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SUMMARY 

The World Health Organization (WHO) and Member States have placed renewed 
emphasis on the use of evidence in health policy-making and practice and in achieving the 
health-related Millennium Development Goals (MDG). Achieving this will require scaling up 
current efforts and strengthening weak health systems that are constraining progress. Partners 
from international organizations, academia and national and international research networks are 
also engaged in strengthening the evidence base for health policy and action, including collecting 
evidence that focuses on equity, gender and poverty. At the country level, stronger links are 
needed between evidence and health policy-making and practice. WHO is increasingly asked to 
help strengthen mechanisms that link research and policy-making in developing countries. 

The High-Level Meeting on Promoting Health Equity: Evidence, Policy and Action was 
held in Phnom Penh, Cambodia from 16 to 18 October 2007. The meeting gave participants the 
opportunity to discuss policy-relevant research in health with a focus on equity; to exchange 
views; and to identify ways to promote the more systematic use of evidence in health policy and 
action. Nine case studies-representing a wide spectrum of experience from the Region---were 
presented. Lessons drawn from the discussions are expected to strengthen the capacity for 
evidence-based policy- and decision-making at country level, and develop a culture of investing 
in and acting upon information and evidence. The meeting also provided useful inputs into the 
long-term process of promoting evidence-based debate, analysis and policy development for 
health, which is one of WHO's strategic directions for 2008-2013. 

The objectives of the meeting were: 

(I) to share experiences and draw lessons and good practice principles on the use of 
evidence in the development and implementation of policies and actions, particularly those 
to identify and address inequities in health; and 

(2) to propose necessary further steps for strengthening health systems through the 
creation and better use of evidence in the development and implementation of health 
policies and actions, including strengthening of national health research systems and 
country-level mechanisms to package and translate evidence for the needs of decision
making. 

The meeting was attended by 79 participants, including 42 temporary advisers 
(representing the multistakeholder teams for nine case studies from seven countries, as well 
as members of Evidence-Informed Policy Network [EVlPNet]), three resource persons, 
12 representatives and observers, one consultant and 21 WHO staff representing Headquarters, 
the Regional Office for the Western Pacific and various country offices. 

A sound evidence base is essential for effective policy-making and action on strengthening 
health systems and promoting health equity. The meeting enabled countries to access evidence, 
share experiences and draw lessons that would help them to address equity issues and improve 
their health systems. Participants agreed that this type of meeting should be held every two years 
so that country experiences, good practices and lessons learned could be documented, shared and 
discussed across the Region. A more systematic analysis of health system issues is needed to 
promote equity. Also, evidence of successful policies and actions that effectively respond to the 
health needs of the poor and vulnerable need to be shared. At the global, regional and country 
levels, WHO stands ready to assist countries in these efforts. 



1. INTRODUCTION 

1.1 Background information 

The World Health Organization (WHO) and Member States have placed renewed 
emphasis on the use of evidence in health policy-making and practice and for achieving the 
health-related Millennium Development Goals (MDG). This will require scaling up of current 
efforts and a strong focus on strengthening health systems, which currently pose a key constraint 
to accelerating progress. Partners from international organizations, academia and national and 
international research networks are also engaged in strengthening the evidence base for health 
policy and action, including evidence that focuses on equity, gender and poverty. At the country 
level, stronger links are needed between evidence and health policy-making and practice. 

WHO is increasingly asked to help strengthen mechanisms that link research and 
policy-making in developing countries. In May 2005, the World Health Assembly in resolution 
WHA 58.34 called for better use of health research and health information, as well as better 
knowledge management, to support evidence-informed health policy and practice. The resolution 
specifically requested WHO to "assist in the development of more effective mechanisms to 
bridge the divide between ways in which knowledge is generated and ways in which it is used, 
including the transformation of health research findings into policy and practice." In 
September 2006, at the fifty-seventh session of the WHO Regional Committee for the 
Western Pacific, health ministers discussed the "translation of research into policy and health 
care practice." WHO was requested to lead the process for better use of research results. 

The High-Level Meeting on Promoting Health Equity: Evidence, Policy and Action was 
held in Phnom Penh, Cambodia from 16 to 18 October 2007. The meeting gave participants the 
opportunity to discuss policy-relevant analytical work in health with an equity focus, exchange 
views, and identify ways to promote its more systematic use in health policy and action. Nine 
case studies representing a wide spectrum of experiences from the Region were presented. 
Discussions drew lessons which are expected to help strengthen the capacity for evidence-based 
policy- and decision-making at country level, and develop a culture of investing in and acting 
upon information and evidence. The meeting also provided useful inputs into the longer-term 
process of promoting evidence-based debate, analysis and policy development for health, which 
is one of WHO's strategic directions for 2008-2013. 

1.2 Objectives 

(I) To share experiences and draw lessons and good practice principles on the use of 
evidence in the development and implementation of policies and actions, particularly those to 
identify and address inequities in health. 

(2) To propose necessary further steps for strengthening health systems through the creation 
and better use of evidence in the development and implementation of health policies and 
actions, including strengthening of national health research systems and country-level 
mechanisms to package and translate evidence for the needs of decision-making. 

1.3 Organization 

The meeting was attended by 79 participants, including 42 temporary advisers 
(representing the multistakeholder teams for nine case studies from seven countries, as well as 
members of Evidence-Informed Policy Network [EVIPNetj), three resource persons, 
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12 representatives and observers, one consultant and 21 WHO staff representing 
Headquarters, the Regional Office for the Western Pacific and various country offices. 

Annex I shows the timetable of the meeting and Annex 2 contains the list of participants. 

1.4 Opening session 

Dr Shigeru Omi, WHO Regional Director for the Western Pacific, officially opened the 
meeting (see Annex 3 for his opening remarks). Dr Omi began by describing some of the glaring 
inequities in health that characterize the Region. He then cited an analysis of long-term trends 
that shows a wideuing gap between the richest and poorest countries. He observed that the poor 
generally benefit less from government spending on health than the non-poor, a situation that he 
believes is clearly unacceptable. Good health should be a universal right, not a privilege. 

Dr Omi noted that good-evidence can help address this gaps, but estimates show that only 
about 5% of the world's resources for health research are being applied to the health problems of 
developing countries, where 93% of the world's burden of 'preventable mortality' occurs-this 
situation is referred to as "the 90/10 gap" in health research. The evidence base on what works in 
reaching poor and underserved populations is growing. However, policy-makers must be made 
aware of this growing evidence and incorporate it into policies and actions. Dr Omi concluded by 
expressing his gratitude to the Government of Cambodia for hosting this important meeting and 
to all representatives of partner organizations and institutes for their participation. 

In his opening speech (Annex 4), Dr Nuth Sokhom, Minister of Health, Cambodia, 
stressed the importance of exchanging ideas on how to deliver equitable health services to 
vulnerable populations and how to use evidence for policy. He noted that sharp increases in 
health expenditure over the last 50 years, worldwide and in Cambodia, have not always led to 
improvements in health. He observed that, in many countries, out-<>f-pocket payments push 
vulnerable households deeper into poverty. Using evidence for policy-making is a key in 
promoting fair financing and equitable access to health care resources in developing countries. 
Unfortunately, critical evidence on human resources, health financing, health information and 
health service delivery is lacking. To help countries meet the challenges of equitable access, 
routine information must be obtained on key health system parameters. Explaining Cambodia's 
experience, Dr Sokhom described various health financing mechanisms that were implemented 
over the last decade to address the high burden of out-<>f-pocket expenses and the financial 
barriers to accessing health services. Of these, health equity funds have been documented as 
being the most successful. In closing, Dr Sokhom wished the participants a successful meeting. 

2. PROCEEDINGS 

2.1 Session I: Health care financing 

This session featured three country case study presentations on health care financing, 
illustrating how to promote equity by reducing the financial barriers to access to services, 
through subsidies targeted to the poor (Cambodia and Viet Nam) and increased insurance 
coverage and benefits in rural areas (China). All three case studies described the policy 
development process that followed the generation of evidence. 

2.1.1 Cambodia 

Dr Ir Por, Institute of Tropical Medicine in Antwerp, Phnom Penh, presented Cambodia's 
recent experience with health financing strategies that improve access to health services for the 
poor. In particular, he explained how Cambodia is translating knowledge from piloting health 
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equity funds (REF) into policy and action (see Figure 2.1 and Annex 6 for a summary of the 
case). The case study attempted to draw lessons for evidence-informed policy and action to 
promote more equitable health financing. 

Figure 2.1: Characteristics of health equity funds 

Health Equity Funds 
• DefInItIon A demand-side financing mechanism to 

promote access to priority public health services for the 
poor In an environment where user fees are charged. 

• Features 
A third party fund holder adm inisters the fund 

• HEF beneficiaries are Identified according to eligibility .iter 
(proxy mean2sting): preldentification and p04t1entlflcation 

• Benefit packagetreatment costs, transport, food and other 
costs 

• Development 
First pilots in 2000 
Many HEF schemes started to develop 
Became national health policy in 2003. 
In 2006, the government allocated funds for further exeansio 

Figure 2.2 illustrates the strong commitment of all stakeholders to improving access to and 
use of quality services, especially for the poor. The inability to make public health services free 
for all prompted the Ministry of Health to identify and test various alternative financing 
strategies, including user fees with exemptions, contracting, health equity funds and commuuity
based health insurance. 

Figure 2.2: Stakeholders' roles in the development of health equity funds 

Commitment and good relationship among actors 

.Many agencies committed to health sector 
development in Cambodia, working under the 
stewardship of the MOH. 

+Networks and forums gather all key health 
stakeholders to discuss experience and ideas. 

+AII HEF pilots were initiated by a few international 
organizations, with strong support and involvement 
of MOH from the beginning. 

+The role of the Ministry of Health,other line 
Ministries, and larger donor agencies became more 
prom Inent at the stage of scaling up and 
harmonisation. 

" 

While user fees generally improved the performance of public health facilities, they 
constrained the poor from accessing public health services, especially secondary and tertiary 
care. The exemption policy failed to protect them. Contracting out health services boosted the 
quality and use overall, but highlighted problems of access for the poor. In this context, pilot 
lIEF s were set up to pay hospital fees and other access-related costs on behalf of those who could 
not afford to do so. lIEF beneficiaries are identified, according to eligibility criteria, in the 
co=uuity before health care was needed (i.e. pre-identification through proxy means tests) 
and/or at the health facilities (post-identification through interviews). Identification is most 
effective when both approaches are used. 

Evidence on the pilots, generated through evaluations and case studies, showed that HEFs 
help ensure access for poor patients to timely and needed care, while maintaining the income of 
public health facilities. lIEFs were shown to help address the problem of failure of exemptions 
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from user fees for the poor, while also serving as an efficient way to transfer donor funds to the 
poor and promote equity. Being locally generated, HEFs enjoy ownership among health policy
makers and are easy to understand and implement, without threatening the interests of any 
stakeholder. 

Evidence collected on the HEF experience was disseminated through a network of 
researchers and policy-makers. As a result, HEFs were replicated and now form part of 
Cambodia's national health fmancing policy. Health equity funds are widely accepted and 
supported, at least for the short- and medium-term, by all actors, including donors. The 
Government has identified and allocated money for the funds. The Health Sector Strategic Plan 
2003-2007 (HSSP) embraces several pro-poor health fmancing strategies, including through 
alternative schemes that address financial barriers to access to services for the poor. The National 
Strategic Development Plan 2006-2010 (NSDP) considers HEFs a key health sector strategy to 
promote equity and reduce poverty. However, a fuller HEF policy, with a clear framework for 
effectively scaling up HEFs, is sti1llacking. Further research is needed to refine the policy on 
HEFs, as well as health fmancing overall, to better achieve health equity goals. 

Many factors contributed to the uptake and success of the HEFs. First, the political context 
was conducive, with openness and support for innovations. Second, evidence on the HEFs was 
generated in a credible and timely manner. Third, coordination was good among the actors, 
especially donors and the Ministry of Health. All the HEF pilots were initiated by international 
nongovernmental organizations (NGOs) with support from the Ministry ofHea1th, which then 
played the key role in scaling up and harmonizing the different HEF implementation schemes. Of 
the three schemes tried to date-with NGOs, the District Health Office, and the individual 
hospital as implementers-the first has been the most successful. 

Discussions following the presentation focused on issues such as the role of HEFs in 
reducing out-of-pocket payments, long-term sustainability ofHEFs, the stewardship role of the 
government in harmonizing various pilots, and any negative experiences during or after 
implementation, such as increased provider abuse or reduced quality. 

It was clarified that health equity funds emerged as a response to evidence showing that 
user fees led to high out-of-pocket expenditures and reduced access to services by the poor, 
especially at secondary hospital level. HEFs were set up to protect the poor from high hospital 
charges. Simultaneously, evidence pointed to the relatively low quality of public services, which 
tended to shift users to the private sector. In response, "contracting" was piloted to improve 
service quality. 

Administration was simplified by hospital user fee schedules based on flat fees rather than 
itemized charges. A key challenge, as with most targeting schemes, is accurate and efficient 
identification of the poor. Although supply-side problems such as provider-induced demand have 
not so far been clearly observed, the experience of an HEF that has operated for four years 
suggests that supply-side problems are growing. In response, third-party purchasing of services is 
being considered, under which providers will be assessed against a minimum set of pro-poor 
quality criteria before reimbursements are made. Although there are no specific start-up 
requirements for an HEF, some improvements in quality are usually a pre-requisite. There is no 
clear evidence yet that HEFs reduce total out-of-pocket payments since patients still have to pay 
the indirect costs and for some medicines. So far, only public hospitals have participated in the 
HEF scheme because the Ministry ofHea1th and NGOs have not been able to manage the system 
well in private hospitals. 

Effective donor coordination has allowed Cambodia to develop HEFs systematically and 
to compare different HEF pilots, with the Ministry of Health playing an effective stewardship 
role. The Ministry's stewardship capacity, which was strengthened by its experience with the 
contracting pilots, will enable it to guide future HEF policy towards a more unified model. 
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Although the Government contributes a significant share, HEFs are financed mainly by 
donors. The projected total cost for countrywide coverage is about US$ 7.3 million (or US$ 0.50 
per capita) based on a 33% poverty incidence rate and an estimated 292 admissions per 100 000 
population. Given the efficiency (administrative costs are only about 25%) and pro-poor 
orientation of HEFs, as well as Cambodia's good relations with donors, donor assistance is likely 
to continue until HEFs can be fully financed through government funds, which is projected to 
happen by 2013. 

2.1.2 China 

Dr Wang Yan, Programme Officer, Division of Rural Health, Shandong Provincial Health 
Bureau, China, reported on the county-level policy development and implementation of China's 
New Rural Cooperative Medical Scheme (NCMS) (see Figure 2.3 and Annex 7 for a summary of 
the case). 

