promotion campaigns, and intersectoral collaboration between health, education and 
other mass organizations. In this period, everyone was seen as responsible for and benefiting 
from participating to the above activities. As a consequence, there was a considerable 
reduction in preventable morbidity and mortality from communicable diseases at low cost. A 
large part of the credit for Viet Nam' s achievement of good health indicators for its 
population could be attributed to this PHC approach. The Vietnamese model in part inspired 
the approach adopted later by WHO at Alma Ata in 1978. 

The period from 1975 to 1989 was a very difficult post-war period. The country faced 
a drastic cut in aid from the socialist bloc (due to crises in those countries), and from the 
isolation from the international community due to an American embargo (which was not 
lifted until 1994). The country was united but the government had no capacity to continue to 
sustain such a huge public health and education system. Most of commune health stations, 
built during the 1960s and 1970s, were decaying without further maintenance or investment. 
Services were still free but actually were not operating. The biggest concern and task of the 
government as well as of the public was how to survive and how to foster economic 
development. PHC thus suffered, especially during the peak of the country economic crisis in 
1989. 

The government of VietNam first discussed renovation- doi moi, in 1986 but the 
reforms were not truly launched until1989 with a number of new macro-economic policies. 
These new policies started to transform the centralized socialist economy to a market-oriented 
economy. Under the Structural Adjustment Programme, there was a drastic cut in public 
expenditures and legitimating of the private sector. Another fundamental economic policy 
was the replacement of agricultural cooperatives with household-based agriculture, allowing 
farmers to manage their own farming and private economy. This period is also marked with 
the change in social ideology, moving from extreme collective/communal ideology to 
accommodating more liberal individualist ideology, from relying on state subsidized system 
to self-reliance. The notion of equity was severely challenged by the concept of economic 
efficiency. 

Since 1989, the impact of doi moi on the health sector has been striking. The collapse 
of agricultural cooperatives led to a cut of important financial and social support to commune 
health stations. The village health workers were no longer paid. Between 1989 and 1994, 
invesnnent in the commune health ~tation network declined dramatically. At the same time, 
private practice was legitimized and many private drug sellers (both licensed and unlicensed) 
appeared. Salaries for health workers were reduced to non-living wages in real terms. The 
conditions of commune health stations continued to deteriorate in terms of maintenance; 
equipment and drugs were lacking. The staff had very little retraining. Reduction of contact 
with district superVision and non-living wage led to more and more health workers working in 
private practice at home or taking up other income generating activities. User fees were 
introduced at both private and public services. The trust that community people used to have 
in commune health stations decreased and the public visited the stations much less. Often, 
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they went to drug sellers as a first recourse when sick. Many studies have shown that more 
often than not, the quality of medical care given by private providers was poor. But the 

services given by community health workers were not of good quality either. Despite such a 
situation, some national vertical programmes continued to offer services nation-wide, thanks 
to the network of community health workers and national and local commitments. The 
strongest pillars ofViet Nam's PHC system: equity, community participation and health 
education, were under threat. 

However, from 1994, the government took over the responsibility of paying the salaries 

of commune level staff, at the same time as resources from oversea development aid began to 
become available. The commune health stations benefited considerably from these measures. 
To some extent, the network of community health workers has been strengthened and still 
plays an important role in community health. 

LAO PEOPLE'S DEMOCRATIC REPUBLIC 

The Lao People's Democratic Republic is gradually adopting a market-oriented 
economy and economic growth has been good throughout the 1990s, although about half of 
the population lives below or near the poverty line. A system of primary health care was in 
place in Laos even prior to the Alma Ata conference and was based on village cooperatives. 
The PHC structure has evolved with the collapse of the village cooperative system with the 
switch to a market economy, multiple vertical initiatives assisted by donors that concentrate 
on single components of PHC, and currently a move towards a more integrated and 
decentralized PHC. 

According to the instructions of the Party Congresses since 197 5, the health policy of 
the Lao People's Democratic Republic is to assure access to health care services, especially 
for women, children, and ethnic populations in remote areas. The socioeconomic and health 
status of the population has been adversely affected by the prolonged war and the difficult 
development challenges that the country has faced subsequently. Along with reorientation 
and reconstruction of the country, the health sector has been urged to vigorously support 
disease prevention, avert epidemics, and improve the public health network from the central 
to the grassroots levels. From 1980 to 2001, there have been four national health meetings 
which have evaluated previous performance and planned future operations. The result of 
these debates is the approval of the first-ever National Policy on PHC in January 2000. The 
written framework for the PHC policy is quite comprehensive and, if completely 
implemented, would lead to a more integrated, efficient, and effective PHC system in Laos. 

The central Ministry of Health is responsible for health sector planning, policy 
development, coordination, external financing and evaluation. As a result of a reorganization 
in 1999, the PHC office has been moved to the Cabinet and has become the PHC and Rural 
Development Division. This office is expected to play a more effective coordination role 
among all levels ofthe health system in order to supportPHC implementation in the whole 
country. Previously it was a small unit under the Department of Hygiene and Prevention. 
This made it difficult to coordinate PHC activities with other divisions and departments. 

A Steering Committee has also been set up to coordinate and supervise foreign 
assistance projects. 

The Provincial Health Office has administrative and technical responsibility for all 
health services in the provinces, including the provincial and district hospitals, health centres, · 

and all other PHC facilities. Provincial PHC coordination units are in the process of being 
established, sitting at a higher level in the provincial structures, immediately below the 
provincial health officer. Health activities have traditionally been implemented by technical 
structures such as the Malaria Station, the Mother and Child Health Station and the Hygiene 
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and Epidemiology Station. The higher status being given to PHC coordination should allow 
improved coordination qf all PHC components, even if currently funded through vertical and 
centralized structures. 

The District Health Office is responsible for coordination of health services at district 
leveL The District Health Office consists of an executive body including the district health 
officer and his deputy, and three units: the administrative unit, the hospital unit and the health 
promotion unit, which includes most PHC activities. 

The Ministry of Health policy for PHC is based on a high degree of decentralization. 
The government's decentralization policy has enhanced the role of provincial governors and 
their administrations in the~formation and implementation of health care services. All 
governors are members of the Central Committee and they have quite senior status, equivalent 
to po;rtfolio ministers, including the Minister of Health. The Ministry of Health is responsible 
for policy and guidelines while the provincial and lower levels are responsible for strategy 
development, planning, budgeting and implementation. Decentralization is intended to help 
build community participation and self-reliance and ensure that services are demand driven. 
The central Ministry of Health now has less influence on implementation and less ability to 
even monitor at lower levels as financial and programmatic decision-making has been 
devolved. 

The health sector reform in Lao People's Democratic Republic is still in the early phase 
of the reforming process. A major reform initiative is the development and adjustment of 
national health goals and targets by placing greater emphasis on strengthening the PHC 
network throughout the country. An effort is also being made to develop an improved, 
simplified, and unified national health information system and health research activities. The 
goal of the health sector reform is to improve health outcomes, improve equity of access, 
increase health service utilization, and to improve the quality ofhealth care, thus enhancing 
the effectiveness oflimited resources. 

CAMBODIA 

Cambodia launched a health reform programme in 1997 which incorporates the PHC 
approach. The Ministry of Health has significantly revised the health system to ensure 
universal access to health services. In this health sector reform programme, all vertical health 
programmes are integrated at provincial, district and specifically at the health centre levels. 

Prior to 1995, the government aimed to have a clinic in each commune, a hospital in 
each district, and a provincial hospital in each province. In 1995, an assessment was made 
and it was found that this system did not meet the population's essential health needs. The 
reasons for the poor quality of health service delivery under the previous health system were 
that: 

• most commune clinics did not exist and many existing clinics had poor infrastructure 
and equipment; 

• many district hospitals functioned as large commune clinics that provided outpatient 
clinics, mother and child health care, vaccinations and limited inpatient care. Many 
medical, surgical and obstetric emergencies were referred to provincial and national 
hospitals; 

• there was no clear difference between commune and district activities; 
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• the health centre stafflacked skills and motivation to address the population's basic 
health problems in a holistic and integrated manner because their training emphasized 
a vertical approach to illness management; and · 

• the size of the population covered by clinics and hospitals was either too large or too 
small, and the location of facilities was often inappropriate. 

Facing these problems, the government and the Ministry of Health decided to reform 
the health system in order to improve access to health services. The reform of the health 
sector )Jased on PHC was approved in 1996 and has been successfully implemented since 
1997. This reform entails important transformations both financial and organizational such as 
the rational distribution of resources (nnancial, infrastructure, drugs, equipment, and human 
resources) based on the coverage plan, 'budgetary reforms, a new defmition of the health 
system and the types of services expected at each level of the system, retraining of health 
staff, and introduction of user fees. 

Since 1997, the principle responsibility of the central Ministry of Health has been to 
develop national policies, strategies, and plans and to support provincial training. It also 
trains senior staff, allocates and mobilizes additional resources, supports the provincial and 
district levels in implementing national policies, and monitors and evaluates policies and 
plans. 

The Provincial Health Department is to link the Ministry of Health and Operational 
District through: 

> interpreting, disseminating and implementing national health policy through strategy 
development and preparation of an annual plan; 

> supporting the development of Operational Districts by regular monitoring and 
evaluation; 

> ensuring equitable distribution and effective utilization of available resources; and 

> mobilizing additional resources. 

The Operational District level is the most peripheral sub-unit within the health system 
and is closest to the population. It is composed of health centres and a referral hospi.tal 
providing curative, preventive and health educatiow'promotion to the community. The health 
centre provides a minimum package of activities (MP A) which includes the basic health 

·services for the community (EPI, treatment of common diseases, health education). Health 
services are provided not only in the health centres, but also through outreach activities. The 
referral hospital provides a comprehensive package of activities, which includes surgery. 

At the health centre, the Ministry of Health has established Health Centre Management 
Committees (HCMC) which consist of health centre staff and community representatives. 
The HCMC participates in the management of the health centre, advises on the quality of care 
and determines user fees. 

"Contracting in" and "contracting out" has been piloted in selected Operational 
Districts in which private contractors deliver the health services. In the "contracting in" 
model, the contractor works within the government system and has limited control over staff 
and budget (a budget supplement is received within the official Ministry of Health budget). 
In the "contracting out" model, the contractor has control over staff and a budget for the 
services to be provided. The contractors have to reach specific utilization -and health outcome 
targets set by the Provincial Health Department and the Ministry of Health. 
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The Accelerated District for Development (ADD) and Priority Action Programme 
(PAP). are also government pilot projects for decentralizing budget allocation and 
management. The budget goes directly from the national level to the Operational District and 
is managed by the· district. 

5.2.3 Countries which have enthusiastically embraced the PHC policy 20 years ago 
but which are struggling to achieve better results or to sustain their achievements 
(Phlllpplnes, Palau, }'ederated States of Micronesia; Marshall Islands, Solomon Islands, 
Kiribati, Samoa) 

PHILIPPINES 

The challenge to implement PHC in the Philippines came at a time when the regime 
was repressive and dictatorial. In spite of the political turmoil that the Philippine was 
experiencing, the Philippines aggressively launched the PHC approach. In 1985, WHO 
recognized the country as a model for PHC for third world countries. 

Three broad periods can describe~he evolution ofPHC in the Philippines: 

The first period ( 1979 to 1981) is considered the pilot testing years. 

The second period (1981 to 1990) is considered the institutionalization years. 

PHC was institutionalized as an approach in 1981. It was clear in the policy statement 
by the then Minister of Health that PHC was to be considered an outlook which health 
workers and other service implementers should possess. This outlook stressed the importance 
of"developing self-reliance" among the members of the community, reliance on available 
community resources, a focus on underserved and unserved localities, and the need to reach 
out to other sectors to promote a supportive environment for health. Thus, it is implied by 
these basic principles that PHC necessitated communities organizing and an integrated 
approach to development. Furthermore, the first level of health care was also emphasized to 
integrate promotive and preventive health care with qurative and rehabilitative needs. Other 
support strategies were also forged in order to ensure mobilization of the PHC strategy. 
These included developing effective support mechanisms such as provision of essential drugs, 
strengthening the public health and hospital network, improvement of managerial capabilities 
and conduct of relevant research to support PHC. PHC was led by a centralized Ministry of 
Health. 

Consistent with the policy ofPHC, a major structural modification was undertaken in 
1982 in order to integrate public health and medical care systems in the different health 
offices of the Department of Health. For instance, the Integrated Provincial Office was 
designated to take responsibility for extending both curative and public health care services in 
the pro-vince, thus consolidating the efforts separate1y undertaken by the provincial hospital 
and proVincial office, respectively. At the municipal level, the district hospital was 
designated to consolidate the efforts of both the public health delivery and hospital care 
systems under the jurisdiction of the rural health units/centres (RHUs) and their satellite 
stations (the barangay health stations), and the district hospitals, respectively. Further, the 
national office decentralized the planning and utilization of resources to the Integrated 
Provincial Health Offices, instead of passing through the national and regional health offices. 
Thus, this reorganization gave more power to the provincial offices to control and manage the 
funds for their catchments area. 

PHC activities were to be planned, monitored and advocated through the PHC 
Committees at all levels: national, regional, provincial, municipal/city and barangay. 
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Volunteer health workers (barangay health workers (BHWs)) were identified and 
. trained to assist health workers in health education, provide first-aid and to serve as referral 
persons to hospitals or doctors or other health service providers. 

While in principle, the basic commitments to participatory principles and an integrated 
approach were subscribed to in the policy framework for PHC, the kind of orientation and 
training the DepArtment ofHealth provided to th~ h~~lth workers as vanguards; ofPHC only 
translated PHC to a "community-oriented" approach. This is because basic impact 
programmes (i.e. control oftuberculosis/diarrhoea, schistosomiasis/malaria, environmental 
health, maternal and child care) were the ones advocated to volunteer workers, with minimal 
emphasis on encouraging community participation to develop self-reliance. . . 

NGOs participation was invited'as early as 1978 by active representation in the 
different committees from the national to the lowest level of the barangay. This opportunity 
became more prominent when the dictatorship was deposed, ushering in a new Constitution in 
1996 that included the important role of "nongovernmental, community-based or sectoral 
organizations to promote the welfare of the nation". In a recent compilation of the NGO 
institutions engaged in the mobilization ofPHC activities, a total of 485 had been documented 
to be operational in the different regions of the country in 1997. 

The third period forPHC is when devolution took place, in 1991. 

With devolution, responsibility for PHC was transferred to the municipality and city. 
Each also assumed responsibility for carrying out promotive and preventive health care 
programmes, such as those for maternal and childcare, communicable and noncommunicable 
disease control services, and for purchasing medicines and medical supplies needed by the 
RHUs in municipalities and the health centres in cities. Each municipality and'city extends 
assistance to the lowest political boundary of the barangay, which is responsible for the 
maintenance ofBHSs, although the lack of resources hinders each local government unit's 
capacity to respond effectively to this role. It may also maintain some hospitals in each local 
government unit 's level (i.e. city or municipality). 

In the case of the province, the highest political subdivision of the local government 
units, the basic responsibility is to maintain the hospitals. The provincial health office 
oversees and supports the operation of the different hospitals in the province. 