Economic development in China has resulted not only in positive effects on health, but 
also in large disparities. Rural people spend a higher proportion of their incomes on health care 
than urban residents but receive fewer benefits from subsidies. 

Figure 2.3: Features of China's New Rural Cooperative Medical Scheme 

Background The NeMS 

Premium Contributed from both government and 
individuals 

Fund COunty as pOOling unit. NCMS office In each man_teme 
nt county. 

Benefit a) Inpatient care only; b) both outpatient and 
package inpatient care; c) clinical and preventive care. 

Provlden Mainly village, townShip. and county heafth 
proViders 

Payment Mainly fee-far-service, DRGs and tapltatlon 

Deductible Vary in different counties 

Co- Vary In different counties (50-70%) insurance 
Ceilino Vary In different counties (5,000-60,000 yuan) 

Over the past five years, all levels of government have prioritized the NCMS. Based on an 
initial evaluation, the Government proposed the goal of 100% coverage in rura1 areas by 2008, 
with per capita funding increased from 30 Yuan to at least 50 Yuan. 

Figure 2.4: County-level indicators used as evidence 

Generation of evidence 
_ ... paorium_fl:r .... _~_ - ~ a..vo Dongt 

"'"CllilanotGtIP 21933 122U 12lO1 
"," __ dana. 

5C1S - 33112 
InIMbiI prrimClllldUlan 10 10 10 __ pI1aDgod_ 

0.18% G.21% G.28% 
I.J:algowii'.ttaE ......... cxnrtdon 22 18 6 
_ gcMIIII1It prrimcorClbdlon 0 4 16 
CermII gLMiii,_tlCMSpaniunc:ar*lUiDn 8 8 8 
TllIaIprrim 40 40 40 

"'"CIIlIta ....... ~ f1!fl 475 453 
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Several problems were observed during initial testing of the NCMS, including inequity in 
health service use, inequitable financing, poor cost containment, and inefficient use of resources. 
Researchers and other stakeholders carried out a baseline analysis in six rural counties, and 
designed and tested a range of interventions. The research design and implementation involved 
close cooperation between researchers and policy-makers, who interacted to generate and 
interpret evidence, develop evidence-based interventions, and evaluate the implemented 
interventions.The baseline study found a large mismatch between ability to pay and individual 
premium levels, which were only 0.2%--0.3% of annual per capita income. Reimbursement rates 
were low, averaging only 12%-15% of medical costs, leaving high co-payments. For those in the 
poorest quintile, the average co-payment was three times the average income. Economic barriers 
to access remained high for the poor, with the NCMS providing little protection from 
catastrophic expenses. The NCMS offered no financial incentive for using maternal and child 
health (MCH) services. The NCMS management capacity was also found inadequate. 

The following interventions were recommended: (I) increase premiums and the benefit 
package, (2) increase reimbursement levels, (3) strengthen local management capacity, and 
(4) use the Medical Assistance Fund to pay premiums for the very poor. 

High importance was placed on communicating this evidence and the recommendations in 
a user-friendly way to local policy-makers and NeMS implementers (see Figure 2.5). Some 
proposed interventions were not implemented because they conflicted with existing policies or 
lacked financial implementation capacity by local governments. However, policy-makers agreed 
to address these matters as conditions allowed. 

Figure 2.5: Evidence-to-policy process for NCMS 

Evidence-based intervention design 
and Implementation 

Implemontatlon of the Interventions 2007,1 
by Provincial Health Department. 

Discussion aftha Intervention plan: 
Interactions and get agreement. 

2006,12 

Des/gn of proposal. for Interventions 2006,9 
U5C 01 evidence 

Situation analysis 
2006,6 

basel/ne survey end report 

Project launch L2005,10 
opening conference 

The process of taking evidence to the policy stage was successful for several reasons. 
First, researchers and policy-makers had equal roles in designing the study. Second, stakeholders 
agreed on what kinds of evidence were needed and then worked together to interpret the results. 
Political will and feasibility were taken into account in making the recommendations, and the 
data collection fieldwork was well organized, with continuous, high-level technical support. 

Discussions following the presentation focused on supply-side issues, political factors that 
affect premiums and benefits policies, and the ability of the NCMS to effectively reduce 
inequities. It was acknowledged that the actual costs of providing health services are not known, 
that the fees charged do not accurately reflect the costs, and that provider-induced demand and 
cost escalation are serious issues in China. The low NCMS reimbursement rates place a heavy 
burden on individual patients and relatively little on public financing. 

It was explained that the low reimbursement rates were determined by political 
considerations. Leaders wanted to be seen to be doing something about health. A small benefit 
package was easily delivered to a large population, while keeping the premium low. Qualitative 
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studies showed that the public would have accepted higher premiums, but that local political 
leaders were reluctant to increase premiums because it might decrease enrolment, which is a part 
of their performance evaluation. Largely for this reason, the recommendation to extend the 
Medical Assistance Fund to pay premiums for the poor was readily accepted. Unfortunately, 
policy-makers have not been as sensitive to the inequitable effects of high co-payments. 
Gradualism guides national policy in health, and leaders want high coverage first, before moving 
towards a better package of services through supply-side subsidies. Further policy-oriented 
research will be needed to guide this transition. 

Some policy-makers understand that the overall health fmancing system is still regressive 
because of the level ofNCMS premium and the fact that subsidies are higher in wealthy counties 
than in poor ones. Tax financing is used to provide local services in China, with transfer 
payments made to poorer counties. This cross-subsidization is a step in the right direction, but 
has not yet made the system equitable. Supply-side improvements should be increased, but there 
is debate on whether supply or demand should be subsidized, and through what mechanisms. 
Some local policy-makers may want to make changes, but may not know how. With the will to 
change, evidence can provide valuable support. For example, MCH services were shown to be 
pro-poor and will now be included in the benefit package. 

2.1.3 Viet Nam 

In her presentation, Dr Tran Thi Mai Oanh, Deputy Director, Department of Rural Health 
of the National Health Strategy and Policy Institute, Viet Nam, described the process that led to 
Prime Minister's Decision No. 139 on Health Care Fund for the Poor (HCFP) (see Figure 2.6 and 
Annex 8 for a summary of the case). 

Viet Nam's pro-poor health strategy has three main components: 

(1) high priority to prevention and treatment of health problems faced by the poor; 

(2) substantial investments in health facilities and workers closest to the population; 
and 

(3) financial assistance to help the poor access curative care. 

Figure 2.6: Evolution of pro-poor health fmancing in Viet Nam 

INTRODUCTION 
The poor: financial barrier to access to health care 

Policies to provide financial assistance to the for health care 
since the reforms 

Decision 45 
Us.r fee pollc)' 

Initiated, without 
exemptions for the 

1994 
Decr.e 95 

Exemptions for 
the poor. but no 

explicit funding to 
Implement 

1999 
Circular 05 

Funding to 
support 

Insurance for 30% 
of the poor 

Decision 131 
Funding to support 
h •• tth insurance or 

fr •• health c .... 
cards for an the 

poor 

Ensuring funding 
from central budget 

Like many other low-income countries, Viet Nam faces a shortage of funding for its health 
system. In 1989, the Government introduced user fees at public health facilities, which 
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unintentionally made health care unaffordable for the poor. To mitigate the impact of user fees, 
the Government introduced policies to partly exempt the poor from payment for health services 
(see Figure 2.7). However, both the effectiveness and actual exemption rates were low, due to 
limited funding and lack of strong political commitment from local governments. 

Figure 2.7: Evidence in support of Health Care Fund for the Poor 

PROCESS LEADING TO HCFP POLICY PROCESS LEADING TO HCFP POLICY 

Use of evidence Use of evidence (cont.) 
~ Evidence on need for support to the poor ~ Reviews of existing pnlicies 

The poor has higher risk of having diseases Despite gOY continual efforts, coverage bas been 
limited 

-7 Loss of income Still many flaws and need to be revised: 

High medical costs - Payment method: direct reimbursement to providers 

High financial burden on poor households at - Inadequate provincial budgets in poor provinces 

public hospitals ~ Problem of reducing the No. ofheneficiaries 
- where health insurance was fcLlied, low goy 

The poor use health care services less often premimn subsidy (only VND 0,000) 
than the better-off -7 Sufficient funds should be allocated from central 

-7 N oed to provide financial support to the poor govern. 

Note: US$ 1 = approximately 16 000 Viet Nam Dong 

Studies were conducted on health care use and household expenditures, on equity of 
access to health care, and on health outcomes. The evidence pointed to a need to increase support 
to the poor through use of health insurance with an adequate premium base. It suggested that 
most of the funds should be provided from the central Government budget, rather than posing an 
increased burden on provincial budgets. 

This evidence was documented and presented in a series of national workshops and 
forums, which helped consolidate political commitment among the government, the National 
Assembly, and the finance sector. At the same time, the grassroots preventive and curative health 
care system was strengthened, the national health insurance system grew, and economic growth 
provided additional revenues. These factors together created a synergy that helped influence the 
highest levels of policy-making. 

Under the HCFP, citizens that fall under the national poverty line are entitled to free 
services at public health care facilities. Costs are covered by the HCFP established in every 
province and city and fmanced by the state budget. 

Since implementation began in 2003, several studies have been conducted to monitor and 
evaluate the impact of the HCFP and to provide feedback to policy-making bodies. An impact 
evaluation using data from 2002 and 2004 found a positive impact on the use of health services 
by HCFP beneficiaries. Inpatient use of services was 11 % higher for beneficiaries than for 
non-beneficiaries, and 17% higher for outpatient care. In 2005, the Government expanded the 
benefits of the programme by launching a national compulsory health insurance programme, with 
premiums fully subsidized for the poor from the central budget. 

In discussions following the presentation, participants commended Viet Nam for its 
commitment, use of evidence, and ideas about change. A few remaining equity concerns were 
noted: (I) how the HCFP will interact with the fast-growing private sector, (2) whether it will 
support preventive health activities and (3) cover the "near-pool", and (4) how the impact of the 
programme will be measured. 

Private sector involvement. At present, the HCFP does not reimburse for private sector 
services. To be included in the programme, private health facilities would need to be registered 
and licensed. Quality control and supervision could be carried out by nearby public sector 
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hospitals. However, one study found that some private providers might not treat cardholders 
because reimbursement rates were too low. 

Measuring programme impact. Patient satisfaction is currently used as a proxy for quality, 
and disbursement rates and expenditures are monitored to assess performance. Pneumonia 
treatment is used as a tracer to measure impact and quality. It was clarified that the current 
Prime Ministerial Decision on the HCFP is a relatively low-level policy instrument, but if the 
HCFP were to be formalized through a higher-level policy iustrument such as a Circular, it 
would be easier to implement quality control with detailed iustructions. 

Support for preventive health services. The HCFP covers the costs of curative care only. A 
well-established preventive system, however, moderates the total cost of curative care, thereby 
benefiting insurance providers. Health promotion and preventive care are achieved through other 
relevant policies. Until now, the main concerns have been achieving high coverage and 
accurately targeting the poor. Health insurance does not cover village health volunteers. While it 
is recognized that there is potential to overuse (moral hazard), reimbursement rates are still fairly 
low, thereby minimizing the incentive to providers to oversupply expensive services. Provider 
payments need to be better structured to give incentives for treating the poor with equal quality, 
including preventive services. Demand-side measures can also help to limit overuse, such as 
providing some transport and food costs if the patient follows the referral system. 

Support for the "near-poor". The "near-poor" also face social and educational barriers to 
access to health care. However, a lack of information about people in this category makes it 
difficnlt to identifY them. Information barriers for the poor and ethnic minorities must also be 
addressed, but this topic is often too sensitive for policy-makers. One proposal is for the near
poor to receive a 50% subsidy for the health care card. 

2.1.4 Keynote speech: Inequalities in health: What do we know? What can we do? 

Dr Davidson Gwatkin, formerly of the World Bank, presented the World Bank's analysis 
of health inequalities and ways to reduce them. Within almost all countries, health conditions 
among the poor are much worse than among the better-off. A "pro-rich benefit incidence" is 
associated not only with hospital care but also with most primary health care (PHC) services, 
which exacerbates intra-country disparities. These disparities might not be reduced through faster 
progress towards country health goals. In addition to overall progress, a more progressive 
allocation of resources will be needed to promote more equal health outcomes (see Figures 2.8 
and 2.9). 

Figure 2.8: Child mortality differentials 
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Figure 2.9: Projected child mortality differentials with MDG attaimnent 
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Health programmes do not have to be inequitable; many exceptions exist. These 
exceptions demonstrate the feasibility of reaching the poor more effectively and point to 
promising strategies for doing so. For example, primary health care interventions seem to be 
more pro-poor than other types. Analysis of about 25-30 primary health care interventions shows 
that, on average, about 30%-35% of their benefits went to the poorest 20% of the population. In 
comparison, only about 16%-17% ofthe benefits from other, more typical health interventions 
go to the poorest 20%. 

Examples of pro-poor strategies from Cambodia are: (I) contracting with NGOs, with full 
payment contingent upon reaching specific coverage targets among the poor; and (2) health 
equity funds that target the poor directly. Both programmes have been carefully evaluated. 
Brazil's reorganized family health programme (intended as a universal coverage programme) 
was targeted to geographical areas with higher concentrations of poorer populations during its 
initial stages. Mexico's PROGRESA programme uses proxy means testing to determine the 
eligibility of poor households for services and direct cash transfers. Other highly pro-poor 
interventions include the distribution of insecticide-treated bednets through immunization 
campaigns (Ghana and Zambia), and delegating decision on pro-poor policies to community 
leaders, as with user fee exemptions in Thailand. 

In discussions, it was clarified that research examined only inequalities across and within 
countries, not programme costs or improvements in health status. Studies suggest that 
administrative costs of pro-poor strategies can be low. Data by gender show only sma1l 
differences, but urban-rural differences are larger, and the burden of disease is consistently 
highest in the poor. 

Although this analysis showed that PHC is more pro-poor than hospital care, the wealthy 
are still better able to access PHC than the poor. This suggests the need for targeting of specific 
groups, in trying to achieve universal PHC coverage. It was pointed out that many differences 
exist between the current approaches to PHC and how it was articulated as "Health for All by 
2000". Significantly, the differences include lower emphasis on community-level access and 
participation, which may cause PHC to be less pro-poor. 

On the need for geographical targeting, a UNICEF study shows that intra-country 
differences are in fact critical. If only the low- and medium-mortality areas of high-mortality 
countries achieve the child mortality MDG, then child deaths will be reduced by only 50%; on 
the other hand, if the high-mortality areas also achieve their child mortality MDG, a 90% 
reduction in child mortality will be seen overall. 
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The contention that overall economic growth is a better way to achieve health equity than 
targeted approaches is contradicted by examples oflow-income countries with more equitable 
health outcomes, such as Cuba and Sri Lanka. These examples point to the importance of other 
determinants such as education and sanitation, as well as the need to provide adequate health 
services at low cost. 

2.2 Session 2: Primary health care 

Primary health care is enj oying renewed attention as an important approach to achieving 
health equity. This session featured case studies from two very different socioeconomic 
enviromnents where PHC is used to reach underserved populations. In the Lao People's 
Democratic Republic, evidence collected from a successful community-based PHC project 
provided justification for expanding to another province. In New Zealand, the social justice
oriented policy climate agenda allowed effective intersectoral collaboration and rapid large-scale 
changes in how health services interact with communities. 

2.2.1 Lao People's Democratic Republic 

Dr Khamla Phouthonesy, Deputy Director of the Sayaboury Province Health Department 
in the Lao People's Democratic Republic, described a PHC development project implemented 
from 1992 to 2006 in Sayaboury province (population 320 000), a previously underserved area in 
the northern part of the country (see Annex 9 for a summary of the case). An NGO, Save the 
Children Australia (SCA) provided technical advice and support for the project. Progress was 
steady throughout the four expansion phases of the project, resulting in greatly improved access 
to health facilities (see Figure 2.10). By 1998, maternal and child mortality rates were halved and 
health indicators were equal to more developed parts of the country. 

Figure 2.10: Improved access in Sayaboury province 

'"'" ... ... 
". 

'" ... 
"'" 
"'" 
'" 
'''' 
'" 

Significant results: 
Access to health services 
within 5 km or 60 mi ... te walk 

Sayabotry 

Sour-a: National 
StatiStical Center &. 

National Northam rep Provincial data 2005 

The project was evaluated in detail in 1998 and again in 2004, showing evidence that great 
progress had been made. The evaluators identified reasons why many activities were successful. 
First, in contrast to most donor-financed health projects in the Lao People's Democratic 
Republic, the project adopted a "bottom-up" process, constantly focusing on the community and 
its needs, recognizing traditional practices and cultural and language differences, and conducting 
outreach visits to remote communities. Also, the programme benefited from the long-term 
stability of provincial PHC leadership, appropriate technical assistance, and consistent donor 
support (see Figure 2.11). 
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Figure 2.11 : Factors contributing to success in Sayabowy 

Enabling factors 

• Long-term sustained support from NGO 
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counterpart leadership 

• All activities implemented by 
government staff 

• Comprehensive PHC approach with solid 
management structure 
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training 

• Regular and consistent monitoring of all 
levels of the health system 

The project cost US$ 4.3 million over a 14-year period, or about US$ 1.00 per person per 
year. Recurrent costs of maintaining the programme (mobile clinics, health days, monitoring and 
supervision, three-monthly intersectoraI and project management meetings, and annual refresher 
training for village health volunteers and traditional birth attendants) amounted to US$ 41 000, or 
less than US$ 0.13 per person per year. For a list of major components of the PHC project, see 
Figure 2.12. 

Figure 2.12: Major components of the PHC project in Sayabowy 

Comprehensive PHC in 
Sayaboury 

o Capacity building for health staff 
o Training of VHVs and TBAs in each village 
a Construction of MCH centres and village 

health centres 
D Provision of basic medical e.quipme.nt and 

essential drugs 
o Outreach activities 
IJ Regular supe.rvision and monitoring (he.alth 

facilities and village volunteers) 
a Intersectoral collaboration 

Although SCA knew and disseminated the outcomes as early as 1998, and even though 
many Ministry of Health policy-makers believed that the project was an appropriate model for 
PHC development, there was little further application of the community-focused approach in the 
Lao People's Democratic Republic until 2006. A new project in Luang Prabang province, which 
is based on the same PHC approach, has achieved promising results since its inception. The 
project has repaired and improved infrastructure, provided equipment, trained staff and 
communicated to remote communities about improved services. Although no formal evaluation 
has been done, the routine health information data show 400/0-65% increases in the use of 
services since February. 

Several reasons may account for the health sector's reliance on a more "top-down" 
approach. The Lao People's Democratic Republic depends heavily on donor support in many 
sectors and NGO and other constituencies for community-focused PHC are weak. The large 
donors participate in multisectoral development and poverty reduction efforts and have 
significant influence on health policy. Decentralization in the health sector has been slow, so 
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pl8lllting and management skills reside at the central Ministry of Health, and to some degree at 
the provincial level. Large-scale projects therefore need to be rolled out in "top-{jown" manner, 
supplying infrastructure and equipment, reinforcing central and provincial-level management, 
and providing supplementary funding for vertical programmes. The community-focused 
approach requires long-term commitments that may be longer than donor project time frames. 

Discussions following the presentation focused on the quality of evidence that the project 
generated, and the replicability of such NGO-supported projects. The Ministry of Health is very 
familiar with PHC and key challenges. It has learnt that replication must be appropriate to each 
situation, and therefore each donor or partner must be aware of the environment and be flexible 
in its approach. 

The results of this PHC project were documented for policy-makers. Other PHC projects 
might have achieved more, but the outcomes were not well documented. The results show that 
when basic care is brought close to users, service use increases. The same approach has been 
used in Sri Lanka, with excellent results and with improvements made at about the same per 
capita cost. 

During the discussion, it was noted that the good results could have been due to factors 
other than project interventions. Some PHC projects in other countries found no strong link 
between improved coverage and reduced child mortality. Although service use increased two to 
three times in Sayaboury, inconsistent immunization rates resulted in only a small reduction in 
child mortality. And although traditional birth attendants were trained, they did not assist enough 
births per year to maintain their skills. The province's proximity to Thailand could explain some 
of the results. Sayaboury benefits not only from Thailand's good health coverage, but also from 
trading with its neighbour. 

The project was not explicitly evaluated on how well it reached the poor; it was assumed 
that most people in the coverage area were poor and had equal access. The lack of baseline 
indicators is a weakness of the evidence. Concerning sustainability, the long-term presence of a 
Lao-speaking international expert might not have been expensive in monetary terms, but it is 
difficult to replicate. 

2.2.2 New Zealand 

Dr Don Matheson, Director for International Relations in the Director-General's Office of 
the Ministry of Health, presented two related projects that address health inequalities. In New 
Zealand, equity is a priority in health sector pl8lllting and a key focus of overall social policy 
(see Annex 10 for a summary of the case). 

The Maori people, the indigenous people of New Zealand, have poorer health by most 
indicators than non-Maori. The life expectancy gap between Maori and non-Maori is eight years 
for men, and nine years for women (see Figure 2.13). The Maori people have poorer access to 
health services, poorer quality of care within the health system and worse health outcomes for 
most disease groups. Structural reforms in the 1980s and 1990s in New Zealand further 
disproportionately affected Maori and Pacific peoples. 
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Figure 2.13: Life expectancy by ethnicity in New Zealand 
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Ethnic inequalities have been a focus of research over the last 20 years, and the growing 
evidence base has fostered discussion about Maori health in academic and policy circles. Two 
key reference works published by the MinistIy of Health-Social Inequalities in Health. 
New Zealand (1999) and Reducing Inequalities in Health (2002}-recognized that health 
disparities could not be reduced by health agencies acting alone. 

Inclusion of questions on racial discrimination in the New Zealand Health Survey, greater 
attention to measuring ethnic differences in the health sector, and new tools such as linking 
census data to health records, all shed light on the contribution of discrimination to health 
inequalities. The following barriers to access to effective primary health care were identified: 
fees for services, mismatched funding allocations, co-payments discouraging access by 
high-need groups, and ineffective or missing services for those most likely to benefit. 

Primary health organizations (PHOs) were introduced in the late 1990s to provide services 
based on the needs and participation of the community. It is expected that communities, 
including providers and practitioners, involve themselves in the organizations' decision-making, 
rather than one group being dominant. These not-for-profit bodies are required to be fully and 
openly accountable for all public funds that they receive. Some PHOs receive extra funding to 
improve access for Maori, Pacific and low-income populations through outreach and other 
service developments. 

Evidence also pointed to poor housing as a cause of serious health problems such as high 
rates of meningococcal disease in Maori neighbourhoods. A NZ$ 60 million housing 
improvement programme has benefited 5000 families in Auckland and is contributing to 
reducing health inequalities. 

The discussion centred on ethnic discrimination and racism as causes of health inequity. In 
New Zealand, NGOs have effected change through legislation, but Maori communities have 
historically had ownership of their services and could shape how they are delivered. 

The biggest difference between the Maori population and those of European descent is in 
the incidence of cardiovascular disease (CVD). Key risk factors for the Maori include low 
socioeconomic status, poor diet and discrimination. The fact that the poor smoke more tobacco 
explains only about 10% of the difference. Cancer is the second leading cause of death after 
CVD, but different age structures between Maori and European-descent populations make 
comparative analysis difficult. Reducing disparities is only a partial solution, and needs to be 
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complemented by strategies to tackle stereotyping and discrimination, in the health sector and 
through wider social policy. 

The unique bottom-up PHC approach adopted in New Zealand (see Figure 2.14) is a 
product of community-based decision-making. Multidisciplinary hospital teams are essential to 
the delivery of high-quality services because people trust them and expect accountability from 
them. High-quality services that reduce health risks in the community are assured by regular 
surveillance and audits. A lack of human resources is still a problem in remote, rural areas of 
New Zealand. 

Figure 2.14: Primary health care strategy adopted in New Zealand 

Primary Health Care Strategy 
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In the case of the housing improvement programme, which was precipitated by the 
meningococcal disease rates, other evidence showed a relationship between overcrowding and 
the risk of disease. Successful intersectoral collaboration between health and housing was largely 
a result of mutual interests and needs: the Housing Agency needed a health agenda and the 
Ministry of Health needed a housing agenda. Another example of intersectoral work in New 
Zealand is the mandated Road Accident Reduction Agency. It was noted that a Road Safety 
Council has been established in Malaysia to respond to high accident rates, but achieving real 
intersectoral collaboration has been difficult. 

2.3 Session 3: Communicable diseases 

In this session, two case studies described efforts to improve equity by extending coverage 
and targeting interventions to reduce the burden of two illnesses that mainly affect the poor: 
malaria in Cambodia (see Figure 2.15) and tuberculosis in the Philippines. In both countries, 
evidence from baseline surveys was used to make policy changes at programme level and 
national level. 

2.3.1 Cambodia 

Dr Kheng Sim, Deputy Director at the National Center for Parasitology, Entomology and 
Malaria Control (CNM), discussed the Cambodia Malaria Baseline Survey (CMBS) and the 
development of the village malaria worker (VMW) programme (see Annex 11 for a summary of 
the case). 

In response to improper treatment, due largely to the high prevalence of fake drugs in the 
private sector, a pilot project was started in 2001 to assess the viability of providing village-based 
diagnosis and treatment for malaria in the least accessible and most highly endemic communities. 
These services were delivered through a network of volunteers equipped with rapid diagnostic 
tests, heat-stable artesunate suppositories, and pre-packaged artemisinin combination therapy. 
The pilot project was successful, and the VMW scheme was adopted by the Ministry of Health as 
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the main malaria strategy for remote malaria hotspots. With donor support, the project has been 
scaled up to cover Cambodia's 300 hardest-to-reach highly endemic villages. 

Figure 2.15: Malaria incidence by income group 
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A malaria baseline survey was commissioned in 2004 to follow up on surveys carried out 
to identify villages for expansion of the VMW project and to provide a robust baseline for the 
Global Fund assessment (see Figure 2.16). The survey collected data on malaria from a 
representative sample of communities within 2 kilometres (km) of forest areas, with some 
extended data from up to 5 kIn. The results clearly showed that malaria endemicity declines as 
the distance from the forest edge increases; however, malaria risk was found to be higher for 
those living outside the forest than previously thought. People living between 0.25 kIn and I kIn 
from the forest had nearly the same risk as those living closer. 

Figure 2.16: Baseline survey findings 
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Malaria programme interventions were retargeted on the basis of these findings. The 
inclusion threshold for free bednet distribution was raised from 0.2 kIn to I kIn from the forest. A 
high proportion of untreated bednets was also found. Therefore, some programme resources were 
reallocated from free provision of ITNs to the cheaper impregnation of existing nets. 

Discussions about these examples of the use of evidence to guide programme direction 
were mainly concerned with technical issues rather than the policy process. Easy access to fake 
antimalariaJ drugs is a problem not just in Cambodia but in all of South-East Asia. About 15 
different counterfeit artesunate drugs are available, some using sophisticated manufacturing 
techniques, such as counterfeiting of hologram seals. It is difficult to address this issue because 
of weak cooperation from the private sector. 
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The level of fake antimalarial drugs in Cambodia has dropped to about 30%, compared 
with the estimated 75%-80% found in the 1999-2000 survey. Social marketing of a good quality 
antimalarial drug (Malarine®) has helped to a large degree. Registration and inspection of sales 
outlets are mandatory, private and public providers are trained on the rational use of drugs, and 
health communication materials on counterfeit drugs are widely circulated. Additional 
interventions by different stakeholders could be helpful. For example, in the Philippines PPMD 
programme, the Department of Health concluded that the problem offake drugs could not be 
resolved by regulation alone. Showing providers the likely negative impact of being associated 
with the use of substandard drugs - on their reputation and therefore on income - was found to 
be more effective. 

Although the VMW project is considered a cost-effective intervention, its sustainability in 
Cambodia is not a primary concern because it is an emergency intervention to reduce morbidity 
and mortality from malaria in high-risk areas. Operational costs are about US$ 1.5 per capita per 
year. Community drug use surveys showed very high out-of-pocket costs for treating malaria 
because over 80% of people used private sector providers fIrst. The cumulative cost of an 
episode of malaria ranged from US$ 0.50 to US$ 125 (median US$ 20). The cost of treatment is 
relatively low initially, but increases for further treatment for the same episode. The social 
marketing programme has reduced the price of a course ofMaiarine® from US$ 2.50 to 
US$0.50. 

VMWs are volunteers who serve their own village, receiving US$ 2 per consultation 
through the programme. They are trained at a nearby health centre, where they provide monthly 
statistics, are re-supplied with drugs and RDT, and receive an allowance for their travel and food. 
VMWs are literate, but mayor may not have prior experience as health volunteers. Usually, 
villagers select a mixed-sex, two-person team from the same family to serve as VMWs. The 
VMW project was scaled up to 300 remote villages, with support from Rounds 2 and 6 of the 
Global Fund to Fight AIDS, Tuberculosis and Malaria (Global Fund) from 2004 to 2012. The 
project would be more sustainable if it was integrated with other community-level health 
services. The need for VMWs would be lessened if access to public health services was 
improved. 