In each province, city and municipality, there is a health office under the supervision of 
the local chief executive (such as the governor for the province and mayor for the 
municipality/city). A health officer heads each health office. A teclmical body called the 
Local Health Board (LHB) serves as an advisory body on health matters to the local 
legislative body or sanggunian. An important feature of this body is the inclusion of private 
sector or NGO representatives, in addition to the local chief executive, local health officer and 
representatives from the local sanggunian and the Depattment of Health. The inclusion of 
civil society participants is consistent with the PHC mandate of broadening the opportunities 
for participation to other sectors. However, LHBs are lmown not to have worked well as most 
plans emanated from the municipal health officers and/or the Department of Health 
representatives and not from the LHB. 

The devolution continues to pose a challenge to the Department of Health to ensure the 
implementation ofPHC services by local chief executives who have limited orientation and 
interests in this approach, as well as ensuring that devolved health workers continue to offer 
quality PHC services. 
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The Health Sector Reform Agenda (HSRA) ( 1999-2004), spells out the key reform 
areas in national and local health management needed to address the health services delivery, 
financing and regulation problems to c~ntinue to bui).d upon the improvements in .health status 
achieved over the last 50 years. Indeed it has been noted that health improvements in the last 
decade, especially since devolution, have been minimal. The results of this reform have yet to 
be assessed. Key elem~nts of this reform indwie: 

• promoting fiscal autonomy for hospitals by enabling them to collect socialized user 
fees and converting them to public corporations to become more self-sufficient; 

• ensuring long-term funding for public health programmes to eliminate infections 
diseases and to ensure promotive and preventive measures in health; 

• ensuring the improvement of local structures by establishing local health zones to 
promote cost sharing among local government units and provision of incentives for 
private sector participation in local health networks; 

• strengthening the capabilities of health regulatory agencies to ensure that quality 
health care is delivered by both public and private facilities; and 

• attracting more members to participate in the National Health Insurance Program 
(NHIP), particularly the poor and informal sectors and expanding the benefits of the 
NHIP. 

FEDERATED STATES OF MICRONESIA 

Both Yap and Kosrae communities displayed very strong support for PHC. It was not 
surprising that its extensively decentralized rural health centres and dispensary system with 
active community participation in both Yap proper and the more populous outer islands was 
considered by WHO to be a successful model of how communities in the Pacific basin should 
embrace and implement the PHC approach. Kosrae was also commended by WHO and local 
health authorities because of the active and participatory support for PHC by all the 
municipality committees. 

In those early days, there were many NGOs who supported and became involved in the 
implementation ofPHC, especially the church and school communities with their various 
support groups. Other sectors of the public service like education, agriculture, social welfare, 
labour and industry, etc., were supportively involved as weU because of the ground swell of 
general community support. 

Those early successes for both Yap and Kosrae progressively declined and eventually 
disappeared. With the wisdom of hindsight now, it is clear that such the demise was 
inevitable, given the shortages of drugs and supplies, the.erratic attendance and availability of 
doctors and nurses, and the declining and unsatisfactory performances of health assistants. 
These led to the escalating dissatisfaction of the community because of ineffective PHC and 
public health services in general. But of even greater concern to those communities was the 
ineffectiveness of primary care that was supposed to be available from those dispensaries. 

There are now no dispensaries in Yap proper and all PHC services are being provided 
by the hospital outpatient department. For communities in the outer islands, PHC is still 
available from a few health centres, dispensaries and aid posts barely operational due to the 
same difficulties described above. Kosrae relies now on community centres delivering 
minimal services such as immunizations and sanitation. Other services are requested from the 
State Department of Health Services. 
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MARSHALL ISLANDS 

Confronted with many health problems and to conform to its constitution which stated_ 
that health care is the right of each citizen, the Government of the Marshall Islands decided 
that the appropriate health system to be developed was the PHC system and it was therefore 
adopted in 1987. 

When PHC was adopted, the Bureau of Primary Health Care was established and the 
national health and development plans clearly stated that PHC should be used to provide high 
quality, cost-effective and equitable services to the people. 

The Bureau ofPHCilas established Community Health Councils in the outer islands. 
It is through them that communities are involved in d~cisions of the Ministry of Health and 
Environment. Despite the proven usefulness of these self-help groups as agents to stimulate 
community participation and social mobilization, a number of them need to be reactivated. 
Reactivation and strengthening may require greater support from government, 
decentralization of decision-making and dissemination of information on PHC to people. 
Indeed changing peoples' attitude and behaviour takes time and sustained effort, plus regular 
injection of financial and material incentives and support to keep the interest and commitment 
of the community strong. Participation through free community services is no longer the 
nonn in the Marshall Islands. 

Currently, the provision of health services is still predominantly the responsibility of 
the government with very little involvement of the private sector. There are about 55 health 
centres in the outer islands adequately staffed by mid-level nurses and health assistants and 
are well provisioned. Patients needing more specialized treatment are referred to the main 
hospital in Majuro or to offshore facilities. 

In summary, the development of the PHC system in the country has shifted from .the 
bio-medical model towards the comprehensive PHC model. However, there is still a lot of 
work to be done as that there are still distinctive levels within the health system, with the PHC 
system operating at the community levels and the hospitals having its own system, catering 
only to secondary and off island tertiary care. · 

SOLOMON ISLANDS 

The Solomon Islands are proud to have formulated a national policy on PHC. Over the 
past decade, the original comprehensive nature ofPHC has taken a more vertical approach to 
the administration and implementation of the various components and activities. Indeed, the 
various component ofPHC were supported separately, knowingly or otherwise, by the 
various government departments, NGOs and UN agencies. The number of activities and 
players in the PHC concept must have poised a great challenge to any coordinating body of 
the Ministry of Health. The vertical nature of the various programmes in PHC has become 
the norm in the Solomon Islands. 

Following the introduction of the PHC concept in 1978, a reorganization of the 
structure at the national and provincial level was made. An officer was designated at the 
national level as the national PHC coordinator. Similar positions of provincial PHC 
coordinator were set up. This structure still remains in the Solomon Islands today but with 
what appears as a need for additional support towards better coordination of all components 
ofPHC programmes. 
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Immediately after the Alma Ata declaration on PHC and a series of workshops, a 
policy decision was reached by the Ministry of Health on the creation of a new cadre of 
community health workers. Community health workers have now become the first level of 
contact of the community with the health care system. 

The health care referral system consists of a network of six different levels of health 
facilities from the community health worker post to the National Referral Hospital. This 
referral system constitutes the backbone of the health services in the country. Referral of 
cases abroad is usually carried out from the National Referral Hospital. The health sector is 
highly labour intensive and consists of a large number of different workforce categories that 
complement each other to provide or implement health programmes. Community health 
workers are the first line of contact in'remote health facilities. Nurse aides are another 
category of health worker working in remote clinics and in some rural hospitals. They 
provide basic curative and community outreach activities, and identify and refer patients to 
the next level of service. Community health workers and nurses' aides are the focal point for 
PHC activities and programmes. It is estimated that 85% of the total population of the 
Solomon Islands live in rural areas. It is therefore assumed that more than 70% of the 
population seeking medical attention will be attended to at a community based health care 
facility. 

A majority ofthe health workforce is in the provinces, including Honiara, and are 
engaged in PHC. Community outreach programmes are a challenge to the provincial staff 
especially when taking into consideration the poor land, sea and air transportation systems 
currently available. There is an exodus of physicians to Australia, England, Fiji, and New 
Zealand for better salary and working conditions including training opportunities. Nursing 
staff, however, have comparatively better status. 

The Solomon Islands are proud of its adequate and abundant placement of well-trained 
nursing staff in community/provincial based institutions. PHC services in the community are 
considered to be bringing about an improvement in the health standard of living in the village . 

However the Solomon Islands public service policy and structural reform programme is 
shaped by the perception that the public sector was inefficient and over staffed to the extent 
that salaries were absorbing most public funds, leaving little for actual operations or capital 
investments and maintenance. The government in its policy and structural reform has set the 
direction towards increasing the proportion of the recurrent health budget to the rural 
community and public health programmes, provincial health services, environmental services 
and health education and health promotion. This is to be done with concomitant 
rationalization of curative health services through imperative cost recovery mechanisms and 
getting major hospital services to function at a minimal production costs. 

KIRIBATI 

The change from the bio-medical model to the PHC model was made systematically 
through three components. Component 1 involved the development of the work-base for the 
PHC approach in the form of conununity self help groups or Village Welfare Groups 
(VWGs). Component 2 adjusted and improved the Ministry's infrastructure to support PHC 
activities through the VWGs. This required considerable adjustment in terms of operational 
procedUres and systems in dispensaries, health centres and all supportive units in the hospital 
and also in the Ministry headquarters. Component 3 was the continuation of health provision 
through the PHC approach to the people by the people with support and advice provided by 
the Ministry of Health. During this phase; monitoring and evaluation of the PHC project was 
also undertaken to allow for continued adjustment and improvement, both at the technical and 
operational levels, to better respond to conununity health needs and problems. 
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To guide the activities of the VWGs, health and non-health staff, a series of four health 
plans have been prepared. The three _previous national health plans and the current one ( 1999-
2002) all stress the use of the PHC approach as the means to provide accessible, efficient and 
effective health care services to the people in order to achieve an optimum level of physical, 
social and mental well being. 

From the time PHC was started in 1982 until now, the pace of development in Kiribati 
has increased and with it comes socio-political changes as well. 

It has also been reported that politicians' efforts to win favours from people undermined 
self-reliance, self-sufficiency and community participation. Handouts, promises of greater 
financial reward in return for votes and conscious effort to dissuade the community from 
participating in community activities weaken the PHC system. People now want to be paid 
for the work they do even if it is for their own benefit. It is also thought that other relevant 
reasons for this are the change in peoples' attitude and behaviour, and change in the economy 
and lifestyle which come from moving away from a subsistence to a cash economy. This is 
evident in the greater earning and purchasing capacity of the average person in the outer 
islands as a result of increased economic activity through income generating activities and 
access to lending facilities. The above tend to undermine the traditional way of community 
participation which comes through in kind contributions and free labour. 

It is obvious from the Kiribati PHC experience that initial successes in community 
participation were due mainly to perceived benefits from the project by the community. 
These benefits were either material or social and entertainment benefits. There should be a 
move to develop and reactivate new alliances to mobilize both financial and human resources 
to support and sustain community participation either through traditional forms of community 
involvement or through cash based community participation. 

The first ten years or so since PHC was adopted saw a very effective PHC system, 
developed based on the concepts highlighted in the WHO HFA series, with a community
based health care delivery system and complete horizontal integration of all health 
programmes. After years of implementation ofPHC, it was found that for those health 
problems for which a speedy solution is required, a vertical approach is needed. This is also 
the case when there is a call !or a region-wide or global action against some particular threat 
or for the elimination of public health problems. Examples are elimination of poliomyelitis 
and leprosy. Currently, other programmes like reproductive health and adolescent health have 
been included in the vertical approach. 

Another important factor that was identified to be a hindrance to the process of full 
integration as well as to inter-sectoral collaboration is the normal tendency for different 
players to want to be recognized or to claim full credit for the activities that they undertake. It 
is therefore important that a strong and influential body recognized by both the government 
and the communities is set up to coordinate and oversee all community work. This is to 
maximize benefits to the community and also to minimize conflicts and duplication. In the 
case of Kiribati, a recognized local government authority in the outer islands is the Island 
Council. This authority should play a leading role in developing and in sustaining community 
involvement and participation. This role may take the form of chairing the VWG or to · 
provide funding for some of its activities. In this context then, the role ofNGOs is primarily 
to complement the work of such a recognized body. 

During the last few years, this local government authority has established another body, 
the Island Development Committee, which is similar to the VWG. This move led to 
duplication and sometimes conflict of interest. and competition for limited resources. This 
activity has affected the VWG's effectiveness in the community. 
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SAMOA 

As in other developing countries, Samoa's health status concerns were the 
predominance of infectious diseases in the 19th and 20th centuries. In the late 1970s and early 
1980s, there was clear evidence of an emerging epidemiological transition from a 
predominance of communicable diseases to a combination of both communicable and 
noncommunicable diseases (NCD). Two decades later, there is a clear predominance of 
noncommunicable diseases with a coexistence of communicable diseases and other emerging 
health challenges. 

Emphasis was placed by both colonial administrations on the development of rural 
district health services where the overwhelming majority of the population reside. The central 
theme was on prevention of diseases, and the focus was on improvement of public health, and 
environmental hygiene and sanitation programmes. Community participation through the 
Village Women's Committees since their establishment in 1920, together with the support of 
the Samoa social system infrastructure network (like the village council of chiefs and church 
ministers) made significant contribution to the successful control and eradication of infectious 
diseases in Samoa. 

Prior to the arrival in Samoa of the British missionaries in 1830, traditional medicine 
was the only type of health services available. Despite the passage of time of close to two 
centuries, traditional medicine remains an important part of the health sector in Samoa, 
particularly in rural areas. 

Formal health services which existed during the German administration ( 1888-1914) 
were the Apia Hospital, the district health services, sanatorium services, an infectious disease 
ward, and private medical practices and a private hospital. 

The focus of the New Zealand administration (1914-1962) was on providing a 
legislative framework (1921 Health Ordinance, 1923 Organization ofNational Medical 
Services (with introduction of a one pound medical tax), 1959 Health Ordinance) for the 
national health services, containing communicable diseases, training health personnel, and 
strengthening health services in the rural district and village level. 

Under the Samoa administration since 1962, there was a noted proliferation of 
unplanned rural health facilities in the early 1960s to the 1970s. The understanding was that 
the communities built the health facility utilizing their own resources or those of donor 
agencies, and the government's Department ofHealth was to provide the human, material and 
supply resources. Unfortunately from 1970 to 1990, the development of the Samoa health 
services suffered many disruptive leadership, management and health professional issues 
including industrial disputes. However since 1994, the Department ofHealth has progressed 
remarkably well. 

The Government of Samoa officially adopted PHC as a guiding philosophy in the 
development of its health services over two decades ago. 

The Government of Samoa has, since the rnid-1990s, introduced economic reforms to 
attain sustainable economic growth to become less dependent on foreign aid, foreign loans 
and remittances from expatriate Samoans. Two key reform approaches introduced were 
private sector development and downsizing the public sector. 

The key aim is to improve the efficiency and effectiveness of government provided 
services and to focus government funding and provision on "core" services. 
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Since 1996, the Government has focused on improving education and health standards, 
on revitalizing the village economy, and on other related developments such as strengthening 
traditional structures and norms in villages and families. There is emphasis on more equitable 
distribution of resources and development opportunities among all. 

The current health sector reform proeramme consists of three main cnmpnnents: 

1. Institutional strengthening reforms are addressed at two levels: 

• Private health sector expansion with an agenda of key policy areas to be addressed and 
developed during implementation (a revised user fee policy, overseas treatment policy, 
developing service and facilities' master plan, exploration of health insurance options and 
developing a regulatory and legislative framework for the health sector). 

• Department of Health organizational reforms to improve its effectiveness and efficiency 
by implementing public sector reforms aimed to improve policy development, strategic 
planning, human resource and fmancial management, service delivery and developing 
partnerships between the Department of Health and other sectors. 

2. Identified areas for development in PHC and health promotion with a specific focus on 
interventions for noncommunicable diseases and maternal and child health. While most 
issues identified already have existing programmes, it is envisioned that the reforms will 
involve additional support to the existing programmes. 

3. Focus on quality improvement in health facilities mostly through refurbishment, 
rationalization of health facilities including establishment of a national health waste 
management system. 