People have shown limited interest in bednet re-impregnation and prefer to receive new 
bednets since they are free. The project plans to increase awareness about re-impregnation and to 
decentralize re-impregnation activities by using community-level volunteers. 

The baseline survey found that endemicity patterns are constantly changing, and therefore 
updated information and rapid responses are needed to maintain an efficient equity strategy. 

2.3.2 Philippines 

Dr Rosalind Vianzon, Medical Specialist in the Infectious Disease Office of the 
Department of Health, discussed how the Philippines is increasing the coverage of directly 
observed treatment, short-course (DOTS) services through the Private-Public Mix DOTS 
(pPMD) strategy (see Annex 12 for a summary of the case). 

The burden of tuberculosis (TB) in the Philippines is very high, and most sufferers are 
poor. Nearly half ofTB symptomatic people seek care from the private sector. Before the launch 
of the PPMD in 2003, they often received inconsistent treatment and were not routinely reported. 
Case-detection levels were not rising fast enough to achieve the goal of reducing TB prevalence 
and mortality by half by the year 2010. The PPMD approach was developed, in response, as a 
way to expand DOTS beyond the public health sector. The PPMD was piloted and then adopted 
as a national strategy in 2003 to make greater use of private sector providers and improve access 
to DOTS services in poor urban areas. The Comprehensive and Unified Policy for Tuberculosis 
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Control was introduced the same year to unifY and harmonize TB management by government 
agencies outside the public health sector. 

A key partner of the Department of Health in the implementation of PPMD is the 
Philippine Coalition Against Tuberculosis (PhilCAT), which has experience in working with the 
private sector. Between 2001 and 2004, PhilCAT piloted five different PPMD models, and 
another II "self-initiated" PPMD units were set up, all of which proved to be feasible and 
effective. A 2005 WHO externa1 evaluation showed that the units were providing good-ijuality 
DOTS services. No significant changes were needed in the Department of Health administration 
to implement the strategy. Recent results show an average 18% increase in case detection in 
PPMD-implemented areas, with treatment outcomes ofPPMD units at least equal to those in the 
public sector. 

The PPMD strategy has so far proved effective and has been well received by the public 
(see Figure 2.17). About 5000 private physicians have been trained as DOTS-referring 
physicians. The plan is to have 220 PPMD units operating nationwide by the end of 2008, of 
which 170 will be supported by the Global Fund. The Comprehensive and Unified Policy for 
Tuberculosis Control has been less successful because of incomplete commitment of 
stakeholders outside the public health structure, and lack of funds beyond the regular government 
budget for its implementation. 

Private sector physicians embraced PPMD because the DOTS strategy had already proved 
successful in the public sector and TB drugs were provided free to all DOTS patients in both 
sectors. For most private sector patients, TB drugs would otherwise be unaffordable. Other 
important factors included the emergence of PPMD champions from the private and public 
sectors, and the development of the PhiIHealth TB DOTS Outpatient Package, which pays 
private providers a referral fee and subsequent consultation fees. 

Figure 2.17: PPMD policy evaluation 
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Discussions of this case focused on implementation issues. The public sector, which 
initially opposed involving the private sector, overcame its reservations after learning more about 
the project and after PhilCAT, a respected organization, became a PPMD champion in the private 
sector. Political commitment, as reflected in policy documents, was also important. Strong 
collaboration between public and private sectors should ensure continuation of the programme 
when support from the Global Fund ends. 

The Department of Health has paid special attention to five main components of the 
PPMD: (I) detection of smear-positive cases, (2) treatment success rates, (3) engagement of 
health care providers, (4) accessibility ofPPMD, and (5) collaboration with stakeholders. The 
programme's success was enabled by successfully addressing challenges with regard to the 
availability of free drugs and the delivery of high-ijuality services by trained health care workers. 
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There are two types ofPPMD units. One type is public DOTS facilities that accept walk-in 
patients from private physicians, who are trained in DOTS and have agreed to refer their 1B 
patients to the public facility for diagnosis and treatment. The other type is private facilities that 
become DOTS centres. Criteria have been set for selecting private health care providers for 
PPMD. Certification is a lengthy process, and collaboration and personal relationships have 
proved important. Staff are trained as DOTS providers and in sputum-smear microscopy. Once a 
PPMD centre is established, it can accept referrals from private physicians as well as walk-in 
patients for diagnosis and treatment (case holding and DOTS). Each PPMD unit has an average 
of about 100 cases. 

In addition to free 1B treatment for smear-positive patients, smear-negative patients who 
suffer from diseases other than 1B are screened by X-ray and other tests. About 51% of smear
negative patients become enrolled as 1B patients. The remaining ones are treated for other 
diseases, and all receive free medicines. 

The PPMD coordinating committees have no paid staff. The National Committee includes 
representatives of the Department of Health, PhilCAT and PhiIHealth. The 17 regional 
committees include policy-makers, local authorities, and public and private providers and are 
headed by local governments. Diagnosis committees decide on treatment and free drugs for 
smear-negative patients. 

2.4 Session 4: Health systems 

Health systems must use limited resources effectively, fairly and efficiently. Both case 
studies presented in this session were concerned with assuring adequate health system resources 
to rural areas, which are generally poor and underserved compared to urban areas. Improving the 
effectiveness and equity of health systems was also highlighted by two keynote speakers as an 
effective and efficient way of improving health status of the poor and disadvantaged groups. 

2.4.1 Malaysia 

Dr Lim Teck Onn, Director of the Clinical Research Centre ofKua1a Lumpur Hospital, 
presented a study that examined the pro-poor distribution of government resources for kidney 
dialysis in Malaysia (see Annex 13 for a summary of the case). 

Dialysis is an effective but costly life support treatment for end-stage renal failure. Most 
Malaysians would not be able to afford it w.ithout government subsidy. One year of treatment 
costs about twice the annual per capita income (US$ 4600). Malaysia's willingness to provide an 
expensive curative service shows that developing countries can improve equality in access to a 
scarce therapy, even when income is not equally distributed. 

Figure 2.18: Growth in private and NGO dialysis (1980-2005) 

Figure 3: Dialysis treatment by sector (pmp) 1980-2005 
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Note: The abbreviation "pmp" stands for "per million population". 
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The use of dialysis grew with the economy in the 1990s, with the greatest demand in 
growth occurring in the more well-off states. Even today, states with lower per capita income 
have lower treatment rates than wealthier states. Much of the recent growth in dialysis services 
has been driven by a growth in the supply of services in the private and charitable sectors, with a 
declining share of patients (only one third by 2005) receiving treatment at government centres 
(see Figure 2.1 8). 

Private sector dialysis facilities are concentrated in economically developed states, while 
the public sector has focused on the poorer states, in accordance with its social equity mission. 
Ministry of Health dialysis centres provide services mainly for active and retired civil servants 
and their dependents, the poor, and patients who live in areas without other dialysis providers. 
The charitable and NGO centres are operated by the National Kidney Foundation, service 
organizations such as Rotary and Lions Clubs, and religious groups. Patients at charitable centres 
are cared for through public donations and some government subsidies. These services are a 
safety net for those who cannot be accepted into the public programme or afford private dialysis. 

The proportion of poor patients using government dialysis services has grown steadily, 
while the proportion of wealthy patients has decreased. From 1997 to 2004, government dialysis 
services have gone from favouring the well-off states to favouring the poorer states, while the 
charitable and private sectors continue to be distributed towards the economically advantaged 
states, hut less so than in the past. The Government was funding 56% of all dialysis services by 
the end of 2006, either directly or through purchasing from NGO and private sectors. 

A relative decline in the share of public sector services does not inevitably have a negative 
impact on equity if public sector services are targeted to areas where private proviSion is 
unprofitable. Although the geographical distribution of dialysis is unequally distributed towards 
the well-{)ff states, the extent of inequality (as measured by the concentration index) has declined 
from 0.1 1 in 1997 to 0.05 in 2004 (see Figure 2.19). 

Figure 2.19: Concentration index for dialysis by sector 
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In the discussion, it was explained that a concentration index value of zero means the 
distribution of a service is neutral with respect to income, and that a negative value indicates the 
service is preferentially reaching the poor. In Malaysia. the index has declined over time to a low 
positive number, in the direction of greater equity. 

The equity data presented are based on average state incomes and do not consider 
individual incomes or the percentages of poor in the given states. Thus, the public sector may be 
more pro-poor than the data indicate because of intra-state variations in income distribution. 
Public sector dialysis is free (waiting time comprising the only cost), private sector treatment 
costs US$ 32 to US$ 55 per dialysis, and NGO-delivered treatment charges depend on means
testing, but range from US$ 0 to US$ 30. The NGO and public sectors thus exert downward 
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pressure on private sector prices. In Malaysia, people are allowed to choose their providers. In 
rural areas, however, public providers are usually the only choice. The wealthy use private 
providers, because of shorter waiting times and other quality factors that have little effect on 
treatment outcomes. 

It was clarified that ethnic inequalities were not specifically considered in analysing equity 
of provision. Government policy in Malaysia has always favoured rural areas where the largest 
and poorest ethnic groups live. The general rise in incomes, even if not shared equally by those 
groups, allows more targeting of the poor through government resources. 

Increases in private and NGO provision of dialysis improVed access by the poor. One of 
the strengths of the Malaysian health system is that the public sector intervenes to balance equity. 
When the urban areas are served by private and NGO centres, the government can focus on 
providing new services in rural areas. The absolute level of provision is raised, increasing options 
for everyone, including the poor. This policy also reduces the cost of transport for poor patients 
in the public sector. When the wealthy choose the private sector, waiting times are reduced in 
public facilities. 

The issue of quality was raised since non-specialists are allowed to operate dialysis centres 
in Malaysia. A Malaysian study found diversity in quality of care among private providers, 
especially in specialist supervision of treatment, but the outcomes were similar for all sectors. 
Regulation of dialysis operations has now caught up with the expansion. In contrast, a participant 
observed that, in Viet Nam, quality for some services appears to have been compromised to 
increase access. As patients migrate to the private sector for treatment, human resources follow 
in response to demand. For dialysis, quality is secondary to access. Without access to dialysis, a 
patient is expected to die within one year. It was noted that dialysis nurses in the private sector 
were being trained on the job. 

The finding that the private sector has become more pro-poor over time was questioned. 
The pro-poor focus was likely a result ofthe growing economy and increasing competition 
between sectors. As the economy improved, private services could be expanded and sustained. 
As a given market became saturated, private providers could expand into less wealthy states. 

While dialysis is only a temporary measure, kidney transplants are currently not feasible 
substitutes because of high costs and shortage of organ donations. A significant increase in 
kidney transplantations is not expected in the foreseeable future. 

2.4.2 Mongolia 

Dr Nansalmaa Erdenekhuu, Officer-in-Charge of Medical Education Policy and 
Management in the Department of Public Administration and Management, Ministry of Health, 
Mongolia, presented a case on building the capacity of rural health workers and reducing the 
health gap between the urban and rural populations through policy change (see Annex 14 for a 
summary of the case). 

Figure 2.20: Unequal urban-rural distribution of health resources in Mongolia, 2005 
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Income inequality is increasing in Mongolia and inequity in access to health services is a 
growing problem (see Figure 2.20). Uneven distribution of health workers in Mongolia, with 
increasing real shortages in rural areas, was found to be largely due to poor working conditions 
and lack of incentives, including further training (see Figure 2.21). At the same time, urban areas 
have an excess of health workers, especially doctors. In 2006, health facilities inrural areas 
(soum and inter-soum hospitals) accounted for only 23.2% of the total number of hospital beds, 
but served 39% of the population. The Government of Mongolia has formally recognized this 
growing rura1-urban inequity and is endorsing a range of efforts to reduce it. 

Figure 2.21: Situation analysis of health worker distribution 
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In the past, a large share of donor resources was spent on supporting health worker 
training abroad, through overseas fellowships. An assessment of these overseas training 
programmes revealed their limited success in achieving the goal of capacity-building for rura1 
health workers. The major barriers to selection of low- and mid-level workers for training were: 
lack of transparency, poor foreign language skills, and restricted ability to travel and live abroad. 
After training, most beneficiaries did not return to the jobs they were trained for, so national 
health sector development goals were not well supported. Alternative, short-term, local training 
activities that included district-level and soum-level health workers were unpopular because of 
the high cost of travelling from remote areas to the capital city. 

In response to this evidence, some training resources were shifted from international 
fellowships to a local fellowship programme. This allows better tailoring of training to the needs 
of mid- and low-level rura1 health staff and eliminates several barriers to the uptake of training 
opportunities. Further policy changes have been identified, based on subsequent evidence that the 
intervention is effective, sustainable and cost-effective. 

Preliminary assessment showed that local fellowship training was widely accepted by 
health workers, health managers and partuers. All of the trained fellows returned to their place of 
work and are being supervised by provincial- and soum-level managers. Several new community
based health programmes have been iuitiated by fellows, and development partners are interested 
in supporting them. 

The Local Fellowship Training Programme allows training of 25 participants at a time, a 
much higher output rate than from international training. It is also highly cost-effective. Between 
10 and 15 local fellows can be trained for the cost of training one international fellow. To date, 
around 300 PHC workers from remote areas, including nurses, midwives and baig feldshers, 
have been trained, primarily in the three rura1 regional medical colleges. 
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In view of these positive outcomes, the WHO representative office in Mongolia has 
allocated about 10% of its regular budget for local fellowships in the 2006-2007 period, and 
plans to increase this share to 15% in the 2008-2009 period. See Figure 2.22 for other future 
policy development steps. 

Figure 2.22: Future policy development steps 
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In the discussions, participants described other countries' approaches to training rura1 
health workers. New Zealand makes extensive use oftelemedicine to upgrade the skills ofPHC 
workers. In the Philippines, international fellows become trainers for others, although they have 
been found to need additional incentives to stay in these posts. In the Lao People's Democratic 
Republic, special training courses are held in hard-to-access places where PHC workers are 
lacking. Medical assistants from rura1 areas continue to be trained in the cities but sometimes do 
not want to return to work in their villages. 

It was clarified that the Mongolian Local Fellowship Programme accepts trainees from 
poor urban areas as well as rura1 areas. Another successful project in Mongolia has been distance 
learning. This well-eqlripped project is especially useful because rura1 doctors can rarely spare 
time away from their area for training. 

Mongolia'S maternal mortality rate, which remains high despite a high percentage of 
hospital deliveries, is reportedly no! due to doctor quality, but rather the administration of first 
treatment at the time of delivery at PHC level. It was also explained that the decreasing 
rural-urban gap in government health services in rural areas is partly explained by the growth in 
the private sector in urban areas. 

2.4.3 Keynote speech: Strengthening health systems 

Dr Anders Nordstrom, Assistant Director-General for Health Systems and Services at 
WHO Headquarters in Geneva, explained how strengthening health systems can promote eqlrity 
and the use of evidence in policy-making. There is increasing recognition that strong health 
systems are needed if the health outcomes articulated in the Millennium Declaration are to be 
reached (see Figure 2.23). Despite a steady increase in funding for the health sector in much of 
the developing world over the past decade, the desired health outcomes are not being reached. 
Weak health systems are an obstacle to achieving the best benefit from the resources available. 
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Figure 2.23: Renewed emphasis on health systems 
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Reasons why health systems are weak vary across countries. No single diagnosis fits all 
situations, but the issues usually include under-funding, lack of coordination, inefficient 
management, lack of human resources of sufficient quality and quantity, inaccessibility of 
appropriate technologies, high out-of-pocket payments and inadequate information for decision
making. Frequently, short-term interventions and projects are designed to essentially bypass the 
health system. 

Figure 2.24: Addressing health system weaknesses 
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Although consensus is growing about the need for strengthening health systems, consensus 
over how to do it is weaker. WHO recognizes the need for Member States to strengthen their 
health systems and for WHO to improve its own capacity to assist them. WHO has just produced 
a health system strengthening framework entitled "Everybody's Business: Strengthening Health 
Systems to Improve Health Outcomes - WHO's Frameworkfor Action ". The framework lays out 
two main goals for the health system: (1) improving health and health equity; and (2) increasing 
responsiveness, fmancial fairness and efficiency. The intermediate goals include: greater access 
and coverage; and improved quality and safety. Six key building blocks of health systems are 
identified: (1) service delivery, (2) information, (3) medical products and technologies, (4) health 
workforce, (5) financing, and (6) leadership and governance. The framework suggests an 
approach that is a combination of vertical and horizontal, i.e. a "diagonal" approach 
(see Figure 2.24). 
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In the subsequent discussions, it was agreed that key improvements could not be made by 
the health sector alone, and that improvements in management and leadership would be difficult 
without adequate public sector accountability overall. Nevertheless, management of the health 
sector is very important and the essential public health functions can be improved. Because 
individual programmes are costly to scale up, function integration would be a cost-effective step 
towards better overall sector management. 

Regarding the evidence base that could become policy for health sector improvements, it 
is clear now that we need to think "outside the box" because most approaches to date have not 
had much effect. We need to look not only at government processes but also at donors. 
Redundancy in health sector management is encouraged by the multiple donors and their 
different approaches and policies. 

2.5 Session 5: Perspectives from partners and networks 

2.5.1 UNICEF 

Dr Stephen Atwood, Regional Adviser for Health and Nutrition in the East Asia and 
Pacific Regional Office of UNICEF in Bangkok, asserted that threats to children's rights to 
health are integrally related to equity. By relating rights to equity, the cultural and political 
challenges to human rights for children can be bypassed or overcome. The notions of duty and 
justice (not merely social responsibility or compassion) give rights their cutting edge. He 
explained that in a basic human needs-based approach, the beneficiaries have no active claim to 
their needs being met, whereas a human rights-based approach legitimizes such claims, giving 
them a politico-legal thrust. Fulfilment of rights becomes an obligation of the duty bearer, not a 
charitable or compassionate act. 

Fairness and impartiality require consideration of growing inter- and intra-national 
disparities. Equity and rights considerations are built into UNICEF's health and nutrition 
programming, ensuring that programmes adopt equitable approaches such as targeting the most 
disadvantaged to complement more universa1istic approaches. This approach requires careful 
prioritization, distribution and use of available resources. 

Several of the world's 10 "worst off' countries for water and sanitation are located in the 
Western Pacific Region, with a billion people lacking adequate sanitation. These countries are 
characterized by a lack access to basic social services, poor immunization rates, and persistently 
high perinatal deaths and deaths from acute respiratory infection (ARl) and diarrhoea. Health 
systems face human resource constraints in the shape of underpaid and demotivated workers. 
Gender inequalities result in women being disadvantaged in nutrition, education and work 
burden. Often, reliance is placed on the private sector, without supplemental social action, 
including regulation and standardization, or subsidized care. The policy environment is also often 
unfavourable: public spending on health is very low, and policies are generally not driven by 
concepts of public goods or human rights. 

UNICEF is planning events focused on equity in health, including a global consultation on 
how to better reach poor children with health and nutrition services (February 2008, New York) 
and a consultation on equity in access to and quality of maternal and child health care 
(April 2008, Vie! Nam). The global consultation will review evidence on strengths and 
limitations of current programme approaches in reaching poor children and consider the policy 
and programmatic implications of such evidence. The implications will be assessed in the context 
of scaling up interventions to reach MDG, differences in health status and health service use, the 
potential impacts of scaling up, access baniers, and options for overcoming them. The 
consultation in Viet Nam, which will include participants from the Greater Mekong Region, will 
consider a situational analysis of equity in Vie! Nam and develop recommendations to improve 
and/or sustain equity in MCH in Vie! Nam. 



- 26-

In the discussion, it was noted that the rights-based approach does not always receive high 
priority in some countries of the Region. The fact that the intra-country child mortality gap is 
increasing rather than decreasing reinforces the idea that countries may not be paying enough 
attention to social services for children. Country reports on the 1989 Convention on the Rights of 
the Child (CRe) tend to focus more on child protection than on tackling inequities, even though 
countries are obligated under the CRC to fulfil the rights of children to basic services. Civil 
society and governments need to be educated about their duties with respect to the CRC. 
Achieving the MDG for child survival requires reaching poor children; this can be done by 
addressing child protection and social service issues simultaneously. 

2.5.2 UNIFEM 

Ms Elaine Tan, Country Coordinator for UNIFEM in Cambodia, spoke about the 
Programme on Enhancing Human Security through Gender Equality in the context ofHIV, a 
cross-regional programme in 10 countries in Asia, Africa and Latin America, which ran from 
2002 to 2005 with funding from the UN Trust Fund for Human Security. The programme aimed 
to strengthen the legal and policy framework, enhance the awareness of key policy-makers, and 
develop integrated community approaches for lowering HIV prevalence in order to reduce stigma 
and discrimination, and mitigate the social and economic impact of the epidemic. The strategy 
included capacity-building, operational research to fmd best practices in gender equality, and 
women's empowerment. 

Gender is a determinant of health. Important differences between men and women are 
apparent in: exposure to disease and injuries; benefits from household investments in nutrition, 
care and education; and access to and use of health services. For example, HIV -positive women 
typically face higher levels of discrintination than men. They may be excluded from social 
functions, may lose financial support from family members, and may be advised not to have a 
child. 

Activities in Cambodia have included training workshops, community-based data 
collection, and consultations with key stakeholders. The challenges faced include limited 
commitment, poor understanding and limited experience in addressing gender in the context of 
HIV. The Cambodian Community of Women Living with HIV/AIDS (CCW), established with 
technical and financial support from UNIFEM in January 2007, is the only national network of 
HIV -positive women in Cambodia. Inclusion of women and people living with HIV in decision
making processes is an important part ofUNIFEM's approach. 

Discussions focused on good practices for effectively involving communities. Cambodia 
has 16 self-help groups in the capital and 32 in the provinces. Since resources are limited, it is 
unclear whether more efforts should be made to scale up programmes on a national level, or to 
intensify ongoing assistance and benefits. It was noted that donors may prefer supporting 
top-<iown approaches, but working at the community level is the best way to get services to 
clients. 

2.5.3 E'IIP~et 

Dr Jiang Baofa, Professor and Director of the Department of Epidemiology and Statistics 
in the School of Public Health of Shandong University, who is also team leader of the Shandong 
team of the Evidence-Informed Policy ~etworks (E'IIP~et) and member of the E'IIP~et Asia 
Steering Group, made a presentation on E'IIP~et and its activities. 

The 2004 Ministerial Summit on Health Research and the 2005 Mexico Statement on 
Health Research recommended establishing knowledge-transfer mechanisms to support more 
evidence-based public health policy-making. In June 2005, WHO Headquarters, WHO Regional 
Office for the Western Pacific, and Alliance for Health Policy and Systems Research (AHPSR) 
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jointly initiated EVIPNet in Asia. Its mission is to improve health and reduce health inequities by 
increasing decision- and policy-makers' access to and use of high-quality evidence. Its aims to 
acquire, assess and adapt evidence to establish a robust knowledge base; provide decision-makers 
with a rapid respons~ mechanism or one-stop shop for high-quality evidence; enhance interactive 
links between producers and users of research to promote the uptake of evidence; and provide 
training.Team building was one of the network's earliest activities. This activity included the 
training of team members on the importance of the evidence-informed health decision-making 
and in methods such as systematic review; the establishment of the EVIPNet Asia Steering 
Group in June 2007; and the establishment of a steering group for each of the five country teams. 
Members of the Shandong (China) steering group have expertise in areas such as information 
retrieval, systematic reviews, knowledge dissemination, programme planning and leadership. 

Research is lIll0ther key activity of the network. Studies carried out in Shandong revealed 
that policy-makers and researchers knew very little about evidence-informed health decision
making. The Shandong team mapped 1inks between researchers and policy-makers, analysed 
their strengths and weaknesses, and identified constraints to evidence-informed policy-making. 
Similarly, a systematic review on patient safety is being conducted in Malaysia. 

EVIPNet plans to strengthen its organizational capacity by setting up an EVIPNet Asia 
secretariat and by holding regular teleconferences and regional meetings of the Steering Group. 
EVIPNet also intends to develop informational materials and conduct training on how to prepare 
policy briefs and carry out systematic reviews; publish an international newsletter containing 
EVIPNet policy briefs; and work with policy-makers to conduct systematic reviews. The network 
will also work to promote better communication between researchers and policy-makers. 

Several challenges in using evidence to support policy changes were discussed after the 
presentation. Identifying a policy-relevant research agenda is critical; however, researchers need 
to be aware that research is only one element of policy decisions. When the intent of research is 
to influence policy, the results may be questioned. Therefore, researchers must be prepared to set 
their own agenda if political difficulties prevent policy-makers from initiating research. 

Researchers may not always be able to come up with policy-relevant and practical 
solutions. Also, using the evidence is up to the policy-makers. Policy-makers may not 
understand what constitutes good evidence, and may distort the results to fit the political agenda. 
Policy-makers may consider research from other countries as irrelevant and, therefore, may not 
perceive research networks as adding much value. 

A systematic way to align research with policy needs is often lacking. Researchers need to 
engage in regular communication with high-level policy-makers. Malaysia has a well-organized 
system of dialogue between health researchers and policy-makers; the study of equity in dialysis 
service provision is a good example of such interaction. The Philippines has a Council for Health 
Research and Development (pCHRD). To reduce information overload among policy-makers, 
entities such as EVIPNet can conduct systematic reviews and filter research results. 

2.5.4 Keynote speech: Improving equity in health systems: fmdings of the EQUITAP 
collaboration 

Dr Ravi P Rannan-Eliya, Director, Institute for Health Policy, Sri Lanka, introduced the 
work ofEQUITAP, a research collaboration initiated in 2001 to examine equity in Asia-Pacific 
health systems. This network of regional research institutions is interested in linking research to 
policy in 16 Asian countries. Its research is based mainly on analyses of National Health 
Accounts data, including financing profiles, distribution and progressivity of payments for health 
care, and other equity issues. Analytical tools used include public opinion surveys, policy 
analysis, and assessment of health outcomes. 
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EQUITAP's analysis confinns that the better-offpay more for health care, both in relative 
and absolute terms. In general, with increasing GDP, the share paid by the better-off falls and 
financing becomes more proportional, and this also corresponds to less advantage in access by 
the wealthy. In all countries with data, direct taxes are more progressive than indirect taxes, 
which are more progressive than social insurance. 

In Bangladesh, China, India, Nepal and Viet Nam, more than 10% of households spend 
over a quarter of all non-food consumption on health. However, the relationship between out-of
pocket expenditure, shares of health financing, and poverty impact is not straightforward. High 
out-of-pocket expenditure has a higher impact in some countries than in others. Given their 
income level, Thailand and Sri Lanka have fairly low proportion of out-of-pocket expenses and 
lower catastrophic rates than some high-income countries. The possible impact of out-of-pocket 
expenditure on utilization, and the extent to which public provision and financing of health care 
protects households from catastrophic payments, were not evaluated. 

Public subsidies for health are strongly pro-poor in Hong Kong (China); moderately 
pro-poor in Malaysia, Sri Lanka, Thailand and Mongolia; and pro-rich in Bangladesh, China, 
Indonesia and Viet Nam (see Figure 2.25). Non-hospital care is usually pro-poor. Since most 
subsidies go to hospital care, they are typically not pro-poor. They do, however, narrow 
inequalities or relative differences in living standards. 

Performance across dimensions of equity, such as health outcomes, risk protection, and 
targeting, appears to be generally correlated. Analysis suggests that the most equitable tax
funded systems use integrated service provision and are universalistic (i.e. they do not use means 
testing or explicit targeting) and concentrate spending on hospitals and inpatient care. 

Social health insurance (SHI) systems reach the poor only if they have universal coverage, 
which is difficult to attain in most low-income countries. A high degree of equity demands 
substantial tax financing to subsidize premiums for those not otherwise covered, so in actuality 
social insurance cannot substitute for taxation capacity. 

The good performance of some tax-funded systems has some explanations in common. 
Indirect targeting with parallel private provision seems to be more effective than direct targeting. 
This requires changes in policy, perspective and agenda. To have high levels of public supply 
with limited budgets requires attention to technical efficiency, mechanisms for improving 
productivity, and prioritizing of access over quality. 

Figure 2.25: Hospital care by sector showing pro-poor public sector use 
in some countries 

Segregating patient demand into 

- and private sectors -l; .~y ~~I r*~~d~)~~ . . . . . ~ 

pub lie 

--
Utilization of Inpatient care by Income qulntil •• 



-29 -

A key message from EQUITAP's analysis is that health system design is important to 
overall health performance and equity. Comparative assessments of performance in the Region 
can provide evidence for improving national policies. Researchers need a regional platform to 
pool skills and knowledge in understanding health systems. More empirical research is needed to 
explain the variations in national performance and identify transferable lessons such as why 
some, but not all, tax-funded integrated delivery systems reach the poor and how social health 
insurance schemes can be made equitable and sustainable in low-income settings. 

Discussions focused on the evidence that PHC may not be as pro-poor as thought, and that 
social health insurance may not be the most equitable way of funding services. Even though it 
may be controversial, policy-makers need to be aware of this evidence and know what they can 
do about it. It was clarified that the evidence on the regressive aspects of social insurance comes 
from industrialized countries, where social insurance contributions are capped, so highly paid 
workers pay a smaller percentage of income. Countries with effective sm actually have high 
taxation to pay adequate premiums. In fact, this suggests that funding for health has to come 
from the population in one way or another. 