These reforms focus on attempts to fulfil the need for the Department of Health to 
undertake institutional "reforms" while at the same time maintaining, sustaining and 
strengthening interventions for core PHC and health promotion activities and improving the 
quality ofhealth care services and facilities. 

Within the next five years, the Samoan health sector reform will bring fundamental 
changes in the composition of the Samoan health sector and the roles and relationships among 
the stakeholders in the health care system. A multitude of changes will be introduced 
simultaneously: national health system changes through policy reforms, Department of Health 
organizational changes; and human resource management reforms. 

5.2.4 Countries which have systematically developed their health system based on 
the PHC policy (Malaysia, Fiji) 

MALAYSIA 

In 1978, the health infrastructure in Malaysia, as provided by the Ministry of Health, 
was already relatively well developed. The PHC service facility in the rural areas was the 
health centre, which provided, even by then, all the eight elements of basic health care. In the 
urban areas, primary care was mainly for curative care provided by outpatient clinics of 
hospitals and polyclinics, with care for mothers and children provided by maternal and child 
health clinics. The rural health centre is now termed the health clinic and is still the service 
point for PHC. Many of these are in areas that now have become urbanized. 

Since 1978, continuous efforts have been made to strengthen the PHC approach while 
the scope and content of PHC have undergone expansion to include newer areas of concern. 
Thus, Malaysia can be considered to have adopted the comprehensive rather than the selective 
model of PH C. · 
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. Physical infrastructure: PHC in Malaysia existed within the three-tier system. A 
conversion to a two-tier system was made to improve quality of care at the lowest level of 
care. 

Since Alma Ata, the PHC service facilities have expanded their scope of services to 
more than the basic eight essential services. This expansion has implications on the health 
infrastructure at PHC, such as newer designs and bigger space. 

Scope and content of PHC services: Child immunization for example, has expanded to 
include newer antigens to protect children against diseases that were not included before in 
the expanded programme of immunization, such as rubella and viral hepatitis B. Prevention 
and control oflocally endemic diseases have expanded to encompass non-infectious and 
chronic diseases such as heart diseases, hypertension, diabetes, cancer and non-intentional 
injuries. Worker's health has begun to be implemented at PHC levels in many urban places. 
Mental health is also now being· incorporated into PHC. 

Human resources: PHC proViders in Malaysia consist of health workers who are 
multidisclipinary in nature, have the required range and level of competencies, and as far as 
possible, are supplied in adequate numbers. While the numbers have steadily increased over 
the years, it is still not adequate for the expanded scope ofPHC services and the improvement 
in quality being introduced in response to increasing demands and expectations of the 
consumers. 

Financial and budgeting system: The main source of financing for health care services 
is from public revenues through general taxation. Public health services, which encompass 
almost all ofPHC, are provided fee to the users of the public health system. Health funds 
therefore are provided directly from the federal budget. In this centralized system, the 
financial and control system is not very flexible compared to other funding sources (such as 
local revenues or grants). But it allows for security and PHC does get a fair amount from the 
national health budget. Also fairness in financing is assured by the needs-based formula for 
determining allocation, using parameters such as population size, socio-economic conditions, 
burden of illness (or health status) and private sector access. 

There is also funding obtained from international organizations and agencies. 

Health management and information system: Since the early 1970s, the Ministry of 
Health has had a Health Management Information System (HMIS) that has undergone several 
reviews. This system allows for PHC activities to be assessed. In view of the holistic nature 
of the inputs into PHC, especially with the multi-sectoral determinants ofhealth, the system 
uses indicators that cover other sectors. The changing scenario and the responses ofPHC 
require a constant review of the HMIS. The system is now being designed to allow for 
sharing across all stakeholders and providers of health care. It also will look into a better and 
more compliant reporting by the private sector to the Ministry of Health on important issues. 
Another weakness of the HMIS is the absence of gender-segregated data. This is becoming 
increasingly important to facilitate planning for more gender sensitive and women-friendly 
PHC services and for mainstreaming gender into health policies. 

Streamlining PHC and improving integration/referral system: Up to the early 1990s, 
primary medical (curative) care or outpatient care by the Ministry of Health was delivered by 
two different programmes for urban and rural populations. For the rural areas, outpatient care 
was provided at the health clinic, and if further care was needed the patient was referred to the 
nearest hospital. The urban communities had access to outpatient care in the hospitals 
themselves and polyclinics, in addition to those in the private sector. To ensure adequate 
emphasis was given to PHC, outpatient services, i.e. curative care (primary medical care) was 
transferred from the domain of secondary (hospital) care to that of public health which is 
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responsible for PHC. By this, there is now a merging of primary medical care into the ambit 
ofPHC. More significantly, by this policy the elements of promotive and preventive care can 
be better linked with curative care, facilitating the transformation of the focus of the health 
system from the "illness" to the "wellness" paradigm. This made the approach and quality of 
care for urban and rural areas more uniform since it allowed for policies related to outpatient 
care to be under one management. This allowed, for example, a more rational distribution of 
resources between urban and rural services. 

The above streamlining, along with the placement of family medicine specialists has, to 
a large extent, strengthened the referral system. This has improved vertical integration within 
the different levels of care in the Ministry of Health making PHC an effective "gatekeeper" in 
the system. The referral system is reViewed and improved upon from time to time. The 
integration with the other health systems such as the private sector and the traditional and 
complementary systems· still need much improvement. However, with the eight Health 
Services Goals adopted for the health sector, there are better opportunities and mechanisms 
for horizontal integration between the various providers of PHC in a more seamless, 
continuous and integrated system. Besides integration of levels and providers of care, there is 
also integration of activities within PHC. For example, in 1978, there were three vertical 
disease control programmes for malaria, TB and leprosy. Now these have been fully 
integrated into the PHC system. Family planning services in the rural areas are also 
integrated into PHC. 

Improving quality: The Ministry ofHealth has emphasized quality since the 1980s. 
While the Quality Assurance Programme (QAP) was first introduced in the hospitals in 1985, 
the PHC began it slightly later in 1989. Since then, the number ofPHC activities 
implementing this programme has increased considerably . . In addition to the QAP, other 
quality initiatives are also now established in all PHC outlets, such as the Client Charter, 
Quality Control Circles, ISO 9000 Certification, Work Culture Improvement, etc. There is 
also the culture of innovation, and many award-winning innovative projects have been the 
products of PHC staff. Equipment and technology at PHC is another aspect that has 
undergone much quality improvement. There is continuous upgrading of the laboratory 
equipment and facilities . The number of drugs at the PHC level has been expanded to include 
specialist items to cater for the specialist services now available, but within the limit of the 
national essential drug list to ensure appropriate choice and use, and to avoid unnecessary 
costs. 

Human resource upgrading is another aspect that has improved quality of PHC, such as 
the replacement of the midwife by the community nurse, the laboratory assistant by the 
laboratory technologist, and the introduction of the family medicine specialist. 

Optimizing newer technologies: Appropriate technology is ensured by many means, 
one is the requirement for technology assessment before a technology is applied. Health 
technology assessment has now become a requirement including at the PHC level, especially 
ior those that have high costs. A recent example is the technology assessment conducted for 
i~troducing the Haemophilus influenza B vaccine to the immunization programme. 

In terms of Information Communication Technology, Malaysia has taken very 
ambitious steps. The telehealth project has much to promise to overall health care including 
PHC. Specifically for PHC, the Ministry of Health is now putting in place the inputs for the 
Teleprimary Care (TPC) project. These benefits shall come through the various applications 
of ICT - teleconsultation, continuing medical education, mass customized and personalized 
health information and education, and the lifetime health plan. This is in line with the policy 
of the Ministry of Health to use ICT not for its own sake, but using it as an "enabler" for 
making health care more accessible, more equitable and more efficient. 
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Harnessing other health providers: The Ministry of Health is by far the major provider 
in the formal sector, providing access for almost every individual. The private sector is a fast 
growing industry in the urban areas and consists of clinics, managed care organizations and 
hospitals. However they provide largely curative primary care rather than the comprehensive 
PHC. In the informal sector, traditional and complementary health and medicine (T/CM), 
mainly ethnic-based, are used by a large section of the population. There are also health 
services by NGO's meeting specific needs, such as halfway homes for battered women, 
cancer respite and hospice care. 

The government has made it a clear policy that T/CM, mainly ethnic-based, is to be 
streamlined so that they are better regulated and can offer a viable and safe alternative for the 
community. · 

The current centralized health system in Malaysia has performed creditably well in 
making health care accessible to a vast majority of the population. This system has proven to 
be socially just and efficient, and is politically very acceptable. However there may arise 
compelling reasons to question the continued viability of this system, and reform may be 
inevitable. Spiralling health care costs have been much discussed as an impetus for 
alternative financing systems, and there is the growth of the private sector which can and 
should be optimized. The community has matured and is reckoned to be ready to take up 
more responsibility for its own health care, including cost sharing. 

Options for major structural reforms, unavoidably linked to health financing, are being 
discussed. The structural reform is mainly on decentralization, which may take several 
forms, i.e., delegation, deconcentration, devolution and deregulation; which may involve 
privatization and its less radical variant, corporitization. There will be the inevitable financial 
re-arrangements as well with respect to cost sharing, and as mentioned in the preceding 
paragraph, Malaysians are now in a position to share health care costs. The approach should 
be appropriate to the country and will likely be in the form of social insurance that will have a 
built-in protection mechanism for the poor. 

FIJI 

Fiji health systems have been largely community-based. However, six decades ago 
institutionalization of common communicable disease in Fiji, along with those referred from 
the region, was a common practice. Because of the rural nature of the communities in Fiji, 
the adoption and implementation ofthe various components of the PHC concept were easy, 
in-line with the policies of Government, and appreciated by the communities. These views 
and belief in PHC and the enormous benefit derived from an integrated programme has 
remained with the Government since. 

A major reorganization of the health administrative structure was made in the mid-
1970s in the build up to Alma Ata. At the national level, a new division of primary and 
preventive health was created with all community-based health institutions placed under its 
jurisdiction. The primary focus of this new division was on preventive health and PHC. This 
organizational structure remains to the present day. 

With the view to bringing health services closer to the community and that some 
degree of accountability is borne by the health system on the status of health of the populace, 
the whole country was divided into nursing zones. Nursing zones do not necessary require 
the presence of a nursing station as a base as several zone nurses could operate from nearest 
health centre or sub-divisional hospitals. Zoning is performed on the land mass areas and not 
where communities live. The zoning process and assigned responsibilities to nurses have 
contributed enormously to the achievement of a favourable health status of people in Fiji. 
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Community pharmacy is another service introduced in the PHC structure that aims to 
bring drugs and medicine, not supplied by the public health system, to the communities. The 
community phannacie·s were placed in the government health centres or sub divisional 
hospitals but were administered by the communities' representatives and Board ofVisitors. 
This drugs and medicine service exist today. 

Immediately after the Alma Ata, the Ministry of Health proceeded with the creation of 
a new cadre of community health workers. After the training, village health clinics were built 
by more affluent and motivated communities with the Ministry of Health providing basic 
medical supplies to the clinic on a monthly basis. The community health-worker training 
programme is now a regular and sanctioned activity of the Ministry of Health with almost all 
villages and rural community settlements having at least one community health worker. 
Community health workers have become the first level of contact of the community with the 
health care system as opposed to the pre-Alma Ata period where nurses in nursing stations 
were the first point of access by the community. 

Aside from this initial process, the country has, over time, integrated the PHC values 
and programme into the health system. 

5.2.5 Countries which underwent limited influence of the PHC policy (Palau, Cook 
Islands, American Samoa, Japan, South Korea). 

PALAU 

When the PHC approach was being introduced in Palau, the health care service model 
was then focused on costly hospital based secondary and tertiary care and off island referral. 
Because it was still under United States Trust Territory administration, no drastic review of 
policies was attempted. Nevertheless, some success was achieved in decentralizing services 
and health care facilities in the form of rural based dispensaries, PHC committees and 
community health workers. A chain of rural dispensaries throughout Palau was established 
and PHC and public health activities were implemented in incremental steps through those 
facilities. Much effort was also directed at soliciting community support and participation, 
and the situation looked promising. Whereas health promotion, disease prevention and 
primary care were the basic components ofPHC, much of the activities and efforts exerted by 
the health sector then was directed primarily at health promotion and disease prevention, 
probably on the presumptive premise that if those strategies succeeded, there will be no 
urgent need for primary care. 

The non-availability of essential drugs in those dispensaries progressively worsened to 
the point where patients and staff were being disillusioned. Clients no longer turned up while 
staff were unwilling to work because of personal and professional frustration at not being able 
to effectively assist patients needing their help. Rural dispensaries became neglected and 
abandoned by both the community and the health secto'r, and most patients or clients sought 
care at the national hospital instead. 

The development of preventive and PHC services in Palau during the past five years 
has been strengthened and based on three mutually dependent components that include 
facilities, programmes and services. Palau's strategy for implementing the PHC approach is 
now firmly and pivotally based on the philosophy of effectively treating the patients first 
before attempting to provide them with health ~ducation. 

Palau is also committed to implementing its National Health Care Plan which supports 
and discharges the constitutional responsibility of the national government under Article VI to 
promote "the health and social welfare of the citizens through the provision of free or 
subsidized health care". 
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COOK ISLANDS 

Throughout the late 1960s and 1970s, the country enjoyed one of the highest standards 
of health delivery in the region with the development of clinical services and facilities on 
Rarotonga and the outer islands. In parallel, various community and health initiatives such as I 
the 'tutaka ', public health inspections and the health education promotion programmes in 
villages and schools were institutionalized. 

The economic reform programme in 1996 heralded a period of transition and confusion 
in the delivery of many health programmes and services. However the objective of the 
revised 1995-1996 Health Act and the health reforms were to remedy deficiencies in the 
health consultative process~ to weed o~t unproductive areas, and to address the neglect of 
personnel, drug and supplies, and maintenance programmes for equipment and facilities. 
Government strategic priorities related to health were outer islands empowerment and social 
cohesiveness. Supported by legislative measures, health services were devolved in April 
2000. Unfortunately, the reform programme was abruptly introduced which meant a steep 
learning curve for health administrators with respect to the changes in budget and 
management practises. Added to this was the expectation to perform and manage the 
reformed lines of communication and coordination which affected performance throughout 
the country. 

It is important to note that in the late 1970s, resources and policies had already been 
committed to building a central hospital and maintaining health centres/hospitals throughout 
the country. Training was geared to medical personnel working in wards rather than in the 
community. The socio-economic structure of the economy at the time influenced health 
spending towards gearing up for economic and tourism growth and the interpretation of this 
expected growth was the need to provide similar health services to those in New Zealand. 
Lifestyle diseases were not noticeable concerns. Therefore the Cook Islands fell into the 
situation of supporting the WHO commitments to PHC in rhetoric, but continuing to 
consolidate and emulate overseas health service delivery systems in practice. The economic 
reform programme had a role in revisiting government's position on PHC and defmitely wi th 
the application of devolution, policymakers realized the importance of institutionalizing the 
practice of PH C. Unfortunately, despite the recognition in various reports of the significance 
of PHC and the ancillary benefits it can provide to cost-effective delivery of services, political 
agendas, institutional foresight, and management structures then and now seem to continue to 
allocate funds into curative areas, assured perhaps that donor partners will finance PHC 
approaches and systems. 