Hong Kong (China) and Sri Lanka have good social services as well as tax-funded health 
systems. The evidence suggests that countries with low equity should review their policies, invest 
in universal social health insurance, and put additional revenues towards inpatient coverage to 
reduce co-payment barriers. However, these are not simple decisions. Trade-offs made to 
maximize health gains are difficult to evaluate, for example whether preventive programmes 
such as sanitation and immunization are more important than curative treatment, which includes 
obstetric care. 

Countries with high out-of-pocket spending can improve access for the poor by raising 
spending on hospitals, which reduces catastrophic expenditures. Mongolia has targeted hospital 
expenditures in their insurance system. Nepal, on the other hand, still charges for hospital 
deliveries, which deter many poor people. 

The issue of freedom of choice in publicly financed health systems is often raised, as is 
their efficiency. A rigid referral system is difficult to enforce and often not fair because people 
incur additional costs of travel and time. Some of the best equity performance was found in 
countries like Japan that do not have or enforce a referra1 system. Access comes before quality, 
as was concluded in the Malaysia dialysis case study. Efficiency depends on factors other than 
levels of expenditure on health. Good access and high utilization rates reduce unit costs, allowing 
good quality services to be provided for as little as US$ 4 to US$ 5 per capita. However, low
expenditure countries like Malaysia and Sri Lanka should not be compared with those that have 
had different historical development patterns, like Cambodia or China, where there has been 
rapid cost escalation and rampant growth of the private sector. Other countries may have special 
characteristics, such as low population density in Mongolia, which requires excess capacity in 
facilities and human resources. 

2.5.5 Keynote speech: Health systems strengthening through evidence in policy-making: the 
role of academia and research institutions 

In his presentation, ProfPhua Kai Hong, Professor of Health Policy and Management at 
the Lee Kuan Yew School of Public Policy, National University of Singapore, discussed the role 
of regional academic research institutions in strengthening health systems. 

Health systems research is required to generate evidence both on the processes of 
policy-making and on content ofhea1th policies, because of the huge variations in practice and 
lack of evidence on effective policies for improving equity and efficiency. Researchers use 
varying methods, which fall into a hierarchy, depending on the circumstances and data available 
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(see Figure 2.26). Research should enhance sharing of innovative and workable solutions in 
health systems development. 

Figure 2.26: Relative quality of evidence 
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Academic institutions provide training in health policy and systems research, undertake 
research, evaluate evidence for policy-making, and supply policy-makers with relevant 
information to help them make better and more rational choices. Their research areas cover 
clinical services, public health and health care, research methodology, and clinical trials and 
studies. Academic and research institutions can contribute significantly to equity promotion 
through high quality education and training, research collaboration, knowledge networks, 
exchanges and dissemination. 

Policymakers and researchers may not always share viewpoints or approaches (see 
Figure 2.27). If academia is to playa credible policy role as a stakeholder and as a change agent, a 
rigorous approach to primary research must be maintained. Among key methodological issues 
related to the use of valid evidence for policy are the quality of data (e.g. study design, multi
factorial causality, time-lag effects), outcome measurement, and ethical considerations. 

Figure 2.27: Acknowledging different needs and approaches 

Policy-makers are from Mars and 
Researchers are from Venus! 

• Different focus 
• Different training 
• Different time scales 

Different aims and objectives 
Different rewards and motivation 
Different values, processes and outcomes 

Health policy research to provide the bridge 
and travel between the two 

Examples of recent academic research used in the evidence to policy and action process 
include privatization and restructuring of health services in Singapore, differential pricing of 
hospital services in Singapore, and universal coverage in Thailand (the "30 baht scheme"). 
Networking enables the sharing of regional experiences and lessons to promote equity and to 
improve policy-making. 
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Discussions focused on how research has been used and how it could be used more 
effectively. Ideally, good-quality evidence should be ready when policy-makers need it, but 
studies are costly and time-consuming. Thus, policy-makers often have to proceed on the basis of 
incomplete evidence, e.g. evidence collected from pilot projects. It is more efficient for 
researchers to engage policy-makers who are pro-equity and who will ally with researchers. 

Health information systems (IllS) are also a critical tool of policy research. A good HIS 
can provide fast, solid information when it is needed by policy-makers. 

Though policy changes are top-down, real-life processes are bottom-up, and data and 
opinion come from all levels of society. Good policies can thus result where civil society is 
active. Countries should use research at different levels, pull experience and resources together, 
and continue to network. Research partnerships can help avoid a dependency syndrome where all 
research is donor driven. It can be a long and demaiiding process to bring stakeholders together, 
but a national network can strengthen national capacity for evidence-based policy reform. 

2.6 Session 6: Translating lessons from experience into practice 

Each of the country case study presentations described the experiences at one or more 
stages of the process of using evidence to bring about policy and action that promote equity. The 
group work that followed focused on extracting good practices and lessons related to developing, 
disseminating and using evidence from the case studies. 

Participants were asked to divide into two groups, one focusing on strengthening the 
generation of policy-relevant evidence, and the other on promoting the use of evidence in policy
making. The groups were given three questions to discuss (see Annex 15 for details). Each 
group included 25 researchers, policy-makers, observers and resource persons. After the 
discussions, each group reported its conclusions to the plenarY, and a general discussion 
followed. 

2.6.1 Group 1: Strengthening the generation of policy-relevant evidence 

Group I reviewed the case studies that related to policy research and identified key lessons 
on generating and presenting evidence to policy-makers. Participants felt that researchers and 
policy-makers have complementary roles in the policy-making process. Research plays an 
important role in anticipating future issues. Many countries have a five-year policy planning 
process. Researchers can make strategic use of this timing to provide evidence to influence 
policy-making. However, while the agendas of researchers and policy-makers often overlap, they 
also may differ. Researchers tend to have a broader agenda than policy-makers because they are 
not guided by political interests. Ultimately, researchers must acknowledge that policy-making is 
the role of the government and is not based solely on evidence. 

Researchers and policy-makers also have complementary strengths. Policy-makers 
understand how political decisions are made and can identify the evidence they need. 
Researchers can anticipate potential health equity issues by staying abreast of current affairs and 
highlight gaps in existing evidence. 

The group felt policy-makers and researchers need to understand each other better in order 
to generate policy-relevant research. Policy-makers need to understand the basics of research, 
while researchers need to translate their findings into messages that are easily understood and 
relevant to social and health policy. Ensuring the generation of policy-relevant research requires 
building relationships between policy-makers and researchers. This is a continuous process, 
based on trust, with different countries being at different stages. It is also important to identify 
and involve civil society stakeholders. 
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Communication between policy-makers and researchers needs to be strengthened, at 
national and intemationallevels, to reach agreement on the policy research agenda and priorities. 
Effective interaction can be achieved through joint projects, intra-government research and 
monitoring teams, and involvement of researchers in current planning cycles. Other ways to 
facilitate communication include: inviting policy-makers to research meetings, directing key 
messages to policy-makers, setting up consultations between policy-makers and researchers, 
developing collaborative research activities, and building both formal and informal relationships. 

Once the research agenda has been set, funding sources need to be identified. Research is 
usually commissioned and/or funded by governments and donors. Joint funding of a research 
group or consortium often ensures more efficient and comprehensive research on priority topics. 

Research findings need to be presented in ways that are clear, simple and easily 
understood. Summaries for policy-makers and the public can be helpful. Recommendations 
based on the evidence from research should be formulated so as to be actionable by policy
makers. Social, economic and cultural impacts can be emphasized when they offer leverage in 
policy-making. 

To effectively present research to policy-makers, researchers need to engage with 
policy-makers throughout the research process. Mechanisms to facilitate this include: 
collaborative research projects, ongoing consultation with policy-makers, collaboration with 
advocacy groups with strong lobbying skills, and collaboration of several researchers to influence 
policy-making. 

Researchers need to lobby in multiple ways more effectively for evidence-based policy
making. Specifically, they need to make better use of the media, advocacy groups and 
intermediaries. Timeliness of evidence is also important. Significant occasions can be used to 
present or re-present evidence, as is now successfully done on World AIDS Day. 

2.6.2 Group 2: Promoting the use of evidence in policy-making 

Group 2 extracted lessons from the case studies relevant to how policy-makers can best 
use the evidence and how researchers can assist them. Participants recognized that the evidence
to-policy process usually involves a wide range of stakeholders, including researchers, policy
makers, civil society, and donors, who may not always have shared objectives. To improve 
collaboration for the better uptake of evidence in policymaking, the first step should be defining 
what they want to share and how. Engagement and consultation on the research agenda need to 
start from the very beginning, and should continue throughout the research process. Policy
makers often want to consult with academia. Both formal and informal communication between 
researchers and policy-makers can be effective. 

Policy-makers may need to be reminded of their responsibility to base policy on the best 
available evidence. Similarly, researchers are responsible for making research understandable to 
policy-makers in clear, precise, and brief reports. Researchers should consider preparing brief 
summaries of the evidence before the government requests them. 

The strength of the evidence determines its usefulness in policy-making. Robust evidence 
can come from existing bodies of research or national or international collaboration between 
researchers. The source of the evidence, that is, whether it is local or based on international 
trends, should be made explicit throughout the policy-making process. 

Research may be "captured" by an interest group and divested of its neutral value. As a 
result, the evidence may not be perceived as credible. An independent and neutral broker, such as 
government units, think tanks, and development organizations, can help de-link scientific 
evidence from the interest groups. Allies and opponents in the policy-making process need to be 
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identified through formal or informal political mapping. Where politics is dominated by 
personalities, advocacy will need to focus on key persons. Civil society and citizens may want to 
challenge an inappropriate policy, but they must evaluate existing policies and bring evidence for 
policy change. 

Ultimately, national policy decisions are the prerogative of political leaders, but 
researchers need to use various means to make this process as informed as possible. WHO and 
other organizations can inform policy-makers about global thinking on policy issues. Formal 
institutions or networks such as Councils of Medical Sciences or Secretariats of Ministers and 
the Prime Minister, can'be useful enabling mechanisms in promoting the better use of evidence 
in policy-making. Governments should lead and coordinate between various stakehol.ders to 
prevent duplication, overlap and fragmentation. New Zealand, for example, has a national health 
committee, comprised of researchers, service providers and community leaders, which exammes 
research on major health issues and reports to the Minister of Health. Sustainable funding 
mechanisms are essential not only for research but also for its systematic dissemination. 

2.6.3 Discussions 

In the discussions that followed the group presentations, it was generally agreed that: 

• a policy agenda needs to be established and understood by researchers and policy
makers; 

• relationships between researchers and policy-makers need to be strengthened; and 

• researchers need to monitor and assess implementation of policies. 

Participants identified lessons and specific next steps for their countries. Participants 
from Viet Nam, for example, vowed that the Health Strategy and Policy Institute of the 
Ministry of Health would encourage policy-makers to participate more in identifying a research 
agenda that will shape policy and health system reforms. Participants from the Philippines 
thought to strengthen the Philippines Research Council with updates and orientations. 
Participants from China resolved to share information from the meeting with the Ministry of 
Social Affairs and the Department of Scientific Education of the Ministry of Health. As research 
managers in community health and health economics, they can use lessons from the meeting to 
build the capacity of researchers in preparation for the new round of health sector reforms. 
EVIPNet identified for itself the role of identifying a research agenda through surveys of policy
makers' concerns, and developing tools such as policy briefs to improve the transfer of evidence 
into the policy-making process. Staying engaged with policy-makers rather than confronting 
them was identified as good lesson. Participants from Mongolia recognized the need for creating 
a mechanism to foster links between researchers and policy-makers. Participants from the 
Lao People's Democratic Republic also recognized the need to increase interactions between 
researchers and policy-makers. Participants from New Zealand stated that the quality and uptake 
of research by policy-makers can be strengthened through greater institutionalization and 
sustainable funding. Research is most powerful if it is part of the health system's infrastructure. 

Participants also agreed that the focus on equity may need going beyond researchers and 
policy-makers, to agents of change such as community groups and the media. Research that 
exposes inequities Or bias can be threatening to policy-makers. Equity-related research is usually 
political by nature, adopting a rights-based perspective. Researchers, who have a powerful tool in 
information, can be co-opted in favour of powerless groups, may not otherwise lack voice in 
policy-making. Researchers must maintain a healthy independence from policy-makers. They 
must present evidence so that the public can understand it. Once information is in the public 
domain, the Ministry of Health cannot ignore it. Health information systems that are responsive 
can also be a valuable tool in policy-making. 
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3. CLOSING SESSION 

During the closing session, Dr Ung Phyrun, Secretary of State, Ministry of Health, 
Cambodia, presented his closing remarks (see Annex 5). He considered the promotion of 
evidence essential for effective policy and action. Countries need to make good use of regional 
and international networks in this task. He recognized that the meeting was useful in helping 
countries to access evidence, share experiences and draw lessons for addressing the issue of 
equity and improving their health systems. He thanked participants for their active participation, 
expressed happiness that Cambodia had hosted the meeting, and urged WHO to organize similar 
regional meetings in the future. He hoped that, at the next meeting, Cambodia would be able to 
share more evidence on successful policies and actions that respond to the health needs of poor 
and vulnerable. He closed by wishing participants a safe journey home. 

Dr Soe Nyunt U, WHO Representative in the Philippines and former Director for Health 
Sector Development, also thanked participants for their hard work in preparing, presenting and 
discussing the case studies. 

Dr Anders Nordstrom, Assistant Director-General for Health Systems and Services, 
WHO Geneva, congratulated participants on the successful meeting. 

Dr Michael O'Leary, WHO Representative in Cambodia, appreciated the rich quality of 
the discussions and ideas generated. 

Dr Henk Bekedam, Director for Health Sector Development, WHO Regional Office for 
the Western Pacific, called for more systematic analyses of health systems issues for promoting 
equity. He fully supported the idea of holding this kind of meeting every two years, so that 
country experiences, good practices and lessons could be documented, shared and discussed 
across the Region. He thanked participants for their enthusiasm and engagement and called for 
more regular interaction across countries on the better use of evidence in developing health 
policies and actions to promote health equity. 
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Opening Remarks by Dr Shigeru Omi, 
Regional Director, WHO Regional Offiee of the Western Pacific at the 

High-Level Meeting on Promoting Health Equity: Evidence, Policy and Action 
16-18 October 2007, Phnom Penh, Cambodia 

Honourable Ministers, distinguished guests, ladies and gentlemen, thank you very much for 
giving me the opportunity to speak on this important occasion. I would like to express my sincere 
appreciation to the Royal Government of Cambodia, through Dr Nuth Sokhom, Honourable 
Minister for Health, for hosting this meeting. 