AMERlCAJ.'l' SAMOA 

One of the most significant developments for American Samoa's health care policy and 
strategic approach to PHC is the organizational separatioJ?. of curative services and hospital 
based health care from the operational role and responsibilities of the Department ofHealth 
(1998): This has enabled the Department of Health to focus its efforts and activities 
exclusively on public health and PHC. Up until that time, the Pago Pago Hospital had also 
been the administrative s~t of the Department of Health with hospital-based curative care 
services enjoying the central role and major attention of the Department's operational 
activities. Public health and PHC were little more than a low profile appendage to the overall 
operation and performance of the Department of Health or its service output, which invariably 
revolved around curative care. 

1 
Refers to public health inspections, normally scheduled twice a year, throughout all 

islands and villages. 



-32-

The overall perception of the general public and health service consumers is tha:t 
effective health services can only be obtained from the hospital. Major policy changes, 
decisions, strategies and actions were therefore primarily concerned with and directed towards 
hospital-based care. PHC and public health were neglected and generally forgotten, ignored 
or regarded as unimportant, often receiving minimal consideration when funding resources 
were allocated. Apart from federal funding for categorical public health preventive 
programmes, hospital based services effectively attracted the major share of public attention 
and resources, with public health and PHC services receiving whatever was left over. 

Active community participation and support for PHC went through a history of 
successes and failures in American Samoa. In the late 1980s and early 1990s, there was 
evidence ofbroad involvement through many village PHC committees and support groups. 
Prior to that, active community participation in planning and evaluating community health 
services was largely non-existent because public health services were planned and 
implemented by professional health workers, with the involvement of the community being 
little more than as clients or patients. 

Unfortunately, the effectiveness of health centres and dispensaries progressively 
declined because of lack of drugs and ineffective primary care, which progressively resulted 
in the withdrawal of community support. 

More recently, however, deliberate actions have been taken to formally involve the 
community in health care decisions. WHO and the United States federal health programmes 
have included requirements and recommendations for the active participation of the 
community, and-are therefore-reawakening-and empowering-the -Community-to progressively 
take on such a role. Existing Department of Health programmes which have active 
community associations, committees or coalitions operating as essential elements of 
programme strategies and activities include the Diabetes Community Association; the 
Coalition for Tobacco Use, Prevention and Control; the Breast and Cervical Cancer 
Community Coalition; and the Parent Association of the Child with Special Needs 
Programme, etc. 

A Community Board of Advisers is being established to work in partnership with the 
management team of the new Tafuna Family Health Centre, the first time in American Samoa 
that a community board has been offered the important partnership role of plalUling, 
delivering and evaluating community health services in the territory. 

The involvement of the volunteer private sector in PHC through the promotion and 
protection of health is minimal. There are only a few volunteer NGOs in American Samoa. 
Even in the private for profit sector, America Samoa offers very little support for PHC, with 
just one private medical clinic, one dental clinic and one pharmacy. Both the medical and 
dental clinics essentially operate on part-time basis after hours. 

JAPAN 

Japan has achieved the longest life expectancy in the world. This record reflects 
national efforts to promote a comprehensive system involving the public health and medical 
care services in every part of the country. People can avail themselves of medical care at 
affordable costs at the first level of contact almost any place of the country. All people are 
covered by some kind of medical insurance. 

The government has traditionally guided local governments in public policies under an 
effective hierarchical system which resulted in notable economic and health improvements 
over the past 50 years. However, local autonomy has been limited during this period. The 
government has progressively changed this by enacting laws promoting decentralization and 
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deregulation. The current government emphasis in on ensuring that health and 'welfare 
services are planned and implemented by the authority closest to the people to directly answer 
their daily needs. · 

Public health services have been implemented by well-trained public sector 
professionals using the same methods and facilities throughout the country. Medical care and 
preventive services developed independently with minimal collaboration between them. 
Following the recent trend towards decentralization, improved collaboration between 
preventive and medical services has been stressed. The bridge spanning the two services 
must consist of the participation and responsibility ofthe people themselves, and rest on 
making optional use of communal conditions and scientific evidence. The old Public Health 
Centre Act was abolished and the new Community Health Act was passed in 1994. Under the 
new Act, prefectures and designated cities gained autonomy to decide how to organize the 
public health centres' services. As a result, the number of public health centres decreased 
from 850 to 600 in the past several years. The Maternal and Child Health Act was amended 
in the same year. This Act moved maternal and child health services from the prefectural 
public health centres to the community health centres run by municipal authorities in order to 
integrate personal health services for residents under one municipal authority. 

These were sudden and major changes which may have a great and direct impact on 
public health services in Japan. However it is expected that under the enhancement oflocal 
autonomy, people should benefit from the integration of strategic population activities to 
community health centres curative activities. 

The PHC/HF A declarations at Alma Ata in 1978 influenced the following changes in 
public health policy in Japan: 

In 1978, the National Health Promotion Movement was launched by the Government. 
The main purpose was to promote bottom-up health policies and to use all social resources in 
a community, to establish a community health promotion committee in each municipal which 
would discuss a health plan to provide community health centres closely involved with the 
people ( 4000 centres in 10 years) and the integration of public health nurses employed by 
municipal authorities and National Health Insurance cooperatives. 

In 1982 the Health Services for the Elderly Act was passed. On the basis of this Act, 
health education, health counseling, health examinations, medical care, home nursing, and 
rehabilitation, have been initiated by municipal authorities for residents aged 40 years or 
more. These services have played an important role in the detection of diseases and in the 
health promotion of residents. They have been the essential basis ofPHC in Japan. 

The number ofhospital beds was 1 164 098 in 1975 and 1 495 328 in 1985, for an 
increase of330 000 beds over ten years. The rapid aging of the population seems to have 
been the main reason for this increase. Additionally, welfare service facilities for the elderly 
were in poor condition and there used to be a social stigma attached to using them. To 
regulate this large increase in the number ofbeds and to maintain the most appropriate 
institutional care for the people, the Medical Care Act was amended in 1985 and the Health 
Services for the Elderly Act in 1986. 

The new Medical Care Act required every prefecture to publish a medical plan and to 
define medical areas in the prefecture and the number of beds designated for each area. By 
March 1989, all prefectures had published.such a plan, and 345 areas were established 
nationwide. As a result of the new Act, the rapid increase in hospital beds has been 
controlled, and the average length of stay for general beds decreased from 40 days in 1985 to 
31 days in 1999. 
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The amendment to the Health Services for the Elderly Act in 1986led to the 
establishment of health care homes for the elderly. These homes were expected to be the 
principal institution for long-term community care of the elderly in response to the new needs 
of the aging population. 

Medical care in Japan has taken a new direction in response to the needs of the aging 
population. 

SOUTH KOREA 

It is said that PHC in South Korea started with community medicine introduced by 
some scholars in the late 1960s. During the 1970s, 'PHC Projects' were initiated in some 
rural areas. Theses projects dealt with' income generating and health improvement activities 
at the same time. They combined community participation and health insurance in the 
process. 

After the Alma Ata declaration in 1978, PHC was actively discussed in Korea. The 
government issued the 'Special Act for Health Care in Rural Areas' (1980), which is the 
backbone ofPHC in Korea. Following this, health centres and PHC posts with public health 
doctors and community health practitioners were established. 

During the 1980s, there were a few PHC projects in urban areas. These projects were 
designed to offer equal access to health and emphasized community participation and inter
sectoral collaboration for community development. 

In 1986, WHO launched the District Health System (DHS) as a strategic system 
reorientation to better implement PHC. There are currently various ongoing DHS projects in 
South Korea. These projects are developing chronic degenerative diseases control 
programmes, community-based rehabilitation activities and district health information 
systems. These programmes have influenced the Korean PHC system and activities. 

The Health Centre Act was entirely revised become the Community Health Act in 1995 
to keep pace with the changes in the health centre environment, such as the changing disease 
patterns and enforcement of local autonomy. The new Community Health Act highlights the 
role of health centres as a district health planner and manager as well as provider ofhealth 
services. It requests health centres to submit district health plans and to undergo regular 
evaluation every four years. It will improve greatly the health centre operations. 

Public interest in PHC has decreased since the mid-1980s. As soon as health care 
services in remote rural areas were provided to some extent by public health doctors and 
community health practitioners, the central government gave lower priority to PHC. 

In Korea, most medical facilities (private or public) tend to pursue profit and compete 
with each other. The expansion of private medical facilities resulted in inefficiency within the 
medical care system, overgrowth of curative medicine, concentration of physicians in large 
cities, and ~isparity between the high medical care cost and low health benefits. 

Public health facilities have played an important role in health care, such as in 
vaccination and communicable disease control. However, lack of appropriate health policies 
to resolve pending problems, insufficient budgets and a weak executive organization have 
restrained their development. 

The government has been trying to reform the health ~ector. The objectives of reform 
are efficiency, equity and high quality of medical care system. To achieve them, the 
government has advised the separation of the prescribing and dispensing of drugs and the 
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deregulation of the health care market. In addition it has enhanced the public role through 
decentralization and expansion of public functions, including disease control and 
determination of medical fee/reimbursement of medical insurance, as well as the unification 
of multiple insurers for better financial stability, equity of premium burdens and efficiency of 
administrative management. 

5.2.6 Countries indirectly but strongly influenced by the PHC policy (Australia, New 
Zealand) 

AUSTRALIA 

Prior to 1974, the Commonwealth Government had played a secondary role to State 
Governments in health policy, funding· and programme delivery for PHC and public health. 
Primary medical services were delivered primarily by general practitioners operating as small 
businesses on a fee-for-service basis. Local governments provided some public health 
infrastructure (water supply, sewerage) and preventive services, including maternal and child 
health services, and immunization. A change ofFederal Government in 1972 brought new 
policies, additional resources and a greater role for the Commonwealth Department of Health 
in funding and delivery of primary care services. 

These developments pre-dated the WHO Alma-Ata Declaration and, while the tenn 
"PHC" was not used, the new national policy stressed the importance of universal access to 
medical (both general practitioners and specialists) and hospital care through the 
establishment of the Medibank National Health Insurance System in 1974. Although 
Medibank reduced the patient cost of medical care at the point of service delivery, and the 
later introduction of the Pharmaceutical Benefits Scheme (PBS) subsidized the cost of 
approved drugs, Australia maintained a "two-tiered" health system, where more than one third 
of people purchased additional private health insurance. 

The Commonwealth also established the Community Health Programme, an 
infrastructure of multidisciplinary health centres staffed by salaried professionals who 
provided curative and preventive health programmes to a defined geographical population. 

University Departments of Community Medicine were established (funded by the 
Commonwealth) to foster general practice as an academic discipline, and the Royal 
Australian College of General Practitioners (RACGP) was resourced to develop the Family 
Medicine Programme for training post-graduate doctors in general practice. 

A change of Federal Government in 1975 was followed by a devolution of 
responsibility for community health programmes to State Governments. 

In 1981, Australia signed the WHO's HFA by ~e Year 2000 Global Strategy. 

In 1984, the Federal Government introduced a new version of the national health 
insurance scheme, Medicare. During the second half of the 1980s, many Commonwealth 
health initiatives were directed to specific groups and national policies and programmes for 
women's health, HIV/AIDS prevention and the disabled and aged, were developed. A 
national health strategy for Aboriginal and Torres Strait Islander people was launched in 
1989. 

Three main sectors are currently engaged in delivering "PHC" services, according to 
various defmitions. These are: 

• general practice: mainly fee-for-service primary medical care, 
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• community health services: geographically-based multidisciplinary health promotion, 
prevention and post-acute care services (including Aboriginal Community Controlled 
Health Organizations), and 

• population health services: geographically-based communicable disease control, 
environmental health, disease surveillance and health promotion services. 

To date, policies and programmes relating to these three sectors have been parallel or 
even divergent, rather than co-coordinated. This divergence is historically-based and stems in 
part from the different funding an·angements. 

• General practice is historically a·cottage industry of small independent business, and 
many practices have recently undergone corporatization. Now nearly 50% of urban 
general practitioners are employed by large private corporations. 

• The Commonwealth supports primary medical care services through the Medical Benefits 
Scheme, administered by the Health Insurance Commission. 

• Community health services and population health services are a State and Territory 
Government responsibility. In some rural and remote areas, PHC services are provided 
directly by State and Territory governments. 

The Australian health care system is not undergoing any macro level changes, but 
within the Medicare framework it is constantly reforming to respond to emerging health 
problems and changing priorities. The government is continuously reviewing health 
financing policy to balance the imperfections of market health systems to ensure quality 
health outcomes and to contain increasing demand and associated costs of health service 
delivery. 

In the PHC sector, reforms are shifting the emphasis from subsidizing health inputs and 
providers to a patient focus and in particular what the health system produces for consumers 
in terms of quality health care and outcomes of care. This has lead to strategies such as the 
coordinated care trials where fmancing policy has changed to encourage coordination of care 
for people with chronic disease or complex care needs as in the case of older and indigenous 
people, in trial sites. New Medicare item numbers have been introduced to facilitate case 
conferencing to promote effective planning for multidisciplinary care. Changes have also 
been made to general practitioner payment systems to encourage prevention activities such as 
immunization and to ensure the quality of general practice services by tying financial 
incentives to activities undertaken. Modifying Medicare payments to support best practice 
based on evidence of efficacy and cost effectiveness of health interventions as a means to 
control quality of care and services provided thorough the Medical Benefits 
Scheme/Pharmaceutical Benefits Scheme (:rv.IBS/PBS) will be an ongoing strategy to ensure 
quality of health service for clients. 

Reforms are also occurring to ensure that the needs of high-risk groups are met within 
the Medicare framework. The PHC Access Programme (PHCAP) was announced in the 
1999-2000 budget to" . .. address the poor health of Aboriginal and Torres Strait Islander 
people by enabling better access to comprehensive PHC services. The focus of the package is 
on reform of the health service delivery network and financing arrangements to ensure that 
indigenous people have access to health services and that the services delivered are effective 
and sustainable." This initiative enables a per capita cash out ofl\tfBS/PBS funding in a 
designated region to be pooled with the funds contributed by the State/Territory governments. 
This strategy is expected to enhance access to services and to reform local service delivery 
models to more closely address the needs of indigenous people. 
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A final reform worth noting is the encouragement of competition between the public, 
private not-for-profit and private for-profit service providers. This is based on the belief that 
increased diversity of providers and competition lead to better results. Competition can 
improve the quality and drive down the costs of care, and as such the government has 
encouraged the private sector to supply health services and inputs, particularly 
pharmaceuticals and medical equipment. The introduction of a 30% Government rebate to 
those taking out private health insurance is expected to increase private hosp1tal utilization 
through the large increase in insurance participation. This is intended to promote competition 
between hospitals and reduce pressure in the public sector. 

Major reforms in the financing of hospital care to a case-mix funding model, where 
payment to hospitals is made on the basis of services delivered rather than historical 
budgeting, has pushed hospitals to find alternatives to expensive inpatient care. This has 
forged closer links between hospital services and PHC services and the introduction of 
procedures that promote integration, such as case conferencing, the application of care 
pathways, shared care for antenatal care and discharge planning. These solutions are applied 
differently across states and territories. (N.B.: there is no consistent national approach in 
case-mix funding). 

NEW ZEALAND 

As a result of changes over the past 18 months, 21 District Health Boards (DHBs) were 
established in February 2001 and took up their responsibilities from 1 July 2001. With 
guidance from the Ministry of Health, the DHBs will over the next two years, assume 
responsibility for planning, funding, negotiating and managing the full range of health 
services to meet the needs of everyone in their district. The DHBs are based on what were 
previously publicly owned hospital and community outreach services, and will continue as 
providers of these services. This is the most recent in a series ofhealth sector restructurings 
over the past 12 years. It is being managed by the Ministry o.fHealth. 

The new structure supports many aspects of the PHC strategy through its emphasis on: 

• a single district funder responsible for population outcomes and the full range of 
services to support them; 

• health improvement, rather than inputs; 

• greater community participation in the DHBs; 

• equitable population-based funding; and 

• better integration across health services. 

Changes since Alma Ata: Since 1978 the development of primary care services in New 
Zealand has been informed by, and broadly consistent with the principles ofthe Alma Ata 
declaration. Changes are described using the PHC principles as the framework: 

Equity: Over the past 60 years the level of patient subsidy has varied from about 75% in the 
early 1940s with a universal patient subsidy for general medical services, full funding for 
pharmaceuticals, laboratory tests, maternity and well-child services. The value of the subsidy 
for general medical services eroded over time, and by 1972 the government subsidy met only 
about a 33% to 50% of general practitioner fees. By 1986 it met 20% to 30% of the total fee 
for a general practitioner visit. In the early 1990s subsidies for general practitioner and 
pharmaceutical services were targeted according to overlapping categories of age, income 
equivalized for family size, and high use for chronic conditions. The current income 
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threshold is such that 30% of the population are eligible for a subsidy. Even families on only 
modest incomes pay the full cost of a consultation with a general practitioner and the cost is a 
barrier to what would otherwise be considered appropriate use of general practice and 
pharmaceuticals. The current PHC strategy intends to decrease patient charges for primary 
care services and base government funding on a population-based formula that will take 
account of proxies for need. 

The rapid growth ofMaori and Pacific providers ofPHC services has been supported 
by the government because of its potential to improve access to services towards equity, and 
because it reflects the desire for new relationships, more reflective of the Treaty of Waitangi, 
between Maori and the Crown. 

Community participation: This has ndt been as strong a theme of previous New Zealand's 
PHC strategies. A small nuniber of providers have surveyed patient opinion, and/or have 
consumer advisory committees. The third sector primary ·care services involve the 
community in governance of the service. Community involvement in the governance ofthe 
new Primary Health Organizations (PROs) is a requirement of the new PHC strategy. PROs 
will need to show they are responding to community needs and priorities. 

Intersectoral Collaboration: Service agreements as well as professional leadership through 
postgraduate and continuing education for general practitioners and nurses have encouraged 
general ·practices to become better integrated internally, and with local social and community 
services. Practice nursing services are subsidized to assist practices to be more team-based, 
but payment is made through the general practitioner and this reinforces the position of the 
nurse as employee rather than as a professional colleague. As the value of the practice
nursing subsidy eroded, many practices reduced their practice nursing time. Since 1979 the 
gradual shift away from fee-for-service subsidies for general medical services has supported 
team-based practice, and enabled those providers that wish to, to provide more proactive 
programmes and projects. The degree ofintersectoral collaboration relates to the interests of 
individual practitioners, and the philosophy of particular services, rather than being a common 
feature of primary care services. 

Appropriate technology: Evidence-based services and service quality programmes have 
developed in parallel with the growing professionalism of general medical practice and 
primary care nursing, and their recognition as areas of specialized practice. Since July 2001, 
general practitioners have been required to have vocational registration in order to practice 
without supervision. Modern business management and other technical improvements have 
occurred as general medical practices cooperated as part of primary care organizations, and as 
clinicians assumed responsibility for financial as well as clinical impacts of their decisions. 
Patient expectations have increased, giving primary care services strong professional and 
fmancial incentives to implement best practice guidelines. 

Affordable costs: Achieving health services that the country can afford has been a driver of 
many changes in PHC since Alma Ata. For example the introduction of targeted rather than 
universal benefits for general medical services, risk-sharing budget-holding agreements 
between the Health Funding Authority and primary care organizations to manage the 
burgeoning costs of pharmaceutical prescriptions and laboratory referrals. These changes 
have led to an acceptance of patient enrolment, the development of larger better-supported 
general practice services, and proactive care of many conditions. In recent years government 
spending on PHC has been less than spending on specialist services, raising a question about 
the commitment to PHC, and whether the mix of publicly funded services is the most 
efficient. The new PHC strategy aims to move PHC to the centre of services. 
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5.3 PHC and health challenges 

Country reviewers were requested to focus ort the following five key areas. 

5.3.1 Main emerging health challenges 

Health issues 

Despite the diversity in health systems, socio-economic, and cultural backgrounds, 
resources and health status, there is considerable commonality in the main health challenges 
in the Region. The following health/diseases were consistently identified: cardiovascular 

2 - . 3 4 
diseases (17 /20 countries/areas); can9er (15/20); diabetes (15/20); mental health (14/20); 

s 
sexually transmissible infections/HIV/AIDS(l3/20); and injuries (11/20). · 

Many of these health problems highlight the transition in the Western Pacific Region, 
where changes in lifestyles are resulting in reduced coherence of traditional and family 
support structures, greater sexual liberty, alcohol consumption, stress, changes in diet, and 
less physical exercise, especially among the youth. Surprisingly, considering this high risk 
factor for noncommunicable diseases, only 8/20 countries report tobacco as a future challenge 
for PHC. 

6 

However, half of the countries (1 0/20) still report communicable diseases as an 
ongoing challenge. Notably, 9/20 countries still refer to tuberculosis as a major health 
challenge, although some countries might not have identified TB as a challenge as this disease 
is being comprehensively and aggressively addressed at this time. 

For more developed countries, aging of the population is recognized as a significant 
challenge (7/20). However, Cambodia, Lao People's Democratic Republic, Marshall Islands 
Mongolia, Solomon Islands and VietNam are still struggling with high maternal and child 
mortality rates, malnutrition and anaemia. Youth reproductive health issues are also 
identified (teen pregnancies (4/20) and low use of family planning service (5/20)). 

Preservation of the environment (3/20) and dental health (4/20) emerge as challenges to 
PH C. 

Health svstems 

Both the need to continue strengthening PHC services and public health functions, 
particularly to protect pockets of vulnerable populations, as well as the need to reduce health 
resource allocation inequities are identified as challenges to PHC in 10/20 reports. 

2 
(including hypertension 

3 
(including obesity, lack of physical activities, changes in diet.) 

4 
(including alcohol, substance abuse, suicide, depression.) 

s 
(including road accidents, domesti~ violence and accidents.) 

6 
(including ARI, malaria, dengue, hepatitis, skin disease, diarrhoeas, measles, tetanus 

neonatal, plague, brucellosis.) 
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However, 5/20 countries stress the urgency to improve management systems for better 
quality and more efficient PHC. This includes the ne~d to improve health worker motivation. 

Sustainable health fmancing, high rising health costs, poor health insurance coverage 
and high out of pocket expenditures are mentioned as challenging concerns for PHC in 8/20 
countries. 

Improved decentralized operations and community participation (3/20), capacity 
building ofhuman resources (4/20) continue to be mentioned as PHC health challenges. 

The importance of a stable political environment and healthy economy are equally 
identified as important chaTienges to the implementation ofPHC (4/20). Unstable situations 
carry the risk ofhigh migration of population and health workers as well as the potential 
destruction of health systems. 

5.3.2 For countries where a recent market economy is being considered/implemented 
(e.g. WTO proposals) what is likely to be the impact on PHC? 

(8 countries out of 20 answered this question, sometimes with multiple entries) · 

> 2/8: The opening to the market economy risks distorting the health systems towards 
less health prevention and promotion. 

>- 1/8: The opening of the market will see a result in the private sector with a reduced 
access to health care due to reduced financial support from local governments and the 
introduction of a fee-for-service system. (Philippines) 

>- 3/8: Local markets will find it difficult to compete with low priced imported goods 
from multinational companies. Improved access to certain goods is likely but also 
reduced local development and dependence on importation. (Mongolia) 

> 3/ 8: Poor quality foods and drugs and hazardous products will be imported. Specific 
legislation will have to be developed to cope with the market opening. Health 
promotion legislation might find it difficult to limit the importation of unhealthy 
products (noncommunicable disease risk factor). 

> 3/8: The opening of the market brings the danger of further impoverishment of the poor 
especially in rural areas. 

> 1/8: In- and out-migration, illegal and iegal migration can strain health systems 
resources. (Malaysia, Pacific Islands) 

> 2/8: Disease transmission or food poisoning may increase due to a large increase in 
international and domestic trade (example 0157).·(Japan) 

> 1/8: The capacity of governments to raise income through taxation of tobacco/alcohol 
could be constrained. 

> 1/8: The opening of the market will give rise to disputes on intellectual property rights, 
and on agricultural and health care services product importation. 
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5.3.3 Examples of changes needed in the PHC approach to adapt to the new 
challenges 

More advocacy: Motivate and train government workers for advocacy work for PHC with the 
help ofNGOs. Involve the Department of Interior (or equivalent) and local governments. 
Establish national anti-poverty commissions. Advocate to commit 20% of budgets to social 
services. Formulate sustainability indicators. Strengthen public sector finances, 
administration, and education. Promote healthy lifestyles through mass media. 

Fairer health financin!Z: Reduce user charges. Redistribute funds from hospitals to PHC 
services. Develop health insurance. Focus more on and provide funding for vulnerable 
groups. Address underlying causes of\rulnerability. Make PHC accessible to isolated rural 
populations. · 

En!Za!Ze all providers. includin!Z the private sector: Develop effective community 
participation. Build capacity for local action and health rights. Improve community 
participation through local structures such as government councils. Define the role of 
individual and mass organizations. Redefine the role and functions of village health workers. 
Study how to involve other partners such as women's committees, churches and NGOs. 
Integrate or improve the coordination among public and private providers (including 
traditional healers) for a better sharing of health responsibilities between public and private 
sectors. 

Human resources: train and commit early to PHC. Involve medical and public health 
education institutions, bring cohesive changes in the health curriculum. Institutionalize PHC 
elements and strategies towards more prevention and promotion services and less hospital 
care. 

Research and evaluate the development of effective models. Offer support for innovative 
providers who contribute to inter-sectoral programmes. Identify roles and functions of health 
personnel, identify optimal mix of services, find out how to reach more cost
effective/efficient services. Rationalize the number, type of staff in health facilities (more 
nurses, social workers, midwifes). Continue to assess nursing workforce needs and issues. 

New and gualitv services: 

Study the reasons for the underutilization of PHC services. Improve the quality of services. 
Improve management capacity for PHC services in rural areas. 

Treat as many patients at primary level as possible. Encourage early diagnosis. 

Improve essential obstetrics care. 

Improve emergency care for traffic accidents. 

Develop a more individual approach and an easier access to health care especially for TB 
patients in urban areas. 

Increase the number and activities of mental health counsellors. 

Organize home care services for the aged. Invest in health promotion and maintenance for 
older people. Shift costs from hospital to nursing homes. Develop a national strategy for 
long term nursing, horne and day care centres. Strengthen outreach programmes such as 
horne visits. 
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Develop home care for HN/AIDS patients, and contract NGO or partner agency to 
implement it. Activities to lessen the stigma around HIV should be developed for the 
community and the health workers. 

Improve coor dination in quality management of chronic condition s and age-related 
disabilities . Increase initiatives for proper management of diabetes: ensure continuity of care, 
primary prevention, early detection, quality ofprimary care (effective integrated nursing 
services). 

Develop effective preventive and early intervention services (cancer screening, child and 
maternal care) by a broader PHC team with more nurses, community workers and health 
education. Improve coordination among the health and social services sectors. 

5.3.4 As a conclusion, reflect if a totally new paradigm is needed to face the new 
health challenges or is it only a matter of designing creative national and locally adapted 
strategies for the implementation of the PHC approach? 

?- PHC concepts still need to be clarified. 

> Entry points for participatory management could be broadened and not limited to health! 
PHC could be called "participatory development management". 

> Indigenous people views of health development are consistent with the PHC paradigm. 

? The paradigm is robust to address all health challenges. 

5.3.5 What critical role should the government play in relation to these health 
challenges? 

Leadership. Coordination. Stewardship. 

The Ministry of H ealth ca-pacity to manage the health sector should be strengthened. 
The central level should be involved in policy making and health sector reform to support 
PHC. Governments should give the example of good governance and strengthen health 
leaders' efficiency effectiveness, transparency, accountability, consistency, and responsibility 
in carrying the implementing of the PB C srrategy. Avoid rapid civil servant turn over. The 
Ministry of Health should promote more effective public information and community 
participation. The Ministry of Health should legislate in favour ofPHC. 

Ensure that new health sector structures and relationships preserve PHC principles and 
protect past achievements. Establish national health goals with appropriate organizational set 
up and funding for PHC. Increase funding for PHC in equitable manner among provinces. 
Move resources to communities to address those in greatest need. Reduce regional and social 
inequities: integrate "Health For All" in socioeconomic de'velopment plans. Allocate . 
resources in rural areas. Regulate the health market through health insurance and funding 
mechanisms. Strengthen health insurance. Create sustainable financing with the private 
sector. Coordinate and integrate donor.;.funded projects in the national health plan to 
strengthen the health system and quality of care. 

Develop a health system framework including the description of a referral system and 
registration mechanism for health providers. Regulate and guide the private sector. Set up 
methods to help determine appropriate PHC staffing, technology, facilities and management. 



-43-

Commit to long-term human resource capacity building in PHC concepts, analysis and 
decision-making. Improve management skills. Offer better quality training to health 
personnel. Seek to improve staff motivation, among oth~rs by proper supervision of health 
services. Promote a useful HIS. Develop an essential drug programme and regulate the 
pharmaceutical sector. 

5.4 The impact of PHC 

The overwhelming majority of country reports identify the impact of PHC as: 

> improved access to equitable essential health care. 17/20 

> improved control of communicabl'e diseases, specifically through vertical programmes 
such as the expanded programme of immunization (including polio eradication), the 
control of diarrhoeal diseases, acute respiratory infections and malaria. 17/20. 

> improved maternal and child health and/or reproductive health. 16/20 

These positive changes have brought a general improvement in health status, as well as 
in life expectancy, as reported in 15/20 countries. 

Despite the huge efforts made in the 1980s-early 1990s to expand access to health care 
facilities, 11/20 reports highlight the neglect which these facilities have suffered or are 
suffering now. (See previous chapter). 

Equally, while some countries may have attained laudable achievements in the control 
of certain communicable diseases (for example the Western Pacific Region has been declared 
"polio free"), some communicable disease may reappear (cholera epidemic in the Federated 
States of Micronesia in 2000), persist at relatively high incidence (dengue in Malaysia) or still 
be the biggest killer of children (Laos, Philippines). 

Finally, while certain countries have indeed improved greatly their maternal and child 
health, they may still be struggling to lower their mortality and morbidity rates (Cambodia, 
Kiribati, Lao People ' s Democratic Republic, Mongolia, Philippines, Solomon Islands). They 
may also be facing rising youth reproductive health issues (Marshall Islands, Malaysia, 
Samoa, VietNam). 

Life expectancy has overall improved in the majority of the countries surveyed, 
however, large variations persist among countries. For example in the year 2000, Cambodian 
women had a life expectancy at birth of 58 years, while Australian women life expectancy 
was 82 years. Disparities also exist within countries as is observed in Australia or New 
Zealand among the indigenous population (for example, life expectancy for indigenous 
population in Australia is 20 years less than for the non-in~igenous population). 