The reason we are here today is that, across Asia and the Pacifi~ven in this age of the 
internet, globalization and rapid economic growth-we see glaring inequities in health. As many as 
700 million people live in extreme poverty. They struggle to survive-{)n a daily basiS-{)n incomes 
of as little as $1 orless a day. Almost half the people of the world live on less than $2 a day. Whether 
the poor survive on $1 or $2 a day, their lives are characterized by vulnerability to ill-health and a 
range of other negative welfare outcomes. Often, they go to bed hungry, suffer without treatment 
when they are sick and do not have safe water to drink. 

This is in striking contrast to the situation of the better-off. The gap between the rich and the 
poor is unacceptably wide. The poorest 20% of the world's population are roughly 10 times more 
likely to die before the age of 14 than the richest 20%. Similarly, in many developing countries, 
women have limited access to reproductive health services. Nearly 40% of all births worldwide are 
not attended by a skilled health worker. 

The good news is that, every day, we continue to learn more about what works in reaching poor 
and underserved populations. However, one of our biggest challenges is to ensure that this growing 
evidence base is known to policymakers and incorporated into policies and actions. 

In general, in recent years, we have seen a renewed emphasis on promoting the use of good 
quality evidence in health policy-making and practice and for achieving the health-related Millennium 
Development Goals. 

The World Health Organization is increasingly asked to help strengthen mechanisms that link 
research and policy-making in developing countries. During last year's WHO Regional Committee 
Meeting, a ministerial round table discussion was held on the topic Translation of Research into 
Policy and Health Care Practice. 

WHO, together with other health partners, including academia and national and international 
research networks, is engaged in strengthening the evidence base for health policy and action. Much 
of this work is focuses on equity-, gender- and poverty-related issues in health. 

At the country level there is a need for stronger links between good evidence and health policy
making and practice. 

That is why I consider this meeting as particularly timely and useful. Over the next three days, 
colleagues from countries will present cases related to some of this analytical work and lessons from 
experience. The meeting will also discuss how to promote the more systematic incorporation of such 
evidence into health policy and action. 
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Honourable ministers, ladies and gentlemen, countries in the Region have already achieved a 
lot. And I would like to thank you for your leadership and excellent progress so far. But, much more 
needs to be done. The rich-poor gap continues to widen. An analysis of long-term trends by UNDP 
shows that the distance between the richest and poorest countries has widened-it was about 35 to 1 
in 1950 and rose to 72 to I by 1992. Today, a mere 12% of the world's population uses 85% of its 
water, and these 12% do not live in developing countries. The poor generally benefit less from 
government spending on health than the non-poor. Studies show that sick children from poor families 
are less likely to be taken to an appropriate health care provider than children from non-poor families. 
In many countries, poverty is concentrated in rura1 areas, where the coverage of health services is 
generally low. This situation is clearly unacceptable. Good health should be a universal right, not a 
privilege. 

Good evidence can help address these gaps, but estimates show that ouly about 5% of the 
world's resources for health research are being applied to the health problems of developing countries, 
where 93% of the world's burden of 'preventable mortality' occurs-this situation is referred to as 
"the 90/ I 0 gap" in health research. 

This highlights the importance of this meeting and our expectations from it. I am sure this 
meeting will provide an excellent opportunity to accelerate our efforts on promoting health equity 
through the use of evidence in health polices and actions. 

In closing, I would like to thank all the Honourable Ministers and colleagues for joining this 
important meeting and also thank the Royal Government of Cambodia once again for hosting this 
meeting. I hope that this meeting will mark a significant step forward in our efforts to improve 
evidence-based policies and actions to achieve health for all. 

Thank you. 
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Opening Remarks by H.E. Dr Nuth Sokhom, 
Minister of Health, Royal Government of Cambodia, at the 

High-Level Meeting on Promoting Health Equity: Evidence, Policy and Action 
16-18 October 2007, Phnom Penh, Cambodia 

Dr Shigeru Omi, Regional Director for the Western Pacific Regional Office of WHO, 
distinguished participants and dear guests, 

I am pleased to welcome a\l of you in Cambodia for this important meeting on "Promoting 
Equity in Health: From Evidence to Policy and Action". It is very encouraging that delegations from 
countries of the Western Pacific region meet and exchange their views on the best ways to deliver 
equitable health services for the most vulnerable populations. We also benefit throughout this meeting 
from the presence of very distinguished keynote speakers who can help us improve equity in health 
and the use of evidence for policy in our countries. 

Health care expenditure has sharply increased worldwide in the last fifty years and Cambodia is 
no exception. But such rapid increases in health care spending have not always led to similar 
improvements in health. In many developing countries of Asia and the Pacific, private out of pocket 
payment and unregulated user fee schedules inflate health care expenditures and many health systems 
now financially depend on private financing, particularly out of pocket payments. As a consequence, 
health care costs may push low income and vulnerable households to sell assets, including productive 
land, and drive them deeper into poverty. Out of pocket payment accounts for 60-80% of total health 
fInancing in South East Asia and Western PacifIc I. Those figures are similar in Cambodia and are of 
great concern to all health policy makers. 

Therefore, equity and implementation of social solidarity mechanisms in health are important 
policy objectives for many countries including Cambodia. But there are also many challenges to 
achieve this goal. 

Defming equity is not simple. It can be defined in different ways: 

(1) Equity is the principle of being fair to a\l: everyone should have an equal opportunity to 
attain full health. This defiuition implies that everyone should have geographical and financial 

2 
access to health care 

(2) Equity is also the absence of avoidable differences between different people and 
population groups. 

3 
This defiuition involves the social and economic determinants of health . Reaching the targets 

set by the above defmitions is not a simple task for any policy maker. 

Fairness in health fullincinll is based on the notion that every household should pay 1\ fair sh81"O 
ofhPlUlh care costs4

• However, "a fiIir share" depends on people's acceptance, ability to pay and 

I WHO, National Health Accounts website 

2 Glossary of the European Observatory on Health Systems and Policies: 
http://WWW .• UTo.who.intlobservatorylglossary 

3 http://www.who.int/healthsystems/topics/equity/en 

4 WHO Discussion paper on Defining and measuring fairness in financial contribution to the health system, No 
24,2001 



Annex 4 

expectations. Fair financing does not mean equal contributions from all, regardless of income. Rather, 
it means that those who have a higher income should pay a higher share of health care costs than those 
who are poor. It therefore implies financial protection for the low income and vulnerable by reducing 
the burden of health care costs associated with illness. 

Scarce health resources can be used in many different ways. Some of these are more equitable 
than others. It is important to measure and document costs and effectiveness of alternative ways of 
using health care resources and base policy decisions on this evidence. However such evidence is not 
always readily available. 

Thus, one of the main challenges in promoting fair financing and equitable access to health care 
resources in countries such as ours is the production, promotion and use of evidence for informed 
policy making. There is a gap between what we intuitively know and what we can document, and 
there is a wider gap even between what we know and what is actually being done. This is even more 
accurate in health systems strengthening, where key know ledge gaps remain concerning human 
resources, health financing, health information and health service deliVery'. To help countries meet 
the challenges of equitable access, it is important to obtain routine information on key health 
financing parameters. In particular, it is important to know whether households suffer catastrophic 
expenditures for their health and analyse why. 

In Cambodia, pilot and alternative health financing mechanisms have been implemented for 
more than 10 years. They intend to address the equity issues discussed earlier, especially the high 
burden of out-of-pocket expenses and the financial barriers to access health services. Among those 
financing mechanisms, Equity Funds have been most successful. They are also very well documented 
through various evaluation reports and publications. We are happy to share this experience with you 
in this meeting and hear about many more examples from other countries. 

The coming three days will be intense. Interesting case studies and keynote speeches will be 
presented. I wish you froitful discussions and a successful meeting. I hope you will also take this 
opportunity to etUoy our Cambodian hospitality. 

Thank you. 

5 World Report on Knowledge for Better Health, WHO 2004 
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Minister of Health, Royal Government of Cambodia, at tbe 
High-Level Meeting on Promoting Healtb Equity: Evidence, Policy and Ac:ti.on 

16-18 October 2007, Phnom Penh, Cambodia 

Excellencies, ladies and gentlemen, I am very pleased to be with you today for the closing of 
the "High-Level meeting on Equity: from Evidence to Policy and Action". 

I heard that the past 3 days have been very interesting and browsed through a number of topics 
related to promoting evidence for achieving equity goals. Inequalities in health were discussed and we 
tried to define their nature and what we can do to address them. We also discussed how to address 
equity issues in our health systems: through health financing mechanisms, in delivering primary 
health care or other diseases-specific interventions. In all these areas, production and promotion of 
evidence for policy and action is essential and we need to make good use of regional and international 
networks to help us in this task. 

Meetings such as this one are important for countries like ours: to help us access evidence, 
share experience and draw lessons for improvements of our own health systems in addressing the 
issue of equity. We welcome very much this meeting and we are proud to host this initiative. We hope 
that other meetings of this kind will take place very soon and we will actively participate in it. In the 
meantime, we will continue exploring new and effective ways to respond to the health needs of poor 
and vulnerable people of Cambodia and we hope we will have more evidence and successful actions 
to report to you in our next encounter. 

I hope you enjoyed your stay in Cambodia and I would like to close this meeting by wishing 
you a safe trip back home and extending on you the five benedictions of Buddha. 
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Health financing strategies that improve access to health services for the poor in Cambodia: 
from pilot to policy and action 

A case study of health eqnity funds 

Ir Por (Institute ofTropical Medicine), Maryam Bigdeli (WHO Cambodia) 

Summary 

Health equity is an essential objective of health sector reforms, and health financing is one of 
its most important components. Addressing them requires evidence-informed policy-making. But 
reliable evidence is scarce and often not used by policy-makers when it exists. 

We examined health financing strategies, e.g. health equity fund (HEF), for improving access 
to health services for the poor in Cambodia and drew lessons for using evidence to develop policies 
that promote equity. A '4K' framework describes the HEF policy development process and illustrates 
how a pilot project can become part of national health policy. 

Cambodian health policy clearly stipulates a commitment to equitable access to quality health 
care for aJI citizens, especially the poor. Health sector development in Cambodia is now geared 
towards improving equity in access to and use of quality services. The failure of efforts to make 
public health services free for all urged the Ministry of Health to look for alternative financing 
strategies. Therefore, several health financing mechanisms to improve access to health services, 
particularly for the poor, have been developed and implemented: user fees and exemption, 
contracting, HEF and commuuity-based health insurance. 

User fees improved the performance of public health facilities but barred the poor from 
accessing public health services, especially secondary and tertiary care. The exemption policy failed 
to protect them. Contracting out health services boosted the use of health services by improving 
quality and management, but the increase in use highlighted the problem of access for the poor. In this 
context, pilot HEF s were set up to pay hospital fees and other access-related costs on behalf of those 
who could not afford them (Kl). Evidence of the success ofHEF pilots was generated by evaluations 
and case studies (1(2) and widely disseminated (K3). Progressively, HEFs were replicated and became 
part of national health financing policy (K4). 

The uptake of HEFs by the Cambodian health policy was determined by three important and 
synergistic factors: 

(I) a conducive political context, 

(2) credibility and timeliness of HEF evidence, and 

(3) commitment and good coordination among actors. 

Health equity funds are widely accepted and supported, at least for the short- and medium-term, 
by all actors, including donors. The Government has identified and aJlocated money for the funds. 
However, the HEF policy is not developed enough for effective scaling up. More research is needed 
to shape overaJI health financing policy and to achieve health equity goals. 
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Research, intervention design, and policy implementation for the 
New Rural Cooperative Medical Scheme in Shandong, China 

Yan Wang, Qingyue Meng, Baorong Yu, Dong Han, Shenglan Tang 

ANNEX 7 

This case study reports experiences in policy development and implementation of China's 
largest rura1 health insurance scheme-New Rural Cooperative Medical Scheme (NCMS). Economic 
development in China has had positive effects on health, but serious disparities in health status and 
access to health care exist. The rura1 population spends a higher proportion of their incomes on health 
care than urban residents but receives fewer benefits from subsidies. The NCMS has received high 
priority from all levels of government and has developed rapidly. Based on an initial evaluation, the 
Government proposed that by 2008 it should reach 100% coverage in rura1 areas, with average per 
capita funding increased from the present 30 Yuan to at least 50 Yuan. 

Because the NCMS is still in an early stage of development, several problems have been 
observed in its implementation. Major concerns have included: inequity in health care use, inequity in 
financing, poor cost containment and inefficient use of resources, and weak management capacity. 
Responding to a need to improve the NCMS and especially the health insurance component, 
researchers and other stakeholders carried out a baseline situation analysis in six rura1 counties and 
designed and tested a variety of interventions. 

Research design and implementation involved close cooperation between academic researchers 
and policy-makers, interacting to generate and interpret evidence, develop evidence-based 
interventions, and evaluate the implemented interventions.The baseline study found a large mismatch 
between individual premium levels and estimated ability to pay. Reimbursement rates were low, 
leaving high co-payments. The NCMS failed to protect the poor from catastrophic illness. Economic 
barriers that prohibited the impoverished from receiving medical services remained high (average co
payments by the poorest quintile were three times the average income). The NCMS offered no 
fmancial incentives to use the maternal and child health (MCH) services, and its management capacity 
was considered inadequate. 

The following interventions were recommended to local policy-makers: (I) increase premiums 
and the benefit package, (2) increase reimbursement levels, (3) strengthen local management capacity, 
and (4) use the Medical Assistance Fund to pay premiums for the very poor. Some proposed 
interventions were not implemented because they conflicted with existing policies or lacked financial 
implementation capacity by local governments. However, policy-makers agreed to address these 
matters as conditions allowed. 

The process of taking evidence to the policy stage was considered successful for several 
reasons:Researchers and local policy-makers had equal roles in designing the study. 

• They had a clear mutual understanding about what kind of evidence was needed by policy-
makers. 

• Researchers and policy-makers worked together on interpreting the results. 
• Local context and settings were carefully considered in applying the evidence. 
• Political will and feasibility were taken into account in making the recommendations. 
• Data collection fieldwork was well organized, with continuous, high-level technical support. 
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Case study on health care for the poor in Viet Nam: How evidence and politics came together 

Nguyen Hoang Long, Tong Thi Song Huong, Dang Boi Huong·, Tran Thi Mai Oanh, Sarah Bales, 
Nguyen Thi Kim Phuong, Henrik Axelson 

Summary 

This paper describes the evidence and process that led to the issuance of Prime Minister's 
Decision No. 139/2002lQD-TIg on health care for the poor in Viet Nam on 15 October 2002. 
According to "Decision 139", all people identified as poor (based on the national poverty line), are 
entitled to free health care at public health care facilities. The costs are covered by the Health Care 
Fund for the Poor (HCFP), which is to be established in every province/city and financed by the 
government budget. 