About half of the country/area reports identify the impact ofPHC as: 

~ an improvement in community participation. 12/20 

> an improvement in inter-sectoral coordination/collaboration. 11/20 

> an improvement in sanitation, water supply and hygiene. 1 0/20 

> an improved access to essential medicines. 10/20 
•. 
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Again, the degree of community participation has varied over time and from country to 
country. Some more developed countries have been strengthening this principle in recent 
years, rediscovering the benefits of the approach (Australia, Japan, New Zealand). Some 
other countries have experienced the withdrawal of vivid community participation following 
the neglect of the PHC services or the changes in the socio-politico-economic environment 
(American Samoa, Kiribati). 

The PHC approach has strengthened the inter-sectoral collaboration/coordination in 
many countries. Despite the recognized value, some countries have seen their commitment to 
this principle relax with the years (Kiribati) and, for others, it has been recently necessary to 
reiterate and strengthen this principle (Australia, Japan, New Zealand). - . 

Despite general improvements in' water supply, sanitation and hygiene, the rural areas 
of some countries have not improved and have even worsened (for example in Kiribati, access 
to safe water supply in rural areas reduced from 80% in 1990 to 35 % in 1995, access to 
sanitation in rural areas reduced from 53% in 1990 to 35% in 1995). 

Equally, the general improvement in the access to essential medicines is too often 
accompanied with an irrational prescription of medicines (Laos, Vietnam). 

11120 reports link the impact of the PHC approach to variations in the socio-economic 
development of the countries. Positive impact of the PHC approach are often parallel with the 
improvement of the socio-economic development and reduction in poverty, better housing, 
schooling, and transport. Changing political and economic conditions may cause set backs in 
PHC achievements (China) or may bring countries to reconsider the PHC approach and 
commit again to it with renewed strategies (Australia, Mongolia, New Zealand). 

8/20 reports identify the improvement in health education, promotion and public health 
legislation as a consequence ofthe adoption of the PHC approach. 2/20 reports clearly 
highlight the lack of impact of the PHC health promotion-health education strategies to limit 
the development of the noncommunicable diseases epidemics (American Samoa, Cooks 
Islands). 

The PHC approach did not seem to have impact in many countries: 

J;> On the nutritional status, availability of micronutrients or iodized salt. Only 6/20 
reports identify some improvements linked to the PHC approach. 

>- On establishing equitable financial accessibility to health care. Only 4/20 reports 
identify the existence of a comprehensive health insurance system. Some countries are 
still offering free health care but struggle with the sustainability of their funding. Other 
countries manage largely under-funded health systems. All are challenged by rising 
costs. 

>- On the demand driven, culturally acceptable health care. 4/20 

>- On the recognition oftraditional medicine. 4/20. 

5.5 PHC and community development 

5.5.1 Lessons learned: 

A number of common elements emerge from the 20 country reports, and these may be 
grouped into three areas: 
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Stron~ government leadership and stewardship is essential 

>- It is the responsibility of government to establish a national PHC policy and ensure 
implementation, even though this may involve private practitioners. However the 
government has to have the support from the community and stakeholders at all the 
levels. To achieve this, incentives or specific training for bureaucrats and health 
profe!!ionals n.~ay be: n:4uirc:u. 

> The implementation ofPHC needs to be coordinated with economic development. 

>- Governments should be careful not to reduce public investment in public health and 
preventive health, as-it is these areas that are generally poorly provided by the private 
sector. 

> To ensure the sound development of PHC, governments need to ensure the availability 
of a sufficient number of suitably qualified health staff at PHC facilities. Long-term 
government commitment of a suitable level of resources is needed. 

> A proper assessment of the country context is needed prior to implementation. The 
most suitable form of community participation from a cultural perspective should be 
chosen. 

Clear structures for involvement are imoortant 

)> Good inter-sectoral coordination is important to mobilize the different strengths of the 
society and to avoid duplication and unnecessary costs. 

>- The role of all actors (NGOs, international organizations, government services, private 
providers) in the health system should be discussed and agreed upon. No group should 
dominate. A formal 'Sector Wide Approach' might be a way forward to coordinate 
donors' different policies and approaches. 

> Resources and implementation mechanisms should be clarified with all stakeholders 
prior to the establishment of any formal agreement. 

> Donor agencies must respect agreements, national laws and systems. 

> Well established, socially and culturally~accepted community organizations, such as old 
men's associations, churches, women's group and youth's groups, should be encouraged 
to promote and implement PHC projects. The participation and involvement of such 
groups should be maintained at all stages of development to ensure acceptability and 
sustainability of health systems. 

>- People can be empowered by providing them with more inform~tion and formal 
mechanisms may need to be identified by governments for doing this. This includes the 
need to provide assessments and feedback on successes, failures and past experiences. 

Flexibility is important 

)> Developing innovative initiatives to suit the communities requires flexibility. Thus, 
although governments have responsibility for overall leadership and stewardship, 
national policy and other requirements must be flexible to enable systems to change to 
take account of changes in knowledge, attitudes and practices, as well as the impacts of 
rapid urbanization, industrialization .and changes in economic situation. 

> Continuing support and assistance, both in kind and in cash, is necessary to keep the 
interest of the community going. 
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):> Belief systems, particularly as these relate to the causes of disease and ill health, need to 
be understood by health professionals and plarmers if health services are to be delivered · 

that will be utilized by the community. There may be significant differences in these 
beliefs for different population groups within the same country. 

Two key messages that emerge from the country reports: 

):> Community participation works and will increase utilization and support for services, 
but only where a service of good quality that the community wants is offered. 

> PHC initiatives are more sustainable when community participation and ownership of 
the activities is prometed. They are more likely to be sustained even in the event of a 
change in the political leadership .of the local government. 

5.5.2 Some examples of success and failure 

MONGOLIA 

In 1957, pre-delivery homes were established, first by an initiative ofherders of 

Bayanleg soum, Bayankhongor aimag, and later spreading to almost all soums in Mongolia. 

By the end of the 1970s, this community initiative had become a classic example of 

community health financing, funded by animal husbandry collectives. They contributed 

significantly to the reduction of maternal mortality. Unfortunately, most of the pre-delivery 

homes had to be closed due to lack of financing in 1991-1993 and maternal mortality 

·increased in rural areas. In 1994, these maternity waiting homes have been re-established 

with state budget and donor assistance. 

The most common form of community participation in Mongolia is through the 

participation ofhealth volunteers. These health volunteers were trained within the framework 

of tht! National Programme on Poverty Alleviation and in a joint United Nations Children's 

Fund (UNICEF)/Ministry of Health Community Health Project. Unfortunately the health 

volunteer's initiative failed to be effective. The volunteers identified the lack of incentives 

and a relatively good supply of medical personnel as main reasons. Nevertheless, it is 

important to note that in certain cases the volunteer work has been very successful. For 

example, since 1994, revolving drug funds have been established in about 200 scums of 12 

aimags. The revolving drug funds operate under the community's supervision, and some 

have been very well managed and have been able to provide medicines to isolated areas, and 

funds have enabled them to purchase ambulances and motorcycles for soum hospitals and 

bagh feldshers. 

VIETNAM 

Quang Tri's communitv-managed health development 

Quang Tri Provincial Health Bureau (in the Central Highlands) has gradually adopted a 

community-based planning system for community development in which the planning 

process starts at village and. commune level. In 1991, a community-based rehabilitation 

programme was started that grew into a comprehensive primary health care programme in 

1996. One year later, the programme began to adopt a more holistic approach and became a 

community-managed health development (Cl.\1HD) programme. 

With support from the Medical Committee Netherlands-VietNam (MCNV), the 

Provincial Health Bureau has adopted a community-based planning system. Commune 

People's Committees submit plans to the districts, which are then compiled into an overall 

district plan to be submitted to the province for approval. 
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Currently, 98 out of 138 communes are taking part in activities related to the CJ\t!HD 
scheme. Villagers prepare comprehensive village health development plans based on the 
analysis of their own health situation and mostly on their own resources. During the analysis 
of their situation, people find the root causes of their perceived health problems. By planning 
to solve these root problems, they aim to improve their health in a sustainable way. The 
issues addressed in the communal and district plans range from general development issues 
such as clean water, sanitation, literacy, income generation, infrastructure, kitchen gardening, 
and animal husbandry to more narrow medical matters, such as building or upgrading a health 
station, establishing a revolving drug fund or increasing community awareness on local 
endemic diseases. Seventy percent of the villages have their village health workers chosen by 
their respective communities who ar~ trained on local priority health concerns. 

The commune and district health staff support and coordinate outreach activities in the 
community. Local Red Cross branches and other mass organizations help support the village 
health development plans. Trained district health development facilitators (from the district 
health centre and other district organizations) facilitate workshops and provide training for 
local leaders and community representatives on participatory health education methods, 
community management in health and on participatory planning, as well as gender issues, 
community-based rehabilitation (CBR), revolving drug funds, traditional home remedies, and 
priority health matters (like nutrition, tuberculosis, malaria, ARI, and diarrhea). The district 
health centre also helps to gain support from other district level services for non-health 
components of the village plans. The health stations are provided with necessary supplies 
such as bicycles, reference books, basic medical equipment, commune health funds and extra 
support for disabled people. Every year, the district health centres make plans for further 
development activities. 

CAMBODIA 

A country example of wider community development approaches 

In 1996, the Government of Cambodia initiated the "Seila Programme" with the main 
purpose to strengthen general development (decentralize planning, financing and 
management) at the grassroots level. All the government stakeholders are involved in an 
integrated development plan and its implementation. The Seila Programme is financed by a 
wide range of donor partners as well as through an annual allocation from the national budget. 
The United Nations Development Programme (UNDP) represents the principal partner to 
Seila for design, technical assistance and as channel for multilateral grant financing. The 
financial system of the Seila Programme reflects the good governance and sustainability of 
this programme. 

At commune level, the Seila Programme establishes Commune Development 
Committees which are composed of community representatives and responsible for general 
development in the commune, including health. Currently, the Seila Programme is 
recognized as a good example for community development and community self-reliance. 
This programme will be expanded to 17 out of 24 provinces across Cambodia by 2005. 

There are many factors contributing to the success of the Seila Programme: 

Based on four principles: Dialogue, clarity, agreement and respect. In the Seila 
Programme, 20000 elected commune representatives and 5000 civil servants ofline ministries 
know clearly these four principles and this helps the Seila Program in implementing 
successfully the work plan from the provincial to commune level. 

Clear responsibilitv: The Seila Programme clarifies the role and responsibility of 
vertical (line ministries) and horizontal (PRDC, DFC, CDC, VDC) structures at all levels. 
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Learning-by-doing: This is a very good example of local staff capacity building 
(PRDC, line ministry at provincial level and community based organizations) and it is 
perhaps the most important factor contributing to the success of the Seila Programme. Since 
1996, the number of expatriate staff has been reduced from a maximum number of 37 to 
about 10 in 2000 and to seven in 2001. 

Financial systems: In the Seila Programme, the government manages the funds from 
donors. The government contribution to the programme has been increasing remarkably. 
UNDP funds for province are transferred directly to the bank account operated by PRDC. 
Funds from the International Funds for Agriculture and Development (IFAD) and the World 
Bank are transferred through the Ministry of Finance and Economics to the provincial branch 
of Finance and Economics, where the operation of the funds is transferred to PRDC. The 
government funds are transferred to the treasury of the province. In 1996, 100% of the funds 
for implementation of the Seila Programme were provided by UNDP. In 2001, only 4% of 
the Seila funds belonged to UNDP, 5% are from bilateral agencies and most of the remaining 
funds are from the government. 

This programme is a good model for decentralization for Cambodia, and based on this 
programme, the Government of Cambodia is going to establish the Commune Council in 
2002. The main role of the Commune Council will be to operate as the local government to 
manage the general development and funds of its own commune. 

MALAYSIA 

Community participation in Sarawak is not new. Indeed, as far back as the 1950s, 
there existed a "home help" scheme. Further, traditional healers including traditional birth 
attendants (TBAs) have always played an important role in the health of the various 
communities in the state. More recently, community participation took the form of building 
health facilities with the resources and efforts of the local community. But more 
meaningfully is the community participation by the village health promoter (VHP) scheme, or 
Wakil Kesihatan Kampong (WKK), which started in 1973. 

The members of the scheme, the VHP themselves, are from the community and 
selected by the community through consensus with the leadership of the official village elder. 
The promoters are trained in first aid, promotive and preventive activities, some curative 
activities and community development projects. The main thrust of the VHP is to improve 
health of their community by working in partnership with the Health Department. The health 
department provides support in the form of training and re-training, supervision, referrals, and 
in some instances, logistical support. The scheme is on a totally voluntary basis, although 
incentives are provided, such as a recognition certificate, letter of recommendation when they 
apply for a paid job, study trips, etc. Sometimes the community may give the VHP a small 
token payment from their own collective resources. 

The VHP has five objectives: 

• ensure effective services are provided to remote areas where it is not cost-effec.tive for 
the government to build health facilities; 

• provide services that respond to the real needs of the community; 

• provide services that are acceptable, available all the time and are cost-effective; 

• encourage mutually beneficial partnerships; and 

• in the long term, encourage the spirit of self-reliance in the community. 
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When a community indicates that it needs a VHP, the Health Department studies the 
health characteristics of the community, which may be a village, a longhouse or a collection 
of a few longhouses. Then the Department consults the people of the community on these 
health situations and obtains their consensus on them. The community, with leadership from 
the headman, selects their VHPs, usually one man and one woman, who need no qualification 
except being llterale:: and motivated to serve his or her community. He or she must have a 
positive attitude and be acceptable to the community. The Health Department conducts a 
three-week training course for new VHPs, and re-training is conducted every five years. They 
are given knowledge on a fairly wide scope of promotive, preventive and curative care, and 
other health related matters. 

A systematic evaluation of the VHP was conducted in the mid-1980s and another 
evaluative study is now underway. The~e are clear benefits from this community 
development scheme, both for the Health. Department and more importantly, for the 
community. There are currently about 1600 VHPs in the State. Although attrition occurs for 
various reasons (the most common reason is a VHP getting a regular paid job that gives 
him/her little time left for community work), new VHPs are continually recruited. The 
scheme is therefore viable and sustainable and effective in meeting its objectives. 

AUSTRALIA 

The Tiwi Coordinated Care Trial 

The remote Tiwi Islands are located 60 km north of Darwin in the Arafura Sea. The 
population of over 2000, mainly aboriginal people, has extremely high rates of preventable 
chronic conditions, especially diabetes, renal and respiratory disease plus residual high rates 
of infectious diseases. Unemployment is high and housing conditions are generally poor. 
Health services were delivered by the Northern Territory Government, with visiting services 
from Darwin. In 1997, the Commonwealth and Territory governments negotiated with the 
community-based Tiwi Council to reform existing PHC services, through a Coordinated Cai,'e 
Trial, which had four broad objectives: 

• to achieve Tiwi community control of health services through the establishment of an 
Area Health Board administering pooled health sector funds; 

• to improve the effectiveness of preventive measures based on Tiwi participation in 
community programmes in public health and other services; 

• to imprOve the quality and effectiveness of health serVices delivered to Tiwi people 
through the application of increased resources to a mix of primary coordinated care and 
population-based health services; and 

• to improve the standard of care according to best practice guidelines and protocols. 

The trial ran for three years from 1997. The ultimate aim was to improve the health of 
the Tiwi population to the extent that this can be achieved by improvements in health care 
services. However, this couid not be measured in the short evaluation phase of the trial. 
Process measures of success, however, were achieved. These included: 

• community control, by the establishment of the Tiwi Health Board, which now 
determines health policy and expendi~e; 

• increased community awareness of health issues among Tiwi islanders, and "greater 
community input into service delivery; 
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• increased prevention services, especially those addressing pressing local problems such 
as youth suicide; 

• increased number and quality of primary health services; and 

• reduction in avoidable hospitalizations. 

NEW ZEALAND 

Services that reflect a philosoohy 

In the early 1990s, when the rest· of the health sector was being restructured and 
subsidies for general practice and pharmaceutical services were to be targeted according to 

family income, a community of about 5000 people in rural communities in the Far North of 
the North Island decided they wanted to retain the model of integrated, free primary and local 
hospital services. They petitioned the Ministry ofHealth and submitted a well-researched 
case that their universally free PHC was cost-effective. They planned to march to Parliament, 
and chose a time when the government was susceptible to such pressure. Although this was a 

significant departure from the market model being implemented throughout the rest of the 

country, the area was funded to retain its model of integrated services. A community trust 
became the owner of the facilities and held the funds for all the local health services. It still 
does. 

Culturally aoprooriate services 

The growth in number and scope of Maori health service providers has been most 
apparent over the past ten years. Maori providers use Maori health practitioners where they 

can to deliver services that better meets the needs of local Maori. Maori co-purchasers and 

Maori development organizations have also been established to work alongside the Health 

Funding Authority to improve the funding and delivery of services for Maori. Specific 
funding for Maori provider development has supported these. 

Most Maori providers provide primary care services that incorporate mainstream 
general medical and nursing services. They are distinctive in their high degree of integration 
with other iwi services, with other health and social services, and in their use of traditional 
Maori therapies and in the cultural setting for care that incorporates the spiritual, emotional, 
physical and community aspects of health. 

Intersectoral communi tv action for health 

Newer community development initiatives are the intersectoral initiatives funded from 

late 1999 in urban communities with high health needs. These Intersectoral Community 
Action for Health (I CAR) programmes have been established differently in each of four 
communities. In two they have central government, local government, iwi (Maori tribes), 
Pacific and other community representatives at the governance level, another is based within a 

District Health Board for communities with high health needs, and the fourth is located within 

the communities covered by one iwi, and draws on local Maori providers and the Maori co

purchaser for governance. These are new initiatives and will be evaluated over three years. 
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SOLOMON ISLANDS 

In 1991/1992, a feasibility study was carried out in Solomon Islands by the Ministry of 
Health and Save the Children Australia (SCA). The study, which was conducted in four areas 
of Malaita, estimated an overall disability rate of 3.2% and was consistent with the prevalence 
survey results in other developing countries. In 1994, the flrst training for Community Based 
R~hRbilitation (CBR) was conducted. 

The establishment of CBR programme in the Solomon Islands is a unique partnership 
development made between the government through the Ministry of Health and Medical 
Services and the NGOs through the Disabled Persons Rehabilitation Association. This 
partnership is unique in the context thaht also translates itself in different forms at the 
national level, provincial level and cornin.unity level. At the national level, this partnership 
operates among various government departments, churches and NGOs. · It moves down to 
between various health divisions, churches and NGOs at the provincial level. At the 
community level, this partnership operates between the CBR aides and the clients, their 
families and their communities. Partnership is also evident between men and women, 
different cultures, religious groups, development partners, and the Government. Partnerships 
provided the pillars on which the CBR operates and implement its aims and objectives. Save 
the Children Australia and other development partners have been instrumental in establishing 
the programme through closer dialogue with the Ministry of Health and Medical Services. 

The CBR programme is a good example of a community-based programme 
administered by an NGO that uses the policy goal of the Ministry as its objective. Moreover, 
CBR is also covered under the Policy Goal of Rehabilitation Services as stipulated in the 
National Health Policies and Development Plans 1999-2003. These objectives are: (1) to 
assist individuals who have been disabled by disease, traumatic injury or other causes to 
achieve their maximum potential in terms of physical activity, functional ability, 
independence in daily living and the potential for useful and important member of society; 
and (2) to ensure that people with disabilities are rehabilitated to be adaptive to the national, 
provincial and community environment changes through the national CBR programme. 

After the initial surveys, training and institutional capacity strengthening shouldered 
mostly by Save the Children Australia and other partner agencies, the Ministry of Health and 
Medical Service has now taken over the CBR programme particularly with respect to the 
payment of salaries, administrative matters, and the coordination of health service delivery. 

The concept identified here is of partnership, capitalizing on the strength of an NGO to 
provide need assistance in an area ofhealth service that is not well develolJed. Once the 
service is well established and running, the Government, through its goal for a comprehensive 
health service, took over ownership of the pro gramme and the general administration of this 
new branch of health service provision. 

PALAU 

The Ministry ofHealth was one of the first public sectors to anticipate the sociological 
challenges associated with the proposed mass movement of people to the future new capital. 
In the early stages of the project during the late 1980s, the Ministry initiated plans to upgrade 
health services offered by dispensaries in the area. The initial thrust was to try and activate 
community support through the formation of dispensary committees. A series of successful 
PHC workshops for those communities were also held at the time, under the sponsorship of 
WHO and the Ministry, and most health professionals at the time agreed that PHC was being 
well accepted by -those communities. The health services had therefore effectively achieved 
the goal of establishing a PHC infrastructure in the community prior to the massive 
resettlement of people from Korror. 
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The delay in the implementation of the compact agreement and construction of the new 
capital and road works however resulted in reduced confidence and trust of communities in 
the government and their health services, with progressive withdrawal of their active 
involvement and support for PHC. Dispensary services subsequently and progressively 
deteriorated as well, due to the lack of essential drugs and supplies and substandard 
performance by staff. 

The Ministry is now busy revitalizing and revamping its health service system in order 
to upgrade delivery of health services for public health and PHC. 

SAMOA 

In 1920 at Vaiala Apia, spouses ofNew Zealand expatriates, concerned with the high 
prevalence of infectious diseases, and overall poor personal and environmental hygiene and 
sanitation of the rural population, initiated the idea of utilizing the existing traditional social 
structure ofthe Samoa village, women's organizations. These organizations were organized 
to mobilize community development and village participation to help control communicable 
diseases and improve public health in general through the implementation of sanitation and 
health programmes. 

In conjunction with the government's health officials at the time and with the blessing 
of the council of chiefs, these village women's organizations started a national campaign to 
clean up villages; the village housing and environment got cleaned up; the sources of water 
supply were protected mainly by setting village rules, be it a spring or a river; pigs were 
enclosed in village pig sties; there was improved disposal of human waste disposal through 
building of sea latrines in addition to the traditional pit latrines; and there was proper disposal 
of household and environmental waste in the village. 

The government at that time officially acknowledged the important contribution of the 
women's committees in the improvement of public health in the villages. This lead to the 
Health Ordinance in 1921 and 1959 which put a lot of emphasis on promoting village hygiene 
and sanitation and the overall control of communicable diseases in the country. 

To date, there are 500 registered women's committees under the Samoa Women's 
Committees Development Association in the 330 villages throughout Samoa. 

The National Council ofWomen claims to have representations from most ofthe 
traditional districts in the country. However, there is room for improvement in the working 
relationship between these village women organizations and the formal health sector. 
Women's committees have become under-utilized by the formal health sector. Yet, over the 
last decade, there has been an expanded scope of the Women's Committees roles from their 
public health village hygiene, sanitation, and environmental health, to·family health, in 
particular women and children, to include pre-schools, home economics, and first-aid 
cupboards. 

5.6 Examples of the role WHO and other major international organizations are 
playing in supporting Member States to develop effective PHC policies 

5.6.1 Useful approaches used and supported by WHO 

1. Effective coordination between national structures and donor agencies, or among 
donor agencies and banks (Cambodia CoCom and ProCoCom, UNICEF and WHO 
CDD/ ARI programmes in Mongolia, Samoa health sector reform Memorandum of 
Understanding and project coordination committee, Cambodia coverage plan). 
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2. Collaboration centres (China, Malaysia). 

3. Model demonstration sites (China). 

4. Dissemination of information, procurement and exchange of expertise, study visits 
(Malaysia). 

5. Coordination of multi country research (Malaysia). 

6. Technical assistance to PHC programmes for policy and strategy development, 
strengthening training institutions (Fiji, Mongolia) and the development of the 
management process and indicators (China, Australia). 

5.6.2 Lessons learned from WHO and other donors' assistance to PHC programmes: 

l. Technical assistance provided to the Member States needs to take into consideration 
the national situation in term oflocal politics, economics and health systems. WHO 
sho:uld not use one model to guide aU the Member States health care development 
(China Mongolia, Samoa). 

2. Selective programmes achieve excellent results quickly. However, an integrated 
management approach and local needs assessments were rarely supported by most 
international organizations (Mongolia). 

3. Capable national human resources are transferred to progranunes and projects 
supported by international organizations. This detracts national human resources 
from focusing on specific local needs, and priorities or sectoral and strategic issues 
(Cambodia, Mongolia). 

4. Stop Tuberculosis, Control of Diarrhoeal Diseases, Acute Respiratory Infections, 
Iodine and Vitamin A are essential progranunes that cannot tolerate interruptions due 
to breaks in donor support. High dependency to donors' funding puts these 
progranunes at risk (Laos). Furthermore, most donors are tied into cycles of funding 
commitment directed at thematic issues. This is not help·ful because there is often no 
flexibility in shifting emphasis should an urgent or unexpected health concern occur. 
Most donors, NGO, and private sector interventions are in those areas that the 
Ministry of Health has not been keen or quick to support. This is a useful temporary 
solution but in the long run the Ministry of Health should assume its responsibilities 
(Cooks IsllPldS). 

5. There is a need for long-term commitment, funding and technical advisers to help 
build capacity not only at central level but also at the provincial and district levels: 
Committed provincial counterparts have been identified as key element in developing 
strong PHC services (Laos, Marshall Islands, Samoa). 

6. Investment in PHC services - including water and sanitation services -yields high 
results. hmovative strategies are needed that will ensure women and ethnic 
conununities can participate in health activities (Laos). 

7. Massive external support is crucial for some Ministry of Health to revitalize their 
health system. However, donor investment projects should be careful not to increase 
the recurrent operating and furure capital CO$ts that will request future funding beyond 
the means of the country. Projects should be linked to overall sectoral needs and 
priorities to ensure sustainability. Donors should avoid a piece meal approach. 
Effective donor coordination is essential to avoid ineffective training, resulting from a 
lack of standardization in .programmes or to avoid gaps in g.eographical coverage .. 
Projects should not set up individual para11el systems for implementation and 
monitoring. In order to properly coordinate and target assistance to relevant section 
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of PHC, it is probably best that all forms of assistance go through a coordination 
committee to screen. This will tend to reduce the excessive use of assistance that is 
donor driven which sometimes destabilize the operational system within the country. 
While coordinating mechanisms are in place at different levels, the Ministry of Health 
should to take the leadership in ensuring that there is continual monitoring of the 
coordination mechanisms in place in order to identify issues and to take corrective 
action , The best is to develop a respectful partnership. Communication und 
consultation are essential to foster such an environment at all levels. Indeed often the 
international, bilateral donor agencies and national structures differ widely in 
philosophies and organisational cultures (Cambodia, Laos, Marshall Islands, Samoa). 

8. Organizations should be aware,ofthe importance of assessing the need of the locality 
by using objective criteria; of determining the absorptive capacity of the local 
governments receiving the technical assistance; of the inclusion of different 
stakeholders in defining the requirements of the local governments such as NGOs and 
People Organizations; of the commitment of local chief executives to implement the 
intervention; and the possibility of the NGO as an alternative conduit in the provision 
of technical assistance or grant (Philippines, Samoa, Solomon Islands). 

9. The quality of the health information system and local capacity for evidence based 
research to support, monitor, evaluate and revise policies, programmes and 
performance budget at all levels is critical. It is also important to learn from other 
neighbouring countries regarding strengths and weaknesses of their health systems 
and reforms training, retraining, reorienting of key stakeholders in health at all levels 
regarding change management; leadership and management skills in PHC and health 
sector reforms are important (Samoa). 

5.6.3 The role of WHO in supporting PHC 

1. WHO could ensure that fair financing for the poor and vulnerable are taken care of 
(Samoa). 

2. WHO financial aid, despite its limits, is appreciated by resources-strapped countries, 
especially in fostering "independent" under- and post-graduate education and the 
development ofbuman resources (American Samoa, Federated States ofMicronesia, 
Kiribati, Malaysia, Palau, Samoa). 

3. WHO technical assistance should continue in its traditional field of expertise. 
However, WHO could focus more on stewardship, policy, legislation ~nd regulation 
capacity building as well as organizational changes management for 
institutionalization of PHC. Governments should be supported in building new inter
sectoral coalitions around a common understanding ofPHC. These coalitions should 
include local governments and mass organizations (Mongolia, Cambodia, Cook 
Islands, Fiji, Kiribati, Mongolia, Samoa, Solomon Islands, VietNam). 

4. WHO should take leadership in coordinating UN agencies and other assistance, 
including United Stated Federal funds. Its role as a broker should be developed 
(Cook Islands, Federated States of Micronesia, Kiribati, Malaysia, Marshall Islands, 
Mongolia, VietNam). WHO should support the sector wide approach to improve 
efficiency of the assistance given to member states (Cambodia, Mongolia). 

5. WHO should continue the dissemination of successful experiences and the lessons 
learned for a better internalization ofPHC ideas and strategies among all stakeholders 
including professional societies and·education authorities. WHO should continue to 
promote the sharing of expertise among countries. However, WHO should "market" 
better the PHC concepts to all stakeholders. WHO should defend public health 
embedded in the PHC approach (Japan, Kiribati, Malaysia, Mongolia, New Zealand, 
Palau, South Korea, VietNam). 
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6. WHO could facilitate the organization of a more integrated health system by making 
it part of the terms of reference of all WHO programmes, projects, and consultants to 
study ways in which this integration could be facilitated (Laos). · 

7. WHO can play a crucial role in advocating for PHC in the following way 
(Philippines): 

• advocacy of participatory development approach as a basic feature in 
extending technical assistance/grant in health and other development projects; 

• involvement of local officials in the advocacy of participatory development 
approach since they are the prime movers of community health development; 

• inclusion ofNGOs as conduits of fund and as partners in the social 
mobilization process; 

• strengthen the planning and management capacities of civil society groups 
and developing skills in coping with the political environment; and 

• formulation of community-based indicator system as a tool for planning, 
monitoring/evaluation and focused targeting of the depressed, deprived and 
underserved groups, to ensure rational decision making on health and related 
requirements. 

9. WHO, jointly with other UN agencies, could promote more stability and continuity in 
the management structure and operational performance of Ministry of Health in 
advising changes in the appointment system of Ministry of Health officials under 
certain political systems (American Samoa, Federated States of Micronesia). WHO 
could promote the reunification of some countries under a common PHC health 
system (South Korea). 

10. WHO could help develop communications systems for isolated areas (Kiribati) and to 
facilitate dynamic working relationships between stakeholders (Cooks Islands) . 

To be able to assume this role WHO should strengthen its leadership and ensure that 
health is at the centre of all Member States development agenda. 