Like other low-income countries, Viet Nam faces a shortage of funding for its health care 
system. Starting in 1989, the Government introduced user fees at public health care facilities, thereby 
unintentionally making access to health care often unaffordable for the poor. To mitigate the impact 
of user fees, the Government introduced several policies to partly exempt the poor from payment for 
health services. However, the effectiveness and coverage of the exemption policies were limited by a 
lack of funding and political commitment from local government authorities. 

During 2001 and 2002, studies were conducted on the use of health services, household 
expenditure on health, equity in access to health care, and health outcomes. This evidence was well 
documented and presented through a series of national workshops and forums, which helped to 
consolidate political commitment among high-level government offices, the National Assembly and 
the finance sector to support the poor in paying for health care. At the same time, the grassroots health 
care system was being strengthened, the national health insurance system was growing, and economic 
growth was providing additional revenues. All these factors helped influence the highest level of 
government, and led to Decision 139. 

Since 2003, several studies have been conducted to mouitor and evaluate the implementation 
and impact of the HCFP and to provide feedback to government policy-making bodies. In 2005, the 
Government decided to include all the poor into national compulsory health insurance programme, 
with premiums fully subsidized from the central budget. 

• Corresponding author (email: huongvietnamI964@yahoo.com) 
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Scaling up primary health care in the Lao People's Democratic Republic using evidence from a 
long-term PHC development project 

Carol Perks (Save the Children Australia, Lao People's Democratic Republic), 
Dr Khamla Phouthonesy (Ministry of Health, Sayaboury Province, Lao People's Democratic 

Republic) and Dr Steve Fabricant (WHO consultant) 

Summary 

From 1992 to 2006, the Ministry of Public Health and Sayaboury provincial health department 
implemented a primary health care (PHC) development project in this previously underserved, 
ethnically and linguistically diverse northern province. Save the Children Australia (SCA), a 
nongovernmental organization (NGO), provided technical advice and support, with funding from the 
Australian Agency for International Development. Progress was steady throughout the four expansion 
phases of the project, and the province now enjoys health indicators that are equal or more developed 
and wealthier countries. The project was evaluated in detail in 1998 and again in 2004. The evidence 
showed that great progress had been made and identified reasons why many activities were 
successful. 

In contrast to most health development projects in the Lao People's Democratic Republic, the 
Sayaboury project was a "bottom-up" process. The lessons were carefully documented, and are the 
basis of this case study. Key to the success of the project was a constant focus on the community and 
its needs, recognizing traditional practices and cultural and language differences, and outreach to 
remote communities. Although successful outcomes were known and disseminated as early as 1998, 
not until 2006 was there another attempt to apply the same approach to PHC development in the 
Lao People's Democratic Republic. This study examines the evidence that replicable and sustainable 
health improvements were achieved at low cost, how the evidence was used, and whether it is 
applicable for large-scale health sector development projects. 

The health sector in the Lao People's Democratic Republic is heavily dependent on external 
donor support. The major donors participate in multisectora! economic development and poverty 
reduction efforts and, for this and other reasons, they have significant influence on health policy at the 
central level. In some countries, sector-wide approaches (SWAps) have improved donor coordination 
and have produced a single approach to PHC development, but this has not happened in the 
Lao People's Democratic Republic. NGO influence and other lobbies for the community-focused 
PHC approach are weak compared to the large donors. 

The major donors' projects are usually large in scale. Since decentralization in the health sector 
has been slow, planning and management skills reside at the central Ministry of Health and to some 
degree at provincial level. These projects, therefore, need to be rolled out in a ''top-down'' manner, 
supplying infrastructure and equipment, reinforcing central and provincial-level management, and 
supplementing funding for vertical programmes. 

Even some countries without formal SWAps such as Cambodia have seen donors and 
government agree on policy and joint funding ofPHC development pilots, and local and international 
NGOs playa major role in PHC projects working at district and village level. Initial doubts about 
replicability were reduced as new local NGOs sprang up in response to the availability of donor funds. 
The community-focused approach requires long-term commitments and focus on PHC principles, but 
the ''top-down'' capital-intensive approach does not guarantee that improved outcomes will be seen 
quickly. 



ANNEX 10 

Promoting health equity: evidence, policy and action in New Zealand 

Don Matheson, K umanan Rasanathan, Martin Tobias 

Summary 

In the last decade, the response to social and health inequalities has moved to the centre of the 
policy environment in New Zealand. From an absence of general discussion about disparities between 
groups, awareness has increased to the extent that inequalities are now a significant part of the 
political debate for the major political parties and central to the policy development and monitoring 
frameworks, particularly in the health sector. This paper considers how this development has occurred 
with regard to health and presents initial indicators of the progress made, exploring why New Zealand 
chose to act on health inequalities and how it has been implemented. 

The paper provides a brief overview of health inequalities in New Zealand followed by a 
discussion of relevant local literature and tools to address inequalities. This paper details the 
development of primary health care as an integral part of the response to addressing health 
inequalities and a housing initiative as an example of intersectoral action. These developments have 
occurred alongside changes in other sectors. 

The paper concludes with a consideration of the impact of the policy attention to inequalities 
and further challenges for New Zealand to continue progress in this area. 



ANNEX 11 

The development and targeting of malaria control Interventions for populations In high 
transmission areas of Cambodia: the influence of research on policy and practice 

Sean Hewitt and Roberto Garcia, Nong Sao Kry, Chea Ngoun, Abdur Rashid, Esther Sedano, Kheng 
Sim, Tho Sochantha, Doung Socheat, Srey Socheath 

Summary 

Based on evidence from the National Malaria Centre's (CNM) bednet intervention study in 
2000, a pilot project was started in 2001 to assess the viability of providing village-based diagnosis 
and treatment for malaria in Cambodia's least accessible and most highly endemic communities. 
These services were delivered through a network of volunteers equipped with rapid diagnostic tests, 
heat stable artesunate suppositories and pre-packaged artemisinin combination therapy. The pilot 
project (supported by the European Commission) was successful, and the village malaria worker 
(VMW) programme was adopted by the Ministry of Health as the main malaria diagnosis and 
treatment delivery strategy for remote malaria hotspots. The project has been scaled up (with support 
from the Global Fund, Gesellschaft fiir Technische Zusammenarbeit and WHO) to cover Cambodia's 
300 hardest-to-reach highly endemic villages. A similar community-based approach for malaria 
control in remote transmission hotspots has been adopted or is under development in Viet Nam, 
Thailand, the Lao People's Democratic Republic, Myanmar and China. 

A malaria baseline survey was commissioned through a consortium in 2004 to follow up on 
surveys carried out to identifY villages for project expansion and to provide a robust baseline for the 
Global Fund assessment. The survey, implemented by the Institute of Public Health, collected 
malariometric data from a broadly representative sample of communities within 2 kilometres (km) of 
forest areas (with some extended survey data from up to 5 km). Survey results demonstrated a clear 
decline in malariagenic potential as the distance from forest edge increases. However, findings 
indicated that malaria risk was higher immediately adjaceut to the forest than had previously been 
supposed. On the basis of this finding, malaria programme interventions were retargeted. The 
inclusion threshold for free bednet delivery was raised from 0.2 km to I km from the forest. 

This paper documents the development of the VMW scheme: origin of the concept; the 
technical dissemination; politica1lobbying; formal adoption by the Ministry of Health; and national 
roll-out. The paper also reports on the development and implementation of the subsequent national 
malaria baseline survey and on how the resulting data were used to influence the targeting of malaria 
control interventions. 

Finally, the paper reviews the methodology applied to influence policy and practice, assesses its 
effectiveness, and presents the lessons learnt. 



ANNEX 12 

Public-Private Mix for DOTS in tbe Philippines: A strategy to engage all healtb care providers 
in TB control and to significantly increase access of tbe population to DOTS services 

Dr Michael N. Voniatis, Ms Lucille Nievera (WHO Representative Office in the Philippines), 
Dr Jaime Y. Lagahid, Dr Rosalind G. Vianzon (NationallB Programme, National Center for Disease 

Prevention and Control, Department of Health, Philippines), Ms Amelia Sarmiento (philippine 
Coalition Against Tuberculosis) and Dr Charles Yu (Medical School, De La Salle University, 

Philippines) 

Summary 

Private-Public Mix DOTS (pPMD) was adopted as a national strategy for the Philippines in 
2003 to increase case detection and improve access to tuberculosis (TB) services in poor urban areas 
by making greater use of private sector providers. The Comprehensive and Unified Policy for 
Tuberculosis Control was introduced the same year to enhance PPMD by unifying and harmonizing 
lB management by government agencies outside the public health sector. Between 2001 and 2004, 
the Philippine Coalition Against Tuberculosis (PhllCAT) piloted five different PPMD models and 
another 11 "self-initiated" PPMD units, all of which proved to be feasible and effective. The total 
number of PPMD units expected to be operating nationwide by the end of 2008 is 220, of which 170 
are supported by the Global Fund. A 2005 WHO external evaluation showed that the units were 
effective and were providing quality directly observed treatment, short-course (DOTS) services. 

Recent results show an 18% increase in case detection in PPMD-implemented areas. The 
treatment outcomes of PPMD units are at least equal to public sector performance. About 5000 
private physicians throughout the country have been trained as DOTS referring physicians. To 
improve sustainability of the PPMD, the following mechanisms have been developed: monitoring and 
evaluation (M&E) infrastructure, financial incentives, DOTS Outpatient Package (provided by the 
Philippine Health Insurance Corporation), and local coalitions. The PPMD strategy has so far proved 
effective and has been well received by the pUblic. Its overall success will be measured by its 
sustainability and its ability to provide DOTS services to the urban poor and other marginalized 
populations. 



ANNEX 13 

Geograpbic equity in diltribution of searce dialysis resources in Malaysia 

Lim Teck Onn, Adrian Gob, Clinical Research Ceotre, Ministry of Health, Malaysia 

Dialysis is an effective but costly treatment for end-stage renal failure. Without government 
funding, most Malaysians would not be able to afford it. This case study examines how the 
Ministry of Health addresses equity in access to dialysis. 

Historically, dialysis treatment was highly inaccessible in Malaysia. The demand for and use of 
dialysis grew in the 1 990s following the rapid growth of the economy in the late 1980s. The greatest 
demand comes from the more well-off states, while the poorer states continue to lag behind in 
treatment. 

Although the geographic distribution of dialysis is unequally distributed towards the well-off 
states, the extent of inequality (as measured by the concentration index) has declined from 0.11 in 
1997 to 0.05 in 2004. From 1997 to 2004, government dialysis facilities shifted from favouring the 
well-off states (0=0.037) to favouring the poorer states (C= -0.047). The charitable and private 
sectors, although continuing to focus on economically advantaged states, have reduced the extent of 
inequality towards the poorer states. Private sector dialysis facilities are concentrated in economically 
developed states, while the public sector places more emphasis on the poorer states, in accordance 
with its social equity mission. 

Malaysia's willingness to provide an expensive curative service shows that developing 
countries can improve equality of access to a scarce therapy, even when benefits of economic growth 
are not equally distributed. Relative declines in public sector services do not inevitably have a 
negative impact on equity if public sector services are targeted to areas where private sector provision 
is unprofitable. 



ANNEX 14 

Promoting health equity through capacity-building of primary health care workers in MongoUa 

Amarsaikhan D. (Health Sciences University of Mongolia), Erdenekhuu N, (Ministry of Health), 
Govind S. and Hagan R. (WHOlMongolia), Nyamsuren E. (Darkhan Medical College) 

Summary 

Mongolia is struggling to address human resource issues in the health sector. Uneven 
distribution of health workers, with increasing real shortages in rural areas, is due largely to poor 
conditions of work and lack of incentives for rural health workers. At the same time, there is an 
excess of health workers, especially doctors, in urban centres. Studies show that income inequality is 
increasing and inequity in access to health services is a growing problem. Maternal and child 
mortality rates remain high compared to other developing countries in the Region, and there is a 
marked urban-rural difference. These problems limit new rural health gains and Mongolia's ability to 
reach its health-related MiJlennium Development Goal targets. 

For many years, WHO has supported the Ministry of Health in building the capacity of health 
workers through overseas fellowships and study tours, participation of technical and managerial staff 
in international and regional meetings, and many local training workshops. The fellowships have 
contributed to strengthening the pool of trained workers. During the period 2000-2006, more than 230 
Mongolians studied abroad as international fellows under various WHO programmes. However, 
despite some notable successes, these overseas training programmes were not an optimal use of scarce 
training funds, as will be detailed in this report. 

Local training activities that involved district-level health workers (more rarely soum-level 
workers) were found to be uneconomical, due to the high cost of travel for participants from remote 
areas to the capital city, Ulaanbaatar. 

The WHO country office allocated 10% of its regular budget for local fellowships in the 
2006-2007 biennium. To date, around 300 remote primary health care workers including nurses, 
midwives and bag feldshers have been trained, primarily in the three rural regional medical colleges. 

Mongolia has initiated a programme to secure long-term technical assistance to support its 
human resources development policy and strategies. As noted in its new Strategic Master Plan for the 
Health Sector, solutions require shared action by many stakeholders including the Ministry of 
Education. The Prime Minister now heads a high-level committee to address continuing issues related 
to human resources for health. The Government of Mongolia has now formally recognized the 
growing rural-urban inequity and has endorsed a spectrum of efforts for its reduction. 

WHO in Mongolia has allocated 15% of its budget in the 2008-2009 biennium for local 
fellowship training at the three regional medical colleges. Given its wide acceptance and the 
satisfaction of primary health workers and their managers, inequity in distribution of health workers 
between urban and rural areas wiJI be reduced. 
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ANNEX 15 

Group Work: Translating lessons from experience Into best praetlce 

Instructions: 

Group 1: Strengthening the generation of policy-relevant evidence 

Step I. From among the group members, please identify a facilitator and rapporteur. 

Step 2. Please discuss the following questions and prepare to report the key points in the discussion as 
well as the conclusions to the plenary: 

(1) How can researchers and policy-makers best collaborate on ensuring the generation of 
policy-relevant research? 

(2) How can the findings of research be presented to policymakers in an actionable and 
timely manner? 

(3) How can you apply the lessons from this meeting to your work to ensure the generation 
of policy-relevant evidence? What would be some concrete next steps? 

Group 2: Promoting the use of evidence In policymaklng 

Step I. From among the group members, please identify a facilitator and rapporteur 

Step 2. Please discuss the following questions and prepare to .report the key points in the discussion as 
well as the conclusions to the plenary: 

(1) How can policy-makers and other stakeholders collaborate to stimulate the uptake of 
policy-relevant research and recommendations? 

(2) What enabling factors and institutional mechanisms can promote the better use of 
evidence in policy-making 

(3) How can you apply the lessons from this meeting to your work to ensure better use of 
evidence in policy-making? What would be some concrete next steps? 
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