6. RECOMMENDATIONS 

Considering the validity of the PHC paradigm, the. ongoing and new health challenges, 
the PHC approach should continue to be supported and strengthen by governments and WHO 
to preserve past achievement, to improve the un-perfect actual situation and to face the future. 
However, efforts should be re-focused on equity, fair and sustainable health fmancing, quality 
and new health services to attend to the new challenges. 

In order to achieve this, more emphasis should be given to advocacy work to protect 
vulnerable populations and the rural poor; to strengthen health rights, good public 
information, capacity building for local action, and to develop health prevention and 
promotion. More attention should be given to financing methods and regulations through 
funding mechanisms and legislation and to· socio economic development plans. The accent 
should be put on quality health services, systems, facilities and personnel. Health workers 
education should be re-oriented towards more quality, demand driven, culturally acceptable 
care. Health workers roles and functions should be rationalized towards multi skilled teams 
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with more nurses, midwifes, social workers and community workers. The under-utilization of 
PHC services should be addressed systematically. Quality essential obstetric care and 
emergency care for traffic accident should be available. New services should include mental 
health, long term nursing, home and day care for the aged, HIV I AIDS patients or for chronic 
nonc.ommunicable disease patients such as diabetic patients. The significant benefits to 
integrate/coordinate private providers (for profit or not, traditional or modern) social services 
and civil society groups with the public services should be stressed. Innovative providers 
should be supported. Research should evaluate effective models. 

Recommendations for governments include the need to strengthen leadership, 
coordination and stewardship to ensur~ a stable improved management and funding for PHC 
services; to commit to long·term capacity building of health human resources; to ensure the 
availability of essential medicines and their rational use; and to the existence of a useful 
health information system. 

Recommendations for WHO are to support Member States to assume this focused task. 
Therefore, WHO would also need to strengthen its leadership and coordination capacity 
(mcluding support to the sector wide approach). WHO would have to ensure renewed 
advocacy work, capacity building, long-term financial and technical assistance for the PHC 
approach. Technical assistance should focus more on legislation, regulation of the health 
market through health insurance and funding mechanisms, and organizational change 
management. Dissemination of information and sharing of expertise on PHC by WHO 
should continue. The integrated approach, innovations, flexibility and the respect of national 
contexts should continue to be stressed in the implementation of the PHC approach. 
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ANNEX2 

Primary Health Care (PHC) Definitions 

Health: " A state of complete physical, social and mental well bemg, and not merely 
the absence of disease or infirmity". 

"Health for all": The attainment by all people ofthe world of a level ofhealth that 
will permit them to live a socially and economically productive life. Inspirational goal based 
on the concept of equity in nealth. · 

"Primary health care": PHC is essential health care based on practical, scientifically 
sound and socially acceptable methods and technology made universally accessible to 
individuals and families in the community through their full participation and at a cost that the 
community and country can afford to maintain at every stage of their development in the 
spirit of self reliance and self determination. It is the first level of contact of individuals, the 
family and the community with the national health system bringing health care as close as 
possible to where people live and work, and constitutes the first element of a continuing 
health care process. 

The PHC approach encompasses the following principles: 

• Equity 

• Community involvement/participation 

• Inter sector collaboration 

• Appropriate technology 

• Affordable costs 

As a set of activities, PHC should include at least: 

• Health education 

• Promotion of adequate supplies of food and proper nutrition 

• Sufficient safe water and basic sanitation 

• Maternal and child care including family pla~ing 

• Immunization 

• Appropriate treatment of common diseases and injuries 

• Prevention and control oflocally endemic diseases 

• Provision of essential drugs 

• Mental health (recently added) 

PHC approach: establishment of a health system with PHC as the central function and 
main focus supported by the rest of the health system 
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PHC is the most peripheral level in a health system stretching from the periphery to 
the centre 

The PHC approach embodlt:s several principles and aspects that provide 
philosophical and conceptual underpinnings for PHC strategies. The resulting 
strategies have major implications for the entire health system and for its interaction 
with the broader economic and social development structures. 

Aspects associated with Equity: universal accessibility, adequate coverage ofhealth 
needs, allocating more resources and reallocating existing health and social resources to those 
whose needs are greatest. Economic equity, balanced world development, international 
peace, contribution to greater social justice. 

Aspects associated with community involvement: community empowerment, self 
reliance, political reform, democracy, decentralization, greater responsibility for owns health 
thru the adoption of changes in behaviour and life style, thru understanding and controlling 
the social and physical environment. Information and motivation 

Aspects associated with inter-sectoral action for health: health goals in overall 
development, important detenninants in health include availability ofland, food, water, 
schools, health facilities, level of literacy of women. Awareness of the health benefits of 
alternative economic development policies and determination of the costs of alternatives. 
Understanding of cultural factors influencing behaviour and health. 

Aspects associated with cost effectiveness and appropriate technology: 
strengthening preventive services and health promotion, shift in public resource allocation 
away from hospitals towards more peripheral levels of the district health system. Need for 
appropriate accounting system. 
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Primary Health Care Policy Review Project 

Additional framework: 

In order to compare and compile the country PHC reports data, respondents are invited 
to consider the following expanded framework to guide them in answering the main six 
questions for the country report on PHC. Please refer to the methodology described in the 
Ternis of reference for collaborators. Any documents, preferably in English, that you might 
find useful to illustrate youf answers, ~ay be annexed. 

1.1.1 Does the country have aN ational Policy document or any documents, including 
legislation, describing national health policies or priorities? If yes, please describe with key 
words, basic principles underlying the current government's policy(ies) related to health. 

1.1.2 Please tick the circle if any of the following values, strategies and activities directly 
related to the PHC definition are specifically mentioned in National (Health) Policy 
document(s): 

o "Health for All"-equity in Health- universal accessibility 

o Community involvement -participation--decentralization-self reliance-self 
determination 

o Inter-sectoral collaboration- Health as an overall development goal- Availability of 
land, proper housing, education (specially for women), and the existence-of proper 
economic policies are important determinants in health 

o Health at affordable costs-sustainability-

o Practical, scientifically sound and socially acceptable methods and technology 

o District health systems-Horizontally and vertically Integrated care with good referral 
systems 

o Healthy settings 

o Family practitioners-general practitioners 

o Home care-community care 

o Essential health care at the first level of contact 

o Health Education and promotion, self care 

o Appropriate treatment of common diseases and injuries, 

o Prevention and control of local endemic diseases, 
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0 Provision of essential drugs, 

0 Maternal and child care, 

0 Family planning, 

0 Immunization, 

0 Proper and sufficient nutrition, , . 
0 Safe water, basic sanitation 

1.1.3 Are the relevant values, strategies or activities of PHC backed up b;: appropriate 
legislation to support implementation? 

1.1.4 How much and in what ways are the community, the voluntary and private sector 
involved in the health policy formulation? 

-
1.1.5 Is there a joint formulation of National policies by all relevant ministries? 

1.1.6 What channels are used to promote the key elements of the PHC policy to other 
ministries, don.ors, providers and local levels? 

1.1. 7 Are the relevant values, strategies or activities of PHC linked to a specific timeframe, 
indicators and targets? 

1.2 Health sector organization and reform 

1.2.1 Is the country engaged in a Health Sector Reform? In a few key words describe the 
predominant characteristics of that reform, e.g., privatization, corporatization, 
decentralization, health insurance, hospital regulations, others? 

1.2.2 What is the impact of the reform on the PHC approach in your country? 

1.2.3 How is the role of the hospital seen in relation to the PHC services? Please describe the 
referral system. 

1.2.4. What are the utilization rates of the public PHC facilities in your country? If these are 
low, what are the reasons from the perspective of the users? Where do they obtain health care 
instead and why? 

1.2.5 How is the quality of the health care at primary level monitored and assessed? 

1.2.6 Does an accreditation system for PHC professionals or units exist in your country? 
What criteria are used? 

1.2.7 Is donor support coordinated to support the implementation ofthe PHC approach? 
How? 

1.2.8 Please comment on the roles/tasks of the different health levels components (central, 
regional or provincial, district, local, comniunities) in the implementation ofPHC 
components. 
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1.2.9 Please comment on the roles/tasks of the different health providers (private, public, 
volunteer) in the implementation ofPHC components. 

1.2.10 Please comment on the effectiveness ofthe coordination mechanisms at all levels of 
the health system to support PHC components implementation 

1.2.11 Please comment on the effectiveness of the coordination mechanisms wlall health 
providers to support PHC components. implementation 

~ 

1.2.12 Please comment on the effectiveness of the coordination mechanisms other 
ministries? Education, Agriculture, Industry, Housing, Environment, Information? 

1.3 Financial systems: 

1.3.1 What proportion of the national budget goes to health? 

1.3.2 Describe the trend in the National Health Budget in the last years. What is the future 
trend? 

1.3.3 What proportion of the health budget goes to the PHC approach in relation to hospital 
care? 

1.3.4 What costs are included under "PHC expenditures"? How have these costs been 
estimated? Are donors inputs included in the PHC expenditures? What is the source of 
information? 

1.3 .5 What proportion of the health budget is allocated to staff salaries in comparison with 
funds for the purchase of goods and services at PHC level? 

1.3.6 Is the salary ofPHC workers -civil servants considered adequate in relation to the cost 
of living? 

1.3.7 How are the health services funded? Public, private, mix of public-private? Describe 
the weight of each funder. Will these influence key elements of the PHC approach? 

1.3 .8 Did you develop any specific fmancing system to sustain key elements of the PHC 
approach? For example are there specific mechanisms or incentives 'for providers to cater for 
those in greatest need or to allocate more resources to the most vulnerable? 

1.3.9 Does the community co-finance the health system. thru the application of user fees, cost 
recovery schemes, prepayment schemes or health insurance? Describe. 

1.3 .1 0 If a National Health Insurance System exists, what proportion of the expenditure 
covers PHC? 

1.3.11 What proportion of health expenditures are direct "out of the pocket" of the patient? 

1.3.12 Who manages and controls expenditures for PHC? 

1.4 Human resources systems 

1.4.1 Does the country have a comprehensive HR development plan linked to its National 
Health Policy and supporting key elements of the PHC approach? 
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1.4.2 Is the distribution of the health worker per region and per geographic areas 
(urban/rural) equitable? If no what is done to change this situation? 

1.4.3 Are the family practitioner or the middle level nurse officially recognized as valuable 
professionals? 

1.4.4 Are they incentives to retain the staff in hardship areas? 

1.4.5 Does the country face a brain drain of health workers? Describe why. 

1.4.6 Are curricula for health profes~ionals regularly revised to include changes in 
demography, epidemiology and demand for health services? 

1.4.7 Have basic curricula being revised in response to PHC components? 

1.4.8 Have specific training programs being developed to advocate health workforce to PHC 
components? 

1.5 Infrastructure systems: 

1.5 .1 Have health facilities and equipment being equitably distributed throughout the 
country? If no what corrective measures are taken? 

1.5.2 Where are private for profit·and volunteer providers located? 

1.5.3 What is the proportion private-public health facilities? 

1.5.4 Please describe the changes in the number and type ofhealth facilities per population 
over the las~ years. 

1.6 Supplies and medicine systems 

1.6.1 Are essential and traditional medicines available throughout the year at health facilities 
at affordable prices? If no, what is done to improve the situation? 

1.6.2 Is the supply system for key activities ofPHC services integrated (versus vertical 
separated systems)? 

1.7 Planning and management systems: 

1. 7.1 Are the tools and the capacity for health planning and management at all levels 
appropriate to support the components of the PHC approach? 

1.7.2 Is health planning and management at all levels of the health system integrated and 
participatory e.g., does planning and management integrate citizen's views, demand and 
needs? 

1. 7.3 Does research specifically inform planning and management for components of the 
PHC approach? 

1.8 ~ealth information systems: 

1.8.1 Are health information systems on key elements of the PHC approach integrated 
(versus vertical) and management oriented e, g. are surveillance and routine health 
information systems for PHC appropriately linked? 
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1.8.2 Are data on key elements of PHC considered reliable, accurate, timely and complete 
and do they segregate information on vulnerable groups? 

1.8.3 Are Heallh information systems hardware/software to support key elements ofPHC 
appropriate and are health workers properly trained to use them? 

1.8.4 Do accounting-financing systems for PHC allow easy, transparent, flexible 
management? 

1.9 Definition of PHC 

1.9.1 At the end of the description the respondent should be able to explain how PHC is 
considered in the country now: a philosophy, a strategy, a level of care or a set of actions? 
The respondent might consider in his answer: 

>- If PHC is a mixture of all these points? 

>- If PHC is viewed differently by different providers? 

.>- IfPHC is viewed differently in different regions of the country? 

> IfPHC is viewed differently at different levels of the health system? 

> If the PHC approach perceived in your country as "low tech" services for the poor by 
inadequately trained health workers or health volunteers? 

> What services are regarded as PHC services? 

At the end of the description, the respondent should be able to explain how PHC was 
considered in the country two decades ago and how it changed to become what is described 
under first section. 

2.2 The collaborator might consider if the PHC approach launched in 1978, initiated a 
country review of the national policies/strategies? Or did the country follow an incremental 
approach where the existing system has, over time integrated some PHC values and/or 
strategies and/or activities to its basic network of health s·ervices at the primary level of care? 
Or did the PHC approach hardly influence the health system development? 

3.2 For countries where a recent market economy is being considered (e.g. WTO proposals) 
what is likely to be the impact on the components of the PHC approach? 

3 .3 Have national (health) policies targeted at emerging health threats being linked 
specifically to keys elements of the PHC approach? 
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3.4 In what aspects the PHC approach, as cone your cotmtry, have to change to 
adapt to these new challenges? You might consider in your response the need for changes in 
strategies, providers, in sub-systems such as fmancing, human resources etc. 

3.5 As a conclusion, reflect if a totally new paradigm is to new 
challenges or is it only a matter of designing creative national and locally adapted strategies 
for the implementation of the PHC approach? 

3.6 What critical role should the government play in relation to challenges? 

3.7 What could donors, WHO and internati play in 
relation to these new health challenges? 

How would best the impact of the PHC approach be described in your country? Please 
illustrate your answers with some evidence of change and impacts. You might consider in 
your answer the following: 

>- Improved equity, intersectoral collaboration, community participation, affordable 
costs and use of appropriate technology. 

> Improved access to quality and affordable treatment of common diseases (CD and 
NCD) and injuries by essential medicines 

> Improved access to preventive services such as immunization, maternal and child 
care, family planning services 

> Improved public health services such as the control oflocal endemic diseases, the 
provision of safe water and appropriate sanitation, 

> Improved economic policies promoting a reduction in malnutrition and poverty 

? Increased healthy life expectancy 

> Increased Health Education and Promotion? 

4.2 What were the lessons learned? What 
changes? 

What might have needed some 

illustrate some positive and less successful examples of commumty development 
linked to the PHC approach promoted by the national government, NGOs, the volunteer 
sector or the churches. 

This might need a short definition of the "community" concept in your country. 

5.2 What were 
changes? 

needed some 
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6. l Illustrate some useful and less successful examples of the role of International agencies, 
including the WB and WHO, in supporting, the development of the PHC approach. 

6.2 What were the lessons learned? What worked well? What might have needed some 
changes? . 

6.3 Are new alliances among international agencies or other bodies needed to support the 
development of the PHC approach in a more coherent and effective way? 

6.4 Cite other actions/strategies WHO could support to help implement the PHC approach. 






